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Canadian physicians support mandatory alcohol screening

I n May 2010, the Canadian Medical 
Association passed the following 
resolution: “The Canadian Medical  

Association supports the use of ran-
dom breath tests (i.e., MAS) in exist-
ing police spot-check programs, as 
part of a comprehensive plan to re-
duce drunk-driving related mortality 
and morbidity in Canada. Any such 
programs should be consistent with 
the protections in the Canadian Char-
ter of Rights and Freedoms.”  

In June 2018, Parliament enacted 
Bill C-46, which among other things 
authorized police to demand a road-
side breath test from any driver who 
they have lawfully stopped. Mandato-
ry alcohol screening (MAS) changes 
only one aspect of Canada’s impaired 
driving law—the basis for demanding 
a roadside breath test. Police already 
had authority to stop drivers to inspect 
their documents and question them 
about their driving and sobriety. Pre-
viously, a roadside breath test could 
only be demanded from a driver who 
was reasonably suspected to have al-
cohol in his or her body.

Research indicates that police de-
tect only a small fraction of drinking 
drivers when they are required to rely 
solely on their own unaided senses, as 
was the case in Canada. Survey, ar-
rest, and conviction data show that, on 
average, a Canadian could drive im-
paired once a week for over 3 years 
without being charged, and for over 
6 years without being convicted of an 
impaired driving offence. 

Some critics claim that MAS is un

necessary because the impaired driv-
ing laws were working well. In fact, 
Canada has long had a very poor im-
paired driving record relative to com-
parable countries. The US Centers for 
Disease Control reported that in 2013 
Canada had the highest percentage of 
alcohol involvement in crash deaths 

(33.6%) among 20 high-income coun-
tries. While Canadians drink consid-
erably less than residents of many of 
these countries, they are much more 
likely to die in alcohol-related crash-
es. Not surprisingly, almost all of 
these countries have MAS programs. 
Despite recent progress, impairment-
related crashes were killing approxi-
mately 1000 Canadians a year and 
injuring another 60 000, a dispropor-
tionate number of whom were teenag-
ers or young adults.

Forty-five years of research in 
numerous countries have established 
that comprehensive MAS programs 
dramatically reduce impaired driving 
and crash deaths. For example, when 
Switzerland enacted MAS in 2005, the 
percentage of alcohol-positive driv-
ers fell to 7.6% from about 25%, and 
alcohol-related crash deaths dropped 
approximately 25%. New Zealand’s 
MAS program resulted in a 54.1% de-
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crease in total serious and fatal night-
time crashes and saved society more 
than $1 billion in 1997. Ireland’s MAS 
legislation came into force in July 
2006. By the end of 2015, total traffic 
deaths had fallen 54.5%, and serious 
injuries had decreased 59.8%. Rather 
than overburdening criminal justice 
resources, MAS greatly reduced im-
paired driving charges, which fell to 
approximately 6525 from 18 650.

Critics of MAS also allege that 
MAS could be used to target vis-
ible minorities. According to leading 
Australian researchers, exactly the 
opposite occurred when MAS was 
implemented. Rather than drivers be-
ing stopped and assessed based on an 
individual officer’s subjective assess-
ment, all drivers approaching a MAS 
checkpoint are stopped (unless there 
is a backlog), and all stopped drivers 
are tested. 

While MAS, like many criminal 
amendments, will face Charter chal-
lenges, it must be put in the context of 
other accepted screening procedures. 
Millions of Canadians are routinely 
subject to mandatory screening at 
Canadian airports, borders, and gov-
ernment facilities. MAS operates the 
same way and serves the same protec-
tive purposes as these other screening 
programs.

The Canadian courts have never 
held that these mandatory searches, 
or those imposed on courtroom en-
trants, violated the Charter. Indeed, 
the Ontario Court of Appeal stated 
that searching all courtroom entrants 
makes for a safer environment, is not 
intrusive or stigmatizing, and does 
not violate the Charter. Given that the 
courts have upheld the constitution-
ality of these procedures, there is no 
principled basis for reaching the op-
posite conclusion regarding MAS.
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As well, the Court’s arguments 
apply with far greater force in regard 
to MAS. Driving is a privilege, not a 
right, and the risks posed by impaired 
drivers are several hundred times 
greater than those posed by violent 
courtroom entrants. Put bluntly, far 
more Canadians are killed in alco-
hol-related crashes every year than 
by terrorists on airplanes, travelers at 
our borders, or courtroom entrants. 
Screening drivers is minimally in-
trusive, entails no stigma, and takes 
about 2 minutes while drivers remain 
seated in their vehicles.

Canadian physicians applaud the 
federal government for introducing 
MAS. The lives of many Canadian 
citizens will be saved.  

—Roy Purssell, MD
Professor, Department of 
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Emergency Physician, Vancouver 

General Hospital 

cohp

Continued from page 135 —Robert Solomon, LLB, LLM 
Distinguished University Professor, 

Faculty of Law,  
Western University

National Director of Legal Policy, 
MADD Canada 

—Erika Chamberlain, PhD 
Dean and Professor, Faculty of 

Law, Western University
Member of the Board of Directors, 

MADD Canada

Suggested reading

Solomon R, Chamberlain E. The road to 

traffic safety: Mandatory breath screen-

ing and Bill C-46. Can Criminal Law Rev 

2018;23:1-42.

The British Columbia Medical Journal wel­
comes letters, articles, and essays. Manuscripts 
should not have been submitted to any other pub­
lication. Articles are subject to copyediting and 
editorial revisions, but authors remain respon­
sible for statements in the work, including edi­
torial changes; for accuracy of references; and 
for obtaining permissions. Send submissions 
to: The Editor, BC Medical Journal, journal@
doctorsofbc.ca.

FOR ALL SUBMISSIONS 
•	Avoid	unnecessary	formatting.	
•	Double-space	all	parts	of	all	submissions.	
•	 Include	your	name,	 relevant	degrees,	 e-mail	

address, and phone number.  
•	Number	all	pages	consecutively.	

CLINICAL ARTICLES/CASE 
REpORTS
Manuscripts of scientific/clinical articles and case 
reports should be 2000 to 4000 words in length, 
including tables and references. Email to journal 
@doctorsofbc.ca. The first page of the manu­
script should carry the following: 
•	Title,	and	subtitle,	if	any.	
•	Preferred	given	name	or	initials	and	last	name	

for each author, with relevant academic de­
grees. 

•	All	 authors’	 professional/institutional	 affili­
ations,	 sufficient	 to	 provide	 the	basis	 for	 an	
author	note	such	as:	“Dr	Smith	is	an	associate	
professor	in	the	Department	of	Obstetrics	and	
Gynecology at the University of British Col­
umbia and a staff gynecologist at Vancouver 
Hospital.” 

•	A	structured	or	unstructured	abstract	of	no	
more	 than	150	words.	 If	structured,	 the	pre­
ferred headings are “Background,” “Methods,” 
“Results,” and “Conclusions.” 

•	Three	key	words	or	short	phrases	to	assist	in	
indexing. 

•	Name,	address,	telephone	number,	and	e-mail	
address of corresponding author. 

Authorship, copyright, disclosure, 
and consent form
When submitting a clinical/scientific/review 
paper, all authors must complete the BCMJ’s 
four­part “Authorship, copyright, disclosure, 
and consent form.”
 1. Authorship. All authors must certify in writ­
ing that they qualify as an author of the paper. 
Order	of	authorship	is	decided	by	the	co-authors.		
2. Copyright. All authors must sign and return 
an “Assignment of copyright” prior to publica­
tion.	Published	manuscripts	become	the	prop­
erty of the BC Medical Association and may not 
be published elsewhere without permission. 
3. Disclosure. All	authors	must	 sign	a	“Dis­
closure of financial interests” statement and 
provide it to the BCMJ. This helps reviewers 
determine whether the paper will be accepted 
for publication, and may be used for a note to 
accompany the text. 
4. Consent.	If	the	article	is	a	case	report	or	if	an	

individual patient is described, written consent 
from the patient (or his or her legal guardian or 
substitute decision maker) is required.
Papers	will	not	be	reviewed	without	this	docu­

ment, which is available at www.bcmj.org.

References to published material 
Try to keep references to fewer than 30. Authors 
are responsible for reference accuracy. Refer­
ences must be numbered consecutively in the 
order in which they appear in the text. Avoid 
using auto­numbering as this can cause prob­
lems during production. 
Include	all	relevant	details	regarding	publica­

tion, including correct abbreviation of journal 
titles, as in Index Medicus; year, volume num­
ber, and inclusive page numbers; full names and 
locations of book publishers; inclusive page 
numbers of relevant source material; full web 
address of the document, not just to host page, 
and date the page was accessed. Examples: 
1.  Gilsanz V, Gibbons DT, Roe TF, et al. Vertebral 

bone density in children: Effect of puberty. 
Radiology 2007;166:847-850.

(NB:	For	more	than	three	authors,	list	first	three,	
followed by “et al.”) 
2.  Mollison PL. Blood Transfusion in Clinical 

Medicine. Oxford, UK: Blackwell Scientific 
Publications; 2004:178-180. 

3.  O’Reilly RA. Vitamin K antagonists. In: 
Colman RW, Hirsh J, Marder VJ, et al. (eds). 
Hemostasis and Thrombosis. Phil adelphia, 
PA: JB Lippincott Co; 2005:1367-1372. 

4.  Health Canada. Canadian STD Guidelines, 
2007. www.hc-sc.gc.ca/hpb/lcdc/publicat/ 
std98/index.html (accessed 15 July 2018).

(NB:	The	access	date	is	the	date	the	author	con­
sulted the source.)

References to unpublished material 
These may include articles that have been read 
at a meeting or symposium but have not been 
published, or material accepted for publication 
but not yet published (in press). Examples: 
1.  Maurice WL, Sheps SB, Schechter MT. 

Sexual activity with patients: A survey 
of BC physicians. Presented at the 52nd 
Annual Meeting of the Canadian Psychiatric 
Association, Winnipeg, MB, 5 October 2008. 

2.  Kim-Sing C, Kutynec C, Harris S, et al. 
Breast cancer and risk reduction: Diet, 
physical activity, and chemoprevention. 
CMAJ. In press.  

Personal	communications	are	not	included	in	
the reference list, but may be cited in the text, 
with type of communication (oral or written) 
communicant’s	full	name,	affiliation,	and	date	
(e.g., oral communication with H.E. Marmon, 
director,	BC	Centre	 for	Disease	Control,	 12	
November	2017).	
Material submitted for publication but not 
accepted should not be included.

Permissions 
It	is	the	author’s	responsibility	to	obtain	written	
permission from both author and publisher for 
material, including figures and tables, taken or 

adapted	from	other	sources.	Permissions	should	
accompany the article when submitted. 

Tables and figures 
Tables and figures should supplement the text, 
not duplicate it. Keep length and number of tables 
and	figures	to	a	minimum.	Include	a	descriptive	
title and units of measure for each table and 
figure.	 Obtain	 permission	 and	 acknowledge	
the source fully if you use data or figures from 
another published or unpublished source.

Tables.	Please	adhere	to	the	following	guidelines:	
•	Submit	tables	electronically	so	that	they	may	

be formatted for style. 
•	Number	 tables	consecutively	 in	 the	order	of	
their	first	citation	in	the	text	and	supply	a	brief	
title for each. 

•	Place	explanatory	matter	in	footnotes,	not	in	
the heading. 

•	Explain	all	nonstandard	abbreviations	in	foot­
notes. 

•	Ensure	each	table	is	cited	in	the	text.	

Figures	(illustrations).	Please	adhere	to	the	fol­
lowing guidelines: 
•	Send	scans	of	300	dpi	or	higher.
•	Number	figures	consecutively	in	the	order	of	
their	first	citation	in	the	text	and	supply	a	brief	
title for each. 

•	Place	 titles	 and	explanations	 in	 legends,	not	
on the illustrations themselves. 

•	Provide	 internal	 scale	 markers	 for	 photo-
micrographs. 

•	Ensure	each	figure	is	cited	in	the	text.	
•	Color	 is	 not	 normally	 available,	 but	 if	 it	 is	

necessary, an exception may be considered. 

Units 
Report measurements of length, height, weight, 
and volume in metric units. Give temperatures 
in degrees Celsius and blood pressures in mil­
limetres of mercury. Report hematologic and 
clinical chemistry measurements in the metric 
system	according	to	the	International	System	of	
Units	(SI).	

Abbreviations 
Except for units of measure, we discourage 
abbreviations. However, if a small number are 
necessary, use standard abbreviations only, pre­
ceded by the full name at first mention, e.g., in 
vitro	fertilization	(IVF).	Avoid	abbreviations	in	
the title and abstract. 

Drug names 
Use generic drug names. Use lowercase for 
generic names, uppercase for brand names, e.g., 
venlafaxine hydrochloride (Effexor). 

Full guidelines
Please	see	www.bcmj.org/submit-article	for	the	
full Guidelines for Authors.

guidelines for authors   
 (short form)

Follow @BCMedicalJrnl  
and join in the conversation.

The lived experience of people with 
#dementia. Books about dementia 
initially focused on the disease, the 
caregiver’s journey, and perspectives 
about the patient’s journey. Only 
recently have memoirs been written by 
people with dementia. 

Read the article: bcmj.org/cohp/lived-
experience-people-dementia

BC Medical Journal
@BCMedicalJrnl

2 Retweets 2 Likes

2 2

The Physician Health 

Program of British 

Columbia offers help 

24/7 to B.C. doctors and their 

families for a wide range of personal 

and professional problems: physical, 

psychological and social.  

If something is on your mind, give us a call at 

1-800-663-6729. Or for more information about 

our services, visit www.physicianhealth.com.  

Doctors 
Helping 
Doctors

1-800-663-6729 • www.physicianhealth.com


