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2014 Advocacy Award
• Dr. Maybaum has been a tireless advocate for Alberta 

physicians and has been in the forefront of the campaign 
to publicize the issues around physician intimidation and 
to try and provide “whistleblower protection” for Alberta 
physicians who expose problems within Alberta’s health 
system. These words alone cannot convey the effort Lloyd 
has put into this issue, giving media interviews, talking 
with politicians, fellow physicians and writing articles. If 
Alberta physicians receive “whistleblower protection” it 
will be due in no small part to the efforts of Dr. Maybaum. 
His advocacy efforts did not stop there. Every physician 
in Alberta benefited from his strong stand during the most 
recent fee negotiations. Dr. Maybaum invited the minister 
of health to a meeting on a snowy November evening 
to discuss the negotiations with a large crowd of very 
engaged physicians. It was shortly after this event that the 
negotiations were concluded. His speech that evening and 
the strong united stand the attending physicians took may 
have contributed to the eventual negotiated settlement. 

• Under his three year reign (he undertook to lead a 
third year when the then president elect resigned) he has 
rewritten the bylaws, changed the name of the organization 
from CAPA to CAMSS (no small feat) and dealt with 
administrative upheaval within the organization. I have no 
doubt that the Calgary Medical Staff Society would be non-
existent or greatly diminished without the strong leadership 
he has shown. 

• It is not just physicians who have benefited but also 
the patients. Dr Maybaum created the idea of an individual’s 
“health footprint” and published his ideas in Vital Signs. 
He received requests from Alberta Health and Wellness to 
use his ideas to foster greater patient engagement in their 
own health Issues. 

• I feel that Dr. Maybaum was one of very few people to 
stand up and tackle the ‘system.’ I think that he engaged 
the doctors as well and certainly put his own career at risk 
by speaking out politically. I can’t think of a more deserving 
physician for this award.

Printed on FSC
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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

Emergency care still an issue — and my Christmas list

The CAMSS AGM was held on Nov 12th at the Glencoe Club. 
The many attendees were treated to a thoughtful discussion 
of current medical issues by Dr. Richard Johnston, the new 

president of the AMA. As he outlined in his first President’s Letter, 
our acute care system is in crisis. Our emergency departments are 
overwhelmed, our acute care hospitals are chronically over capacity 
and many patients face long waits for continuing care. Our current 
style of healthcare delivery is not getting the job done. Changes are 
needed to adapt to this new reality. We can start by strengthening 
primary care with the implementation of a “medical home” for all 
Albertans and improving our information systems to measure and 
record all aspects of a patient’s care. We must find a way to reward 
comprehensive care of the chronically ill in the community. This is 
particularly important in the five per cent of patients who use 60 per 
cent of our healthcare resources.

It is not just primary care that needs to be strengthened. Our 
province grew by over 130,000 people in 2013. We need to maintain 
and improve our acute care sites as well. There are large and growing 
deficiencies in access to surgical specialities and cancer care. These 
problems are not new and the solutions will require long term planning 
and, more importantly, following through with the plans. The current 
budget calls for a two per cent increase in AHS spending, over 80 per 
cent of this is spent on manpower. The amount of money to spend on 
new programs and equipment is quite limited. It is not a new initiative 
that will allow us to stay within the budget but, rather, it is finding 
daily efficiencies in our practice that will be required. 

Prior to speaking at the AGM, Dr. Johnston was taken on a tour of 
the PLC emergency department. The PLC sees the most emergency 
patients in the city with the fewest emergency room beds of any of 
the four adult sites. There is a need to finish the current shelled-in 
space . . . alas no budget for the current year. To compensate for the 
space shortcomings, the PLC employs perhaps the busiest Easy Boy 
Lounge chairs in the city. There is a group of Easy Boys arranged 
like airline seats where patients with appendicitis or migraines wait 
until they can be admitted or discharged to follow up care. A closer 
affiliation with a PCN clinic in close geographic proximity may help 
somewhat in easing the pressure on the emergency department until 
more space is developed. Emergency departments across the province 
are the “canaries in the coal mine” dealing with increasing volumes of 
patients and limited inpatient beds. How we deal with the pressures on 
the emergency departments will define how we deliver care in the next 
decade. We will need to strengthen primary care to limit demand, as 
well as continue to expand infrastructure and develop more rapid triage 
areas to cope with the expanding and aging population of Alberta.

During my tenure as president of CAMSS, I have come to realize 
and appreciate the work of the CPSA, AMA and AHS. I would like 
to formally thank them for their help and council over the last year. 
My position as CAMSS president has had a steep learning curve and 
without their help the process would have been much more difficult. I 
have read many stories criticizing AHS and I would like to acknowledge 

the many hard working physicians 
and others who work within AHS. 
We all have the same goal, better 
healthcare for Albertans.

Now for my Christmas wish list, 
changes I would like to see in the next 
year.

1) A province wide hospital EMR 
system that includes outpatient clinics. 
While I am at it, how about a standardized 
office EMR that delivers timely test 
results from multiple locations and 
facilitates e-referrals. 

2) A plan to create a medical home 
for all patients, especially the five per cent 
of the population that use 60 per cent of the health services. Along 
with this medical home should come a payment scheme to compensate 
physicians who provide comprehensive care for the chronically ill. 

3) Care pathways developed by local specialists and family 
physicians to improve the referral process for patients and physicians. 
This would have the added benefit of having local physicians talk 
about how and who they should refer. Never underestimate the power 
of personal contact.

4) A provincial workforce plan that looks at population, disease 
incidence and projects physician requirements (I know this is being 
rolled out this year). What is missing is a commitment to match 
medical school and residency positions to future needs. We need a 
country wide plan to allow for matching of demand with supply of 
physicians. What we do not need is a 25 per cent unemployment rate 
among graduated specialists because the residency program existed 
to provide call coverage. 

5) Competency based exams prior to starting practice and a 
robust method of assessing clinical competence throughout our careers. 
We have a responsibility to maintain our skills and knowledge.

6) Lastly I would like a year of stability at AHS. [Uh, yeah. 
Another CEO was appointed just prior to press time — Editor] It is 
impossible to create a stable environment for clinical innovations in 
the turmoil that has surrounded AHS over the last three years. 

Christmas is a time of celebration and fellowship. Please take the 
time to enjoy time with friends and family. 

See you in the New Year.
 

The following should be required reading for front line health 
providers. I remember clearly going to a call as an EMS paramedic 
(and this was 20 years ago - some things never change) where the 
two AISH receptors sat quite happily and comfortably in a very well 
furnished apartment. So squishy that I was somewhat envious of the 
top-of-the-line Zenith tv with built in phone that they concentrated 
on as I tried to find out why they had called EMS. Why had they 
called EMS on the 9-1-1 line? Because one of them had an outpatient 
appointment at the Rockyview and they knew AISH would pay the 
ambulance bill. They weren’t happy when I provided them with the 
Social Services taxi authorization phone number and wished them a 
good day! — Editor

Brace yourselves for full-disclosure. 
This month, I am on a rant (even 
more than usual). My frustration is 

coming to a boil and it doesn’t relate to the 
health minister, politics or even AHS. This 
month I am on a patient rant. While I am 
well aware of our AMA mantra, “patients 
first,” I am not ranting about all patients, 
just a certain ‘kind’ of patient. You might be 
familiar with this kind of patient; the entitled 
patient, the secondary agenda patient, the 
hostage taking patient. In light of our escalating stress with issues 
such as capacity, wait-times and ‘bed blockers’ the entitled patient is 
becoming particularly vexing. 

A few months ago I had a patient that was clearly seeking three-
hots-and-a-cot. In a particularly ‘House’ like moment of frustration, I 
blurted out to a patient, “the big ‘H’ on the side of the building stands 
for hospital not hotel!” Following the pregnant pause and a frontal lobe 
review (did I just say that out loud?), the patient eventually conceded 
that they were probably abusing the system. Spreading from the rest 
of the team, present for that inglorious moment, the “H is for hospital 
not hotel” movement began. Increasingly my colleagues and unit staff 
have picked up on this theme. One even added, “H is for hospital not 
home” after a patient protested, “You can’t evict me!” Our astute social 
worker dutifully noted that the patient did not “live” in the hospital and 
so we were not evicting her. We were simply discharging her. 

It seems that the problem starts in the packed, overcrowded 
chaotic maelstrom of our beleaguered emergency rooms. A typical 
conversation is overhead, “I demand to be admitted to hospital.” 
“Sir, you don’t need to be admitted to hospital.” The bomb vest is 
then unveiled. Click. Click, strapped on tight with the declaration, “if 
you discharge me back to the shelters I’m going to kill myself. I’ll 
detonate.” This maneuver pulls us apart. On one hand we have our 
sense of compassion. On the other hand, we have a sense of resentment 
that we are being held hostage. Meanwhile, there’s a patient coding in 
exam room two. “Perhaps, sir, we could order up a two bedroom condo 
with a nice shrubbery? [With a nod to Monty Python – Editor] Would 
you be willing to live then?” The patient might continue by saying that, 
“if welfare is only going to give me $700 a month, then I don’t want 
to live.” When asked what a livable amount of money might be, say, 

“H” is for hospital
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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554
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“H” is for hospital Guest editorial
By Dr. Lloyd Maybaum

$1588 (i.e. AISH) they usually agree. Of course, we can’t magically 
come up with this kind of money for any patient. 

What seems clear is that these situations are not medical 
emergencies. They are social emergencies since no amount of Prozac or 
counseling is going to get this kind of patient to diffuse the bomb-vest 
and back down in that moment. As one of my colleagues has pointed 
out, it is akin to coming to the ER and demanding a Ferrari or, “I’ll 
kill myself.” Moreover, “if you just give me what I deem acceptable, 
I’d be willing to live but if I kill myself, doctor, it is all your fault. 
Oh, and another thing, I don’t care about that patient coding in room 
two so find me a bed in the hospital because I’m not leaving until I 
get my two-bedroom condo.” [With shrubbery?]

During such arduous times it is often helpful to pause and to reflect, 
asking ourselves, how this patient got themselves into this situation. 
Tragic unforeseen circumstances are one matter but sometimes the 
patient reveals that their entire AISH or welfare cheque was spent on 
crack cocaine or other addictive pursuits. They subsequently want to 
live in the comfort of the hospital at a cost of ~$1500 per day until 
their next AISH/welfare cheque arrives. With the capacity pressures 
that we face one can begin to feel the bile back up in the back of the 
throat when faced with such patients.

The frustration is further aggravated by the often deadpan 
admission that the patient has not been compliant with any of their 
medications because they couldn’t afford them. Taken at face value, 
a sense of compassion and social injustice wells. This screeches to 
a halt when we consider how much a daily pack of smokes, a 26oz 
bottle of vodka, an 8-ball of crack cocaine and two pinners of weed 
costs per day. “Sir, I can clearly see how you couldn’t afford your 
medications.” 

The emergency room interview might continue, “ah yes, your 
apartment was a vomitorium and you turned it into a crack-shack, 
drop-in, frequented by the unsavory and at times scantily clad only to 
be visited by Calgary’s finest several times per night. It’s beyond my 
imagination why you were evicted and now homeless. I understand that 
substances have been somewhat problematic in the past? Oh yes. I see. 
You can stop anytime you like. Oh yes, the vodka, crack and cannabis 
had nothing to do with your homeless predicament. Well, let me note 
that it is a good thing we are here to shelter you from the consequences 
of those poor life choices. We wouldn’t want you exposed to a stark 
awakening in a homeless shelter with the smelling salt putrescence 
of feet rousing you from the coma of your addiction.”

I have a true story. The other day a lady openly and candidly 
explained that she purchased an expensive item at the beginning of 
the month and knowingly wouldn’t be able to afford food or expenses 
until she received her next AISH cheque. She then demanded a three-
week admission until the 28th of the month when she would receive 
her next AISH installment. Naturally, she had stated none of this in 
the ER. Instead, she was entirely suicidal with histrionic tears and 
protestations of depression but come admission to the unit, she was a 
euthymic social butterfly. Meanwhile, we have 11 patients marooned 
on the waitlist to get onto the unit. 

These days, there is little time or patience for the patient that 
Continued on page 6
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The provincial by-elections are over, and we now have elected 
a new premier and health minister. If things go well, we will 
now be able to create some stability in the health portfolio 

and begin to rebuild our relationship with government. This will be 
welcome after several rocky years.

I have met Minister Stephen Mandel three times and I am impressed 
by several things: He is straightforward and he knows he must seek 
advice from experts on the front lines to get his job done. He appears 
sincere in his desire to find solutions to our long-term health care 
problems —but he also wants to see some measurable progress in the 
short term. As mayor of Edmonton, he had no patience with obstructive 
bureaucracy. I think that all of these attributes will be very helpful 
over the next few years.

In terms of the concerns I discussed in the last issue of Vital Signs 
(and in several President’s Letters to AMA members since then), 
further information has become available in recent days concerning 
the number of continuing care beds that will be added in the next year 
and that will be required over the next few years.

Such information is welcome. We can see, though, that despite the 
addition of 400 beds in the last month, we will be faced with serious 
shortfalls over the next two years. Even if approval was granted for 
new beds today, the current process requires about three years to bring 
them into operation.

Finally, you will have noticed that oil prices have fallen 
significantly. This may be good news at the gas pump, but it will also 
have significant effects on Alberta’s tax revenues. Although the decline 
in the dollar may mitigate this effect, it would be unrealistic to think 
that more money for health care will be available unless we can clearly 
demonstrate that there will be real value in the extra expenditure.

So where does this leave us? First, we should remember that we 
have been struggling for 30 years to solve the continuing care bed 
problem. More beds are essential, but they aren’t available in the 
short term. Second, we have $18 billion devoted to health care and 
evidence that we overspend in acute care and underspend in continuing 
care, home care, social services and so on. Third, we have a new 
government with a new approach and few ties to the ways we have 
done things in the past.

New minister, less oil money.

simply wants an all-inclusive holiday lodging at taxpayer expense. 
The revealed themes underlying many of these admissions are sadly, 
quite commonplace. Some, by playing the suicide card, avoid being 
arrested at the scene of a crime (think driving while impaired or worse). 
Others get admitted in order to pad their application for short-term 
disability or better yet, get admitted in order to avoid being fired and 
instead, slip onto disability leave. The variant of this mendacity is to 
get admitted because that is the fastest way to get a psychiatrist to fill 
out the disability forms which are required by the insurance company. 
Let me underscore that we do not accommodate these requests in the 
acute care setting.

Another example that is common this time of year is the university 
or high school student that is swamped and gets admitted to hospital. 
The 100% cure is simply a letter to excuse them from the exam or 
assignment that they were not prepared to write.

One of my personal favourites is the patient that tells us that 
their family doctor told them to get themselves admitted to hospital 
because they will get their procedures performed earlier or perhaps an 
admission will enable them to get set up with an ongoing psychiatrist 
faster than by waiting for an outpatient referral (i.e. jumping the 
queue). In the acute care setting we also strive not to accommodate 
these situations.

We also have the vagrant medical tourist. These transient hospital 
tourists manage to travel the country moving from province to 
province, hospital to hospital using hospitals as their base of operations 
to see the sights. Their travel is usually facilitated by welfare dollars 
which allows them to leave one province for another. Many times these 
transients have informed us that Alberta and our AISH program is the 
land of milk and honey. They move here and get themselves admitted 
sometimes directly from the bus station or airport thinking that in a 
matter of days we can get them onto AISH mostly on the background 
of a very sketchy mental health diagnosis. When we inform them that 
the AISH process takes up to six months it is curious how they suddenly 
feel better and ask for a bus ticket to the next province.

I must say that I have particular concerns regarding our existing 
AISH patients that also have substance abuse problems. As in the 
example above, it is with certain regularity that some of these patients 
are (re)admitted to hospital because they blew their entire AISH cheque 
on recreational substances and now want to stay in the comfort of the 
hospital avoiding the shelters or detox facilities. In other words, they 
are asking, if not demanding that the hospital enable their addictive 
behavior – cushioning them from the consequences of their poor 
choices. 

I have a tough love suggestion for this situation that is certain to 

ruffle some feathers. Instead of enabling the patient by admitting them, 
why not help them to hit rock-bottom that much sooner? Perhaps if 
an AISH patient presents to hospital due to addiction related issues 
we should mandatorily report these patients to AISH. Their funds 
would be withheld apart from funds that would allow them to attend 
and complete residential addictions treatment. In other words, if you 
show up after a drug/alcohol binge at the hospital looking for three-
hots-and-a-cot, your taxpayer funded AISH cheque will be suspended. 
After all, in the addicted patient, AISH money serves to fuel and enable 
the addiction and, moreover, our tax dollars go down the drain to the 
drug dealers, liquor stores and casinos. 

“H” is for hospital — Continued

Continued on page 7
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AMA update

By Richard G.R. Johnston, MD, 
MBA, FRCPC, AMA president

The provincial by-elections are over, and we now have elected 
a new premier and health minister. If things go well, we will 
now be able to create some stability in the health portfolio 

and begin to rebuild our relationship with government. This will be 
welcome after several rocky years.

I have met Minister Stephen Mandel three times and I am impressed 
by several things: He is straightforward and he knows he must seek 
advice from experts on the front lines to get his job done. He appears 
sincere in his desire to find solutions to our long-term health care 
problems —but he also wants to see some measurable progress in the 
short term. As mayor of Edmonton, he had no patience with obstructive 
bureaucracy. I think that all of these attributes will be very helpful 
over the next few years.

In terms of the concerns I discussed in the last issue of Vital Signs 
(and in several President’s Letters to AMA members since then), 
further information has become available in recent days concerning 
the number of continuing care beds that will be added in the next year 
and that will be required over the next few years.

Such information is welcome. We can see, though, that despite the 
addition of 400 beds in the last month, we will be faced with serious 
shortfalls over the next two years. Even if approval was granted for 
new beds today, the current process requires about three years to bring 
them into operation.

Finally, you will have noticed that oil prices have fallen 
significantly. This may be good news at the gas pump, but it will also 
have significant effects on Alberta’s tax revenues. Although the decline 
in the dollar may mitigate this effect, it would be unrealistic to think 
that more money for health care will be available unless we can clearly 
demonstrate that there will be real value in the extra expenditure.

So where does this leave us? First, we should remember that we 
have been struggling for 30 years to solve the continuing care bed 
problem. More beds are essential, but they aren’t available in the 
short term. Second, we have $18 billion devoted to health care and 
evidence that we overspend in acute care and underspend in continuing 
care, home care, social services and so on. Third, we have a new 
government with a new approach and few ties to the ways we have 
done things in the past.

New minister, less oil money.

This may be a very fruitful 
time to look at some significant 
changes in how we organize 
care  in  the  communi ty, 
especially for those citizens 
who require a great deal of 
complex care. I have received 
some very thoughtful letters 
and emails with very good 
suggestions. They call for 
incremental change that could 
expand our ability to coordinate 
care, provide care with teams 
and avoid the use of acute 
care resources. I will be taking 
those ideas to the minister and 
his people, as well as to Alberta Health Services (AHS). 

It is time to abandon the idea that there is a big, magic bullet that 
will transform our system. We will need many cumulative changes, 
some quick and some over time, to remodel the system. We can’t wait 
for the perfect set of solutions. We must start making some of these 
changes quickly. 

Some will not work. We have to accept some failures in order to 
find better solutions. Some things may succeed better than we would 
have reason to expect, but sometimes you never know if it works 
until you try. 

We just have to find ways to do things differently, but without 
destabilizing the system. This will mean attempting a variety of 
reforms in different cities and towns and then using what we learn to 
improve care in every location. 

The bottom line is: We need to be able to provide the quality and 
appropriate care that will keep Albertans and their families together 
in their communities, in the best possible state of health and with the 
appropriate supports to break the vicious cycle of treatment, release, 
relapse and repeat treatment.

Please keep the ideas coming. I will keep you up-to-date on my 
meetings with the minister, with Alberta Health and AHS.

Email president@albertadoctors.org.

We also have the vagrant medical tourist. These transient hospital 
tourists manage to travel the country moving from province to 
province, hospital to hospital using hospitals as their base of operations 
to see the sights. Their travel is usually facilitated by welfare dollars 
which allows them to leave one province for another. Many times these 
transients have informed us that Alberta and our AISH program is the 
land of milk and honey. They move here and get themselves admitted 
sometimes directly from the bus station or airport thinking that in a 
matter of days we can get them onto AISH mostly on the background 
of a very sketchy mental health diagnosis. When we inform them that 
the AISH process takes up to six months it is curious how they suddenly 
feel better and ask for a bus ticket to the next province.

I must say that I have particular concerns regarding our existing 
AISH patients that also have substance abuse problems. As in the 
example above, it is with certain regularity that some of these patients 
are (re)admitted to hospital because they blew their entire AISH cheque 
on recreational substances and now want to stay in the comfort of the 
hospital avoiding the shelters or detox facilities. In other words, they 
are asking, if not demanding that the hospital enable their addictive 
behavior – cushioning them from the consequences of their poor 
choices. 

I have a tough love suggestion for this situation that is certain to 

ruffle some feathers. Instead of enabling the patient by admitting them, 
why not help them to hit rock-bottom that much sooner? Perhaps if 
an AISH patient presents to hospital due to addiction related issues 
we should mandatorily report these patients to AISH. Their funds 
would be withheld apart from funds that would allow them to attend 
and complete residential addictions treatment. In other words, if you 
show up after a drug/alcohol binge at the hospital looking for three-
hots-and-a-cot, your taxpayer funded AISH cheque will be suspended. 
After all, in the addicted patient, AISH money serves to fuel and enable 
the addiction and, moreover, our tax dollars go down the drain to the 
drug dealers, liquor stores and casinos. 

As a profession we must find the courage to challenge patients that 
are seen to be abusing the system. Patients come first, but each and 
every one of us must be seen as a defender of the healthcare system, 
protecting it from abuse. This might mean more unsavoury “Rate MD” 
scores but it also means that our precious healthcare resources will be 
available to those patients that truly need them.

In the meantime, amongst the ever present capacity and ‘bed 
blocker’ issues I’ll continue to remind certain ‘entitled’ patients that 
the big H on the side of the building stands for hospital, not hotel, not 
home and not even ‘hell’ though sometimes it may feel like the latter. 
Let’s continue to strive for good healthy choices. Be strong.

“H” is for hospital — Continued “H” is for hospital — Continued

Continued on page 7
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CZ MSA update

Dr. Kevin Hay, president 
of 

the central zone medical 
staff association

Best wishes of the season to all and especially to members of 
the medical staff associations! We are reaching central and 
Calgary zones through Vital Signs and soon distribution will 

increase to the whole province — well done CAMSS! 
All community physicians can join a ZMSA, as can AHS medical 

staff with appointments/privileges including doctors, podiatrists, 
scientists, dentists and maxillo-facial surgeons. Membership is 
voluntary. Please join if not a member already. If you are not sure 
which zone you are in, you can check the AHS map at: http://www.
albertahealthservices.ca/ahs-map-ahs-zones.pdf 

This article is a partial summary of CZMSA activities during 2014. 
If you think we may have missed something important please contact 
me: khay@telusplanet.net, 780-842-8863 or contact your own ZMSA 
executive. Enquiries can also go to our administrative assistant (who 
works with CAMSS too) Audrey Harlow at 403-205-2093 or audrey.
harlow@albertadoctors.org 

A list of the executives from the five ZMSAs is above and there 
is an overview of ZMSA structure and function at: 

https://www.albertadoctors.org/About%20the%20AMA_%20
ZMSAs/insideama_zmsa_guide_2oct13_pub.pdf

Many of our issues are in common with the four other ZMSAs. The 
ZMSAs and AMA work well together as can be seen with the voluntary 
physician influenza immunization strategy which is now a joint ZMSA/

Christmas greetings from the 
Central Zone Medical Staff Association

AMA strategy. All docs received the 
pin ‘This doc got the shot’ and we 
hope you will wear it with pride after 
getting your influenza shot. 

It is very important that you 
register your shot. This is easiest if 
you get the shot at an AHS clinic, 
but you can also notify the CPSA 
when renewing your annual practice 
permit or send in a notification form 
to AHS. Your zone medical director 
and ZMSA president will send this 
request out soon. We need to show 
at least 80 per cent vaccination or 
there will be a stronger push towards 
mandatory immunization. 

AGM — Annual general meeting
Members: Please keep the evening of Wednesday, February 11 free 

for our annual general meeting to be held at the Red Deer regional 
hospital. 

Map courtesy AHS.

North ZMSA executive
• Acting president: Dr. Sandra Corbett 

CZMSA executive
• President: Dr. Kevin Hay, Wainwright.
• Vice president: Dr. Andre vanZyl, Rocky Mountain House.
• Past president: Vacant.
• Secretary treasurer: Dr. Deirdre McLean, Lacombe/Red 

Deer.

Edmonton ZMSA executive
• President: Dr. Robert W. Broad 
• Vice president: Dr. Shelley Duggan 
• Past president: Dr. Jasneet Parmar 
• Secretary yreasurer: Dr. Pauline Alakija 

Calgary & Area Medical Staff Society (CAMSS) 
executive

• President: Dr. Steven J. Patterson 
• President elect: Dr. Sharron Spicer 
• Secretary treasurer: Dr. Charlene Hunter 

South ZMSA executive
• President: Dr. Fredrykka D. Rinaldi 
• Vice president: Dr. Carl W. Nohr 
• Past president: vacant 
• Secretary treasurer: Dr. Jessica Abraham

Continued on page 10
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pin ‘This doc got the shot’ and we 
hope you will wear it with pride after 
getting your influenza shot. 

It is very important that you 
register your shot. This is easiest if 
you get the shot at an AHS clinic, 
but you can also notify the CPSA 
when renewing your annual practice 
permit or send in a notification form 
to AHS. Your zone medical director 
and ZMSA president will send this 
request out soon. We need to show 
at least 80 per cent vaccination or 
there will be a stronger push towards 
mandatory immunization. 

AGM — Annual general meeting
Members: Please keep the evening of Wednesday, February 11 free 

for our annual general meeting to be held at the Red Deer regional 
hospital. 

Map courtesy AHS.

Continued on page 10
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Our plan is to base the AGM in Red Deer as this is accessible for the 
largest proportion of members. We need support from all corners of the 
zone and videoconferencing gives the distant sites a voice — even if it is 
less personal. Videoconferencing is essential because central zone is larger 
than Ireland! Our most northern community is Two Hills and it stretches 
to Lloydminster on the Saskatchewan border, Drumheller in the south 
and Drayton Valley to the west. We are an amalgamation of the former 
David Thompson and East Central RHAs.

The 2014 AGM started with a debate between Michael Gormley, CEO 
AMA and Dr. Sean Cahill on patient registration. We are considering a 
debate for the 2015 AGM with the HOT motion that: ‘A doctor should 
be able to refuse to provide a treatment or procedure which conflicts with 
the physician’s religious or moral beliefs.’

 ZAF — Zone advisory forum
We organize two zone advisory forums each year and these are a 

melting pot/forum for issues between AMA, AHS and CZMSA. We plan 
to rotate ZAF throughout the zone to improve engagement with the local 
medical staffs. So far we have been to Red Deer, Wetaskiwin, Camrose 
and tried for Innisfail this fall. 

ZAF attendees include AHS x three, AMA x three, CZMSA executive 
x three, public member x one, the zonal PCN lead with five other CZMSA 
members (one being a non-physician member) to provide diverse input. 

The biggest issue coming from ZAF is our grave concern that many 
rural obstetric programs are failing. This is being advanced by Dr. André 
vanZyl with input from north and south ZMSAs. 

PAAL line
Medical staff can call the ZMSA directly, though, if someone is having 

grave problems advocating for patients, or if there is serious intimidation 
an option is to call the confidential practitioner advocacy assistance line 
(PAAL). 1.866.225.7112. It is answered 24/7 by an independent provider 
and calls can be forwarded to your president for further assistance. 

PPEC — Provincial practitioner executive committee.
This committee advises the CMO, Dr. Verna Yiu, about health care 

issues and is a statutory committee required by the medical staff bylaws. 
PPEC meets monthly by video or in person in Calgary. The voting 
members are your five ZMSA presidents, five zonal medical directors 
and five zonal ZMAC chairs. 

A recent PPEC recommendation is that all level one AHS policies 
should come to PPEC and the five ZMACs before approval. 

We voiced concerns about the altered definition of ‘violence’ in the 
new AHS policy on violence in the workplace. This policy was presented 
to PPEC as a fait accompli — a finalized policy having been approved 
by AHS senior executive. 

The rural presidents noted the difficulties with the rapid roll-out 
of voice transcription/dictation services. This helped AHS modify the 
progression of DST to Calgary with a slower time-table and increased 
staffing. Calgary appears to have had a successful roll-out so far. PPEC 
also deals with medical staff bylaws/rules which must be reviewed every 
three years. 

RF — AMA representative forum
The 2014 fall RF had a presentation from Vickie Kaminski, president 

& CEO AHS. She spoke well, though presented family care clinics as an 
example of an AHS success. I asked Kaminski for her personal opinion on 
the lack of a governing AHS board. She responded somewhat neutrally . 
. . but perhaps this is a more appropriate question for the new minister of 
health! I believe that the presidents favour the Independent board model 
of governance.

Stephen Mandel, minister of health, spoke to RF in a very engaging 
manner. He noted that he had been minister for only a few days so had 
no answers yet on health care direction. Hopefully these visits bode well 
for engagement in the future. 

The DTR (David Thompson Region) is now allowed an additional 
delegate to RF so there will be three DTR and two ECH (East Central 
Health) delegates representing the profession at RF. The president 
attends RF ex-officio also. CZMSA nominees to the AMA for the current 
vacancies are:

• Dr. Vesta Warren, Sundre. DTR
• Dr. Jack Bromley, Red Deer. DTR
• Dr. Kevin Hay. Wainwright. ECH 
(The other executive members decided the ECH nomination after I 

recused myself.) 

CZL — Council of zonal leaders
CZL meets three times per year and is a forum for the AMA and 

ZMSAs to review issues of mutual interest. The joint AMA/ZMSA 
strategy on influenza immunization arose from discussions at CZL. 

Dr. Steven Patterson, CAMSS president, is planning to increase 
distribution of Vital Signs province wide and is spearheading the plan 
for a joint ZMSA website. 

Great job, Steven!

ZMAC — Zone medical administrative committee
This is where the issues relevant to the zone are discussed and medical 

staff can advise the medical director as to whether programs are working 
well or not. CZMSA gets to appoint members to ZMAC and other zonal 
committees including the zone application review committee (ZARC) 
and the medical staff bylaws & rules review committee.

Local
CMZSA has helped individuals in individual practices and facilities. 

Sometimes it is as simple as directing them to the available resources, but 
it can involve mediation with local/zonal administration.

My time as president ends in February and the plan is for Dr. André 
vanZyl to take the helm. He is likely to be president through the next 
provincial election and needs your support and guidance. 

I recommend the editorial in the November Vital Signs by Dr. Michael 
Giuffre, past president of the AMA — link is on the CAMSS website: 

“ . . . we do not want to hear of a new health care direction without 
representation from both a strong united physician voice and our 
patients’ voices at the table. . . . we have a long journey ahead but as 
a profession, we MUST lead the way. Get engaged and lead the way 
doctor!” 

CZ MSA update continued
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RF — AMA representative forum
The 2014 fall RF had a presentation from Vickie Kaminski, president 

& CEO AHS. She spoke well, though presented family care clinics as an 
example of an AHS success. I asked Kaminski for her personal opinion on 
the lack of a governing AHS board. She responded somewhat neutrally . 
. . but perhaps this is a more appropriate question for the new minister of 
health! I believe that the presidents favour the Independent board model 
of governance.

Stephen Mandel, minister of health, spoke to RF in a very engaging 
manner. He noted that he had been minister for only a few days so had 
no answers yet on health care direction. Hopefully these visits bode well 
for engagement in the future. 

The DTR (David Thompson Region) is now allowed an additional 
delegate to RF so there will be three DTR and two ECH (East Central 
Health) delegates representing the profession at RF. The president 
attends RF ex-officio also. CZMSA nominees to the AMA for the current 
vacancies are:

• Dr. Vesta Warren, Sundre. DTR
• Dr. Jack Bromley, Red Deer. DTR
• Dr. Kevin Hay. Wainwright. ECH 
(The other executive members decided the ECH nomination after I 

recused myself.) 

CZL — Council of zonal leaders
CZL meets three times per year and is a forum for the AMA and 

ZMSAs to review issues of mutual interest. The joint AMA/ZMSA 
strategy on influenza immunization arose from discussions at CZL. 

Dr. Steven Patterson, CAMSS president, is planning to increase 
distribution of Vital Signs province wide and is spearheading the plan 
for a joint ZMSA website. 

Great job, Steven!

ZMAC — Zone medical administrative committee
This is where the issues relevant to the zone are discussed and medical 

staff can advise the medical director as to whether programs are working 
well or not. CZMSA gets to appoint members to ZMAC and other zonal 
committees including the zone application review committee (ZARC) 
and the medical staff bylaws & rules review committee.

Local
CMZSA has helped individuals in individual practices and facilities. 

Sometimes it is as simple as directing them to the available resources, but 
it can involve mediation with local/zonal administration.

My time as president ends in February and the plan is for Dr. André 
vanZyl to take the helm. He is likely to be president through the next 
provincial election and needs your support and guidance. 

I recommend the editorial in the November Vital Signs by Dr. Michael 
Giuffre, past president of the AMA — link is on the CAMSS website: 

“ . . . we do not want to hear of a new health care direction without 
representation from both a strong united physician voice and our 
patients’ voices at the table. . . . we have a long journey ahead but as 
a profession, we MUST lead the way. Get engaged and lead the way 
doctor!” 
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