
March-April 2013 | Volume 38 | Number 2

Primary care: 
How do patients think you're doing?

DIGEST

What do AMA 
members think of 
the new website?  
Thanks for your 
feedback.

Alberta Medical 
Students’ 
Conference 
and Retreat 
(AMSCAR) 2013

Alberta Doctors'

Are you ready for Pharmageddon?  
An important book that all physicians, academics and 
practitioners alike should read.

Patients First®





AMA MISSIoN STATEMENT

The AMA stands as an advocate for its physician 
members, providing leadership and support for 
their role in the provision of quality health care.

CoVEr PhoTo:  Agnes Leonhardt, a patient who attended the Primary Care Summit in 
Edmonton on February 2.

 6 Primary care: How do patients think you're doing?
  AMA brings patients and physicians together in the first of five summits. 

 12 Alberta Medical Students’ Conference and Retreat 2013
 Conference connects students through wellness activities.

 18 Are you ready for Pharmageddon? 
 Pharmageddon is an important book that all physicians, academics and  
 practitioners alike should read. 

 24 University of Alberta Faculty of Medicine & Dentistry  
  looking great at 100
 Hundreds of people filled Bernard Snell Hall on January 17 to kick off  
 celebrations marking a major milestone for the Faculty of Medicine &  
 Dentistry, University of Alberta. 

 26 What do AMA members think of the new website?
 We recently surveyed members to find out about their experiences  
 on the new AMA website. 

Patients First® is a registered trademark  
of the Alberta Medical Association.

Alberta Doctors’ Digest is published  
six times annually by the Alberta  
Medical Association for its members.

Editor:  
Dennis W. Jirsch, MD, PhD

Co-Editor:  
Alexander H.G. Paterson, MB ChB,  
MD, FRCP, FACP

Editor-in-Chief:  
Marvin Polis

President: 
R. Michael Giuffre, MD, MBA, FRCP, 
FRCPC, FACC, FAAC

President-Elect: 
Allan S. Garbutt, PhD, MD, CCFP

Immediate Past President:  
Linda M. Slocombe, MDCM, CCFP

Alberta Medical Association 
12230 106 Ave NW 
Edmonton AB T5N 3Z1 
T 780.482.2626 TF 1.800.272.9680 
F 780.482.5445  
amamail@albertadoctors.org 
www.albertadoctors.org

May/June issue deadline: April 15

The opinions expressed in Alberta  
Doctors’ Digest are those of the authors and  
do not necessarily reflect the opinions or positions 
of the Alberta Medical Association or its Board of 
Directors. The association reserves the right to edit 
all letters to the editor.

The Alberta Medical Association assumes no 
responsibility or liability for damages arising 
from any error or omission or from the use of any 
information or advice contained in Alberta Doctors’ 
Digest. Advertisements included in Alberta Doctors’ 
Digest are not necessarily endorsed by the Alberta 
Medical Association.

© 2013 by the Alberta Medical Association

Design by Backstreet Communications

CoNTENTS

FEATURES

DEPARTMENTS

Cert no. XXX-XXX-000

 4 From the Editor

 10 Health Law Update

 14 Mind Your Own Business

 16 Insurance Insights

 20 Web-footed MD

 22 PFSP Perspectives

 28 In a Different Vein

 30 Letters

 32 Classified Advertisements

March-april 2013

3

MoRE WAYS To GET ALBERTA DOCTORS’ DIGEST
We’re using QR codes to enhance your experience. Scanning this code will take you 
to the Alberta Doctors' Digest page on the AMA website including pdf, ebook and 
podcast versions. There are also QR codes embedded in a few articles in this magazine 
issue. Scan the codes using your smart phone or tablet device to go to the alternate 
content. If you don’t have a QR code reader app on your phone or tablet, download one 
for free from www.scanlife.com.



AMA - AlbertA Doctors’ Digest

The need for critical 
thinking skills is 
often mentioned 

in health care. Easier 
said than done, I’d say. 
Our thinking is generally 
constrained, uneven and 
error prone.

I think we need to think about thinking. 

I remember hearing Bertrand Russell being interviewed 
near the end of his life. The human brain is finite, he 
reminded, and there are things we are likely just not 
capable of thinking. I’m impressed that Mr. Russell was 
right and that we dwell in frustratingly small houses. 
We’re bounded. I’m delighted to find there is a word for 
this: our umwelt1 refers to that portion of the world we 
can appreciate. In 1909 Jakob von Uexkull introduced 
the concept of the umwelt: different animals pick up on 
different environmental signals.

As I write this, my Shih Tzu sniffs a breeze from 
somewhere north and her black nose quivers with the 
information gleaned from millions of scent receptors that 
I lack. A crow circles in the sky looking for movement 
below ¬ its abilities far exceed the limits of my feeble 
vision. What is visible to us in fact is less than 10 
trillionth of the electromagnetic spectrum that engulfs 
us. Plenty of information rides on channels to which we 
have no access. The portion of reality we can detect is 
amazingly small.

Step beyond our constraints and we must note that our 
focus, our attention to most things is variable. We’re 
remarkably distractible. Tired or ill, or stressed, or 
otherwise involved ¬ and our thinking suffers.

Even given our spotty attention, we’re crummy at 
processing things too. As Daniel Kahneman2 and others 
have shown, we fall prey to quirks in our thinking called 
cognitive biases. We overestimate our ability to predict 
or foresee an event post facto, once we’ve learned about 

Thinking about thinking

>

the outcome. Accordingly, dozens of us are certain ¬ 
now! ¬ that we knew the most recent stock market crash 
was imminent, when, of course, we didn’t. Anchoring, 
another bias, refers to our predilection to rely too 
heavily on the first piece of information we’re offered 
(the “anchor”) when making decisions. We will use, say, 
the first price mentioned for a used car as an anchor in 
negotiating price and generally move up or down from an 
initial number that may be otherwise irrelevant.

Scores of these cognitive missteps impede or occlude our 
thinking. We look for patterns everywhere, where none 
may exist. We have problems coping with uncertainty 
and have an inordinate need to be right. Evolution has 
been blamed for many of these quirks. It seems we’re 
programmed for speed rather than accuracy. 

FRoM THE EDiToR4

Dennis W. Jirsch, MD, PhD | EDITOR

A wealth of information creates  
a poverty of attention.

Our memory may be part of the problem too. As George 
Miller pointed out in the 1950s, we can remember up to 
seven items simultaneously in short-term memory, but 
truth-be-told this overestimates our working memory.3 
For most of us it is more likely four things rather than 
seven. We may be better at laying down long-term 
memories, as Wilder Penfield’s historic brain stimulation 
studies showed, but retrieval of memory can be another 
story, as anyone past 40 knows. Our memories, once 
thought of as static, permanent images, are dependent 
on context and attention and a complex web of 
associations that are continuously updated in time.  
The flip side of things can be a problem too, since we 
have no convenient way to delete information, no ready 
means of forgetting. 
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We deal poorly with time and are terrible at gauging 
risk. We overestimate the likelihood of rare but shocking 
events and, conversely, underestimate the probability of 
common but quiet and insidious occurrences. The largest 
threats to our existence can in fact be attributed to this 
myopia. Think of attention to quarterly profit versus 
attention to climate change. Think of the impact of 
uncommon terrorist strikes or shark attacks versus  
the vast numbers who succumb to cigarette smoke  
or inactivity. 

> How best to proceed? Science, with its formal 
methodology and the reproducibility of its findings,  
must be regarded as our “candle in the dark” and 
promises the best approach we have. As David Rowan 
has said, “Our embrace of truth is defined by experiment 
(rather than by common sense, or consensus, or 
seniority, or revelation or any other means) and has in 
effect released us from the constraints of our innate 
preconception, prejudices and lack of imagination.”5 

The randomized, double-blind clinical trial has become a 
mainstay of science and its continuing search for truth. 
Though blinded, randomized studies are regarded as 
the gold-standard by researchers, however, it is amazing 
how little the methods of science and comparative 
experimentation are used beyond the laboratory as we 
continue to organize our political and business lives in 
ways that are whimsical and untested.

Given our puny abilities and the potholes in our thinking, 
our faulty reasoning may be maladaptive. If we’re going 
to learn how to think differently, we’ll need to recognize 
our plight. A first step will be to talk about it. As Dean 
Buonomano has said, “Given the pervasiveness of 
the brain’s flaws and the increasingly complex and 
ecologically unrealistic world we find ourselves in, 
embracing our brain bugs will be a necessary step….”6 

We’re bad at knowing what it is we don’t know. We need 
to recognize the deficits in our thinking and to realize 
that our propensity for failure can be liberating and even 
a precondition for success. 

There’s room in our lives for studies in “wrongology.”7 

It might just help our thinking.
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We’re bad at knowing what it  
is we don’t know.

We’re duds at statistics, too. Consider coin tosses. Roll 
heads four times in a row ¬ assuming we’ve checked the 
coin to assure it isn’t bogus! ¬ and we know, just know, 
the next toss will have to be tails. None of our children 
are average or, heaven-forbid, below the mean. Our 
sports heroes often spit three times or go unshaven  
as magic totems that will help them win. 

Our susceptibility to propaganda ¬ we like to call it 
advertising ¬ forms much of the basis for our economy, 
and we opt for cars and mates and all sorts of bling that 
are unrealistic and ill-suited to our needs. Direct-to-
consumer advertising works medically, of course, and 
we and our patients alike push for drugs, about which 
advertisements murmur sotto voce of possible side 
effects of bleeding, bowel perforation, organ failure  
or cancer without knowing whether we are likely to 
benefit or not.

This all comes at a terrible time in our history as the 
wealth of information or data coming down the pipe 
continues to rise exponentially. A new term, “exabyte,” 
connotes a massive load of information that amounts 
to a billion gigabytes, and we’re said to produce five 
exabytes of stuff every two days.4 Whew! 

The amount of information entering our consciousness 
at any instant is referred to as our cognitive load. When 
our cognitive load exceeds the capacity of our working 
memory it is only reasonable that our intellectual  
abilities take a hit. As Herbert Simon said, “A wealth  
of information creates a poverty of attention.”

http://commonquote.com/source/11363/dean-buonomano/brain-bugs-how-the-brains-flaws-shape-our-lives
http://en.wikipedia.org/wiki/The_Magical_Number_Seven_Plus_or_Minus_Two
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Primary care: 
How do patients think you're doing?

Alberta physicians are directly engaging patients 
in a series of five summits that are designed to 
be a catalyst for real, meaningful changes and 

innovations at a time when Alberta’s health care system is 
being confronted by financial constraints, inflationary cost 
pressures and a growing population.

With the provincial government identifying the creation of 
family care clinics (FCCs) as its number one health care 
priority, primary care overarches the summits. As Alberta 
Medical Association (AMA) President Dr. R. Michael 
Giuffre explained in a President’s Letter: “If there are 
upcoming budget cuts to Alberta Health Services (AHS), 
there will be a resulting additional strain and pressure 
on community-based physicians to respond to needs 
abandoned by AHS.”

The first summit on February 2 attracted about 30 
Edmonton-area patients and about 60 physicians from 
across the province. Its overall goal was to generate  
a set of practical ideas and suggestions that could 
facilitate patient care and access, now and in the future. 
The results are also the basis for public research in order 
to facilitate data-driven, evidence-based decision-making 
at future summits.

The team approach, rooted  

in solid patient/physician relationships, works 

well for patients and physicians alike.

In her report (available on the AMA website www.
albertadoctors.org), moderator Corinne Saad of Ibis 
Communications concluded:

“The overall tone of the summit was extremely positive. 
There is a lot to be celebrated that is working well. One 
patient talked about feeling ‘embraced’ by her primary 
care network (PCN): the team approach, rooted in solid 
patient/physician relationships, works well for patients  
and physicians alike. 

>

Corinne Saad moderates discussion at the inaugural Alberta Medical Association Primary Care Summit (  provided by Marvin Polis)

“The challenge now is to take the successes and duplicate 
them across the province: tailoring unique solutions for 
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7each community’s needs; ensuring solid business practices 
and innovative funding models with integrated information 
technology (IT) solutions; expanding the team approach 
in a doctor-led environment, so that prevention, as well 
as cure, becomes a focus for PCNs. Summit participants 
described a future where patients don’t just turn to their 
clinic in times of sickness, but as a place to help them 
maintain good health – physical and mental.”

University of Alberta School of Business lecturer Jim 
Swaffield reviewed the fundamentals of customer service, 
such as trying to meet various expectations. Then, 
two groups of patients and three groups of physicians 
discussed what physicians’ offices currently do well, could 
improve upon, and might stop doing or add. There was 
remarkable consensus at the plenary session.

The afternoon was physicians-only with a critique of 
Alberta Health’s 121-page Family Care Clinic Application Kit 
Wave One. It provided excellent feedback for the AMA to 
consider in recommending a number of major and other 
changes to the kit. 

The Primary Care Alliance (PCA) is leading the evolution 
of the primary care networks to the next level, labelled as 

Dr. Ann R. Vaidya (  provided by Marvin Polis)

When I go on maternity leave, I have no benefits. We do 
not have an employer who pays for our health benefits. 
When we retire, we will not have a pension or have an 
employer contribute for us. Paper work adds hours to our 
days. We have spouses and families that our job hours 
take us away from. 

For you, our patients, we want to have a family physician 
who understands you and your family and who is available 
if something appropriately urgent comes up ¬ and a team 
of allied health care professionals in case your needs are 
not standard.

We will not come up with all the answers but we can make 
a start and begin together to make improvements. And 
today, sitting together here is a start. 

PCN 2.0. Members of the PCA Board are: Dr. Ann R. Vaidya, 
President, Section of General Practice; Dr. Tobias N.M. 
Gelber, President, Section of Rural Medicine; and Dr. Phillip 
W. van der Merwe, Co-chair, PCN Executive Committee.

Themes for the remaining four summits are:

• Summit two – PCN 2.0 and building upon the results of 
summit one.

• Summit three – Important linkages need to be in place 
between primary, secondary and tertiary care, with a 
focus on the Strategic Clinical Networks that AHS is 
developing. 

• Summits four and five – Unique health care needs 
outside Calgary and Edmonton; one to be held in 
southern Alberta and one in northern Alberta.

Videos and stories from the  
first summit are available at  
http://bit.ly/Wz3oB4.

The following are excerpts from  
Dr. Vaidya's and Dr. van der Merwe's 
speeches at the February 2 summit.

The “real fix” for primary care
Dr. Ann R. Vaidya addresses the patient session

Premier Redford has promised 140 family care 
clinics (FCCs) and tasked Minister Horne with their 
creation. Minister Horne has voiced his support for 

primary care networks (PCNs). The auditor general stated 
that PCNs were doing a good job but could do better with 
proper supports.

Anybody confused yet?

The government thinks it can fix primary care, doctors 
think they can fix primary care, but the fix for primary care 
is the relationship between patients and their physicians.

That is why we are here today.

It is time to stop the political games and public relations 
rhetoric. We need to walk in each other’s shoes, realize 
the limitations in the system and our wants and needs of 
the system.

As a patient I am sure you have gone to your doctor’s 
office and thought: Why did they not tell me that over the 
phone? Well, physicians think the same thing, but we only 
get paid if we see the “whites of your eyes” and we have 
rent and staff to support.

When we go away, we do not get vacation pay. If wages, rent 
and the cost of business goes up, we cannot put out a sign 
saying that due to the economy our prices will be going up.

>

>
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Dr. Phillip W. van der Merwe (  provided by Marvin Polis)

Dr. R. Michael Giuffre, AMA President, speaks to the media.  
(  provided by Marvin Polis)

The fix for primary care  
is the relationship between patients and  
their physicians.

> I have a patient who came to see me as a new patient 
after being treated in various walk-in clinics. We started 
by putting the pieces together and because we had a 
relationship over time and got to know each other, we 
realized that something was wrong and we needed to find 
out what. We ended up with a diagnosis of an unusual 
presentation of colon cancer.

This would not have been possible without the patient-
physician relationship that was created over time.

Every time he saw his surgeons or oncologist, he came to 
visit me to talk about what was said, what the next steps 
were and what I thought.

The other day he said to me, “you’re my professional 
friend” and I asked him what that meant. He said that as a 
physician, I have the medical expertise but as his friend, I 
use those skills to look out for what’s in the best interest for 
him. This is what we like to call continuity in primary care.

This is what I want for every one of you, a professional 
friend to help navigate you through your medical home. 
We cannot sacrifice this by promising blanket access to 
the system or that one solution will fit everything. It would 
be a tragedy to sacrifice continuity of care to provide easy 
access to convenience store medicine.

The patient-physician relationship is the foundation and 
future of primary care. We need to put the supports, 
funding and the ability for physicians to advocate for their 
patients into the system. Without this we all will be lost. 
This is what we are asking our patients to help us with, a 
patient-centric world. Building a better system for all of us.

Thank you for taking the time out of your weekend  
to help us today.

Dr. Vaidya is president of the Section of General Practice, 
a member of the Primary Care Alliance Board and AMA 
representative to the Minister's Committee on Primary Care.

An innovation called  
primary care networks
Dr. Phillip W. van der Merwe addresses the patient session

In the land before time, family physicians and specialists, 
along with allied health providers like nurses, were 
mostly organized around community hospitals, 

collaborating to provide quality health care in a collegial, 
supportive environment.

Subsequently, regional health authorities were created and 
family docs banished to the confines of community offices. 
This severed service integration, delaying access from the 
community to diagnostic and specialist services. 

The complexity of primary health care had been ballooning 
over decades. Screening, diagnostic and treatment tools 
mushroomed. Limiting hospital stays with a quick return 
to community care changed the landscape for family 
physicians. A two-way communication log-jam between 
hospitals, specialists and the community, rounded out by a 

lack of appreciation for our work, made burnout inevitable; 
many family docs opted for more limited, less-stressful 
practices or left the profession. Attracting new graduates 
to our field became insurmountable as they saw the 
circumstances. Access decreased, wait times increased 
and patients ultimately suffered.
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PCNs aimed to address 
unattached patients, improve  

access and emphasize health promotion  

and disease prevention.

Each citizen will be 
quarterbacked through the 
health care system in a seamless 
transition from primary care to secondary and 
tertiary care and back again to the community.

Fortunately, along came primary care networks (PCNs) 
about nine years ago. Recognizing these challenges, and 
acknowledging that family physicians were providing many 
functions for free, the PCN model aimed to design and 
deliver improved primary care services to all patients with 
a local community flavor. 

Each PCN was a group of local physicians who partnered 
with Alberta Health Services (AHS). Per capita funding 
was provided by government for PCN budgets. While 
some of these funds went to physicians for activities 
and services provided, most went to hire the teams, 
including nurses, pharmacists, psychologists, dieticians, 
physiotherapists, etc. PCNs aimed to address unattached 
patients, improve access and emphasize health 
promotion and disease prevention.

The good news: about 85% of family docs are now part 
of a PCN. Our teammates ¬ peers and other providers ¬ 
are helping us carry the burden we used to shoulder solo. 
With renewed collegiality and networking, we feel better 
able to place the patient’s needs at the center. 

Our patients are seeing the benefits of access to teams 
with improved quality of care. Significant progress 
has been made in community outreach to homeless 
populations and aboriginal citizens. 

What has not worked as well is a lack of standards, 
governance, evaluation and accountability. Some PCNs 
perform well, others less so as highlighted by the Auditor 
General’s report. We also did a poor job in socializing PCN 
services: most patients who benefit from or receive PCN 
services are unaware these are PCN initiatives, let alone 
what a PCN is.

But, we have tasted success and we want to do more: It is 
the right thing to do.

We are planning the next phase: I like to call it “PCN Plus,” 
involving government, AHS, the AMA, other health care 
providers, our physician members and ¬ starting today ¬ 
patients and our communities. 

We propose to deliver a “medical home” for each 
Albertan in primary care neighborhoods, supported by 
PCNs. Each medical home will house a primary health 
care team, anchored by a family physician and focused 
on the citizen at the center. The team will reflect the 
community’s needs, including social determinants of 
health. It will provide comprehensive, timely primary care 
including same-day office access and 24/7 after-hours 
access for appropriate concerns. 

While this is impossible for one physician alone, it is 
possible within evolved PCNs. Teams will address chronic 
disease management, screening and prevention, enhancing 
patients’ ability to manage their own health. Each citizen 
will be quarterbacked through the health care system 
in a seamless transition from primary care to secondary 
and tertiary care and back again to the community. We 
will engage other health care groups and specialists. 
Provincial standards will underpin our work, including 
measurement, evaluation and quality assurance. There 
will be commitment to technology, delivery innovation, 
continued education and training.

>

It is a tall order, but much work is already complete with 
many local examples of such excellence. The focus on 
evidence and common sense makes me believe most PCN 
physicians will be up for the challenge. We will need vision 
and courage ¬ and each other ¬ as we make this bold  
sustainable leap into our future.

Dr. van der Merwe is a co-chair, Primary Care  
Networks Physician Leads Executive Committee. 
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On March 5, 2012, 
the Honorable 
John Vertes was 

appointed by the Health 
Quality Council of Alberta 
to act as a one-person 
panel to investigate the 
possibility of improper 

preferential access being given to publicly funded health 
services (otherwise described as “queue jumping”). The 
terms of reference of the inquiry were to firstly consider 
whether improper preferential access was occurring; and 
secondly, if so, to make recommendations to prevent 
such improper preferential access in the future.

The inquiry heard evidence from a variety of health care 
providers, as well as experts on health law and ethics 
over the course of five weeks in December 2012 and 
January/February 2013. The commissioner’s report is  
to be delivered to the Legislature on or before April 30.

emergency room procedures, surgical wait lists and other 
associated services which by their nature generated a 

“queue.” Although the mandate of the commission was to 
determine if improper preferential access “is” occurring, 
much of the evidence scrutinized past events such as 
public vaccinations during the H1N1 crisis in 2009, or 
allegations of improper access to emergency services 
prior to the creation of AHS.

After the conclusion of the evidence, the commissioner 
was challenged to respond to a number of issues, 
including: exactly what “preferential access” was; what 

“publicly funded health services” were; if preferential 
access to publicly funded health services was occurring, 
was any of it “improper”; and if so, what to do about it. 
As of the date of this writing, the results of the inquiry 
are not known, but while awaiting the findings and 
recommendations, it is useful to consider another key 
issue which may or may not be addressed in the final 
report, and that is, why is there a queue in the first place?

It is trite to suggest that if there is no queue, then there 
can be no queue jumping. John Church, PhD, wrote in a 
report presented to the inquiry:

“The issue of preferential access to health care in 
Alberta has arisen primarily because of publicly 
unacceptable wait times for access to health care 
services. If wait times were at an acceptable level, 
then presumably efforts to gain preferential access 
would no longer be necessary. Therefore, efforts to 
reduce wait times to acceptable levels must continue 
regardless of appropriately addressing the specific 
issue of preferential access.”

During the course of the inquiry there were several points 
where witnesses testified about the wait lists for various 
procedures which, in turn, inspired individuals to find a 
means to accelerate their own care. The primary reason 
for wait lists, of course, was lack of resources. There 
simply are not enough endoscopists, or surgical suites  
to address the immediate needs of Alberta residents. 
By the same token, there are not enough CT scanners 

10

Jonathan P. rossall, QC, LLM | PARTNER, MCLENNAN ROSS LLP

The issue of preferential access 
to health care in Alberta has arisen primarily 
because of publicly unacceptable wait times 
for access to health care services.

HEAlTH lAW UPDATE

Preferential access:  
Why is there a queue? 

The Alberta Medical Association (together with Alberta 
Health, Alberta Health Services [AHS] and the Alberta 
Consumers’ Association) was granted intervener status 
by the commissioner, which allowed it to fully participate 
in the process as a party. It became clear from the outset 
that the primary focus of the inquiry was on publicly 
funded services being provided in AHS facilities. These 
included diagnostics (such as screening colonoscopies), >
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otherwise would be medically 
necessary imaging. 

Emergency physicians spoke 
of waiting rooms full of triaged 
patients waiting their turn to see 
an emergency physician because 
of the back log in examination 
rooms caused, in turn, by the lack 
of available beds in the hospital. 
Endoscopists spoke of two to three 
year wait lists for routine screening. 
And surgeons spoke of six to nine 
month waits for referrals. With 
an aging and growing population, 
Alberta residents cannot reasonably 
expect a dramatic improvement 
in these wait times unless more 
resources are brought to bear.
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With an aging and 
growing population, 
Alberta residents cannot 
reasonably expect a dramatic 
improvement in wait times 
unless more resources are 
brought to bear.

Until these bottlenecks in the system 
are resolved, queues will continue to 
exist. And, no matter what policies 
or procedures are in place, people 
will continue to try and find ways 
to expedite their care. So, while it is 
undoubtedly helpful to address the 
need to regulate and monitor wait 
lists and ensure that movement on, or 
within those lists is based on acuity 
or medical need, and not status or 
favor, there must also be continuing 
attention to the underlying question: 
Why is there a queue? 

>



AMA - AlbertA Doctors’ Digest

First and second year medical students from across 
the province gathered at The Banff Centre for the 
ninth annual Alberta Medical Students’ Conference 

and Retreat (AMSCAR) from January 18 to 20. Well 
known among students as one of the highlights of the 
pre-clinical years, AMSCAR brings future physicians 
from the University of Alberta (U of A) and University 
of Calgary (U of C) together for a weekend filled with 
sessions, activities and events aimed at promoting health 
and wellness during training and into their careers.

Each year, AMSCAR strives to strengthen the future of 
health care in Alberta. By encouraging students to focus 
on their wellness, the conference arms them with skills 
to be healthy medical students and thus to develop into 
healthy physicians equipped to serve their patients with 
vigor. By building networks among medical students in 
Alberta, this may also be the beginning of career-long peer 
support or of critical health care conversations. Students 
engaged in a provincial network may more strongly 
consider remaining in Alberta for residency and beyond.

Throughout the weekend, attendees participated in a 
large variety of sessions including clinical skills, extremity 
splinting in the back country, ethics and professionalism, 
hip-hop dance and fitness classes. Students also came 
together to hear guest speakers and to attend social 
events during mealtimes and evenings.

12 FEATURE

Alberta Medical Students’ 
Conference & retreat (AMSCAr) 
Conference connects students through wellness activities

Cian hackett | AMA COMMITTEE ON STUDENT AFFAIRS, UNIVERSITY OF ALBERTA, CLASS OF 2016

AMSCAR strives to strengthen 
the future of health care in Alberta.

Balancing professionalism, 
collegiality, personal health  
and wellness will undeniably be critical 

to the lifelong success of future physicians.

Organized entirely by a volunteer student committee 
with members from both medical schools, AMSCAR 
2013 brought together nearly 300 medical students, 
88% of which were in their first year of study. 
Representation was strong from both schools, with  
55% from U of A and 45% from U of C. Approximately 
50 speakers, presenters, booth moderators and sponsor 
organization representatives were also in attendance. 

One highlight of the weekend was a keynote address 
from Alberta Medical Association (AMA) President,  
Dr. R. Michael Giuffre. Dr. Giuffre spoke to students 
about the nature of the medical profession, shared insight 
about how the drive to advocate for and provide services 
to patients is linked to a strong sense of community and 
family, and emphasized the importance of each person 
finding their dynamic personal balance within this.

Other keynote speakers included Dr. Louis Hugo 
Francescutti, President, Royal College of Physicians 
and Surgeons of Canada and President-Elect, Canadian 
Medical Association, urging students to be passionate 
about improving health care delivery, and Dr. James 
A. Talbot, Alberta’s Chief Medical Officer of Health, 
emphasizing the importance of caring for oneself to truly 
enable improved care of others. Certainly, students left >
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AMSCAR 2013 with excitement about their future as 
health professionals in Alberta, a strengthened network 
of peers, and many other tools to care for themselves, 
each other and their patients.

AMSCAR 2013 President, Mara Tietzen, said “The 
AMSCAR Committee left Banff feeling very excited 
about how well the many aspects of AMSCAR 2013 
came together to successfully promote the importance 
of professionalism, collegiality, personal health and 
wellness. Balancing these dimensions will undeniably 
be critical to the lifelong success of future physicians, 
and it truly is a unique and special opportunity to have 
a weekend dedicated to this awareness. I have been 
receiving incredibly positive feedback from sponsors, 
presenters and attendees alike, and would like to send 
a massive thank you to all the sponsors, individuals and 
faculty who supported AMSCAR and truly made this 
weekend possible.”

Attendees were impressed by the scale, organization  
and quality of AMSCAR. Feedback from the weekend  
was overwhelmingly positive and plans are already 
underway for the 10th anniversary of the event from 
January 31 to February 2, 2014. AMSCAR continues 
to be a success due to the support of many important 
sponsors, including the AMA, without which the 
conference would not be possible. 

>

The Rural Physician Action Plan held several 
popular clinical skills sessions at AMSCAR 
2013. (  provided by Mara Tietzen)

Students strike a pose at a hip-hop workshop taught by Lauren Robinson, University 
of Alberta Class of 2015. (  provided by Crystal Zhou)

STARS brought its Mobile Simulation 
Program, where students practiced 
stabilizing critical patients. (  provided by 
Crystal Zhou)
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Every company, 
organization and 
medical office 

provides a customer 
experience. Your office does too, regardless of whether 
you create it consciously. To your customers or patients, 
the experience you create may be good, bad or indifferent. 
The fact is the experience your patients have is a 
reflection on you. What do you want your office to be 
known for? The answer to that question is ultimately 
about your brand. 

PMP Staff

There are several things to consider when thinking 
about your customer experience and identifying ways to 
improve it, and building your brand. 

The patient customer journey: Thoroughly understanding 
the journey your patients take with your office/
organization, from the moment they call your office, to 
when they come in for their appointment, to follow-up 
calls and referrals.

Patient customer touchpoints (also called contact  
points, moments of truth, points of contact): These are 
all of the different ways your patients make contact with 
your office. 

An easy way to start looking at your patient experience is 
to recreate the path patients follow as they interact with 
your office. For example, a patient's journey can begin 
with that first engagement or booking an appointment, 
then the patient arrives at your office and is greeted and 
received, and then receives the service he/she came for 
¬ seeing you, the physician. The patient then receives 
and processes the information you provide, and after 
leaving ultimately shares the experience with others (for 
both good experiences and bad). The patient finishes 
the journey by maintaining the relationship and coming 
back to your medical office for future health needs, or 
re-starting the journey with another physician/office.

here’s how you can improve 
your brand.  
That’s right. Your brand. 

MiND YoUR oWN BUSiNESS14

Customer experiences arise out 
of concrete elements that are within your control.

Engage Services  
received Use Share Complete

Creating a great customer experience does not require 
specialized knowledge or magic. Customer experiences 
arise out of concrete elements that are within your 
control ¬ the various touchpoints you and your office 
have with your patient customers. Together, these 
experiences form your brand. >
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15Once you have mapped your patient’s journey, you can 
start looking at touchpoints. Generally, touchpoints fall 
into four general categories:

• Products: Using the term “product” loosely,  
this includes the services you provide at your  
medical office. 

• interactions: How you interact with your patient 
customers. This can be in-person, on the phone or 
virtually (websites, blogs, social networks and user 
forums, and more). 

• Messages: One-way communications that include 
your brand and messaging. This can include posters, 
television screens with health messages, pamphlets 
and collateral materials that patients can read and  
take home.

• Settings: The environment in which you deliver your 
services ¬ how your office looks, how easy it is to get 
to and park, how accessible the office is, and how 
comfortable you make patients while they are there.

It is highly likely that you are already creating these 
touchpoints and in turn creating a patient experience. 
But what is that experience? How would you, and more 
important, your patients, define it? What turns this 
collection of touchpoints into an excellent, positive and 
memorable patient experience? The key is coordinating 
and integrating the touchpoints so that they seamlessly 
meld together.

Look at each touchpoint in your office and ask yourself:

• What specific things are we doing at each touchpoint?

• Are the touchpoints addressing my patients' needs  
and motivations, and answering their questions or 
allaying concerns?

• Are the touchpoints addressing my patients' unmet/
underlying/latent needs? Are their needs going  
unmet that neither we nor competitors are identifying 
and solving?

• Are all the touchpoints speaking with a consistent tone 
and messaging, and sometimes even the same key 
words or terms? Is your brand being communicated 
consistently, effectively and clearly by you and 
everyone who works in your office?

• Are there hiccups in the flow from a patient moving 
from one stage to the next that may cause patients  
to go elsewhere or create patient dissatisfaction  
and disengagement?

• Are the touchpoints differentiating you from other 
medical offices and helping you retain your patients 
(and in turn, your employees)?

Your medical office may be well-regarded by patients 
because it is consistent in how it engages with patients 
at every touchpoint.

Take the time to look at your touchpoints not just as 
isolated mini-experiences, but as a collective whole. 
This will help you shape your office environment and 
interactions to create a better patient experience 
and perhaps even build opportunities to invent new 
touchpoints. You may decide to take over certain 
touchpoints that have been the responsibility of 
third-party providers. Improving one part of your service 
experience could completely change the perception of 
your office and increase your capacity. 

The obvious outcome of taking an integrated approach 
to touchpoints is that it requires every part of your office 
and your outside partners to work together to improve 
your patient experience. 

>

It is highly likely that you are 
already creating touchpoints 
and in turn creating a patient experience.  
But what is that experience? 

Did you know that you can now download a podcast of 
Alberta Doctors’ Digest from iTunes? If you don’t have 
time to read the whole issue, listen to the professionally 
produced interviews and stories while you commute to 
your office or do other things at work or at home. You’ll 
find each issue at http://bit.ly/Wg7YpO 

AlbertA Doctors’ Digest 
NoW oN iTUNES! 
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It may be surprising 
to learn that Critical 
Illness insurance was 

not the brain-child of an 
insurance company – but 
of a doctor. Dr. Marius 
Barnard, who helped 
with the very first heart 

transplants, saw that his patients were surviving what 
used to kill them. But it was survival at great financial 
cost. As a result of his efforts, in October 1983, the first 
Critical Illness insurance product was introduced into  
the marketplace. 

• Over 70,000 heart attacks occur in Canada every year.2

• 45% of Canadian men and 40% of Canadian women 
will develop cancer during their lifetime.1

• Every 10 minutes, someone in Canada suffers a stroke.2

This information can be a wake-up call for those on 
the fence about the need for Critical Illness insurance. 
Another sobering piece of information is based on a 
2009 survey conducted by Munich Reinsurance Co., 
which revealed that the average age of individuals 
making a Critical Illness insurance claim is 48 for women 
and 50 for men. 

Once a diagnosis has been made, many factors can affect 
the ability to cope not only with the illness and treatment 
but the stress of the economic impact it can have on the 
patient and his or her family: 

• Having to take considerable time off from practice.

• A spouse having to take leave from work to care for a 
critically ill partner.

• Home or child care and paramedical practitioner costs.

Kelly Guest | INSURANCE ADVISOR, ADIUM INSURANCE SERVICES INC.

• Medical equipment purchases.

• Treatment and travel costs if away from home.

• Home renovations to accommodate the new condition. 

All of these realities can add an enormous financial 
burden to what is already an emotional and physical toll 
of dealing with the illness. 

Once the decision is made to purchase the coverage, 
where can you buy it and how much coverage should 
you buy? How much does it cost and what is medical 
underwriting? 

The Alberta Medical Association (AMA) and ADIUM 
Insurance Services Inc. offer Critical Illness coverage 
with very competitive premiums. To calculate how much 
coverage you will need, consider the following:

• Use Critical Illness pay out to pay outstanding 
mortgage.

• Use as a top up for Disability insurance.

• Replacement for partner’s income. 

• Pay outstanding loans (i.e., car loan, line of credit,  
credit cards).

• Seek alternative medical care not covered by provincial 
health plans.

• Cover home care, housekeeping or child care costs.

• Modifications to home or vehicle.

• Contribute to retirement savings.

For as little as $46 per month, a 39 year-old male 
family physician can obtain $250,000 in Critical Illness 
protection through AMA/ADIUM. Medical underwriting 
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Great news! You survived. 
But at what cost?  
Critical Illness insurance has your back. 

iNSURANCE iNSiGHTS

>
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> is not an arduous process with the AMA/ADIUM (as 
it can be with other providers). A telephone interview 
is conducted by our paramedical service, followed by a 
visit from an examiner for blood/urine/vitals. All of the 
information is obtained and distributed in the strictest 
confidence and adhering to privacy guidelines.  
If additional medical information is required, your 
physician is contacted directly.

The good news is that more Canadians who have 
suffered a life-altering illness are surviving. Cancer 
mortality rates are declining and the rate of survival  
for patients who have suffered a heart attack and have 
been hospitalized is increasing. This also reaffirms the 
need for Critical Illness insurance for those survivors  
and their loved ones. 

Critical Illness insurance can provide peace of mind. You 
know that you and your family would be protected in the 
event you are diagnosed with a critical condition that 
would temporarily or permanently change your lifestyle. 

References

1. Canadian Cancer Society.

2. Heart & Stroke FoundationTM. 

For more information, contact one of AMA/ADIUM’s 
non-commissioned, licensed insurance advisors:

Kelly guest – edmonton and area 
kelly.guest@albertadoctors.org 

Mona Yam – calgary and area 
mona.yam@albertadoctors.org

What critical conditions are  
typically covered? 

•	 Alzheimer’s	disease	
•	 Aortic	surgery
•	 Aplastic	anemia
•	 Bacterial	meningitis
•	 Benign	brain	tumor
•	 Blindness
•	 Cancer
•	 Coma
•	 Coronary	artery	bypass	surgery
•	 Deafness
•	 Heart	attack
•	 Heart	valve	replacement
•	 Kidney	failure
•	 Loss	of	independent	existence
•	 Loss	of	limbs
•	 Loss	of	speech
•	 Major	organ	failure	on	waiting	list
•	 Major	organ	transplant
•	 Motor	neuron	diseases
•	 Multiple	Sclerosis
•	 Occupational	HIV	infections
•	 Paralysis
•	 Parkinson’s	disease
•	 Severe	burns
•	 Stroke 
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YOUR NEWEST, FINEST LIVING EXPERIENCE  
HAS BEEN 20 YEARS IN THE MAKING

L I V E  O P E N  W I T H  A R T E S I A

VISIT OUR FIVE 
SHOWHOMES TODAY. 
IMAGINE THE POSSIBILITIES.

OUR BUILDERS

OUR DETAILS

MONDAY TO THURSDAY: 2PM–8PM 
WEEKENDS & HOLIDAYS: 12PM–5PM 
FRIDAY: CLOSED

FOR MORE INFORMATION VISIT  
LIVEATARTESIA.COM
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Are you ready for Pharmageddon? 

FEATURE GUEST ColUMN

Pharmageddon is, 
in my opinion, an 
important book that 

all physicians, academics 
and practitioners alike 
should read. The author, 
Dr. David Healy, is 
currently professor 
of psychiatry at the 
University of Cardiff. 
He was one of the first 
physicians to suggest 
that Prozac and other 

antidepressants lead to increased rates of suicide, 
especially in children. He claims he was offered a position 
at the University of Toronto, but after he addressed the 
subject of the increased incidence of suicide and other 
side effects of antidepressants, the offer was cancelled 
because of a grant to the institution by Big Pharma.

side effects are taken out of the study and listed as 
non-compliant. Because of this, the “post marketing 
studies” are full of previously unrecorded side effects 
such as occurred with Avandia, selective serotonin 
re-uptake inhibitors, Vioxx and biphosphanates.

He also accuses the pharmaceutical companies of 
“disease mongering” ¬ introducing new "diseases" 
such as erectile dysfunction (previously known as 
impotence) ¬ a disease that has no real definition ¬ only 
the dissatisfied men who, for a multitude of reasons are 
not happy with their sexual “performance.” Other new 
“diseases” are hypercholesterolemia, osteopenia which 
the experts say must be treated for life, thus sustaining 
the business and the happiness of the shareholders. 

Now we have evidence-based medicine, a term 
originated by the drug companies and their academic 
collaborators on the basis of so called randomized 
controlled trials and risk factors. He also informs us 
that most of the studies are done by clinical research 
organizations who manipulate the data, send the data 
to ghostwriters and the original researchers are not 
informed of the methods used to “test” the efficacy of 
the product.

In addition, the annual checkup has now become an 
exercise in number forging as perfectly healthy people 
are told there is a mild elevation of a blood test that 
needs correcting, which results in more testing to find the 
cause of the minor insignificant aberration, more anxiety 
with our already health-obsessed patients and more 
expense to overburdened health care systems. 

The long-term effects of these medications are not 
known and may be dangerous. Consider the increase 
in birth defects occurring in women who were placed 
on antidepressants during pregnancy which were very 
rarely reported by physicians. Only 20% of suspected 
side effects are reported by doctors, who either refuse 
to consider them or ignore them because they could not 
happen after a randomized control trial.

Dr. Healy calls for more restrictive policies that would 
reduce the conflict of interest, such as: having the 
academics completely control the process rather than 
abiding by the demands of the company; no payment to 
the academics for the patients they recruit; strict criteria 

The theme of the book is the 
corruption of science by the 
pharmaceutical industry. 

The theme of the book is the corruption of science by 
the pharmaceutical industry. Dr. Healy charges that they 
have sullied the randomized controlled trial. Most trials 
today are run by the industry, and amongst other things, 
are written by ghostwriters and not the academics who 
did the studies. He states that many of these drugs are 
tested in third world countries in which lifestyles, diet 
and behavior are vastly different from ours ¬ and we are 
the largest consumers of drugs in the world!

Dr. Healy accuses the industry of data hoarding, and 
in collaborative studies that are now international, the 
academics are only permitted to see their own data and 
not of their collaborators. Side effects are under-reported, 
and if they occur are not recorded; those patients with >
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for the type of disorder that is being treated; and most 
importantly absolute control over the data without the 
possibility of a lawsuit (as happened in Canada in the 
situation of Dr. Nancy Olivieri).

He also states that our medical journals are guilty of a 
conflict of interest because of the large revenue they 
receive from the industry.

Dr. Healy calls for more 
restrictive policies that would reduce 
conflict of interest.

and points out that since antibiotics, the companies have 
produced no life-saving drugs. Most of their activities are 
focused on manipulating the molecules of drugs to treat 
chronic diseases now so common amongst the elderly.

There is much more, but the message is that drug 
companies and their collaborators have virtually taken 
over medicine and have converted doctors into pill 
pushers, rather than true caregivers. Strong stuff indeed 
and food for thought. 

>

Dr. Healy and his supporters have established a website 
(RxRisk.org) where patients can inform them of the drug 
side effects that are usually ignored by their doctors.

According to Dr. Healy, there are many other 
questionable practices of the drug companies including 
the claim that the industry vastly exaggerates the amount 
of money they spend on developing drugs. He also says 
they spend more on marketing than on drug development 
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Most new PC 
computers now 
use the totally 

redesigned Windows 8 
operating system. This 
article reviews some of 
the changes that PC users 
will encounter when they 
start using this version. 

If you use an Apple Macintosh, iPod or iPad, you will 
already be familiar with some similar new features.

New user information

My new Dell laptop was shipped with only a thin, 
multi-language “quick start guide” that gave only the 
most basic details of how to set up the computer and 
connect it to the Internet. I miss the days when new 
computers came with thick manuals that described 
how to use them and how to solve problems. Now, the 
manufacturers provide that information in a help file on 
the computer or on a website. As a bedtime companion,  
I still prefer a book over a laptop or tablet.

initial lock screen

When Windows 8 starts up, it displays an initial “lock” 
screen that displays the time and date and some system 
status information. My “quick start guide” neglected to 
mention that, to go any farther, I needed to click any key 
or mouse button to continue. If the computer has a touch 
pad, you can also use an upward dragging motion.

User name and password

Windows now insists that you provide a password each 
time that you restart the computer. They also insist that 
the primary user provide an email address when you first 
register the operating system. 

Windows Start Screen

The Windows Start button has been replaced by a  
screen filled with large icons (or tiles) for preloaded 

J. Barrie McCombs, MD, FCFP

application programs (apps). Use the left and right  
arrow keys to scroll the display from side to side. You 
can return to the Start Screen at any time by clicking the 
Start (aka: “Windows”) key on the keyboard. You can 
personalize the Start Screen by clicking and dragging the 
application tiles.

Applications

When you open an application from the Start Screen, it 
fills the entire screen. If you move your mouse pointer to 
the lower-left corner of the screen, a “thumb-nail” icon 
of the Start Screen appears. Click on this icon to return 
to the Start Screen. To see a list of all currently open 
applications, move the mouse pointer from this icon 
up along the left border of the screen. To scroll through 
all open applications, hold down the Windows key and 
repeatedly click the Tab key. To see a list of all available 
applications, right-click on a blank area of the Start 
Screen, then click on the “All Apps” icon that appears  
in the lower-right corner of the screen. 

Desktop

The Desktop is displayed by clicking on its application 
tile on the Start Screen. The Desktop is similar to that 
in older versions of Windows. It displays icons for your 
applications programs and a task bar at the bottom that 
includes an icon for Internet Explorer. 

internet Explorer

The version of Internet Explorer available on the Desktop 
is a very simple one. The Explorer icon on the Start 
Screen toolbar opens the full version of this program.

Charms Bar

The Charms Bar is a new feature that allows users to 
search within the currently open window and to change 
the computer’s basic settings. To display the Charms 
Bar, move the mouse pointer to the upper or lower right 
corner of the display screen, or hold down the Windows 
button and press the “C” key.

20

Got some time to invest? 
Be prepared for a totally new experience 
with Windows 8

WEB-FooTED MD

>
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File Explorer

The File Explorer (previously “Windows Explorer”) 
app is used to locate and organize your personal files. 
It replaces the previous “My Computer” and “My 
Documents” icons. For some odd reason, it is not listed 
in the common applications on the Start Screen. The 
quickest way to find it is to go to the Start Screen then 
type the word “file” on the keyboard. This activates 
the Windows Search app and will display a link to File 
Explorer. As you gain experience with Windows 8, you 
will learn how to place an icon for File Explorer or other 
apps onto the Start Screen.

YoUR CoMMENTS AND SUGGESTioNS ARE WElCoME 

Please contact me:  
bmccombs@ucalgary.ca | T 403.289.4227 

Turning off the computer

To turn off the computer, display the Charms Bar, click on 
“Settings” and then on “Power.” This basic information 
was not even mentioned in my “quick start guide.”

The bottom line

Using Windows 8 is a totally new experience. Be prepared 
to invest time and effort in learning how to use its many 
new and different features.
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Are you looking to lease or purchase
 a new or pre-owned vehicle?

– Top price paid for your trade. 
– No shopping dealership to dealership.
– Delivery available to your hometown.

– No hassles.
– Factory incentive programs.
– All makes offered.

“Let my 40 years of Auto Experience and Fleet Connections work for you. I will save you time and 
provide a no pressure quote on any vehicle.”

David Baker spouse of Dr. Karen Bailey knows first hand that 
a physician’s time is valuable. He has helped many physicians 

in Alberta obtain their vehicle of choice without any hassle. 

Call: 1.888.311.3832 or 403.262.2222
Email: mdbaker@shaw.ca
Visit: www.southdeerfootsuzuki.com
MANY REfERENCEs AVAilABlE

DiD YoU kNoW THAT YoU CAN CoMMENT oN THE 
President's Letter? 
You can now post comments and discuss issues raised in the President’s Letter  
with other Alberta Medical Association (AMA) members.

CoMMENTiNG iS EASY: 

• Go to the latest President’s Letter. 

• Sign in to the AMA website. (That way, we know you’re a member.)  
You’ll see the gold Member Sign-in box at the top right of every website page.

• After you sign in, you’re right in the President’s Letter commenting section and ready to post your first comment.

Take a look at our commenting policy for some common-sense advice on keeping the conversation productive.  
And, of course, you will still be able to contact the president directly by email. 
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Where do good 
ideas come from?

Steven Johnson took this 
question as the theme 
of his recent book on 
the natural course of 
innovation in the world.1 
In that ground-breaking 
work, he identified coffee 
houses as one of the 
richest venues for cross-
fertilization of ideas and 
creative change. He also 
discussed how profound 
change often happens 
quietly and slowly, with 
what he termed the “slow 
hunch,” often developed 
over a very long time. 

And so it has been with 
the tremendous changes occurring in medicine over the 
last 20 years. 

The face of modern medicine

There have been profound, almost tectonic, shifts in the 
bedrock in Alberta’s medical care over the last  
two decades. 

The first tremors included a change in economic climate 
in the early 1990s, and then the subsequent move to a 
more corporate sense of identity within the province’s 
health care institutions in response to this. Serious efforts 
then followed to incorporate evidence-based medicine, 
in a concerted effort to help improve efficiency and 
promote better stewardship of resources. 

Tremors turned to shocks for patients and doctors alike 
by the restructuring, restructuring, and restructuring 
again of our institutions as the health care system 
struggled to stay upright with the ground shifting 
continually under its feet. 

Marc A. Cherniwchan, MD, FRCPC | ASSESSMENT PHYSICIAN, PFSP

Modern medicine had arrived ¬ with a new face: 
Austerity. 

And a new mantra: Faster, leaner, better. 

But all the while, a quiet and slow change to the medical 
ecosystem had occurred as well as a response to this 
environmental shift. 

It began to be heard over the phone lines.

“You’ll have to speak to someone else. I only do consults, 
not follow-ups, or on-going care.”

“How did you get this number? This is my protected 
half-day.”

“This clinic does not accept new patients and this 
machine does not accept messages.”

“If this is about a referral, fax a consult to the following 
number and your office will be notified with an 
appointment time.”

“I don’t accept students.”

It began to be seen in the hospitals, as the site for 
morning coffee and the doctors' lounge first became 
less-frequented, then uninhabited and finally extinct.

It began to be felt on the wards (and in the offices), 
as support staff turnover reached all-time highs and 
sick-time requests skyrocketed. 

The rich atmosphere of the clinical milieu that had 
sustained generations of those called to be doctors had 
slowly, and invisibly, become toxic. Until today ¬ when it 
is virtually unbreathable for anyone choosing to stay. 

It seems that somehow we have become victims of our 
own success. Our austerity measures did result in a 
faster, leaner environment. In fact, one pared right down 
to the bone. One where humanity (and all it entails) has 
become an impediment to the next job to be done and 
patient to be seen. One where the humans who provide 
care are simply overwhelmed.

Are you feeling like it’s time for 
medicine to return to a better place?

22 PFSP PERSPECTivES
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Espresso machine, Pergo, Italy.  
(  provided by Dr. Marc A. Cherniwchan)
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23> A quote recorded by Sir Ken Robinson says it all: 
“Standards of living are much higher than when I started 
out, but the quality of life is lower”.2

After all, it takes time away from all this efficiency to 
stop and say hello to a colleague and ask how his or her 
weekend was. It takes trust for a doctor arriving tar a 
jungle of a workplace to say the weekend wasn’t good 
and are glad for someone to talk to. 

Dr. Brian Goldman is widely known for his CBC series 
“White Coat, Black Art.” He stated in an interview at  
the Canadian Conference on Physician Health (CCPH) 
held in Toronto (November 2011): “We are working 
together, alone.”

The face of post-modern medicine

We have now left modern medicine, and are at the dawn 
of the new age of post-modern medicine. 

The new face: Loneliness. 

The new mantra: Unreachable, unavailable and very 
definitely unassailable.

The only place left for a doctor to feel safe: Alone. 

In an office, or a car, or plugged into a smartphone. 
Protected from the medical machine that is rolling right 
over them.

There really is nowhere left to go further down this road. 

And so it is time for another profound change. 

Beyond post-modern medicine

My “hunch” is that it needs to begin slowly and quietly. 

We need to first hear it on the phone lines and (most 
importantly) face-to-face. 

And we will, when we hear:

“Hi, how ARE you today?”

“I’ll MAKE time. We can meet for coffee.” 

“Tell me the story. WE’LL figure out what to do about it.”

“Students are ALWAYS welcome.”

We need to see it in the hallways of the workplace. 

And we will, whenever a doctor smiles at a colleague, 
shakes a hand or gives a hug after a vacation. Or when 
we pull up a chair in the cafeteria next to colleagues 
outside of our own specialty so we can be part of a bigger 
community with a richer exchange of ideas.

We need to feel it from the staff, and (again) we will... 
when we see what difference it has made when we’ve 
brought them baking from home, done a coffee run for 
them on the way in or arranged pizza for all. Or when 
we’ve simply told them what a great job they’ve done.

We need to take action on it, by joining with those 
already helping their peers through the PFSP Physicians 
for Physicians (P4P) program.

We need to help plot the course of climate change  
in medicine by attending and really participating 
in events like the upcoming Canadian Conference 
on Physician Health hosted by the Alberta Medical 
Association, to be held this November in Calgary. Visit 
https://www.albertadoctors.org/Events/national-
physician-health-conference.

From all sides, it appears that what’s really needed is a 
return to a “neighborliness” that is the glue that holds 
rural society together.3

As the landmark work of Dr. Elizabeth Paice showed 
when she reformed working conditions for resident  
staff in the London Deanery, treating doctors better  
also improves patient outcomes on a number of  
clinically significant measures (as reported at the  
CCPH, November 2011, Toronto).

Oh, and it is more efficient as well.

It would seem to me that treating doctors better is 
something we ourselves should be embracing more fully 
as the next stage of medicine in Alberta if we want to 
save our clinical environment and make it sustainable. 

If we, as yet, haven’t done it for ourselves and can’t  
seem to do it for each other, shouldn’t we at least do  
it for our patients?

Talk. Write. Let someone know what you think about  
all this.

Create a  
cultural shift:

•	 Take	time	for	coffee	
with colleagues outside 
your normal circle.

•	 Take	time	to	
acknowledge  
support staff in  
a variety of ways.

•	 Consider	joining	the	Physicians	for	Physicians	
program, and caring for physicians and learners  
(and their families). 
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24 FEATURE

Hundreds of people filled Bernard Snell Hall on 
January 17 to kick off celebrations marking a 
major milestone for the Faculty of Medicine & 

Dentistry, University of Alberta (U of A). Alberta’s first 
medical school, where thousands of Alberta’s doctors 
and internationally renowned researchers have been 
trained, turns 100 this year. 

“Today we celebrate a milestone meaningful to all 
Albertans and to patients far beyond our borders,” 
said Dr. D. Douglas Miller, Dean, Faculty of Medicine & 
Dentistry. “It’s the anniversary of the beginning of one of 
the world’s finest medical schools located at one of the 
finest academic health sciences centers in Canada.”

“For more than a century, this city and province have 
been magnets for people whose fates were forged and 
whose dreams were enacted.”

blessed but in Edmonton we’re even luckier to have an 
institution that’s had 100 years of incredible commitment 
and dedication to a city giving medical care in so many 
different ways.”

Minister of Enterprise and Advanced Education,  
The Honorable Stephen Khan, spoke on behalf of the 
province. It was the Government of Alberta that first 
decided to locate the province’s medical center  
in Edmonton. 

“I am proud of the extraordinary progress medicine 
has made over the past 100 years,” said Dr. Indira 
Samarasekera, President, U of A. “Looking back at 
their humble beginnings, it is inspiring to see the 
groundbreaking accomplishments that the faculty 
has made over the years, such as the very first organ 
transplant in Canada and the Edmonton Protocol,  
a major breakthrough in Type 1 diabetes treatment, 
among many others.”

Over the past 50 years, the Faculty of Medicine & 
Dentistry has partnered with Alberta hospitals to build 
an internationally acclaimed academic health sciences 
center that allows residents of Alberta and beyond 
to receive specialized medical care and access to 
breakthrough treatments.

Leanne Bilodeau is one of the thankful Albertans. She’s 
the mom of four boys, two of which have been diagnosed 
with autism. She’s participated in and relied heavily on 
the world-class research of Dr. Lonnie Zwaigenbaum in 
the Department of Pediatrics.

“It means the world to me [to have the faculty here] 
because we never saw autism coming in our family,”  
said Ms Bilodeau. “The day my oldest son was 
diagnosed, I’d already had the other three boys. It was 
really good to know that I could be a part of some 
research and also get a lot of feedback on what it might 
mean for our whole family.”

In addition, medical student graduates have shown  
to be the best educated in the country.

University of Alberta 
Faculty of Medicine & Dentistry looking great at 100

It is inspiring to see the 
groundbreaking accomplishments that  
the faculty has made over the years.

As part of the launch celebrations, Mayor Stephen 
Mandel presented Dr. Miller with a proclamation from 
the City of Edmonton marking January 17, 2013, as  
“100 Years of Medicine Day.” 

“I don’t think there’s any city prouder of its medical 
school than the City of Edmonton,” said Mr. Mandel. 
“We really in Canada are so blessed, in Alberta we’re 

>
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25“For the past two years, graduates of our school have 
scored first on Canada’s national qualifying medical 
exams,” said Irfan N. Kherani, President, Medical 
Students’ Association, U of A. “We are very proud  
to be part of a patient-centered institution known  
around the world for training physician leaders and  
highly skilled scientists.”

The launch of the centennial marks the official kick  
off of a year of special events around the province that 
will welcome alumni, community partners and faculty 
and, in particular, the people of Alberta who the medical 
school serves. 

“As we explore and commemorate our past, we are 
committed to creating a plan for the next decade, which 
will prioritize patient care,” said Dr. Miller. “The one 
thing that hasn’t changed is our purpose ¬ we remain 
dedicated to advancing health through teaching, research 
and patient care.”

Read more about the medical breakthroughs made at  
the U of A medical school on the centennial website at 
www.med100uofa.ca. 

Help Get Your Patients 
Back in the Game!

calgarycoop.com/home_health

We can help speed up recovery 
with our full line of:

•	 compression garments

•	 braces (ankle, knee, etc.)

•	 hernia supports

•	 air casts 

•	 and more

Sitting on the sidelines is not fun for anyone. 

Our staff are experienced and trained to provide consultations  
and professional fittings for a variety of sports recovery supplies.

Medication Reviews

Appointments can be booked at any Co-op Pharmacy.

We recommend a Medication Review for your 
patients who:

•	 are on several chronic medications.

•	 have recently had changes to their 
medications.

•	 are planning to be admitted or have been 
recently discharged from the hospital.

•	 have transferred their prescriptions to a new 
pharmacy.

•	 have questions, concerns or difficulties with 
their medications.

A Medication Review will help 
your patients:

•	 understand the medications they  
are taking and why.

•	 ensure they are taking their  
medications as prescribed.

•	 identify and solve any  
medication-related problems.

•	 create a best personal medication 
record that can be shared with any 
healthcare provider.

Our pharmacists prepare a comprehensive care plan and medication assessment.  
You will receive a copy of the initial and follow-up reviews.

>

(L to R) Dr. D. Douglas Miller and Dr. J. Robert Lampard (  provided by Dr. Rob Agostinis)
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What do AMA members think 
of the new website?

We recently surveyed members to find out about 
their experience on the AMA website. Thanks 
to all of you who completed the survey ¬ we 

had over 1,200 responses!

So, what do our members think about the site? There were 
two pieces of great news:

• 73.3% “strongly agreed” that they could find the 
information they needed on the website.

• 61.7% found logging into the new site “very easy.”

Many people liked the site’s graphic design (including  
the colors, layout and photos of AMA members and 
staff) and found it easier to navigate. Members also often 
mentioned the “My favorites” bookmarking feature, the 
ability to comment on the President’s Letter and the  
“Do the paperwork” collections of member forms.

The main beefs? Login came up frequently. Many 
respondents wanted an easier login process and had 
not found the website login help feature useful. Some 
members had trouble finding specific documents 
(e.g., their CME statement, application forms for other 
programs, member discounts) and wanted these displayed 
more prominently on the site.

A wonderful thing about websites is that they’re never 
finished. The responses in the survey help us to know 
what we’re doing right and what we can do better.

The infographic that follows gives you more highlights of 
the survey. Thanks again to all who completed the survey 
(and congratulations to Dr. Anitra Mamen who won the 
iPod Touch in our survey draw)!

FEATURE

New website feature

A new interactive advocacy timeline uses stories, photos and videos to take you through the 
history of our advocacy initiatives over the past 20 years. We have worked to change government 
policy and to inform Albertans about issues as diverse as reducing distracted driving, removing 
medical exemptions for seatbelts, preventing seniors’ falls and regulating tanning booths. Visit 
the timeline to learn more about these and many other initiatives to promote the health of all 
Albertans. (http://bit.ly/163SN4U) >
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SHoRT AND TWEET!  

Get the latest AMA news in 140 letters or less
Twitter is a great way for you to get the latest AMA: 
• News, events and announcements.
• President’s Letter and other publications.
• Important information from other medical associations.

HoW CAN YoU FiND US?

• Already have a Twitter account? Follow us at  
http://twitter.com/Albertadoctors.

Scan to go directly to 
the AMA's new Twitter 
account, or visit us at 
http://twitter.com/
Albertadoctors.

• Don’t have a Twitter account? Signing up for Twitter is 
fast, easy and free. Just go to https://twitter.com/. You 
can open an account in under a minute.

 Check in regularly at http://twitter.com/Albertadoctors 
or see the most recent tweets on the AMA website, e.g., 
the Twitter box on www.albertadoctors.org/media.

We’ll be tweeting new items almost every day. Join us! 

>
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I had hoped to write a 
jolly column this month, 
perhaps about a winter 

trip to Norman Wells, 
Northwest Territories (a 
place on every Canuck’s 
bucket list) sprinkled 
with a few fresh jokes, 

quips and one liners. But on Valentine’s Day morning, 
I heard on the radio about the plight of Dr. Elizabeth 
Lewke-Bogle, the only family doctor left in Milk River 
who has been unable to recruit family doctors to the 
town for the last three or four years. I was forced to think 
with concern and sympathy about the presumably much 
worse plight of Alberta Health Services (AHS) who have 
a similar recruitment problem, seemingly being unable to 
recruit senior administrators without offering oil and gas 
industry market equivalent annual pay not taken, massive 
golden handshakes and mouth-watering pensions, even 
for part-time jobs. 

Alexander h.G. Paterson, MB, ChB, MD, FRCP, FACP | CO-EDITOR

Liepert, is progressing as predicted along the lines of 
Parkinson’s Laws of Bureaucratic Behavior. The stroke of 
genius that a health and illness service can be run like an 
insurance company by centralizing every decision is now 
being fractured by another stroke of genius: that perhaps 
some decisions should be made locally. 

Wow! These “conversations” (newspeak for top-down 
decision-making) must require hours of bum-numbing 
executive committee meetings and high-stakes, high 
reward leadership. We are now well on the way to 
emulating the United Kingdom’s National Health Service, 
recognized to be the finest organization in the world 
– at least according to Mr. Bean and the 2012 London 
Olympics opening show.

The local papers, however, are buzzing with accusations 
of poor accounting and oversight and snarky comments 
from Premier Alison Redford (known to Calgary readers 
as “The Red Queen”). AHS Board Chair Stephen 
Lockwood, an Okotoks trucking company executive, says: 
“I can't be blinded to think that this is the only issue 
going on at AHS, that this is the only process that didn't 
exist. There is a lot of work to do. Management is going 
to provide me and the board with a complete description 
of everything done to comply with the recommendations 
¬ in detail.”

Meanwhile Dr. Chris Eagle (over coffee) has responded 
with: “For context, AHS now has the leanest health 
care administration in Canada, according to the 
Canadian Institute for Health Information. The cost of 
administration within Alberta, as a percentage of total 
expenses, was 3.3% in 2010-11.”

Good show, Chris, but you’ve only just started. Give it a 
year or two and we’ll be up there in the top echelons. And 
what exactly comprises “total expenses” and of what does 
the numerator comprise? Statistics in health care are like 
army compo rations ¬ you have to be quite skeptical about 
what stuff goes into the sausages. In health stats, there 
are so many “silos” and bits around the edges you can add 
them up any way you like. Before swallowing comparative 
statistics, wouldn’t it be nice to see the methodology used 
as we do when assessing a clinical study?

28

Please wait while 
Frankenhealth rises

iN A DiFFERENT vEiN

If there is a way to delay an 
important decision, the good 

bureaucracy, public or private, will find it.

How do they get anyone to apply for such difficult, 
dangerous work? The mortality rate from paper cuts, 
coffee scalds, hemorrhoids and gym injuries is such that 
no one in their right mind would want to risk that work. 
Hence the very reasonable remuneration, corporate 
travel expense cards (aptly named P cards) and padded 
pensions required to interest people who have undergone 
gruelling three-day leadership or three-month business 
administration courses.

The Frankenhealth Monster created by the Not Your 
Father’s Party Emeritus health minister, rocking Ron >
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But statistics have little to do with it. Put simply, 
Frankenhealth is loved only by the few who have profited 
from it – “The Brass” as the papers call them (as well as 
some smiling ladies grouped round a CT scanner and 
featured in the much-loved glossy, taxpayer funded AHS 
e-Newsletter).

Anyway, Mr. Lockwood’s exercise should keep AHS 
people busy.

And the exercise illustrates nicely the fulfillment of 
Professor C. Northcote Parkinson’s “Law of 1,000” (or the 
Ninth Law) which states that “an enterprise employing 
more than 1,000 people becomes a self-perpetuating 
empire creating so much internal work that it no longer 
needs any contact with the outside world.”

Professor Parkinson should have been awarded the Nobel 
Prize in Economics but his background was in naval 
history and his laws were humorous, humor being the 
lowest form of wit.

(and our own excellent pathologist, Dr. Tony Magliocco, 
swept out to the United States of America). There was 
no obvious financial decision maker to approach with this 
important recommendation. 

At this point Parkinson’s Fifth Law swung into action:  
“If there is a way to delay an important decision, the 
good bureaucracy, public or private, will find it.”

So there was then a year-and-a-half during which time 
it seemed there may be a “pathology/cancer services 
committee” that might or might not exist and which met 
irregularly (as in every nine months). But they had no 
fiscal authority. 

Then it seemed that the way forward might be to ask a 
group called the Alberta Technology Assessment Group 
to review the proposal, although umpteen other bodies 
had reviewed the data. This application was made over 
a year ago but the tech group first wanted a formal 
recommendation from the “pathology/cancer services 
committee.” This was agreed last October and the review 
is proceeding. We now have a promise that the “tech 
review” which consists of a simple review of the literature 
will be completed in “late spring.” One of our residents 
would have done it in three months. Now I hear the chair 
of the tech health group has resigned. At this point we 
don’t know who to approach with the appeal to extract 
their digits. Experienced experts are no longer trusted.

That will not be the end of it because funding then needs 
to be approved. There will be a batting back and forth 
between the various committees required (the names, 
function and details of which are unknown to most of 
us) until the final executive committee meeting by which 
time we may be too late even for the 2014-15 budget. 
Any decision will have to be accompanied by political 
lobbying. 

In the meantime patients who can afford it are paying 
$4,000 out-of-pocket for the assay which is covered in 
other jurisdictions, to some of which we ship buckets of 
equalization payments: Ontario has funded the assay 
since February 2010 (through their out-of-country 
budget); Quebec has funded the assay since June 2010; 
Saskatchewan and Newfoundland/Labrador since last 
June. The initial annual cost will be equivalent to one 
2011 vice-presidential pay-not-taken award. Well at least 
for the first year. Parkinson’s Laws apply to clinicians as 
well. We expect his first Law (“work expands to meet the 
time available to fulfil it”) to morph into “tests expand to 
meet the funding available to do them.”

Pre-Frankenhealth, Alberta was in the top one-third of 
provinces for expertise and speed in decision-making 
on funding cancer related drugs and diagnostic tests; 
now, after the Great Leap Forward we are probably in the 
bottom one-third. Perhaps there was a perception that 
oncologists were fat cats and deserved a dose of reality. 
Fat cats we are not and never were. But we do know  
who are.

We have resorted to applying to the media for help ¬ 
always a dodgy venture ¬ to unblock this serious bowel 
obstruction. Intestinal air-fluid levels are becoming visible 
without the help of radiology. 

Pre-Frankenhealth, Alberta was in 
the top one-third of provinces for expertise 
and speed in decision-making on funding 
cancer related drugs and diagnostic tests; now, 
after the Great Leap Forward we are probably 
in the bottom one-third.

Let me illustrate what I mean by the Law of 1,000 
with a concrete example, and in the process illustrate 
the flowering in Alberta Health Services of other 
Parkinsonian laws. Please bear with me on the details of 
this specific example. I suspect many of you have had 
similar frustrations.

Over three years ago (near the birth of Frankenhealth) 
the Alberta Breast Cancer Program recommended that 
a test called Oncotype Dx be funded for some women 
with node negative breast cancer. The test is a 21-gene 
assay which is linked to a large controlled clinical trial of 
tamoxifen (an anti-estrogen pill) versus tamoxifen plus 
chemotherapy. Many Alberta patients participated in this 
study and thus the data is grounded in real life. The test 
helps determine whether a patient might benefit from 
cytotoxic cancer chemotherapy or, more importantly, 
can receive as much benefit from the easier tamoxifen 
alone. Many women can avoid the immediate unpleasant 
side effects and the rarer but serious long-term toxicities 
(leukemia, cardiac failure) of chemotherapy.

The problem was: To whom do we make this 
recommendation? The cancer program budget had 
been swept into AHS general revenues and the cancer 
pathology budget had been swept into pathology services 

>

>
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30 > One prominent citizen has been on TV twice to no 
noticeable effect. Why? Because it is the nature of large 
bureaucracies to be impervious to media until problems 
affect the electorate. Responsibility in bureaucracies is 
so diffused that no one is actually to blame. Parkinson’s 
Seventh Law, the most chilling, is now at work; this  
states that “Delay or procrastination is the deadliest form 
of denial.”

Experienced and knowledgeable 
oncologists and administrators should have  
the ability – and authority – to make decisions 
on tests and new drugs quickly.

recent welcome announcement of a new Cancer Centre 
in Calgary ¬ incidentally, the sixth announcement since 
the “Colleen and Ralph Klein Cancer Centre” was first 
announced some years ago ¬ suggests the government 
does realize the importance of having up-to-date 
facilities. But given how rapidly therapies and diagnostics 
in oncology evolve, it is critical that experienced, 
knowledgeable oncologists and administrators should 
have the authority to make decisions on tests and 
new drugs quickly. It is also critical to have support 
for clinical research programs that are an intrinsic 
part of patient management. And it is important 
to have the understanding of politicians and senior 
administrators that patient confidence (and hence their 
own reputations) is enhanced with a first-class cancer 
program. There is a danger of a serious decline in our 
standing within Canada.

And as for Dr. Lewke-Bogle’s recruitment problem, the 
solution is clear: any recruit to Milk River should get a 
healthy annual pay-not-taken, a corporate P card (with 
a $50,000 limit?), a padded pension and a golden 
handshake after a six-month probation if the recruit 
doesn’t like it – unless of course the brass think their 
night calls and day jobs are harder than hers. 

Many of us think the cancer programs in Alberta have 
been stiffed by the birth of Frankenhealth, although the 

lETTERS

Re: Family care clinics ¬ one man’s opinion

I did not read the huge business plan or decipher the 
administrative trees ¬ talk about a bloated bureaucracy!

As with everywhere else in this and other countries, there 
is a perception that the “health care system” is broken. 
This is accepted by the academics and the so-called care 
experts, without any real hard evidence. In the past 50 
years, life expectancy has increased, incredible surgical 
procedures are still being designed, joints are being 
routinely replaced, heart attacks are stopped by stents 
(the patient is discharged the same day) and many people 
are still alive that would have died many years ago.

There are other examples, but the bottom line is that 
sickness care has improved. The reason for the broken 
system is that governments now have come to the 
realization that “sickness care” (not health care) is 
increasingly expensive and will continue to be so. 
Medicine has become a highly technical pursuit and 
this technology is expensive. Sickness care workers are 
increasingly sophisticated and must be compensated for 
their expertise.

The proponents claim that family care clinics (FCCs) 
could impact health in a significant way, but they offer  
no evidence.

Some items that puzzle me are: Our “health” troubles 
are rooted in our lifestyle ¬ a term that drives me crazy. 
How the presence of FCCs will alter our “lifestyles” is 
not substantiated. Most literate citizens know what 
constitutes a “healthy lifestyle” ¬ no smoking, no excess 
drinking, don’t drink and drive, look both ways when 
crossing and a myriad of other do’s and do not’s.

They boldly claim that our children will have shorter 
lifespans than we ¬ is there any evidence of that or  
is it simply scare mongering?

They place a huge emphasis on mass screening and 
prevention. They obviously have not read recent 
literature on mass screening ¬ it is expensive, sometimes 
inaccurate and may not significantly alter the future. 
A recent review from Sweden revealed that mass 
mammography for breast cancer found that it costs 
$40,000 to find one cancer, 10% of diagnoses were 
wrong and 10% missed a cancer! Colonoscopy for colon >
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31cancer is similar ¬ in Calgary at last count, there were 
60,000 screenings done and about 250 cancers were 
found, plus polyps and most were not premalignant. The 
expense is huge.

The main thrust of the promulgators of these clinics is 
“wellness” and fitness. No definitions of wellness are given. 
Many social critics argue that wellness is such a complex 
idea ¬ one person’s wellness is another person’s poison!

They advocate “targeted interventions” especially mental 
health in children. Who is the target ¬ every child?

They talk about the Alberta cancer plan but do not 
elaborate. They talk about an infant health strategy but 
again, do not elaborate.

They emphasize self-management and woe to those 
that do not comply. Blame the victim. This philosophy 
of health management, controlled by government is 
not new. It started after the French Revolution in which 
planners stated that “all diseases would disappear in a 
supervised environment.” Simple dietary regimes would 
solve all “health” problems. So stated the first French 
minister of health, Dr. Guillotine. Many people lost their 
heads during his tenure!

In the 18th century, the Germans introduced the 
first “health” care system and people were actually 
punished for not adhering to government policy. This 
evolved during the Nazi regime into the idea that to 
be ill was unpatriotic and led to the nefarious practice 
of executing the mentally ill, deformed children and 
untermenschen (literally underpeople) such as Jews, 
gypsies, homosexuals and other minority groups who 
were described as bacteria, vermin and krankenheights. 
The definition of “health” was altered to fit government 
ideology, culminating in communist Russia, when 
dissidents were categorized as mentally ill and were sent 
to rehabilitation centers by Russian psychiatrists, where 
many died and many never survived the treatment.

In all of these countries, cigarette advertising was 
banned, alcohol was interdicted (they tried that in the 
United States of America) and Joseph Goebbels, minister 
of propaganda in Nazi Germany, tried to ban coffee. In 
1778, Cachet, a believer in the state as the vehicle for 
perfect life stated: “In the ideal communist state, doctors 
would not have to depend on private practice because 
he would be a salaried member of the community and 
medical care would be free to all.”

The ever increasing control of the state in our lives 
leads to paternalism and promotes the idea that human 
beings are perfectible. This leads to victim blaming which 
we have seen ¬ AIDS (some doctors refused to treat 
them), smokers (in Australia and Canada some surgeons 
refused to treat them). People who do not conform to 
the current definition of obesity, the latest target of the 
health care fascists, will likely face the same treatment.

Karl Marx stated, “In a classless society, the health of the 
poor will improve.” Any analysis of the Russian health 
care system reveals the failure of that idea.

I think that the FCC idea corroborates Ivan Illich’s 
prediction that we have reached the medicalization of 
life, along with the pharmaceuticalization of life, as if 
we have an arsenal that will cure anything from mental 
illness to cancer. Not yet true and likely never will be.

Finally, it is disturbing that under this system, doctors 
will no longer have patients, only “clients” ¬ a term that 
is used frequently throughout the presentation. Our 
function will not be to help the sick, but to be deliverers 
of health care just like grocery employees, along with 
nurses and alternative “health care providers,” regulated 
and unregulated. I assume by this they mean quacks such 
as iridologists, massage therapists and chiropractors 
who believe all disease of mankind are caused by 
misalignment of the spine and naturopaths who treat 
“clients” with water.

Finally and most worrisome is that we will all be part of a 
team which will examine and diagnose disease, will have a 
committee of care planning, will speed up specialist referral, 
will screen the asymptomatic “clients,” will promote health 
and will provide periodic health assessment.

Included in this utopian document is that all FCCs will be 
regularly evaluated (by whom?) and will be assessed on 
the success to achieve better health outcomes. Sickness 
outcomes are never mentioned. There will be a clinical 
advisor and there will be clinical oversight of all clinical 
activities, governance and accountability, and a roadmap 
which must be followed. The FCCs will be approved by 
the minister of health.

Clinical judgment is never mentioned ¬ diagnosis and  
risk factoritis will be carried out by a questionnaire, 
perhaps never seen by a physician. All questionnaires  
will be computerized and data will be scrutinized by 
so-called experts. 

This is a frightening document and I think if it comes 
to pass, it will be the death knell of the profession of 
medicine as we know it.

The great philosopher Bertrand Russell said it best, “The 
manipulators fallacy is based on the belief that societies 
are inanimate machines which can be manipulated 
toward preconceived uses and functions.” 

Yours sincerely,

Noel B. Hershfield, MD, FRCPC, FACP

The Alberta Medical Association welcomes comments about 
Digest articles and suggestions for future topics. Please 
contact Daphne C. Andrychuk, Communications Assistant, 
daphne.andrychuk@albertadoctors.org, or write her c/o 
Public Affairs, Alberta Medical Association, 12230 106 Ave 
NW, Edmonton AB  T5N 3Z1. The association reserves the 
right to edit all letters. 
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nine locations throughout Calgary. 

Contact: Margaret Gillies 
TF 1.866.624.8222, ext. 433 
practice@mcimed.com

CANMoRE AB

Partnership opportunity available. 
Silent business partner/developer 
seeking doctor(s) for a new medical 
walk-in clinic. We will provide all 
leasehold improvements and there 
are no lease payments. Turn-key 
operation in exchange for negotiated 
percentage of revenue. Easy access 
to new building in prime location. 
Surface and underground parking. 
We have new condos in the same 
complex – accommodations can be 
negotiated in the package.

Contact: Gurmeet Sidhu 
C 780.264.1200 
mtnviewinn@gmail.com

DEvoN AB

Devon Medical Clinic is looking 
for a physician to join our busy 
family practice and help ease the 
load of physicians who are nearing 
retirement. We have an X-ray clinic 
on-site, pharmacy and across the 
street from a laboratory and hospital. 
We use electronic medical records.

Contact: Kim Babiy 
T 780.987.3315, ext.227 
kbabiy@devonmedical.ca

EDMoNToN AB

Millbourne Mall Medical Centre 
(MMMC) is a work-of-art busy 
family practice and walk-in. MMMC 
serves a large community and 
wide spectrum age group (birth to 
geriatric). No evening or weekend 
calls and no hospital on-call coverage 
required. Full electronic medical 
records, dedicated staff for billing, 
referrals and taking vitals as well as 
on-site clinic manager. MMMC is a 

CAlGARY AB

Dr. Neville Reddy is recruiting family 
physicians and specialists to his 
new medical facility Innovations 
Health Clinic, within seven minutes 
of the new South Health Campus. 
Innovations Health Clinic is 
positioned to provide medical service 
to the Douglasdale and surrounding 
communities (projected growth 
of 100,000 people). Competitive 
expenses offered. 

Contact: 
nreddy@telusplanet.net

CAlGARY AB

Med+Stop Medical Clinics Ltd. has 
immediate openings for part-time 
physicians in our four Calgary 
locations. Our family practice 
medical centers offer pleasant 
working conditions in well-equipped 
modern facilities, high income, 
low overhead, no investment, no 
administrative burdens and a quality 
of lifestyle not available in most 
medical practices.

Contact: Marion Barrett 
Med+Stop Medical Clinics Ltd. 
290-5255 Richmond Rd SW 
Calgary AB T3E 7C4 
T 403.240.1752 
F 403.249.3120 
msmc@telusplanet.net

CAlGARY AB

Celebrating more than 30 years of 
excellence in serving physicians, 
MCI The Doctor’s Office™ has 
opportunities in northwest Calgary 
for both family practice and walk-in 
shifts. We’ll move your practice or 
help you build a practice. We offer 
flexible hours and schedules, no 
investment, no financial risk, no 
leases to sign, and no administrative 
or human resource burdens. MCI 
Medical Clinics (Alberta) Inc. 
provides quality practice support in 

loCUM WANTED

MEDiCiNE HAT AB

Looking for a locum for part or all 
time from June 10 to July 5. Office 
only or office and hospital rounds 
(no on-call) Monday to Friday. Young 
solo practice with excellent staff, 
primary care network registered 
nurse, Med Access electronic 
medical records and billing included 
in 75/25 split. Accommodations  
are possible.

Contact: Margaret, Office Manager  
T 403.504.9089

PHYSiCiAN WANTED

CAlGARY AB

Medical Express is a state-of-the-art 
clinic in downtown Calgary and is 
looking for physicians to join our 
team. We have high-support staffing 
levels on site, including registered 
nurses and pharmacists. Attractive 
overhead and great medical team.  
If you are interested in receiving 
more information, contact.

Contact: Aamir Chaudhary 
T 403.930.1007 
aamir.chaudhary@medicalexpress.ca

CAlGARY AB

Calgary Medical Associates has 
full-time positions for family 
physicians at our busy clinic in 
Calgary. Join our team of experienced 
nurses, five general practitioners and 
psychiatrist. Attractive split in a new 
office with user-friendly electronic 
medical records. High income 
potential as we are in a rapidly 
growing community which ensures a 
full practice quickly.

Contact: 
calgarymedicalassociates@shaw.ca

>
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33see the stars at night, and there is 
great opportunity to be a part of the 
community, with the respect that 
goes along with being a physician in 
a rural setting. A five-minute drive to 
work, with no traffic issues or other 
urban hassles, is the first step toward 
the ever important life/work balance 
with opportunity to spend more time 
with family, hobbies and activities.

Our hospital has a 23-bed acute-care 
ward, long-term care and an exciting 
ER, (more than 30,000 visits per 
year). We are part of the Calgary 
Rural South Primary Care Network 
with an array of enhanced services. 
We currently have a number 
of clinics within the town with 
well-seasoned physicians willing 
to provide valuable mentorship for 
young physicians wanting to practice 
full-service medicine. 

Contact: Dwight Stanford or 
Linda Nelson 
T 403.934.3133 

STRATHMoRE AB

Excellent practice opportunity in a 
rural setting only 50 kilometers from 
Calgary. Invest in yourself and your 
family. Join five happy physicians in a 
true family practice and have a life as 
well. Strathmore is a town of 13,000 
people situated on the prairies, but 
close to all the amenities of the 
Rocky Mountains and a big city. 

Our hospital has a 23-bed acute-care 
ward, long-term care and an exciting 
ER (more than 30,000 visits per 
year). Earning potential is limitless. 
Expenses are only 30% of office 
billings. We are part of the Calgary 
Rural South Primary Care Network 
with an array of enhanced services. 
Our group provides great mentorship 
for a young physician who wants to 
practice full-service medicine.

Contact: Dr. Ward Fanning 
T 403.934.4444 (office) 
T 403.934.3934 (home)

SASkATooN Sk

Lakeside Medical Clinic (LMC) in 
Saskatoon has immediate openings 
for two full-time associate family 
physicians. In business since 
1981, LMC is a 21-physician clinic 
providing primary care and walk-in 
services seven days per week with 

SPRUCE GRovE AB

Grove Medical Centre in Spruce 
Grove (15 minutes west of 
Edmonton) is looking to add a 
part- or full-time physician. Flexible 
practice options, friendly staff, 
patients and colleagues. Very  
good split.

Contact: Dr. Chris Gordillo 
T 780.962.4455 
gordillo@shaw.ca

 SPRUCE GRovE AB

Symphony Medical Clinic is looking 
for part- and full-time physicians 
from May onward. 

The clinic is in the Real Canadian 
Superstore, beside the pharmacy.

Spruce Grove’s population has grown 
significantly and has multiple health 
care facilities including lodges, 
assisted living residences, nursing 
homes, home care services, public 
health unit and hospital.

Specialists from various faculties 
of medicine and surgery come to 
the hospital for consultations and 
surgical procedures.

Symphony Medical Clinic is affiliated 
with the Westview Primary Care 
Network and all health care facilities 
in the region. Qualified licensed 
practical nurses, registered nurses, 
medical office assistants and 
receptionists support the clinic. An 
attractive percentage split of 70/30 
or better is offered based on the 
physician’s medical practice.

Our mission statement is from 
prevention to palliative care.

Contact: Dr. Sunil Datar 
10-110 Jennifer Heil Way 
Spruce Grove AB T7X 3Z3 
T 780.966.1911 or 
780.436.8460 
sdatar@shaw.ca

STRATHMoRE AB

Excellent practice opportunities in 
a rural setting only 50 kilometers 
from Calgary. Invest in yourself 
and your family. Strathmore is a 
town of 13,000 people situated 
on the prairies, but close to all the 
amenities of the Rocky Mountains 
and the City of Calgary. You can still 

member of the Edmonton Southside 
Primary Care Network which allows 
patients to have access to an on-site 
dietician and mental/psychology 
health services. DynaLIFE Dx 
Diagnostic Laboratory Services and 
two pharmacies are located in the 
mall. Overhead is negotiable, working 
hours are flexible and clinic is open 
seven days a week.

Contact: 
T 587.521.2022 
info@millbournemedicalcentre.ca

EDMoNToN AB

Beverly Medical Clinic is a new 
state-of-the-art medical clinic that 
is rapidly expanding. Our team 
currently includes three family 
physicians and two internists. The 
clinic is growing and need more 
dedicated family physicians. We are 
also looking for other specialists to 
join us, especially pediatricians.

Contact: Dr. A. Elfourtia or 
Dr. Z. Ramadan 
T 780.756.7700 

EDMoNToN AND 
SToNY PlAiN AB

Royal Medical Center is recruiting 
part- and full-time physicians. Four 
positions are available at the Royal 
Medical Center in west Edmonton, 
across the road from Meadowlark 
Health Centre. Essential medical 
supports and specialists are within 
walking distance from the clinic. 
Misericordia Community Hospital 
is a few blocks away from Royal 
Medical Center. 

Four positions are available in the 
small town of Stony Plain, only 20 
minutes west of Edmonton. Hospital 
privileges if desired; obstetrics are 
optional. The two practices are 
managed by an excellent team 
of professionals, physicians and 
supportive staff. Billing support, Med 
Access electronic medical records, 
nursing and pharmacy back up. 
Primary care network membership  
is available. Royal Medical Center  
is attached to the University of 
Alberta as a teaching center. Fee  
split is 75/25.

Contact: 
T 780.221.3386 
royalmedcenter@gmail.com
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34 shared on-call, standard overhead 
split and an exempt earnings policy.

LMC has operated in an electronic 
medical record environment for over 
27 years, promotes a supportive 
professional environment and a 
family friendly work/life balance.

Contact: Warner Kabatoff,  
General Manager 
T 306.374.4603, ext. 300 
wkabatoff@lakeside.ca 
www.lakeside.ca

PHYSiCiAN AND/oR  
loCUM WANTED

CAlGARY AND EDMoNToN AB

Is your practice flexible enough to 
fit your lifestyle? Medicentres is 
a no-appointment family practice 
with clinics throughout Calgary and 
Edmonton. We are searching for 
superior physicians with whom to 
partner on a part-time, full-time and 
locum basis. No investment and 
no administrative responsibilities. 
Pursue the lifestyle you deserve.

Contact: Cecily Hidson 
Physician Recruiter 
T 780.483.7115 
chidson@medicentres.com

CAlGARY AND EDMoNToN AB

Imagine Health Centres (IHC) 
Ltd. is currently looking for family 
physicians to come and join our 
dynamic team in part-time/full-time/
locum positions in Calgary and 
Edmonton. Limited walk-in shifts may 
be available. Physicians will enjoy no 
hospital on-call, paperless electronic 
medical records, friendly staff and 
industry-leading fee splits.

Imagine Health Centres are 
multidisciplinary family medicine 
clinics with a focus on health 
prevention and wellness. Come 
and be a part of our team which 
includes physicians, physiotherapists, 
massage therapists, fitness trainers, 
nutritionists and pharmacists.

IHC prides itself in providing the very 
best support for family physicians 
and their families in and out of the 
clinic. Health benefit plans and full 
financial/tax/accounting advisory 
services are available to all IHC 
physicians. There is also an optional 

and limited-time opportunity to 
participate in ownership of our 
innovative clinics.

If you are interested in learning more 
about our exceptional clinics, please 
contact us. All inquiries will be kept 
strictly confidential.

Contact: Ray Yue 
T 780.995.8188 (direct) 
TF 1.855.550.5999 
info@imaginehealthcentres.ca

SPACE AvAilABlE

EDMoNToN AB

Developed clinical office space 
available with furnished waiting room 
(1,000 to 1,500 sq. ft.) to sublet at 
the Breast Centre, 109 St and 71 Ave. 
On-site mammography is available.

Contact: Judy 
T 780.434.9147 
judy@breastcentre.ca

PRACTiCE AvAilABlE

SiDNEY/vANCoUvER iSlAND BC

Busy family practice available this 
August. Group of five physicians 
with own practices. Four days per 
week with low overhead and shared 
walk-in component. No outside 
commitments unless desired. Very 
flexible working arrangements. 

Contact: Cher Sullivan, Manager 
T 250.656.1021

CoURSES

CME CRUiSES WiTH  
SEA CoURSES CRUiSES 
• Accredited for family physicians 

and specialists 
• Unbiased and pharma-free 
• Provider of CMEatSEA® since 1995
• Companion cruises FREE

MEDiTERRANEAN 
May 17-29 
Focus: Endocrinology and 
rheumatology 
CME: By McGill University 
Ship: Celebrity Equinox

August 4-11 
Focus: Respirology and obesity 
Ship: Navigator of the Seas

BAlTiC AND RUSSiA 
June 22-July 6 
Focus: Gastroenterology, 
endocrinology and infectious 
diseases 
Ship: Celebrity Eclipse

AlASkA GlACiERS 
July 12-19 
Focus: Hospitalist update 
Ship: Celebrity Solstice

August 18-25 
Focus: Renaissance in primary care 
Ship: Celebrity Century

BlACk SEA 
July 22-August 4 
Focus: Neurology, cardiology and 
chronic pain 
Ship: Regent Seven Seas Mariner

iCElAND AND NoRWAY 
September 1-13 
Focus: Rheumatology and sport 
medicine 
CME: With the Ontario Medical 
Association  
Ship: Adventure of the Seas

RHiNE RivER 
September 29–october 6 
Focus: Mental health and the law 
Ship: Avalon Felicity

iTAlY, MAlTA AND iSRAEl 
october 8-19 
Focus: Internal medicine and surgery  
Ship: Azamara Journey

BERMUDA 
october 13-20 
Focus: Geriatric medicine review 
Ship: Explorer of the Seas

SoUTHERN TRANSATlANTiC 
November 20-December 8 
Focus: Cardiology and rheumatology 
Ship: Regent Seven Seas Mariner

MEkoNG RivER 
November 26-December 11 
Focus: Clinical medicine update 
Eight-day land tour and seven-day 
river cruise

CARiBBEAN 
December 28-January 4, 2014 
Focus: Rheumatology and 
dermatology 
Ship: Celebrity Reflection (new ship)

>

>



March-april 2013

35

To PlACE oR RENEW, CoNTACT: 

Daphne C. Andrychuk 

Communications Assistant,  
Public Affairs 

Alberta Medical Association

T 780.482.2626, ext. 275 

TF 1.800.272.9680, ext. 275 

F 780.482.5445

daphne.andrychuk@ 
albertadoctors.org

DiSPlAY oR 
ClASSiFiED ADS

AUSTRAliA AND NEW ZEAlAND 
January 20-February 13, 2014 
Focus: Endocrinology and women’s 
health 
CME: With the Ontario Medical 
Association  
Ship: Celebrity Solstice

ANTARCTiC ADvENTURE 
January 29-February 8, 2014 
Focus: Travel medicine and infectious 
diseases 
Ship: G2 Expedition

EXoTiC WESTERN CARiBBEAN 
February 9-16, 2014 
Focus: Men’s health 
Ship: Navigator of the Seas

Cook iSlANDS AND TAHiTi 
March 1-14, 2014 
Focus: General medicine (to be 
confirmed) 
Ship: Paul Gauguin

EASTERN CARiBBEAN 
March 14-24, 2014 
Focus: Clinical medicine and 
physician health 
Ship: Celebrity Equinox

Contact: Sea Courses Cruises 
TF 1.888.647.7327 
cruises@seacourses.com 
www.seacourses.com

AClS/PAlS/CPR CoURSES 
RED DEER AB

EZ Training Services is one of the 
premier providers for the Heart 
& Stroke FoundationTM training 
courses. Our Red Deer training 
center is designed for comfort. We 
feature small classes, quick and easy 
registration, free coffee and bottled 
water. 

Contact: Chris  
T 403.505.7367 
www.ezts.ca 

FoR SAlE

EDMoNToN AB

Equity membership for sale at the 
Edmonton Petroleum Golf and 
Country Club.

Contact:  
T 780.489.2077

SERviCES

ACCoUNTiNG AND  
CoNSUlTiNG SERviCES 
EDMoNToN AB

Independent consultant, specializing 
in managing medical and dental 
professional accounts, to incorporating 
PCs, full accounting, including payroll 
and taxes, using own computer and 
software. Pick up and drop off for 
Edmonton and areas, other convenient 
options for rest of Alberta.

Contact: N. Ali Amiri, MBA 
Financial and Management 
Consultant 
Seek Value Inc. 
T 780.909.0900 
F 780.439.0909 
aamiri.mba1999@ivey.ca 
www.seekvalue.ca

ACTivE ACCoUNTiNG iNC.

Spending valuable time on your 
accounts when you could be doing 
what you spent years at school 
training for? We have over 20 
years experience specializing in the 
medical industry. Let us look after 
your books so you can focus your 
time on driving your practice forward.

Contact: Linda Dent 
T 403.262.4794 
ldent@activeaccounting.net  
www.activeaccounting.net 

DiRTT ENviRoNMENTAl 
SolUTioNS

Better construction for a better 
clinic. Come see a faster, cleaner, 
higher quality way to build your 

health care space. Doing It Right This 
Time (DIRTT), is a cost-effective 
way to build caring and efficient 
environments for patients and staff, 
no matter the building you are in. To 
book a tour at DIRTT’s Calgary Green 
Learning Centre, contact Julie.

Contact: Julie Pithers 
jpithers@dirtt.net 
www.dirtt.net 

DoCUDAviT MEDiCAl 
SolUTioNS

Retiring, moving or closing your 
family or general practice, physician’s 
estate? DOCUdavit Medical 
Solutions provides free storage for 
your paper or electronic patient 
records with no hidden costs.  
We also provide great rates for 
closing specialists.

Contact: Sid Soil  
DOCUdavit Solutions  
TF 1.888.781.9083, ext. 105 
ssoil@docudavit.com 
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 AlbiHomes.com

The relationship we create with you is just as important.
After 30 years of building luxury homes, our true measure of success is when
you’re proud to tell your family and friends that your home was built by Albi.

Albi Luxury is more than a beautiful home in a beautiful community.

 Discover Albi Luxury in Premier SE Communities   
Artesia 403.452.7320 artesia@albihomes.com | Estates of Elgin Village 403.257.8143 elginestates@albihomes.com 

Riverstone Exclusives 403.257.2048 cranston@albihomes.com | Auburn Bay 403.252.5522 auburnbay@albihomes.com

Discover Albi Luxury in Riverstone of Cranston at 29 & 33 Cranbrook Heights SE
403-532-0414 | CranstonEstates@albihomes.com | AlbiHomes.com
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