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Your parents are originally from 
Scotland. What took your family to 
South Africa when you were young?
It was opportunity. In the 1960s Brit-
ain was going through significant 
change and the shipbuilding industry 
in Scotland was starting to decline 
rapidly as the world was shifting to 
a global economy. My parents were 
a young couple at the time, with two 
boys—me and my younger brother—
and they wondered what opportuni-
ties would be available for young 
men in the country if the main indus-
try was starting to tank. At the same 
time the colonies were advertising for 
talent from Great Britain—places like 
Canada, South Africa, New Zealand, 
Australia had very active embassies in 
the UK at that time, recruiting people 
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to bring their talent, come overseas, 
build a new life—and my parents saw 
opportunity in that. 

What ended up selling them on 
South Africa was that the embassy 
staff did a really good job promot-
ing the fact that if you came to South 
Africa as a young immigrant couple 
and were hardworking there was no 
ceiling to what you could achieve. 

We were very privileged to move 
to South Africa while the country was 
going through some transformative 
and difficult changes, and to have 
been part of that history and change 
was phenomenal.  

How do you think that environment 
shaped your interests?
When we arrived in the late 1960s 

there was a one-party state in the 
country, and the ruling government 
had been in power since 1948. So, 
having come from a country where 
you could promote yourself based 
on your skills and abilities, in South 
Africa one was very confronted by 
the class system, part of the colonial 
legacy. 

My parents raised us to recognize 
that we were going to be confronted 
by apartheid, but to be careful where 
we raised questions, explaining that 
everything was not as it appeared. 
We had access to a wonderful edu-
cational system, and I have to say 
that in the ’60s, ’70s, and ’80s, South 
Africa probably offered its citizens 
one of the most reliable and complex 
education systems in the world, even 
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though there was a significant dispar-
ity in who had access to education at 
that time. 

After high school I selected a uni-
versity where race was not considered 
as an access point, and Wits Univer-
sity prided itself on challenging the 
government that there needed to be 
freedom of access to postsecond-
ary education. That was a wonderful 
breeding ground for my activism and 
formed the qualities that framed my 
leadership profile.  

After you earned your medical  
degree in South Africa in the 1980s, 
what prompted your move to  
Canada? 
Most people will probably antici-
pate that I chose to move because of 
the challenging political situation. 
It wasn’t that; it was the challenging 
economy. Interest rates were phenom-
enally high. When I graduated from 
medical school the interest rate on a 
credit card was something like 32% 
per annum. Interest rates on a mortgage 
were in the double digits. And I had a 
sizable student loan—I came from a 
blue collar working family, so my fam-
ily didn’t finance my education. My 
dad co-signed my student loan and I 
accumulated that debt through 6 years 
of medical school and then through  
my internship and residency, so I was 
really motivated to clear my debt 
before I decided what my medical 
career was going to look like.

Speaking to others,  Canada 
seemed very welcoming to South 
African–trained physicians and other 
international medical graduates, and 
it didn’t take long before I found a 
locum opportunity on the Prairies. 
The idea was to earn enough within 6 
to 12 months that I could clear my stu-
dent debt and decide what my medical 
career would look like after that. 

Do you have a memory from your 
first days in Canada that made an 
imprint on your professional direc-
tion? 

When I started practising in Moose 
Jaw, Saskatchewan, even as a new 
entrant to Canada who could speak the 
language and was pretty well versed 
on the culture, I was confronted by 
how different medicine appeared 
to be. In South Africa people would 
arrive at hospitals or community clin-
ics with sometimes very pressing 
health issues; the disease processes 
were sometimes very advanced. We 
were faced with the whole spectrum 
of what medicine could present to 
young doctors.

In my Canadian community clinic 
I didn’t see that same spectrum of nas-
ty diseases. There were more nuances 
to medicine here. People presented 
much earlier in the context of their ill-
ness. The person sitting across from 
me in the clinic would often look very, 
very well, as opposed to the sick, ill, 
and injured people that I had seen as 
part of my training in South Africa. 

You have two daughters who are 
now developing their own career 
paths. What advice do you give 
them about how they should shape 
their futures? 
We traveled a lot with the girls when 
they were young and we’ve given 
them, I hope, a broad global perspec-
tive on how small this planet really 
is, how closely connected we are as 
human beings, and that we can all 
serve in different ways. We didn’t 
raise either of our daughters to con-
sider medicine or teaching, which is 
my wife’s profession, as being the 
only two ways of serving society and 
having social accountability. And it 
shows in their behaviors. They value 
service; they’re connected to society. 
My youngest daughter is definitely 
the most environmentally responsible 
person in our family. I think we’ve 
done a really good job in allowing our 
girls to embrace diverse thought.  

We look forward to seeing what 
careers they will choose. They have 
unique personalities and are going 
in different directions—our oldest is 

working in hospitality and the hotel 
industry, and our youngest is doing 
a science degree at UBC at the Oka-
nagan campus.  

What is the best advice you were 
ever given?
My dad was a wonderful mentor. 
He left school at 16 with a grade 10 
education and he said to me on many 
occasions, “Alan, in knowledge there 
is power.” He also provided me with 
an appreciation that talent comes 
through hard work and application—
thousands of hours spent doing the 
same thing produces expertise.

Tell me about your life in Oliver. 
How do you like to spend your 
time?
It’s very busy, but balanced. Hav-
ing grown up in a family that valued 
the outdoors, I’ve always embraced 
experiencing what the world can give 
us. Not all rewards have to be mon-
etary. We were an outdoor family—in 
South Africa it’s called caravanning, 
here it’s RVing—and when looking 
at where I’d like to live and work in 
Canada, the Interior of BC, and par-
ticularly the South Okanagan, most 
closely represented the climate and 
geography that I was familiar with 
from my childhood. 

Also, because I trained at a gen-
eralist hospital—even though I had 
aspirations when I was younger to 
specialize in internal medicine or 
anesthesia—when I came to Can-
ada I embraced rural life and I felt I 
could contribute more by living and 
working in a rural community than 
I could in an urban or metropolitan 
community. I think service is really 
important—caring about your neigh-
bor, caring about the health of your 
community, not just one patient at a 
time as a family doctor or specialist 
might encounter in their practice, but 
thinking beyond that and being curi-
ous about what can make your com-
munity more vibrant. 
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If I can look back on my career 
one day and say that my community 
is more vibrant because of my pres-
ence and the influence I’ve had, then 
I’ll be a very happy professional when 
I retire. 

As an avid sailor, what is your 
dream sailing trip? 
We’ve lived the dream. Since the girls 
were very young Christina and I talk-
ed about taking a year off for a sab-
batical, and when our girls were 14 
and 16 we did it. 

With a lot of thoughtful planning, 
we bought a boat in Florida and sailed 
for a year—down the East Coast of 
Florida, we crossed the Gulf Stream 
of the Atlantic (some of the most diffi-
cult waters for sailors to cross because 
the weather can be really unexpect-
ed), and then we landed in the Baha-
mas. There are 600 to 800 islands in 
the Bahamas, and when you get out 
to the outlying islands you start to 
experience what living and working 
in the Caribbean can be like.   

We lived aboard the boat for a 
year. The girls were excellent crew 
members. And the fact that we 
could all take responsibility for one 
another’s well-being and safety and 
the wholesomeness of what we were 
doing was fantastic. Whether it’s for 3 
months or a year, I encourage all my 
colleagues to consider taking a sab-
batical. It’s energizing to disconnect 
from the day-to-day routines that put 
such significant demands on us. You 
get a chance to reflect on where you 
are in your career, your profession-
alism, to consider if you are serving 
in the way that you were attracted to 
medicine to be able to do, what parts 
of your career you are finding reward-
ing, what the challenging areas are. It 
was a really good introspective year. 
As a mid-career physician, I could 
reflect on what I would like to do 
moving forward, and to identify what 
was truly important to me and what 
else could I do to support society. 

What life lessons stand out to you 
from traveling with your family?
We’ve tried to raise our girls to appre-
ciate that we live in a society that is 
based on consumerism, in the first 
world, and whether it’s the consump-
tion of information or the overcon-
sumption of food, or having to keep 
up with the Joneses and have the best, 
those shouldn’t be values that drive 
us to feel that we’ve lived a complete 
life. The bigger question we should 
all be asking is, when I look back, am 
I going to know that I left the world in 
a better place than when I entered it?

My measure of a satisfying life 
is the answer to, have I valued the 
people I have relationships with, and 
do they value me? I think you’ve truly 
lived when you’re no longer anonym-
ous, when you have a connectivity 
within your community, and when 
you’re recognized for your work and 
your efforts.

Do you have any other interests that 
could have swayed you to follow a 
career path other than medicine?
My father had a strong and profound 
influence on me. Those who know 
me know I love telling a good story, 
I love debate, and I love being pro-
vocative in terms of questioning the 
conventional ways of doing things or 
the traditional values and views that 
society holds. 

I also have a few health issues, 
one of which is that I was born with 
a lazy eye, or strabismus, which was 
corrected through surgery when I was 
young, but I’ve been challenged with 
my vision in the affected eye. In my 
high school it was expected that you 
participate in sporting activities, and 
the way that you demonstrated your 
sporting prowess at a boys-only high 
school was to play something like 
rugby or cricket. And I wanted to pur-
sue that, but because of my eye dis-
ability my dad suggested I think about 
other activities. He knew that get-
ting hurt and damaging my good eye 

could be problematic and pointed me 
toward debating. I was never a good 
public speaker, it was certainly one of 
my phobias in high school, and my 
dad recognized that to be a confident 
person you have to be able to share 
your views and opinions.

I considered law as a career in 
high school as well. Though because 
the legal system is based on Dutch 
Roman law in South Africa, my dad 
saw that as being limiting if I ever 
wanted to work in other jurisdictions, 
and we had many good evenings ban-
tering about what life could look like 
and what a career could look like. 
And it was at that point that I started 
to reflect more on my mother’s val-
ues—she was a registered nurse. In 
talking to my mum, and recognizing 
there were a few doctors in our family 
lineage, I started to think more about 
medicine as a way of defining who I 
was as a professional. And boy has it 
ever turned out well. 

So that explains how you acquired 
your interest in medicine, or is there 
more to that story?
It goes further back than that. I often 
think about whether medicine selects 
the individual, or whether the individ-
ual selects medicine. 

When I was in elementary school 
my very best friend’s father was the 
principal, so I really admired the 
family. My friend James and I did 
everything together, and when he 
declared early on that he wanted to 
be a doctor I thought, you know what, 
James wants to be a doctor, I’ll be a 
doctor too, that will be a great thing to 
do. And that stuck in my brain.

While I was debating what my life 
would look like with my father, that 
thought reoccurred, and I decided to 
stick with what I had originally signed 
up to do. In the end, James became a 
teacher, like his father, and I became 
the doctor.

I think most doctors have such 
a defining moment in their life—an 
experience as a child, or a circum-
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rural health care leadership in BC and 
has been foundational in creating the 
space for my voice to come forward 
for the entire profession in BC. As a 
true friend, Granger has taught me to 
lead with a respect for all colleagues, 
specialists and GPs. The so-called 
divide between generalists and spe-
cialist shouldn’t exist, and it’s going 
to be one of my challenges this year 
to see if we can enhance the conversa-
tion about uniting the medical profes-
sion in BC.

We have a huge opportunity to 
seek system improvements in BC this 
year. We are hosting the CMA Gen-
eral Council, where Dr Avery is to be 
inducted as the national president, our 
own association has a strong provin-

cial voice, and the federal Minister 
of Health is also a doctor. This is an 
excellent chance for the association to 
invest its energies in being part of a 
national conversation.

Can you tell me about a pivotal 
time in your career?
On one Sunday morning in 2002 I 
was the emergency department doc-
tor at my local rural community hos-
pital in Oliver, and I was Doctor of the 
Day, so I was covering all the patients 
in hospital on behalf of my colleagues 
who had the weekend off. There was a 
page over the hospital intercom—“Dr 
Ruddiman to the emergency depart-
ment, stat!” I gave up my duties at the 

stance where the idea of medicine as 
a potential future career shows up, a 
moment from which their desire to 
want to help others stems.

Do you have any professional 
heroes?
They shift and change throughout 
life. One of my early heroes in medi-
cine was my professor of anatomy 
at the University of Witwatersrand, 
Phillip Tobias. He was also a pal-
aeoanthropologist, and I remember 
one of the defining lectures he gave 
in medical school. He took us to a 
cave west of Johannesburg called the 
Sterkfontein Caves, where the earli-
est human hominids were discovered, 
and he stood there, lecturing to 240 
young medical students while hold-
ing a skull in his hands. That vision 
is embedded in my brain. He had a 
very gentle voice, he was very well 
respected in South Africa and by the 
international medical community, and 
I thought, wow, if someone from our 
university can command that much 
respect, then I should really embrace 
my own career. It was a principle-
defining moment for me. 

Dr Anna Reid stands out for me 
in the context of Canadian health 
care. Dr Reid, who is a past president 
of the CMA, is a humble leader who 
has proven that women can put their 
footprint on service and leadership in 
medicine. And we need more women 
leaders in health care, both in BC and 
in Canada. 

I look too to the Honourable 
Jane Philpott, our federal Minister of 
Health. She’s got an incredibly pow-
erful life story. She spent time prac-
tising medicine and doing volunteer 
work in Africa and, unfortunately, 
lost a young child to a treatable illness 
simply because there weren’t enough 
resources available locally when they 
were needed. 

The other person whose career 
I’ve admired and who has been a 
fantastic mentor to me is Dr Granger 
Avery. Granger welcomed me into 

special feature

Continued on page 414

P
ho

to
: L

io
ne

l T
ru

d
el

 P
ho

to
gr

ap
hy

 L
td

.



414 bc medical journal vol. 58 no. 7, september 2016 bcmj.org

nursing station, ran down the hall, and 
ran into my wife. As soon as I saw her 
I thought, on no, there’s something 
wrong with one of our daughters, I’m 
the emergency doctor, this is going to 
be horrible. And she said, “Alan, I want 
you to take a big breath. Your dad has 
come into the emergency department 
with crushing chest pains.” I think to 
administer one’s skills to a member 
of your community is already some-
times not at arm’s length—you know 
a lot of the people socially, your kids 
play together—but to be called upon 
to administer care to your father when 
he’s having a heart attack, for me, 
that helped shape where I needed to 
provide advocacy. We need the right 
resources across all of our commun-
ities across BC—metropolitan, rural, 
urban, and remote.  

I activated all the protocols I would 
for any other patient, but to have to 
deliver emergency medical care to my 
father was a sobering reminder that if 
I hadn’t embraced all the generalist 
pieces of being a family doctor my dad 
may not have had an opportunity that 
day to receive the best care. I’m for-
tunate to have had a great team—all 
the nurses were phenomenal—and I 
called a colleague in as soon as could. 
I didn’t want to be the person respon-
sible for my dad’s success or failure 
with his acute health crisis, but I’m 
sure glad that I was trained to admin-
ister the care that he needed while I got 
the rest of the team together.

There are communities across the 
province where patients present every 
day with pressing medical needs, and 
to not have skilled professionals in 
those communities to deliver care to 
those people when they need it would 
simply be underservicing British Col-
umbia. 

How has your role as a general 
practitioner evolved since you 
started practising?
What’s evolved is a deeper under-
standing for the social determinants 

of health. It’s not always about health 
care. I think health care is only respon-
sible for about a quarter of what makes 
people sick. A bigger component is 
the life that people have—where they 
live, what level of income they have, 
what kind of education they have, the 
early childhood development they 
were exposed to, whether they live 
with a disability. Of course, whether 
you have access to health care and 
whether you have acute or chronic ill-
ness is really important, but genetics 
also comes into play. Did you inherit 
good genes from your parents? 

The other piece that I’m becom-
ing more aware of is the damage 
that’s being done to our planet and 
the related health issues. We have a 
huge responsibility as doctors to exer-
cise our professional voice on issues 
of social determinants of health. The 
Council on Health Promotion has 
done stellar work over the years to 
highlight areas where doctors can 
advocate for social changes that can 
produce health. It shouldn’t just be 
about managing sickness.

Have your patients’ expectations 
changed as well?
The family practice I inherited almost 
20 years ago was from a doctor who 
had been the family doctor for these 
patients for 20 to 30 years, so the 
average patient was in their early- to 
mid-60s. Jumping forward 20 years, 
my latest practice profile tells me that 
my average patient is now 76 years 
old. So I’ve got a 20-year relationship 
with people who have, for the most 
part, moved into the later part of their 
lives. When I have interviews with 
these patients I hear the most pro-
found and provocative things because 
these people have lived sometimes 
very full lives, and their expectations 
and understanding of what it means 
to have a healthy life is very different 
from the opinion of someone who is 
20. Elderly people are very clear on 
how they want their care delivered. 
They have very well-shaped ideas on 

what the health care system can do 
to support them. The one thing I’ve 
been delighted to have established 
in my practice is the opportunity to 
have conversations around end-of-
life and advanced-care planning with 
my patients. Where we have pres-
sure sometimes is from family mem-
bers, children, grandchildren who 
don’t embrace the values that elderly 
patients express about how they want 
to be cared for when they’re con-
fronted with an incurable disease or 
illness, or simply when they get to a 
place in life where they feel that they 
have reached the end. 

That is a societal conversation 
we have to have. Instead of always 
deploying maximal resources and the 
most specialized care options, which 
may be futile, we should be asking, 
what can we do to support you to have 
the best quality of life at this point in 
your life? My elderly patients have 
helped and educated me to become an 
advocate in that regard.

Do you find that’s a difficult shift  
for doctors?
I think we have to be careful in how 
we characterize medicine. A fulfill-
ing medical career as a specialist or 
a general family physician isn’t about 
saving all lives all the time, it’s about 
making a fundamental difference in 
the life of the person sitting in front 
of you when they’re confronted by 
acute or chronic illness. We shouldn’t 
be in the business of simply focusing 
on saving lives, we should be focus-
ing on making a difference in the lives 
of the people we encounter as part of 
this wonderful profession. 

What do your patients think of 
your role as president?
I have developed relationships with 
my patients over the past 20 years—
and many of them are now individu-
als who are closer to the end of their 
life than to the part of their life when 
they were most productive—so for 
me to be absent from my community 
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multiple times per week is quite chal-
lenging for them. I’m very fortunate 
to have a young female physician 
locum, a recent graduate from the 
UBC family medicine program, who 
embraces the same values that I do, is 
very professional, is a generalist phy-
sician, and has made a commitment to 
supporting me in my practice and my 
patients for the year. I feel reassured 
knowing there are colleagues like 
my locum who are willing to step up, 
though I do know there is angst within 
my patients about when I’m going to 
be in the office next. I’m back filling 
in my practice right now for when my 
locum is away and when there are oth-
er gaps in coverage to make sure I can 
continue to practise clinical medicine. 

Could you tell me about a personal 
achievement that stands out for you?
There are many moments that have 
made me smile. Being recognized by 
your peers in a way that is uninvited, 
for example, is humbling—there are 
so many good doctors in this province 
who fly under the radar and aren’t rec-
ognized for their contributions and 
service. We need to do more of that—
recognize these contributions to med-
icine, to patients, to communities.

A number of years ago, I think it 
was 2008, I was recognized by the 
Society of Rural Physicians of Can-
ada to be awarded a Fellowship of 
Rural and Remote Medicine in Can-
ada. At that point I probably had 
arrived at a place where my career 
was evolving and I was starting to 
contribute beyond one patient at a 
time. To this day I wear the lapel-pin 
I was presented with as a reminder to 
myself of being recognized for serv-
ing well. And I think that is part of 
why we choose medicine—we have 
to embrace the tenants of profession-
alism, advocacy, and service.

Conversely, could you tell me about 
a challenge or regret?
Thinking back to when I was in uni-
versity, and when South Africa was 

going through profound change, I feel 
a little disappointed and embarrassed 
that I didn’t do more in terms of activ-
ism for change in the country. I was 
politically active, but I didn’t do it in 
as brave a way as I probably could 
have concerning the social injustices 
that were occurring in the country. 
My parents raised us to question what 
appeared to be the real world—how 
law was applied, how a large portion 
of society was disadvantaged—and 
considering the empathy that was 
generated in our home I’m disap-
pointed in myself when I think back. 

Having taught Family Medicine R1 
residents in their family medicine 
rotation, what is your impression 
of the challenges that medical stu-
dents and residents face today?
They’re coming into medicine at a 
time when so many changes are oc-
curring—just the exponential growth 
in how we access and share informa-
tion is unprecedented—and as ex-
citing as that is it’s also incredibly 
challenging because we need to filter 
what is factual, what is scientifically 
based. As doctors we pride ourselves 
on being the experts in medicine, and 
there are so many career opportun-
ities available for young doctors, but 
we have to understand that the foun-
dation of a general medical education 
is generalism. We also have to think 
about social accountability—there’s a 
social contract that we have in Can-
ada with the federal and provincial 
governments—we are responsible for 
giving back to society. To this end, 
we need to require from our univer-
sities and medical students as broad-
based a generalist training in medical 
school as possible before they choose 
an area of specialty. There needs to 
be a strong foundation of generalism, 
both in specialty practice and family 
medicine.

What are your concerns about the 
future of family medicine in this 
province?

My biggest concern would be that we 
promote sub- and superspecializa-
tion as the only ways to derive satis-
faction from a medical career. We’re 
very privileged to gain a world-class, 
strong, scientific education in Canada, 
and we don’t want to dilute that sci-
entific capital by gaining a significant 
medical education and then stream-
ing off into a superspecialized area. 
I don’t think that serves society well. 
When it comes to serving individual 
patients, communities, regions of the 
province I think it’s the generalism in 
medicine that needs to be promoted 
as the primary way that we invest our 
energies as taxpayers and as society 
looking after the health care needs of 
our populations.

What health care issue do you think 
is not getting enough attention right 
now?
We’ve recently seen the formation of 
the First Nations Health Authority, 
and I think we have a lot to do sur-
rounding Aboriginal health in BC. We 
don’t give it enough attention, and we 
have to build that into the social fab-
ric. We need to be culturally sensitive. 
We need to respect the custodianship 
that First Nations in our province 
have for being responsible to the plan-
et. They are leaps and bounds ahead 
of where we are in understanding that 
if we don’t look after our planet, it 
won’t look after us. We can do bet-
ter in terms of building relationships 
with our First Nations partners across 
health care and beyond.  

The other piece that deserves on-
going attention is simply bringing 
specialists and generalists back to-
gether as a united profession so we 
can tackle these tough issues. 

What technological developments 
in medicine are you excited about?
One of the greatest investments that 
governments and societies can make 
in health care is around how we 
choose to organize, fund, and support 
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activities around information technol-
ogy and information management. 
Having a patient medical record that 
is dynamic, current, accurate, and that 
truly reflects the health of a patient 
will go a long way to reducing unnec-
essary health care costs and the burden 
of medical errors, and ensuring safely 
delivering care to patients. We need to 
look at how we integrate information 
technology effectively to reduce the 
duplication and multiple layers of bar-
riers that we have by trying to accom-
modate 6, 8, 10 different information 
technology delivery systems. 

I hear citations of privacy as the 
issue that’s limiting us from remov-
ing various IT barriers, but if you ask 
patients if privacy is the biggest issue 
for them, they’ll say absolutely not, 
it’s about access. They want health 
care providers to have their most cur-
rent medical information in front of 
them when they’re being asked to be 
partners in their own health care. If 
we can’t deliver that, we’re doomed 
to fail in health care in 2016. 

You are also highly engaged on 
Twitter. How has social media 
affected your practice and your 
interactions with your patients and 
colleagues?
We have a responsibility as a profes-
sion to engage with one another, and 
social media is a huge opportunity to 
share our voice and express our opin-
ions with the public and with govern-
ment. I encourage my colleagues to 
look at social media as a way to get 
their professional voice out there, 
to talk about their concerns. It has 
helped my career in cutting through 
red tape—being able to reach leaders 
who I might otherwise not have tradi-
tional relationships with.

You’ve spoken about the import-
ance of collaborative efforts be-
tween all health care providers and 
partners. What specific improve-
ments or opportunities do you think 

greater collaboration will result in 
that are currently underdeveloped?
When we talk about team-based care 
we need to understand who all the 
partners are who are responsible for 
producing outcomes. The doctor-
patient relationship is fundamental. 
It is the most-valued relationship in 
health care, so we can’t undo that. 
There has to be a strong physician 
voice, and a credible and safe place 
for the patient voice to land. But we 
also need to recognize who the other 
partners in health care are. We cer-
tainly look to the provincial govern-
ment for its leadership and we look 
to the societies that support family 
physicians and specialists. We need 
to bring those voices together and to 
work with allied health care profes-
sionals, our nursing colleagues, our 
pharmacy colleagues, licensed prac-
tical nurses, social workers, physio-
therapists, the list goes on. We need 
to bring the right providers together 
and have meaningful conversations 
about delivering timely and efficient 
care to patients, reducing unnecessary 
admissions to hospital, and rooting 
out areas where there is unnecessary 
risk to patients.

Two pertinent research examples 
come to mind. First, the Common-
wealth Fund released a report in late 
2014 showing that Canada scores 
10th out of 11 in First World nations 
when you look at the matrices of how 
their health care systems are mea-
sured. We need to sit down with the 
governments of the day and have a 
conversation about transforming, not 
just tweaking, health care for the gen-
erations ahead.

Second, OECD data tells us that 
the safest hospitals in the world have 
a maximum bed occupancy of about 
85% at any given time. When I listen 
to colleagues both close to me and 
around the province, it’s not unusual 
to hear that our hospitals have occu-
pancies of over 100%. That’s a prob-
lem. We need to make our hospitals 
more efficient, we need to improve 

access, and we need to admit the right 
patient to hospital at the right time. 

Recruitment and retention chal-
lenges in BC continue to be top 
of mind. What do you envision as 
a way to overcome the enduring 
obstacles? 
Recruitment and retention is no 
longer on the radar of only our rural 
communities; there’s a desperate 
need for recruitment both in urban 
and rural and remote communities. 
Yes, there continues to be a dispro-
portionate allocation of where phys-
icians choose to live and work—25% 
of BC’s population lives and works 
in rural communities, yet only 11% 
to 14% of doctors choose to work in 
these communities. We need to invest 
in rural-proofing BC, but we need to 
talk about the greater need as well. If 
we look at where the biggest invest-
ment in health care is, it goes back to 
the conversations around generalism, 
and those occur at our postsecondary 
education institutions. Universities 
need to grow their understanding of 
why investment in generalist med-
ical training is going to serve society 
well. Absolutely, we need the broad 
range of world-class specialists in this 
province that we already have, who 
can continue to support patients when 
they need that type of care most, but 
we’re now at a place where, because 
of the system of delivering care that 
we’ve developed in rural commun-
ities, we’re better prepared to inform 
the urban conversation about what 
organizing services can look like. 
Maybe we can take the rural model 
and have a conversation with urban 
and metropolitan communities and 
get back to the day when generalist, 
hospital-type care was the foundation 
for what most people need.

What drives you?
I grew up with two brothers and a 
younger sister, so there was always 
a competitive streak in our house-
hold, and I think competition is very 
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healthy. Those who know me recog-
nize that I can be impatient, some-
times tenacious, but I tend to organize 
those qualities around opportunities. 
Yes, I can be impatient when I see 
that we are not organizing our ener-
gies efficiently in health care across 
the province, but it’s also about tak-
ing those energies and recognizing 
that if we can’t produce meaningful 
change, we’re going to tire out a lot 
of the people who are demonstrating 
leadership in BC’s health care system. 
We need to move from collaboration 
to truly enacting the partnerships that 
we’ve created, and I see this as one 
of the most important areas that I can 
contribute to as the Doctors of BC 
president. 

As president, what are you most 
interested in doing straight out of 
the gate?
The trajectory for the president is 
short—365 days—so I didn’t come 
out with a clearly defined 100-day ac-
tion plan because I think that’s arti-
ficial. I have a strong mandate that’s 
organized around embracing diverse 
thought, so I’m traveling extensively 
around the province right now, going 
to small communities, meeting with 
individual doctors, hearing the indi-
vidual physician’s voice, and giv-
ing them the chance to tell us what’s 
working well, or where the health 
care system needs to improve; that’s 
important. 

I’ve made a promise to myself that 
I’m going to keep physically and emo-
tionally healthy, as I could exhaust 
myself if I have to reach as many phy-
sicians in their own communities as 
I can if they themselves can’t get to 
Vancouver from time to time.

Being a connector, I have some 
phenomenal relationships with phy-
sicians around the province, and I 
think my role as president is to help 
promote and support the activities of 
these physicians in their own roles as 
physicians of influence.
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Do you have any concerns about 
achieving everything you set out for 
your year as president?
All of the goals I promoted in my 
campaign, I think, are achievable. But 
I think it’s most important that I lay 
a stronger foundation for the associa-
tion to stand on when it moves for-
ward. We’ve got a strategic plan that’s 
about to be renewed and updated, 
we’re looking at governance reform 
within the association, these are 
important pillars. 

The profession points its fingers 
at the association sometimes and says 
that we’re simply not addressing cer-
tain needs, but we need to understand 
why we’re organized as an associa-
tion. Let’s not forget, we have the Col-
lege of Physicians and Surgeons, we 
have the Health Professions Act, we 
have the provincial government and 
health authorities. The Doctors of BC 
mission is to promote a social, eco-
nomic, and political environment in 
which members can provide BC citi-
zens with the highest quality of health 
care while allowing the doctors that 
we’re serving to have a great profes-
sional life and receive fair economic 
reward. And that occurs in a public-
ly funded health care system, so we 
have to partner with society through 
the government and health authorities 
and other professions to ensure we 
can produce an improved system as 
we move forward. That change starts 

with having a collective will across 
those partners to transform health 
care in 2016. If the Commonwealth 
Fund tells us we are 10th out of 11, 
then we’re failing.

We don’t yet have a renewed Ca-
nadian Health Accord, so I look for-
ward to working with the provincial 
government and the presidents of 
other provincial and territorial medi-
cal associations and starting a con-
versation with the federal Minister 
of Health if the opportunity allows. 
Let’s talk about creating a sustainable 
health care system in Canada for the 
next 30 to 50 years. 

Recognizing, as you do, that change 
takes time, where would you like to 
see the association in 10 years?
I would like to see Doctors of BC con-
tinue to be the strong representative 
voice for all doctors in the province, 
with a high-functioning Board that 
does executive work on behalf of the 
association while allowing the asso-
ciation’s committees to grow their 
relationships with health authorities 
and government to make sure we’re 
addressing the basic health care needs 
of all BC citizens. 

In 10 years I would love to see that 
there are no wait lists or access issues 
in the province. It occurs in other 
countries; we should have the same in 
this province. 

We have a huge responsibility as doctors to 
exercise our professional voice on issues of 

social determinants of health. The Council 
on Health Promotion has done stellar work 

over the years to highlight areas where 
doctors can advocate for social changes 

that can produce health. It shouldn’t just be 
about managing sickness.


