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Editorials

The time of your life

B

oth of my parents passed away this
summer. They lived good lives and
made it into their 80s, but it was still
a shock to lose them so close together. It is a
surreal experience to realize that this constant
in your life doesn’t exist anymore. They were
always only a phone call away, even if I didn’t
make the call perhaps as often as I should have.
Families are complicated, as are relationships
with your parents. I remember one of my friends
joking that I was still thousands of dollars of
therapy away from figuring out why I always
seemed to feel like a little kid around my parents. Overall I think I did a pretty good job of
keeping in touch with my folks as their health
deteriorated over the last few years. However, it
is all just so final (religious beliefs aside). They
are gone and I can’t help but miss them. Going

through their things is a sobering process that
causes me to muse about existence. Does life
come down to a few objects left behind? I would
prefer to think of it as a legacy of memories
held by your friends and family.
My mother had a chronic connective tissue disease that slowly altered her body and
restricted her mobility. I am sure she was always in some degree of discomfort, but she
never complained. I will remember her stoic
practicality as she directed the family’s business from her recliner in the living room. My
jokester father, ever the life of the party, filled
every room with good humor even as his dementia progressed. I would like to think that
I am a nice mix of practicality and jokester,
but that is for others to judge. I can only hope
that I have passed some good traits onto my

children and grandchildren and that they hold
fond memories of me in their hearts.
I am filled with sadness, which I am assured
fades with time, but this experience caused me
to reflect on birth, death, and the contributions
we make in between. I want to try to make the
world a better place in the time I have left. I
want to give more of myself and build better
relationships with those important to me so that
their memories of me are good ones. I want to
take better care of my patients and make their
lives just a little bit better. I am going to strive
to be a better man, husband, father, grandfather, physician, and more as losing my parents
so close together has been a wakeup call. It is
easy to fall for the illusion of unlimited future
days, but this summer has been a stark reminder
that time waits for no one. n
—DRR
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editorials

Access to medical records
“

D

octor, can I see my chart?” The simple
answer is, “Yes.” But it is actually a
lot more complicated than that. I recently met with a patient who had a complex
medical history, involving numerous specialists
over the years. She hoped to seek a medical
opinion from the Mayo Clinic for her ongoing
unexplained neurological symptoms.
The Mayo Clinic instructed her to obtain
all her medical records, past lab work, past
consultations, and actual medical images on
CD, and to send everything to them within 1
month. They informed her that she would have
to repeat each lab test or image that she wasn’t
able to provide at the Mayo Clinic, at her own
cost. Of course, the patient’s first step was to
immediately make an appointment with her
family physician.
Upon reviewing her chart, a few issues
appeared. One, she was relatively new to our
practice and her previous GP had not sent us
her entire medical record, only various parts of
it. Second, some of the specialists she had seen
did not forward all her labs or imaging to her
GP, they only discussed them in their consultation notes. Third, for various reasons, she often
had her CT scans done in Vancouver but her

MRIs done in Surrey. To obtain the actual im- more open conversations about the investigaages on CD she would have to go to each hos- tions ordered, but it can also create excessive
pital and request them, and each request could worry and anxiety for patients. On the other
take up to 7 business days. For a patient who hand, as health care providers, we often have
has limited mobility and who does not drive, to discuss sensitive, objective findings that
this is a tremendously difmay not necessarily align
ficult task.
with a patient’s point of
As health care providers,
This patient’s frustraview. If the patient were
tion is understandable
to have full access to this
we often have to discuss
and I empathize with
information, it could
sensitive, objective
her situation greatly. Now
damage the therapeutic
findings that may not
that I am her family phyrelationship.
necessarily align with a
sician, our office has beThe issue of patients
come responsible for her
having
access to their
patient’s point of view.
entire medical record.
own medical records
But the records in our ofis complex, and I look
fice are often incomplete. It should not forward to seeing how it evolves. But as our
be such a difficult task for patients to access medical system moves toward comprehensive,
their own records, given that they are allowed patient-centred care, it is crucial that medito do so.
cal information be more accessible for both
The responsibility for knowing your own patients and providers. n
health history should be shared between you as —YS
the patient and your health care provider. Steps
are being taken to allow patients greater access
to their medical records. For example, patients
are now able to look up their own laboratory
investigations. This increased access allows for

Nutritional & Environmental
Influences on Neurodevelopment
Nutritional and Environmental Influences on Neurodevelopment
is a continuing medical education program for health care professionals. This program examines the current evidence for nutritional
support of healthy neurodevelopment in children, with a focus on
the influences of internal (nutrition; the microbiome) and external
(environmental) health.

December 7, 2019
SFU Harbour Centre
Vancouver

The material being presented is designed to enhance knowledge
of applied nutritional biochemistry and the associated research
literature pertaining to neurodevelopmental conditions. Various levels of evidence will be presented for evaluation and discussion, in
order to facilitate improved communication with patients regarding
health promotion, disease prevention and preferences for treatment.

Information and online registration: www.isom.ca/event/neuro-2019/
This Group Learning program has been certified by the College of Family Physicians of Canada for up to 6.25 Mainpro+ credits
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Has democratization and
digitalization of health care
eroded society’s respect and
need for physicians?

H

istorically, physicians were viewed
as the go-to experts for advice and
reassurance about medical conditions
and often social/psychological issues as patients
navigated their lives. The trusting long-term
relationships between primary care physicians,
patients, and communities were the cornerstone
of this process. Doctors were expected to be the
all-powerful Oz, dispensing valuable medical
advice and choosing the best treatment methods. Recently, however, Dr Google has demystified and democratized medical knowledge. The
Internet makes high-level knowledge available
to the masses, but is this always helpful?
At a recent CMA Health Summit in Toronto, titled Connected in Care, there was a great
deal of discussion about virtual care and patients’ interest in the topic from the standpoint
of access and convenience. Patients want to be
informed, active participants in their health
care. Physicians, governing bodies, and patients
acknowledge that technology has the power to
change the interactions between patients and
their providers. Technology has the ability to
empower patients. It allows them to better track
their own health care indicators, including heart
rate, activity levels, nutrition, blood glucose, etc.
It can also improve health care delivery. The
Ontario Telemedicine Network (OTN) pilot
project, for example, allows patients who have
an eating disorder to use an app to track their
symptoms, interact with family physicians, and
improve their participation in care.
But what risks does technology bring? Consumerism is driving change in all areas of our
lives: banking, shopping, traveling, etc. It’s a
societal shift that is also altering how patients
want to seek care. Much has been made of the
need for physicians to improve their uptake of
342 BC Medical Journal vol. 61 no. 9 | november 2019

technology in medicine and reduce the many our publicly funded health care system? What
barriers for adoption. It is equally important about equity for marginalized populations?
that we consider the management of patients’
Patient safety issues for those accessing virexpectations. How do we ensure that patients tual episodic care also need to be considered.
don’t view virtual care carte blanche—as an Patients will need to learn to identify when
all-access pass to health care? There are times it is appropriate to see a doctor remotely verwhen accessing virtual care makes sense, such sus in person. I have seen medication renewals
as in remote and home-bound cases. But for statins, hormone replacement, and thyroid
there are times when it may be easier for the medications without appropriate review of inpatient to use their phone and not travel to vestigations, such as lab tests, pap exams, or
the clinic and then often
a mammogram. Sending
wait. Home-based selfme a notice could trigger
monitoring programs
me to review these files
I have seen medication
under development in
and recall for the needed
renewals for statins,
BC, such as TEC4home,
care in my after-hours
hormone replacement,
should help reduce the
time.
number of times a frail
Virtual care providers
and thyroid
or home-bound patient
will need to be better at
medications without
would visit a clinic to
screening and identifying
appropriate review of
manage their chronic diswhen it is safer for painvestigations, such as
ease. With three frail eltients to be seen in person.
derly parents in my family,
The “deep learning chat
lab tests, pap exams,
I see the benefit. However,
bots” or “augmented intelor a mammogram.
we must ask questions of
ligence engines” already in
cost and sustainability.
use could help eliminate
How do we teach patients to use tech appropri- patients for whom virtual care is not appropriately and how do we make patients accountable? ate before they ever speak to a provider. Pattern
Will such access result in increased use or the recognition is important; however, reading the
need for an in-person consultation to follow patients for underlying social issues or stressors
the virtual visit when patients literally have a is best done face to face.
doctor in their pocket? How can a system that
How will we address the critical need to
is already struggling for resources support du- ensure continuity of care for medically complication of services? How will care providers plex patients when so many studies show that
be compensated in a system historically built to this longitudinal care is better for patients and
suit in-person interactions? Should virtual care saves health care dollars? One of my patients
be compensated the same way as in-person care recently had several tests ordered by a virtual
that requires an examination? Who should fund care provider that had already been completed
this type of interaction? Will this be the final in my office. As the primary care physician, it
step toward a private subscription service fee in falls to me to follow up on any tests ordered by

President’s comment



virtual care in my nonclinical time. Should the
virtual care provider fund my time to review
their work? I am aware of similar experiences
from other physicians. I recently decided to
track how often I saw patients and didn’t actually examine them or refer to their chart for
timely investigations, either related to chronic
disease or screening. I was surprised that there
were none over the course of several office days.
Having said that, if I could have incorporated
their personal wearable device data into their
EMR, where the data is analyzed and summarized ahead of the visit, I could have renewed a
few medications remotely. The increased murmur leading to the diagnosis of a dilated aortic
root would have been missed; however, in the

greater scope of practice this example is rare.
The CMA Health Summit highlighted that
we need greater connectivity in our health care
system. As with any new innovation, there is an
uphill struggle to implement—as we all experienced and continue to experience implementing
our EMRs/EHRs. The motivator lies in the understanding that once we get past that obstacle,
we will somehow be better off. This remains a
debatable issue in some physicians’ offices.
Physicians may no longer be viewed as the
sole keepers of health care knowledge, but our
role as trusted care providers and companions
for patients on their lifelong health care journeys is not so easily replaced. Let’s support ongoing development of technology that provides

better access to care and seamless sharing of
health care data in a way that makes sense for
patients and their families. Let’s not forget to
include and value the important part physicians
play as we implement the many technological
evolutions headed our way. Even with the curtain down, we are still Oz. n
—Kathleen Ross, MD
Doctors of BC President
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Brett Baumann, MD, Davide Salina, MD, PhD, FRCPC, Kewan Aboulhosn, MD, FRCPC

Pulmonary amyloidosis
presenting as lung cavitation
with bronchiectasis:
A case report
The case of a 60-year-old female whose initial clinical findings were
ambiguous demonstrates the utility of amyloid subtype analysis.

ABSTRACT: Amyloidosis is the extracellular deposition of amyloid fibril protein in any tissue or
organ. Pulmonary amyloidosis is a localized form
of amyloid deposition that is confined to the lung
parenchyma and can cause airway obstruction,
dysphagia, and chronic pleural effusions. When a
60-year-old female presented with chronic cough
and recalcitrant pneumonias she was sent for imaging investigations and found to have cavitation
with bronchiectasis of the right upper lobe. The
patient subsequently underwent diagnostic bronchoscopy and bronchoalveolar lavage to obtain
specimens for testing. Cytological evaluation
revealed pulmonary amyloidosis in the area of
cavitation, and the patient was diagnosed with

Dr Baumann is completing a residency
in internal medicine at the University
of British Columbia. Dr Salina is a
pathologist at Royal Jubilee Hospital in
Victoria and a clinical assistant professor
in the Department of Pathology and
Laboratory Medicine at the University
of British Columbia. Dr Aboulhosn is
a respirologist at Island Health and
a clinical instructor in the Division of
Respiratory Medicine at the University of
British Columbia.
This article has been peer reviewed.
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a monoclonal gammopathy of unknown significance. Given her autoimmune hepatitis and her
monclonal gammopathy, her amyloid sample
was subtyped using laser capture microdissection,
liquid chromatography, and tandem mass spectrometry, and the patient was found to have AL
kappa type amyloidosis stemming from her monoclonal gammopathy. Given the localized extent of
her amyloidosis, chemotherapy was deferred and
close clinical follow-up was planned. This case of
pulmonary amyloidosis demonstrates the utility
of amyloid subtype analysis in clinically ambiguous situations to determine further workup and
future follow-up.

Case data

A 60-year-old female with a 6-month history
of chronic cough and recalcitrant pneumonias was referred to a community respirologist.
An X-ray image [Figure 1] and CT images
[Figure 2] showed a cystic consolidation in
the right upper lobe that was concerning for
cavitation with bronchiectasis.
The patient’s past medical history was notable for type 2 diabetes mellitus and auto
immune hepatitis with esophageal varices. The

A

myloidosis is the extracellular deposition of insoluble amyloid fibrilprotein
in any tissue or organ.1 The most common subtypes of the disease are AL amyloidosis
and AA reactive amyloidosis.1 AL amyloidosis
is a systemic disease caused by immunoglobulin
light chain fragments, while AA amyloidosis is
a potential complication of recurrent inflammation leading to the production of serum amyloid
A, an acute phase reactant.2 Pulmonary amyloidosis is a localized form of amyloid deposition that is confined to the lung parenchyma.3
Consequences of pulmonary amyloidosis include hoarseness, stridor, airway obstruction,
dysphagia, chronic pleural effusions, and pulmonary hypertension.4

Figure 1. An anteroposterior radiograph shows
right upper lobe consolidation (arrow).

Clinical
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B, Salina D, Aboulhosn K

initial differential diagnosis included infectious
disease leading to cavitation and bronchiectasis, such as a polymicrobial bacterial infection,
nocardiosis, actinomycosis, and tuberculosis.
Malignancy and inflammatory conditions were
also considered.
A bronchoscopy revealed a difficult-toaccess right upper lobe with a friable endobronchial lining. Bronchoalveolar lavage was
undertaken to obtain specimens for cytological
evaluation, white blood cell count and differential, and bacterial, fungal, and mycobacterium
cultures. Pulmonary amyloidosis was confirmed by cytology, with results from Congo
Axial view

Red staining considered diagnostic [Figure 3].
As part of the workup for her newly diagnosed pulmonary amyloidosis, the patient
underwent a serum protein electrophoresis test.
A diagnosis of monoclonal gammopathy of unknown significance (MGUS) was made based
on the presence of immunoglobulin class IgG
and lambda type free light chain.5 A urine protein electrophoresis test found no abnormalities.
A bone marrow biopsy showed no advanced
blood cell dyscrasias or amyloid deposition. No
systemic signs of multiple myeloma were found,
with tests revealing a normal serum calcium
level, normal renal function, and no proteinuria.

A skeletal survey revealed no lytic bone lesions.
No cutaneous findings, heart failure findings, or
peripheral neuropathies were identified when
other organs likely to be affected by amyloidosis
were assessed.6
Because of the multiple potential causes for
the patient’s pulmonary amyloidosis, including her previously known autoimmune hepatitis and newly diagnosed MGUS, the amyloid
samples from her bronchoalveolar lavage were
sent to the Mayo Clinic for further analysis.
Testing revealed AL kappa type amyloid deposits. These findings pointed to the patient’s
amyloid lung deposition being secondary to

A

D

A

B
Coronal view

C

B

C

Figure 2. CT images show mass-like area of
consolidation involving the entire right upper lobe.
Central lucencies indicate multiple locules consistent
with cavitation. Both coronal and axial views show
that the right upper lobe bronchus is completely
obstructed. Right-sided paratracheal lymph nodes
(arrow A) can be seen. A small right-sided pleural
effusion (arrow B), a minimal left-sided pleural
effusion (arrow C), and calcification (arrow D) can also
be seen.

Figure 3. Cytological evaluation of fluid from bronchoalveolar lavage confirms pulmonary amyloidosis.
A: Ciliated bronchial epithelial cells surrounded by dense cyanophillic material morphologically consistent
with amyloid deposition (arrows). B: Tissue fragments of intact bronchial epithelium with salmon-pink
amorphous deposition within the underlying interstitium and surrounding blood vessels (arrows).
C: Apple-green birefringence under polarized light after Congo Red staining (arrow).
BC Medical Journal vol. 61 no. 9 | november 2019 345
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her MGUS. Given the localized extent of the
patient’s amyloidosis, a decision was made in
conjunction with the patient’s hematologist to
defer chemotherapy and plan for close clinical
follow-up.
The patient was reassessed 5 months after
her initial bronchoscopy. Although CT images
obtained for reassessment showed a complete
collapse of the right upper lobe [Figure 4], her
cough had resolved and her exercise tolerance
remained normal. She had no classic signs of
systemic amyloidosis on reassessment but was
found to have atrial fibrillation, and her echocardiogram showed evidence of elevated pulmonary artery pressures, with a moderately
elevated right ventricular systolic pressure of
53 mm Hg.

Axial view

C
B

A

Discussion

Coronal view

E
D

Figure 4. CT images obtained for reassessment of the patient reveal further collapse and consolidation of
the right upper lobe and obstruction of the upper lobe bronchus. Regions of calcification (arrow A) can be
seen within the area of collapse and consolidation, which may lie within the bronchus. Persistent enlargement
of paratracheal lymph nodes (arrow B) can be seen. Since the initial CT images were obtained a pericardial
effusion (arrow C) has become evident, the right-sided pleural effusion (arrow D) has decreased, and the leftsided pleural effusion has increased (arrow E).
346 BC Medical Journal vol. 61 no. 9 | november 2019

In this case amyloid typing was necessary because there were at least two potential mechanisms for the patient’s amyloidosis: her MGUS
(AL amyloidosis) and her autoimmune hepatitis (AA amyloidosis). The diagnosis of AL
amyloidosis could not be assumed based on
the presence of monoclonal light chains in the
serum because it is not uncommon for a patient
with another form of amyloidosis to have a
concomitant and unrelated MGUS.5
Historically, amyloid typing has been performed using immunohistochemistry and
immunofluorescence analysis.6 However, immunohistochemistry can yield inconclusive results because the antigenic epitope may be lost
during tissue preparation and samples may be
contaminated by serum proteins that result in
high background staining.7 The Mayo Clinic
uses laser capture microdissection of clinical
biopsy samples followed by liquefied chromatography combined with tandem mass spectrometry to identify the subtype of amyloid with
a high degree of accuracy. Testing for this case
revealed AL kappa type amyloid deposits and
indicated the patient’s amyloid lung deposition
was secondary to her MGUS.
The elevated pulmonary artery pressures
and atrial fibrillation found when the patient
was reassessed are in keeping with reports that
have cited pulmonary hypertension and lobar atelectasis as sequelae of AL pulmonary
amyloidosis.8-10 Increased left ventricular wall

This case demonstrates the utility of amyloid subtype
analysis in clinically ambiguous circumstances.
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thickness is the most common feature of cardiac causes for this disorder, the patient’s amyloid
amyloidosis11 and was not seen in this patient, samples were sent to the Mayo Clinic for furwhile atrial fibrillation, which affects up to 20% ther analysis using laser capture microdissection,
of systemic amyloidosis cases,11 was eventually liquid chromatography, and tandem mass
diagnosed in this patient.
spectrometry. Testing revealed AL kappa type
Current management of amyloidosis is amyloid deposits and contributed to the decibased on treatment of the underlying cause of sion made to defer chemotherapy and plan for
the abnormal deposition
close clinical follow-up.
of proteins in extracelluThis case demonstrates
lar sites. Treatment may
the
utility of amyloid subTreatment may
involve chemotherapy,
type analysis in clinically
involve chemotherapy,
immunosuppression, staambiguous circumstances.
immunosuppression,
bilizer proteins, or small
Management of localized
stabilizer proteins,
interfering ribonucleic acpulmonary amyloidosis is
ids, depending on the amdependent on the severity
or small interfering
yloid subtype identified.12
of symptoms, and asympribonucleic acids,
AL amyloidosis, which is
tomatic patients may not
depending on the
caused by abnormal imrequire treatment. n
amyloid
subtype
munoglobulin light chain
identified.
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Summary
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upper lobe, initially thought to be secondary to
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Vitamin C for complex regional
pain syndrome prophylaxis

C

omplex regional pain syndrome
(CRPS), previously known as reflex
sympathetic dystrophy (RSD) and
causalgia, can be a debilitating complication
of pain associated with limb trauma, including
surgery. CRPS is associated with autonomic,
sensory, and motor abnormalities, as well as
physical changes to the skin and bone. Diagnosis is based on the Budapest Criteria (see box).
CRPS can affect patients’ work, social activities,
and psychological well-being. If started early,
available treatments can be effective, but some
patients suffer indefinitely.
With limited treatments and often poor
outcomes, prevention of CRPS would be ideal.
A 1999 randomized, double-blind study proposed vitamin C as possible prophylaxis for
CRPS after distal radius fracture. Subsequent
studies varied in supporting these findings or
found no difference in outcomes. A 2013 systematic review and meta-analysis found that
vitamin C 500 mg daily for 45 to 50 days
posttrauma may help reduce the occurrence of
CRPS; while a 2015 meta-analysis of only three
larger studies found no difference in outcome.
The latter meta-analysis noted that one study
showing no difference used different diagnostic criteria than the two that found vitamin C
prophylactic (all used pre-Budapest criteria). A
2017 systematic review and meta-analysis found
that vitamin C (500 mg daily for 50 days) may
halve the risk of CRPS within the first year
after a distal radius fracture.
So that’s nice, but should we be giving vitamin C after distal radius fracture or foot and
ankle trauma, the areas with the most research
so far? The Royal College of Physicians in the
UK updated its guidelines for diagnosis and

This article is the opinion of WorkSafeBC
and has not been peer reviewed by the
BCMJ Editorial Board.

management of CRPS in 2018. While the College did not include vitamin C in the main
section, appendix 7, Post-fracture/operation
patient information leaflet, states that “Vitamin C 500 mg daily for the first 6 weeks may
help to reduce the risk of complications.” The
American Academy of Orthopaedic Surgeons
Clinical Practice Guidelines on Distal Radius
Fractures recently downgraded the recommendation of adjuvant vitamin C to moderate, noting limitations in the available literature. And
that probably says it best: the literature suggested that vitamin C may reduce the chance
of developing CRPS but is not conclusive and
further studies are needed. In the meantime,
vitamin C (500 mg daily for 5 to 6 weeks) is
extremely low risk and there is moderate evidence that it reduces the chance of developing
a potentially debilitating complication. n
—Derek Smith, MD, FRCSC
WorkSafeBC Special Advisor,
Orthopaedic Surgery
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Budapest criteria for CRPS
1. Continuing pain, which is
disproportionate to any inciting event.
2. Report of at least one symptom
in three of the four following:
• Sensory—hyperesthesia
and/or allodynia
• Vasomotor—temperature
asymmetry and/or skin
color changes and/or skin
color asymmetry
• Sudomotor/edema—edema
and/or sweating changes and/
or sweating asymmetry
• Motor/trophic—decreased range of
motion and/or motor dysfunction
(weakness, tremor, dystonia) and/
or trophic changes (hair, nail, skin)
3. Evidence of at least one sign
at time of evaluation in two
or more of the following:
• Sensory—hyperalgesia (to
pinprick) and/or allodynia (to
light touch and/or deep somatic
pressure and/or joint movement)
• Vasomotor—temperature
asymmetry and/or skin
color changes and/or skin
color asymmetry
• Sudomotor/edema—edema
and/or sweating changes and/
or sweating asymmetry
• Motor/trophic—decreased range of
motion and/or motor dysfunction
(weakness, tremor, dystonia) and/
or trophic changes (hair, nail, skin)
4. No other diagnosis that better
explains the signs and symptoms.
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Beta-lactam allergy:
Benefits of de-labeling
can be achieved safely
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Figure 1. Beta-lactam cross-allergy chart. 
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AVOID ALL beta -lactam antibiotics if:
ICU admission related to allergy
Delayed beta-lactam antibiotic allergy causing:
- interstitial nephritis
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- hemolytic anemia
Delayed severe skin allergic reactions:
- Stevens-Johnson syndrome
- toxic epidermal necrolysis
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- acute generalized exanthematous pustulosis
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- drug reaction with eosinophilia and systemic
symptoms (DRESS)
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This article is the opinion of the BC Centre
for Disease Control and has not been peer
reviewed by the BCMJ Editorial Board.

CEFEPIME

of adverse events, an increased chance of selecting for resistance, and greater cost. Ten percent
of patients are labeled with a penicillin allergy
and 2% with a cephalosporin allergy. Yet, among
patients with a reported penicillin allergy, only
5% to 8% of adults and 2% of children have a
positive penicillin skin test.1-3 This disconnect
may result from a poor understanding of allergy
by patients and a lack of useful assessment tools

ar too many patients carry an inaccurate
label of beta-lactam allergy and consequently receive alternative antibiotics,
often with too broad a spectrum, a higher risk

in many primary care settings. An episode of
gastrointestinal intolerance can be reported
as an allergy. A viral rash that shows up after
initiation of antibiotics may be mislabeled as
an allergy. Some assume that antibiotic allergies are familial and label a relative. Even when
the initial label is accurate, we often fail to acknowledge that the risk of repeat IgE-mediated
hypersensitivity to similar drugs diminishes
with time, falling 80% over 10 years.4
In dentistry, substitution to clindamycin
makes up 13% of all prescriptions in BC, significantly increasing the risk for adverse events
such as C. difficile infection. Efforts should be
made to investigate the nature of the allergy
and determine if patients can safely receive a
beta-lactam, even in the setting of a well-documented prior reaction. Avoiding unnecessary
substitutions or staying within the beta-lactam
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BCCDC
class, when safe, can bring both clinical and
public health benefits.
Traditional teaching attributes beta-lactam
allergy to the commonality of the beta-lactam
ring implying broad cross-reactivity between
beta-lactams. This probably applies mostly to
penicillins but not cephalosporins. Recently, it
has been recognized that cross-reactivity is predominantly due to side chain similarity when it
comes to cephalosporins. Those with only minor
and delayed allergic symptoms such as a rash do
not have an absolute contraindication to beta
lactam use and can be safely retreated using
guidance around cross reactivity. Figure 1 is a
chart from the Interior Health Authority that
illustrates when this risk is present or absent.
Keeping a graphic like this as an office wall
chart can aid decisions on subsequent antibiotic
therapy. Many people with minor reactions who
receive the same agent years later do not have
a repeat reaction.
The goal of an allergy assessment strategy
is to allow use of the most optimal antibiotic
and make sure that any ongoing documentation
of allergy is accurate. An effective assessment
should employ a short, logical series of questions
possibly aided by a flowchart (e.g., Figure 2).
What were the symptoms that led to the diagnosis of allergy? How soon after first receiving
the drug were they experienced? Was there
severe wheezing or swelling of the mouth or
throat consistent with anaphylaxis? Were there
any very severe manifestations such as StevensJohnson syndrome or interstitial nephritis, and
did the reaction take your patient to an ICU?
Following such questions, patients who
merely had GI intolerance, an unpleasant taste
in the mouth, a headache, or other nonallergic symptoms might have their allergy label
removed. This can be documented on their
chart, by handing them information, and ideally
should prompt a revision to the Pharmacare record. The BC Provincial Antimicrobial Clinical
Experts are developing a standardized practice
guideline and tools for hospital stewardship
programs for de-labeling beta-lactam allergies.
Anaphylaxis history rightly deserves more
caution and can benefit from further assessment
by an allergist, but cross-reactions to agents
with a different R1 side chain are rare. Some
more severe reactions such as Stevens-Johnson

Reported penicillin allergy

Assess the nature of the allergy

Onset within 1–72 hours
of administration of:
Anaphylaxis, hypotension,
bronchoconstriction,
allergic rhinitis, early
onset urticaria, stridor,
angioedema
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Diarrhea,
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Vomiting,
Headache

Onset after
more than
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different
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beta-lactam antibiotics
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Avoid all penicillins as
well as beta-lactams with
a similar side chain … or
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select a non-beta- lactam
antibiotic
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skin test
Consider oral challenge in a
monitored setting; if
negative, penicillin class
antibiotics may be used

Convincing history of an
IgE-mediated reaction:
Avoid all penicillins as
well as beta-lactams with
a similar side chain … or
consider desensitization or
select a non-beta-lactam
antibiotic.

Figure 2. Flowchart from New Brunswick for assessing penicillin allergy.
Source: New Brunswick Provincial Health Authorities Anti-infective Stewardship Committee (https://en.horizonnb.ca/
media/951180/antimicrobial_treatment_guidelines_for_common_infections_en.pdf)

syndrome, interstitial nephritis, and hemolytic
anemia [Figure 1] represent an ongoing contraindication to beta-lactam use.
All professions involved in prescribing and
administering antibiotics play a role in accurate labeling of allergies. We need to engage
pharmacists, dentists, nurses, and others in the
effort. Allergy specialists do not have the capacity to evaluate every case, but consultation
may be wise if there is a history of anaphylaxis
or other severe outcome or a high likelihood of
needing to treat with an agent to which there
has been a true allergic reaction. If we focus on
accurately charting beta-lactam allergy status,
we can increase the efficacy and safety of treatment while decreasing costs and risk. n

—David M. Patrick, MD, MHSc, FRCPC
BCCDC
University of British Columbia, School of
Population and Public Health
—Abdullah Al Mamun, MBBS, MPH
BCCDC
—Nick Smith, MPH
BCCDC
—Emily Rempel, PhD
BCCDC
—Piera Calissi, PharmD
Interior Health Authority
—Edith Blondel-Hill, MD, FRCPC
Interior Health Authority
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Reducing physician burnout:
Clinic support for patients’
social issues can help

T

he Canadian Medical Association
Statement on Physician Health and
Wellness identifies physician health
as a quality indicator in the overall functioning of health systems1—in effect, positioning
physician health as an additional component of
the triple aim2 (the GPSC’s version of which
identifies the priority of “improving the patient and provider experience of care,” along
with improving the health of populations and
reducing the per capita cost of health care).
Preventing burnout is recognized as a significant component in ensuring physicians feel
healthy and able to continue providing access
and support for their patients.
A recent pamphlet published by the Physician Health Program3 notes that physician
burnout is more prevalent and more intense
among BC physicians than it has been in the
past, and it details strategies and resources that
can help.3 In addition, a new study shows that
physicians may find additional support through
working in a patient medical home or as part
of a primary care network. The study, published
in January 2019 in the Journal of the American
Board of Family Medicine, found lower rates of
burnout reported by primary care physicians
who felt that their clinic had a high capacity
to assist patients in meeting their social needs.4
The study also found that physicians working in clinics with “patient-centered medical
home” status (US terminology for patient medical home) reported higher capacity to support
patients with social determinants of health.4
Many initiatives are currently underway in
BC through the implementation of patient
This article is the opinion of the GPSC and
has not been peer reviewed by the BCMJ
Editorial Board.
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medical homes and primary care networks that
connect GPs to a supportive network of other
physicians and allied health providers, enabling
them to better support patients with social issues. Below are a few examples of work that
has already resulted in physician feedback on
reduction of burnout.

As primary care network
implementation work
continues around the
province, the GPSC looks
forward to gathering
more information
about the impact teams
can have on reducing
physician burnout.

Fraser Northwest Division of Family
Practice

Clinical counselor initiative
Fraser Northwest’s primary care network enables doctors to refer patients with mild-tomoderate mental health and substance use
challenges to timely care and support from local
clinical counselors.5 One family physician has
commented that before the service was available
she felt she didn’t have the supports and skills
to help patients with mild-to-moderate mental
health issues, so she gave what she could—her
time. She found herself advocating for her patients, including completing their insurance and
disability paperwork on evenings and weekends, and was soon experiencing symptoms of
burnout. With the counseling referral system in
place, the doctor feels that she isn’t left to help

patients alone—a significant step in alleviating
the feelings of burnout she was experiencing.5
Nurse in practice initiative
Fraser Northwest’s primary care network has
also placed several RNs in physician practices
in the region, enabling physicians to better support vulnerable patients and connect them with
resources and services in the community. One
physician has described feeling burned out and
overwhelmed trying to connect patients with
local services and help them access the community support they need. His nurse in practice has
helped significantly—in one case, a pregnant
patient with bipolar disorder needed support
and the nurse was able to spend significant time
with her, ensuring she had access to resources
and community services to support her through
her pregnancy. This support put the physician’s
mind at ease and allowed him to focus on providing pregnancy care for the patient.6

Rural and remote: Gabriola Island

Gabriola Community Health Centre patient
medical home model
The patient medical home team-based care
model at the Gabriola Community Health
Centre enables clinic GPs to work closely with
a mental health nurse, social worker, occupational therapist, long-term care case manager,
and visiting psychiatrist. According to one clinic
doctor, the team environment has reduced feelings of burnout for the clinic’s GPs—she praises
the team for alleviating pressure on her role,
and for helping her realize she doesn’t have to
be the whole support system for her patients.7
As primary care network implementation
work continues around the province, the GPSC
looks forward to gathering more information
about the impact teams can have on reducing
physician burnout, and ensuring doctors are

GPSC

Doctors of BC is developing a policy paper
to address the mounting and competing
demands that contribute to physician
burden. Member engagement to inform
this project was conducted earlier this year.
Key findings are summarized in the What
We Heard report (page 1 shown at right)
and available for download at www
.doctorsofbc.ca/sites/default/files/docsbc
_what_we_heard_v2_1.pdf. Release of the
policy paper is anticipated in spring 2020.

freed up to do the work that brought them to
the medical profession in the first place—the
work they love to do.
To learn more about patient medical homes,
primary care networks, and team-based care,
visit www.gpscbc.ca. n
—Brenda Hefford, MD
Vice President, Physician Affairs and
Community Practice, Doctors of BC

PHYSICIAN
BURDENS
Identify.
Understand.
Inform.

WHAT WE HEARD
What was the goal of this member engagement?
We know physicians are frustrated by mounting demands. For many, the
volume and pace of these demands have become burdensome, which can
have serious consequences for physicians and the health care system. A
dedicated, long-term approach that focuses on systemic change is needed.
We wanted to understand if and how mounting demands impact BC
physicians so that Doctors of BC can advocate for policy solutions that
reflect your experience and meet your needs.

How did we seek member input?
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What did we ask?
Our online engagement
had three sections for
members to provide their
input using 3 tools:
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18 small-group discussions with
100+ members to confirm and
refine literature review findings on
identified burden areas and inform
outreach to all members.

Interactive online engagement
with members to understand
if and how these burden areas
impact you.

Who participated?

631 registered members
GP or Specialist
GP/Family physician: 59%
Specialist: 39%
Other: 2%

Practice setting
Community-based: 36%
Facility-based: 23%
Both: 41%

Geographic setting
Urban: 63%
Semi-urban: 17%
Rural: 20%
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Survey questions
to understand the
impacts of the
burden areas

An ideas board to
inform our solutions

bcmj.org
bcmj.org
Read each issue online.

Sign up for a free e-subscription
at www.bcmj.org to receive the
table of contents via email, with
links to all the content.

BC Medical Journal vol. 61 no. 9 | november 2019 353

News

We welcome news items of less than 300 words; we
may edit them for clarity and length. News items should be emailed to
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Preventing and responding to
violence against physicians
To help physicians better prepare and to mitigate violence against them, Doctors of BC has
developed a guide with information and resources that includes what to do before, during,
and after a violent incident; who to reach out
to; and how to assess the situation. Visit www
.doctorsofbc.ca/sites/default/files/violence
preventionguideforcommunityoffices.pdf to
review and download the guide.

Online resources for surgical
patient optimization
A new Specialist Services Committee web page
of over 50 resources is available for patients
and caregivers to better optimize surgical patients’ health before surgery for improved outcomes. Resources have also been put together

in a booklet, Surgical Patient Optimization Collaborative (SPOC) Change Package, which is
available in hard copy and online. Visit http://
sscbc.ca/programs-and-initiatives/improve/
surgical-patient-optimization-collaborative
-spoc/optimization to access the Optimization
Resources web page.

How common are mental
health problems in arthritis
patients?
A recent Arthritis Research Canada study revealed that while administrative health databases are increasingly being used to study mental
health in rheumatic diseases, researchers have
used different ways to identify patients who
have depression and anxiety, making it challenging to draw conclusions and comparisons
across publications.

Administrative health databases refer to
secondary data collected for billing purposes,
which may comprise several unique administrative data sources, such as those capturing inpatient visits, outpatient visits, and prescription
claims. These databases are increasingly used
to study depression and anxiety in rheumatic
diseases, but they only record details of those
who seek and receive treatment. And mental
health problems are notoriously underreported.
While there are many physical complications associated with rheumatic diseases, there
is also an increased risk of depression and anxiety. A recent Canadian population-based study
reported that individuals with rheumatoid arthritis have a 1.5-fold increased risk for incident depression and a 1.2-fold increased risk
for incident anxiety.
While administrative health data are very
accessible and reduce common biases associated
with hospital- and clinic-based studies, there
are many challenges associated with relying on
the data to identify depression and anxiety. This
research is a first step for researchers at Arthritis
Research Canada toward understanding mental
health issues in individuals living with arthritis
using administrative health data.
To read the abstract of this paper in Arthritis Care & Research, visit https://onlinelibrary
.wiley.com/doi/10.1002/acr.24048. To access a

UBC med student wins Innovation grant
Mr Philip Edgcumbe, a UBC medical student, has won a Joule
Innovation grant in the Emerging Physician Innovator category.
The category supports medical learners and residents who are
looking to increase or improve access to care or create health
care solutions that will provide better outcomes for patients. Mr
Edgcumbe invented a miniature projector for surgery, called the
Pico Lantern. A $5000 grant will allow him to further develop
and test the prototype for his device, which is small enough to
be dropped into the abdominal cavity, giving surgeons the ability
to peer beneath the surface, better formulate their surgical plans,
and minimize surgical complications.
Joule, a subsidiary of the CMA, selected eight recipients for
its annual Innovation grants. The recipients come from across
Canada and will share $200 000 in flexible funding to develop
or expand their projects. For more information on the grant
program and this year’s recipients, visit www.joulecma.ca/grants.
Mr Philip Edgcumbe invented a miniature projector for surgery, called the Pico Lantern.
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Taking evolution to heart
An international research group at UBC, Harvard University, and Cardiff Metropolitan University has
discovered how the human heart has adapted to support endurance physical activities. The research
examines how the human heart has evolved and how it adapts in response to different physical challenges, and will bring new ammunition to the international effort to reduce hypertensive heart disease.
The study analyzed 160 humans, 43 chimpanzees, and 5 gorillas to gain an understanding of how
the heart responds to different types of physical activity. In collaboration with Harvard University’s
Daniel Lieberman and Aaron Baggish, UBC professor Robert Shave and colleagues compared left
ventricle structure and function in chimpanzees and a variety of people, including some who were
sedentary but disease-free, highly active Native American subsistence farmers, resistance-trained
football linemen, and endurance-trained long-distance runners.
The wide variety of participants were specifically recruited in order to examine cardiac function
in an evolutionary context. From the athletic stadium to wildlife sanctuaries in Africa, the team
measured a diverse array of cardiac characteristics and responses to determine how habitual physical
activity patterns, or a lack of activity, influence cardiac structure and function. Guiding their inquiry
is the well-known idea that the heart remodels itself in response to different physiological challenges.
Among humans, the research team showed there is a trade-off between these two types of adaptations. This trade-off means that people who have adapted to pressure cannot cope as well with
volume and vice versa. Basically, the hearts of endurance runners aren’t great at dealing with a pressure
challenge, and the weight lifter’s heart doesn’t respond well to increases in volume.
This new research provides evidence that the human heart evolved for the purpose of moderateintensity endurance activities, but adapts to different physical (in)activity patterns. This research
was published in the Proceedings of the National Academy of Sciences journal: https://www.pnas.org/
content/116/40/19905.

full copy of the paper, contact Mary De Vera,
research scientist of pharmacoepidemiology,
MSc, PhD, at mdevera@arthritisresearch.ca.

Canada leading developed
countries in survival for lung
and colon cancer
Canada has among the highest survival rates
for lung cancer and colon cancer compared to
other developed countries, according to new
data published in The Lancet Oncology. Data
were gathered by the International Cancer
Benchmarking Partnership (ICBP) and are
the most recent collection of survival statistics
for seven types of cancer in seven countries:
Canada, Australia, Denmark, Ireland, New
Zealand, Norway, and the United Kingdom.
There were 3.9 million cancer cases collected
from cancer registries in 21 jurisdictions across
the participating countries since 1995, including over 762 000 Canadian cancer cases from
eight provinces.

The data show that Canada is among the
world leaders in survival for most of the seven
cancers observed, except for esophageal cancer
and ovarian cancer. While Canada’s overall average survival generally compares well, there is
often more variation among the provinces than
across the countries in this study.
The ICBP, led by Cancer Research UK,
is an international partnership of clinicians,

academics, and policymakers seeking to understand variations in cancer survival between
developed countries. The ICBP funds and produces high-impact, peer-reviewed publications
showing international cancer survival variation
and differences in awareness and beliefs about
cancer and the role of primary care in cancer diagnosis. To learn more about what data
are available, contact the ICBP Programme
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Management team at icbp@cancer.org.uk.
The Canadian Partnership Against Cancer
(CPAC) participates in the international study
through chairing the program board and funding the collection and analysis of all contributing provinces’ data from their cancer registries
for the ICBP paper. Read the full report at
www.thelancet.com/journals/lanonc/article/
PIIS1470-2045(19)30456-5/fulltext.
This past June, the CPAC released the modernized Canadian Strategy for Cancer Control, a
roadmap to deliver world-class cancer care to all
Canadians, families, and caregivers affected by
the disease. The Strategy and its action plans acknowledge this variation in survival rates across
Canada and strive to promote equity of access to
quality cancer care for all Canadians. The Strategy also details the actions necessary to improve
equity of care and ensure we have a sustainable
health care system for the future. The CPAC is
engaging with leading countries from the ICBP
report, such as Australia, to learn more about
their models of care and adapting approaches
for Canada.

“Go big,
don’t go home!”

As the steward of the Canadian Strategy for
Cancer Control, the CPAC works with Canada’s cancer community to take action to ensure
fewer people get cancer, more people survive
cancer, and those living with the disease have
a better quality of life. This work is guided by
the Strategy, which was refreshed for 2019 to
2029 and will help drive measurable change for
all Canadians affected by cancer. The Strategy
includes five priorities that will tackle the most
pressing challenges in cancer control as well as
distinct priorities and actions reflecting Canada’s commitment to reconciliation with First
Nations, Inuit, and Métis peoples. The CPAC
will oversee implementation of the priorities in
collaboration with organizations and individuals on the front lines of cancer care—the provinces and territories; health care professionals;
people living with cancer and those who care
for them; First Nations, Inuit, and Métis communities; governments and organizations; and
its funder Health Canada. Learn more about
the CPAC and the refreshed Strategy at www
.cancerstrategy.ca.

WHEN IT COMES TO
TRAVEL INSURANCE,

WE GO BIG.
Call to get
a quote

1.855.473.8029

Johnson.ca/doctorsofbc

Johnson Insurance is a tradename of Johnson Inc. (“JI”), a licensed insurance intermediary, and operates as Johnson
Insurance Services in British Columbia and Johnson Inc. in Manitoba. MEDOC® is a Registered Trademark of JI. This
insurance product is underwritten by Royal & Sun Alliance Insurance Company of Canada (“RSA”) and administered by
JI. JI and RSA share common ownership. Valid provincial or territorial health plan coverage required. Travel Assistance
provided by Global Excel Management Inc. The eligibility requirements, terms, conditions, limitations and exclusions
which apply to the described coverage are as set out in the policy. Policy wordings prevail.
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Canadians with inflammatory
conditions sought for surveys
Two of Canada’s leading patient groups, the
Gastrointestinal Society and the Canadian Society of Intestinal Research, are calling on patients with inflammatory bowel disease (IBD)
to participate in a survey to help identify what’s
missing in their care. They are also asking Canadian patients with any inflammatory condition who take biologic/biosimilar medication
to provide their opinions.
Inflammatory bowel disease
The first survey, IBD Patients: What’s Missing in Your Care?, seeks to learn more about
IBD patients’ experiences and their outlook in
current management. The survey, available in
English and French, follows a similar questionnaire conducted in 2018, but this time is open
to IBD patients worldwide in order to collect
a larger and more diverse body of information
about the IBD patient community. Participants
must have been diagnosed with any type of
IBD (Crohn disease, ulcerative colitis, ulcerative
proctitis, microscopic colitis, etc.). Visit https://
badgut.org/ibd-survey-2019 to learn more and
participate in the study.
Use of biologic/biosimilar medications for
inflammatory diseases
The second survey, the Canadian Biosimilar
Medication Experience, explores the experiences and outlook of Canadian patients who
use biologic/biosimilar medications to treat
inflammatory bowel disease (Crohn disease or
ulcerative colitis), as well as other inflammation-causing diseases such as diabetes, rheumatoid arthritis, cancer, osteoporosis, psoriasis,
HIV, multiple sclerosis, or growth deficiencies. This survey follows up on one conducted
in 2015. Visit https://badgut.org/biosimilars
-survey-2019 to learn more and participate in
the study.
Data gathered from both surveys will be
used anonymously and in aggregate to shape
future programming and to inform discussions
with community members, health care professionals, and health policy decision-makers.
For more information about the Gastrointestinal Society and the Canadian Society
of Intestinal Research visit www.badgut.org.

Obituaries

We welcome original tributes of less than 300
words; we may edit them for clarity and length. Obituaries may be emailed
to journal@doctorsofbc.ca. Include birth and death dates, full name and name
deceased was best known by, key hospital and professional affiliations, relevant
biographical data, and a high resolution head-and-shoulders photo.

Dr Dennis Myron Karpiak
1943–2019
Dr Dennis Karpiak passed away in the ICU of
Royal Inland Hospital in Kamloops, BC, on 23
February 2019 at the age of 75. It was ironic,
but perhaps fitting, that he would pass away
in the hospital where he had practised critical
care medicine, respirology, and general internal
medicine for over 30 years.
Dennis was born in Dauphin, Manitoba, but
grew up in Oshawa, Ontario. As a high school
graduate he distinguished himself academically, receiving an Ontario Scholar award. It was
probably in Oshawa where he also developed
his of love of cars. While in university he had
summer employment at the GM plant. He
bought his first Corvette while in university, and
took a course in high-speed driving at Ontario’s
Motorsport racetrack. During his last week in
hospital I found him reading the latest Road
and Track magazine. One of his projects, in his
last few years, was restoring a 1965 Corvette
convertible, which won the Best of the Best
award at a classic car show in Kamloops.
Dennis completed his undergrad and medical school at the University of Toronto, graduating in 1968. He completed his internship and 2

years of general internal medicine at St. Paul’s
Hospital in Vancouver (1969–1971) followed
by 3 years of subspecialty training in critical care
and respiratory medicine at the University of
Alberta in Edmonton. Upon completion of his
training, he was recruited by Royal Inland Hospital to head the cardiopulmonary department.
Over the years Dennis was a fierce advocate for Kamloops. He was instrumental in
the establishment of a respiratory technology
program at Thompson Rivers University, which
continues to supply respiratory therapists to
all regions of the province. In recent years he
was an active participant in the successful opposition to an open-pit mine on the outskirts
of Kamloops.
Dennis was well regarded for his professionalism, and served several terms as a then
BCMA Board member for the Kamloops area.
He was known for his ready availability and
willingness in taking on the care of seriously ill
patients. This availability was most appreciated
by those referring physicians in surrounding
smaller communities. He could be counted on
to take charge in a crisis, even in nonmedical
situations. Several years ago, at Sun Peaks, a
young girl ended up hanging some 25 feet above
the ground while mounting a chairlift. Dennis
immediately placed himself below the chair in
order to break her fall. He suffered a neck injury, which eventually resulted in cervical fusion
surgery. He received the Governor General’s
Medal of Bravery for his prompt response to
this emergency.
Dennis seemed to welcome controversy,
often taking a contrary point of view, which
he could expertly articulate. He loved travel,
family, gardening, cars, deep-sea fishing, and
telling humorous stories of his experiences
(most of which may have had some basis in
fact). His dislikes included technology (unless
it pertained to cars), doctors making rounds in

bicycle shorts, golf, and photo radar. He freely
shared his views on these topics. His political
viewpoint was definitely to the right of centre.
Dennis leaves behind his wife of 48 years,
Robin; his sons Scott and Andrew; their spouses
Rebecca and Cassandra; and four grandchildren. Dennis was a larger-than-life presence,
both in his professional and personal life, and
he will be missed.
—Glenn A. Scheske, MD, FRCP(C)

Dr Ka Wai Angela Chan
1982–2019
On 9 August 2019, the world lost one of its
dearest and most beloved physicians. Dr Ka Wai
Angela Chan passed away in her sleep from a
sudden illness at age 37. She was pregnant with
her second child at the time of her passing.
Dr Chan was born in Macao on 17 June
1982. An only child, she immigrated to Canada
with her parents at age 14. Dr Chan excelled
in her academics and was the top of her class
in Gladstone High School.
As her father passed away during her early
university years, Dr Chan worked part time to
help support her mother financially. She went
through pharmacy at University of British
Columbia and worked briefly as a pharmacist
before deciding to go into medicine. Dr Chan
worked part time to put herself through medical
school, never complaining about her burdens.
Dr Chan graduated from UBC Medical
School in 2012 and completed her residency at
the University of Calgary in 2014. She practised
full-service family practice in Burnaby’s Crystal
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Mall starting in July 2015. At a time when many
doctors avoided taking on the burden of a family practice, Dr Chan embraced the challenge
and took pleasure in taking on the needy and
complex care patients. She spoke Mandarin
and Cantonese fluently. And those who had
the privilege of hearing her sing said she had
the voice of an angel.
Dr Chan was well respected and loved by
her patients; her care was second to none. She
was compassionate and devoted to her profession, touching the lives of many and leaving a
deep impression on those for whom she cared.
Her patients are brokenhearted and devastated
by her absence. Everywhere she went, she left
behind fond memories of her kindness and
generosity.
Being well liked by all, Dr Chan leaves behind numerous friends and colleagues. She also
leaves behind her husband of 2 years, Anderson
Lu, her son Augustin Lu, and her mother Lei
Ut Tak.
We miss you Angela. You will remain close
in our hearts forever. You have left a void in all
of us that can never be filled.
—Wayne Niou, MD
Burnaby
—Anderson Lu
Vancouver

Doctors
Helping
Doctors
24 hrs/day,
7 days/week
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.

Do you have
an idea?

Submit your
writing to
the BCMJ

T

he British Columbia Medical Journal is a general medical
journal that seeks to continue the education of
physicians through review articles, scientific research,
and updates on contemporary clinical practices, along with
debate on medicine and medical politics.
The BCMJ is written by physicians like you. We welcome all
of your written contributions, from brief letters to scientific
papers and everything between. What’s in between?
Blog posts, articles, essays, opinions, profiles, the Proust
questionnaire, and more. While most content is written by BC
physicians, you do not need to currently reside in the province
for your submission to be considered for publication.
If you’re not sure if we’ll be interested, send us an email at
journal@doctorsofbc.ca to enquire. Much of the content of
the BCMJ is selected by our Editorial Board, a group of eight
physicians from diverse backgrounds, practice types, and
locations.
To learn more about submitting your written work to the
BCMJ, please read our Guidelines for Authors, which includes
information on the editorial process and the different sections
in the journal.
Guidelines for Authors: bcmj.org/submit-article
Contact information: journal@doctorsofbc.ca; 604 638-2815
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college Library

Electronic books

L

ibraries’ physical footprints are getting smaller, but their collections are
growing virtually. Books have made the
transition to electronic formats much more
slowly than journals, but e-books now account
for a substantial portion of most libraries’ collections. Regardless of the format, the value
that books hold for clinical purposes must be
judged by their currency, the authors’ qualifications, attribution to valid evidence, peer review,
and transparency of conflicts of interest. Each
This article is the opinion of the Library of
the College of Physicians and Surgeons of
BC and has not been peer reviewed by the
BCMJ Editorial Board.

digital platform may be judged by a variety of
criteria, including the utility of its search tools
and hyperlinks within the resource, its downloading and printing options, and its updating
capabilities.
One barrier to the use of e-books is lack of
awareness of their availability. Every BC health
authority library has an e-book collection accessible through the library’s online catalogue, as
does the UBC library for health care providers
with faculty appointments, and the College of
Physicians and Surgeons of BC Library. College registrants have access to over 600 e-books
through the Library’s catalogue (http://szasz
.cpsbc.ca). Topics cover the full range of medical
specialties including anesthesia and analgesia,
cardiology and cardiac surgery, dermatology,
emergency medicine, surgery, immunology and

allergy, internal medicine, pediatrics, psychiatry,
obstetrics, and gynecology. Notable for presentation of evidence, authority, and currency are ebooks such as Clinical Handbook of Psychotropic
Drugs Online, Clinical Handbook of Psychotropic
Drugs for Children and Adolescents Online, Color
Atlas and Synopsis of Family Medicine (2019),
and Roberts and Hedges’ Clinical Procedures in
Emergency Medicine and Acute Care (2019).
When investigating complex and widereaching clinical concerns or highly focused
topics, e-books can contextualize and distill
information in a conveniently accessible format.
Have a look at your local health authority’s
collections to support your clinical decision
making and continuing education. n
—Karen MacDonell
Director, Library Services

e-books now account
for a substantial portion
of most libraries’
collections.
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Simple steps to better health
Since the Neolithic Revolution 12 000 years
ago, people have sought to make lasting alterations to the environment to meet their needs.
The first stairs were thought to be simply hewn
logs or stones placed in sequence to make incremental ascent and descent easier. Since the
earliest Mesopotamian cities, stairs have been
an integral part of the built environment.
Despite the enormous benefits that stairs
provide, there are dangers associated with their
use, and current standards of stair design may
need to change to optimize user safety.

Risky behavior

There are several high-risk behaviors that contribute to falling on stairs—leaving objects on
the steps, wearing high-heeled shoes, being
distracted, carrying heavy loads, and not using
the handrail.2

the BCMJ Editorial Board.
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Height

Physics of stair design

Various standards have emerged in stair design
that prescribe how high (the rise) and how deep
(the run) stairs must be [Figure].4 The position
and contour of the handrail is often regulated,
as are tolerances for the consistency of stair
height. In the UK, for example, private dwellBurden of disease
ings are permitted to have a stair pitch of 42
The use of stairs presents many muscular and degrees. In the US, tread depth can be as low
neurological demands that go beyond those as 9 inches in some jurisdictions.
required of walking. Perhaps not surprisingly,
These details are important. A body of bioaccidents while using stairs represent a signifi- mechanical research has detailed the mountcant portion of accidental
ing challenge posed by
trauma.1 The burden of instairs of increased height
jury is disproportionately
and diminished depth.3
Accidents while using
borne by the elderly and by
For example, Novak and
stairs represent a
those with certain medical
colleagues suggest that a
significant portion of
conditions.2
person’s stability on stairs
accidental
trauma.
In persons over 65, falls
is best when the depth
rank first among causes of
of the tread is at least 13
death from injury.3 Data
inches and the pitch is 28
from 1992 put the cost of falls in the US at degrees.5 Other authors have focused on visual
$10 billion, with an estimated 20% of these cues, such as high-contrast edging, which is
attributable to stair use.2,3 These figures may associated with increased foot clearance (and
underestimate the burden of stairway injury. is presumed to reduce the risk of tripping).6,7
Falls while using stairs are often more danger- The evidence that deeper treads and lower rises
ous than those sustained while walking, par- would reduce the risk of injury is consistent
ticularly with respect to the risk of traumatic with a call to revise standard stair dimensions
brain injury or hip fracture.2
to more of a low-riser configuration. Such configurations, however, are understandably more
expensive because a larger horizontal footprint
is required for the same height gained.
This article is the opinion of the
The literature so far tends to rely on proxy
Environmental Health Committee,
measures from biomechanical studies to imply
a subcommittee of Doctors of BC’s
risk reduction. There remains a role for interCouncil on Health Promotion, and is not
vention studies to demonstrate a clearer link
necessarily the opinion of Doctors of BC.
between low-rise stair design and improvements
This article has not been peer reviewed by
in morbidity and mortality.3

ine

hl

c
Pit

Tread
depth

Rise

First steps

Run
Figure. The basics of stair terminology.4
Source: Wikipedia

Making stairs safer

In many cases, the risk of stairway falls can be
reduced by addressing an individual’s strength
and balance issues. Wearing corrective lenses
and appropriate footwear are simple fixes.
Avoiding the risky behaviors listed above,
coupled with use of proper lighting, a handrail,
and high-contrast edging, are also inexpensive
ways to reduce the risk of falls.
Should building codes be revised to make
stairs less steep? More research is needed before
taking that last step. n
—Lloyd Oppel, MD
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CME ON THE RUN
VGH and various videoconference
locations, 22 Nov–5 Jun (Fri)
CME on the Run sessions are held at the Paetzold Lecture Theatre, Vancouver General Hospital and there are opportunities to participate
via videoconference from various hospital sites.
Each program runs on Friday afternoons from
1 p.m. to 5 p.m. and includes great speakers
and learning materials. Dates and topics: 22
Nov (dermatology and allergy). Topics include:
Hair loss and thinning in middle age; Chronic
leg ulcers: The best office approach; Psoriasis:
Multimodal treatment—topical and beyond;
“Is this lesion cancer?”: What’s new, what not
to miss; Rosacea: What’s old, what’s new, and
what’s best?; Acne: A stepwise approach for
office practice; Early allergen exposure: Can we
reduce incidence of food and environmental allergies?; Do they really have a penicillin allergy?
The office challenge. The next sessions are: 31
Jan (psychiatry); 3 Apr (infectious disease and
travel); 1 May (prenatal, pediatric, and adolescents); 5 Jun (internal medicine). To register and
for more information visit ubccpd.ca, call 604
675-3777; or email cpd.info@ubc.ca.
GP IN ONCOLOGY CASE STUDY DAY &
FAMILY PRACTICE ONCOLOGY CME DAY
Vancouver, 22–23 Nov (Fri–Sat)
BC Cancer’s Family Practice Oncology Network is presenting two practice-ready CME
events for family physicians at BC Cancer’s Annual Summit, 22–23 November, at the Sheraton
Vancouver Wall Centre. 22 Nov: GPO (General Practitioner in Oncology) Case Study Day,
and 23 Nov: Family Practice Oncology CME
Day. GPO Case Study Day (up to 5.5 Mainpro+ credits) provides in-depth exploration of

prevalent and emerging challenges in cancer
care through case-based discussion, while Family Practice Oncology CME Day (up to 5.75
Mainpro+ credits) provides insight into new
developments and practice changing guidelines
in cancer care. Both offer opportunity to build
helpful cancer care connections. Full details
at fpon.ca or via dilraj.mahil@bccancer.bc.ca.
MINDFULNESS IN MEDICINE WORKSHOPS
AND RETREATS
Various locations, 29 Nov–24 May
Join Dr Mark Sherman and your community
of colleagues for a transformative workshop
or retreat! Foundations of Theory and Practice
Workshop for Health Professionals, 29 Nov–1
Dec, Kingfisher Resort, Royston, and A Physician Meditation Retreat, 24–29 May, Hollyhock, Cortes Island. Physician Heal Thyself
workshops focus on the theory and practice of
mindfulness and meditation—reviewing definitions, clinical evidence, and neuroscience, and
introducing key practices of self-compassion,
breath work, and sitting meditation to nurture
resilience and healing. This annual meditation
retreat is an opportunity to delve deeply into
meditation practice in order to recharge, heal,
and build a practice for life. Each workshop
is accredited for 16 Mainpro+ group learning
credits and has a 30-person limit, so please register today! Contact us at hello@livingthismoment.ca, or check out www.livingthismoment.
ca/event for more information.
GP IN ONCOLOGY TRAINING
Vancouver, 3–14 Feb (Mon–Fri)
The BC Cancer’s Family Practice Oncology
Network offers an 8-week General Practitioner in Oncology training program beginning

with a 2-week introductory session every spring
and fall at the Vancouver Centre. This program
provides an opportunity for rural family physicians, with the support of their community, to
strengthen their oncology skills so that they
may provide enhanced care for local cancer
patients and their families. Following the introductory session, participants complete a further
30 days of customized clinic experience at the
cancer centre where their patients are referred.
These can be scheduled flexibly over 6 months.
Participants who complete the program are
eligible for credits from the College of Family
Physicians of Canada. Those who are REAPeligible receive a stipend and expense coverage
through UBC’s Enhanced Skills Program. For
more information or to apply, visit www.fpon.
ca, or contact Jennifer Wolfe at 604 219-9579.

BCCDC
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References
1.

2.

3.

4.

Joint Task Force on Practice Parameters; American
Academy of Allergy, Asthma and Immunology; Joint
Council of Allergy, Asthma and Immunology. Drug
allergy: An updated practice parameter. Ann Allergy
Asthma Immunol 2010;105:259-273.
Macy E, Ngor EW. Safely diagnosing clinically significant penicillin allergy using only penicilloyl-poly-lysine,
penicillin, and oral amoxicillin. J Allergy Clin Immunol
Pract 2013;1:258-263.
Abrams EM, Atkinson AR, Wong T, Ben-Shoshan M. The
importance of delabeling β-lactam allergy in children.
J Pediatr 2019;204:291-297.
Blanca M, Torres MJ, Garcia JJ, et al. Natural evolution of
skin test sensitivity in patients allergic to beta-lactam
antibiotics. J Allergy Clin Immunol 1999;103:918-924.

BC Medical Journal vol. 61 no. 9 | november 2019 361

Classifieds

Advertisements are limited to 700 characters. Rates: Doctors of BC members: $50 + GST per
month for each insertion of up to 350 characters. $75 + GST for insertions of 351 to 700 characters. Nonmembers: $60 + GST per month
for each insertion of up to 350 characters. $90 + GST for insertions of 351 to 700 characters. Deadlines: Ads must be submitted or
canceled by the first of the month preceding the month of publication, e.g., by 1 November for December publication. Visit
www.bcmj.org/classified-advertising for more information. Ordering: Place your classified ad online at www.bcmj.org/classified
-advertising. Payment is required at the time that you place the ad.

Practices available
VICTORIA—PRACTICE
AVAILABLE

Well-established solo family
practice available May 2020 at
no cost for patient list. Patient
demographics across all ages with
an emphasis on seniors care. No
obstetrics or hospital work;
however, residential care work
available. Collegial call group of
20. Office space includes three
exam rooms and one reserved
parking stall in downtown area.
Further details at 250 388-7123
or paulndeb@shaw.ca.
Employment
ARE YOU A PHYSICIAN
LOOKING FOR A NEW ROLE?

Physicians for You—leading the
way in physician recruitment in
Canada. Locum, contract,
long-term, city, rural, we have it

all. Tell us what you are looking
for; we connect you to the roles!
Save time and effort, and let us
do all the legwork. Our service is
personalized, friendly, and never
pushy. Let our 10 years of
experience in Canada and our
extensive knowledge of the
processes for licensure work for
you. Contact us today and check
out our current job postings
online. Website: www.physicians
foryou.com. Email: info@
physiciansforyou.ca.
Office: 1 778 475-7995.
BURNABY—ELICARE BURNABY
SPECIALISTS, DERMA
FOCUSED, PHOTOTHERAPY
AVAILABLE

Elicare Burnaby Specialists is
recruiting a dermatologist to join
its specialist clinic of eight
physicians. The clinic has a
vacancy on a full-time basis
starting January 2020. Free

parking, PLEXIA EMR,
competitive overhead, turnkey
clinic management, opportunities for cosmetics all available.
Please contact Richard at
rw@bcdrug.com for more info.
BURNABY—PSYCHIATRIST, SFU
HEALTH AND COUNSELLING
SERVICES

Simon Fraser University’s
Health and Counselling Services
is seeking a part-time psychiatrist to join its multidisciplinary
team providing services to
university students at the SFU
Burnaby Campus. Our mental
health team includes physicians,
mental health nurses, case
managers, psychologists, registered clinical counselors, and
counseling interns.
Compensation is provided via a
combination of fee for service
(MSP), sessional payments, and
a service contract agreement.

Applicants must have FRCPC
and be eligible for full licensure
with CPSBC. Please contact Dr
Patrice Ranger (pranger@sfu.ca)
or HCS Director Martin Mroz
(mmroz@sfu.ca). See our website
at www.students.sfu.ca/health.
NANAIMO—GP

General practitioner required for
locum or permanent positions.
The Caledonian Clinic is located
in Nanaimo on beautiful
Vancouver Island. Wellestablished, very busy clinic with
26 general practitioners and two
specialists. Two locations in
Nanaimo; after-hours walk-in
clinic in the evening and on
weekends. Computerized
medical records, lab, and
pharmacy on site. Contact Lisa
Wall at 250 390-5228 or email
lisa.wall@caledonianclinic.ca.
Visit our website at
www.caledonianclinic.ca.

2019–20 Doctors of BC
Board of Directors
President
Dr Kathleen Ross

Director-at-Large General Practice
Dr Adam Thompson

Director-at-Large Specialist
Dr Barb Blumenauer

President-Elect
Dr Matthew Chow

Director-at-Large General Practice
Dr Lawrence Welsh

Director-at-Large Specialist 1 year
Dr Andrew Yu

Board Chair
Dr Jeff Dresselhuis

Director-at-Large Specialist
Dr Lloyd Oppel

Director-at-Large Specialist
Dr Sophia Wong
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NEW WEST—ROYAL CITY
MEDICAL RECRUITING FT
FAMILY PRACTITIONER

Royal City Medical Clinic, a
2200 sq. ft., established, busy
family practice and walk-in
clinic located in the heart of
New West, is currently recruiting
a general practitioner to join its
family physician team of three
(75/25 overhead). The office is
well run by a team of senior staff
as well as a medical director.
Please contact Richard at
rw@bcdrug.com for more
information.
NORTH VAN—FP LOCUM

Physician required for the
busiest clinic/family practice on
the North Shore! Our MOAs
are known to be the best, helping
your day run smoothly. Lucrative
6-hour shifts and no headaches!

For more information, or to
book shifts online, please contact
Kim Graffi at kimgraffi@hotmail
.com or by phone at
604 987-0918.
PEACHLAND—FAMILY
PRACTICE

Opportunity for new or established family practice to join
enhanced care team in
Peachland, Okanagan Valley.
Scenic view right from the clinic.
Flexible schedule with attractive
split/lease. Modern facility with
fully equipped rooms, EMR with
remote access. Billing and
administrative support available.
Proximity to hospital and other
diagnostics in town. Reputable
and trusted group with 10 years
of clinic operation experience.
Email jobs@enhancedcare.ca or
call 647 238-8356.

POWELL RIVER—LOCUM

The Medical Clinic Associates is
looking for short- and long-term
locums. The medical community
offers excellent specialist backup
and has a well-equipped 33-bed
hospital. This beautiful community offers outstanding outdoor
recreation. For more information
contact Laurie Fuller:
604 485-3927,
email: clinic@tmca-pr.ca,
website: powellrivermedical
clinic.ca.
SOUTH SURREY/WHITE
ROCK—FP

Busy family/walk-in practice in
South Surrey requires GP to
build family practice. The
community is growing rapidly
and there is great need for family
physicians. Close to beaches and
recreational areas of Metro

Vancouver. OSCAR EMR,
nurses/MOAs on all shifts.
CDM support available.
Competitive split. Please contact
Carol at Peninsulamedical@live
.com or 604 916-2050.
SURREY/DELTA/
ABBOTSFORD—GPs/
SPECIALISTS

Considering a change of practice
style or location? Or selling your
practice? Group of seven
locations has opportunities for
family, walk-in, or specialists.
Full-time, part-time, or locum
doctors guaranteed to be busy.
We provide administrative
support. Paul Foster, 604
572-4558 or pfoster@denning
health.ca.

BCMJ Advertising

Want to reach BC doctors?
We’ve got you covered—in print and online
For information on print and online advertising, please contact:
Kashmira Suraliwalla
604 638-2815 • journal@doctorsofbc.ca
www.bcmj.org

PROVEN Readership
+ Audience Involvement
= VALUE
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VANCOUVER/RICHMOND—FP/
SPECIALIST

The South Vancouver Medical
Clinic seeks family physicians
and specialists. Split is up to
80/20. Closing your practice?
Want to work part-time? Join us
to see only booked patients or
add walk-ins for variety. Oscar
EMR. Positions in Richmond
also available. Contact Dr Balint
Budai at tgr604@gmail.com.
VERNON—ER LOCUM

Long-term ER locum available
July 2020 to March 2021.
Approx 12 shifts/month; FFS +
night stipend. Collegial ER
department and community
hospital, endless recreation
opportunities. House with pool,
close to hospital, lakes, and ski

hill available for rent during this
time if desired. Contact
lisaheidt@gmail.com.
VERNON—SPECIALIST NEEDED
FOR VERNON SLEEP CLINIC

We are looking for a full- or
part-time specialist physician to
practise sleep disorders medicine.
Our beautiful, new, state-of-theart six-bed lab provides
comprehensive sleep disorders
medicine services for Vernon,
BC, and surrounding area. Sleep
medicine experience not required
as training is provided. Excellent
support is provided with a
physician assistant and capable,
friendly staff. Remuneration
includes billing for consults and
polysomnogram interpretations.
Minimal on call. For more

information about this unique
opportunity, please contact Dr
Ron Cridland at 250 541-0500,
or email info@vernonsleepclinic.
ca. View our website at
www.vernonsleepclinic.ca.
VICTORIA—GP/WALK-IN

Shifts available at three beautiful,
busy clinics: Burnside (www
.burnsideclinic.ca), Tillicum
(www.tillicummedicalclinic.ca),
and Uptown (www.uptown
medicalclinic.ca). Regular and
occasional walk-in shifts
available. FT/PT GP post also
available. Contact drianbridger@
gmail.com.

Vacation properties
PROVENCE, FRANCE—YOUR
VILLA

Les Geraniums, a luxury
3-bedroom, 2½ bath villa, is your
home in the heart of Provence.
Expansive terrace with pool and
panoramic views. Walk to lovely
market town. One hour to Aix
and Nice, 45 minutes to
Mediterranean coast. Come and
enjoy the sun of southern
France! 604 522-5196.
villavar835@gmail.com.
miscellaneous
CANADA-WIDE—MED
TRANSCRIPTION

Medical transcription specialists
since 2002, Canada wide.

Adopt-A-Manatee
The Gift That Gives Back
®

1-800-432-JOIN (5646)
savethemanatee.org
Photo © David Schrichte
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Excellent quality and turnaround. All specialties, family
practice, and IME reports.
Telephone or digital recorder.
Fully confidential, PIPEDA
compliant. Dictation tips at
www.2ascribe.com/tips. Contact
us at www.2ascribe.com,
info@2ascribe.com, or toll free at
1 866 503-4003.
FREE MEDICAL RECORD
STORAGE

Retiring, moving, or closing your
family practice? RSRS is
Canada’s #1 and only physicianmanaged paper and EMR
medical records storage company.
Since 1997. No hidden costs.
Call for your free practice closure
package: everything you need to
plan your practice closure.

Phone 1 866 348-8308 (ext. 2),
email info@rsrs.com, or visit
www.RSRS.com.

VANCOUVER—TAX &
ACCOUNTING SERVICES

PATIENT RECORD
STORAGE—FREE

Retiring, moving, or closing your
family or general practice,
physician’s estate? DOCUdavit
Medical Solutions provides free
storage for your active paper or
electronic patient records with
no hidden costs, including a
patient mailing and doctor’s web
page. Contact Sid Soil at
DOCUdavit Solutions today at
1 888 781-9083, ext. 105, or
email ssoil@docudavit.com. We
also provide great rates for
closing specialists.

Rod McNeil, CPA, CGA: Tax,
accounting, and business
solutions for medical and health
professionals (corporate and
personal). Specializing in health
professionals for the past 11
years, and the tax and financial
issues facing them at various
career and professional stages.
The tax area is complex, and
practitioners are often not aware
of solutions available to them
and which avenues to take. My
goal is to help you navigate and
keep more of what you earn by
minimizing overall tax burdens
where possible, while at the same
time providing you with personalized service.
Website: www.rwmcga.com,

email: rodney@rwmcga.com,
phone: 778 552-0229.
VICTORIA—ENDICRONOLOGY
PRACTICE ANNOUNCEMENT

Dr Richard Bebb, MD, ABIM,
FRCPC, is pleased to announce
the relocation of his practice of
endocrinology and metabolism
to Suite 230 - 1641 Hillside Ave,
Victoria, BC, V8T 5G1, in
association with Dr Priya
Manjoo, MD, MSc, FRCPC,
consultations in adult endocrinology with special interests in
dyslipidemia and andrology.
Tel: 250 386-8808.
Fax: 250 412-5027.

2,300 BC pedestrians are injured
in car crashes every year.

BC Medical Journal
@BCMedicalJrnl

Follow

Doctors of BC has launched a safety campaign to
help make the province’s roadways a safer place for
pedestrians.

The BC Medical Journal provides continuing medical
education through scientific research, review articles, and
updates on contemporary clinical practice. #MedEd

Syphilis outbreak in BC: Changes to #syphilis
screening in #pregnancy, by @CDCofBC. In
the first half of 2019, there were two cases of
congenital syphilis diagnosed in British Columbia;
the first cases since 2013.
Read the article: bcmj.org/bccdc/syphilis-outbreakbc-changes-syphilis-screening-pregnancy

BE SEEN

KEEP YOUR
HEAD UP

USE
CROSSWALKS

EYE
CONTACT
IS KEY

Let British Columbians know that the province’s
physicians care about their safety by hanging a
free poster in your office and providing reflective
armbands for your patients.

Follow us on Twitter for regular updates

To get posters and armbands for
your practice, email:
communications@doctorsofbc.ca
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BCMJ Guidelines

Guidelines for authors

T

he British Columbia Medical Journal is a
general medical journal that seeks to continue the education of physicians through
review articles, scientific research, and updates on
contemporary clinical practices while providing a
forum for medical debate. Several times a year, the
BCMJ presents a theme issue devoted to a particular
discipline or disease entity.
We welcome letters, blog posts, articles, and scientific papers from physicians in British Columbia
and elsewhere. Manuscripts should not have been
submitted to any other publication. Articles are
subject to copyediting and editorial revisions, but
authors remain responsible for statements in the
work, including editorial changes; for accuracy of
references; and for obtaining permissions. The corresponding author of scientific articles will be asked
to check page proofs for accuracy.
The BCMJ endorses the “Recommendations for
the Conduct, Reporting, Editing, and Publication of
Scholarly Work in Medical Journals” by the International Committee of Medical Journal Editors
(updated December 2016), and encourages authors
to review the complete text of that document at
www.icmje.org.
All materials must be submitted electronically,
preferably in Word, to:
The Editor
BC Medical Journal
E-mail: journal@doctorsofbc.ca
Tel: 604 638-2815
Web: www.bcmj.org

Editorial process

Letters to the editor, articles, and scientific papers
must be reviewed and accepted by the BCMJ’s
eight-member Editorial Board prior to publication.
The Board normally meets the last Friday of every
month, at which time submissions are distributed for
review the following month. We do not acknowledge receipt of submissions; the editor will contact
authors of articles by email once the submission
has been reviewed by the Board (usually within 8
to 10 weeks of submission). The general criteria for
acceptance include accuracy, relevance to practising
BC physicians, validity, originality, and clarity. The
editor contacts authors to inform them whether the
paper has been rejected, conditionally accepted (that
is, accepted with revisions), or accepted as submitted.
Authors of letters are contacted only if the letter is
accepted and editorial staff need further information.
Scientific papers and other articles typically take 5
to 10 months from the date of receipt to publication,
depending on how quickly authors provide revisions
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and on the backlog of papers scheduled for publication. Manuscripts are returned only on request. The
BCMJ is posted for free access on our website.

For all submissions

Avoid unnecessary formatting, as we strip all formatting from manuscripts.
Double-space all parts of all submissions.
Include your name, relevant degrees, email
address, and phone number.
Number all pages consecutively.

Opinions

BCMD2B (medical student page). An article on
any medicine-related topic by a BC physician-intraining. Less than 2000 words. The BCMJ also
welcomes student submissions of letters and scientific/clinical articles. BCMD2B and student-written
clinical articles are eligible for an annual $1000 medical student writing prize.
Blog. A short, timely piece for online publication on
bcmj.org. Less than 500 words. Submissions on any
health-related topic will be considered. Should be
current, contain links to related and source content,
and be written in a conversational tone.
The Good Doctor. A biographical feature of a living
BC physician. Less than 2000 words.
Letters. All letters must be signed, and may be edited
for brevity. Letters not addressed to the Editor of
the BCMJ (that is, letters copied to us) will not be
published. Letters commenting on an article or letter published in the BCMJ must reach us within 6
months of the article or letter’s appearance. No more
than three authors. Less than 300 words.
Point-Counterpoint. Essays presenting two opposing viewpoints; at least one is usually solicited by the
BCMJ. Less than 2000 words each.
Premise. Essays on any medicine-related topic; may
or may not be referenced. Less than 2000 words.
Proust for Physicians. A lighthearted questionnaire
about you. Submit responses online at www.surveymonkey.com/s/proust-questionnaire, print a copy
from the BCMJ website at www.bcmj.org/proust
-questionnaire, or contact journal@doctorsofbc.ca
or 604 638-2858.
Special Feature. Articles, stories, history, or any narrative that doesn’t fit elsewhere in the BCMJ. Less
than 2000 words.

Departments

Obituaries. Include birth and death dates, full name
and name deceased was best known by, key hospital
and professional affiliations, relevant biographical
data, and photo. Less than 300 words.

News. A miscellany of short news items, announcements, requests for study participants, notices, and so
on. Submit suggestions or text to journal@doctors
ofbc.ca or call 604 638-2858 to discuss. Less than
300 words.

Clinical articles/case reports/
survey studies

Manuscripts of scientific/clinical articles and case
reports should be 2000 to 4000 words in length,
including tables and references. The first page of the
manuscript should carry the following:
Title, and subtitle, if any.

Preferred given name or initials and last name for
each author, with relevant academic degrees.
All authors’ professional/institutional affiliations,
sufficient to provide the basis for an author note
such as: “Dr Smith is an associate professor in the
Department of Obstetrics and Gynaecology at
the University of British Columbia and a staff
gynecologist at Vancouver Hospital.”

A structured or unstructured abstract of no more
than 150 words. If structured, the preferred headings are “Background,”“Methods,”“Results,” and
“Conclusions.”
Three key words or short phrases to assist in
indexing.
Disclaimers, if any.

Name, address, telephone number, and email
address of corresponding author.
Survey studies must have a response rate of at least
50% in order for the paper to be reviewed for publication consideration. Papers with less than this
response rate will not be reviewed by the BCMJ
Editorial Board. We recognize that it is not always
possible to achieve this rate, so you may ask the Editor in advance to waive this rule, and if the circumstances warrant it, the Editor may agree to have the
paper reviewed.

Authorship, copyright, disclosure,
and consent form

When submitting a clinical/scientific/review paper,
all authors must complete the BCMJ ’s four-part
“Authorship, copyright, disclosure, and consent form.”
1.Authorship. All authors must certify in writing
that they qualify as an author of the paper. To be
considered an author, an individual must meet all
three conditions:
Made substantial contributions to the conception and design, acquisition of data, or analysis
and interpretation of data, and

BCMJ Guidelines
Drafted the article or revised it critically for
important intellectual content, and
Given final approval of the version to be published.

Order of authorship is decided by the co-authors.

2. Copyright. All authors must sign and return an
“Assignment of copyright” prior to publication.
Published manuscripts become the property of
Doctors of BC and may not be published elsewhere
without permission.
3. Disclosure. All authors must sign a “Disclosure of
financial interests” statement and provide it to the
BCMJ. This 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 document,
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. References must be
numbered consecutively in the order in which they
appear in the text. Avoid using auto-numbering as
this can cause problems during production.
Include all relevant details regarding publication,
including correct abbreviation of journal titles, as in
Index Medicus; year, volume number, 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: List up to four authors or editors; for five and
more, list first three and use et al.)
2.

Mollison PL. Blood Transfusion in Clinical Medicine.
Oxford, UK: Blackwell Scientific Publications; 2004. p.
78-80.
3. O’Reilly RA. Vitamin K antagonists. In: Colman RW, Hirsh
J, Marder VJ, et al. (eds). Hemostasis and Thrombosis.
Philadelphia, PA: JB Lippincott Co; 2005. p. 1367-1372.
4. Health Canada. Canadian STD Guidelines, 2007.
Accessed 15 July 2008. www.hc-sc.gc.ca/hpb/lcdc/
publicat/std98/index.html.

(NB: The access date is the date the author consulted
the source.)
A book cited in full, without page number citations, should be listed separately under Additional
or Suggested reading. Such a list should contain no
more than five items.

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.

2.

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.
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 2007).
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.

Scientific misconduct

Should possible scientific misconduct or dishonesty
in research submitted for review by the BCMJ be
suspected or alleged, we reserve the right to forward any submitted manuscript to the sponsoring
or funding institution or other appropriate authority
for investigation. We recognize our responsibility to
ensure that the question is appropriately pursued, but
do not undertake the actual investigation or make
determinations of misconduct.

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 as Word or Excel
files 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 footnotes.
Ensure each table is cited in the text.

Figures (illustrations). Please adhere to the following guidelines:
Images must be high resolution; if unsure, send
highest resolution possible and we will advise if
necessary.

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 in or
on the illustrations themselves.
Provide internal scale markers for photomicrographs.
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 millimetres 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, preceded 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). Drugs not yet available in
Canada should be so noted.

Reprints

Reprint order forms will be sent to authors upon
publication of the article. If you know that you would
like additional copies prior to printing, please advise
us and we can arrange a larger print run.

Manuscript submission checklist

Before you submit your paper, please ensure you
have completed the following, or your paper could
be returned:
Authorship, copyright, disclosure, and consent
form is completed and included (available at
www.bcmj.org).
Abstract is provided.
Three key words are provided.
Author information is provided for all authors.
References in text are in correct numerical order.
Reference list is in correct numerical order and is
complete.
References list contains up to three authors only.
All figures and tables are supplied.
Permissions letters are included.
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Exclusive deals from brands you trust
You work hard. Your downtime is important and we
want to help you make the most of it to do the things
you love. Club MD provides exclusive deals from trusted
brands so you can spend your time on what’s important.
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locations worldwide.
Book online and quote account
number XVC4054.
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604 638 7921
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downtime with incredible
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world.
Book online or call 1 844 858
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