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Save the dates! CAMSS 2015 Meetings
CAMSS Council meetings may be attended via video conference from the
AMA SAO Conference Room (Suite 350 708 11th Ave SW, Calgary.)

Please email camss@camss.ca to request security access to the room.

CAMSS council
June 10, 2015 | ACH 01 – 5:30-8:30 pm
CAMSS council

September 9, 2015 | ACH 01 – 5:30-8:30 pm

CAMSS ZAF

October 14, 2015 | Room 1003, 10301 Southport Lane SW – 5:30-8:30 pm

CAMSS AGM

November 11, 2015 | Location TBA – 5:30-9:00 pm

CAMSS council

December 9, 2015 | ACH 01 – 5:30-8:30 pm
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President’s Message:

The NDP and Health Care
What a change a month brings! It is hard to predict how health care will change with the election of a NDP government. This is
a good time to review their election platform and press releases on health care. I would direct interested readers to the Alberta
NDP website for further details. I am going to comment on a few of their press releases and platform promises.
1) Reverse cuts and provide stable predictable funding. It is hard to know how this
will be enacted but a stable funding system
is essential for planning. We need to wean
healthcare funding from the cyclical nature
of resource based revenues.
2) The NDP government will not proceed
with the plan to create “10 healthcare districts”. This poorly though out proposal was
about to create a logistical nightmare out of
the 5 current zones. It will not be missed.
The key is to allow more local autonomy
to all health facilities in both funding and
program choices.
3) Funding repairs to existing hospitals. The
Edmonton Journal series in Dec 2014 on
hospital infrastructure should be required
reading for every Albertan. We have a major
problem maintaining the existing hospital
infrastructure and the NDP seized on the
lack of maintenance to score many political
points during the campaign. How the NDP
will proceed with their election platform
promise of #3.8 “We will eliminate Alberta’s
growing health infrastructure backlog by properly repairing hospitals and seniors’ facilities
and constructing the new facilities needed for
proper health” will be interesting. The 600,000
sq feet of empty “shelled in” space in our hospitals is a good place to start the rebuild.
There was a significant difference in actual
funding for hospital maintenance based on
the riding’s political affiliation as noted in
the Edmonton Journal series. In addition
the Auditor General has called for greater
clarity in how decisions are made for infrastructure funding in his Oct 2014 report
“We recommend that the Department of
Infrastructure improve the process to evaluate proposed infrastructure projects that
ministries submit.” The first step for a new
government seeking to gain the trust of
Albertans is to make clear objective criteria

for infrastructure spending and then even
harder… stick to the criteria and resist the
temptation to allow political calculus to
alter the result.
4) Proposal to create 2000 long term care
beds and expand homecare. This is a welcome
recognition of the problems Alberta faces
in senior’s care. The aging demographics
in Alberta make this an ongoing issue. We
cannot create additional hospital capacity
without dealing with the issues in long term
care. The lag time between deciding to fund
more beds and actually having the beds is
considerable, so early action on this item
is essential.

Regardless of our political
preferences we will continue to
care for our patients and advocate
on their behalf.
5) (3.6) We will help families get better access
to Primary Care Networks by negotiating
stronger mandates, including longer hours,
more access and expanded access to family
doctors for new patients. How this will be
accomplished is the question. The policy
acknowledges the role of PCNs in providing ongoing primary care for all Albertans.
Will the new government also return the
75 million dollars removed from the PCNs
in the last budget? The previous government granted the money to PCNs for health
projects subject to government approval.
Approval was basically impossible to get so
the money sat unused until it was retracted
in the Prentice budget. The existence of a
strong primary care network is essential to
creating a stable cost effective healthcare
system. This has been shown repeatedly in
many countries over many years, we should
remember this as we plan for the future.

So many priorities and so little time and
resources. I would like to support the idea made
by the Health Quality Council and echoed by
the NDP platform that we need stability within
AHS to enact the required program changes. I
would also like to add to this list the desire for
a province wide Clinical Information System.
Lastly I would like to end the ability of “walk-in
clinics” to sponsor foreign physicians to work
in their urban facilities. Interested individuals
can go to the Medicentre website and read
about “sponsorship” for details.
We will have to wait and see how the new
government proceeds with its healthcare
policy and who the next Minister of Health
will be. Whoever assumes that role will
encounter many of the same issues as Minister Mandel. We owe them the respect of
their office and a recognition of the responsibilities they bear. Regardless of our political
preferences we will continue to care for our
patients and advocate on their behalf.
I recognize that a single column will not create
change in healthcare but the repeated engagement of physicians on a daily basis will. We
owe it to our patients and our children to create
a sustainable effective healthcare system, the
only way that will actually happen is with
physician input. Take the time to be involved.

Dr. Steve Patterson, CAMSS President
Phone: 403-943-5554
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AMA update:

Dear Colleagues

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

On May 6, we woke up to an Alberta with a new government. I think what we observed during this
campaign and outcome was a sound demonstration of democracy in action. I’m sure you join me in
sending best wishes and congratulations to Rachel Notley, leader of the Alberta New Democratic Party
(NDP), who will have been sworn in as our new premier by the time you read this issue of Vital Signs.
I want also to commend the leaders, candidates and volunteers of all the parties for their efforts and
contributions, as well as the voters who turned out to make their choices.

We know that there will be many changes ahead, new people involved, new ideas and priorities to discuss. While these things will be in
transition, it’s important to remember that the needs of our patients have not changed. Nor has the commitment of Alberta physicians to
build and maintain a system that puts Patients First®. We look forward to working with government in our efforts and under the Alberta
Medical Association (AMA) Agreement.
In recent months I’ve written to you about many areas where we
can adapt within the system and simultaneously improve it. These
include primary care reform, system efficiencies, using data analysis to better inform our individual practice decisions and system
management. We will continue to advocate for and explore these
opportunities for improvement.
I believe Ms. Notley’s government will have a great dedication to a
strong and stable health care system. I know that physicians are a
significant source of leadership, good information, innovative ideas
and proposals. Additionally, we are willing to walk the talk and serve
as responsible stewards of resources, the use of which is driven by the
needs of our patients and our clinical choices.
I have heard this message from individual members in emails and
letters, and seen it supported resoundingly at the Representative
Forum and Board of Directors. Alberta doctors can and will work
together with the Government of Alberta to make this a better
place for patients.
The AMA will keep working to that end and I will keep you informed.
As always, I would be pleased to know what you are thinking. Please
email president@albertadoctors.org.
Regards,
Richard G.R. Johnston, MD, MBA, FRCPC
President
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Now is the
Winter of our
Discontent…
Dr. Kevin Hay

Shakespeare’s famous quote is from Richard III — a play about
the state of affairs in England during the 15th century. The
protagonists of the time wore an emblem of either a red or
a white rose which gave the name — the War of the Roses!
Alberta’s political protagonists have emblems incorporating
Liberal red, PC blue & NDP orange. One party’s emblem is
the official flower of Alberta — the wildrose!

Recent Albertan politics smack of a Shakespearean tragedy. They have all the typical
themes — tragically flawed heroes whose
downfalls are precipitated by an explosive
mixture of external pressures (fate; evil spirits; manipulative characters; …oil prices.)
Also, the bigger the hero, the harder the fall.

To be, or not to be:
That is the question…2
Prentice called The Question (the election)
expressly to get a mandate for his budget.
It was not lost on Albertans that when he
called this early election, he had an unassailable majority of 70 MLA’s! The answer
he did not expect: NOT TO BE.
Many suggested that the early election was
illegal because the 2011 Election Amendment Act set the date for 2016. As reported
in the Globe & Mail: ‘This election may be
many things — opportunistic, unethical, and
illegitimate — but it is not illegal.’ The Act
says: “…nothing in this section affects the
powers of the Lieutenant-Governor, including
the power to dissolve the Legislature in Her
Majesty’s name, when the Lieutenant-Governor
sees fit.”

PARTY or CATEGORY

Independent
Vacant
Alberta Liberal
Alberta New Democrat
Progressive Conservative
Wildrose
Alberta
Alberta First
Alberta Social Credit
Communist
Green

Friends, Romans, Countrymen,
lend me your ears,3
…BUT GIMME YOUR VOTES!
The 2015 Alberta Provincial General Election
results are tabulated above with numbers at
dissolution for comparison. 44 seats is a majority because there are 87 in the Legislature.
For the first time in Alberta, we have an
NDP majority lead by Rachel Notley who is
following the course charted by her father.
You can almost hear his pride! This above
all: to thine own self be true.2

At DISSOLUTION
1
2
5
4
70
5
0
0
0
0
0

ELECTED 2015
0
0
1
54
10
21
1
0
0
0
0

A horse! A horse!
My kingdom for a horse!1
Brian Jean was the one leader really in need
of a ‘horse’ — a seat — because he was not an
incumbent MLA. Indeed he ran against a
PC cabinet minister and won! It was a tight
race for Dr. David Swann but he did keep
Liberals in the Legislature, just! He seems
a truly honourable man.
Alberta did look in the mirror:
Jim Prentice retained his seat …but lost the
kingdom.
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Blow, blow, thou winter wind,
thou art not so unkind, as
man’s ingratitude...4

for herself and her teenage daughter using
taxpayers’ money. Our money! Wildrose
showed that… the game is up.7

When the Chinooks of change blow through
Alberta politics, they blow clean and strong!

The bigger the Hubris, the harder the Fall?

No party here has ever lost power to regain
it again later.
• 1905-1921: Liberal.
• 1921-1935: Farmers Union.
• 1935-1971: Social Credit.
• 1971-2015: Progressive Conservative.
• 2015-…  : Alberta New Democrat.

Double, double toil and trouble;
Fire burn, and cauldron
bubble.5
Wildrose will have public trust issues for
some time because of the 11 turncoats on the
last merry-go-round. Being unprepared was
their main crisis this election, but they faced
that challenge with resolve. They quadrupled
their seats and retained Official Opposition
status! That is no small consolation.
PC’s had the pre-election issues with candidate disqualifications, allegations of bribery
and public marital issues. Some of their more
recent history which may have swayed voters
is below.

For never was a story of
more woe, than this of Juliet
& her Romeo…6
Danielle’s crossing the floor into Jim’s welcoming arms was reminiscent of Romeo &
Juliet …till her demise at the hands of the
Highwood PC constituency association! That
was akin to the assassination of Julius Caesar
on the bloody senate floor. One can hear her
wistful O Romeo, Romeo! Wherefore art thou
Romeo? …and everyone knows that Prentice
did not fall on his political dagger for her.

I like this place and willingly
could waste my time in it.4
Shakespeare must have been to Redford’s
Skypalace! Alison Redford received $1,930 a
month MLA living allowance and then surreptitiously designed the $930,000 residence

That it should come to this!2
Epic changes occurred within the PC party
during the post-Redford reformation. Horner,
Horne, Hancock & Hughes: all gone before
the election! Their ranks included a Finance
Minister; a Health Minister; an interim party
leader and shortest serving Premier in Alberta’s
history; a founding chairperson of Alberta
Health Services and Minister of both Energy
& Municipal Affairs. If you prick us, do we not
bleed? … if you poison us, do we not die?11

This was the most
unkindest cut of all.3
An issue still bubbling in Health Care is the
large severances paid out to laid-off administrators. Between 2011 & 2014, it was the
trifling sum of $28 million!
The much larger cost is the waste of essential skills when administrators/board
members were ‘let go’ after the multiple
reorganizations. Time after time these
losses have caused Health Care to run
around like a headless chicken. The common
curse of mankind, — folly and ignorance.8

The wheel is come full circle.9
NOT!! Health-care in Alberta has suffered
multiple reorganizations with increasing frequency and decreasing effectiveness. We’ve
had: Regionalization; re-Regionalization;
Zonification; re-Zonification; Centralization
and we were to face the PC ‘Districtification’
after the election.
Hopefully the NDP do not implement an
immediate ‘reboot’ of the system.
Please Ms. Notley, may we have a proper
governance structure first?

In deadly hate the one
against the other…1
Prentice said that the Districts: “…will be allocated a budget within AHS’s envelope to deliver
local health care services…” Sounds okay till

you remember those pesky budget cuts. The
PC Rural District plan was to have them ‘report’
to the North & South areas of the province. If
implemented districts would fight each other
for resources and end up begging Edmonton/
Calgary for scraps off the urban table.
If the Operational Districts continue under
the new NDP government, rural Albertans will face a grave dilemma: Whether
‘tis nobler in the mind to suffer the slings
and arrows of outrageous fortune, Or to
take arms against a sea of troubles, and
by opposing end them?2

So are they all,
all honourable men…3
‘PUTTING THINGS RIGHT’ was the PC 10
year strategic plan promoting ‘Sound Alberta
Values.’ Dave Cournoyer noticed that the
budget — based on those sound values — had
penalized our charities but had not cut the
political contribution tax credit. Gary Lamphier, business journalist for the Edmonton
Journal, said it best: “…it’s hard to see the
government’s assault on charitable donations,
and its bland rationalizations about leaving
corporate taxes untouched, as anything but
a heartless, mean-spirited move…” Prentice
did reverse that section of the budget, but
did so at a time when PC popularity was
plummeting.
A Chinook just blew through Alberta and
Rachel Notley’s NDP’s are the breath of
fresh air.
Health care will change with our new Premier and new governing party. But remember — low oil prices just toppled one political
dynasty. Spring is not yet arrived to Alberta.

Winter tames man,
woman and beast.10

FOOTNOTES:
Quotations from William Shakespeare.
1.
Richard III. 2. Hamlet. 3. Julius Caesar.
4.
As You Like It. 5. Macbeth. 6. Romeo & Juliet.
7.
Cymbeline. 8. Troilus and Cressida.
9.
King Lear. 10. The Taming of the Shrew.
11.
The Merchant of Venice.
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A Voice for Our Patients
Dr. Richard Bergstrom

As I write this, the provincial election is yet to occur. I had thought about waiting until the election
and reflecting upon it, then changed my mind. Election fever is a strange disease. You get all worked
up about what change might occur, who will be re-elected and who will get entry into the Provincial
Legislature. And while I cannot predict the outcome, I can predict something; we will still have the
problems of providing access and appropriate care in the appropriate environment.
Dr. Richard Bergstrom,
Department of Anesthesiology,
University of Alberta

I have worked in some of the older infrastructure that exists within Edmonton and
area. It may have been suitable when new but
what about now? I’m not saying we need to deliver opulence, but we
should deliver “World Class Care”. It is about clean, thoughtful and
accurate care. It is also about dignity and humanity. The elderly should
not feel shunned, the poor should not feel second class, the person
with a rare disease should not feel abandoned. Funding is needed.
However, physicians need to remember to not succumb to the mind
numbing noise of “budget” debates. Docs are not about budget, we
are about care. The Alberta Legislative Assembly is about dividing

the pie. Of course we should not be wasteful, as we do recognize the
challenge of budgets. Yet, it should not make us change our minds
about proven, appropriate treatment.
We need to continue to have a voice, a voice for our patient’s needs.
What if we can show that proven, appropriate treatment can even
save money?
Take mitral valve surgery. We used to just do a replacement. Then we
learned that you could repair the valve. No anticoagulants post op
and better long term outcomes! Then the newest, minimally invasive
mitral valve surgery came. Why do robotic mitral valve surgery?
Is it just because it is sexy, the newest and coolest? No, because it
is better and cheaper. If you had surgery would you want to go to
ICU or have a procedure where you do not need ICU? I am with
the “no ICU” care. In addition, you get out of hospital at least one
day earlier, so costs are less. Think about it: less cost, less hospital
use, earlier ambulation and better outcome. Sounds good to me!

We need to continue to have a voice, a voice
for our patients’ needs. What if we can show
that proven, appropriate treatment can even
save money?
We can also provide care for illnesses that we could not treat in the
past. I am old and when I was young the word “leukemia” meant
death was marching. Children died during tonsillectomies. Cancer
killed, period. Hemorrhage killed, and blood transfusions were
nothing like they are now. Arthritis left you a cripple. Cataracts
left you blind. This was the reality of the past. Now, the past is past.
We can provide better care. We can provide solutions, not just a
diagnosis. And that is worth the cost.
I know it is hard and onerous to continue to speak for our patients.
We need to speak for them, for they ask us to. Let us be strong, vocal,
challenging and continue advocacy.
Let us challenge the new Legislative Assembly to take ownership
of the decisions they make. For it is my belief that physicians will
guide the direction of medicine. In Canada, governments will only
decide how long it will take to get there.
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Foothills Medical Staff Association Update
Dr. Linda Mrkonjic, FMSA President

We would like to thank Dr. Earl Campbell for his time and input while on the Foothills Medical Staff Executive. The end of
his term was on March 31, 2015 and we welcome Dr. Joel Fox on as Vice President/Treasurer.
FMSA executive as of April 1, 2015:
Dr. Linda Mrkonjic, President
Dr. Joel Fox, Vice President
Dr. Geoffrey Hawboldt, Past President
Please feel free to be in touch with any of the executive members with any issues or topics of interest.
The Foothills Medical Staff Executive held annual awards presentations as part of the General Medical Staff Meeting, held on Thursday,
April 23, 2015, at noon, in the Foothills Doctor’s Lounge. Recognition of approximately 172 Foothills physicians passing milestones of
5 through to 55 years, in the appointment year of 2014-15, was posted. Special note and congratulations to the following physicians on
reaching the following major long service milestones:

30 years
Dr. Donald Addington
Dr. Hallgrimur Benediktsson
Dr. Neil Filipchuk
Dr. Michael Gill
Dr. James Hansen
Dr. Christine Molnar
Dr. John Remmers
Dr. Hendrik Ter Keurs
Dr. Stephan Urbanski

35 years
Dr. James Cohen
Dr. William Kalmanovitch
Dr. Michael Pash
Dr. Harvey Rabin
Dr. Eldon Smith
41 years
Dr. Allan Behm
Dr. Israel Belenkie
Dr. Stuart Nicholason
42 years
Dr. Karl Tomm

44 years
Dr. William Mayhew
46 years
Dr. Dale Birdsell
47 years
Dr. Raymond Farnalls
Dr. David Miyauchi
54 years
Dr. William Buie
55 years
Dr. Ronald Sigal

Awards Presentations
FMSA Resident Leadership Scholarship awards are given to two residents recognizing their
exceptional leadership qualities. Nominated by their program directors, congratulations went
out to Dr. Candace Rypien, PGY3 Pediatrics and Dr. Jeffrey Ma, PGY5 Nephrology, both
of whom were unfortunately unable to attend due to commitments out of town. Thank you
to Dr. Kathy Tobler (Director, Pediatric Residency Program) and Dr. Sophia Chou (Director,
Nephrology Residency Program) for nominating these two very deserving residents. The
scholarship funds are generated through profits realized by the Doc’s Café, so thank you to all
physicians whose patronage at the Doc’s Café continues to help support these worthy accolades.
The FMC 2014 Outstanding Clinician Award was awarded to Dr. Mouhieddin (Dean)
Traboulsi from the Department of Cardiac Sciences and presented by Dr. Ed O’Brien (Chief,
Division of Cardiology, Director of Research Libin Cardiovascular Institute), who spoke of his
great pleasure that clinician ability was being recognized and that Dr. Traboulsi was indeed a tremendously well versed one, always willing to
share his knowledge and skills. This annual achievement award is an honour recognizing outstanding commitment to the patients, staff and
students of the Foothills Hospital and the community. It was wonderful to see the many colleagues in attendance showing their support for this
well deserved honour. The large plaque in the entryway of the FMC Doctor’s Lounge notes all past recipients of this award. Congratulations
once again goes out to Dr. Traboulsi who is now amongst these much deserved recipients!

Dr. Traboulsi is on the left, accepting his award from
Dr. Ed O’Brien (Department of Cardiac Sciences)
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Swing a club in support of medical student bursaries!
Register for the 88th Annual North/South Doctors’ Golf Tournament
When: Monday, July 6, 2015
Where: Red Deer Golf and Country Club
Register online at http://bit.ly/northsouthregister
OR contact Jennifer McCombe at Jennifer.mccombe@albertadoctors.org or
780-732-3359 (Edmonton and area) or toll-free 1-866-714-5724, ext. 5359.
Your registration fee of $275 includes a buffet breakfast, a round of golf and a BBQ lunch.
You’ll get free use of the driving range and practice facility, a fantastic souvenir and the
opportunity to win great prizes!
This stroke-play tournament, co-hosted by the Alberta Medical Association, the College of Physicians & Surgeons
of Alberta and the Canadian Medical Foundation, raises funds for medical student bursaries and physician
health programs.
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Tanzania Team

Receives $1-Million Grant
Project is one of 20 chosen by federal government to raise standard of child and maternal health in African region
Laura Herperger (originally posted Utoday, University of Calgary)

A pediatrician at the Cumming School
of Medicine is making a huge difference in the lives of mothers and newborns in sub-Saharan Africa.
And now Dr. Jenn Brenner’s efforts are being
recognized and boosted by a $1-million grant
from the federal government. The grant is
provided by Foreign Affairs, Trade and Development, Canada’s International Development
Research Centre and the Canadian Institutes
of Health Research. The research project is
one of 20 chosen by Ottawa to raise the standard of basic health in the African region for
mothers and children.

Exciting new opportunity
The grant will allow Brenner and her team to
expand on community-based initiatives successfully launched more than a decade ago
in Uganda and adapt similar programming
in neighbouring Tanzania. It will provide a
package of maternal and newborn health
interventions to support improved care
before, during and after childbirth.
“Now, we have an exciting new opportunity
to share lessons learned and experiences with
Tanzanian partners,” says Brenner. “We will

extend our impact through the intervention
itself while strengthening global partnerships
and maternal child health research expertise.”
Brenner is in the department of pediatrics
in the University of Calgary’s Cumming
School of Medicine and a member of both
the O’Brien Institute for Public Health and the
Alberta Children’s Hospital Research Institute
and she has been the director of Healthy Child
Uganda since its inception.

Global team of health
professionals and researchers
The grant will be shared with counterparts in
Tanzania at the Catholic University of Health
and Allied Sciences. The Calgary team includes
Drs. Nalini Singhal, Alberto Nettel-Aguirre,
David Johnson, and Jennifer Hatfield.
Brenner saw case after case of preventable
illness in women and babies while working
in Uganda as part of a volunteer program
through the Canadian Paediatric Society.
In 2003, a group of Ugandans had an idea to
train locals as volunteer health ambassadors
to address these issues and help build healthier communities. The result was a partnership
called Healthy Child Uganda. It has grown
and thrived since its inception.

Strengthening community
health promotion
“This grant builds on a decade of success in
Uganda where we have proven that so many
mothers’ and children’s lives can be saved
through strategic and low-cost interventions
including health worker training and establishment of volunteer community health
workers in each village,” she says.
The team in Tanzania will adapt, implement,
and evaluate the MamaToto model, a series
of activities previously tested in Uganda as a
way to improve maternal, newborn and child
health in communities and at health facilities.
The phrase MamaToto means mother and
child in Kishwahili.
Brenner was invited to an event in Ottawa
where the grant was announced and Prime
Minister Stephen Harper and Microsoft
co-founder and philanthropist Bill Gates discussed Canada’s leadership role in promoting
global maternal and child health.

Dr. Jennifer Brenner’s visit to Uganda with mothers
from local villages.
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Volunteerism and Service to Marginalized Communities

Hope, Pride and Adoption
Bring a Pediatrician Back to Ethiopia
Dr. Kevin Levere, Department of Pediatrics, Cumming School of Medicine

During my high school years, I had set myself three tasks to accomplish during my lifetime: learn what I could, travel the
world, and make this world a better place. So when I entered medical school, I dreamed of making a difference. One with
international scope.
By the time I’d finished Medical School, I’d missed out on the first
third world adventure that I’d applied for but had met my future wife.
A nursing student, she had already made forays into the developing
world in South and Central America. During my residency, and
with her encouragement, I tried out third world medicine in Asia.
While there, I learned some sobering truths, chief among them
being that my relatively brief and single visit offered no sustained
benefit to that community. I could only assess a small part of the
population that wanted care, could appropriately treat fewer than
that, and was furthermore limited by the tools and therapies I had
at my disposal. But the need was so great, the appreciation of my
care so genuine — I was hooked.
Following my residency we married. Then unexpected family matters prevented either of us from travelling so far afield, and family
planning steered us towards adoption. Inevitably we looked to adopt
internationally. We planned to honour our adoptive children by
committing ourselves to some humanitarian venture in their country
of origin. Thereby we could resume the pursuit of our dreams of
international involvement.
Although we had no experience in Africa, our sights turned to Ethiopia.
We knew Ethiopia was a country in need. Beyond that we knew very
little, so looked for an organization that would enable us to both offer
our services there and learn hands-on about Ethiopia. Given our
family planning, we didn’t expect to make long-term forays over-seas,
but ideally we wanted to build a long-term relationship with such an
organization. What satisfied our criteria was a group called Canadian
Humanitarian Organization for International Relief (CHOIR).

Dr. Levere and his wife when their boys first joined them
as a “forever family” in Ethiopia.

Co-founded by Dr. and Mrs. R. Northcott of Medicine Hat in 2004,
the mission of this group was: “To break the cycle of poverty by
providing orphaned and vulnerable children and their families with
access to health care, education, vocational training, and the basic
necessities of life such as nutrition and shelter.” They partnered with
local organizations and communities to develop Education Support
Centres that could provide children opportunities to realize their
potential. The first country they operated in was Ethiopia. Children were selected by the local Kebele, Ethiopia’s smallest unit of
municipal administration. Those deemed most affected by poverty,
least likely to attend school, yet still eager to, were connected with
the Centres. Volunteers who helped CHOIR could come from any
background — students, retirees, professionals, tradesmen, businessmen, magicians (well, one so far) — and could join one of the
two-week trips sent to support their programs a few times each year.
My wife and I first went to Ethiopia with CHOIR in 2008. Landing
in the capital, Addis Ababa, we plunged straight into work. There
was no time to admit to jet-lag — although we had to adapt to the
2,500m altitude. Our group split up to visit the different Centres
supported by CHOIR. As the solo physician on that tour, I followed
up on past check-ups and examined some of the newer children,
CHOIR’s goal being to have each child seen by a physician at least
annually. We brought some basic medications, and CHOIR funded
basic investigations and other prescriptions from local clinics and
pharmacies. We also taught children and staff some first aid and hand
hygiene, played some cooperation-building games, and enjoyed the
ceremonial hospitality offered by each program.

Dr. Northcott with kids at one the programs in Addis Ababa.

Kids in one of CHOIR’s programs.
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These children were the poorest of the poor. Even now, despite claims
of a fast growing economy, Ethiopia ranks amongst the ten poorest
countries in the world — with the second highest percentage deemed
poor according to the United Nations’ Multidimensional Poverty Index.1
Many of the children lived some distance from the Education Support
Centres, and would walk to the centres daily after school. Some older
children lived alone. Others with no family lived with impoverished but
caring guardians. They lived in corrugated-iron or plastic roofed, dirt
floored, mud- and stick-walled shacks patched up with plastic or tarps.
In the Centres where we interacted with the children we had to make
do with what was available: flooring ranged from dirt to concrete,
desks and picnic tables served as physical exam tables; translators
were non-medical, stretched between multiple volunteers; and lighting
was most notably variable, as not all rooms with sufficient privacy
had windows, not all had electricity, and, so close to the equator, the
sun rose and set quite promptly at six, which limited our workday.
Of the many encounters etched into my soul on that first visit, there
was one teenage girl and her younger brother whose plight struck
my wife and me particularly. Newly admitted to the program, they
and their younger siblings had lost their mother and their father
was in prison; the teenager was trying to look after the younger
children and keep them together; and her brother had developed
seizures. When I met them they were severely undernourished and
emotionally flat. But they, like the rest, now had access to a meal a
day, healthcare and school, and were taken in by extended family
because they were otherwise supported by CHOIR.
Almost all the children in the programs came during our visit. Their
enthusiasm and sense of belonging was uplifting. They had hope that
they could be better off, and were committed to their education. They
were caring of each other and generously inclusive of young and old.
As for the staff in the Centres, they worked selflessly and tirelessly, and
so clearly appreciated the involvement of all our volunteers, “Ferengi”
(foreigners) though we were. We quickly recognized that, while materially poor, this deprived segment of Ethiopia was richly hospitable,
connected to each other, and open to human contact with others.
Back at the guest house used by CHOIR we would debrief, plan our
next day and visit amongst ourselves and other guests. The guest house
was also used by some newly adoptive families, some connected to the
adoption agency we were using. Other guests included physicians from
other east African countries attending a conference on HIV/AIDS.

Typical suburb in Addis Ababa, where some
of CHOIRs centres are and students live.

Volunteers setting up at one of CHOIR’s
centres.

A Kenyan physician asked me if I thought international adoption
was good for Ethiopia — with the clear inference that he thought
otherwise. I didn’t really disagree. Adopting was satisfying our need
to be parents and helping those few children who otherwise would
lack that potential attachment and security, but it did not solve the
problems Ethiopia faced. However, it inspired our involvement and
commitment to Ethiopia which we hoped would in some measure
make a difference.
My wife and I have since adopted two handsome and energetic boys;
they are still too young for us to take them back to see Ethiopia, but
we are encouraging them to be proud of their Ethiopian heritage, and
are connecting with the local Ethiopian community as much as we
are able. My wife’s last trip to Ethiopia was to pick them up. I have
found it emotionally harder to leave for such ventures now that they
have joined our family, at the same time finding it more important
than ever, and have gone twice since. CHOIR is now supporting twice
as many Centres, and each trip I was on included up to four other
physicians, including Dr. Northcott.
To see many familiar faces upon my return to Ethiopia, and to receive
their warm welcome, reminds me I have a responsibility to them and
the organization that gives them such hope and joy. Commitment
is the proof that we care. That we care seems to mean more, I feel,
than the services we bring. At the end of one trip, I was moved and
pleased to see the siblings I’d met on my first trip thriving — his
seizures resolved, and she graduating and soon heading on scholarship
to university. During the program’s graduation ceremony, she gave
a thank-you speech — as is customary — to the Northcotts, both of
whom were there at that time. She was grateful for what the program
offered her and her fellow students; but she also said she knew that
the opportunity given to her placed upon her the responsibility to
help others coming after her.
To me, CHOIR could seek no higher praise. To inspire one of the most
vulnerable and marginalized children to support her fellows was a
manifest breaking of the cycle of poverty, and the key to carrying that
goal forward. For me as much as for her, the world became a better
place that day. And every day since I hold pride and hope in Ethiopia,
just as in my children. And every day my children remind me that,
little though it may seem, we all can make a difference.
REFERENCE
1

The African Economist, July 24, 2013, re: UNs’ Human Development Report

Dr. and Mrs. Northcott visiting a student
in the program.

On the way to one of the more
rural centres.
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Optimizing Value
in Laboratory Testing

Doing more with less. Finding efficiencies. Reducing waste. These are familiar
catch phrases if you are talking about
healthcare planning in Alberta in 2015.
With laboratory testing increasing at
about 6% per year in Alberta, labs
often find themselves at the centre of
the discussion. Lab tests are, in fact, the
highest volume procedures in medicine;
in Alberta we do something in the range
of $60 million worth per year. Lab test
results also drive an estimated 70% of
downstream medical decisions.

However, a considerable number of lab tests
are either unnecessary or redundant. Unnecessary tests can be difficult to detect but a
recent systematic review estimated the number at 20%. In addition to this, research has
shown that in Alberta an additional 15% of
lab tests are redundantly ordered or repeated
unnecessarily. This means that up to a third
of the work that we do in clinical laboratories
in Alberta is likely not medically necessarily.
This compels us, I believe, to take a closer
look at physician ordering practices.
Family physicians account for about 58% of
tests ordered by cost in Calgary. However, there
is wide variation in lab test use by individual

Christopher Naugler, MD

physicians. Family physicians order $10,000
or less worth of lab tests per year, but there is
a 20 fold range of variation, with some family
physicians ordering over $200,000 worth of lab
tests per year. This means 20% of lab tests are
ordered by less than 5% of physicians. I don’t
mean to pick on family physicians (I am one)
as we see similar patterns in the majority of
specialist groups, it just happens that the
best data exists for family doctors.
Typically, when laboratories try to initiate
some sort of intervention to reduce unnecessary testing, we get phone calls from physicians
who are annoyed that we are interfering with
their practice. An argument from beneficence
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The final major ethical principle is justice, or fairness in offering treatments and allocating scarce medical
resources. This should not be controversial. Unnecessary testing diverts funding from necessary tests,
increases test turn-around time for everyone, and increasingly strains public funding.
might state that even low probability tests
should be ordered ‘just in case’. However, this
point of view must be balanced against the
potential harms of unnecessary testing. The
balance between beneficence and non-maleficence is a common ethical dilemma.
Unnecessary testing does cause harm. Most lab
tests have by definition a 5% false positive or
type I error rate. This is because ‘normal ranges’
are generally defined as the values present in
95% of healthy individuals. So if you do the
math you find that with 14 lab tests on the
same individual there is about a 50% chance
of a spuriously abnormal result. This result
leads to unnecessary follow-up and referrals,
further testing, misdirected clinical effort, and
patient worry and expense. Most observers
conclude that the balance between beneficence
and non-maleficence clearly points to more
harm than good for unnecessary testing.
But what about patient autonomy? Don’t
patients have the right to choose or refuse their
treatment? Yes, but there are limits. Patients
must be informed and competent. Healthcare is not a self-serve buffet. I might think
it would be a good idea to have my tonsils,
gallbladder and appendix removed ‘just in
case’ but I don’t think I have much chance
in convincing a surgeon of that.
The final major ethical principle is justice, or
fairness in offering treatments and allocating
scarce medical resources. This should not
be controversial. Unnecessary testing diverts
funding from necessary tests, increases test
turn-around time for everyone, and increasingly strains public funding.
Finally, I must comment on so-called ‘user
pay’ tests. These are a favorite of labs as they
generate revenue which can offset shortfalls
in public funding. But the question here is
different than say, a patient paying privately
for a joint replacement. In the case of a joint
replacement there was already a medical
decision that the procedure was necessary
and private pay is a way to avoid suffering
a long wait time. Wait times for laboratory
test procedures are essentially only for phlebotomy appointment times and are generally

brief. Instead, the question surrounding lab
tests is medical necessity. Allowing patients to
pay for unnecessary tests may help the bottom
line but the ethical arguments surrounding
beneficence, non-maleficence, and autonomy
still stand. In fact the justice argument may
fall here too because false-positive results
from user-pay tests will still trigger misuse
of downstream health resources. Reducing
unnecessary lab testing is not just about the
financial realities of finding efficiencies. As
physicians it is our ethical obligation.
So if we accept these arguments for addressing laboratory over-testing where do we start
to make changes? The first step is to identify
which tests are unnecessary. Here it helps
to have clinical practice guidelines such as
those developed by Toward Optimal Practice
in Alberta, by Choosing Wisely™ Canada and
by the Alberta Strategic Clinical Networks.
In the absence of clear CPGs unexplained
variance in practice indicates an opportunity
for intervention. The best way to address
practice gaps has been the topic of much
debate in the medical community.
I recently conducted an internet survey of
family physicians in Alberta where I asked
about the acceptability of various ‘utilization management’ interventions. Among
161 respondents, 97% favoured education.
However, while important, the published literature suggests that education is ineffective.
The next most popular interventions were
audit and feedback, at 84%. A number of
pilots have been conducted of audit and feedback (AKA ‘physician report cards’) including
two in Alberta. Overall these suggest that
we might see a reduction in lab testing of
about 10% when physicians are shown their
own testing patterns in comparison to their
peer group.
Least popular among physicians with about
a 50% approval, were administrative interventions such as restrictions on test ordering.
Yet in targeted tests they are by far the most
effective. An example close to home involves
unnecessary vitamin D testing in Alberta.
Years of education and an Alberta Toward

Optimal Practice guideline to ‘treat not test’
had essentially no impact on test volumes.
Then the recent move to a special requisition
which essentially ensures compliance with the
top guidelines resulted in 95% reduction of
testing in the first few weeks after implementation. If sustained, this will save the provincial
health system millions of dollars while promoting optimal clinical practice. This was also
an excellent example of how Alberta Health
Services and the Alberta Medical Association can and should work together to address
unnecessary lab testing. It is a model that I
hope will be followed by diagnostic imaging,
pharmacy and other clinical departments.
Any intervention will likely encounter pushback at multiple levels. For politicians and
health system administrators, it is important
to demonstrate not only a sound scientific
basis for utilization, but to present a broad
base of support which must include physician
groups (AMA, PCNs, etc.) For physicians, I
think the argument needs to centre on our fiscal responsibility as health system caretakers
as well as the medical ethics of unnecessary
testing. For patients, I think there needs to be
education regarding the risks and benefits of
not only laboratory tests but also diagnostic
imaging and prescriptions.
Unnecessary medical tests and interventions
are not a right. Although many of us may feel
a bit uneasy about suggesting to a patient
that a test is not in their best interest, when
we do so we need to be supported by our
colleagues, professional organizations, and
government. We need to support and partner
with the Choosing Wisely™ Alberta initiative
and demonstrate to our colleagues that this is
an issue that demands our urgent attention.
Likewise, the Physician Learning Program
is an important potential source of feedback
audits. Laboratories hope to develop more
options for physician feedback in the future.
We also have work to do in looking at external
drivers for test ordering such as specialist
referral criteria and constraints with IT infrastructure. However, despite the barriers, this
is an issue that all physicians need to consider
when choosing investigations.
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Letter
Dear [Editor],
Vital Signs April/2015 President’s Message was timely and
important: challenges abound in this time of both economic and
political change. Trust was the key issue in our recent election
and trust, as Dr. Patterson said, will decide if, and how we move
out of the current morass in our health system.
As an Opposition legislator for 11 years I have watched the arbitrary dismantling of thoughtful, planned, incremental healthcare
change with dismay. I am aware of widespread excellence on
the front lines as well as dysfunction, cynicism and frustration.
Indeed there has been a lack of consistent direction, integration,
organizational stability and lines of responsibility with authority.
But as professionals, this cannot be allowed to derail our active
involvement and, especially now, conscientious recommendations
for improvements. The culture of intimidation that has grown in
the past decade has lifted and can no longer be allowed to stifle
open consultation and timely decision-making.
I am cautiously optimistic that the new government will recognize the critical need to draw on international evidence and
local expertise to make thoughtful and practical improvements
beginning, hopefully, with an expert, independent AHS Board.
Defining the current state with its challenges and solutions must
not continue to be the purview of political (Ministerial) authority.
In my view this independent body must be given some time to
fully assess and make appropriate decisions that focus on the
patient/family/community outcomes. Political (as in Minister
of Health and his office) decisions must be restricted to broad
goals and principles. The emerging AHS leadership must now
bring stability and accountability back to delivery issues in this
huge organization.
I intend to work actively and constructively with all stakeholders
in healthcare and contribute in a non-partisan way to rebuild a
common sense of direction, trust, and evidence-based decision
making in the interest of quality, access and cost-effectiveness:
the values I believe we all seek.
I look forward to hearing from all health professionals who want
to participate and contribute to solutions. Stephen Covey’s book
“The Speed of Trust” comes to mind as a cautionary reminder of
how costly and wasteful is any human endeavor that lacks trust.
We’re all responsible for the conditions in our health system and
can all contribute to its healing — or further demise — through our
actions and inactions. Finally a new political culture is opening in
Alberta and I look forward to working for our collective health
and healthcare.
Dr. David Swann, MLA Calgary-Mountain View
Leader, Alberta Liberal Opposition, Critic Executive Council,
Health, Human Services, Seniors

What Can
the Business
World Teach
Us?
Dr. Richard Bergstrom

There is a sense “out there” (which means
“in here”) that any relationship between
physicians and industry is not only inherently evil, it is the first step on the road
to conflicted care. (Emphasis mine.) Of
course an industrial representative is not
Dr. Richard Bergstrom,
likely to spend time with you to tell you
Department of
Anesthesiology,
that you should not use any one prodUniversity of Alberta
uct. We do need to learn about bias and
conflict as we are all human and our thought processes are
flawed (read Thinking, Fast and Slow by Daniel Kahneman…
it will humble you as your thinking flaws are laid out one by
one… really, a fascinating book). One can listen to vendors, yet,
we should listen to all with a bit of a jaundiced eye. Not with
arrogance and airs, but rather to listen and then reflect before
you “buy the goods”. Caveat Emptor is a good motto for listening.
Peter Drucker, the guru of management from the last century has a
brilliant legacy in literature. I would encourage physicians to read some
of his work; it truly is brilliant. One of his comments is regarding the
“job” of a manager. He notes that the job of a manager is to assist the
front line in contributing to the mission of the organization. Is this
what you feel and experience at work? Some would say yes, I think
most would say not frequently enough. He also explains that you have
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We have products and we have clients. We can
be successful or struggle at becoming better.
Hopefully we do not fail too often.
Let me give you two examples from the April 2015 edition of HBR.
The first one is “Leadership, measuring the return on character”. A
large survey of CEO’s ratings by their employees took place. It did
look at their average return on assets; yet, they compared return on
assets linked to the employee’s perception of this individual having
“integrity, responsibility, forgiveness and compassion”. Fascinating
that those CEO’s who scored high on these traits had more successful
companies. The article went on to look at what these traits might be
seen as: standing up for what is right, concern for common good,
letting go of mistakes and showing empathy, as opposed to throwing
someone under the bus for their own self-aggrandizement. How do
we rate our leaders? How do we rate our colleagues, now, how do
we rate ourselves on these moral principles?

to advertise somehow. Even if you do have the very best product, if
no one knows about it then how can they get it? Yet, in medicine,
advertisement should not be about “us”, rather, it should be about
helping people know exactly what we can and cannot do for them.
Then, I believe, we can have the real concept of consent; as it is the
conversation, not the piece of paper. Just ask any lawyer (and many
of them are good people, too!)
Now, onto the main thrust of this editorial. I have a confession to make
(sorry, it is not a juicy one). I read Harvard Business Review (HBR).
Yes, there I said it. Now many think this must be a periodical about
making money. Not at all! It is about being successful in business,
and I truly believe health care is a business. We have products and
we have clients. We can be successful or struggle at becoming better.
Hopefully we do not fail too often.
Now this periodical is quite different from most medical journals. It
has advertising galore. In the last issue the back cover is a large Cartier
watch. Microsoft, Wells Fargo, Windstream, PWC, ANA, Optum,
Rotman, Stanford Business, Accenture… you get it, it is replete with
advertising. And many shiny things too! Somehow they have been
able to have advertising without seemingly corrupting their ethos and
integrity. Well, business could never have the integrity of medicine
(said with tongue in cheek). It would be a shocker to see U2’s Bono
holding Louis Vuitton luggage in the African bush in the New England
Journal! Also, to see someone sipping Veuve Cliquot champagne from
crystal flutes in the CMAJ. Independent of the ability to have pretty
high-end advertising in HBR, their articles are short, readable and
many have applicability to our world of health care and education.

The second article is another fascinating look at how Deloitte, a
rather large and successful company, is rethinking how to boost
performance. Performance is not money, it is performance. They
looked at performance reviews like our PAR from The College (I
jokingly tell people that it shows you have at least seven friends and
can find the real Canadian in our patient population). There has
been a real thrust in organizations to have a 360 review so that you
hear from above, below and around you… feedback from all around.
This sounds like a good idea. Yet, when Deloitte looked at it, this did
not drive employee engagement nor high performance. (Sounds like
that is something health care and education would strive for). When
looked at scientifically, ratings by others most accurately told you
about the rater, not the ratee!
The four questions asked were (in my own words):
1. G
 iven this individual’s performance, if it were your money,
would you increase their pay and bonus?
2. Would I want this person on my team?
3. Is this person at risk of low performance?
4. Is this person ready for promotion?
These four questions explored team, goals, performance evaluation
and career trajectory. I thought we should think about adopting this
in health care! Revolutionary! It would ask about building yourself,
your team and your work.
So, business can teach us many things. We can learn to produce
better and ask questions that look at our moral compass and how we
work. I think both of these are valuable to the medical community.
Failures of moral compass (oh, like plagiarism) in leadership and
failure of organizations to speak of teams yet do very little building
are areas where we can seek and find improvement to develop better
care and better institutions of caring, let alone learning.
So, all in all, advertising is not bad and business could show us the
way….
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Edmonton Zone Medical Staff Association

GOLF TOURNAMENT
Wednesday June 10, 2015
Shotgun start 2:00 p.m.

$115.00 Golfer $99.00 Sr./Student/Resident
PRICE ALL INCLUSIVE:

Driving Range | Golfing & Cart | Great BBQ Dinner
Wonderful Camaraderie | Prizes – for EZMSA members
Callaway system will be used for the net scores – no handicap is needed (other than your putting!)
REGISTRATION
Please register and pay in advance
Contact Laurie Wear at:
Laurie.Wear@covenanthealth.ca
Phone: 780-735-2924 | Fax: 780-735-9091
Visa & Mastercard accepted.
Cheques Payable:
EZMSA
Misericordia Hospital, 1N-108C,
16940-87 Avenue, Edmonton, AB, T5R 4H5

This event is a wonderful opportunity to introduce collegiality
and interaction between physicians who are in practice and those
training to soon enter our profession.
We encourage you to invite your residents, fellows and medical
students to participate (at the special low rate) and enjoy the
opportunity to meet and interact with our EZMSA staff on a
more informal basis.
We hope and believe that this will encourage better
communication and improved working relationships in the future!!
The Links – Spruce Grove www.linksgolfcourse.com

