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Room 108 on Toronto Western Hospital’s orthopedic wing 
used to function as a nurses’ lounge, complete with all the usual 
necessities, including a couch, fridge and microwave. 

In the spring of 2012, these creature comforts were moved to 
another space, two patient beds were wheeled in, and the room 
scrubbed clean in preparation for its new occupants. the changes 
were unremarkable, save for one detail: the patients who would 
now occupy room 108 were from Libya. In what is defined as 
“medical tourism,” their government paid in advance for them to 
receive care in canada. 

staff on the unit – including RN Pierre LaPlante – was told that 
the soon-to-be new charges were casualties of that country’s civil 
war: people who had lost limbs and required corrective, recon-
structive surgery. Whether they were combatants or civilians was 
never indicated to staff. 

LaPlante remembers thinking to himself: “How will this change 
affect workloads and budgets? How much patient history will prac-
titioners receive? And will canadian patients be second-in-line – or 
sometimes bumped from line – when it comes to care?”

An appetite for 
ADvOCACy
many of RNAO’s advocacy efforts can be traced back to front-
line registered nurses, nurse practitioners and nursing 
students who have stood up and spoken out on issues that are 
important to them. In this issue, we bring you the stories of 
four courageous members who have drawn attention to three 
causes that are central to RNAO’s work: medical tourism, 
elder abuse and poverty. What made them shine a light on 
these contentious topics? BY MELISSA DI COSTANzO

uHN RN Pierre LaPlante first 
approached RNAO with 
concerns about medical
tourism in 2012. P
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At the heart of his concerns: How are these preferential services 
being offered in canada, a country with a not-for-profit health-
care system? 

LaPlante picked up the phone and dialed a number of health pro-
fessionals and organizations. Only RNAO responded.

“I…knew that there was something that needed to be done about 
this,” he explains, adding he also knew he was “…opening up a 
significant can of worms.” LaPlante – with a master’s degree in bio-
ethics and a second in public health, nursing experience in the U.s. 
for-profit system, and a unique international nursing perspective 
after spending time working in saudi 
Arabia, somalia and Burundi – worried 
that the canadian public had not been 
consulted about medical tourism. “even 
for a blood transfusion, I (have to have) 
informed consent,” says the RN. “Where 
is the informed consent from Ontar-
ians, to have international patients being 
treated in our facilities as a revenue-
generating venture? It’s not a hospital 
decision to make. It’s Ontario’s decision.”

the practice of soliciting international 
patients for medical treatment within 
the province’s health-care system dates 
back to 2011, when University Health Network (UHN) (comprised 
of four toronto hospitals, including toronto Western) disclosed 
a $75 million agreement with the Kuwait government to provide 
cancer care for a small number of Kuwaiti patients at Princess 
margaret Hospital.

When LaPlante contacted RNAO in 2012, he “...wanted (to 
speak with) somebody who could explore (the issue), who had 
some heft,” he explains. RNAO ceO doris Grinspun, and mem-
bers of the policy team, met with him and discovered they shared 
the same concerns. 

A follow-up meeting with LaPlante, Grinspun and then-UHN 
President and ceO Bob Bell (now the deputy health minister)  
followed in september 2012. Bell defended the practice by saying 
it would create revenue so the hospital could provide more 
services to Ontarians. 

But RNAO argues medical tourism turns health care into a com-
modity, and contributes to the erosion of medicare. 

Hospitals are publicly funded organizations built to care for 
the people who live in canada, Grinspun says. they are not 
and should not be made available to people from outside of the 

country, except for patients who are in dire need of humanitarian 
care, she adds. After all: if patients from other countries can fly to 
Ontario and pay for treatment, what’s stopping Ontarians from 
demanding that they, too, should be allowed to pay for preferen-
tial access to medical services?

since LaPlante approached RNAO, the association has been 
raising these and other arguments with politicians, the media and 
the public. In fact, RNAO’s board of directors gave Grinspun the 
mandate to ramp up efforts to draw attention to the practice until 
the province bans it completely. 

In the spring of 2013, the association 
published an opinion piece; addressed 
medical tourism in a pre-budget submis-
sion to the Ontario government; issued a 
resolution at the canadian Nurses Asso-
ciation’s annual general meeting, which 
passed by an overwhelming majority; 
and joined forces with the Association of 
Ontario Health centres, canadian doctors 
for medicare, the Association of Ontario 
midwives and the medical Reform Group 
in an open letter to Premier Kathleen 
Wynne. RNAO has also been quoted in 
numerous media outlets on the topic. 

the province has yet to prohibit the practice, which is why 
RNAO’s efforts – including a media release and action alert that 
has been signed by more than 2,500 people – have spilled over 
into this year. 

this spring, then-minister of Health deb matthews responded 
to the outcry, calling for an informal review of medical tourism. 
Ontario’s current minister of Health eric Hoskins was quoted by 
the media in August saying the Ontario government is an “ardent 
defender” of the province’s universal health-care system. ministry 
officials, he said, are reviewing the policy for international patients. 

since this promise to investigate, the government has been 
quiet on the issue. 

LaPlante, who has shared his story with RNAO’s board of direc-
tors and is thrilled to see the issue broaden past his own initiative 
and courage, says he will keep the pressure on. It is his duty as a 
registered nurse, he says, to act. 

“We have a gem here in canada...that needs to be cherished and 
needs to be protected,” he says. “I’m taken aback that (our health-
care system has been) so violated (without due process) for such 
short-term interest.” RN

Six years ago, on may 25, 2008, a client kicked over a pail of 
water at cornwall’s Glen stor dun Lodge, a 132-bed long-term 
care home located just steps from the st. Lawrence River. An 
employee responded by tying the resident’s shoelaces to a nearby 
table. A nurse came into the room and untied the client. But 
the employee grabbed the resident by the shoulders, pulled him 
up in his chair, and began to force-feed the man. the nurse 
documented the incident and the employee received additional 
education and was suspended for five days.

diane shay, an RN of over 20 years, was the city of cornwall’s 

health and safety officer at the time. the case came to her attention 
several days after the incident.   

Familiar with the lodge’s non-abuse policy, and aware that any 
instance of resident abuse has to be reported to the police and 
Ontario’s ministry of Health, shay brought the matter to Robert 
menagh, the city’s human resources manager at the time. According 
to court documents, menagh told shay to “be careful” about what 
she does and to “just leave it.” 

stunned, shay then approached lodge administrator, donna 
derouchie, urging her to report the incident to the ministry. 

“  Where is the informed 
consent from Ontarians,  
to have international 
patients being treated in 
our facilities as a revenue-
generating venture?” 
Pierre laPlaNte
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derouchie said she couldn’t establish that what had occurred was 
abuse, and did not report it at that time. 

After repeated pleas to menagh and derouchie to report the inci-
dent, shay took matters into her own hands and called the ministry 
on June 11, 2008, one day after derouchie was also in touch with the 
ministry (a fact unknown to shay at the time). 

the ordeal continued to escalate when shay, a city employee for 
18 years, was accused of being insubordinate and disloyal. Feeling 
intimidated, she reminded menagh of the city’s whistleblower 
policy, which he later accused her of misunderstanding. shay 
remembers driving into work in tears, and driving home in tears. 
“I didn’t know what was going to happen next, or how I was going 
to…do my job.” she began to have difficulty concentrating. muscle 
spasms and numbness in her hands and face followed. “the stress 
really started to get to me,” she says, adding she went on medical 
leave in september 2008. six months later, shay was fired. 

As a member of RNAO, she called home office looking for sup-
port, and received it through the Legal Assistance Program. the 
association “supported me and believed me from day one,” she says. 
“It was the best feeling.” 

shay retained a lawyer, filed a civil lawsuit against the city, and 
was eventually reinstated. then, in a separate case that was settled 
in 2011, the ministry of Health laid charges for illegal retaliation 
against the city of cornwall and menagh. In October 2011, the 
city pleaded guilty, was fined $15,000, and was required to pay 
$3,750 to the Victim/Witness Assistance Program. RNAO responded 
with a media release, praising the outcome of the case, and shay’s 
courage to stand up for residents’ rights. 

that same year, elder abuse was on RNAO’s radar. the association 

launched an initiative, in partnership with the canadian Nurses 
Association, called the Prevention of Elder Abuse Centres of Excellence 
(PEACE) initiative. ten long-term care homes across the country 
signed up for the project, which helped nurses and other health-care 
professionals better identify and report elder abuse.  

Although preventing elder abuse was already part of RNAO’s 
work, shay’s case catapulted it into the spotlight. One year after 
PeAce was launched, the federal government provided RNAO with 
support to create a best practice guideline (BPG) that addresses 
abuse and neglect of older adults. It was released this past summer. 

shay, who sits on the canadian standards Association’s working 
group charged with developing whistleblower guidelines, is pleased 
to hear about RNAO’s BPG, and calls for stronger consequences if 
elder abuse occurs, and if an employee raises concern. “canada’s 
in a sad state of affairs when it comes to whistleblowing,” she says. 
“the (province’s) ministry of health has to get its act together.”

Now on long-term disability, shay isn’t sure she’ll return to work 
again. she paid a heavy price for doing the right thing. In 2013, she 
was diagnosed with benign multiple sclerosis, with prominent symp-
toms related to workplace stress. “It’s been devastating. I’ve lost 
something that I love doing,” she says of a career cut short. still, she 
stands by her decision, saying “there was never a question, ever,” that 
abuse had taken place. As a nurse “you always have a responsibility to 
report,” she says. “(For me), there was never a choice.” 

shay wasn’t the first and won’t be the last RN to blow the whistle 
on abuse. RNAO plans to continue raising awareness around the 
elder abuse BPG. “What scares me (is) nurses who are going to 
be afraid to come forward...who’s the advocate now?” she says. 
“that’s why I continue to fight.” RN

“  I didn’t know what 
was going to 
happen next,  
or how I was going 
to do my job.” 
diaNe Shay
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Kathy Hardill remembers rolling up a patient’s pants and pulling 
off his socks, which were glued to his legs. the man’s limbs were 
covered in gaping sores. to her shock, maggots began crawling out 
from underneath his skin.

Although early into her nursing career, Hardill was able to contain 
her surprise, but says she “never, in 25 
years of life on earth, had any idea that in 
canada, someone could live like that. that 
was a profoundly eye-opening experience.” 

Hardill was working at toronto’s 
street Health at the time, and remem-
bers a colleague saying “we can clean 
up (the patient’s) legs and dress his 
wounds, but until he gets housing, he’s 
not going to get better.” this was “an 
important lesson, and one I’ve never 
forgotten,” she says. 

Working with this vulnerable popula-
tion, Hardill says she “...became aware 
that the kinds of interventions  
I’d been prepared to provide were 
grossly inadequate in the absence of 
political advocacy.” the poster in her 
workplace that read ‘Health is polit-
ical’ was “...not just a poster,” she adds, 
explaining it was part of nurses’ day-to-
day work and philosophy. 

Hardill began her career in an IcU. 
she wanted to continue in acute critical 
care, but shifted her focus after listening 
to dilin Baker give a presentation on 
poverty and homelessness at a Nurses for 
Social Responsibility meeting almost 30 
years ago (the group of activist nurses 
is now defunct). Baker founded street 
Health in 1986, and convinced Hardill to 
volunteer at the organization, later offering the young RN a job. 

Hardill worked at street Health for six years, then at toronto’s 
Regent Park community Health centre for almost a decade. she 
contributed to reports on shelter conditions, advocated for improved 
access to affordable housing, and threw her support behind cam-
paigns to improve social assistance rates. Advocacy, she says, is a 
fundamental part of any nurse’s role. “If we start to think about 
what’s going on in the (greater) context for patients, then it’s always 
about politics,” she says. “It’s always about access to the (social) 
determinants...and if we’re speaking out for health, we must speak 
out for access to the determinants of health.”

this is a concept at the core of much of what RNAO does today, 
but that wasn’t always the case.

In fact, Hardill remembers meeting with colleagues and RNAO 
representatives in the early 90s, encouraging nurses and the associa-
tion to speak out on homelessness. “the blister on the foot caused 
the infection that we can treat, but what caused the blister? Home-
lessness,” Hardill remembers saying.  Her story is one of persistence 
and passion in pushing an issue that, since the late 90s, RNAO has 

“really taken ownership of…and has been involved and active on a 
number of different fronts,” she says. the association has advocated 
for a national housing strategy, supported the Raise the Rates cam-
paign to help boost social assistance rates, demanded increases in 
minimum wage, hosted poverty panels, joined poverty rallies, and 

advocated for refugee’s rights. At the 
beginning of september, RNAO was also 
on hand when deputy Premier deb mat-
thews unveiled the province’s renewed 
five-year anti-poverty strategy, which 
promises to eradicate homelessness 
(in fact, RNAO called for an anti-pov-
erty strategy long before the province 
implemented its poverty reduction plan, 
Breaking the Cycle, in 2008). 

“the RNAO we know today is not the 
same RNAO that existed in the 90s,” 
Hardill says. Now, its advocacy efforts 
add a unified “nursing voice to all of 
these struggles around access to the 
social and structural determinants of 
health. Nursing must speak out...(and) 
RNAO has become a rich resource for 
understanding the politics of health.” 

Hardill is now a primary care NP 
in Peterborough. since she raised 
the topic of poverty with RNAO over 
two decades ago, the association has 
focused on monitoring social assistance 
rates, and will keep insisting the prov-
ince raise the minimum wage to $14 an 
hour. It has also maintained pressure 
on the federal government to imple-
ment a national housing strategy and 
to restore cuts to the Interim Federal 
Health Program for refugees. Along the 

way, RNAO has enlisted the help of many nurses who share Har-
dill’s concern for these sometimes forgotten populations. 

One such nurse is Victory Lall, an RN who works for a needle 
exchange program in toronto. this past summer, she saw a 
patient using the office sink as a makeshift shower, and combing 
his hair with a fork. “I don’t need any more than that to see that 
housing impacts health,” she says. 

Last year, she and a number of community activists met with 
municipal staff in toronto to talk about opening a 24-hour women’s 
drop-in shelter. the matter is now before the city’s budget com-
mittee. If it’s viewed as a viable option, council will vote on it.

Advocacy for poor and marginalized populations is a long-term 
effort. But Lall is hopeful, because RNs are advocating in every 
aspect of their jobs, whether it’s accompanying a client to the hos-
pital because they’re terrified to go alone, or getting to the bottom 
of a patient’s inability to access community services. “It should 
not go unnoticed: (nurses are) doing (advocacy) every day.” RN

 
melissa di costanzo is staff writer at rnao. 

“  I don’t need any more than 
that to see that housing 
impacts health.” 
VictOry lall (right) ON SeeiNg a
PatieNt uSiNg the Office SiNk aS  
a MakeShift ShOwer, aNd cOMbiNg  
hiS hair with a fOrk.
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