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Editorials

I t is with great reluctance that I write about 
COVID-19. Like many, I am suffering 
from COVID fatigue. I’ve had my three 

vaccine doses and have also had multiple (nega-
tive) COVID tests, but I am sick of COVID, 
and no doubt have probably been sick with 
COVID.

Canadians are inundated daily with media 
stories of COVID leading to health worker 
burnout and shortages, hospital and ICU bed 
deficiencies, and cancellation of lifesaving pro-
cedures for non-COVID illnesses and injuries. 
Patients are paying with their lives.

Those responsible for running our health 
system should have seen this coming. Both prior 
and present government actions have greatly 
worsened this crisis. They have been negligent 
and need to be held accountable. 

In my early years in Canada, there was no 
shortage of nurses, and our world ranking in 
doctors per capita varied between fourth and 
eighth. 

Decades ago, three economists, Barer, Stod-
dart, and Evans (I refer to them as the “terrible 
triplets”), presented their explanations for ris-
ing health costs: too many doctors, treating too 
many patients, needing too many nurses, in too 
many hospital beds. The 1991 Seaton Royal 
Commission accepted their advice. Nursing 
schools were closed, medical school admissions 
were cut countrywide from 11% to 30%, and 
hospital beds were closed. Immigrant doctors 
were also targeted as government complied with 
Seaton’s directives to “State clearly that immi-
grant physicians do not have a right to practise 

medicine in BC,” “Require visa trainees to agree 
not to stay in Canada when they complete their 
training,” and “Develop a program to limit the 
number of physicians practising in BC.” 

As commissioner Robert Evans had previ-
ously written: “A central cause of the problem 
was the oversupply of physicians, which tended 
to generate greater utiliza-
tion of services . . . there 
are too many doctors . . . 
and a supply-induced de-
mand . . . a bed built was a 
(hospital) bed filled.” 

This was as logical as 
reducing the number of 
security guards, police 
officers, and prison staff 
to solve a crime wave that was increasing our 
prisons’ budgets. 

Other direct quotes from Seaton were,  
“A true health care system would concentrate 
on reducing our need for doctors and nurses,” 
and “I honestly don’t believe there is a shortage 
of nurses.” The Seaton report received national 
approval and recognition. 

Government actions were successful.
We are now 51st in the world in doctors 

per population.1 
The VGH nursing school was a major sup-

plier of graduate nurses, but it was among many 
that were closed in the early 1990s.

The nursing shortage is not just in absolute 
numbers (we exceed the OECD average in 
nurses per population). Long before COVID 
hit, the CBC reported that 25% of Canadian 

The crisis that COVID-19 
exposed, highlighted, and 
worsened (but did not cause)
“�It’s interesting to note that in the ’90s, not a single hospital was built, 
that 1600 full-time nursing positions were eliminated, and that no 
additional medical school space was developed.”  
� —Terry Lake, BC Minister of Health, May 2016

nurses wouldn’t recommend their hospital and 
40% were plagued by burnout.2

In Saskatchewan alone (the birthplace of 
medicare in Canada), Roy Romanow, as pre-
mier, closed 52 hospitals. This apparently quali-
fied him for his appointment as leader of the 
infamous 2002 federal government–sponsored 

Royal Commission on the 
Future of Health Care in 
Canada. The OECD re-
cently placed Canada 
31st in hospital beds per 
population among devel-
oped countries.3 Perhaps 
even worse is that for each 
hospital discharge Canada 
spends over $4000 more 

than the average of developed countries that 
provide universal care.4 This speaks to our ex-
treme inefficiency.

Governments now have the audacity to 
blame the COVID crisis for pressuring our 
health system. They use the excuse of a lack of 
doctors, nurses, and hospital beds, which they 
created. And they are not being held accountable.

The public is subjected to propaganda that 
many passively tolerate. I am not one of them, 
and I yearn for the old days when we (and the 
media) consistently forced governments to ac-
cept responsibility for their failings.

If there is one good lesson to learn from the 
COVID crisis, it is that we need to address our 
past mistakes. It will take years to achieve the 
resources we need. We need governments to 

The VGH nursing school 
was a major supplier 
of graduate nurses, 

but it was among 
many that were closed 

in the early 1990s.

Continued on page 54
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think long term, not in the 3- to 4-year political 
and budgetary cycles they currently embrace.

COVID has been a lesson for us all. Let’s 
hope the next pandemic does not involve a 
more deadly virus. Existing policies and en-
trenched ideologies have rationed personnel and 
infrastructure in Canada. Health professionals 
need to become more involved in operations 
and decision making in our health system. We 
have the power if only we are prepared to use 
it. Let’s act now. n
—Brian Day, MB
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I t is a long-standing BCMJ tradition to 
publish an interview with the incoming 
president of Doctors of BC to allow mem-

bers to learn a little about the backstory, history, 
and motivations of the individual who is going 
to lead us for the coming year. 

A few years ago, I took over as the inter-
viewer; the Board and journal staff felt that such 
important interviews should be done by the big 
boss, who should from then on be referred to as 
M’lord. It is also entirely possible that no one 
else wanted the job. 

I remember preparing for my first interview 
by researching appropriate questions that would 
garner the most information and help reflect 
the true character of the interviewee. I distinctly 
recall the blank stares I received upon asking 

Fireside chats with 
our presidents

about the average wing speed of a hummingbird 
and the cube root of 1 367 631. Following my 
initial flawed interview attempt, the journal staff 
rescued me by providing a list of more suitable 
queries, the answers to which are now the basis 
for what shows up in print. 

I have come to enjoy the process and look 
forward each year to spending an hour or so 
chatting with the next anointed one. The last 
two interviews have taken place remotely by 
video due to the pandemic but have been no 
less enjoyable (also, I didn’t have to be wear-
ing pants). 

I have been consistently impressed by the 
outstanding quality of each president I have 
interviewed. Upon hearing about all they have 
accomplished, and in some cases what they have 
overcome, I often ask myself, What have I been 
doing for the last 30 years? Maybe I should 
watch a little less Netflix and try to change the 
world (but that seems like it would take a lot 
of energy; plus, season five is streaming soon).

Our presidents seem to have boundless en-
ergy and are truly interested in medical politics. 
They share a passion for trying to make a dif-
ference and improving the environment for the 
physicians of BC. They have diverse interests, 
and despite taking on numerous work challeng-
es, seem to have an amazing capacity to be well 
rounded and have time for their friends, fami-
lies, and hobbies. I’m not sure where Doctors 
of BC finds these quality individuals (perhaps 
they are grown in a lab), but I applaud the pro-
cess that produces such outstanding candidates. 

Editorials

My most recent sit-down with Dr Ramneek 
Dosanjh confirmed that the process works and 
that the doctors of BC are in good hands for the 
year ahead. I was very impressed by the chal-
lenges she has overcome and all that she has ac-
complished, both personally and professionally. 

I look forward to watching from the side-
lines as I click from streaming service to stream-
ing service. Before I know it, this year will be 
over, and I will have the honor of interviewing 
our next president. Any questions you would 
like me to ask? Favorite color? Which animal 
has the largest platysma muscle?

Let me know. n
—David R. Richardson, MD

Crisis Continued from page 52
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president’s comment

Our impact can live 
on forever

T he question, “How are you?” has been 
asked of us countless times over the 
years, and each time we likely respond 

with, “I’m good, how are you?” Not particu-
larly meaningful banter, but I guess it’s a way to 
start the conversation. What if, instead, we were 
asked, “Why are you?” How would you answer? 
This question takes some contemplation.  

“Why are you?” requires us to seek an an-
swer from our inner consciousness. We are 
physicians. We spend our working lives taking 
care of other people’s health and well-being. 
But have we ever really thought about our 
purpose. . . our raison d’être? For a physician, 
is it more than to make sure the patients under 
our watch are taken care of ? Or perhaps that 
is precisely it. But being aware of our purpose 
could ultimately shift the way we show up 
for ourselves, our patients, each other, and 
the world we live in. It could motivate us and 
allow us to see one another through a more 
accepting lens. It could inspire a momentous 
transformation that requires the “why” in all 
of us. 

As we navigate the third year of this pan-
demic, the moral distress and the pressures we 
are experiencing, both personally and profes-
sionally, are unrivalled. The fragility of life has 
been amplified by ongoing uncertainty. Our 
purpose may have shifted. 
The last 2 years have not 
been easy, and we won-
der about tomorrow. We 
have all been affected on 
a visceral level; many of 
us have experienced grief 
firsthand and some have absorbed grief vicari-
ously from witnessing tragedy across the coun-
try and around the world.

Reflecting on what has transpired these 
past few years begs us to question what we have 
learned, and what is the best way to move forward. 

Medicine is a world where compassion can 
enlighten the spirit, a bond can alleviate the 
deepest sorrows, pains, and fears, and where a 
moment of darkness can transform into an illu-
mination of hope. Your decisions can ultimately 
grant life. The sacrifices and commitments you 

all have made, along with your unwavering sup-
port for one another during a crisis, is com-
mendable. It is pivotal moments such as these 
that can create everlasting impressions, ones so 
deeply ingrained within your being that they 

leave imprints on your 
soul. But what happens 
when we confront our 
own mortality? What will 
our legacy be? Do we take 
our pain and turn it into 
purpose? Do we take the 

uncertainty and lean into connection? 
As we use introspection to ponder our mor-

tality, our responsibility, and our relationship 
in the world, perhaps it could inspire a radical 
change driven by our “why.”

While our time in this world is finite, our 
impact can live on forever. Our patients look 
to us for help, we look out for each other, we 
are innovative, we strive to do the right thing. 

Why are you? n
—Ramneek Dosanjh, MD
Doctors of BC President

What happens when 
we confront our 
own mortality?

BURNOUT AND COVID-19
Warning signs 

and when to act

with guests
Dr Jennifer Russel
and Dr Lawrence Yang 

Available for streaming on 
all podcast platforms

A Doctors of BC Podcast



56 BC Medical Journal vol. 64 no. 2 | march 202256

Re: Unnecessary 
musculoskeletal MRIs
I read with interest the letter to the editor by Dr 
Kostas Panagiotopoulos in the November 2021 
issue of the BCMJ. I would like to add another 
suggestion to save time, money, and resources. 
For 8 years I was director of St. Paul’s F.A.S.T. 
Clinic (Foot and Ankle Screening and Triage). I 
also provide lower extremity virtual consultation 
for GPs in BC for their patients with orthopae-
dic problems through The RACE Line (Rapid 
Access for Consultative Expertise). In most 
cases, imaging has already been obtained before 
I am consulted. For foot and ankle problems, it 
is often essential and critical for these issues to 
be evaluated with weight-bearing radiographs. 
Unfortunately, most preliminary imaging is 
done without weight-bearing stress by default. 
This makes many common conditions such as 
Lisfranc’s fracture dislocation and syndesmosis 
disruption accompanying ankle injuries very 
difficult to diagnose. The lack of appropriate 
imaging also necessitates additional imaging 
with its additional burden on resources and cost, 
not to mention the inconvenience to the patient 
to go back for more X-rays. I strongly recom-
mend to GPs in BC that all foot and ankle 
radiographs be requested with weight-bearing 
views unless the severity of the trauma or pain 
precludes standing imaging.
—Jeffrey L. Nacht, MD
Vancouver
Clinical Professor of Orthopaedic Surgery, UBC 
Faculty of Medicine

Comment from Dr Brian Day: Dr Nacht 
makes a valid point that I wholeheartedly 
support. I would simply add that, when pos-
sible, weight-bearing views should also be per-
formed in the assessment of hip and knee joint 

pathology, especially when there is a possibility 
that a procedural intervention may be required. 
As Dr Nacht points out with the foot and ankle, 
acute trauma where a fracture may be present 
are exceptions.

Re: Unnecessary 
musculoskeletal MRIs
Dr Panagiotopoulos raised the issue of unnec-
essary musculoskeletal MRIs in the November 
2021 issue of the BCMJ. This problem of unnec-
essary imaging studies is not isolated to MRIs. 
I can corroborate his experience with receiving 
referrals that are frequently accompanied by un-
necessary and clinically unhelpful MRIs and, 
indeed, other advanced imaging studies (nuclear 
medicine scans, ultrasounds, CTs, etc.). These 
studies can at times also be harmful by delaying 
referral and creating unnecessary patient anxiety 
through misleading interpretations.

Causative factors appear to include (1) mis-
guided patient demand, (2) a lack of knowledge 
of indications for advanced imaging on the 
part of the ordering clinicians, (3) an absence 
of appropriateness screening by radiology, and 
(4) the frequent suggestion by radiology to 
perform advanced imaging that is clinically 
unhelpful and that primary care clinicians feel 
obliged to order.

With high demand and long waits, the 
response from governments and some health 
authorities was to increase the number of MRI 
scanners and their hours of use rather than to 
focus on appropriate use. This has led to a wors-
ening of the problem. In the Northern Health 
Authority (NHA), between 2018 and 2019 this 
policy led to an 86.9% increase in the number 
of MRIs. Estimates put the number of MRIs 
done in BC annually at 1 per 21 people, and 1 
per 18.5 nationally.

Within the central NHA catchment area, 
we have piloted implementation of strict crite-
ria for musculoskeletal MRIs with some early 
success in reducing their numbers. This hope-
fully will be expanded across the whole region.

I have found it frustrating and ironic that 
ideas and efforts to curb the wasteful spending 
of health care money are not met with more ac-
ceptance from health administration and policy 
personnel. It seems the mantra is “more is bet-
ter,” even when it is misguided and wasteful.
—Roger Purnell, MBChB, FRCSC
Prince George 

Re: Opioid prescribing
Thanks to Drs Hawley and Gallagher for their 
helpful articles about opioid prescribing in the 
November 2021 issue of the BCMJ. They should 
be required study for primary care physicians, 
especially those reluctant to prescribe any form 
of opioid, including codeine compounds.

Their guest editorial acknowledges the re-
luctance, giving a background for such policy by 
the prescribing physician, including the concern 
of receiving a letter from the College. Despite 
their reassurance that this is a simple, necessary 
prescribing enquiry, the actuality may feel more 
like an inquisition. Thirty years ago, a College 
letter about my prescribing of liquid codeine as 
an antitussive resulted in a face-to-face inter-
locution, with the strong suggestion that such 
prescription was proscribed; use off-the-shelf 
preparations. The experience was very unpleas-
ant; I became a nonprescriber. A different at-
mosphere is needed if primary care physicians 
are to continue to be opioid prescribers.

One of the articles also mentions that there 
have been calls to delist codeine, for a variety of 
reasons. However, for some migraine patients 

Letters to the editor We welcome 
original letters of less than 300 words; we may edit them for clarity 
and length. Letters may be emailed to journal@doctorsofbc.ca, submitted 
online at bcmj.org/submit-letter, or sent through the post and must include 
your mailing address, telephone number, and email address. Please disclose any 
competing interests.

Continued on page 58
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For more information visit 
doctorsofbc.ca/EDI

Our 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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News We welcome news items of less than 300 words; we 
may edit them for clarity and length. News items should be emailed to 
journal@doctorsofbc.ca and must include your mailing address, telephone 
number, and email address. All writers should disclose any competing interests.

Prepare for the unexpected 
with the contingency 
planning toolkit
When it comes to treating patients, doctors are 
always prepared to deal with the unexpected. 
Since many doctors are business owners as 
well, it’s important to prepare for unexpected 
situations that may disrupt delivery of essen-
tial services. Potential threats may include fire, 
flood, facility damage, medical emergencies, 
sudden death, or prolonged absences. 

Doctors of BC’s new initiative, Busi-
ness Pathways (www.doctorsofbc.ca/
managing-your-practice/business-pathways), 
has developed a contingency planning toolkit 
that provides clear information and outlines 
steps on how to:
•	 Confirm your insurance coverage.
•	 Assign key roles and responsibilities.
•	 Create and mobilize a communications 

plan.
•	 Complete a critical record inventory.
•	 Create a schedule for review.
•	 Solidify your personal contingency plans 

and estate.
Business Pathways will be developing more 

resources in the coming months to help doc-
tors with the operational side of running their 
business.

If you have feedback and questions, please 
contact Julia Dreyer at jdreyer@doctorsofbc.ca.

Value of accidental death and 
dismemberment insurance
Unlike conventional underwritten life insur-
ance that requires the applicant to provide 
proof of good health to determine eligibil-
ity for coverage, there are no health or life-
style questions necessary to obtain accidental 
death and dismemberment (AD&D) coverage. 

AD&D provides coverage to the insured in 
case of dismemberment or accidental death 
due to an unexpected event. Coverage begins 
immediately upon the initial premium pay-
ment. It is designed to pay a lump sum tax-free 
benefit if you lose your life, limbs, use of limbs, 
eyes, speech, or hearing due to an accident.  

We are fortunate to live in a beautiful prov-
ince offering a wealth of outdoor activities 
close to our homes, and it’s not uncommon to 
find underwritten life insurance issued with 
an exclusion for hazardous sports or activities. 
A few of the most common exclusions are 
backcountry skiing, heli-skiing, rock climb-
ing, and mountaineering. However, a serious 
injury or death can also result from everyday 
activities such as an automobile accident, slip 
and fall, choking, or drowning.

Demand for AD&D coverage is increas-
ing, especially among those who have finan-
cial dependants such as a spouse, children, or 
other family members who may not have any 
life or disability insurance. The AD&D plan 
is also ideal if the insured or family member 
would typically be uninsurable or receive a 
policy with exclusions. In a worst-case sce-
nario, AD&D helps ensure you and your loved 
ones continue their standard of living should 
you suddenly become injured or pass away 
due to an accident. 

The schedule of covered losses is compre-
hensive, and the benefit amount varies de-
pending on the claim. Death benefits are paid 
at 100% of the benefit amount. In contrast, 
the loss of use of one hand would pay 67% 
of the benefit amount. The plan also includes 
26 supplemental benefits such as repatriation, 
rehabilitation, and/or spousal retraining ben-
efits, to name a few.

Doctors of BC offers members individual 
or family coverage, in $100 000 increments 

who do not respond to triptans and ergot, 
Tylenol #3 remains an effective rescue prepa-
ration when administered early in the attack. 
Even when migraine patients include classic 
aura in their range of symptoms, it is difficult 
enough to persuade a personal physician to 
prescribe a few Tylenol #3s in today’s opioid 
climate, let alone have to escalate that request 
to a stronger alternative if codeine preparations 
were to be no longer available. Delisting will 
predictably result in migraine sufferers end-
ing up under the aggravating bright lights of 
the ER department for hours, awaiting IV 
metoclopramide or ondansetron to abort their 
attacks (personal experience). 
—Anthony Walter, MD
Coldstream

Letters Continued from page 56

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

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.physician 
health.com.  
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PUTTING INDIGENOUS 
CULTURAL SAFETY 

INTO PRACTICE
with guests 

Dr Terri Aldred and Len Pierre

Available for streaming on 
all podcast platforms

A Doctors of BC Podcast

up to the maximum of $2 million. Individual 
premiums start as low as $1 per month for 
$100 000 up to $26 per month for $2 million. 
Family premiums are slightly higher as your 
spouse and children are covered. 

To learn how AD&D may complement 
your current coverage, please email insurance@
doctorsofbc.ca to schedule a meeting with one 
of our licensed, noncommissioned insurance 
advisors.
—Hali Stus
Insurance Advisor, Members’ Products and 
Services, Doctors of BC

Community-based specialists: 
No-cost access to UpToDate 
Community-based specialists with no active 
hospital privileges have free access to UpTo-
Date, a subscription-based online clinical de-
cision support resource that provides clinical 
guidance to complex questions with the latest 
evidence and best practices. 

Available for desktop or mobile, the platform 
offers more than 10 000 peer-reviewed topics in 
21 specialties from international and Canadian 
authors, as well as drug information, medical 
calculators, and patient information sheets. 

Interested, eligible specialists can get their 
free subscription by emailing the Specialist Ser-
vices Committee (SSC) at sscbc@doctorsofbc 

.ca and stating they do not have access to the 
resource through a health authority. Within 2 
weeks, they will receive an email with details 
on how to log in and register to get started 
with UpToDate.

Funding for the subscription is provided by 
the SSC, partnering with the General Prac-
tice Services Committee. In the past, free sub-
scriptions for specialists with active admitting 
privileges have been available through health 
authorities, and for family doctors through their 
local division of family practice.

The GPSC and SSC are two of four Joint 
Collaborative Committees that represent a 
partnership of Doctors of BC and the BC 
government.

Improved gender designation 
process for people in BC
As of 10 January 2022, Two Spirit, transgender, 
and gender-diverse people in British Columbia 
can change gender designations on their BC 
Services Card, BC Driver’s Licence, BCID card, 
and BC birth certificate without confirmation 
from a physician or psychologist.

The Ministry of Health, Ministry of Citi-
zens’ Services, and the Insurance Corporation 
of BC have worked together to implement this 
change. Adults wanting to change their gen-
der designations will be required to complete 

NEWS

Follow us on Twitter for regular updates

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

Impact of #COVID19 response on 
#childhood #immunization: What can we 
do to catch up? Historically, response 
to pandemics has affected routine 
immunization coverage.
Read the article: bcmj.org/bccdc/impact 
-covid-19-response-childhood-
immunization-what-can-we-do-catch

BC Medical Journal
@BCMedicalJrnl Follow
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DAYVIGOTM is a trademark of Eisai R&D Management Co., Ltd. and is licensed to Eisai Inc.
Eisai Limited, 6925 Century Avenue, Suite 701, Mississauga, Ontario  L5N 7K2
© 2021 Eisai Limited. All rights reserved.

INDICATION AND CLINICAL USE:
Sleep disturbance may be the presenting manifestation of a physical 
and/or psychiatric disorder. Consequently, a decision to initiate symptomatic 
treatment of insomnia should only be made after the patient has been 
carefully evaluated. 
DAYVIGOTM (lemborexant) is indicated for the treatment of insomnia, 
characterized by difficulties with sleep onset and/or sleep maintenance. 
DAYVIGO is not recommended for patients under the age of 18 years. 
DAYVIGO is not recommended in patients with severe hepatic impairment. 

CONTRAINDICATIONS:
•  Hypersensitivity to this drug or to any ingredient in the formulation, 

including any non-medicinal ingredient, or component of the container. 
•  Patients with narcolepsy.

RELEVANT WARNINGS AND PRECAUTIONS:
•  Abnormal thinking and behavioural changes
•  CNS depressant effects (including alcohol) and daytime impairment 

and risk of falls
•  Complex sleep behaviours
•  Sleep paralysis, hypnagogic/hypnopompic hallucinations, 

and cataplexy-like symptoms
•  Worsening of depression/suicidal ideation
•  Co-morbid diagnoses
•  Drug interactions - inhibitors and inducers of CYP3A
•  Patients with galactose intolerance
•  Driving and operating machinery
•  Patients with dependence/tolerance and abuse liability
•  Rebound insomnia
•  Patients with hepatic impairment
•  Patients with compromised respiratory function
•  Pregnant or breastfeeding women

FOR MORE INFORMATION:
Please see the Product Monograph at https://ca.eisai.com/en-CA/
our-products for important information on adverse reactions, drug 
interactions, and dosing not discussed in this piece. The Product 
Monograph is also available by calling 1-877-873-4724.
†  Based on a 1-month global, randomized, double-blind, parallel-group, placebo- and 

active-controlled, phase 3 study (SUNRISE 1) in 743 participants with insomnia disorder 
(age ≥55 years). Participants received placebo (N=208) or DAYVIGO 5 mg (N=266) or 
10 mg (N=269) at bedtime. Latency to persistent sleep baselines: placebo, 44 mins; 
DAYVIGO 5 mg, 45 mins; DAYVIGO 10 mg, 45 mins. Wake after sleep onset baselines: 
placebo, 112 mins; DAYVIGO 5 mg, 113 mins; DAYVIGO 10 mg, 115 mins.2

REFERENCES:
1. DAYVIGO Product Monograph, Eisai Limited, November 3, 2020.
2.  Rosenberg R, Murphy P, Zammit G, et al. Comparison of Lemborexant With Placebo and 

Zolpidem Tartrate Extended Release for the Treatment of Older Adults With Insomnia 
Disorder: A Phase 3 Randomized Clinical Trial. JAMA Network Open. 2019;2(12):e1918254. 
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an Application for Change of Gender Designation, which includes 
a self-declaration. People under 19 will also need to provide proof of 
parent and/or guardian support.

BCMJ survey prize winners
Thank you to everyone who completed the 2022 BCMJ survey in Janu-
ary. We had 1403 responses, and we are analyzing the results now. We 
will provide a summary of the findings in an upcoming issue of the 
journal. The two winners of the AirPods Pro are Drs Robert Bousquet 
and Ben Macinnis.

Mini profiles for 2020
Your 2020 mini profile is now available, exclusively on the Doctors of 
BC website (login required). The profile provides you with informa-
tive statistics based on the MSP payments made to you for services 
provided in the 2020 calendar year, including any settlements or ret-
roactive payments issued as of 31 March 2021. 

This information allows you to monitor your billings in comparison 
to your peer group and provides valuable information that allows you 
to address any potential issues quickly and early. Understanding the 
flags on your profile, which could put you at a higher risk for an audit, 
can help you determine if you need to make changes to your billings 
and can alert you to a potential issue with your flagged measures that 
could be avoided.

Also in the data are claims paid by MSP, on behalf of ICBC and 
WorkSafeBC. The profiles are an accurate reflection of claims sub-
missions and payments made in the claims record that identified you 
as the physician who provided the service, or in the case of referred 
services, identified you as the referring practitioner.

For more information, including FAQs and explanatory notes, go 
to www.doctorsofbc.ca/news/gain-more-information-your-billings 
-checking-out-your-latest-mini-profile.

If you have questions or need help understanding your profile, con-
tact Tara Hamilton, senior advisor, Audit and Billing, at thamilton@
doctorsofbc.ca or 604 638-6058 (toll-free: 1 800 665-2262).
—Tara Hamilton
Senior Advisor, Audit and Billing
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DAYVIGOTM is indicated in adults for the treatment of insomnia, characterized
by difficulties with sleep onset and/or sleep maintenance. 

Symptomatic treatment of insomnia should only be initiated after the patient
has been carefully evaluated to rule out a physical and/or psychiatric disorder.
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REQUEST SAMPLES
Email: info_canada@eisai.com

Demonstrated efficacy1

•  At Days 1/2, DAYVIGO 5 mg reduced sleep onset time (LPS) from 
baseline by 17 minutes vs. 6 minutes with placebo (p<0.01).1†

  The primary efficacy endpoint was the mean change in latency to persistent sleep (LPS) from 
baseline to end of treatment, as measured by polysomnography. LPS was defined as the 
number of minutes from lights off to the first 10 consecutive minutes of non-wakefulness.

•  At Days 1/2, DAYVIGO 5 mg improved sleep maintenance 
(WASO) from baseline by 51 minutes vs. 18 minutes with 
placebo (secondary endpoint) (p<0.001).1†

  The secondary efficacy endpoint was the mean change from baseline to end of treatment in 
wake after sleep onset (WASO) measured by polysomnography. WASO was defined as the 
minutes of wake from the onset of sleep until wake time.

A proven safety profile1

• DAYVIGO was generally well tolerated.
•  Most common adverse events were headache 

(5 mg: 6%, 10 mg: 4.6%), somnolence (5 mg: 5%, 
10 mg: 8.4%), nasopharyngitis (5 mg: 2.8%, 
10 mg: 1.7%), fatigue (5 mg: 2.1%, 10 mg: 1.5%), 
urinary tract infection (5 mg: 0.7%, 10 mg: 2.1%).1

WHEN DAY 
TURNS TO NIGHT

CONSIDER

INSOMNIA TREATMENT:

The only orexin receptor 
antagonist indicated in insomnia.*

DAYVIGOTM is a trademark of Eisai R&D Management Co., Ltd. and is licensed to Eisai Inc.
Eisai Limited, 6925 Century Avenue, Suite 701, Mississauga, Ontario  L5N 7K2  © 2021 Eisai Limited. All rights reserved.

Eisai_Dayvigo_BCMJ_Dec2021.indd   1 2021-11-11   11:27 AM
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Shared care

G ood news: people are healthier and 
living longer. However, if a person’s 
quality of life in their final years is at 

a bare minimum, and they can no longer en-
gage with others, or in activities that previously 
gave them joy, the news might not be so good. 
Sadly, this is the situation for over 1.5 million 
Canadians who live with 
frailty, a state of “increased 
vulnerability and func-
tional impairment that is 
caused by an accumulation 
of multisystemic decline”1 
that poses significant risk 
to an individual’s quality 
of life and their potential 
for a healthy and happy old age. As our elderly 
population increases, so does the number of 
people living with frailty. It is projected that 
well over 2 million Canadians may be living 
with frailty within the next 10 years.2 

Scope of impact and prevention
With increased understanding of the negative 
impact of frailty, not just on the individual but 
also on partners, caregivers, family, the health 
system, and society as a whole, there has been 
a growing commitment by the health sector, 
government, and community organizations to 
prioritize prevention. Identifying risk factors 
early and instituting measures to address them 
can prevent, reduce, or even reverse factors asso-
ciated with frailty such as deteriorating mental 
health and cognition, social isolation, risk of 
falls, and decreased mobility. 

Physicians can play an important role in 
prevention and are well situated to identify 
and screen for warning signs in their patients’ 

Collaborating as partners and 
communities to prevent frailty

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

health, and to help raise awareness of risks with 
their patients. 

Supporting early interventions to miti-
gate those risks, such as medication reviews, 
geriatric assessments, care planning, and en-
couraging exercise and social interaction, can 
significantly influence the trajectory of a per-

son’s life and the lives of 
those around them. Many 
physicians are already 
engaged in this work 
through their practice, 
Doctors of BC initiatives, 
and the Joint Collabora-
tive Committees. 

Raising awareness and facilitating 
partnerships 
Raising awareness of how to prevent and man-
age frailty has been a focus of Dr Grace Park’s 
work in her capacity as regional medical director 
of home health/specialized community health 
services for the complex medical/frail at Fraser 
Health. Dr Park has also been involved with 
and shared her knowledge, tools, and resources 
with physicians and project teams as part of the 
Shared Care Committee’s Coordinating Com-
plex Care for Older Adults initiative.3 

Building networks of health and 
social community supports 
In a recorded webinar4 hosted by Shared Care, 
Dr Park and geriatrician Dr Belinda Rodis de-
scribe how their CARES (Community Actions 
& Resources Empowering Seniors) model, cur-
rently available in Fraser Health, is facilitating 
health and community partnerships to support 
those most at risk. They also describe how re-
sources and coaching are helping patients stay 
well and independent in their communities. 

Funded by the Canadian government and 
the United Way, the CARES model includes an 
innovative social prescribing component, which 
allows medical practitioners to refer patients to 

a network of community supports, including 
exercise and social programs to improve health 
and well-being. First pioneered in the UK, this 
practice is gaining a foothold in Canada and 

Resources 

BC Guidelines: Frailty in Older Adults—
Early Identification and Management: 
www2.gov.bc.ca/gov/content/health/
practitioner-professional-resources/ 
bc-guidelines/frailty#_ftn1

Canadian Frailty Network: www.cfn-nce.ca

Doctors of BC Policy Statement: Healthy 
Aging and Preventing Frailty:  
www.doctorsofbc.ca/sites/default/ 
files/health_aging_and_preventing 
_frailty_policy_statement.pdf

Doctors of BC: Stay Active, Stay Safe—
Physical Activity Resources and Recom-
mendations for Older Adults During 
COVID-19: www.doctorsofbc.ca/sites/
default/files/stay_active_stay_safe 
_resources.pdf

Fraser Health: Frailty Management for 
Health Aging: http://medicalstaff 
.fraserhealth.ca/Clinical-Resources/ 
#FrailtyManagement

Shared Care, “How to reduce risks of frailty 
for healthy aging” brochure:  
https://sharedcarebc.ca/resources/
frailty-prevention-toolkit

Pathways BC (search by community  
for seniors’ activities):  
https://pathwaysbc.ca/login

Webinar: Frailty Management in Primary 
Care: A CARES Model: www.youtube 
.com/watch?v=HvegXXvrKjs&t=2319s

It is projected that well 
over 2 million Canadians 
may be living with frailty 
within the next 10 years. 
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has spread across communities in Fraser Health, 
with opportunities to be adopted elsewhere. 

Brochure highlighting steps to 
AVOID, reduce, or reverse frailty
Building on these knowledge-transfer activi-
ties, Dr Park has worked with Shared Care to 
create a brochure for doctors to share with their 
patients on five key frailty prevention strategies. 
These can be easily remembered through the 
Canadian Frailty Network’s acronym, AVOID 
(activity, vaccination, optimizing medications, 
interaction, diet). 

The brochure “How to reduce risks of 
frailty for healthy aging” has been designed 
to easily fit in a person’s purse or pocket by 
printing an 8.5 x 11 page and folding it in half 
twice. Color and black-and-white versions are 
available at https://sharedcarebc.ca/resources/
frailty-prevention-toolkit.

To explore your own frailty prevention 
or collaborative project as part of the Co-
ordinating Complex Care for Older Adults 
initiative, contact your local Shared Care 
Liaison (https://sharedcarebc.ca/about-us/
committee-members/our-team). n
—Jiwei Li, MD
Co-Chair, Shared Care Committee 
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BCMJ Blog: Coping with the complicated feelings that 
come with loss

I had anticipated profound sadness when the inevitable 
happened, but I was unprepared for other complicated 
and conflicting feelings.

Read the post: bcmj.org/blog/coping-complicated 
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guest editorial�  

Gender-affirming care in 
British Columbia, Part 2

T he care of transgender and gender-
questioning children, especially youth, 
is an area of controversy in many ju-

risdictions. Some authorities question the ca-
pacity of youth to provide 
truly informed consent 
for a medical treatment 
that is completely (e.g., 
puberty blockers) or par-
tially (e.g., gender-affirm-
ing hormones) reversible. 
Clinicians must balance 
their mandate to deliver 
“family-centred care,” 
which views provision 
of health care for youth 
ideally as a mutual deci-
sion between parent and 
patient, with the ethical 
standard of autonomy for the adolescent, whose 
gender identity only they can fully know. For 
most transgender youth, parental support is the 
major prognostic factor that determines how 
successful they will be in their transition. Yet 
not all parents are supportive of their transgen-
der youth, and some are even openly malicious. 
However, BC has a strong medical, legal, and 
ethical framework that underpins the provi-
sion of thoughtful, safe, and tailored care to 

transgender youth so that they may achieve 
their gender-affirming goals. 

This second of two BCMJ issues on gender-
affirming care in British Columbia features 

three important areas in 
transgender and gender- 
diverse health care: BC 
law with respect to mi-
nors consenting to hor-
mone therapy and surgery, 
including recent BC court 
decisions; sexual health of 
transgender and gender-
diverse patients, includ-
ing contraception options; 
and reproductive health 
of those patients, includ-
ing available reproductive  
options. n

—Gail Knudson, MD, MEd, FRCPC 

—barbara findlay, MA, LLB, QC 

—Daniel L. Metzger, MD, FAAP, FRCPC 

Competing interests
Dr Knudson receives an annual honorarium for 
serving as a co-chair of the WPATH Global Educa-
tion Institute.

Gail Knudson, MD, MEd, FRCPC

Daniel L. Metzger, MD, FAAP, FRCPC

barbara findlay, MA, LLB, QC 

This editorial has been peer reviewed.

BC has a strong 
medical, legal, and 

ethical framework that 
underpins the provision

of thoughtful, safe, 
and tailored care to 
transgender youth 

so that they may 
achieve their gender-

affirming goals.
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ABSTRACT: Medical care providers have specific 
legal duties in relation to youth: to respect their 
human rights and to assess their capacity to con-
sent to treatment. In AB v CD (2020), the BC Court of 
Appeal clarified the responsibilities of health care 
providers when their patient is under 19 years of 
age,1 addressed how the Infants Act2 and Family 
Law Act3 apply in situations where youth and par-
ents disagree about medical treatment.4 The Court 
confirmed that under the law, health care provid-
ers, not parents, are responsible for two things: 
assessing the capacity of a minor patient to consent 
to a treatment and determining whether a treat-
ment is in the best interest of that patient. Where a 
health care provider assesses a young person to be 
capable and concludes that the treatment is in their 
best interests, the young person alone has author-
ity to consent to or refuse treatment. In providing 
health care to a youth, providers’ responsibilities 
are subject to the scrutiny of their professional 
bodies and human rights tribunals. 

barbara findlay, QC 

Legal rights of 
transgender youth 
seeking medical care 
BC law regarding transgender youth consent to gender-
affirming medical treatment is unambiguous: the youth 
has exclusive right—provided certain conditions are met 
by their health care provider.

barbara findlay, QC, has been legal counsel 
for transgender people for more than 25 
years. She was co-counsel in the case of AB v 
CD, a 2020 decision of the BC Court of Appeal 
determining the right of transgender youth to 
consent to medical care. She is also the 2022 
recipient of the Canadian Bar Association’s 
Louis St-Laurent Award of Excellence, 
recognizing a lifetime of outstanding service.

This article has been peer reviewed.

Who decides? Minors’ consent to 
health care 
AB v CD and EF (2019)5 is a case in which AB, 
a transgender youth, sought gender-affirming 
medical treatment at age 13. His gender clin-
ic endocrinologist, Dr GH, recommended 
puberty-delaying hormone therapy; his father, 
CD, disagreed.6 Both AB and CD went to 
court: AB for a decision that he was entitled to 
consent to the recommended hormone therapy; 
CD to prevent that treatment. 

The trial judge dismissed CD’s application 
for an injunction preventing treatment, which 
enabled treatment to proceed. The trial judge 
held that CD’s guardianship right to determine 
medical care for his child was limited by sec-
tion 41(f ) of the Family Law Act (2011), which 
specifies that a guardian’s rights are subject to 
s 17 of the Infants Act (1996).7 Under s 17 of 
the Infants Act (1996),8 if a minor understands 
a proposed treatment and its consequences, and 
the minor’s medical provider finds the minor 

1.	 The Age of Majority Act RSBC 1996 c 7 sets the age of majority in BC at 19.
2.	 Infants Act RSBC 1996 c 223. Though it is called the “Infants Act,” it applies to anyone under the age of majority.
3.	 Family Law Act SBC 2011 c 25
4.	 AB v CD 2020 BCCA 11. This case was an appeal from AB v CD and EF 2019 BCSC 254. In that case, the BC Su-

preme Court held that AB had the exclusive right to consent to treatment. The Court of Appeal confirmed the trial 
court’s decision. 

5.	 The legal situation for transgender youth is outlined in Houson (2020) and Day (2008).
6.	 Because the World Professional Association for Transgender Health (WPATH) recommends a psychological assess-

ment for youth, AB had already had an assessment by a psychologist before he was referred to the Gender Clinic. 
WPATH Standards of Care: www.wpath.org/publications/soc. 

7.	 AB v CD and EF 2019 BCSC 254. There were also many other issues in the case before the initial Supreme Court 
order, after that order but before the hearing in the Court of Appeal, at the Court of Appeal, and after the decision 
in the Court of Appeal, which are not addressed in this case note.

8.	 Infants Act RSBC 1996 c 223. Section 17 provides the following:
	 17(1) In this section:
	 “health care” means anything that is done for a therapeutic, preventive, palliative, diagnostic, cosmetic or other health 

related purpose, and includes a course of health care; 
	 “health care provider” includes a person licensed, certified or registered in British Columbia to provide health care.
	 (2) Subject to subsection (3), an infant may consent to health care whether or not that health care would, in the absence 

of consent, constitute a trespass to the infant’s person, and if an infant provides that consent, the consent is effective 
and it is not necessary to obtain a consent to the health care from the infant’s parent or guardian.

	 (3) A request for or consent, agreement or acquiescence to health care by an infant does not constitute consent to the 
health care for the purposes of subsection (2) unless the health care provider providing the health care
	 (a) has explained to the infant and has been satisfied that the infant understands the nature and consequences and 

the reasonably foreseeable benefits and risks of the health care, and
	 (b) has made reasonable efforts to determine and has concluded that the health care is in the infant’s best interest.
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competent and the treatment to be in the best 
interest of the minor, the minor has the exclu-
sive right to consent to the treatment. So the 
court held that AB was exclusively entitled to 
consent; his father could not intervene. The BC 
Court of Appeal agreed.9

There have been two further cases in which a 
parent who does not support their child’s gender 
identity has sought to have treatment for the 
child postponed. In A.M. v Dr. F,10 a parent 
obtained an order without advising the other 
parties they were seeking an order, restraining 
surgery. However, that order was set aside, the 
proceeding was dismissed, and an order was 
made that the dissenting parent could not start 
another proceeding about the same issues. And 
in G.M.S v Dr. Z,11 a parent’s request for an 
injunction was denied. So in BC, the law about 
consent to treatment by transgender youth is 
unambiguous. 

Duties of care providers in providing 
medical care to minors12

Health care providers have two statutory du-
ties under the Infants Act (1996) in relation 
to youth seeking care. They must assess the 
youth to be capable of making an informed 
decision about their health care, and they must 
determine that the proposed treatment is in the 
youth’s best interests. 

In the absence of the Infants Act, a youth’s 
parents would have the right and responsibility 

to determine their child’s best interests and 
decide their child’s medical care. But the Fam-
ily Law Act, which specifies what rights and 
responsibilities parents have in relation to 
their children, specifies that parents’ right to 
consent to medical care for their child ends 
when their child is mature enough to make 
their own decisions under the Infants Act.13 
The same rules apply to a child in care: the 
child decides, if they are determined capable 
by their doctor.14

Once a youth’s care provider concludes that 
the minor is able to understand a proposed 
treatment and its potential risks and benefits, 
and that the treatment is in the minor’s best 
interests, then the minor has the exclusive right 
to consent to treatment. The parents (or the 
ministry, if the youth is in care) are not entitled 
to decide what is in the child’s best interests 
They can neither consent nor refuse consent 
to the treatment. Note that there is no specific 
age cutoff in BC: a minor may be competent to 
decide about a particular medical treatment15 
at a young age, depending on the nature of the 
treatment and the minor’s maturity. 

Assessing youth capacity
If a patient is a under 19 years of age, the first 
question is always, who is entitled to consent 
to or refuse a medical treatment16—the youth, 
or the youth’s parents? That question depends 
on whether the youth has capacity to consent.

To assess a minor’s capacity, the care provider 
must explain and be satisfied that the youth un-
derstands the nature of a proposed treatment, 
including the reasons for the treatment, the alter-
natives, and the reasonably foreseeable risks and 
benefits.17 No special assessment form or process 
is required. It need not be done in writing.

If the care provider concludes that a youth is 
capable, the care provider also has a duty under 
the Infants Act (1996) to make reasonable ef-
forts to determine whether the proposed treat-
ment is in the best interest of the minor, and to 
conclude what is in the minor’s best interests. 
The law does not specify what “reasonable ef-
forts to determine” entails. 

Finally, if a minor is capable and the care 
provider believes a treatment to be in the best 
interests of the minor, the care provider will 
elicit the youth’s consent, or refusal to consent, 
to the treatment.18 The care provider is not per-
mitted to seek consent from a child’s parent. 

While the Court of Appeal encourages pa-
rental involvement, where possible, in the con-
sideration of medical decisions a minor might 
make, where a minor has capacity, the health 
care provider must respect the confidential-
ity of the patient’s information and must seek 
the minor’s consent to include their parents in 
discussions about treatment.19 One of the risk 
factors for transgender youth, in particular, is a 
lack of parental support, which could be caused 
or exacerbated by inappropriate disclosures by a 

9.	 2020 BCCA 11. Names of the parties and medical witnesses were anonymized by the court, which also issued a publication ban on information that might lead to the identifica-
tion of parties or treating professionals, in light of the risk to AB of being outed and the experience of health professionals with online abuse when their names were known. 

10.	A.M. v Dr. F 2021 BCSC 32. www.canlii.org/en/bc/bcsc/doc/2021/2021bcsc32/2021bcsc32.html?searchUrlHash=AAAAAQAddHJhbnNnZW5kZXIgc3VyZ2VyeSB2ZXhhd
GlvdXMAAAAAAQ&resultIndex=2.

11.	G.M.S. v Dr. Z 2021 BCSC 1915
12.	Though some health authorities or other agencies have policies or guidelines for assessing capability and consent, they do not necessarily address the situation of patients who 

are minors. See, for example, Vancouver Coastal Health’s “Capability and Consent Tool”: https://vch.eduhealth.ca/PDFs/IB/IB.100.C33.pdf; the Canadian Mental Health 
Association’s Information Sharing in the Context of Mental Health and Substance Use in British Columbia: https://www2.gov.bc.ca/assets/gov/health/managing-your-health/
mental-health-substance-use/information-sharing/information-sharing-adult-2016-final.pdf; and HealthLink BC’s “The Infants Act, Mature Minor Consent and Immunization”: 
www.healthlinkbc.ca/healthlinkbc-files/infants-act-mature-minor-consent-and-immunization. There is an excellent handout by BC Children’s Hospital and BC Women’s Hospital 
and Health Centre—“Consent to Health Care: A Guide for Young People”: www.bcchildrens.ca/transition-to-adult-care/Documents/ConsentforHealthcareAGuideforYouth.pdf.

13.	Family Law Act SBC 2011 c 25
14.	Child, Family and Community Service Act, RSBC 1996 c 46 s 25, 32, 47
15.	The Court of Appeal was clear that a minor who is capable of consenting to a treatment (for example, to sew up a cut) may not be capable of consenting to all medical treatments 

(for example, a much more complex physical issue or treatment plan); that assessment is up to the care provider.
16.	The Court of Appeal was clear that a youth’s competence must be assessed with respect to any treatment. For example, a finding by a doctor that the youth is capable to consent 

to treatment of a broken leg would not automatically mean the youth is capable to consent to hormone treatments. 
17.	Clark BA, Virani A, Saewyc EM. “The edge of harm and help”: Ethical considerations in the care of transgender youth with complex family situations. Ethics & Behavior 

2019;30:161-180.
18.	If the care provider concluded that a youth was not capable of making the health care decision, the youth’s parents would make the decision. 
19.	BC Freedom of Information and Privacy Association. Health information privacy in British Columbia: children and teenagers. n.d. www.healthinfoprivacybc.ca/confidentiality/

children-and-teenagers.
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health care provider.20 Though no case has de-
cided the issue directly, it is likely that a minor 
would have to consent to the release of their 
records to their parents, because creating records 
is part of health care.21

Old law; new application 
The Court of Appeal decision is not new law. 
Section 17 of the Infants Act has been part 
of the laws of BC since 1996. So this case is 
old law applied to a new situation—hormone 
therapy for transgender youth.22

While it is technically possible for a par-
ent to challenge23 the decision of a health care 
provider to treat a minor without parental con-
sent,24 the Court of Appeal has clarified that the 
challenge will be successful only if a parent can 
show that the care provider has not followed 
the Infants Act: that the youth does not have 
legal capacity to consent to the health care, or 
that the health care provider has failed to ex-
plain the treatment and its risks and benefits, 
or that the health care provider has failed to 
make efforts to determine and conclude that 
the health care is in the youth’s best interests. 
A challenge will never be successful if the chal-
lenging parent just has a different opinion than 
the health care provider about the child’s best 
interests in relation to the care. 

Professional complaint 
Care providers who provide gender-affirming 
care may have a complaint made against them to 
their professional body by an objecting parent. 
Such a complaint can threaten the privacy of 

the care provider, the patient, and other people 
adjacent to the main players.

In a recent complaint about the medical 
care of a transgender youth, the Health Pro-
fessions Review Board decided that the Col-
lege of Psychologists be allowed to redact the 
names of people who had written unsolicited 
letters of support for the registrant (medical 
professional).25 

In a separate decision, the same board 
held that a letter against a medical profes-
sional whom the complainant could not iden-
tify because the registrant was the subject of a 
court-issued sealing order with respect to their 
identity was a “complaint,” notwithstanding 
that the registrant was not identifiable by the 
complainant. The board held that the College 
of Physicians and Surgeons had incorrectly 
failed to investigate the complaint because the 
registrant’s identity was shielded by a sealing 
order. The College had to take reasonable steps 
to identify the registrant apart from the ma-
terials prohibited from being disclosed by the 
court’s orders.26

Human rights of young transgender 
patients 
In addition to having the right to consent to 
medical care as soon as they are capable, trans-
gender youth have the right to have their human 
rights respected in the receipt of medical care. 
Research has shown that transgender people 
avoid seeking medical care because they are not 
confident that they will be treated respectfully.27

Both federal and provincial human rights 

laws protect transgender people from discrimi-
nation in the provision of services, including 
medical care, on the basis of gender identity or 
gender expression. That is, legal recognition that 
gender identity (one’s internal sense of gender), 
trumps one’s sex (the gender one is assigned at 
birth). Transgender people in BC can have their 
birth certificates legally changed so that the 
gender marker matches their gender identity; 
currently, they can request a birth certificate and 
other identity documents showing M, F, or X.28 

The biggest challenge to accommodating 
transgender people is to understand that the 
law recognizes a difference between an indi-
vidual’s sex and their gender identity, and that 
the law says that transgender people have the 
right to the recognition of their gender identity 
(through the use of appropriate names, pro-
nouns, and so on) rather than being processed 
on the basis of their gender assigned at birth. 

To ensure that the right of transgender pa-
tients to have their gender identity respected, 
health care providers may be required to make 
some modifications to their practice. In particu-
lar, health care providers should review their in-
take forms to ensure that patients are addressed 
by their preferred name and pronouns, provide 
training for staff so that they do not misgender 
waiting patients, and ensure that washrooms 
are transgender-inclusive. 

Best practice is never to rely on the MSP-
supplied gender marker that is associated with 
an individual’s health card because that gender 
marker reflects a patient’s birth-assigned sex, 
not their gender identity. 

20.	Researchers of transgender teen health found that 1 in 3 youth did not have an adult in their family that they could talk to about problems, and 7 in 10 felt their family did not 
understand them. When they felt cared about and supported by family, they reported better health. Veale J, Saewyc E, Frohard-Dourlent H, Dobson S, Clark B, and the Canadian 
Trans Youth Health Survey Research Group. Being safe, being me: Results of the Canadian Trans Youth Health Survey. Vancouver, BC: Stigma and Resilience among Vulnerable 
Youth Centre, School of Nursing, University of British Columbia. 2015. www.saravyc.ubc.ca/2018/05/06/trans-youth-health-survey/.

21.	Health care is defined in s 17(1) of the Infants Act as follows: “health care” means anything that is done for a therapeutic, preventive, preventive palliative, diagnostic, cosmetic or 
other health related purpose, and includes a course of health care.” That definition likely includes medical records. And nonconsensual release of a transgender person’s records may 
also constitute discrimination under the Human Rights Code.

22.	It has been applied, for example, in an Alberta case concerning the right of a teenager to consent to an abortion (J.S.C. v Wren, 1986 ABCA 249 (CanLII), and in a BC case out-
lining a surgeon’s responsibility to explain a procedure to a 12-year-old patient, and holding that explaining the choices to the patient’s parents was inadequate. 

23.	Anyone can sue anyone at any time for any reason: the question is whether they will win.
24.	“Health care provider” includes a person licensed, certified, or registered to provide health care in BC: Infants Act s 17(1).
25.	Complainant v College of Psychologists of British Columbia (No. 1) 2021 BCHPRB 51 
26.	Complainant v College of Physicians and Surgeons of British Columbia (No. 1), 2021 BCHPRB 85
27.	Winter S, Diamond, M, Green J, et al. Transgender people: Health at the margins of society. Lancet 2016;388:390-400.; Trans PULSE Canada Team. Health and health care ac-

cess for trans and non-binary people in Canada: National, provincial, and territorial results. 2020. https://transpulsecanada.ca/results/report-1/.
28.	For a description of the process to change gender designation on a birth certificate, see BC Vital Statistics Agency: www2.gov.bc.ca/gov/content/life-events/birth-adoption/births/

birth-certificates/change-of-gender-designation-on-birth-certificates.Currently, the American Medical Association is advocating that there be no gender markers on public-facing 
birth certificates, a result already adopted in some Canadian provinces: www.webmd.com/a-to-z-guides/news/20210616/remove-sex-from-public-birth-certificates-ama-says. 
Retrieved 3 February 2022.
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Practitioners also need to be careful about 
when and how they request information about 
a patient’s reproductive organs. Do not ask un-
less the information is necessary; then, ask in a 
way that makes no assumptions based on the 
patient’s name, MSP gender marker, appear-
ance, voice, and so on. 

Even if a health care provider disagrees with 
a proposed treatment for a transgender youth, 
the health care provider is required to respect 
the human rights of the patient. Even if a health 
care provider offers the names of other care 
providers who will offer care to a transgender 
person, the health care provider may not escape 
liability for a human rights violation. In Korn 
v Potter (1996),29 a physician whose name had 
been disseminated in litigation between former 
lesbian patients decided he would no longer 
offer insemination to lesbians. He referred a 
lesbian couple to other physicians. The physician 
was found to have discriminated against the 
couple on the basis of their sexual orientation. 
The BC Supreme Court refused an appeal from 
a human rights finding of discrimination, even 
though the College of Physicians and Surgeons 
had dismissed a complaint against the doctor. 
So, if a health care provider does not want to 
provide medical care to a transgender person 
for their own reasons, they should seek legal 
advice about how to fulfill their professional 
and legal obligations to that patient.30

Practice points
Consider the following:
•	 What are your procedures for determining 

whether a youth is capable of consent under 
s 17 of the Infants Act?
•	 How do you determine if a youth is ca-

pable of understanding the treatment 
and, therefore, is entitled exclusively to 
consent to treatment? 

•	 How do you decide if the treatment is 
in the youth’s best interest?

•	 Do you document your determination on 
your file?

•	 Do you explain your decision to the youth 
so that they are aware that they are the 
decision-maker? 

•	 Once you have determined that your pa-
tient is a mature minor, do you seek their 
consent before disclosing information to 
their parents?
•	 Do you make sure that your staff are 

aware not to communicate with the mi-
nor’s parents without consent?

•	 Do you, with the youth’s consent, explain 
to their parents that the youth is exclusively 
entitled to consent to care? 

•	 If you have a consent form, does the form 
contain either parental consent or the con-
sent of the mature minor, but not both? 

•	 Have you reviewed your intake and all other 
office forms and databases to ensure that 
your patients’ gender is recorded only when 
required, and where recorded, matches their 
gender identity? 

•	 Can a nonbinary transgender person use the 
washroom in your office? Is the washroom 
explicitly transgender-welcoming? n 
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ABSTRACT: Healthy sexual practices should be inte-
grated into gender-affirming health care. People 
with reproductive potential should be offered 
counseling on contraception, emergency contra-
ception, abortion, fertility, fertility preservation, and 
antenatal, intrapartum, and postpartum care. Use 
of gender-affirming hormones, including testoster-
one, estrogen, estrogen blockers, progestins, and 
gonadotropin-releasing hormone agonists, cannot 
be relied upon for contraception. Patients should 
be informed that an absence of bleeding does not 
equate to an absence of ovulation. Many contra-
ceptive options, including combined hormonal 
contraception (pill, patch, ring) and progestin-
only methods (pill, depot medroxyprogesterone 
acetate), can be provided without the need for 
an internal examination. Patients should be sup-
ported in deciding if intrauterine device placement 
is conducted in the office or operating room (with 
procedural sedation, general anesthesia). 

Nicole J. Todd, MD, FRCSC

At risk of pregnancy? 
Contraception for transgender, 
nonbinary, gender-diverse, and  
Two Spirit patients
Gender-affirming contraception counseling should consider the 
patient’s reproductive goals; contraceptive options, risks, benefits, and 
side effects; and potential contributors to gender dysphoria. 

Dr Todd is a clinical associate professor in 
the Faculty of Medicine, Department of 
Obstetrics and Gynaecology, University of 
British Columbia. She runs several adult 
and pediatric complex reproductive care 
clinics in Vancouver. 

This article has been peer reviewed.

H ealthy sexual practices should be inte-
grated into gender-affirming health 
care. People with reproductive poten-

tial should be screened for and offered contra-
ception.1 Despite this, the reproductive needs of 
transgender, gender nonbinary, gender-diverse, 
and Two Spirit people (TGD), including the 
need for contraception, emergency contracep-
tion, abortion, fertility, fertility preservation, and 
antenatal, intrapartum, and postpartum care, 
have not been rigorously studied. The recom-
mendations provided here are based on best 
available evidence and expert opinion. Fur-
ther complex reproductive care in BC can be 
accessed through the Rapid Access to Con-
sultative Expertise (RACE) line, Trans Care 
BC, and the Complex Contraception Clinic at 
BC Women’s Hospital and Health Centre. My 
intention is to help nurses, nurse practitioners, 
family physicians, midwives, and specialists 
integrate contraception into the care of TGD 
patients. This discussion is limited primarily to 
those who were assigned female at birth. 

Background
TGD people experience barriers in accessing 
contraceptive care due to previous trauma, stig-
matizing experiences, lack of gender-affirming 
health care environments, and limited health 
care practitioner knowledge.2 Participants in 
one study felt that only 50% of health care pro-
viders were trained to provide inclusive and 

gender-affirming sexual health care.2 Access-
ing experienced providers may require travel 
to urban settings, which is not always possi-
ble. Measures taken to control the spread of 
COVID-19 have demonstrated that contra-
ception counseling can be conducted via tele-
health, and acceptable contraceptive methods 
can be provided at the time of consultation or 
accessed through a local provider.3 People who 
engage in sexual activity and have reproduc-
tive potential should be offered comprehen-
sive family planning counseling. In one study, 
when TGD people accessed health care, ap-
proximately half indicated contraception was 
not offered.4 Additional barriers include being 
misgendered and receiving counseling about 
methods that do not align with the patient’s 
sexual behavior.2 As one patient related, “not 
everybody who’s getting contraception or who’s 
getting an abortion is a woman.”2 Unintended 
pregnancy has medical, social, psychological, 
and economic repercussions. Adding to this, 
testosterone is a teratogen due to the potential 
for virilization of a female fetus. Sixty percent of 
transgender males in one study reported using 
contraception, similar to US rates for cisgen-
dered women.5 Another study conducted at a 
well-known transgender-inclusive primary care 
practice noted 85.3% of patients acknowledged 
having used contraceptives, with 37.3% cur-
rently using them.6 It should not be assumed 
that TGD people do not desire fertility. In one 
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study, most participants desired having a family; 
25% desired pregnancy.5 The overall pregnancy 
rate among TGD people is not known. The 
Canadian Trans Youth Health Survey showed 
that transgender youth have been pregnant or 
gotten someone pregnant at the same rate as 
their cisgender counterparts.7 A US survey of 
adult TGD people found that 17% had experi-
enced pregnancy, and 12% of them had accessed 
abortion.5 Another US study identified a 5.3% 
pregnancy rate among a TGD population, with 
3.3% giving birth.6 Based on these data, family 
building, future fertility, and fertility preserva-
tion should be discussed with all patients.8 

Gender-affirming hormone treatments, in-
cluding testosterone, estrogen, estrogen block-
ers, progestins, and gonadotropin-releasing 
hormone agonists, are not contraceptives. In 
studies, 16% to 20% of testosterone users be-
lieved they had adequate contraception by using 
testosterone.5,9 In one of those studies, 5% of 
patients reported that their health care prac-
titioner had indicated that testosterone treat-
ment was a contraceptive.5 Amenorrhea can 
occur by 6 months of testosterone use, which 
may falsely reassure users. Patients should not 
be reassured that absence of bleeding equates 
to an absence of ovulation.1 The physiology of 
impaired ovulation due to testosterone use is 
not completely understood.10 The amenorrhea 
experienced can be a result of endometrial at-
rophy and/or anovulation, which makes it an 
inadequate marker of fertility.1 Additionally, 
the dosages of testosterone used are meant to 
be physiologic, not suppressive.10 In one review, 
no studies demonstrated complete suppression 
of follicle stimulating hormone and luteiniz-
ing hormone with testosterone use.10 Another 
observational study indicated rapid suppression 
of the hypothalamic-pituitary-gonadal axis, 
but the suppression was not consistent with 
ongoing use, which can lead to potential ovula-
tory events.11 Additional contributing factors to 
inconsistent anovulation include patient com-
pliance with treatment and switching between 
testosterone preparations.10 

All contraceptive counseling should be-
gin with a recommendation for long-acting 
reversible contraception as first-line therapy. 
Discussions about each method should in-
clude compliance, duration of use, efficacy, and 

noncontraceptive benefits. Emphasis should be 
placed on shared decision making, and should 
include patient preference, noncontraceptive 
benefits, and informed choice that acknowl-
edges a lack of high-quality research.1 TGD 
patients have a higher rate of previous sexual 
trauma and violence than non-TGD patients, 
which may influence their choice of contracep-
tion (i.e., avoidance of internal examinations).1 
Additionally, patients may wish to avoid gen-
dered experiences of being on “birth control,” 
experiencing bleeding and cramping, or needing 
to insert the contraceptive device (combined 
hormonal contraceptive ring, contraceptive 
sponge).1 Contraceptive counseling should con-
sider potential contributors to gender dyspho-
ria: anatomical (internal examinations, placing 
medication/barrier protection internally), func-
tional (dysmenorrhea, bleeding), medication 
administration (daily reminder), medication 
interactions (feminizing effects, chest/breast 
tenderness), ease of discontinuation, and con-
cealed methods.10 The use of gendered terms 
should be avoided when discussing contracep-
tive options, risks, benefits, and side effects. 
Instead of saying “this will stop your period,” 
try “the medication will stop your bleeding.” 
It is imperative that health care practitioners 
ensure patients are provided with contraceptive 
methods that are the most acceptable to them 
and have the least risk. 

Taking a sexual history
Clinics that do not provide gender-affirming 
care present a major barrier to TGD people in 
accessing health services.2,9 Offices should be 
inclusive and respectful. This starts at the front 
door, with inclusive signage, clinic greetings, 
waiting areas, and patient information. At intake, 
patients should be asked for their preferred name 
and pronouns, and this information should be 
reassessed periodically for any changes. Dis-
crepancies between legal documents and the 
patient’s preference should be flagged. 

Health care training programs need to in-
clude gender-affirming care in their curriculum. 
Training should extend to all office and tempo-
rary staff in order to provide an inclusive experi-
ence. Handouts should be reviewed regularly to 
ensure they use inclusive language.2 The Repro-
ductive Health Access Project has one such op-
tion: Birth Control across the Gender Spectrum 
(www.reproductiveaccess.org/wp-content/up-
loads/2018/06/bc-across-gender-spectrum.pdf ). 

Patients should also be asked about their 
preference of language used for body parts.2,12 
Health care practitioners could consider inte-
grating an “anatomy inventory” into patient 
charts.10 Patients should not only be asked if 
they are sexually active, but what types of sexual 
activity they are engaged in. Asking about the 
gender and sex of partners is also important 
[Box]. 

Do you have sex? 

What are the gender or genders and bodies of your partner(s)? 

How do you have sex with them?  

What body parts do you use for sex?  

Which of your body parts touch other people’s body parts?  

What parts go where?

Are you at risk of pregnancy?  

Do you use anything to prevent this?  

Do you have plans to build a family?  

Do you plan on achieving a pregnancy in the future?

Adapted from “Society of Family Planning clinical recommendations: Contraceptive counseling for transgender and 
gender diverse people who were female sex assigned at birth”,1 “Sexual and reproductive health considerations among 
transgender and gender-expansive youth”,8 and “Contraception across the transmasculine spectrum”.10

Box. Taking an inclusive sexual history. 
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Contraceptive methods
Condoms, combined oral contraceptives, and 
intrauterine devices (IUDs) are the most com-
monly reported contraceptives used by sexu-
ally active TGD people with reproductive 
potential.2,5,6 Common reasons for discon-
tinuing combined oral contraceptives include 
side effects and concerns regarding estrogen.5 
Long-acting reversible contraceptives (IUD, 
subdermal progestin implant) are used infre-
quently by TGD people; however, in one study, 
these methods were used more commonly by 
TGD people than the US cisgendered female 
population (12.7% versus 10.0% for IUD; 2.5% 
versus 1.0% for implant).5 It is likely that TGD 
people use IUDs at approximately the same 
rate, if not slightly greater, as the cisgendered 
population.6 TGD people value contraceptive 
choices that prioritize high rates of bleeding 
suppression, low side effects, hormone-free op-
tions, and avoidance of dysphoria.2 TGD people 
may experience financial barriers in accessing 
contraception, which lends further support to 
funded contraceptive programs.2

Gender-affirming hormonal treatment is 
not a contraindication to contraception.1,10,12 
The Society of Obstetricians and Gynaeco-
logists of Canada, the Centers for Disease 
Control, and the World Health Organization 
provide comprehensive reviews of relative and 
absolute contraindications to contraception.13-18 
The US Medical Eligibility Criteria for Contra-
ceptive Use has an excellent app to help health 
care practitioners incorporate pre-existing 
health conditions into a safe contraceptive plan. 
Medical history should include actual and theo-
retical side effects of gender-affirming treat-
ment. Testosterone use has a theoretical risk of 
polycythemia, dyslipidemia, liver inflammation, 
diabetes, cardiovascular disease, and hyperten-
sion.19 Estrogen use has a theoretical increased 
risk of venous thromboembolism, cholelithiasis, 
dyslipidemia, liver inflammation, diabetes, car-
diovascular disease, hypertension, breast cancer, 
and benign pituitary tumors.19 Progestin use 
has a theoretical risk of cardiovascular disease, 
breast cancer, mood changes, dyslipidemia, and 
hypertension.19 Shared decision making, using 
a harm-reduction lens, may need to be applied 
to people with relative and/or absolute contra-
indications to contraception in order to generate 

a contraceptive plan if low-risk methods are 
unacceptable. These patients can be referred to 
a specialist for complex contraceptive counsel-
ing. Consultations can be held in person or via 
telehealth.3

Prior to initiation of contraceptive methods, 
only blood pressure needs to be documented. 
Patients can self-collect for sexually transmit-
ted infection (STI) screening, and this should 
not be a barrier to providing a contraceptive 
method. Internal examinations are required 
only for IUD insertions.8 

Barrier methods
Among the TGD population who are at risk 
of pregnancy, condoms are the most commonly 
used contraceptive method, followed by oral 
contraceptives and IUDs.6,9 Barrier methods 
include chemical and mechanical options.1,18 
These methods are coitally dependent, and 
rely on user access and proper placement to be 
effective.1,18 Sexually active people should be 
counseled on the importance of dual protec-
tion, to allow for contraception (if applicable), 
and barrier methods (contraception and STI 
prevention). Discussions about condom use 
should refer to external and internal condoms 
rather than male and female condoms. The typi-
cal use failure rate is 18% for external condoms 
and 21% for internal condoms.1,18 

Internal barriers include internal condoms, 
diaphragms, and cervical caps. Both diaphragms 
and cervical caps require fitting by a trained 
health care practitioner. People may also have 
difficulty acquiring spermicidal jelly in Canada, 
and the product may cause genital irritation. 

The contraceptive sponge is available with-
out a prescription, the user must place it inside 
prior to penetrative intercourse, and it does not 
protect against STI.18 The user can put the con-
traceptive sponge in place up to 24 hours prior 

to intercourse; however, total use should not 
exceed 30 hours due to the risk of toxic shock 
syndrome.18 The contraceptive sponge has a 
higher failure rate in multiparous compared to 
nulliparous people. Research data on the use of 
internal barriers and chemical barrier options 
by TGD people are lacking. 

Intrauterine devices 
Intrauterine devices can be safely offered as 
first-line therapy to all patients, regardless 
of age and parity.13,14 Both copper IUDs and 
levonorgestrel-releasing IUDs (LNG-IUDs) 
provide highly effective, long-acting reversible 
contraception with an efficacy equivalent to 
permanent contraception.14 Users may prefer 
this method because it is coitally independent, 
discrete, and easily reversible. There is high on-
going use at 1 year.14 IUDs can be inserted 
immediately postabortion and postpartum. 
Counseling patients on choosing between 
IUD types involves a discussion about their 
motivation for noncontraceptive benefits; avail-
able hormone versus hormone-free options; the 
need for emergency contraception; and cost. 
Copper IUDs are highly effective, long-acting 
reversible contraceptive methods that do not 
contain hormones. People who use a copper 
IUD should not expect menstrual suppression, 
and some may experience prolonged bleeding, 
heavier bleeding, and increased dysmenorrhea.8 
LNG-IUDS are discussed under progestin-only 
options.

IUDs can be placed successfully when the 
patient is in the health care practitioner’s of-
fice, although some patients may require lon-
ger appointments for placement. Health care 
practitioners should not restrict access to IUD 
placement for ultrasound and/or STI screen-
ing.14 The process of insertion and possible side 
effects should be explained in detail, including 
speculum use, cramping with placement, cramp-
ing in the first months after placement, and un-
scheduled bleeding that can last 3 to 6 months. 
For patients with genital atrophy secondary 
to testosterone use, 2 weeks of pretreatment 
with internal estrogen may be helpful.1 Patients 
may find the pelvic examination difficult, dys-
phoric, and/or triggering due to past trauma.20 
Alternatively, IUDs can be successfully placed 
under IV sedation or general anesthetic. A 
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patient-centred approach should be used to 
find the best setting for IUD insertion.

Combined hormonal contraception
No studies have examined pharmacological 
interactions between testosterone and com-
bined hormonal contraceptives (pill, patch, 
ring).1 However, expert opinion recommends 
combined hormonal contraception as a safe 
option.1 Little is known about the interaction 
between combined hormonal contraception and 
testosterone therapy; therefore, patients should 
be counseled on close follow-up for changes in 
androgen effects.1 Fifty percent of transgender 
and transmasculine males stopped combined 
oral contraception due to concerns about the 
interaction between estrogen and testosterone, 
and about taking extra hormones.5 Clinicians 
should provide reassurance that combined hor-
monal contraception does not raise overall es-
trogen levels in nontestosterone users.8 Given 
the overall low levels of estrogen in combined 
hormonal contraception, the patient’s estrogen 
levels would typically be within the expected 
range for testosterone therapy.10 Patients can 
be counseled on cyclic or extended use of the 
pill, patch, and ring. Extended use provides 
the added benefit of menstrual suppression. 
The typical failure rate is 9%, but a reduced 
failure rate has been recorded with an extended 
cycle and/or a reduced hormone-free inter-
val (from 7 to 4 days).16 There is no additional 
need for a “pill holiday” because menstrual 
suppression with combined hormonal contra-
ception is safe.16 Noncontraceptive benefits of 
combined hormonal contraception, including 
reduced heavy menstrual bleeding, dysmen-
orrhea, and premenstrual symptoms, and im-
provement in acne and migraines, may also 
be desired.8,16 Patients may prefer combined 
hormonal contraception that includes more 
androgenic progestins (levonorgestrel, noreth-
indrone, gestodene, norgestrel).1,12 A recent re-
view failed to demonstrate an increased risk of 
venous thromboembolism among testosterone 
users.10 Increased venous thromboembolism 
risks are associated with the use of combined 
hormonal contraception. Although the abso-
lute risk is low, it is unclear if the addition of 
testosterone therapy has an additive effect on 
this risk.1,16 Patients should be screened for 

additional venous thromboembolism risk fac-
tors, and the combination of testosterone and 
combined hormonal contraception should be 
avoided in patients with additional risk unless 
it is the only acceptable method. Blood pressure 
measurement is the only examination recom-
mended prior to initiating combined hormonal 
contraception.16 

Progestin-only options
Progestin-only options are generally well 
tolerated, and users can experience men-
strual suppression.12 Progestin-only options 
work as a contraceptive via thickened cervical 
mucous, endometrial atrophy, and impaired 
tubal transport, which are separate from any 
interaction between testosterone and the 
hypothalamic-pituitary-gonadal axis.10,15 

Oral
TGD patients may be on progestin treatment to 
aid with menstrual suppression. In Canada, only 
one oral formulation (norethindrone acetate, 
0.35 mg) is approved for contraception. Pa-
tients who are taking other forms of progestins 
(i.e., medroxyprogesterone acetate, micronized 
progesterone, dienogest) should be informed 
that additional contraception is required.8 Oral 
progestin has a 9% typical use failure rate.15 
Many patients do not choose this method due 
to the narrow compliance window (daily, within 
3 hours each day) and unscheduled bleeding.8,15 

Depot medroxyprogesterone acetate
Depot medroxyprogesterone acetate (DMPA) 
is a highly effective (92%), coitally independent, 

concealed form of contraception.15 Users may 
choose this option due to infrequent dosing, 
the lack of need for internal examination, and 
the noncontraceptive benefit of reduced dys-
menorrhea, premenstrual symptoms, and heavy 
menstrual bleeding. Approximately 60% to 80% 
of users experience menstrual suppression.8,15 
The initial 3 to 6 months of use can be associ-
ated with unscheduled bleeding, and patients 
should be informed that the frequency decreases 
with time. Common reasons for discontinua-
tion include weight gain, unscheduled bleeding, 
headaches, and acne.15 DMPA has more andro-
gen side effects than other progestins, and may 
be preferred.8 Use of DMPA beyond 2 years can 
be associated with reversible bone loss, which 
improves to the bone density of non-users after 
discontinuation.15 No long-term studies have 
demonstrated an association between the use of 
DMPA and osteoporosis or fractures. Further, 
there is a paucity of research on the effects of 
concurrent testosterone and DMPA use on 
bone health. For this reason, the Society of 
Obstetricians and Gynaecologists of Canada 
considers the long-term use of DMPA to be 
safe.15 People who are using DMPA should be 
counseled on calcium and vitamin D supple-
mentation, healthy active living, and smoking 
cessation.15

Subdermal implant
The progestin subdermal implant is used by 
many people worldwide. Health Canada has 
approved a subdermal progestin implant for 
contraceptive use in Canada.15 This method is 
highly effective and does not require an internal 
examination. The failure rate is similar to that of 
IUDs and permanent contraception, at approxi-
mately 0.05%, with high ongoing use at 1 year.15 
Subdermal implants can be placed postabortion 
and postpartum. There is no delay in fertility 
with removal, unlike with DMPA.15 Obesity 
does not preclude use of the subdermal implant. 
The most common side effect is unscheduled 
bleeding, which can be unpredictable; how-
ever, its occurrence is not well studied among 
those on testosterone treatment. Patients who 
choose this method should be informed that 
unscheduled bleeding episodes may occur but 
generally decrease 3 months postplacement.15 
This may be a good method for those wishing 
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a less adherence-demanding, concealed form 
of contraception.15 

Intrauterine device
Two levonorgestrel-releasing intrauterine sys-
tems (LNG-IUSs) are currently available in 
Canada: 52.0 mg (Mirena) and 19.5 mg (Kylee-
na). Both are indicated for use up to 5 years. 
The LNG-IUS 52.0 mg has been approved for 
contraception and treatment of heavy menstrual 
bleeding.14 While both LNG-IUSs improve 
heavy menstrual bleeding and dysmenorrhea, 
the LNG-IUS 52.0 mg has the highest rates of 
amenorrhea.8,14 Users of the smaller LNG-IUS 
19.5 mg experience less insertional pain and 
fewer functional cysts than users of the larger 
LNG-IUS 52.0 mg.21 LNG-IUS users may 
experience spotting for the first 3 to 6 months 
postplacement. Amenorrhea rates may be high-
er for patients who are already amenorrheic on 
testosterone; however, this has not been well 
studied.12

Permanent contraception
Tubal interruption (tubal ligation, salpingec-
tomy) can be offered as a permanent contracep-
tive option. Hysteroscopic tubal occlusion is no 
longer available in Canada. Laparoscopic tubal 
interruption procedures are minimally invasive 
day procedures that can be performed at the 
time of abortion, cesarean section, or vaginal 
delivery. Immediate postplacental tubal liga-
tion may not be readily available at the time of 
vaginal delivery, and health care practitioners 
should check if this method is offered at their 
institution. Interval tubal interruption is also 
safe and very effective. Patients should be coun-
seled on the permanent nature of these proce-
dures, and that future attempts at pregnancy 
would involve assisted reproductive technology. 
There is a movement toward salpingectomy 
over tubal ligation due to a reduction in ovar-
ian cancer. Longer-term studies are needed to 
definitively recommend salpingectomy over 
tubal ligation, and health care practitioners 
should discuss this with patients.17 Younger age 
at procedure has been associated with higher 
risk of regret; however, access to permanent 
contraception should not be limited based on 
age alone.17 People who have pursued fertility 
preservation (oocyte cryopreservation, embryo 

cryopreservation) would continue to have the 
opportunity to carry a pregnancy after tubal 
interruption.1 Some patients may have plans 
to proceed with gender-affirming hysterectomy 
with/without gonadectomy; this also provides 
permanent contraception. Sexually active people 
need to be counseled on ongoing STI preven-
tion and screening. 

Emergency contraception
Testosterone treatment is not a contraindica-
tion to emergency contraception.8,10 Patients 
should be counseled on available methods for 
emergency contraception (levonorgestrel, ulip-
ristal acetate, copper IUD), how to access it, the 
therapeutic window, and expected side effects.10 
Patients should be informed that only copper 
IUD insertion requires internal examination. 
Because bleeding patterns may not be consis-
tent or the patient may have amenorrhea, all 
TGD patients should be counseled to take a 
urine pregnancy test 4 weeks postemergency 
contraception use.10

Prevention of sexually transmitted 
infection 
All sexually active people should be advised 
about safe sexual practices. The practitioner 
should review barrier options as they pertain to 
the patient. In one study on transgender youth, 
80% indicated that the health care practitio-
ner discussed STI prevention.4 STI screening 
should be inclusive for sexual activity, and oral, 
genital, and rectal sites should be swabbed if 
they are used during sexual activity. The TGD 
population has higher rates of STI, includ-
ing HIV, likely due to mental health illness, 
homelessness, and high-risk behaviors result-
ing from marginalization, such as substance 
use and sex work, and due to barriers accessing 
health care.7,8 In asymptomatic patients, a urine 
sample can be used to screen for chlamydia and 

gonorrhea. Patients can submit the sample to 
the health care practitioner, perform self col-
lection (oral, anal, and/or genital swab), or al-
ternatively access screening via Get Checked 
Online (https://getcheckedonline.com/Pages/
default.aspx).22 Patients should also be screened 
for high-risk behavior, whereby pre-exposure 
prophylaxis and/or postexposure prophylaxis 
would be indicated.23-25 Estrogen, testoster-
one, and blockers are not contraindications to 
pre-exposure prophylaxis and postexposure 
prophylaxis.8 

Summary
All sexually active people should be advised 
about safe sexual practices. Health care prac-
titioners should be prepared to discuss repro-
ductive concerns with people who engage in 
sexual activity that could result in pregnancy. 
Current research and expert opinion suggest 
that gender-affirming hormone therapy is not 
a contraindication to contraception, emergen-
cy contraception, or abortion care. Patients 
highly value gender-affirming comprehensive 
contraception counseling that incorporates 
consideration of noncontraceptive benefits, 
contraceptive side effects, and the patient’s re-
productive goals. n
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ABSTRACT: While transgender and gender-diverse 
individuals desire parenthood at similar rates as cis-
gender people, research suggests that many do not 
receive adequate fertility counseling. Because some 
medical and surgical gender-affirming therapies 
may affect the ability to reproduce, comprehensive 
fertility counseling before the initiation of such 
therapies is critical to the care of gender-diverse 
patients. Community physicians can inform trans-
gender, gender-diverse, and nonbinary patients 
about their fertility preservation options, including 
sperm, egg, or embryo freezing. When ready to start 
a family, transgender and gender-diverse patients 
may choose from a wide spectrum of fertility treat-
ments, including insemination, in vitro fertilization, 
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and third-party reproduction with a gestational 
carrier, donor sperm, or donor eggs. Health care 
providers can improve fertility care for transgender 
and gender-diverse people by becoming familiar 
with their reproductive health; inquiring about 
their gender identity, pronouns, and preferred 
terms for body parts, and revising clinic forms to 
include that information; and understanding the 
potential barriers to care these individuals face, 
including the cost of care, the risk of elevated dys-
phoria, limited access to fertility centres in rural 
communities, and the fear and lived experience 
of discrimination.

T he decision to start a family is impor-
tant, irrespective of one’s gender iden-
tity. Transgender and gender-diverse 

(TGD) people express interest in parenthood 
at similar rates as cisgender persons.1 It is es-
timated that between 1% and 3% of the Ca-
nadian population identifies as transgender 
or gender-diverse, and 40% to 54% of TGD 
people desire to be parents.1,2 Overall, a small 
but important proportion of the Canadian 
population (0.3% to 0.6%) chooses to undergo 
gender-affirming medical interventions.2 Since 
some medical and surgical gender-affirming 
therapies can reduce fertility or lead to perma-
nent sterility, it is essential that health care pro-
viders counsel TGD people about the options 
for fertility preservation before the initiation 
of such therapies.3 However, physicians may 
not be equipped to meet this need. A 2018 
survey of TGD men in the United States found 

that more than half of the respondents had not 
discussed fertility desires with their health care 
providers.4 We review the existing reproductive 
options for TGD people and emphasize the 
need for health care professionals to broach 
fertility planning with their TGD patients. 

Background
“Gender identity” is used to describe a person’s 
sense of their gender as male, female, both, nei-
ther, or anywhere else along the gender spec-
trum.5 Many diverse, culturally specific terms 
are used by individuals to describe their gender 
identities. “Transgender,” which may be abbre-
viated as “trans,” is an umbrella term for people 
whose gender identity does not align with the 
sex they were assigned at birth.6 “Nonbinary” is 
an umbrella term for those whose gender identi-
ty is not exclusively male or female.7 Terms such 
as “gender nonconforming,” “gender-diverse,” 
“gender-fluid,” and “gender-neutral” are also 
commonly used to describe gender identities or 
gender expressions that fall outside the gender 
binary.6 “Cisgender” is used to describe people 
whose gender identity aligns with the sex they 
were assigned at birth.5

“Dysphoria” refers to the discomfort or dis-
tress that some TGD and nonbinary people ex-
perience as a result of the discrepancy between 
their gender identity and their sex assigned at 
birth. “Gender dysphoria” is a medical diag-
nosis that must be persistent and well docu-
mented in order to initiate gender-affirming 
hormonal and/or surgical therapies in BC.8-10 
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The application of gender-affirming therapies 
is highly individualized for each person. In an 
interview in which he shared his experience 
with fertility treatments, Trystan Reese, a trans 
man, explained that “often people think about 
transition for trans people as being like a one 
and done thing. . . like it’s a map.”11 Reese noted 
instead, that such interventions serve more as a 
“menu of options” that include hormones, sur-
gery, binding, packing, tucking, padding, hair 
removal, and other forms of social transition, 
which TGD people may or may not choose 
to pursue at different points throughout their 
lifetime.11

Parenthood and pregnancy have been rou-
tinely framed within the context of cisgender, 
heteronormative family structures. Patients 
whose gender and sexual identities fall out-
side this framing have historically been dis-
criminated against and denied access to assisted 
reproductive technologies, and have even had 
their competency as parents called into ques-
tion.2 While the right to access fertility services 
regardless of gender identity is now widely rec-
ognized, there is still much work to be done by 
the medical community to establish equity in 
fertility care. More research is needed to bet-
ter understand the effects of gender-affirming 
hormone therapy on fertility and to optimize 
fertility treatment outcomes for TGD patients.2

In this review, treatment options are pre-
sented in two broad scenarios: 
•	 Fertility preservation for TGD adults who 

wish to have a biological child in the future. 
•	 Fertility treatments for TGD adults who 

are currently ready to start a family.

Fertility preservation
For TGD adults with ovaries, options for fertil-
ity preservation include egg freezing, embryo 
freezing, and ovarian tissue freezing [Table].12 
The most common fertility preservation option 
for TGD adults with testicles is sperm freezing. 

Egg freezing
TGD people with ovaries can undergo ovar-
ian stimulation for egg retrieval and freezing. 
Even those who have received androgen therapy 
will respond to ovarian stimulation, although 
a temporary cessation of testosterone is rec-
ommended.12 In the past, protocols required 

a minimum of 3 to 6 months to allow for the 
return of menses before egg freezing, which is 
an unacceptable prerequisite for most patients.13 
However, a recent foundational case report by 
our group demonstrated a normal egg yield after 
only 7 days of being testosterone-free before 
initiating ovarian stimulation, and a total of 
only 24 days off testosterone to complete the 
entire treatment.13

The process of egg freezing for TGD men 
is largely the same as for cisgender women. 
Daily subcutaneous injections of exogenous 
gonadotropins are administered to stimulate 
ovarian multifollicular growth over a period 
of approximately 2 weeks. Ultrasounds are 
performed regularly throughout the stimula-
tion (normally via transvaginal approach, but 
transabdominal is possible) to monitor follicle 
growth. Eggs are removed by transvaginal as-
piration in a minimally invasive procedure, usu-
ally under conscious sedation; however, some 
fertility clinics can offer a general anesthetic. 
Mature eggs are frozen in liquid nitrogen in a 
process called vitrification, or “flash-freezing.” 
Research suggests that they can be stored for 
long periods without decreasing in quality.14 The 
average cost of an egg freezing cycle can vary by 
fertility clinic but usually costs around $8000 
for the procedure, $3000 to $5000 for medica-
tions, and $500 annually for ongoing storage. 

All people with ovaries are born with a finite 
number of eggs, which diminish over the next 
5 decades. Therefore, cisgender women and 
gender-diverse people with ovaries are subject 

to the same decline in egg quality and quantity 
throughout their lives.15 The optimal time to 
freeze eggs is before age 35 when they are still 
at, or near, their best reproductive potential.16 
Although egg freezing can be performed until 
age 44, it is often not recommended after age 
40 due to substantially lower efficiency and 
cost-effectiveness.16 For example, in a person 34 
years or younger, 10 frozen eggs confer about 
a 60% chance of one child in the future. Those 
same 10 eggs from a person age 41 to 42 years 
have an estimated live birth rate of 20%.17 Fur-
thermore, in people with lower ovarian reserve, 
it is sometimes not possible to obtain 10 eggs 
in one cycle. A reproductive endocrinologist 
will perform ovarian reserve testing, such as 
serum anti-Müllerian hormone and antral fol-
licle count by ultrasound, prior to egg freezing. 
Finally, it is important to inform patients that 
no number of frozen eggs can guarantee a live 
birth in the future. 

Embryo freezing
On the day of egg retrieval, individuals have 
the option of freezing their eggs unfertilized 
or inseminating them and culturing embryos 
for freezing (vitrification). The latter requires 
that the individual choose sperm, from either a 
donor or a partner, to be available at the time of 
egg retrieval. Freezing embryos instead of eggs 
has some advantages, such as providing more 
clarity about how the eggs may fertilize and 
grow into good-quality blastocysts. Embryos 
also have a higher vitrification-warming survival 
rate of 95% to 98% or higher compared to 80% 
for eggs.17,18 Finally, embryos at the blastocyst 
stage can undergo preimplantation genetic test-
ing for aneuploidy, whereas eggs cannot. The 
principal disadvantages of preserving embryos 
are the lack of flexibility to change one’s mind 
about the sperm source in the future and the 
dual consent required to use the embryos if a 
partner’s sperm was used. 

Ovarian tissue freezing 
Ovarian tissue freezing, wherein ovarian tis-
sue is collected (often during oophorectomy), 
cryopreserved, and retransplanted in the fu-
ture, has resulted in a reported 130 live births 
in cisgender women to date worldwide.7,12,19,20 
The “experimental” label was removed from 

Parenthood and 
pregnancy have been 

routinely framed within 
the context of cisgender, 
heteronormative family 

structures. Patients 
whose gender and 

sexual identities fall 
outside this framing 

have historically been 
discriminated against. 
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this promising therapy in 2019.21 However, the 
American Society for Reproductive Medicine 
states that ovarian tissue freezing should be of-
fered only to carefully selected patients, given 
the limited data on its safety, efficacy, and repro-
ductive outcomes.21 Currently, this procedure is 
not widely performed in Canada and is rarely 
used relative to standard egg freezing. 

Sperm freezing
In TGD people with sperm, the use of gender- 
affirming estrogen therapy can suppress gona
dotropin levels via negative feedback to the 
hypothalamus and pituitary. Reduced or ab-
sent follicle-stimulating hormone and lutein-
izing hormone levels result in lower stimulation 
of the Sertoli (sperm-producing) and Leydig 

(testosterone-producing) cells, which leads to 
lower serum and intratesticular testosterone 
levels and absent spermatogenesis.22 The extent 
of luteinizing hormone and follicle-stimulating 
hormone suppression may be dose dependent. 
One retrospective cohort study of TGD patients 
with sperm reported that there was a trend 
toward worsening semen parameters in those 

Any partner

Patient

Patient with ovaries and 
a uterus 

Patient with ovaries and 
without a uterus†

Patient with a uterus and 
without ovaries† Patient with sperm 

Patient without ovaries, a 
uterus, or sperm† 

Any partner with 
ovaries and a 
uterus 

•	 IUI‡ with donor sperm 
(for the patient and/or 
partner) 

•	 IVF§ using patient’s or 
a partner’s eggs with 
donor sperm (patient 
and/or partner may 
carry pregnancy)

•	 IUI with donor sperm 
(for a partner)

•	 IVF using patient’s or 
a partner’s eggs with 
donor sperm (partner 
to carry pregnancy) 

•	 IUI with donor sperm 
(for a partner)

•	 IVF using a partner’s 
eggs with donor sperm 
(patient or partner to 
carry pregnancy) 

•	 Intercourse 
•	 Home insemination 

with patient’s sperm
•	 IUI with patient’s sperm 

(for a partner) 
•	 IVF with patient’s 

sperm (a partner to 
carry the pregnancy)

•	 IUI with donor sperm 
(for a partner) 

•	 IVF with donor sperm 
(a partner to carry the 
pregnancy)

Any partner with 
ovaries and  
without a uterus†

•	 IUI with donor sperm 
for the patient

•	 IVF using patient’s or 
a partner’s eggs with 
donor sperm (patient 
to carry the pregnancy)

•	 IVF using patient’s 
or a partner’s eggs 
with donor sperm 
(gestational carrier 
carries pregnancy)

•	 IVF using a partner’s 
eggs with donor 
sperm (patient to carry 
pregnancy) 

•	 IVF using a partner’s 
eggs with patient’s 
sperm (gestational 
carrier carries 
pregnancy)

•	 IVF using a partner’s 
eggs with donor sperm 
(gestational carrier 
carries pregnancy)

Any partner with a 
uterus and  
without ovaries†

•	 IUI with donor sperm 
(for patient)

•	 IVF using patient eggs 
with donor sperm 
(patient or partner to 
carry pregnancy) 

•	 IVF using a patient’s 
eggs with donor 
sperm (partner to carry 
pregnancy) 

•	 IVF using donor eggs 
with donor sperm 
(patient or partner to 
carry pregnancy) 

•	 IVF using donor eggs 
with patient’s sperm 
(partner to carry 
pregnancy) 

•	 IVF using donor eggs 
with donor sperm 
(partner to carry 
pregnancy) 

Any partner with 
sperm 

•	 Intercourse
•	 Home insemination 

with partner’s sperm
•	 IUI with partner’s 

sperm (for the patient)
•	 IVF with a partner’s 

sperm (patient to carry 
the pregnancy)

•	 IVF using patient’s eggs 
with a partner’s sperm 
(gestational carrier 
carries pregnancy)

•	 IVF using donor eggs 
with partner’s sperm 
(patient to carry 
pregnancy) 

•	 IVF using donor eggs 
with patient’s and/
or a partner’s sperm 
(gestational carrier 
carries pregnancy)

•	 IVF using donor eggs 
with a partner’s sperm 
(gestational carrier 
carries pregnancy)

No partner or a 
partner without 
ovaries, a uterus, 
sperm†

•	 IUI with donor sperm 
(for the patient)

•	 IVF with donor sperm 
(patient to carry the 
pregnancy)

•	 IVF using patient’s 
eggs with donor sperm 
(gestational carrier 
carries pregnancy)

•	 IVF using donor eggs 
with donor sperm 
(patient to carry 
pregnancy) 

•	 IVF using donor eggs 
with patient’s sperm 
(gestational carrier 
carries pregnancy)

•	 IVF using donor eggs 
with donor sperm 
(gestational carrier 
carries pregnancy)

Fertility  
preservation for 
the patient 

•	 Egg/embryo freezing
•	 Ovarian tissue 

freezing**

•	 Egg/embryo freezing
•	 Ovarian tissue freezing

•	 No options are 
currently available

•	 Sperm/embryo 
freezing

•	 Testicular tissue 
freezing (experimental)

•	 No options are 
currently available

* 	 In addition, all people have the option of adoption and step-parenthood.
† 	 Without/lack of a uterus/sperm/ovaries refers to the biological absence of an organ, a desire not to use the organ, or the impaired reproductive function of the organ.
‡ 	 IUI = intrauterine insemination
§ 	 IVF = in vitro fertilization

**	Ovarian tissue freezing is performed only in specialized fertility clinics. See the discussion under the section “Fertility preservation.”

TABLE. Family building options for transgender and gender-diverse individuals.*
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who had previous exposure to estrogen com-
pared to those who were estrogen-naive.23 The 
subjects who were using exogenous estrogen at 
the time of the study had a higher prevalence 
of abnormal semen analysis results, and three 
of the seven current users had no sperm at all 
(azoospermic).23 Stopping estrogen therapy 
is recommended to assess for the recovery of 
sperm parameters before trying to conceive. 

To obtain a sperm sample for freezing in 
those who have already begun estrogen ther-
apy, it is unclear how long hormones should 
be stopped before normal spermatogenesis re-
sumes.1,24 The resumption of sperm production 
after the cessation of exogenous estrogen can 
be extrapolated from testosterone contraception 
trials.25 The recovery of sperm concentration to 
more than 20 million/mL required a median 
time off testosterone of 3.4 months.25 However, 
it took up to 24 months for 100% of individu-
als to attain spermatogenesis.25 In practice, the 
patient might be advised to perform a routine 
semen analysis at an outpatient laboratory to 
screen for the presence and concentration of 
sperm. Once spermatogenesis has returned, 
the patient can seek sperm freezing at a fertility 
clinic. The cost is estimated at approximately 
$400 and $800 annually for storage, but this 
may vary by clinic. 

Some patients do not tolerate the extended 
cessation of estrogen therapy required to achieve 
completely normal levels of spermatogenesis  
(> 39 million sperm per sample).26 These pa-
tients can be counseled to bank a semen sample 
before the complete restoration of spermato-
genesis. In vitro fertilization with intracytoplas-
mic sperm injection (IVF/ICSI) requires low 
numbers of sperm, which renders the freez-
ing of samples with even very low numbers 
of sperm (thousands or tens of thousands of 
sperm per sample) a feasible option. For fresh 
sperm samples, extremely low numbers of sperm 
(tens or hundreds) can be sufficient for IVF/
ICSI because the sample is not subject to the 
freeze–thaw process, through which, on average, 
the amount of viable sperm is reduced by 50%.27 
To obtain enough sperm for the less costly and 
less invasive procedure of intrauterine insemina-
tion, several samples with normal concentration  
(> 15 million sperm/mL) should be banked. 

Prepubertal patients
In the pediatric population, reversible 
gonadotropin-releasing hormone agonist 
analogs are often prescribed as a means of 
suppressing puberty and the development of 
secondary sexual characteristics until patients 
are ready to begin hormone therapy.22 The 
desire for fertility preservation appears to be 
lower among TGD youth than among TGD 
adults based on a review that reported an es-
timated 24% to 36% of TGD youth wanted 
biologically related children.1 However, it has 
been reported that far fewer TGD youth ac-
cess fertility preservation counseling than are 
interested, and only a small number ultimately 
choose to pursue preservation treatment before 
gender-affirming therapies.28 However, a 2018 
survey of TGD adolescents and young adults 
reported that nearly half agreed that their feel-
ings about fertility might change in the future.29 
Prepubertal options for fertility preservation 
are limited to ovarian tissue and testicular tis-
sue freezing.1 The long-term effect of pubertal 
suppression on fertility is unknown.1 Testicular 
tissue freezing remains experimental, and no 
reported live births have resulted from this 
method.12

Fertility treatments 
The fertility options for TGD individuals are 
largely the same as those available to cisgender 
individuals [Table].3 However, efforts should 
be made to limit the exacerbation of gender 
dysphoria during fertility treatment.5 Further-
more, patients should be advised that the cur-
rent practice is based on expert opinion, small 
case studies, and extrapolations from cisgender 
populations.1 

Patients with ovaries
Testosterone therapy potentially affects ovar-
ian architecture and function.30 One study of 
TGD individuals undergoing oophorectomy 
who had a history of long-term testosterone 
therapy found a histologic trend toward poly-
cystic ovarian morphology (increased ovar-
ian volume and numerous ovarian follicles).31 
However, another study reported no change in 
the distribution of ovarian follicles.32 There are 
conflicting findings on the effect of exogenous 
testosterone on ovarian reserve. Anti-Müllerian 

hormone is produced by the granulosa cells in 
small ovarian follicles and has been validated as 
an accurate measure of ovarian reserve, regard-
less of cycle timing.33 Research suggests that 
anti-Müllerian hormone levels are significantly 
lower after the initiation of testosterone therapy 
in TGD individuals.34 However, a 2016 study of 
adolescent TGD patients reported no change in 
anti-Müllerian hormone levels with hormone 
therapy.35 It seems plausible that testosterone 
therapy would not interfere with the measure-
ment of ovarian reserve, as anti-Müllerian hor-
mone is only slightly lower in long-term users 
of oral contraceptive pills.36

In light of the paucity of safety data, the 
World Professional Association for Transgender 
Health and the American Society for Repro-
ductive Medicine presume a loss of fertility with 
the use of hormone therapy and recommend 
reviewing the options for fertility preservation 
prior to the initiation of any hormonal or surgi-
cal gender-affirming care.2 While high-quality 
evidence is needed,23,30 it is reassuring to note 
that several case reports and cohort studies have 
shown promising in vitro fertilization and egg 
freezing outcomes even after years of hormone 
therapy.11,12,22

TGD patients with ovaries who wish to 
have someone else carry the pregnancy can un-
dergo ovarian stimulation and egg retrieval for 
the purposes of in vitro fertilization. A 2019 
retrospective cohort study that compared as-
sisted reproductive technology outcomes in 
TGD individuals with ovaries and outcomes in 
cisgender women found similar ovarian stimula-
tion outcomes between the two groups.37 Most 
of the TGD patients were undergoing testoster-
one therapy at the time of presentation, with a 
mean time of 44 months on testosterone and an 
average of 4 months cessation before beginning 
ovarian stimulation. There was no significant 
difference between TGD and cisgender patients 
in terms of the number of eggs retrieved, which 
suggests that even long periods of testosterone 
therapy do not have negative effects on ovarian 
stimulation.37 

For many patients, the requirement to stop 
or delay testosterone therapy is a major deter-
rent to proceeding with ovarian stimulation.37 
In the largest study of its kind, a review of 53 
patients found that less than 50% of the cohort 
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who originally presented for fertility consulta-
tion ultimately proceeded with treatment.37 
The cessation of gender-affirming hormones 
is one of several aspects of the fertility process 
that may amplify patients’ experience of gender 
dysphoria.19 For TGD individuals, the adminis-
tration of exogenous gonadotropins needed for 
ovarian stimulation and its subsequent increase 
in endogenous estrogen production may be a 
“highly feminizing” and distressing experience.19 
Egg retrieval and repeated transvaginal ultra-
sound assessment may also lead to discomfort. 
It is important to discuss these considerations 
with patients. Strategies to help reduce pa-
tient dysphoria during this process include the 
addition of an aromatase inhibitor (estrogen 
blocker) during ovarian stimulation and the 
use of transabdominal rather than vaginal ul-
trasonography when possible.19

Patients with a uterus
TGD people with a uterus can carry a preg-
nancy as long as testosterone is not used during 
gestation because it could lead to virilization 
of a female fetus.19 Some TGD patients with a 
uterus and ovaries may choose to stop hormonal 
therapy and resume spontaneous ovulation to 
conceive by intercourse, home insemination, or 
intrauterine insemination.

If the intent is to conceive with embryo 
transfer from in vitro fertilization, the return of 
spontaneous menses is not a prerequisite. Even 
if the patient does not stop hormone thera-
py long enough to attain a menstrual cycle, 
exogenous estrogen and progesterone can be 
administered to induce endometrial growth 
and receptivity. This is common practice for 
postmenopausal cisgender women who achieve 
pregnancy with donor eggs. Pregnancy has been 
reported in TGD individuals who were previ-
ously exposed to exogenous testosterone, but 
the available studies are small and observation-
al.19,30,38 After giving birth, some TGD people 
may choose to chestfeed their infants (even 
if they have had prior chest masculinization 
surgery).39 Of note, testosterone abstinence is 
recommended during this time because the 
elevated serum testosterone level can suppress 
lactation.40 Obstetrical care providers should use 
gender-inclusive language to discuss pregnancy, 
childbirth, and lactation, and should be aware 

of the potentially undesired physical changes 
associated with these experiences. 

Patients with sperm
For TGD people with sperm, fertility options 
include intercourse, home insemination, intra-
uterine insemination, or in vitro fertilization. 
People with sperm can choose to fertilize a 
partner’s eggs or donor eggs and use a part-
ner’s uterus or gestational carrier to gestate the 

pregnancy [Table]. Although IVF/ICSI is of-
ten successful, even with extremely low sperm 
counts, there are limited data describing IVF 
outcomes with sperm from TGD individuals.24

Masturbation as a means of sperm collection 
for fertility treatments may prove distressing to 
TGD patients. The requirement to temporarily 
stop or delay gender-affirming therapy may also 
worsen dysphoria. In order to minimize this 
stress, alternative options for sperm collection 
include penile vibratory stimulation, transrectal 
electroejaculation, or surgical sperm retrieval.28 
Some of these minimally invasive options may 
require local or general anesthesia. 

Fertility after gender-affirming 
surgery 
Some TGD people choose to access surgical 
gender-affirming therapies as part of their tran-
sition process. Surgical interventions such as 
hysterectomy and/or gonadectomy may result 
in permanent sterility unless gonadal tissue, 
sperm, or eggs are frozen ahead of time. There 
are currently no fertility preservation options 
available for patients who have completed these 

procedures [Table].12 For TGD men who un-
dergo hysterectomy without oophorectomy, egg 
retrieval for in vitro fertilization or egg freezing 
can still be performed. 

Barriers to care
In addition to the risk of elevated dysphoria 
during the fertility process, TGD individuals 
experience many systemic barriers in accessing 
fertility care. As societal inequities contribute 
to TGD people being disproportionately af-
fected by poverty, homelessness, and unemploy-
ment, cost is routinely cited as a major barrier 
to accessing fertility treatments.9,12 There is no 
provincially funded medical coverage for fer-
tility preservation, in vitro fertilization, or in-
semination in BC, and the financial burden of 
treatment may prove particularly onerous for 
young people.19 Infrequent fertility inquiry and 
counseling by providers, inadequate provider 
knowledge of TGD reproductive health, limited 
access to fertility centres in rural communities, 
and the fear and lived experience of discrimina-
tion are also significant barriers.7,28,38

Providers can improve fertility care for their 
TGD patients by inquiring about their gender 
identity, pronouns, and preferred terms for body 
parts, and by revising clinic forms to include this 
information.41 Providers should be familiar with 
TGD reproductive health and the potential 
barriers to care.19 Fertility counseling regard-
ing egg/sperm preservation and reproductive 
options should be the standard of care for all 
TGD patients.24 Reproductive counseling can 
be delivered by the primary care physician or 
referred to a specialist in endocrinology, urology, 
obstetrics-gynecology, or infertility.

Summary
Comprehensive fertility counseling is critical to 
the equitable provision of care to TGD patients. 
While TGD individuals desire parenthood at 
similar rates as cisgender individuals, research 
suggests most fail to receive fertility counsel-
ing from any health care providers.4,24 Because 
some medical and surgical gender-affirming 
treatment may negatively impact future fertility, 
it is critical to address the options for fertility 
preservation and family-building options before 
initiating such therapies.3 n
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While high-quality 
evidence is needed, it is 
reassuring to note that 

several case reports 
and cohort studies have 

shown promising in 
vitro fertilization and 

egg freezing outcomes 
even after years of 
hormone therapy.
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Additional resources 
ASRM Today–Transgender care: A patient’s view 

with Trystan Reese [podcast] http://asrmtoday 

.org/asrm-today-transgender-care-a-patients 

-view-with-trystan-reese

Inappropriate questions: “How did you get preg-
nant?” [podcast] www.cbc.ca/radio/iqpodcast/

how-did-you-get-pregnant-1.5622930 

Trans-inclusive abortion services [PDF] www.options 

forsexualhealth.org/wp-content/uploads/2019/ 

07/FQPN18-Manual-EN-BC-web.pdf

Gender inclusive language [PDF] www.phsa.ca/

transcarebc/Documents/HealthProf/Gender 

_Inclusive_Language_Clinical.pdf

Gender-affirming care for trans, Two-Spirit, and 
gender diverse patients in BC: A primary care 
toolkit [PDF] www.phsa.ca/transcarebc/Doc 

uments/HealthProf/Primary-Care-Toolkit.pdf

Sexual & reproductive health: Information about 
sexual health and reproductive planning for 
trans and gender diverse people [web resource] 
www.phsa.ca/transcarebc/care-support/access 

-care/sexual-hlth

Fertility options for every LGBTQ family out there 
[article] www.huffingtonpost.ca/dr-caitlin 

-dunne/fertility-options-for-every-lgbtq-family 

-out-there_a_23078542/

Clinical� Fertility options for transgender and gender-diverse people 
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worksafebc

T hroughout the COVID-19 pandemic, 
WorkSafeBC has continued to deliver 
its essential services across the prov-

ince. Those include prevention services to help 
ensure workers remain safe.

Every year, we focus our prevention efforts 
on high-risk work activities in health care and 
community social services worksites under our 
high-risk strategy. With the pandemic, we’ve 
had to shift our focus to also include reducing 
the risk of workplace COVID-19 transmission.

Engaging community physicians has been 
a key element of our COVID-19 prevention 
response, for two reasons. First, physicians and 
their staff play an important role as health care 
providers to the injured workers we support. 
Second, with the high risk of COVID-19 trans-
mission in health care, physicians play an in-
strumental role as employers in keeping their 
own workplaces and workers safe.

Engaging community physicians on COVID-19 
prevention in the workplace

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

How we’ve been engaging community 
physicians
From January 2020 to 21 December 2021, we 
engaged with 122 community physician offices 
and employers on health and safety matters re-
lated to the pandemic. These engagements con-
sisted of 85 workplace inspections conducted by 
our prevention officers to verify that employers 
are meeting their obligations to manage the 
risk of COVID-19 in their workplaces and 37 
consultations conducted by our Occupational 
Health and Safety Consultation and Educa-
tion Services team to share information and 
guidance specific to the needs of the employer.

In May 2020, one of our Prevention Services 
team members and a medical advisor copresent-
ed, as panelists, a webinar titled “Office-based 
primary care: Safety for your patients, your staff, 
and yourself ” in the COVID-19 UBC CPD 
webinar series.

Our continuing engagement
In recognition of the important role community 
physicians play in worker health and safety, 

WorkSafeBC will continue to engage with 
you on both your pandemic and nonpandemic 
workplace health and safety needs. 

We’ll also provide updates on health and 
safety information that is relevant to physicians 
and your industry group, including changes to 
regulations and health and safety resources. 
We would like to hear your feedback about 
industry-specific health and safety concerns 
and challenges, and we will incorporate this 
feedback when reviewing current resources or 
developing new ones in collaboration with Doc-
tors of BC. 

For more information
Visit www.worksafebc.com to learn more about 
COVID-19 prevention and our Health Care 
and Social Services High Risk Strategy. Con-
tact our Prevention Information Line at 604 
276-3100 or 1 888 621-SAFE if you have ques-
tions or concerns about workplace health and 
safety. n
—Jacqueline Holmes 
Manager, Prevention Field Services
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F rom the beginning of antibiotic ther-
apy, the length of prescription or days 
of therapy (DOT) was not evidence 

driven. Practice settled on 1 or more weeks, 
predicated on the incorrect belief that longer 
courses (well past clinical remission) might 
reduce the risk of relapse or of antibiotic resis-
tance.1,2 There is increasing evidence that shorter 
durations of antibiotic therapy are as effective 
as longer ones for many common infections.3 
In fact, extended courses that continue beyond 
resolution of the infection predictably increase 
the risk of antibiotic resistance. Here we re-
port on the duration of therapy of community 
antibiotic prescriptions in British Columbia 
in the context of up-to-date guidelines from 
the Association of Medical Microbiology and 
Infectious Disease Canada.4 

BC PharmaNet prescription data from our 
last prepandemic year (2019) were used to cal-
culate the median duration (quartiles: Q1, Q3) 
of antibiotic prescriptions overall, by prescribing 
profession and drug. Physician prescriptions 
(~85% of total) were anonymously linked to 
MSP billing data to describe DOT distribu-
tion by indication.  

In 2019, median DOT (Q1, Q3) per pre-
scription in BC for all antibiotic prescriptions 
was 7 (7, 10) days, with the exception of na-
turopathic physicians where it was 14. Under-
scoring practice’s focus on 7 days as a standard 
measure, the median DOT per prescription 
was 7 days across all diagnoses. Distributions 
skewed further to the right (more long courses) 
for cellulitis, pyelonephritis, and acute bron-
chitis [Figure]. 

Are antibiotic courses for 
common infections simply 
too long?

This article is the opinion of the BC Centre 
for Disease Control and has not been 
peer reviewed by the BCMJ Editorial 
Board.

The median DOT for community-acquired 
pneumonia was 7 days overall, but courses of 
10 days duration remain common. Most treat-
ments were prescribed for 7 to 10 days, except 
azithromycin, which was 5 days. Current guid-
ance emphasizes the adequacy of 3 to 5 days 
of treatment, and this is 
not limited to long-acting 
macrolides.5 

Cystitis also saw a 
7-day median DOT over- 
all. For uncomplicated 
infections in women 
(the majority), current 
guidance recommends  
5 days of nitrofurantoin,  
3 days of cotrimoxazole,  
or 1 day of fosfomycin.4 DOT for nitrofuran-
toin and other specific drugs often exceeded 
these recommendations. 

Ciprofloxacin was the most commonly pre-
scribed antibiotic for pyelonephritis, followed by 
cefixime. While median duration of treatment 
was appropriately 7 days, 10-day courses were 
almost as popular. While this is appropriate 

in complicated or slowly responding cases, it 
is more than is needed to resolve most pyelo-
nephritis cases.4  

For cellulitis, current guidance emphasizes 5 
to 7 days of treatment.4 Few prescribers in BC 
have adopted the shorter end of this range, and 

10-day courses of cepha-
lexin and clindamycin are 
common [Table].

In BC, durations of 
antibiotic therapy ob-
served during 2019 fre-
quently exceeded the 
evidence-based recom-
mendations. Prescribers 
must be able to exercise 
clinical judgment in man-

aging complicated or atypical cases, but general-
ly, should aspire to have population prescribing 
patterns that align with guidelines. The benefits 
include a reduced risk of immediate adverse 
effects and lower individual and population 
risk of selecting for resistant organisms. If we 
collectively update our prescribing practices 
to align with current evidence on duration of 

Table. Summary of recommendations for duration of therapy in selected common infections (excludes 
infants ≤ 2 months of age). Adapted from “Duration of antibiotic therapy for common infections.”4

Infection Population Recommended duration

Community-acquired 
pneumonia

Children and adults 3–5 days5

Uncomplicated 
cystitis

Women/adolescents
Nitrofurantoin–5 days
TMP-SMX–3 days
Fosfomycin–1 day

Pyelonephritis and 
urosepsis

Adults
•	 Consider an initial dose of IV dose aminoglycoside 

or ceftriaxone at outset
•	 Quinolones or β-lactams 7 days

Uncomplicated non-
purulent or purulent 
cellulitis

Children and adults
5–7 days unless hospitalized with extensive or severe 
disease

In BC, durations of 
antibiotic therapy 

observed during 2019 
frequently exceeded 
the evidence-based 
recommendations.
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Figure. Duration of prescription for different drugs prescribed for common infections in 2019 in BC.� Article continued on page 85
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Y ou’ve studied hard at school, spent 
many years training, and worked end-
less hours, only to have the tax col-

lector come and take half of it away. This is 
a frustration of many professionals; it makes 
it seem as though the Canadian tax system is 
working against them. A couple of specific frus-
trations are the lifetime capital gains exemption 
and GST, both of which I explain here, along 
with describing how you can still take advantage 
of some ways to save some tax.

Lifetime capital gains exemption
You may have heard about the last of the great 
Canadian tax advantages, the lifetime capital 
gains exemption, which is available to business 
owners in Canada. The exemption allows each 
shareholder to realize a capital gain on the sale 
of company shares of up to $892 218 (2021) tax 
free, a savings of approximately $238 000 in BC.  

However, Canada Revenue Agency does 
not give easy access to this exemption, and not 
every private Canadian company will qualify. 

Who said tax 
was fair? 
The Canadian tax system is 
complex. It is prudent to consult 
an accountant and tax advisor to 
minimize your taxes today and 
plan for the future.
Heather S. Loblaw, CPA, CA

Ms Loblaw is a partner with Baker 
Tilly WM LLP in Vancouver. She enjoys 
working with entrepreneurs,  
small- to medium-sized companies, 
and high net worth individuals, 
assisting them with accounting, tax, 
and business issues.

This article has been peer reviewed.

The company must meet certain tests, including:
•	 The exemption is available only to indi-

viduals (not corporations) who have dis-
posed of qualifying shares of a Canadian 
company.

•	 The individual must have owned the shares 
throughout the 24-month period prior to 
the disposition.

•	 All or substantially all (at least 90%) of the 
company’s assets must be used in an active 
business carried on primarily in Canada at 
the time of the disposition.

•	 More than 50% of the company’s assets 
must have been used in an active business 
carried on in Canada throughout the 24 
months prior to the disposition.
In the case of a medical practice, a physi-

cian must find someone willing to purchase 
their professional corporation and practice 
from them, which is not that common as new 
family physicians can build their own practice 
quite easily.

It is also typical for a physician to build 
wealth in their company in the form of cash 
and other passive investments such as market-
able securities, rental properties, etc. All of these 
would put the company offside for the asset 
tests noted above as they are not needed to run 
the business (often referred to as redundant as-
sets). In view of these restrictions (and in the 
absence of advance planning), many physicians 
are, unfortunately, not able to take advantage 
of this tax exemption.

Before making any decisions as you reach 
retirement, it is important to contact your tax 
advisor to plan for tax minimization. There are 
tax rules that can work in your favor.

Incorporation. A medical practice that is car-
ried on in the form of a professional corporation 
will pay only 11% corporate income tax in BC 
on its active business income up to $500 000 in 
a given taxation year. If a physician earned that 
income personally, their marginal tax rate could 
be as high as 53.5%. As such, incorporating the 
medical practice can provide a tax deferral of 
42.5% on the cash that the physician does not 
require to fund their lifestyle. If the deferred tax 
is invested, the deferral can amount to a signifi-
cant sum over a career of, say, 30 years, which 
an unincorporated individual or an employee 
would lose out on.

•	 Pay a salary to a spouse or child for 
services rendered to help you earn 
your self-employment income. This 
must be at a rate that you would pay 
another third party for similar services.

•	 Consider setting up an individual 
pension plan. 

•	 Contribute to a registered retirement 
savings plan.

•	 Contribute to a tax-free savings 
account.

Box. What else can physicians do to reduce the tax 
burden?
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Investments. If a company pays less tax on 
earnings, this leaves more money to invest and 
earn a return on. Although passive nonbusiness 
income (e.g., interest, rental income) is taxed 
at 50.67% in BC, the company would have 
more money to invest initially and, therefore, 
would produce a greater nest egg in the end. 
However, it should be noted that investment 
income of more than $50 000 in a taxation year 
can reduce the amount of income subject to 
the 11% rate. Generally, the low rate is avail-
able on the first $500 000 of taxable income 
from the medical business. Any medical in-
come over the $500 000 limit is subject to a 
tax rate of 27% in BC.

Refundable taxes. Investment income (passive 
nonbusiness income) is subject to a higher tax 
rate than business income (50.67% versus 11%), 
but a portion of the higher rate is refunded when 
the company distributes taxable dividends to its 
shareholders. A tax pool (refundable dividend 
tax on hand) is created at a rate of 30.67% for 
each $1 of passive nonbusiness income earned. 
A tax refund is available to the company at a rate 
of 38.33 cents per $1 of taxable dividends paid, 
limited to the balance in the refundable dividend 
tax pool. This refundable tax approximates the 
tax that would be paid personally if the passive 
nonbusiness income were earned personally. It 
also approximates the additional taxes that could 
be paid personally on a dividend.

Retirement. Once a physician reaches age 65, 
and assuming their tax professional advised 
them to have their spouse as a nonvoting par-
ticipating shareholder of the company, they 
can income split with their spouse. Thus, in 
retirement years, when the cash that has been 
invested in the company is needed, a dividend 
can be paid to both the physician and their 
spouse. This results in paying tax at lower mar-
ginal rates than if the physician had to report 
the entire dividend personally.

The physician will have paid tax on the 
corporate business income at the lowest tax 
rates and have been able to defer the tax on 
funds not withdrawn. This is a huge advantage 
over most Canadians who are employees and 
are taxed on all their income at much higher 
marginal tax rates.

GST on contract work
When a physician is contracted to do work, 
they are typically charged an overhead fee 
by the third party. The overhead must have 
GST (5%) charged on it, and because medi-
cal services are a nontaxable supply, physician 
contractors are unable to recover the GST they 
pay. Over many years of working as a con-
tract physician, this 5% charge can really add 
up. Other examples of businesses that cannot 
recover the GST paid include dentists, chiro-
practors, physiotherapists, insurance brokers, 
insurance companies, and banks (i.e., exempt 
businesses). However, as a contractor (versus 
an employee of a third party) a physician does 
receive other benefits, such as:
•	 Paying the low corporate tax rate of 11%, 

if incorporated.
•	 The ability to split income upon retirement 

(over age 65), if incorporated.
•	 The ability to deduct other expenses such 

as office supplies, medical dues, travel, and 
legal and accounting fees.
GST paid is also nonrecoverable if the 

physician operates their own medical practice 
directly or through a corporation. This applies 
to all exempt businesses and can represent 
a huge cost. In some cases, these businesses 
attempt to identify expenses that are not as-
sociated with the activity that is exempt from 
GST to try to recover some of the GST paid. 
However, this may be difficult in the context 
of a physician operating a medical practice. 
Contracting physicians are also not required 
to charge GST on their services, which is a 
benefit to patients.

The Canadian tax system is complex and 
can appear unfair to the average taxpayer. It 
is prudent to consult an accountant and tax 
advisor regularly to ensure you are minimiz-
ing your taxes today and planning for your 
future. See the Box for additional tax-reducing 
considerations. n 

treatment, we can make a difference against 
antimicrobial resistance. As with much drug 
treatment, shorter is often better. n
—Abdullah A. Mamun, MD 
BC Centre for Disease Control

—Daniela Michel, MPH 
BC Centre for Disease Control

—Max Xie, MSc
BC Centre for Disease Control

—Edith Blondel-Hill, MD 
Interior Health Authority, Kelowna

—Säde Stenlund, MD 
BC Centre for Disease Control
University of British Columbia

—Jennifer Grant, MD 
University of British Columbia
Vancouver General Hospital

—Lynsey J. Hamilton, MSc
BC Centre for Disease Control

—David M. Patrick, MD
BC Centre for Disease Control
University of British Columbia
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THE GOOD DOCTOR

D r Terry Meadows is one of my he-
roes. I am proud of him: proud of the 
example he offers, quietly, of follow-

ing a dream, of working hard to achieve it, of 
committing to do his best, be it advising others 
about their health, comforting someone who is 
dying, being a great dad and husband, growing 
his own vegetables, making furniture, build-
ing guitars. . . the list goes on. He is modest, 
well read, compassionate, knowledgeable on a 
variety of topics, and guided by his faith. He 
has worked for years as a highly skilled family 
physician, his last assignment as a consultant 
in the Victoria Cancer Clinic. His story, which 
is still being written, has inspired me; I know 
it will inspire you as well.

Terry began life in Prince George, born 
into a family with little material wealth. There 
were no frills in his home. Life was simple. 
He learned early to work hard. His affinity for 
working with wood emerged when he learned 
how to make toys, guided by his father and 

Dr Terry Meadows: The dreams 
and decisions that shaped a life

Ms Spicer has been a faculty associate 
at UBC and SFU in the faculties of 
education, teacher training. She has 
volunteered in Cuba since 2001 almost 
every year and spent 2017–18 as a 
volunteer teacher trainer in Ghana. She 
has also produced educational resources 
on teaching through the arts as well as 
on gender equity. Dr Meadows is her 
brother-in-law.

This article has been peer reviewed.

grandfather, and moved to building soapbox cars 
at age 13. He was an enthusiastic participant in 
soapbox derbies, and gained sponsorship from 
a Prince George tire company. Over 3 years, he 
designed and built three increasingly efficient 
and sophisticated versions of his soapbox cars. 
He won his local derby in Prince George and 
eventually placed second at the Western Canada 
Championship races in Mission. Throughout 
secondary school, Terry’s dream grew into 
wanting to train for formula racing. To raise the 
funds needed to reach his 
goal, he delivered papers, 
worked 7 days a week at a 
local gas station while at-
tending school, and later 
worked in Prince George 
pulp mills.

At age 18, after com-
pleting high school, he 
headed to Norfolk, Eng-
land, to attend the Jim 
Russell Car Racing School, where he learned 
to drive and race Formula Fords. During spring 
and summer months, he worked on construc-
tion sites to support his goal of becoming a 
successful racing car driver. During the win-
ters, Terry returned to Prince George to work 
in pulp and lumber mills in order to purchase 
and race his own Formula Ford in Britain. He 
continued crossing the Atlantic over 5 years to 
financially support his racing dream.

On one of these occasions, the Prince 
George mill administrator invited Terry to 
write an aptitude test with the possibility of 

training to become a maintenance supervisor 
at the mill. Terry scored very high and was of-
fered the position; however, he chose instead to 
continue pursuing his racing dream. 

The subsequent 4 years of racing were chal-
lenging. The Formula Ford he had purchased 
had a faulty design—when Terry started work-
ing for the race car builder, he identified a basic 
problem with suspension geometry that made 
the car’s handling unpredictable. Addition-
ally, with time, it became apparent that he was 

missing two crucial ingre-
dients in his quest to be-
come a racing professional: 
money and talent. Finally, 
after the racing death of a 
close comrade, Terry de-
cided that he needed a new 
direction in life. 

Initially, Terry returned 
to the construction trades. 
With encouragement from 

friends and his church community, and his own 
realization that he loved to work with his hands 
as well as his mind, he started thinking about 
applying to dental or medical school, and began 
the long trek to get the med school prerequisite 
courses under his belt. He studied at the College 
of New Caledonia for 2 years, again supporting 
himself by working at a local lumber mill, and 
was then accepted into third-year honors hu-
man physiology at UBC. When it came time to 
apply to medical school, he passed his MCAT 
on the first try and began his medical studies 
in earnest. 

“Do not follow  
where a path may lead.  

Go instead where  
there is no path  

and leave a trail.”  
—Ralph Waldo Emerson

This quote inspired the author to reflect on the unique journey that  
Dr Meadows has traveled since he began it in Prince George in 1952.
Hilary Spicer

“�To accomplish great things, we must not only act, but also dream;  
not only plan, but also believe.” 	 —Anatole France  



87BC Medical Journal vol. 64 no. 2 | march 2022 87

THE GOOD DOCTOR

“A dream doesn’t become reality through magic; 
it takes sweat, determination and hard work.”

—Colin Powell
Terry certainly lived this quote. He graduated 
with an MD in 1985, then headed to Quesnel 
as a resident in the newly minted UBC Rural 
Family Practice Residency Program and did 
rotations in obstetrics and pediatrics in Kelow-
na. He spent 3 years there, honing his skills 
as a locum physician and doing ER work. In 
1989, Terry purchased a practice in Brentwood 
Bay on Vancouver Island, where he worked 
the full gamut of a family medical practice for 
the next few years. In 1993, he bought an old 
house in the area, renovated it, and turned it 
into a neighborhood walk-in clinic as well as a 
home for his family practice. He was based there 
until 2006 when he began to do rural locums 
in communities such as Fort St. James, Port 
McNeill, and Tofino. During this time, Terry 
took courses in palliative care, which he put 
to compassionate use in the Victoria Cancer 
Clinic, caring for patients on the wards and 
supporting their families.

Terry recently retired from this position 
and has embarked on another interest, build-
ing the most exquisite guitars. His affinity for 
guitars began at age 16, when he, like many 
young people, strummed a guitar to Eric Clap-
ton and the Beatles. He also studied classical 
and flamenco guitar for a time with a teacher 
in Prince George.

Terry considers the work of building gui-
tars to be a science and an art. Art determines 
the grain and the color selections of the wood 
(wood is appropriate for its sonic qualities). 
Engineering principles are applied to the con-
struction of some of the shapes of the instru-
ment and how it is otherwise adorned. With 
every instrument he builds, there are problems 
to solve, which can be intellectually challeng-
ing, yet creating a musical instrument from raw 
wood is also immensely satisfying. He loves the 
hours he now spends in his workshop each day. 

Terry loved practising medicine and still 
misses the intellectual stimulation and cama-
raderie of his colleagues, but he does not miss 
the stress and pressure that was often involved. 
His family, faith, being able to spend more time 
outdoors and in the garden, as well as his inter-
est in music and building guitars, are helping 
him transition to this new chapter. He encour-
ages young physicians to continue to build and 
maintain ties to family and friends, and to keep 
up with interests outside of medicine. For those 
physicians thinking of retiring, he acknowledges 
that it may be hard, but it is wonderful to real-
ize that there is another world out there and 
that, ultimately, a person’s identity is not tied 
up with what they do for a living.

Terry Meadows lives in Saanichton with 
his wife, Robin, and daughter, Rachel. His son, 
Ben, is away at university. n

Taken at racing school in Snetterton,  England, 1976. Terry’s graduation photo, UBC Medical School, 1985.

Terry with the first guitar he built.
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PSYCHOLOGICAL PPE, PEER SUPPORT 
BEYOND COVID-19
Online (every 2nd and 4th Wednesday) 
In response to physician feedback, the Physician 
Health Program’s drop-in online peer-support 
sessions, established in April 2020, are per-
manently scheduled for every 2nd and 4th 
Wednesday at noon. The weekly sessions are 
cofacilitated by psychiatrist Dr Jennifer Russel 
and manager of clinical services Roxanne Joyce, 
and are drop-in with no commitment required. 
The focus is peer support, not psychiatric care. 
All participants have the option to join anony-
mously. To learn more about the sessions and 
the program, visit www.physicianhealth.com/
how-we-can-help/peer-support. Email peer 
support@physicianhealth.com for the link to 
join by phone or video.

CME ON THE RUN! PRENATAL, PEDIATRICS, 
AND ADOLESCENTS SESSION
Online (8 April and 3 June 2022)
The CME on the Run! sessions are offered on-
line. Registrants will receive an email on how 

CME calendar Rates: $75 for up to 1000 characters (maximum) plus GST per month; there is no partial 
rate. If the course or event is over before an issue of the BCMJ comes out, there is no discount. Deadlines: Online: Every Thursday 
(listings are posted every Friday). Print: The first of the month 1 month prior to the issue in which you want your notice to appear; 
e.g., 1 February for the March issue. The BCMJ is distributed by second-class mail in the second week of each month except January 
and August. Planning your CME listing: Advertising your CME event several months in advance can help improve attendance; we 
suggest that your ad be posted 2 to 4 months prior to the event. Ordering: Place your ad at www.bcmj.org/cme-advertising. You will 
be invoiced upon publication. Payment is accepted by Visa or MasterCard on our secure online payment site. 

to log in to the online virtual portal before each 
session. Each session runs on Friday afternoons 
from 1–5 p.m. and includes great speakers and 
learning materials. Session topics and dates: 8 
April 2022 (Prenatal, Pediatrics, and Adoles-
cent): Common Newborn Concerns During 
Well Baby Assessments; the Limping Child: 
Normal and Worrisome Gait Disturbances; 
Latest on Long-Acting Contraceptives in Ado-
lescents; Two Years Later: COVID-19 Infection 
and Pregnancy; Update on Genetic Prenatal 
Screening; Asthma vs. Reactive Airways Dis-
ease in Children—Identification and Treat-
ment; Childhood Cancer—What Not to Miss; 
and Review on Breastfeeding Benefits—How to 
Educate and Support Patients. The next session 
is on 3 June (Internal Medicine). Learn more 
and register at https://bit.ly/cotr2021-2022 or 
e-mail cpd.info@ubc.ca.

21st ANNUAL BC ENDOCRINE DAY
Online (13 May 2022)
The Endocrine Research Society is pleased to 
present the 21st BC Endocrine Day, an annual 
CFPC- and RCPSC-accredited case-based 

review of common endocrine problems encoun-
tered in clinical office practice. Join us virtually 
from home or work over Zoom for a full-day 
presentation series presented by expert physi-
cians. This course will review a variety of en-
docrine health topics such as adrenal, thyroid, 
pituitary, gonadal, and pediatric disorders, as 
well as hypertension, diabetes, and some in-
teresting endocrinology cases. Target audience: 
open to general practitioners, internists, spe-
cialists, trainees, and allied health profession-
als. Register now as space is limited. Online 
registration at www.endocrineresearchsociety.
com/events/21st-bc-endocrine-day. Please con-
tact Calvin Chang at the Endocrine Research 
Society for more information or registration 
questions. Email endocrine.research.society@
gmail.com, or call 604 689-1055.

ANATOMY-BASED BOTULINUM TOXIN 
TRAINING
Online and Vancouver UBC campus  
(3 June 2021–30 Dec 2022)
Expand your practice with injectables. Learn 
both the therapeutic (migraines/headaches) and 
aesthetic (fine facial lines and wrinkles) appli-
cations. PTIFA 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 eight-plus patients. 
Courses held monthly on UBC Campus in 
Vancouver. Start today with the online Level 
1 - Advanced Anatomy course (20 CME). Save 
$500. Use code “BCMJonline” before 30 March 
2022. Register now at PTIFA.com.
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practices available

BURNABY—FAMILY PRACTICE 
AND WALK-IN AVAILABLE
Family practice and walk-in 
available, $350 000+ gross per 
year, 4.5 days per week. Four 
exam rooms, fully equipped, 
private doctor’s office, experi-
enced MOA, turnkey. Free rent. 
Expenses only 10%, keep 90%. 
Free doctor’s parking, 
3000-patient roster. Complex 
care, $50 000 per year, optional 
extra $50 000 per year metha-
done practice. Email 
agoosterholt@shaw.ca.

BURNABY—FP AVAILABLE
Organized and well-established 
family practice available spring 
2022. MedAccess EMR; 
12-year-old office building at 
PrimeCare Medical with four 
other FT and six PT colleagues 
and support of walk-in and 
urgent care clinics. OB/hospital 
optional. Willing to consider PT 
or FT. Income split or 100% less 
overhead, considered. Enquiries 
to ron.demarchi@primecaremed 
.ca or 604 520-3006.

COQUITLAM—NEW TURNKEY 
SPACIOUS MEDICAL CENTRE 
FOR SALE
This 2200 sq. ft., fully furnished, 
eight exam room medical clinic 
is for sale. The recently renovated 
primary care clinic is ready for 
practice immediately. The clinic 
is turnkey and all equipment on 
site comes with the sale of the 

business. This includes $200 000 
of furnishings and equipment. 
Email syuan@elicare.ca.

VICTORIA—FP WALK-IN
Fee-for-service practice near 
downtown Victoria for 30 years 
with new and long-term patients 
of varied demographics. Looking 
to transfer ownership for 
retirement but will continue 
regular shifts for smooth 
transition. Oscar EMR, two 
exam rooms, equipped for minor 
procedures. Contact Dr Michael 
Greenwood at 250 388-9934, 
jbcentre@telus.net.

employment

ACROSS CANADA—
PHYSICIANS FOR YOU—
MATCHING DOCTORS WITH 
CLINICS
Are you a physician looking for 
work, or a medical facility 
requiring physicians? Our team 
works with Canadian indepen-
dently licensed physicians, 
CFPC/RCPSC-eligible interna-
tional medical graduates, and 
clinics across Canada. Check out 
our reviews and current job 
postings, and call Canada’s 
trusted recruitment firm today! 
www.physiciansforyou.com.

BURNABY—FT/PT FAMILY 
PHYSICIANS
Family physicians with or 
without patients attached 
needed. Clinic has six exam 
rooms and offers 18% overhead. 

Possibility to take on 8000 
patients. Flexible schedule with 
option to work 25% time 
in-person and 75% virtually. We 
use Oscar 19 EMR and a 
telemedicine/telehealth platform 
that patients can use for encrypt-
ed video and audio or in-person 
visits. Free underground parking, 
online booking, and advanced 
scheduling and patient intake 
process. Access to your daily 
grouped workload on your 
mobile device without the need 
to open the EMR. Streamlined 
processes to minimize the 
operational inefficiencies. If 
needed, we will migrate your 
charts free of charge to the Oscar 
EMR. Work from home anytime 
and visit the office when you 
need to. Contact amir.
fakhim@v-medico.com.

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 
orthopaedic surgeon. Our EMR 
is Profile by Intrahealth. We are 
located in a modern, new clinic 
in the Nanaimo North Town 
Centre. Lab and pharmacy 
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.

NISGA’A VALLEY—FAMILY 
MEDICINE LOCUMS AND FTEs
Family physicians needed to 
provide primary and urgent care 
for a population of 3500 in four 
communities across the tradi-
tional Nisga’a Territory, easily 
accessed by flights into Terrace. 
A supportive team of 3–4 
physicians work together to 
provide full-scope services 
(excluding obstetrics). The health 
centres are staffed with full-time 
RNs who take first call after 
hours. Soaring mountains, 
dramatic lava beds, natural hot 
springs, mountain-biking trails, 
and thriving salmon-filled rivers 
offer outstanding recreation 
year-round. Excellent remunera-
tion, average > $11 000 per week. 
Contact Dr Jeremy Penner at 
md@nisgaahealth.bc.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 kimgraffi@hotmail 
.com.

POWELL RIVER—LOCUM
The Medical Clinic Associates is 
looking for short- and long-term 

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

SOUTH SURREY/WHITE 
ROCK—FP
Busy family/walk-in practice in 
South Surrey requires GP to 
build family practice. The 
community is growing rapidly 
and there is great need for family 
physicians. Close to beaches and 
recreational areas of Metro 
Vancouver. Oscar EMR, nurses/
MOAs on all shifts. CDM 
support available. Competitive 
split. Please contact Carol at 
Peninsulamedical@live.com or 
604 916-2050.

SURREY (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.; 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 wecaremedical 
clinic2021@gmail.com or  
778 888-7588.

SURREY/DELTA/
ABBOTSFORD—GPs/
SPECIALISTS
Considering a change of practice 
style or location? Or selling your 
practice? Group of seven 
locations has opportunities for 
family, walk-in, or specialists. 
Full-time, part-time, or locum 

doctors guaranteed to be busy. 
We provide administrative 
support. Paul Foster, 604 
572-4558 or pfoster@denning 
health.ca.

VANCOUVER—FP/
GYNECOLOGIST/PEDIATRICIAN/
SPECIALIST, AND RMT
Cross Roads Clinics: 
Opportunity to join our large 
multidisciplinary clinic with 
excellent support focusing on 
family health, preventive health, 
and the care of women and 
children. Virtual care, extended 
flexible hours/scheduling, and 
vacation friendly. Modern 9000 
sq. ft. facility with 34 patient 
rooms and gymnasium. 
Physiotherapy, massage therapy, 
naturopathic medicine, acupunc-
ture, dermatology, minor surgery, 
pediatrics, women’s health, 
infertility, contraception, 
menopause, and incontinence 
clinic on site. No need to build 
your practice as we have patients 
immediately available to you. 
Potential service contract for 
family medicine. Great opportu-
nity to focus on patient care, 
whether new to practice or 
semi-retiring; allow us to 
manage the rest. Please contact 
admin@crossroadsclinics.com.   

VANCOUVER/RICHMOND—FP/
SPECIALIST
We welcome all physicians from 
new graduates to semi-retired, 
part-time, or full-time. Walk-in 
or full-service family medicine 
and all specialties. Excellent 
splits at the busy South 
Vancouver and Richmond 
Superstore medical clinics. 
Efficient and customizable Oscar 
EMR. Well-organized clinics. 
Please contact Winnie at 
medicalclinicbc@gmail.com.

VERNON—ER LOCUM
Seeking CCFP-EM certified 
physician to locum from April 

(start date flexible) to August 
2022 in a busy community 
hospital in the North Okanagan. 
Interesting medicine, collegial 
department, and lakes and trails 
out your doorstep for your 
downtime enjoyment. 
Approximately 12 shifts per 
month.  

VICTORIA—FAMILY 
PRACTITIONER 
OPPORTUNITIES (URGENT AND 
PRIMARY CARE CENTRES)
Island Health has exciting 
opportunities for family practi-
tioners to work in the Victoria 
area at new urgent and primary 
care centres with a team of 
primary care providers and other 
allied health staff to collectively 
deliver integrated team-based 
care to patients. In these group 
service contract positions the 
physicians will work collabora-
tively with an interdisciplinary 
health care team to provide 
culturally safe longitudinal and 
urgent and primary care. Patient 
visits will consist of scheduled 
longitudinal and unscheduled 
urgent care or same-day primary 
care patient visits. For more 
information or to apply, please 
email physicians@islandhealth.ca.

medical office space

CROFTON—VANCOUVER 
ISLAND OCEANVIEW MEDICAL 
CLINIC, SPACE AVAILABLE FOR 
FREE
Free clinic space attached with 
Crofton pharmacy in brand new 
buildings with two exam rooms 
equipped with medical beds, 
computers, and printers. One 
additional room can be used as 
exam room or office, reception 
area, washroom, etc. Long list of 
clients waiting for family 
physician to start family practice 
and/or walk-in clinic. No lease/
rent or utilities to be paid. Come 
and start working ASAP. Close 
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proximity to Salt Spring Island, 
Chemainus, Ladysmith, and 
Duncan area to target more 
clients. In this neighborhood, 
around 20 000 people are 
looking for a family physician. 
For more info, please email 
croftonpharmacyrx@gmail.com 
or call Neel at 250 709-5365, 
250 597-4100, or 250 324-5554.

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. 	

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 

Classifieds

electronic patient records with 
no hidden costs, including a 
patient mailing and doctor’s web 
page. Contact Sid Soil at 
DOCUdavit Solutions today at 
1 888 781-9083, ext. 105, or 
email ssoil@docudavit.com.  
We also provide great rates for 
closing specialists.

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, or 
which avenues to take. My goal 

is to help you navigate and keep 
more of what you earn by 
minimizing overall tax burdens 
where possible, while at the same 
time providing you with  
personalized service.  
Website: www.rwmcga.com, 
email: rodney@rwmcga.com, 
phone: 778 552-0229.

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

Do you have an idea?

Send your writing 
to the BCMJ
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The British Columbia Medical Journal is a 
general medical journal that seeks to con-
tinue the education of physicians through 

review articles, scientific research, and updates on 
contemporary clinical practices while providing a 
forum for medical debate. Several times a year, the 
BCMJ presents a theme issue devoted to a particular 
discipline or disease entity. 

We welcome letters, blog posts, articles, and scien-
tific manuscripts from physicians in British Colum-
bia and elsewhere. Manuscripts should not have been 
submitted to any other publication. Articles are 
subject to copyediting and editorial revisions, but 
authors remain responsible for statements in the 
work, including editorial changes; for accuracy of 
references; and for obtaining permissions. The cor-
responding author of scientific articles will be asked 
to check page proofs for accuracy. 

The BCMJ endorses the “Recommendations for 
the Conduct, Reporting, Editing, and Publication of 
Scholarly Work in Medical Journals” by the Inter-
national Committee of Medical Journal Editors 
(updated December 2019), and encourages authors 
to review the complete text of that document at 
www.icmje.org.

All materials must be submitted electronically, 
preferably in Word, to:

The Editor
BC Medical Journal
Email: journal@doctorsofbc.ca
Tel: 604 638-2815
Web: www.bcmj.org 

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

BCMJ Guidelines

Guidelines for authors
provide revisions and on the backlog of manuscripts 
scheduled for publication. Access to the BCMJ is 
available for free on our website. 

For all submissions 
 Avoid unnecessary formatting, as we strip all for-
matting from manuscripts. 

 Double-space all parts of all submissions. 
 Include your name, relevant degrees, email ad dress, 
and phone number.  

 Number all pages consecutively. 

Opinions 
BCMD2B (medical student page). An article on 
any medicine-related topic by a BC physician-in-
training. Less than 2000 words. The BCMJ also wel-
comes student submissions of letters and scientific/
clinical articles. BCMD2B and student-written clini-
cal articles are eligible for an annual $1000 medical 
student writing prize. 
Blog. A short, timely piece for online publication on 
www.bcmj.org. Less than 500 words. Submissions on 
any health-related topic will be considered. Should be 
current, contain links to related and source content, 
and be written in a conversational tone.
The Good Doctor. A biographical feature of a living 
BC physician. Less than 2000 words.
Letters. All letters must be signed, and may be edited 
for brevity. Letters not addressed to the Editor of 
the BCMJ (that is, letters copied to us) will not be 
published. Letters commenting on an article or let-
ter published in the BCMJ must reach us within 6 
months of the article or letter’s appearance. No more 
than three authors. Less than 500 words.  
Point-Counterpoint. Essays presenting two oppos-
ing viewpoints; at least one is usually solicited by the 
BCMJ. Less than 2000 words each. 
Premise. Essays on any medicine-related topic; may 
or may not be referenced. Less than 2000 words. 
Proust for Physicians. A brief questionnaire. Sub-
mit responses online or print a PDF copy from the 
BCMJ website at www.bcmj.org/submit-proust 
-questionnaire, or contact journal@doctorsofbc.ca 
or 604 638-2815.
Special Feature. Articles, stories, history, or any nar-
rative that doesn’t fit elsewhere in the BCMJ. Less 
than 2000 words. 

Departments 
Obituaries. Include birth and death dates, full name 
and name deceased was best known by, key hospital 
and professional affiliations, relevant biographical 
data, and photo. Less than 500 words. 
News. A miscellany of short news items, notices, 

announcements, requests for study participants, 
and so on. Submit suggestions or text to journal@ 
doctorsofbc.ca or call 604 638-2858 to discuss. Less 
than 500 words. 

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

 Title, and subtitle, if any. 
 Preferred given name or initials and last name for 
each author, with relevant academic degrees. 

 All authors’ professional/institutional affiliations, 
sufficient to provide the basis for an author note 
such as: “Dr Sang is an associate professor in the 
Department of Obstetrics and Gynaecology at 
the University of British Columbia and a staff 
gynecologist at Vancouver Hospital.” 

 A structured or unstructured abstract of no more 
than 150 words. If structured, the preferred head-
ings are “Background,” “Methods,” “Results,” and 
“Conclusions.” 

 Three key words or short phrases to assist in 
indexing. 

 Competing interests, if any. 
 Name, address, telephone number, and email 
address of corresponding author. 

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

Authorship, copyright, and disclosure form
When submitting a clinical/scientific/review manu-
script, all authors must complete the BCMJ’s three-
part “Authorship, copyright, and disclosure” form, 
available at www.bcmj.org/authorship-copyright 
-disclosure-form.
1. Authorship. All authors must certify that they 

qualify as an author of the manuscript. To be con-
sidered an author, an individual must meet these 
three conditions: 

 Made substantial contributions to the con-
ception and design, acquisition of data, or 
analysis and interpretation of data, and 
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 Drafted the article or revised it critically for 
important intellectual content, and

 Given final approval of the version to be pub-
lished.  

Order of authorship is decided by the co-authors.
2. Copyright. All authors must agree to have their 

manuscript published in the BCMJ in accordance 
with the Creative Commons Attribution Non-
Commercial No Derivatives (CC BY-NC-ND 4.0) 
license. Copyright of published manuscripts will 
be held by the article’s authors or their institutions. 

3. Disclosure. All authors must disclose if they have 
accepted any of the benefits listed on the form 
related to the content of the manuscript. Disclosure 
represents a commitment to transparency, helps 
reviewers determine whether the manuscript will 
be accepted for publication, and may be used for 
a note to accompany the text. 

Note: Consent. If the manuscript is a case report 
or if an individual patient is described, written 
consent from the patient (or their legal guardian 
or substitute decision maker) must also be obtained 
on the “Patient consent” form, available at www 
.bcmj.org/submit-article.
Manuscripts will not be reviewed without these 

documents.

References to published material 
Try to keep references to fewer than 30. Authors are 
responsible for reference accuracy. References must be 
numbered consecutively in the order in which they 
appear in the text. Avoid using auto-numbering as 
this can cause problems during production. 

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

density in children: Effect of puberty. Radiology 2017; 
166:847-850.

(NB: List up to four authors or editors; for five and 
more, list first three and use et al.) 
2.  Mollison PL. Blood Transfusion in Clinical Medicine. 

Oxford, UK: Blackwell Scientific Publications; 2020. p. 
78-80. 

3.  O’Reilly RA. Vitamin K antagonists. In: Colman RW, Hirsh 
J, Marder VJ, et al. (eds). Hemostasis and Thrombosis. 
Philadelphia, PA: JB Lippincott Co; 2015. p. 1367-1372. 

4.  Health Canada. Canadian STD Guidelines, 2017.  
Accessed 15 July 2021. www.hc-sc.gc.ca/hpb/lcdc/
publicat/std98/index.html.

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

A book cited in full, without page number citations, 
should be listed separately under Additional or 
Suggested reading. Such a list should contain no 
more than five items. 

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