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Harnessing happiness in 
health care: A prescription 
from Dr Arthur Brooks

Editorials

D r Arthur Brooks teaches people 
to be happy. He is a Harvard pro-
fessor and author whose work 

includes books such as From Strength to 
Strength (a New York Times Best Seller) and 
Build the Life You Want: The Art and Science 
of Getting Happier, a book he co-authored 
with Oprah Winfrey. I recently had the 
privilege of attending a small group session 
with him, which I believe offered valuable 
guidance to physicians seeking to navigate 
the challenges of our profession while find-
ing fulfillment and happiness.

As a behavioral scientist, Dr Brooks 
gleans inspiration from the everyday, ob-
serving humanity and eavesdropping on 
conversations. The motivation to write From 

Strength to Strength came from overhear-
ing someone, who by all external accounts 
would be considered a hero for the achieve-
ments of his youth, lament to his partner 
that his life had amounted to nothing. Dr 
Brooks wanted to avoid being in the same 
position, so he wrote 
a book about “finding 
success, happiness, and 
deep purpose in the sec-
ond half of life.” 

His work is ground-
ed in the principles of 
behavioral science, par-
ticularly the concepts of 
fluid intelligence and 
crystallized intelligence. These ideas form 
the basis for understanding the evolution of 
intelligence throughout life and are based 
on theory from psychologist Dr Raymond 
Cattell (https://psychology.fas.harvard.edu/
people/raymond-cattell). Fluid intelligence 
peaks in early to mid-adulthood, when one’s 
ability to innovate, analyze, and solve novel 
problems is at its best. As the prefrontal 
cortex declines in the 40s and early 50s, 
however, crystallized intelligence takes over, 
characterized by pattern recognition, spe-
cialized knowledge, and judgment.

The key to aging happier is to recognize 
and embrace crystallized intelligence and 
derive happiness from sharing knowledge. 
Dr Brooks says that the essential element 
to happiness hygiene is to find “meaningful 
work wherein you earn your success and you 
serve other people.” I pushed him on this in 
our discussion, thinking about the exhaust-
ed physicians at risk of burnout who earn 
their living by healing others. How much 
more can one be expected to contribute? 
I was curious how he would counsel the 
overburdened physician, buckling under a 

heaving patient schedule and mountain of 
charting, to extend themselves further to 
impart wisdom and grow younger people.

I found that he answers this ques-
tion best in his podcast conversation with 
Oprah (www.oprah.com/own-podcasts/

arthur-brooks-strength 
-to-strength). They urge 
high achievers to break 
the “striver’s curse”—a 
vicious cycle of con-
stantly seeking hap-
piness from the next 
achievement. Instead of 
banking successes, they 
suggest that we accept 

the second curve and stop choosing to be 
special over being happy.

What resonated most with me was the 
principle of indispensability: they chal-
lenged listeners to consider what it is that 
only they can do. For example, someone else 
can do that eighth day of call, but no one 
else can be a mother to your kids. When you 
find yourself lamenting the passage of your 
fluid intelligence and being tempted by the 
striver’s curse, Dr Brooks’ advice would be to 
consider which of your virtues are most im-
portant: your “résumé virtues” (titles, money, 
etc.) or your “eulogy virtues” (generosity, 
wisdom, love, etc.). 

As the holiday season approaches, my 
wish for my fellow physicians is that you 
find moments of respite, gratitude, and con-
nection. Happy holidays, and may your path 
be a bit more illuminated by the wisdom 
of Dr Brooks. n
—Caitlin Dunne, MD, FRCSC

What resonated most 
with me was the principle 
of indispensability: they 

challenged listeners 
to consider what it is 
that only they can do. 
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Editorials

D rug poisoning is the leading cause 
of death among people aged 10 
to 59 in BC and takes six lives 

per day in the province. BC’s Provincial 
Health Officer declared a public health 
emergency in relation to drug poisoning 
in 2016, making it the only issue other 
than the COVID-19 pandemic that has 
prompted the use of this unique legislative 
power to unlock policy tools and resources. 
These deaths are due to the increasingly 
toxic supply of unregulated drugs, which 
contain unpredictable concentrations of 
substances such as fentanyl and carfentanil.1 

Untapped and underused options are 
available to prevent deaths in our com-
munities, including decriminalization and 
safer drug supply. In 2019, a report from the 
Provincial Health Officer detailed ongoing 
harms of criminalizing drug use and explic-
itly recommended decriminalization of drug 
possession for personal use.2 Further, the 
BC Coroners Service has recommended 
the creation and expansion of a safer drug 
supply through both medical and nonmedi-
cal models.1 

Decriminalization of drug possession is 
crucial to reduce drug poisoning harms in 
BC. Due to stigma and risk of legal pun-
ishment, people using drugs often avoid 
contact with the health care system and 
other services that can prevent overdose 
deaths. BC decriminalized possession of 
small amounts of drugs in February 2023 
but has since introduced strict new laws 
against public use. The benefits of drug 
decriminalization in BC are at risk of be-
ing eroded before they can be realized: this 
approach has been described by advocates 
as recriminalizing drug use3 and has been 
criticized by BC’s Chief Coroner as pushing 

drug use “into back alleys and back cor-
ners.”4 Commitment to the goals of de-
criminalization is needed. 

Meanwhile, safer drug supply can reduce 
the underlying hazard of a poisoned drug 
market. Medical models to provide safer 
opioids have existed for decades, including 

well-known opioid agonist therapies such 
as methadone. Research has found that a 
safer supply of drugs such as diacetylmor-
phine (heroin) can also reduce the risk of 
drug poisoning and other harms.5 Safer 
supply in Canada, however, is provided at 
a trickle relative to the need. While ap-
proximately 100 000 people in BC have 
diagnosed opioid use disorder, and as many 
as 225 000 are risk of poisoning from un-
regulated drugs,6 only 4476 people were 
prescribed safe supply medications in July 
2023.7 Many remain at risk for drug poison-
ing, and BC’s Chief Coroner has called for 
urgent expansion of programs.8 

However, medical safe supply does not 
fit the needs of all who are at risk, such as 
those who may encounter barriers to pre-
scribed models. Nonmedical models to pro-
vide a safer drug supply can help increase 
access. For example, a community-based 
organization in BC has used compassion 

club drug testing to confirm the makeup 
of drugs distributed to members. To date, 
no deaths have been reported related to 
drugs distributed using this model.9 With 
support to acquire pharmaceutical supplies 
of drugs, expert community-based organi-
zations could provide users with known 
amounts of uncontaminated drugs. Medical 
and nonmedical safe supply models each 
provide distinct benefits.

Policies and practices to prevent drug 
poisoning deaths are available, including 
accelerated action on decriminalization, safe 
supply, mental health, and the social deter-
minants of health, such as housing. Will 
these directions be taken with the same 
sense of urgency applied to novel measures 
early in the COVID-19 pandemic? Ac-
tion must be pursued at a scale and urgency 
matched to the catastrophic toll of the drug 
poisoning emergency. n 
—Michael Schwandt, MD, MPH

references
1. BC Coroners Service. BC Coroners Service death 

review panel: A review of illicit drug toxicity 
deaths. 2022. Accessed 19 October 2022. www2 
.gov.bc.ca/assets/gov/birth-adoption-death 
-marriage-and-divorce/deaths/coroners-service/ 
death-review-panel/review_of_illicit_drug 
_toxicity_deaths_2022.pdf. 

2. Office of the Provincial Health Officer. Stopping the 
harm: Decriminalization of people who use drugs 
in BC. 2019. Accessed 19 October 2023. www2.gov 
.bc.ca/assets/gov/health/about-bc-s-health-care 
-system/office-of-the-provincial-health-officer/
reports-publications/special-reports/stopping 
-the-harm-report.pdf. 

3. McSheffrey E. ‘Set up for more deaths’: Advocate de-
cries BC’s new bill restricting public drug use. Global 
News.	Updated	5	October	2023.	Accessed	19	Octo-
ber 2023. https://globalnews.ca/news/10007795/
reaction-bc-bill-restricting-public-drug-use. 

4. DeRosa K. Proposed BC law would make drug use 
illegal in almost all public spaces. Vancouver Sun. 
Updated	6	October	2023.	Accessed	19	October	

BC has the tools to address the 
drug poisoning emergency.  
Do we have the will to use them?
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prevent drug poisoning 
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including accelerated action 

on decriminalization, safe 
supply, mental health, and 
the social determinants of 

health, such as housing. 
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Letters to the editor 
We welcome original letters of less than 500 words; we may edit them 
for clarity and length. Letters may be emailed to journal@doctorsofbc.ca 
or submitted online at bcmj.org/submit-letter and must include your city or 
town of residence, telephone number, and email address. Please disclose any 
competing interests.

re: truth before reconciliation; 
humility before truth
Kudos to both the BCMJ and Dr Greg-
gain for this heartfelt and inspiring Presi-
dent’s Comment [BCMJ 2023;65:240-241]. 
Imagine if all in our profession acted in 
accordance with the principles outlined in 
this piece.

As for Dr Greggain, hearing reports 
of finding remains of Indigenous children 
on the grounds of the Kamloops residen-
tial school was gut-wrenching for me. I 
worked in Kamloops for 15 years at the 

Urban Aboriginal Health Centre. Many of 
my patients had attended that school. I re-
call utter exhaustion at the end of one clinic 
day and the realization as I looked over our 
patient list with our clinic MOA that 18 of 
the day’s patients were seen for medical is-
sues related to posttraumatic stress disorder.

I want to submit that two additional 
Calls to Action from the Truth and Recon-
ciliation Commission of Canada (#33 and 
#34) are also health related, even though 
they are captured under the “Justice” cat-
egory, and should be included with the Calls 

BOX. truth and reconciliation commission of canada calls to Action #33 and #34. 
www2.gov.bc.ca/assets/gov/british-columbians-our-governments/indigenous-people/aboriginal-peoples 
-documents/calls_to_action_english2.pdf.

Truth and Reconciliation Commission of Canada  
Calls to Action #33 and #34 (italics added by Dr Densmore)

33. We call upon the federal, provincial, and territorial governments to recognize 
as a high priority the need to address and prevent Fetal Alcohol Spectrum 
Disorder (FASD), and to develop, in collaboration with Aboriginal people, FASD 
preventive programs that can be delivered in a culturally appropriate manner. 

34. We call upon the governments of Canada, the provinces, and territories to 
undertake reforms to the criminal justice system to better address the needs 
of offenders with Fetal Alcohol Spectrum Disorder (FASD), including:

i. Providing increased community resources and powers for courts to ensure 
that FASD is properly diagnosed, and that appropriate community supports 
are in place for those with FASD.

ii. Enacting statutory exemptions from mandatory minimum sentences of 
imprisonment for offenders affected by FASD.

iii. Providing community, correctional, and parole resources to maximize the 
ability of people with FASD to live in the community. 

iv. Adopting appropriate evaluation mechanisms to measure the 
effectiveness of such programs and ensure community safety. 

2023. https://vancouversun.com/news/lo-
cal-news/proposed-b-c-law-would-make 
-drug-use-illegal-in-almost-all-public-spaces. 

5. Berridge V. Heroin prescription and history. 
N Engl J Med. 2009;361:820-821.

6.  BC Coroners Service. BC Coroners Service 
Death Review Panel: An urgent response to 
a continuing crisis. 2023. Accessed 27 No-
vember 2023. www2.gov.bc.ca/assets/gov/ 
bir th-adoption-death-marriage-and 
-divorce/deaths/coroners-service/death 
-review-panel/an_urgent_response_to_a 
_continuing_crisis_report.pdf.

7. BC Ministry of Mental Health and Addictions. 
Escalated drug-poisoning response actions. 
2023. Accessed 19 October 2023. https://
news.gov.bc.ca/factsheets/escalated-drug 
-poisoning-response-actions-1. 

8. BC Coroners Service. At least 198 lost to 
toxic drugs in July as public health emer-
gency continues. News release. 29 August 
2023. Accessed 19 October 2023. www2 
.gov.bc.ca/assets/gov/birth-adoption-death 
-marriage-and-divorce/deaths/coroners 
-service/news/2023/bccs_august2023 
_reporting.pdf. 

9.	 Drug	User	Liberation	Front.	Compassion	club	
and	fulfillment	centre.	Accessed	19	October	
2023.	www.dulf.ca/_files/ugd/fe034c_46d0
4259d6f44d1b920fe3e1500c676d.pdf. 
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to Action that Dr Greggain drew our at-
tention to [Box].

Calls #33 and #34 mean we as health 
care providers need to identify, diagnose, 
and appropriately support people with fetal 
alcohol spectrum disorder (FASD) and their 
families. We need to become FASD aware. 
When we diagnose people with FASD we 
can also learn about their family and their 
environment and can then recognize and 
advance opportunities for prevention. Pre-
vention will require increased mental health 
and social support for birth mothers. Based 
on an estimate of 2400 federal jail inmates 
and 2400 provincial jail inmates, BC has 
approximately 4800 inmates; between 24% 
and 28% have FASD.1 That is 1300 indi-
viduals. I have diagnosed about 14 incarcer-
ated individuals with FASD in the last few 
years. Our clinic—currently the only clinic 
in BC that diagnoses adults with FASD—
receives no sustainable funding from ei-
ther the federal or provincial governments. 
More governmental support is required to 
meaningfully respond to Calls to Action 
#33 and #34. FASD is not a niche issue; 
FASD is diagnosed in 28% of foster and 
adopted youth referred to a children’s men-
tal health centre, 9% of children in special 
education programs, and 25% of children 
in foster care.1

—Rod Densmore, MD
Medical Assessor, Adult FASD Clinic, 
Independent Living Vernon

reference
1. Popova S, Lange S, Shield K, et al. Prevalence of 

fetal alcohol spectrum disorder among special 
subpopulations: A systematic review and meta-
analysis. Addiction 2019;114:1150-1172.

re: Does working part-time 
mean I’ve failed as a feminist?
Thank you, Dr Dunne, for sharing your 
experience as a feminist who is also a phy-
sician, managing your time in the modern 
world [BCMJ 2023;65:277]. Your experi-
ence is shared by many, many others. There 
is still a real, measurable gender gap in op-
portunities. And, if the medical profession 
wants to address that, we need to make 
systemic change, not place the burden on 

individuals to decide if they can act like 
they have it all.

It is time for our professional physi-
cian organizations to stop observing the 
differences1-3 and instead make real change 
to remove the burden of sexism from in-
dividuals and replace the structures that 
created it in the first place.

I admire Anne-Marie Slaughter’s 
work, but I wonder if Audre Lorde’s wise 
words might not be the better source for 
women to draw on at this time: “Car-
ing for myself is not self-indulgence, it 
is self-preservation, and that is an act of 
political warfare.”

Let’s ask more of our profession and our 
peers to help solve these problems!
—Rita McCracken, MD, PhD, CCFP (COE), FCFP
Vancouver

references
1. Cohen M, Kiran T. Closing the gender pay gap in 

Canadian medicine. CMAJ 2020;192:E1011-E1017.
2. Steffler M, Chami N, Hill S, et al. Disparities in physi-

cian compensation by gender in Ontario, Canada. 
JAMA Netw Open 2021;4:e2126107. 

3. Canadian Medical Association. Equity and diversity 
in medicine. 20 March 2023. Accessed 23 Octo-
ber 2023. www.cma.ca/physician-wellness-hub/
content/equity-and-diversity-medicine.

Thank you, Dr Dunne, for sharing your 
experience [BCMJ 2023;65:277]. I share 
so much of your experience and, with my 
children now being adults, admire your 
commitment to your values in your choices.

I wonder if a less binary question might 
be helpful? How does your decision to work 
part-time support the cause of feminism? 
Exercising choice might be the most im-
portant contribution any of us can make.
—Cecile Andreas, MD
Cranbrook

the revolution in primary care
It was just 6 years ago that the Minis-
try of Health embarked on a mission of 
transforming primary care and the con-
cept of patient unattachment entered 
the health administration lexicon. Over 
the last 5 years, we as frontline health 
care providers have been subjected to the 

machinations of a health ministry obsessed 
with unattachment.

Reflecting on the countless hours we 
have spent attending meetings and webinars 
sponsored by health authorities, divisions 
of family practice, Doctors of BC, and the 
Ministry of Health to address issues on how 
to accurately measure unattachment, how 
to register unattached patients, and how 
to best collect and interpret data related to 
unattached patients, one cannot help but 
wonder if we should have spent some time 
dealing with the question of why we are 
deploying much-needed resources chasing 
solutions to questions that will have little 
or no benefit in getting us out of the crisis 
we are in.

Unattached patients do not benefit from 
knowing how staggering their numbers are. 
Hospitals and social media are quite able 
to provide the public with information on 
primary care providers looking to increase 
their panels. Studying data will not increase 
the resource base required to achieve full 
attachment.
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Could it be that this all has more to do 
with politics than solving the current crisis? 
It is concerning that primary care providers 
who want to access the new longitudinal 
care option for remuneration must agree 
to submit their complete panel data to the 
ministry and register with the provincial 
attachment list. We have been reassured so 
many times by the ministry that we will not 
be required to take on additional patients 
that one cannot help but conclude this is a 
case of “methinks the maiden doth protest 
too much.”

We need to be careful that we are not 
being duped into sharpening the blade of 
the guillotine that is soon to sever us from 
the long-serving autonomy of practice that 
we fought so hard to preserve over time.
—Bruce Nicolson, MD 
100 Mile House

re: Early-onset colorectal 
cancer
I want to express my gratitude to Dr 
Gray for his article addressing early-onset 
colorectal cancer [BCMJ 2023;65:207-210]. 
While I value the article for its concise 
summary of this critical topic, I have sev-
eral concerns, especially as a family physi-
cian and a patient personally impacted by 
early-onset colorectal cancer.

At the age of 36, I was diagnosed with 
stage IV colorectal cancer, despite being 
previously healthy and lacking any family 
history or known risk factors. My journey 
to diagnosis was fraught with delays and 
misdiagnoses. Initially, a specialist misdiag-
nosed my condition as hemorrhoids during 
an appointment I had waited 4 months for, 
providing me with a false sense of reassur-
ance that only extended the time until my 
proper diagnosis. It wasn’t until my rectal 
bleeding became severe that I presented to 
hospital. Even then, because my hemoglo-
bin levels were within the normal range, I 
was considered low risk and almost sent 
home. I had to insist on an urgent colonos-
copy, which finally took place the following 
day. Prior to the procedure, the possibility 
of malignancy was not discussed or consid-
ered, as all listed differentials were benign 
etiologies.

This was my experience navigating the 
health care system as a patient, despite be-
ing a physician who is well attuned to my 
own health. Regrettably, my story is not 
unique; I have connected with others in 
their 30s diagnosed with advanced-stage 
early-onset colorectal cancer who faced sim-
ilar difficulties in accessing care. A common 
theme among them is that they were told 
by their primary care providers and spe-
cialists that they were “too young to have 
cancer.” It appears that there is a significant 
lack of awareness among both primary care 
physicians and specialists regarding the in-
creasing incidence of early-onset colorectal 
cancer, especially in cases where there is no 
family history or obvious risk factors, as was 
the case with me.

The article commences with the well-
intentioned statement that “[t]he BC 

Guideline for colorectal cancer screening 
encourages physicians to evaluate younger 
adults with symptoms or a family history 
of colorectal cancer by using colonosco-
py.” However, based on my experience as 
a family physician with years of practice 
in primary care, gaining access to a gastro-
enterologist for colonoscopy assessment is 
extremely challenging. Many times, I have 
had referrals flagged as “urgent” go unac-
knowledged, triaged as low priority with 
an 8- to 12-month wait, or worse, rejected 
for unjust or unclear reasons. I believe that 
many of my family physician colleagues can 
relate to similar experiences.

A recent systematic review on the role 
of colonoscopy in younger patients pre-
senting with anorectal bleeding found that 
approximately 10% had a neoplastic lesion 
detected.1 This underscores the importance 
of timely access to colonoscopy assessment 
for younger patients with colorectal cancer 
symptoms. I strongly advocate for a more 
efficient referral and access system for colo-
noscopy, particularly when colorectal cancer 
is suspected based on symptoms. I believe 
that implementing a centralized referral sys-
tem, akin to the BC Colon Screening Pro-
gram, which offers consolidated access to 
endoscopists (including gastroenterologists 
and general surgeons), would significantly 
enhance the current system’s capacity to 
provide timely access to patients with con-
cerning colorectal cancer symptoms, includ-
ing those in the early-onset age range.

Last, I would like to acknowledge the 
success of the BC Colon Screening Pro-
gram in patients aged 50–74 years. It has 
notably reduced the administrative burden 
for primary care providers and improved 
colorectal cancer screening access for our 
patients in this age group. On the question 
of lowering the screening age, I respectfully 
disagree with Dr Gray and advocate for 
lowering the screening age to 45, a topic 
on which I defer to my colleague, Dr Pe-
tra Wildgoose, for further discussion and 
exploration.
—Marko Yurkovich, MD, CCFP
Vancouver

Follow us on Facebook for regular updates

Justice, rights, and unnecessary suffering
As physicians, we need to expand our circle 
of moral concern to include all people as well 
as animals we use for food, and to provide 
them some degree of political and legal 
standing.
Read the Premise: bcmj.org/premise/ 
justice-rights-and-unnecessary-suffering

British Columbia Medical Journal
@BCMedicalJournal
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Thank you for highlighting the important 
issue of early-onset colorectal cancer [BCMJ 
2023;65:207-210].

In the article, it is stated that “population 
screening strategies in British Columbia 
remain unchanged, but recognition of pos-
sible early-onset colorectal cancer requires 
the vigilance of health care providers.” Di-
agnosis cannot depend strictly on the vigi-
lance of health care providers when 59% 
of the population does not have a family 
doctor or has difficult accessing one and 
there is a known lack of public awareness of 
colorectal cancer symptoms and a delay in 
presentation to the primary care provider.1,2 
Vigilance of health care providers assumes 
that providers are educated on the signs and 
symptoms of early-onset colorectal cancer, 
the reasons for considering it in the differ-
ential, and the significance of obtaining an 
urgent colonoscopy. It is well known that 
patients are often misdiagnosed and feel 
dismissed by their primary care provider.2 
Public and provider education regarding 
early-onset colorectal cancer is paramount. 

It is also stated that “[t]he BC Guideline 
for colorectal cancer screening encourages 
physicians to evaluate younger adults with 
symptoms or a family history of colorec-
tal cancer by using colonoscopy.” Delays in 
obtaining a colonoscopy are associated with 
an increased risk of advanced-stage disease, 
and the Delphi Initiative for Early-Onset 
Colorectal Cancer international manage-
ment guidelines recommend that colo-
noscopy be performed within 30 days of 
presentation with alarming symptoms.3 
(Red flag symptoms precede 70% to 95% 
of early-onset colorectal cancer cases.4) The 
Canadian Association of Gastroenterology 
Wait Time Consensus Group recommends 
endoscopy within 2 months. However, an 
Island Health 2020 performance assess-
ment showed that 34% of patients waited 

longer for colonoscopy than their prior-
ity benchmark, and a St. Paul’s Hospital 
2016 retrospective chart review showed that 
symptomatic patients waited a mean of 86 
days to endoscopy.5,6 BC Colon Screening 
Program 2019 results showed a median wait 
time to colonoscopy of 134 days after an 
abnormal fecal immunochemical test, and 
85 days for patients at higher-than-average 
risk (including those with a family history).7 
Given that symptomatic patients and pa-
tients eligible for screening colonoscopy are 
not being seen within target ranges, it seems 
highly unlikely that younger patients will re-
ceive timely access to colonoscopy once their 
symptoms are deemed worrisome enough 
by their primary care provider to warrant it. 
This statement as it stands is not sufficient; 
potential solutions need to be considered. 

Four reasons are outlined as justification 
for not immediately adopting an earlier 
screening strategy. It is imperative to ac-
knowledge that further discussion around 
lowering the screening age needs to occur 
through addressing various research gaps, 
including a comprehensive cost-benefit 
analysis of adopting population-based 
screening for individuals aged 45–50 at 
average risk of colorectal cancer, and a 
more detailed understanding of risk fac-
tor profiles, which could inform precision 
screening for early-onset colorectal cancer. 
Screening programs detect colorectal cancer 
at earlier stages of disease in the over-50 
population, and, given that early-onset 
colorectal cancer patients are more likely 
to present with advanced disease, an under-
standing is warranted of whether lowering 
the screening age would reduce the stage of 
disease at diagnosis and, therefore, not only 
the physical and mental ramifications for 
the individual but also the downstream eco-
nomic costs to both society and the health 
care system. 
—Petra Wildgoose, MD, CCFP, MPH
Toronto
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P eople will forget what you said, 
people will forget what you did, but 
people will never forget how you 

made them feel.” This quote from Maya 
Angelou has helped guide me through-
out my career, and recently, as president of 
Doctors of BC, I have used it when speak-
ing at events to encourage the audience to 
listen to the content not only with their 
ears, but also with their emotions. Years 
ago, an Indigenous Elder taught me the 
concept of listening with all three of our 
ears—the two on our head and the one in 
our hearts. And while Angelou’s quote has 
guided how I have engaged with you this 
past year, it also rings true for how being 
president has made me feel. After connect-
ing with many of you in person, on Zoom, 
and through the written word, I have one 
prevailing feeling—gratitude.  

In my travels, both virtually and in per-
son, from urban to rural, remote, and Indig-
enous communities, you have welcomed me, 
and for that, I am eternally grateful. Thank 
you for inviting me into your boardrooms 
and living rooms and for having honest 
and candid conversations on topics from 
digital health to physician engagement, stra-
tegic direction, and system transformation, 
among others. Thank you for sharing your 
stories of innovation, resilience, and dedica-
tion, while also trusting the space to speak 
about more difficult conversations, includ-
ing physician well-being and personal grief. 
I stand in awe of so many of you for per-
severing during challenging times and for 
teaching and leading your colleagues and 
our doctors of tomorrow, even if at times 
not feeling old enough or mature enough 

Gratitude and hope

to do so. Above all, I admire your unwav-
ering dedication to your patients and your 
colleagues. 

We walked together in forests, fished to-
gether in the ocean, drank coffee together at 
your favorite local coffee shops, and enjoyed 
meals together throughout the province. I 
am grateful for the opportunities to share 

homemade eggs in your kitchen, enjoy ban-
nock in your clinic, and spend time together 
in symposiums as well as in longhouses. It 
was the compilation of experiences that 
provided me the chance to truly connect. 
Thank you for the advice, consideration, 
and appreciation you gave me; I hope you 
felt the same in return.

Over the year, you may have heard me 
refer to the framework of human being, hu-
man doing, which is an approach I learned 
from Indigenous Elders. I believe it is our 
collective humanity that brings us together 
in our profession and in the care of our 
patients. This past year I saw immeasurable 
examples across the province. I am incred-
ibly grateful to know you, as human beings, 
and for the human doings that you each 
carry out in your homes, offices, hospitals, 
and communities.

Many of you have heard me introduce 
myself as a physician from Hope, both the 
municipality and the ideological vantage 
point. As I look ahead, I am overcome with 
the feeling of hope—hope to find solu-
tions to the challenges faced by so many and 
hope to see our profession come together 
to create a health care system that works 
for all. Many of you have told me that you 
feel more optimistic than you have over the 
last few years, that the work being done 
by Doctors of BC to reflect the physician 
voice in the space of advocacy, equity, and 
navigating collaborative partnerships gives 
you hope. I know many family physicians 
and specialists, urban and rural alike, have 
felt more hope this past year because of the 
Longitudinal Family Physician Payment 
Model and its impact on primary care. Col-
lective hope is not a destination, but rather 
a journey that we travel together. Thanks to 
each one of you. I am confident that, overall, 
we are further along on this journey than 
when I started my term. 

Thank you for the opportunity to serve 
you and the profession and for the feelings 
of gratitude and hope you have instilled in 
me. I can only hope that I have left you 
with a shared sense of both. And I think 
it only fitting to end this commentary as 
I have ended all my email correspondence 
this year and how I feel in general: 

With gratitude, 
—Joshua Greggain, MD
Doctors of BC President

“

Many of you have heard 
me introduce myself as 
a physician from Hope, 
both the municipality 

and the ideological 
vantage point. 
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T he BCMJ recently welcomed a new 
Editorial Board member, Dr Mi-
chael Schwandt—a specialist in 

public health and preventive medicine. 
Dr Schwandt serves as a medical health 
officer with Vancouver Coastal Health and 
a clinical associate professor in the UBC 
School of Population and Public Health, 
and he brings his public health expertise to 
reviewing and selecting articles for publica-
tion in the BCMJ. 

Dr Schwandt, born and raised in Win-
nipeg, came by his fascination with science 
and medicine at a younger age than most. 
“When I was quite young, but old enough 
to understand, my dad had a cerebral an-
eurism that required emergency brain sur-
gery, and that exposed me in a very personal 
way to the impact of quality health ser-
vices to individuals and families—it ex-
posed me to medicine in a very positive 

Dr Michael Schwandt 
A public health perspective on  
the BCMJ Editorial Board

By Tara Lyon

Ms Lyon is a staff member of the  
BC Medical Journal.

way.” He describes Winnipeg as a great city 
to grow up in. “It’s so far from other urban 
centres,” he explains, “and as a result, it’s a 
unique community with its own distinct 
local scene—it’s a great place for music, art, 
and theatre. For a city of its size, there’s a 
lot more to be exposed to than one might 
expect.” It was the University of Manito-
ba’s focus on public health topics that set 
him on his ultimate career path, he says. 
“That unique exposure ended up being what 
pointed me toward my long-term career.”

Dr Schwandt describes himself as a life-
long avid reader whose interests eventually 
expanded to media and communications. 
He worked with UBC’s student newsletter, 
the Ubyssey, during his undergrad degree 
and volunteered at the campus student radio 
station. “I’ve always been interested in learn-
ing about ways to disseminate good infor-
mation,” he explains. When his undergrad 
and medical training were behind him, he 
started making more time for reading, both 
personally and professionally. “In terms of 
personal reading, I find myself reading a lot 

of near future dystopian fiction—pandem-
ics, climate change,” he says. “I like to look 
at negative and positive pathways for the 
near future. It’s a rich vein of reading for 
pleasure and reflection.”

When COVID-19 arrived in early 2020, 
Dr Schwandt’s interests in public health, 
pandemic scenarios, and dissemination of 
information converged. “Like all health 
care providers in a pandemic situation, we 
want to apply our training to the utmost 
ability. When the pandemic hit, we under-
stood that it would bring to bear issues like 
contact tracing, the kinds of health com-
munications that public health physicians 
are trained in, as well as testing, vaccina-
tion, etc.—these activities are all essential 
to public health practice. They all came to 
a peak at once, and we all found ourselves 
working with all the fundamentals. But the 
nonstop and prolonged nature of it was not 
something that people anticipated, and that 
it would be so immersive.”

Dr Schwandt says that there were many 
insights to be found in the way public health 
communications unfolded in the pandemic. 
“I was heartened by the broad uptake of 
the public health messages that were being 
disseminated, but, like everyone, I was dis-
heartened by the spread of misinformation. 
If one person said the vaccine didn’t work, 
loudly, it got a lot of traction.” In future, he 
says, “We’ll need to see real efforts to fill 
spaces with quality information to drown 
out misinformation.”

Dr Schwandt sees his role on the Edito-
rial Board as an opportunity to advance his 
interest in dissemination of health informa-
tion and promote public health measures 
at the provincial level. “I’ve seen the BCMJ 
do a good job of promoting public health 
topics,” he says, “and I hope to carry that 
on by making links from the clinical top-
ics to the preventive side. When we have 
excellent articles on work being done at 
the community level, I think physicians are 
also interested in expanding those efforts 
to prevention on a broader scale. I hope I 
can bring that on board.”

Read Dr Schwandt’s first editorial in 
this issue. n
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ASA for postoperative venous 
thromboembolism prevention 
in patients with extremity or hip 
fractures: A critical appraisal of  
the PREVENT CLOT trial 
The PREVENT CLOT trial demonstrated that ASA is noninferior to low-molecular-
weight heparin in reducing all-cause mortality for extremity fractures. However, 
caution is necessary due to the limited representation of the patient population and 
the increased risk of symptomatic thrombotic events with ASA, underscoring the need 
for personalized thromboprophylaxis based on patient risk factors and preferences.

Daniel Hong, PharmD, BCGP, Hans Haag, BSc, BSc (Pharm), ACPR, Anthony Lau, ACPR, PharmD, BCPS, CDCES, 
Agnes Y.Y. Lee, MD, MSc, FRCPC

Mr Hong is a pharmacist at Vancouver 
General Hospital. Mr Haag is a clinical 
pharmacy specialist, nephrology, at the 
Kidney Clinic at Vancouver General Hospital 
and a clinical instructor in the Faculty of 
Pharmaceutical Sciences at the University 
of British Columbia. Mr Lau is a clinical 
pharmacy specialist, emergency medicine, 
at Vancouver General Hospital and a clinical 
instructor in the Faculty of Pharmaceutical 
Sciences at UBC. Dr Lee is a professor of 
medicine at UBC, medical director of the 
Thrombosis Program in Vancouver Coastal 
Health, and a scientist for the Centre for 
Advancing Health Outcomes.

This article has been peer reviewed.

ABSTRACT: The open-label PREVENT CLOT trial 
compared ASA with low-molecular-weight 
heparin (LMWH) for thromboprophylaxis in 
extremity fractures. ASA was noninferior to 
LMWH in reducing all-cause mortality but was 
associated with more frequent symptomatic 
thrombotic events. The study findings should 
be cautiously interpreted due to the clinical 
relevance of the outcomes and the restricted 

this patient population, including antiplate-
let agents such as ASA and anticoagulants 
such as vitamin K antagonists, direct-acting 
anticoagulants, and low-molecular-weight 
heparin (LMWH). With these interven-
tions, rates of VTE are reduced to 0.4% 
to 1.8% in patients with lower extremity 
surgeries; fatal VTE is very uncommon.1,2 
Therefore, thromboprophylaxis after major 
orthopaedic procedures that are associated 
with a higher risk of VTE is recommended 
as the standard of care by evidence-based 
clinical practice guidelines.

Although the total body of evidence 
supports a greater reduction of VTE with 
anticoagulants than with ASA, it is com-
mon practice for patients with orthopae-
dic fractures undergoing arthroplasties or 
fixations (e.g., nail insertions) to receive 
ASA for postoperative VTE prophylaxis, 
likely because of its lower cost and ease 
of administration compared with injec-
tions.3-6 Enthusiasm for ASA use has been 
further amplified by favorable results in 
recent large trials.7,8 In the EPCAT II tri-
al, a multicentre double-blinded random-
ized controlled trial conducted in Canada, 

population studied. The PREVENT CLOT trial 
consisted primarily of healthy young patients 
with nonmajor trauma. These patients have 
inherently lower risk of venous thromboembo-
lism than other patient cohorts of interest, such 
as frail, elderly, and polytrauma patients, limit-
ing the generalizability of the results. Further, 
a more fulsome analysis of another higher-risk 
group, such as patients with proximal lower 
limb trauma, was lacking. No significant dif-
ference in bleeding was found between the 
ASA and LMWH arms, supporting LMWH use 
in patients with higher risk of thromboembo-
lism. Ultimately, thromboprophylaxis choice for 
extremity fractures should be individualized 
based on patient risk factors and preferences. 

Background
The baseline risk of symptomatic venous 
thromboembolism (VTE) in the first 35 
days after major orthopaedic surgery has 
been estimated at 4.3%.1 This burden of 
VTE, along with a much higher incidence 
of asymptomatic cases and potential com-
plications, is the basis for the numerous 
clinical trials that have investigated pharma-
ceutical options for thromboprophylaxis in 
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extended prophylaxis with low-dose ASA 
was noninferior to low-dose rivaroxaban 
in patients undergoing elective total hip or 
knee arthroplasties; both treatment arms 
had similar rates of symptomatic deep 
vein thrombosis, pulmonary embolism, 
and bleeding events.7 In the PREVENT 
CLOT trial, a large open-label random-
ized controlled trial at 21 trauma centres 
in Canada and the United States, ASA was 
noninferior to LMWH (enoxaparin) in 
preventing postoperative all-cause mortal-
ity in patients with upper or lower extrem-
ity fractures.8 While both trials have the 
potential to significantly influence clinical 
practice and guidelines, careful and selec-
tive application of the study findings to 
patients undergoing major orthopaedic sur-
gery is warranted given the study designs 
and patient populations studied.9 Here, we 
outline our concerns about extrapolating 
the findings of the PREVENT CLOT 
trial and applying them to unselected pa-
tients with orthopaedic fractures, particu-
larly those who are considered at higher 
risk for VTE. 

Study summary
The PREVENT CLOT trial included 
12 211 adult patients with limb fractures 
surgically treated in trauma centres across 
North America, including those with pelvic 
or acetabular fractures who did not undergo 
surgery. Patients were randomized to receive 
ASA 81 mg orally twice daily or LMWH 
(enoxaparin) 30 mg twice daily by subcu-
taneous injection, with dose adjustment 
for weight and kidney function consistent 
with standards of care. During the 90-day 
follow-up period, the primary outcome of 
all-cause mortality occurred in 0.78% of the 
ASA arm and 0.73% of the LMWH arm. 
The authors concluded that ASA was non-
inferior to LMWH in preventing all-cause 
mortality when given as thromboprophy-
laxis for extremity fractures.

Patient inclusion
Patients enrolled in the PREVENT CLOT 
trial were young (mean age: 44.6 ± 17.8 
years), and most of them sustained nonmajor 

trauma (85.6% had an Injury Severity Score 
of less than 15 out of 75). Cancer (2.5%), 
diabetes (8.3%), and a previous history of 
VTE (0.7%) were reported as comorbidi-
ties; the orthopaedic trauma event was the 
only known risk factor for thrombosis in 
27.3% of patients. These characteristics 
suggest that patients in the PREVENT 
CLOT trial had a decreased baseline risk 

of thrombosis and were less likely to require 
(and therefore benefit from) pharmacologic 
thromboprophylaxis. In comparison, previ-
ous studies in patients with hip fracture 
surgeries have typically been composed of 
patients older than 70 years of age, with 
up to 63% of patients having a history of 
cardiovascular disease.10-16 Patients enrolled 
in the PREVENT CLOT trial also had 
lower injury severity compared with co-
horts in other trauma studies.17,18 Given 
that advanced age, a history of cardiovas-
cular disease, and higher injury severity 
are well-established risk factors for VTE, 
a large number of patients in the PRE-
VENT CLOT trial likely had a lower risk 
of VTE than the typical trauma cohort with 
hip fracture or major injuries.19 

The PREVENT CLOT trial also in-
cluded only patients with upper extremity 
fractures, which made up 12% of patients 
in each of the treatment arms. As throm-
boprophylaxis is not the standard of care 
for these patients, we question the rationale 
for including them. The inclusion of such a 
low-risk group may also reduce the ability 
to detect a difference in outcomes between 
ASA and LMWH.20

Outcomes
The investigators of the PREVENT CLOT 
trial selected all-cause mortality as the pri-
mary outcome. While mortality rate is a 
significant outcome and a robust hard end-
point, it is neither a sensitive outcome for 
assessing the efficacy and safety of pharma-
cologic thromboprophylaxis nor a typical 
primary outcome in trauma-related throm-
boprophylaxis studies.3,21,22 Furthermore, 
given the low-risk patient population, it is 
not surprising that 90-day mortality was 
low and was similar between the ASA and 
LMWH arms. 

The secondary efficacy outcomes were 
more informative: cause-specific mortality, 
nonfatal pulmonary embolism, and deep 
vein thrombosis. Bleeding, wound com-
plications, and surgical site infection were 
secondary safety outcomes. These outcomes 
are essential for assessing the efficacy and 
safety of thromboprophylaxis and are im-
portant determinants of quality of life and 
cost-effectiveness.23 Consistent with previ-
ous orthopaedic trials with arthroplasties 
and lower limb fractures, a significantly 
lower incidence of symptomatic deep vein 
thrombosis was observed in the LMWH 
arm (1.71%) compared with the ASA arm 
(2.51%) in the PREVENT CLOT trial. 
Around 50% of these were proximal, which 
is a significant risk factor for pulmonary 
embolism.24 Notably, the decreased rate of 
deep vein thrombosis in the LMWH arm 
was not accompanied by a statistically sig-
nificant increased incidence of bleeding. 
The absence of a trade-off from a safety 
perspective adds reassurance of the value of 
LMWH as a safe choice of thrombopro-
phylaxis compared with ASA in patients 
with a higher risk for VTE. 

Additional concerns
Another factor that limits our confidence 
in generalizing the trial results is the lack 
of detail about the collective group of lower 
extremity fractures. Although the number 
of patients in this group is well balanced 
between the two treatment arms, the dis-
tribution of fractures was not reported. 
Considering that the risk of VTE after a 

Thromboprophylaxis 
after major orthopaedic 

procedures that are 
associated with a 

higher risk of VTE is 
recommended as the 
standard of care by 

evidence-based clinical 
practice guidelines.
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lower extremity fracture is higher with more 
proximal locations than with more distal lo-
cations (e.g., hip versus ankle), an imbalance 
in the distribution of these fracture loca-
tions between treatment arms may impact 
the findings.25,26 Furthermore, it would be 
highly informative to know the proportion 
of fractures at different locations, because 
the recommended indication and duration 
of postoperative VTE prophylaxis differ 
depending on the location and type. A more 
detailed breakdown of outcomes according 
to different sites of fracture (e.g., upper ex-
tremity vs pelvis, proximal femur vs distal 
lower limb) would also be welcome and 
hypothesis generating. 

The types of procedures and surgeries 
performed were also not available in the 
PREVENT CLOT publication. This is 
useful information for interpreting the re-
sults, because the type of surgery can have 
a significant influence on VTE risk, with 
arthroplasties being associated with lower 
risk compared with fracture surgeries such 
as nail insertions and cephalomedullary 
nailing.27

Finally, fewer patients were discharged 
on enoxaparin (88.8%) than ASA (93.6%). 
Both arms were prescribed thromboprophy-
laxis for a median of 21 days. However, the 
authors did not elaborate on compliance to 
these regimens at home. The uncertainty 
around medication adherence makes it chal-
lenging to determine what effect this had 
on the reported outcomes.

Other published commentaries
Our appraisal of the PREVENT CLOT 
trial aligns with other critical reviews, edi-
torials, and letters to the editor.28-30 Im-
portantly, the underrepresentation of a 
higher-risk population limits the general-
izability of the PREVENT CLOT trial to 
those patients at higher risk of VTE, such as 
elderly patients and those with hip fractures.

Conclusions
The PREVENT CLOT trial provided evi-
dence that in patients with lower risk of 
VTE after extremity fractures, there appears 
to be little difference between twice-daily 

regimens of ASA or LMWH for primary 
thromboprophylaxis. However, given the 
patient population and the primary out-
come that were studied, we caution against 
generalizing and extrapolating the results 
to higher-risk populations who were un-
derrepresented, such as elderly patients, 
patients with moderate or severe injuries, 
and those with comorbidities that increase 

risk for VTE (e.g., cardiovascular disease, 
cancer, history of VTE, obesity). It remains 
paramount for clinicians to assess VTE risk 
in individual patients with orthopaedic frac-
tures to determine the appropriateness of 
ASA versus LMWH for pharmacological 
thromboprophylaxis. n
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ABSTRACT: Hip pain is a common symptom 
presented to primary care physicians. The 
diagnosis is often difficult when the pain is 
not associated with arthritic changes. Patients 
with nonarthritic hip pain, more specifically 
femoroacetabular impingement, typically pres-
ent with anterior hip pain that is worse in the 
position of impingement. Physical examina-
tion is typically positive for decreased range 
of motion and pain using the flexion, adduc-
tion, and internal rotation test. Diagnosis can 
be made with a thorough history, a physical 
examination, and radiographic imaging with 
anteroposterior pelvis and modified Dunn 
views. MRI arthrography should be avoided 
in any patient with signs of osteoarthritis on 
initial films. First-line treatment is nonoperative 
and can be commenced pending referral to 
orthopaedics. Proper workup, including his-
tory, physical examination, and appropriate 
imaging, can help identify patients who may be 
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suitable for hip arthroscopic surgery and pro-
vide timely referral to an orthopaedic surgeon. 

H ip pain is a common symptom 
presented to primary care phy-
sicians and can be debilitating 

for patients of all ages. Since Sir John 
Charnley’s early success with total hip  
replacement, the procedure has proven tre-
mendously successful and has undergone 
innovation over the last half century in the 
management of the arthritic hip. However, 
it fails to provide a good solution for pa-
tients suffering from nonarthritic hip pain. 
The understanding of nonarthritic hip pain 
and the recognition of diagnoses and their 
management have increased since the turn 
of the 21st century, which has fostered sur-
gical innovation.1

Hip arthroscopy has rapidly gained pop-
ularity in the management of young adult 
nonarthritic hip pain, most commonly for 
femoroacetabular impingement and labral 
pathology. Its use increased eighteenfold in 
the United States between 1999 and 2009, 
and a similar trend occurred in the Unit-
ed Kingdom in more recent years.2,3 The 
procedure allows for the visualization and 
management of intra-articular pathology 
without open exposure. In the right setting, 
it may provide excellent outcomes, with 
high satisfaction rates in patients, and may 
allow for a return to function and sporting 
activities at a high level. 

Differential diagnosis is expansive 
and includes pathologies that involve 
intra-articular and extra-articular structures. 
The spectrum of intra-articular causes of 
nonarthritic hip pain ranges from acetabu-
lar dysplasia (under-coverage of the hip) 
to femoroacetabular impingement (pre-
mature abutment of the femoral head on 
the acetabulum due to bony prominence). 
These morphologies can affect the articular 
cartilage and acetabular labrum, which may 
cause pain. The extra-articular causes of hip 
pain can be viewed with an anatomic ap-
proach outside the hip joint. Some examples 
include tendon pathologies (degenerative 
changes, tears, or traumatic ruptures), in-
flammation of the bursae, and neurological 
and vascular causes. A detailed analysis of 
extra-articular hip pain is beyond the scope 
of this article.

Due to the complex nature of hip pain, 
accurate diagnosis is important to formu-
late a treatment plan. Improper imaging 
can result in irrelevant incidental findings, 
patient anxiety, and inappropriate surgi-
cal referrals. Contrarily, delay in referral 
for patients with abnormal pathology can 
result in prolonged disability and delay to 
surgery and return to activities.4,5 The pur-
pose of this article is to review the workup 
of nonarthritic hip pain, with the goal of 
facilitating optimal and timely care in the 
community in partnership with orthopae-
dic surgeons. 
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Hip anatomy 
The hip is a ball-and-socket synovial joint 
formed primarily of hyaline cartilage on the 
femoral head and acetabulum [Figure 1].6 
The acetabular rim has a triangular fibrocar-
tilage, known as the labrum, that encircles 
the entire acetabulum except for the inferior 
portion.6 It functions mainly to add stability 
to the hip, and it maintains the joint’s nega-
tive pressure with its sealing effect.6 This, in 
turn, resists the distracting forces and evenly 
distributes compressive loads to ultimately 
reduce stress on the surrounding cartilage.7

Anterior structures are mainly the hip 
flexors, including the iliopsoas, sartorius, 
and rectus femoris.8 Laterally, the most 
prominent structure is the greater trochan-
ter, which is the insertion point of a large 
portion of the hip abductors (gluteus me-
dius and minimus) and external rotators. 
Superficial to it lies the trochanteric bursa. 
The short external rotators of the hip lie 
posteriorly, including the piriformis muscle. 
Posteromedially, the proximal hamstring 
(semimembranosus, biceps femoris, and 
semitendinosus) tendons originate at the 
ischial tuberosity.9

Pathophysiology
Abnormal bony anatomy on the femoral 
head or acetabulum can cause mechanical 
impingement known as femoroacetabu-
lar impingement. A loss of sphericity that 
creates a prominence of bone on the an-
terosuperior femoral head is known as a 
cam deformity; an overhang at the acetabu-
lar rim is known as a pincer deformity.10 
These entities can occur in isolation or in 
combination.11 These morphologies may 
cause increased mechanical stress on the 
hip joint and labrum and can contribute 
to pain at extreme ranges of motion and 
to labral tears.10 

A large proportion of the asymptom-
atic population has imaging findings that 
are consistent with femoroacetabular im-
pingement and labral pathology. A sys-
tematic review conducted in 2015 noted 
that the prevalence of asymptomatic cam 
and pincer deformities was 37% and 67%, 
respectively.12 Labral tears were found in 

69% to 85% of asymptomatic patients in 
a cross-sectional study.13 These findings 
underscore the importance of obtaining 
a proper patient history and performing 
a relevant physical examination to aid in 
appropriately diagnosing a patient with 
symptomatic femoroacetabular impinge-
ment and/or a labral tear, as asymptomatic 
labral tears are not indicated for repair. 

Differential diagnosis for 
nonarthritic hip pain
Causes of hip pain can be categorized based 
on the location of the pain. Most commonly, 
pain in the hip is felt laterally, posteriorly, 
or anteriorly. 

Lateral hip pain is most often caused by 
trochanteric bursitis. Degeneration or tears 
of abductor tendons can also cause lateral 
hip pain and snapping.

Posterior hip pain can be referred from 
the spine or can originate at the sacroiliac 
joints or the ischial tuberosity and proximal 
hamstring tendons. Piriformis syndrome 
and ischiofemoral impingement would also 
result in posterior hip pain. 

Anterior hip pain, if not arthritic or re-
lated to avascular necrosis, can be caused by 
tendinitis of the iliopsoas hip flexor mus-
cle or intra-articular derangement such as 

femoroacetabular impingement or labral 
tears. Pathologies to rule out include neo-
plasm and fractures (from trauma or stress 
reaction). 

Initial workup 
Patient history 
Patient age is an important factor in dif-
ferentiating the common causes of hip 
pain. Skeletally mature patients who are 
younger than 50 years of age most com-
monly have pain related to musculoskeletal 
strains, femoroacetabular impingement, and 
labral pathology.14 Patients 50 years of age 
or older more commonly have pain related 
to degenerative changes and osteoarthritis. 

Patients should be asked about any his-
tory of trauma to the hip or surrounding 
areas, including the spine and knee. The 
location of pain and time of pain onset 
should be clarified, as well as alleviating 
and aggravating factors. It is also important 
to assess the impact this pain has on the 
patient’s quality of life, vocation, and ability 
to perform activities of daily living and par-
ticipate in recreational activities and sports. 

Patients who present with femoroac-
etabular impingement typically have in-
sidious onset of symptoms to the anterior 
hip that are exacerbated with joint loading 

FIGURE 1. Anatomy of the hip.
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and movement, particularly hip rotation 
and flexion.14 The pain typically starts dur-
ing recreational activities but can progress 
to affect activities of daily living.14 These 
patients often present with pain while sit-
ting for prolonged periods due to the abut-
ment of the impinging bone to the labrum 
and cartilage. Patients with intra-articular 
hip pain typically describe the pain by cup-
ping their hand over the greater trochanter, 
known as the “C-sign”14 [Figure 2, left]. 
Other symptoms include clicking, snapping, 
or catching in the affected hip.14

Physical examination 
Examination of the hip should begin with 
an inspection of the surrounding soft tis-
sues to determine whether there is any 
deformity, edema, ecchymosis, or muscle 

atrophy. Comparison to the contralateral 
hip is useful in detecting minor dispari-
ties. The patient’s gait pattern should be 
assessed to determine whether they have an 
antalgic or Trendelenburg gait. A positive 
Trendelenburg gait and sign occurs when 
the contralateral hip swings inferiorly when 
the patient is standing on the affected limb 
[Figure 2, centre and right]. A positive test 
indicates weakness in the abductor muscles. 

This examination should be followed 
by palpation of the hip joint, which should 
focus on palpating the anterior hip, greater 
tuberosity, and ischial tuberosity, and poste-
riorly at the hip external rotators. Point ten-
derness at the greater tuberosity is indicative 
of trochanteric bursitis or abductor (glu-
teal) tendon pathology. Ischial tuberosity 
pain is associated with proximal hamstring 

pathology, such as tendinopathy or tear. 
Taking the patient through all ranges 

of motion can help differentiate between 
intra-articular and extra-articular pain. 
Pain with flexion and internal rotation of 
the hip indicates intra-articular pathology. 
Decreased hip internal rotation may be a 
clinical sign of impingement or arthritis.

There are many tests for the hip that can 
direct a care provider to certain pathologies. 
The flexion, abduction, and external rota-
tion (FABER) test positions the patient’s 
hip in flexion, abduction, and external rota-
tion and rests the ipsilateral ankle on the 
contralateral knee [Figure 3, left]. Pain 
anteriorly is suggestive of intra-articular 
pathology; pain posteriorly suggests pain 
deriving from the sacroiliac joints or lower 
lumbar region. The flexion, adduction, and 
internal rotation (FADIR) test positions 
the patient’s hip in flexion, adduction, and 
internal rotation [Figure 3, right]. Pain in 
this position is a positive test and indicates 
intra-articular pathology, including labral 
tears and femoroacetabular impingement 
but also osteoarthritis or inflammation. 
The Ober test is done with the patient in 
the lateral position, with the affected hip 
up. The patient’s leg is positioned in an 
adducted and extended position. Pain lat-
erally or the inability to passively adduct 
the hip past midline suggests a positive 
test. A positive test indicates tightness of 
the iliotibial band/fascia lata and can be 

FIGURE 2. C-sign (left) and Trendelenburg sign (centre and right).

FIGURE 3. Flexion, abduction, and external rotation test (left) and flexion, adduction, and internal rotation test (right).
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present in the setting of external snapping 
hip syndrome or greater trochanteric pain.  

The lumbar spine, the ipsilateral knee, 
and the contralateral hip should be included 
in the examination. The hip examination 
should involve a thorough neurovascular 
examination of the affected limb.14 

A systematic review by Haldane and 
colleagues showed that 65% of patients with 
femoroacetabular impingement reported 
hip and groin pain, 57% of patients had a 
positive FADIR test, and 41% had a positive 
FABER test.15 The most common physical 
findings for patients with femoroacetabular 
impingement syndrome are decreased inter-
nal rotation of the hip at 90-degree flexion 
and a positive FADIR test. 

Imaging 
Initial radiographic workup for nonarthritic 
hip pain should begin with radiographs 
of the affected hip. These should include a 
weight-bearing anteroposterior pelvis view 
and a modified Dunn view of both hips. 
These views should be standard for imag-
ing atraumatic hip pain in patients younger 

than 50 years of age. Initial imaging can 
identify other causes of hip pain, including 
osteoarthritis, dysplasia, stress fracture, or 
neoplasm.16 The contralateral hip serves as 
a comparative platform to aid in the un-
derstanding of bony architecture. If the pa-
tient is unable to weight-bear at the time 
of imaging, supine anteroposterior pelvis 
imaging should be performed to rule out 
a fracture.16 It is important that the entire 
pelvis is included in the radiograph to assess 
the various bony relationships. 

On the anteroposterior standing pelvis 
view, the lateral centre edge angle is mea-
sured to assess lateral acetabular femoral 
head coverage [Figure 4]. An angle of 
more than 40 degrees represents acetabu-
lar over-coverage and pincer deformity.16 A 
cam deformity, historically described as a 
pistol grip deformity, can also be noted on 
the anteroposterior pelvis view. 

A modified Dunn view is obtained by 
having the patient lie supine with the hips 
flexed to 45 degrees and abducted to 20 
degrees. This allows for more precise assess-
ment of a cam deformity. On this view, the 

alpha angle and femoral head–neck offset 
are used to delineate the deformity. 

An alpha angle of more than 55 degrees  
is abnormal and associated with a cam 
deformity.15 The alpha angle and head–
neck offset are described and illustrated in  
Figure 4. A head–neck offset value of less 
than 8 mm is abnormal and suggestive of 
a cam deformity.17 

If the patient’s history, physical exami-
nation, and radiographs are suggestive of 
nonarthritic intra-articular hip pathol-
ogy, a referral to a musculoskeletal expert 
such as a sports medicine physician or an 
orthopaedic surgeon should be obtained. 
Alternatively, a multidisciplinary model 
of care is suggested for efficient screen-
ing and triaging of nonarthritic hip pain, 
such as that provided by the Vancouver Hip 
Institute. It is then that a clinical decision 
should be made regarding the indications 
for further imaging modalities, such as an 
MRI arthrogram. 

Concrete indications for MRI and MRI 
arthrography have not been well established 
in the literature. An MRI arthrogram is 

FIGURE 4. Left: Standing anteroposterior pelvis X-ray with lateral centre edge angle, which is measured by drawing a vertical line from the centre of 
the femoral head superiorly. A second line is then drawn from the centre of the femoral head to the most lateral aspect of the acetabular rim. The angle 
between the two lines is the lateral centre edge angle. An angle of more than 40 degrees represents acetabular over-coverage and pincer deformity.16 
Right: Modified Dunn view with illustrated alpha angle (right hip) and head–neck offset measurement (left hip). The alpha angle is measured by initially 
drawing a circle of best fit around the femoral head. A line is drawn up the centre of the femoral neck to the centre of the femoral head. A second line is 
then drawn from the centre of the femoral head to the point at which the femoral head extends past the margin of the drawn circle. The angle between 
these two lines is the alpha angle. The head–neck offset is calculated by drawing two parallel lines, one on the femoral neck axis at the anterolateral aspect 
of the femoral neck and the other at the anterolateral edge of the femoral head. The distance between these two lines is the head–neck offset. A value of 
less than 8 mm is abnormal and suggestive of a cam deformity.16

Crown T, Lodhia P, McConkey M CLINICAL



380 BC MEDICAL JOURNAL VOL. 65 NO. 10 | DECEMBER 2023380

typically indicated for patients who are 
suspected to have intra-articular nonar-
thritic hip pathology.17 This is especially  
important for patients who may be under-
going arthroscopic treatment.16 An MRI  
arthrogram involves an intra-articular 
gadolinium injection, which allows for  
visualization of cartilage and the acetabular 
labrum, which aids in preoperative surgi-
cal planning.17 Sixty-nine percent to 85% 
of asymptomatic adults will have a labral 
tear on MRI; therefore, many labral tears 
seen on MRI or MRI arthrogram may be 
incidental, and interpretation needs to be 
made in consideration of the entire clini-
cal picture.13

Any significant radiographic signs of 
osteoarthritis will preclude the patient from 
being a candidate for hip preservation pro-
cedures done through arthroscopy. MRI 
in the setting of degenerative changes is 
an inefficient use of resources and often 
results in noncontributing incidental find-
ings.18 One hundred percent of patients 
with moderate osteoarthritis on X-ray will 
have a labral tear reported on MRI arthro-
gram, and 93.3% of patients 50 years of age 
and older will have a labral tear on MRI 
arthrogram. There are very few indications 
for an MRI arthrogram in this population 
unless it will change management by the 
treating hip expert.19 

Diagnostic injections 
Intra-articular diagnostic hip injections 
can be useful in further aiding the diagno-
sis of intra-articular pathology. They can be 
done with ultrasound or fluoroscopic guid-
ance. An injection in the hip joint of 4 to 
6 mL of local anesthetic (with or without 
steroid) followed by an improvement in the 
patient’s pain can confirm the presence of 
intra-articular pathology.17 For documen-
tation purposes, it is imperative that the 
patient keeps a pain diary for 24 hours 
following the injection.17 Pain relief with a 
diagnostic injection supports the diagnosis 
of intra-articular pathology and femoro-
acetabular impingement, whereas mini-
mal pain relief postinjection is predictive 
of poor outcomes from hip arthroscopy.20 

Femoroacetabular impingement 
syndrome
When evaluating a patient with potential 
femoroacetabular impingement, it is im-
portant to differentiate between positive 
imaging findings associated with impinge-
ment and femoroacetabular impingement 
syndrome. In 2016, an international con-
sensus endorsed by 25 clinical societies 
stated that for a diagnosis of femoroac-
etabular impingement syndrome, a patient 
must have positive symptoms, a physi-
cal examination, and imaging findings. 
Without all of these, femoroacetabular 
impingement syndrome cannot be di-
agnosed.16 Figure 5 illustrates all com-
ponents associated with the appropriate 
diagnosis of femoroacetabular impinge-
ment syndrome and outlines treatment 
modalities.16 

Management

Nonoperative management. First-line 
treatment for femoroacetabular impinge-
ment syndrome should be nonoperative 
measures consisting of physical therapy, 
activity modifications, walking aids, and 
pain relief with anti-inflammatories.21 
Physical therapy should incorporate 
core and hip-specific exercises and activ-
ity modifications to avoid positions that 
cause impingement (e.g., deep squats). The 
exercise program should be performed 3 to 
5 times per week to ensure the best oppor-
tunity to relieve symptoms.21,22 A weight 
loss program specific to each patient may 
be beneficial to off-load the hip joint and 
relieve pain.22 

All of these interventions should be 
initiated while the patient is waiting 
for referral to a specialist; none of them 
will exacerbate the patient’s condition. 
The Vancouver Hip Institute provides a 

FIGURE 5. Femoroacetabular impingement syndrome. 
FADIR = flexion, adduction, and internal rotation.
LCEA = lateral centre edge angle.

SYMPTOMS
Anterior hip pain with �exion 
and internal rotation, clicking, 

snapping, catching.12

PHYSICAL EXAM
Pain with FADIR test.13

FEMOROACETABULAR 
IMPINGEMENT SYNDROME

RADIOGRAPHIC FINDINGS
Increased LCEA, 

increased alpha angle, 
cam deformity.13-15

Cross-sectional 
imaging such as 
CT scan and MRI 
arthrography if 

deemed necessary 
by a specialist.

MANAGEMENT OPTIONS

NONOPERATIVE MANAGEMENT
Physiotherapy, NSAID injections, and 

activity modi�cations.19

SUCCESSFUL NONOPERATIVE 
MANAGEMENT

Gradual return-to-play/
maintenance program.

POSTOPERATIVE REHABILITATION
Critical for successful recovery after 

surgery. Return to sport/work/activity 
after completion of appropriate 

evaluation/testing protocol.

OPERATIVE MANAGEMENT
Hip arthroscopy: acetabuloplasty, 

femoroplasty, labral repair if 
concomitant labral tear, capsular 

management.20
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helpful resource for nonoperative treat-
ments at www.vancouverhipinstitute.ca/ 
hip-preservation/treatment-options/non 
-surgical-treatment-options. 

Operative management. Patients are can-
didates for operative management of fem-
oroacetabular impingement syndrome if 
they have a history, a clinical examination, 
and imaging findings consistent with the 
diagnosis, have exhausted all nonoperative 
measures, and continue to have symptoms 
that affect their quality of life.23 Any sig-
nificant arthritic changes seen on radio-
graphic imaging preclude the patients from 
hip arthroscopy.18 

Patients are typically treated with hip 
arthroscopy, femoroacetabuloplasty, and 
labral repair. Femoroacetabuloplasty con-
sists of arthroscopic removal of abnormal 
bony morphology that is generating hip im-
pingement. Femoroplasty refers to the exci-
sion of the cam deformity; acetabuloplasty 
refers to the removal of the pincer defor-
mity. Patients are typically partial flat-foot 
weight-bearing in a hip brace for several 
weeks. Return to full activities typically oc-
curs around 6 months postoperatively after 
successful completion of rehabilitation and, 
preferably, a return-to-play assessment.23 
Each surgeon has a specific postoperative 
protocol that patients will follow with guid-
ance from a physiotherapist. The Vancouver 
Hip Institute provides a postoperative re-
habilitation protocol at www.vancouverhip 
institute.ca/wp-content/uploads/2022/08/
Post-Op-Hip-Instructions.pdf. 

We recommend withholding any discus-
sion of operative treatment options with 
patients pending referral to a specialist. In 
our experience, this can lead the patient to 
create a premature notion of a treatment 
plan that may or may not be indicated and 
could lead to anxiety and possible distrust 
of the hip specialist if no surgery is indi-
cated. Treatment options will be discussed 
in detail once all history, physical examina-
tion findings, and pertinent imaging have 
been reviewed. 

Summary
Nonarthritic hip pain is difficult to diagnose 
and requires a thorough history, a physi-
cal examination, and appropriate imaging 
modalities. Specifically, femoroacetabular 
impingement can cause anterior hip pain, 
decreased range of motion, and pain in 
extreme rotations in young, nonarthritic 

patients. Proper workup and diagnosis, as 
we have outlined, can help identify poten-
tial patients suitable for hip arthroscopic 
surgery and provide timely referral to an 
orthopaedic surgeon with a subspecialty 
in the procedure. n
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Any significant arthritic 
changes seen on 

radiographic imaging 
preclude the patients 
from hip arthroscopy.

Crown T, Lodhia P, McConkey M CLINICAL

Correction: This article has been revised. The 
authors requested the highlighted change 
postpublication: “A head–neck offset value of 
more less than 8 mm is abnormal and sugges-
tive of a cam deformity.”
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ABSTRACT: Third-degree heart block is an 
uncommon but severe and potentially fatal 
complication of Lyme disease. We present the 
case of a previously healthy 42-year-old male 
with no prior cardiac history who developed 
persistent third-degree heart block and Bell 
palsy secondary to untreated Lyme disease. 
The patient later achieved complete symp-
tomatic resolution with antibiotic therapy and 
avoided intervention via cardiac pacing. This 
case highlights a need for increased aware-
ness of the clinical manifestations of Lyme 
disease and disseminated Lyme disease to 
improve patient outcomes and reduce poten-
tial complications.

Case data
A previously healthy 42-year-old male 
with no cardiac history was admitted to 
hospital after presenting to the emergency 
department with presyncope and palpita-
tions. Approximately 2 months prior, he 
had traveled extensively in Texas; northern 
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Mexico; southeastern Ontario; and Brit-
ish Columbia. While in Ontario, he had 
resided in a cabin and received an insect 
bite. One week later, he developed erythema 
migrans [Figure 1], followed by fatigue. He 
presented to a walk-in clinic and was pre-
scribed a 7-day course of cephalexin three 
times daily for a presumed spider bite. One 
week later, his skin manifestations spread to 
his neck and axillae, and he was provided 
a second 7-day course of cephalexin at a 
walk-in clinic. 

After developing heart palpitations and 
presyncope, the patient presented to the 
emergency department. Laboratory inves-
tigations, a chest X-ray, and an electrocar-
diogram (ECG) showed no abnormalities. 
However, 2 days later, he returned with a 
right eye droop, tongue numbness, and right 
lower lip numbness. He was diagnosed with 
Bell palsy and prescribed a course of pred-
nisone and retroviral therapy, and Lyme se-
rology was ordered. Approximately 10 days 
later, he returned with significant fatigue 
and heart palpitations. ECG revealed a 
complete atrioventricular dissociation with 
junctional escape rhythm [Figure 2]. Lyme 
serology returned positive and identified 
the presence of Borrelia burgdorferi. The 
remaining laboratory investigations were 
largely unremarkable. 

The patient was started on IV ceftriax-
one and was admitted to the cardiac unit, 
where he continued to suffer from heart 
palpitations and presyncope. Upon ex-
amination, he remained bradyarrhythmic, 
with a heart rate of 41 beats per minute, 

and had a slight right-sided facial droop. 
Telemetry revealed an intermittent atrio-
ventricular block, and ECG showed sinus 
rhythm, premature atrial complexes, and a 
prolonged PR interval of 338 m/s. Repeat 
ECG showed sinus rhythm with a 2:1 heart 
block. A transthoracic echocardiogram re-
vealed a third-degree atrioventricular block, 
with mild mitral regurgitation due to atrio-
ventricular dissociation. 

Five days after admission, the patient 
remained bradycardic with intermittent 
palpitations, and a complete third-degree 
atrioventricular block with a heart rate of 
38 beats per minute was found on ECG and 
again upon repeat. A 2:1 atrioventricular 
block occurred the next day, which persisted. 
A cardiac MRI showed no abnormalities or 
evidence of myocardial edema, inflamma-
tion, scar, or infiltrative process. Ten days 
after admission, the patient returned to si-
nus bradycardia with second-degree type 
1 atrioventricular block conduction. Re-
peat ECG showed sinus bradycardia with 

FIGURE 1. Erythema migrans on the patient’s 
lower back. 
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second-degree type 1 atrioventricular block. 
Clinically, the patient continued to improve 
with IV antibiotics. 

Upon discharge, ECGs demonstrated 
sinus rhythm with heart rates upward of 
90 beats per minute, with intermittent 
first-degree atrioventricular block and inter-
mittent second-degree type 1 atrioventricu-
lar block without evidence of higher-grade 
heart blocks [Figure 3]. With this improve-
ment, the patient avoided intervention with 
temporary pacing. He was discharged on 
oral doxycycline 100 mg twice daily and was 
instructed to complete a 24-hour Holter 
monitor, with close follow-up with Kelowna 
General Hospital’s cardiology and infec-
tious diseases services. An outpatient Holter 
monitor 19 days postdischarge depicted 

complete normalization of the conduction 
system without evidence of heart block or 
concerning arrhythmias. Nearly 3 months 
after the tick bite, the patient remained 
clinically at his baseline without any per-
sisting symptoms. 

Discussion
Epidemiology
Lyme disease, the tick-borne illness caused 
by the spirochete B. burgdorferi, has been 
recorded across North America. There 
is a known geographic expansion of the 
black-legged tick responsible for Lyme dis-
ease, Ixodes scapularis, which is thought to be 
associated with increasing global tempera-
tures due to climate change.1 As a result, 
increasing cases of Lyme disease have been 

reported throughout Canada, with most 
occurring in Ontario.1 

Second- or third-degree heart block oc-
curs in approximately 1% of reported Lyme 
disease cases.2 The literature also reports a 
predominance of Lyme carditis occurring 
in teenaged to middle-aged males, with 
most cases occurring during the summer 
to late autumn.3,4 While Lyme disease has 
a bimodal age distribution, third-degree 
atrioventricular block secondary to Lyme 
carditis predominantly affects those aged 
10 to 45 years.5 The case of the patient dis-
cussed in this study is consistent with others 
reported in the literature, including in terms 
of demographics, location, and time frame, 
which highlights that Lyme disease is an 
important consideration in young patients 
who present with atrioventricular block 
without an apparent cause.3

Clinical manifestation
Early Lyme disease typically presents with 
erythema migrans, fatigue, fever, myalgias, 
and arthralgias.6 If left untreated, Lyme dis-
ease can disseminate over weeks to months, 
which can affect the central and peripheral 
nervous systems, joints, skin, and cardiovas-
cular system.6 However, with early recogni-
tion and antibiotic therapy, most patients do 
not progress to multisystem manifestations, 
such as Lyme carditis.7

All structures of the heart can be af-
fected by the Lyme bacterium, including 
the myocardium, pericardium, endocardi-
um, vasculature, valves, and atrioventricular 
node.8 Lyme carditis develops when host 
immune cells detect the invading bacteria 
and results in inflammation and cardiac tis-
sue damage, which can impair the electrical 
conduction system.9 Most Lyme carditis 
cases lead to atrioventricular block, a cardiac 
manifestation that can be fatal.9 The most 
common symptoms of Lyme carditis in-
clude shortness of breath, light-headedness, 
syncope, palpitations, and chest pain.9 

Cardiac involvement of Lyme disease 
can present with varying severities of atrio-
ventricular block, prolonged QT intervals, 
sinus node disease, and interventricular de-
lay.3 Atrioventricular block in Lyme carditis 

FIGURE 2. Standard 12-lead electrocardiogram showing complete atrioventricular dissociation with 
junctional escape rhythm.

FIGURE 3. Standard 12-lead electrocardiogram showing second-degree atrioventricular block, 
Mobitz type 1.
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can fluctuate between first-, second-, and 
third-degree block, as occurred in our pa-
tient.3 Transient, atrioventricular block 
can progress rapidly, with approximately 
one-third of patients requiring temporary 
pacing.4 In our patient, the progression to 
third-degree atrioventricular block was rap-
id, occurring only weeks after the tick bite. 

Treatment
The recommended duration of either oral 
or parenteral antibiotic therapy for pa-
tients with atrioventricular block and/
or myopericarditis associated with early 
Lyme disease is 14 to 21 days.10 Due to 
the fluctuating and rapidly progressive na-
ture of Lyme carditis, it is recommended 
that symptomatic patients, those with sec-
ond- or third-degree atrioventricular block, 
and those with first-degree atrioventricu-
lar block with a PR interval of 300 m/s or 
higher be hospitalized and provided with 
continuous monitoring and assessment by a 
cardiologist.10 IV ceftriaxone 2 g daily is the 
recommended first-line antibiotic treatment 
for hospitalized or unstable patients; doxy-
cycline 100 mg by mouth twice daily is rec-
ommended for outpatients.10 If untreated, 
this rare but serious cardiac manifestation 
can be fatal. However, with appropriate an-
tibiotic therapy, atrioventricular block can 
be reversed, and the overall prognosis can be 
excellent.10 If symptoms remain refractory 
to medical management or if the patient is 
dangerously unstable, the standard treat-
ment for high-degree atrioventricular block 

is transvenous or transcutaneous pacing. 
Rarely, a permanent pacemaker implan-
tation is required.7 Other complications 
of atrioventricular block induced by Lyme 
carditis include pericarditis, myocarditis, 
and death.7

Summary
Lyme carditis is a rare but severe mani-
festation of Lyme disease that can rapidly 
progress to third-degree atrioventricular 
block and death. Recognition and increased 
awareness of Lyme disease and Lyme cardi-
tis are essential for prompt diagnosis; early 
antibiotic initiation; and prevention of pac-
ing, complications, and death. Furthermore, 
a detailed history of travel and outdoor ac-
tivities is warranted in young, previously 
healthy patients who present with atrioven-
tricular block. This case highlights the need 
for early identification of erythema migrans 
and an increased awareness of and clini-
cal suspicion for Lyme disease and Lyme 
carditis. n

In our patient, the 
progression to third-

degree atrioventricular 
block was rapid, 

occurring only weeks 
after the tick bite. 

competing interests
None declared.

Acknowledgments
The authors thank the patient for his input, 
efforts to increase awareness of Lyme carditis, 
and willingness to participate in this project. 

references
1. Nelder MP, Wijayasri S, Russell CB, et al. The con-

tinued rise of Lyme disease in Ontario, Canada: 
2017. Can Commun Dis Rep 2018;44:231-236.

2. Forrester JD, Mead P. Third-degree heart block as-
sociated with Lyme carditis: Review of published 
cases. Clin Infect Dis 2014;59:996-1000.

3. Wan D, Blakely C, Branscombe P, et al. Lyme car-
ditis and high-degree atrioventricular block. Am 
J Cardiol 2018;121:1102-1104.

4. Fuster LS, Gul EE, Baranchuk A. Electrocardiograph-
ic progression of acute Lyme disease. Am J Emerg 
Med 2017;35:1040.e5-1040.e6.

5. Stanek G, Wormser GP, Gray J, Strle F. Lyme bor-
reliosis. Lancet 2012;379(9814):461-473.

6. Horowitz HW, Sanghera K, Goldberg N, et al. Der-
matomyositis associated with Lyme disease: Case 
report and review of Lyme myositis. Clin Infect Dis 
1994;18:166-171.

7. Besant G, Wan D, Yeung C, et al. Suspicious index 
in Lyme carditis: Systematic review and proposed 
new risk score. Clin Cardiol 2018;41:1611-1166.

8. Steere AC, Batsford WP, Weinberg M, et al. Lyme 
carditis: Cardiac abnormalities of Lyme disease. 
Ann Intern Med 1980;93:8-16.

9. Krause PJ, Bockenstedt LK. Lyme disease and the 
heart. Circulation 2013;127:e451-e454.

10. Wormser GP, Dattwyler RJ, Shapiro ED, et al. The 
clinical assessment, treatment, and prevention of 
Lyme disease, human granulocytic anaplasmosis, 
and babesiosis: Clinical practice guidelines by the 
Infectious Diseases Society of America. Clin Infect 
Dis 2006;43:1089-1134.



385BC MediCal Journal vol. 65 no. 10 | December 2023 385

CoHP

T he new BC Pediatric Nutrition 
Guidelines1 introduce a holistic, 
family-centred approach to feed-

ing children aged 0–6 years, focusing as 
much on how to feed as what to feed. The 
introduction draws attention to important 
social and cultural determinants of eating, 
such as food insecurity and nontraditional 
diets.

Nutrition is one of the most important 
modifiable determinants of health. At birth, 
the brain’s potential for change with mini-
mal intervention is almost infinite. Early 
feeding can influence epigenetic changes, 
neuroendocrine pathways, and behavioral 
patterns that establish the trajectory for 
lifelong eating, metabolism, and weight; it 
is critical that we empower patients with 
good information from the very start.

Responsive feeding
A key principle emphasized in the guide-
line is responsive feeding, which involves 
responding to children’s cues for hunger 
and fullness in developmentally appropriate 
ways without pressuring or overt restriction. 
Responsive feeding can be operationalized 
using a division of responsibility—parents 
decide what to offer and children decide 
if and how much to eat. Babies should be 
fed on demand and gradually transitioned 
toward regularly scheduled snacks and fam-
ily mealtimes. Parents can be reassured that 
children’s appetites and tastes vary and de-
velop over time, eating more at some times 
than others, and parents may need to offer 
a new food up to 15 times or more be-
fore children accept it. Responsive feeding 
promotes autonomy and allows children 

Pediatric nutrition—What’s new?

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.

to retain their natural ability to recognize 
internal cues for fullness and hunger. This, 
in turn, is linked to healthy eating habits, 
self-regulation of food intake, lower rates of 
malnutrition, and a more consistent growth 
trajectory across the lifespan. 

Nonresponsive feeding, such as bribing, 
coaxing, forcing, or using food for bore-
dom, distraction, reward, or punishment, 
is associated with picky eating, emotional 
eating, growth faltering, and weight accel-
eration. Excessive restriction of higher-fat, 

sugary, or processed foods can adversely af-
fect self-regulation and inadvertently lead 
to over- or underconsumption. Parents can 
offer these foods in moderation as part of 
family meals or celebrations to help chil-
dren experience them as a normal part of 
eating, not as forbidden foods. Eating to-
gether with available adults and making 
mealtimes an enjoyable social experience, 
free of distractions (such as screens), is as-
sociated with healthier eating habits and 
improved mental well-being.

Growth monitoring
The guidelines include an important new 
section on routine growth monitoring and 
its potential to cause anxiety and undermine 
responsive feeding when parents or provid-
ers place too much emphasis on weight. 
Given its lack of evidence in relation to 
long-term health benefits, providers should 
exercise caution when interpreting routine 
growth monitoring. Providers should use 

only proportional (weight-for-length and 
body mass index), not age-based, measures 
to avoid overdiagnosing short or tall chil-
dren as under- or overweight, respectively. 
They should also recognize that infants’ and 
children’s weight fluctuates normally over 
time; the smooth lines of growth charts 
are population averages and don’t reflect 
how individual children grow. During their 
first 2 to 3 years, children often cross per-
centile lines as they transition from their 
intrauterine-determined weight to their 
genetically determined future weight. Pri-
mary care providers should be mindful of 
their own anxiety and understand that for 
otherwise healthy and asymptomatic ba-
bies who are shifting percentiles, a period 
of watchful waiting is often appropriate.

A few more tips from the 
guidelines
•	 Introduce	allergenic	foods	(e.g.,	peanut	

butter, seafood, soy) around 6 months 
and offer them frequently as some of the 
first foods, especially for babies with a 
family history of atopy or allergy. Par-
ents need only wait 3 to 4 hours be-
tween introducing different foods.

•	 Introduce	high-iron	foods	first	(e.g.,	
meat, fish, eggs, legumes, iron-fortified 
cereal).

•	 Avoid	all	honey	(even	pasteurized)	until	
1 year of age due to the risk of infant 
botulism.

•	 Encourage	water	for	thirst	between	
meals and milk only with meals (max-
imum 2 cups per day) to avoid overcon-
sumption of milk, which can displace 
other foods and contribute to iron de-
ficiency.

•	 Avoid	sweetened	beverages,	including	
juice, sweetened milks, and nutritional 
supplement drinks, before age 2; energy 
drinks should be avoided for all chil-
dren, especially before age 4.

Continued on page 388

Responsive feeding 
promotes autonomy and 
allows children to retain 

their natural ability to 
recognize internal cues 
for fullness and hunger.
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W hen I started my medical train-
ing in 1984, the general un-
derstanding was that clinical 

history contributed about 70% to estab-
lishing a diagnosis, with physical examina-
tion and investigations contributing about 
20% and 10%, respectively. Since then, re-
markable advancements in medical imag-
ing (MRI became widely available only in 
the early 1990s), other rapidly advancing 
technologies, practice pressures, and vir-
tual care have all influenced the role of the 
physical exam. 

WorkSafeBC depends on external infor-
mation to adjudicate a worker’s claim and 
relies on the information physicians submit 
to support the worker’s treatment and re-
covery from a workplace injury or illness. 
When a WorkSafeBC medical advisor (a 
physician) reviews claims, they also review 
the examination findings from attending 
physicians. Missing or incomplete findings 
can impact a worker’s entitlement to Work-
SafeBC benefits such as physiotherapy and 
expedited assessments, investigations, and 
surgery. Missing information also makes it 
difficult to identify safe options for a gradu-
ated return to work, which can imperil a 
worker’s livelihood.

Looking closely at an injury with 
persistent symptoms
Imagine the following patient comes to see 
you for an injury that occurred at work. Bob 
is a 54-year-old construction worker who 

Perspectives on the value 
of the clinical exam for your 
patients with work-related 
medical conditions

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

has been your patient for over 20 years. He 
notices a sharp pain in his right knee while 
straightening up after bending to the right 
to pick up a box of nails from the ground. 
Bob has seen you several times over the 
past 10 years for episodic pain in his knees; 

X-rays have shown mild osteoarthritis. Bob 
shrugs off the pain and completes his shift. 
Bob’s knee feels worse the following day, 
and he is able to schedule a telehealth visit 
in 2 weeks’ time. Bob submits a claim for 
his knee and informs his employer that he 
is not able to work due to the pain.

At a virtual assessment 2 weeks after 
the work incident, Bob reports that his 
knee feels a bit better. The swelling is al-
most gone, but descending stairs is uncom-
fortable. You diagnose a sprain/strain of 
the knee. Bob states that his knee is too 
sore to go back to work and wonders about 
taking more time off. You recommend 4 
more weeks off work, physiotherapy, and 
an NSAID, and you schedule a follow-up 
telehealth visit. At follow-up, Bob informs 
you the swelling is gone and his knee feels 
mostly back to normal, except for occasional 

stabs of pain when squatting. When you 
suggest Bob try working, he asks why his 
knee is still sore and then asks if it is safe 
to resume working on ladders. 

At this point, WorkSafeBC may have 
additional interventions to help Bob 
throughout his claim and return to work. 
To assist with interventions, WorkSafeBC 
medical advisors may be asked to provide 
opinions on the diagnoses provided by 
community physicians. Physical examina-
tion findings are an important part of the 
information reviewed. An accurate diag-
nosis ensures a worker receives appropri-
ate treatment and receives the benefits to 
which they are entitled. Returning to your 
patient, Bob, stabbing knee pain persisting 
for 6 weeks is atypical for a sprain/strain. 
A physical examination can help differen-
tiate between worsening osteoarthritis of 
the knee, meniscus injury, sprains of the 
cruciate or collateral ligaments, tendon in-
juries, and nontraumatic conditions. An 
accurate diagnosis with physical findings 
allows WorkSafeBC to find appropriate 
resources to help Bob recover and helps 
increase the chance of him preserving his 
livelihood.  

Putting it together
Evidence shows that telemedicine is bet-
ter suited to some patients than others 
and is most suitable for stable patients 
with chronic disease who have an exist-
ing relationship with their physician.1 The 
Canadian Medical Protective Association 
calls the physical exam “a powerful tool” 
for improving the accuracy of diagnoses 

Continued on page 388
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patients with chronic 
disease who have an 
existing relationship 
with their physician.
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B ritish Columbia introduced the 
pneumococcal polysaccharide 
23-valent (PPV23) vaccine in 1996 

for bone marrow transplant recipients and 
asplenics. Over the next 2 years, the pro-
gram expanded to residents of long-term 
care and adults 65 years and older, imple-
mented in the year one turns 65. Select un-
derlying medical conditions were added in 
later years, including people who are home-
less, underhoused, or using illicit drugs, 
following a 2008 outbreak of serotype 5 
disease.1 A once-only second dose 5 years 
later is publicly funded for select groups 
but is not routinely provided in BC to older 
adults. Current indications are available on 
the PPV23 product page in the BC Immu-
nization Manual.2  

The PPV23 vaccine was designed to 
cover the majority of serotypes causing dis-
ease in adults. A recent systematic review 
and meta-analysis found no randomized 
trials of PPV23 efficacy but assessed results 
from nine observational studies of adults 
aged 60 years and older immunized within 
the prior 5 years and concluded that PPV23 
vaccine effectiveness against vaccine-type 
invasive pneumococcal disease ranged from 
42% to 64%, with slightly higher estimates 
for adults without immunocompromise; ef-
fectiveness against vaccine-type pneumonia 
has been variable, with some studies show-
ing no effectiveness.3 

Polysaccharides are T-cell-independent 
antigens and generally do not produce 
long-term B-cell memory or prime the 
immune system for subsequent response 

New pneumococcal conjugate 
vaccines for older and  
high-risk adults

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

upon re-exposure (boosting). These vac-
cines are poorly immunogenic in infants, 
who experience the highest rates of in-
vasive pneumococcal disease. As a result, 
conjugation technology to bind the poly-
saccharide to a protein carrier such as diph-
theria toxoid was developed and results in a 
T-cell-dependent response with induction 
of B-cell memory.4 Pneumococcal conjugate 

vaccines (PCVs) have been highly effective 
in young children, and their valencies have 
been designed around serotypes that cause 
disease in that age group. These vaccines 
have been used in the routine childhood 
immunization schedule since 2003, with 
initial introduction of a 7-valent vaccine 
(PCV7), replaced by a 13-valent vaccine 
(PCV13) in 2010. However, PCV13 had 
not been recommended for routine use 
in older adults by the Canadian National 
Advisory Committee on Immunization 
(NACI). This was despite favorable results 
in an efficacy trial of PCV13 published in 
2015, conducted in the Netherlands, where 
polysaccharide vaccine had not been used 
in adults. The trial, Community-Acquired 
Pneumonia Immunization Trial in Adults 
(CAPiTA), found 75% efficacy against in-
vasive pneumococcal disease due to PCV13 
serotypes and 45% efficacy against noninva-
sive PCV13-type pneumonia among adults 
aged 65 years and older.5 Routine use of 
PCV13 in older adults was recommended 

in 2014 by the US Advisory Committee for 
Immunization Practices on the heels of a 
ninefold reduction in PCV13-type inva-
sive pneumococcal disease in those aged 65 
and older between 2000 and 2014, follow-
ing the introduction of PCV vaccines for 
children, attributed to indirect protection 
due to reduced nasopharyngeal carriage 
among immunized children.6 Continued 
declines in older adult disease were expected 
with the addition of direct protection from 
PCV13, in addition to PPV23, but were not 
observed despite moderate uptake of both 
vaccines in the older adult population. As a 
result, the US recommendation for PCV13 
use in older adults was modified to shared 
decision making. 

Two new PCVs have been authorized 
for use in adults in Canada: a 20-valent 
product (Prevnar20, Pfizer Canada ULC) 
and a 15-valent product (Vaxneuvance, 
Merck Canada Inc.). Approval was based 
on serological response, with comparisons 
to PCV13 and/or PPV23 serotypes. The 
immune response to some of the serotypes 
shared with PCV13 are lower, but the clini-
cal relevance of this is unknown. Neither 
vaccine generates stronger response to sero-
type 3, the type most commonly associated 
with vaccine failure. Data on effectiveness 
will need to be generated in postmarket-
ing use. NACI has recommended the use 
of PCV20 for older and high-risk adults 
to replace the use of PPV23. NACI has 
further recommended that if PCV15 is 
used in these adult populations, PPV23 
should continue to be offered because of 
the benefit of protection from the addi-
tional strains.7 Provincial and territorial 
public health programs will consider the 
introduction of these vaccines for older and 
high-risk adults in the coming months. In 

The PPV23 vaccine was 
designed to cover the 
majority of serotypes 

causing disease in adults. 
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and cautions that “how you perform the 
physical exam, and how often you per-
form it, can change over time and be-
come overly limited without you realizing 
the impact on patients.”2 Performing a 
physical exam can also increase patients’ 
confidence in the physician and validate 
that they have been heard. 

If you have questions about your pa-
tients with workplace injuries/illnesses 
and would like to speak with a physician at 
WorkSafeBC, please contact us through 
the RACE app at www.raceconnect 
.ca/race-app. n
—Harvey Koochin, MD
Manager, Medical Services, WorkSafeBC
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•	 Plant-based	beverages	(e.g.,	soy,	oat,	
and almond milks) are not nutrition-
ally equivalent to dairy milk and 
are not recommended before age 2. 
Soy-based formula is an acceptable 
alternative to dairy formula for vegan 
infants and others.

•	 Full-fat	cow’s	or	goat’s	milk	can	be	
introduced at 9 to 12 months (once 
infants are eating a wide variety 
of solids) and continued until 24 
months.

•	 Providers	are	encouraged	to	use	neu-
tral and nonjudgmental language 
rather than talking about healthy, 
unhealthy, or junk foods. n

—Ilona Hale, MD, FCFPC
Council on Health Promotion Member
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the meantime, these vaccines are com-
mercially available for purchase in the 
private market. n
—Monika Naus, MD, MHSc, FRCPC, FACPM
Medical Director, Immunization 
Programs and Vaccine Preventable 
Diseases Service, BC Centre for Disease 
Control
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CoHP worksafEbC

Do you have a patient 
who needs to travel 
for vital medical care?

Hope Air provides free travel 
support through flights, 
accommodations, meals and 
rides to Canadians in financial 
need who must travel far from 
home to access lifesaving 
medical care.

Learn more at hopeair.ca
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Dr Vivian Frances Paul
1948–2023

Surrounded by love, Dr Vivian Frances Paul 
made her transition from life into death at 
approximately 12:30 a.m. on 27 September 
2023. She died just 10 days before her 75th 
birthday, after battling stage IV cancer since 
her diagnosis in August 2020.

Vivian wanted us to remember that she 
had a great life, and she felt grateful for 
everything she achieved and experienced. 
Born 6 October 1948 in Winnipeg, Vivian 
grew up in a large and loving family that 

prioritized hard work, education, family, 
and faith. Despite humble beginnings, she 
won a scholarship to McGill University, 
where she studied chemistry before leaving 
on an adventure to study fashion in Paris. 
While abroad, Vivian decided she wanted 
to be a doctor. She climbed Machu Picchu 
and worked as a flight attendant for Air 
Canada while awaiting the results of her 
medical school application. The day she got 
into medical school was one of the happiest 
days of her life. Vivian attended medical 
school at the University of Manitoba, then 
moved to BC and began working in fam-
ily practice and obstetrics in Langley and 
later Vancouver. Vivian raised four children 
while maintaining a busy family practice 
along with frequent maternity shifts at St. 
Paul’s, Peace Arch, Surrey Memorial, and 
Burnaby Hospitals. 

Around all this work Vivian also loved 
to have fun. Every summer she would va-
cation at Shuswap Lake with her husband, 
children, and grandchildren. She also trav-
eled with her husband, Robert Douglas, 
to Hawaii, Japan, Bermuda, Alaska, New-
foundland and Labrador, Mexico, and Ar-
gentina (for tango lessons). She enjoyed 

church, dancing, swimming, playing bridge, 
book club, and spending time with her chil-
dren, grandchildren, and friends. 

Throughout her life, Vivian touched 
the hearts of many of her patients and col-
leagues with her caring and extraordinarily 
thoughtful nature, and she made wonderful 
friendships along the way. Toward others, 
Vivian was gentle, kind, compassionate, 
nonjudgmental, patient, and empathetic. 

Vivian was very grateful to her doctor, 
Isaiah Bregman; the BC Cancer team, in-
cluding Dr Sharlene Gill; and the Palliative 
Care Unit at Vancouver General Hospital. 
She had the opportunity to attend a Cal-
lanish retreat for adults diagnosed with 
cancer, and she was incredibly grateful for 
this experience, which helped her become 
at peace with her departure from this Earth.
—Michael Gordon 
Vancouver

—Claire Gordon Pijanowski
Vancouver

—Erica Gordon 
Vancouver

—Sarah Gordon
Vancouver

Obituaries 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.

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

Doctors Helping Doctors 24 hrs/day, 7 days/week 
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Classifieds 
Pricing (two options): Run an online-only ad at our monthly online rates, or pay an additional $25 per month for an 
ad to appear in print as well.  Online rates: Doctors of BC members: $50 + GST per month for each insertion of up to 
350 characters. $75 + GST for 351 to 700 characters. Nonmembers: $60 + GST per month for each insertion of up to 
350 characters. $90 + GST for 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. Place a classified ad: bcmj.org/
classified-advertising. Payment is required at the time that you place the ad.

New classified advertising categories: We have introduced an Events section, and the Vacation Properties section has 
been renamed Accommodation. The same rates apply.  

PrActIcES AvAIlABlE

cOQUItlAM—FAMIlY MEDIcInE/
WAlK-In clInIc FOr SAlE
Established clinic with four equipped 
treatment rooms. Close to Coquitlam 
Centre. Four years old, modern design, 
and fully built. Long-term lease (7 years 
plus 5-year option to renew). Low rent 
with an income from the sublease to a 
pharmacy. Perfect opportunity for 
physicians who want to own an estab-
lished clinic without increased prices of 
build. Contact info@pbmac.ca for more 
information.

lAnGlEY—DOctOr nEEDED FOr 
thrIvInG PrActIcE
Doctor needed for thriving practice. 
Good patient base. Well-equipped 
modern office. Good terms. Growing 
Lower Mainland community. Full-time 
and part-time positions available. You can 
start as soon as you like. Contact Rajinder 
Bhatti at rajinderbhatti@shaw.ca.

rIchMOnD/StEvEStOn—PrActIcE 
OWnErShIP OPPOrtUnItY
Two turnkey strata automated FP 
practices. FPs can manage practice with 
six current FP practices contributing to 
overhead. Guaranteed income or LFP/
FFS billing and turnkey service agree-
ment with potential to buy real estate. 
Three million GRIP-eligible dividend 
bonus. Mentorship PRN. Visit www 
.weststevestonmedicalclinic.com or 
contact msinghalmd@gmail.com.

EMPlOYMEnt

AcrOSS cAnADA—PhYSIcIAnS 
FOr YOU: YOUr SOlUtIOn FOr 
rEcrUItMEnt
Are you a physician looking for work?  
Or a medical facility requiring physicians? 
Our team works with independently 
licensed Canadian physicians, CFPC/
RCPSC-eligible physicians, and clinics 
and hospitals across Canada. Contact 
Canada’s trusted recruitment firm today 
to experience the benefits of our special-
ized service that is tailored for your 
success! Visit our website for our excellent 
reviews, to learn about our team, and 
more! Visit www.physiciansforyou.com, 
email info@physiciansforyou.com, or call 
1 778 475-7995, and our team will be 
happy to assist you.

FrASEr vAllEY, FOUr lOcAtIOnS—JOIn 
FrASEr vAllEY cAtArAct & lASEr
Fraser Valley Cataract & Laser (FVCL) is 
actively recruiting surgical and nonsurgi-
cal ophthalmologists to join. We prefer 
general comprehensive ophthalmologists 
or subspecialists with some working 
experience. FVCL is a group practice of 
four ophthalmologists and two optom-
etrists with fully equipped ophthalmology 
surgical suites. Our Surrey clinic is a fully 
equipped medical ophthalmology practice 
with two surgical suites to accommodate 
LASIK, eyelid, and cataract surgery. Our 
Abbotsford location is also a fully 
equipped clinic with a surgical suite under 
construction to perform eyelid, cataract, 
and plastic surgery. Our Coquitlam and 

Chilliwack locations are fully operational 
clinical offices. Email jiyan@fvcl.ca for 
more information.

POrt cOQUItlAM—FP FUll-tIME Or 
PArt-tIME, EXcEllEnt IncEntIvE AnD 
OvErhEAD
MD Medical Clinic is looking for a 
full-time or part-time family physician. 
There are currently more than 2700 
patients on a wait list. The clinic uses 
Oscar EMR and offers billing support. 
Split arrangement is 80/20. Potential 
annual earnings are $400 000 to $600 000. 
Overhead includes everything, such as 
MOA, EMR, and equipment. Incentives 
include dental/medical extended health 
benefit, $350K/year income guarantee, 
and a $20 000 signing bonus for a 2-year 
full-time contract. Alternatively, if the 
physician needs a living space, there is a 
new one-bedroom apartment available 
above the clinic, which we offer rent-free 
for the first 12 months. Please call 604 
518-7750 or email mdmedicalclinicbc@
gmail.com.

MEDIcAl OFFIcE SPAcE

cOQUItlAM—MEDIcAl OFFIcE SPAcE
Two equipped treatment rooms available 
for rent, suitable for family physicians, 
psychotherapists, or specialists. Equipped 
with new otoscope, ophthalmoscope, 
automatic BP machines, and exam beds in 
a newly built clinic. Located in a busy 
plaza near Coquitlam Centre. Free parking 
for patients and staff, hydro utilities, fast 
Wi-Fi, and cleaning included. Contact 
info@pbmac.ca for more information.
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CME Calendar
NEW: The CME Calendar  

section will be discontinued as of  
31 January 2024. To place a CME ad 
as of February 2024, use the Events 

section in the Classifieds listings. 
Standard Classifieds rates will apply.

Find more classified ads online at 
bcmj.org/classifieds.

ClassifiEds

vAncOUvEr FAIrvIEW—tUrnKEY 
MEDIcAl OFFIcE tO SUBlEt
Medical office space to share on Broadway 
Corridor near VGH, 1450 sq. ft., fully 
equipped. Two exam rooms, aesthetic 
room, two offices, and spacious two- 
person reception area. Beautifully fur-
nished waiting area with unobstructed city 
views. Storage and parking. To share with 
semiretired physician. Five days available 
(one shared). Inquiries: 604 500-4357.

Start today with the online level 1 courSe (20 cme)
Use  “bCMJ”  Promo Code.  exP JanUary 1 ,  2024

Need business support while running your clinic?

Business Advisors are here to help.

doctorsofbc.ca/business-advisors



Doctors are at the centre of everything 
we do. We understand the challenges 
unique to your profession. Let us 
simplify insurance and give you financial 
peace of mind. 

Our non-commissioned advisors put 
doctors first through personalized 
insurance solutions. And when you need 
us most, at time of claim, we’ll be right 
by your side. 

If it’s important to your practice, your 
family and your life, it’s important to us.

T   604 638 2904 
E   insurance@doctorsofbc.ca
W doctorsofbc.ca/insurance


