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CAPA classified
Medical clinic in High River

Space available for two or three physicians, specialist or GP. This 
clinic is already occupied by two female OB/GYN’s. Terms flexible, 
from rent only to complete office set up and clinic management.

Level 1 hospital, three minutes from the clinic, Calgary city limit, 
25  minutes drive.

Contact :   David Baker:  403-262-2222;   Cell: 403-660-8551 
mdbaker@shaw.ca

Dr. Vincent J. Murphy, a celebration of life
Monday, November 8th, 2010, 7 – 10PM, Red & White Club

1833 Crowchild Trail NW, Calgary, AB, T2M 4S7

A memorial tribute honoring 
Dr. Murphy and his life will 
be displayed at the Aero 
Space Museum of Calgary. 
Contributions for the tribute 
can be made via cash or cheque 
at the event or mailed to:

Century Services Inc.
310, 318 – 11th Ave SE
Calgary AB T2G 0Y2

RSVP by November 1st          
Online:  http://www.centuryservices.com/vince-murphy-funeral
Phone:  Brandi Schendel D: 403.303.2596        C: 403.619.9236

Family physician needed
Lynnwood Medical Clinic, in Southeast Calgary, is looking for 

a part or full time family physician to start on or after April 1, 2011. 
Great colleagues, staff and location. Newly renovated clinic with 
electronic medical records. Part of the Mosaic Primary Care Network 
with a chronic disease nurse, behavior health consultant and shared 
mental health program.

Contact: Dr. Joan Meldrum or Dr. Mark Sosnowski
Telephone 403 279 3311 or tnt.lynnwood@shaw.ca

Medical clinic available
Turnkey operation. Move-in open new practice or opportunity for 

ownership. 10 exam rooms, EMR.
Available immediately.

Contact 403-217-6453 ext 6
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From the CAPA president

Dr. Lloyd Maybaum,
CAPA president 

Phone: 403-943-4904

More public/private musings . . .

Picking up from my last article on the public-private debate, 
recall that Dr. Duckett warned Canadians regarding the pitfalls 
of private healthcare as evidenced by the Australian experience. 

I would like to suggest a potential way to avoid these pitfalls. 

First of all, let’s deal with some of the smoke and mirror arguments 
that have been bandied about. For example, one senior AHS executive 
argued that the current system is public in funding only, as most services 
are provided by the ‘private sector’ including physicians who, in the 
majority of cases, are private corporations. In my opinion, this is a 
non-argument and a distraction from the real issues at hand. Physicians 
are held to the terms of AHW fee-for-service codes or the terms and 
conditions of their ARPs. I have many colleagues that are incorporated 
and none of them would consider themselves to be working in ‘private 
health care’ simply because they are incorporated. Throwing in the 
notion that physicians represent private health care merely serves to 
add to the innuendo and breakdown of the discussion.

Next, we should clarify the latest catch phrase: Publicly funded 
private health care (PFPHC). We all know that PFPHC essentially 
means that we take public funds and use them to pay for procedures at 
clinics or facilities that are owned by private interests. The argument 
that I repeatedly hear with this catch phrase is that the fees paid to the 
physicians involved will be exactly the same as those on the public 
side. Consequently, there should not be any concern with this new 
funding paradigm. Fair enough, but is this the end of the argument? 

Taking a closer look it would seem that the idea that these private 
clinics would operate solely based upon the revenue generated by 
physicians using the fee for service codes of AHW is unrealistic. What 
seems to be missing from the argument is the discussion regarding 
the side deals that must be fleshed out in order for the publicly funded 
approach to work. By this I mean the issue of facility fees. 

Facility fees are those fees that a private facility negotiates with 
AHS over and above the AHW fee-for-service charges of physicians. 
Facility fees would typically cover the costs of the bricks and mortar, 
equipment (and usage thereof), utilities, disposables, nurses etc. It is 
these fees and contracts that should be of primary interest to anyone 
invested in the public-private debate. These facility fees would seem to 
be where the real money is to be made on the private side and perhaps 
where the real problems can develop. 

Judging from Dr. Duckett’s article, it is the nature and basis of 
these facility fees (or something akin to them) that got out of hand 
in Australia such that the private provision of health care services 
became more expensive than the public delivery of the same services. 
How do we therefore prevent a similar situation from developing in 
Canada?

To me, the answer is shockingly simple and can be summed up in 
one word – transparency. The transparency I speak of relates to the 

costs involved in providing health 
care services as well as contractual 
and negotiation transparency.

In order to effectively negotiate 
with private interests, we need to 
know the ‘all-inclusive’ public 
side costs of procedures and 
interventions. Only by knowing 
these numbers would we have 
a starting point to begin the 
negotiations with private interests. 

Obtaining these numbers would 
require an unbiased actuarial 
assessment of the cost to perform 
procedures in the public system. I 
would suggest that the individuals 
involved in these actuarial assessments must be autonomous and 
essentially ‘untouchables.’ Unsoiled by lobbying, political meddling 
or influence – free to derive their cost estimates as purely and cleanly 
as possible. Costs would include a fair assessment of the institutional 
(i.e. public hospital) proportional allowance for bricks and mortar, 
utilities, staff etc. and basically everything needed to deliver that one 
service – be it hips, knees or cataracts etc.

With these numbers in hand negotiations can begin with private 
providers. By private providers I do not mean physicians per say but 
those individuals who would be involved in the facility fee negotiations 
on behalf of the private facility. 

Public negotiators would be barred from accepting any fiscal 
arrangements that would result in the private provision of services 
exceeding the derived public costs for the same services. Moreover, 
anyone that wanted to provide private services to the public system 
would have to be comfortable with public disclosure regarding the 
terms of their contract.

I feel that when a public institution such as health care interfaces 
with the private domain the rules and boundaries of engagement must 
favour the public side. In order to avoid the Australian experience the 
public side must demand resolute transparency. Confidential contracts, 
nondisclosure agreements and unspoken side deals are not acceptable. 
If the private side wants the business they must agree to the rules of 
engagement which includes public transparency and accountability 
so that the negotiated contracts do not disadvantage the public side 
or the taxpayer. 

For me, I have no problem with publicly funded private healthcare 
provided it results in a net savings for the system, equitable outcomes 
and equal access to the delivery of services. Transparency, or the lack 
thereof, once again appears to be the stumbling point. 
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At the this year’s Canadian Medical Association (CMA) general 
council, a motion passed that called for access to standardized 
pre-departure training for all medical students, resident physicians 

and practicing physicians undertaking global health activities. It made me 
think back to my own international elective experience from three years ago 
when I was fortunate to meet two individuals who taught me a lot about 
patient advocacy: JT, a fifteen-year-old Peruvian girl, and Dr. Forero, an 
infectious diseases physician at the Hospital Regional de Cusco. 

JT arrived at the public hospital emergency room in Cusco, Peru 
with a worried mother by her side. Having only been in the country for 
a few weeks, my Spanish medical jargon was limited, but I understood a 
few words of the brief history she provided to Dr. Forero, the consulting 
internist: “cansado” tired, “dolor” pain, “fiebre” fever, and “sangrar por la 
nariz” nosebleed. Dr. Forero completed the picture for me and translated 
an all-too-familiar story. Although JT’s family was worried about her, 
they had to wait a few weeks in order to gather the thirty soles ($10 CDN) 
hospital fee. This amount represented a large sum of money for the rural 
farming family. I too became worried for JT after my assessment of her 
physical exam showed a generalized lymphadenopathy. 

JT was admitted as we awaited the results of her peripheral smear. 
Dr. Forero explained our concerns to her and why we wanted her to stay 
in the hospital until we got all her tests back; nevertheless, our job was 
technically complete. As she did not have any obvious infectious disease, 
she was not admitted to Dr. Forero. I had hoped JT would receive a bed 
on a pediatric service ward as opposed to the one she ended up with on 
the crowded general ward next to the infectious disease ward. When I left 
that afternoon, I made a point to walk by JT’s room and saw her quietly 
crying; the five older female patients in surrounding beds were all either 
asleep or keeping to themselves. My simple question of “¿estás bien?” or 
“are you okay?” yielded a reply that made me wish my language skills 
were better. 

The following morning, Dr. Forero informed me that JT’s peripheral 
smear did indeed show a high percentage of lymphoblasts and a bone 
marrow biopsy would need to be performed. Dr. Forero decided to check in 

Para updateWhat volunteering abroad taught me about patient advocacy

Dr. Rhett Taylor, PARA president

on JT after our infectious disease 
rounds and our daily ritual over 
the next two weeks almost always 
involved a visit with JT as we 
helped her understand more about 

her diagnosis – acute lymphoblastic leukemia – and the events of the day 
about which she still had questions. This routine continued until she was 
finally able to get on a bus for the 22-hour ride to Lima in order to begin 
her induction chemotherapy. Even though JT was technically not our 
patient after her first day in the hospital, we continued to make ourselves 
available to her for questions, because we were still her advocates and she 
felt comfortable talking with us.

These encounters provided insight into the extent of emotional distress 
that illness can bring to a patient. For JT, being in a hospital, away from her 
family, exaggerated the fear she was already feeling about a disease she 
knew little about. Her shy demeanour prevented her from communicating 
these fears to her other doctors. 

I believe patient advocacy consists of discerning and addressing 
a patient’s fears as we help them to obtain the treatment they need. 
Communication is the key tool in successful patient advocacy, and much 
of this communication can occur without even uttering a word. JT and I 
had to communicate verbally and nonverbally in order for her to share her 
fears with me, and my difficulty with the Spanish language taught me just 
how important the non-verbal cues of communication really are. A third-
party interpreter confirmed what her tone and body language were telling 
me. Had this interaction not occurred with JT, her fears about the bone 
marrow biopsy and undergoing chemotherapy across the country, over a 
thousand kilometers away from her family, may have gone unaddressed. 
Dr. Forero and I were able to help ease JT’s uncertainties so that she could 
receive the induction chemotherapy she feared, but so desperately needed. 
We were her advocates.

The CMA motion that passed calling for pre-trip training for physicians 
participating in global health activities is a positive step; such training 
will hopefully allow us to function more effectively in not only other 

cultures, but also our own. Better yet, it may encourage more 
physicians to participate in volunteerism abroad. 

My experience in Peru has had a tremendous influence 
on the way I practice medicine. It took working in another 
hemisphere with different standards and a totally different 
language to understand how universal the importance of 
advocacy and communication is to treatment. Experiencing 
the practice of medicine as a foreigner in a vastly different 
culture made it easier to recognize what an isolating 
experience medical treatment can be; JT taught me that, 
without an advocate, a patient’s fears can all too easily 
go unaddressed and result in a patient undergoing a 
misunderstood and unwanted treatment or diagnostic 
procedure. Counseling patients and their families to alleviate 
their fears and ensure their understanding must always be 
an integral part of treatment; it may in fact be the most 
important part of treatment.
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As Canada, and Alberta, tries to resolve our diminishing capacity to 
provide healthcare, several suggestions have been made recently 
to bolster the troops on the front line. Physician assistants (PAs) 

have been mentioned, paying to queue jump was recently added by your 
new president, and streamlining foreign physician applicant training have 
all found their ways as suggestions into the pages of Vital Signs. But 
perhaps we have been overlooking a resource that has been underutilized. 
Alberta currently is home to approximately 300 nurse practitioners (NPs)  . 
. . and those numbers are diminishing. According to the American Academy 
of nurse practitioners, NPs were first trained at the University of Colorado in 
1965 and have grown to 140,000 in our neighboring southern country. 

The College & Association of Registered Nurses of Alberta (CARNA) 
defines NPs as, “registered nurses (RNs) with enhanced knowledge and 
skills. They integrate elements such as diagnosing and treating health 
problems and prescribing drugs into their practice. Like all RNs, they 
work closely and collaboratively with members of the health-care team 
including physicians, pharmacists, other RNs, physical therapists, speech/
language pathologists and others.”

Perhaps more importantly, and unlike PAs who work under direct 
physician supervision, nurse practitioners can work autonomously, 
from initiating the care process to collaborating with other health-care 
professionals. They can be found in a variety of community, acute care 
and long-term care settings including community health centres, nursing 
outposts, specialty units and clinics, emergency departments and long-
term care facilities.

Donna Clare is an NP from Edmonton who has lived, and practiced, 
in Calgary for the past 20 years. She obtained her bachelor and masters 
degrees in nursing from Alberta at Athabasca University. And though she 
points out that some NPs are educated to PhD levels, Clare is quick to point 
out that NPs are not as extensively trained as physicians.

“We have role overlap with physicians, but we work collaboratively 
with doctors in a team environment,” Clare says. “On average, we have 
15 to 20 years of nursing experience and all bring different backgrounds 
and strengths to our practices. The legislation, and our regulatory body 
CARNA, has kept our scope of practice open. This enables us to make the 
best use of our nursing background, NP education and our nursing skills 
like people sense. We’re known for our relationships with our patients. We 
take time to be sure our patients are heard and feel cared for. That’s one 
of the things we take pride in. We bring nursing care into the cure setting. 
It’s very important that people listen to the experience of illness from the 
patient’s perspective. Then they get better compliance and you also get to 
understand their illness.”

Clare says NPs are entirely responsible for the care they give and carry 
adequate liability insurance. NPs know their scope of practice and their own 
limitations and won’t hesitate to refer patients to physicians when required 
to ensure proper and safe care. Readily available physician access for the 
NP’s patients is one reason NPs like to work in collaborative teams. The 
right provider for the right patient at the right time.

“Family practice patients, and those from other specialties, who are 
too complex should be seen by a physician, not an NP,” Clare says. “But 
there are also situations where physicians refer patients to NPs who may 
need more counseling, teaching or transitioning. That’s something we do 
really well.”

Nurse practitioners, an underutilized resource
By Dave Lowery

Though Clare says NPs have identified many areas where they can 
help to provide care and improve access, she bemoans the fact that NPs 
are not well integrated in healthcare. 

“Some are employed in the charities, such as CUPS (Calgary Urban 
Project Society), a few are hired by primary care networks and a few 
are paid positions in AHS, but we have lost some NPs due to a lack of 
positions,” Clare says. “Twelve NPs are no longer practicing in Alberta 
due to lack of employment opportunities and those are highly educated 
Alberta investments that have gone out the window.”

Clare says a best-case scenario would involve NPs as part of a 
multidisciplinary team in primary care. The NPs role would be to assess 
and treat common acute and chronic problems and conduct wellness 
checkups.  

“There also is a place for NP chronic disease management such as 
diabetes and lung problems,” she says. “For example, it would be a better 
use of your resources if, in a multi-disciplinary clinic, a physician saw 20 
per cent of the patients who were more complex and allow the NP to assess 
and treat the 80 per cent who present as routine. Should a patient turn out 
to be more complex on assessment, the physician would simply see them. 
In this scenario, there would have to be a different kind of remuneration 
as the physician would take on a “primary care specialist” position and 
should be paid accordingly. In that setting we could easily take care of 
about 1200 patients per practitioner.” 

And though there is not a funding model currently in place for such a 
plan, Clare says they’re working on it. 

“NPs could be used to get the biggest bang for the buck,” she says. 
“And we advocate for not using NPs as physician helpers . . . but using 
them to full scope to increase patient access to care. We’re not here to help 
physicians take care of their patients, we are here to help create better access 
overall and we prefer to do that with physician collaboration. Over 200 
studies from the UK, Australia, New Zealand, Canada and the US have 
shown we’re safe, competent and cost effective.” 

For more information, please go to: www.npaa.com,
Donna Clare is available for consultation regarding NPs 

at 403-289-1462.

Nurse practitioner example in Calgary

Noreen Antonishyn RN,MS,NP,CDE is a nurse practitioner 
and program coordinator for the vascular risk reduction 
program based out of the old Alberta Children’s hospital 
on Richmond Road. Her program is to help monitor people 
and control their risk factors related to atherosclerosis.  The 
patients referred to the program have had a stroke, coronary 
artery disease or peripheral arterial disease. Antonishyn 
helps them manage their risk factors that include diabetes, 
hypertension, dsylipidemia and smoking.  If you would like 
to refer patients to her clinic, please fill out the referral form 
found at: 

http://www.departmentofmedicine.com/MAS/index.html
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AMA update

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

AMA members accept Alberta Health Services medical 
staff bylaws

As the 2010-11 president of the Alberta Medical Association (AMA), 
one of my first duties has been to announce that AMA members have voted 
to accept the proposed Alberta Health Services medical staff bylaws. In 
early September, ballots were sent to the almost 6,000 AMA members 
who have AHS appointments. Of these, 1,091 physicians voted, with 985 
votes to accept, 95 votes to not accept, and 11 spoiled ballots.

This is a strong endorsement by physicians, which supports the 
efforts of the Alberta Health Services/Alberta Medical Association 
provincial medical staff bylaws working group to include strong physician 
engagement and protection of physician rights in the bylaws.

Votes counted from AHS ballots sent to physicians who are non-AMA 
members, as well as dentists and podiatrists resulted in 61 votes: 56 votes 
to accept, one vote to not accept and four spoiled ballots.

A look back
The final version of The Alberta Health Services medical staff bylaws 

was developed through a year and a half of discussions. The joint process 
was driven by consensus and the desire to develop bylaws that are fair to 
physicians, while recognizing AHS obligations and accountability. Issues 
and concerns addressed along the way included:

• Medical staff organizational structure [zone medical staff 
associations (ZMSAs)] 

• Bylaws-related processes, e.g., amending bylaws, periodic 
reviews, etc. 

• Concerns regarding due process and procedural fairness 
• Notification provisions for the College of Physicians & Surgeons 

of Alberta 
• Balancing AHS policy adherence with professional ethics and 

physician freedom to advocate for patients
• AHS recognition of physician autonomy and fiduciary 

responsibility to patients.
In June, physicians were invited to review the draft medical staff 

bylaws and medical staff rules documents and provide feedback, at 
provincial AHS/AMA tour meetings or videoconferences, or by sending 
their comments to the AMA.

After feedback was collected in July, the joint working group reviewed 
the issues and suggestions and, where there was agreement, revised some 
portions of the bylaws. In doing so, they arrived at the version that was 
sent to physicians with AHS appointments for a province-wide physician 
vote in September. 

Next steps
AHS will discuss the results of the physician and practitioner vote at 

its October 15 board meeting, and then send the results of the physician 
vote and AHS’ recommendations regarding the bylaws to the minister 
of health and wellness. The minister will make the final decision on the 
bylaws. Assuming that he approves them, it is anticipated that the bylaws 
will be implemented in January 2011.

Alberta Health 
Services medical 

staff rules
Based on the physician 

vote to accept the bylaws, 
the medical staff rules will 
now be considered, and 

voted on, by the council of presidents. This is expected to occur in 
the near term to ensure that rules are in place and zonal committees 
and structure can be implemented when the bylaws come into play 
in January. 

Zone medical staff associations (ZMSAs)
In his September 13 president’s letter, Dr. Christopher J. (Chip) 

Doig explained the concept of the zone medical staff associations 
(ZMSAs) which will support physician representation at zonal and 
local levels under the new bylaws. See the AMA backgrounder 
on bylaws – The ZMSA: Your representative body at http://www.
albertadoctors.org/ProvincialBylaws/AMABackgrounders. 

Physician advocacy for patients
During the course of bylaw development, concerns were raised 

about physicians’ ability to speak out and advocate for patients. 
To clarify the professional responsibility of physicians for patient 
advocacy (including speaking in the media), then AMA President 
Dr. Chip Doig, College of Physicians & Surgeons of Alberta (CPSA) 
Registrar Dr. Trevor Theman and AHS President and CEO Dr. Stephen 
Duckett issued a joint letter to all Alberta physicians in June. 

The joint letter assured physicians that all three parties supported 
physician advocacy for patients, stating in the opening paragraph: 
“Patient advocacy is one of the most important ways in which health 
care can be improved. The Alberta Medical Association stands 
behind any physician who advocates on behalf of his or her patients. 
Similarly the CPSA and AHS also strongly support and encourage 
patient advocacy.” See: http://www.albertadoctors.org/Advocacy/
FreetoSpeak.

In addition, at the AMA’s September Representative Forum, 
delegates resolved, “THAT the AMA identify supports that could 
be made available to physicians who defend their right to free and 
lawful speech for advocating on behalf of patients, when challenged 
by government officials, including but not limited to Alberta Health 
Services.”

Dr. Doig, Dr. Theman and Dr. Duckett reiterated their commitment 
to physician advocacy in a letter to the editor, published in the 
Edmonton Journal on September 30, stating “Furthermore, AHS 
does not regulate, restrict, or direct the personal views or opinions of 
physicians, provided they have clearly identified they are not speaking 
as representatives of AHS.” (http://www.albertadoctors.org/Advocacy/
FreetoSpeak) 

The strong endorsement of the bylaws, by AMA members who 
voted, is indicative of the value they see in the proposed bylaws. 
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Advocating for physicians - Caring for patients
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Letters

Elephants!
In response to the article entitled “the Pachyderm in the Waiting 

Room” by Dr. Maybaum, I’d like to set the record straight.
I work as an anaesthesiologist at the Health Resource Centre 

(HRC). I am not, nor have ever been, an investor in this institution.
The debate has become one of public vs private health care. But 

let us understand the present situation in Alberta before we all get hot 
under the collar.

The Calgary Health Region (CHR), and subsequently the Alberta 
Health Services (AHS), has for many years had a shortage of both 
beds and operating time for our surgeons, under the publicly funded 
health care system. This had meant that in many areas of medicine and 
surgery lengthy waiting lists and clogged emergency departments.

Several years ago Dr. Gimbel opened his eye clinic to address his 
need for efficiency, and it became the model for a true public-private 
partnership. By this I mean that the clinic received funds from the 
CHR for performance of cataract operations, exactly as would a large 
corporation sub-contract out for a specific and niche service. It was 
indeed a partnership between the public system and a private clinic 
offering a service at a much-increased efficiency.

Others have followed suit, and all operate within the Canada 
and Alberta Health Acts which prohibit direct patient payment for 
publically funded or covered services - ie “queue-jumping”.

The federal government identified five areas of special need a few 
years ago. One of these was the hip and knee arthroplasty waiting list 
that was exorbitantly long and increasing. 

The HRC was formed, and became the only non-hospital surgical 
facility to offer, and be licensed for, overnight stays of longer than 23 
hours. Hip and knee arthroplasty were performed there by the same 
surgeons as in the CHR, and as we all know the bed situation continued 
to be dire in the public system.

It meant that the hip and knee waiting list could be addressed in 
Calgary.

In addition, when the hospital system became overloaded (remember 

the code burgundies?), patients were transferred postoperatively from 
the Calgary Hospitals to the HRC for care, freeing up badly needed 
beds both on the ward, and also in recovery rooms, so that previously 
booked elective surgery could proceed. These patients received 24 hr 
nursing care with an in-house physician in attendance. This was done 
quietly and without fanfare, for the benefit of all public patients.

The HRC has been a true partner with the CHR to address the 
orthopedic waiting list.

The Alberta bone and joint Institute have monitored the outcomes, 
and have shown categorically that the length of stay is the shortest 
in the province; the patient satisfaction is the highest. It is also much 
for efficient and cheaper.

This is NOT private health care as per the Australian model, or 
American models.

This is public-private partnership. This is sub-contracting out to 
more efficient units that concentrate on one area of surgery, and do it 
extremely well. They become the specialists.

There is no queue jumping. There is no patient payment for 
publicly covered procedures. The Canada and Alberta Health Acts 
are followed.

Ophthalmological clinics, diagnostic imaging services are all 
examples of public-private partnerships.

This is not “private” health care.
Please do not quote Dr. Duckett’s remarks out of context as they 

pertain to Alberta. The two ideals are simply not even close to being 
comparable.

Soon we will have lots of beds, operating theatres and support 
services - finally, with the McCaig tower and South Campus coming 
on stream. They will not come on stream overnight; it will take years 
to have them fully operational.

We will always need public-private partnerships. We do not need 
“private” health care. We do not WANT private health care.

Dave Ablett
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