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CANADA'S LARGEST PURPOSE-BUILT
PUBLIC DAY-CARE SURGERY CENTRE:

A retrospective audit of patients requiring
transfer to an inpatient hospital

5.7% (8/140)

The low rate of unplanned patient transfers from an outpatient surgical
centre to a tertiary care hospital indicates that a publicly funded
outpatient surgery program can be successfully operated in Canada
under full control of a provincial health authority.

« Over 2 years, 11 728 cases were performed; 140 (1.19%)
required unplanned admission to the local tertiary care hospital.
« Surgical and anesthetic factors were responsible for more than 80% of
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The low rate of unplanned patient
transfers from an outpatient surgical
centre to a tertiary care hospital
indicates that a publicly funded
outpatient surgery program can be
successfully operated in Canada under
full control of a provincial health
authority. Article begins on page 330.

The BCMJis published by Doctors of BC. The
journal provides peer-reviewed clinical and review
articles written primarily by BC physicians, for

BC physicians, along with debate on medicine
and medical politics in editorials, letters, and
essays; BC medical news; career and CME listings;
physician profiles; and regular columns.

Print: The BCMJ is distributed monthly,
other than in January and August.

Two-Eyed Seeing is an approach of inquiry and solutions in which people come together to view the world through
an Indigenous lens with one eye, while the other eye sees through a Western lens. Article begins on page 321.
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Contemplating legacies

patients what he had done for a living.

When I found out he had been a college
professor, I asked him what he taught. After a
pensive pause, where he reflected on his teach-
ing life, he looked at me sadly and answered,
“In retrospect, not a heck of a lot.”

After some 30 years as a family doctor, I of-
ten wonder what my legacy will be. Have I made
a difference in my patients’lives? I must admit
that I am often rushed and spend less time with
patients than I would like. This is complicated
by my incessant need to be on time, which is

I remember once asking one of my retired

one symptom of my obsessive-compulsive per-
sonality. I also get irritable at times and have a
hard time hiding this fact. So, do I help people,
or do they stay with me because they don't re-
ally have another choice? Is there some way of
measuring a career as a family physician?
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There are websites such as Rate Your MD,
but most individuals only post there if they
have strong feelings one way or the other. As
a rule, since there is no court of appeal, I don’t
visit these sites. However,
my patients and family
members will tell me what
people have posted: one
guy gave me terrible scores
in all categories except for
punctuality. He had to ad-
mit that even though I am
a terrible physician I am
usually on time.

So back to my question: how do most of my
patients feel about me and the service I provide?
I have taken care of many of them and their
families for decades, but maybe they don't have
another choice due to the shortage of family
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EDITORIALS

physicians. I think of many of them as my
friends and care deeply about their health and
happiness, but I wonder if this shows? Do they
realize how much their life issues affect me? Is
this caring reciprocated?

The answers to these
questions came to light
recently due to my wife’s
illness and my sudden
absence from my prac-
tice. Initially my patients
were told I was away for
personal reasons, but as
time went on, I gave the okay for my staff to
let them know that my wife is unwell. My col-
leagues have been exceptional and have covered
most of my office shifts, but I have had to work
some days because vacations were scheduled
and locums already spoken for.

ES HELD MONTHLY IN VANCOUVER
AT UBC CAMPUS

1-855-481-004&
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EDITORIALS

'The outpouring of support and genuine
caring that I received during these times has
brought me to tears on more than one occa-
sion. Some of my patients have also had tears
in their eyes while relating how sorry they are
to hear about my wife’s situation. Cards, flow-
ers, and casseroles have appeared on a regular
basis. The love and caring I have felt has filled
and sustained me when I have been close to
empty and overcome by sadness.

Many of my patients shared that they've
never forgotten how much my caring meant to
them when they were faced with adversity and
life’s challenges. They wanted to give a little
something back as a sign of appreciation for
the job I have done and the relationship we
have built. This is a legacy I can live with. B
—David R. Richardson, MD
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Passport to post-pandemia

(2 August 2021)

t this moment in time, it feels like
we are over the worst of it. I say that
with more than a modicum of cau-

tion. It feels that way, at least, as we enjoy the
brief but beautiful summer that we are expe-
riencing in BC this year. (You will be reading
this as the rain and wind howl at your window,
with the summer of 2021 in your proverbial
rearview mirror.) This
summer felt better to
me than the one we
had last year. It wasn't
only the blue skies and
warm temperatures, or
the absence of rain (a
side note: emigrating to
Canada from a warmer
climate precludes me
from ever complaining
about the heat here). It wasn’t only my recently
found insouciance (another side note: I recent-
ly discovered that word; you francophones will
know that it means free from worry). It isn't
only thanks to having some special people in
my life. I believe that many of us are starting
to feel that we have more freedom.
Following our Annus (and a half) horri-
bilis, we are carefully making social contact
with one another again and starting to do the
things that we used to take for granted. This
weekend, my family, friends, and I attended a
beautiful wedding, which is something I have
not done in a long time. My partner and I
have booked tickets to see a Broadway show
toward the middle of next year. I am looking
forward to seeing my brother and his wife,
both of whom are double vaccinated, who are
visiting this month from outside of Canada.
Therein lies the crux of the issue. Double
vaccination. It would be preferable for every-
one on the planet to be double vaccinated
sooner rather than later. I ask all my patients
about their vaccination status and debate the

| ask all my patients
about their vaccination
status and debate the
issue patiently with
those who have chosen
to remain unvaccinated.

issue patiently with those who have chosen
to remain unvaccinated. I accept that vac-
cination remains a choice but am neverthe-
less frustrated, like the rest of you, that some
people are choosing to remain unvaccinated.
We have all heard the made-up fearmonger-
ing myths that they choose to believe. Eye
roll, please. While working at a vaccine clinic
recently, I reassured some
people, tongue in cheek,
that the vaccine they were
receiving did not in fact
have microchips in it.

I firmly believe that
all governments need to
agree on the concept of
vaccine passports. It would
be preferable for people
who wish to travel across
provincial and national borders to be required
to show proof of their double vaccination sta-
tus. The only exception to that would be chil-
dren who are too young to be vaccinated, and
the very few people who have a valid medical
reason to remain unvaccinated. The vaccine
passports need to be secure in order to prevent
fraud, and private to prevent tracking. I have
heard the argument from the privacy camp,
who believe that a vaccine passport is an in-
vasion of their privacy. I assume those same
people use cellphones, which already track
everything about them. The cellphone com-
panies, Internet providers, and smartphone
app providers already know a lot about us.
Although we don't like it, that is the reality
of the world in which we live.

And privacy is not absolute. Many of us
have had calls from Public Health after a
patient tested positive for a reportable com-
municable disease. The appropriate people
are mobilized to gather that patient’s private
information in order to protect others from

Continued on page 320
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made a private commitment to myself as I
Itook on the Doctors of BC presidency in
the middle of the pandemic: I wanted to do
everything in my power to make sure that every
one of us saw it through safely to the end. My
main fear was not casualties from COVID-19;
instead, I feared burnout, fatigue, mental health
issues, and substance use would take their toll.
Even before the COVID-19 pandemic, phy-
sician wellness was an issue requiring atten-
tion and support. With the added stressors on
physicians and their families during the past 18
months, the need has increased exponentially.
Since 2019, BC’s Physician Health Program
(PHP) has seen a 58% increase in the number
of physicians seeking help and a 37% increase
in case complexity. In a recent sample of acute
care physicians in BC, colleague Dr Nadia Khan
found burnout rates as high as 71% in women
and 64% in men. And a recent Ontario Medical
Association survey found that 74% of physi-
cians and trainees are experiencing at least some
degree of burnout.

In October 2020, the Canadian Medical As-
sociation announced the Physician Wellness+
Initiative, which directs funds to address the
health and wellness needs of physicians and
medical trainees across the country. Included
in this distribution of funds, Doctors of BC’s
PHP was allocated $1 million over 4 years to
identify gaps in existing wellness services, to
enhance or develop new services and programs
to address those gaps, and to ensure future needs
are met. The PHP, in partnership with and with
additional funding from the Joint Collaborative
Committees, will focus on physician health and
wellness and develop a number of programs
to assist BC’s doctors at local, regional, and
provincial levels.

Physician health
and wellness is
about to get a whole
/ lot more robust

Physician wellness network

We know that reducing burnout and supporting
physician wellness are essential, so the physician
wellness network will offer ongoing oppor-
tunities for communication, networking, and
collaborative gatherings for doctors involved
with MSAs, divisions, public health, and UBC’s
resident doctors, among others, to share ideas,
successes, and challenges, and to strategically
align activities that support physician wellness.

Since 2019, BC’s
Physician Health
Program has seen a
58% increase in the
number of physicians
seeking help

Cognitive-behavioral therapy (CBT)
skills training

So that physicians can better support their pa-
tients with mild to moderate mental health
issues and use CBT skills for self-care and to
communicate with colleagues and within teams,
the Shared Care Committee will be offering a
CBT skills training program over a period of 8
weeks plus 2 half-days. When the PHP piloted
a physician-specific cohort in the fall of 2020, it
was so popular that more than 170 physicians
expressed interest, despite there being only 15
spots available.

PRESIDENT’S COMMENT

Physician peer support network

Given the abundance of literature that shows
the effectiveness of physician peer support to
foster a caring medical community and cul-
ture where physicians feel at ease seeking and
offering help, the PHP will be training physi-
cians across the province to deliver one-to-one
emotional peer support. A consultation with
local divisions, MSAs, and other physician or-
ganizations is taking place to help determine

the best approach.

Expansion of PHP family doctor
connection service
It’s not just our patients who deserve their own
family doctor; physicians do as well. The PHP
will be engaging with divisions of family prac-
tice to increase the capacity to attach physicians
to their own personal primary care provider.
The CBT and peer support programs are in
the early stages of planning and development,
and prototyping is intended to start this fall.
I will not pretend that these initiatives on
their own will restore our health and wellness.
I have heard from many colleagues about the
systemic problems, under-resourcing, under-
staffing, increasing complexity, and heavy bur-
dens placed upon you. I experience these too.
However, by making physician health and
wellness a top priority, we shine a light on an
important issue, we make systemic changes
possible, and we start to tackle intangibles such
as toxic workplace cultures that contribute to
burnout, fatigue, and distress. By putting a
greater emphasis on our own wellness needs, we
also set an example for our patients and society.
And what of my commitment that we all
make it through to the end? We have indeed
lost some colleagues along the way, though none
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PRESIDENT’S COMMENT

were physicians who contracted COVID-19
in the line of duty. The factors contributing to
these losses are complex, but I would like to
think they also galvanize us to make things
better. I am bolstered by the news that we
have welcomed many new colleagues into our
profession; the number of BC doctors has
actually grown during the pandemic. People
have joined us from different provinces and
different countries; they are from different
backgrounds and have many different experi-
ences. They bring with them valuable ideas,
innovations, and an abundance of energy that
can only contribute to the value of our BC
physician community. B

—Matthew C. Chow, MD

Doctors of BC President

EDITORIALS

Continued from page 318

the spread of that communicable disease.
When other people’s lives and health are at
stake, personal privacy needs to take second
place to public safety.

A person can choose to live off the grid
and lose out on the conveniences afforded
to those of us who choose to use cellphones
and the Internet. Likewise, a person can
choose to remain unvaccinated, but then they
should lose out on certain freedoms (such as
cross-border travel) that should be afforded
only to those of us who have chosen to be
vaccinated. l
—David B. Chapman, MBChB
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*ADVERTISEMENT*

e-Prescribing is just what the doctor ordered to streamline the prescription process and improve quality of care for Canadians

Dr. Rashaad Bhyat, Clinician Leader at Canada
Health Infoway, shares his perspective on how
e-prescribing modernizes the prescription process
and enhances patient safety, benefiting patients,
physicians and pharmacists alike.

What is one of the most common issues
brought on by handwritten prescriptions
that can hinder the prescription process?
One of the main challenges with handwritten
prescriptions is a notion that many physicians,
pharmacists and patients will be familiar with,
given it is firmly embedded in popular culture:
handwritten prescriptions can lend themselves
to misinterpretations due to illegible handwriting.
Given their demanding schedules, physicians
have to write prescriptions as swiftly as possible,
which can sometimes lead to an indecipherable
scrawl. This can result in considerable back and
forth between physicians and pharmacists to de-
termine the intent of the prescription, culminating
in delays for patients to receive the medication
and care they need.

How can e-prescribing factor into improv-
ing quality of care for patients?
In our daily lives, we benefit from doing so many

things digitally, be it our shopping, our banking or
our work. Meanwhile, interacting with the health
care system in a digital way has not always been
so straightforward for patients, physicians and
pharmacists alike. e-Prescribing services like
PrescribelT® modernize the prescription process
by enabling physicians to electronically transmit
a prescription directly from an Electronic Medical
Record (EMR) to the pharmacy management sys-
tem of a patient’s pharmacy of choice. This reduc-
es the risk of illegible prescriptions, transcription
errors, and back and forth between physicians
and pharmacists, streamlining the prescription
process and making medication available to
patients in a safer and more timely manner.

What role does e-prescribing play in
improving efficiencies for physicians and
pharmacists to enhance patient safety?
The biggest risk to patient safety as it relates to
prescriptions often comes down to communi-
cation. Streamlining communications within a
patient’s circle of care is vital to ensure patient
safety and also creates efficiencies for both
physicians and pharmacists. PrescribelT® offers
the ability for physicians and pharmacists to send
secure clinical communication to each other

through an integrated messaging tool, permitting
them to quickly align on an appropriate course of
action and provide the best medication options
for their patients.

For instance, during a recent interaction with one
of my patients, | created a prescription that was
sent to a pharmacy without PrescribelT®. The
pharmacy subsequently left me a voicemail flag-
ging a drug-drug interaction: a conflict between
the medication | had prescribed and another one
of the patients’ prescriptions, that could cause
the medication to be less effective. By the time

I had listened to the voicemail, the pharmacy
had closed for the evening. While | was able to
connect with the pharmacy the following morning
and adjust the prescription in time, this back and
forth could have been avoided with the simple
push of a button using PrescribelT®'s integrated
messaging tool, allowing the patient to receive the
medication they needed even sooner.

What value does e-prescribing with
services like PrescribelT® offer during
COVID-19?

With in-person interactions carrying a much
higher risk over the course of the pandemic,
e-prescribing has proved itself not only to be
convenient, but essential. e-Prescribing can be
a significant asset when in-person visits with
health care professionals are not possible or not
recommended. e-Prescribing enables vulnerable
populations to limit their time outside, thereby
reducing their risk of infection, and prescribers
who have been working remotely throughout

the pandemic have also seen the value of
e-prescribing, as many don’t have fax machines
in their homes.

Beyond the pandemic, do you think e-pre-
scribing is here to stay for the long-term?
Absolutely. Over the course of the pandemic, we
have seen a rapid and essential shift towards
digital health solutions and virtual care, which
constitutes any interaction between a patient and
a health care provider that doesn’t involve direct
contact, such as video or phone appointments.
According to a Canada Health Infoway survey,

51 per cent of patient-reported visits are now
virtual, which is over double pre-pandemic levels.
In tandem, we have passed an adoption tipping
point for e-prescribing, with a critical mass of
Canadian pharmacies and EMRs now on board,
laying the foundation for a vast increase in use of
the service. In Canada, PrescribelT® now serves
an estimated nine million patients across the
country, with exciting plans to expand into British
Columbia.

The digital transformation occurring in the realm
of health care is focused on improving safety,
efficiency, convenience and quality of care for
patients and physicians, and e-prescribing is a
great example of exactly this. As we look beyond
the pandemic, | think that this e-prescribing
service will continue to play an essential role in
modernizing how Canadians give and receive
care. You might even say it is just what the doctor
ordered.

Visit prescribeit.ca to learn more about Canada'’s only
national, not-for-profit e-prescribing service.
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Two-Eyed Seeing: Current approaches, and
discussion of medical applications

A review of which Indigenous health care themes are present in Western medical literature.

Tristan Jeffery, BSc, Donna L.M. Kurtz, RN, PhD, Charlotte Ann Jones, PhD, MD, FRCPC

ABSTRACT: Two-Eyed Seeing is an approach of
inquiry and solutions in which people come togeth-
er to view the world through an Indigenous lens
with one eye (perspective), while the other eye
sees through a Western lens. It has been used in a
variety of Indigenous-partnered research projects,
but little information exists about Two-Eyed Seeing
approaches in medical research. A focused narra-
tive review of peer-reviewed Western literature was
conducted to identify principles of Two-Eyed See-
ing applications. Medline, Web of Science, and CAB
Direct were searched and papers that described
Two-Eyed Seeing approaches in Indigenous-part-
nered research projects were selected for review.
Relationship building, community control, col-
laborative data analysis, and results that fostered
change were recognized as common principles for
successful application of Two-Eyed Seeing. Medi-
cal researchers must be aware of relational and
community-involved processes while conducting
research with Indigenous communities.

Background

Indigenous knowledge is shaped by the envi-
ronment and land. Emotional, spiritual, and
physical relationships with the natural world
influence traditions and customs." Ties to the

Mr Jeffery is a student in the Faculty of
Medicine at the University of British Columbia
(class of 2023). Dr Kurtz is an associate
professor in the UBC School of Nursing and
an Indigenous liaison in the Faculty of Health
and Social Development at UBC's Okanagan
campus. Dr Jones is an associate professor of
medicine in the Southern Medical Program at
UBC’s Okanagan campus.

This article has been peer reviewed.

natural world also influence perspectives on
research. There are multiple Indigenous per-
spectives on research, often relational, being in-
clusive of people’s experiences, spirituality, and
culture. Western perspectives about research
focus on interpretation of concrete facts and
understanding the world, with little attention
to emotional or spiritual realms.’

Two-Eyed Seeing developed from the
teachings of Chief Charles Labrador of Aca-
dia First Nation, but Mi’kmaw Elder Albert
Marshall of the Eskasoni First Nation was the
first to apply the concept of Two-Eyed Seeing
in a Western setting.? Specifically, Two-Eyed
Seeing “refers to learning to see from one eye
with the strengths of Indigenous knowledges
and ways of knowing, and from the other eye
with the strengths of Western knowledges and
ways of knowing, and to use both of these eyes
together for the benefit of all.”> Elder Albert
Marshall emphasizes that Two-Eyed Seeing
requires groups to weave between each respec-
tive way of knowing, as Indigenous knowledge
may be more applicable than Western in certain
situations and vice versa.? It brings together
two ways of knowing to allow a diverse group
of people to use all understandings to improve
the world.

Originally developed as a grassroots pro-
gram to encourage Mi’kmaq postsecondary stu-
dents to pursue science education,? Two-Eyed
Seeing has since been used in research proj-
ects with Indigenous people across a variety
of disciplines, but applications vary between
groups. Further, there is little information about
Two-Eyed Seeing approaches in medical re-
search. The aim of this article is to discover and
review which Indigenous health care themes are
present in Western medical literature.

Methods

We performed a focused narrative review of
peer-reviewed literature using the following
key concepts, as decided by consensus among
the three authors: Indigenous people, imple-
mentation science, and the Two-Eyed Seeing
approach. Each key concept was a combination
of search and MeSH terms to create search
strings. (Refer to the Box on the following page
for complete search strategies.) All searches
had no restrictions on publication country or
language. Sources used for this narrative review
included Medline, Web of Science, and CAB
Direct. Hand searches of the references of re-
trieved literature were also conducted.

Eight themes were identified from the
literature:

* The need to declare author positionality.

*  Communication of group interpretations
and guiding principles.

* Relationship building.

* Inclusion of Indigenous advisory commit-
tees and Knowledge Holders.

+ Continued community guidance.

* Use of traditional knowledge gathering
techniques.

* Collaborative community-involved data
analysis and interpretation.

* Making meaningful and lasting relation-
ships.

Themes were described if the paper refer-
enced Two-Eyed Seeing, Indigenous method-
ologies, or community-based research in the
abstract or title and the theme was presented
in at least two papers identified in our search.
We excluded all randomized control trials and
studies with youth or children.
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Key concepts

Indigenous people

Search terms: Indigenous,
Aboriginal, Native American, Native
Indian, First Nations, Métis, Inuit,
Torres Strait Islander, Maori.

MeSH terms: Indigenous Peoples/,
American Indian/, Indigenous
Canadians/, Inuits/, Oceanic
Ancestry Group/, American Native
Continental Ancestry Group/.

Implementation science
Search terms: design, plan,
create, implement.

MeSH terms: N/A

Two-Eyed Seeing approach

Search terms: Traditional medicine,
Two-Eyed Seeing, culturally
appropriate, Indigenous ways of
knowing, Indigenous research
methods, culture-based approaches.

MeSH terms: Complex interventions/,
Medicine, traditional/.

(All search terms and MeSH

terms were combined with the
Boolean operator “or” to create key
concept-specific search strings.)

Results and discussion

Author positionality

Author positionality statements are common
practice for researchers working with Indig-
enous communities.* Author positionality
statements are brief descriptions of a research-
er’s ancestry, who they are, and where they came
from. They outline intent and situatedness. Re-
searchers create a space for introductions and
provide indications of the influence that the
author’s epistemology has on the study.’®> Au-
thor positionality can be described as the idea
of “research in relation”:? researchers need to
define their work in terms of personal experi-
ences, families, and communities. It is the first
step to building relationships and forming trust;
the community will be able to understand the
researcher’s world view, beliefs, and values.
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Group interpretations and

guiding principles

When working with an Indigenous community,
research groups described their interpretation

3-6,8-11,13-16

of Two-Eyed Seeing. One group’s
interpretations led to the creation of princi-
ples that guided their Two-Eyed Seeing ap-
proach. The first authors from two studies used
knowledge from their Indigenous ancestry to
apply Two-Eyed Seeing.®’ For example, An-
ishinaabe Mino-Bimaadiziwin (“Relationships
tie us to everything”) guided the study design
and procedures for an Indigenous researcher
conducting research with a First Nation com-
munity in Ontario.®! Non-Indigenous authors
also described their epistemology and how it
influenced their interpretation of Two-Eyed
Seeing.>* For example, one team defined the
research group’s collective understanding of the
need for research, that colonialism is an under-
lying cause of problematic substance abuse in
Indigenous people, and that traditional culture
is key to healing.*

The concept of the four Rs was discussed
as a guiding principle in their application of
Two-Eyed Seeing.>*1%! The four Rs are respect,
relevance, reciprocity, and responsibility; togeth-
er, they are ethical considerations for research
groups who work with Indigenous peoples.'’
Respect reflects how researchers must create
an environment where research is mutually
empowering of both Indigenous and Western
perspectives. Relevance describes research be-
ing in line with the beliefs and priorities of the
partnered community. Reciprocity is research
that benefits both the Indigenous community
and the research group. Responsibility is the
necessity to privilege Indigenous voices and
be supportive of Indigenous people’s rights to
self-determination."”

Relationship building

It is essential for research groups to establish
relationships with partnering communities dur-
ing the inception of a study.>1%1516 Participants
from Indigenous health organizations in On-
tario found that building trusting relationships
and promoting respect for local knowledge were
crucial steps in any successful partnership.®®
Research groups developed relationships with
Elders of the partnering communities. Elders

are seen as holders of Indigenous knowledge
who play vital roles in helping ensure traditional
protocols are followed and sacred knowledge
remains protected over the course of a study.
Other groups would meet with community
stakeholders and form relationships to under-
stand community-identified goals and needs.
This created collaborative partnerships and im-
plementation of a research project that was im-
portant to both the Indigenous community and
the research group (reciprocity). Further, it was
common to have members of the research group
interact with the community outside of the re-
search context, building safe and trustworthy
relationships between people through ceremony
and community activities.*”'° Other authors

5111416

described the use of an ethical space,
concept that allows multiple ways of know-
ing to co-exist. This theoretical space is where
open discussions can occur. Groups may discuss
their cultural practices and ways of knowing,
bridging the research intentions, values, and
assumptions of both groups.’ Ultimately, the
goal of early relationship building was to de-
velop trust, provide a safe space for both groups
to explain their epistemology, and create a col-
lective understanding of community needs and
research needs.

Indigenous advisory committee/
Knowledge Holders

Creation of either an Indigenous advisory com-
mittee or a group of Indigenous Knowledge
Holders occurred at the beginning of some
studies to provide cultural context and guid-
ance.>>” > Committees consisted of com-
munity members, representatives, Indigenous
Knowledge Holders, and researchers. The com-
mittees provided cultural support and guidance
to partnered researchers and ensured traditional
protocols were followed. In some cases, advisory
committees were responsible for approving eth-
ics protocols and procedures. It was common
to have an Indigenous ethics board or advisory
committee review the studies and provide their
approval in addition to institutional ethics ap-

provals from universities.>* 111416

Indigenous
ethics boards were Indigenous university re-
search ethics committees or ethics boards cre-
ated by Indigenous organizations. Other groups

did not create Indigenous advisory committees



Sharing circles emphasize problem solving and are intended to provide an opportunity for emotional openness and disclosure of feelings.

but used Indigenous Knowledge Holders who
held the same responsibilities.®'*!! Indigenous
Knowledge Holders were chosen by the part-
nered Indigenous community. These individuals
were usually Elders, but occasionally they were
select groups of respected Indigenous commu-
nity members. Indigenous advisory committees
or Knowledge Holders ensured the cultural
context was reflected from project inception
to result dissemination.

Community guidance

Continual community involvement was a
defining feature of a Two-Eyed Seeing ap-
proach.>131¢ Indigenous community involve-
ment centred on ensuring research groups were
accountable and collaborative with the partner-
ing community. Accountability was described
as everything from involving the partnering In-
digenous community in developing the research

question to sharing results,® while collaboration
was defined as providing a safe space for dis-
cussion and removing any power imbalances or
biases.'*3* Community involvement included
community control over study design and fre-
quent discussions with the research group to
ensure the study aligned with community val-
ues, needs, and protocols. It was evident that
research groups must acknowledge and respect
inclusion of partnering community members’
knowledge and be ready to engage in conver-
sations regarding the virtues and values of the
research. These discussions highlight the project
outcomes each partner expects and, more im-
portantly, ensure community preferences lead
the research.

It was expected to see Elders influence study
design. For instance, Elders suggested the use of
certain qualitative methods, knowing that local
approaches (within doing) not only resonate

with community members, but also demonstrate
sharing of ideas and power within a Two-Eyed
Seeing approach.’ Other communities intro-
duced their specific and relevant ideas to the
research groups, helping promote community
beliefs and values.* For example, the concept of
knowledge gardening (seeding, nurturing, and
growing information) was important to over-
come the limitations of Western research-grant
time frames and to create a culturally rooted
analysis, which resonated with the partnering
communities’ cultural views.?

Traditional techniques

Research groups often used particular ways
to gather traditional knowledge when work-
ing with Indigenous communities. Sharing
circles were the most frequently used knowl-
edge gathering method.**? Sharing circles are
an Indigenous healing tool that differ from
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group discussions or focus groups as they have
sacred meanings in many Indigenous cultures.®
Guided by a facilitator with Indigenous knowl-
edge, all participants in the circle are viewed as
equal, with their information, spirituality, and
emotionality shared between circle members.
Sharing circles emphasize problem solving
and are intended to provide an opportunity
for emotional openness and disclosure of feel-
ings. Sharing circles used in the studies were
accompanied by cultural practices: prayers, El-
der support, passage of sacred herbs, smudg-
ing, and the use of drums and songs.**? Other
studies used Western interviewing techniques,
such as individual semi-structured interviews,
but used traditional knowledge to influence
the interviews.>'! For instance, two authors
used a traditional Anishinaabe symbol-based
approach to include reflections in their study,
one as part of their semi-structured interview,
the other as part of their sharing circles.® This
type of Indigenous circle ceremony offered par-
ticipants time to reflect on a concept, such as
their personal identity or community strengths,
and then choose a symbol that represented the
concept to them. This process is spiritual, and
participants could present their symbol to the
group, providing a space for reflection of the
chosen concept.

Reciprocity, one of the four Rs, is present
in multiple aspects of traditional knowledge
gathering. #3115 Reciprocity included providing
participants space to share their stories. Re-
searchers were able to better understand and be-
gin to develop a Two-Eyed Seeing perspective
by listening to Indigenous community members’
personal experiences. Participants’stories were
presented to communities to encourage motiva-
tion for health and wellness change. Reciproc-
ity is also culturally and ethically necessary, as
a protocol, to acknowledge participant con-
tributions; the acknowledgments can be gifts
or scared medicines like tobacco or monetary
honorariums.® Thus, groups often provided
participants with gifts to honor the sharing of
their knowledge and their time spent meeting
together. The community provided reciprocity
to the research group in the form of ceremonies,
prayers for their wellness, and sacred foods.
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Learning from a Two-Eyed Seeing
approach (community data analysis)

Unlike Western data analysis research prac-
tices, a Two-Eyed Seeing approach emphasizes
community and participant involvement.3*611
Elders and Indigenous advisory committees
frequently guided data analysis. They provided
a cultural context to ensure the information
generated was helpful to the community and
the data were not misinterpreted to benefit the
researcher’s agenda. ¢!

Ethical research processes ensured the infor-
mation gathered through discussions in sharing
circles was not misinterpreted by providing
opportunities for sharing-circle participants
to review the analyzed data and provide feed-
back.*¢1% Research groups were expected to
initiate and validate stories told in sharing cir-
cles, as stated in community-created protocols.
Researchers analyzed recordings of interviews
and presented summaries to participants dur-
ing meetings, which provided opportunities for
participants to change or add to their stories. As
well, according to doing research with Indige-
nous communities and protection of intellectual
property, researchers must verify all generated
knowledge with the partnered communities
before it is released to the research group.™
It is common for traditional knowledge to be
misunderstood or taken out of context and for it
to lose its original meaning. Further, researchers
are responsible to give ownership of all knowl-
edge generated from a study to the partnered
community and to ask for permission about
how, when, and with whom they may share the
knowledge, as well as permission for any future
use of the knowledge in papers or presenta-
tions.!® As the Indigenous community owns
all generated knowledge, it is their decision
what happens to the knowledge, from storage
to destruction. Since partner communities own
the knowledge shared and generated through
research, research groups cannot prevent revi-
sions or destruction of already generated data
if the priorities of the community change.”

Making meaningful and

lasting relationships

Two-Eyed Seeing approaches place importance
on proper knowledge dissemination and con-
tinuation of relationships with the partnering

communities.®51>1® Historically, research in-
volving Indigenous communities followed a
helicopter approach: arrival, data collection,
and departure,® taking information away from
the community without honoring a four-Rs
approach. Communities had no idea what the
collected data was used for, by whom, for what
purposes, or the research group’s interpretations.
Two-Eyed Seeing approaches emphasize shar-
ing the final report with the community and
presenting findings in a meaningful way so the
information is beneficial to making a change
within the community.”® Further, knowledge
gathered from Indigenous research should allow
for the collective story of the Indigenous com-
munity to be presented with Indigenous people
involved, to ensure Indigenous knowledge is
not altered or conformed to Western ways of
thinking. Groups are accountable throughout
the research process to ensuring the initial com-
munity needs and cultural values agreed on dur-
ing development of the project remain present
through the whole process. This can be accom-
plished through community-led projects.**

All studies described how research teams
should expect to continue their relationships
with the community after the project is done.
Some authors suggested that the relationships
with the partnering community should extend
beyond the final report and become a lifelong
commitment.® Long-term relationships reflect
the respect and responsibility components of
the four Rs, as research groups must continue to
support partnered Indigenous communities (re-
sponsibility) and continue to help empower the
community (respect). Further, Two-Eyed Seeing
places importance on relationship building—a
relationship that is not confined to study time-
lines. After completion of the study, research
groups should set up systems with the partnered
community to remain accountable to and reach-
able by community partners.

Two-Eyed Seeing within medical research

Medical research groups that are partnered with
Indigenous communities can incorporate all
eight themes to create a collaborative research
process that ensures successful relationships. The
first step is for the research group to form a re-
lationship with the Indigenous community and
begin the trust-building process. Each research



group member must provide an in-person po-
sitionality statement describing who they are,
where they came from, and their ancestry. Re-
search groups will also need to spend time with
the community outside of research activities,
developing trusting and respectful relation-
ships. To guide the study, the research team
and Indigenous community must define their
interpretation of Two-Eyed Seeing and the
principles that resonate with each partner. This
is a collaborative process, one in which power
imbalances are removed and there is respect for
everyone’s opinions, perspectives, values, and
beliefs. Continual community involvement and
the creation of an Indigenous Advisory Com-
mittee are essential. Research groups will not
usually have knowledge of traditional practices
or beliefs. Advisory committees provide cultural
context and ensure community input is heard
and local protocols adhered to. Further, research
groups are expected to listen to community
members outside of the advisory committee.
It is imperative for Elders to speak directly
with researchers to provide input and guide the
study. Researchers should be aware of traditional
knowledge gathering and cultural practices.
Successful studies will either use traditional
knowledge gathering methods or merge them
with Western qualitative methods, as it creates
a culturally safe study—for instance, the use of
sharing circles as a qualitative method when
interviewing Indigenous community members
instead of Western focus groups. Study par-
ticipants should be given the chance to review
collected data to ensure validity and that their
stories were not altered. Finally, research groups
need to ensure study findings are disseminated
back to the community in a meaningful way
and set up methods for lasting relationships
with the community.

Conclusion

This narrative review provides an overview on
perspectives and application of a Two-Eyed
Seeing approach when working with Indig-
enous communities. Two-Eyed Seeing brings
together Indigenous and Western world views.
'The guiding principles of Two-Eyed Seeing, as
it relates to research, revolve around relation-
ships and the four Rs. Clear principles have
been highlighted, which emphasize relationship

building; equal power balances in the partner-
ship; and research that is culturally safe, re-
spectful, and reflective of Indigenous values and
self-determination. While there is still a relative
lack of published literature on Two-Eyed See-
ing in research studies, the common principles
found in this review can provide a starting point
for future researchers to begin to understand
Two-Eyed Seeing. However, a Two-Eyed See-

Researchers are
responsible to give
ownership of all
knowledge generated
from a study to the
partnered community
and to ask for
permission about
how, when, and with
whom they may share
the knowledge.

ing approach cannot be generalized or for-
mulated. This approach will be unique to the
Indigenous community based on their beliefs,
cultural traditions, collective knowledge system,
and relationship with research group partners.
Ultimately, research groups need to understand
that research with Indigenous populations re-
quires taking time to create a trusted, respectful,
and ethical friendship in which problems can
be identified and approached together, rather
than based on a Western view of researchers
coming into a community to solve their prob-
lems for them. W
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Collaboration transforms delivery
of care for surgical patients

urgical patient optimization is a multi-

disciplinary, structured, and personal-

ized prehabilitation program designed
to assist patients in preparing for surgery. Pre-
habilitation before major surgery can lead to a
faster recovery, better patient experiences and
outcomes, and savings for the health care sys-
tem. Best practices for surgical prehabilitation
focus on both mental and physical aspects of
surgery by decreasing presurgical risk factors
and increasing a patient’s functional capacity.

In BC, the Specialist Services Committee
and the Shared Care Committee support an
innovative provincial program that is improving
patients’readiness for and outcomes after elec-
tive surgeries. Launched in 2019, the Surgical
Patient Optimization Collaborative (SPOC)
improves the experience for surgical patients by:
* Using a patient-centred and multidisci-

plinary approach.

* Supporting care providers to implement
change processes.

* Using preoperative surgical wait times.

* Integrating available community resources.

* Improving patient outcomes.

Sites are supported to implement prehabili-
tation programs using the Institute for Health-
care Improvement’s (IHI) Breakthrough Series
Collaborative Model.! With this model, SPOC
provides participating teams with:

* 18 months of interactive learning sessions
and action periods.

* Evidence-based and expert-reviewed tools
and strategies in 13 clinical components.

* Funding and support for physicians and
multidisciplinary team members.

*  Quality improvement coaching, including
guidance on data collection.

This article was submitted by the
Specialist Services Committee and has
not been peer reviewed by the BCMJ
Editorial Board.
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* In-person connections to other teams to
learn from each other and from recognized
experts.

Improved patient outcomes and
experience

Access to appropriate information for patients
and families to prepare for surgery significantly
impacts their experience and recovery. For ex-
ample, patients have a greater awareness of how
important being healthy is for recovery and a
better understanding of their role in influenc-
ing health outcomes. Meanwhile, families have
a lesser caregiver burden or need less time to
devote to post-op care.

Best practices for
surgical prehabilitation
focus on both
mental and physical
aspects of surgery by
decreasing presurgical
risk factors and
increasing a patient’s
functional capacity.

To date, over 5200 patients were screened
for more than 18 000 clinical components. Over
95% of patients were successfully prehabilitated
for at least one clinical component.

Data? show that prior to surgery:

*  42% of patients improved their nutritional
status.

*  80% of diabetic patients had their glycemic
control assessed prior to surgery, and then
decreased or maintained Hb A1C levels.

*  84% of patients increased physical activity.

s 79% of smoking patients decreased or
stopped smoking.

*  86% of anemic patients increased their he-
moglobin levels.

Thirteen clinical components
for prehabilitation
Anemia

Cardiac

Frailty

Glycemic control
Mental health

Nutrition

Pain management
Physical activity
Smoking cessation
Social support

Sleep apnea

Substance use

VTE prophylaxis

And after surgery:

* 91% of patients reported an improved sur-
gical experience.

* 86% of patients reported an improved sur-
gical outcome.

Enriched provider experiences

Over 100 health care providers have imple-
mented prehabilitation work in 14 sites/teams
across the province. Surgeons, family doctors,
and anesthesiologists collaborate with medical
office assistants, preassessment clinic nurses,
nurse navigators, site executives, and project
managers to develop and sustain prehabilitation
processes. This work includes regular collec-
tion and review of data, which is used to guide
adjustments to plans and workflows. This has
contributed to an increase in the number of
patients screened.

Interdisciplinary collaboration is increas-
ing job satisfaction for physicians and team
members, with 94% of SPOC physicians re-
porting improved provider experiences. How-
ever, teams consistently noted system barriers
such as complex workflows, including changes
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to information technology and communica-
tion platforms and time for clinical follow-up,
as well as shortages in workforce, space, and
equipment.

Reduced system costs

Surgical patient prehabilitation increases ef-

ficiency of the health care system by better

preparing patients for surgery, resulting in
fewer adverse events and shorter hospital stays.

In its first 2 years, SPOC has:

* Led to average net savings of approxi-
mately $2175 per arthroplasty patient and
$7500 per colorectal patient.

— 74% of the arthroplasty surgery sav-
ings and 55% of the colorectal surgery
savings were due to a shorter surgical
length of stay (LOS).

— 37% of the colorectal surgery savings
were due to a reduction in the rate of
postsurgery surgical site infection.

* Shortened LOS for optimized patients by
28% for arthroplasty surgery and by 45%

for colorectal surgery.

Spread and sustainability

SPOC is continuing to expand to more sites
across the province, including through teams
working with primary care networks and by
offering a second cohort of teams. Learn more
at www.sscbc.ca. l

—Kelly Mayson, MD

—Thomas Wallace, MD

Co-chairs of SSC'’s Surgical Optimization
Working Group
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Optimizing your disability
and professional expense
insurance

When did you last review your disability and

professional expense insurance needs? It’s rec-
ommended that you review your coverage with
a Doctors of BC insurance advisor 1 year after
starting a practice and 2 years thereafter.

If you have the Guaranteed Insurability
Benefit (GIB) rider on your Doctors of BC
Professional Expense Insurance (PEI) or Dis-
ability INCOMEprotect for practising physi-
cians, you may increase your coverage without
medical questions each November.

Disability insurance

Disability insurance provides monthly tax-free
income if youre unable to work due to accident
or illness. It’s important to maximize your dis-
ability coverage, as 1) you could be disabled
for a long period and disability benefits may
be your only source of income, 2) the medical
costs associated with a disability can be unex-
pectedly high, and 3) some of your disability
benefits should be designated for retirement
savings, since benefits end at age 65.
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Eric Silver MD and Elan Eisen — co-founders of RSRS.

Circa 1997

www.RSRS.com

Insurers limit the amount of tax-free dis-
ability coverage you can purchase based on
your net income (gross earnings less business
expenses, excluding personal salary, dividends,
and income tax). These limits are designed to
ensure that claimants are not earning more
from benefits than they were earning while
employed. Depending on your income, the
insurer may offer maximum coverage of 30%
to 40% of your net income.

'The BC government—paid Physicians’ Dis-
ability Insurance (PDI) can help maximize
the benefits available to a physician during a
disability. PDI typically pays up to $6100 of
monthly tax-free disability benefits for physi-
cians earning eligible MSP income. PDI will
reduce benefits if the claimant’s total disability
benefits from all sources are greater than 60%
of predisability net income (after expenses but
before income or corporation tax). This is an
important factor in determining how much
additional disability you should have. For ex-
ample, if you earn $250 000 net income and
are eligible for $6100 of PDI, you should have
up to $6400 of additional personally paid dis-
ability. In this example, any additional cover-
age beyond $6400 will reduce PDI benefits,

#1 for Practice Closure / Transition

In 1997, a young doctor heard the frustrations of colleagues forced to retain patient records for years after
practice closure. Together with his buddy they founded RSRS to offer Canadian physicians record storage
and practice closure assistance. Twenty-four years later, our 50 dedicated associates have assisted more than 2,500
physicians with secure storage for over 4 million Canadians. Free services for qualifying primary care physicians.

1-866-245-7607
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dollar for dollar. Each situation is different; you
are encouraged to speak with a Doctors of BC
insurance advisor about your personal situation.

Professional expense insurance

As costs of managing your practice increase,
ensure your PEI coverage increases as well. PEI
provides reimbursement of professional and
business clinic expenses, including member-
ship dues, accounting fees, liability insurance,

BC Lymphedema Association:
Updated professional
resource directory

'The BC Lymphedema Association has released
its 20212022 edition of the BCLA Profes-
sional Directory & Resource Guide. The expanded
guide includes new and updated educational
content and is intended to help BC physicians
and their patients find the services they need

within their health region. Content includes

listings by health region, trained therapists, fit-
ters, and support services for the management
of patients with lymphatic disorders.

Also included is an update on the VGH
Lymphedema Program, offering surgical solu-
tions for patients.

A PDF version of the directory is avail-
able at https://bclymph.org/Resource
-Directory(PDF). For further information, con-
tact info@bclymph.org or call the information
line listed on the back of the directory.

office rent, and staff salaries. Note that spousal
salaries for income-splitting purposes are not
considered a reimbursable expense. If your PEI
amount is inadequate, you may have to use your
personal savings or disability payments to help
fund your professional expense obligations dur-
ing a disability.

Speak with a licensed Doctors of BC insur-
ance advisor to get a proper assessment of your
insurance needs. Email insurance@doctorsofbc.
ca or call 604 638-7914 for a complimentary
appointment.

—Julie Kwan
Business Development Manager, Insurance
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Editorial: The outsized impact of kindness

 —
Alesson | have relearned is how the smallest act of
kindness can elevate someone from just doing their
job to being an angel of caring. The difference this
makes to a vulnerable unwell patient and their family is
immeasurable.

Website to connect people with mental health, substance-
use supports

British Columbians can now navigate and connect with mental health and substance-use
information and supports via the Wellbeing website (https://wellbeing.gov.bc.ca). The

website features a guided search tool that helps users find a curated, personalized list of
services based on their answers to simple questions about who they are and what they

Read the editorial: bcmj.org/editorials/outsized-impact
-kindness

need. It is particularly beneficial for people who are seeking help for the first time and
need extra guidance to learn about the information and supports that are available to
them. It includes information about mental health and substance use to help support
children or youth, postsecondary students, adults, parents or caregivers, seniors, Indig-
enous persons, 2SLGBTQ+ persons, people who use drugs, and service providers. Con-
tent on the website will be expanded with ongoing input from community partners and
continuous peer review by people with lived and living experience of mental health and
substance-use challenges.

Follow us on Facebook for regular updates 0
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Innovative coating for blood vessels reduces rejection of
transplanted organs

Researchers at UBC have found a way to reduce organ rejection following a transplant
by using a polymer to coat blood vessels on the organ to be transplanted. The polymer
substantially diminished rejection of transplants in mice when tested by collaborators at
SFU and Northwestern University.

'The polymer was developed by UBC pathology and laboratory medicine professor Dr
Jayachandran Kizhakkedathu and his team at the Centre for Blood Research and the Life
Sciences Institute. The findings were published recently in Nazure Biomedical Engineering
(www.nature.com/articles/s41551-021-00777-y).

The discovery has the potential to eliminate the need for drugs on which transplant

recipients rely to prevent their immune system from attacking a new organ as a foreign
object. Dr Kizhakkedathu explained that blood vessels in organs are protected with a
coating that suppresses the immune system’s reaction, but in the process of procuring
organs for transplantation, the coating is damaged and no longer able to transmit the
message. Dr Kizhakkedathu’s team synthesized a polymer and developed a chemical
process for applying it to blood vessels. He worked with UBC chemistry professor Dr
Stephen Withers and the study’s co-lead authors, PhD candidate Daniel Luo and recent
chemistry PhD Dr Erika Siren.

'The procedure has been applied only to blood vessels and kidneys in mice so far, but
researchers are optimistic it could work equally well on lungs, hearts, and other organs.
Clinical trials in humans could be several years away.

The research was supported by CIHR, NSERC, UBC, SFU, the Heart and Stroke
Foundation of Canada, GlycoNet, and the Michael Smith Foundation for Health

Research.

NEWS

Spoken interpretation
services available to
community specialists

When working in their community offices,
specialists can access free spoken language
interpreting services as part of a 1-year pilot

project, funded by the Specialist Services

Committee (SSC)—a partnership of Doc-

tors of BC and the BC government.

SSC is providing $50 000 for this pilot
project in response to physicians’ feedback
about supporting the delivery of safe and
equitable patient care to diverse popula-
tions. Previously, this service was available
to specialists who chose to pay privately or
who work within the boundaries of health
authority sites.

Accessible through the Provincial Lan-
guage Service, professional interpreters of-
fer services that are available:

* Via telephone.

* 24 hours a day, 7 days a week.

* On demand.

* In roughly 240 languages.

How specialists can connect with an
interpreter:

1. Call 1 833 718-2154 (toll free).

2. Select a language.

3. Enter your access code, which was
emailed to you by your section head, or
contact SSC at sscbc@doctorsofbc.ca.

4. Indicate you are a member of Doctors
of BC.

5. Wait 30 to 60 seconds to connect with
an interpreter.

For more information, visit www.phsa
.ca/health-professionals/professional
-resources/interpreting-services.
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Paul Oxley, MD, FRCSC, Rizwan Mian, MD, MS, FRCSC, Carly McNeely, Yousef Mian, David McNeely, MD, FRCPC

Canada’s largest purpose-
built public day-care surgery

centre: A retrospective audit of

patients requiring transfer to
an inpatient hospital

The low rate of unplanned patient transfers from an outpatient surgical

centre to a tertiary care hospital indicates that a publicly funded
outpatient surgery program can be successfully operated in Canada
under full control of a provincial health authority.

ABSTRACT: Rapid growth in regional population
puts an incredible strain on health care resources.
Our health authority attempted to reduce this bur-
den by building a large, standalone outpatient
care and surgery centre.To determine the success
of this surgical program, we undertook a review
of a 2-year period for all cases performed in the
main operating room with an anesthetist present
to determine successful discharge rates for these

Dr Oxley is a clinical assistant professor
in the Division of Plastic Surgery at the
University of British Columbia, and the
Division of Plastic Surgery in the Fraser
Health Authority. Dr R. Mian is a clinical
assistant professor in the Division of
Plastic Surgery at UBC and the Division of
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in the Division of Anesthesia in the Fraser
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the admitted cases.

CANADA'S LARGEST PURPOSE-BUILT
PUBLIC DAY-CARE SURGERY CENTRE:

A retrospective audit of patients requiring
transfer to an inpatient hospital

The low rate of unplanned patient transfers from an outpatient surgical
centre to a tertiary care hospital indicates that a publicly funded
outpatient surgery program can be successfully operated in Canada
' under full control of a provincial health authority.

« Over 2 years, 11 728 cases were performed; 140 (1.19%)
required unplanned admission to the local tertiary care hospital.
« Surgical and anesthetic factors were responsible for more than 80% of

MOST LIKELY SOURCES OF COMPLICATIONS:

B Iz

Anesthesia
(44.3%, 62/140)

Surgical
(37.9% 52/140)

Oxley P, Mian R, McNeely C, Mian Y, McNeely D
BCM] 2021;63:330-335.

S

Institutional issues
7-9% (11/140)

9] 000
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Medical
5.7% (8/140)

Patient selection
43% (6/140)
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day-care cases. We also set out to determine fac-
tors responsible for unsuccessful discharge cases
requiring admission to the local tertiary care hos-
pital. Over 2 years, 11 728 cases were performed,
with 140 (1.19%) requiring unplanned admission.
Surgical and anesthetic factors were responsible

for more than 80% (115/140)of these admitted
cases. A large standalone centre can successfully
provide high-volume surgical care with a very low
unplanned admission rate. These programs can
greatly assist in offloading regional hospitals and
reducing surgical admissions.
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Background

The Fraser Health Authority is the largest
and fastest growing health region in BC." This
rapid growth has put considerable pressure
on local hospitals to deliver outpatient clinic,
diagnostic, and surgery services. In response,
the Ministry of Health designed and built a
stand-alone, dedicated outpatient and surgery
facility—the Jim Pattison Outpatient Care and
Surgery Centre (JPOCSC). One of the main
goals of the facility is to provide ambulatory
surgical services to help alleviate demand on
hospital operating rooms and expand overall
surgical capacity in Fraser Health. The centre
received significant public funding, but donor
funding from the Surrey Hospitals Founda-
tion, private donors, and ultimately Mr Jim
Pattison accounted for a portion of the equip-
ment costs.

Many studies have examined the key attri-
butes of successful day-care surgery programs®*
and have helped define patient health cutoffs
for BMI, age, American Society of Anesthesia
(ASA) level, and other variables. Enhanced
recovery after surgery initiatives have greatly
improved outpatient success,”’ and most sur-
gical specialties have tried to identify those
procedures that can be safely performed in a
day-care surgery setting.*'* Most larger stud-
ies?!® have focused on one surgical specialty.
Recent anesthesia focus has been on the effect
of obstructive sleep apnea on day-care surgery
success rates.’® While studies have been con-
ducted outside Canada,'”*” there have been no
recent reviews of large day-care surgery centres
in this country. In addition, most stand-alone
surgical facilities in Canada are privately built
and operated, which can lead to patient selec-
tion bias.

In any ambulatory surgery centre, program-
ming to prevent and reduce complications that
require patient transfer to a higher level of care
or hospital admission is essential. Once those
factors have been identified, it is also impor-
tant to compare local results with national or
international averages. JPOCSC submits data
to the National Surgical Quality Improvement
Program (NSQIP) database and uses it as a
source of quality control.

We set out to identify unplanned transfers
from JPOCSC to the local tertiary care hospital,

identify factors that led to those events, allocate
those factors to specific aspects of the patient
care pathway, and compare our results to NSQ-
IP baselines. We also set out to demonstrate
the viability of large, stand-alone, publicly run
day-care surgery centres within the Canadian
health care system.

Methods

All patients who underwent surgical procedures
at JPOCSC from 1 January 2016 to 31 De-
cember 2017, including those who had a pro-
cedure with general anesthesia in a full-service
operating theatre, were included in our study.
Procedures performed in minor theatres that
did not require general anesthesia were not
included.

All patients who required transfer to the lo-
cal tertiary care centre prior to discharge were
identified, and their charts were reviewed to
determine the most likely reason for transfer.
We then categorized each transfer case by the
most likely source of complication, as follows:
surgical, medical, anesthesia, patient selection,
and process (institutional). In cases where more
than one factor was identified, only the most
significant was categorized, as determined by
a group consisting of a nurse, anesthetist, and
surgeon. For example, if a patient had signifi-
cant postoperative pain and required cardiac
monitoring, the cardiac issue was determined
to be the more significant reason for transfer.
All transfer cases involved patients who could
not be discharged home for any reason; they
did not include patients who were discharged
and readmitted at a later date.

We also reviewed the readmission rate with-
in 1 week of discharge to capture any outliers.
These data were further subdivided by surgical
subspecialty.

Finally, NSQIP data for the same time pe-
riod® as our study were used as a benchmark for
comparing our results to the national average.

Results

During the 2-year study period, 11 728 proce-
dures were conducted at the JPOCSC. Table 1
lists the most commonly performed procedures
according to surgical discipline. In total, 140
cases required transfer to the local tertiary care
hospital.

CLINICAL

TABLE 1. Most common procedures performed, by

surgical discipline.

Discipline

Plastic
surgery

General
surgery

Ear, nose, and
throat

Gynecology

Pacemakers

Urology

Vascular
surgery

Orthopaedics

Retinal
surgery

Procedure

Breast reduction

Alloplastic breast
reconstruction

Skin graft

Melanoma excision/sentinel
node biopsy

Hand and wrist surgery

Laparoscopic
cholecystectomy

Hernia repair
Mastectomy/lumpectomy
+/- sentinel node biopsy
Anal fistulotomy/pilonidal
sinus

Soft tissue tumor excision

Functional endoscopic sinus
surgery

Septoplasty

Thyroidectomy
Parathyroidectomy
Tonsillectomy

Laparoscopic
salpingectomy/cystectomy
Hysteroscopy/dilatation and
curettage

Endometrial ablation
Anterior/posterior repair
Tubal ligation

Insertion

Generator exchange
Lead revision

Loop recorder implant/
explant

Greenlight laser prostate
Cystoscopy

Extracorporeal shock wave
lithotripsy

Ureteroscopy

Installation gemcitabine

Arteriovenous fistula
creation

Arthroscopic shoulder repair
Ankle reconstruction
Anterior cruciate ligament
repair

Knee arthroscopy

Hand and wrist surgery

Membrane peel
Posterior vitrectomy with
laser

Oil exchange

Gas exchange
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Over the 2-year period, the discharge rate
was 98.81%, and the transfer rate was 1.19%.
Annual transfer rates were similar: 1.24% in the
first year; 1.16% in the second year.

'The average number of ambulatory surger-
ies performed per month at JPOCSC over the
2-year period was 488 (range 398-627) [Fig-
ure 1]. The average number of transfers per
month was 5.8 (range 2-10) [Figure 2]. The
transfer rate per month [Figure 3] refers to the
number of transfers as a percentage of total case
number. It ranged from 0.35% to 2.22%, with
the average rate for all dates of 1.19%.

The categories most commonly associated
with transfers over the 2-year period were an-
esthesia (44.3% [62/140]) and surgical (37.9%
[53/140]) [Table 2]. Institutional factors were
responsible for 7.9% (11/140) of all transfers,
while medical and patient selection factors led
to 5.7% (8/140) and 4.3% (6/140) of all trans-
fers, respectively.

We also examined the total number of trans-
fers per surgical discipline [Table 3]. In both
years of the study, most transfers were associated
with general surgery and plastic surgery. Retinal
surgery was the only category not associated
with transfers in either year.

Most unplanned readmissions occurred in
the first 48 hours following discharge after sur-
gery. The overall readmission rate was 1.81% for
all surgical disciplines over the 2 years [ Table 4].
The highest readmission rates were associated
with urology, general surgery, orthopaedics, and
ear, nose, and throat.

Discussion

Surgery continues to evolve to try to create
less invasive, safer, and more expedient pro-
cedures. In addition, increasing numbers of
procedures that once required lengthy inpatient
stays have been switched to day-care surgery
procedures.”®!"% This has resulted in benefits
such as reduced nosocomial infections and re-
duced costs.

There are many private surgical facilities in
Canada that have been built predominantly to
provide noninsured services, such as cosmetic
surgery, or surgery covered outside the stan-
dard provincial health care systems. The Cana-
dian surgical system has been largely hospital
based, though increasing numbers of surgeries
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TABLE 2. Causes attributed to patient readmissions, by category and year.

2016 Cause

Pain (10)

Low oxygen saturations (7)

Nerve block complication (4)
Anesthesia Inappropriate technique/excessive
(27) intraoperative narcotics (4)

Surgical (25)

Institutional

®)

Medical (5)

Patient
selection (4)

Negative pressure pulmonary
edema (1)
Allergic reaction (1)

Bleeding (14)

Further surgery needed, or
converted to open surgery (5)
Endoscopic retrograde
cholangiopancreatography (3)
Pneumothorax (2)

Clipped wrong duct (1)

Facility closing conflict (4)

Late surgical start (3)

Surgical on-call medical doctor
not available (1)

Intra-op cardiac event or required

cardiac monitoring (5)
Active infection (1)

Recent pneumonia (1)
Cerebrospinal fluid leak (1)
Bleeding pre-op (1)
Urosepsis (1)

Obstructive sleep apnea (4)

TABLE 3. Total number of transfers, by surgical

category, per year.

Discipline 2016 2017
General surgery 25 18
Plastic surgery 17 10
Gynecology 9 6
Urology 5 10
Ear, nose, and throat 8 1
Orthopaedics 4 3
Pacemakers 3 1
Retinal 0 0

2017 Cause

Pain (23)

Oxygenation (6)
Anesthesia High blood pressure (3)
35) Decreased level of

Surgical (28)

Institutional

3)

Medical (3)

Patient
selection (2)

TABLE 4. Readmissions within 1 week of surgery.

Discipline
General
surgery
Gynecology

Orthopaedics

Ear, nose,
and throat

Plastics
Urology
Other

Total

consciousness (2)

Nausea (1)

Bleeding (23)

Pneumothorax (1)
Needs lead change (1)

Perforated (1)

Fibroids (1)

Convert to open (1)

Visitor refused to take patient

home (1)

Scheduled late (1)
Difficult blood work draws (1)

Post-op myocardial infarction (1)
Rapid atrial fibrillation (1)

Pneumonia (1)
Pacemaker malfunction (non-
pacemaker insertion patient) (1)

Chronic pain (2)

Total
number
of cases

3592

1186

894

1395

2999

1001

661

11728

Unplanned
readmissions

(Number)

85

14

16

25

34

38

212

(%)

237

3.80

0.00

1.81

CLINICAL

are being contracted out to private centres to
help alleviate hospital surgical volumes.?' There
is no doubt that these centres can provide an
excellent same-day discharge rate.> Due to pro-
vincial College of Physician restrictions, the
cutoffs for patient variables, such as BMI, that
allow for outpatient surgery are often stricter
than those that a hospital can use. This limits
the number of patients who can receive surgery
at an outpatient facility.

Our review included all procedures per-
formed in a full-service operating room with
general anesthesia and cases, such as spinal cases
or regional cases, where anesthesia was present;
therefore, cases such as routine gastroscopy,
colonoscopy, vasectomy, minor skin surgery, and
minor hand surgery were not included. These
procedures, performed with local anesthetic
with or without quick reversal sedation, are
widely accepted outpatient procedures. In ad-
dition, other procedures commonly performed
on an outpatient basis, such as cataract surgery,
are not performed at the JPOCSC. All patients
were ASA 1 or 2 except vascular-access patients
and patients with pacemakers who could be
ASA 3 as well. A BMI limit of 45 was used, and
patients with a significant history of obstructive
sleep apnea or anesthetic complications are not
permitted to have surgery at JPOCSC. Because
operating room access at both JPOCSC and
the tertiary care hospital is tied to the same al-
location algorithm, many patients who would
qualify for surgery at JPOCSC received their
care at the tertiary care hospital to expedite
access. Therefore, most day-care surgeries, re-
gardless of location, received care from the same
surgeon and anesthetic team.

When JPOCSC was created, the regional
hospital’s criteria for day-care surgery were ad-
opted because JPOCSC’s size and scope made
it possible to treat more complex patients, and
its close tie to the hospital made transfers easier,
without refusal. The overall intent was to not
limit the cases that would be conducted on an
outpatient basis at one facility versus the other.

'There can be a significant difference in the
same-day discharge rate of a day-care surgi-
cal centre versus that of a hospital. Our team
identified a significantly higher same-day dis-
charge rate for an outpatient centre compared to
that of a hospital when all other variables were
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controlled."”? We also found an institutional bias
in admitting: the rate was almost 9 times higher
at the hospital than at the day-care surgical
centre, due largely to the ease of admitting. The
discharge rate at the local tertiary care hospital
matched that reported by a different group in
another province? for the same procedures,
which further shows institutional bias when
admission is a much simpler process. Therefore,
a stand-alone outpatient centre has a greater
chance of optimizing same-day discharge on
a routine basis.

JPOCSC was opened to provide ambulatory
day-care surgery to reduce volumes in the main
hospital operating rooms and increase overall
surgical capacity in Fraser Health. Since the
surgeries performed can be relatively complex
for day-care surgery, often beyond the scope
of most free-standing ambulatory centres, it is
important to continuously monitor the trans-
fer rate from JPOCSC to a higher level of
care and to compare the rate to that of similar
institutions.

We determined that for the 11 728 surger-
ies performed over the 2-year period in this
study, the unplanned transfer rate was 1.19%.
This is similar to results in a report produced
by multiple ambulatory surgery centres in the
United States in 2017.%° That study included
1499 ambulatory centres and 1 749 059 surger-
ies. The rate of hospital transfer and admission
was 1.01%. Our transfer rate was within the
middle 50th percentile for all centres. We used
the NSQIP data because ambulatory centres
are much more common in the United States;
therefore, a larger database of comparative result
was available. Our transfer rate also declined
from 1.24% to 1.16% between the first and sec-
ond years of study, even though more surgeries
were performed in the second year.

'The low number of transfers in our study
and others suggests that ambulatory centres
do not need to be immediately adjacent to a
larger hospital. This can allow health authorities
and governments to choose locations closer to
new centres of population growth to improve
resource distribution.

Paramount to determining the viability of
successful outpatient discharge is the review
of unplanned readmission within a specific
period following surgery. Our overall rate of
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readmission within the first week following sur-
gery was 1.81% for all surgical disciplines. This
rate was within the NSQIP mid-50th percentile
for similar centres over the same time period.?
For all cases, readmission was due to surgical
complications such as hematoma or surgical
site infection. In our review of readmissions,

In our public health care
system, it is crucial
to maximize resource
use and patient
access to services.

combined general surgery and plastic surgery
breast reconstruction cases were placed in the
plastic surgery group. This readmission rate is
similar to the rate recorded at the regional hos-
pital for similar cases, and is within the NSQIP
average range.

In this study, the cause that was most likely
responsible for patient transfer was examined.
All reasons for transfer were then grouped into
surgical, medical, anesthetic, institutional, and
patient selection categories. The categories
naturally had some crossover between groups.
It is very difficult to isolate pain into either
the anesthetic or surgical categories. This is-
sue has been brought before both disciplines
at JPOCSC for review. For simplification, we
included postoperative pain under anesthesia.

Each case transferred from JPOCSC is pre-
sented to each member of the patient care path-
way and is reviewed at divisional morbidity and
mortality rounds, as are readmissions. This has
proven beneficial to obtaining input from dif-
ferent parts of the care pathway. Other studies
have shown that this type of review is essential

to improving patient care outcomes.'>?3%

Conclusions

'The JPOCSC and Surgery Centre’s unplanned
transfer and admission rate to the tertiary care
hospital was well within the average for similar

centres throughout the United States. The
very high success rate for same-day discharge
eclipsed that of case-controlled patients who
had the same surgery at a regional tertiary care
hospital. The lack of overnight stay capability at
JPOCSC encourages adherence to the patient
care pathway, and our low readmission rate
postdischarge further indicates the successful
same-day discharge of these patients.

In our public health care system, it is crucial
to maximize resource use and patient access to
services. Unplanned overnight admissions fol-
lowing surgery unnecessarily tie up inpatient
beds and add further expense to the already
taxed public system.

A publicly funded outpatient surgery pro-
gram can be successfully operated in Cana-
da under full control of a provincial health
authority. H
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ABSTRACT

Background: Prescription opioids initiated in opi-
oid-naive patients are associated with long-term
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Results: In total, 19785 practitioners prescribed
15693867 prescriptions that were dispensed to
1692035 patients. In 2017, 11.5% of British Colum-
bians were given at least one prescription for opi-
oids. Over the 5-year period, opioid prescription
rates declined by 1.6%; however, the proportion
of patients who received more than 90 morphine
milligram equivalents per day increased by 8%.
There was heterogeneity of opioid prescriptions
across and within specialty groups.

Conclusions: We provide population-level data to
inform prescribers that there is a need to be aware
of opioid prescription variability and its potential
effect on long-term opioid use.

pioids are an essential component

of multimodal therapy for acute and

cancer pain management. Legitimate
opioid prescription use in this setting is not
considered to be a major contributor to chronic
opioid misuse.” However, transition to persis-
tent opioid use, distinct from opioid misuse, in
an opioid-naive patient is reported to be the
most common complication occurring after
elective surgery, and the rate of use may be as
high as 1 in 15.>* For example, persistent opi-
oid use following lumbar fusion surgery has
been reported in 12.8% of opioid-naive pa-
tients.’ An initial prescription of opioids carries

a 5.3% risk of persistent opioid use at 1 year
and a 2.9% risk at 3 years.® Certain patterns
of initial opioid prescriptions are known risk
factors for persistent opioid use in previously
opioid-naive patients. These include prescrip-
tions for long-acting (versus short-acting) opi-
oids, induction with tramadol, higher morphine
milligram equivalent (MME) doses, increasing
number of days of opioids supplied with the
first prescription, and instigation of a repeat
prescription on initiation of opioids.*” How-
ever, increased risk is independent of the initial
indication for the opioid prescription.®

There is wide variation in opioid drug and
dosage prescribing after common surgical pro-
cedures, yet as much as 70% to 80% of the drugs
are not used and contribute to an opioid source
within the community.®® These opioids are often
kept for future potential emergency pain use
but become a source for recreational misuse
or diversion.

Long-term use of legitimate prescription
opioids or unused community opioids is a po-
tential gateway to subsequent opioid use disor-
der and transition to illicit drug use. Four to six
percent of individuals who use prescription opi-
oids will make this transition, especially when
prescription drugs become less available.!™3
Canadians were the third highest consumer of
prescription narcotic drugs per capita in 2018.1
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The introduction of synthetic drugs such as
fentanyl and carfentanyl into the illicit drug
market has resulted in a surge of unintend-
ed opioid-related deaths since 2015. British
Columbia declared this opioid crisis a public
health emergency in 2016." One response to
this crisis was The 2017 Canadian Guideline for
Opioids for Chronic Non-Cancer Pain, which
suggests that prescribers should restrict patients
to 90 MME per day.'® Despite this and other
recommendations, the 2019 Canadian opioid
overdose-related death rates remained the high-
est in BC at a rate of 20.0 per 100000, twice
the national average of 10.2.7

It is important to understand the variability
in opioid prescriptions among prescribers in
an attempt to reduce the quantity of opioids
within the community. Previous studies have
described physician specialty-specific prescrib-
ing trends. However, they studied mainly pa-
tient populations in the US, and often did not
describe prescriptions in relation to other fac-
tors such as patient age and sex.’®? Analyzing
prescriptions by these characteristics is par-
ticularly important in understanding opioid
use in age-specific populations because their
opioid prescriptions can vary significantly by
provider specialty.??

We describe opioid prescribing patterns
in BC from 2013 to 2017 with the primary
goal of determining the relationship between
prescriptions and patient age and sex, and pre-
scriber types.

Methods

A 5-year retrospective longitudinal analysis of
all community-dispensed opioids within BC
was conducted. Ethical approval was obtained
from the University of British Columbia Chil-
dren’s and Women’s Research Ethics Board
(H18-01006). The study conforms to the rules
regarding data reporting as set out by Popula-
tion Data BC and the provincial government.

Opioid classification

A list of all possible prescription opioids for the
study period was created based on the World
Health Organization Collaborating Centre
for Drug Statistics Methodology Anatomical
Therapeutic Chemical Classification System.?
'The categories for “opioids”and “drugs used in

opioid dependence” were included, and each
was searched within the Health Canada Drug
Product Database. In total, 691 drug identifica-

tion numbers were identified.

Data sources

Dispensed prescriptions

A list of all prescriptions dispensed in BC be-
tween 1 January 2013 and 31 December 2017
was obtained from the PharmaNet database?*
through Population Data BC. PharmaNet, reg-
ulated by the BC Ministry of Health, records
every prescription dispensed in community
pharmacies, regardless of a patient’s insurance
status. The final list of opioid prescriptions in-
cluded all those matching the 691 identified
drug identification numbers.

For each prescription, the following data
were collected: drug identification number,
date dispensed, quantity dispensed, days sup-
plied, and patient age and sex. Additionally,
the following drug-specific details were ob-
tained: chemical/generic name, drug strength,
drug form units, and dosage form description
(e.g., 3 [drug form units] tablets [dosage form
description]). The field “directions for use” was
requested but not obtained due to privacy/con-
fidentiality concerns.

All patients and prescribers were given a
unique study ID by Population Data BC in
order to create a de-identified data set.

Opioid details

'The Health Canada Drug Product Database
was searched for each specific opioid within
a drug to obtain the corresponding opioid
strength.?® Additionally, the oral MME was
calculated for each drug using conversion fac-
tors obtained from the US Centers for Disease
Control’s 2017 oral MME guide.* Formula-
tions were then aggregated by opioid type into
12 groups [Table]. Tramadol and tapentadol
were combined due to their similar mechanism
of action.?” Codeine and tramadol/tapentadol
were characterized as weak opioids; the remain-
der were characterized as strong opioids.

Prescriber details

Data on each physician’s type of practice were
obtained by linking their unique de-identified
study ID to their listed specialty (or specialties)

CLINICAL

from the BC College of Physicians and Sur-
geons database.?® Physicians with multiple
specialties were categorized by the primary
specialty as designated by Population Data
BC. Prescribers were then aggregated into the
following categories: anesthesiology, specialty
dentistry, general dentistry, diagnostics, general
practice, medicine, nurse practitioner, pediat-
rics, pharmacy, physician: unknown specialty,
psychiatry, surgery, and other (includes allied
health professionals, optometrists, naturopathic
physicians, midwives, and podiatrists).

BC population details

Annual population data for BC, stratified by age
and sex, were obtained from published Govern-
ment of British Columbia estimates.?

Data cleaning

Prescriptions with unidentified sexes or with
ages greater than 113 (the oldest identified Brit-
ish Columbian during the study period) were
set to missing. Prescriptions from prescriber
types that were not present in BC during the
study period were excluded because they were
perceived as data errors. Daily MMEs and days
supplied greater than twice the 99th percentile
were excluded because they were considered
data errors. Physicians’ specialities that could
not be identified from the BC College of Physi-
cians and Surgeons database were categorized
as an “unknown” speciality. The prescriber for
prescriptions with misclassified prescriber des-
ignations were also set to “unknown.”

Statistical analyses
Patients, prescribers, and prescriptions were clas-
sified descriptively overall and by year using
medians and interquartile ranges (IQRs) for
continuous variables and counts for categorical
variables. Using age- and sex-specific reference
population totals from the BC general popula-
tion, prescription rates per 1000 were calculated
for each study year. Data were stratified by pre-
scriber group type. The total number of prescrip-
tions per provider was calculated overall and for
each of the three most common opioid groups
prescribed within the prescriber speciality group.
Trends in the number of prescriptions is-
sued over time by opioid group, both overall
and within prescriber groups, were assessed
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visually and via Poisson regression, including a
cubic spline for calendar month from the start
of the study period. All analyses were conducted
using R statistical software.*

Data cleaning, editing, and analysis was con-
ducted on a secure server in the Population Data
BC Secure Research Environment. Analysis
exports conformed to the rules and limitations
set by Population Data BC and were restricted
to counts greater than or equal to 5.

Results

Details on opioid prescriptions and patient co-
horts are presented in the Table. Between 2013
and 2017, 15 693 867 opioid prescriptions were
dispensed in BC. Ten prescriptions were exclud-
ed from analysis due to unidentified sex; 35 were
excluded for ages greater than 113. Prescriptions
from prescriber types that were not present in
BC during the study period were excluded (n =
792). Daily MMEs and days supplied greater
than twice the 99th percentile were excluded
(n=23923 and 23 375, respectively). Physicians’
specialities that could not be identified were
categorized as an “unknown” speciality (n = 229,
accounting for 2015101 prescriptions). A fur-
ther 111996 prescriptions had misclassified
prescriber designations; in these cases, the prac-
titioner was also set to “unknown.”

The 15665 732 prescriptions included in
the analysis (15693 867 minus 28135 exclud-
ed) were prescribed by 19 785 practitioners to
1692035 patients, yielding an average annual
opioid prescription per capita rate of 124 per
1000 (median 50 years, 51% female) [Table].
'The median daily MMEs increased from 32 in
2013 to 34 in 2017. Opioid prescription rates
per capita declined by 1.6% across all prescriber
groups over the 5 years. The top three opioid
prescriber groups were general practitioners
(42%), pharmacists (13%), and general dentists
(13%) [Figure S1, Table S1]. The top 20% of
prescribers were responsible for 86% of opioid
prescriptions over the study period; the top 10%
were responsible for 66% of prescriptions. Over-
all, four drugs collectively accounted for more
than 75% of all prescriptions: codeine (35%),
hydromorphone (18%), morphine (12%), and
oxycodone (12%). The median number of days
the drugs were prescribed was consistently 7
throughout 2013-2017 [Table]. However, the
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TABLE. Cohort description and summary of opioid prescriptions, 2013-2017. Continuous data are displayed
as a median interquartile range; categorical data are displayed as N (%) unless otherwise specified.

Population
British Columbia population
Total number with prescription
Sex
Female
Male
Age
Prescribers
Total number
Type
Anesthesiology
Specialty dentistry
General dentistry
Diagnostics
General practice
Medicine
Nurse practitioner
Other*
Pediatrics
Pharmacy
Physician: unknown specialty
Psychiatry
Surgery
Prescriptions
Total number
Prescriptions per 1000
Opioid group
Codeine
Hydromorphone
Morphine
Oxycodone
Buprenorphine
Tramadol/Tapentadol
Fentanyl
Methadone
Meperidine
Opium
Butorphanol
Pentazocine
Dose prescribed
Days prescribed
Prescriptions > 3 days
Prescriptions > 31 days
Oral MME' (per unit)
Oral MME (daily)
Oral MME (daily) = 90
Oral MME (daily) = 120

2013
4630077
605 726 (13.1)

318 836 (52.6)
286 890 (47.4)
52[37,65]

13 340

130(1.0)
549 (4.1)
1920 (14.4)
110(0.8)
5658 (42.4)
1127 (8.4)
116 (0.9)
87(0.7)

120 (0.9)
1232(9.2)
942 (7.1)
313 (2.3)
1036 (7.8)

3010634
650.2

1180 364 (39.2)
501661 (16.7)
395902 (13.2)
435 044 (14.5)
109 730 (3.6)
270 460 (9.0)

83 947 (2.8)

15197 (0.5)

13901 (0.5)
2420 (0.1)

892 (0.0)
1113 (0.0)

7 [4, 25]
2542 684 (84.5)
125233 (4.2)

5.0 [4.5,15.0]
32.00[18.00, 60.00]

536 636 (17.9)
408 684 (13.6)

2017 Absolute change
4924 233 +6.3%
565 776 (11.5) -1.6%
298 414 (52.3) -
267 362 (47.3) -
5438, 68] -
14786 +10.8%
6 (0.6) -0.4%
440 (3.0) -1.1%
2026 (13.7) -0.7%
61(0.4) -0.4%
6819 (46.1) +3.7%
960 (6.5) -1.9%
240 (1.6) +0.7%
122 (0.8) +0.1%
85 (0.6) -0.3%
1520(10.3) +1.1%
1321 (8.9) +1.8%
224 (1.5) -0.8%
872(5.9) -1.9%
3223935
654.7 +0.7
964 686 (29.9) -9.3%
581 887 (18.0) +1.3%
309 830 (9.6) -3.6%
282 000 (8.7) -5.8%
632 777 (19.6) +16.0%
330004 (10.2) +1.2%
60492 (1.9) -0.9%
52843 (1.6) +1.1%
6284 (0.2) -0.3%
2027 (0.1) 0.0%
695 (0.0) 0.0%
410 (0.0) 0.0%
71[2,15] 0 days
2316653 (71.9) -12.6%
102379 (3.2) +1.0%
7.5[4.5,30.0] +2.50 MMEs
33.75[18.00,90.00] +1.75 MMEs
837 747 (26.0) +8.1%
732120 (22.7) +9.1%

*Includes allied health professionals, optometrists, naturopathic physicians, midwives, and podiatrists
TMME = morphine milligram equivalent



Yefet LS, Bone JN, Courtemanche R, Lauder G, Courtemanche DJ

number of prescriptions with a daily MME
greater than 90 and 120 increased by 8% and
9% during the study period, respectively.

For both males and females, the annual rate
of opioid prescriptions per capita decreased
from 2013 to 2017 [Figure S2]. The per capita
rate of prescriptions increased with increasing
age for both sexes [Figure S2]. For males and
slightly more for females, there was a substantial
increase in weak opioid prescriptions between
the ages of 10 and 19 years [Figure S2]. General
dentists were responsible for 32% of prescrip-
tions within this age range, compared to only
3% in the total study population. The opioid
most commonly prescribed to patients between
the ages of 10 and 19 years was codeine, with
median daily MME of 34 and median of 4
days supplied. In patients between the ages of
80 and 89 years, the most commonly prescribed

opioid was hydromorphone, with a median daily
MME of 24, and median of 7 days supplied.

Declines in the overall number of prescrip-
tions issued were related primarily to reduc-
tions in prescriptions for codeine, oxycodone,
and morphine [Figure, Table S2, Figure S3].
Conversely, the number of buprenorphine, tra-
madol/tapentadol, and methadone prescriptions
increased during the study period. On a per
prescriber basis, there was large variability in
drug choice between practitioner types [Table
S1]. Number of days supplied and daily MMEs
also varied between prescribers and drugs, and
were generally higher for oxycodone, morphine,
and hydromorphone than for codeine and tra-
madol/tapentadol. Methadone, buprenorphine,
and fentanyl made up 14% of all prescriptions
and had the greatest MME and number of
days supplied.

CLINICAL

General practitioners were responsible
for most total prescriptions (74%) [Table S1,
Figure S1 and S4]. The most common opioids
prescribed varied by practitioner type [Figure
S5]. Codeine was one of the top three most
commonly prescribed opioids among almost
all practitioner types, with a median 26 (IQR
15-36) daily MME for a median 8 (IQR 5-25)
days supplied. Tramadol/tapentadol was favored
by surgical specialities, and represented 35% of
their opioid prescriptions, with a median 22
(IQR 15-30) daily MME for a median 9 (IQR
5-28) days supplied. On average, psychiatrists
prescribed the greatest MME per day, with a
median daily MME of 64. Trends in prescribing
patterns over the study period differed by prac-
titioner type [Figure S1]. General practitioners
had declining prescription rates (between -25%
and -35%) for most of their favored opioid
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groups, while surgical groups had increasing use
of tramadol/tapentadol (12%) and decreasing
use of codeine (-12%) between 2013 and 2017
[Figure S1]. Psychiatry had a notable drop in
buprenorphine prescriptions (-70%) between
2014 and 2017 [Figure S1]. Most other rates
were consistent over time.

Supplementary data tables detailing pre-
scribing patterns for all subspecialties and drugs
prescribed are available online [Table S1 and
S2, respectively].

Discussion

This review of all opioid prescriptions filled at
community pharmacies in BC between 2013
and 2017 showed an overall reduction in opioid
prescription rates across all prescriber groups
by 1.6%. The overall prevalence rate of opioid
prescriptions in BC in 2017 was 12%. General
practitioners prescribed 74% of all commu-
nity opioids. There was a marked reduction in
prescription rates among psychiatrists. Opioid
dispensing rates increased with patient age, with
a marked upturn for weak opioid prescriptions
between ages 10 and 19 years. Within this age
range, general dentists were the predominant
prescribers. The opioids prescribed varied by
specialty and over the study time period. Co-
deine and oxycodone prescription rates de-
creased from 2013 to 2017 in all groups, with
surgical specialties transitioning to tramadol/
tapentadol. Prescriptions for harm reduction
opioids such as methadone and buprenorphine
increased.

'These data are extremely important because
opioid prescription patterns are known to be
a risk factor for subsequent persistent opioid
use in previously opioid-naive patients.” The
overall prevalence of prescription opioids seems
concerning. However, without comparison to
other North American regions, it is undeter-
mined whether this is a factor in BC’s opioid
crisis. The heterogeneity of prescriptions across
prescriber groups may be a contributing factor
to the unused opioid mass in the community,
which is a potential risk factor for opioid misuse
and diversion.

Reduced opioid prescription rates by psy-
chiatrists may be secondary to a shift in practice
patterns due to addiction medicine special-
ists assuming care of patients with opioid use

340 BC MEDICAL JOURNAL VOL. 63 NO. 8 | OCTOBER 2021

Opioid prescribing patterns in British Columbia from 2013 to 2017

disorder in 2014. Pharmacists were the third
largest group of opioid prescribers. Although
they prescribed primarily codeine-containing
medications, 10% of prescriptions were docu-
mented to be for hydromorphone. Pharma-
cists’ responsibility for opioid prescriptions may
be due to BC’s provincial opioid prescription
monitoring strategies in which pharmacists can
be the recorded prescribers of opioids when
providing emergency supplies and in cer-
tain rural communities for over-the-counter
opioid-containing prescriptions.

The increase in
dispensed opioids
to teenage patients
suggests the need for
consistent assessment
of indication and
intensity of opioid
prescriptions given
the higher prevalence
of opioid misuse in
this population.

'The increased use of harm reduction opioids
is consistent with the recognized efficacy of
these drugs in treating opioid use disorder.” The
reduced preference for codeine may be related
to increased awareness of the pharmacogenetic
variability of codeine metabolism following the
2012 Food and Drug Administration’s black
box warning regarding the use of codeine in
children less than 12 years of age who were
undergoing tonsillectomy.*

'The marked increase in opioid prescriptions
in patients between ages 10 and 19 years raises
questions about the appropriateness of these
prescriptions in this vulnerable population.
Similar to our study, Volkow and colleagues
found dentists to be predominant prescribers
of opioids in patients between 10 and 19 years
in the United States.*® A study of BC dentists
between 1997 and 2013 identified increas-
ing codeine prescription rates, and reported
that most dentists prescribed codeine for an

inappropriate duration of more than 3 days.**
Furthermore, a survey of BC dentists and en-
dodontists showed that they often prescribed
opioids when not indicated.” 'The increase in
dispensed opioids to teenage patients identified
in our study suggests the need for consistent
assessment of indication and intensity of opioid
prescriptions given that there is an association
between higher prevalence of prescription opi-
oid misuse with greater medical use of prescrip-
tion opioids in this population.®

Smolina and colleagues described determi-
nants of opioid consumption trends in BC be-
tween 2005 and 2012, and found a 31% increase
in opioid prescriptions in terms of MME.* In
the US, Levy and colleagues found a 3.7% in-
crease in opioid prescription rates from 2007 to
2012."8 Our study employed different selection
criteria and is, therefore, not directly comparable
to the aforementioned studies. We found con-
sistent decreases in opioid prescription rates per
capita, with an overall 1.6% decrease between
2013 and 2017 but an 8% increase in prescrip-
tions with daily MME greater than 90. There
appears to be a significant change from a 31%
increase over 7 years to a 1.6% decrease over
the subsequent 5 years, which may be due to a
combination of increased practitioner recogni-
tion of opioid-associated risks and pervasive
prescription regulation. Opioid dispense rates
in most Canadian provinces peaked between
2011 and 2016.%

Previous research has described opioid
prescriptions by prescriber type.’** Studies
were limited to an examination of one surgical
specialty or specific opioids such as buprenor-
phine or tramadol.**** Wen and colleagues
found an overall 2.2-fold increase in psychiatry
buprenorphine prescriptions between 2006
and 2014 in the US, which contrasts with our
0.7-fold decrease.® 'This discrepancy may be
due to the different study periods. Similar to
the results of our study, tramadol dispensing
rates increased in all Canadian provinces be-
tween 2007 and 2016, with the greatest increase
leading up to 2009.* Unique to our study is the
evaluation of variability in opioid prescription
patterns of both prescriber groups and opioid
types. These results demonstrate heterogeneity
in both the drugs prescribed and daily MME

of prescriptions.
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The outcomes of our study are strength-
ened by the use of population-level data and
the linkage of multiple data sources with com-
plete descriptions of practitioner types. Our
study is limited by the lack of inpatient opi-
oid prescription data, unknown rates of illicit
opioid consumption, and lack of prescription
indications. Furthermore, our study examined
dispensed opioids as a proxy for total prescrip-
tions, which is further used as a proxy for opi-
oid consumption. The data set also contained
data inconsistencies such as obsolete prescriber
groups, patient ages, and days supplied deemed
improbable, as well as missing data. Physician
specialty descriptions were also not available
for 13% of prescriptions. This highlights the
challenge of collecting, verifying, editing, and
maintaining a large database, and implies the
need to tighten guidelines for the collection
and reporting of such data.

This retrospective population-based study
describes the variation and temporal changes in
opioid prescription patterns among prescribers
in BC. Providers currently have limited access
to data that describe prescribing patterns within
their specialties; therefore, they may struggle
to identify where their practice falls on this
spectrum. Currently, practitioners in Alberta
and Nova Scotia can request a peer comparison
report as part of their province’s opioid review
program.** Since its implementation of a peer
assessment program, Alberta has demonstrated
reduced MME prescription rates per capita.®
Permitting prescribers to compare their pre-
scriptions with their peers in other jurisdictions
has also demonstrated efficacy in reducing opi-

oid prescription rates.***

Conclusion and future directions

'This analysis of opioid prescriptions in BC be-
tween 2013 and 2017 demonstrated an overall
1.6% reduction in opioid prescription rates.
Opioids were more frequently prescribed in
older patients, but the greatest age-specific
gradient was observed between children and
young adults. Notably, there was heterogeneity
in opioid type and prescription MME among
prescriber groups. This data set is currently
being analyzed to characterize and report on
long-term opioid prescriptions. This review
provides evidence to support the development

of physician peer comparison reports in BC.
However, this should be an aim for all provinces
so that national and international comparisons
can be made in speciality-specific prescription
practices. l
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Qur path toward a more

equitable, diverse, and inclusive

Doctors of BC

BC doctors are a diverse group comprised of different genders, racial backgrounds,
religious affiliations, sexual orientations, ages, specialties, practice locations, and more.
As physicians, our members also serve a patient population that is equally as diverse
in their backgrounds and in their health care needs.

Meaningful work continues to take place on our path to ensuring Doctors of BC is
representative and inclusive of the diversity of our members, and to supporting our
members in contributing to efforts to ensure BC’s health care system is culturally
safe, equitable, and inclusive for providers and patients alike.

For more information visit our updated Equity, Diversity & Inclusion webpage which
includes a newly developed vision statement, information on the recently created
Diversity and Inclusion Advisory Working Group, details on our ongoing work
advancing Indigenous cultural safety and humility, and much more.
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doctors first through personalized
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W doctorsofbc.ca/insurance

3 v
T 604 638 2904 ) ’
E insurance@doctorsofbc.ca y \



Disaster preparedness in
medical training needs to be a
part of the new normal

octors of BC published a policy

paper on integrating physicians in

disaster preparedness and health
emergency management back in 2018.! The
current pandemic has again put a spotlight on
this important discussion. As we plan for the
postpandemic world, we need to increase disas-
ter preparedness and health emergency man-
agement awareness, not only among physicians,
but also among medical students and residents.

The call to increase awareness in disaster
preparedness among medical learners is not
new. The International Federation of Medical
Students’ Associations published a policy state-
ment in 20172 calling to better “incorporate
disaster medicine and health emergency man-
agement into the medical curricula, balancing
the biomedical and public health dimensions.”
A recent systematic review of disaster training
programs also highlighted that when medical
schools incorporate these programs for medi-
cal students, they improve their preparedness,
skills, and knowledge—especially during times
of pandemic.?

In Canada, there is an expectation from the
public for physicians to be prepared for, respond
to, and manage the consequences of a disaster.
Although medical schools acknowledged that
expectation, forty-six percent of the surveyed
medical schools do not teach disaster medicine
to learners.*

This article is the opinion of the Emergency
and Public Safety Committee, a subcommittee
of Doctors of BC's Council on Health
Promotion, and is not necessarily the opinion
of Doctors of BC. This article has not been peer
reviewed by the BCMJ Editorial Board.

To address this gap in medical training,
there exist many frameworks and examples.
For instance, the National Collaborative for
Disaster Health Education and Research in
Australia developed a framework to guide di-
saster preparedness training and to ensure con-
sistency and ease of implementation.’ Ashcroft

Forty-six percent
of the surveyed
medical schools do
not teach disaster
medicine to learners.

and colleagues also demonstrated the effective-
ness of using multimodal formats and suggested
a structure for disaster preparedness training
based on their systematic review.* Even simple,
classroom-based interactive discussions resulted
in improved knowledge among students.

The current pandemic has shown us that
a disaster doesn't just affect a few specialties,
such as public health, emergency, critical care,
and family medicine; it can have impacts on
all disciplines of medicine. While we cannot
predict when another disaster or health emer-
gency will happen, we can do our best to raise
awareness and competency among our learn-
ers—help them understand the basics of disaster
preparedness and become better equipped to
respond to health emergencies both as learners
and as future physicians.

By incorporating disaster preparedness early
in the medical curriculum, we help learners
build reflexes early on in their training. We
also create a culture that is fundamental to in-
tegrating physicians in disaster preparedness
and health emergency management.

COHP

Recovery in the postpandemic world can-
not mean merely returning to the old ways. The
new normal requires us not to build back, but
rather to build back better. B
—Derek C. Chang, MD
—Graham Dodd, MD

Members, Emergency and Public Safety
Committee
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WORKSAFEBC

WorkSafeBC’s Hand Therapy

Program

Program treated 4630 injured workers,
slightly fewer than the 4841 treated in
2019. The goal: to provide timely, specialized

I n 2020, WorkSafeBC’s Hand Therapy

treatment to help injured workers get back
on the job as soon as it is safe to do so. The
program is delivered through our contracted
network of 46 hand therapy clinics around the
province. These clinics, staffed by certified hand
therapists, provide services to workers who
have sustained injuries to the upper extremity,
below shoulder level.

Referrals

Workers either self-refer to one of the clinics
or are referred by a family physician, a hand
surgeon, or WorkSafeBC. Physicians may re-
fer an injured worker patient directly to one of
the contracted hand therapy providers or rec-
ommend to the case manager that the injured
worker be referred to the program.

Hand injury treatment: An example
'The following example illustrates how a typical
hand injury might be treated within our hand
therapy framework.

A 23-year-old carpenter—we’ll call him
Rick—suftered a laceration to the right index
finger extensor tendon, with a mallet deformity,
when he hit his hand against a sharp piece of
rebar. Rick saw his family physician the day of
his injury and attended an orthopaedic con-
sultation 10 days later. At the consultation, the
orthopaedic physician recommended splint-
ing to address the 15 degree lag at the DIP
joint. The worker returned for suture removal 1
week later. With the wound healing, the physi-
cian recommended referral to a certified hand

therapist, and the WorkSafeBC claim owner

This article is the opinion of WorkSafeBC
and has not been peer reviewed by the
BCMJ Editorial Board.
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initiated the referral process to WorkSafeBC’s
Hand Therapy Program.

One week later, Rick had an assessment at
one of WorkSafeBC'’s certified hand therapy
clinics, 1 month after his injury. On assessment,
the hand therapist noted that the injury was
healing, but there was some skin breakdown
from the bandages. The certified hand therapist
fabricated a new splint to hold the DIP joint
in slight hyperextension and the PIP joint in
flexion. Rick attended the Hand Therapy Pro-
gram for splinting, progressive range of motion,
strengthening, and return-to-work planning.
'The Hand Therapy Program coordinated and
initiated a graduated return-to-work plan,
which the worker initiated after 2 months of
treatment.

Rick participated in a 3-week graduated
return-to-work plan monitored by the certified
hand therapist. After completing the graduated

return-to-work plan, the worker was discharged
from the Hand Therapy Program fit to return
to work with no limitations and no permanent
functional impairment.

Further information
For more information on WorkSafeBC’s
Hand Therapy Program, please contact the
Health Care Programs team at 604 232-7787
or toll-free 1 866 244-6404, or visit the hand
therapy page at www.worksafebc.com/en/
health-care-providers/rehabilitation/hand
therapy.

If you have questions regarding a specif-
ic worker patient’s hand injury, please call a
medical advisor in your nearest WorkSafeBC
office. ®
—Linda Calvert, BScPT
WorkSafeBC Program Manager, Health Care
Programs
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PSYCHOLOGICAL PPE, PEER SUPPORT
BEYOND COVID-19

Online (Wednesdays)

In response to physician feedback, the Physi-
cian Health Program’s drop-in peer support
sessions, established 7 April, are now perma-
nently scheduled for Wednesdays at noon. The
weekly sessions are co-facilitated by psychia-
trist Dr Jennifer Russel and manager of clini-
cal services Roxanne Joyce and are drop-in
with no commitment required. The focus is
peer support, not psychiatric care. All partici-
pants have the option to join anonymously.
To learn more about the sessions and the pro-
gram, visit www.bcmj.org/news-covid-19/
psychological-ppe-peer-support-beyond-covi
d-19. Email peersupport@physicianhealth.com
for the link to join by phone or video.

Available for streaming on
all podcast platforms

OPTIMIZING CARE FOR GAY, BISEXUAL,
AND OTHER MEN WHO HAVE SEX WITH
MEN

Online (ongoing)

This is a short online continuing medical educa-
tion course designed for family physicians and
primary care providers in Canada. This course
will introduce you to gbMSM health issues and
implications with the intent to provide you with
the knowledge and skills to improve the care of
your gbMSM patients. Designed in partner-
ship by UBC CPD and Community-Based
Research Centre, Health Initiative for Men,
Interior Health, Island Health, Fraser Health,
Northern Health, Men’s Health Initiative, Prov-
idence Health Care, and Vancouver Coastal
Health. This course can be taken anytime, and is
divided into four lessons: 1) Social and Political
Context of gbMSM Health, 2) Epidemiology

& Life Course, 3) Safer Spaces, Language, and
Communication, and 4) Case Studies. For more
information visit https://ubcepd.ca/course/
gbmsm-online.

ANATOMY-BASED BOTULINUM TOXIN
TRAINING

Vancouver (3 June 2021-30 Sept 2022)
Expand your practice with injectables. Learn
both the therapeutic (migraines/headaches) and
aesthetic (fine facial lines and wrinkles) appli-
cations. PTTFA offers anatomy-based training
(20+ hours) and training recognized by the
highest standard of practice in Canada. Receive
the most clinically based training, including
the opportunity to inject 8+ patients. Courses
held monthly on UBC Campus in Vancouver.
Start today with the online Level 1 - Advanced
Anatomy course (20 CME). Save $500. Use

PUTTING INDIGENOUS
CULTURAL SAFETY
INTO PRACTICE

with guests

Dr Terri Aldred and Len Pierre

DocTaII%g

A Doctors of BC Podcast
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CALENDAR

code “BCM]Jonline” before 31 October 2021.
Register now at PTIFA.com.

THE 33RD ANNUAL DIABETES DIRECTORS
SEMINAR

Online (22 Oct 2021)

The Endocrine Research Society is pleased to
present the 33rd Diabetes Directors Seminar—
an annual, UBC-accredited gathering of leading
diabetes experts and caregivers across British
Columbia. Join us virtually from home or work
over Zoom videoconferencing for a full-day
presentation series covering the latest and most
pertinent aspects of diabetes therapeutics and
clinical care. Target audience: specialists and
family physicians with an interest in diabetes
care, as well as nurses, dieticians, pharmacists,
and other diabetes educators responsible for
diabetes management within their own groups
and communities. Register now as space is lim-
ited. Online registration can be found at the

following link: www.endocrineresearchsociety.
com/events/33rd-annual-diabetes-directors-
seminar. Please contact Calvin Chang at the
Endocrine Research Society for more infor-
mation or registration questions. Email endo-
crine.research.society@gmail.com. Phone 604
689-1055.

INFECTIOUS DISEASES UPDATE 2021
Online (5-6 Nov 2021)

This year’s very popular 24th-annual Infec-
tious Diseases Update will be held virtually.
Although COVID-19 is foremost in our mind,
we cannot lose sight of the other significant
infectious diseases in our community. Topics
will include locally relevant infectious diseases
as well as global medicine. This program is very
popular with family physicians, specialists, hos-
pitalists, nurse practitioners, nurses, and other
health care professionals. This group learning
program has been certified by the College of

Family Physicians of Canada and the British
Columbia Chapter for up to 10.00 Mainpro+
credits. Registration fees $200 on or before 15
October 2021; $225 after 15 October 2021.
Student rate, with valid student card, is $100.
Register at https://cvent.me/EgdzOg or www.
novaclinical.com. Email info@novaclinical.com.

Do you have an idea?

Send your
writing to
the BCMJ
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The BC Medical Journal is
written by physicians like you.

We welcome your contributions,
from letters to scientific papers
and everything in between.

What'’s in between? Blog posts,
articles, essays, profiles, the Proust
questionnaire, and more.

Not sure if we'll be interested? Email
us to enquire: journal@doctorsofbc.ca.

Much of the BCMJ's content is selected
by our Editorial Board, a group of eight
physicians from diverse backgrounds,
practice types, and locations.

Guidelines: bcmj.org/submit-article
Contact us: journal@doctorsofbc.ca,
604 638-2815

BCMJ

BC Medical Journal
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Dr Madeline Huang Chung
1925-2021

Dr Madeline Huang Chung was born in Shang-
hai, China, on 3 July 1925. She passed away in
her sleep on 22 August 2021 after facing demen-
tia with grace and dignity for many years. She
lived a full and eventful life as a loving, dedicated
family member, wife, mother, and grandmother,
as well as a trail-blazing female physician.

Dr Chung graduated from Xiangya
(Yale-China) Medical School in Changsha,
Hunan Province, in 1948 at the age of 23. She
would joke that she was probably the only doc-
tor in Canada who never completed high school
as her education was interrupted by World War
II. She came to North America to finish her
studies due to the ongoing civil war in China,
with the goal of returning to China as a medical
missionary once finished. The China Immigra-
tion Act had just been repealed in 1947, which
had allowed her to come. After two internships,
the first in Tacoma and the second in Victoria,
she went to Montreal for the first year of her
residency in obstetrics and gynecology. There
she met her future husband, Dr Wallace Chung,
who was in his first year of medical school at
the time. The couple married on 7 June 1953
and moved to Vancouver. There she started a
solo practice at Vancouver General Hospital

and the old Grace Hospital.

Because of her sex and her ethnicity, she
faced significant discrimination from staff and
faculty, as well as the community. She was de-
nied a loan to start her office because the bank
was concerned that she would quit work and
stay home once she had children. Despite the
opposition, her practice thrived. Newly arrived
Chinese-speaking immigrants and women of
all ethnicities who wished to have a female
obstetrician found her. Despite initially being
denied an academic appointment, she was also
popular among medical students and residents
due to her enthusiasm for teaching.

Over a long career starting in 1956, until
her retirement in 1992, she delivered 7226 ba-
bies. They were all carefully documented in her
obstetrical appointment books. She delivered
babies whose parents she had also delivered;
all were members of the unofficial club of the
Chung Babies. She retired as a clinical profes-
sor emeritus.

Dr Chung’s parents were Yoong Yih Wong
and Alice Wong. Madeline was the firstborn
and eldest of three girls. Her father was very
advanced in his thinking for the time and be-
lieved that his girls’ education should not be
any different than that of any boy’s.

Dr Chung had a relatively privileged life ini-
tially, as the daughter of a government official,
but her teenage years were extremely fraught.
She spent World War II as a refugee in the
countryside around Hong Kong after the city
fell to the Japanese army. As a young teen, she
was the one who had to forage for food and
seek shelter for her injured mother and young-
er siblings. Her desire to help others in need
was heightened by her deep Christian faith as
well as the suffering she had encountered. On
one occasion, she brought home a patient for
Christmas dinner. The young woman, a newly
arrived immigrant, had just been diagnosed with
cancer and had no family or friends locally. Dr

Chung took her under her wing until family
could arrange to come over to care for her. On
another occasion, a Chinese refugee family was
welcomed to live in her family home until they
could get on their feet.

She also volunteered her time in the com-
munity. She was very active in the Chinese
United Church and served as a board mem-
ber and chair. She was one of the co-founders
of the Chinese Language True Light School,
which exists to this day. She was not amused at
being audited twice in 1 week by the Canada
Revenue Agency (fruitlessly both times) as they
could not believe that someone could do all that
work for free. For her dedication she was given
an honorary life membership in the Canadian
Medical Association in 1993 and she received a
Civic Merit Award from the City of Vancouver
in 2013. She was always extremely humble and
never sought recognition as long as she could
continue doing what she loved.

Postretirement, she most enjoyed being
Gumma to her five grandchildren, traveling
extensively with her husband, growing huge
azaleas in her garden, and continuing her vol-
unteer work. She traveled to China with the
Evangelical Medical Aid Society, where she
fulfilled her life’s dream to do medical missions,
teaching, and delivering babies.

A heartfelt thanks to her wonderful fam-
ily doctor, Dr Cindy Chang, who was always
there when needed, and her devoted caregivers,
Reyna and Shirley, without whom we would
not have been able to fulfill mom’s wish to re-
main at home.

To hear Dr Chung in her own words, listen
to a recording done for the Chinese Canadian
Women Project of the Multicultural History
Society of Ontario: https://mhso.ca/chinese
canadianwomen/en/database.php?c=43.
—Maria Chung, MD
Vancouver
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EMPLOYMENT

ACROSS CANADA—
PHYSICIANS FORYOU:
MATCHING DOCTORS WITH
CLINICS

Are you a physician looking for
work across Canada? Or a
medical facility requiring
physicians? Our specialized
recruitment team can help.

We work with independently
licensed physicians in Canada
and CFPC/RCPSC-eligible
international medical graduates.
Our strong reputation is built on
exceptional service and results.
Check out our website for
reviews and current job postings,
and call Canada’s trusted
recruitment company today.
Website www.physiciansforyou.
com, email info@physiciansfor
you.com, or call 1 778 475-7995.

BURNABY/METROTOWN—
SPECIALISTS TO JOIN OUR
RAPIDLY GROWING TEAM
Join our eight GPs and two
internists at Imperial Medical
Clinic. Flexible F/T or P/T

schedules to suit your needs with

in-person and/or virtual consults.

Patient base of over 15000 and
growing. Young, progressive,
collegial team. Brand new clinic.
Great place to start a practice
without the cost of opening your
own office. All specialties
considered. Call Dr Pav Kaliray
at 778 822-1981.

DENMAN ISLAND—PRACTISE
FAMILY MEDICINE ON A WEST
COAST GULF ISLAND

Denman Island Clinic, just south
of Courtenay on Vancouver
Island, is a Primary Care
Network clinic providing care
for a broad demographic of 1200
residents, which swells to 1600
in summer. Currently, three
part-time FPs share one FTE;
the available slot is 2 to 4 days as
desired. Fee-for-service. Allied
health, including social worker,
pharmacist, physiotherapist,
medical lab nurse, home care,
and counseling. Eligible for
additional remuneration under
the Rural Subsidiary Agreement.
Start: 1 January 2021. Contact
Lyndsey Jennings at ljennings@
divisionsbc.ca or visit the web
page for more info (https://
divisionsbc.ca/comox-valley/
live-work-play/physician
-postings/permanent/denman
-medical-clinic-denman-island).

NANAIMO—GP

The Caledonian Clinic has
availability for a general practi-
tioner (locum or permanent
position). We are a well-estab-
lished, very busy clinic with 23
general practitioners, one
first-year resident, one second-
year resident, a podiatrist, a
geriatrician/internist, and an
orthopedic surgeon. Our EMR
is Profile by Intrahealth. We are
located in a modern, new clinic
in the Nanaimo North Town
Centre. Lab and pharmacy
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services are on site within the
centre. Contact Lisa Wall at
250 716-5360 or email
lisa.wall@caledonianclinic.ca.
Visit our website at
www.caledonianclinic.ca.

NORTH VAN—FP LOCUM
Flexible hours and vacation time
with no call. In-office and/or
telehealth options available with
great MOA support staff and a
new competitive split; 100% to
doctors for optional hospital
visits, nursing home visits,
medical-legal letters, etc., or
sessional work. For further
information contact Kim at

604 987-0918 or kimgrafh@
hotmail.com.

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 commu-
nity offers outstanding outdoor
recreation. For more information
contact Laurie Fuller: 604 485-
3927, email: clinic@tmca-pr.ca,
website: powellrivermedical
clinic.ca.

RICHMOND—FAMILY
PHYSICIAN REQUIRED

Family physician wanted to work
part-time at the Ultima Airport
Medical Clinic. This is an
opportunity to work in our
beautifully appointed medical
clinic located at Vancouver
International Airport. This is a

busy, well-established family and
occupational medical practice,
providing comprehensive health
care to the airport community,
including visitors, employees in
the aviation industry, and
travelers. We are open 5 days a
week, from 8 to 4:30. Excellent
income opportunity with both
MSP and private remuneration.
Great support staff. Please
contact Dr Videsh Kapoor at
airportclinic@ultimamedical.
com to discuss further or arrange
a visit.

RICHMOND—OCCUPATIONAL
MEDICINE

Physicians interested in occupa-
tional medicine wanted for
part-time or possibly full-time
position. Ultima Medical
Services Occupational Medical
Clinic is a well-established
occupational health clinic close
to the Vancouver airport
providing an extensive range of
occupational health services to
multiple industries including the
aviation, marine, law enforce-
ment, and fire protection
occupations. We have a dedi-
cated and experienced team of
occupational health professionals
providing employers and
employees with the best work-
place health program available.
Competitive compensation,
experienced support staff, and
very pleasant scenic office
setting. Experience in aviation
and marine medical medicine
would be an asset. Please contact



Pat Cuffe (Ultima director of
operations) at pcuffe@ultima
medical.com to discuss further or
arrange a visit.

SURREY—FP FULL-TIME,
CLAYTON HEIGHTS

Beyond Health and Medical is
looking for a full-time family
physician. Thrive in a supportive
and collaborative environment
and maximize your time and
effort. If you have a passion for
providing exceptional care and
helping people live their best
lives, join a fun and innovative
medical practice working
alongside other health care
professionals that have the same
passion as you. Beyond Health
and Medical is a busy practice
with a beautiful office environ-
ment located in a very high
traffic area of Clayton Heights
Surrey. Email info@beyond

health.ca for more information.

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 (BEAR CREEK AND
NEWTON)—FAMILY PRACTICE
We are looking for part-time/
full-time physicians for walk-
ins/family practice to work on
flexible shifts between 9 a.m. and
6 p.m., with the option to work
7 or 5 days per week. Clinic with
eight exam rooms, two physio
rooms, and pharmacy on site.
Competitive split. For more
information please contact

Anand at wecaremedicalclinic
2021@gmail.com or
778 888-7588.

SURREY CITY CENTRE—
SPECIALISTS, RMTS, PHYSIO,
AND DIETICIANS

'The Mercer Clinic at City
Centre 2 is inviting specialists,
registered massage therapists,
physiotherapists, and dieticians
to join our team in a part-time
or full-time capacity. Our current
medical team includes two
endocrinologists and an internist.
Our clinic is a brand new,
well-equipped modern facility
and has plenty of exam rooms
and offices for physicians.

We use Accuro electronic
medical records and have highly
trained staff, which allows for no
administrative burdens. We are
conveniently located steps away
from Surrey Memorial Hospital,
LifeLLabs, and West Coast
Medical Imaging. For more
information please contact Jessie
at jessie@mercerclinic.ca or

236 427-1088.

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@denninghealth.ca.

VANCOUVER—PRESTIGIOUS
NEW VANCOUVER CLINIC
SEEKING EXCEPTIONAL FAMILY
PHYSICIANS

We are a new primary care
centre that brings back the
personalized, service-focused,
compassionate care that discern-
ing individuals and families value

so highly. Founded by Don
Copeman, Harrison Healthcare
is looking for family physicians
with distinguished records and
less experienced physicians who
are interested in being mentored
by the more experienced
members of the team. Excellent
bedside manner, friendly
personality, and strong collabora-
tion skills are key requirements.
Harrison offers a generous
compensation package with no
overhead costs and an excep-
tional work environment. Please
send your CV to careers@
harrisonhealthcare.ca and visit us
at www.harrisonhealthcare.ca.

VANCOUVER/RICHMOND—FP/
SPECIALIST

We welcome all physicians, from
new graduates to semi-retired,
part-time or full-time. Virtual,
walk-in, or full-service family
medicine and all specialties.

CLASSIFIEDS

Excellent splits at the busy
South Vancouver and Richmond
Superstore medical clinics.
Efficient and customizable Oscar
EMR. Well-organized clinics.
Contact Winnie at medical
clinicbc@gmail.com.

VICTORIA—GYNECOLOGIST
POSITION

PCRM is seeking a gynecologist
to join our team in Victoria, BC.
'The ideal candidate will possess
excellent interpersonal skills and
a focus in patient-centred care,
and be dynamic in their
approach to reproductive care.
Duties will include fertility
consultation, follow-up, sonohys-
terogram, and ultrasound follicle
tracking. Experience in the
fertility subspecialty is an asset
but not required. The successful
candidate must be a fellow of the
Royal College of Physicians and
Surgeons of Canada and must

A career making a difference.

employers in B.C.

Learn more and apply at

worksafebc.com/careers

The Job: Occupational Medicine Specialist

You'll collaborate with a multidisciplinary team,
employers, and community physicians to ensure
injured workers receive timely, best-practice medical
care and disability management, so they can return
to work safely and regain their quality of life.

The difference: Helping people who are injured
on the job recover and return to work safely

We’'re looking for a clinical occupational medicine
specialist to join our dynamic Medical Services
team. You'll provide your evidence-based opinion
and recommendations to help workers and

BC

WORK
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CLASSIFIEDS

have or be eligible for licensure
in BC. Please submit your letter
of interest with your CV in
confidence to Dr Ken Seethram
at kseethram@pacificfertility.ca.

VICTORIA—HOSPITALISTS
Hospitalists in Victoria provide
comprehensive 24-hour care to a
wide variety of patients at both
Victoria General Hospital and
Royal Jubilee Hospital. We are
involved in undergraduate and
resident teaching through UBC.
Experience engaging and
rewarding medicine in one of
Canada’s most beautiful cities!
Email recruiting@si-hi.ca.

MEDICAL OFFICE SPACE

SOUTH SURREY—MEDICAL
OFFICE SPACE FOR LEASE
Custom-built, exceptionally
clean medical office (947 sq. ft.)
with high-grade millwork, cork
flooring, and decor in a modern
professional building. Spacious
reception desk with granite
countertop. Waiting area has
decorative rock wall with
furnished high-end seating.
Wiaiting room and exam rooms
with high-definition televisions
for patients. Private bathroom
and kitchen. Building has a large
parking lot (free parking for
patients). Ideal for the discerning
specialist. Full-time MOA
available. Located in Croydon
Business Centre, a professional
building, home to medical and
dental offices. By Morgan
Crossing shopping outlet, a
European-style shopping outlet
with many shopping and eating
establishments. If interested,
contact dmjones01@shaw.ca.

MISCELLANEOUS

CANADA-WIDE—MED
TRANSCRIPTION
Medical transcription specialists

since 2002, Canada-wide.

Excellent quality and turn-
around. 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.

CANADA—QUALITY,
AFFORDABLE TRANSCRIPTION
Keystrox serves physicians,
clinics, and assessment compa-
nies. Quick turnaround, secure
and confidential. Dictate as you
prefer, available 24 hours a day,
7 days per week. Direct upload
to EHR and auto-fax. Five-star
rating on Google. Local refer-
ences available. Free trial.
Phone 519 915-4897 or
toll-free 888 494-2055.

Email: contact@keystrox.com.
Website: www.keystrox.com.

FREE MEDICAL RECORD
STORAGE

Retiring, moving, or closing your
family practice? RSRS is
Canada’s #1 and only physician-
managed 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.

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
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email ssoil@docudavit.com.
We also provide great rates for
closing specialists.

VANCOUVER—TAX &
ACCOUNTING SERVICES

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 person-
alized service.

Website: www.rwmega.com,
email: rodney@rwmcga.com,

phone: 778 552-0229.

VANCOUVER—VIOLIN
TEACHER RECOMMENDATION
I would like to recommend a
violin teacher, Mansoon Bow,
graduate of the Royal Academy
of Music in London and winner
of an international violin award
at age 17. Attending my 18-year-
old son’s music lessons made me
feel like I was back at the
Academy of Music in Vienna,
Austria. Located on W. 4th Ave
in Vancouver, contact 778
881-8955.

Doctors
Helping
Doctors

The Physician Health Program of British Columbia
offers help 24/7 to B.C. doctors and their families for
a wide range of personal and professional problems:
physical, psychological and social. If something is on
your mind, give us a call at 1-800-663-6729.

Or for more information about our services,

visit www.physicianhealth.com.

Call 1-800-663-6729 or visit www.physicianhealth.com

. Physician
Health Program
) o) d

Connecting Physicians to Health
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Bridging the
6-foot gap

A medical student’s experience
using stories to connect with
palliative care patients during
the coronavirus pandemic.

Holly Cherniwchan, BHSc

t was during the pandemic that I had my
first opportunity to meet with a patient ap-
proaching end of life. In September 2020,
I enrolled in the UBC Legacy Project, where
medical students partner with a person who
has a life-limiting condition to support them in
creating a project to leave with their loved ones.
I had been reading about how the coronavirus
complicated the grieving process for patients
and their families; if there was some way I could
help, I wanted to try. So there I was, an inexpe-
rienced 22-year-old medical student, donned
in PPE, entering a hospice for the first time.
I felt overwhelmed in the unfamiliar build-
ing, introducing myself to many unknown, par-
tially covered faces. The prior 6 months of my
medical school experience consisted of virtual
interactions with mostly healthy volunteers, and
I could no longer rely on my nonverbal skills to
develop rapport. It was as if my face protection
formed a wall between me and everyone else.
Before I had time to question my ability
to work on this intimate project with Sylvie,*

“The patient’s name in this reflection was changed for
privacy reasons.

Ms Cherniwchan is a medical student at the
University of British Columbia (class of 2023).

This article has been peer reviewed.
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I was in her room. Sylvie was a 52-year-old

immigrant from England, in Canada with her
husband, dying with a rare brain cancer.

'The room was quiet, except for a ticking
clock. As Ilooked at her from a 6-foot distance,
there was a strange sense
of isolation, despite being
so close. I wondered how
to get started, but without
delay Sylvie was already
sharing her stories. She
used to be a journalist
and couldn’t wait to tell
me about her life. I felt my anxiety melt away.
I set up the iPad and got things going.

Over 2 short weeks, Sylvie and I connected
over our shared interests in art, dogs, and travel-
ing. We discussed sensitive topics, such as what
she loves about her husband. We shared many
laughs and many tears. Even though she never
remembered my name, her face lit up each time
I walked into her room. I hope she knew that,
behind my mask, I was smiling too.

I didn’t know Sylvie for long, yet we were
able to create a meaningful video to share with
her husband, who is grieving the loss of his
soulmate much too prematurely. It was also a
project to share with her family in England,
who could not be there to share her last breaths
because of the coronavirus.

| wondered how to get
started, but without
delay Sylvie was already
sharing her stories.

Being a part of Sylvie’s and her husband’s
lives is the most valuable experience I've yet to
have as a medical student. Reflecting on my
time with them, I came to realize what an honor
it is to be trusted with someone’s memories,
to put them together in a
video to be a final send-off
to their loved ones, and to
join them in their last few
days in the physical world.

When I last saw Syl-
vie, she told me that she
telt lucky to have had our
time together. I couldn’t help but feel that I
was the lucky one. Sylvie taught me that, at a
time when masks, goggles, gowns, and gloves
dehumanize our interactions with each other,
we can still connect through our stories. B
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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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Rates starting from
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electronics.
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Enjoy the convenience of BC’s
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Club MD, Doctors of BC.
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