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IT TAKES PLANNING TO GET RETIREMENT RIGHT. WHICHEVER PHASE OF PRE-RETIREMENT YOU FIT INTO,  
COMPLETE EACH STEP WITH SUPPORT FROM A QUALIFIED PROFESSIONAL BEFORE MAKING YOUR NEXT PLAY: 

The 5 Phases of Pre-Retirement

Retirement planning can feel overwhelming at any stage. We’re here to support. 

With offices in Calgary and Vancouver, PlayCheques takes the anxiety out of retirement planning with an  
individual plan focused on your unique needs and concerns. Connect with us to see how easy it can be.  

info@playcheques.com & (403) 837-9344.

Sources: *Government of Canada: https://www.canada.ca/en/revenue-agency/services/tax/registered-plans-administrators/pspa/mp-rrsp-dpsp-tfsa-limits-ympe.html

 PHASE 1: 30 YEARS AHEAD
    Commit to starting. Retirement planning may seem less important among bills, a mortgage and kids, but the time will arrive faster than you think.
    Make sure you have tax-advantaged accounts open and contribute money to them annually.
    Meet with a financial advisor to establish an investment mix that allows you to save for your short and long term goals.
    Take advantage of your company’s pension plan if one is available.

 PHASE 4: 5 YEARS AHEAD
    Begin thinking about what you truly want out of retirement.
     Create a list of your requirements and preferences. Requirements 

are ‘must-haves,’ like monthly income for living comfortably, and 
preferences are aspirations that you would like to achieve, like 
major vacations.

 PHASE 3: 10 YEARS AHEAD
             Start rebalancing your portfolio. Meet with your 

financial advisor who will compile a comprehensive 
financial profile, assess all of your funding sources and 
determine an ideal investment mix to provide income 
throughout your retirement.

             Draw up an estate plan including a last will and testament. 
Probate laws differ from province to province, so discuss 
this with your trusted estate lawyer.

            Review your tax situation as it pertains to retirement planning. 

 PHASE 2: 20 YEARS AHEAD
     Review your retirement accounts to ensure you’re saving enough 

each month. Determine the amount you’ll need when retirement 
starts, and calculate how much you need to save each month to 
reach it.

     Max out your retirement contributions. In 2019, the maximum 
yearly RRSP contribution is $26,500.* Investing in a tax-advantaged 
TFSA in addition to RRSP will help boost your retirement savings.

     Meet with a financial advisor to determine the ideal investment 
mix for balancing your savings goals with an acceptable risk level. 

 PHASE 5: 1 YEAR AHEAD
     Review your current plan and make sure everything  

is in place.
     Determine what to do with your time in retirement! Now  

is the perfect time to explore how you might expand on 
your hobbies, interests, recreation and charitable endeavors. 
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The activation of my irritated emotional quotient highlighted 
the fact that the residue from the MD-Scotia transaction had yet 
to wash away. And, judging by the pleasant feedback given by 
many of those in attendance, the same may be said for them.

Despite the passage of time, the harm from the CMA Board’s 
mishandling of the messaging following the sale seems to 
be slow in its healing. In fact, scars of mistrust are likely to 
remain. From a personal perspective, I hold no grudge on how 
the process had to unfold to allow for the sale to conclude 
successfully for all parties. As a Board member of the Calgary 
West Central PCN, we received a polite ‘request’ from Alberta 
Health to enact a hard turn on our business plan, which would 
fundamentally shift the landscape of the embedded allied health 
services working in our member clinics. Due to the sensitivity 
of this process and the bureaucratic machinations associated 
with it, we did not inform the members until the deed was 
done. Needless to say, despite our best efforts to qualify what 
had to be done and why, the physician response was robust. 
And, as part of a cautionary tale to my fellows in Ottawa, the 
looks we still get from the gallery at subsequent AGMs could 
turn those of us at the head table into fine looking statuary to 
adorn any local garden. This, even though the changes were 
made almost four years ago! It seems hurt can linger and 
memories can be sharp.

Given the above experience, I feel empathy for the CMA Board, 
as I know all too well how one’s hands are tied when working 
within particular constraints on complex processes. However, 
it has been the patronizing tone and outright dismissal of CMA 
member concerns that continues to breed conflict within the 
national organization. Exemplifying this is the debate within 
our own province to cease conjoint dues that, when collected 
for AMA membership, allow physicians to voluntarily join the 
CMA. Some colleagues have lobbied hard to have their fellows 
continue to be part of the CMA, stating that it is easier to court 
change in an organization when one is a member of the orga-
nization. This is particularly true if the leadership appears to 
receive and act upon reasonable insights from the membership 
at large. In this case, it has been demonstrated repeatedly that 
the leadership is willfully ignorant to address poignant requests 
to listen to the needs of its members.

Whoa — pretty heavy language there, right? Well, prove me 
wrong. Since the MD-Scotia deal, the CMA has transformed 
its title in a self-congratulatory form, by proposing to use 
the money received to fund grand (and optically favourable) 
programming, which will come at the expense of refusing 
to enact thoughtful forms of programming to support the 
members on which they stand. Some food for thought on 
alternatives:

Message from Vital Signs Medical Editor Dr. Scott F. Beach
View from the Beach
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This memorable line from Jerry Maguire danced in my head 
as I ruminated after the CMA presentation given at the most 
recent AMA Representative Forum this past March. 

Show Me The Money
Dr. Scott F. Beach
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1. The Canadian Medical Subsidy Association:
Member physicians (by report) pay massive amounts of 
taxes to assist in funding the system that plies our trade, a 
system we should not be responsible to subsidize, even as 
we are aware of its deficits.

2. The Canadian Medical Charity Association:
Member physicians already donate personal time and money 
to multiple causes that speak to them at a personal level. 
Seems the Board has tapped into the hive brain to figure 
out what priorities all members would want the money to 
go to. Amazing.

3. The Canadian Medical Advocacy Association:
Prior to the windfall, the CMA and Boards (both past and 
present) had successfully taken part in many dialogues at 
the national level on issues important to member physicians 
and their patients. Again, this all happened successfully 
without billions in hand.

Now, the Board would likely protest by saying that they have 
members’ best interests in mind. They would be quick to point 
to the newly incepted Physician Wellness Program, ostensibly 
derived to explore methodology to offset physician ill-health and 
burnout. Here’s a thought: a WELL doc is a WEL-FUNDED doc. 
(Take note I said well-funded, not wealthy doc… that term seems 
to be reserved for barbers only). In talking to my colleagues, 
beyond patient and system stressors, financial challenges to 
taking adequate time away from work while also attempting 
to create a war-chest to retire from are near the top of the list. 
The sticking point around creating a pension fund for member 
physicians continues to galvanize conflict, as the Board seems 
oblivious or unwilling to address this need.

I’ll anchor the end of my frustrated diatribe on two quotes 
from the film Cinema Cruise: ‘Help me help you.’ What I sug-
gest is the Board put a hold on any more dispersements 
of funds from the sale into programming it presumes the 
members wish to support, and hold formal discussions with 
stakeholders to address the true potential for creating pension 
programming for member physicians. Remember, all invest-
ments start from nothing, but given the chance, can grow 
to be quite something (RE: ‘You complete me’). It behooves 
the Board to remember that the value of MD came from the 
investments of their fellow physicians and their families.  
It also behooves the Board to remember that the CMA exists 

due to its member physicians — the member physicians do 
not exist because of the CMA. All organizations must pay 
heed to this, as discounting member feedback and dismissing 
member needs is something any Board would do at their own 
peril. Trust me, I know.

Scott F. Beach, MD, CCFP
Medical Editor, Vital Signs

Vital Signs  
is now on Twitter
Join the conversation.
https://twitter.com/vitalsigns_ab

The sticking point around creating a pension fund for member physicians 
continues to galvanize conflict, as the Board seems oblivious or unwilling  
to address this need.

https://twitter.com/vitalsigns_ab


Polepole (Swahili 
for ‘slowly’) was 
the mantra as our 
group toiled up 

the final 200 meters of Mt. Kilimanjaro, 
the tallest mountain in all of Africa – Pole-
pole, kama konokono: ‘slowly like a snail’. 
A few painstaking moments later, myself, 
Dr. Deirdre Duffy, Dr. Jaelene Manerfeldt, 
and two other friends reached the sum-
mit, nicknamed the ‘Roof of Africa’ at 
5,895 meters. We were oxygen deprived, 
exhausted and had mild headaches, but 
were nevertheless ecstatic as we gazed 
out over the plains and forests of Tan-
zania and Kenya stretching far below. 

Our adventure began in 2014 when 
Deirdre, an EM doctor and director of 
the CPOCUS training centre in Red Deer, 
met with Wendy Wilmore, a general sur-
geon from Ontario who had just begun 
developing a surgical residency program 
in Arusha, Tanzania. Deirdre had just 

brought five victims from the crash of 
the Flying Medical Service clinic plane 
to the Arusha Lutheran Medical Centre, 
where she found an old but serviceable 
portable ultrasound machine, but no 
one skilled in bedside ultrasound. Two 
years later this was still the case, but 
discussions began on a collaboration to 
not just train clinicians, but develop local 
instructors with the successful Canadian 
CPOCUS model. 

Dr. Ray Wiss, creator and director of the 
EDE ultrasound program, generously 
donated the teaching material, Deir-
dre and myself donated our time and 
transportation, and in 2017 the first EDE 
introductory course and boot camp was 
underway. By February 2019, Deirdre 
had taught 41 participants the intro-
ductory course and 20 had passed the 
independent practitioner’s course (The 
full Arusha story can be found online at 
edeblog.com).

Dr. Jaelene Mannerfeldt has been taking 
medical students to the Rugazi Health 
Centre in Uganda to introduce them to 
working with rural communities who 
face multiple maternal and pediatric 
challenges. She started teaching in this 
program in 2015 and takes small groups 
of medical students for three to four 
weeks at a time.

Last year, Deirdre suggested that after 
the ultrasound course in February 2019, 
we take the chance to hike up Mt Kili, and 
the project was born. Jaelene invited two 
other friends, Cleve Cooper of High River 
and Elizabeth Thomson of Antler Lake, 
while Deirdre worked with the Marangu 
Hotel to choose a route suitable for our 
group, ranging from 61 to 77 years of 
age. We decided to do the ten-day North-
ern Circuit, working our way around the 
mountain, with a few days climbing higher 
and sleeping lower to acclimatize.

The first day, starting at 2,364 m, was 
a pleasant hike through tropical forest, 
replete with colobus monkeys swinging 
through the treetops. The second day we 
entered heather and moorland, working 
our way up to Third Cave at 3,800 m. Most 
chose to use 250 mg of acetazolamide 
a day, to help with the acclimatization. 
The main side effect of the altitude was 
dyspnea on the up-track; it felt as if we 
were wading through molasses, each step 
an effort to lift the foot and climb upward. 
We were supported on our journey with 
four hiking guides, a cook, waiter and 
small army of porters to carry our tents, 
table, chairs, bedding, warm clothing and 
three solid meals a day. 

For the next three days, we hiked higher 
and slept lower, entering the Highland 
Desert zone and taking a circuitous route 
around the mountain, passing Lava tower 
at 4,600 m (and sleeping low at around 
4,100 m), then, up and over another ridge 
to descend to the Baranco valley.

Polepole! Journeying to the Roof of Africa
Dr. Lanice Jones

Dr. Lanice Jones
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On the Summit Ridge, 
supported, as always, by 
oxygen and a Gamow Bag



The morning of day six we sipped tea 
and studied the dreaded Baranco Wall, 
a black face of rock already studded with 
brightly coloured backpacks crawling 
ever upward as the keeners got away 
before us. The Baranco Wall requires 
scrambling, with hands gripping rock 
as you inch your way around outcrops. 
For many it is the highlight of the trip, 
with exposure, adrenaline and fabulous 
views. For some, the exposure triggered 
terror and exhaustion. Either way, it is 
not to be taken lightly. Just in front of us, 
a young, inexperienced porter working 
for another team fell, and had to finish 
the day limping into camp with a bro-
ken wrist and ankle before he could be 
trucked out for medical care. 

Day 7 was an easier day, hiking up from 
Karanga camp thorough moonscape rock 
with scant vegetation beneath lowering 
cloud. We passed by Barafu Camp at 
4,650 m, where most hikers will start 
their summit bid, gaining another hour 
of upward hike, to make our own tent 
camp at Kosovo Camp, 4,800 m.

Day 8, Summit Day, began at 3 a.m., 
with hot tea served to us in our tents, 
a quick breakfast, three liters of water 
in each backpack and a 4 a.m. start, the 
rock path glittering beneath our head-
lamps. We toiled upward behind our 
head guide, as he set a slow but sure 
pace. By sunrise, and after a brief stop 
for a snack, we could see Stella Point, 
where we would breach the crater rim 
for the final two-hundred-meter ridge to 
the summit. We inched upward at the 
pace of the konokono, or snail, timing our 
steps to one in-breath, one out-breath, 
too tired even to chat. Jaelene estimated 
that during this final approach, we were 
averaging 0.5 kilometers an hour! 

Toiling up the ridge of the crater wall, we 
were rewarded by a view of the glacial 
cap, a remnant of the previously expan-
sive glacier atop Mt Kili. It has receded 
tremendously in the past years and is 
expected to disappear altogether in the 
next decade or so. We gazed longingly at 
the sandy and snow dotted crater floor, 
450 m below, where we would camp for 
the night. 

At the top lay a wooden sign, indicating 
our hike was complete. We shared hugs, 
tears, cheers and a tremendous sense 
of accomplishment even as we battled 
mild headaches, exhaustion and run-
away emotions. We enjoyed 15 minutes 
alone with our guides on the summit, 
then other hiking parties began to arrive, 
and we moved away, down the ridge, to 
our crater camp. 

We medicated one another depending 
on symptoms, with ondansetron, a 
dose of decadron, Tylenol, and made 
it through the night in various stages 
of recovery, with tea and breakfast and 
the slow toil back up the crater wall to 
the rim, to begin the long descent down. 
As we descended, our energy emerged, 
finding enthusiasm to encourage those 
hikers toiling upward as we walked fairly 
easily downhill, a few of us burdened by 
sore joints on the down-bits. 

Day 10, our last day on Kili, we descended 
to the Marangu Gate, dreading having 
to say goodbye after our long journey 
together. The entire team celebrated with 
a drink, a song and a ceremony to mark 
our successful expedition, gazing upward 
at the mountain looming far overhead.

As we made our way to the airport for 
our journey home, Deirdre and I put our 
heads together, already planning our 
2020 teaching trip to include an ultra-
sound course for midwives, and perhaps 
another summit bid. “What about a hike 
in the Simien Mountains of Ethiopia? We 
could bag Mt. Ras Dashen, a mere 4,550 
meters!” 

Lanice Jones, MD FCFP DTMH
Family Doctor; Calgary Refugee Health 
Clinic (Mosaic PCN) and Nunavut

Dr. Lanice Jones, Cleve Cooper, Elizabeth Thomsen,  Dr. Deirdre Duffy, Dr Jaelene Mannerfeldt, 
Chief Guide Lionel Maleko at Kosovo Camp, the evening before our Summit Bid

Dr. Jaelene Mannerfeldt encouraged by  
Lionel Maleko, Chief Guide
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In my first few days in Aden, I had the unexpected pleasure of 
a number of automobile tours around the city. Unfortunately, 
the first three were in the back of the MSF Ambulance, racing 
through the city at speeds up to 100 kph while sitting on a 
wooden stool in the back without a seatbelt. The absence of a 
seatbelt is the part that worried me the least; the “ambulance” 
was a marginally converted minivan with empty supply cup-
boards, a poorly-fitting metal strap for an oxygen cylinder and 
a half-baked hook to secure the stretcher. 

My first two excursions took me past the Aden International 
Airport to a hospital with dialysis facilities. One of our ICU patients 
took a major hit to the kidneys after his car accident, and since 
his fractured ribs necessitated continued intubation and ven-
tilation, an Anesthesiologist was on the hook to escort him. I 
briefly considered asking one of the Yemeni Anesthesiologists 
to go, but since they don’t really get involved in the ICU, I wasn’t 
confident that either of them would be comfortable or capable 
with the portable ventilator. After all, I myself had only met the 
device 36 hours before, and we were barely on speaking terms. 

The drive past the airport was interesting, especially the huge 
helicopter gunship which skimmed across the mud-flats 
and over the airport ramparts. The hospital nearby to it is a 
free-standing building on the campus of one of the former 
teaching hospitals, and it was pleasantly clean and well-run. 
They made room for us in the back hall, moving the patient 
recliner out so we could bring our patient in by stretcher. 

The first day, he tolerated the 2-hour dialysis run well, but on 
the second day, I had a hard time keeping him stable through 
the fluid shifts, and I ended up running him on epinephrine 
for the last hour. This turned out to be an ominous sign, and 
it came as no surprise to me when the patient progressively 
deteriorated over the next 24 hours, as he became less and 
less responsive to the blood pressure support. We postponed 
his planned third dialysis run and he died at just about the 
time we would have been loading him back into the van. Since 
Arterial Blood Gas and cardiac enzyme measurements were 
not available, the precise reason for his arrest was impossible 
to know.

Winding mountain road from Al Mukalla to Aden, Yemen.

Dr. Mark Kostash

Dr. Kostash spent six weeks in Aden, Yemen this January/February, 
on a medical project with Medecins Sans Frontieres (MSF/Doctors 
Without Borders). The following is comprised of excerpts taken 
from newsletters Dr. Kostash sent home to family, friends and 
colleagues in Calgary.

Working Outside the Box
Dr. Mark Kostash
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My third ambulance ride came after a peculiar story. A 30-some-
thing man was walking down the street when he suddenly 
dropped to the ground, unconscious. I was called to assist his 
breathing shortly after he was dropped off in our Emergency 
Room. All we knew is that he had a small puncture wound over 
his left eye, and he was unresponsive. I did a quick “triage and 
plan” which included calling the Hospital/Project boss, because 
we aren’t able to treat brain injuries at our hospital. Since the 
patient was just about to “check out” (Cheyne-Stokes breathing 
and wide swings in heart rate), I needed confirmation to go 
ahead and intubate him, and I needed it quickly. Although he 
did not have an exit wound, it looked like he had been shot in 
the head. I could intubate him and provide life support, but 
the Hospital Administrators would have to arrange admission 
to another hospital — one with neurology and neurosurgery 
capabilities. Everyone promptly agreed, and I gathered equip-
ment and supplies.

Here’s where the story gets a little tricky — I couldn’t intubate 
him. I couldn’t see the vocal cords, I had absolutely no airway 
equipment besides a simple laryngoscope, and his pharynx 
was full of blood, likely pouring down from his nasal cavities. 
Between intubation attempts, I couldn’t get his oxygen satura-
tion above 80% — I’ve had a recurring nightmare of precisely this 
scenario ever since finishing my Anesthesia Residency in 1993.

I had no choice but to face that nightmare, so here’s what I did: 
I instructed the Yemeni General Surgeon (who arrived in the ER 
to help assess the patient) to grab a scalpel and cut his throat, 
which she did. The technical term is a cricothyrotomy, and as 
she was sewing the tube in place about five minutes later, she 

informed me it was her first! The Surgical Training Team who had 
left the previous week included the procedure in their teaching 
program. At this point the patient’s oxygen level was back up to 
100%, so I had no complaints about her surgical skills.

All that was left to do was transfer the patient to one of the 
Trauma Centres. The problem was that he was on a ventila-
tor, so I was back to being a Patient Transport Team Leader. 
Just as I was getting my backpack and emergency equipment 
yet again, I got a call from my “boss” telling me to send the 
National Anesthesiologist (who turned out to be familiar with 
our portable ventilator after all). The reason to send him was his 
marginally superior command of the Arabic language, since the 
local Trauma hospitals were notorious for refusing head-injured 
patients, and he might need to do some negotiating. I tried to 
arrange skull X-rays to help with our diagnosis but was told by 
Yemeni staff in no uncertain terms that an X-ray confirming an 
intracranial bullet would guarantee the patient’s rejection at the 
doors of the trauma hospital. It was 6 pm when the patient was 
stabilized, but by the time all the arrangements were made, it 
was nearly 8 o’clock and the night Anesthesiologist was coming 
on, so I was on the hook to cover operating room until his return, 
however long that took. In the time in between, I looked after 
a 12-year-old with abdominal injuries from a bomb blast. Two 
hours later my Yemeni colleague texted me, “Coming back 
now — patient was refused at two hospitals.”

After he was returned to us, the patient was taken to our ICU, 
where we plugged in his ventilator and tucked him in for the 
night. Since he was now our responsibility for the foreseeable 
future, I went ahead and got the skull X-rays I had wanted earlier 

Aden surgical team treats a 
case of antibiotic resistance.

— continued on page 8
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in the evening. As I had suspected, he had a bullet in his brain. 
Despite this, he actually began to wake up and respond to 
questions. The next morning, which was a Friday, the patient’s 
family returned to inform us that they had found a hospital with 
an ICU bed and Neurology/Neurosurgery staff who agreed to 
accept his transfer, so we packed him up, and I set off across 
Aden on my third cross-country tour. The portable ventilator 
would last three hours on battery and I was told the drive was 
30 minutes, so I didn’t bring the backup power cable (this is 
what we in the writing business call foreshadowing).

On this occasion, we took a right turn just after the airport and 
travelled to the seashore. The drive up to the new hospital was 
steep and winding (meaning nauseating), but the views were 
spectacular. I realized we were near the Paradise Hotel, which 
(before things fell apart in Yemen) was ranked as a 4-Star and 
had a fabulous pool and beach area, bordered on one side 
by the famous “Elephant Rocks.” I knew this from personal 
experience, as a group of us spent a lovely afternoon there 
swimming, eating pizza and drinking cold beer during a mission 
to Aden back in 2014. This time around, that hotel and many 
others in Aden seem to have been ravaged by the war.

On arrival at the referral hospital, we unloaded the patient, 
gracelessly dropping the head of the stretcher to the ground 
since the telescoping legs were not locked. After some maneu-
vering, we were met by a nice young ICU resident, who took 
one look at the patient and said, “We were told by his family he 
was stable! He’s intubate and on a ventilator!?” From an Anes-
thesiologists’ point of view, that is stable, so I failed to see his 
point. Eventually, we got another doctor who stated they would 
accept the patient for admission only if they had a CT scan of his 
head and neck. “Fine,” I said. “Which way is your CT scanner?”  

They didn’t have a CT scanner (which begs the question of how 
exactly they had a Neuro Program), but luckily, there was one in 
the hospital just down the street 10-minutes away. I sat down 
and took a breath.

We piled back into the ambulance. The family called ahead 
and the Aden Gulf Hospital Department of Radiology had a 
technician standing by, who said he’d be happy to complete a 
CT scan (for the price negotiated — it is Friday after all). I was 
beginning to fret about the ventilator power cord sitting safely 
on the shelf in our ICU, but I had more pressing things to worry 
about as the patient’s heart rate began to fluctuate rapidly.

We wound our way back down the hill and sure enough, pulled 
into the AGH entrance a few minutes later; brick and tile drive-
way, glass and steel facade, everyone helpful and polite. The 
X-ray Technician was dragging his feet a bit until I pointed to 
the ventilator and said it was going to go dead soon, then 
things moved along smartly. We lifted the patient onto the CT 
platform and I passed the ventilator through the gantry and 
sat it on a plastic chair. As I did so, the “warning, low battery!” 
indicator lit up on the screen. Tick, tick, tick… I darted in and 
out of the Technician’s office, stealing glances at the monitor 
and watching the patient’s chest rise and fall. As soon as the 
Technician said, “Finished,” I threw the door open and prepared 
to move him back to our ambulance stretcher. I hooked up a 
manual ventilation (AMBU) bag just as the ventilator switched 
itself off. How’s THAT for timing?!

The rest of my “day off” was pretty uneventful. As soon as we 
had a hard copy of the CT scan, we bundled the patient back 
into the ambulance and hustled him back up the hill. I was 
worried we would run into another refusal or delay, but the 
same pleasant Resident met us and we were taken directly to 
the elevator and the ICU upstairs. We transferred him to an 
empty bed, a realistic ICU ventilator was programmed and 
attached, and we made our way back to our home base. 

All of this took place in my first week in Aden this past January. 
I have worked part-time with MSF since 2007 and have worked 
in places like Somalia, Gaza, Nigeria and Pakistan. The Aden 
Project is an urban surgical trauma hospital, specializing in 
treating civilian casualties of violence as well as motor vehi-
cle and other accidents. During my stay, the hospital census 
averaged 70 patients — men, women and children — and the 
Operating Room teams performed 15-20 procedures per day. 
I’m proud to be part of an organization like MSF, which treats 
anyone in need of medical care, regardless of race, religion, 
politics, age or gender across the world.

*The postings and views expressed here are mine alone, and do not 
necessarily represent the position of Médecins Sans Frontières.

Mark Kostash, MD, FRCPC,  
Department of Anesthesiology, South Health Campus, Calgary

— continued from page 7

The famous “Elephant Rocks” 
on the beach in Aden



As a front-line family physician and working on the Connect 
Care project, I have had to reflect on how this initiative will 
impact my practice and my patients, as well as answer some 
questions many doctors may have. 

How will Connect Care and Community 
Information Integration/Central Patient 
Attachment Registry (CII & CPAR) impact me?
More relevant to community family physicians, the CII/CPAR 
project will impact many family doctor offices, especially those 
who are in the midst of, or have completed, their transition to 
the Medical Home. All of us are aware of the informational gap 
that occurs when an Albertan transitions from an AHS facility 
back into the community. The health story generated from 
their journey is often complex, convoluted and fragmented. 
On the same footing, an Albertan who needs to enter an AHS 
facility does not have the benefit of a curated and clinically 
relevant information that is housed in the various EMR’s used 

in the community. Some readers may be wondering if Connect 
Care will facilitate this transfer of information, and what will 
be required to keep the patient story going. At this time, these 
questions remain unanswered. 

But within the midst of this transformation, remember: history 
has taught us that things change slowly in health care. I expect 
my day on day one of Wave One will look pretty similar to 
my other clinical days. Community docs adopt change in an 
incremental way, and only if there is some sort of value add 
to the care of their patients and the efficient workflows in our 
respective community clinics. Once a particular functionality of 
Connect Care impacts one of my patients, I will probably react 
somewhat skeptically and test the added value of a certain 
feature of Connect Care. Like most community docs, those 
aspects of Connect Care that prove useful to me in my day 
to day work will be those features I will continue to use, and 
I will not use features that do not provide any visible benefit. 

Connect Care and CII/CPAR will be a transformational change 
for the health system in Alberta. Connect Care will bring under 
one umbrella all of the varied health information systems working 
within Alberta Health Services, and whether you work in an AHS 
facility or not, this change will impact all health care providers.
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Keep the Story Flowing:
A Family Doc Perspective on the Coming of Connect Care and CII/CPAR

Dr. Wayne Chang

Dr. Wayne Chang
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I can only ask that the introduction of these features be done 
in a way that engages community providers in a collegial and 
thoughtful manner. I also ask of my community colleagues 
to realize the importance of sharing the relevant portions of 
those curated, up-to-date, and insightful EMR patient stories 
with our often equally beleaguered AHS colleagues, who also 
take on the task to care for our patients. If we can leverage 
technology to make this job easy and manageable, then is this 
not better for both physicians and patients? 

In the end, I realize that the Connect Care implementation is a 
huge deal for our colleagues within the AHS fold, but for those in 
the community very little will change on the first day of Wave 1.  
But things will change, and hopefully the introduction of Connect 
Care to the community will be constructive, beneficial and, at 
worst, tolerable. I do hope this endeavour will inform us on 
the importance of the patient story and the need to keep that 
story flowing. 

What We Need to Make it Work
It is clear that when a patient story flows easily and efficiently 
across the continuum of healthcare in Alberta, it is beneficial 
to patients. To this end, a list of principles has been developed 
to serve as a guide for those tasked with the construct and 
implementation of Connect Care in the hopes to maintaining, 
at a minimum, the current work environment for community 
physicians and to act as a blueprint for the future. 

 1.  Keep what is present and move forward  
(i.e., no backwards steps). 

 2.  Maintain eDelivery of lab and reports, as it is the main way 
community physicians see their health information.

 3.  Engage patients in this process of implementation. 
 4.  Netcare and Connect Care must co-exist after Wave 1.
 5.  Work smart to move forward.
 6.  Watch for unintended consequences.
 7.  Don’t make things worse when Connect Care comes.
 8.  Maintain information flow across the continuum.
 9.  Patients need access to their information.
10.  Maintain current levels of EMR integration and move 

forward positively.
11.  Change management for physicians (that means support 

and acknowledgement of the impact of Connect Care on 
community physician workflows).

12.  Evaluation – it is important to know how we are doing.

What About Community Docs Sharing?
I think by now, most of us have heard about this Community 
Information Integration (CII) project that has been coupled 
with the Central Patient Attachment Registry (CPAR) initiative. 
This project is an important component of the Medical Home 
initiatives being implemented in all parts of the province. Many 
of us are not in the mindset of continued sharing of health 

information with the health system outside of our clinic walls, 
but the CPAR project actually offers us a route to providing a 
key piece of information for AHS physicians and providers. 
At present, finding a patient’s family doctor happens in an 
informal process of directly asking our patients. What happens 
if the patient does not remember, is mistaken, or may be too 
sick to respond to this standard question? Needless to say, 
this ad hoc process is not overly reliable on a system level 
but imagine the benefits of reliably attaching an Albertan to a 
particular physician in a way that is continually updated and 
verified. It would be a significant step to maintaining flow of 
health information, and this is the potential power behind the 
CPAR project. Take a minute to reflect on if there is a way to 
link your patients to your name in a reliable and continually 
updated fashion, and how it would benefit the care of your 
patients when they end up in an acute care facility. 

Linked to CPAR is the CII initiative, which will enable the sharing 
to Netcare of particular parts of the clinical information held in 
the patient records housed in our various community EMR’s. 
CII also provides a route to allow curated and updated health 
information and makes it visible to other Netcare-enabled 
physicians and providers. Again, only specific parts of our 
EMR information (and not progress notes) is shared. In the 
very near future, CII will also begin to provide notifications in 
a push fashion of when our patients seek out emergency care. 

At the present time, the CII/CPAR initiatives have not yet formed 
strong information flow linkages to Connect Care, but this 
does need to happen. As we move past day one of Wave 1 of 
the Connect Care implementation, keeping this vision of bidi-
rectional flow of information by integrating CPAR information 
with Connect Care needs to be a key foundational goal for our 
healthcare system. 

Thus, a patient panel which is curated, regularly updated and 
is dynamic has the potential to be a key enabler of health 
information flow. On the community side, it serves the Medical 
Home model of care, and to those who provide care in AHS 
facilities, there will be increased certainty that information 
will get back to a patient’s family physician. Ultimately, this 
can only lead to improved patient care and safety. The CPAR 
project offers the health system a technological solution that 
links a primary care provider with an Albertan, and making 
this information visible to all physicians involved in the care 
of our common patients. 

When it comes to Connect Care and its related systems, patients 
will need to be key partners in each endeavor. Providing patients 
with an ability to see and add to their story, along with inter-
acting with providers, will prove an important part of keeping 
the story flowing. 

Wayne Chang, MD
South Calgary Medical Clinic, Calgary



Let’s delve into what the word “trust” 
means, especially when it comes to our 
role as physicians providing care for 
patients.

As a profession, we are fortunate to have 
been granted a phenomenal amount of 
respect. Science taught us how the blood 
flows, what the lungs do, how the liver 
works, and we have a fleeting glimpse 
as to how this complex thing called the 
brain works. In the last hundred or so 
years, we have developed an amazing 
array of treatments to decrease peri-
natal and maternal death, improve life 
expectancy, heal the sick, and decrease 
suffering. I think this is why the popula-
tion at large has given our profession a 
seal of respect and trust.

Trust is not about how we feel about our-
selves, but rather, it is granted by others 
when they say, “I trust you.” Consider the 
basic fact that a patient goes to a doctor 
they do not know, and tells that doctor 
information they might find difficult or 
embarrassing to share. The physician will 

probably ask more questions, order test-
ing or consultation, and hopefully sooner 
than later, offer some advice. Sometimes 
that advice is about a change in lifestyle, 
maybe a short or sometimes longer 
period of medication administration, 
perchance a surgical intervention. There is 
also the challenge of mental health which, 
when I look at it, is immensely complex, 
as the brain is much more intricate and 
fluid than other organs. 

Once a patient has gone through the 
appointment, they then think about 
whether they trust the advice and whether, 
in turn, they trust the physician. If things 
work out, trust is established and can 
either be strengthened or destroyed. Even 
if a patient has a poor outcome, it does not 
automatically mean they are never going 
to trust this physician again. 

An example of this can be seen in the 
large intravenous iron clinic that I run for 
patients in whom oral iron will not be 
adequate to replace their losses or current 
needs. The iron monograph speaks to the 

safety of the formulation we provide. Still, 
“free iron reactions” do happen, during 
which the patient has a sense of impend-
ing doom, can have massive diarrhea and 
vomiting, severe hypertension and chest 
pain, and even anaphylaxis. Regardless, 
patients who experience this might actu-
ally come back for more iron! It may be 
because they are Canadian and used to 
following the “doctor’s orders,” and also 
because they feel so much better when 
they are iron replete. One lady had severe 
reactions to two formulations and ended 
up wanting to thank the nursing staff for 
giving her “one more try.” Though we tried 
and failed, we cared, and as a result I do 
not think she lost her trust in us, even if 
the outcomes weren’t so positive.

As I mentioned, we as physicians have 
been given a position of trust in the 
community. It is both a privilege and 
an honour. Patients look to us for care, 
compassion and hope. It is my opinion 
that we can and should demonstrate all 
of this while remaining truthful all the 
time, because failing truthfulness usually 

Dr. Richard Bergstrom

This might be one of the strangest tag lines I’ve ever heard.  
Think about it: regardless of their title, it’s someone who is 
essentially a stranger asking you to trust them. 

‘Trust me, I’m a Doctor’
Dr. Richard Bergstrom
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FMC Medical Staff Association
The FMC Medical Staff Association  
2018 Physician of the Year Award!
This award is presented annually by the FMC  

MSA to recognize a physician for their outstanding 
commitment to the patients, staff and students of 

Foothills Hospital and to the community they serve.

The award will be presented May 2, 4:30-6:30 pm  
in the FMC Doc’s Lounge.

You’re invited! For more information:  
www.albertazmsa.com/fmc-msa

ACH Medical Staff Association
The ACH Medical Staff Association  
2018 Physician of the Year Award!
This award is presented annually by the ACH  

MSA to recognize a physician for their outstanding 
commitment to the patients, staff and students of 

Foothills Hospital and to the community they serve.

The award will be presented at the Department  
of Pediatrics 4th Annual Spring Celebration  

on April 27, 2019. 

You’re invited! For more information:  
www.albertazmsa.com/ach-msa

Save the Date! 
May 1 – Celebrating National Physicians’ Day  

with cake and prizes in the FMC Doc’s Lounge at lunch.

results in a loss of trust. Consent is allow-
ing someone to give you advice that will 
have an expected outcome. Who takes a 
pill — a poison in the wrong dose — glee-
fully? As an anesthesiologist, I need to 
disclose to people that I will give them 
fentanyl and propofol. You can see the 
concern on patient’s faces, as they are 
probably thinking that fentanyl is killing 
people daily, and propofol killed Michael 
Jackson. Because of this, and because it is 
my job to do so, I tell them about proper 
dosing, training, monitoring, and the fact 
that these potent drugs need a skilled 
individual to administer them properly. 
I think that discussion generates trust in 
an arena where reticence and reluctance 
can easily conquer acceptance. 

Trust is a powerful tool that we often 
take for granted. Think about your best 
friend, your professional acquaintances, 
your lawyer, even, if you have one. Think 
about building a home and trusting the 
contractors. Think about your airline pilot 
and crew. Think about purchasing food. 
Think about telling someone something 
that you want to share with only a few. 
Think about how your children view you 
(though maybe not when they are teen-
agers… there is a reason for that). Now, 
think about how your patients view you. 
Is trust a part of each one of these rela-
tionships? I think so.

It does well, also, to think about the orga-
nizations you associate with. How have 
they built trust, kept trust, and held trust 
as an honourable value? Just saying, “You 
can trust me” or “You can trust us,” let 
alone “Just trust me on this one,” means 
nothing. It is a ruse at best. We as phy-
sicians, the organizations in which we 
work, and colleagues with whom we work 
need to understand that this is not only 
a valuable resource, but a precious and 
fragile one. Treat trust well. Do not expect 
it; earn it. Hold it close and do not lose it, 
for it is so difficult to regain.

Richard Bergstrom, MD
Department of Anesthesiology,
University of Alberta
Edmonton, Alberta

— continued from page 11
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An Update from the Edmonton  
Doctor’s Curling League
The EDCL recently wrapped up its season at the Granite Curling 
Club, with Dr. Jeff Patterson’s team winning the league title. We 
had 16 teams this year, with 12 physician teams and 4 student/
resident teams. We have seen our numbers grow over the 
last couple of years since moving to an earlier time slot at the 
Granite. We also switched back to Wednesday evenings this 
year, which saw the return of some prior curlers.

We were saddened by the loss of longtime member Dr. Ed 
Holmes the day before our wind-up banquet. Dr. Holmes’s 
wife still attended the banquet, where we commemorated his 
passing. The EDCL has decided to sponsor a curling rock at the 
Granite to be engraved with Ed’s name.

Three teams from Edmonton competed in the Inter-provincial 
Medical Bonspiel, which was held in Banff in late March. Two of 
the Edmonton teams, one skipped by myself and the other by 
Dr. Jeff Patterson, played off in the A-Final, which was ultimately 
won by the Patterson rink.

As always, we hope the EDCL remains a venue for Edmonton Zone 
physicians to meet, network, relieve some stress and often get 
informal advice. We welcome those practicing in the Zone to join!

Dr. Keith Barry, MD, CCFP(EM)  
Facility Chief, Emergency, LCH; LA Medical; EDCL Treasurer, Leduc, AB

The EZMSA Awards
The overall quality and varied talents demonstrated  

by physicians nominated for awards made the 
selection process very pleasant, but also very 

challenging. Thanks to those that took the time to 
nominate a physician you strengthen our organization 

and help us to serve our membership. 

Dr. Melanie Currie 2018 Award Recipient for Physician of the Year
Dr. Sheny Khera 2019 Joint Innovator of the Year

(also pictured, Dr. Elisa Mori-Torres)
Dr. Marjan Abbasi 2019 Joint Innovator of the Year

(also pictured, Dr. Manisha Khurram, Dr. Lisa Steblecki)

Dr. Brian Buchanan
Champion Award for Young 

Learners
Dr. Shelley Duggan

Presenter

Dr. Lil Miedzinski
Life Achievements –  

Medal of Service
Dr. Mark Joffe

Presenter

Dr. Richard Johnston Life 
Achievements – Medal of Service

Dr. Jon Davidow Presenter

Dr. Dilini Vethanayagam 
Physician of the Year

Dr. Laurie Mereu Presenter

EZMSA GOLF & BBQ 
Thursday May 30, 2019 

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. 

EZMSA values residents as future members and their 
attendance at the golf day will be sponsored by the 

association. We strongly encourage physicians to each  
bring a resident or fellow from their training program  

to the golf day. 

The Links – Spruce Grove 
Shotgun Start 2:00 p.m. 

(we need a minimum of 80 golfers to maintain this timeline) 
$115.00 Golfer – Physician | $99.00 Seniors and Staff

FREE Resident, Student & Fellows (EZMSA~Sponsor)

REGISTRATION
Laurie.Wear@covenanthealth.ca 

P: 780-735-2924 | F: 780-735-9091 (Visa & Mastercard)
Cheques Payable: EZMSA c/o Misericordia Hospital,  

1N-100, 16940-87 Avenue, Edmonton, T5R 4H5 
*Please register and pay in advance
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albertapatients.ca

Invite Two patients
Help us make albertapatients.ca the most  

recognized online patient community in Canada.

Seeking 2 
patients per 
physician


