


Vital Signs is published 11 times annually (not published in August) by the 
Calgary & Area Medical Staff Society (CAMSS) www.CAMSS.ca

Editor: Dave Lowery, 403-243-9498, bethere@shaw.ca

Advertising director: Bob d’Artois, 403-540-4702, bobdartois@shaw.ca

Editorial advisory board: 
Dr. Glenn Comm – glenncomm@shaw.ca
Dr. Mark Joyce – mjoyce@ucalgary.ca
Dr. Linda Slocombe – slocombe@shaw.ca
Dr. Ian Wishart – ianwishart@shaw.ca

Submissions: 
Vital Signs welcomes submissions (articles, notices, letters to the editors, announcements, 
photos, etc.) from physicians in Alberta. Please limit articles to 600 words or less. 

Please send any contributions to: Dave Lowery: bethere@shaw.ca, 403-243-9498.

Vital Signs reserves the right to edit article submissions and letters to the editor. 

Deadline: 
The deadline for article submission to Vital Signs is the 15th day of the month for 
distribution the first week of the following month.
 

Next deadline is February 15, 2014. 

Contributors: 
The opinions expressed in Vital Signs do not necessarily reflect the opinions or 
positions of the CAMSS or CAMSS executive.

Advertising:
Claims made in advertisements are not verified by CAMSS and CAMSS assumes no 
responsibility for advertising accuracy. 

© 2014

CAMSS executive - Please feel free to contact your 
representative with any concerns or issues. 

Dr. Steve Patterson, CAMSS president, 403-943-5554
Dr. Lloyd Maybaum, CAMSS past president, 403-943-4904
Dr. David Kent, RGH MSA president, 403-943-3410
Dr. Arlie Fawcett, PLC MSA president, 403-944-9842
Dr. Earl Campbell, FMC MSA president, 403-221-4459
Dr. Geoff Hawboldt, FMC MSA VP & treasurer, 403-943-9900
Dr. Deepak Kaura, ACH MSA president
Dr. Sharron Spicer, ACH MSA vice president  
Dr. John Barrow,  CMS president, 403-275-5112

Contributing members
Dr. Randall Sargent, CPSA representative
Sean Smith, assistant executive director, AMA Southern Alberta Office, 403-266-3533
Dr. Ronald J. Bridges, U of C rep, 403-220-4245
Dr. David Weatherby & Dr. Khalil Jivraj, PARA reps, Para-ab@shawbiz.ca

 
Web site: www.CAMSS.ca

Calgary & Area Medical Staff Society (CAMSS)
c/o  Alberta Medical Association

350, 708 - 11 Avenue S.W.
Calgary, Alberta

T2R 0E4
 

Audrey Harlow (403) 205 - 2093



Vital Signs is published 11 times annually (not published in August) by the 
Calgary & Area Medical Staff Society (CAMSS) www.CAMSS.ca

Editor: Dave Lowery, 403-243-9498, bethere@shaw.ca

Advertising director: Bob d’Artois, 403-540-4702, bobdartois@shaw.ca

Editorial advisory board: 
Dr. Glenn Comm – glenncomm@shaw.ca
Dr. Mark Joyce – mjoyce@ucalgary.ca
Dr. Linda Slocombe – slocombe@shaw.ca
Dr. Ian Wishart – ianwishart@shaw.ca

Submissions: 
Vital Signs welcomes submissions (articles, notices, letters to the editors, announcements, 
photos, etc.) from physicians in Alberta. Please limit articles to 600 words or less. 

Please send any contributions to: Dave Lowery: bethere@shaw.ca, 403-243-9498.

Vital Signs reserves the right to edit article submissions and letters to the editor. 

Deadline: 
The deadline for article submission to Vital Signs is the 15th day of the month for 
distribution the first week of the following month.
 

Next deadline is February 15, 2014. 

Contributors: 
The opinions expressed in Vital Signs do not necessarily reflect the opinions or 
positions of the CAMSS or CAMSS executive.

Advertising:
Claims made in advertisements are not verified by CAMSS and CAMSS assumes no 
responsibility for advertising accuracy. 

© 2014

Contents
February 2014

Columns:

From the CAMSS president: Hang on to your hats . . . more turmoil in AHS 

expected -------------------------------------------------------------------------------------- 4

AMA update ---------------------------------------------------------------------------------- 5

Nominations for FMC 2013 Outstanding Clinician  --------------------------------- 5

CAMSS 2014 meeting dates ------------------------------------------------------------- 9

Features:

What’s your kidney worth? --------------------------------------------------------------- 6

CAMSS executive - Please feel free to contact your 
representative with any concerns or issues. 

Dr. Steve Patterson, CAMSS president, 403-943-5554
Dr. Lloyd Maybaum, CAMSS past president, 403-943-4904
Dr. David Kent, RGH MSA president, 403-943-3410
Dr. Arlie Fawcett, PLC MSA president, 403-944-9842
Dr. Earl Campbell, FMC MSA president, 403-221-4459
Dr. Geoff Hawboldt, FMC MSA VP & treasurer, 403-943-9900
Dr. Deepak Kaura, ACH MSA president
Dr. Sharron Spicer, ACH MSA vice president  
Dr. John Barrow,  CMS president, 403-275-5112

Contributing members
Dr. Randall Sargent, CPSA representative
Sean Smith, assistant executive director, AMA Southern Alberta Office, 403-266-3533
Dr. Ronald J. Bridges, U of C rep, 403-220-4245
Dr. David Weatherby & Dr. Khalil Jivraj, PARA reps, Para-ab@shawbiz.ca

 
Web site: www.CAMSS.ca

Vital Signs accepts advertisements from members and non-members. 
For advertising rates, please visit: www.CAMSS.ca 
and download the rates from the Vital Signs page. 

For more information please contact Bob d’Artois, CAMSS advertising 
director. P. 403-540-4702 bobdartois@shaw.ca

Calgary & Area Medical Staff Society (CAMSS)
c/o  Alberta Medical Association

350, 708 - 11 Avenue S.W.
Calgary, Alberta

T2R 0E4
 

Audrey Harlow (403) 205 - 2093

On the cover: A kidney.
Photo illustration by Dave Lowery

 

Save the date
Thursday, April 10, 2014

The FMC Medical Staff Association’s
Spring Event

Come for the tour, the food, the wine pairings . . .
Or just come for the fun!

Sommelier Lee Hanson, associated with Barrel Hunter, 
will be our guide and presenter for the evening.  

More information to follow.

50%
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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

Hang on to your hats . . . more turmoil in AHS expected.

The “new” organizational structure for AHS has been revealed. 
It remains to be seen whether this arrangement of deck chairs 
will improve upon the previous versions. The past two months 

have made one thing abundantly clear, and that is that the minister of 
health is THE leader of healthcare in Alberta. Every time he shuffles 
the bureaucracy, it takes a few months for people to reorient themselves 
to their new jobs. It is inevitable that a new CEO will wish further 
change. We can expect a further period of turmoil within AHS. 

I want to talk to you again about the role of CAMSS in healthcare. 
As I have written before, CAMSS is the formal representative of 
the physicians in Calgary at the local and provincial level. CAMSS 
is given opportunities to provide feedback on many of the policies 
that will be applied at the zone (Calgary) level. We are also given 
an opportunity to give input into provincial policies. Unfortunately, 
there is no guarantee that our input will alter the policy in any way. 
In fact, many of the policies that have been presented to us recently 
are for information only, as they are in their final form. Clearly, this 
does not give us a lot of opportunity to provide meaningful input. I 
would like to change this! It would be much better for CAMSS to have 
the opportunity to be on the committees that create the policy, rather 
than being the recipient of the final version. To do this CAMSS needs 
volunteers. If we, as physicians, persist in letting others decide on the 
rules that guide our practice because we are too busy to participate 
in the meetings then we get what we deserve. A roomful of AHS 
functionaries are very unlikely to create a policy that is physician 
friendly in the “real” world without our input. If you are interested 
in volunteering, please leave your name with Audrey Harlow, our 
administrative support person. She can be reached through the local 
AMA office or via the CAMSS website.

This year’s influenza vaccination program has ended. What lessons 
have we learned for next year? The minister’s directive to publish the 
vaccination rates of healthcare workers by facility was a masterstroke. 
With this one move he revealed the relatively low vaccination rate 
in public facilities and created a public awareness of the potential 
problems created by this low vaccination rate. Virtually all of the 
province’s papers ran editorials encouraging healthcare workers to 
“get the shot.” This gives the minister additional leverage if he decides 
to go with compulsory immunization next year. Physicians need to 
respond to this PR initiative by taking the lead on getting vaccinated 
and encouraging others to receive the influenza vaccine. The best 
way to respond to the minister’s initiative is by creating a method of 
determining physician influenza vaccination rates and aiming for 90 
per cent or better. We can do it. Minister Horne should receive credit 
for being a vigorous proponent of province wide vaccination. I only 
ask that the vaccination payment rates for physicians and pharmacists 
be made public. I would hate to think that the minister’s flu shot cost 
more because he chose to have it at a pharmacy instead of in his 
physician’s office or at a public vaccination center.

Chart completion is actually a four letter word (new math). 
The provincial bylaws mandate the current threshold of “no more 
than 28 charts outstanding after 30 days and no more than four 
charts outstanding after 90 days.” We at CAMSS have sought 
input from the physicians (usually surgeons) most affected by this 

bylaw, seeking ways to make chart 
completion easier. We have also 
volunteered to reward some of 
the individuals that are staying 
compliant with their chart completions 
with a Tim’s card. This is in recognition 
of the importance of chart completion for 
hospital accreditation. The majority of 
the outstanding charts are on the basis of 
incomplete discharge summaries. Health 
records is moving forward on service 
specific discharge templates in SCM 
(hospital electronic record) but it will be 
a while before these are all operational. 
In the meantime I would encourage those 
with outstanding charts to get below 
the threshold. I have seen the proposed 
penalties for delays in chart completion, 
and they are serious. I would recommend some advance planning 
as Health Records will be under siege as people press to stay under 
the threshold at the end of the month. Incomplete charts have been 
a medical staff concern for a long time but AHS is putting a lot of 
emphasis and resources into this issue at the current time.

The Choosing Wisely campaign is on track to be released in April 
of this year. This initiative is a response to the sub- agreements on 
finding efficiencies in health care which are in the recently negotiated 
contract between the AMA and AB Health. I find it interesting that 
a program based partially on the education of physicians has no 
university representation on the governing committee. We should 
ensure that the effects of this campaign on population health as well 
as on cost savings are measured. Academic medicine should be invited 
to play a leadership role in this campaign. 

Lastly I want to bring up the crucial role of the medical staff 
associations in bringing physicians together across the specialties. When 
I did my first electives in Thunder Bay many years ago, I was struck 
by the amount of information that flowed through the doctor’s lounge, 
with discussion of everything from golf scores and recent conferences 
to requests for consults and advice on patient management. Everyone 
passed through the lounge every morning for coffee and advice. It is 
harder now for the various members of the medical profession to interact 
now that it was in the past. Family doctors on hospital rounds were a 
major part of the glue that held the medical staffs together. We are more 
fragmented and isolated from each other now than 25 years ago, and we 
tend to practice in our own silos. Doctor’s lounges are less busy than 
they were. I am heartened by the bustle at the Foothills Physician’s 
Lounge and I commend those individuals who helped complete the 
recent renovations. Drs. Campbell and Jamieson, among others, take a 
bow. I would encourage those of you who work in the hospitals to take 
a look at your Doctor’s Lounges, spend some time there, and interact 
with members of other specialty groups. I would welcome ideas from 
all of you in primary care, and from all of you who do not spend your 
time in the hospital, on other ways to foster such professional, and social, 
interaction. An improvement in patient care may well be the result. 

In my January 10 President’s Letter to members of the Alberta 
Medical Association (AMA), I shared news just then available 
regarding the identity of the physician compensation committee 

(PCC) chair, allocation and other important matters.
The announcement of these things marks important milestones 

in implementing the 2011-18 Alberta Medical Association (AMA) 
agreement. A joint letter (http://bit.ly/1hEMUmx) from Alberta Health 
(AH) and the AMA contains details of recent work by the parties to 
implement the agreement:

• Allocation 2014: You will recall that the agreement calls for 
a 2.5 per cent increase as of April 1, 2014. The joint letter 
explains:

• Decisions that the parties have made (with section input) 
regarding targeted priority items; overhead and section 
allocation equivalent amounts.

• Next steps to complete the micro-allocation to distribute the 
funds within each section. 

I want to thank all the section executives for their assistance thus 
far in taking allocation 2014 to its current stage. We look forward to 
completing the micro-allocation. When that task is complete, further 
section advice will be needed on an ongoing basis for the challenging 
work of the PCC.

• PCC chair and status: Speaking of the PCC, the parties have 
finalized selection of the PCC chair. Christopher Sheard of 
Edmonton has been selected following an exhaustive search. 
Sheard is a lawyer with an extensive background in arbitration 
as well as rate setting in the public sector. I think he brings a 
unique set of skills and experience to the work of the PCC. No 
time will be lost in availing ourselves of this expertise (in fact, 
Sheard attended the December 16 meeting of the PCC and then 
a meeting January 10 was his first day in his official capacity 
as chair). If you would like more information about Sheard’s 
background, click on this link: http://bit.ly/KQ7Zge.

• Family care clinic (FCC) compensation: Pending review by the 
PCC, now that it is active, AH has set an interim “provisional” 
hourly rate for physicians working in FCCs.

Nominations for 2013 FMC outstanding clinician 
Nominations are being accepted for the 2013 Outstanding Clinician Award for FMC primary site physicians. Please forward your 

nominations noting the following information.
Nominations should be made in a letter addressed to:

Clinician award nomination committee
c/o the Medical Staff Office, Room 154T, Doctors’ Lounge, FMC

Please include the following:
• Name and department of the nominee
• How you feel the nominee has met the selection criteria 
• Name of person or persons nominating the individual
• CV of the nominee if possible

The deadline for nominations is Friday, February 14, 2014

For more information and nominating criteria, please contact Susan Sauvé in the FMC medical staff office at 403-944-1409 or email: 
susan.sauve@albertahealthservices.ca
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From the CAMSS president

Dr. Steve Patterson,
CAMSS president 

Phone: 403-943-5554

Hang on to your hats . . . more turmoil in AHS expected.
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The Choosing Wisely campaign is on track to be released in April 
of this year. This initiative is a response to the sub- agreements on 
finding efficiencies in health care which are in the recently negotiated 
contract between the AMA and AB Health. I find it interesting that 
a program based partially on the education of physicians has no 
university representation on the governing committee. We should 
ensure that the effects of this campaign on population health as well 
as on cost savings are measured. Academic medicine should be invited 
to play a leadership role in this campaign. 

Lastly I want to bring up the crucial role of the medical staff 
associations in bringing physicians together across the specialties. When 
I did my first electives in Thunder Bay many years ago, I was struck 
by the amount of information that flowed through the doctor’s lounge, 
with discussion of everything from golf scores and recent conferences 
to requests for consults and advice on patient management. Everyone 
passed through the lounge every morning for coffee and advice. It is 
harder now for the various members of the medical profession to interact 
now that it was in the past. Family doctors on hospital rounds were a 
major part of the glue that held the medical staffs together. We are more 
fragmented and isolated from each other now than 25 years ago, and we 
tend to practice in our own silos. Doctor’s lounges are less busy than 
they were. I am heartened by the bustle at the Foothills Physician’s 
Lounge and I commend those individuals who helped complete the 
recent renovations. Drs. Campbell and Jamieson, among others, take a 
bow. I would encourage those of you who work in the hospitals to take 
a look at your Doctor’s Lounges, spend some time there, and interact 
with members of other specialty groups. I would welcome ideas from 
all of you in primary care, and from all of you who do not spend your 
time in the hospital, on other ways to foster such professional, and social, 
interaction. An improvement in patient care may well be the result. 

AMA update

By Allan S. Garbutt, PhD, MD, 
CCFP AMA president

In my January 10 President’s Letter to members of the Alberta 
Medical Association (AMA), I shared news just then available 
regarding the identity of the physician compensation committee 

(PCC) chair, allocation and other important matters.
The announcement of these things marks important milestones 

in implementing the 2011-18 Alberta Medical Association (AMA) 
agreement. A joint letter (http://bit.ly/1hEMUmx) from Alberta Health 
(AH) and the AMA contains details of recent work by the parties to 
implement the agreement:

• Allocation 2014: You will recall that the agreement calls for 
a 2.5 per cent increase as of April 1, 2014. The joint letter 
explains:

• Decisions that the parties have made (with section input) 
regarding targeted priority items; overhead and section 
allocation equivalent amounts.

• Next steps to complete the micro-allocation to distribute the 
funds within each section. 

I want to thank all the section executives for their assistance thus 
far in taking allocation 2014 to its current stage. We look forward to 
completing the micro-allocation. When that task is complete, further 
section advice will be needed on an ongoing basis for the challenging 
work of the PCC.

• PCC chair and status: Speaking of the PCC, the parties have 
finalized selection of the PCC chair. Christopher Sheard of 
Edmonton has been selected following an exhaustive search. 
Sheard is a lawyer with an extensive background in arbitration 
as well as rate setting in the public sector. I think he brings a 
unique set of skills and experience to the work of the PCC. No 
time will be lost in availing ourselves of this expertise (in fact, 
Sheard attended the December 16 meeting of the PCC and then 
a meeting January 10 was his first day in his official capacity 
as chair). If you would like more information about Sheard’s 
background, click on this link: http://bit.ly/KQ7Zge.

• Family care clinic (FCC) compensation: Pending review by the 
PCC, now that it is active, AH has set an interim “provisional” 
hourly rate for physicians working in FCCs.

It is satisfying to reach 
these various milestones in 
the early stages of the PCC. 
The outcome of the work 
that PCC will do in the years 
ahead should align physician 
payment ,  programs and 
supports with the needs of 
our patients in a system that 
reflects the way we deliver 
patient- and family-centered 
care.

Recently I provided some 
information to physicians 
about work being done under 
the consultation agreements 
for primary care and the 
provincial electronic medical 
record strategy. Progress is 
also being made in other areas. An initial report by the system-wide 
efficiencies and savings consultation agreement working group (AMA, 
AH and Alberta Health Services) has been completed. I hope to be able 
to share some of those details and concepts with you once the parties 
have had a chance for further discussion. Thank you to all the sections 
who have contributed suggestions for system-wide improvement 
thus far. This information was extremely helpful in this first stage of 
consultation and planning.

I confess I have already written more President’s Letters than I 
had anticipated for these first months of my term in office. As always, 
there is much going on and much more remains ahead. 

I appreciate the time you take to read the President’s Letter and this 
Vital Signs article as well as to share your ideas and reactions about 
what’s happening within and outside of the AMA. You can always 
reach me by email at president@albertadoctors.org. 

Nominations for 2013 FMC outstanding clinician 
Nominations are being accepted for the 2013 Outstanding Clinician Award for FMC primary site physicians. Please forward your 

nominations noting the following information.
Nominations should be made in a letter addressed to:

Clinician award nomination committee
c/o the Medical Staff Office, Room 154T, Doctors’ Lounge, FMC

Please include the following:
• Name and department of the nominee
• How you feel the nominee has met the selection criteria 
• Name of person or persons nominating the individual
• CV of the nominee if possible

The deadline for nominations is Friday, February 14, 2014

For more information and nominating criteria, please contact Susan Sauvé in the FMC medical staff office at 403-944-1409 or email: 
susan.sauve@albertahealthservices.ca
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As flippant as that headline may sound, a group of nephrologists 
and academics thought there may be a case to buy kidneys 
from living donors with the cost billed to existing health care 

models. Due to the growing number of patients with end stage renal 
disease (ESRD), there is a growing shortage of potential living donors 
so the authors thought they could make a case to pay for the organ 
which, they surmised, would actually cost less than the total costs of 
dialysis and the associated medications, manpower and facilities. 

(All text in bold is from the paper “The cost-effectiveness of using 
payment to increase living donor kidneys for transplantation.”)

We assumed that payment to living donors would occur 
through an independently monitored system that would act as 
a third party to remunerate all living donors with a payment 
of $10,000. We also assumed that the number of living donor 
transplantations would increase, thus removing recipients from 
the deceased donor waiting list and slightly lowering the wait time 
for people awaiting a deceased donor kidney.

Costs for transplantation for the first and following years 
(assuming that year 2 costs are ongoing) included recipient 
and donor transplant surgeries; recipient transplant-related 
medications; recipient physician costs; recipient outpatient 
diagnostic imaging, laboratory tests, and outpatient services; and 
recipient inpatient stays.

The cost of dialysis used in this study was calculated as a blend 
of in-center hemodialysis (79%) and peritoneal dialysis (21%), 
consistent with current dialysis modality usage in Canada (19). 
The annual cost of dialysis included dialysis equipment, overhead, 
supplies, salaries and wages, cost of all access, drugs, and any other 
resources related to dialysis, and it is detailed elsewhere.

Lianne Barnieh, 36, received her Phd from the University of 
Calgary and says the authors discussed the issue for a long time before 
starting research. 

“[We wanted to know] why aren’t more people donating and 
how can we get them to donate,” Barnieh says. “We first wanted 
to know if Canadians were open to the idea of being compensated 
financially to donate a kidney, and once we got positive results 
from our survey, we wanted to know if it was cost- effective. 
Too many non-evidence based practices are put in place before 
determining either their efficacy or their cost-effectiveness. We 
already know that transplant is more cost-effective than dialysis 
but is it still more cost-effective when we attach a financial 
compensation to it?”

Assuming a 5% increase in transplantation by paying 
living donors $10,000, the model was cost-effective. Varying 
the payment to living donors and the assumed increase in 
transplantation varies the cost-effectiveness. 

What’s your kidney worth?
By Dave Lowery

Variability of cost-effectiveness strategy. The greatest 
uncertainty lay around two parameters: the amount of payment to 
a living donor and the increase in transplantation that this payment 
would elicit. We varied both the payment ($10,000–$50,000) and 
the increase in transplantation (1%–50%) simultaneously and 
found that the paid strategy was always more effective; however, 
with lower increases in transplantation (1% or 2%), the strategy 
is not cost-saving.

Lianne Barnieh, Epidemiology PhD (Faculty of 
Medicine), MSc in Epidemiology, Bsc.

Continued on page 9
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What’s your kidney worth?

Variability of cost-effectiveness strategy. The greatest 
uncertainty lay around two parameters: the amount of payment to 
a living donor and the increase in transplantation that this payment 
would elicit. We varied both the payment ($10,000–$50,000) and 
the increase in transplantation (1%–50%) simultaneously and 
found that the paid strategy was always more effective; however, 
with lower increases in transplantation (1% or 2%), the strategy 
is not cost-saving.

Continued on page 9
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Barnieh says they were somewhat surprised that buying the organ 
would not be as cost effective as they originally thought. 

“We were actually surprised it was not more cost-effective, but 
we took really conservative estimates for the variables that we made 
assumptions on, because there is no data to support them,” she says. 

What’s your kidney worth? — Continued. 
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Barnieh says they were somewhat surprised that buying the organ 
would not be as cost effective as they originally thought. 

“We were actually surprised it was not more cost-effective, but 
we took really conservative estimates for the variables that we made 
assumptions on, because there is no data to support them,” she says. 

“For example, the increase in number of donors should we financially 
compensate people. We have no evidence, beyond our survey data, 

which indicates that compensating people financially would increase 
rates of donation. Therefore, we maintained very conservative 
estimates. 

What’s your kidney worth? — Continued. 

Continued on page 10
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But the results also indicate that should the $10,000 fee offered 
raise the transplants to 10 or even  20 per cent, then paying for the 
organ is definitely more cost effective.

With recent news stories suggesting that some countries may be 
harvesting organs from prisoners, Barnieh says they had to tread lightly 
and hopefully people will view their research with an open mind.

“We are all hopeful that perhaps the perception of the public has 
changed and that policy will evolve alongside it,” she says. “We can’t 
stay attached to our ideas from 20 years ago, or even 10 years ago. 
People are accepting of things now that were repulsed them many 
years ago. I do believe we will see a change, but it may take years. 
Which is better – baby steps will allow us to proceed with caution 
and carefully evaluate the merits – and any potential pitfalls- of this 
strategy along the way.”

Barnieh says they were pleased with the media response and their 
‘thinking out of the box’ was received well. 

“The media, both TV and radio, were really interested in this idea 
that researchers would consider “paying” someone as a strategy to 
increase the number of donors. There are other instances where people 
get paid for their tissues so why not kidneys? As bioethicist Tim 
Caulfield says, there is an “ick” factor with this and the notion that it 
is a slippery slope. We don’t feel that way. We feel that it’s a strategy 

that is worth testing in a real life setting, to off set the number of people 
dying on the waiting list each year while waiting for a kidney. 

It’s too soon to tell who will benefit the most from their research, 
Barnieh says, but she’s hopeful the paper may start discussions as, 
she believes, no one is directly benefiting but the dialogue is opening 
up and bringing awareness to a really important issue. 

“We have enough kidneys to solve the shortage; how do we move 
from where we are now to eliminating the waiting list?”

To read the entire paper, please go online: 
http://cjasn.asnjournals.org/content/8/12/2165.short

What’s your kidney worth? — Continued. 
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