-~

-
-
‘ January/February 2023: 65:1

o - Pages 1-36

1
BGMJ W = "M-‘-Joslﬂa

Greggain

Doctors of BC
INTHIS ISSUERS asident, 2023
Suppo

Bridging care gaf . : . i -

for late-stage heart
failure patie“
Opioid overdose ollowing - A :
surgery or pain treagnt: K ; Il i 4 ok ' 1

A missed opportunity
for intervention

BC Medical Journal
L

- -y

Advancing health eq
The quintuple aim

Avian influenza:
A BC clinician’s gui
to diagnosis and
management

Back Page: Hope
for change

bcmj_._org



BCM

BC Medical Journal

January/February 2023
Volume 65 | No. 1
Pages 1-36

Highly pathogenic avian influenza, notably of the H5N1 subtype, was detected in domestic poultry across BC and around the globe at unprecedented rates in
2022. A BC clinician’s guide to diagnosis and management begins on page 27.

The BCMJis published by Doctors of BC. The journal
provides peer-reviewed clinical and review articles
written primarily by BC physicians, for BC physicians,
along with debate on medicine and medical politics in
editorials, letters, and essays; BC medical news; career and
CME listings; physician profiles; and regular columns.

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

Web: Each issue is available at www.bcmj.org.

Subscribe to print: Email journal@doctorsofbc.ca.
Single issue: $8.00

Canada per year: $60.00

Foreign (surface mail): $75.00

Subscribe to notifications:
To receive the table of contents by email, visit
www.bcmij.org and click on “Free e-subscription.”

Prospective authors: Consult the “Guidelines for
authors”at www.bcmij.org for submission requirements.

doctors

of [T

4 Editorials

® Are vitamins a complete waste of
money, Caitlin Dunne, MD

m Speak-up culture = feedback
culture, Terri Aldred, MD

6 President’s Comment
Culture of hope
Joshua Greggain, MD

7 Letters

m Re: Gender-affirming care in BC:

® Re: Dr Ken Turnbull (obituary)
Douglas J. Courtemanche, MD

m Correction: Managing menopause

Part 1: Vasomotor symptoms
m Correction: WorkSafeBC and

your patients with workplace

injuries: Frequently asked

questions

9 Special Feature: Interview
Dr Joshua Greggain:

An optimistic advocate
ready to engage

Guest editors reply to Drs Sinai,
Regenstreif, and Leising

Richard S. Taylor, MB
Designation of a life insurance
beneficiary, Anthony Walter, MD

13

COHP
Advancing health equity:

'The quintuple aim, Katharine
McKeen, MD

ON THE COVER

Dr Caitlin Dunne’s
interview with

new Doctors of

BC president

Dr Joshua Greggain
begins on page 9.

Editor
Caitlin Dunne, MD

Editorial Board

Terri Aldred, MD

Jeevyn K. Chahal, MD
David B. Chapman, MBChB
Brian Day, MB

David J. Esler, MD

Michael Schwandt, MD
Yvonne Sin, MD

Cynthia Verchere, MD

2 BC MEDICAL JOURNAL VOL. 65 NO. 1 | JANUARY/FEBRUARY 2023

Managing editor
Jay Draper

Associate editor
Joanne Jablkowski

Editorial and
production specialist
Tara Lyon

Copy editor, scientific
content
Tracey D. Hooper

Proofreader and
web/social media
coordinator

Amy Haagsma

Cover and other photos
of Dr Greggain
Brit Kwasney

Design and production
Laura Redmond,
RetroMetro Designs Inc.

Printing
Mitchell Press

Advertising

Tara Lyon

604 638-2815
journal@doctorsofbc.ca

ISSN 0007-0556 (Print)
ISSN 2293-6106 (Online)
Established 1959



This issue of the BCMJ is bookended by two articles tackling the topic of hope; see pages 6 and 35.

CLINICAL

14

19

Supportive cardiology:
Bridging the gaps in care
for late-stage heart failure
patients, Elizabeth Burden,
MD, Susan Anderson, MD,
Daisy Dulay, MD

Opioid overdose following
surgery or pain treatment:
A missed opportunity for
intervention, Nicola Y. Edwards,
MHA, Ainsley M. Sutherland,
MD, Lauren Caters, BSc (Hons),
Liz S. Kim, BSc, Samuel Chan,
BSc, Swati Shetty, BSc, Alana M.
Flexman, MDD, James Kim, MD

26 WorkSafeBC

FAQs about expedited surgeries Looking for the News?

Our News section has moved online
so that it can be more timely. Find
it at bcmj.org/article-type/news.

and billing the expedited surgery
premium, Patrick Wong, Dana

Chmelnitsky

27 BCCDC
Avian influenza: A BC clinician’s 31
guide to diagnosis and management

Rohit Vijh, MD, Erin Fraser,

College Library
Resources for emerging and
persistent infectious diseases

DVM, Mayank Singal, MD Karen MacDonell
29 Obituaries 32 Classifieds
® Dr Mary-Wynne Ashford
(née Moar) 35 BackPage
= Dr Ruth Oliver Hope for change

= Dr C. Paul Sabiston Tej K. Khalsa, MD

Environmental impact

The BCMJ seeks to minimize its negative impact on the

environment by:

« Supporting members who wish to read online with an
e-subscription to bcmj.org

+ Avoiding bag and envelope use, and using recyclable
paper envelopes when needed

« Working with Mitchell Press, ranked third in North
America for sustainability by canopy.org

« Printing with vegetable-based inks

+ Using FSC-certified paper

« Printing locally in British Columbia

PRINTED IN BC

Postage paid at Vancouver, BC. Canadian Publications Mail, Product Sales Agreement #40841036. Return undeliverable copies
to BC Medical Journal, 115-1665 West Broadway, Vancouver, BC V6J 5A4; tel: 604 638-2815; email: journal@doctorsofbc.ca.

Advertisements and enclosures carry no endorsement of Doctors of BC or BCMJ. The BCMJ reserves the right to refuse
advertising.

The BCMJ and Doctors of BC operate from the traditional territories of the Coast Salish peoples including the Musqueam,
Squamish, and Tsleil-Waututh Nations, whose relationship with the land continues today. Doctors of BC is committed to the
provision of culturally safe care to First Nations, Inuit, and Métis people.

© 2023 by article authors or their institution, in accordance with the terms of the Creative Commons Attribution (CC BY-
NC-ND 4.0) license. See creativecommons.org/licenses/by-nc-nd/4.0/. Any use of materials from the BCMJ must include full
bibliographic citations, including journal name, author(s), article title, year, volume, page numbers. If you have questions, please
email journal@doctorsofbc.ca.

Statements and opinions expressed in the BCMJ reflect the opinions of the authors and not necessarily those of Doctors of
BC or the institutions they may be associated with. Doctors of BC does not assume responsibility or liability for damages arising
from errors or omissions, or from the use of information or advice contained in the BCMJ.

BC MEDICAL JOURNAL VOL. 65 NO. 1| JANUARY/FEBRUARY 2023 3



EDITORIALS

Are vitamins a complete
waste of money?

appy new year! How are those

new year’s resolutions coming

along? If you are anything like
the majority of Canadians,' your commit-
ment has already lapsed, but that doesn't
mean you should give up. Many of us are
striving to be better in 2023. Taking vi-
tamins can be an appealing option—no
starving, chopping vegetables, or sweating
at the gym; just purchase, pop, and improve.
But is it really that simple?

In 2022, JAMA published a study con-
ducted by the US Preventive Services Task
Force to assess vitamin, mineral, and multi-
vitamin supplementation to prevent cardio-
vascular disease and cancer.? It represents
the most thorough meta-analysis to date
of every randomized controlled trial of vi-
tamin supplements in adults. The data did
not provide a compelling endorsement for
vitamins. In fact, an article on Medscape
summarizing the research was titled “It’s of-
ficial. Vitamins don’t do much for health.”
So, which is it? Are vitamins helpful or not?
It turns out that the data are not as clear as
we might hope for.

Let’s dig into the specifics a bit more.
The JAMA study recommended against
vitamin E and beta-carotene to prevent
cardiovascular disease and cancer, with
beta-carotene possibly increasing lung can-
cer risk in people who smoke or are exposed
to asbestos. Regarding single agents (vita-
min D, vitamin A, calcium, folic acid, vita-
min B12, vitamin C, selenium, vitamin B3,
and vitamin B6) and multivitamin supple-
ments, it concluded that current evidence is
insufficient to assess the benefits versus the
harms of use. Pooled analyses did not show
an effect on all-cause mortality, cardiovas-
cular disease, or cancer, but the authors ac-
knowledged the limited generalizability and
heterogeneity of the data. Importantly, they
also specified that their conclusions do not

apply to children, hospitalized people, or
those with a chronic illness or nutritional
deficiency and reminded us that those who
could become pregnant should take at least
0.4 mg of folic acid daily.

I'am cognizant that there are many oth-
er determinants of health and the JAMA
publication was looking only at preven-
tion of cardiovascular disease and cancer.
However, because these are Canada’s two
leading causes of death,* they are appealing

Canadians spend over
$4 billion annually on
vitamins, minerals,
and supplements.

targets for any intervention intended to im-
prove people’s lives. Canadians spend over
$4 billion® annually on vitamins, minerals,
and supplements, with the most commonly
stated reason being “overall wellness.” Is
their money going to waste?

What we can say is that vitamins are not
universally beneficial. In some cases they
can cause harm, such as vitamin A with
reduced bone mineral density, toxicity, or
teratogenicity, and vitamin D-associated
hypercalcemia and kidney stones. In terms
of other products, we may not yet know
which supplements are preventive of what,
or in whom. Although taking a daily vita-
min is low-risk, I am concerned that some
people do not read beyond the Google sum-
mary before clicking to purchase. Further-
more, it’s common to be taking more than
one product and overlapping, thereby ex-
ceeding dose recommendations. Vitamin
companies are clearly aware of consumers’
short attention spans and desire for a quick
fix. Some products even list the “benefits”
right in their names. Perhaps the clever
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intention behind the Medscape article’s
oversimplified title was to elicit a pause; a
concise interpretation of the data makes it
easier to convey. But, as in many facets of
medicine, more evidence and critical ap-
praisal will be essential to inform our pa-
tients and help them navigate a potentially
predatory market of unfounded promises.
As doctors we are often presented with
a long list (or bag of bottles) of vitamins,
supplements, tinctures, etc., which patients
want us to review. “Are these pills worth tak-
ing, doctor?” they ask. How do you reply? It
seems that, in many cases, the truth is that
we really don't know. B
—Caitlin Dunne, MD, FRCSC
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Speak-up culture =
feedback culture

he In Plain Sight report recognized

that Indigenous people experience

racism in our health care system.
The report recommended “that the BC
government continue efforts to strengthen
employee ‘speak-up’ culture throughout the
entire health care system so employees can
identify and disclose information relating
to Indigenous-specific racism or any other
matter.”?

What is “speak-up” culture? How can it
help us? How do we develop and nurture
it within the health care system? I believe
we can simplify the concept by thinking of
speaking up in terms of providing feedback.
In my experience, knowledge and skills are
required to speak up well.

Speaking up through feedback can be
a powerful tool to help us improve in our
personal and professional lives, but it’s not
easy. In busy health care settings, it’s some-
times easier to delay or avoid opportunities
to give feedback.

Good feedback needs to be specific, ac-
tionable, timely, and delivered with com-
passion and curiosity. It takes practice!
Providing feedback about explicit or im-
plicit racial bias is even more complex due
to the difficult emotions elicited. The person
giving the feedback might feel anger, fear, or
sadness. The person receiving the feedback
will often feel shame.

Giving feedback about racism is not as
common as it should be. Even if we want to,
most of us do not know how to do it in an
effective manner. When I give this kind of
teedback, I try to provide it in a manner that
protects those being harmed by the biased
behavior without shaming the other person.
Shaming people is not an effective social
justice or educational tool,? as I can attest
to personally. A friend of a friend posted
an article on social media about questions
you shouldn't ask same-sex couples who

have kids. While out for dinner the week
before I had asked one of these questions,
and I went online to comment that I found
the article useful and to apologize for not
knowing better. But when I read a couple
comments about how “stupid” people are,
I didn’t end up posting the comment or
reaching out to apologize, because I felt
attacked. I learned from the article but did
so in shame and silence, and that relation-
ship was never repaired.

Here are some principles for how to
deliver feedback in a good way:

* Speak to the person privately.

* Establish a connection with the person.

* Ask them about the behavior you ob-
served.

* Provide your feedback about the be-
havior observed.

* Keep the dialogue open.

These conversations can be difficult,
which is exactly why these skills need to
be taught and practised in order for people
to feel confident to use them in the real
world. As a cultural safety educator, I prefer
“calling people in” rather than calling them
out. Calling people in means you assume
their intention was not to harm and that
they do not understand the impact of their
behavior, that when they know better they
will do better.

Receiving feedback can also be diffi-
cult. It requires us to be open, reflective, and
honest with ourselves. Understanding the
trauma response and how to develop shame
resilience can be helpful. Racism is often
seen as a moral issue: you are either racist
or you are not, and if you are found to be
racist you are a bad person. Therefore, when
someone is told their behavior is biased,
they can feel as if their character is being
attacked. This is followed by shame, which
triggers a trauma response in the form of

either fight (challenge), flight (deny, avoid),

EDITORIALS

or freeze (blank, no words). These responses
are all normal. When someone is in a fight,
flight, or freeze response, they are able to
respond only from their limbic brain; their
prefrontal cortex is offline. In other words,
they cannot listen to you meaningfully.

Shame thrives in secrecy and silence.?
To counter the shame around racism, we
need to be able to talk about it. We can use
the same strategies that are used to address
the shame and fear around acknowledging
a medical error. This includes normalizing
(i.e., we all make mistakes) and creating safe
spaces to report and talk about medical er-
rors (i.e., morbidity and mortality rounds).
We all have racial bias because we grew
up and live in a world with racial bias, in-
cluding anti-Indigenous bias. We need to
normalize that we can all be racist and cre-
ate mechanisms to report racism and talk
about racism. I would like to see education
and training opportunities that teach how
to give and receive feedback about racism
developed and implemented at all levels of
medical education so that we all feel em-
powered to speak up.

I believe having these courageous con-
versations will have a profound impact on
preventing anti-Indigenous racism at the
bedside and will save countless lives. H
—Terri Aldred, MD
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PRESIDENT’S COMMENT

«

ulture”is a word that defines all the

little things that make us who we

are: our origins, our ancestors, the
places we call home, where we have come
from, where we are now, and where we may
long to go. The multiplicity of our culture is
a delicate balance of our greatest attributes
and our deepest flaws. It is a culmination
of our superpowers and of our respective
kryptonite.

The culture of our profession can be
one of helping, healing, compassion, and
understanding. And yet it can also be one
of competition, suffering, and exasperation
with the pressures we put on ourselves and
those we feel are put upon us.

As we enter into 2023, we need to look
at where we have been and where we are
going. We need to look introspectively at
the culture of medicine. But we need to first
look inward, so that we can authentically
look outward. And we need to look upon
ourselves with compassion and kindness,
while letting go of the competition and the
guilt. Let us examine if “the way” we are or
“the way” it is creates the right culture. Are
we serving ourselves, our colleagues, and
our patients well? Are we sharing in the
culture necessary to lift each other up? Are
we demonstrating to our patients that while
we may have bent, we are not broken, and
we are looking to the future with a sense of
optimism and resolve? Are we exhibiting a
culture of hope?

Unequivocally, there have been chal-
lenging times and unpalatable circum-
stances over the last few years. And yet,
as Martin Luther said, “Everything that is
done in this world is done by hope.”

Culture of hope

Many of us have witnessed a dying pa-
tient or someone who cannot resolve their
own inner turmoil. They become destitute
because they cannot see a path forward.
They suffer needlessly because they cannot
find something to look forward to beyond
their immediate future. They have lost hope.

There is a renewal
about us, our profession,
and our association.
We battled through the
despair of the last few
years and we rallied.

But we have not lost hope. Rather, I feel
we have found a renewed sense of hope.

There is a renewal about us, our pro-
fession, and our association. We battled
through the despair of the last few years
and we rallied. We are leading with cour-
age and defining what we want our health
care system to look like moving forward.
We are redefining what it looks like to not
lose hope. This year is full of fresh starts:
a renewed perspective within our associa-
tion, a new Physician Master Agreement,
and a new family practice payment model.
Our advocacy work will continue in earnest
on behalf of specialists and their concerns
about emergency rooms, diagnostics, sur-
gical wait times, community-based offices,
and oncologic care. And 2023 has intro-
duced us to a new CEO of the association,
not to mention that we now have a new
premier leading the province.
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For all these reasons and more, I am
very hopeful.I also come from a place called
Hope.I have spent the majority of my med-
ical career in this community and intend
on carrying its ethos and culture forward.
believe in every one of you, as my colleagues
and friends. I believe that no matter where
we have been individually and collectively,
we have it within us to carry and share in
a sense of hope. We want it. We need it.

I am privileged to serve as your presi-
dent for 2023. Over the coming year, I will
write extensively about culture. I will write
prospectively and optimistically about our
collective future. I will speak in open forums
and meet with you in quiet places. I will ex-
plore a multiplicity of our culture and reflect
hopefully on who we are as a profession and
as an association, and who we want to be.
Above all else, though, I commit to you that
these reflections and prognostications will
be grounded in a culture of hope.

With gratitude.

—Joshua Greggain, MD
Doctors of BC President
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Re: Gender-affirming care in
BC: Guest editors reply to Drs
Sinai, Regenstreif, and Leising
I was interested to read that the approach
taken by the team at BC Children’s Hospi-
tal requires a “comprehensive psychosocial
assessment of an individual before pro-
viding gender-affirming therapy” [BCMJ
2022;64:287]. A family experience there
is recounted in an article published in the
Economist 2 years ago: “We thought we
were going to see a psychologist, but it was
a nurse and a social worker,’ says Ms Da-
vidson (both her and her daughter’s names
have been changed). ‘Within ten minutes
they had offered our child Lupron.” Was
this an adequate psychosocial assessment?
'The parents clearly did not think so.
Why has there been such a huge in-
crease in referrals of children (especially
girls), unhappy with their birth gender?
Perhaps if we knew the reasons, we could
put our resources to better use. Meanwhile,
I am concerned that these youth may need
more time to consider their decision.
—Richard S. Taylor, MB, BS, FRCPC
Victoria

Reference

1. An English ruling on transgender teens could
have global repercussions. The Economist. 12
December 2020. Accessed 25 November 2022.
www.economist.com/international/2020/12/12/
an-english-ruling-on-transgender-teens-could
-have-global-repercussions.

Designation of a life
insurance beneficiary

Erin Connors’ article about designating
your life insurance beneficiary [BCMJ
2022;64:377] has solid, poignant infor-
mation, recommending that you designate
a beneficiary for your policy in the case of
your death and ensure that you stipulate a
trustee to handle the funds if the beneficiary
is still a2 minor.

When our son unexpectedly died 20
years ago without having made a will, neph-
ews had been named as beneficiaries of his
two policies. The one living in BC immedi-
ately lost 10% of the payout to the public
trustee, who had to handle the funds under
BC law. The one living in Quebec was able
to avoid this by having his parents desig-
nated as trustees.

Another BC peculiarity, and a catch-22,
is that to administer an intestate estate one
needs letters of administration, which can
be obtained only if details of items like life
insurance policies are given up front. But
to get those details, insurance companies
demand that you provide them with letters
of administration!

Perhaps the insurance department of
Doctors of BC could spearhead changes
to probate law in BC to remove this le-
gal incongruity and to make it possible for
parents to administer life insurance policy
benefits for minors under the supervision
of a public trustee, as is done in Quebec,
without the large windfall deduction from
those funds.

—Anthony Walter, MD
Coldstream

Re: Dr Ken Turnbull (obituary)

I was saddened to read of the passing of Dr
Ken Turnbull. He was one of my favorite
teachers, colleagues, and mentors.

In 1986, when I was a resident, he was
one of the ICU attending staff. He had a
great way of assessing cardiovascular re-
sponsiveness. He used the tilt table test. No
one else did. Little did I know at the time
that the test was first described that year!

Later, when the two of us were both
in practice at VGH, he gave anesthetics
for my patients. He was one of the early
adopters of acupuncture as an adjunct to
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LETTERS

general anesthesia. He liked to teach about
the Hegu point (LI4) in the first web space.
This is the one to relieve headaches (pos-
sibly caused by the interaction of surgeons
and anesthesiologists).

In 2001 I required an emergency disc-
ectomy for an acute L5-51 disc. Ken was
my anesthesiologist. He sent the medical
student out to examine me preoperatively.
She apologized and said that Dr Turnbull
had told her that she had to listen to my
heart and lungs. I think I told her I would
tell him if she didn’t.

He loved to talk about tinkering with
and flying his plane and the time he had
to ditch her in Indian Arm. He was a great
teacher. He cared about his students, his pa-
tients, his colleagues, and his profession. He
was also a good friend, and I will miss him.

hay ¢ x” ga.

—Douglas J. Courtemanche, MD, MS,
FRCSC
Vancouver
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Correction: Managing
menopause Part 1:
Vasomotor symptoms

This article (BCM]J 2022;64:344-349) has
been revised online postpublication to
provide an alternative method of access-
ing the Managing Menopause guideline via
the College of Physicians and Surgeons of
BC Library.

Revised content: The Managing Meno-
pause guideline can be accessed from the
College of Physicians and Surgeons of
BC Library. To do so, go to the Point of
care tools page: www.cpsbc.ca/registrants/
library/point-care-tools and find Clini-
calKey in the alphabetical list. Click on
“Log in to access” and log in. Scroll down
and click on the Guidelines box (left-hand
side). Where it says “filter list by title,” type
“guideline no 422” and press the Enter/
Return key. College registrants with library
services can contact the library for assis-
tance (medlib@cpsbe.ca); other health care
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in Canada for facial aesthetics. :

The most clinically based fraining -
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providers can use the citations in the ref-
erence list (2-8) to inquire further at their
own libraries.

Correction: WorkSafeBC and
your patients with workplace
injuries: Frequently asked
questions

The WorkSafeBC article published in the
December issue (BCM]J 2022;64:432) has
been revised. The authors requested the
highlighted changes post-publication:

Q: How do I know if my patient’s claim
has been accepted?

A: You can check an injured worker’s
claim status by using the claim status tool
at https://pvc.online.worksafebc.com or
calling the Fetectaimrteam(664-232-7787
or1-866244-6464-tol-free WorkSafeBC
Claims call centre at 604 231-8888 or 1 888
967-5377, Monday to Friday, 8 a.m. to 6

p-m.yoremailinghesinqu@worksafebe-com.

§ i..il’l.l"
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Dr Joshua Greggain:
An optimistic advocate
ready to engage

Dr Greggain has been a family physician caring for rural, Indigenous, and underserved populations for the
past 15 years and is the new president of Doctors of BC. Here he shares a bit about where he comes from,

what inspires him, and what he hopes for the future.

r Greggain started his 1-year term as president of Doc-
tors of BC on 1 January 2023. He spoke with BCMJ
editor Dr Caitlin Dunne in December.

First of all, congratulations on your role as president of Doc-
tors of BC. I'm excited to learn more about you; based on your
lived experiences and your overall outlook on medicine, there’s
so much I could learn from you, and I'd like to give you a chance
to introduce yourself to the readership, and maybe tell us about
your background.

Congratulations to you as well, on your new role as editor.

I feel like in medicine we talk a lot about what we do for a liv-
ing—this is my job—and I try to frame my introduction around
what we call human being, human doing. I'm Josh Greggain; I'm
a husband, father, uncle, and grandson, and eventually will become
an ancestor, although I'm hoping that’s still a long time off. I'm

privileged to be married to Jennifer. We have two children, Darren
and Elizabeth, 25 and 21, which is why I preface that with I don’t
want to be a grandparent or an ancestor yet. I'm privileged to be a
family doctor. 'm privileged to be a White settler on the territory
of the lok"anan-speaking people in Victoria, where I've spent the
last year, and I've had a really good career, I think, in rural medicine
in British Columbia over the last 20 years, give or take, primarily
in the communities of Hope and the Fraser Canyon.

You've both lived and worked rurally for most of your life and ca-
reer, and you started your work with Doctors of BC on the Rural
Issues Committee. Tell me something about rural issues that city
docs should know, or that you want us to know.

I have the privilege to teach a course with the Practice Ready As-
sessment International Medical Graduate program, and I always
start with a statement to the effect of “Rural family medicine is
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the most rewarding, most fantastic, most exciting profession in the
world, and everyone should try it for at least a week, if not a month,
if not a lifetime.” There are lots of predictors of why people do rural
medicine; for me, it was a combination of growing up rurally in
Northern Alberta, having my father be a rural family doctor, and
recognizing all of the things I would get to do.

A couple years ago, I was honored provincially with an award in
family medicine, and it was an opportunity to reflect. For example,
I've known four generations of one family and I've seen all of them
in a given week. I've had the privilege to be in the emergency room,
occasionally in the delivery suite, in the office, in our outreach com-
munities, in the hospital, and on house calls, and there aren’t too
many jobs where we get to do all those things
at different times. For me, the rural nature has
something to do with generalism but also a ton
to do with being connected to people, which
T've always really enjoyed.

generally more optimistic. I have that gift. I see the glass as half
full, and I ask myself, how can I pour more into it to create op-
portunities for other people that will ultimately overflow and pour
out even further? I appreciate what you said; I do bring a particular
tone. I am pretty excitable, maybe overly enthusiastic at times, and
that has served me well—in the exam room, managing people,
at the community level, or when thinking about what the future
holds. At the core of optimism for me is the absolute belief that
we can do something differently or better, or that we can just do
something. It aligns with who I am as a person, and it then tends
to be a bit infectious. I've been labeled gung-ho-ish in my family.
It comes from a place of courage, confidence, and compassion for
oneself and for others. It’s a space to think, let’s
get this done, no matter what it is.

It was the inclusiveness
taught to me by
Chief O'Donaghey in

I agree, it is infectious. Maybe your optimism
can be our new infectious disease. That would

be beneficial.

2009 that started to

Is there a story or family that stands out to you,
that connected with you in your career?

I've been practising family practice since 2005,
which feels like both a long time and a blink of time. For sure,
walking alongside families who have lost children have been some
of the most difficult times in my career—to be at the wake, to be
at the funeral. Those are times that are pretty special. One patient
who passed away earlier this year had given me a vial of gold that
he had sluiced out of the Fraser River. He was well into his 80s
when he did that.

You often speak about connections, whether between you and
your patients or you and your colleagues, working in, say, Fraser
Canyon, Chilliwack, or Hope. Is that what drives you?
Absolutely. I'm a people person. I like to connect with people and
create opportunities for authentic connections. In the world of
social media, being someone’s Facebook friend or following them
on Instagram is not the same as being there when their house is
flooding or helping someone (or being helped) during a chal-
lenging time. I had a colleague reach out this week to say, “Man,
I had a really tough week.” I'm always happy to be there to have a
conversation. Whatever I've given out to my colleagues has come
back to me tenfold.

Even though I'm living in Victoria now, I stay connected to
many of the people I've worked with over the years, and we con-
tinue to share a multitude of circumstances.

Tell me about your view on optimism. I am inspired by the opti-
mistic tone of everything you write. How, in this difficult time in
medicine, as many of our colleagues are struggling with burnout,
financially, or with the various commitments they have in their
lives, does one become more optimistic?

There is an element of nature versus nurture; some people are
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create opportunity.

Yes, the virus of hope. When I stepped into the
opportunity for this role just over a year ago it
was with that tone. I can’t say I'm well versed in
all the policies when it comes to health care or that I know what
it is to be every one of the 15 000 physicians across this province,
but I do know how to set a tone and create space for people, both
inclusively and optimistically to move forward.

Let’s talk a bit about inclusivity and one of the themes that I also
took from your writing, which is your relationship with the Indig-
enous community. I want to give you some space to talk about that.
T've worked for 17 years in a community that has up to 25% Indig-
enous people. Earlier in my career, we weren't talking about First
Nations health or about Indigenous cultural safety and humility. You
just saw patients. There wasn't a lot of distinction. I was invited in
2009 into the development of the primary care clinic in Anderson
Creek, which is about 1 hour north of Hope, in the community of
Boston Bar. And what was really inspirational at that time was when
Chief Dolores O'Donaghey said, “We want to build this space [at
that time] with Health Canada dollars and we want to make the
space inclusive of everybody.” They didn’t want to have the clinic
on reserve to be only for Indigenous people. It needed to be for
everybody, because the challenges, both remote access to health
care and some of the demographics, were the same for everybody.
It was the inclusiveness taught to me by Chief O’Donaghey in
2009 that started to create opportunity. Initially I was able to be
in clinic once every week or two alongside one of my colleagues
and nurse practitioner Sean Young, from Agassiz; we started to see
some of the challenges faced both on reserve and also generally by
people in remote locations. I couldn’t get everyone to an MRI or
a CT scan—I could hardly get them down for their labs—but we
could sit and connect and walk through whatever circumstances
came through that door.



And we did. I've done house calls and car calls and boat calls,
where you go to someone’s house or car or boat or hotel that they’re
living in to help make sure they know they are cared for. I say that
coyly, but that’s one of the privileges of being a rural physician:
I get to go to all sorts of places, and, as a result, when you do those
things, people feel like you care for them, and when they feel like
you care for them, not only do they fee/ better, whether they get
better or not, but I know that I've helped inspire them a little bit.
Most importantly, like Chief O'Donaghey did early on in my career,

I was inspired to do something different or more.

I was happy to read about your commitment to cultural humility,
inclusion, and diversity, because I think we are all learning about
that. Can you share with us any further insights? What’s the best
advice you've received on how to approach this topic or how health
care should embrace this topic?

I'll start with a professional commentary and then I'll go personal.
If there’s any profession that recognizes that we're all just prac-
tising, that none of us have this mastered or perfected, it’s us in
health care. I jokingly say that I'm either in training, practising,
or retired; there isn’t anything in between. There’s an inherent
humility to the profession that I think at times we forget about,
or at times [ forget about. Sure, I'm a doctor and I know things,
but the reflection for me is that I may know physiology, anatomy,
prescriptions, or diagnostics, but I don’t actually know people’s
lived experiences. If I can approach my exam room with that
sort of sensitivity or the emergency room with a sense of humil-
ity—that I need to understand this person, where they’re coming
from, their human being alongside their human doing—then that
creates space for me personally to better listen to them. One of
the Elders that I know quite well in Chilliwack, a woman named
Gracie Kelly, taught me about being humble. Being humble is
often about wanting to hear people’s hearts. She taught me to
listen with my three ears, the two on the side of my head and the
one in my heart.

I am White; I am not Indigenous. I have had all the privilege
of a lifetime of education and resources and being free of trau-
ma, and that isn’t the case with many people in our Indigenous
communities.

Following the discovery of children’s graves at the residential
school in Kamloops, it registered that people in my communities
have gone there; I know patients who had family members go
there. That introduces a whole other level of reflection on what it
is to be a healer, what it is to be someone who cares for people, and
what it is to be Canadian. What it is to understand our heritage,
my ancestors, our colonialism, and what I cant do to fix that, but
what I can do to open the circle a bit larger, to invite people in for
conversation, to meet in community, and ultimately to meet in the
exam room to make sure I've acknowledged the truth, that I can be
trusted to the best of my ability, and that I want to help patients
heal from whatever circumstances they’ve seen.

SPECIAL FEATURE: INTERVIEW

I love that idea—to borrow the phrase you borrowed—to listen
with your three ears, and how that third ear in your heart helps you
understand people’s lived experiences, and that the lived experience
is an integral part of the patient history. It’s another diagnostic
test. It’s part of the big picture of understanding how to help a
patient with whatever their ailment may be.

Absolutely. And if it’s a skill that I can own, it makes me a better
listener, which makes me a better partner, which makes me a bet-
ter father, which makes me a better son. I think in medicine some
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of the burnout we've experienced, some of the challenges we've
faced, have been because we've lost some of the humanity, both
in what we express to others and in the grace we don’t extend to
ourselves. Part of walking alongside people is also being authentic
with yourself.

Shifting gears a bit, what has this past year looked like for you as
president-elect?

I'had to ask that question as well, a year ago. 'm privileged to know
some really great people who have been past presidents. I know
Ramneek Dosanjh a little bit, I know Matt Chow reasonably well,
I would consider Trina Larsen Soles and Alan
Ruddiman close friends, and Granger Avery is
a mentor of mine. They are people I hold close.
'The advice Alan Ruddiman gave me was to use
the time to make connections, to build out op-
portunities to connect to people, to understand
the landscape, to understand the circumstances.
I've been involved with Doctors of BC officially
since 2019 via the Rural Issues Committee and
the Joint Standing Committee on Rural Issues, but I hadn’t been
in the boardroom or at the representative assembly. So, this past
year was spent initially trying to navigate some sticky situations
regarding leadership and Board composition, and then it was get-
ting to know my fellow Board members, the Joint Collaborative
Committees co-chairs, and some of the staff.

May was a bit of a tumultuous time in the province when it
came to the legislature, a rally around patients, and trying to give
primary care a different scenario. I started to reach out to local
physicians here in Victoria that I knew, local community activists,
and I had the privilege to continue to understand and listen with
my “three ears” about circumstances, which led to opportunities
to be invited to the Ministry of Health to try to understand what
the future holds and then be able to shape and form what it is go-
ing to be. Because it’s a Physician Master Agreement year, in the
latter half of the year I was involved in some of the negotiations
and involved intimately in the longitudinal family practice model.
I think that model and the opportunity to create some elevation
of primary care in the public’s eye were important to inspire our
colleagues and the entire system.

'The year was about connections, relationships, and listening,
and then starting to build what will be the tone for the next year
in the culture of medicine.

But I've also done my best to create time and space for travel
with my family. We were in Scotland for 3 weeks. We spent 10
days in New Zealand. I've been able to fly to Regina to visit my
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From my perspective,
my task this year is not
to share my voice, but
to reflect the voices
of my colleagues.

grandmother and head to Seattle with friends. It’s been a busy
year, but it’s been a fun year.

If we could fast-forward to the end of your year as president, what
would success look like for you?

'The biggest thing for me is to try to bring to the table what I have
and what I know. If a year from now my colleagues, collectively or
individually, feel more inspired to do what we need to do, if they
feel more hopeful about the future, if they have created more space
for more people to be involved in clinical conversations, more op-
portunities for engagement with their colleagues, patients, and
communities, I will feel like things have gotten
better. Our motto at Doctors of BC is “Better
Together,” so I want to send that message. I'm
also expecting to be able to travel more across
the province as things have opened up, because
it is a privilege to meet and listen to people
and hear them create a sense of unity and con-
nection, and then to move us forward during
a time when it’s so important that physicians
continue to be trusted people in this province, and those who can
lead into the future. We are at a time of significant transformation
in BC, and I want to ensure every one of my colleagues across the
province shares the same sense of hope that we have it within us
to shift and renew a system. It is critical that we set the tone and
are at the core of that renewal.

I think what I heard you say is that you’re going to leave our read-
ership more optimistic and more cohesive than you found it. I
look forward to that.

I will aspire to that, Caitlin. Obviously, I can’t enact those things
alone, but I can hopefully inspire and create opportunities so that
people can make that happen. I'll continue to write over the course
of the year about the culture of medicine, trust, hope, and sustain-
ability. All those things are important, and I expect to live those
out in my own life. Optimism and creating space to celebrate who
we are, what we do, how we’re seen in the culture and community,
and how we, therefore, have the opportunity to be trusted and to
trust others.

I'want people to know how inspired I am by our colleagues and
our readership, and that I hope we can reflect that inspiration back
on one another. Ultimately, from my perspective, my task this year
is not to share my voice, but to reflect the voices of my colleagues,
and that reflection will amplify the optimism and positivity that’s
out there, while still acknowledging the challenges, but hoping we
can spur or inspire each other forward. B



Advancing health equity:
The quintuple aim

ince 2008, the triple aim framework®
has supported health care improve-
ment through the simultaneous pur-
suit of three goals—improving population
health, enhancing the care experience, and
reducing costs—to optimize health system
performance. The triple aim was expanded
to the quadruple aim in recognition of the
growing challenge of burnout (i.e., exhaus-
tion, cynicism, and professional dissatisfac-
tion) among physicians and the health care
workforce.? Now there is an imperative to
advance health system improvement beyond
the quadruple aim to the quintuple aim,
with simultaneous advancement of health
equity, purposefully focusing on individuals
and communities who need improvement
and innovation the most.>
Health equity is defined by the World
Health Organization as “the absence of
avoidable or remediable differences among
groups of people.” It is achieved when ev-
eryone can attain their full health poten-
tial and no one is disadvantaged because
of social position or other socially deter-
mined circumstances. While Vancouver is
one of the healthiest cities in the world,
life expectancy between neighborhoods
just 5 km apart can vary by as much as
9.5 years; some neighborhoods have mor-
tality rates 17 times higher than others.®
Some of the areas with better outcomes
have more services, more green space, and
more transit; there may be attribution to
specific policies and social factors that are
remediable.’ Living conditions are often
made worse by discrimination, stereotyping,

This article is the opinion of the authors
and not necessarily the Council on Health
Promotion or Doctors of BC. This article
has not been peer reviewed by the BCMJ
Editorial Board.

and prejudice. Discriminatory practices are
often embedded into institutional and sys-
tems processes, resulting in underrepresen-
tation in decision-making at all levels and
underservice.

A person’s physical and mental health
and well-being are influenced by social, eco-
nomic, and environmental factors, which
can cluster in populations. Protective factors

While Vancouver is one
of the healthiest cities in
the world, life expectancy
between neighborhoods
just 5 km apart can vary
by as much as 9.5 years.

include access to a healthy diet, physical
activity, education, stable employment, a
stable support network, and quality hous-
ing. Risk factors include smoking, adverse
childhood experiences, exposure to violence,
and alcohol and drug misuse. Without an
explicit focus on reduction of disparity and
correction of systemic inequities, the op-
portunities to promote or restore health and
well-being can be lost. Addressing inequity
benefits current and future generations.
Primary health care has strong potential
for reducing health disparities. Fostering
innovation and development of integrated
community-based care can be critical to
reducing disparities. Low-income people
have greater prevalence of chronic illness
and fewer resources to manage them. They
have poorer housing, less access to trans-
portation, and less income for prescriptions
and healthy food. Finally, they are less likely
to have strong social supports. Not only do
these factors affect mortality rates of chronic
diseases over time, but they are also drivers
for acute health crises, such as the opioid

COHP

overdose crisis and the COVID-19 pan-
demic. Services that are centrally located,
are designed to fill support gaps, and pro-
vide outreach for early detection, follow-up,
and ongoing care will reduce disparities.
The best model includes health care teams
of multiple providers, with coordinated,
continuous, relationship-based care pro-
vided by community longitudinal family
physicians and practice teams throughout
a patient’s lifetime.

There is an urgent need to address the
inequities caused by unjust and unfair fac-
tors within health systems. Adopting the
quintuple aim will lead to reduction of dis-
parity and correction of systemic inequities
to improve conditions of daily life. With
patients as our partners, we must all be
learners and active participants in decolo-
nizing BC’s health care system, returning
the right to access quality health care that is
safe and free of racism and discrimination.
Health systems should alleviate challenges
that people face, not add to them, and facili-
tate access to the care that people need. B
—Katharine McKeen, MD, MBA, FCFP
Member, COHP
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Supportive cardiology:
Bridging the gaps in care
for late-stage heart failure

patients

Interactive tools were created for patients with advanced heart failure

and their clinicians to improve information sharing regarding living with

the disease, managing symptoms, and making end-of-life decisions.

ABSTRACT

Background: Embedding a palliative approach
into management of advanced heart failure
remains an important yet challenging aspect
of the current care model.

Methods: Late-stage heart failure patients were
interviewed about their health care journey,
and themes were extracted by multidisci-
plinary partners. The project team created
two original interactive tools for patient and
provider perspectives.

Results: The tool for patients and their car-
ers supplements discussions with clinicians
regarding prognosis. It focuses on recognizing
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resident at the University of British
Columbia. Dr Anderson is a palliative
care consultant, medical director, and
division head of palliative and end-of-
life care at Island Health and a clinical
assistant professor in the Department of
Family Practice, UBC. Dr Dulay is a clinical
assistant professor in the Department of
Cardiology, UBC, a cardiology consultant,
and medical director of patient safety
and quality at Island Health.

This article has been peer reviewed.

signs and symptoms of heart failure progres-
sion and exacerbation and outlines skills for
adapting to this transition. The aim of the
clinician tool is to support clinicians’ skills in
caring for advanced heart failure patients. It
includes guidance through the stages of care
and interactive links to further information
and support.

Conclusions: Two novel tools were created to
address gaps in existing heart failure guidelines
and patient education regarding advanced
heart failure trajectory that were identified by
patients and their providers.

Background

More than one in five Canadians are expect-
ed to experience heart failure during their
lifetime, and an estimated 600000 Canadi-
ans are currently living with the condition.?
Through improvements in diagnostics and
treatment of cardiac events, heart failure has
become a common endpoint for patients
with advanced stages of cardiac decline."
Heart failure mortality has long exceeded
deaths from lung, breast, and prostate cancer
combined and has a 1-year mortality rate of
23.4%. Further, up to 80% of heart failure
patients will be hospitalized during the last
6 months of life and are more likely than
cancer patients to die in the inpatient set-
ting.** Prognosis aside, the disease course
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also brings with it a multitude of symptoms
that limit quality of life, including fatigue,
dyspnea, angina, anxiety, and depression.”

The progressive nature and terminality
of heart failure remain poorly appreciated by
patients and their caregivers. Ambardekar
and colleagues demonstrated discordance
between physician and patient percep-
tions of prognosis and candidacy for in-
vasive measures in advanced heart failure.?
The Social Worker—Aided Palliative Care
Intervention in High-risk Patients With
Heart Failure trial further supported this
misperception by showing a frequent over-
estimation of life expectancy in patients at
high risk of heart failure mortality.’ The
deficit in both end-of-life communication
during heart failure and specialist palliative
care access has been increasingly recognized
over the last decade and beyond. In a 2009
position statement, the European Society
of Cardiology addressed the discrepancy in
palliative care involvement between heart
failure and oncological conditions, despite
heart failure being considered equivalent
to malignant disease with respect to symp-
tom burden and mortality. Jaarsma and
colleagues provided recommendations re-
garding the timing of a palliative approach,
specifically that discussions about goals of
care and prognostication should occur early
and be revisited frequently.”®
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The integration of a palliative ap-
proach into the active management of
evidence-based heart failure care remains
challenging. As the population ages and
the number of patients requiring palliative
care increases, specialized palliative care
physicians must focus on patients with the
most complex biopsychosocial needs due
to limited capacity.!! These providers rely
on a palliative approach being applied by
clinicians of all disciplines to their full scope
of practice; for patients with heart failure,
that includes the cardiologist and primary
care provider. Primary care providers are
not always aware of whether their patient
is eligible for further disease-modifying
cardiac care and, therefore, may expect the
cardiologist to convey prognostic informa-
tion to the patient if this is not possible.
However, cardiologists receive little formal
training in palliative care, despite frequently
encountering such scenarios, and may feel
ill-equipped to host discussions about pal-
liation with patients.'*" As a result, the sub-
jects of disease progression and prognosis
are often absent in their clinical encounters
until a very late stage.’® In terms of feasi-
bility, Gandesbery and colleagues incorpo-
rated a palliative medicine service into their
heart failure outpatient clinic to achieve
an embedded model of care.!” O’Donnell
and colleagues similarly used a palliative
approach that involved early conversations
on quality of life, prognostic understanding,
and end-of-life preferences, which were led
by a social worker trained in palliative care;
this intervention resulted in both improved
documentation of advanced care preferences
and patient readjustment of initial baseline
prognostic estimates.’

Recognizing the challenges for advanced
heart failure patients in accessing a pallia-
tive approach to care before the final days
of life, we explore the gaps in the patient
care journey and identify opportunities for
improvement. The objective was to create
mirrored tools for patients and clinicians
that address the same issues but from dif-
ferent perspectives and thereby support
improved care and communication for the
patient and enhance clinicians’ skills. We

outline the needs assessment used and de-
scribe the creation and implementation of
two interactive tools that were informed by
patient experience.

Methods

Patient population

The project was conducted in Victoria,
British Columbia. Adults with advanced
heart disease (n = 10) were invited by their
primary care provider to participate in an
hour-long interview about their illness ex-
perience. Criteria for recruitment included

Education is paramount in
setting expectations of the
patient and their carers.

a diagnosis of advanced heart failure with
symptoms refractory to maximal medical
management and one or more heart failure
hospitalizations in the last year. Following
national policy and the use of the ARECCI
Ethics Screening Tool, this initiative was
deemed to be a quality improvement study
and was exempt from formal ethical review
per Article 2.5 of the Tri-Council Policy
Statement: Ethical Conduct for Research
Involving Humans — TCPS 2 (2018).

Initiative

'This project was spearheaded by two physi-
cian leads: a cardiologist and a family phy-
sician with a focused practice in palliative
medicine. The objectives were to improve
the quality of life and prognostic awareness
of late-stage heart failure patients and their
carers and increase the comfort and skill
of primary care providers in caring for this
patient population.

Two novel partnered tools on advanced
heart failure were created for clinicians and
patients; each is embedded with palliative
approaches. The tools were created as origi-
nal material by the project working group,
composed of the physician leads, a heart
function clinic nurse clinician, and a car-
diology social worker, as well as primary
care providers and specialists in cardiology,

CLINICAL

palliative care, and internal medicine. The
iterative process of tool creation began with
a multidisciplinary team meeting in April
2019 to identify a standard clinical path-
way for late-stage heart failure patients.
Interviews with advanced heart failure pa-
tients and their carers were conducted by
a cardiology social worker, which provided
the group with vital information to iden-
tify gaps in the care pathway and deter-
mine the most appropriate and relevant
content for the tools. Common positive
themes included access to and support by
primary care providers; challenges identified
included inadequate symptom and medica-
tion management, system navigation, infor-
mation sharing, and timing of prognostic
conversations. A subgroup was created to
include patient partners with lived cardiac
experience, who played an integral role in
ensuring the patient tool was written in a
manner that was applicable to the target
audience.

Two plan-do-study-act cycles were
completed in January and February 2021
with a focus group of clinicians who re-
viewed tool content, advised on revisions,
and provided recommendations to ensure
that the two tools remained complemen-
tary.’® One of the overarching goals of the
tool creation was to ensure ease of user ex-
perience. To facilitate this, the tools were
created through a low-tech platform as in-
teractive PDFs to maximize their use by
patients and providers. The content aligns
with current recommendations from the
most recent practice guidelines from the
Canadian Cardiovascular Society, Cardiac
Services BC, and BC Centre for Pallia-

tive Care.

Results

The tools

The clinician tool, which focuses on delivery
of care from the primary care perspective, is
divided into three stages of advanced heart
failure: (1) transition to late-stage heart
failure, (2) periodic assessments and/or ex-
acerbations, and (3) actively dying. Each
stage provides guidance on communica-
tion, symptom assessment and treatment,
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disease modification, and optimization of
daily functioning. The platform provides
hyperlinked content to respective sections
and chapters within the tools and external
links to evidence-based resources to sup-
plement the information within the tool.
Therefore, the tool provides guidance on
issues that arise during the three stages of
advanced heart failure and addresses the in-
formation needs of multiple clinician groups
by providing easy-to-follow prompts and
step-by-step descriptions. The aim of the
clinician tool is to support clinician skills

Supportive cardiology: Bridging the gaps in care for late-stage heart failure patients

in caring for advanced heart failure patients
[Figure 1]. The tool is available at https://
pathwaysbc.ca/ci/5231.

'The tool for patients and their carers
focuses on recognizing signs and symp-
toms of heart failure progression and ex-
acerbation and outlines skills to adapt to
this transition. It also includes diagrams
of disease trajectories, helpful questions to
ask, and future conversations to consider.
'The language provides clear information
for the patient, as well as recognition of
the carer’s role and needs. This tool also

has links to additional resources, which al-
lows the patient to access as much or as
little information as they require, at the
appropriate time in their health care jour-
ney. The overarching purpose of this tool
is to foster empowerment and preparation
for active participation in discussions and
decision-making with the health care team
[Figure 2]. The tool is available at https://
pathwaysbc.ca/ci/5230.

In June 2021, the interactive tools were
made available to Vancouver Island users
of Pathways, a provincial online resource

-
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Dizziness ‘What medications are optimizing their heart function?
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Inso.mma OPTIMIZE TREATMENT OF COMORBIDITIES
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How is the patient coping?

Is patient coping well at home?
Do they need care supports?

DRIVING

Is the patient still driving?
Do they need a driving assessment?

FRAILTY
detail page How frail is the patient?

Are they at high risk for falls?
SLEEP

Is the patient sleeping enough?

MEDICATION MANAGEMENT

DIET
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Any changes in mood according to patient or family?

Is cognition affected (as noted by patient or family)?

How are the patient’s medications managed?

Is the patient meeting daily diet requirements?
Do dietary restrictions / preferences align with goals of care?

Are they having issues with urinary continence?
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FIGURE 1. Screenshot of the clinician tool (https://pathwaysbc.ca/ci/5231).
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FIGURE 2. Screenshot of the patient tool
(https://pathwaysbc.ca/ci/5230).

for physicians and their staft supported by
the Family Practice Services Committee
that provides categorized and searchable
patient and physician content. The tools are
also available on the Island Health intranet,
and work is underway to make them avail-
able to Pathways users across the province.
The patient tool is currently distributed to
patients seen at the heart function clinic in
Victoria. Further distribution is being con-
ducted through educational rounds provided
to local physician groups. The intention is for
the tools to bridge the gaps in existing heart
failure guidelines and patient education re-
garding the disease trajectory [Figure 3].

Discussion
Heart failure is a common, life-limiting ill-
ness with an often unpredictable disease
trajectory. Its course is unique and challeng-
ing and entails navigation of the health care
system with multiple care providers. Thus,
when a patient is diagnosed with heart failure,
education is paramount in setting expecta-
tions of the patient and their carers. Similarly,
ensuring provider comfort and aptitude in
navigating a palliative approach is of utmost
importance in promoting effective commu-
nication between patient and clinician.
Concurrent administration of support-
ive palliative care alongside evidence-based
disease-modifying therapies is advised in

FIGURE 3. Trajectory of heart failure, with a timeline showing where existing guidelines and education
extend and where the clinician and patient tools can bridge the gap.
Image adapted with permission from Goodlin SJ. JACC 2009;54:386-396.

the literature.’%? Nonetheless, it has also
been well recognized that palliative care
is often missing in the provision of com-
prehensive patient care in late-stage heart
failure.’®*1¢ Due to the finite availabil-
ity of palliative care specialists, ill-defined
roles among other providers in addressing
palliation, and concerns about insufficient
training in palliative care, patients with ad-
vanced heart failure are frequently not given
the information they need to navigate their
care and end-of-life decisions.!*"*3 This is
further supported by our needs assessment
of the patient experience: common themes
included challenges regarding information
sharing with their provider, symptom man-
agement, and lack of understanding of their
condition. It is essential to highlight the
frailty of this patient population: most in-
terviewees did not survive to completion of
the project. Mapping the patient journey
of those with advanced heart failure has
provided improved understanding of their
unique experience and the landscape of care
for this patient population, as well as a rec-
ognition of the importance of primary care
providers as a foundational support.

Summary

Two novel interactive educational tools
geared toward patient and clinician per-
spectives on advanced heart failure were

created. They include palliative approaches
and considerations that can be incorporated
early in the course of caring for these pa-
tients. The aim was to better support these
audiences by using documented patient ex-
periences and project objectives as guidance.
Through the creation of the clinician tool, it
is hoped that widespread education about
the use of palliative approaches in late-stage
heart failure can be achieved in a sustain-
able, independent manner. Given that the
documented patient experiences reiterated
the deficit of a palliative approach described
in the literature, the patient-focused tool is
intended to serve as a supplement to pro-
vider communication in managing patient
and caregiver understanding of disease state
and progression, providing considerations
in difficult conversations, and oftering avail-
able resources.

Study limitations

'This work is limited in that patient experi-
ences were obtained from a small, homo-
geneous population that represented most
heart failure patients in our geographic re-
gion. We acknowledge that there will be
differences in patient preference regarding
the tools’ level of detail and areas of em-
phasis. To mitigate this potential barrier,
we recommend that these tools be cultur-
ally adapted to improve their relevance
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to different populations. Ease of use may
also be limited because the tools exist in an
online, interactive format, which requires
technological literacy; therefore, they may
not be accessible to the elderly population
afflicted with advanced heart failure. The
patient tool can be printed, but the length of
the clinician tool without the capacity for its
interactive, hyperlinked function may pre-
clude use in a paper format. Until adequate
time is allowed for providers to incorporate
palliative approaches earlier in the disease
process, clinical utility of the tool remains
to be evaluated.

Next steps

'The goal of this project is widespread dis-
semination of the patient and clinician
tools. Further work is ongoing to create
connections across the province and beyond
to facilitate distribution of the tools on a
large scale. The hope is that with increased
use, familiarity, and time since implemen-
tation, an assessment of clinical utility and
patient experience can be completed. Bl
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ABSTRACT

Background: British Columbia has been the
epicentre of the opioid overdose crisis since
declaring it a provincial public health emer-
gency in 2016. Effective strategies to reduce
mortality are currently lacking.

Methods: This retrospective observational
study included patients who presented to local
emergency departments with opioid overdose
during a 12-month period (1 July 2018 to 30
June 2019). We extracted demographics and
overdose history and characterized hospital
visits for pain or surgery within 24 months prior
to the overdose.

Results: We identified 1104 patients who
presented with overdose, of which 77% were
male (n = 854), with a mean age of 41 across
all patients (SD = 12). Within 24 months prior
to the overdose, 50% of the cohort had a
health care encounter for pain, and 5% had
presented for surgery or a surgical procedure.
Most patients (57%) had experienced a prior
overdose (median = 2 prior overdoses; range
=110 28). Patients who had a prior health care
encounter for pain or surgery were more likely
to have had a previous overdose than those
who did not have an encounter (66% vs 47%,
respectively; P < .00001). Among those who

CLINICAL

had a previous overdose, there was a signifi-
cant association between having prior pain
or surgery visits and multiple prior overdoses
(P=.0006).

Conclusions: Prior health care encounters for
pain and surgery are common among people
who present with opioid overdose. These visits
are opportunities to prevent repeat overdoses,
recurring health visits, and premature death.

Background

Canada is currently experiencing an opioid
overdose crisis that is having devastating
consequences for individuals, communities,
and the health care system.' Since Brit-
ish Columbia declared a provincial public
health emergency in 2016, the province has
struggled to gain control of the epidemic
as opioid overdoses and deaths continue to
rise, as evidenced by the largest number of
deaths ever recorded in 2021.2 Within BC,
the highest number of paramedic-attended
overdoses, emergency department visits, and
illicit drug toxicity deaths have occurred in
the Metro Vancouver region.?* In downtown
Vancouver, St. Paul's Hospital in Providence
Health Care is uniquely situated at the centre
of Canada’s opioid overdose crisis. The emer-
gency department serves one of Canada’s
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poorest urban neighborhoods and receives
high volumes of overdose-related visits.

'There is an urgent need to identify strate-
gies to mitigate the opioid crisis and provide
effective intervention. Many people who die
of opioid overdose have recently interacted
with the health care system, which repre-
sents an opportunity for intervention. In one
analysis, 77% of people had contact with the
health care system in the year before they
died from overdose,* and nearly 40% had
contact within a month.® Forty-five percent
had previously sought treatment specifically
for acute or chronic pain,* and the risk of
subsequent fatal overdose increases in those
who present to the emergency department
with a nonfatal overdose.® Currently, the role
of recent surgery in patients who present
with opioid overdose is unknown but may
represent an opportunity to identify those
at risk and to intervene.

We aimed to characterize the frequency
of health care encounters for surgery, pain,
or prior overdose within the preceding 24
months in patients who presented to Provi-
dence Health Care emergency departments
with an opioid overdose. We hypothesized
that most patients in our cohort would have
had health care encounters in the 24 months
prior to opioid overdose, which may repre-
sent an opportunity for intervention.

Methods

This retrospective, observational cohort
study was conducted with approval from
the University of British Columbia Clini-
cal Research Ethics Board (approved 22
July 2019; H19-02011) and the Providence
Health Care Information Access and Pri-
vacy Office.

Study population

We included all patients who presented to
Providence Health Care emergency de-
partments (St. Paul’s Hospital or Mount
Saint Joseph Hospital) with an opioid over-
dose over a 12-month period (1 July 2018
to 30 June 2019). This period was chosen
to provide continuity with the 2017 data
presented in a previous analysis of opioid
overdose deaths in Vancouver.* We excluded

non-opioid-related overdoses (e.g., alco-
hol, cocaine), presentations for substance
use and/or misuse that did not result in
an overdose, and those that did not meet
the Providence Health Care definition of
an overdose, which required a coded chart
diagnosis of “heroin overdose/intoxication,”
“other opioid overdose/intoxication,” or
“recreational drug overdose not otherwise
specified.” Overdose events were further
confirmed by the presence of either “opi-
oid overdose” or “use of naloxone (result-
ing in reversal of overdose)” in the medical
record. If a patient had multiple overdoses
during the study period, we used the most
recent event.

Data collection

We extracted available demographic data
(including age, gender, and postal code)
from the patient’s electronic medical record.
We identified health care system encounters
for pain management or surgery within 24
months prior to the overdose event. When
available, we identified details about prior
surgery (specialty, invasiveness, type, and
timing) prior to the overdose event.

We identified patients with a history
of pain, as previously described in Vancou-
ver Coastal Health’s Response to the Opioid
Owerdose Crisis in Vancouver Coastal Health

Opioid overdose following surgery or pain treatment: A missed opportunity for intervention

report.* A pain visit was defined as one in
which the primary reason for the visit in-
cluded pain or where pain was listed in the
nursing notes or physician assessment as the
primary reason for the visit, other than for
chest pain. For example, if the diagnosis
code was reported as “swelling/redness,”
the episode was included if pain was also
listed as a primary complaint. We extracted
information about the cause, type (acute or
chronic), duration, and location of pain, and
the highest rated severity (0-10). If more
than one visit for pain was identified, we
used the most recent visit but also noted
other pain visits. Finally, we recorded the
number of overdose presentations within
the previous 10 years.

Statistical analysis

Data were described using percentages,
means, standard deviations, medians, and
interquartile ranges. We used a Fisher exact
test (Social Science Statistics online calcu-
lator”) to compare the incidence and num-
ber of prior overdoses in patients with and
without prior pain or surgery visits. Data
presentation and analysis were conducted
using Microsoft Excel version 16.57 (Mi-
crosoft Corporation, Redmond, WA) and
Tableau version 12.1 (Tableau Software,
LLC, Seattle, WA).

TABLE 1. Characteristics of patients presenting to Providence Health Care emergency departments
with an opioid overdose, stratified by health care encounter, July 2018 to June 2019.

Patient characteristics Overall cohort

N=1104
Fatal overdose, n (%) 4 (0.4%)
Age (years), mean (SD) 41(12)
Male 854 (77%)
0,
Gender. n (%) Female 241 (22%)
Nonbinary or 9(1%)
transgender
No fixed address, n (%) 418 (38%)

Out-of-province postal code

o)
in chart, n (%) 11(1%)
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Prior visit for
pain or surgery

No prior visit for
pain or surgery

N =556 N =548
1(0.2%) 3 (0.5%)
41(12) 39(13)
428 (77%) 426 (78%)
124 (22%) 117 (21%)
4 (1%) 5(1%)
214 (39%) 204 (37%)
3(0.5%) 8 (2%)
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Results

Population characteristics
We identified 1104 patients who presented
to Providence Health Care with an opioid
overdose, with a mean age of 41 (SD = 12);
77% were male (n = 854). Few data on
population characteristics were missing
(< 5%) except for postal code and type of
pain (acute or chronic), which were missing
in 38% and 24% of patients, respectively.
The characteristics of patients with and
without prior health care encounters for
pain or surgery were similar [Table 1].The
geographic distribution of opioid over-
dose patients who presented to Providence
Health Care is shown in Figure 1; 38% did
not have a fixed address. During the study
period, the highest numbers of overdose
presentations occurred in March and June

2019 [Figure 2].

Health care encounters for pain

or surgery prior to overdose

Within the 24 months prior to the over-
dose event, 50% (547/1104) of the cohort
had a health care encounter for pain and
5% (56/1104) presented for surgery or a
surgical procedure. Among those who had
a health encounter for pain and/or surgery,
79% (437/556) of these occurred within 12
months of the event (437/1104 = 40% of
the cohort) [Figure 3].

Surgical encounters

Among patients who had surgery within 24
months prior to their overdose, 25% (14/56)
had multiple procedures. Most surgeries
(88%) were minor. The most common pro-
cedures were endoscopy (30%) and ortho-
pedic surgery (38%) [Figure 4]. Of those
who had surgery within 24 months of their
overdose, 84% (47/56) had also visited a
Providence Health Care facility for pain.

Pain-related encounters

Pain-related encounters within the 24
months prior to an opioid overdose were
typically recurrent, with 39% of patients
(215/547) having more than one pain visit
during that period (it is unknown if visits
were related). The most common complaint

British Columbia

FIGURE 1. Geographical distribution of patients experiencing opioid overdoses presenting to
Providence Health Care emergency departments.
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FIGURE 2. Monthly opioid overdose presentations at Providence Health Care emergency departments
(data from this study) compared with overall BC and Vancouver Coastal Health paramedic-attended
overdoses, July 2018 to June 2019.
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FIGURE 3. Months from health care encounter to opioid overdose in population that had previous

pain or surgery visits.
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FIGURE 5. Health care encounters related to pain, stratified by duration, type (acute or chronic), and

main complaint.

Skin infections include cellulitis, limb infection, and redness/swelling. Trauma includes assault, fracture,
and laceration. Joints, tendons, and ligaments include joint separation or effusion, ligament or tendon
tears, injuries, and inflammation. Other includes postoperative, abdominal/bowel, back, drug injection/
ingestion, eye/ear/dental, fall, head injury/headache, withdrawal, and gynecology.

TABLE 2. Patient history of previous overdoses within prior 10 years of index overdose event,

stratified by health care encounter.

. Overall Prior visit for
Patient overdose .
history cohort pain or surgery
N=1104 N =556
Previous overdose, n (%) 626 (57%) 367 (66%)
- Number of previous
overdoses, median . .
(interquartile range); 2(3);1-28 3(4);1-28
range
- Number that had > 1 404 (65%) 260 (71%)

previous overdose, n (%)

*Fisher exact test, 'P < .05
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No prior visit for

pain or surgery p*
N =548
259 (47%) <.00001*
2(2);1-25 -
149 (58%) .00067

was pain due to a skin infection such as cel-
lulitis, swelling and redness, or an arm or
leg infection; most were acute [Figure S].

Prior overdose events

More than half the cohort (57%, 626/1104)
had presented to a Providence Health Care
emergency department with a prior over-
dose, and multiple overdoses were more
common in those who also had previous
visits for pain or surgery [Table 2]. Those
patients who had prior health care encoun-
ters for pain or surgery were more likely to
have had a prior overdose than those who
did not have an encounter (66% vs 47%;
367/556 vs 259/548) (P < .00001). Fur-
thermore, among those who had a previ-
ous overdose event, there was a significant
association between having prior pain or
surgery visits and having multiple prior
overdoses (P = .0006).

Discussion
Our results indicate that people who pres-
ent with an opioid overdose have frequently
interacted with the health care system for
pain, surgery, or prior overdose in the 24
months leading up to their event. Fur-
thermore, people with previous health care
encounters are also more likely to have ex-
perienced recent nonfatal overdoses com-
pared with those with no recent health care
encounters. Our findings highlight multiple
opportunities to identify those patients at
risk for subsequent opioid overdose and
potentially intervene to reduce harm and
promote health in this vulnerable popula-
tion.>® In particular, opioid management for
patients presenting for surgery or acute pain
episodes represents a strategic opportunity.
Consistent with our results, a previous
study found that 54% of the BC Provincial
Overdose Cohort visited the emergency
department in the year before their over-
dose, compared with 17% of the controls.’
However, our study cohort contained more
people who had no fixed address (38%)
than reported by the BC Provincial Over-
dose Cohort (17%)," which may reflect
the unique vulnerabilities of our specific
population. Similar to the BC Provincial
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Overdose Cohort, the proportion of our
cohort that had no fixed address included
more males and younger patients than the
proportion that had a listed address.!

Our results are particularly relevant giv-
en that BC has the highest numbers and
rates of opioid overdose events and related
deaths in the country,® which have been
further compounded by the COVID-19
pandemic.’ There is often a complicated
relationship between people suffering from
pain (chronic or acute) and opioid use or
misuse.* People are more open to behavior
change in times of transition or life health
events,' including interactions with the
health care system for surgery and pain
management. The frequent visits for pain
management for skin infections that we
identified in our study are not unexpected,
given that our cohort included a high pro-
portion of people who injected drugs and
thus were at increased risk for skin and soft
tissue infections.'"'? In addition, recent
nonfatal overdoses are a clear indication
of increased risk for subsequent overdoses,
both nonfatal and fatal.!3

Patients at risk for opioid use disorder
face specific challenges regarding the time
of surgery or pain management for several
reasons, including tolerance of traditional
opioid medications and opioid-induced hy-
peralgesia.'*'® Moderate to severe pain and
inadequate pain management may play a
role in the development of persistent post-
operative pain.’® A previous study found
that most patients with nonfatal opioid
overdoses had filled an opioid prescription
within 6 months prior to the event.”® Our
study cohort most commonly underwent
relatively minor surgery, which would not
typically require large doses of postopera-
tive opioids.

To prevent further harm and future
overdoses in this vulnerable population, ev-
ery health care interaction should be seen as
an opportunity to intervene. Many emer-
gency departments, including at Vancouver
General Hospital, are now initiating bu-
prenorphine/naloxone when patients pres-
ent with adverse effects of opioid use.!”!®
'The more widespread use of buprenorphine

microinduction has made this possible be-
cause patients can be started on low-dose
buprenorphine/naloxone at presentation
without first withdrawing from full opioid
agonists and without precipitating with-
drawal.’? This requires direct referral
to a community site or the patient’s pri-
mary care provider the following day to
continue treatment. Inpatients can also be
initiated on opioid agonist therapy while
in hospital if the patient is motivated.*"*
When patients with opioid use disorder
or chronic opioid use present for surgery
or pain management, their stage of change
should be explored, and a referral to ad-
diction medicine, if available at that cen-
tre, should be considered if the patient is
contemplative or prepared to change. If an
addiction medicine service is not available
at the centre, the patient should be directed
to speak with their family physician and to
supportive resources in the community to
facilitate interventions in those patients
who are ready to consider making a change.
Health care providers in the emergency and
surgical wards could be trained in brief mo-
tivational interviewing for substance use to
help patients make changes.??* All patients
who use opioids and have other risk factors

CLINICAL

should be provided with a naloxone kit for
opioid overdose.** Given that most of
the patients in our cohort had most often
presented for endoscopy or orthopaedic
surgery, those units could consider having
naloxone Kkits available to distribute to all
patients upon discharge.

Several strategies and recommendations
have been proposed to reduce the risk of
postsurgical chronic pain and persistent
opioid use. Multidisciplinary Transitional
Pain Clinic services have been implemented
in Canada, including recently at St. Paul’s
Hospital and Vancouver General Hospital,
to identify patients who are at high risk
of complex postoperative pain as early as
possible and to provide a customized pain
management strategy perioperatively and
opioid taper once the patient is discharged
from hospital.”” Family physicians are also a
key support for high-risk patients following
discharge, particularly when a Transitional
Pain Clinic is not available. Recommen-
dations and best practices from Choosing
Wisely Canada that are relevant to chronic
and perioperative pain and opioid manage-
ment are summarized in Table 3,2 and
the optimal durations of opioid prescrip-
tion after specific subtypes of surgery are

TABLE 3. Recommendations for perioperative opioid and chronic pain and symptom management.?®32

Recommendation

Prolonged use of opioid analgesia beyond the
immediate postoperative period or other acute
pain episode is not recommended.

Do not continue opioid analgesia beyond the

immediate postoperative period or other episode

of acute, severe pain.

Do not routinely discontinue buprenorphine
perioperatively or in the context of acute pain
requiring additional opioid analgesia.

Do not initiate or escalate opioid doses for chronic

noncancer pain before optimizing non-opioid

pharmacotherapy and nonpharmacologic therapy.

Do not use opioids without considering opioid
sparing strategies and multimodal analgesia in
patients after injury.

Do not routinely prescribe benzodiazepines or
other sedative-hypnotics for promotion of sleep

without a trial of nonpharmacologic interventions.

Year Source

Choosing Wisely Canada:
Canadian Association of General
Surgeons®

2022

2022 Choosing Wisely Canada: College
of Family Physicians of Canada®
Choosing Wisely Canada:
Canadian Society of Addiction
Medicine®

2022

Choosing Wisely Canada:
Canadian Society of Hospital
Pharmacists?'

2021

2021 Choosing Wisely Canada: Trauma
Association of Canada?
Choosing Wisely Canada:
Canadian Society of Hospital
Pharmacists?'

2021
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Opioid overdose following surgery or pain treatment: A missed opportunity for intervention

TABLE 4. Optimal length of opioid pain medication prescription after common surgical procedures

for opioid-naive patients.>

Surgical category
General surgery procedures
Breast and gynecologic procedures

Orthopaedic and spine procedures

outlined in Table 4.3 Comprehensive rec-
ommendations for managing patients with
concurrent pain and opioid use disorder
in primary care, including diagnosis, risk
factors, opioid tapering, and induction of
buprenorphine, are available from the BC
government. 3%

Study limitations

Our study has several limitations, including
those that are inherent to a retrospective
chart review, such as incomplete or missing
data. Our data were collected from a single
provincial health authority, which may not
be generalizable to other centres or prov-
inces. We were also unable to determine
interactions outside of Providence Health
Care, which may have underestimated the
frequency of interactions. Our definition
of encounters for pain was used in previ-
ous studies but may not have fully captured
this complex phenomenon. Furthermore,
we relied on information for people who
had overdosed but survived to the emer-
gency department and did not capture those
people who died prior to reaching hospital.
Importantly, we were unable to identify risk
factors for overdose after pain or surgical
health care encounter because our study
did not contain a control group of patients
who had not overdosed; this is a critical
area for future study. In addition, given the
observational nature of our study, we can-
not determine whether recent surgery or
pain directly resulted in an opioid overdose.

Conclusions

Our study supports local evidence that
people who present with opioid overdose
have frequently had health care encounters
within 12 to 24 months prior to the event.*
Our study also provides a novel description

Optimal length of opioid prescription
4-9 days
4-13 days
6-15 days

of this vulnerable population presenting to
our hospital system with an opioid overdose
and indicates that recent encounters with
the health care system for either surgery or
pain are common prior to overdose. Our
results further identify an additional op-
portunity to intervene in this population.

Our results indicate that
people who present with
an opioid overdose have
frequently interacted
with the health care
system for pain, surgery,
or prior overdose in
the 24 months leading
up to their event.

Future research should focus on identify-
ing effective interventions and explore the
relationship between surgery, postoperative
opioid use, and subsequent overdose. B
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FAQs about expedited
surgeries and billing the
expedited surgery premium

What is an expedited surgery?
A surgery is considered “expedited” if it is
performed within 40 business days from the
date a surgeon receives written approval for
surgery from a WorkSafeBC board officer.
It is important for surgeons to mark this
date in Teleplan by invoicing for fee code
19326 and using the approval date as the
service date.

What is the expedited surgery premium
(ESP)?

The ESP is a surcharge that is paid in ad-
dition to the applicable MSP fees when a
surgeon performs a surgery for an injured
worker covered by WorkSateBC within a
certain time frame. It is not billed separately
from the surgery.

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

Getting approval for
a surgery

Submit completed
consultation report to
WorkSafeBC
recommending surgery

Submit Authorization
Request for Surgery
(Form 83D6) within

5 business days of consult

'The ESP is automatically applied to sur-
gery payments for surgeries that are billed
through Teleplan and follow the process
and timelines shown in the Figure. Sur-
geons may bill WorkSateBC for multiple
procedures in a manner consistent with the
current practice of billing MSP for multiple
procedures.

How do you qualify a surgery for the ESP?
The Figure shows the process for seeking
approval for a surgery and subsequently

qualifying that surgery for ESP.

What if an injured worker declines a pro-
posed surgery date?

If an injured worker declines the surgery
date and requires a rescheduled date out-
side of the 40-business-day window for
a surgery that originally qualifies for the
ESP, the surgeon can request an exception
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Qualifying a surgery for the
expedited surgery premium

date approval is received

Wait for written surgery
approval from WorkSafeBC

FIGURE. Getting approval for a surgery and qualifying that surgery for the expedited surgery premium are two separate processes.

by calling WorkSafeBC’s Health Care Pro-
grams department at 1 866 244-6404 and
pressing “2” or by emailing hesinqu@work-
safebc.com.

What if I forget to bill fee code 19326?

If fee code 19326 is noz billed, qualification
for the ESP will rely on the submission of
fee code 19911, 19912, or 19908 via Tele-
plan. WorkSafeBC will use the latest of
its service dates to mark the start of the

40-business-day ESP qualification period.

What if it is an emergency or trauma sur-
gery where prior surgical approval cannot
be obtained from WorkSafeBC?
If an emergency or trauma surgery has been
performed, the surgeon will submit the pre-
scribed Authorization Request for Surgery
(Form 83D6) within 5 business days follow-
ing the surgery to the WorkSafeBC board
Continued on page 28

Invoice fee item 19326
once surgery is approved
Service date =

Perform surgery within
40 business days of
receiving approval



T — L B

s

M
e

Avian influenza:

-

BC clinician’s

guide to diagnosis and management

ighly pathogenic avian influenza
H (HPAI), notably of the H5N1
subtype, was detected in domes-
tic poultry across BC and around the globe
at unprecedented rates in 2022."% BC has
had the highest number of poultry premises
affected in comparison to other provinces,’
leading to significant impacts on the liveli-
hoods and well-being of poultry owners.
Avian influenza viruses have sporadi-
cally infected humans and have largely fol-
lowed direct exposure to infected poultry.*
'The rising detection among birds increases
the potential for human exposure and in-
termixing of different influenza strains.*
Human health risk is currently considered
to be low. However, if the virus adapts
and leads to sustained human-to-human
transmission, this would be considered a
high-impact event.* Early detection of avian
influenza viruses in humans enables public
health action to detect and control potential
human-to-human transmission.

Clinical presentation

Clinical signs and symptoms of avian in-
fluenza in humans closely resemble acute
respiratory or influenza-like illness. Disease
severity and manifestations can range from
asymptomatic infection to severe.® Avian
influenza viruses in circulation have an in-
cubation period in humans of 2 to 10 days
(with most averaging 2 to 5 days).”

This article is the opinion of the

BC Centre for Disease Control and has
not been peer reviewed by the BCMJ
Editorial Board.

Who to test for avian influenza
and report to public health
Clinicians should have a low threshold for
testing patients presenting with symptoms
compatible with avian influenza and who
have had close contact with an infected/
sick bird or animal or other concerning
exposures® within 10 days following that
exposure. These symptomatic individuals
should be reported to your local Medical
Health Officer as soon as possible.®

How to collect specimens for avian
influenza testing
When testing is indicated, a nasopharyngeal
swab and a throat swab or sputum sam-
ple (for patients with a productive cough)
should be collected.

Notify the BCCDC medical micro-
biologist on call of the suspect case and
testing request at 604 661-7033. Collect
the sample and document the exposure on
the test requisition (e.g., human high-risk
HPAI), and send it directly to your local
testing lab.

Recommendations for management
of HPAI exposure in humans

If asymptomatic
Provide instructions to self-monitor for the
development of symptoms for 10 days after
the last exposure, and report any symptom
development immediately to local public
health. Individuals should also be coun-
seled to avoid visiting other farms, avoid
interactions with individuals at higher risk
of severe illness,’ and avoid large gatherings
for 10 days following exposure.
Individuals can be provided chemo-
prophylaxis for the purposes of protect-
ing the individual and preventing further

transmission. It can be given up to 7 days
after the last exposure. Decision to offer
prophylaxis should be based on clinical
judgment and an exposure assessment.
Exposure assessment should consider the
use of personal protective equipment and
whether any breaches occurred, the type of
exposure (working directly with affected
birds, working with birds with confirmed
infection, open/closed air environment), the
duration/time since exposure, and the risk
of complications from influenza.’

If symptomatic

Antivirals should be considered for the
treatment of both suspected and confirmed
cases of avian influenza, as they can reduce
the severity and duration of illness if ad-
ministered within 48 hours of illness on-
set. The person should be advised to follow
respiratory etiquette, wash hands regularly,
and isolate from others for 7 days or until
symptoms resolve, whichever is longer.

If household contacts develop symp-
toms before test results are available, they
should also isolate and notify their local
public health unit.

If the decision is made to provide che-
moprophylaxis for contacts, oseltamivir
75 mg b.i.d. can be given for 7 days (for
time-limited exposures) or 10 days (for on-
going exposures) in adults. Treatment of
suspected or confirmed cases requires only a
5-day course. Alternate to oseltamivir could
include zanamivir 10 mg b.i.d.®

What patients can do to protect
themselves

Actions that people can take (particularly
those handling birds and/or with small
flocks) to protect themselves and others are
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BCCDC

provided in the interim BCCDC clinical
guidelines.’ To prevent co-infection with
both seasonal human influenza and avian
influenza viruses, it is important patients
are offered the annual influenza vaccine. B
—Rohit Vijh, MD, MPH, CCFP

Senior Public Health and Preventive
Medicine Resident, UBC

Community Family Physician

—Erin Fraser, DVM, MSc

Public Health Veterinarian, Public Health
Response, BC Centre for Disease Control
—Mayank Singal, MD, MPH, CCFP, FRCPC
Physician Epidemiologist, Public Health
Response, BC Centre for Disease Control
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Continued from page 26

officer along with the comprehensive con-
sultation report. The surgeon should also
bill fee code 19326, using the surgery date
as the date of service. If the claim is ac-

cepted, the ESP will be paid.

Can I use different payee numbers to in-
voice for the consults (or fee code 19326)
and the surgical procedure fee items?
No. You must invoice using the same payee
number via Teleplan.

I've been paid for the surgery, but I did
not receive payment for the ESP. What
happened?

Ifyou received payment for a surgery with-
out receiving the ESP surcharge at the
same time, this likely means the surgery
did not qualify for the ESP.The ESP sur-
charge is paid only at the time the surgery’s
base fees are paid. You will not be paid the
ESP separately later. If you wish to dispute

an unpaid ESP surcharge, please contact

WorkSateBC Payment Services promptly
at 1 888 422-2228.

If you are unsure whether you were
paid the ESP for a surgery, try checking for
it in your medical billing software under
“Adjustment Code 31.”

Are there exceptions to the ESP program?
Joint replacement surgery is an exception
to the 40-business-day rule. The ESP
qualification window for this procedure
is 6 calendar months. For the ESP to be
applied to the surgery, the surgeon needs to
call WorkSafeBC Health Care Programs
at 1 866 244-6404 and press “2” or email
hesinqu@worksafebe.com.

If you encounter other challenges or
have further questions regarding ESP bill-
ings, contact Doctors of BC at worksafebc@
doctorsofbe.ca. B
—Patrick Wong
Quality Assurance Supervisor, WorkSafeBC
—Dana Chmelnitsky
Program Manager, WorkSafeBC
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MEDOC® Travel Insurance is underwritten by Royal & Sun Alliance Insurance Company of Canada ("RSA") and
administered by JI. Valid provincial or territorial health plan coverage required. Travel Assistance provided by
Global Excel Management Inc. Jl and RSA share common ownership. 'Maximum duration of 17 or 35 consecutive
days applies to each trip outside of Canada, depending on your plan selection.

JOHNSON®
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O b Itua rl eS We welcome original tributes of less than 700

words; we may edit them for clarity and length. Obituaries may be emailed
to journal@doctorsofbc.ca. Include birth and death dates, full name and

name deceased was best known by, key hospital and professional affiliations,
relevant biographical data, and a high-resolution head-and-shoulders photo.

NUCLEAR
WEAPONS ARE

TLLEGAL

Dr Mary-Wynne Ashford
(née Moar) 7939-2022

Dr Mary-Wynne Ashford was born on 17
March 1939 in Indian Head, Saskatch-
ewan. She passed away peacefully on 19
November 2022 in Victoria, British Co-
lumbia, with family at her side. A retired
family and palliative care physician in Vic-
toria and retired associate professor at the
University of Victoria, Mary-Wynne was
adamant that a physician’s role went far
beyond caring for individual patients. She
believed that advocating for peace and the
elimination of nuclear weapons was part of
a doctor’s duty of care.

For 37 years Mary-Wynne wrote and
spoke internationally about peace and dis-
armament. She was co-president of In-
ternational Physicians for the Prevention
of Nuclear War (IPPNW) from 1998 to
2002 (which won the Nobel Peace Prize
in 1985) and president of Canadian Physi-
cians for the Prevention of Nuclear War
from 1988 to 1990. She led two IPPNW

delegations to North Korea, in 1999 and
2000. Her award-winning book, Enough
Blood Shed: 101 Solutions to Violence, Terror
and War, has been translated into Japanese
and Korean. She won many awards, includ-
ing the Queen’s medal on two occasions,
the Gandhi Peace Prize in 1997, the Dr
Cam Coady Medal of Excellence from Doc-
tors of BC in 2019, and, with Dr Jonathan
Down, the 2019 Distinguished Achieve-
ment Award from Canadians for a Nuclear
Weapons Convention. She recognized the
vital role of women as peace activists and
in 2018 joined 1200 women from around
the world to walk across the Reunification
Bridge to a peace park in the demilitarized
zone between North and South Korea. In
2021 she developed and taught an online
course, Global Solutions for Peace, Equality,
and Sustainability, sponsored by Next Gen
U and IPPNW Canada. She nurtured an
extensive network of international connec-
tions, and her ability to form strong relation-
ships was a hallmark feature of her character.

The third of four children born to
Jack Moar (a bush pilot, inventor, and
entrepreneur) and Kitty Moar (a writer,
teacher, artist, and community organizer),
Mary-Wynne inherited a sense of bound-
less energy and optimism, and the belief
that she had no limits. She was clever and
confident, and she connected with peo-
ple in a deep and meaningful way. At the
University of Alberta, she earned a BSc in
home economics and a BEd. In 1981 she
graduated from the University of Calgary
as a doctor of medicine, and in 1997 she
earned her PhD in education from Simon
Fraser University.

She married the late Dr David Ashford
and was the mother of three (Karen, Gra-
ham, and Patrick). As a volunteer with the

Calgary Zoo, she was foster mother to two
baby orangutans and a polar bear cub, cap-
turing the activity of those years in a regular
column for the Calgary Herald titled “Out
of My Tree.” Before enrolling in medical
school, she studied music theory, singing,
French, creative writing, and Shakespearean
theatre. After completing her medical train-
ing and moving to Victoria, she married Dr
Russell Davidson, adding four stepchildren
(Katyann, Victoria, Gillian, and Emma) to
the warm circle of family. She was grand-
mother to 10 grandchildren.

A passion for the arts infused her life.
She performed in many drama and theatre
productions, and her involvement in the

Gettin’ Higher Choir and the Community
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When roles are reversed: Perspectives from the
physician as patient

British Columbia Medical Journal
@BCMedicalJournal

| believe we can enhance patient care through
empathy and compassion, and that we must
remember that our profession does not make us
immune to the human experience that comes with
being sick.

Read the special feature: bcmj.org/special-feature/
when-roles-are-reversed-perspectives-physician
-patient

Follow us on Facebook for regular updates o

BC MEDICAL JOURNAL VOL. 65 NO. 1| JANUARY/FEBRUARY 2023 29



OBITUARIES

Choir Leadership Training program contin-
ued until her death. She was renowned for
her sewing skills, especially her handcrafted
puppets. Recently she created puppets rep-
resenting famous female social activists for
the University of Victoria Faculty of Edu-
cation and several special therapy puppets
used to assist Syrian refugee children in
telling their stories and settling in more
easily in Canada.

For decades, Mary-Wynne collabo-
rated with members of the Bah4’i Faith
on issues of global peace, prosperity, and
the advancement of women. In 2008 she
formally joined the Bah#’i Faith and was an
active member of the community, serving on
institutions and promoting the teachings,
particularly those that elaborated on aspects
of world peace and global governance.

Mary-Wynne never lost hope that the
world would one day be nuclear weapons—
free. She was one of the most inspirational
and influential leaders of our time.
—Jonathan Down, MD, FRCPC
Victoria

I | epiniany
J review articles
]
guidelines

BC Medical Journal
@BCMedicalJrnl

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

)

The changing #epidemiology of #syphilis

in BC. Rates of infectious syphilis in British
Columbia have been steadily increasing over
the past decade.

Read the article: bcmj.org/beede/changing
-epidemiology-syphilis-bc

Follow us on Twitter for regular updates o
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Dr Ruth Oliver
19462022

Ruth passed away peacefully in her sleep
at age 76. Her love of family and faith re-
mained till the end. Born in South Africa,
she was predeceased by her father, James,
and mother, Mary. She is survived by her
daughters, Tamara (Damian) and Adrienne
(Graziano); grandchildren, Amayah, Xavier,
Lucy, and Irie; and seven siblings. Ruth
graduated from medical school in Durban,
South Africa,in 1972 and then immigrated
to Canada, where she completed her resi-
dency in psychiatry at Queen’s University
in Kingston in the late 1970s. Most of her
professional career was spent in outpatient
practice in the Lower Mainland. She retired
in 2009. She was a brilliant, skilled, com-
passionate, and dedicated physician, loved
by her patients and colleagues. She often
used her many creative talents to help the
less fortunate, including baking for her local
soup kitchen, making blankets for homeless
shelters, and providing flower arrangements
tor her church using flowers from her own
beautiful garden. She will be deeply missed,
but we’re grateful for her towering example.
In lieu of flowers, please consider a dona-
tion to Covenant House (www.covenant
housebc.org), which supports young people
facing homelessness, a cause near and dear
to Ruth’s heart.

—Adrienne Melck, MD

Vancouver

Dr C. Paul Sabiston
1954-2022

Dr Paul Sabiston died on 8 November 2022,
with the help of medical assistance in dy-
ing, after 7 years of living with the effects of
bladder cancer and its treatment. He was at
home with his family, pragmatic to the end.

Paul graduated from the University of
Ottawa medical school in 1979 and started
his residency in orthopaedics at Vancou-
ver General Hospital that year, where we
were colleagues. He was not only a gifted
student, but also an amazing athlete, hav-
ing swum for UBC (national team trials),
and a bicycle racer, completing numerous
Gastown Grands Prix.

He told me he couldn’t run but, despite
this modesty, was first out of the water in
both the Vancouver and Victoria triathlons,
finishing in the top four in each race.

Following residency Paul spent a year in
Calgary doing research and knee surgery,
with a faculty appointment waiting for him
at UBC. Luckily I was able to convince him
to come to Lions Gate Hospital, where he
formed the nucleus of a strong orthopae-
dics team, which continues to be a centre of
excellence well after his retirement in 2014.

Paul worked hard and was loved by
his patients, colleagues, and nurses alike.
He kept a good work-life balance, spend-
ing much of his spare time foil-kiting in
the summer and snowboarding and ski-
ing in the winter. He was very skilled at all
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these activities. On one occasion, he and
an equally talented friend paddled a twin
surf kayak around all the Bowron Lakes
between sunrise and sunset. He didn’t rec-
ommend this activity to me, as his subse-
quent wrist tendonitis slowed down his
surgery for the next week!

We have lost a talented knee surgeon
and a good friend to all.

—Denis Morris, MD, FRCSC
West Vancouver

NEW ARTICLETYPE:

BC Stories

ave you heard the story about
H the cardiologist who came

across a cougar while fly-fishing
in Bella Coola? Or the pediatrician who
drove from White Rock to Whitehorse
to meet the brother she had been
separated from at birth? No? Well,
neither have we—but we want to.
We're introducing a new type of article
and we need your stories.

BC Stories is where you can share a
personal story unrelated to practising
medicine. It can be funny, topical, sad,
perplexing, or just plain interesting; it
can relate to the arts, humanities, BC
travel, sports, or anything else you're
passionate about. Stories should be
written in a casual, informal tone,
take place in British Columbia, and be
1000-2000 words in length. Include
high-resolution photos or other
images when possible.

bcmj.org/
submit-article

Questions?
Email journal@
doctorsofbc.ca BC Medical Journal

COLLEGE LIBRARY

Resources for emerging and
persistent infectious diseases

nfectious diseases in the British Co-
I lumbian population during 2022 have

posed major challenges to the health
system. Keeping abreast of emerging and
persistent infectious diseases is crucial, and
the following may be helpful informa-
tion tools.

DynaMed, available through the Col-
lege Library, classifies point-of-care infor-
mation by specialty. Browse the infectious
diseases section (or search by keyword) for
a wide scope of subtopics, such as hemor-
rhagic fevers and fungal, prion, and viral
infections.

Similarly, BMJ Best Practice displays
evidence-based guidance in over 550
infectious diseases modules in a list for
browsing; it is also keyword searchable.
Comorbidities can be flagged to focus con-
tent on that most relevant to your patient’s
concurrent health conditions.

Both Best Practice and DynaMed
are available online via www.cpsbc.ca/
registrants/library/point-care-tools or as
apps at www.cpsbe.ca/registrants/library/
mobile-apps.

Current books on infectious diseases
are an important part of the College Li-
brary’s collection. Library users can search
the catalogue (https://szasz.catalogue
Jibraries.coop) and view such communi-
cable diseases e-books as:

* Review of Medical Microbiology and Im-
munology: A Guide to Clinical Infectious
Diseases, 2022

s Cardiovascular Complications of COVID-19:
Risk, Pathogenesis and Outcomes, 2022

*  Atlas of Dermatology, Dermatopathology

and Venereology: Cutaneous Infectious and

This article is the opinion of the Library of
the College of Physicians and Surgeons of
BC and has not been peer reviewed by the
BCMJ Editorial Board.

Neoplastic Conditions and Procedural Der-
matology, 2021
* Highly Infectious Diseases in Critical Care:
A Comprehensive Clinical Guide, 2020
*  Hunter’s Tropical Medicine and Emerging
Infectious Diseases, 2020
Valuable sources of infectious diseases
clinical guidance and epidemiology are
available from the BC Centre for Disease
Control (www.bccde.ca) and the Public
Health Agency of Canada (www.canada
.ca/en/public-health.html). Also, the
CMA Joule CPG Infobase (https://joule
cma.ca/cpg), a directory of Canadian clini-
cal guidelines, lists over 550 guidelines on
infectious diseases published in the last
5 years. H
—Karen MacDonell
Director, Library Services
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C I a SS Iﬁ ed S NEW PRICING: As of this issue, there will be a two-tier pricing structure for classified

ads. Advertisers have the option to run an ad online-only at our current monthly rates, or pay a $25 per-month surcharge
for an ad to be included in a print issue as well as online. Online 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 January for February

publication. Visit www.bcmj.org/classified-advertising for more information. Ordering: Place your classified ad online at
www.bcmj.org/classified-advertising. Payment is required at the time that you place the ad.

PRACTICES AVAILABLE

BURNABY—FULL-TIME
FAMILY PRACTICE
AVAILABLE

Organized, well-established
family practice available. Med
Access EMR; 12-year-old
office building at PrimeCare
Medical Centre with four FT
and six P'T colleagues and
support of walk-in and
urgent-care clinics.
Obstetrics/hospital optional.
Willing to consider part-time.
Income split or 100% less
overhead. Enquiries to
ron.demarchi@primecaremed
.ca or 604 520-3006.

KAMLOOPS—FAMILY
PRACTICE AVAILABLE
Family practice opportunity
in a spacious modern building
in downtown Kamloops, with
two exam rooms and natural
lighting. Additional room
with sterilizer and instru-
ments for minor procedures.
Option to do OB, in-hospital
work, and long-term care.
Office space available to lease.
Ability to take over staff,
attach new patients if wanted,
and take over furniture and
equipment. Telus Med Access
EMR is currently in place and
the practice is available to take
over from 1 May 2023.
Locum coverage can be
provided for 4-8 weeks per

year, for 3 years. For further
information contact
Matteo at 250 574-2299 or

matteocat2@gmail.com.

KAMLOOPS—SOLO
PRACTICE AVAILABLE FOR
FAMILY PHYSICIAN

Family physician with solo
practice in Kamloops is
looking to turn over a fully
equipped practice to a
physician able to provide
longitudinal care for his
patients. The clinic is centrally
located and is set up with a
well-managed and organized
EMR (Telus Med Access).
Available now. For further
information contact Santie at

778 220-0848.

EMPLOYMENT

ACROSS CANADA—
PHYSICIANS FORYOU:
YOUR SOLUTION FOR
RECRUITMENT

Are you a physician looking
for work? Or a medical facility
requiring physicians? Our
team works with indepen-
dently licensed Canadian
physicians, CFPC/RCPSC-
eligible physicians, and clinics
and hospitals across Canada,
with excellent reviews.
Contact Canada’s trusted
recruitment firm today to
experience the benefits of our
specialized service that is
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tailored for your success! Visit
www.physiciansforyou.com,
email info@physiciansforyou

.com, or call 778 475-7995.

CALGARY—FAMILY
PHYSICIAN

We have an exciting opening
for a family physician and
specialist physician to join our
brand-new modern clinic.
‘We have dedicated and
well-trained staff to help our
physicians. Our focus is to
provide a patient-centred
approach that is exceptional
and optimal to our patients’
well-being. We guarantee
$650K-plus earnings per year,
as we offer many services,
including third-party earn-
ings. We provide facial
rejuvenation, hair restoration,
light therapy, OIS assess-
ments, Nexplanon insertion,
IUD insertion, and assess-
ments for several embassy
diplomats and agents. Our
environment is stress-free.
Please contact our manager at
403 400-7787 or email info@

santimedclinic.com.

GABRIOLA ISLAND—FP
Family practitioner wanted to
join Gabriola Island’s award-
winning interdisciplinary
clinic team. Benefits: fur-
nished and equipped offices,
subsidized rent, a three-bay
urgent treatment room,

visiting specialists, local
ambulance services, a heliport,
and a hospital close by in
Nanaimo. Gabriola is a Gulf
Island. Our population of
4500 enjoys a Mediterranean
climate. We will help you
secure suitable housing and
acquaint you with our schools
and amenities. Live, work, and
play in a family-friendly
community. Enjoy the benefits
of a rural lifestyle and a
commuter ferry and seaplane
connection to urban centres.
Learn more at www
.beourdoctor.ca.

LANTZVILLE—IMMEDIATE
OPPORTUNITY FOR FT/PT
FAMILY PHYSICIANS

The Sow’s Ear Medical Clinic
is looking for physicians to
join our family practice. We
are a busy multiphysician
clinic with an on-site lab and
adjoining pharmacy. This is a
great opportunity to join an
established clinic with a
built-in patient panel or to
start your own patient panel
in a new location! The clinic is
located in Lantzville, just
outside of Nanaimo on
Vancouver Island. This prime
location means you can enjoy
an oceanfront village feel with
the comforts of big city
amenities only minutes away.
Multiple openings available:

start your own practice



immediately or take over an
existing practice in June 2023.
For more information, contact

Vicky Smith at sowsear-docs@
shaw.ca.

ONLINE—BC PART-TIME
PHYSICIAN VIRTUAL
OPPORTUNITY

Since 1974, the Bernstein
Diet & Health Clinic has
been helping people lose
weight and regain their health
using our medically super-
vised program. Along with
our team of dedicated nurses,
our physicians counsel
patients on their progress and
health, order and review lab
tests, and provide education
and motivation on achieving
and maintaining their goals.
Enjoy a rewarding change of
pace with our dedicated and
streamlined approach to
virtual patient care, flexible
and convenient hours, full
administrative support, and
attractive compensation.
Please contact Michael
McGuire, director of human
resources, at michael@drbdiet
.com or call 1 888-372-3438,
extension 2232.

RICHMOND—HOSPITALIST
'The Richmond hospitalist
group is looking for hospital-
ists to join our group. Previous
experience is an asset but we
are happy to mentor new
grads as well. Flexible
scheduling based on 7 days’
work commitment. Contact
David at david.li2@vch.ca for

more information.

RICHMOND/STEVESTON—
OUTSTANDING LONG-TERM
OWNERSHIP OPPORTUNITY
Guaranteed income:
work-to-own family/aesthetic
practice(s). Two turnkey strata
units. Technologically
advanced practice(s).

Individual or group of family
doctors/NPs. Can start with a
guaranteed income and buy
real estate earlier in your

career. Tax efficiency planning.

Dermatologist may be
interested in aesthetic
practice. For more informa-
tion contact msinghalmd@
gmail.com.

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—FP

Family physician in
Fleetwood looking for a
part-time/full-time associate/
locum with flexible hours.
Busy family medicine clinic
with mostly South Asian
patients and Oscar EMR.
Well-equipped modern
facility with four examination
rooms and experienced staff.
Punjabi speaking an asset.
Call 604 585-9696 or email
drsohal@shaw.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 medi-
cine, acupuncture,
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 opportunity to focus on
patient care, whether new to
practice or semi-retiring;
allow us to manage the rest.
Please contact admin@
crossroadsclinics.com.

VANCOUVER—MODERN
PHYSIATRIST-OWNED CLINIC
SEEKING OTHER PM&R
SPECIALISTS

A brand-new five-room clinic
in centrally located Mount
Pleasant is seeking physiatrists.
The clinic is owned by a new
PM&R specialist who
performs electromyography.
‘We have EMG time available
and admins to support you,
including billing reconcilia-
tion. The clinic was
custom-built to be a bright,
airy, comfortable work
environment including
spacious 10 ft. by 10 ft. exam
rooms optimized for ultra-
sound-guided injections (two
43-inch 4K T'Vs installed in
every room), floor-to-ceiling
windows in a sunny staff
room, personal lockers,
changing room, shower, secure
bike room, rooftop patio,
attached bar and restaurant,
and steps away from all transit
options. Email charmaine@
enablemedical.ca or visit
www.enablemedical.ca.

CLASSIFIEDS

VANCOUVER—PRACTISE
THE WAY YOU WERE TAUGHT,
EARN WHAT YOU DESERVE
Harrison Healthcare is a
team-based primary care
centre that offers personal-
ized, service-focused care.
Founded by Don Copeman,
we have a strong culture
focused on compassion,
innovation, and overall
excellence. Although we
attract patients that require
complex care, our focus is on
prevention and early detec-
tion, which makes for nicely
balanced practices. We are
looking for outstanding,
personable family physicians
with strong collaboration
skills. We offer a generous
compensation package with
no overhead costs and an
exceptional work environ-
ment. Please send your CV to
careers@harrisonhealthcare.ca
and visit us at www.harrison
healthcare.ca.

VICTORIA—HOSPITALISTS
'The South Island Hospitalists
group is looking for hospital-
ists to join our dynamic team
in beautiful Victoria.
Hospitalists in Victoria
provide a 24-hour MRP
service at the Victoria
General and Royal Jubilee
Hospitals. There is a lot of
variety and pathology, and we
enjoy a high degree of
autonomy while being well
supported by our specialist
colleagues. Our care covers
patients aged 17 to 100+ and
includes addictions, palliative
care, geriatrics, and coman-
agement of surgical and
rehabilitation patients.
Qualifications include CCFP/
equivalent or FRCPC
(internal medicine), eligible
for CPSBC, ACLS; hospital

experience an asset. Contact
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Shannon Williams at
medstaffrecruitment@
islandhealth.ca.

WILLIAMS LAKE—OBSTETRICS
AND GYNECOLOGY

Fantastic opportunity at
Williams Lake Obstetrics and
Gynecology clinic! Seeking a
third OB/GYN to continue
our team complement of
three. Located in an idyllic
setting with four distinct
seasons and abundant
recreational opportunities, we
practise general OB/GYN
with 1:3 home call and a
consultant OB model.
Reasonable overheads and a
modern EMR, with ample
and equal OR time. Local
services include pediatrics,
family medicine, and general
surgery. Renovations to the
hospital will include new ER,
in-patient units, and L&D.
Fee-for service billings plus
on-call (MOCAP). Rural
incentives apply. Contact us
at wlogclinic@gmail.com or

250 392-1137.

MEDICAL OFFICE SPACE

VANCOUVER—FOR RENT
Office space suitable for
psychiatric practice available
(PT/FT). Three bright and
spacious (10 ft. by 15 ft. each)
consultation rooms on the
15th floor with beautiful
expansive views of downtown
Vancouver and the North
Shore mountains. Easy access
via bus and SkyTrain. For
details please contact
wllwmd@shaw.ca.

VANCOUVER—FULLY
EQUIPPED AND STAFFED
MEDICAL CLINIC

Wonderful opportunity to see
your patients at this beautifully
designed, newer medical clinic
with six exam rooms in the

heart of the Broadway corridor
in Vancouver. MOA support
provided. Easy access for your
patients to bus stops/SkyTrain,
labs, X-ray departments,
physiotherapists, and pharma-
cies. Next to Vancouver
General Hospital as well as
other specialists and subspecial-
ists. Free parking for physicians.
Ideal for family physicians and
specialists planning to cut back
on their clinical load. Please call
604 644-6688.

VICTORIA—OFFICE SPACE
TO SHARE

Office available to share on a
50% basis. Medical building
and central location. Suit
psychiatrist/psychologist/
counselor wishing to work
part-time. Availability of
office flexible with regard to
days. Large space (690 sq. ft.)
with kitchen and private
washroom. Parking available.
Contact 250 595-4211 or
kboneill@shaw.ca.

MISCELLANEOUS

BRITISH COLUMBIA—
DOCTORCARE MEDICAL MSP
BILLING SERVICES

Let DoctorCare take the
stress out of your medical
billings with pain-free billing
management. We deliver fully
transparent and detailed
financial reporting, analytics,
insights, and simple recom-
mendations to ensure doctors
are optimizing their revenue
monthly and have peace of
mind in understanding exactly
how they’re paid. We can also
review, fix, and resubmit any
claims errors and integrate
with most popular EMR
platforms including Oscar,
Accuro, Telus, and others.
Email us at info@doctorcare
.ca or visit www.doctorcare.ca/
msp-billing-be to learn more.
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CME calendar

NEW: CME listings are now available at bcmj.org only.
Please see bcmj.org/cme-event for listings and bcmj.org/
cme-advertising for information on advertising.

BRITISH COLUMBIA—DOCTORS
SERVICES GROUP UNINSURED
MEDICAL SERVICES

Doctors Services Group,
powered by DoctorCare, is a
complete solution for effec-
tively managing all your
practice’s uninsured medical
services. On average, we help
physicians realize $15 000 to
$35000 of additional revenue
per year. We help educate
patients on uninsured services
to ensure they understand
what services are not covered
by provincial health care
plans. We provide full-service
administration of the block-
fee program, patient billing,
and payment follow-ups, and
handle all questions and
inquiries. Email us at info@
doctorsservices.ca or visit
https://doctorsservices.ca/

to learn more.

CANADA-WIDE—

MEDICAL AND DENTAL
TRANSCRIPTION

Medical and dental transcrip-
tion specialists since 2002.
Excellent quality and quick
turnaround. All specialties,
family practice, IME reports,
and dental. Telephone or
digital recorder. Fully confi-
dential, PIPEDA compliant.
Contact us at www.2ascribe
.com, info@2ascribe.com, or

toll-free at 1 866 503-4003.

EASY BILL MD INC.—
MEDICAL BILLING MADE EASY
Easy Bill MD Inc. provides
full-service billing, monthly

rebill services including
remittance and reconciliation,
account audit and claim
recovery, uninsured billing,
WorkSafeBC billing support,
after-hours billing support,
billing advice, and calls to
MSP. Call for a FREE
assessment! Phone

647 242-9021, email
admin@easybillmd.com, or
visit www.easybillmd.com.

UBC CONTINUING
PROFESSIONAL
DEVELOPMENT: WE OFFER
REGISTRATION SERVICES
Hosting an educational
activity and need a platform
to collect registration? We can
help! UBC Continuing
Professional Development
provides safe, secure registra-
tion services for groups
looking to offer hassle-free
registration to attendees. We
manage registration tracking,
credit card payments, and
receipting, as well as custom-
izable registration sites,
unique registration links,
online registration anytime,
phone/voicemail assistance,
secure payment options, CPD
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fee), flexible cutoff dates,
reminder emails, GST
collection, financial reconcilia-
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604 675-3777, or email
sandy.m@ubc.ca.



Hope for change

Hope is on the decline, just when it’s needed all the more.

Tej K. Khalsa, MD, MSc, FRCPC

ritish Columbians are outpacing

the rest of Canada in a decline in

hopefulness.! In 2021-2022, 64%
of people in Canada were hopeful about the
future, down from 75% in 2016. The na-
tion’s 11% decline in hopefulness has been
outmatched by British Columbia, where
people have experienced a more marked
decline of 14%.

The findings are troubling. Hope is
part of a long, healthy, and meaningful life.
Multiple large studies®* with longitudinal
follow-up have shown that hope is associ-
ated with a 30% to 40% lower mortality.
The hopeful engage in healthier behavior.®
'The hopeful manage, reduce, or eliminate
stressors, while those with lower hope ig-
nore, avoid, or withdraw from the world.®
'The hopeful mobilize for social justice with
cries of “Si se puede!”” (Cesar Chavez) and
“Yes we can!”® (Barack Obama).

A large body of literature has shown that
discrimination is associated with negative
mental health outcomes, including hopeless-
ness. To quote Dr David R. Williams,? cre-
ator of the Everyday Discrimination Scale,
“those little indignities are killing us.”*

'The power of such casual cruelty became
chillingly clear to me the night I volun-
teered for a van ride through Vancouver’s
Downtown Eastside. As a med student,
it felt gratifying to be handing out clean
needle kits and condoms to a2 warm chorus

Dr Khalsa is an educational consultant
to the World Health Organization and an
internal medicine specialist. She recently
transitioned her practice of mind-body
medicine from the Mayo Clinic to British
Columbia.

This article has been peer reviewed.

of “Thank you!”and “Have a good night!” At
one intersection a tall solitary figure stood
on the edge of the cold curb—a transgender
woman. She was so kind, we lingered and
chatted for a few minutes from inside our
heated van. As we slowly drove away from
her, the van’s driver whispered that she had
worked hard to get into a retail job in a Van-
couver department store. But her hope of
safe employment was short-lived. She was
so mercilessly bullied by other employees
she quit and returned to sex work. Ten years
later, it’s no surprise to me that the vast ma-
jority of transgender and nonbinary people
do not feel hopeful about the future.!

In my mind-body medicine practice at
the Mayo Clinic," and now in my home
province of BC, I continue to tell my pa-
tients that we must decolonize our despair.
When my patients tell me of their emo-
tional exhaustion, how they feel worn out
and weary from the world, I validate their
teelings. I remind them that their feelings of
defeat are a symptom of their loving heart,
a heart that cares about a better future for
themselves, others, and our world. That their
feelings of defeat can be traced back to their
north star—a guiding light to a world of
justice, where each of us is free to embody
the truth of who we are.

As Indigenous scholars® remind us, we
are all relations. This winter season, may
each of us rest and give our hopefulness
meaningful replenishment, like connecting
to caring community.! May we decolonize
our despair to remember who we truly are:
one human family. Hope for a better to-
morrow, for every human being, depends
onit. W
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