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“Today in the… developed world, women are 
better off than ever. We stand on the shoulders 
of the women who came before us, women 
who had to fight for the rights that we now take 
for granted. We feel even more grateful when 
we compare our lives to those of other women 
around the world. There are still countries that 
deny women basic civil rights. But knowing 
that things could be worse should not stop 

us from trying to make them better. Since [the 1980’s], women have 
slowly and steadily advanced, earning more and more of the college 
degrees, taking more of the entry-level jobs, and entering more fields 
previously dominated by men. Despite these gains, the percentage of 
women at the top of corporate America has barely budged over the 
past decade. While women continue to outpace men in educational 
achievement, we have ceased making real progress at the top of any 
industry. The pipeline that supplies the educated workforce is chock-
full of women at the entry level, but by the time that same pipeline is 
filling leadership positions, it is overwhelmingly stocked with men. 
This means that when it comes to making the decisions that most 
affect our world, women’s voices are not heard equally. Conditions for 
all women will improve when there are more women in leadership  
roles giving strong and powerful voice to their needs and concerns. 
If we can succeed in adding more female voices at the highest levels, 
we will expand opportunities and extend fairer treatment to all.” 
(Sheryl Sandberg, Facebook COO, 2013)

Have you noticed what I notice about women in medical leadership 
roles? That is, that there are not many? For two decades now, women 
have outnumbered men in undergraduate medical school classes. In 
fact, I was a member of the last graduating class at the Cumming School 
of Medicine where males outnumbered women. That should mean 
that — all else being equal — women and men at mid-career levels 
should be represented in about equal numbers in leadership roles. 
They are not. Why so? 

Now, to be clear, I don’t equate “number of women” in leadership 
roles as the measure of equality. As Sandberg notes, “There is not one 
definition of success or happiness. Not all women want careers. Not 
all women want children. Not all women want both. We each have 
to chart our own unique course and define which goals fit our lives, 
values and dreams.” But, for perspective, let’s look at how unequal it is.

A tongue-in-cheek BMJ article entitled “Plenty of moustaches but not 
enough women: cross sectional study of medical leaders” (http://www.
bmj.com/content/351/bmj.h6311) compared the number of women to 
mustachioed men in medical leadership. (Yes, you read correctly —  
mustachioed men.) Men with facial hair outnumbered women at a ratio 
of about 10:7. There are two ways to correct the imbalance, they say:
• Hire more women;
• Ask men to shave their moustaches. 

Of course, the second solution might boost the facial grooming 
industry, but it won’t help to address the larger problem that women 
are vastly underrepresented in leadership roles. The solution, therefore, 
lies in creating more opportunities for attracting, hiring, retaining 
and promoting qualified women into these positions (http://www.
businessinsider.com/men-with-mustaches-outnumber-women-in-med-
ical-leadership-2015-12).

To create the opportunities for women to enter and thrive in leadership 
positions, we must understand why women are not equally seeking or 
filling these roles. We need to create systems where those who wish to 
be in leadership positions have equal opportunity, and where those 
who would be effective are encouraged to do so. 

There have been, and continue to be, external social barriers to 
women achieving leadership roles. Blatant or subtle discrimination 
may occur and needs to be recognized and called out. Lesser known, 
though, are the barriers from within — traits that women exhibit 
perhaps more than men, factors that consciously or unconsciously 
affect women’s likelihood to seek or be given leadership roles. It 
has been shown, for example, that fewer women than men identify 
that attaining leadership roles is a goal. Women are more likely to 
cite compassion, improving the lives of others, personal fulfillment 
and a favourable work-life balance as goals. Motivation to achieve a 
leadership goal — or for that to be deemed “success” — may be less 
for some women than for some men. 

Of course, there are undeniable biological differences between the 
genders. As career-building often coincides with prime childbearing 
years for women, the struggle to balance both — if that is what a 
woman chooses — can be a difficult one. Women may need more 
flexibility to accommodate pregnancy and breastfeeding in the work-
place. (I know I’m not the only woman to have pumped breastmilk in 
a washroom stall while away from my baby. Awkward! See also http://
www.huffingtonpost.com/entry/the-secret-to-becoming-a-woman-
leader-in-medicine-involves_us_592db8dee4b075342b52c0a1 for 
secrets to accommodating a young family while practicing medicine.) 
Often, women defer career advancement while their children are 
young. Not to be disheartened, though; women are able to come 
into leadership roles, but generally achieve these roles about seven 
years later than their male counterparts, according to psychiatrist 
Dr. Mamta Gautam (PLI course Leadership for Medical Women, 
May 2016). 

I consider that the tension of managing work and family is not so much 
a balance as a juggle; there’s almost always a ball up in the air that feels 
like it’s going to fall. The trick is to keep the balls moving enough so 
that everything lands where it is supposed to! 

Sandberg notes that “Most women are not thinking about having it all, 
they’re worried about losing it all — their jobs, their children’s health, 
their families’ financial stability — because of the regular conflicts 

President’s Message:

Leaning In

Dr. Sharron L. Spicer,  
CAMSS President
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that arise between being a good employee and a responsible parent.” 
Yet, despite the tension, Sandberg notes that employed women reap 
rewards including greater financial security, more stable marriages, 
better health, and, in general, increased life satisfaction. “Framing 
the issue as work-life balance — as if the two were diametrically 
opposed — practically ensures work will lose out. Who would ever 
choose work over life?” 

Family caregiving increasingly includes elderly family members, too. 
Much of our middle-aged working population (the so-called “sandwich 
generation”) contributes to care of parents or even disabled children 
or siblings. This role, too, falls more often to women. As someone 
put it, add a pet to the mix of caring for our children as well as our 
elders and you get a “clubhouse sandwich”. That’s apt, I think, as over 
the past year I have taken my child, my mother and the family dog 
all to emergency departments! Fortunately, all have returned home 
and my clubhouse sandwich remains intact.

In social relationships, women also differ from men. Women tend 
to build horizontal relationships. That is, women’s friendships often 
cross sectors and are more peer-to-peer, including relationships 
outside of the workplace. Men, more often, have a narrower group 
from which they draw their social connections, and very often these 
groups include work colleagues. Men are more likely to cultivate 
vertical relationships as formal or informal mentoring roles. Neither 
of these patterns is better than the other, but consider the impact 
upon promotion and selection for leadership. If two people apply for 
a leadership role, and one is better known because he spends more 
social time at work and with the boss, he is likely to be considered 
more seriously for a leadership role than another whose time outside 
work is divided among other less visible pursuits. 

Consider as well the horizontal/vertical distribution of voluntary 
activities. Women, very often, lead groups within the community 
whereas men are quite often involved in additional career-related 
roles. I spent three years as a Girl Guides District Commissioners; in 
that time, I learned more skills in financial planning and bookkeeping, 
motivation, coaching and conflict resolution than I have in most of 
my medical leadership. But often community roles are overlooked 
or seen as inferior to medical leadership. I recently spoke with a 
female colleague applying for a distinguished medical leadership 
credential. Her application included not only medical-political 
activities but volunteer activities in school councils and student 
health. Her application was denied outright for lack of leadership 
activity. Certainly, we would benefit from the diversity of leaders 
who have worked or volunteered in organizations outside of our 
health system as well as within.

There are gender differences in communication styles. Even in childhood, 
boys are more likely than girls to raise their hands (or not!) to give an 
answer in class, to keep their hand raised until they can speak, and to 
talk over girls. Women, in the workplace, tend to speak less than men, 
and men have consistently been shown to speak over women. (The 
opposite is true, I’m certain, over dinner tables and in our own homes.)

There are other psychological differences, notes Sandberg, that influence 
women in advancing their career opportunities. Women are more critical 
in self-evaluation than men, both to themselves and in groups. Women 
have been shown to judge their own performance worse than it actually 
is, men better. For example, in a group of surgical trainees, the women 
(who exhibited slightly greater technical skills) rated themselves lower 
than their male counterparts. Women tend to attribute their successes to 
external factors, such as “good luck” or help from others, whereas men 
tend to credit talent and skills. When women fail at a project, they are 
more likely to attribute the poor performance to lack of ability, whereas 
men point to a task that might need improvement. When receiving 
negative feedback, women’s self-confidence drops to a greater degree 
than men’s. This internalization of “failure” leads to a sense of insecurity 
which, in turn, can impact future performance. 

Enter imposter syndrome — the self-doubt that creates a distorted view 
that one is about to be discovered as a fraud. Women tend to experience 
the imposter syndrome more intensely and be limited by it more than 
men. Interestingly, even Sheryl Sandberg (COO of Facebook) describes 
her dance with imposter syndrome this way: “The real issue was not that 
I felt like a fraud, but that I could feel something deeply and profoundly 
and be completely wrong.” 

Ironically, though, receiving praise is not necessarily the antidote 
for imposter syndrome. Sandberg notes that girls and women may 
actually feel embarrassed or vulnerable with public praise. She gives 
her own example of feeling extremely awkward being named to Forbes’ 
World’s 100 Most Powerful Women list in 2011.

Women are more cautious in changing roles and seeking new challenges. 
Men believe that they can do more than the status quo and reach for 
opportunities more quickly than women. “Women may need more 
encouragement to consider new roles. Given how fast the world moves 
today, grabbing opportunities is more important than ever. Few managers 
have the time to carefully consider all the applicants for a job, much less 
convince more reticent people to apply. And increasingly, opportunities 
are not well defined but, instead, come from someone jumping in to do 
something,” says Sandberg. “You have to take opportunities and make an 
opportunity fit for you, rather than the other way around. The ability to 
learn is the most important quality a leader can have,” Sandberg quotes 
of Padmasree Warrior, chief technology officer of Cisco.

“While women continue to outpace men in educational achievement, we have ceased making real progress  
at the top of any industry. The pipeline that supplies the educated workforce is chock-full of women at the 
entry level, but by the time that same pipeline is filling leadership positions, it is overwhelmingly stocked 
with men. This means that when it comes to making the decisions that most affect our world, women’s voices 
are not heard equally.” (Sheryl Sandberg, Facebook COO, 2013)

– continued on page 4
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Dear Colleagues,

I have been having a rough week. As I pondered why, I realized that 
it was related to feeling unappreciated. This is not an isolated phe-
nomenon considering our current environment. We, as physicians, 
have been attacked on multiple fronts regarding our income and 
our cost. We have endured the Alberta Government‘s Amending 
Agreement, endorsed by our own Alberta Medical Association; 
Alberta Health Services has changed the hiring process which limits 
our ability to change our work force in a timely fashion; the Adjusted 
Net Daily Income project for the Income Equity Initiative has been 
a large focus; and of course we have been accused of using “tax loop 
holes” to not pay our fair share. I do not like being called a tax cheat. 

This week has been one of those in which I spend more time at  
the hospital than out and I have worked hard to provide important 
care for my patients. I am used to this and in fact I feel it is the 

calling of physicians to do this. It has seemed harder because of  
the outside criticisms and threats to my livelihood from our govern-
ing bodies. I am not unique; my physician colleagues are hardwork-
ing, dedicated people. I work in the operating room and routinely 
I see surgeons and anesthesiologists working long hours in direct 
patient care. This is the standard for physicians. Doctors often attend 
unpaid meetings to promote patient safety, healthcare efficiency, 
research, and education. I cannot count the times I have been at a 
meeting with administrators and other healthcare providers that  
are being paid for their time, while I am donating my time that could  
be spent with my family or perhaps trying to look after my own 
wellness.

I believe this attitude and commitment extends beyond the operating 
room physicians as well. These are just the ones I directly observe. 

Letters

Women may underestimate their capacities to fill posted roles. Dr. 
Gautum (PLI course Leadership for Medical Women, May 2016) noted 
that if ten criteria are noted in a role description, women are more 
likely to take themselves out of the running if they don’t fill all the 
boxes; men, on the other hand, are likely to apply if they even meet 
six or seven. Furthermore, if a woman applies and is not successful, 
she is more likely to see herself as a failure, but a man might simply 
see it as not being a good fit.

In understanding some of the gender differences, how can we ensure 
that everyone can contribute to medical leadership? Here are some 
strategies for all of us:

1)  Encourage Mentorship. Both women and men benefit from formal 
mentorship relationships (from both genders) for self-reflection, 
skill development, career guidance and encouragement.

2)  Recognize Women Leaders in your Midst. Women are highly 
encouraged by examples of other successful women. Display photos 
of leaders (and as you do so, do a mental count to see if women 
are represented!). Acknowledge success of all developing leaders.

3)  Create Opportunities for Dialogue. In meetings, note those who 
might have comments to offer even if they are not speaking up. 
Consider table arrangements: small round tables create a more 
inclusive space than large rectangular groupings. Await those who 
approach you privately at the end of the meeting; they may have 
something important to say.

4)  Learn More About Women in Medical Leadership. The Joule 
course “Leadership for Medical Women” is adaptable to all leaders to 
recognize the strengths and potential of women in medical leadership. 
The Federation of Medical Women of Canada (https://fmwc.ca/) also 
supports topics of interest to women.

5)  Simplify Your life! Discard those things in life that are not import-
ant; delegate things that you can. Whether hiring a nanny or a 
housekeeper, having a stay-at-home partner or an actively involved 

grandparent, sending shirts to the cleaner or having a concierge 
service do your errands (yes, there really are those!), manage your 
time to allow you to focus on what you want to do.

I close with an encouragement from Sheryl Sandberg. “I hope you 
find true meaning, contentment, and passion in your life. I hope you 
navigate the difficult times and come out with greater strength and 
resolve. I hope you find whatever balance you seek with your eyes 
wide open. And I hope that you — yes you — have the ambition to 
lean in to your career and run the world. Because the world needs 
you to change it.”

I am pleased this month to bring you letters and articles from phy-
sicians across Alberta with their own stories of inspiration and 
leadership. I hope you enjoy this issue of Vital Signs. We are always 
happy to hear from readers about your experiences in this work we 
do together.

I have now finished my two-year term as President of the Calgary 
and Area Medical Staff Society (CAMSS). I have enjoyed it more 
than I ever imagined. The role has given me opportunities to meet 
many people who have inspired, challenged and encouraged me. 
Thank you to all of you. I turn things over to the very capable hands 
of Dr. Linda Mrkonjic, an orthopedic surgeon in Calgary. She has the 
grace to allow me to serve alongside her for a year as Past President 
of CAMSS. 

I will continue to be a part of the Editorial Board of Vital Signs and I 
look forward to the changes to come. You will see some of these changes 
in the months ahead as we transition from paper-based to electronic 
format. You can also find updates and announcements on the zone 
medical staff associations’ website at http://albertazmsa.com 

REFERENCE
Sheryl Sandberg, Lean In: Women, Work, and the Will to Lead (New York: 
Alfred A. Knopf, 2013). 

– continued from page 3
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I do think delivering cost effective healthcare is important. I know the 
price of each drug I administer and the equipment I use. Whenever 
possible I choose the least costly yet effective option. I see waste 
around me in the system. I have given feedback about specific 
suggestions to decrease costs and I have not seen any change in 
response. I have been told that the system is not interested in doing 
more surgeries now because even if they can be done more cost 
effectively they will spend more money. There seems to be little 
interest in saving money if it will be spent elsewhere to help other 
patients. I believe most physicians could tell you about waste in 
our current system.

I have recently talked to colleagues in other centers that tell me 
they are unable to recruit adequate numbers of anesthesiologists. 
This simply means the people in those locations work hard, longer 
and more days. We do not say, “No, sorry I am over my 40 hours 
this week so we will not do these surgeries.” We work harder and 
perhaps get paid more for it. A 40 hour work week is unheard of for 
most physicians.

However, money is not always the reward. I remember not too long 
ago working with a surgeon on a case that was close to 20 hours and 
lasted until the next day’s operating room slate was to start. This 
surgery was a success and definitely saved a young man’s life. That 
surgeon was supposed to have 2 long cases that day after working 
all night and the day before. He happens to be on an AARP, which 
means he does not get paid any extra for any extra work. His salary 
is fixed. We had to talk him out of working that day. Even though 
he would receive no more money he was concerned that his patients 
needed surgery. 

We work 24 hours a day, 7 days a week. We put no limits on ourselves 
for hours. At 3 a.m. you often find me up on labour and delivery doing 
an emergency cesarean section with an obstetric colleague. We still 
greet that beautiful baby with joy. We know we are lucky to be able 
to provide that care.

I did 14 years of post-secondary training in order to have the privilege 
of working my dream job. But, that dream job is demanding and heart 
wrenching. Daily in the operating rooms I see cancer patients, trauma 
and other terrible things. Our patients need us. However, watching 
these horrendous things, trying to help and sometimes failing to help 
has a huge cost to our spirit. Many days I have cried for my patients 
and I have been thankful that it is not me or my family. It may well be 
one of my family members someday. Again, I am not special within 
medicine; we all experience this kind of spiritual trauma.

In fact, we do not realize how skewed our world is until we start to talk 
to someone outside of medicine about our days. People are flabbergasted 
by my hours and my world. I also tell them I have it lucky because 
I usually get the day off after working 14-24 hours through the night. 
Most physicians do not get that luxury. The non-medical person usually 
just says “That is crazy.”

I come to the reason I write this letter: to all my physician colleagues, 
thank you. I see how hard you work. I see your dedication to our patients. 
When the day comes that I or my family once again need your help; 
I know physicians will still be there working to provide amazing care. 
That is what we do.

The governing bodies do not appreciate us. It feels as if they are trying 
to tear us down in order to allow their own wage increases and excessive 
spending habits. I believe our patients do value us. 

I appreciate your hard work. Let us come together to support each other 
in this divisive environment so our patients can still benefit.

Yours truly, 
Kaylene Duttchen, MD, FRCPC
Anesthesiologist at FMC, U of C – Assistant Clinical Professor
Calgary, Alberta

ATTENTION: The Honourable Bill Morneau, P.C. M.P., 
Minister of Finance

Dear Mr. Morneau,

It’s somewhat surprising perhaps, in a news cycle dominated by 
wall-to-wall coverage of Hurricane Irma, Hurricane Harvey, and 
the non-meteorological but very real Hurricane Trump, that your 
proposed changes to the way private corporations are taxed continue 
to draw the spotlight of Canadian media. It’s surely a measure of 
the degree of consternation, anxiety, and outright anger that your 
proposals continue to generate among thousands of hard-working 
Canadians who feel sideswiped and maligned by these changes.

I read with incredulity, for example, the September 6 comments by 
Barb Shellian, president of the Canadian Nursing Association, with 
respect to doctors and taxes. Apparently, the nursing group has “studied” 
your draft proposal to change the tax rules that govern incorporated 
physicians, and broadly supports your far-reaching proposals in the 
interests of “fairness.” While “registered nurses aren’t trying to provoke 
a confrontation with doctors, income is income,” reasons Ms. Shellian.

Sadly, her remarks are emblematic of the misconceptions that many 
people, including those in your administration, hold concerning 
the “business” of being a doctor. And, should you unilaterally push 
forward your initiative to up-end the current tax framework within 
which we practice, confrontation and turmoil will certainly ensue, 
and all Canadians will be worse off for it.

It’s perhaps predictable that a “special interest group” would push back 
strongly against a new government scheme to lift more tax dollars 
from its collective pockets, and I suppose you would argue that in 
this respect doctors are no different. I would counter that, in fact, the 
conditions in which doctors operate are different — very different. 
Allow me to explain.

Since we’re talking about tax policy, let’s talk numbers and one number 
in particular: thirteen, as in thirteen years.

A typical specialist physician obtains a four-year undergraduate 
degree, followed by four years in medical school, and tops that off 
with five years pursuing specialty training in residency, for a total of 
thirteen years. The road is somewhat shorter for general practitioners, 
but often significantly longer for some specialties — neurosurgeons, 
to take one example, can spend 20 years (!) in continuous study and 
training — try pitching that to a fresh crop of bright aspiring 18-year-
old high school graduates.

– continued on page 6
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In my own case, after fourteen years in university and in training, I 
finally began practice as an emergency physician at Alberta Children’s 
Hospital in Calgary.

Fourteen years — years that my contemporaries used to develop careers, 
grow businesses, and start families; years in which they began building 
nest-eggs for their children’s education, and for their own retirements. 

I built a nest-egg of a rather different variety during those fourteen years, 
composed of an enormous yolk of debt surrounded by an expanding 
egg-white of interest.

But no matter: I had finally “made it.” I joined the stellar group of 
physicians at the local children’s hospital, and began my life as an 
independent, well-remunerated doctor. Together with my wife, also a 
debt-laden newly-minted product of fourteen years of training en-route 
to becoming an obstetrician, we started chipping away at the mountain 
of money that we owed, took out a mortgage on a home, finally bought 
a new car, and soon became proud parents.

And as we built our practices and grew our family, my outlook could 
have been fairly summed up by that line from an old Timbuk 3 song: 
“The future’s so bright I gotta wear shades.”

But then — only two years into my emergency medicine practice —  
a brain tumour blocked out the sun pretty much entirely.

All those long years in study and training left me spectacularly well-
equipped to care for my patients. Unfortunately, those same long years 
of debt accumulation and foregone income left me just as spectacularly 
ill-equipped to absorb the financial impact of being catastrophically 
knocked out of my practice.

Because unlike the majority of the registered nurses Ms. Shellian 
represents, most physicians are not salaried. Like most physicians, 
I contract my services to government as a small businessperson.

That means that — unlike nurses — I have no government-supplied 
safety net. 

When illness struck, my income went to zero — not exactly a kind 
return on my huge investment in medical education.

No paid sick leave. Nada. No-one to ride to the rescue, to say, in effect: 
“You’ve sacrificed and invested all these years as a healthy young adult, 
foregone income, incurred huge debt, striving to become a doctor in 
service to Canadian society, so let us help you.”

Nope. Nothing.

The road ahead was strewn with multiple craniotomies, radiation, 
meningitis, and too many complications to count. We had two young 
children, and my wife was forced to take long leaves of absence from 
her practice to tend both to them and to my complicated medical 
battle — leaves of absence that were completely unpaid and during 
which she still needed to cover substantial office overhead.

I was fortunate — thanks to the very same highly trained and incredibly 
skilled surgeons and doctors that your government is now painting 
as tax-dodgers, I’ve survived, so far. After two full years of struggle 
and recovery, I was able to limp back to practice on a part-time basis, 
and my wife was able to resume her practice full-time.

The effect on our finances, of course, was horrific. We were essentially 
bankrupt, and once again starting from scratch.

And my battle is not done. My health never returned to baseline, 
and my cancer has recurred repeatedly in the past two years, with 
consequent long periods of absence from practice. I’ve undergone two 
more craniotomies, and to put it bluntly, I’m running out of end zone.

And now your government proposes to tax us even more heavily, 
and to make it even more difficult to try to save for periods of illness, 
and for retirement, and for our children’s education.

I’m making the difficult decision to share my very personal story 
with you not to elicit sympathy, but rather to illustrate the enormous 
financial risk we as physicians undertake to become doctors. 

My situation is far from unique. We are physicians, but we are all too 
often patients, too. Life happens to us, too. We all have medical colleagues 
who have been struck down by illness, who have had to struggle in the 
face of no income, to stay afloat and to provide for their families after 
long years of study and training to become doctors. 

I know that you have already had an earful of feedback from upset 
medical professionals, all valid, regarding the fact that most physicians 
receive no pension, no paid vacation, no government-supplied maternity 
leave, and no paid sick leave.

I feel compelled to add my voice to that chorus; I sincerely hope you 
will read my letter.

I have the utmost respect for the challenges of your high office;  
I know that you hold your responsibilities gravely. And so I trust that 
you can begin to appreciate the scope of the damage you are about to 
inflict on Canadian health care.

Sincerely,
Jacob Edward Les, MD
Emergency Physician at Alberta Children’s Hospital
Calgary, Alberta

August 22, 2017

The Honourable Bill Morneau, Minister of Finance,  
Govt of Canada

Re: Proposed Taxation Changes to Professional 
Corporations

Dear Minister Morneau,

I feel it is important to contact you rather than just my MP. With all 
respect, I cannot understand what meaningful benefits you hope to 
achieve with the proposed changes to the taxation of professional 
corporations. However well intentioned, I would politely implore 
you to think again, or at the very least to delay.

Specifically, these changes raise could backfire in terms of: fairness; 
gender equity; efficiency; unintended costs (literal and figurative), dis-
crimination, excessive impact upon rural areas, and health care delivery.

Fairness: Until recently this process was non-inclusive, non-transparent, 
and non-consultative. These hardworking Canadians — whether doctors, 
farmers, accountants or restaurant owners — have entered honestly 
into business relationships as a key component of their business and 

– continued from page 5
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retirement. It is mean-spirited to suggest that your countrymen and 
countrywomen are trying to dodge paying a fair amount of tax. Higher 
earners are already expected to pay a much higher percentage of tax, 
and as a result already pay more than low earners. Regardless, if you 
wish to be fair then surely tax all Canadian a singular percentage rate 
and de-incentive incorporation. At the very least offer these business 
owners five to ten years to reorganize their businesses and retirement 
plans. The government will also need time to set up pensions and 
benefits for doctors (see below). The tight deadline suggests a very poor 
understanding of how small businesses work, and their importance 
to Canada and its future.

The majority of doctors (and other small business owners) are provided 
no pensions, and no benefits. Therefore, this current mechanism is 
the only way we can plan for retirement, and the ongoing health and 
well-being of ourselves and families. We also purchase equipment 
and pay GST, but cannot claim that GST. I wish to repeat, most of us 
have no external pensions nor benefits despite providing decades of 
public service. If the proposed plan really is about fairness then you 
need to contract thousands of doctors who would then also need to 
be paid malpractice insurance and benefits, sick leave, long-term 
disability, maternity and paternity leave, study leave, vacations, 
dental and supplemental medical plan, an indexed defined-benefit 
pension. I am confident that this would erase any saving. It could 
also have other unintended consequences.

The need to provide doctors with benefits raises another health-
care catch-22. Because we would become employees, rather than 
employers, we would be restricted to a standard 37.5-hour week — as 
is the case in the UK, Europe and Australia. Without preplanning, 
our restricted workweeks would massively decrease healthcare 
delivery, especially in rural areas that already have severe shortages. 
Alternatively, you would be forced to accept the huge costs associated 
with overtime pay: remember doctors work every single night, every 
weekend, every holiday. Alternatively you will be forced to double 
medical school spots in order to produce more graduates — though 
with a delay of at least a decade until those doctors graduate, and 
with the understanding that these doctors would have half the 
volume-based competence. Provinces would presumably have to 
buy up existing private offices and clinics, which could further fray 
federal-provincial relationships.

Gender Equity and the Family: Most Canadian physicians prac-
ticing family medicine are female. The same is true for obstetrics, 
psychiatry and pediatrics. These specialties are also those needed 
most by female patients and by families. Most female graduates (and 
male physicians who share domestic responsibilities) will have smaller 
practices. Accordingly, your proposals will likely disproportionately 
affect those physicians (often females) who make conscious decisions to 
optimize social contribution through work alongside raising families. 
Numbers of female practitioners are also increasing rapidly across 
all specialties. This is because all of our medical (and dental and law 
schools) now have a majority of female enrolees. Your government 
has rightly championed females, but this tax proposal will lessen their 
career flexibility. It will also expose you to charges of hypocrisy. This 
is because it will highlight the unfairness when the media compares 
doctors against politicians who have pensions, pre-defined retirement 
ages, and, in some cases, established trust funds.

Other Unintended Consequences: In other jurisdictions tax changes 
have resulted in paradoxical reductions in tax collected. For example, 
you would have created a disincentive for new graduates to establish 
offices or perform locums. Again, this will disproportionately affect 
rural, northern and aboriginal areas. There are already record burnout, 
suicide and drop-out rates in Canadian Healthcare Professionals. There 
is also increasing data on the detrimental effect this job has upon our 
health, including years of life lost. This is especially pronounced if 
we defer retirement. Regardless, all of this seems like an additional 
slap in the face to a profession that deserves to be supported by its 
government rather than vilified. 

Professionals with established practices may well pass expenses on 
to their employees or patients. This will result in modification and 
termination of employment, delayed investment and upgrades, and 
lower capacity. Most of us will not emigrate, but a significant number 
will. A significant number will also quit in disgust, and at a time 
when Canada’s population is aging rapidly. Those that stay will likely 
do so only because of professional and personal ties, and a sense of 
community obligation, but not because of any sense of solidarity. To 
have our patriotism so challenged seems especially unkind during 
Canada’s 150 year celebrations.

Finally, this policy does not recognize the difference between oppor-
tunities and outcomes. These are professionals and business owners, 
often from modest backgrounds, who have played by the rules, and 
deferred both income and opportunity. These people are amongst 
our most productive and hardest-working, and offer an example to 
others. Deliberate equalization of outcomes destroys incentives. With 
the risk of hyperbole, this initiative shows disdain for the initiative 
and hard work that built and maintains this country. 

In summary, I strongly recommend that you consider these issues. 
Canadians agree on fairness, integrity, and good healthcare. I am 
confident that your proposal will achieve the opposite. I would welcome 
a reply.

Sincerely
Peter Brindley, MD, FRCPC, FRCP-Edin, FRCP-Lond (hon)
Intensive Care Medicine and Medical Ethics
Edmonton, Alberta
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Hi All,

The Calgary Zone Delegates have just attended the semi-annual Alberta 
Medical Association (AMA) Representative Forum in Edmonton from 
September 15th to 16th. This forum is a pivotal meeting as physician 
representatives from all zones and sections come together to meet and 
discuss the important issues facing the profession. It is this body that 
provides direction to the Board of Directors of the AMA and, in turn, 
influences the direction of the profession in Alberta. We have provided 
an overview of the recent Representative Forum and its highlights. 

The meeting was opened with an introduction of the AMA board 
of directors and a blessing recognizing that the meeting took place 
on Treaty 6 ancestral land. 

Income Equity
A number of themes emerged during the Representative Forum. 
The main issue discussed at this meeting was income equity. It is 
important to recognize that there was a wide variety of opinions on 
the nature of income equity and the process in which this whole issue 
was presented. In short, your representatives have listened to as many 
of the perspectives as possible. Our sense is that a majority of you 
are in agreement with the principle of fair income distribution but 
many have issue with timelines that were overly ambitious. We have 
also heard many other concerns about the process presented thus far.

We listened to your concerns. In consultation and in the spirit of 
collaboration, the Representative Forum has decided to defer the 
decision on the implementation plan approval until the Spring 2018 
Representative Forum. However, the important analytic and consul-
tation work on income equity will continue. We will strive to ensure 
that these discussions continue to be characterized by collaboration, 
cooperation and mutual respect.

As way of background, it is primarily the Alberta Medical Association 
Compensation Committee doing the income equity work. This committee 
seeks to identify, quantify, analyze and validate the income data from all 
sections. With this data, a tool has been devised called ANDI (adjusted net 
daily income) to allow income comparisons among sections. The details, 
which we encourage you to read, are presented on the AMA website:  
https://www.albertadoctors.org/leaders-partners/income-equity. 

Work on income equity will require a detailed study of hours work and 
overhead. The planned overhead study is a joint study with Alberta 
Health. The work individuals do, and the overhead involved, varies 
tremendously even within sections. Some members may work on 
hospital sites and part of their ‘overhead’ maybe based on unpaid 
service provided rather than money. Your zone and/or section rep 
is unlikely to be aware of everyone’s circumstance,so be sure you 
participate by sharing ideas with your zone and/or section reps. 

Deloitte is the third party that has been contracted to carry out this 
work. The specific details of this overall process are continuing to 
evolve, and will be provided to as they become available.

System Integration
An equally important issue that arose was the issue of system integra-
tion. While we have some of the world’s finest health practitioners in 
the world, our health care system still remains fragmented. A series 
of presentations from that of the Auditor General to one by Dr. Brad 
Bahler, a Sylvan Lake family physician, illustrated that an integrated 
system could improve health outcomes for our patients and should 
lower costs. Movement of primary care towards a medical home model, 
coupled with the recent approval of PCN Governance Framework, are 
seen as important foundational work towards this integrated system. 
The recent selection of the Epic Clinical Information System (CIS) will 
hopefully add to this vision of integration. However, an abundance 
of work is needed in this area. 

Our forum invited Sarah Hoffman, Minister of Health and Deputy 
Premier, to speak and she provided her overview of the health system. 

An update on negotiations was provided as the Master Agreement is 
set to expire on March 31, 2018. The negotiations team along with a 
chief negotiator who has deep experience in health care/public sector 
negotiations delivered this update.

In addition to this work described, the Representative Forum is a 
setting in which the Annual General Meeting of the AMA occurs and 
where important elected positions that are vital to the functioning of 
this body are filled. 

Another important component to the forum is purposely-scheduled 
time for members of the forum to bring resolutions forward for votes. 
Topics range from including medical cannabis authorization to be 
included on Netcare/PIN, to developing a mechanism for the AMA to 
interact with EMR vendors, to various resolutions on income equity. 
Resolutions are an important avenue in which specific issues can be 
raised with the leadership of the AMA. 

The recent Representative Forum was an exemplary display of physician 
collaboration and cooperation. While many of us disagree on specific 
issues, we remain united in our care of Albertans. We all remain 
committed to our patients and take the role of healthcare system 
stewardship seriously. We encourage you, the reader, to liaise with 
your zone representative if there is an important issue that should be 
brought forward to the Alberta Medical Association. 

Thank you.
Your Calgary Zone RF Delegates

News From Calgary Zone Delegates
Highlights from the September 2017 Representative Forum



I started my General 
Surgery residency in 

1981 in Edmonton with nine others. We were 
eight Canadians and two Saudi’s, seven men 
and three women. The other two women and 
I were the first women ever in the General 
Surgical residency program in Edmonton. I 
believe I was mentored with no gender bias 
at all. As I progressed through my residency, 
I didn’t immediately come to wanting Pedi-
atric Surgery. When I was in my early years 
of residency, I thought I couldn’t face another 
two years of fellowship training beyond the 
five for General Surgery. Only in my fifth and 
final year of residency did I decide that Pedi-
atric Surgery was where my interest lay. I had 
some very good advice from Stuart Hamilton 
who was 4 years ahead of me in the general 
surgery program in Edmonton and by the 
time I was in my chief year had come back on 
staff as a surgical intensivist. His advice was 
to concentrate on two things in my career if  
I wanted to do them well. He said that I could 
be a surgeon and either a teacher, a researcher 
or an administrator but I shouldn’t try to be 
all or something gets shortchanged.

Pediatric Surgery fellowship positions were 
and still are a very competitive field. The 
applicant to position ratio was about 10 to 1 
in Canada back then and even higher in the 
U.S. The fellowship was a North American 
wide match long before we had CARMS 
and by the late 1980’s a Canadian had never 
matched to an American program. Essentially 

there were Americans and Canadians trying 
for 4 spots in Canada. I ended up training 
in Australia where Sydney alone had more 
fellowship positions than in all of Canada. The 
stipulation was that in order to get a medical 
trainee license I signed a form restricting me 
from ever returning to work in Australia as a 
surgeon. It was a one way license deal.

Australia in the late 80’s and early 90’s was a 
very chauvinistic society. However the pedi-
atric surgeons that trained and mentored 
me had no such bias. I was encouraged and 
supported and never felt that my gender or 
citizenship mattered. The department head 
was a wonderful kind man: Mr. Martin Glas-
son (surgeons are “Misters” in Australia as in 
Britain and female surgeons are “Ms”). One 
always has doubts towards the end of training 
that you have seen enough, done enough, 
are good enough to be out on your own but 
Martin Glasson quietly reassured me that I 
was okay, I was ready.

I was fortunate to get a position in Calgary 
upon my return from Australia. I think I 
have Dr. Gordy Lees and Dr. Geoff Seagram 
to thank for that as I was a relative unknown 
to Canadian Pediatric surgeons, a small group 
of about 50. Geoff Seagram showed me what 
huge hands could do in tiny body cavities. 
Gordy Lees showed me an incredible work 
ethic fueled by coffee and cigarettes. (You could 
smoke in the Doctor’s Lounge back then!)

Now that I have been at Alberta Children’s 
Hospital for 25 years, I have seen the Calgary 
General Surgery residency program expand 
from three positions to seven per year and 
back to five. I have participated in, but can 
take no credit for, in the development and 
accreditation of our own Pediatric Surgical fel-
lowship program. I have lost count of the med-
ical students, general surgery residents and 
pediatric residents that have come through 
our service over those 25 years. Of course, I 
remember all the fellows. I hope I have shown 
them a passion for what I do, how incredible 
an honour it is to work with children and their 
families, whether to cure them or ameliorate 
their symptoms in whatever way we can. I 
hope I mentor by example and giving my 
best to my work. Perhaps I haven’t shown 
them the best work-life balance example but 
I do have three beautiful daughters to show 
for my “life balance.”

Robin Eccles, MD FRACS FRCS(C)
Pediatric Surgeon, Alberta Children’s Hospital

One always has doubts towards 
the end of training that you have 

seen enough, done enough,  
are good enough to be out on 
your own but Martin Glasson 

quietly reassured me that  
I was okay, I was ready.
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Mentorship in Pediatric Surgery
Dr. Robin Eccles

Dr. Robin Eccles
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I am often asked by friends, constituents 
and my patients how the transition from 
physician to politician is going and whether 
there are any similarities between the two 
activities. There are many differences, of 

course, including the broad areas of interest of an MLA as opposed 
to the focus of a physician on health issues, the need to follow a 
party line and to be subject to an erratic social schedule. However, 
in many ways, the similarities are striking. As an MLA, constituents 
bring their most pressing issues to me and expect that I will be able 
to help them. Just as in medical practice, many of the problems are 
overwhelming and I am only able to make a significant difference 
for some of them. Nevertheless, contributions to the welfare of a 
patient or a constituent that are short of a “cure” are rewarding to 
me. Social determinants of health, human rights, patient autonomy, 
listening skills, research skills, record keeping and staff management 
are among many topics necessary to a medical career that are used 
in day-to-day work as an MLA.

On May 5, 2015, I was elected MLA for Edmonton Whitemud, one 
of fewer than a thousand Albertans ever to be an MLA. I had been 
involved in medical politics from my student and resident times and 
have served for several years as a Representative Forum delegate. 
Involvement in medical administration, education and clinical 
research were also good preparation for the work of a legislator. 

While I am the only practicing physician currently in Alberta’s 
legislature, there are many MLA colleagues who are health care 
professionals, including Dr. David Swann (a retired Public Health 
Officer), a veterinarian, several nurses, first responders, psychologists 
and social workers. 

During this term, many medical issues have been discussed  
and legislation has been enacted on, including:

• Mental health and addiction issues;
• Medical assistance in dying;
• Vaccination policies;
• Volunteer blood donation;
• Expansion of midwifery and Advanced Practice Nursing;
• Access to reproductive health services;
• Smoking regulation.

Even ostensible “non-medical” issues have health related impacts:
• Climate Leadership Plan;
• PDD Safety Review; 
• Senior Home Adaptation and Renovation Program;
• Road Safety.

One of the greatest challenges for me as a physician who is also an MLA 
is that I can only do a very limited practice and I have had to curtail 
my involvement in medical education and in clinical research. What 
has not been curtailed is my continuing medical education. I try to 
keep up to date as a hematologist and there is a reasonable amount of 
crossover to the interests of an MLA in journals like the New England 
Journal of Medicine, apps such as Choosing Wisely Canada, rounds 
in Medicine or Oncology and in CME programs such as Updates in 
Internal Medicine. Being an MLA has made me a better communicator, 
advocate and collaborator, fulfilling many of the CANMEDS criteria 
of an effective physician.

Who were the mentors/role models that 
influenced and shaped my interests in 
involvement in medical and electoral politics?

1. My parents. I grew up on a farm in rural Manitoba where 
opportunities for enrichment were few. However, my mother 

was a teacher who encouraged and supported my academic interests 
from early childhood. She had significant health issues, and perhaps 
because of that, instilled in me admiration for medical advances such 
as penicillin, polio vaccinations and Rh Disease prevention. My father 
was a farmer who used evidence-based practices in grain growing 
and animal husbandry. He valued cooperatives such as the Canadian 
Wheat Board and was active in his community as a volunteer. He was 
also a local organizer for Grant MacEwan when the future Lieutenant 
Governor of Alberta ran for Parliament in Manitoba in 1951.

2. Tommy Douglas. The CCF government of Saskatchewan 
(1944) was the first democratic socialist government in North 

America. Costs of hospitalization were covered and this relieved the fear 
of bankruptcy by unexpected medical events. Coverage of physician 
services was introduced in 1962 by Canada. I have been a supporter 
of universal, single-payer, health insurance ever since and feel it is a 
defining characteristic of the Canadian cultural and social makeup.

Transitioning  
from Physician  

to Politician
Dr. Bob Turner

Dr. Bob Turner
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HealthyParentsHealthyChildren.ca

Free resources to give to expectant 
families and families of young 

children. 

HEALTHY PARENTS
HEALTHY CHILDREN

COME WITH A MANUAL
BECAUSE THEY DON’T

To order:
https://dol.datacm.com

Username: healthypublic
Password: healthy2013

In 1970, while I was a medical student at McGill, the October Crisis was 
met with the imposition of the War Measures Act by Pierre Trudeau. 
Tommy Douglas was the only political leader to speak against these 
extreme measures that resulted in imprisonment of over 300 people 
without charge.

3. Drs. Neil MacDonald and Alex McPherson. Neil  
MacDonald was the first Medical Director of the Alberta Cancer 

Board. He recruited me to the Cross Cancer Institute (CCI), where a 
comprehensive, multi-disciplinary, evidence-based cancer program 
existed and continues to the current time. Dr. MacDonald had developed 
one of the first outpatient chemotherapy programs and went on to be 
a leader in the development of palliative care programs in Edmonton 
and elsewhere. Dr. McPherson was the Director of Medicine at the CCI 
when I came. He instilled in me a sense of responsibility to my patients, 
including the need to continually look for improvement through research, 
and for ongoing quality improvement in clinical care and medical 
administration. Subsequently he became Deputy Minister of Health 
and was an author of the Rainbow Report on Healthcare in Alberta. 

4. Dr. Anne Fanning and Dr. Brian Sproule. Drs. Fanning 
and Sproule are my medical heroes. I had the honour of 

working extensively with them over many years. Both were awarded 
an Order of Canada. Dr. Sproule placed his own welfare at risk to care 
for iron lung patients during the polio epidemic of the early fifties. 
He went on to introduce advanced respiratory support facilities and 
the sub-specialty of Respiratory Medicine to Alberta.

Dr. Fanning had to “battle” with government cutbacks to the world 
class TB treatment and prevention program of Alberta in the ‘90s. 
The program has prevailed and Dr. Fanning has made contribution 
to the World Health Organization and to the training of students in 
International Health. In 2014, she received the Canadian Medical 
Association’s most prestigious prize, the Frederick Newton Gisborne 
Starr award.

Dr. Bob Turner 
Has practiced as a hematologist-oncologist in Edmonton for forty years.  
He is currently an NDP MLA representing Edmonton-Whitemud.

One of the greatest challenges for me as a physician who is also an MLA is that I can only do a very limited 
practice and I have had to curtail my involvement in medical education and in clinical research. 



The landscape of medical education and assessment is changing: two Royal College residency programs 
transitioned this year to “competency based medical education” (CBME) to be followed by many more 

over the next few years. This follows in the footsteps of Family Medicine which introduced the “Triple C” curriculum in 
2011.1 CBME drives more frequent observations and assessments of learners using multiple sources and activities, with 
a focus on outcomes and not simply the length of time to complete.
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We all have skin in the game here. As Hip-
pocrates noted, physicians are educators, 
even though we may not always see ourselves 
as such. And as the observers, mentors and 
supervisors of learners, when something 
doesn’t seem right, we need to trust our 
instincts and identify that we have a concern. 
Too many learners in the past have fallen 
through the cracks and in this we fail them; 
they struggle and end up on high stress pro-
bationary programs, when early intervention 
may have averted this. Some are dismissed.

So how do we identify, at an early stage, some-
one who is struggling in order to provide 
that personalized intervention and redirec-
tion? There are many potential sources of 
information. As physicians, we are trained 
in pattern recognition but without the pat-
tern it is difficult to diagnose. This is why the 
multiple small points of contact and feedback, 
even if something seems trivial, become of 
high relevance. A Program Director with 
multisource feedback can start to see the 
patterns before they become troublesome. 
Electronically, we will soon have access to 
“dashboards” which track the progress of 
learners over time and can help identify when 
someone is off schedule. But these still do not 

have all the pieces, particularly for some of 
the interpersonal interactions which can be 
so informative.

This all sounds rather like Big Brother — but 
what this really is about is a focus on the 
importance of two closely interlinked situ-
ations: patient and resident safety. Without 
one, you do not have the other. Once these are 
assured, then the challenge, when a concern is 
raised, is to sort through what is contributing 
to the difficulty. Is it knowledge, skills, atti-
tude, personal issues or a combination? And it 
is not always the learner. There may be system 
issues or supervisory issues or peer issues and 
more. A very helpful template describing an 
approach to assessing difficult learning situa-
tions was developed at McMaster University 
and is referenced below2.

Another critical component is timely and 
relevant documentation. The days of simple 
check boxes for assessment are past3. And 
this is a good thing because what is needed 
in their place is meaningful first hand obser-
vation and feedback. Why change, I hear you 
ask? Because the current approach does not 
consistently work when it needs to, espe-
cially in the many disparate situations where 
someone is struggling to meet standards. 

Additionally, the time is rapidly approaching 
when we are going to be held accountable for 
why we do things the way we do and how 
we confirm that graduates from our medical 
education programs have the skills we expect. 
Questions are on the way regarding how long 
training needs to be and how we know when 
someone is ready to enter independent prac-
tice — so we must be able to validate what we 
do. The public, our funders and our patients 
want to know.

Skill development is an area we are all familiar 
with and for us in our roles as supervisors of 
learners, learning to provide that meaningful 
feedback is something we need assistance 
with. 

When working with learners, we should be 
aware of the resources available to assist when 
challenges arise and “who are you gonna 
call?” (not Ghostbusters unfortunately!). There 
are many individuals and organizations who 
can help from the Program to the Under and 
Postgraduate Medical Education Offices to 
the Physician and Family Support Program 
to the Provincial Association of Resident 
Doctors of Alberta and others. The import-
ant piece is to talk to someone about your 
concerns and document them. 

Something’s Not Quite Right:  
Early Identification of a Learner in Difficulty
Dr. Maureen Topps

Dr. Maureen Topps
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Our Program Directors, supported by Res-
idency Program Committees, have a very 
important role in collecting and validating 
the information they receive. They have to 
be mindful of the time limits which policy 
requirements and accreditation standards 
mandate. This is where you come in. Those 
pesky reminders that you have a task to 
complete, or the requests from learners for 
a daily feedback note, or to fill in one more 
assessment are critical and are part of our 
accountability to our profession to train the 
next generation of physicians. When we interact 

with learners we are educators, supervisors, 
mentors, leaders and role models. No-one 
can do this for us. We are the experts and 
the clinical judgements we make around how 
we assess learners are valid and reliable. So 
embrace that concept and listen to the inner 
voice when it tells you that “something is not 
quite right…”, then take action — please!

Maureen Topps,  
MB ChB, B Med, Biol, CCFP, FCFP, MBA
Senior Associate Dean Education 
Cumming School of Medicine
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MEDICAL MISSION

Call for Volunteers
In the April 2017 issue of Vital Signs, I expressed my intention to go on a fact-finding mission to North 
Eastern Nigeria. This is with the view to subsequently going out on medical missions to help provide aid 
and care for the internally displaced persons (IDP) who are victims of the terrorist sect Boko Haram.

In May of this year, I spent a week in Nigeria and during that visit, I was opportuned to interact with some 
of the IDP’s, meet with nongovernmental organizations providing care for them and hold discussions 
with officials of the Nigerian Emergency Management Agency (NEMA) and political office holders.

As can be imagined the needs are immense and it could be challenging deciding where to start. My passion has all along been to 
provide trauma therapy as this is clearly something that is lacking. There is ample evidence about the incidence of posttraumatic 
stress disorder — PTSD — in situations of violence, North Eastern and Central Nigeria are not exceptions. 

In order to be able to provide this complex and often demanding therapy, deliberate and careful planning has to be made to up skill 
local manpower resources through training and mentoring.

These will take time and we have already started the process of putting things in place and building alliances with relevant professionals. 
While this is going on, it is imperative that the physical and material needs of these communities are addressed. It is in the light of this 
that I call for volunteers to join me this winter to go on a medical mission for a two-week period

The team which will consist of physicians and allied healthcare professionals will provide ambulant and surgical care. Part of the mission 
will also be to provide training to local personnel so they can continue doing this work and reach a larger population. Another aspect will 
be to provide backup support and mentoring to these personnel and to also engage them in continuous professional development (CPD).

We are enlisting the support of Alberta 
charities to raise funds and collect relief 
materials. We plan to visit for a two-
week period between November 2017 
and February 2018 depending on how 
quickly we can get the logistics in place.

Interested individuals and parties  
could contact me by email:  
emmagye@gmail.com 

Emmanuel Gye,  
MD, PGDip, CCFP
Calgary Suburban RF Delegate 
Airdrie, AlbertaWith some of the workers and Teenagers at the House of Recab IDP shelter.

Dr. Emmanual Gye
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The Canadian Anesthesiologists’ Society 
(CAS) has approximately 2,000 active mem-
bers. It owns one of the leading anesthesia 
journals in the world, the Canadian Journal 
of Anesthesia (CJA), which is operated with 
complete editorial independence, and which 
has recently also become the official journal 
of the Canadian Critical Care Society. Each 
January the CJA publishes an updated version 
of Guidelines to the Practice of Anesthesia 
which is one of its most downloaded arti-
cles. The first version of these Guidelines was 
approved in 1975, and were the first guidelines 
produced by any anesthesia society. CAS has a 
major affiliation with two independent foun-
dations, the Canadian Anesthesia Research 
Foundation (CARF) and the Canadian Anes-
thesiologists’ Society International Education 
Foundation (CAS IEF). The CAS is run by 
a Board of Directors having representation 
from all provinces, as well as from Canadian 
academic anesthesia and from anesthesia 
residents. Guest representation to the Board 
is also from CJA, CARF, CAS IEF, and the 
Royal College of Physicians and Surgeons of 
Canada. The organizational structure of CAS 
includes approximately two dozen sections 
and committees with specific interests and 
mandates. The Canadian Anesthesiologists’ 

Society Annual Meeting is the largest scien-
tific and educational anesthesia meeting in 
the country, and it additionally highlights an 
Awards Ceremony at which excellence in 
Canadian Anesthesia is recognized. 

I mention all of the above for the purpose of 
illustration that the CAS, no doubt like many 
national medical societies, is a complex organi-
zation with many “moving parts”. As president, 
it seems that my principal function is to act as 
a conduit through which information concern-
ing all aspects of the organization’s activities are 
channeled. In that process, it may be my role 
to approve, authorize, appoint, compliment, 
critique, cajole, debate, delegate, encourage, 
review, respond, recruit, modify, or squelch as 
appropriate to the situation. Issues or problems 
will frequently arrive at my inbox which cannot 
be delegated, and it is then that the position 
can become particularly time-consuming and 
potentially stress-inducing. Communication is 
an important expectation and challenge, with 
a constant stream of e-mails to respond to, 
reports and newsletter messages to compose, 
but also the undeniable honour of making 
personal appearances at provincial, regional, 
national, and occasionally international 
meetings. These privileges have led to many 

memorable encounters and acquaintances 
with distinguished international colleagues. 
(see photo). Beyond maintaining existing orga-
nizational core businesses and responding to 
unexpected developments, there can also be 
a self-imposed or external expectation that a 
new vision will be acted upon, or a shiny new 
project undertaken. It takes a very talented cap-
tain and crew to “bail the boat” and “stamp out 
fires” while simultaneously charting a course 
in a new and unfamiliar direction!

Leadership in medicine encompasses a broad 
spectrum of pursuits, including, but not 
restricted to, education, quality and safety, 
professional regulation, professional wellness, 
stewardship of limited societal resources, 
advancement of professional organizations, 
medical politics, and advocacy for patients, 
public health, or global health. Mentorship 
and leadership are integral to the concept of 
“Professional Citizenship” which has been 
championed by practitioners in a number 
of disciplines. In the world of anesthesiol-
ogy, Dr. Jeff Plagenhoef, President of the 
American Society of Anesthesiologists (who 
appears in the accompanying photo of five 
international presidents of anesthesiology), 
is a current notable example. Dr. Plagenhoef 
defines professional citizenship, at its core, 
as “the acceptance of personal responsibility 
for the current state and the future state of 
our profession”. As he further opines, (and 
I paraphrase), it is being a team player and 
pulling your fair share of the load. It is lead-
ing by example — in EVERYTHING — and 
standing up for and doing what is right! It is 
not just taking — but rather giving back at 
all levels. It is supporting the mission of the 
profession of medicine with your time, energy 
and money (and of these, money is the easiest 
contribution). The future truly depends upon 
a transformation from within. Furthermore, 
Dr. Plagenhoef believes that solid professional 
citizenship can readily be taught through 
effective leadership and mentorship.

Left to right, Dr. Jeff Plagenhoef, President, American Society of Anesthesiologists, Dr. David Scott, President, Australian 
Society of Anaesthetists, Dr. Douglas DuVal, President, Canadian Anesthesiologists’ Society, Dr. David Kibblewhite, President, 
New Zealand Society of Anaesthetists, and Dr. Paul Clyburn, President, Association of Anaesthetists of Great Britain and Ireland

Professional Citizenship
Dr. Douglas DuVal

I am pleased to respond to an invitation to contribute an article for this special issue of Vital Signs, themed “mentorship 
and leadership.” I was specifically requested to reflect on my experience as President of my national specialty society, the 
Canadian Anesthesiologists’ Society.
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Accepting personal responsibility for the cur-
rent state and the future state of our profes-
sion starts simply by joining the professional 
organizations which inspire us and enable us 
to provide better care for our patients. These 
organizations draw their strength from their 
membership- more members permit them to 
provide services of greater range and better 
quality. Professional organizations are a vehicle 
for individual members to then express their 
particular passions by serving on commit-
tees or special interest groups. The impact 
of individual effort is leveraged through the 
authority of the organization, such that indi-
viduals working within the organization can 
accomplish far more than they could alone.

For approximately 35 years, the Canadian 
Medical Association (CMA) has, to its great 
credit, carried the flag of physician leader-
ship training in this country, with an evolving 
offering of extremely high-quality leadership 
courses. The CMA company Joule, in a joint 
venture with the Canadian Society of Physician 
Leaders (CPSL), has developed the Canadian 
Certified Physician Executive (CCPE) cre-
dential, to which highly motivated physician 
leaders may aspire. CMA’s activity in this 
area obviously predates, but is nevertheless 
an important counter, to Dr. Plagenhoef ’s 
concern that decisions are being made by 

non-physicians to re-engineer the future land-
scape of health care. While recognizing and 
commending the important work of CMA in 
this area, can we and should we do more in the 
interests of education in physician leadership 
and mentoring, beginning in the formative 
years of our profession?

Individuals who are newly admitted to medi-
cal schools are increasingly impressive, if not 
astonishing, in their academic qualifications 
and their demonstrated social commitment. 
They are educated under curricula which 
are constantly scrutinized, often adjusted, 
and occasionally revamped in a substantial 
fashion. The curricula are full, and constantly 
challenged by competing priorities. Hav-
ing acknowledged that, I confess that I am 
unaware, but curious, as to whether mentor-
ship, leadership, or professional citizenship 
are addressed in medical undergraduate 
education.

Some may feel that education in “mentorship 
and leadership” belongs not, or not only, within 
the undergraduate medical curriculum, but 
also, or alternatively, in the Family Medicine 
and specialty training programs. In my capac-
ity of CAS President, I have recently sent a 
message to the Chair of the Anesthesiology 
Specialty Committee of the Royal College of 

Physicians and Surgeons of Canada, urging the 
incorporation of “professional citizenship” as 
content within the National Curriculum for 
Anesthesiology.

I was honored to receive the Alberta Medical 
Association Member Emeritus Award in 
2015. In the requested “Reflections on Service” 
message, I noted that an investment of time 
and effort in service to professional associa-
tions can be immensely satisfying, not only 
for the expectation of benefit it may bring to 
patients, the public and the profession, but 
also in the opportunity to better know and 
appreciate our colleagues. My experience with 
the Canadian Anesthesiologists’ Society has 
reinforced that view. I am humbled by all of 
the good work being done by so very many 
talented and outstanding anesthesiologists 
across the country in education, research, 
clinical practice, global outreach, advocacy, 
and organizational affairs. I strongly encourage 
all physicians to become involved in their pro-
fessional organizations, and also to personally 
embrace and widely propagate the concept of 
“Professional Citizenship.”

Douglas DuVal, MD, FRCPC
Department of Anesthesiology at  
the Royal Alexandra Hospital
Edmonton, Alberta

Dr. Michael Giuffre Receives  
Royal College 2017 Mentor of the Year, Region 1
Congratulations to Michael Giuffre on his award as the Royal College of Physicians and Surgeons Mentor of the Year. Dr. Giuffre 
holds a B.Sc. in cellular and microbial biology, an MD and an MBA. He is Royal College certified in Pediatrics, Pediatric Cardiology 
and has completed a fellowship in Pediatric Electrophysiology. He is a past President of the Calgary and Area Physicians Association 
(CAPA) and past president of the Alberta Medical Association. He currently serves as a Canadian Medical Association board member. 
He has also served prior as a board member for UNICEF Canada and is currently on the board of directors for three biotechnical 
companies. He is currently the chair of the Council of Zonal Medical leaders for Alberta.
Dr. Giuffre received a Certified and Registered Appointment by the American Academy of Cardiology, “Distinguished Fellow of the 
American Academy of Cardiology”. He maintains a portfolio of clinical practice, cardiovascular research, and university teaching. 
He maintains on-going involvement in both the healthcare and biotechnology business sectors, and participates actively in 
mentorship roles throughout his various duties.
Nominators comments include:

“ Dr. Giuffre leads and mentors in such a way that encourages others to speak, does not seek the limelight and provides genuine,  
sincere encouragement. He is truly passionate about he does and he approaches people and problems with positivity and energy.”

“Dr. Giuffre’s advocacy and compassion have spread across borders and beyond healthcare through extensive volunteer work.”
“ Dr. Giuffre is an incredible leader, one who truly understands how to create a safe environment where open dialogues and creative  
problem-solving can thrive.”

“Dr. Giuffre is everything we should expect from our leaders, teachers and role models.”

We are pleased to recognize Dr. Giuffre’s outstanding work.

Dr. Michael Giuffre



Years ago, Mrs. Bartlett, my third grade teacher, put a moratorium 
on the word nice in her classroom.

“It’s a feel-good, hollow word that’s easy to swallow and hard to contest 
 — and probably something we wouldn’t want to contest anyway,” she said.

Mrs. Bartlett and George Orwell would agree.

In his essay Politics and the English Language, Orwell wrote that 
meaningless words “do not point to any discoverable object, but are 
hardly even expected to do so by the reader.”

Mrs. Bartlett’s lesson that day was the importance of clear and 
precise language to say what we mean and to take responsibility 
for the words we use.

Thirty-five years later, I would like to apply the same moratorium 
on the word leadership — at least until we are willing to say what we 
mean by leadership, and take responsibility for doing so.

At a point in history in which U.S. President Donald Trump’s lead-
ership abilities are being questioned on an almost daily basis, maybe 
it’s just as Orwell once said: there can be benefits to meaningless 
language, in politics but particularly in business circles.

“Joan is a true leader.”
“John led the change initiative.”
“We’re leaders in public accounting.”
“The senior leadership team has decided…”

Means Nothing
Unfortunately, the word leadership in the business world has become 
a pliable form of praise that can stand for everything and nothing 
all at the same time. And perhaps this haziness, as Orwell suggests, 
is powerful.

For some reason, leadership in business circles has reduced managing 
to something more formulaic and generally less worthy, although 
it certainly sounds better. Who would want to be called a manager 
when you can be called a leader?

“Joan is a true manager,” after all, lacks the same sparkle.

According to researchers Mats Alvesson and Stefan Sveningsson, attach-
ing leadership caché to everyday behaviours like acknowledging others, 
listening well and generally just chatting “extraordinarizes the mun-
dane.” When active listening happens in the pub, for example, we call it 
friendship; when done by our executives or even commanders-in-chief, 
we call it leadership.

Automatically granting leadership status to job titles may highlight 
a manager’s authority over others and his or her profile within an 
organization, but it also reflects how unquestioning we are about 
what leadership is.

Why is it so difficult to define leadership — and perhaps also desirable 
for businesses to disguise what they mean by it?

How to Define ‘Real’ Leadership?
As a leadership scholar I contend, first, that we confuse interpersonal 
influence — at the core of any theory of leadership — with what we 
believe its outcomes are.

Defining leadership in terms of the innovation it produces, the profit-
ability it claims to yield or how it ignites progress muddies the waters 
between cause and effect.

And when we believe we’ve determined the effect, who cares about 
the cause? But with this type of thinking, what a leader is or does 
is almost beside the point.

In fact, it’s well-documented that we overestimate how much influence 
a particular person’s behaviours have on successful and unsuccessful 
outcomes.

This is known as the romance of leadership: for example, our assertion 
that a CEO leads her company to record earnings disregards the social 
influence and decisions of thousands of other people, along with a host 
of salient industry or market factors and just plain old good timing.

Romanticizing the effects of leadership gives us a way of, as Jeffrey 
Pfeffer writes in his book Leadership BS, assigning an apparently 
clear cause to a clear effect.

Failure Isn’t So Compelling
In addition, we like the dependent variable: we feast on stories of 
apparent leadership success and starve ourselves of stories about failures 
associated with the same type of leadership. A detailed recounting of 
how someone failed to overcome his or her difficult upbringing or 
experienced serial insolvencies isn’t exactly the stuff of best-selling 
leadership books.
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IN THE TRUMP AGE,

is the Word  
‘Leadership’ 
Meaningless

Nick Turner

– continued on page 18



VITAL SIGNS September 2017

17

BREAST MRI
A LEADINGEDGE TOOL FOR 
BREAST CANCER SCREENING & 
DIAGNOSIS 

BREASTMRI.CANADADIAGNOSTICS.CA

WHY HAVE A BREAST MRI?

Supplemental screening for individuals at 
high risk for breast cancer

Further evaluation of hard-to-assess abnormalities
seen on mammography or ultrasound

Determining the extent of cancer after 
new diagnosis of breast cancer Follow-up after breast cancer treatment

Evaluating breast implants

BOOK NOW 403.212.5855 
1.877.420.4232 BOOK NOW 403.212.5855 
1.877.420.4232 

Breast MRI scans are provided on a per fee basis 
and are not covered by Alberta Health Care



RENEW 
YOUR ZMSA 
MEMBERSHIP!
It’s that time of year again… time to 
renew your ZMSA membership!

The ZMSA is your vehicle for direct participation 
in the planning and delivery of healthcare in 
Alberta. Membership provides you with many 
opportunities:
Get accurate information as ZMSA executive are in 
direct contact with AHS and AMA on a regular basis

• Learn about emerging issues;
• Provide direct input and feedback on 

healthcare issues;
• Build professional relationships outside  

your own circle of influence;
• Dialogue about and examine healthcare 

issues in frank and constructive ways;
• Participate in educational and engaging 

training workshops;
• Receive a subscription to Vital Signs.

The ZMSA annual membership process is conducted 
through the AMA. By now you will have received an 
email from AMA Membership Services providing 
you with a link to complete your renewal. If there is 
no email address on file for you, the membership 
form is sent by mail. If you wish to switch to online 
renewal please contact the ZMSA Admin Office at 
zmsaadmin@albertadoctors.org to provide your 
email address.
Your zone membership options will default to what 
you selected last year, if applicable. You can make 
changes as you wish.

Have questions? Please feel free to contact the 
ZMSA office at zmsaadmin@albertadoctors.org. 
You can also find step-by-step instructions with screen 
shots on our website: www.albertazmsa.com

Second, many studies show a robust correlation between interpersonal 
influence characterized as “good leadership” and positive outcomes 
for followers.

But our research methods may not allow us to paint a complete picture.

Just like everyone else, we leadership researchers have not explored 
causality with the same fervour as we have correlations.

We study executives in organizations as our “leaders;” we under-specify 
our scientific models by assuming these “leaders” are the major source 
of influence, and rarely include any substitutes for leadership or other 
possible forces as comparisons to test our hunches fairly.

And the way we teach leadership may be no better.

We often build leadership courses around vague (“leadership culture”) 
and outcome-driven (“high-performance leadership”) language, and we 
rarely measure prior levels of what we mean by leadership before we 
begin the course to know if there has been any behavioural change.

We largely hope for the best, capitalize on successful cases in market-
ing our leadership development programs and attribute those same 
cases of success to leaders exhibiting leadership — and conveniently 
forget about the non-success stories.

Amid this alchemy, U.S. management scholar Bruce Avolio and col-
leagues have actually shown there’s a decent return on investment to be 
had from well-designed and well-measured leadership skills training.

Confusing Leaders with Leadership
And yet it’s often in our best interests not to embrace such measurement.

Keeping the notion of leadership ambiguous but positively loaded means 
that we can use it however we like. We can simultaneously attribute 
positive outcomes to Joan’s leadership without being sure she actually 
influenced anything, and also attribute a lack of success to a failure 
in Joan’s leadership when it’s convenient.

Third, we focus on “the leader” — and often forget that social influence, 
by definition, involves at the very least two people.

Much leadership development focuses on personal insight (e.g., “what is 
my leadership style?”), rather than sorting through the many situations 
or conditions under which particular leadership behaviours might 
thrive. We’re fixed on leadership as a person rather than leadership 
as a process.

In fact, leadership researchers Robert Lord and Karen Maher defined  
leadership as the process of being perceived by others as a leader  
— something Trump himself seems to be grappling with.

Their definition highlights the futility of claiming to be a leader in 
the absence of others granting you that status, and the importance 
of understanding how we influence one another.

It’s also sufficiently vague enough about what that process actually 
entails, and how to achieve it, that the label of leader and the meaning 
of leadership remains, surely much to Mrs. Bartlett’s chagrin, conve-
niently nice and murky.

Nick Turner
Professor of Organizational Behaviour and Distinguished Chair  
in Leadership, University of Calgary
Originally printed in The Conversation, https://theconversation.com/ca  
August 24, 2017

– continued from page 16
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Dr. Ken Alanen has a secure, teledermatology service that ensures rapid turnaround time for you 

and your patients.  This is ideal for urgent consults – particularly for patients with rashes. 

The benefits of this telemedicine service include:

• Security; this has been endorsed by the Office of 

The Privacy Commissioner.

• Rapid turnaround time (ordinarily within 24 – 48 

hours) for most cases. 

• Precise diagnoses and treatment plans readily 

formulated; significant symptomatic relief for 

problematic rashes in a fraction of the time typically 

associated with a traditional “bricks and mortar” 

office visit.

• Ability for AHW billing from the referring office 

(03.01R).

• Significant clinical experience – this has been 

operational for almost ten years with thousands 

of patients served.

• Reports arrive instantly via secure fax service 

and can be viewed online.

Please visit :

www. t e l e dermat o logy. ca
and see the “How it works page”. We welcome 

any feedback and look forward to serving your 

patients.

  

 242, 4411 16 Avenue NW. Calgary, AB. T3B-0M3 | (phone) 1-403-457-1900 | (fax) 1-403-457-1904 | info@derm.ca

TELEDERMATOLOGY.ca 
is ideal for urgent consults – particularly 
for patients with rashes.



As a Sports Medi-
cine and Arthros-
copy Fellowship 
trained Orthopedic 
Surgeon, I have the 
privilege of looking 
after some high level 
athletes and very fit 

patients. I strongly believe patients are more 
likely to follow simple but critical advice such 
as exercising regularly and eating well if they 
can see some evidence that their care provider 
is following the same plan. So in 2013, as I 
became settled a few years into practice, I 
joined a gym, started to monitor my intake 
of sugar and carbs a bit more closely and was 
starting to become fit again. I signed up for 
a fun 5 km run (first race ever — at the age 
of 37) in the spring of 2014 and I will never 
forget the moment of rounding the corner 
near the finish line, high fiving my beautiful 
twin daughters and sprinting to the end. I 
was officially hooked on the ‘high’ of racing.

I believe many physicians need some sort of 
competition in their lives. Most of us needed 
to be well rounded to even get into medical 
school, and have spent a decade or more pur-
suing academic and clinical excellence before 
we even start into our medical practices. For 
me, OCR became my outlet for competition 
and for pushing towards excellence. An often 
quoted reason for why OCR has recently been 
labelled the fastest growing sport in the world 
is that it puts competition, challenge, and a 
little bit of pain back into our otherwise com-
fortable and familiar lives. I do believe this 
reason applies to me. As a sports medicine 
physician, I love working with athletes, but 
I missed being the athlete. OCR has allowed 
me the opportunity to do just that.

I recently saw a young patient with a sports 
injury in the emergency department and 
we were discussing treatment options with 
his family for his injury. His mom leaned 
over to him and said, “You should listen to 
this doctor. He is obviously an athlete and 
understands what you are going through.” I 
do actually believe that currently competing 
at a high level does give me not only empa-
thy to my injured patients but credibility in 
their eyes as well. Last year, I qualified and 
participated in the Obstacle Course Racing 
World Championships in Ontario. After run-
ning 15 km through steep elevations (my 
race distances have varied from 5 km to 55 
km) getting through obstacles as rope climbs, 
tire flips, barb wire crawls, multi-rigs, heavy 
carries, warped walls, such creatively named 
obstacles as Stairway to Heaven, Pipe Dreams, 
Sternum Crusher, Dragon’s Back, Skull Valley, 
and Wreck Bag Insanity I cramped badly and 
met my match on the Floating Rock Walls. 
I felt the emotional and physical betrayal as 
my body had met its limit and I could no 
longer carry my own weight with my fin-
ger-tips alone. A small setback compared to 

what my patients endure every day, but I do 
believe the experience helps me care more 
completely for them.

I use the thrill of competition and the training 
it forces you to do to give me focus and calm 
in the operating room, and stress relief in my 
life. I have recently helped spearhead an active 
media and political campaign to shed light on 
the inequity of resource allocation for Red 
Deer Regional Hospital and Central Zone. It 
has been an incredibly enlightening but also 
a frustrating and difficult experience. I have 
found carrying a 65 pound bucket of rocks 
up a big hill 10 or 20 times tends to allow a 
person to blow off a bit of steam, and makes 
dealing with administration, policy makers 
and government a bit easier! Also, being able 
to meet amazing friends through OCR as 
well as travel the world to amazing venues 
(by the end of this season I will have completed 
43 races since 2014) have been great benefits 
in addition to the physical well-being I have 
achieved through racing.

This season I have been ranked as high as 4th 
in my age group and 25th overall in the Spar-
tan Competitive Division World Rankings. 
I dropped that 30% body fat to just under 
12.9% currently and have introduced my 
wife and children to the sport of OCR (they 
love it and compete as well now!). Balance 
and family support are probably some of the 
most important traits to have in surviving and 
thriving in clinical practice and in medical 
leadership roles. I would encourage every 
physician out there to find their competition 
again, and if it just happens to be in the sport 
of OCR then I will see you at the fire jump!!

Keith Wolstenholme, MD, FRCSC
Chief, Section of Orthopedic Surgery
Red Deer Regional Hospital, Central Zone
Medical Director, Brent Sutter Sports 
Medicine Clinic

How Spartan/Obstacle Course Racing 
Helps Me Be a Better Doc
Dr. Keith Wolstenholme

In 2014, perhaps not coincidentally, I took up Spartan/Obstacle Course Racing (OCR) and also became Chief of Orthopedic 
Surgery for Red Deer Regional Hospital and Central Zone. Like many physicians, I had left fitness behind as a priority as med 

school slid into residency, fellowship, and setting up a new practice. Instead of just being ‘out of shape’,  
I watched as my body fat approached 30% and I started to preach what I wasn’t practicing to my patients.

Dr. Keith Wolstenholme
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2017 FMC 
MSA Service 
Recognition 
Awards
On September 26, 2017 
the Foothills Medical 
Staff Association 
presented their Service 
Recognition Awards. 
Congratulations to all  
of the recipients!
Please visit our website to see 
photos from the award event and 
to view the recipients answers to 
a questionnaire about their time 
at FMC: http://albertazmsa.com/
service-recognition-awards-2017

Dr. Paul Boiteau
26.5 years, Division of 
Critical Care Medicine

Dr. David Hogan
27 years, Department  
of Medicine, Section  
of Internal Medicine

Dr. Stephen Field
34.5 years, Department 

of Medicine, Internal 
Medicine Respirology

Dr. Karen Valentine
20 years, Division 

of Hematology 
and Hematologic 

Malignancies

Dr. James Cohen
38 years, Department 

of Cardiac Sciences, 
Division of Cardiology

Dr. Anne Tierney
13 years, Department  
of Pediatrics, Section  

of Neonatology

Dr. Gary Gelfand
24 years, Department 
of Surgery, Section of 

Thoracic Surgery

Dr. George Wyse
38.5 years, Department 

of Cardiac Sciences, 
Cardiovascular Sciences 
and Internal Medicine
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Invite Two patients
Help us make albertapatients.ca the most  

recognized online patient community in Canada.

Seeking 2 
patients per 
physician
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Mom. Doctor. Coach.
Dr. Angela Ochs

The t h ing  i s ,  I 
s tumble d  up on 
this endeavor rather 
innocently. I was a 
m om  w it h  t wo 
young kids at home. 
I just started my own 

part time family practice one year prior. I was 
struggling to find the time to fit in my own 
self-care, something I really need for my own 
well-being. That’s when I found Beachbody. 

For those who don’t know, Beachbody is a 
home workout and nutrition system. There 
are 600+ workouts available now through 
online streaming to suit all fitness levels and 
interests. Cardio, weights, MMA-inspired, 
line dancing, abs, hip-hop, yoga, Pilates…you 
name it. There really is something for everyone. 
The nutrition system is based on color-coded 
portion control containers. It’s very simple. 
We don’t count calories and we don’t weigh 
anything because really, who has time for that! 
We don’t cut out major food groups. It’s not 
a fad diet. We drink wine. We eat chocolate. 
It’s not depriving, which was so attractive to 
me. Giving up chocolate was not an option! 
We have a nutrition shake daily that helps us 
to stay on track as well. The best part and the 
thing that sets Beachbody apart from all other 
online fitness systems is the accountability 
groups. That feeling of belonging to a group 
of like-minded individuals, boys and girls, 
working towards similar health oriented goals 
is like none other. 

I did my first online accountability group in 
January of 2016. I was so skeptical. I barely 
contributed to our group at all in the begin-
ning. I just sort of ‘lurked’, trying to figure 
it all out. The idea of working out at home 

and sharing sweaty selfies made me cringe. 
Who does that?? And why?? Let me tell you, I 
changed my tune pretty quickly. Soon enough, 
I was one of ‘them’. I was checking in. I was 
sharing selfies. I was excited to see the day’s 
motivational post and contribute to the group. 
I actually needed that group! I was inspired 
every day to work harder. It kept me going 
through all my excuses. It made exercising fun. 
My kids loved to get in on the action too. They 
started to notice if I missed a day. My husband 
even jumped on board after adamantly saying 
he “wasn’t working out to DVDs”. After two 
months, I lost 12 lbs and felt amazing…like 
better than I ever had in my single gym-going 
days. Weight loss aside, I was sleeping better 
than I had in ages. I had more stamina to keep 
up with my kids’ boundless energy. I was more 
patient. I had guaranteed one-on-one time 
with my husband which helped us as a cou-
ple. I was just so much happier…and that 
happiness poured into all facets of my life. 
I guess that’s when it hit me. I needed to do 
this. I really wanted to coach. I needed to help 
others to feel just like this. I signed up to coach 
in March that year. Mom. Doctor. Coach. It 
seemed like a lot but I needed to give it a try.

That was nearly two years ago now and I’ve 
never looked back. I run my own fitness 
and accountability groups on social media 
every month and have been since I started. 
I participate in them full force as well. Lead 
by example, right? I love inspiring others 
who are struggling like I was to feel better 
about themselves and to find the fun in reg-
ular exercise. It’s so much more than losing 
weight. We are a family…a fit-family if you 
will. We support, motivate, and encourage 
each other to be our very best. 

Beachbody encompasses all that I believe in 
as a family physician. Prevention is key in my 
world. Think of all the screening tests we do. 
We have something for detection of breast can-
cer, cervical cancer, colon cancer, and prostate 
cancer. We have something for bone health. 
We screen for lipid disorders and diabetes. 
What about obesity? For the most part, this 
is a preventable condition and a significant 
contributor to morbidity in Western society. 
Well, I’ve got a great tool for that now. It’s not 
easy. It requires effort and determination but 
when you feel supported, it’s that much more 
achievable. If I can help prevent disease this 
way without putting someone on prescription 
medications, I’ve done my job right.

Will I do this forever? I don’t know. What I 
do know is that it’s been a very empowering 
experience in my own life. If I can “help people 
achieve their goals and enjoy a healthy and 
fulfilling life” then I’ve lived up to Beachbody’s 
core value…as well as my own. 

Dr Angela Ochs, Family Physician
Family Medicine, Terwillegar Medical Clinic
Edmonton, Alberta
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Dr. Angela Ochs

Fit-family – “Children learn more from what you ARE 
than what you TEACH.”

“You are a physician AND a Beachbody coach? Really?” REALLY. If I had a dollar for every time I was 
asked this, I could retire tomorrow!
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Hello Colleagues,

I trust everyone had an enjoyable summer and opportunity to rest.

I look forward to representing the Rockyview General Hospital (RGH) Medical Staff Association as the new President. 
I would like to share some of my background; I am a fifth generation Calgarian, a graduate of the University of Toronto 
Medical School (1989) and have been on staff at RGH for the past fifteen years.

To Dr. Borys Hoshowsky, who will now take on the role as Past President, and to outgoing Executive Member at Large 
Dr. Stan Mayer, sincere thanks for your excellent work over the past 2 years.

The RGH Medical Staff Association Executive will include Dr. David Kent and Dr. James Janzen as Executive 
Members. Stella Gelfand will remain as part of our Administrative team and continue with her excellent support.

We are entering a difficult period in our profession which requires us to maintain both open dialogue within our membership and our voice 
as we advocate for our profession. By maintaining our Rockyview General Hospital Medical Staff Membership and joining if not already a 
member, we will help keep our Zone Medical Staff Association voice strong.

This is our vehicle for direct participation in the planning and delivery of healthcare in Alberta. Please ensure that the RGH Medical Staff 
Association box is checked off when you renew your AMA membership this year.

Our next meeting will take place on December 12, 2017 at Rockyview General Hospital in Fisher Hall. It will start with a delicious members dinner 
at 5:30 p.m. followed by presentations at 6:00 p.m. which is open to both member and non-member physicians. We will have a representative 
from the AMA updating us on Adjusted Net Daily Income (ANDI) and the next Agreement. More information will follow and please RSVP to 
stella.gelfand@ahs.ca.

Sincerely,
Charlene A. Lyndon, MD, FRCSC
President, Rockyview General Hospital Medical Staff Association
Calgary, Alberta

Dr. Charlene A. Lyndon 

The Rockyview General Hospital Medical Staff Association 
is Experiencing its Greatest Ever Membership 

WE ARE BACK AND 
LOOKING FOR MEMBERS!

Who are we?  
DOCTORS CURLING LEAGUE

GRANITE CURLING CLUB 
8620 107 Street NW,  

Edmonton, AB T6E 4L3
DAY: Tuesdays

START TIME: 7:30 pm
SCHEDULE: 

Curling tutorials and Draft Night:  
October 3rd, 2017

FIRST NIGHT OF CURLING:  
October 10th, 2017

LAST NIGHT OF CURLING:  
March 6th, 2018

BANQUET:  
March 10th, 2018, Faculty Club,  

U of A campus (included in league fees)

CONTACT: Roy184@shaw.ca (Diana)  
or Jeffreyp@ualberta.ca

Dr. Chen Fong and Dr. Ruth Collins-Nakai 
Appointed as Members of the Order of Canada

Congratulations to Dr. Chen Fong on being appointed as a member of the Order of 
Canada for his influential philanthropy in the field of healthcare and for fostering the 
development of companies which produce medical devices. Dr. Chen Fong is a past 
head of the Department of Radiology at the University of Calgary. He has been a senior 
adviser to the CEO of the Calgary Health Region. Dr. Fung has also served as chair of the 
strategic advisory board of the Hotchkiss Brain Institute. He has helped raise substantial 
funds for health-care facilities and programs as well as student awards.
Congratulations also to Dr. Ruth Collins-Nakai on being appointed as a member of 
the Order of Canada. Dr. Collins-Nakai is a cardiologist who spent over 30 years at 
the University of Alberta as a professor of pediatrics and associate dean of the Faculty 
of Medicine and Dentistry. She was also the first female president of the Alberta 
Medical Association, of the Canadian Cardiovascular Society, of the Inter-American 
Society of Cardiology and the first woman and Canadian to chair the board of 
governors of the American College of Cardiology.
The Order of Canada is one of Canada’s highest civilian honours. Close to 7,000 
people have been invested into the Order, recognized for outstanding achievement, 
dedication to the community and service to the nation.






