
Question and Answer Period 
 
00:00 

Dr. Guylaine Lefebvre: 
Just looking at the time for – for all of our participants here, we are quite happy to 
continue with the question period for at least 20 or 25 minutes. Recognizing that some 
of you may have to log off, we appreciate you participating, and we'll continue on once 
again. Sorry for our delay starting this. But there are a lot of questions coming through, 
and I look forward to the – the feedback from – from our panellists. 
 
00:31 
If I could summarize what we've heard into basically three buckets, I think I have heard 
that we all agree virtual care is – is about care. It's integrating virtual visits or 
telemedicine into face-to-face visits; it's not one or the other. And out of that, we 
recognize that there's a major challenge with prioritizing. Who do I actually need to 
see? How far can I go virtually and it's still safe? And Heidi brought up the important 
issue of education and making sure that we actually get our physicians able to provide 
that care as safely as possible. Choosing a platform, sharing data, you'll find lots of 
questions coming through on the ethical, privacy, and other considerations relating to 
actually getting this out there for all of us, out there with the scale of innovation actually 
growing as fast as we ever could imagine it would. And then, on a positive, like the 
positive effects of the pandemic, I hear a degree of tolerance to the fact that this has 
been a bit of a lab and – and how quickly can we learn from it. 
 
01:45 
So without further ado, I'll start with – I'll start with an easy question for Daniel which 
made me smile. So some patients feel it's appropriate to be in their pool or at Costco 
during our consultations. I'm not comfortable with this, and I reschedule these visits. Am 
I expected to work in these conditions? 
 
02:02 

Daniel Boivin: 
I – I – that probably would not fill the requirements for a confidential, appropriate 
environment in which to provide – to provide a medical encounter. So the ethical 
obligation being to make sure that the environment is appropriate, it would certainly be 
appropriate to reschedule. Do it politely, explain why, but yes, rescheduling. 
 
02:32 

Dr. Guylaine Lefebvre: 
(Crosstalk) 
 
02:32 

Daniel Boivin: 
Yes. 
 
02:33 



Dr. Guylaine Lefebvre: 
Question for Seamus. And it may actually be appropriate for our – all our panellists. 
What ethical/moral challenges to do you see in data mining, especially in the realm of 
mental health care, for example? How do we deal with these ethical challenges? And it 
accompanies an associated question relating to the fact that our – the data we input our 
– in our medical record is through EMRs, and the EMRs are meant to be private and 
confidential. So how do the two – those two things connect? 
 
03:10 

Seamus Blackmore: 
Yeah, that's a very difficult subject, and I'm glad that it was brought up. The ethical 
(inaudible) on the data are quite severe, to tell you the truth. It's the reason why I've 
always felt that, by the provinces and public health system not being in the forefront of 
virtual care, that they allowed a bit of a niche for private medicine, even within Canada, 
to be done by private companies doing virtual care, was risky for ways that they didn't 
understand. And one of the biggest is that there are huge, already today there are huge 
troves of patient records that exist within private companies. And they are today being 
mined for all sorts of things: for pharma to use for clinical studies; for – for things like 
consumer applications. 
 
03:39 
I think one of the best examples is the DNA sequencing companies. People are worried 
that, when a sale of one of those companies ends up in some conglomerate, that that 
data can be mined and used for all sorts of nefarious, you know, consumer-driven 
activities. And I think they're right. 
 
04:16 
One of the things that I think we should be doing as a county, and then of course 
provincially, is getting in that space ourselves so that, when you think of, OK, where is 
the data going, it's not to some random, third-party platform, or to some – some 
company, that it does reside within the EMR, that it's controlled by either a province or 
by, you know, an RHA or some entity that we have some trust in. That's the first step, is 
that it should – they should be actively in that space, there should be standards 
federally as to how that data transfers, and there should be an understanding at a 
technology level. And Daniel's point about the fact that technology outpaces the law 
dramatically is very, very true. And we've seen that already. 
 
04:59 
My point around the consumer electronics and the consumer platforms, around the ten 
years, I – I like to point to Facebook and to Twitter and to all of these things. The data 
mining that we saw in those scenarios has had very real-world, severe consequences. 
And I think that we're at the point where we could have those type of consequences in 
the health care system if we're not very careful. The amount of applications that exist 
today that are virtually unregulated, they might claim to be HIPAA compliant, for 
example, but there's not an audit done of them to say where and how the data's being 
used. Those companies are sold, so the terms on which the data is originally captured 



doesn't hold true for the company that buys them. It's a very scary place, and I – and I 
hope that it becomes a important thought for provinces from a, you know, regulation 
perspective and how to solve some of that problems. 
 
05:57 

Dr. Guylaine Lefebvre: 
As a follow-up, what is end-to-end and crypton (ph), and how important is it, and can 
you comment on the se—the major security issues we need to be mindful of when we – 
when we set up with a particular platform? 
 
06:11 

Seamus Blackmore: 
Yeah. I muted there, sorry. End-to-end encryption is – it's basically what it sounds like. 
When – when you're communicating with your patient, every step in between, all of the 
places where someone could basically hijack that conversation, it's ensured that it's 
secure. That's all that that means. So if you think about the way the Internet works, if – 
if you send me an e-mail, well, that e-mail has to hop through 200 machines before it 
hits my device. At any point in those 200 machines, if it's not encrypted, then some 
nefarious actor could take that information. And what end-to-end encryption basically 
means is that it ensures that along the way nobody can steal the information. 
 
07:01 
It's – the biggest problem with end-to-end encryption, though, is people think of it as a 
magic bullet, like a silver bullet. It's not. Over time encryption becomes weaker and 
weaker because computers become stronger and stronger. And so what's encrypted 
today and what's secure today will not be secure five years from now. So a patient 
record that was encrypted and captured will be vulnerable five years from now. And so I 
think that there is a lot of challenges and a lot of education that we need to be doing for 
our providers and for our regulators so that they understand the technological 
implications that exist. But the bare minimum we should be doing – and I really mean 
minimum – is end-to-end encryption on all platforms. If we don't have that, then you do 
not have privacy or security. That's the facts. 
 
07:50 

Dr. Guylaine Lefebvre: 
Darren, I alluded to our patients getting smarter, and there's a question here for – would 
you have a recommendation for resources for doctors who – who want to work with 
their patients to find rel—reliable apps for self-management or monitoring. 
 
08:09 

Dr. Darren Larsen:  
Yeah, so thank you. The – the self-monitoring applications, the self-monitoring 
application space is actually wide open right now. There isn't very much in Canada 
around the curation of these applications that – that patients are using. The closest I've 
seen has been one that Ontario Telemedicine put together. They – they have a 
practical applications store, essentially, where people can locate a few applications that 



have been rated by doctors and reviewed by doctors, and at least seem to be as – what 
they say they are. We are looking in Ontario at a new marketplace that will have all 
kinds of services, applications, etcetera, available to doctors, but not necessarily direct 
to patients. So it is unfortunately, as Seamus said, a fairly unregulated environment. 
 
08:52 
In terms of the virtual care products, our OntarioMD.news website actually does list the 
25 or so companies that we've worked with. Most of those are national. So for the 
virtual care aspect, no matter where you are in the – in the country, most of those 
companies are available to you. But on the applications part, for home monitoring, it is 
actually still very much the wild west. So it isn't easy for us to say to a patient that one is 
great, that one isn't, and it is still a huge buyer-beware kind of environment, sadly. 
 
09:22 
I think one of the biggest reasons that no one really wants to take that one on is that 
there are so many, you know, hundreds of thousands of medical applications available 
to patients, and none of us seems to be able to dive deeply enough into these 
applications over time to say yes, this is in fact a good one, or no, it's not. We rely on 
the rating systems of patients in the app store to do that for us, which is probably not 
the best way. But because of the explosion in the availability of those various apps, I 
don't really see that being corralled very, very quickly, unfortunately. 
 
09:51 

Dr. Guylaine Lefebvre: 
(Off microphone) this – this one's for you. How do we ensure virtual care doesn't lead to 
the loss of absolutely necessary in-person care? And it fits in with our global, you know, 
virtu—it's all care. There's a few questions that line up with this, one in – one of which is 
are regulators in a position to monitor issues with doctors being reluctant to return to in-
person care. This – this doctor's specifically referring to maternal-infant health, which is 
problematic. 
 
10:35 

Dr. Heidi Oetter: 
I guess I'll – I'll take a – can you hear me? Yeah, I'll – I'll take a stab at that. You know, I 
think that there are communities where the actual community transmission of COVID is 
– is higher than others, and I think that, from a regulator's – regulatory point of view, we 
do not expect practitioners to put themselves in harm's way to provide face-to-face 
care. And I think that it's always couched in "if safe and appropriate to do so". And I 
think that, certainly in the British Columbia context, we've – we've worked with the 
Public Health Office. We've put out a variety of messages at different times, depending 
on how prevalent or not COVID was in the community. And you know, we've had the 
reality that sometimes even getting PPE, it just wasn't available to practitioners. 
 
11:30 
And I think that there's been good support from the doctors of British Columbia to 
encourage physicians, again, where safe and appropriate to do so, to provide face-to-



face care. But it's a moving target, and as long as we continue to have what we see as 
moving waves of COVID, plus or minus a flu season, it's going to require careful, 
coordinated messaging. But bottom line is regulators do not expect practitioners to put 
themselves in harm's way. So for instance, if you are on immune modulating drugs, or 
you've just recently gone through chemotherapy, we would not be expecting you to 
have to see patients in person. 
 
12:12 

Dr. Guylaine Lefebvre: 
Thanks, Heidi. And while I – I have you on unmute here, does FMRAC have a table or a 
list that would summarize what provincial licences are require—or requiring in one 
province to provide telemedicine in another province? Lots of questions on – on cross-
border transfer or – or interprovincial care, I should say. Such a table would be helpful. 
(Laughs). 
 
12:40 

Dr. Heidi Oetter: 
Yeah. We – we – sadly, we don't have one. And I think it does depend very much 
provincial by provincial because there's also, you know, expectations about, for 
instance, with your Manitoba licence, will you have CMPA coverage if you do 
telemedicine into Ontario or not. So there's so many different layers to that. So it's a 
great suggestion. We'll take it back to FMRAC about whether or not we could have, you 
know, an at-a-glance table on that. But it – but there al—are multiple layers to that, and 
it's really important that people at least call their local college or call CMPA to make 
sure that they're covered on all fronts before doing telemedicine anywhere. 
 
13:23 
And just to say BC is one of the jurisdictions that, as long as you are licensed 
somewhere in Canada, it's OK to do telemedicine into British Columbia. We know that 
you're accountable in your host jurisdiction. And – but whether or not you'll get paid for 
it is – is another issue. 
 
13:41 

Dr. Darren Larsen:  
Guylaine, could I add to that, if you have a sec? So just on the question around, you 
know, are we going to actually get back to some sort of more in-person space, and I 
think it's important for us to remember there's a CMA survey that came out in mid-May 
that actually asked patients about their experiences in virtual care, and very 
enlightening to me. And they actually asked would you prefer a virtual or an in-person 
visit for your newly symptomatic problem, and 60 percent of them said, even during this 
COVID experience, they would prefer an in-person visit for the first visit of a new 
problem, and then the follow-ups and things could be done more virtually, which is 
really interesting to me. So I think we always have to keep in the top of our head to 
remember to ask our patients what they need. And if we do that, we can pretty much 
never go wrong. 
 



14:30 
The next piece for us will be to figure out how to offer the right type of visit for the right 
problem, the right time. It might start with an e-mail or a text message, or it might start 
with a – with a telephone call, and then move into higher-order complexity of visits over 
time. So good thing to survey patients about in our own practices if we have the 
opportunity. 
 
14:50 

Dr. Guylaine Lefebvre: 
Thank you, and I've said it before, I'll say it again: feel free to call CMPA with any 
individual issue that you may have. We're – we're here to – to talk to our members and 
– and provide as – advice, especially at this time, where things have been changing so 
rapidly.  
 
15:09 
Daniel, on – on that theme, when it's non-urgent, and there's adequate time to prepare 
for an appointment, and you have a prior relationship with the patient, should there be 
written or verbal consent if you do – if you move to telemedicine? 
 
15:24 

Daniel Boivin: 
There should always be consent. That's clear. Consent should always be documented 
in the patient record. So if it's not on a written form, it should be documented in the 
record. And if there is time, well, CMPA obviously advises to – to obtain a written re—a 
written consent. And for physicians, there's – there's actually a template on the CMPA 
website that provides the – the – an example of the type of consent form to have with 
the patient. I will do something, I – I need to point out something that CMPA always 
points out in education session. The consent is not the form; the consent is the 
discussion with the patient. So what's important is the discussion with the patient that is 
documented by either a note in the record or, ideally, a note in the record and a consent 
form. 
 
16:29 

Dr. Guylaine Lefebvre: 
Thanks, Daniel. And there's a couple of questions directed to CMPA that I can address. 
The limitations of virtual care, about how – how fulsome an assessment may be. I think 
we've heard clearly from – from Heidi and FMRAC that our regulators are – are 
expecting that the care is – is delivered along standards, whether it be virtual or in 
person. How can we be confident in our clinical decision without a physical exam? 
Again, that would be case specific. If you have any particular questions, of course 
phone the CMPA for – for directed advice. And many MDs that are substituting testing 
and examining patients and instead just going right to an antibiotic, again, that would be 
an issue that choosing wisely addresses quite well. And we at CMPA would be 
supportive of – of members following the approved guidelines on that. 
 
17:30 



Having said that, I think, Heidi, you and I had a conversation about the reality that 
standards are expected to be followed, whether you're virtual at – or in person, but they 
– they are interpreted in the context of what we are presently living. And when it was 
absolutely impossible to see a patient, sometimes what you could do virtually was the 
next best thing. 
 
17:55 

Dr. Heidi Oetter: 
Yes, I think that the standard of care is always going to be context-specific. And again, 
in the first – first bit of – of COVID, many of us were really in – you know, like, even the 
hospitals were discontinuing all ur—elective surgery, elective testing, and yet we know 
that many of those tests, many of those surgeries, were desperately needed by their 
patients. So it is always context-specific, and it's going to be specific to what was it at 
that time, given COVID, PPE, and a variety of other factors that would influence clinical 
decisions at the time. But bottom line is – is we – we expect physicians to use their 
professional judgment, and make a good record about why you made that decision. 
 
18:47 

Dr. Guylaine Lefebvre: 
A question that probably all of you could have an opinion about. Do you have 
suggestions for visits with patients who are not tech savvy and who have cognitive 
challenges, with whom you can't examine in virtual setting, or they may not understand? 
I – I recognize the – the virtual task force last year actually wanted to address the fact 
that private virtual care was – was limited to people who had, versus servicing the 
people who may not have. Would any one of you want to take on how we can deliver 
this extended telemedicine care to people who are otherwise un—underprivileged? 
 
19:35 

Dr. Darren Larsen:  
This is Darren. I – I can start a little bit. I just actually wrote a little bit about the next 
wave of what virtual needs to encompass. And I think that that – we have to think really 
carefully about some – some very vulnerable populations. So for instance, I mentioned 
already some of the homeless people that we have worked with through St. Mike's and 
Women's College Hospital, who still have access to a telephone, and making sure that 
we go to that telephone first for them, not expecting them to go to a video link in a 
public computer in a library, for instance, to do the type of care that – that we think we 
should be able to do virtually. 
 
20:10 
I think that there's – there are patient groups that are incredibly challenging when it 
comes to accessing them or translating the person-to-person visit to something that is 
through a camera or a video screen. Cognitive impairment is a really big one there. Also 
children, like little kids, it's hard to keep them contained long enough to do an 
examination, even if you can do it virtually, by looking in their throat or with a special 
otoscope. It's hard for them to be in that space. In my clinic, I'm sometimes following 
the patient around the examining room to try to make sure that I – I listen to the heart 



rate or their lungs, even while they're in motion. So you know, we do what we can with 
those special environments. But I think to say that they all have to go to in-person—in-
person is – is – or to virtual – is wrong. Many of these can be done in person.  
 
20:58 
We're seeing a really interesting shift to virtual care now in some nursing homes. 
Because of the massive COVID outbreak, Ontario Health here has funded four or five 
projects regionally that bring virtual into the nursing home environment, and I think we'll 
have a lot to learn from that, what's worked well there, as you put a virtual cart in front 
of a patient and ask them questions, what an exam looks like. It is going to be a 
learning curve for all of us. And in some cases you may have to involve others, so the 
virtual services in nursing homes, for instance, involve a nurse with the patient – not 
that they're going to answer the questions for them, but to maybe help with things like 
physical exam, motion around if you need to examine a shoulder, you know, getting 
them moving. 
 
21:35 
And I should mention too that there are starting to evolve courses in how to do physical 
examination virtually. I've seen one recently by a group of neurologists, mostly 
residents, who started this, now in practice, to show doctors you can do a fairly 
comprehensive neurological exam remotely. And we're going to start to see more and 
more of those as we get into things like stethoscopes which are virtually connected and 
– and otoscopes and – and ophthalmoscopes, etcetera. So – so we're going to need to 
learn quickly. There'll be CMEs popping up on this all over the place, I'm sure, in the 
next year. 
 
22:06 

Dr. Heidi Oetter: 
I think -- 
 
22:09 

Dr. Guylaine Lefebvre: 
Learning how to teach as well, I'm mindful of all of our participants listening in right now 
who are faculty and struggling with residents starting out in – in every specialty and 
primary care and how do you teach the basic, foundational medicine to – to residents 
who are not able to see the in-person that we were exposed to. So certainly we're 
having to adapt very quickly. 
 
22:35 
We just have five minutes left, and, in those five minutes, two quick questi—I mean, 
they're not – they could be long answers, but I'll ask you to be succinct, if you can. The 
first to Heidi. Lots of questions here on the movement to expedited licensure plans, 
agreements, basically the concept of a – of a national licence. I know FMRAC's been 
looking into that. 
 
23:00 



Dr. Heidi Oetter: 
Yeah. Well, as we continue to have health care funded by provincial and territorial 
governments, that's where the licensure rides. And I'm sure that if the provincial and 
territorial governments could give health care back to the federal government and say 
here it is, they – we could probably have a – one licence to work anywhere in Canada. 
So we continue to work at it at FMRAC, but there is a constitutional issue that is in the 
way of that. And we are doing our best to try and expedite licences for those physicians 
who have clean certificates of professional conduct and remove barriers where we can 
around practising telemedicine, but it is a journey that we travel with our provincial and 
territorial Ministries of Health, and we're not all on the same page yet. 
 
23:52 

Dr. Guylaine Lefebvre: 
I'll leave the – the last minute here for Seamus, a million-dollar question. Do you 
envision physical clinics will disappear and consolidate to fewer centres where we can 
have virtual hospitals? 
 
24:06 

Seamus Blackmore: 
I would actually say no. I – I don't think that will occur. I do think there's going to be a 
dramatic shift across the entire landscape of how care is provided, but I wouldn't make 
a prediction that that's going to be completely centralized in some cases. In fact, the 
virtual nature and the way that bandwidth is going to be accessible rural – in rural areas 
from things like satellite networks, the idea of having federated and disparate and 
basically care provided from wherever is more likely than the centralized virtual care 
centres that we've seen.  
 
24:40 
Those ideas of a centralized virtual care centre have existed for a long time. We've 
seen those in hospitals, we've seen them in rural communities, where you come in and 
do your care at a particular place. I don't think that that – I don't think that aligns with 
where the technology is going. And I – I would hope to see that it becomes more 
widespread that a care provider provides care from wherever they want to. Because 
half of the advantage of the access to care for the patients, being able to get care from 
wherever they want to, should apply to the providers as well, right? So I think it'll 
probably go the other way. I – I don't know that every physician will want to have a 
brick-and-mortar shop anymore, but we'll see. 
 
25:25 

Dr. Guylaine Lefebvre: 
Thank you very much. We are unfortunately out of time, but I know we could have 
talked for – for quite a wheel—while longer with these important considerations. In 
summary, very clearly, virtual care is here to stay. It will become integrated with the in-
person care we know already and become care overall. I think that message has been 
relatively clear. 
 



25:50 
I – thank you to everyone out there who's participated. Your questions will actually 
serve us at CMPA to understand what questions we may have as we put forward more 
products. I'll invite you to check out our website. The CMPA website hosts podcasts and 
perspective articles and other recommendations, good practice guide, and so forth, 
where you may find answers to your question. And by all means, phone us if you would 
li—like to speak to one of our physician advisors directly. 
 
26:23 
I want to thank our panel for your generous contributions today, for your expertise, and 
– and sharing of your perspectives. I do look forward to continuing the conversation in 
the many forums we'll have moving ahead. And thank you to the fabulous team here 
that allowed us to produce the very first ever virtual education session as part of our 
AGM. Thank you, and have a very safe rest of the summer. 
 
END 
 

 
 
 


