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There are changes coming  yet again.

I would like to make some comments on the recent changes at AHS, 
noting first that it is hard to hit a moving target. It has been a week 
now since the “new” changes were announced. My views on these 

changes are well summarized in the excellent Herald editorial of Sept 
12. The author notes “by appointing AHS official administrator Janet 
Davidson as the province’s new deputy health minister, all pretence of 
distance between the political offices and those who administer health 
care has been removed.” Where this will lead is yet to be determined 
so we will have to wait and see what effect these changes have at 
the patient care/physician level. The budgetary reductions given to 
the “old” AHS remain in effect so how this affects care as we move 
forward will be of great interest. Please forward me your issues and 
concerns as together we can make a difference. It is instructive to note 
that the concerns for rural healthcare in the new organization quoted 
in the Herald were voiced by their medical staff associations.

I would like to address two questions in this editorial. The first 
question, of course, is why one should be a member of Calgary and 
Area Medical Staff Society (CAMSS). We are mandated to exist 
in the medical staff bylaws passed by the province. Our function 
as medical staff associations (there were five and hopefully that 
will continue) is to provide input to the chief medical officers and 
administration through the zone medical administrative committee 
(ZMAC), and on a provincial level through the provincial practitioners 
executive committee (PPEC). In addition, members of the medical 
staff associations have positions on search and selection committees 
for regional department heads. We also serve on the representative 
forum of the AMA and chair zone advisory forums (ZAF) which 
bring together AHS, CAMSS, CPSA, AMA and the medical schools 
for discussion of relevant joint issues. Other issues into which we 
have input are the organization and documentation of the periodic 
reviews. So, in summary, if you are happy with your existing medical 
leadership, have no concerns about future leadership and have no 
issues with AHS or Alberta Health policies and do not care about 
other departments or other physicians’ issues . . . you have no need 
for your medical staff association. On the other hand, if you do have 
issues you want discussed at the local, regional or provincial level, 
we are available to help. In addition to the annual general meetings 
we are also reachable through the CAMSS website. I hope to attend 
some departmental rounds to further discuss the role of CAMSS and 
why participation is important for all physicians and podiatric and 
oral maxillary surgeons.

Engagement of physicians in healthcare is a difficult thing to 
define or measure. On the one hand we are engaged on a daily basis 
providing care, teaching and occasionally research. We are completely 
engaged in the provision of health services for Albertans. On the other 
hand the medical staff association has seen a gradual decrease in 
percentage of physicians registered. The pool of physicians willing to 
serve on administrative committees has decreased over time (personal 
observation) and willingness to attend site based meetings has also 
diminished. I believe it is fair to say that the interest of physicians in 
attending medical staff association meetings overall has decreased. 
The critical question is why?

We have moved!
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From the CAMSS president
There are changes coming  yet again.

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554
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we are available to help. In addition to the annual general meetings 
we are also reachable through the CAMSS website. I hope to attend 
some departmental rounds to further discuss the role of CAMSS and 
why participation is important for all physicians and podiatric and 
oral maxillary surgeons.

Engagement of physicians in healthcare is a difficult thing to 
define or measure. On the one hand we are engaged on a daily basis 
providing care, teaching and occasionally research. We are completely 
engaged in the provision of health services for Albertans. On the other 
hand the medical staff association has seen a gradual decrease in 
percentage of physicians registered. The pool of physicians willing to 
serve on administrative committees has decreased over time (personal 
observation) and willingness to attend site based meetings has also 
diminished. I believe it is fair to say that the interest of physicians in 
attending medical staff association meetings overall has decreased. 
The critical question is why?

I believe there are many 
reasons. We are engaged and serve 
on committees and groups within 
our own departments, leaving 
little time or inclination to attend more 
meetings that may not directly affect 
us. In the Calgary urban environment 
the majority of physicians are based in 
regional departments leaving site based 
groups such as hospital medical staff 
associations less relevant on a day to day 
basis. Another consideration is timing. 
It is difficult to attend meetings during 
regular working hours because we are 
already working and in my case usually 
running behind. In my experience the 
single most important factor in whether 
or not a physician will attend “extra” 
meetings is whether or not they were listened to last time. There are 
many examples in my clinical lifetime of projects that consumed 
hours and hours of physician time and effort that never produced any 
real changes. The countless meetings on the fate of the “old” ACH 
site, a project that was ultimately cancelled, disillusioned many of my 
colleagues who will never volunteer again. It is not that we want to 
have the final say on such large projects but the government needs to 
recognize that volunteer effort and good will are valuable resources. 
Engagement cannot be mandated from above, it must be fostered 
from within to be effective. Telling us to be engaged is not helpful, 
appreciating and encouraging our input is far more productive.

In order to engage physicians on a local/regional or provincial 
level we have to find issues that affect physicians and patient care 
delivery directly. We also have to feel that our input is valued. The 
government needs to ensure that physicians are part of the process 
of change. In this spirit I would like to thank Dr. Belanger, the chief 
medical officer for Calgary and now southern Alberta and his assistants 
Dr. Braun and Dr. Stouffel for the time they have taken to participate 
in our meetings and, more importantly, to listen to our concerns. I also 
want to say thanks to the site leadership at my home base, the Peter 
Lougheed Hospital, for their efforts in engaging the physician base. 
I believe the other sites have similar initiatives and encourage them 
to continue these.

There are changes coming – yet again. This is the third 
reorganisation of the health care system in the last ten years, and the 
fourth since I began practice. However, at the end of the day, we as 
physicians are still responsible for the care we give. If by being part 
of the process we can channel the changes to make improvements in 
our patients’ care, then our engagement is well worth the effort. In 
order to continue to advocate for regional physicians and our patients 
please join and, more importantly, participate in our medical staff 
associations. 

We are stronger together.
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Dr. Lloyd Maybaum,
CAMSS past president 
Phone: 403-943-4904

“Access should be based on need, not your ability to pay.” These 
are the words of our esteemed registrar, Dr. Trevor Theman of the 
College of Physicians and Surgeons of Alberta. 

Private, community based diagnostic imaging (DI) services 
contravene this basic ethos. Let’s examine this issue and 
re-examine an unorthodox approach first presented in the 

September 2010 edition of Vital Signs.

If an individual pays for imaging at a private clinic they can usually 
obtain their MRI/CT in a matter of days. By doing so, they will have 
obtained diagnostic imaging services far faster and sooner than ‘Joe 
Albertan’ waiting in the public queue. Moreover, by having your 
imaging in-hand your access to a subsequent specialist may then be 
expedited. Ultimately, this may translate into queue jumping. 

On one hand I applaud the college for tackling the discussion 
surrounding the ethics of economic barriers for medically required 
DI services but on the other hand, I shudder at the prospect that these 
private DI clinics could be shut down. I recognize that it is beyond 
the authority of the college to shut down these clinics. Moreover, 
I am quite confident that no provincial authority would likely dare 
shut them down. However, in light of the queue jumping inquiry the 
optics of these clinics and their ability to facilitate queue jumping is 
ethically uncomfortable.

Let’s review a few quick facts about these clinics: 
1. These clinics exist because we have lengthy waitlists for 

publicly funded DI services.
2. A longer waitlist means more individuals will be willing to 

find the means to pay for private DI services.
3. If there are no waitlists these clinics would disappear – thus, it 

is in the private clinic interests that these waitlists exist – the 
longer the better.

4. Paying the fee privately saves the public system the cost of 
the procedure. Thus, if we get rid of these private clinics the 
waitlists and costs incurred in the public system will balloon 
unless additional public funds are tapped to make up the 
shortfall in revenue i.e. the taxpayer will pick up the tab for 
the loss of private clinics.

If we truly want to stand on ethics and embrace the notion that 
access should be based on need, not one’s ability to pay, then our 
legislative assembly would have to take steps to shut down these 
clinics. For if we do not, then we are saying that it is OK to pay for 
faster access and to jump the queue. Black and white. There it is, yet 
somehow this just doesn’t feel right. If I have the money why can’t I 
spend it on my own health care and diagnostic imaging? Moreover, 
if we simply shut down these clinics there is nothing stopping the 
well-heeled from going to another jurisdiction to have their DI needs 
serviced. There is a clear economic benefit to these clinics and we will 
miss this economic windfall by allowing it to slip to another province 
or to the United States. 

I suppose that we could simply 
ignore the ethical dilemma and 
carry on the way that we have 
for the past 20 years. In light of 
the recent preferential access inquiry 
this doesn’t sit quite right either. Perhaps 
we could find another way, a middle 
ground between shutting the clinics 
down and completely ignoring the ethical 
dilemma. 

In fact, there is another approach. 
An approach that I first presented in the 
September 2010 issue of Vital Signs 
and an article entitled The Heretic. The 
full article was eventually printed in the 
editorial section of the Calgary Herald 
and resulted in an appearance on the 
Business News Network and travels to Halifax and the AIMS (Atlantic 
Institute for Marketing Studies Institute) to share this idea. The Calgary 
Herald coined it, the Robin Hood approach.

In the original Robin Hood approach, the wealthy pay to jump to 
the front of the line but the process would unfold entirely within the 
public healthcare domain and all profits would be dovetailed back 
into the public system. With respect to the current private DI services 
dilemma, a patient could pay to jump to the front of the line and attend 
a private DI clinic just like they have been. If we employ the Robin 
Hood approach however, for the benefit of jumping the queue they 
must also pay for one (or more) additional patient(s) that are on the 
waitlist in the public system to have their procedures performed at the 
private clinic. Although the individual is jumping the queue by paying 
for their private DI services, they are in essence paying penance for 
contravening the “access should be based on need, not your ability to 
pay” ethos. It is akin to buying carbon offsets when flying in a jumbo 
jet which eases elements of a ‘guilty mind.’ By employing the Robin 
Hood process, the overall length of the waitlist in the public system 
is reduced. In this model, everybody benefits – the person jumping 
the queue, patients waiting in the public system, costs to the public 
system are reduced and the private clinic also benefits. 

One catch is that if the Robin Hood approach is ultimately 
successful it would eliminate queues and thereby likely lead to the 
closure of the private DI clinics – not a welcome outcome. One way 
to prevent such an outcome would be to employ the Robin Hood 
principle only when certain public waitlist triggers are met. For 
instance, if the public waitlist is eight months long, you would have to 
pay for two additional people from the public queue in order to access 
a private facility and expedited services. Once the public waitlist has 
been whittled down to three months the cost would include only one 
additional person from the public waitlist until the waitlist stands at 
perhaps one month. At that point, future individuals wanting to pay for 
private DI services need only pay for themselves since shaving a mere 

month of time off of the public wait is a marginal benefit compared to 
a three or eight month wait. The actual numbers and triggers would 
have to be carefully reviewed and evaluated to ensure the viability of 
the plan as well as the viability of the private clinics.

The Robin Hood approach is rather unorthodox but an approach 
that one reviewer at the AIMS Halifax conference on November 
15, 2012 described as “the policy with the most room for success” 
(Alanna Newman – AIMS on Campus). Alberta could be first out of 
the gate with this approach and would truly be embracing innovation. 
Why not set up a trial run and see if the Robin Hood approach may 
actually be beneficial? It could help bridge the dissonance between the 
ethical dilemma of queue jumping and that of shutting down private 
diagnostic imaging services. 

From the past president
The Robin Hood approach: A solution to private MRIs 

Calgary Medical Society update

The Calgary Medical Society continues to offer opportunities for 
physicians and their family members to meet socially. Please 
consider joining us. 

The first event will be a meet and greet. It will held on Tuesday, 
October 8th, 6:30 to 8:30, Webster’s Art Gallery, 812 11 Ave SW. 
This is an enjoyable opportunity to enjoy some art and socialize with 
others. Wine and cheese will be available.

Full Members — Free 

CMS Members 
(Basic and Associate Level) — $20.00

Non-Members — $25.00

There will be a children’s Christmas Party on Saturday, November 
30th, 1:00 to 4:00 at Edgemont Community Centre - 33 Edgevalley 
Cir NW. We’ll have a kid-friendly buffet lunch, face painting, balloon 
animals and a visit with Santa. Gifts for children under 14 years old 
will be provided.

Full members 
and immediate family — Free

All children — Free

Adult CMS members (basic and 
associate level) — $25.00

Non-members — $30.00

For more details contact Roxanne at cmscalgary@shaw.ca

By Dr. Laurie Pereles
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Editorial

“The mainstream consensus is that everything is swell in America, 
and that the nation is just moments away from a major comeback. But 
there are ominous signs that this may not be the case . . . that it’s not just 
the economy, not just the corpotocracy, but rather there is something 
much deeper inside the guts of America that has gone rotten, something 
that may not be so easy – or even possible – to fix.” 

Adbusters #108 July/August 2013.

I begin this article by drawing the readers’ attention to the following 
quotes taken from the Calgary Herald. 

“AHS 4.0: Now at least the political meddling will be expected,” 
Calgary Herald, September 13, 2013. Excerpts from this editorial 
include, “By appointing AHS official administrator Janet Davidson 
as the province’s new deputy health minister, all pretence of distance 
between the political offices and those that administer health care, 
has been removed. If this latest change buys the system some much 
needed stability as it implements much needed innovation, then it will 
all be worth it.”

“New deputy health minister to receive $580,000 salary,” Calgary 
Herald, September 11 2013. An excerpt from the article includes the 
following, “Dr. Michael Giuffre, president of the Alberta Medical 
Association, said many doctors had become disengaged after 
struggling to get anything done in the health system bureaucracy. He 
said the changes announced this week indicate that the government is 
taking more firm control of AHS, which may provide an opportunity 
for physicians to work more directly with the minister.”

Reading the above headlines and listening to much pundit 
discussion, it would seem that with the recent remake of AHS 
everything will be just ‘swell’ with the government’s absolute political 
control over the system. I must say that I find this somewhat laissez 
faire attitude disturbing and alarming. In this article let me explain 
why I am worried.

Over the past four years, through the pages of Vital Signs, I have 
repeatedly railed upon several themes. These would include the 
problems of 1) physician intimidation/fear inherent in the system; 
2) the difficulties with lobbying and influence peddling undermining 
logical actuarial needs based assessment in health care decision-
making; 3) problems with undue corporate influence within a system 
and 4) the problems of interference, meddling and micromanaging 
by the health ministry. Let me boldly suggest that all of these themes 
may in fact be intrinsically linked. For instance, if the interests of the 
lobbyists/corporations etc. are potentially threatened this could lead 
to meddling and micromanaging by the health ministry which likely 
could play a role in intimidation. 

Is corporate/wealthy benefactor influence leading to meddling and 
micromanaging of the system? Certainly, our elected representatives 

Whistle while you work

Continued on page 9

By Dr. Lloyd Maybaum
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AMA update

By R. Michael Giuffre, MD, 
MBA, FRCP, FRCPC, FACC, 

FAAC, AMA presidentIn August I wrote about the ways in which the AMA has moved 
toward a more patient-centric vision as new opportunities have 
occurred under the new seven-year AMA agreement. This change 

in vision and the new agreement have necessitated a renewal of the 
association’s strategic planning. 

Strategically we now have three key result areas or KRAs: (i) 
Financial health; (ii) Well being and (iii) System partnership and 
leadership. This letter focuses on the first of these: financial health.

There are three broad categories of goals and activities that relate 
to what the AMA will do to support and improve the financial health 
of physicians.

1. Fair compensation for physician services
This is the role that physicians most identify with the AMA. The 

first activity that likely comes to mind is negotiations that we conduct 
with government for the payment of publicly insured services. There 
is opportunity under the AMA agreement to further solidify our role 
as representative through legislation. 

Of course, the AMA represents physicians at other tables beyond 
Alberta Health. We need to see improvement in these areas also, 
including: a Workers’ Compensation Board agreement; improved 
representation with AHS; and additional support for those physicians 
involved with clinical and academic alternative relationship plans 
(ARPs).

2. Practice management support
For many years the AMA has provided advice on billing through 

the schedule of medical benefits and the demand for this service is 
growing. The board wants to increase the level of support and find 
new ways to provide it. In 2013-14 we will consider using online 
videos for high-demand billing topics and explore the possibilities of 
developing a mobile billing app.

Our practice management program (PMP) service has proven to 
be an essential support for individual physicians and also in getting 
primary care networks (PCNs) off the ground. Helping physicians — 
by designing governance structures and business practices for team-
based primary care — proved to be an important service. 

PMP will also have a role in the evolving PCN 2.0, i.e., the next 
phase of PCN development which is being discussed with government. 
The board has also directed staff to consider other opportunities, e.g., 
PMP physician support for ARPs and/or projects arising from strategic 
clinical networks (SCNs). Lastly, we are looking at providing a wholly 
new service: a real estate leasing advisory program. 

3. Financial products
The primary financial product that the AMA provides directly is 

insurance through our agency, ADIUM Insurance Services Inc. In 
addition, as a division of the Canadian Medical Association we support 

and align with a much broader 
range of products through MD 
Physician Services (MD). We have forged an “insurance and wealth 
management alliance” with MD and over the next few years we will 
be working to further strengthen that business relationship for the 
benefit of members.

We are also undertaking a scheduled review of our partnership with 
TD Insurance Meloche Monnex. Challenges arising from the fire in 
Slave Lake and the flooding in southern Alberta will be included as 
part of this review.

Other KRAs
You may have noted that some activities which could fall under 

financial health were not mentioned, including fee relativity and our 
efforts to support electronic medical records. They are also strongly 
linked to the system partnership and leadership KRA and that is where 
we have placed those particular items. 

The financial health KRA reflects the traditional role of medical 
associations and remains a core purpose. The remaining two KRAs, 
well being and system partnership and leadership, comment more on 
our evolving roles in relation to government, the public and issues of 
where our future will lead. As the system struggles with challenges 
of sustainable resources vs. acceptable access, these roles will be 
increasingly important for the profession.

At time of writing, the board of directors was finalizing the 
2013-14 AMA business plan and budget, which was presented at the 
representative forum (RF) and annual general meeting on September 
27-28. Further information and details were made available on the 
AMA website after the RF.

Draft standards of practice
All of you would have received an email Friday, September 6, 

from the CPSA seeking your input on four draft standards of practice, 
including one on charging for uninsured services. 

Several days earlier I sent an email to physicians in relation to 
some comments in the media regarding the potential impact of that 
proposed standard on some services such as MRIs. As I pointed out 
in that communication, whenever we talk about insured vs. uninsured 
services, we open up a number of issues. 

I received a significant email response from members; thanks 
to all of you who took the time to write. The comments reflect the 
complexity of the issue and the need to ensure a clear understanding of 
whatever standard may eventually be adopted. This is what the CPSA 
consultation is all about and I encourage all physicians to participate. 

The AMA’s input will be discussed at the next meeting of the board 
and, I assume, at the upcoming RF. 

The link to the CPSA consultation page is: http://www.cpsa.ab.ca/
Consultation/Consultation/005uninsuredservices.

Changes at AHS
A large-scale reorganization at AHS has been announced this past 

week by Health Minister Fred Horne. The AHS management has 
been restructured into two zones (north and south); the termination 
of five senior executive positions was announced with plans to 
remove or repurpose 70 vice-president positions. There are further 
recommendations to review the administrative structure of the 
organization from the bottom up. The appointment of new Deputy 
Health Minister Janet Davidson was announced and her post as AHS 
administrator has moved to Dr. John Cowell, former head of the health 
quality council of Alberta.

Only time will tell what effect these new directions will have. 
None of us would argue with the language used consistently by 
minister Horne, AHS president and chief executive officer Dr. Chris 
Eagle, the deputy minister and Dr. Cowell: the focus of AHS should 
be quality patient care, education and research while anything else 
requires justification. I think we can believe them when they say they 
sincerely hope that the changes will have little or no effect on front-
line care delivery.

As for the AMA, we represent a “constant” in the changing 
delivery system of health care, and we continue to move forward 
on implementing the AMA agreement. I have received numerous 
questions about the future for zonal medical structures; as of last Friday 
AHS has said that the reorganization into north and south zones is 
for management purposes only and that the five existing zones will 
continue operating as they do today. The AMA will carry on with our 
work to advance the zone medical staff associations and their important 
work locally and provincially – and we will monitor any impact from 
the new management structure. 

I know physicians and other health care professionals will 
keep doing what they do every day to care for patients. The AMA 
agreement can contribute to stability in the face of change and do so 
in a significant way. As we wait for the waters to calm, I trust you 
will keep me informed about what you observe and what you think. 
I always appreciate hearing your thoughts and comments. Email 
president@albertadoctors.org.

AMA update — Continued
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at times seem more interested in re-election, public opinion and 
continuing a dynasty, which perhaps leads to reflexive responses 
undermining logical efficient health care decision-making. Some 
examples might include seniors care facilities not being built at 
the best price or in the most logical locations or supplied services, 
pharmaceuticals and/or equipment that are not endorsed or purchased 
fairly or prudently. When front line players spot these transactions or 
patients perhaps suffer the consequences of these decisions workers 
may cry foul or speak out which in turn, as we have seen in the past, 
have led to intimidation and threats. Idle musings perhaps, but in the 
last month an alignment of unlikely magazine sources provokes a 
deeper and more sobering musing.

I draw your attention to the August 10-16th, 2013 issue of The 
Economist, which revealed a truly remarkable article. An article that 
I might have expected to find in Adbusters magazine rather than in 
the ultimate magazine homage to capitalism. The article is entitled 
“Cronies and capital: business people have become too influential in 
government.” I’d like you to place this in the context of our Alberta 
situation.

The article notes that in the great battle of the 20th century between 
the state and business

“ . . . the state was likely to win because the thinkers and bureaucrats 
at its service were better at occupying the moral and intellectual high 
ground . . . . Times have changed . . . today the problem is often the 
very opposite . . . not the marginalization of business but its excessive 
influence . . . . Policing the relationship between government and 
business in a free society is difficult . . . but governments must also 
remember that businesses are self-interested actors who will try to 
rig the system for their own benefit. The sad state of Mr. Berlusconi’s 
Italy shows that a government that is too close to businessmen may 
be neither businesslike, nor do much to promote businesses other 
than their own.”

As mentioned, the problems of excessive lobbying and influence 
peddling in our health care system has been a recurrent theme of 
mine. This stand was adopted without naivety regarding the manner 
in which the world works, but with morale certitude that we can and 
must do better. The top priority for businesses and corporations is 
financial windfall for shareholders. This is true whether it be in finance, 
retail, commodities or health care. Patient care will always remain a 
secondary consideration for the health care corporation. In a publicly 
funded health care system as we have in Canada and in Alberta, it is 
wise and prudent to remind ourselves of this foundation principle. On 
a more global scale, the Economist would seem to agree.

In a domain polar opposite to The Economist we find Adbusters. I 
have had a continuous subscription to the Economist for many years so 
it was a particular day of whimsy that I stumbled upon Adbusters while 
researching the occupy Wall Street phenomenon. In fact, it was the 
writings in Adbusters that was the genesis for the occupy movement. 

Whistle while you work — ContinuedAMA update — Continued
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Familiarizing myself with this foreign literary environment, it quickly 
became evident that admonishing the undue influence of corporations 
and the ‘corpotocracy’ is a key rallying cry of Adbusters. I do admit 
that the look of Adbusters magazine seems an attack on the senses 
especially for one used to the more conservative refines of The 
Economist. However, upon closer examination, I discovered obvious 
indigestible truths to many of their ramblings. Uncomfortable truths. 
Challenges to the social norm that perhaps all readers may want to 
ponder and to consider. 

Though The Economist and Adbusters occupy opposite ends of the 
magazine rack both would seem to agree that business people have 
become too influential in government. This is a key point #1.

We next move to the October 2013 issue of The Walrus and 
a provocative article 
by Andrew Coyne; 
“Repairing the house: 
How to make members 
of the house relevant 
again.” The seed for 
this article lay with a 
series of exit interviews 
with several dozen 
former members of 
parliament.

Upon reviewing the 
exit interviews, Coyne 
noted that the former 
MPs held  var ious 
opinions with respect 
to what their roles 
were in the house of 
parliament. Some felt 
that their roles were 
to serve the interests 
of their constituents, 
others to advance the 
interests of their party. 
Surprisingly, very few 
felt that their role was 
to hold the government 
to account despite Mr. 
Coyne noting that this 
“is one of the traditional 
first responsibilities 
of the legislature in 
a  p a r l i a m e n t a r y 
system.” 

Coyne writes that 
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debates/arguments in parliament “ . . . are rote, attendance is sparse 
and no one’s mind is changed.” He notes that Canada has among the 
strictest systems of party discipline in the world, therefore MPs have 
little leeway to vote as their conscience or their constituents dictate. 
Commonplace MPs have little opportunity to propose legislation and 
“cannot ask questions in the House, or even make routine member’s 
statements without the permission of the party whips. When they do, 
they are as often as not confined to reading out lines written for them 
by party communications staff.”

Coyne notes, “that is the MP’s lot: to do as they are told, speak as 
they are told, vote as they are told; to stand in their place when they 
are called upon, and to sit down afterward; to attack their opponents 
on cue and shout their support for the leader, often to the tune of a 
standing ovation.” Coyne suggests that MPs have lost any sense that 

Whistle while you work — Continued

Continued on page 13



Vital Signs October 2013 • Page 12

it is their role, their raison d’être, to hold government accountable for 
its actions. They can’t because if they try to they will be dismissed, 
shunted from caucus or banned from running under the party banner 
for perhaps the simple crime of having displeased their leader. They 
are not free to criticize and therefore cannot play a watchdog role to 
ensure government decisions are made in the best public interest.

Coyne further impugns that, “because MPs are so inconsequential, 
good people have little incentive to run for Parliament, and the 
institution packed with mediocrities, slides inexorably into disrepute.” 
If we recall, the Economist noted that previously it was the state 
workers that held the intellectual and moral high ground but that this 
is no longer the case. Adbusters, seemingly from its inception would 
state that the real power lay with business and the corpotocracy. Thus, 
if we believe these agencies then we seem to have a situation in which 
businesses and corporations tend to hold the intellectual high ground, 
but most notably, the purse strings to facilitate or undermine the 
re-election of those inconsequential MPs and MLAs. That this state 
of affairs might at all be acknowledged by the esteemed Economist 
magazine is truly unnerving.

With multiple sources stating that corporations have significant 
power and influence in various levels of government it becomes 
even more imperative that all levels of government are held more 
accountable. Commonplace MLAs and MPs have very little influence 
or relevance, therefore, if they cannot hold more elite members or party 
leaders accountable who is left to ensure that decisions are made in 
the best public interest and not principally in the interests of business 
people and corporations? In other words, the legislature will be very 
poor at policing itself. This is key point number two.

One would think that in matters related to health care in Alberta, 
AHS executives or physicians would be able to hold the government 
accountable for decisions made. This, however, is very far from reality 
since in our newly present scenario of absolute political control over 
the health care system those executives or physicians that speak out or 
whistle blow run the risk of overt intimidation or even termination.

Minister Horne has implemented changes that are truly worrisome. 
The Progressive Conservative party of Alberta now has direct political 
control over the health care system. Business/corporate influence 
abounds while MLAs are largely ineffectual and no AHS executive 
or insider is safe to comment or criticize. Who is left to safeguard 
the system? 

Without ironclad whistle blower protection for physicians and in 
particular AHS executives, there is no sense of trust that decisions 
will be made in the best public interest based on actuarial need vs. 
being made upon influence and perhaps cronyism. How would we ever 
know if ministry decisions are made to please friends and supporters or 
perhaps based on the influence of pharmaceutical companies, medical 
equipment manufacturers or those that are proposing the provision of 
infrastructure? Very simply, we won’t. 
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With our present situation the health care portfolio will fall entirely 
silent. Such silence could very well be mistaken for success. This 
would be a serious mistake. We should instead question the silence 
much as a parent suspects something is up when there is no noise 
coming from the children.

The pending silence in the health care portfolio may in fact mean 
nothing, but then again, all kinds of nefarious health care backroom 
deals may be unfolding that are not in the best public interests. 
Unfortunately, the public will simply be oblivious to them because 
there is no one in a position to safely whistle blow. 

For the last couple of months I have been hammering away at 
the need for meaningful, effective whistle blower legislation. Such 
protection is essential if we are to have a modicum of comfort 
accepting the current model of direct political control of the health 
care system. We need checks and balances. We need the comfort of 
knowing that if someone spots corruption they can whistle blow and 
that the government cannot secondarily intimidate/terminate them. 
This will help to ensure accountability and confidence that businesses, 
corporations or political benefactors are not wielding undue influence 
in our government’s decision making. 

Dr. John Cowell, the new official administrator for AHS replaces 
Janet Davidson and an entire board and chairman. In an email 
letter sent to AHS staff on September 16, 2013 he notes that it is 
his duty “to ensure that the community understands and trusts the 
organization.” Fair enough. Dr. Cowell: If you really want us to trust 
the organization then back the calls for the implementation of whistle 
blower protection.

The call for whistle blower legislation is not a new suggestion. 
There was a recent round of whistle blower legislation yet the 
government fell short of providing adequate protection for physicians 
or AHS executives despite proposed amendments from the opposition 
parties. Why did this PC government stick handle around the whistle 
blower legislation? It would certainly seem to suggest that they have 
something they wish to retain or to hide.

I conclude this article by calling upon the government to once again 
consider fresh whistle blower legislation. The current arrangement 
of absolute political control over the health care system may in fact, 
work out, but we will need the security and comfort that meaningful 
and effective whistle blower protections are guarding the system. I 
ask you, the reader, to please contact your MLA and ask why the PC 
party will not sponsor or agree to meaningful whistle blower protection 
for physicians or AHS executives and demand that the government 
institute such protections. 
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