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Editorials

H ow much money is “enough”? Are 
you working toward a specific 
number in order to retire? Per-

haps you think you’ll know when the right 
time comes? Or maybe you’re so busy with 
your office, patients, mortgage, and student 
debt that you haven’t had time to consider 
it. And if someone asked you what your 
savings were for, how would you respond? 
To enjoy retirement? Invest? Donate?

In his book Die with Zero: Getting All 
You Can from Your Money and Your Life, Bill 
Perkins suggests that we should all aim to 
die with as little money in the bank as pos-
sible. I read the book last year, and it had an 
enduring influence on how I think about 
building my “wealth.” The premise of the 
book (as I adopted it) is that we need to 
redefine wealth. Wealth is not the same as 
net worth. Net worth refers to your assets 
minus liabilities, whereas wealth should 
encompass a more holistic view of how you 
spend your life’s resources. I should clarify 
that this book was not written for million-
aires; its philosophy is meant for anyone 
who is working and has savings.

The author, an electrical engineer turned 
hedge-fund manager, proposes a strategy to 
avoid “over-saving and under-living.” He 
explains that most of us are saving now in 
order to give the mon-
ey to our older, richer 
selves. Considered in 
this way, saving is a 
form of delayed gratifi-
cation. We invest mon-
ey to earn dividends so 
that we will have more 
money to spend on pos-
itive experiences later in life. However, as 
the book describes, there is a fundamen-
tal problem with this approach—wealth is 
nothing without health. Some experiences 
either cannot be enjoyed or would be less 
enjoyable when we are older. Early in his 
finance career, the author turned down an 

Die with zero
opportunity to backpack through Europe 
with a buddy because the $10 000 loan 
and high interest rate seemed irrational. 
Looking back on it as a financially secure 
30-year-old, he realized that he had lost the 
opportunity to broaden his horizons with 
hostels, sightseeing, par-
ties, and new friends, 
because that no longer ap-
pealed to him in his cur-
rent stage of life. He was 
troubled by the fact that 
when he finally decided 
he could “afford” the trip, 
it no longer had the same 
value. This resonated with 
me. Is anyone else hop-
ing to trek in El Salva-
dor, learn to play tennis, 
or build a cabin during 
retirement?

To me, the most metamorphic concept 
in Die with Zero was “experience dividends.” 
In this nontraditional view of wealth, the 
author posits that experiences are invest-
ments, rather than expenses. For example, 
imagine you are a 50-year-old physician 
who invested in a family trip to Disneyland 
when your children were young. The initial 
experience created a surge of joy, but so does 

each recollection of the 
trip. Your memory pays 
you dividends in the 
form of smaller surges 
of joy each time you 
recall the kids happily 
screaming on the teacup 
ride or holding a melted 
ice cream while asleep 

in the stroller. If you envision the initial 
experience as the highest bar on a chart and 
each subsequent memory comprising a tail 
of smaller bars, the memory dividends may, 
summated over a lifetime, even surpass the 
value of the original experience. My goal is 
to be experientially wealthy.

Dying with zero does not mean spend-
ing your kids’ inheritance or wasting money 
on frivolous pursuits. The book simply en-
courages you to make donations and gifts 
when you can, rather than waiting until 
death. Charities can make a bigger im-

pact if you give them your 
money today, instead of at 
some undetermined time 
in the future. They, too, 
are investing for experi-
ence dividends.

Time is a nonrenew-
able resource. However, 
many of us are too busy 
working to thoughtfully 
consider how to use the 
money we accumulate 
while we are spending 
our time. Die with Zero 
proposes that we think of 

the phases of our life as buckets, make a 
wish list of experiences, and then figure out 
which bucket each experience should fall 
within. Invest in creating memories today 
that will make you happier in the future. I 
think Drake said it best: YOLO. n
—Caitlin Dunne, MD, FRCSC

In this nontraditional 
view of wealth, . . . 

experiences are 
investments, rather 

than expenses. 
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Our health ministers need to take 
a lesson from hockey coaches

Editorials

T hose of you who are tired of my 
rants about the demise of our once 
great health system will be pleased 

to know that this is my last editorial. I am 
retiring from the BCMJ Editorial Board; 
currently, I am the longest-serving member 
(more than 20 years). I have been a support-
er and fan of the journal for even longer; my 
first BCMJ article was published in 1981.1

It will surprise no one that I will end 
my term with a commentary on the state 
of medicare. The topic has gathered a lot 
of media attention recently, related to the 
nationwide suffering of patients. Ironically, 
the Conservative premier of Ontario, Doug 
Ford, has been attacked for contracting out 
procedures to private clinics, something 
that was started under the BC NDP gov-
ernment of the 1990s and continues today. 
His decision resulted in me being deluged 
with many media interviews and caused 
me to write an editorial in a national news-
paper.2 My philosophy is largely based on 
the premise that no monopoly serves the 
recipients of its services well. The evidence 
is clear that competition in health care saves 
lives and reduces costs.3

The five principles of the Canada Health 
Act are public administration, compre-
hensiveness, universality, portability, and 
accessibility. But governments are not con-
forming to the latter four, and even the first 
principle should be renamed “state control.”

The principle of comprehensiveness is 
not respected. Physicians understand that 
excluded provisions such as medications, 
ambulances, physiotherapy, artificial limbs, 
psychologic counseling, speech therapy, pre-
ventive care, and even dentistry (an abscess 
in a wisdom tooth may penetrate to the 
brain) are more “medically necessary” than 
the diagnosis or treatment of tennis elbow 
in a recreational tennis player with a sore 
elbow after a 4-hour game or a mild case of 

plantar fasciitis after running back-to-back 
marathons.

Most Canadians are unaware that vir-
tually all the excluded services listed above 
are covered in every developed country that 
offers universal health care.

As president of the Canadian Medi-
cal Association (CMA) in 2007–2008, I 
lobbied hard for prescription drugs to be 

available for all. Canadians are 3 to 5 times 
more likely than residents of comparable 
countries to skip prescriptions because of 
cost issues. A 2012 Ontario study4 esti-
mated that the lack of insurance for medi-
cations for working-age individuals with 
diabetes was associated with 5000 deaths 
and nearly 2700 heart attacks over a 6-year 
period. Nationally, of course, this toll would 
be far greater. Physicians are aware that 
many Canadian patients (a CMA report 
revealed it was 1 in 3) who do not have pri-
vate extended health insurance go without 
necessary care. 

However, my recommendation on ex-
tended coverage was intended not to expand 
state bureaucratic control, but to fund pre-
miums to existing independent providers 
for the minority who lack and cannot afford 
such coverage. I can illustrate my concerns 
with a hypothetical three-phase scenario.

Phase 1: In a pre-election speech, the 
Minister of Health announces that, if 
re-elected, his party will add coverage for all 
currently excluded services (as listed above) 
to the existing medicare system.

Phase 2: The promise leads to re-election 
with a massive majority. Extended health 
plans and self-funding for such services are 
all rendered unlawful since the state will 
now cover them all.

Phase 3: Within 2 years the costs have 
become so high that the government caps 
funding and rations access to pharmacists, 
physiotherapists, ambulance services, den-
tists, prosthetic limb suppliers, etc. Long 
wait lists to access those services result, and 
those in need suffer. 

The above accurately describes the cur-
rent state of our medicare system regarding 
physician and hospital services. I view the 
elimination of choice in the presence of 
enforced rationing as unethical and im-
moral. I hope the highest court in the land 
will also find it unlawful.

Our governments have historically 
deemed the concept of equality as para-
mount, when in fact, Canada ranks very 
low among its peers in terms of equality and 
equity. This is not a rich versus poor discus-
sion. There is no health care system in the 
world in which the rich suffer. An Italian 
law expert described Canada’s health care 
system as being designed for the wealthy 
who can afford to travel to the US if they 
really need care.5 Many politicians have 
extolled the virtues of our system while fol-
lowing that route themselves.

If there is a perception that a private 
option offers better care, the state has two 
choices. Make the public sector better and 
eliminate the need for private care or pay 
the premiums for those who can’t afford 
them. Australia has a publicly funded sys-
tem but also subsidizes private insurance 
premiums for 9 million lower-income 
families.

The Commonwealth Fund ranks Cana-
da next to last and the United States last of 
11 developed countries. Of the 10 countries 

My philosophy is largely 
based on the premise 

that no monopoly 
serves the recipients 

of its services well.
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with universal care (i.e., excluding the US), 
Canada was last overall and tellingly last in 
equity and outcomes. It was also the most 
expensive.6 The head coach of the bottom 
teams in hockey looks to emulate the top 
teams. Let’s do the same for our health 
system. n 
—Brian Day, MB
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A fter more than 20 years of ser-
vice to BC doctors as a mem-
ber of the BCMJ Editorial 

Board, Dr Brian Day is retiring from 
the position, with his final editorial 
appearing in the March 2023 issue. A 
well-known orthopaedic surgeon, his 
passion for the state of medical care in 
Canada has been reflected over the years 
in his rousing editorials, provocative to 
some. His thoughtful contributions to 
the BCMJ have also included scientific 
articles, physician profiles and interviews, 
and obituaries, illustrating his deep car-
ing for his colleagues and patients and 
his talents as a writer. His article reviews 
at the Editorial Board table were swift 
and decisive, as one would expect from 
a surgeon.

We are excited to welcome Dr Mi-
chael Schwandt to the Editorial Board 
as its newest member. 

Dr Schwandt is a medical health of-
ficer with Vancouver Coastal Health and 

A fond farewell to Dr Brian 
Day, and a warm hello to  
Dr Michael Schwandt

Editorials

Dr Brian Day Dr Michael Schwandt

a clinical assistant professor in the UBC 
School of Population and Public Health. 
He entered practice in 2013, after train-
ing at the University of Manitoba, the 
University of Toronto, and the Harvard 
School of Public Health. As a specialist 
in public health and preventive medi-
cine, Dr Schwandt works to protect and 
promote health at the population level, 
providing leadership in areas including 
emergency preparedness, healthy envi-
ronments, and climate change adapta-
tion. Committed to promoting health 
equity, Dr Schwandt works with part-
ners including local governments and 
community-based organizations to iden-
tify and act on root causes of illness and 
wellness. Dr Schwandt regularly shares 
public health information through sci-
entific journals and media conversations, 
and his interest in healthy public spaces 
extends to pastimes as an avid runner 
and fan of local music.
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PrEsidEnt’s CommEnt

W henever polling firms across 
the nation ask Canadians 
which profession they most 

trust, doctors perennially rank in the top five 
and often in the top two. In 2022, nurses, 
paramedics, firefighters, and farmers round-
ed out the top five. Our patients continue 
to trust us and generally continue to respect 
us. This is a privilege. 

Yet, how easy is it for us to extend trust 
to others? Do we trust ourselves? Do we 
lead with trust when we interact with our 
patients, allied health professionals, health 
authorities, administrators, or government? 
I think the answer can be complicated, and 
it depends on the situation. 

In his book The Speed of Trust, author 
Stephen M.R. Covey says that trust is the 
most essential ingredient for effective com-
munication and is foundational in all rela-
tionships. In fact, relationships move at the 
speed of trust. When establishing a new 
relationship, it takes time to build trust, 
incrementally at first with shared experi-
ences that provide the opportunity to build 
a positive connection. When relationships 
fail, it is usually as a consequence of nega-
tive experiences or actions that are deemed 
to lack trust, which in the end derail com-
munication and ultimately the connection. 
“Trust is the glue of life,” says Covey. And 
trust itself is the combination of character 
and competence—character being the sum 
of integrity and intent, and competence 
being the sum of capabilities and results. 
If any one of those is missing, it is difficult 
to build meaningful trust.  

Simply put, trust takes time to build, 
but moreover, trust takes character and 

Trust is the 
glue of life 

competence. When I look at the current 
landscape of our profession, I recognize 
that we don’t always feel as though we are 
trusted. We endeavor to exhibit good char-
acter; our years of education and subsequent 
experience give us unique competencies to 
be seen as experts in our chosen fields. Yet, 

sometimes when we interact with patients, 
whether in our practice, in hospitals, or in 
our communities at large, I am not con-
vinced that we believe we are trusted. And 
I don’t know if we lean in from a starting 
position of trust. 

I wonder, if we applied Covey’s lens of 
trust—character (integrity plus intent) and 
competence (capability plus results)—to our 
relationships with our partners, patients, 
colleagues, and collaborative partners, would 
we accelerate the pace of trust in those re-
lationships? If we trust others’ intent and 
integrity from the outset, would we build 
a deeper understanding? Does deeper un-
derstanding build commonality, commonal-
ity build connection, and connection then 
build trust? I presume the answer is still 
that it can be complicated. If we viewed this 
from an introspective angle, would we be 
more trusting of others? Would we become 

more trusted? More trustworthy? If trust 
is the glue, would it be strong enough to 
hold us together, both individually and as 
a profession?  

Over the coming year, I commit to dem-
onstrating trust. I hold my personal integ-
rity of paramount importance and welcome 
direct conversation if you feel I am falling 
short. I am intent on being intentional. I 
bring with me to the presidency and to 
Doctors of BC a determined authenticity 
of character and truthfulness and will strive 
for shared capabilities and, consequently, 
tangible results. 

Trust is the glue of life; therefore, trust 
is the glue that holds us together. Over 
this year, with time, I will ask you to trust 
in me, to trust in your association, to trust 
each other, and to foster trust within the 
profession. My year will focus on our con-
tinued journey as an association that strives 
to be trustworthy, a leadership that can be 
trusted, and a profession that perennially 
holds the trust of our patients, something 
that is invaluable and needs to be held as a 
continued privilege. n
—Joshua Greggain, MD
Doctors of BC President

Over this year, with time, 
I will ask you to trust 
in me, to trust in your 

association, to trust each 
other, and to foster trust 

within the profession.
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However, if you choose to send in a Form 
8 following the worker’s first visit to your 
office/facility when the above conditions 
are not met, that form is appreciated and 
will also be paid. Form 11 is required if 
your patient’s condition or treatment has 
changed since the last report or if your pa-
tient is ready for a return to work. The intent 
is that the physician does not feel obligated 
to send a Form 11 at every follow-up pa-
tient encounter. However, we appreciate 
a form being submitted if there is some 
change or your patient is not progressing 
in their recovery.
—Olivia Sampson, MD, CCFP, MPH, RCPSC 
Medical Services Manager, WorkSafeBC 

—Celina Dunn, MD, CCFP, CIME 
Medical Services Manager, WorkSafeBC

re: WorkSafeBc and your 
patients with workplace 
injuries
Thank you for the helpful explanations in 
your article “WorkSafeBC and your patients 
with workplace injuries: Frequently asked 
questions” [BCMJ 2022;64:432].

Regarding Form 8, you indicate that “If 
you are seeing a patient with a workplace in-
jury or you suspect a workplace injury or con-
dition, please fill out and submit a Form 8.”

This is slightly different from the in-
structions on your website,1 which state 
that Form 8/11 needs to be sent “within 
three business days of the patient’s first visit 
if the physician suspects the worker may 
be disabled beyond the day of injury or if 
the claim is for a hernia, back condition, 
shoulder or knee strain/sprain, occupational 
disease, or mental disorder.”

Could you please clarify if the form 
should now be sent for every workplace 
injury or only for injuries that cause dis-
ability beyond the day of injury? 
—Simon Moore, MD, CCFP
Clinical Associate Professor
Specialist Physician, Family Medicine

reference
1. WorkSafeBC. Physician’s report (Form 8/11). 2015. 

Accessed 12 January 2023. www.worksafebc 
.com/en/resources/health-care-providers/forms/
physicians-report-form-811. 

Authors reply
Thank you for your query, Dr Moore. You 
are correct: Form 8 is required if you suspect 
the worker may be disabled beyond the day 
of injury or if the claim is for a hernia, back 
condition, shoulder or knee strain/sprain, 
occupational disease, or mental disorder. 

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, submitted online at bcmj.org/ 
submit-letter, or sent through the post and must include your mailing address, 
telephone number, and email address. Please disclose any competing interests.
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sPECial fEaturE

I n fall 2022, the BC Medical Journal welcomed a new member 
to its Editorial Board: Dr Terri Aldred, a family physician who 
lives on Lheidli T'enneh traditional territory (Prince George). 

Dr Aldred joins six other Board members and editor Dr Caitlin 
Dunne to peer-review manuscripts for publication consideration 
in the journal, often a dozen manuscripts or more per month.  

Dr Aldred’s journey to her career in medicine and, ultimately, to 
her role on the Editorial Board has led her to develop unique learn-
ing approaches and viewpoints that will bring a fresh perspective.

Dr Aldred is Dakelh (Carrier) from the Tl'azt'en Nation and 
grew up rurally, until moving to Prince George at age 14. Her 
family experienced poverty—she describes her childhood self as 
a “head in the clouds” girl who loved singing, daydreaming, and 
imaginary play. Although she is now an avid reader, that wasn’t 
always the case. In school, she found it challenging to learn to read 

Dr Terri Aldred: A new voice and 
perspective on the Editorial Board
Dr Aldred tells us about her background, what motivates her, and what she’d like to 
accomplish on the BCMJ Editorial Board.

Tara Lyon

sPECial fEaturE

Ms Lyon is a staff member of the British Columbia Medical Journal.
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aloud phonetically and sound out words but discovered that she 
could make better progress learning to read independently, through 
graphic novels and comics. With the help of the pictures, she fa-
miliarized herself with the words, although she still has to look 
words up at times and play with them to know how they sound. 

Dr Aldred’s academic path to medical school was somewhat un-
conventional. Always a good student, she had a passion for science 
and wanted to get a good job to break the poverty cycle she expe-
rienced while growing up. She was also keen to enter a career that 
would enable her to give back to her community. 
She earned a scholarship to the University of 
Northern British Columbia (UNBC), where 
she initially planned to pursue a medical trade 
like lab technology, but her focus shifted once 
she started university. “I moved around quite a 
bit for my undergrad,” she explains. “I did my 
first year at UNBC, which is where I decided 
to pursue a career in pharmacy, as opposed to 
a medical trade. I then spent the next 2 years 
at community colleges before being accepted 
into the pharmacy program at the University of 
Alberta.” Dr Aldred ultimately chose medicine 
over pharmacy when two of her teacher men-
tors learned of her career goals and encouraged 
her to become a doctor. Although Dr Aldred 
felt medicine might not be for her, her teach-
ers convinced her and wrote reference letters for her, and she was 
accepted into medical school. 

That’s when Dr Aldred’s independent approach to learning once 
again came into play. “I became aware of the concept of career suc-
cession in medicine,” she says. “Physicians breed physicians; if you 
don’t know the process, where do you start? I Googled everything 
. . . I didn’t own my own computer, though, and I almost missed 
my acceptance deadline!” Through the process of navigating medi-
cal school with no early mentorship to speak of, she learned that 
almost anybody can go into medicine. “Although, depending on 
your abilities, you may have to work harder,” she says. “You have 
to really want to do it, and you have to make sacrifices.”

Harking back to her experience learning vocabulary words in 
elementary school, Dr Aldred found some medical terminology 
challenging in university—particularly the Latin terms. “There 
were a couple of embarrassing moments where I would try to say 
something and it would come out wrong, but I worked through 
the embarrassment . . . you just have to shrug it off,” she says. 

Those challenges are now long behind her. These days, Dr Al-
dred counts reading and writing as two of her favorite pastimes. “I 
definitely always take time for reading,” she says. “I’m a self-help 
junky, so I don’t read a lot of fiction these days. I’m currently reading 
Dr Gabor Maté’s new book, The Myth of Normal: Trauma, Illness 
and Healing in a Toxic Culture, and will be writing a review for 
publication in an upcoming issue of the BCMJ.”

When it comes to medical writing and research, Dr Aldred 
is passionate about studies that incorporate lived experience and 
storytelling—a natural fit with her Indigenous heritage. “Data 
are powerful tools to invoke policy change, and as part of that, we 
need to tell our stories,” she explains. “We need to do that in a 
way that inspires changes to systems and structures.” She feels a 
responsibility to encourage research like this as part of her role at 
the journal, saying, “Even though I wouldn’t say I’m a researcher, 
or that this [role with the BCMJ] would be the direction I’d have 

seen myself choosing in the past, it’s so impor-
tant. Indigenous people wouldn’t necessarily 
see themselves in this research space, or in the 
realm of health care policy change, and I want 
to highlight and encourage that.”

Although Dr Aldred acknowledges that the 
work she’s doing now for Indigenous health is 
inspiring, it hasn’t always been so. Similar to 
how the health care system is traumatizing (and 
retraumatizing) for many Indigenous people, 
she found medical school had the same last-
ing impact, in ways she is still dealing with. “It 
impacted my health; my nervous system will 
always carry that effect,” she says. “I’ve spent a 
lot of time trying to heal. I wouldn’t change it, 
though. I went through periods of anger, and 
then I had a physician mentor who taught me 

that you can’t make something wrong and help it, or fix it, at the 
same time. I’ve worked hard on forgiveness, and part of the reason 
I’m here is to help people, to give back, and to provide the care 
that Indigenous people need and deserve.”

Dr Aldred would like to use her BCMJ Editorial Board plat-
form to encourage authors to submit manuscripts on topics such 
as cultural safety and humility, critical race theory and analysis, 
and changes to the health care system based on recommendations 
from the In Plain Sight report by Mary Ellen Turpel-Lafond. “I’d 
like to see more articles highlighting Indigenous-specific cases,” 
she says. “And I’d love to see authors use the journal as a platform 
to raise awareness of the Indigenous health landscape in Canada, 
of what’s been done so far, and that we still have a long way to go.”

Read Dr Aldred’s first editorial in the January/February issue 
of the BCMJ [2023;65:5]. n

To learn more about Dr Aldred, read her BC Medical Journal Proust Ques-
tionnaire (2022;64:414), check out her DocTalks podcast episode, “Put-
ting Indigenous cultural safety into practice” (www.doctorsofbc.ca/news/
doctalks-podcast-putting-indigenous-cultural-safety-practice), and read 
her profile in Doctors Making a Difference (www.doctorsofbc.ca/news/
dr-terri-aldred-doctors-making-difference).
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ABSTRACT: With the increasing potency of sub-
stances in British Columbia and ever-evolving 
substance use patterns, many British Colum-
bians continue to present to hospitals with 
unspecified psychosis. It is unclear what por-
tion of these cases is attributable to substance 
use or medical etiologies rather than a primary 
psychotic disorder on initial clinical presen-
tation. Stimulants, in particular, account for 
many substance-induced psychosis cases. Dif-
ferentiating stimulant-induced psychosis from 
other etiologies of psychosis in emergency 
department settings can streamline pharma-
cotherapy and health management decisions, 
such as addressing underlying substance use 
behaviors and using antipsychotic medications 
to improve patient outcomes. Further, many 
patients who experience stimulant-induced 
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psychosis are at increased risk of later develop-
ing primary psychosis should their substance 
use continue. Psychoeducational and medi-
cal interventions may reduce the possibility 
of transformation. In this commentary, we 
discuss stimulant use trends and associated 
nuances in BC.

P sychosis can manifest with what 
are classified as positive symptoms, 
such as delusions, hallucinations, 

and disorganized thought or behavior, and 
negative symptoms, such as avolition, apa-
thy, affective flattening, and anhedonia.1 
Approximately 1.5% to 3.5% of the general 
population is estimated to meet the diag-
nostic criteria for psychosis within their 
lifetime.1 However, psychosis is far more 
common among people who use drugs, 
including 10% of cannabinoid users, more 
than 33% of methamphetamine users, and 
most lifelong cocaine users.2 During re-
strictions on support and harm reduction 
services in 2020 due to the COVID-19 
pandemic, many people who use drugs 
returned to or escalated their substance 
use.3 Partly due to the pandemic, infra-
structure fragility has led to health care 
staff shortages and a reduction in equi-
table access to harm reduction services.4 
The use of stimulants has become a major 
problem in the past decade due to their 
low cost and increasing potency.5,6 With 
reduced care services and increasing rates of 

substance use, especially stimulants, people 
who use drugs are increasingly at risk for 
stimulant-induced psychosis. This com-
mentary is meant to raise awareness about 
current substance use trends, specifically 
stimulant-induced psychosis, in BC. 

Substance use in BC since 2007 
More than a decade of evidence indicates 
that substance use trends are perpetually 
volatile. According to the Canadian Insti-
tute for Substance Use Research at the Uni-
versity of Victoria, hospitalizations across 
BC due to stimulant use (excluding cocaine) 
more than tripled from 10.13 per 100 000 in 
2007 to 34.16 per 100 000 in 2019.7 Like-
wise, between 2007 and 2019, opioid- and 
cannabis-related hospital admissions in-
creased by approximately 28% and 35%, 
respectively.7 However, during that same 
time frame, hospitalizations related to the 
use of cocaine and sedatives (excluding opi-
oids) declined by approximately 58% and 
24%, respectively.7 

Despite decreases in cocaine-related 
hospitalizations, the rise in stimulant-related 
hospitalizations is driven by the rapid in-
crease in methamphetamine use in BC.7 
Among more than 300 harm reduction 
sites across BC, between 2012 and 2015, 
the portion of people who use drugs that 
reported using methamphetamine within 
the previous 7 days increased from 20% to 
47%.8 Increased use of methamphetamines 

CliniCal



49BC MediCal Journal vol. 65 no. 2 | March 2023 49

Tao B, Bhanot S, Tsang VWL CliniCal

in Canada is most notable in BC and Al-
berta, with possession violations increasing 
by 590% between 2010 and 2017.5 More 
recently, among British Columbians who 
attended harm reduction services between 
2018 and 2019 (excluding for tobacco), 
crystal methamphetamine was reportedly 
the most commonly used drug in the previ-
ous 3 days (up to 71.7% of attendees) and 
was frequently paired with opioid use.9 In 
2019, 3.2 users per 1000 across Canada used 
methamphetamines.10 

In Canada, between 2014 and 2021, 
there was a coinciding increase in hospital-
izations for amphetamine-related psychotic 
disorders.11 One Canadian study reported 
that amphetamine-related emergency de-
partment visits increased more than fivefold 
between 2014 and 2021, and the prevalence 
of related psychotic disorders doubled be-
tween 2015 and 2021.11 This increase in 
substance-induced psychosis is a reflection 
of multiple underlying causes, such as in-
creasing potency of substances, increased 
local prevalence of drugs, increased opioid 
contamination and toxicity of available drug 
supplies, and a potentially greater popula-
tion of people who use drugs.12-14

Continued pandemic effect
According to the Canadian Centre on Sub-
stance Use and Addiction and the Mental 
Health Commission of Canada, nearly 50% 
of Canadians with a history of substance 
use disorder who responded to an online 
survey conducted between 13 October and 
2 December 2020 reported moderate to 
severe depressive symptoms since the onset 
of the pandemic.12 Increased stress has been 
linked to further substance use and relapse 
among people who use drugs.15 Pandemic 
stressors have amplified the two-way rela-
tionship between substance use and poor 
mental health.12 One Canadian study that 
characterized substance use patterns during 
the pandemic reported that stimulants were 
the most common psychoactive drug used 
(74%), followed by opioids (60%).16 There is 
also evidence of increased illicit drug toxic-
ity and adulteration, which confers added 
harm potential to these drugs.17

In 2020, the Canadian Centre on Sub-
stance Use and Addiction introduced 
increased access to treatment and harm re-
duction services related to the use of meth-
amphetamines.18 However, harm reduction 
services have been unable to meet the in-
creased demand; approximately 20% of pa-
tients reported difficulties accessing care.12 
Only 24% of respondents with problematic 

substance use and 22% of respondents with 
mental health symptoms who answered an 
online survey conducted between 13 Octo-
ber and 2 December 2020 reported being 
able to access treatment since March 2020.12 

These findings exemplify the unstable 
nature of substance use trends over short 
periods. With respect to Metro Vancouver 
hospitals, further research on current trends 
is recommended. Now, amid new individ-
ual and supply chain stressors imposed by 
the COVID-19 pandemic, current illicit 
drug trends have likely shifted and remain 
uncharacterized.19

Challenges in diagnosing 
stimulant-induced psychosis
The Diagnostic and Statistical Manual of 
Mental Disorders (fifth edition) defines 
substance-induced psychosis based on 
four main criteria: manifestation of hal-
lucinations or delusions, symptoms de-
veloped during or soon after intoxication 
or withdrawal from a substance capable 
of producing psychosis, no alternative evi-
dence of primary psychotic disorder, and 
an absence of delirium.20 For the third cri-
terion, a primary psychosis is more like-
ly when symptoms precede the onset of 

substance use or they persist for more than 
1 month or when there is other evidence 
of a nonsubstance-induced psychotic dis-
order.20 However, when patients who are 
suspected of substance-induced psychosis 
present to the emergency department with 
altered mental status, it may be difficult to 
ascertain a reliable history. As a result, un-
specified psychosis is frequently diagnosed 
in emergency department settings when 
ambiguous history and collateral do not 
meet criteria for a specific psychotic disor-
der.21 In one 2020 study, difficulty ruling out 
substance-induced psychosis was the most 
common reason (28%) for a diagnosis of 
unspecific psychosis.22 Substance-induced 
psychosis is also difficult to distinguish from 
primary psychotic disorders because both 
can manifest with delusions, grandiosity, 
suspiciousness, and hallucinations.6 While 
urine toxicology screens may identify po-
tential substance use, a positive result cannot 
rule out primary psychosis. Finally, it can be 
difficult to ascertain the specific offending 
substance; although one study reported that 
methamphetamine dependence induced 
more positive symptoms of psychosis than 
did cocaine dependence, such differentia-
tion may be ambiguous to the practitioner 
in emergency department settings.23 

Relationship between substance-
induced psychosis and primary 
psychosis
Evidence suggests that patients with 
substance-induced psychosis, such as that 
related to stimulant use, are at higher risk 
of developing primary psychotic disorders 
than are patients without substance-induced 
psychosis.24-26 A leading hypothesis suggests 
that among people who use drugs and have 
a higher familial risk of primary psychosis, 
ongoing substance use triggers the trans-
formation of substance-induced psychosis 
into primary psychosis.27 A study of 6788 
patients demonstrated a strong association 
between substance-induced psychosis and 
the development of schizophrenia-spectrum 
or bipolar disorders.24 In some studies, be-
tween 15.0% and 32.3% of patients diag-
nosed with stimulant-induced psychosis 
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developed schizophrenia; this occurred most 
commonly in men within 3 years of index 
treatment.24,28,29 A recent meta-analysis re-
ported a similar pooled rate of 22% (95% 
CI, 14%-34%) for conversion to schizophre-
nia after amphetamine-induced psychosis.30 
Younger age and initial hospital admissions 
that lasted between 1 and 4 weeks have 
been linked to higher risk of conversion.29 
However, patients with initial hospital ad-
missions between 1 and 4 weeks likely pre-
sented with a greater severity of symptoms 
and a slower return to baseline, which sug-
gests that their presentation may also have 
been more in keeping with the prodrome, 
or the first episode, of a primary psychotic 
disorder that was simply exacerbated by 
substance use.29

Management of substance-
induced psychosis
Substance-induced psychosis requires man-
agement strategies that differ from those 
for primary psychotic disorders. Urine drug 
screening is useful for identifying patients 
who are using substances, as are self-report 
and collateral information.31 However, be-
cause psychosis may persist for long peri-
ods following substance use, patients who 
present days after their last drug use may 
have a negative urine drug screen.32 Positive 
results also do not typically change the im-
mediate management plan for patients who 
present with substance-induced psychosis 
in the emergency department.32 However, 
urine drug screens may aid long-term prog-
nosis, where a positive result may indicate 
a higher risk of later substance-specific 
problems; for example, rates of conversion 
to primary psychosis can vary depend-
ing on the type of substance implicated 
in substance-induced psychosis.24 Mild 
cases of substance-induced psychosis are 
sufficiently treated with supportive care, 
short-term antipsychotic medications, and 
abstinence from substances until recovery.31 
Patients who exhibit acute agitation, vio-
lence, or severe functional impairments may 
require additional pharmacotherapy with 
benzodiazepines and antipsychotic medi-
cation use.31 

Psychosocial treatments are indicated 
to mitigate stimulant use relapse and in-
hibit recurrence of stimulant-induced psy-
chosis.31 One meta-analysis revealed that a 
combination of contingency management 
and community care approaches was most 
effective in patients who were dependent 
on cocaine or amphetamines.33 Treatment 
of comorbid psychiatric disorders, such as 
anxiety and depression, may also reduce 
rates of substance resumption.31 

Pharmacotherapy options remain lim-
ited for patients with substance-induced 
psychosis. However, a large nationwide 
Swedish cohort study showed an associa-
tion between lisdexamfetamine prescription 
and improved outcomes in people with 
methamphetamine-use disorders, but the 
study excluded people with schizophre-
nia and bipolar disorders, which further 
highlights a treatment gap for popula-
tions with psychosis.34 As well, a recent 
meta-analysis provided preliminary evi-
dence that promoted the use of prescription 
psychostimulant substitution therapy to 
treat psychostimulant use disorder.35 How-
ever, more evidence is needed because this 
review was constrained by a limited sample 
size, a lack of subgroup analyses among 
psychiatric comorbidities that often ac-
company psychostimulant use disorder, a 
lack of comparison with higher dosages 
of prescription psychostimulants, and the 
possibility of detection bias in trials, which 
limits the quality of currently published 
evidence.35

Despite management, patients with 
substance-induced psychosis often re-
turn to the emergency department.36 In 
two urban centres in BC, between 2018 
and 2019, after initial management for 

substance-induced psychosis and discharge, 
40% of patients returned to the emergency 
department within 30 days, and nearly half 
of them returned multiple times.36 More 
than 30% of those returns were for recur-
rence of substance-induced psychosis.36 
Also, approximately 50% of those patients 
stayed between 5 and 15 hours during 
their index emergency department visit, 
and nearly half of them were admitted to 
hospital.36 Another investigation revealed 
that the 1-year mortality of patients who 
presented to the emergency department 
with substance-induced psychosis was 4.3%, 
for which schizophrenia was a significant 
risk factor when controlled for age.37 

Food insecurity and severe mental disor-
ders such as psychosis share a bidirectional 
relationship, with the former disproportion-
ately affecting homeless individuals.38 Thus, 
in addition to direct clinical management, 
improved supports for stable housing and 
food security may help prevent new onset 
or recurrent substance-induced psychosis.

Call to action
While rates of stimulant use and 
stimulant-induced psychosis had been 
increasing before the pandemic, the rates 
of problematic substance use in BC have 
continued to rise since then.12 Among 
people who use drugs, pandemic stress-
ors have increased the risk for substance 
use relapse and worsened mental health.12 
In addition, the increased need for mental 
health service outpaces supply; only 24% 
of people who struggle with substance use 
reported having access to treatment during 
the height of the pandemic.12 Increasing 
access to mental health and harm reduc-
tion services is needed to address the ris-
ing rates of substance use, which remains a 
main modifiable and preventable risk fac-
tor for substance-induced psychosis and 
transformation into primary psychosis. In 
addition to advocacy for increased infra-
structural health care and mental health 
resources, patient-specific interventions 
are an integral part of the management of 
substance-induced psychosis. According 
to reviews of the use of evidence-based 
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psychotherapy for substance use disorders, 
motivational interviewing may help shift 
patients from precontemplative to contem-
plative stages of change and reduce the ex-
tent of drug use, especially when combined 
with other treatment modalities.39,40 As well, 
abundant evidence supports the efficacy of 
cognitive-behavioral therapy for reducing 
the use of a variety of substances, including 
amphetamines, cannabis, alcohol, cocaine, 
and opioids.39 Other evidence suggests 
that relapse prevention, a component of 
cognitive-behavioral therapy, is protective 
against substance use relapse after treatment 
conclusion and improves overall psychoso-
cial adjustment.39 Further, patients should 
be presented with resources on supportive 
employment, housing, peer support, and 
self-management programs.41

For patients who present to the emer-
gency department with substance-induced 
psychosis, several medical management 
steps can be taken to reduce symptoms. 
Initial history, safety, and neuropsycho-
logical assessments are recommended to 
inform subsequent care planning.42 For 
most mild cases, supportive care can be 
supplemented with short-term antipsy-
chotic medications.31 In severe cases, when 
patients present with agitation, violence, or 
severe functional impairments, seclusion 
and restraints in hospital and sustained 
antipsychotic use for both prevention and 
treatment purposes may be required.31 
Some patients may eventually require 
long-term injection medications due to the 
volatility of their lifestyle and substance use 
patterns.43 Choice of antipsychotic agents 
should be made collectively by the patient 
and physician, with consideration of the 
benefits and side effects of each drug.44 
Brief hospitalization may be required in 
patients with psychosis, particularly those 
who need urgent medical assessment, have 
severe psychiatric symptoms, or pose an im-
minent safety risk to themselves or others.41 
However, it is also important to consider 
the psychosocial effect of involuntary ad-
mission on the patient.41 For patients with 
comorbid opioid substance use disorders, 
referral to addiction services, provision of 

take-home naloxone kits, and consider-
ation of opioid-agonist therapy are recom-
mended to reduce the risk of later opioid 
overdose.45

Physicians and providers are encouraged 
to consult Canadian guidelines for further 
comprehensive recommendations, including 
“Canadian Guidelines for the Assessment 
and Diagnosis of Patients with Schizophre-
nia Spectrum and Other Psychotic Disor-
ders,” “Guidelines for the Pharmacotherapy 

of Schizophrenia in Adults,” and “Canadi-
an Practice Guidelines for Comprehensive 
Community Treatment for Schizophrenia 
and Schizophrenia Spectrum Disorders,” all 
of which are available with other supple-
mentary guidelines through the Canadian 
Journal of Psychiatry.41,42,44 Physicians are 
also encouraged to continue educating pa-
tients about the risk of substance-induced 
psychosis, most notably the rates of trans-
formation to primary psychosis with con-
tinued substance use. Further research is 
needed to characterize the current situation 
of substance-induced psychosis in BC, es-
pecially in rural communities.

Conclusions
Stimulant-induced psychosis is an increas-
ing problem in BC. Clinicians should be 
aware of this condition and key manage-
ment strategies, including supportive care, 
drug abstinence, antipsychotic and sedative 
medications, and psychosocial therapies, 
to improve patient outcomes. Clinicians 
should also continue to follow evolving 
evidence on management alternatives. n
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ABSTRACT 
Background: Physician burnout is associated 
with reduced quality of care and patient sat-
isfaction and increased costs. We sought to 
quantify professional fulfillment levels and 
burnout rates and identify drivers of burnout 
among physicians within Vancouver Coastal 
Health during the COVID-19 pandemic.

Methods: Members of the Vancouver Physician 
Staff Association were surveyed in the fall of 
2020. The Stanford Professional Fulfillment 
Index was used to assess physician professional 
fulfillment and burnout. Physicians were also 
asked to assess the effect of the COVID-19 pan-
demic on their physical and mental health, 
determine psychological safety within their 
department, and identify interventions to 
improve their well-being.

Results: Of the 1949 physicians contacted, 566 
(29%) responded to the survey. Results were 
analyzed for 84% of the responses (475/566); 
the completion rate was 24% (475/1949). The 
overall professional fulfillment level was 25.3%, 
and the overall burnout rate was 51.4%. Inter-
ventions that physicians felt would improve 
their well-being included providing higher 
financial remuneration, improving patient 
access to resources, enhancing staff support, 
and providing coaching sessions and better 
support for work-life balance. 

Conclusions: Further work is needed at every 
level—individual, departmental, and system-
ic—to address physician burnout. It is our 
hope that these survey results will help drive 
systemic, cultural, and organizational changes 
to improve physician well-being.

Background
Physician burnout, a growing concern, has 
been defined as a work-related syndrome 
characterized by exhaustion, cynicism, and 
reduced effectiveness.1 Burnout is associated 
with reduced quality of care and patient 
satisfaction.2-5 National studies conducted 
in the United States during the 2010s docu-
mented a physician burnout rate of at least 
50%.6,7 A Canadian Medical Association 
survey conducted in 2018 reported a phy-
sician burnout rate of 30%.8 In this study, 
we sought to determine professional fulfill-
ment levels and burnout rates among physi-
cians working within the Vancouver Coastal 
Health Authority during the COVID-19 
pandemic, identify the drivers of burnout, 
assess the effect of COVID-19 on physi-
cian well-being, and examine psychological 
safety within different medical departments.

British Columbia has a population of 
approximately 5 million and is served by 
seven health authorities, including Vancou-
ver Coastal Health. The largest community 
of care within Vancouver Coastal Health is 
Vancouver Acute/Vancouver Community, 
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which employs more than 1900 physicians 
and comprises care provided by Vancou-
ver General Hospital, UBC Hospital, GF 
Strong Rehabilitation Centre, and Vancou-
ver Community. Our community of care is 
the largest in both British Columbia and 
Western Canada and is the second largest 
in Canada. In 2016, the Vancouver Physi-
cian Staff Association was formed to bolster 
the activities of the medical staff association 
representing these physicians. It seeks to 
increase meaningful physician involvement 
in creating an optimal work environment 
for the delivery of patient care.

In 2019, several physicians in the Van-
couver Physician Staff Association raised 
the issue of burnout. The Vancouver Coastal 
Health senior executive team responded by 
partnering with the Vancouver Physician 
Staff Association to establish a steering 
committee to address physician burnout. 
As a first step, the steering committee de-
signed and administered the 2020 survey 
to measure physician professional fulfill-
ment and burnout, examine drivers of burn-
out, and assess psychological safety within 
departments.

Methods

Survey design and administration
After conducting a systematic review of the 
literature, we selected the Stanford Profes-
sional Fulfillment Index9 to assess physician 
professional fulfillment and burnout. The 
Stanford Professional Fulfillment Index is 
a 16-item instrument and includes three 
scales: professional fulfillment, work ex-
haustion, and interpersonal disengagement. 
The professional fulfillment scale is used to 
assess the degree of positive intrinsic reward 
the individual derives from their work, in-
cluding happiness, meaningfulness, contri-
bution, self-worth, satisfaction, and feelings 
of control when dealing with difficult prob-
lems at work. The work exhaustion scale is 
used to assess symptoms of exhaustion and 
is analogous to the emotional exhaustion 
scale of the Maslach Burnout Inventory. 
The interpersonal disengagement scale is 
used to assess empathy and connectedness 

with others, particularly patients and col-
leagues. Burnout is assessed by combining 
the work exhaustion and interpersonal dis-
engagement scales.

Two other questions were included 
in the survey to assess the effect of the 
COVID-19 pandemic on physician well-
ness. Respondents were asked to compare 
their physical and mental health at the time 

of the survey to that prior to the pandemic 
and then choose the top five options from 
two lists of interventions they thought 
would best improve their workplace and 
personal well-being. Interventions included 
“a lighter workload,” “a more efficient elec-
tronic medical record,” and “a longer vaca-
tion.” These interventions were adapted 
from a list of drivers of burnout based on 
the Mayo Clinic’s wellness framework.1 
Respondents could also enter their own 
interventions. Finally, respondents were 
asked two questions about psychological 
safety within their department in order to 
develop future strategies for reducing burn-
out. Psychological support was available to 
all physicians who participated in the survey.

The draft survey was field-tested by the 
15 physician members of the Vancouver 
Acute/Vancouver Community Physician 
Wellness Steering Committee via Survey-
Monkey, and their feedback was used to 
create the final survey. In compliance with 
health authority privacy guidelines, the link 
to the final survey via SurveyMonkey was 
emailed to the Vancouver Physician Staff 
Association membership of 1949 physicians 
in the fall of 2020. The survey was promoted 
via a series of events from October to No-
vember 2020, including weekly Vancouver 

Physician Staff Association email commu-
nications, wellness posters, and departmen-
tal emails. Respondents were given 4 weeks 
to complete the survey.

Survey analysis
All survey responses were anonymous. Stan-
dard descriptive statistics were used to de-
scribe professional fulfillment and burnout 
scores, the effect of COVID-19 on wellness, 
workplace and personal well-being inter-
ventions, and psychological safety. Within 
the 16-item Stanford Professional Fulfill-
ment Index, respondents could score 0 to 
4 for each item, with 0 being complete dis-
agreement with the statement and 4 being 
complete agreement. Scores for each scale 
were calculated by averaging the scores of 
all the items within the scale.

Dichotomous burnout categories (burn-
out vs no burnout) were determined from 
the average item score across the work ex-
haustion and interpersonal disengagement 
scales; an average score of 1.33 or higher was 
defined as burnout. Dichotomous profes-
sional fulfillment categories (professionally 
fulfilled vs not professionally fulfilled) were 
determined from the average item score 
within the professional fulfillment scale; an 
average score of 3.0 or lower was defined 
as not professionally fulfilled. Respondents 
who answered fewer than 50% of the items 
for any scale were deemed to have provided 
inadequate data, so their responses were 
removed from the final analysis. Responses 
from respondents who did not consent to 
including their data in the final analysis 
were also removed. Thematic analyses were 
conducted on all qualitative data.

The University of British Columbia 
Clinical Research Ethics Board deemed this 
study to be a quality improvement project; 
therefore, it was exempt from ethics review 
under Guidance Note 4.4.1.

Results
Of the 1949 physicians who received the 
survey, 566 (29%) responded. The re-
sponses of 91 of those participants were 
removed, which resulted in 475 responses 
analyzed (24% completion rate). There was 

The Vancouver Physician 
Staff Association . . . seeks 

to increase meaningful 
physician involvement 
in creating an optimal 

work environment for the 
delivery of patient care.
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considerable variation in survey completion 
rates across departments [Table]. Emer-
gency medicine physicians had the highest 
completion rate (58%), followed closely by 
anesthesiologists (56%). The department of 
medicine had the lowest completion rate 
(10%).

The overall level of professional fulfill-
ment was 25.3%. Pathology and laboratory 
medicine physicians had the highest level 
of professional fulfillment (35.0%); family 
practice physicians had the lowest (22.3%) 
[Figure 1]. 

The overall burnout rate was 51.4%. 
Family practice physicians had the high-
est rate (63.1%); pathology and laboratory 
medicine physicians had the lowest (40.0%) 
[Figure 2]. 

Participants were asked to rate their 
mental and physical health at the time of 
the survey compared with before the pan-
demic. Sixty-four percent indicated that 
their mental health was “slightly worse” or 
“much worse” than before the pandemic; 
51% said their physical health was “slightly 
worse” or “much worse.” 

The top five interventions chosen by 
physicians to improve mental well-being 
were “more resources available for my pa-
tients,” “higher remuneration,” “more ef-
ficient electronic medical record,” “more 
control of my work environment,” and 
“more support staff at work.” The top five 
interventions chosen to improve personal 
well-being were “system change to allow for 
better support of work-life balance,” “more 
financial support,” “personal fitness train-
ing,” “coaching sessions,” and “more physical 
activities facilitated outside of work.” 

In terms of psychological safety within 
their department, 29% of physicians dis-
agreed or strongly disagreed that they felt 
safe to express their opinions to their de-
partment/division members, and 23% dis-
agreed or strongly disagreed that they were 
able to bring up problems and tough issues.

Analysis of the qualitative data from 
the survey revealed some recurring themes: 
high workload is a significant stressor; 
there is a need for more patient resources; 
trust, respect, and accountability between 

Department number of respondents Survey completion rate (%)

Overall 475 24

Emergency medicine 57 58

Anesthesia 49 56

Diagnostic imaging/radiology 15 28

Pathology and laboratory medicine 20 26

General/family practice  
(including community physicians)

130 21

Psychiatry 52 20

Ophthalmology 15 19

Gynecology/obstetrics 15 18

Orthopaedics 10 18

Surgery 29 17

Medicine 55 10

Unidentified 28 N/A

Table. Survey completion rates by department (n = 475).
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Figure 1. Professional fulfillment levels by department (n = 475).

Figure 2. Burnout rates by department (n = 475).
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physicians and leadership is essential; good 
communication and psychological safety are 
needed; and physician recognition, wellness 
resources, and diversity, equity, and inclusion 
initiatives are vital.

Discussion 
Increasingly, health care institutions are 
embracing the quadruple aim,10 which 
emphasizes the need for the best patient 
experience, better outcomes, lower costs, 
and the best clinician experience. Best clini-
cian experience, in particular, seeks to im-
prove the well-being of health care staff, 
because higher burnout rates are correlated 
with poorer patient experience,5,11 poorer 
outcomes,12-14 and increased costs.15

We chose to administer the Stanford 
Professional Fulfillment Index because its 
burnout measures correlate highly with the 
Maslach Burnout Inventory.9 Furthermore, 
the Stanford Professional Fulfillment In-
dex is easy to administer and captures a 
broad assessment of physician well-being 
by focusing on both physician burnout and 
professional fulfillment within the preced-
ing 2 weeks, and it can be readministered 
on a regular basis to assess the effectiveness 
of wellness interventions. 

The overall rate of physician burnout 
in our survey (51.4%) was higher than that 
of some recent national surveys. In a 2018 
Canadian Medical Association survey, the 
burnout rate was 30.0%.8 In a national 
survey conducted in the United States in 
2020 during the COVID-19 pandemic, the 
overall burnout rate was 42.0%, but there 
was variation in burnout rates between spe-
cialties.16 The COVID-19 pandemic has 
brought unprecedented challenges to the 
health care profession and may affect dif-
ferent specialties in different ways and to 
varying degrees. Most respondents in our 
survey felt that their mental and physical 
health had deteriorated since the start of 
the pandemic.

In other studies,17 lower professional 
fulfillment was generally correlated with 
higher burnout. In our study, interven-
tions that physicians selected to improve 
well-being included recommendations for 

organizational change to improve patient 
access to resources and to enhance staff sup-
port, as well as for coaching sessions and 
better support for work-life balance. Physi-
cians also indicated that inadequate finan-
cial remuneration was a source of burnout. 
Physician wellness is a shared responsi-
bility, and organizational support is key.18 
The Mayo Clinic Program on Physician 
Well-Being identified seven drivers of phy-

sician burnout and engagement: workload 
and job demands, efficiency and resources, 
meaning in work, organizational culture and 
values, control and flexibility, social support 
and community at work, and work-life in-
tegration.1 Many individual wellness strat-
egies, including mindfulness training and 
self-care workshops, have helped physi-
cians combat stress.19 However, although 
important, individual physician wellness 
programs will not reduce burnout on their 
own20,21 and must occur in conjunction 
with organizational strategies. Four orga-
nizational strategies for reducing burnout 
are developing quality leaders, creating a 
supportive community and organizational 
culture, improving practice efficiency, and 
optimizing administrative policies.18

Themes identified in our survey include 
the importance of trust and respect between 
physicians and leadership and the need for 
clear communication; psychological safety; 
and diversity, equity, and inclusion initia-
tives. In our survey, 29% of respondents did 
not feel safe to express their opinions to de-
partment/division heads and fellow mem-
bers, which indicates this is an area that 
needs additional attention. Psychological 

safety is the foundation wellness and or-
ganizational resilience are built on, and the 
level of psychological safety will help di-
rect strategies to reduce burnout. Ensuring 
that the best diversity, equity, and inclusion 
practices are established will also promote 
psychological safety.22

In recognition that physician wellness 
is a growing issue, the Canadian Medi-
cal Association has recommended the de-
velopment of a national service to support 
the mental health of physicians.23 In BC, 
the Physician Health Program, which is 
available to all physicians, medical students, 
and residents, as well as their partners and 
children, provides a 24-hour confidential 
help line to address issues related to men-
tal health, relationship stress, and career 
and life transitions. In Vancouver Coastal 
Health, during the COVID-19 pandemic, 
physicians also had access to an employee 
and family assistance program. Recently, a 
new model of wellness-centred leadership 
has been proposed, which recognizes that 
leadership directly affects physician well-
ness.24 Wellness-centred leadership empha-
sizes the need to “care about people always, 
cultivate individual and team relationships, 
and inspire change.”24 To this end, we are 
thankful for the collaborative partnership 
between our medical staff association and 
regional health authority leaders that al-
lowed us to design, distribute, and analyze 
this survey. 

Study limitations
Due to the confidential nature of our sur-
vey and because some departments were 
quite small, we elected not to collect age, 
gender, and other personal data to ensure 
anonymity. This limited our ability to iden-
tify demographic factors associated with 
professional fulfillment and burnout. Also, 
recall bias may have factored into physician 
responses; however, we believe that its effect 
was limited because we used the Stanford 
Professional Fulfillment Index, which asks 
physicians to respond to questions based on 
their experiences in the previous 2 weeks, 
whereas the Maslach Burnout Inventory 
focuses on the previous 12 months.

The COVID-19 
pandemic has

brought unprecedented 
challenges to the health 
care profession and may 

affect different specialties 
in different ways and 
to varying degrees.
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Our survey completion rate was 24%, 
which is consistent with other large wellness 
surveys.25,26 Response rates varied between 
10% and 58% depending on the depart-
ment. It is possible that the overall burnout 
rate may not be representative of our entire 
physician group. Finally, our survey was 
limited to members of Vancouver Acute/
Vancouver Community; therefore, our find-
ings may not be representative of physicians 
in other communities of care in BC. 

Conclusions
In our survey, the physician burnout rate 
was unacceptably high. This not only af-
fects physician health but also detrimen-
tally affects patient outcomes. During the 
COVID-19 pandemic, physician mental 
and physical health worsened. In collabora-
tion with senior health authority leadership 
and with support from Doctors of BC, we 
were able to quantify burnout rates and are 
now planning data-driven departmental 
wellness initiatives. Remaining challenges 
include developing strategies to meet the 
varying needs of vastly different depart-
ments and establishing a central strategic 
plan and office for physician wellness at the 
regional level. n
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T he Canadian Adult Obesity Clini-
cal Practice Guidelines published in 
2020 define obesity as a complex 

chronic disease, characterized by abnormal 
or excessive body fat (adiposity) that impairs 
health.1 Like any other chronic disease, it 
is progressive and recurrent. The guidelines 
provide a comprehensive evidence- and 
experience-based, patient-centred frame-
work for health care professionals, patients, 
and policymakers.1 The chapters on medical 
nutrition therapy in obesity and pharmaco-
therapy in obesity management were up-
dated in 2022. The guidelines have received 
international acclaim and have been adapted 
for use in Chile and Ireland.2,3 

The guidelines present a framework 
for obesity management in adults based 
on three pillars of intervention: psychol-
ogy, pharmacotherapy, and bariatric surgery. 
Healthy behavior changes (medical nutri-
tion therapy and physical activity) are fun-
damental to successful weight management 
and can improve health independently of 
changes in weight. Alone, they are generally 
associated with weight loss of only 3% to 
5%, which is often not sustained.4 The main 
goal of psychological and behavioral inter-
ventions is to help people living with obe-
sity to implement sustainable life changes; 
promote positive self-esteem; and improve 
health, function, and quality of life. In Brit-
ish Columbia, there is no public coverage 

Clinical 
support 
for obesity 
management

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.

for dietitian, psychological, or counseling 
services to address the behavioral and men-
tal health aspects of obesity. At this time, the 
BC health care system does not adequately 
support the multidisciplinary models of 
care that are the recom-
mended standard for 
obesity management. 
Lack of access to care 
compounds the stigma 
associated with obesity.5 

Pharmacotherapy 
for obesity manage-
ment is a safe and effec-
tive means of achieving 
long-term weight man-
agement and is ap-
proved for use among individuals with a 
BMI ≥ 30 kg/m2 or a BMI ≥ 27 kg/m2 with 
adiposity-related complications, in conjunc-
tion with nutrition, physical activity, and/or 
psychological interventions.6 There are four 

medications approved by Health Canada for 
long-term obesity management in Canada: 
liraglutide 3.0 mg, naltrexone-bupropion in 
a combination tablet, orlistat, and sema-
glutide 2.4 mg. These medications can as-

sist in achieving and 
maintaining weight 
loss ranging from 6% 
to 15% at 1 year, with 
associated improvement 
in overall health. Even 
modest weight loss of 
5% to 10% can pro-
duce clinically impor-
tant improvements in 
health parameters such 
as glycemia, blood pres-

sure, lipids, and nonalcoholic steatohepati-
tis.6,7 Despite the evidence supporting the 
efficacy of these medications in treating 
obesity and the associated comorbidities, 
obesity medications are not covered on 

Guidelines present 
a framework for 

obesity management 
in adults based

on three pillars of 
intervention: psychology, 

pharmacotherapy, and 
bariatric surgery.
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provincial formularies in BC, and for those 
with private coverage, these medications are 
prescribed far less frequently than medica-
tions for other chronic medical conditions.8

Recognition of obesity as a chronic dis-
ease was a necessary first step to facilitate 
policies that advocate for access to effective 
interventions for patients living with obesity. 
In 2020, Doctors of BC passed a resolution 
recognizing obesity as a chronic medical 
disease requiring enhanced research, treat-
ment, and prevention efforts. This resolution 
has been passed in only seven provinces 
and territories.9 More advocacy is needed 
to ensure that we develop models of health 
care to accommodate the multidisciplinary 
approach required to manage obesity and 
obesity-related diseases. 

The 8th Canadian Obesity Summit is 
being held 14–17 May 2023 in Whistler, 
BC. This forum would be an excellent op-
portunity for health care professionals and 
policymakers to innovate and collaborate on 
strategies for promoting multidisciplinary 
models of care for chronic disease manage-
ment in BC. Register for the summit at 
https://obesitycanada.ca/cos. n
—Priya Manjoo, MD
COHP Member

—Birinder Narang, MBBS
COHP Member
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From a workers’ compensation 
standpoint, assessing tinnitus poses 
challenges. The subjective nature 

of tinnitus makes measurement difficult, 
and the medical literature related to tin-
nitus and disability does not lend itself to 
meta-analysis. However, a systematic review 
of the literature allows us to address several 
relevant questions: 
•	 How	do	we	evaluate	tinnitus	causality?	
•	 How	do	we	fairly	represent	the	evidence	

for impairment and disability due to 
tinnitus? 

•	 What	is	the	evidence	that	tinnitus,	by	
itself, causes measurable disability? 

•	 What	is	the	evidence	for	treatment?

Measurement and assessment 
tools
Testing definitions include reproducibil-
ity (the test provides very similar results 
when administered to the same population 
twice), accuracy (the test measures what it 
is supposed to), and appropriateness (the 
test result addresses a question involved 
in this project). Accuracy is a minimum 
requirement. 

With respect to accuracy, it is important 
to measure the amount of tinnitus present, 
not the effect of depression, anxiety, hearing 
loss, or other factors. For the most part, it 
is not possible to measure the amount of 
tinnitus, so accuracy is in significant doubt. 
This is a major problem in assessing dis-
ability due to tinnitus. 

Assessing 
tinnitus and 
disability

All the methods of assessing tinni-
tus are based on subjective responses like 
questionnaires and self-reporting scales. 
Some measure the loudness or sound fre-
quency of tinnitus by matching sounds 
presented by the tester or the ability of 
presented sounds to mask the tinnitus. 
Test reliability is poor even in the same 
subject. The Tinnitus Handicap Inventory 
is the most appropriate scale with the best 
validation.

Causality
The literature is consistent in conclud-
ing that acoustic trauma causes tinnitus, 
which may persist even if the hearing 
loss resolves. The threshold of acoustic 
trauma in most of the literature is about 
115 dB for 15 minutes, or 140 dB of im-
pact trauma.

Tinnitus can also result from causes 
other than noise-induced hearing loss. 
The evidence for causation of tinnitus is 
adequate for sensorineural hearing loss, 
high-dose ASA, and NSAIDs. 

Occupations with greater intensity and 
duration of noise exposure are associated 
with greater incidence of tinnitus. There 
is no particular employment that causes 
tinnitus, apart from association with 
noise-induced hearing loss.

There is no evidence that the quality of 
tinnitus varies according to cause. Some 

papers suggest that the frequency of tinni-
tus is predicted by the frequency of hearing 
loss, but this is not consistent. 

Disability
In tinnitus discussions, handicap refers to 
impairment that substantially limits one 
or more of life’s activities, which could be 
overcome by special compensation such 
as assistive listening devices or hearing 
aids.

There is no evidence to support the 
idea that tinnitus alone causes disability. 
Most patients with tinnitus do not request 
treatment; only about 10% report severe or 
disabling tinnitus. Some of the best data 
suggest that tinnitus loudness correlates 
well with disability.

Depression, anxiety, and other psycho-
logical factors frequently coexist with and 
strongly affect the reported magnitude of 
tinnitus. Some tools measure tinnitus and 
some measure impairment, after control-
ling for depression.

Because of the limitations of available 
assessment tools, it is not possible to de-
fine a threshold measure at which tinnitus 
causes impairment. For the same reason, 
there is no evidence that impairment from 
tinnitus alone varies according to its cause. 
This does not mean that tinnitus does not 
cause impairment, only that the tools are 
inadequate.
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Treatment
Cochrane reviews consistently report no 
effective treatment for tinnitus.1 Many re-
views consider all patients together without 
differentiating based on severity. Several 
papers have specifically addressed the use of 
antidepressants in severely affected patients 
and reported efficacy. 

A Cochrane review in 2006 did not 
find support for the treatment of tinnitus 
with antidepressants, but this review con-
sidered all tinnitus patients together, not 
differentiating severely affected ones. Oth-
er Cochrane reviews included betahistine, 

gingko, carbamazepine/gabapentin, zinc, 
cognitive-behavioral therapy, and tinni-
tus retraining therapy/masking therapy. 
These reviews showed no treatment effect. 
Cognitive-behavioral therapy appeared to 
improve quality of life and depression, but 
not tinnitus loudness.

Of other nonpharmacologic measures, 
only measures that improve hearing, such 
as the use of hearing aids, have credible 
evidence of efficacy across many patients. 
Beyond depression, fatigue, and other psy-
chological factors, no other factor strongly 
influences the outcome for tinnitus. n 

—Eytan David, MD, FRCSC
Clinical Faculty, Department of Surgery, 
University of British Columbia
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P oisonings have a significant impact 
on the health of people in BC. In 
2022, there were more than 2000 

poisoning deaths due to the toxic illicit drug 
supply alone.1 All age groups are at risk 
of poisoning, but the types of poisonings 
change over the lifespan. Exploratory inges-
tion of household products or medications 
is most common in young children. For ad-
olescents, poisoning due to experimental or 
impulsive use of alcohol, medications, and 
other substances is more common. Poison-
ings due to self-harm are a significant cause 
of injury in adolescents and younger adults. 
Among older adults, prescription and other 
medication errors become more common. 

Poison control centres are a clinical ser-
vice that provide expertise in the manage-
ment of poisonings for the public and health 
care providers. Although there are limited 
Canadian data on their cost-effectiveness, a 
comprehensive review in the United States 
found that each $1 spent on poison con-
trol centres saves over $13 in other health 
care costs.2 The BC Drug and Poison In-
formation Centre (DPIC) is the regional 
poison control service for BC and Yukon, 
and it has been located at the BC Centre 
for Disease Control (BCCDC) since 2012. 
The DPIC is staffed by specialists in poison 
information who are nurses and pharma-
cists certified by the American Association 
of Poison Control Centers. The DPIC is 

The BC Drug and Poison 
Information Centre:  
An essential clinical resource 
and public health partner

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

also supported by physicians specializing in 
emergency medicine and toxicology. There 
are multiple DPIC programs: 
•	 A	24/7	consultation	phone	service	for	

the public and health care professionals 
(604 682-5050 or 1 800 567-8911). 

•	 A	weekday	drug	
information phone 
service for health 
care professionals 
to receive expert 
advice on the safe 
use of medications 
(604 707-2787 or  
1 866 298-5909).

•	 The	Poison Manage-
ment Manual with 
detailed informa-
tion to assist in managing acute poison-
ings from many medications, consumer 
products, and drugs (available at www 
.dpic.org). 

•	 Public	campaigns	and	educational	ma-
terial to advise the public on poison pre-
vention (available at www.dpic.org).
The DPIC receives calls about a wide 

range of poisonings. While most of the out-
comes are mild to moderate (over 60% are 
managed at home), the DPIC also helps 
emergency room physicians and intensiv-
ists manage severe cases. The DPIC’s ser-
vices are particularly valuable to rural and 
remote communities, where urgent care 
can be harder to access.3 The volume and 
complexity of poisoning cases managed by 
the DPIC have increased in recent years 
[Figure]. In part, this reflects the unregu-
lated drug crisis in BC and resulting mor-
bidity and mortality. Other factors driving 

the increasing caseload include cannabis 
legalization, more cases of self-harm among 
young people, and the growing and aging 
population. 

The DPIC is unique among the five 
Canadian poison control centres because 

it is embedded in the 
BC public health sys-
tem by being physically 
and administratively lo-
cated at the BCCDC. 
This provides mean-
ingful opportunities 
for collaboration and 
cooperation between 
poison specialists and 
public health practi-
tioners. For example, 

the BCCDC routinely monitors for calls 
related to specific substances that might 
pose an immediate public hazard needing 
urgent intervention, such as paralytic shell-
fish toxins.4 The close integration between 
the DPIC and the BCCDC also allows 
for rapid and effective responses to novel 
and high-risk toxins, such as aconitine in 
imported sand ginger.5 In these cases, the 
early notification and subsequent support 
by poison specialists were essential com-
ponents of the public health response. We 
encourage all clinicians to consult the DPIC 
when managing cases of poisoning, promote 
awareness of the DPIC and the services it 
offers, and notify the DPIC of any unusual 
toxic exposures so that public health re-
sponse can be initiated if needed. n
—David A. McVea, MD PhD
Public Health Physician, Environmental 
Health Services, BCCDC

The volume and 
complexity

of poisoning cases 
managed by the

DPIC have increased 
in recent years.



63BC MediCal Journal vol. 65 no. 2 | March 2023 63

0

40 000

A B

30 000

20 000

Ca
se

 c
ou

nt

10 000

0

8000

6000

4000

Ca
se

 c
ou

nt

2000

2013 2014 20162015 2017 2018 2019 2021 202220202013 2014 20162015 2017 2018 2019 2021 20222020

All DPIC cases Cases in or en route to a health care facility Polysubstance cases

Figure. Annual volume (A) and characteristics (B) of cases managed by the BC Drug and Poison Information Centre (DPIC). Panel B shows the changing volume 
of more complex cases, including those reporting multiple exposures (green) and those requiring treatment in a health care facility (purple).

BCCdC

—Debra Kent, PharmD, DABAT, FAACT
Clinical Supervisor, BC Drug and Poison 
Information Centre, BCCDC
Clinical Professor, Faculty of 
Pharmaceutical Sciences, UBC

—Jeffrey Trieu, MPH
Environmental Health and Knowledge 
Translation Scientist, Environmental 
Health Services, BCCDC

—Albert Wong
Data Quality Leader, Environmental Health 
Services, BCCDC

—Sarah B. Henderson, PhD
Scientific Director, Environmental Health 
Services, BCCDC
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Dr Alexander Boggie  
1923–2022

Dr Alexander Boggie was born in Vancou-
ver and moved with his family to Murray-
ville during the Depression, where they ran 
a farm, living in a farmhouse with no elec-
tricity or running water. After a few years, 
the family moved back to Vancouver and 
Alexander went to Templeton and Britannia 
schools. At 18, he joined the Royal Canadi-
an Air Force and served overseas from 1942 
to 1945. After the war, he pursued an offer 
from the Department of Veterans Affairs 
to help returning veterans go to university; 
he applied to UBC and was accepted. In 
1948 he married the love of his life, Rhoda 
Bowes. In 1950 he accepted a place in the 
first class of UBC’s new medical school. 
After graduating from medical school in 

1954, he completed an internship in Van-
couver; then the family moved to Vernon, 
where he joined the Vernon Medical Clinic. 

Back in Vancouver in 1961, Alexander 
completed a year of pathology at Vancouver 
General Hospital/UBC. This was followed 
by an exciting year in London, England, 
where he completed a year of surgical post-
grad studies at Hammersmith Hospital. In 
1963 the family returned to Vernon and his 
busy practice at the Vernon Medical Clinic.

In 1969 Alexander’s career shifted back 
to Vancouver, where he was asked by Dr 
Clyde Slade to join the faculty as a full-time 
teacher and mentor in the new Department 
of Family Practice. With the job came the 
opportunity to be an examiner for the Cer-
tification Examination in Family Medicine, 
which developed a practical and reputable 
curriculum for undergraduate and residency 
programs.

Alexander spent the 8 years leading up 
to his retirement in 1988 practising and 
teaching half-time while also acting as asso-
ciate dean of admissions to UBC’s medical 
school. After retirement, he continued to 
be active, as demonstrated by his numerous 
achievements:
1989–90: Elected president of the Medical 
Council of Canada.
2000: Received the UBC Faculty of Medi-
cine’s Golden Jubilee Medal for exceptional 
and outstanding contribution to the faculty.
2001: Received the Wallace Wilson Lead-
ership Award, presented annually to a 
graduate of the UBC Faculty of Medicine 
who has demonstrated high ethical stan-
dards and outstanding leadership to the 
profession.
2001: Chair of the UBC 50th Anniversary 
Endowment Fund Committee, which raised 
$1.5 million to assist medical students.
2005: Established the Rhoda and Al Boggie 
MD Entrance Bursary to financially help 
first-year medical students.
2018: Co-chair on the board of directors 
that helped create the initial funding for the 
Friedman Award for Scholars in Health.

Alexander was predeceased by his wife, 
Rhoda, and his granddaughter, Sarah. He 
is survived by his three children, Marga-
ret (Bruce), Trevor (Virginia), and Sandi 
(Steve); six grandchildren, Fraser, Spencer, 
Alex, Lauren, Bryce, and Claire; and three 
great-grandchildren, Sienna, Grant, and 
Ethan. 

If you would like to honor Dr Boggie’s 
legacy, please make a donation to the Rhoda 
and Al Boggie MD Entrance Bursary at 
this link: https://give.ubc.ca/memorial/
alexander-boggie.
—Boggie Family
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Dr Bedford Zane “Dale” 
Aylward 1930–2022

It is with a heavy heart cushioned by trea-
sured memories that I honor Dr Dale Ayl-
ward, who died peacefully surrounded by 
family at age 92 on 25 August 2022 at Ro-
tary Manor in Dawson Creek, BC. He was 
well cared for while spending his last many 
months in the facility with the love of his 
life and wife of 66 years, Bernice.

Dale was born in Five Islands, Nova 
Scotia, to Herman (a painter and cook) and 
Melba (Corbett) on 23 July 1930. He was a 
teenager during the Depression, so he and 
his sister, June (still living and active at 90 
years of age), enjoyed a very simple child-
hood and understood that hard work and 
a good education would pay off.

The clam factory at Five Islands used to 
pay $1 per bushel, and Dale would often 
get $5 to $8 per day digging clams. He was 
a lifelong reader and learner, and he often 
had two or three books on the go. His kids 
remember complaining when he listened to 
his medical cassettes while he drove them 
to school.

Dale started work as a teacher but soon 
realized it would be difficult to afford to 
raise a family, so he applied and was accept-
ed into medicine at Dalhousie University, 
sponsored by the Canadian Armed Forces. 
He was a noted storyteller and would regale 

his classmates with a new story or joke every 
morning before the start of classes. They 
gave him the nickname “Daily.”

Bernice shortened it to Dale, and it 
stuck with him for the rest of his life. The 
only person who referred to him as BZ or 
Bedford was Bernice, but only when he was 
in for a scolding.

Dale finished his military service in 
Whitehorse, Yukon, and he and Bernice 
had three young children by that time. They 
drove south, ending up in Saskatchewan, 
visiting cities along the way. They met a 
group of like-minded doctors in Dawson 
Creek, mile zero of the Alaska Highway, 
and loved the farming community. They 
settled in for the next 60 years.

Dale became the driving force in the 
medical community. He started the Daw-
son Creek Medical Clinic and built a busy 
medical practice, including emergency, de-
liveries, and surgery (tonsillectomies, myr-
ingotomies). After taking an extra year of 
pediatrics, he became the support for sick 
children and neonates. He was chief of staff 
of the hospital, Pouce Coupe Care Home, 
and Rotary Manor. He took medical stu-
dents every year and was granted a lifelong 
membership in the Faculty of Medicine 
at UBC.

Dale was a kind, caring, calm, com-
petent, and compassionate doctor, and a 
perfect role model and mentor for all new 
doctors (including me in 1982). He was 
never flustered and never spoke a bad word 
about a colleague, patient, or anyone else. 
He had a ready smile and a wicked sense 
of humor.

He continued to do rounds at the nurs-
ing home and assists at surgery into his late 
70s after retiring from his medical practice 
(one of his sons, Darroch, took that over).

One orthopaedic surgeon insisted that 
Dale be his assist. Dale had such a calming 
influence on the OR team and was such 
pleasant company. He joked that when Dale 
developed a slight tremor, he had to de-
velop one as well with the same frequency 
to match it.

Dale loved family events, hunting, and 
fishing. He served several terms as a city 

alderman and was on the board of the Kins-
men Club. He was an entertaining speaker 
and was in constant demand to serve as an 
emcee at community and medical events. 
He had an extensive library of joke books 
and would weave these jokes seamlessly into 
his monologues and introductions.

He bought a ranch and raised Black 
Angus cattle; he had 350 head at one time. 
He eventually became president of the Ca-
nadian Angus Association.

The farm was a great place to raise his 
four children and entertain friends and col-
leagues, and later his 10 grandchildren and 
seven great-grandchildren. The 1 July party 
at “Gumbo Gulch” was not to be missed. He 
would joke that he actually was a vegetarian 
but liked his vegetables transformed into 
something tastier.

What a legacy; what a life.
—Bob Newman, MD
Halfmoon Bay
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Classifieds NEW PRICING: As of January 2023, there is a two-tier pricing structure for classified 
ads. Advertisers have the option to run an ad online only at our current monthly rates, or pay a $25-per-month surcharge 
for an ad to be included in a print issue as well as online. Online rates: Doctors of BC members: $50 + GST per month 
for each insertion of up to 350 characters. $75 + GST for insertions of 351 to 700 characters. Nonmembers: $60 + GST per 
month for each insertion of up to 350 characters. $90 + GST for insertions of 351 to 700 characters. Deadlines: Ads must 
be submitted or canceled by the first of the month preceding the month of publication, e.g., by 1 January for February 
publication. Visit www.bcmj.org/classified-advertising for more information. Ordering: Place your classified ad online at 
www.bcmj.org/classified-advertising. Payment is required at the time that you place the ad.

EMPlOyMEnt

ABBOtSFOrD—PhySIcIAn
Back in Motion Rehab in 
Abbotsford is looking for a 
physician to work in our 
MARP program one half day 
per week. To qualify, the 
physician must have an 
interest in performing 
musculoskeletal assessments 
within a work disability 
prevention model of care. The 
physician’s role is to assess 
injured workers, liaise with 
family physicians, and make 
treatment and return-to-work 
recommendations. A back-
ground in sports medicine or 
occupational medicine or 
experience doing IMEs is 
required. Experience working 
in a WorkSafeBC program is 
an asset. Training and 
mentorship will be provided. 
Contact Offie Lastimoza at 
offie.lastimoza@ 
backinmotion.com or 
careers@backinmotion.com.

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 indepen-
dently licensed Canadian 
physicians, CFPC/RCPSC-
eligible physicians, and clinics 

and hospitals across Canada, 
with excellent reviews. 
Contact Canada’s trusted 
recruitment firm today to 
experience the benefits of our 
specialized service that is 
tailored for your success! Visit 
www.physiciansforyou.com, 
email info@physiciansforyou 
.com, or call 778 475-7995.

GABrIOlA ISlAnD—FP FOr 
cOMMUnIty hEAlth clInIc
Family practitioners and 
locums wanted to join 
Gabriola Island’s award- 
winning interdisciplinary 
clinic team. Benefits include 
furnished and equipped 
offices, subsidized rent, a 
three-bay urgent treatment 
room, visiting specialists, local 
ambulance services, a heliport, 
and a hospital close by in 
Nanaimo. Gabriola is a Gulf 
Island. Our population of 
4500 enjoys a Mediterranean 
climate. We will help you 
secure suitable housing and 
acquaint you with our schools 
and amenities. Live, work, and 
play in a family-friendly 
community. Enjoy the benefits 
of a rural lifestyle and a 
commuter ferry and seaplane 
connection to urban centres. 
Learn more at www 
.beourdoctor.ca.

nOrth vAncOUvEr—FP/
WAlK-In PhySIcIAn
We are inviting FT, PT, or 
locum family practice/walk-in 
physicians to join a new 
medical clinic in our busy, 
multidisciplinary North 
Vancouver clinic providing 
family practice, walk-in, 
in-person, and virtual care. 
Experienced MOAs and IT 
support; newly equipped, 
dedicated exam rooms 
designed for in-person care. 
Location is central and 
accessible. Free parking. The 
clinic is part of a comprehen-
sive health services facility 
with physiotherapy, massage 
therapy, counseling, dietitian, 
and kinesiology services in 
one location. We provide a 
competitive fee split (75%) 
and signing bonus. Please 
send your résumé to Offie 
Lastimoza, offie.lastimoza@
backinmotion.com or 
careers@backinmotion.com.

OnlInE—Bc PArt-tIME 
PhySIcIAn vIrtUAl 
OPPOrtUnIty
Since 1974, the Bernstein 
Diet & Health Clinic has 
been helping people lose 
weight and regain their health 
using our medically super-
vised program. Along with 
our team of dedicated nurses, 
our physicians counsel 
patients on their progress and 

health, order and review lab 
tests, and provide education 
and motivation on achieving 
and maintaining their goals. 
Enjoy a rewarding change of 
pace with our dedicated and 
streamlined approach to 
virtual patient care, flexible 
and convenient hours, full 
administrative support, and 
attractive compensation. 
Please contact Michael 
McGuire, director of human 
resources, at michael@drbdiet 
.com or call 1 888-372-3438, 
extension 2232.

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

rIchMOnD/StEvEStOn—
OUtStAnDInG lOnG-tErM 
OWnErShIP OPPOrtUnIty
Guaranteed income: work-to-
own family/aesthetic 
practice(s). Two turnkey strata 
units. Technologically 
advanced practice(s). 
Individual or group of family 
doctors/NPs. Can start with a 
guaranteed income and buy 
real estate earlier in your 
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career. Tax efficiency planning. 
Dermatologist may be 
interested in aesthetic 
practice. For more informa-
tion contact msinghalmd@
gmail.com.

vAncOUvEr, MOUnt 
PlEASAnt—MODErn 
PhySIAtrISt-OWnED clInIc 
SEEKInG OthEr PM&r 
SPEcIAlIStS
A brand new five-room clinic 
in centrally located Mount 
Pleasant is seeking physiat-
rists. The clinic is owned by a 
new PM&R specialist who 
performs electromyography. 
We have EMG time available 
and admins to support you, 
including billing reconcilia-
tion. The clinic was custom- 
built to be a bright, airy, 
comfortable work environ-
ment including spacious  
10 ft. by 10 ft. exam rooms 

optimized for ultrasound-
guided injections (two 
43-inch 4K TVs installed in 
every room), floor-to-ceiling 
windows in a sunny staff 
room, personal lockers, 
changing room, shower, secure 
bike room, rooftop patio, 
attached bar and restaurant, 
and steps away from all transit 
options. E-mail charmaine@
enablemedical.ca or visit 
www.enablemedical.ca.

vAncOUvEr—PrActISE 
thE WAy yOU WErE tAUGht, 
EArn WhAt yOU DESErvE
Harrison Healthcare is a 
team-based primary care 
centre that offers personal-
ized, service-focused care. 
Founded by Don Copeman, 
we have a strong culture 
focused on compassion, 
innovation, and overall 
excellence. Although we 

attract patients that require 
complex care, our focus is on 
prevention and early detec-
tion, which makes for nicely 
balanced practices. We are 
looking for outstanding, 
personable family physicians 
with strong collaboration 
skills. We offer a generous 
compensation package with 
no overhead costs and an 
exceptional work environ-
ment. Please send your CV to 
careers@harrisonhealthcare.ca 
and visit us at www.harrison 
healthcare.ca.

MEDIcAl OFFIcE SPAcE

vAncOUvEr—FOr rEnt
Office space suitable for 
psychiatric practice available 
(PT/FT). Three bright and 
spacious (10 ft. by 15 ft. each) 
consultation rooms on the 
15th floor with beautiful 

expansive views of downtown 
Vancouver and the North 
Shore mountains. Easy access 
via bus and SkyTrain. For 
details please contact  
wllwmd@shaw.ca.

vIctOrIA—chIlD 
PSychIAtry OFFIcE SPAcE
I’m a child psychiatrist in 
both private and public 
practice. The private practice 
is in an office with two 
spacious rooms, one of which 
was recently vacated and is 
now available to rent. Hillside 
area, in a professional building 
(medical-dental). Ground 
floor, easy access, quiet. Please 
send inquiries to oriole1@
shaw.ca.
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Net-Zero. Learn how the CMA is having an impact. 
cma.ca

BOLD ACTION BY THE CMA
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MIScEllAnEOUS

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

BrItISh cOlUMBIA—
DOctOrS SErvIcES GrOUP 
UnInSUrED MEDIcAl 
SErvIcES
Doctors Services Group, 
powered by DoctorCare, is a 
complete solution for effec-
tively managing all your 
practice’s uninsured medical 
services. On average, we help 
physicians realize $15 000 to 
$35 000 of additional revenue 
per year. We help educate 
patients on uninsured services 
to ensure they understand 
what services are not covered 
by provincial health care 
plans. We provide full-service 
administration of the block-
fee program, patient billing, 
and payment follow-ups, and 
handle all questions and 
inquiries. Email us at info@
doctorsservices.ca or visit 
https://doctorsservices.ca/ to 
learn more.

BrItISh cOlUMBIA—EASy 
BIll MD Inc., MEDIcAl 
BIllInG MADE EASy
Easy Bill MD Inc. provides 
full-service billing, monthly 
rebill services including 
remittance and reconciliation, 
account audit and claim 
recovery, uninsured billing, 
WorkSafeBC billing support, 
after-hours billing support, 
billing advice, and calls to 
MSP. Call for a free assess-
ment! Phone 647 242-9021, 
email admin@easybillmd.com, 
or visit www.easybillmd.com.

cAnADA-WIDE—
MEDIcAl AnD DEntAl 
trAnScrIPtIOn
Medical and dental transcrip-
tion specialists since 2002. 
Excellent quality and quick 
turnaround. All specialties, 
family practice, IME reports, 
and dental. Telephone or 
digital recorder. Fully confi-
dential, PIPEDA compliant. 
Contact us at www.2ascribe 
.com, info@2ascribe.com, or 
toll-free at 1 866 503-4003.

CME calendar   

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

Start today with the online level 1 courSe (20 cme)
Use  “bCMJ”  Promo Code.  exP APril  1 ,  2023
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Club MD
PUT YOURSELF IN THE PICTURE.

doctorsofbc.ca/club-md

doctorsofbc.ca/coast

doctorsofbc.ca/amj

doctorsofbc.ca/vessi

Experience exceptional value 
and unmatched dedication 
to guests in any of the 20+ 
Canadian locations.  
 
Call 1 800 716 6199 or book 
online and quote CLUBMD.

Let AMJ Campbell help you 
get started on your new 
chapter - whether it’s around 
the corner or around the world. 
 
Email smilos@amjbc.ca and 
quote Doctors of BC. 

30% OFF THE COAST 
FLEX RATE.  

PREFERRED RATES FOR 
RESIDENTIAL, OFFICE, 
AND INTERNATIONAL 
MOVES.

GET 20% OFF ALL 
FULL-PRICED SHOES.

100% waterproof. Keep your 
feet perfectly dry come rain, 
snow, or muddy puddles.  

Grab your discount at  
vessi.com. Use promo code 
partner-clubmd-20.

P     604 638 7921 
TF   1 800 665 2262 ext 7921 
E     clubmd@doctorsofbc.ca 

 
COAST HOTELS

AMJ CAMPBELL

VESSI FOOTWEAR

Exclusive deals from brands you trust
You work hard. Your downtime is important and we want 
to help you make the most of it to do the things you love. 
Club MD provides exclusive deals from trusted brands so 
you can spend your time on what’s important. 

CAR PURCHASE & LEASE • ENTERTAINMENT • FITNESS & WELLNESS • FOOD & BEVERAGE • HOTELS & TRAVEL
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Proust

What alternative profession might you 
have pursued, if given the chance?
When I was a child, I loved learning about 
space and the work of astronauts. I’ve had 
the chance to meet Chris Hadfield, and I 
remain inspired by the scientific pursuits 
of the space program and the stamina re-
quired to become an astronaut. I was also 
really interested in theatre in high school; I 
received a scholarship and some awards but 
didn’t see it as a career. I’ve also followed 
and been interested in the workings of gov-
ernments and politics. My profession today 
has a curious mix of role-playing, politics, 
and science . . . so I may have found just the 
right professional pursuit. 

What is your greatest fear?
Loss of loved ones too soon.

What is the proudest 
moment of your career?
Joining Doctors of BC.

Mr Anthony Knight,  
new CEO of Doctors of BC
Mr Knight answers the Proust Questionnaire, telling us a bit about 
himself and his role, which he calls a curious mix of role-playing, 
politics, and science.

What do you most value 
in your colleagues?
Professionalism, a sense of duty, and com-
mitment to our members.

Which talent would you 
most like to have?
I would love to be a better golfer. I have 
managed to learn French as a second lan-
guage and would like to have time to learn 
more languages. I have fun during family 
karaoke nights—singing terribly, according 
to my children.

What is the trait you most 
deplore in yourself?
Being too focused on the destination and 
not soaking up the joy of the journey.

What is your most marked 
characteristic?
My sense of humor.

What do you consider your 
greatest achievement?
Being a father to my children is certainly my 
most precious responsibility and one that 
I treasure deeply. As a professional, I have 
sought to continue to improve my skills, 
whether it was by completing my MBA 
part-time, completing my second language 
training, or recently completing my Institute 
of Corporate Directors designation. Invest-
ing in my personal development and growth 
is important for me and the people I lead. 

What is your favorite activity?
Summer days on Grand Lake with my fam-
ily and friends.

What is your idea of perfect happiness?
My family together, just being.

What is your favorite place?
Sitting next to a fire with my family.

Who are your heroes?
My father was born into a farm family. He 
lost his father during his teen years and 
was in a position to find a path for himself 
with the help of my grandmother and a 
supportive, caring uncle. He raised a family 
with my mother, owned a farm, and later 
launched a successful business while being 
active in the community and in politics. His 
love of family, determination, and focus are 
inspiring to me.

On what occasion do you lie?
To protect the ones I love from harsh realities.

Which words or phrases 
do you most overuse?
Threading the needle.

What is your favorite book?
A Promised Land by Barack Obama.

What technological advancement 
do you most anticipate?
Robots that will clean my house (well).

What is your greatest regret?
Not spending enough time with my children.

What is your motto?
Life is not a straight line. n
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NEW ARTICLE TYPE: 

BC Stories H ave you heard the story 
about the cardiologist 
who came across a cougar 

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

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

bcmj.org/submit-article

Questions? Email journal@
doctorsofbc.ca
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