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

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

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

Interested candidates should email resume and cover letter to 
the hiring committee at info@cndhealthservices.com. 

CAMSS classified

From the CAMSS president
Time flies!

How could it possibly be 
November? A mentor of mine, 
now deceased bless his soul, once 
commented that life is like a luge 
ride. It starts slow but gradually goes faster 
and faster until you suddenly cross the finish 
line. For me, if it starts going any faster, 
I’m worried what could be around the next 
corner!

Again, this autumn, much is happening. 
I would first of all like to welcome Dr. 
John Graham into his official role as 
president-elect of CAMSS. John assumes 
the presidency on October 1st, 2013 and 
CAMSS couldn’t be in more capable hands. 
I might add, the hands of a surgeon! 

This autumn we also have the kick off 
of an inquiry into preferential access (think 
queue jumping). Please note my article on this topic elsewhere in this 
issue.

We also seem to be developing a chronic condition of ‘negotiationitis’ 
— our on again, off again negotiations for a contract settlement. The latest 
that I have heard is that the health minister has deemed securing a negotiated 
agreement with physicians his number one priority. Time will tell. 

Very happily, Minister Horne has agreed to attend our CAMSS AGM on 
November 21st. In addition to the health minister, our new AMA president, 
Dr. Michael Giuffre, will attend as guest speaker. I strongly encourage 
everyone to attend this meeting. We have changed the venue to Heritage 
Park to enable easier parking. Given the status of our speakers and the state 
of negotiations we need to see the room packed to the rafters with physicians. 
Thus, if you were ever going to come to a CAMSS AGM, this is the one 
to attend. Spread the word everyone!

You may have noticed that our new CAMSS website has hit a few snags. 
We are however, trying to rectify the problem and are hoping that by the 
New Year we have a fully operational and attractive website to roll out to 
our members – stay tuned.

This month I am also sending out my annual plea for everyone to please 
support CAMSS and your local medical staff association by submitting 
your CAMSS annual dues. We remain the only free voice of physicians and 
need your support. You may not agree with everything that we say or do, 
but it is imperative that physicians are seen and heard. Running a medical 
staff association as large and comprehensive as CAMSS requires funding. 
Without paid membership CAMSS would not be able to function and Vital 
Signs would become a distant memory. I know that some individuals likely 
wouldn’t be sad to see the end of Vital Signs (hi Dr. Megran ☺) but we do 
play an important role. I remind and encourage everyone that it is time to 
pay your CAMSS annual dues. 

In closing this month, let us all remember to pause for a moment on 
November 11th and reflect upon those that came before us and sacrificed 
such that we currently enjoy this great country in which we live. This 
November and throughout the year, please support our veterans by donating 
to veterans’ charities. One final plug – resolve to attend the November 21st 
AGM. 
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The oath of Maimonides
The eternal providence has appointed me to watch over the life 

and health of Thy creatures. May the love for my art actuate me at 
all time; may neither avarice nor miserliness, nor thirst for glory or 
for a great reputation engage my mind; for the enemies of truth and 
philanthropy could easily deceive me and make me forgetful of my 
lofty aim of doing good to Thy children.

May I never see in the patient anything but a fellow creature in 
pain.

Grant me the strength, time and opportunity always to correct 
what I have acquired, always to extend its domain; for knowledge is 
immense and the spirit of man can extend indefinitely to enrich itself 
daily with new requirements. Today he can discover his errors of 
yesterday and tomorrow he can obtain a new light on what he thinks 
himself sure of today.

Oh, God, Thou has appointed me to watch over the life and death 
of Thy creatures; here am I ready for my vocation and now I turn unto 
my calling. Wikipedia

This month, as is increasingly the norm, I have a multimedia 
component attached to this article. To start, I invite you to check out 
the YouTube video ‘Some Nights,’ “http://www.youtube.com/watc
h?v=qQkBeOisNM0&feature=plcp.” War is the general metaphor 
but the video underscores the importance of causes worth sacrificing 
for. I listened to this song after my daughter asked me to download 
it. What immediately came to mind was the plight of physicians, for 
it certainly seems that our profession has been under siege for some 
time. Recently, we heralded the issue of physician intimidation which 

is now recognized as a problem elsewhere in the country. We are mired 
in contract negotiations with the government and a looming inquiry 
into queue jumping now referred to as preferential access. We have 
struggled with a system imbibed with ceaseless changes even though 
some of these changes threaten our very profession. As I ponder my 
writing, mindful that we struggle with these and other issues, the 
refrain from “Some Nights” echos in my mind; what do I stand for? 
Moreover, what do we stand for, as a profession?

Before going any farther, perhaps we need to bring this thread back 
to the earliest stages of our careers. For instance, I chose medicine for 
the love of science, biology and the desire to help others. Medicine 
channeled these interests. As I wrote my master’s thesis, and as I 
entered medical school, I was ever mindful that in the pursuit of 
these interests the taxpayer was underwriting a significant portion 
of my education. Besides the oath and philosophical underpinnings 
of the profession, this gift bestowed upon me, underscores the moral 
duty and binding agreement that I have to the taxpayer and to my 

EditorialThe contract

We are mired in contract negotiations 
with the government and a looming 
inquiry into queue jumping now 
referred to as preferential access.

Dr. Lloyd Maybaum,
CAMSS president 

Phone: 403-943-4904
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Editorial - the contract - Continued.

patients. If not for the taxpayer, I would not have been able to afford 
my education to become a physician and I would certainly not be 
penning this article today.

It is my belief that in this besieged age of our profession, we 
must reaffirm the fundamental principles of patient primacy and 
medical professionalism. These remain ideals to be pursued by all 
physicians and herein what we must stand for. These ideals are based 
on a dedication to serve the interests of the patient even though our 
profession is continuously saddled with local constraints; whether they 
be societal or technological pressures, market forces or administrative 
exigencies. We must not compromise on the sacred principle that 
patients come first—the minted trademark of the Alberta Medical 
Association. I am confident that the bond or contract between patients 
and practitioners will and must endure despite the changes and further 
uncertainties on the horizon. 

We must also gaze upon ourselves and consider, are all doctors 
noble? Certainly, as with any profession, there are some individuals 
in need of remediation and frankly, some physicians who are outright 
greedy but we can hopefully all agree that medicine arose out of a 
primary sympathy for others and a desire to help the sick and suffering. 
I find it unfortunate that some refer to medical professionals as merely 
businessmen in an industry. This packaging and commoditization of 
medicine as a business is an undermining and discouraging influence 
for medical professionals involved in the care of 
patients. Moreover, it somehow denigrates our noble 
profession. We must resolve that no matter what, our 
patients come first.

Some have suggested that in the midst of 
contract negotiations if conditions imbue a rather 
unfavourable tone that we as a profession adopt a 
union-like stance, strike or work-to-rule approach 
to protest or perhaps stymie negotiations. Though 
this tactic may afford a better negotiating foothold, 
surely to be trod underfoot will be our patients. Let 
me underscore that in the pursuit of a compensation 
contract the primacy of patient welfare must never be 
compromised. They must always come first, through, 
during and after negotiations.

We must maintain the higher moral ground. 
Though assailed from all sides we must stand 
steadfast by our patients. Taking a page from 
Mahatma Gandhi and passive resistance, we must 
take the blows and turn the other cheek. Not a single 
appointment or operation across this province should 
be checked, delayed or otherwise cancelled as we 
struggle through the process of negotiations. Rest 
assured that we will fight, but not on the backs of our 
patients. As have generations of our noble mentors we 
will fight and advocate with the singular knowledge 

that the true bond in health care is between physician and patient. We 
present day stewards of the profession will not broker that trust due 
to the whim of negotiations.

What is the cause for which we sacrifice? The cause for which 
we must fight? In the end, we must unite and only fight and advocate 
for what is in our patients’ best interests. We must stand up for our 
patients never yielding or breaking that trust. We must not strike. Our 
patients should not suffer as a result of government ill-will towards 
physicians. We must take the higher moral ground and, rest assured, 
there are other ways in which we will fight. Even in these uncertain 
times, I steadfastly believe in the innate moral strength and humanity 
of our profession. Together, we will endure.

Lloyd Maybaum

Let me underscore that in the pursuit 
of a compensation contract the 
primacy of patient welfare must never 
be compromised. They must always 
come first, through, during and after 
negotiations.

The major health challenge now facing our western societies in 
the twenty first century is malnutrition and we, as a profession, 
are floundering in coming to grips with this problem. As we 

are all well aware, malnutrition causing obesity spawns a number 
of chronic diseases, namely type II diabetes mellitus, dyslipidemia, 
hypertension, cardiovascular disease, stroke, osteoarthritis, cirrhosis, 
sleep apnea, cancer and psychosocial problemås. These diseases are 
all too commonplace in our practices and we are becoming experts 
at treating them. 

Having just returned home from a senior’s tour starting in Toronto 
and travelling by bus through Virginia and right down to Savannah 
and Charleston, I was heartened to learn that none of the 30 seniors 
were smokers. Currently very few of my patients still smoke. It 

has taken not just my not-so-subtle exhortations but government 
intervention and lobbying to achieve this and prove  to the tobacco 
giants that their product is a danger to health. The food advertising 
and pharmaceutical industries combined are even more powerful 
and will not want to change the status quo.

In the nineteenth and twentieth centuries, infectious diseases 
were the scourge. Government interventions resulting in improved 
sanitation and immunizations programs have largely prevented these 
diseases. With our commendable evidence based medical approach to 
treatment, we are now slipping away from the preventive approach. 
We have an “if you can fix it, why prevent it” attitude. 

Thinking as a medical anthropologist, the gene which enabled 

21st century chronic disease epidemic — Are we eating ourselves to death?
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survival of the fittest, during the hunter gathering period of mankind’s 
existence when it was either “feast or famine,” is having a field day. 
That gene currently is not needed. Those of us who are overweight 
may take comfort that their descendents would be more able to 
survive future famines. 

A study released recently by the International Journal of Obesity 
shows that in 2010 6.5 per cent of US adults were severely obese 
(BMI over 40) up from 3.9 per cent in 2000. Two thirds of people 
in the US are either overweight or obese. In 2011 it is estimated 
that obesity directly linked to malnutrition cost Americans $ 145 
billion in health care. Colorado is once again ranked as the skinniest 
state in the USA. Even in Colorado they have become complacent. 
In 1995 Mississippi was the fattest state in the nation with 19.4 

per cent of adults in the overweight 
category. But in 2010, even Colorado 
had exceeded this percentage (Colorado 
Health Foundation). Colorado has the 
third lowest concentration of chronic 
disease but the “healthiest state” still pays 
$ 16.5 billion a year in health costs with 
more than half the state overweight. 

I  am not going to suggest that 
government interventions would involve 
food police outside Superstore and Food 
for Less searching customer’s bags for 
unhealthy food purchases. 

What I do propose is government tax 
incentives for citizens to join health clubs 
and tax deductions to maintain acceptable 
BMI’s of 25 or under confirmed by a 
physician. Government intervention to 
tax salted nuts and sauces and a whole 
spectrum of processed foods, much the 
same as was done with the tobacco industry. 
The mass advertising of unsuitable foods 
and soft drinks needs to be curtailed.

We physicians need to educate our patients. Children spend more 
time now than in the past in front of video games and TV and they 
eat more junk food. They are not playing outside as they used to. 
Families are not eating together. 50 years ago, where there was just 
one restaurant in any given community, there are now 20. 

We, as physicians, have an ethical and moral responsibility to 
lobby the government on behalf of our patients to bring about change. 
We need a culture of fitness and this is where primary care networks 
are playing a role. I propose that Alberta, through the AMA, take 
a lead role by setting up a committee to lobby the government for 
change. This would be entirely compatible with our dogma that 
“patients come first.”

By Dr. John Barrow,  CMS president
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As we are all aware, the public inquiry into health care 
preferential access (PA) (previously referred to as queue 
jumping) is underway. Many of us may still be scratching 

our heads as to why an inquiry into PA has been struck when what 
Albertans really wanted was an inquiry into physician intimidation. 
So what happened? Find a comfy chair and let us explore.

This journey all started when our former AHS CEO spoke out during 
a speech at the University of Toronto on May 5, 2011. Specifically, 
Dr. Stephen Duckett stated, “I’m told some of my predecessor CEOs 
had designated ‘go-to guys’ for discreet waiting list adjustments on 
request from MLAs.” Later during the address, Duckett clarified that he 
discontinued the practice. I want you to remember this latter statement.

Next, we must take a trip back to December 2011 when Premier 
Redford’s chief of staff paid a visit to select AMA members providing an 
update on current government political musings. Being an invited attendee 
at the meeting, I must say that this encounter was the most disagreeable, 
inflammatory discussion, or should I say rant, that I have ever attended or 
even heard. Amongst other acerbic comments, we were informed by this 
chief of staff that it was government intention to lay the blame for queue 
jumping at the feet of physicians. After all, he opined, it was ultimately 
a physician that would make the end point decision whether to see the 
patient or not. There was no mention of who may have threatened or 
intimidated the physician to see the MLA or VIP, just very simply that 
physicians are to blame. In the end, and on the back of these comments, 
we would not get an inquiry into physician intimidation but he and his 
government would hand us an inquiry into queue jumping. 

Now that the inquiry is underway, let us ponder the terms of reference 
that the inquiry is instructed to consider, very carefully reading the first 
item;

1. Whether improper preferential access to publicly funded health 
services is occurring; and

2. If there is evidence of improper preferential access to publicly 
funded health services occurring, to then make recommendations to 
prevent improper access in the future.

The inquiry is instructed to investigate if PA is occurring, not if it 
has previously occurred. This is the pivot point for this inquiry and the 
inherent flaw that I think exists by deliberate design, especially given the 
former chief of staff’s comments. The terms of reference are flawed, since 
looking at only current queue jumping is very unlikely to catch MLAs 
or their ‘go-to guys.’

Let me explain. If Duckett’s words are so weighty and trustworthy 
that the mere offhanded mention of queue jumping during a meeting in 
Ontario is enough to launch into a full public inquiry then one would 
think that his follow up comments, that he put an end to the practice, 
would have carried equal weight. Really, if Duckett put an end to queue 
jumping then obviously we won’t find MLAs calling up their ‘go-to 
guys.’ Thus, if the inquiry only looks into current queue jumping it 
has, and will, miss the boat. Duckett already ended it.

We must also consider that perhaps Duckett was not entirely able 
to put an end to the practice of MLAs and ‘go-to guys’ and that at 
some level, it is still occurring. We must then consider a phenomenon 
known as the Hawthorne Effect. The Hawthorne Effect refers to a 
phenomenon in which participants improve their behavior as a result 
of being part of an experiment or study. Basically, people will change 
their behaviour when they know that they are being watched.

Given our knowledge of the Hawthorne Effect, what might an MLA 
do if they know an inquiry into PA is underway? Pointedly, MLAs are 
not going to make any motions that might smack of queue jumping. 
In fact, the moment that Duckett went public with his statements it 
likely changed the behaviour. If politicians in this province, had ‘go-to’ 
people in order to jump the queue you can bet your life that they have 
been read the riot act to cease and desist any and all such activities 
sometime before, and certainly during the inquiry. 

Why on earth call, call an inquiry that is only going to look at 
current queue jumping? It would seem that the government has no 
intention of catching wayward MLAs jumping the queue. All they are 
likely to find is background noise. Remember once again, the words 
of Redford’s former chief of staff. They intend to blame physicians 
for queue jumping. 

Let me save the Alberta taxpayer 10 million dollars and tell you 
what the inquiry is likely going to find. They are going to find the 
background noise of professional courtesy. Remember the Hawthorne 
effect. We physicians are also aware that an inquiry into queue jumping 
is underway. Quite naturally, if we think that we are doing anything 
wrong we, too, are going to change our behaviour. If we don’t think 
that we are doing anything wrong then our behaviour won’t likely 
change, will it?

Looking at professional courtesy, we find that the Texas Medical 
Association has an excellent working definition: “The custom of 
professional courtesy embodies the ancient tradition of fraternalism 
among physicians in the art which they share and their mutual concern 
to apply their learning for the benefit of one another as well as their 
patients. Professional courtesy is a noble tradition which is adaptable 
to the changing scene of medical practice. Professional courtesy is not 
a rule of conduct that is to be enforced under threat of penalty of any 
kind. It is the individual responsibility of the physician to determine 
for himself and within his own conscience to whom and the extent 
to which he shall allow a discount from his usual and customary fees 

for the professional services he renders, and to whom he shall render 
such services without charge as professional courtesy.”

Traditionally, professional courtesy is extended to physicians or 
their family members in keeping with the spirit of Hippocrates and 
the Hippocratic oath. Furthermore, the Declaration of Geneva, a 
more modern oath that many medical schools employ in place of the 
Hippocratic oath, also states that “I will give to my teachers the respect 
and gratitude that is their due”, and “My colleagues will be my sisters 
and brothers.” These notions of ‘family’ instruct us to look after each 
other much as family members look after one another. 

In Canada, with universal publicly funded health care, professional 
courtesy does not take the form of declining payment for services from 
a fellow physician since all payments are assumed in a publicly funded 
system. In Canada, professional courtesy takes the form of seeing a 
colleague or one of their family members more immediately. This 
takes the form of seeing them after hours or when we have downtime 
so as not to bump another patient in the system. Under professional 
courtesy we do not ask for gifts or payment from our colleagues or 
their family members. This absence of payment is vitally important 
and is underscored by the Ontario Health Insurance Plan and The 
Commitment to the Future of Medicare Act, 2004 (CFMA) which 
confirms the Ontario government’s commitment to the fundamental 
principles of insured accessible health care services as set out in the 
Canada Health Act. The CFMA specifically mentions the issue of 
queue jumping noting that “Queue jumping is prohibited – The CFMA 
prohibits anyone from accepting payment for giving patients preferred 
access to insured services.” It also prohibits patients from paying an 
amount or some other benefit in order to receive preferred access to 
insured services. It also notes that prescribed health care providers 
must report queue jumping; “It is mandatory for a prescribed health 
care provider who believes that a person has paid to queue jump or 
accepted a payment to allow queue jumping to inform OHIP. Failure 
to report can result in a fine as set out in the Act.”

You will notice that what is prohibited is payment or receiving 
payment to queue jump. It does not prohibit professional courtesy. I think 
that we would all agree that paid queue jumping is reprehensible and 
anyone caught engaging in such activities must be severely reprimanded. 
I must underscore, however, that paid queue jumping has nothing to do 
with professional courtesy. 

Professional courtesy is an ancient tradition in medicine stemming 
back to the days of Hippocrates. If the inquiry is gong to find anything 
they will certainly encounter professional courtesy. Redford’s former 
chief of staff may feel that he has caught us red handed but this is not 
what Duckett or anyone else was objecting to. He was objecting to MLAs 
having ‘go-to guys’ that enabled MLA queue jumping. Professional 
courtesy has always happened, everywhere medicine is practiced. It 
is nothing new. Professional courtesy extends to physicians and their 
family members. It does not extend to MLAs, VIPs or professional 
athletes unless they or their family members are physicians.

EditorialThe folly of inquiry

By Dr. Lloyd Maybaum, CAMSS president

Many of us may still be scratching our 
heads as to why an inquiry into PA 
has been struck when what Albertans 
really wanted was an inquiry into 
physician intimidation. 
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Let me explain. If Duckett’s words are so weighty and trustworthy 
that the mere offhanded mention of queue jumping during a meeting in 
Ontario is enough to launch into a full public inquiry then one would 
think that his follow up comments, that he put an end to the practice, 
would have carried equal weight. Really, if Duckett put an end to queue 
jumping then obviously we won’t find MLAs calling up their ‘go-to 
guys.’ Thus, if the inquiry only looks into current queue jumping it 
has, and will, miss the boat. Duckett already ended it.

We must also consider that perhaps Duckett was not entirely able 
to put an end to the practice of MLAs and ‘go-to guys’ and that at 
some level, it is still occurring. We must then consider a phenomenon 
known as the Hawthorne Effect. The Hawthorne Effect refers to a 
phenomenon in which participants improve their behavior as a result 
of being part of an experiment or study. Basically, people will change 
their behaviour when they know that they are being watched.

Given our knowledge of the Hawthorne Effect, what might an MLA 
do if they know an inquiry into PA is underway? Pointedly, MLAs are 
not going to make any motions that might smack of queue jumping. 
In fact, the moment that Duckett went public with his statements it 
likely changed the behaviour. If politicians in this province, had ‘go-to’ 
people in order to jump the queue you can bet your life that they have 
been read the riot act to cease and desist any and all such activities 
sometime before, and certainly during the inquiry. 

Why on earth call, call an inquiry that is only going to look at 
current queue jumping? It would seem that the government has no 
intention of catching wayward MLAs jumping the queue. All they are 
likely to find is background noise. Remember once again, the words 
of Redford’s former chief of staff. They intend to blame physicians 
for queue jumping. 

Let me save the Alberta taxpayer 10 million dollars and tell you 
what the inquiry is likely going to find. They are going to find the 
background noise of professional courtesy. Remember the Hawthorne 
effect. We physicians are also aware that an inquiry into queue jumping 
is underway. Quite naturally, if we think that we are doing anything 
wrong we, too, are going to change our behaviour. If we don’t think 
that we are doing anything wrong then our behaviour won’t likely 
change, will it?

Looking at professional courtesy, we find that the Texas Medical 
Association has an excellent working definition: “The custom of 
professional courtesy embodies the ancient tradition of fraternalism 
among physicians in the art which they share and their mutual concern 
to apply their learning for the benefit of one another as well as their 
patients. Professional courtesy is a noble tradition which is adaptable 
to the changing scene of medical practice. Professional courtesy is not 
a rule of conduct that is to be enforced under threat of penalty of any 
kind. It is the individual responsibility of the physician to determine 
for himself and within his own conscience to whom and the extent 
to which he shall allow a discount from his usual and customary fees 

for the professional services he renders, and to whom he shall render 
such services without charge as professional courtesy.”
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the Hippocratic oath. Furthermore, the Declaration of Geneva, a 
more modern oath that many medical schools employ in place of the 
Hippocratic oath, also states that “I will give to my teachers the respect 
and gratitude that is their due”, and “My colleagues will be my sisters 
and brothers.” These notions of ‘family’ instruct us to look after each 
other much as family members look after one another. 

In Canada, with universal publicly funded health care, professional 
courtesy does not take the form of declining payment for services from 
a fellow physician since all payments are assumed in a publicly funded 
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takes the form of seeing them after hours or when we have downtime 
so as not to bump another patient in the system. Under professional 
courtesy we do not ask for gifts or payment from our colleagues or 
their family members. This absence of payment is vitally important 
and is underscored by the Ontario Health Insurance Plan and The 
Commitment to the Future of Medicare Act, 2004 (CFMA) which 
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must report queue jumping; “It is mandatory for a prescribed health 
care provider who believes that a person has paid to queue jump or 
accepted a payment to allow queue jumping to inform OHIP. Failure 
to report can result in a fine as set out in the Act.”

You will notice that what is prohibited is payment or receiving 
payment to queue jump. It does not prohibit professional courtesy. I think 
that we would all agree that paid queue jumping is reprehensible and 
anyone caught engaging in such activities must be severely reprimanded. 
I must underscore, however, that paid queue jumping has nothing to do 
with professional courtesy. 

Professional courtesy is an ancient tradition in medicine stemming 
back to the days of Hippocrates. If the inquiry is gong to find anything 
they will certainly encounter professional courtesy. Redford’s former 
chief of staff may feel that he has caught us red handed but this is not 
what Duckett or anyone else was objecting to. He was objecting to MLAs 
having ‘go-to guys’ that enabled MLA queue jumping. Professional 
courtesy has always happened, everywhere medicine is practiced. It 
is nothing new. Professional courtesy extends to physicians and their 
family members. It does not extend to MLAs, VIPs or professional 
athletes unless they or their family members are physicians.

Now let us ponder what would happen if we did not have 
professional courtesy. You now have a physician that has an ill family 
member and they must wait six months to see the specialist. They are 
now increasingly distracted, anxious and stressed as they run their 
loved ones back and forth to appointments forcing them to curtail 
or even miss work. The increasingly distracted physician can lead to 
delays in work and the lengthening of wait times for all of his or her 
patients. Perhaps more alarmingly, we are forbidden by the College 
of Physicians and Surgeons to treat our own family members. Thus, 
without professional courtesy one can imagine how all the more 
tempting it would be to take matters into our owns hands and treat 
our own family members in order to avoid all the hassles one might 
otherwise encounter.

Finally, let us take a look at the case of elected representatives 
jumping the queue. Suppose the premier or prime minister arrived in 

the emergency room. Should we make the prime minister wait along 
with everyone else in the chaos of the emergency department? Some 
would argue that the answer is no and I tend to agree. As long as an 
individual with a more life threatening condition is not bumped then 
we should make all efforts to expedite the prime minister through the 
ER. I say this not because the prime minister is Stephen Harper. I say 
this out of respect and deference to the office that he holds. He is an 
elected representative of the people and as such, his office warrants 
and demands such acts of respect and dignity. The same argument 
could be made for the premier and perhaps MLAs. 

In summary, initiating an inquiry set upon the foundations of 
current queue jumping, is folly. It seems deliberately misleading 
and designed to miss the miscreants of whom Duckett spoke. If this 
inquiry is to have any substance then it must be given the mandate to 
look retroactively at queue jumping. If permitted, then it must also 
look into the pressure points and influential people up the hierarchy 
of command that intimidated or leaned on the front line physicians to 
enable MLAs or their VIP friends to jump the queue. If all the inquiry 
is allowed to look at is current queue jumping then very likely all they 
can expect to find is professional courtesy. If Redford and her former 
chief of staff want to crucify us over professional courtesy and the 
oaths that we have all taken, they’ll essentially be taking on the entire 
profession in every country, on every continent. Lets see where this 
inquiry takes us.

Editorial

Should we make the prime minister 
wait along with everyone else in the 
chaos of the emergency department? 
Some would argue that the answer is 
no and I tend to agree.
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AMA update

The following is an excerpt from the cover feature of the September/
October 2012 issue of Alberta Doctors’ Digest.

The Alberta Medical Association (AMA) has had an ongoing role in 
the funding of academic alternate relationship plans (AARPs) through 
the previous trilateral master agreement, and is presently playing a 
role in the development of a new provincial AARP (P-AARP). The 
goals of the P-AARP are to:

• Establish and achieve commonly defined and agreed guiding 
principles across AARPs around the areas of governance, 
compensation, membership, workforce planning, and 
service. 

• Deliver province-wide discipline-based coordination, planning 
and program delivery integration and optimization involving 
primary and specialist care. 

• Secure Alberta’s competitive advantage in academic medicine 
and mitigate intra-provincial competition through a common 
compensation principles framework. 

• Increase capacity to address new proposals from other 
departments and specialties.

At the time of writing, the various stakeholders – including 
the faculties of medicine, Alberta Health Services (AHS), AMA, 
government and academic physicians – are working to develop detailed 
internal policies and procedures as they relate to:

• Governance – promoting transparency and accountability in 
decision-making.

• Workforce planning - creating an integrated, evidence-based 
approach that is driven by the health needs of Albertans.

• Accountability – establishing common accountability 
information systems and service-specific metrics. 

• Financial management – allocating resources based on clinical 
and academic priorities and demonstrating value for money. 

• Compensation – striving for transparent, competitive, 
consistent compensation for members of the P-AARP that 
incorporates recognition and risk.

• Transition planning – developing transition schedules and 
assessing the impact of P-AARP principles on existing 
AARPs.

Much of this work is being 
carried out by committees 
under the P-AARP governance 
structure. The AMA is currently 
involved in this structure as 
a member of the P-AARP 
Steering Committee, established to oversee the development of the 
P-AARP and set its future strategic direction. 

A formal arrangement for the P-AARP is expected to be finalized 
by April 1, 2013. Once in place, the P-AARP will be voluntary and 
open to academic physicians who hold a license to practice in Alberta 
and an AHS medical staff appointment, in addition to other specific 
eligibility criteria. 

The engagement and involvement of physicians will be crucial to 
the success of the P-AARP. The AMA will continue to provide input on 
matters pertinent to Alberta physicians, particularly from the individual 
perspective. In addition, the AMA is planning to develop materials and 
supports to assist academic physicians who are considering joining 
the P-AARP. 

For more information, contact Verlin R. Gwin, senior advisor, 
policy and negotiations, AMA, by phone 780.482.2626 or email verlin.
gwin@albertadoctors.org. More information on the P-AARP can be 
found at www.albertapaarp.ca.

The AMA would like to acknowledge the original contributors 
of this article: Dr. Ronald J. Bridges, senior associate dean, clinical 
affairs, faculty of medicine, University of Calgary; Dr. Dennis Y. 
Kunimoto, vice-dean, faculty affairs, faculty of medicine and dentistry, 
University of Alberta; and Dr. Rowland T. Nichol, associate chief 
medical officer, physician work force, compensation and workspace, 
Alberta Health Services. 

Please visit www.albertadoctors.org to read the full article on 
Alberta Doctors’ Digest. 
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To the surprise of many physicians, and to the outrage of 
some (Vital Signs May, 2012) family care centres (FCCs) 
were introduced by Alison Redford during her, subsequently 

successful, bid for Alberta’s premiership. Though primary care 
networks appear to be successful, and previous health ministers have 
voiced their support, (Vital Signs July 2010) Redford announced her 
plans to introduce 140 FCCs. After the announcement, Dr. Phillip van 
der Merwe, the chair of the Calgary and Area PCN physician leads 
advisory committee (CAPPAC) went on the offensive. 

“We find it ironic that the government, whose leadership and vision 
helped to establish PCNs, is now so ready to tear them down despite 
positive formal evaluations and reports from healthcare workers and 
patients,” he said during a press conference. 

The AMA also questioned why FCCs should be necessary. “We 
are disturbed by the lack of process and planning this represents and 
the potential impact on the primary care system and the patients we 
all serve,” said Dr. Linda Slocombe, AMA president.

With this in mind, Vital Signs asked about the FCC currently 
operating in the east Calgary health centre, opened in September 
2010 and situated in Forest Lawn directly opposite the Clifton Manor, 
formerly the Forest Lawn nursing home. This FCC currently has an 
operating budget of $5 million which doesn’t include building costs 
since the facility already exists, according to Laurie Blahitka, executive 
director, public health, primary care, chronic disease management and 
allied health in the Calgary zone who answered questions from Vital 
Signs. AHS sources list, though it varies somewhat, an hourly rate 
of a minimum of $170 per hour which rises to $200 per hour, after 
hours, for family physicians. Dr. Ted Braun, medical leader for the 
same portfolio and zone clinical department head for family medicine, 
Calgary zone for the past two years, also agreed to be interviewed. 

Family care centres (FCCs)
Photos and story by Dave Lowery

Vital Signs: PCNs already exist and it is felt that by creating 140 
FCC’s PCN’s will be killed. Do you agree? Why or why not?

Braun: There is no question that PCNs have accomplished a great 
deal to engage family physicians in the community with over 80 per 
cent of family doctors now a member in Calgary’s seven PCNs. Each 
of those PCNs are evolving over time to improve support for those 
physicians and have added other members of the inter-professional 
teams to their practices to support patient care. I think primary care 
is evolving very nicely with PCNs in place. 

Vital Signs: How much do you expect FCCs to cost? We heard $5 
million bantered around without the cost of the building. Is that 
correct? 

Blahitka: What we did was we developed a budget to staff a team 
of professionals from Monday to Friday, seven a.m. to 11 p.m., and 
weekends from eight a.m. to eight p.m. We built the budget to staff 
seven days a week as well as funding we need for support services. 
Initially, this was for $5 million though we’ve only allocated what we 
need to support the staff. The budget hasn’t been totally allocated. The 
east Calgary health centre already existed so there were no leasing 
costs. 

Vital Signs: In a time of ever expanding health care costs, why would 
we go to such an expensive alternative when PCNs have shown to be 
flexible, able to respond to wider community needs and have energized 
and revitalized primary care. 

Blahitka: I can tell you why we located in the northeast. I’ve been 
with AHS for 32 years in a variety of positions and despite the number 
of programs we have put into the NE part of the city, we still see the 
poorest healthcare outcomes in that area; lowest immunization rates, 

lower birth rates, whatever indicator we are looking at they are poorest 
in the northeast. Despite that, I think there are opportunities to try 
new and different models of care to improve access, take the time to 
spend time with patients who have really complex problems and health 
issues and hopefully keep them out of our emergency departments and 
urgent care centres where they’re not receiving the most appropriate 
type of care that they need. In my personal opinion, there is more than 
enough room for both PCNs and FCCs working together to meet the 
needs of the patient in rural and remote parts of the province where 
we haven’t been 100 per cent successful to date. 

Vital Signs: In your opinion, what advantage will FCCs provide over 
PCNs. 

Braun: I think many people think that FCCs would be a logical 
extension of PCNs in their fully evolved form. The pilot FCC is very 
well resourced to meet the needs of a very high need population. In 
middle class suburban Calgary, you wouldn’t need the same kind 
of resources for that population. An FCC, or a fully evolved PCN 
clinic, would have a full complement of multi professionals to meet 
those needs. There are some models in our community already that 
are good examples. The Crowfoot Village family practice and the 
Foothills PCN have many different disciplines working under one roof 
to meet the needs of that population. It’s a different population with 
different needs than east Calgary and the team they have developed 
reflects those needs.

Vital Signs: But do you think FCCs will have a positive or negative 
effect on PCNs?

Braun: You know what . . . I think that’s for our government to say. 
At this point, FCCs are not Alberta Health Services mission so you 
would have to ask our government. 

So we did . . . Howard May, Alberta Health spokesman, responded by 
email to questions from Vital Signs.

Vital Signs: Do you think FCCs will have a positive or negative 
effect on PCNs?

May: Our goal is to give every Albertan a home in the health system, 
and there are two ways we are going to do this. The first is by building 
on the successes of Alberta’s 40 primary care networks, and the 
second is by introducing family care clinics. We recently invested 
an additional $45 million in PCNs, by implementing a per capita 
payment increase, from $50 to $62. Family care clinics and primary 
care networks will both play important roles in using resources to 
improve access to primary health care and improve health outcomes 
for Albertans. The focus is on outcomes and standards, not one type 
of access point versus another. 

Vital Signs: Is there a schedule for opening the new 140 FCCs? 

The east Calgary health centre where Calgary’s first FCC occupies 434 sq. m. 
of the 7000 sq. m. building.
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May: Clinics will open in phases over the next four years. 

Vital Signs: How is it determined where to place them?

May: As primary health care reform moves forward this fall, there 
will be a call for proposals from communities and PCNs on ways that 
their primary health care needs could be better met. The application 
process will be posted on the ministry website and Alberta Health will 
establish a secretariat to support the process. Implementation of FCCs 
will be phased in, with consideration given to communities higher in 
need and PCNs ready to move to the FCC platform. 

Vital Signs: How will FCCs not interfere with PCNs? 

May: Family care clinics are a way to build on the accomplishments 
of primary care networks and leverage the best practices developed in 
those across the province. Family care clinics will feature a standards-
based approach with extended hours of service, team-based care, and 
same-day access to a member of the care team. The clinics will be 
portals to other levels of the health system and will support health in 
a broader sense through links with services such as early childhood 
development, affordable housing, and addictions and mental health 
services. Some PCNs have expressed interest in becoming an FCC. A 
PCN, or a single PCN physician clinic will have the ability to transition 
to a FCC by adopting the FCC model. 

Below: Family physicians, (L to R) Nureen Pirbhai, Raj 
Deepkandola and Kasia Baker work at Calgary’s first FCC.
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CAMSS bulletins

FMC doctor’s lounge closure
By Dr. Earl Campbell, president, FMC MSA
The long awaited renovation of the Foothills doctor’s lounge is 

now finally coming to fruition. In order for the required work to be 
done in an efficient and safe manner, total closure is required and is 
scheduled to start on or about Wednesday, November 7, 2012 (please 
watch for further signage).

Temporary relocation of the physician lounge mailroom and coat 
room will be to room 144 located in the main hallway, just before the 
double doors to the lounge. Card access will be required at all times 
for entry, as the entrance is much more public. Those physicians with 
mailboxes will have their mail relocated to filing cabinets within an 
office space inside room 144. You will be able to locate your file 
alphabetically according to the labels on the drawers. 

For those physicians who need somewhere to hang their coats, 
temporary racks will be found in room 144. Though card access is 
required, it is recommended that you do not leave any valuables in 
this area. 

The medical staff office will also be temporarily located within 
an office in room 144. Please direct any questions or concerns to 
Susan Sauvé at susan.sauve@albertahealthservices.ca or phone 403-
944-1409.

It is hoped that the renovation of the doctor’s lounge and café will 
rejuvenate the space to incorporate a more updated look and feel for 
all medical staff that have the good fortune to use the area, whether 
periodically or every day, and at the same time to aim for more 
efficient usage of the space in general. This main initial phase will 
transform the main lounge/café area, the coat room and the computer 
room. Stay tuned for updates and look for information posted on the 
doors outside. 

Thank you for supporting this endeavour.
FMC MSA - calling all interested parties

The Foothills Medical Staff Association is looking for a new 
executive member to start April 1, 2013. Since April 1, 2011, your 
executive members have been:

 Dr. Earl Campbell president
 Dr. Geoff Hawboldt vice president/treasurer
 Dr. Sean Grondin past-president
On April 1, 2013, Dr. Campbell will step down and Dr. Hawboldt 

will begin his two year term as president of the FMSA. Dr. Campbell 
will stay on as past-president. The new member will start April 1, 
2013 as vice-president.

If you are interested or know of someone who is interested in 
serving on the FMSA executive, please contact any of the executive 
members or the Foothills Medical Staff Office (403-944-1409) for 
further information regarding time commitment and honorarium. 

Nominations can also be forwarded to: Susan Sauve c/o FMC 
medical staff office, room 154J. (please indicate agreement of the 
nominee)

Thank you from,
Foothills medical staff executive

The PLC Medical Staff Association presents the 27th 
annual dinner, dance & awards night

January 26, 2013

At the Petroleum Club, 319 5 Avenue SW
Free parking next door at 333 5 Avenue SW

Reception 6:00 PM          
Dinner 7:00 PM

Awards and dance to follow with music by “Quicksilver”

Tickets: $100 per couple
Draws for 2010 Nota Bene wine

For more info, call Sally Knight, 403 590-8176 or 
dakota10@efirehose.net

Calgary and Area Medical Staff 
Society membership form

In this issue, you will find an insert. It’s to 
renew or join your Calgary and Area Medical Staff 
Society. Please take the time to fill this out and 
send to Calgary and Area Medical Staff Society, 
10301 Southport Lane S.W., Calgary, Alberta, 
T2W 1S7.

Now, more than ever during these turbulent 
healthcare times, we need your support. Funds 
raised benefit medical staff association sites 
and lounges, cover expenses for your members 
and executive to represent you in hundreds of 
committees and meetings each year, and ensure 
there is someone to advocate for you and your 
patients. 

Don’t delay, show your support 
by sending in your membership 

form today!
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CAMSS bulletins

The PLC Medical Staff Association presents the 27th 
annual dinner, dance & awards night

January 26, 2013

At the Petroleum Club, 319 5 Avenue SW
Free parking next door at 333 5 Avenue SW

Reception 6:00 PM          
Dinner 7:00 PM

Awards and dance to follow with music by “Quicksilver”

Tickets: $100 per couple
Draws for 2010 Nota Bene wine

For more info, call Sally Knight, 403 590-8176 or 
dakota10@efirehose.net
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This commentary is on 
words, and trust, and the 
actions that link the two. 

Words are slippery, can mean 
many things, and are seen differently 
from different vantage points. The 
words “physicians are important” 
mean very little without context. Are 
physicians as important as hot coffee, 
which for many of us is a seldom 
enjoyed but non-essential luxury. Or 
are physicians as important as the 
structural steel that holds our hospitals 
together?

Trust is another word that can mean 
different things to different people. 
To trust someone the way you trust a 
neighbour to pick up your children or 
hold your house key is vastly different from the way we currently 
trust that “most of the time” our leaders’ goals are our goals and 
that their interests are the same as our interests. We can only truly 
believe in and trust someone’s words when those words are matched 
by their actions.

This brings me to the point of this discussion. What is meant by the 
phrase “physicians are important” when all actions indicate that the 
opposite appears to be true? A campaign promise to create 140 new 
family care clinics (FCCs) throughout Alberta as a new way to deliver 
primary care is trumpeted loudly and repeated often with virtually no 
consultation beforehand with the family physicians who currently 
provide that care. I could also say that “our current government is 
important,” while I was at the same time creating an entirely new 
way to run the province, without at any time consulting the current 
government, and then expecting this government to cooperate when 
I wanted to implement my new system. I think that trust would be 
lacking, if my actions were so different from my words. 

Before the election, “physicians are (were) important.” They were 
important enough that a negotiated settlement was promised. After the 
election, the proposed settlement was withdrawn before it could be 
ratified. Actions again spoke louder than words and further fractured 
the trust that may have existed between physicians and government.

Fred Horne, our current health minister, has agreed to address 
the annual general meeting of the Calgary Medical Staff Society on 
Nov 21st. We, as physicians, should all be present to hear his words. 
However, these words will have to be matched by his actions before 
we will truly be able to believe in them.

Dr. Steve Patterson, 
CAMSS treasurer and 
PLC MSA president, 
403-943-5554

From the CAMSS treasurerIt’s only words
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