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Bizarre love triangle

hysician wellness and burnout are all

the buzz, and rightfully so. But how

often do we consider the partners
and significant others of these martyrs of
modern medicine? These selfless, under-
standing, loving people are there when we
get home from a long, unpredictable day
that has emptied our emotional tanks, danc-
ing around us on eggshells, trying to hold
everything together for us. How are they
coping when stung by association?

Like the title of New Order’s 1986 hit
single, it is a “bizarre love triangle”—the
physician, the practice, the partner. A tri-
angle perched precariously, shifting its bal-
ance from point to point to point, vulnerable
to toppling and breaking at any time. The
balancing act must be carefully attended to
for it to be maintained.

A physician’s partner may stay at home,
be a physician themselves, or have an equal-
ly busy career in another field. Whatever
their role, they share in our struggles. Physi-
cians tend to be type A personalities with
some control issues thrown in. It is a special
person who is able to be partnered with a
physician, and when a physician finds the
right partner, it can be a beautiful thing.

My partner is my rock, my blankie, my
big bear stuffie that I can hug, my reality
check, my reassurance, and, most of all, my
best friend. But we have had our issues,
and there is nothing like having a good
counselor to see us through those times.
Our counselor was instrumental in resus-
citating our relationship. He taught us the
art of hugging. Not a pat on the back, but
a full-on hug lasting a minimum of 10 sec-
onds. It sounds too easy, but try it. It will
revive your physical connection with your
partner. In the opening line of the 2004
movie Crash, Don Cheadle talks about the
sense of touch: “I think we miss that touch
so much that we crash into each other, just
so we can feel something.” Over the past 3
years, as doctors, we have been instructed to

change our philosophy on physical contact
with patients, and this permeates into our
personal relationships. The hug that I used
to enjoy when arriving at home felt taint-
ed, no longer easy and appropriate. How
do we recover that mental and physical
connection?

The physician, the
practice, the partner.
A triangle perched
precariously, shifting
its balance from point
to point to point,
vulnerable to toppling
and breaking at any time.
The balancing act must
be carefully attended to
for it to be maintained.

I decided to seek the advice of a col-
league in Kamloops. David Darwin is a
registered clinical counselor. He enlightened
me on his perspectives on physicians and
their relationships:

“I have worked over the years with doc-
tors and their significant others, as a well as
with groups of doctors aiming to prevent
professional burnout. During this time,
I have identified one particular difficulty
that stands out. Medical practitioners can
struggle to connect with their partners on
an emotional level. Because the medical
field encourages a separation of self from
emotions when dealing with patients, health
care professionals may find it difficult to ac-
cess their emotions when off duty. Western
society reinforces this practice by warning
us all against connecting too much with our
own or others’ emotions. Yet, emotions have
been described as a lifeblood of relation-
ships and the messenger of love. (For more

EDITORIALS

information, see 4 General Theory of Love
by Thomas Lewis').” For more of Darwin’s
thoughts on the importance and challenge
of emotional connections, see his blog post
on bemj.org.

At Darwin’s suggestion, I watched Brené
Brown’s TED Talk on vulnerability,? read
the summary of Amir Levine and Rachel
Heller’s book Attached ® (which reviews at-
tachment styles), and filled out an ARE
questionnaire* (which considers accessi-
bility, responsiveness, and engagement) to
assess the state of our current relationship.

I realized that I was able to connect with
my partner only once I let my guard down.
Accepting vulnerability has enhanced my
relationship with my partner and has made
me a better physician. I can also connect
with my patients on a deeper level. I can
openly celebrate their happiness and com-
fort them in their times of sorrow. I hug
my patients.

I challenge all of you to find your bal-
ance in the bizarre love triangle. B
—Jeevyn K. Chahal, MD
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EDITORIALS

You are doing amazing
things, and we want to hear

about them

alling all readers: we want to hear
from you!

The BC Medical Journal is a
unique publication—it is the only provin-
cial medical journal in Canada and one of
Doctors of BC’s longest-running member
benefits. And it is you, our readers and col-
leagues, who contribute to its success and
quality. We are proud and humbled to fa-
cilitate communication
between doctors of all
specialties throughout
our beautiful province.
We know from reader
research that physi-
cians across all disci-
plines read the BCM]J,
so if your article is published here, I would
argue that more of your colleagues are like-
ly to see it than if it were published in any
other journal.

In the first quarter of 2023, we received
more submissions than ever before, and
we couldn’t be happier about it. We have
been impressed by the work being done
by some of our province’s largest screen-
ing programs, such as breast cancer, colon
cancer, and lung cancer screening. UBC
medical students continue to contribute in
the BCMD2B category, which highlights
a promising future for our profession, and
the BCM]J remains a place to learn about
timely public health issues such as increas-
ing rates of syphilis and opioid use. I want
to encourage our readers to continue the
good work of writing for the journal. Phy-
sicians from across our province are doing
amazing things, and our mission is to share
that information. Tell us what you’re up to!

Clinical articles are always welcome,
including papers on randomized con-
trolled trials, retrospective cohort studies,

154 BC MEDICAL JOURNAL VOL. 65 NO. 5| JUNE 2023

It is you, our readers
and colleagues, who
contribute to the journal’s
success and quality.

and quality assurance projects. Remem-
ber that medical learners are often seek-
ing research and writing mentorship, and
this can be a good way to get our newer
colleagues involved in medical writing. If
research is not your cup of tea, consider
submitting a Clinical Image with an ac-
companying description or a short blurb
for our online Blog. We also recently in-
troduced a new article
type—BC Stories—
where we encourage
you to tell us about an
experience in your life
outside of medicine,
whether tales of the
arts, athletics, travel,
or humanities from around BC. Finally,
if you've got an opinion to share, then tell
us what you rea/ly think. The Premise cat-
egory includes essays and opinion pieces
on any medicine-related topic, and Letters
to the Editor are a quick way to share your
point of view.

Diversity is essential; it enhances the
quality of health care we can offer to pa-
tients, and when we share experiences from
our diverse physician workforce, we have
an opportunity to advance the culturally
sensitive and appropriate care we provide,
leading to better health outcomes. Our
province’s diverse population comprises
individuals from a variety of ethnic, cul-
tural, and socioeconomic backgrounds,
each with unique health care needs. The
more we communicate, the better we foster
a collaborative and inclusive health care
system that benefits everyone in British
Columbia. B
—Caitlin Dunne, MD

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.

Thank you to Dr Brian Day

I wanted to pass on a thank you to
Dr Brian Day for not being afraid to use
his voice and for advocating for a better
health care system over the years. His
words have become more compelling to
me with time, and I think they are more
poignant than ever.

Every doctor I have met has a passion
unique to themselves. Some of those pas-
sions and practices can't be justified within
the funding of the existing public health
care system. That’s not all bad. But I, like
Dr Day, it seems, wish there was more flex-
ibility to innovate both inside and outside
the existing system. I truly believe it would
benefit more people, regardless of income.

—Darren Jakubec, MD
Smithers

Prefer to read the BCMJ online?

1. Email “stop print” to journal@
doctorsofbc.ca with your name
and address.

2. Go to bcmj.org, click on the “Free
e-subscription” button, and provide
your name and email. You will
receive the table of contents via
email notices, letting you know
when a new issue is online (10/year).



( : oined by Elder Albert Marshall in
2004, Etuaptmumk is the Mi'kmaw
word for Two-Eyed Seeing. It re-

fers to learning to see from one eye with
the strengths of Indigenous knowledge and
ways of knowing and from the other eye
with the strengths of Western knowledge
and ways of knowing. This process of bal-
ancing and learning to use both eyes to take
in knowledge from both cultures should be
pursued by all of us.

The concept of Etuaptmumk has gained
recognition across Canada, and it is one that
I have come to understand as particularly
true in our roles as physicians. Alongside
Indigenous patients, we are to integrate
our knowledge of science, anatomy, and
physiology with an understanding of the
lands, context, and culture. Reflectively, this
is true for all our patients. As physicians,
we continually integrate the knowledge we
gain from medical information, scientific
research, and data with our lived experiences
and our state of mind and being.

On display in the main entry of the
Doctors of BC office in Vancouver is art-
work by Mr Rain Pierre with a caption that
reads: “BC doctors walk with all Indigenous
patients in the spirit of truth and reconcilia-
tion.” If we want to live this statement—that
we walk alongside Indigenous patients—I
encourage each of us to understand more
about Indigenous ways of knowing, being,
and doing.

Anyone who has heard me speak will
know I introduce myself from the frame
of human being and human doing. In my
human being, I am a husband, father, son,
brother, grandson, uncle, settler of European

Etuaptmumk:
Two-Eyed Seeing

PRESIDENT’S COMMENT

Community engagement and learning session with local Elders and the First Nations Health Authority at
the Anderson Creek Longhouse, Boston Bar, BC.

descent, and believer in our humanity and
our creator. I do my best to acknowledge my
elders and the family from which I come,
and I appreciate the privilege I hold having
these people in my life. In my human doing,
I am a family physician, a rural generalist,
a leader, and someone who has the great
honor to serve as president of Doctors of
BC.The frame of human being and human
doing is something I have learned from In-
digenous Elders and Knowledge-Keepers
I have met and sat with in circle. There is a
balance and a recognition of the whole of
who I am when I introduce myself as more
than just my profession.

Wednesday, 21 June 2023, is National
Indigenous Peoples Day in Canada. As
Canadians, and especially as physicians
whose profession lies in healing and helping
people, it is important that we understand
the impact of colonialism and its last-
ing effects on Indigenous people’s health
and well-being. We should, as encouraged
by Megan Tipler, an Indigenous teacher,
“learn about Indigenous brilliance and suc-
cess as much as you learn about Indigenous

suffering and trauma.” June is an opportune
time to do so, whether by attending an event
across the province, on reserve or in com-
munity, or by signing up for an educational
series on cultural safety and humility (www
.collaborateonhealthbc.ca/events).
Personally, I will continue to share and
reflect on the knowledge I have gained from
the time I spent on reserve, in the longhouse,
and with Elders. Teachings like listening
with my three ears, the idea of ceremony
in medicine, and Two-Eyed Seeing are in-
valuable pieces of knowledge that I have
acquired over the years from many Elders.
I cannot predict how your journey will
be enriched by seeking knowledge and un-
derstanding from Indigenous Elders, for it
is personal. But I can assure you that as you
begin to see Etuaptmumk, your perspective
on both medicine and life will undoubt-
edly expand. What better time than now
to celebrate and revere Indigenous ways of
knowing, being, and doing, and to consider
integrating them into your practice. B
—Joshua Greggain, MD
Doctors of BC President

BC MEDICAL JOURNAL VOL. 65 NO. 5| JUNE 2023 155



WORKSAFEBC

Deconstructing stress leave

here is a growing demand for time

away from work due to stress,

burnout, and compassion fatigue.
When a patient asks for a note to begin a
stress leave, physicians and nurse practitio-
ners may be conflicted or unsure of where
to begin. They are also increasingly aware
of the social determinants of health, in-
cluding the harms of worklessness,'” and
want to provide the best care and advice
to patients who are requesting a medical
absence from work.

Ideally, employers can make accommo-
dations to allow their employees to remain
at work in some capacity. However, if you
agree that your patient should be off work
completely, the next question is often how
to get financial support for their absence.
For WorkSafeBC coverage, there must be
an identified and accepted work-related
injury.

Confirming a workplace mental
health injury

Confirming a workplace mental health in-
jury involves two required steps. The first
requirement is for WorkSafeBC adjudica-
tive staft to accept a mechanism of injury
that occurred at work, such as a traumatic
event or a significant stressor. Bullying and
harassment (behavior that is clearly meant
to intimidate or humiliate) are considered
significant stressors. For some occupations
now covered under provincial presumptive
legislation, it is presumed that the patient’s
diagnosis was caused by their work, and
no causal analysis is required once it is es-
tablished that they have been exposed to
a traumatic event. These occupations are
emergency medical assistants (including
paramedics), firefighters, police officers,

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

156 BC MEDICAL JOURNAL VOL. 65 NO. 5| JUNE 2023

sheriffs, corrections officers, emergency
response dispatchers, nurses regulated by
the British Columbia College of Nurses and
Midwives, and health care assistants regis-
tered with the BC Care Aide and Commu-
nity Health Worker Registry and working
in a publicly funded setting.

Once WorkSateBC adjudicative staff
accept or presume a mechanism of injury for
a mental health injury, they will arrange for
an assessment with a psychologist or psy-
chiatrist to confirm a DSM diagnosis. This
second step is mandated by provincial leg-
islation, not by WorkSateBC. It is also pos-
sible that a traumatic event at work or other
significant workplace stressors have caused
a worsening of an established mental illness.
In such cases, you can treat this the same
way you would any mental health claim and
start by submitting a Form 8 report.

Mental illness that is not work
related

If a mental illness is not work related, other
avenues to consider are medical employ-
ment insurance, short-term disability, and
long-term disability. Each of these has its
own paperwork and eligibility criteria.
Some regions of the province now have
access through primary care networks to
publicly funded social workers who can
help your patients navigate these applica-
tions. Employees may also have access to
assistance through their human resources
department or union representative.

Stress leave in the absence of
mental illness

If someone is experiencing workplace burn-
out without an underlying mental illness
(i.e., they are functioning normally out-
side of the work setting and do not meet
the criteria for a mental health disorder),
they are not eligible for financial support
through WorkSafeBC. In this scenario, be-

fore writing a note for stress leave, it can be

important to discuss with your patient the
pros and cons of being off work. While a
break from work may provide some imme-
diate symptom relief or avoidance of condi-
tions your patient finds stressful, if nothing
else changes during those few weeks off, you
and your patient may find at follow-up that
their condition is unchanged while their
risk of losing their livelihood has increased.

Asking your patient what will happen
during stress leave—for example, “What is
it about being oft work that will help you?”
and “How will the situation have changed
when you return to work?”—often helps
both parties recognize when a temporary
exit may or may not resolve the stress with
which your patient presents. In addition to
exploring possible workplace accommoda-
tions, you can assist your patient through
this type of stressful experience in the same
way you might through other life stressors
or illness. If you think the workplace is un-
safe, please report it to WorkSafeBC Pre-
vention Services at 604 276-3100 or 1 888
621-7233; your call can be anonymous.

A request for stress leave can also be a
valuable opportunity to review coping strat-
egies with your patient. Proper sleep, nutri-
tion, exercise, and healthy social connections
are all great ways to maintain and enhance
our mental health. Resources like www
.heretohelp.bc.ca and www.keltymental
health.ca have useful educational materials
and tips for stress management.

If you have additional questions or need
help with a particular patient, please don't
hesitate to contact a WorkSafeBC physi-
cian medical advisor or make a RACE re-
quest (via the RACE app or by calling 604
696-2131 or 1 877 696-2131) to discuss. H
—Tanya Fairweather, MD, CCFP, FCFP
WorkSafeBC Medical Advisor
—Celina Dunn, MD, CCFP, CIME
Medical Services Manager, WorkSafeBC

References on page 159



Professional interpretation
service accessible to all
community specialists in BC

n professional interpretation, a skilled

interpreter translates oral information

from one language to another, reduc-
ing language barriers and enabling under-
standing between parties. Within health
care, professional interpreters can both
provide literal interpretation and incorpo-
rate cultural nuances in communications.
At times, advocacy may also be integrated
into the interpreter’s role. Within BC, the
Provincial Health Services Authority of-
fers Provincial Language Services, which
includes translation and interpretation in
over 200 languages. Options for interpre-
tation delivery include on-site interpret-
ing (available only for Lower Mainland
health authorities), virtual health visit in-
terpreting, remote video interpreting, and
over-the-phone interpreting.

Unaddressed language barriers are
linked to reduced health care access for im-
migrants and refugees with non-English
language preferences. With BC’s growing
immigrant and refugee populations, there is
an increased need for interpretation services
and greater responsibility to accommodate
communication in health care settings. In
parallel, there is also a need to promote in-
terpretation services among health profes-
sionals; underuse and lack of awareness of
such services have been noted in BC and
other provinces.

In the 2019-2020 fiscal year, there was an
average of 426 requests per day for medical
interpretation in BC. Research has shown
that the use of skilled interpreters reduces

This article was submitted by the
Specialist Services Committee and has
not been peer reviewed by the BCMJ
Editorial Board.

the inequity that non-English-speaking
patients experience in receiving health care.
'This is achieved through improved compre-
hension and clinical outcomes and increased
patient satisfaction. Professional interpre-
tation is also helpful for medical provid-
ers, as it can improve accuracy by reducing
miscommunication and subsequent errors
in diagnosis and treatment. The benefits of
interpreters go beyond literal translation;
interpreters can also contribute cultural un-
derstanding and enable providers to offer
more culturally sensitive care.

However, providing adequate interpre-
tation services is also associated with nu-
ances and challenges. Using interpretation
services can appear to be time-consuming
and may cause frustration for both pa-
tients and providers. There is also a lack of
knowledge about existing interpretation
services and how to use them. In addition,
due to the number of different languages
spoken in Canada, it can be difficult to find
an in-person interpreter. However, studies
report that while in-person interpreter en-
counters were better perceived by patients
and providers, there was no significant dif-
ference in overall visit satisfaction between
different types of interpreters.

The spoken language interpreting ser-
vice initiated by the Specialist Services
Committee (SSC) is available to all spe-
cialists and office-based allied health teams
(e.g., registered nurses, medical office as-
sistants, respiratory therapists) at no cost.
This telephone-based service is accessible
through Provincial Language Services and
provides professional interpretation in more
than 200 languages, 24 hours a day, 7 days a
week. In 2022, when the SSC pilot program

was initiated, community specialists from

SSC

19 specialties used the service for approxi-
mately 50 hours per month.

There is clear evidence of demand for
such services from both specialists and the
communities they serve. This is a significant
step in providing equitable, high-quality
medical services to all residents of the prov-
ince, regardless of their preferred spoken
language or background.

Previously, Provincial Language Servic-
es was available only to community-based
family physician offices through Divisions
of Family Practice. With the introduction of
this service through SSC, skilled language
interpretation is now accessible across a
broad spectrum of health care in BC.

Short videos and interviews are being
created to promote and educate staff on
the importance of professional interpreta-
tion and the availability of such services. To
support widespread ease of access to Provin-
cial Language Services, the goal is to pro-
duce additional outreach materials such as
easy-to-follow instruction sets for medical
offices. On a broader scale, the implementa-
tion and promotion of this service can be
accelerated with increased government and
committee funding. In the future, develop-
ment of training programs for staff can also
help educate them on the appropriate use
of such technologies. Community special-
ists throughout BC can incorporate this
service into their practice to provide more
equitable care to all patients in a highly
efficient manner. W
—Farhad Ghaseminejad, MSc
Department of Medicine, Faculty of
Medicine, UBC
—Tala Salaheddin, BSc (Hons)

Department of Medicine, Faculty of

Medicine, UBC
Authors continued on page 159
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Risk of mortality among people

with schizophrenia during the
2021 heat dome

he 2021 heat dome was one of

the deadliest weather events in

Canadian history,' and during
that period schizophrenia was associated
with a higher risk of death than any other
chronic disease.? There were 134 deaths
among people with schizophrenia in BC
during the hottest 8-day period. This repre-
sents approximately 8% of all deaths during
the event, even though people with schizo-
phrenia represent only approximately 1% of
the BC population. When deaths during
the heat dome were compared with deaths
on the same days in previous years, having
schizophrenia was associated with a three-
fold increase in the risk of death.? Despite
these striking results, people with schizo-
phrenia are not usually at the forefront of
public health messaging about extreme heat
events.

There are several interrelated reasons
why people with schizophrenia may be at
higher risk from extreme heat [Figure].
First, they may lack insight into their own
health or experience disorganized think-
ing; therefore, they may not recognize
the threat posed by high temperatures.
Second, schizophrenia can lead to social
isolation and economic marginalization,
both of which are independent risk fac-
tors for mortality during extreme heat.>®
Third, schizophrenia may co-occur with
other conditions such as substance use dis-
order, diabetes, and hypertension, which
increase heat-related risks.® Finally, some

This article is the opinion of the BC Centre
for Disease Control and has not been
peer reviewed by the BCMJ Editorial
Board.
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FIGURE. Intersecting risk factors for increased susceptibility to extreme heat among people with

schizophrenia.

medications used to treat schizophrenia
can affect thermoregulation and increase
physiological susceptibility to heat.® This
is particularly true for antipsychotics with
anticholinergic properties.

We used PharmaNet to identify medi-
cations dispensed to all people in BC with
schizophrenia in the 90 days prior to the
2021 heat dome and compared dispensa-
tions among those who died and those who
survived. Among those who died, 80% had
been dispensed an antipsychotic medication,
compared with 55% of those who survived.

We also found that 65% of those
who died had seen a physician for a

schizophrenia-related visit in the preced-
ing year. Clinicians are well positioned to
communicate about extreme heat with pa-
tients who have schizophrenia and might be
at high risk. A useful framework to protect
patients can be found in Current Psychiatry
(https://cdn.mdedge.com/files/s3fs-public/
CP02109027.pdf)” and a BC guide to
prepare for extreme heat can be found
at www2.gov.bc.ca/gov/content/safety/
emergency-management/preparedbc/
know-your-hazards/severe-weather/
extreme-heat.® Clinicians may also have the
opportunity to communicate with family,
caregivers, and others who support people



with schizophrenia and can highlight the
importance of health checks’ during hot
weather. In-person or virtual checks can be
used to assess how an individual is coping
with extreme heat, encourage them to take
protective cooling measures, and initiate
assistance if needed.

People with schizophrenia are particu-
larly susceptible to extreme heat, as dem-
onstrated by the 2021 heat dome in BC.
Although the side effects of antipsychotic
medications can increase risk, the pathway
between heat and health outcomes among
people with schizophrenia is complex. An-
tipsychotic medications are lifesaving thera-
pies, and they should not be discontinued
or modified to reduce risk during extreme
heat. Instead, those treating and supporting
people with schizophrenia should focus on
other risk factors associated with the con-
dition, particularly social isolation and lack
of access to air conditioning. By identify-
ing, counseling, and checking in on those

at highest risk, we can reduce morbidity
and mortality during future extreme heat
events. ll

—Shirley X. Chen, MPH

Field Epidemiologist, Environmental
Health Services, BCCDC and Public Health
Agency of Canada

—NMichael J. Lee, PhD

Epidemiologist, Environmental Health
Services, BCCDC

—David A. McVea, MD, PhD

Public Health Physician, Environmental
Health Services, BCCDC

—Sarah B. Henderson, PhD

Scientific Director, Environmental Health
Services, BCCDC
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Health care providers’
perspectives on medical travel in

northwestern British Columbia

If effort is not made to support rural patients who have to travel to receive
medical attention, gaps in care between rural and urban patients will widen.

ABSTRACT

Background: Rural patients frequently travel
long distances to receive medical care. Our
objective was to explore their challenges with
medical travel.

Methods: In this qualitative study, we inter-
viewed 10 health care providers in northwest-
ern BC about the experiences of rural patients
when undertaking medical travel. We used the-
matic analysis and patient partners to identify
key themes, challenges, and ways to improve
patients’ experiences.

Results: Health care providers’insights on the
challenges with medical travel were based on
the cumulative stories of patients’experiences.
Six key themes were identified: travel delays,
financial impact, travel logistics, uncertainty
about urban environments, family impact, and
inability to travel.

At the time this research was conducted,
Dr Massel was a medical student at

the University of British Columbia. Ms
Jawanda was a research assistant at the
University of Northern British Columbia.
Dr Sohi was a clinical assistant professor
at UBC. Ms McMillan was a patient
partner. Dr Jaworsky was a clinical
assistant professor at UBC and an affiliate
clinical assistant professor at UNBC.
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Conclusions: Rural patients’ experiences with
medical travel could be improved by provid-
ing more support for travel costs, making
travel arrangements for patients, considering
the patient’s personal context when book-
ing appointments and planning discharges,
and increasing telehealth services and visiting
specialist services.

Background
Each year, more than 7300 patients are
transported to hospitals by air ambulance
within BC, and countless others travel pri-
vately to urban centres for outpatient care.!
Northern BC is particularly remote, and
reaching tertiary-level specialist services
requires expensive flights and long drives.
Understanding the challenges patients face
with medical travel is vital to better address
health equity and access issues in BC.

Previous studies have identified many
challenges rural patients and families ex-
perience in undertaking medical travel, in-
cluding financial burdens, unfamiliarity in
urban environments, lack of continuity of
care, and isolation.”® However, most stud-
ies have focused on rural Australia and the
United States. Data from northwestern BC
are needed to better understand the local
context, which can be influenced by geog-
raphy, weather, and the health care system’s
structure.” 10

Health care providers offer valuable per-
spectives on medical travel. As active par-
ticipants in the patient’s medical care, they

witness challenges many patients experience
in navigating medical travel and understand
the complexity of the BC health care sys-
tem. We interviewed health care provid-
ers in northwestern BC to identify patient
challenges and successes in undertaking
medical travel and areas for improvement.

Methods

Study design

The study was guided by the Northern
Patient Travel Improvement Committee,
which includes patient partners, health
researchers, and health care providers.
We used a qualitative research design
(semi-structured one-on-one telephone
interviews) to record health care provider
perspectives. Participants were asked about
their role in caring for patients who have to
travel to receive medical care and the chal-
lenges and successes in undertaking medical
travel; suggestions for improvement were
also requested.

Study area

'This study focused on northwestern BC, a
geographically and culturally diverse area
populated by several Indigenous nations (in-
cluding the Gitxsan, Haisla, Haida, Nisga'a,
and Tahltan Nations; Tsimshian First Na-
tions; Taku River Tlingit First Nation; and
Wet'suwet'en First Nation) and ethnically
diverse settler populations.' Transit is com-
plicated by long drives, mountain weather,
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and lengthy ferry commutes from island
communities. Commercial flights service
only a few communities in the area. Health
care facilities in this region range from
small nursing stations to larger hospitals
with general internal medicine and surgi-
cal specialists.

Study participants

Health care providers were invited via local
email lists to participate in short interviews
to obtain their opinions on medical travel.
Sampling was aimed at including diverse
health care providers in family medicine,
emergency medicine, inpatient medicine,
transport paramedicine, and social work.
Effort was made to recruit health care pro-
viders from remote communities to reflect
the additional pressures of remote medical
travel. Participants were recruited until data
saturation was reached.

TABLE 1. Demographics of study participants.

Occupation No. (%)
Family physician 5 (50)
Specialist physician 3(30)
Transport paramedic 1(10)
Social worker 1(10)

Identified gender No. (%)
Male 7 (70)
Female 3(30)

Age No. (%)
30-39 6 (60)
40-49 1(10)
50-59 2(20)
60 and older 1(10)

Years worked in Mean: 12

northwestern BC Median: 6

Data analysis

Thematic analysis was conducted on tran-
scribed interviews that were coded using
NVivo v12 software.'? Data were analyzed
based on the explicit meanings of partici-
pants’statements. Initial themes were devel-
oped both deductively from previous studies
and inductively based on interview con-
tent. The research team, including patient
partners, then reviewed the coded data and
provided input on which themes were most
important based on the data and their expe-
riences. Final themes were selected based on
how frequently they occurred in interviews
and on patient partner contextualization
of the data. All suggestions for improving
patient experiences were documented and
linked to the relevant medical travel chal-
lenge based on sequence in the interview
and related content.

CLINICAL

Ethics approval

Ethics approval was obtained from the
University of Northern British Colum-
bia Research Ethics Board (file number
H18-02178). Participants provided in-

formed consent.

Results

Ten health care providers were interviewed,
including family physicians, specialist
physicians, a social worker, and a trans-
port paramedic [Table 1]. Six key themes
were selected for discussion: travel delays,
financial impact, travel logistics, uncertainty
about urban environments, family impact,
and inability to travel. A summary of rec-
ommendations for improvement is provided

in Table 2.

TABLE 2. Patient challenges with medical travel and potential improvements.

- Provide additional financial supports and subsidies, especially for low-income

- Provide care coordinators to help out-of-region patients coordinate tests and

«  Group multiple appointments into a single visit to an urban centre.
« Provide shared care between local and tertiary care providers to arrange

for testing (e.g., lab tests, imaging) to be done locally before the patient’s

Challenge Suggested improvements
+ Increase the number of air ambulances.
Travel delays + Place advanced care paramedics in rural communities.
« Streamline bed allocation in tertiary care and at repatriation sites.
Financial families.
impact «+ Provide funding for return travel after acute care transfer.
«+ Provide subsidized accommodations near tertiary care centres.
appointments.
Travel
logistics appointment at a tertiary care centre.

« Improve communication between tertiary care centres and local providers at
the time of patient discharge.

« Increase the number of medical trainees in rural sites to improve awareness of
rural resource limitations.

+ Increase communication between tertiary care and local providers prior to
patient travel.

«+ Provide support from social workers and Indigenous liaisons in tertiary care
centres.

Uncertainty
about urban
environments

- « Increase funding for family members to escort patients.
Family impact ; . e . .
« Create more inclusive criteria regarding necessary patient escorts.
+ Provide virtual care, including telehealth clinics and RACE (Rapid Access to
Consultative Expertise).
« Expand visiting specialist services to more rural communities.

Inability to
travel
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Travel delays

'The problem of travel delays was ubiqui-
tous, and acutely ill patients often waited
days while medical travel was arranged. It
was trying for rural patients to know that
their urban counterparts received care for a
similar condition in a timely manner while
their care was postponed due to travel de-
lays. One interviewee said, “Some of them
have the experience of the plane coming
and being turned around. Or being told
[urban hospital] has a bed, day one . .. get
them here by 12 oclock. No plane. Then
day three, no more bed. ... And then they
wait until day eight.”

Recommendations

Increase the number of air ambulances and
strategically place advanced care paramedics
in rural communities. Additionally, stream-
line bed allocations to help optimize exist-
ing transportation resources by ensuring
patients can be efficiently transferred to and
from hospital by air ambulance.

Financial impact

Most medical travel expenses were borne
by patients. When traveling for ambula-
tory care, patients needed airfare and hotels,
often for multiple trips. Patients who were
transported by air ambulance for a medi-
cal emergency were usually responsible for
their return transportation home once they
were stabilized. It was especially difficult
for patients with limited financial means
to come up with large sums on short notice.

Recommendations

Provide additional financial subsidies to
ease the financial challenge patients face.
Health care providers commended Work-
SafeBC, local Indigenous communities,
and the First Nations Health Authority
Medical Transportation Benefit program
for supporting members’ travel expenses;
however, more supports for low-income
persons are needed, as are programs such
as funded travel home following emer-
gency hospitalization. Subsidized accom-
modations (such as BC Cancer lodges and

Ronald McDonald Houses) are helpful in
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relieving the burden of accommodation
costs, but they are available only to certain
patient populations; more are required to
support rural patients’ travel.

Travel logistics

Health care providers recalled stories of
patients transported emergently by air am-
bulance who were then discharged without

Patients who were
transported by air
ambulance for a medical
emergency were usually
responsible for their
return transportation
home once they
were stabilized.

shoes or wallets from an urban centre hun-
dreds of kilometres away from their com-
munity. One interviewee said, “Once they
get their problem dealt with down there,
they’re booted out the door and they have
to make their own way back. They may not
have even brought any clothes with them
... so it often seems like there’s very little
attention brought to the fact that it’s go-
ing to be difficult for a patient from a small
centre to get back ... on their own.”
Travel logistics were also challenging for
ambulatory care travel. Visiting a specialist
often took 1 to 2 days of travel, and danger-
ous winter travel conditions often caused
delays. While away for many days, patients
had to plan for responsibilities at home,
such as care of dependants. Cancelation or
rescheduling of appointments also created
a considerable burden for patients who had
already booked travel arrangements.

Recommendations

A considerate, patient-centred approach
to booking appointments and arranging
discharges is needed for rural patients. Sup-
port in making travel arrangements, such
as out-of-region care coordinators, should
also be provided. Additionally, consulting

specialists could ask for testing or imaging
to be arranged in advance of medical travel
in order to minimize the need for return
trips, and multiple appointments could be
grouped into one visit to an urban centre.
Also, medical trainees should be exposed to
rural placements to foster understanding of
the logistical challenges rural communities
face in accessing medical care.

Uncertainly about urban
environments

Traveling to an urban environment could be
intimidating and anxiety provoking for rural
patients. Often, patients were isolated from
family and social support, and some held
cultural or societal beliefs that were unfa-
miliar to the urban care team. Patients who
were undertaking medical travel had many
questions that their health care providers
were not able to answer, such as the nature
of care in the city and the length of travel
required, whether family would be able to
accompany them, and how they would re-
turn home. One interviewee said, “They
have this fear of going to a bigger centre
where they don’t know their way around,
they’re leaving their family . . . they don't
know for how long, they don’t know where
they are staying . . . not to mention they
have to travel with this medical condition.
... All the additive questions and additive
fears . . . are pretty distressing for people.”

Recommendations

Health care providers need information
about what services are available in urban
centres in order to support patients with
their medical travel and help alleviate their
anxiety. More detailed communication from
providers in urban centres is also needed.
Additionally, social workers and Indigenous
liaisons should be available in tertiary care
centres to support rural patients who have
to undertake travel for medical reasons.

Family impact

Due to financial limitations, travel logistics,
or responsibilities at home, family members
were often unable to accompany their loved
one on medical travel. If separated, family
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members felt guilt for not being present to
support their loved one. It was also difficult
for them to receive updates and advocate for
their loved one from afar. If family members
did travel with their loved one, they often
did so at a considerable cost.

Recommendations

Increase funding for family members to
escort their loved ones to medical care, and
ensure affordable accommodation is avail-
able. In addition, requirements for escorts
need to be broadened beyond physical need
to also encompass the overall wellness needs
of patients.

Inability to travel

For some rural patients, the barriers were
such that they were unable to undertake
medical travel, even at risk to their health.
Reasons for declining medical travel were
multifactorial and included many of the
themes described above, as well as pre-
vious negative experiences with medical
travel. One interviewee said, “I have a lot
of patients who, even though I think they
have cancer and should probably have a
PET [positron emission tomography] scan,
they’re not going to get their PET scan until
the spring. That’s just their choice. ... They’ll
delay because of weather, and they’ll decline
entirely because of finances.”

Recommendations

Virtual care, including telehealth clinics and
the RACE (Rapid Access to Consultative
Expertise) telephone line, allows patients
to be cared for locally, which reduces the
need to travel. Expanding visiting specialist
services to more rural communities would
reduce the need for patients to travel for
ambulatory care and would help local pri-
mary care providers gain expertise through
shared care approaches.

Discussion

Equal access to health care is an underpin-
ning principle of the Canadian health care
system.">!* Our study highlights the many
challenges of medical travel, which makes
it difficult for rural patients to access the

same standard of care that is available to
urban patients. As medical care increases
in complexity, there is a trend toward cen-
tralizing services in urban centres that have
specialized imaging and therapeutics.’>¢
'This increases the need for rural patients
to undertake medical travel. If proportional
effort is not made to support rural patients

who have to undertake medical travel, care

Expanding visiting
specialist services to
more rural communities
would reduce the need
for patients to travel
for ambulatory care
and would help local
primary care providers
gain expertise through
shared care approaches.

gaps between rural and urban patients will
widen. Local, regional, and provincial strat-
egies are needed to ensure equitable access
to care across BC.

Due to the diversity of rural communi-
ties in BC, unique approaches to medical
care are required, which should be tailored
to the communities’ geographic, infrastruc-
ture, and cultural aspects,and providers
working in rural communities need to be
engaged in policy development.”” In our
small study, rural health care providers iden-
tified many opportunities for improving the
experience of patients who must travel for
medical care. The study participants provid-
ed insights into system-level processes and
reflections on the experiences of patients in
their practice. Selecting participants from a
variety of professions and experiences en-
sured that diverse opinions were obtained,
which strengthened the data. With a small
sample size, there is, nevertheless, a risk of
ascertainment bias, and participants who
are stronger advocates for rural health eq-
uity may have been more likely to partici-
pate in this study. In total, eight physicians
participated in this study, which represents

CLINICAL

between 5% and 10% of the physicians who
are actively practising in northwestern BC.
'The mean years of practice in northwestern
BC was 12, which suggests that the study
participants could reflect on their experi-
ences in providing care to a large number
of rural residents. However, their percep-
tions may not have reflected all patient
experiences. Previous studies have noted
discrepancies between patients’ experiences
and providers’ perceptions of their experi-
ences.*®1 Thus, for a more complete un-
derstanding of the diversity of experiences
with medical travel in northwestern BC,
patients’ personal opinions must also be
sought (work is in progress).

Conclusions

Rural patients demonstrate resourcefulness
and resilience when facing the challenges
of medical travel. Nevertheless, significant
barriers exist, which causes frustrations for
patients and contributes to health inequi-
ties. Travel delays, financial impact, logis-
tical challenges, uncertainty about urban
environments, family impact, and inability
to travel affect rural patients who have to
travel to receive medical care. Health care
providers suggested that patients’ experi-
ences could be improved by providing more
support for travel costs, making travel ar-
rangements for patients, and considering
the patient’s context when booking appoint-
ments and planning discharges. The study
participants also felt that more patients
could be spared from having to travel to
receive medical care by increasing telehealth
services and visiting specialist services. The
findings of this study may be useful for in-
forming future policies that are directed at
improving rural patients’ experiences with
medical travel.
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telephone interpretation service
by family physicians in BC

Research and policy are needed to address barriers to the use of
professional interpretation services by BC family physicians in order to
better serve patients with limited English proficiency.

ABSTRACT

Background: Publicly funded telephone inter-
pretation for family physicians in British Colum-
bia has been available since 2017 through
Provincial Language Services. However, there
has been no published literature on its usage.

Methods: We performed a quantitative and
descriptive analysis of data from Provincial
Language Services for all users who accessed
telephone interpretation through the Prima-
ry Care Telephone Interpreting Service Pilot
Project from 2017 to 2020. These data were
then compared with publicly available data
on populations and physicians in BC.

Results: Of 23 484 interpreted telephone calls
between November 2017 and December 2020,
most (86%) were made in Vancouver. Arabic
and Farsi represented 58% of all calls. There
were 15.1 calls per 100 people with limited
English proficiency during the study period.
Average call duration was 21 minutes (range 1
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t0 266). Monthly usage increased from 164 calls
in November 2017 to 927 calls in December
2020. In 2020, an estimated 1.9% of primary
care visits involving language barriers used
telephone interpretation.

Conclusions: Uptake of interpretation ser-
vices has increased but remains low among
BC family physicians; barriers to this should
be explored.

Note: Access Appendices and Tables S1-S6
at bcmij.org.

Background
In our increasingly multicultural society,
language barriers are prevalent in health
care. Patients with limited English profi-
ciency face health care disparities, including
reduced preventive health care, increased
use of diagnostic tests, increased hospital-
izations and adverse medication reactions,
decreased satisfaction with health care, and
disparities in confidentiality and informed
consent.! Using professional interpreters
reduces communication errors, increases
satisfaction with care, corrects disparities
in health care use, and improves clinical
outcomes for patients with limited English
proficiency more than using ad hoc inter-
preters such as family or staff members.?
In British Columbia, Provincial Lan-
guage Services has provided telephone in-
terpretation in hospitals since 2003, and a
2014 pilot project brought this service to
family physicians in six municipalities.’ This

was received favorably by family physicians
who used the service,® and it was expanded
into the Primary Care Telephone Interpret-
ing Service Pilot Project in October 2017,
thereby making Provincial Language Ser-
vices interpretation available to all family
physicians at no cost.* However, our experi-
ence suggests that this service is not used
consistently.

Existing literature indicates that lan-
guage interpretation is underused in most
health care settings, including primary

56 even when it is provided free of

care,
charge.”'® Additionally, while a few pri-
mary care clinics provide interpretation to
a meaningful number of patients, they are
a minority.”!! Recognized barriers to using
interpretation include lack of awareness of
interpretation services or the perception
that access is difficult to arrange®*’ and the
perceived adequacy and convenience of us-
ing ad hoc interpreters, second-language
skills, or gestures, despite issues with ac-
curacy and confidentiality.’>'3 However,
there has been no published BC-specific
literature since publicly funded telephone
interpretation was made available in pri-
mary care province-wide through the Pri-
mary Care Telephone Interpreting Service
Pilot Project.

We describe the pattern of uptake of
the Primary Care Telephone Interpreting
Service Pilot Project by BC family physi-
cians and highlight areas where it may be
underused.
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TABLE 1. Languages requested by BC family physicians for interpretation, November 2017 to
December 2020, compared with the number of speakers who had a single response for mother
tongue (data from Provincial Language Services and the 2016 Canadian census).

Number of calls

Language in BC in Vancouver

(%) (%)
Arabic 10 076 (42.9) 9450 (47.1)
Farsi 3459 (14.7) 3406 (17.0)
Spanish 2467 (10.5) 1899 (9.5)
Somali 1067 (4.5) 1061 (5.3)
Tigrinya 1020 (4.3) 904 (4.5)
Vietnamese 1016 (4.3) 358(1.8)
Mandarin 769 (3.3) 240(1.2)
Cantonese 429 (1.8) 279(1.4)
Dari 429(1.8) 427 (2.1)
Sorani 418(1.8) 388(1.9)
Punjabi 356 (1.5) 228(1.1)
Jucanese 255(1.1) 252(1.3)
Al other 1723(7.3) 1176 (5.9)
languages
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Number of calls

Number of speakers in BC,
by mother tongue
(single response, % of non-English)

17480 (1.3)
43470 (3.3)
47010 (3.5)
1270(0.1)
410(0.03)
27150 (2.0)
186325 (14.1)
193 530 (14.6)
Not listed (closely related to Farsi)
Not listed (central Kurdish dialect)
198 805 (15.0)

Not listed (various varieties of Arabic in
Sudan)

Methods

Data were requested from Provincial
Language Services for all telephone in-
terpretation calls made from all divisions
of family practice in BC from November
2017 to December 2020. For each call,
we requested the date, duration, language
requested, geographic region, and name
of the caller. Our primary outcomes were
total number of calls per month, total
number of calls per language, total num-
ber of calls per geographic region, average
length of call, and proportion of family
physicians that used the service, as well
as frequency of usage by individual fam-
ily physicians. Data analysis and graphing
were performed using Microsoft Excel.
Data were compared to publicly available
data on physicians in BC (e.g., College
of Physicians and Surgeons of BC direc-
tory, Google search results) to identify
demographic patterns among the top 10
users. We used publicly available census
and billing data to estimate limited Eng-
lish proficiency prevalence in the 10 divi-
sions of family practice with the highest
usage, as well as to estimate limited Eng-
lish proficiency encounter frequency (see
Appendixes 1 and 2 and Tables S1 and S2
at bemj.org for detailed calculations).*16
Data were stored on the primary investiga-
tor’s OneDrive account at the University of
British Columbia. This study was approved
by the UBC Behavioural Research Ethics
Board and the Provincial Health Services
Authority’s FOI Office, Information Ac-

cess Privacy.

Results

General statistics

Between November 2017 and December
2020, 23 484 calls were made through the
Primary Care Telephone Interpreting Ser-
vice Pilot Project. Usage increased over this
period from 164 calls in November 2017
to 927 calls in December 2020 [Figure 1].
'The median and average call durations were
16 minutes and 21 minutes, respectively
(range 1 to 266 minutes). Calls between 5
and 20 minutes made up most of the calls
[Figure 2].
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Languages requested

'The most requested languages were Arabic
and Farsi; they made up 58% of the calls
during the study period. Table 1 shows the
top 12 languages requested through the Pri-
mary Care Telephone Interpreting Service
Pilot Project and compares this with the
number of people in BC who described
each language as their only mother tongue
in the 2016 Canadian census.?

Regional patterns

'The Vancouver Division of Family Practice
accounted for 85.5% (n = 20068) of the
calls made during the study period; Surrey—
North Delta was the second highest at 3.6%
(n = 838). For all of BC, the number of

calls per 100 people with limited English
proficiency was 15.1. Vancouver had 46.9
calls per 100 people with limited English
proficiency, followed by Nanaimo (38.4) and
Shuswap North Okanagan (38.4). From
there, the ratios declined significantly, with
South Okanagan Similkameen and White
Rock=South Surrey at 11.8 and 11.3, re-
spectively [Figure 3].

Vancouver

When examining the use of the service in
Vancouver, patterns were similar to those for
the rest of BC. The volume of calls increased
over the course of the study period [Fig-
ure 1]. The top 12 languages were similar,
but there were higher percentages of Arabic,

M Total calls M Number of calls per 100 people with limited English proficiency
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FIGURE 3. Number of calls by division of family practice.
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FIGURE 4. User groups, excluding one-time users.
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Farsi, Somali, Tigrinya, Dari, Sorani, and
Sudanese Arabic, and lower percentages of
Spanish, Vietnamese, Mandarin, Cantonese,

and Punjabi [Table 1].

Caller patterns

Usable caller name data were available for
22423 calls; 7159 had unique caller names.
'There were numerous misspellings of caller
names, which resulted in the data generat-
ing more unique caller names than there are
family physicians in BC. Of those users who
made at least two calls, most (87.5%) had
infrequent use (2 to 12 times) during the
study period [Figure 4]. The top 10 users
made 5219 calls, or 22.2% of all calls, dur-
ing the study period. Six of those users were
identified through the College of Physicians
and Surgeons of BC directory: all of them
were male, working in urban settings in
the Lower Mainland, with 6 to 42 years of
practice. Five had English only listed on
the public directory, and one was bilingual.
Of note, one of those users was a specialist
physician (hematology). Of the four callers
not identified in the College’s directory, all
were in an allied health position (two reg-
istered nurses, one nurse practitioner, and
one social worker). Nine of the top 10 us-
ers called from the Vancouver division; the
other user called from Surrey—North Delta.

Frequency of encounters with

limited English proficiency

Based on calculations made using publicly
available MSP billing data and BC-specific
census language statistics, we estimated that
in 1 year, 602817 primary care visits in BC
involved patients with limited English pro-
ficiency. Adjusting for the possibility that
language concordance with the patient’s phy-
sician negated the need for an interpreter, we
estimated that 524752 primary care visits
required interpretation each year. Detailed
calculations are provided in Appendix 2 and
Table S2 at bemj.org. Based on this, the 9948
calls made through the Primary Care Tele-
phone Interpreting Service Pilot Project in
2020 account for 1.9% of visits that likely

required interpretation.
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Discussion

While our results are consistent with low
rates of use of interpretation services pre-
viously reported in other jurisdictions,®!"!8
they provide new information on the use of
telephone interpretation services in family
medicine in BC. This is clinically relevant
because BC has one of the highest levels
of interpretation services for primary care
across Canada.” Our estimate that 1.9% of
primary care visits involving language bar-
riers used telephone interpretation suggests
that the Primary Care Telephone Interpret-
ing Service Pilot Project is still vastly un-
derused despite its widespread availability.

Barriers to uptake of interpretation in
primary care that were previously identified
include time pressure and preference for
alternative strategies such as using ad hoc
interpreters or getting by without interpre-
tation.>>’ However, our findings suggest
that use of telephone interpretation does
not result in exceedingly longer visits: most
calls are less than 20 minutes in duration.
Moreover, the use of telephone interpre-
tation may result in a more effective and
efficient visit compared with alternatives
such as using translation applications or ad
hoc interpreters who are not professionally
trained.

'The most requested languages did not
correlate with the prevalence of non-English
mother tongues. We hypothesize that one
reason for this is migration trends. During
the study period, five of the most requested
languages (Arabic, Tigrinya, Farsi, Kurd-
ish, and Dari) were among the most com-
mon mother tongues of resettled refugees
in BC,” whereas the prevalence of Farsi,
Spanish, and Vietnamese may be due to
Iran, Mexico, and Vietnam being among the
most common source countries of tempo-
rary residents.?! Patterns of interpretation
usage may be a result of care provided to
these populations, wherein the need for
interpretation may be more obvious. A sum-
mary of these open government data is pro-
vided in Tables S3—-S6 available at bemj.org.

A second reason why the most requested
languages did not correlate with the prev-
alence of non-English mother tongues
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could be language concordance between
physicians and patients. The most common
non-English languages—Punjabi, Manda-
rin, and Cantonese—are spoken in 13.6%
of BC homes, which lends strength to the
assumption that there are more health care
providers who are able to converse in these
languages; therefore, they do not need to use
interpretation.”® Additionally, there could be
a greater availability of family members who

Our estimate that 1.9% of
primary care visits involving
language barriers used
telephone interpretation
suggests that the Primary
Care Telephone Interpreting
Service Pilot Project is still
vastly underused despite
its widespread availability.

speak English among longer-established
immigrant communities, which could
result in an increase in the use of ad hoc
interpretation.

As expected, the use of interpretation
appeared to be highest in areas where
newcomers live. Vancouver, which had the
highest regional usage of interpretation, is
the intended destination for nearly 80%
of new permanent residents and resettled
refugees.”®? Higher usage of interpretation
in the Okanagan could be partly explained
by the presence of temporary foreign work-
ers, many of whom come from Mexico; they
face structural barriers in accessing health
care” and may not be well represented in
census data.

While the greatest uptake of the in-
terpretation service was in Vancouver, us-
age in Surrey was lower than we expected,
given the large number of people who
live there who have limited English pro-
ficiency. The use of interpretation in Sur-
rey and similar communities with a high
number of people with limited English
proficiency may be lower due to the pres-
ence of language-concordant physicians.

Additionally, Vancouver may have had a
greater use of the interpretation service be-
cause more physicians were aware of it; nine
of the top 10 users were from Vancouver.

A small number of users made up a large
proportion of the telephone calls, which is
consistent with previous literature.>® One
study of a free pilot interpreting service
in Ireland showed that the top six general
practice users booked 58% of the inter-
pretation sessions.’ The pilot study in BC
noted that more than one-third of the calls
were made by a clinic with a large Bhuta-
nese population.® We suspect that given the
substantial number of incorrect spellings of
caller names in the data, the frequency of
use is underestimated, and the top 10 users
likely made up a larger percentage of the
total call volume.

While there was a general trend to-
ward increased usage of the telephone in-
terpretation service over the course of the
study period, there was a decrease in March
2020. This was likely due to the onset of
the COVID-19 pandemic in Canada and
the subsequent decrease in people seek-
ing medical care. However, usage quickly
rebounded, and by June 2020, the monthly
call numbers had surpassed the previous
volumes. It is possible that the increased
use of technology in health care, which has
greatly increased since the COVID-19 pan-
demic, may have contributed to physicians
feeling more familiar and comfortable with
incorporating technology into primary care
visits.?*

We identified a gap within health care
for people with limited English proficiency.
While the reasons for this gap have yet to
be identified for our specific region, our
findings have implications for future in-
tervention and policies. We suggest that
more education initiatives directed at family
physicians in BC regarding the accessibility
of free telephone interpretation could play
a beneficial role. Future research should
explore the barriers to using telephone in-
terpretation among BC family physicians.

'The College of Physicians and Surgeons
of BC released a new practice standard in
April 2023 that emphasizes the importance
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of addressing language barriers when ob-
taining consent to treatment, highlights
some of the concerns with use of family
members and ad hoc interpreters, and rec-
ommends professional interpretation.*2
Provincial Language Services provides tele-
phone interpretation for more than 200 lan-
guages; it is easily accessible to BC family
physicians; is available 24 hours a day, 7 days
a week; and is often available on demand,
although prebooking may be required for
some less common languages.” Physicians
must contact this service exclusively, but
point-to language cards can be printed off
for patients to use. Additionally, with fund-
ing from Doctors of BC, a pilot project
conducted in 2023 made this service avail-
able to community specialists. See the Box
for details on how to access this service.?®

Study limitations

Ovur study has several limitations. First, giv-
en the high number of inaccuracies in the
spelling of caller names, we were unable to
accurately calculate the frequency of use of
the interpretation service or the proportion

BOX. Instructions to access telephone interpre-
tation services and obtain access codes.?”?®

How to access telephone interpretation
services
1. Call the phone number for your group:
a. Family physicians: 1 844 340-8224 or
1877 228-2557
(Contact your division for which of
these phone numbers to use.)
b. Specialists: 1833 718-2154

2. Select the language required.

3. Enter your access code (4 digits; see
below).

4. State your first and last name.

Wait for the interpreter to come on the
line (typically 30-60 seconds).

How to obtain access codes (no sign-up is
required for this service)
- Family physicians (three options; access
codes are required for all divisions):
« Log in to the members-only page of
your division of family practice.
« Contact your division for the code
directly.
- Search “interpreter services” on
Pathways.
- Community specialists:
« Email sscbc@doctorsofbc.ca.

of family physicians that used it. Second, we
relied on publicly available aggregate data
(e.g., 2016 census, MISP billing); therefore,
our estimates of limited English proficiency
prevalence and encounter frequency may
differ from the true population values. Third,
we were unable to obtain information on
calls made in October 2017 due to a differ-

ence in data collection and storage methods.

The use of telephone
interpretation may result
in a more effective and
efficient visit compared with
alternatives such as using
translation applications or
ad hoc interpreters who are
not professionally trained.

Fourth, our outcome of user patterns was
limited by the availability of information in
the College of Physicians and Surgeons of
BC directory. We were unable to ascertain
information on other factors that could play
a role in the use of interpretation services,
such as practice settings that specifically
support people with limited English pro-
ficiency, payment structure, and availability
of other interpretation services. Last, we did
not examine reasons for and against use
of telephone interpretation among health
care providers.

Conclusions

While usage of the publicly funded tele-
phone interpretation service in BC has
increased since November 2017, uptake is
still low among family physicians. Uptake
was highest in Vancouver and for languages
that are common among refugee and new
immigrant groups. The duration of calls was
within the typical time frame of a primary
care visit. Future research and policy should
examine and address barriers to using pro-
fessional interpretation services by BC fam-
ily physicians, with the goal to better serve
patients with limited English proficiency.
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Navigational support for
families with children who have
special developmental needs

Improving connections between clinicians and other providers of

navigational support will ensure that they can do their best for children,

CLINICAL

youth, and families living with neurodisability and that their work is visible
and valued on the health care continuum.

ABSTRACT: We describe a province-wide
quality improvement initiative aimed at the
experience of families who have a child with
neurodevelopmental special needs (neurodis-
ability) as they seek to connect with needed
services and supports. We used patient and
family navigation as the strategy of primary
interest. Navigation seeks to make disconnect-
ed services and supports more accessible and
individualized to each patient’s and family’s
needs. Three barriers that reduce the efficiency
and effectiveness of existing resources in BC
were identified: the nature and scope of naviga-
tion and navigational work are not well known
or well understood, providers of navigational
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support are not always aware of others who
provide support or the details of their work,
and service providers whose primary role is
clinical interventions aimed at children and
youth are often unaware of or unfamiliar with
family support navigation providers. Ways to
improve family support navigation services
and experiences include providing parents
with peer-to-peer supports, tailoring naviga-
tional approaches to the patient’s and family’s
needs, providing a centralized resource that
navigators and other providers can easily use,
ensuring navigators remain connected to one
another, simplifying the system of services and
supports, developing closer connections with
existing provincial resources such as HealthLink
BC8-1-1and BC 211, and raising clinical service
providers’awareness of dedicated navigators
and agencies. We argue for closer collaboration
between those who provide navigational sup-
port as their primary role and those who pro-
vide it as a secondary or incidental role within
a primarily clinical or therapeutic role, and we
provide useful information and resources to
enable clinicians to bridge this gap.

hildren and youth with special de-
velopmental needs (neurodisability)
represent up to 9% of the general
population of children in Canada.'? The
terms neurodisability and neurodevelopmental
disorders and disabilities** encompass devel-
opmental delays, autism spectrum disorder,

attention deficit hyperactivity disorder, and
intellectual disability, as well as medical con-
ditions associated with developmental chal-
lenges, such as cerebral palsy, fetal alcohol
spectrum disorder, Down syndrome, and
other genetic conditions. Affected children
and youth require services and supports
to promote and optimize their develop-
mental potential; address challenges with
mobility, communication, learning, and
daily living skills;® and address issues with
social-emotional-behavioral functioning,
which frequently co-occur.® Parents and
families may themselves require services
and supports to enable them to fulfill the
crucial role they play in nurturing healthy
development.’

Services and supports for children and
youth with neurodisability are usually need-
ed over the course of the childhood years
and into adulthood, often from a diverse
array of sources. There is ample documen-
tation on how families struggle to identify
and access the services and supports they
need over time and to navigate the terrain
of systems that may be obscure, siloed, and
poorly coordinated.®*

Patient navigation has emerged as a use-
ful strategy in health care and is relevant
to most forms of complex care, including
childhood neurodisability. In this context,
we expand the focus of care and services to
include medical, rehabilitation, education,
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and social services, all of which affect the
healthy development and well-being of af-
fected children and youth. Patient naviga-
tion seeks to make disconnected services
more accessible, coordinated, integrated,
and individualized to each patient’s and
family’s needs. Those in navigator roles as-
sist individuals and families by providing
information and emotional support and
by working to reduce existing barriers.>"
Physicians may not see themselves as navi-
gators, but by providing longitudinal care in
community settings, they have an important
role to play: supporting patients and fami-
lies in navigating the existing patchwork of
programs and agencies, and helping them
identify and connect to needed services and
supports.

Our aims are threefold: (1) to raise
awareness among physicians in BC of the
vital role that family support and navigation
can and should play in the life and experi-
ence of these families; (2) to disseminate
the most salient learnings from our work
in this area; and (3) to summarize the key
resources that physicians, particularly fam-
ily practitioners and pediatricians, need to
know about to work in synergy with existing
navigational resources.

Improving navigational supports
and services

With support from the Kids Brain Health
Network, work to date has examined how
navigation support services for children
and youth with neurodisability and their
families currently work in BC and has
been aimed at improving the status quo
through engagement and collaboration
with stakeholders. The project provin-
cial advisory group, which included rep-
resentation from the affiliated academic
health centre, government (BC Ministry
of Children and Family Development),
community-based agencies with a central
mandate to support families in which a
child has a neurodisability, and parents of
affected children and youth, determined at
the outset that there was no need to cre-
ate a new navigational support system for
BC because many individuals and agencies
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already provide navigation as a central part
of their mandates. However, the provincial
advisory group identified three barriers that
reduce the efficiency and effectiveness of
existing resources but are amenable to ef-
forts to improve the situation:

1. The nature and scope of navigation and
navigational work for this population
are not well known or well understood
in BC. 'This includes basic terminology
and consensus about activities that fall
in and out of scope.

2. Individuals and agencies that do navi-
gational support work do not always
know who else is doing this kind of
work or the details of what others are
doing (or aiming to do).

3. Service providers whose primary role is
clinical interventions aimed at children
and youth but who do navigational sup-
port work “off the side of their desks”
are often unaware of or unfamiliar with
the family support navigational players
and agencies for whom this is a primary
mandate.

Key concepts underpinning
navigation, and range of terminology
Our understanding of the key components
of navigation for children with neurodis-
ability and their families emerged from
activities undertaken to address barriers
1 and 2: a scoping review of the relevant

literature,” surveys of service providers
and families in BC during the course of
the project (unpublished), and a virtual
summit on navigation' (with a subsequent
summit regroup convened 8 months later).
The main summit convened more than 120
professionals and families over the course
of two half days and featured presentations
from family members, service providers,
and researchers about family support navi-
gation for children and youth with neuro-
disability. Attendees also participated in
various collaborations and facilitated ex-
changes, in which they considered what
could be done to improve navigation sup-
ports and related activities for families
and to build a provincial community of
navigation.

Two main conclusions resulted from
these activities. First, numerous terms are
used to describe various interrelated activi-
ties related to navigation, as illustrated in the
word cloud [Figure 1] that was created from
the terms that were extracted; each term’s
size is based on the frequency with which it
arose in our scoping literature review. Our
surveys and summits similarly showed that
real-world professionals had job titles that
comprised many of these terms.

Consultations with stakeholders and
partners did not provide a single, clear
solution for how to refer to this kind
of work in the context of childhood

Family empowerment

Support broker

Patient-centred health care home ¢ yice or care coordinator
Case management/manager

Relational coordination

Care coordination/coordinator/coordinated care
Service coordination/coordinator

Service integration Patient navigation/navigator

Navigator

Key worker/working

ADHD one stop shop

FIGURE 1. Range of terminology used for the navigation care coordination function.

Source: Created by Dr Emily Gardiner, 2019.
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neurodisability. The term “family support
navigation” emerged as a highly relevant
hybrid term, even when used as a place-
holder. That term can arguably be extended

to include the closely related concepts of

CLINICAL

TABLE 1. Domains characterizing family support navigation for children with neurodisability.

Providing

Information, advice,
education, and
intervention.

Facilitating

+ Access to resources.

+ Integration/coordination
of resources, supports, and

Guiding principles
« Client directed and family

centred—family is at the centre
(respect for family voice and

care or service coordination.’® - Asingle point of services within and across expertise).
Second. the aggregate of interrelated contact for family. disparate and complex Flexible and individualized to the
) « Emotional support services, agencies, and family.

activities that constitute family support
navigation was comprised of three funda-
mental components: providing functions,
facilitating functions, and a set of guiding

principles [Table 1].

(e.g., crisis support,
counseling).
Advocacy for
specific individuals
and families and
for broader system

systems.

« Identification of
individualized needs.

- ldentification and reduction
of barriers.

« Continuous and timely

Collaborative and cooperative.
Relationship and trust based.
Accessible and transparent
communication.

May be brief and time limited or a
long-term partnership.

The main learnings related to terminol- change. service engagement. Person centred.
ogyan d concepts o £ family support naviga— . Matenal/ + Peer con.nectlons/ Safety and harm reduct!c?n.
! . J— instrumental networking. Culturally safe and sensitive.
tion are depicted in Figure 2. support. - Transition planning. Trauma informed.

&

3

Family—professional
communication challenges

é Siloed
services

Funding
limitations

m

Institutional/
systemic barriers

Family capacity

Long wait lists and L
and circumstances

service eligibility

Provide: information, advice, education, emotional
support, advocacy, and material support

N
Facilitate: access to resources; integration and coordination
within and across agencies and systems; identify needs and
reduce barriers; peer-to-peer connections; transition planning
) e —— o : é
Guiding principles: client-directed; person and family centred;
collaborative, emphasizing relationships and trust; accessible and
transparent communication; culturally safe; trauma informed. ‘

Child and family experience

improved well-being, capacity,

U and service satisfaction

FIGURE 2. Synthesis of main learnings related to the nature, purpose, and terminology of navigation.
Source: Created by Angela Chan Design for the BC Navigation Project research team, 2021.
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Improving family support navigation

services and experiences

The January 2021 navigational summit

provided a number of main findings and

takeaway messages regarding how key

stakeholders view the path forward for im-

proving family support navigation services

and experiences in BC:

*  Peer-to-peer supports are highly valued
by parents.

* Navigation approaches must be individ-
ualized; there is no “one-size-fits-all”
approach.

+ There is a need for a centralized web-based
resource primarily for the use of people
engaged in navigational support work.

* Navigators want to remain connected
to one another.

* 'There is a need to simplify the system of
services and supports for children with
neurodisability and their families.
These key points were affirmed ata BC

navigation summit regroup in September

2021. 1t was also suggested that closer con-

nection with existing provincial resources

be developed (e.g., HealthLink BC 8-1-1

and BC 211 [https://bc.211.ca]—a free

information and referral resource) and that
knowledge translation for clinical service
providers (e.g., community physicians) be
conducted to raise awareness of dedicated
navigators and agencies and to promote
referrals to them. Knowledge translation
is part of addressing barrier 3.

Key resources for family

support navigation services
Information on navigational and family
support agencies and organizations in BC
was assembled from an environmental scan,
surveys, material submitted at registration
and during the course of both summits, and
referrals from partners [Table 2]. It is not
exhaustive but serves more as a framework,
and it provides exemplars of organizations
and agencies rather than a comprehensive
list of all of them. We hope this informa-
tion will better equip physicians and their
staff in finding relevant resources within
their own communities to help the children,
youth, and families they care for.
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Conclusions

Throughout this project, a distinction arose
between professionals doing family sup-
port navigation work as a primary role ver-
sus doing it off the side of their desk, even
though it is not a simple matter for many
professionals to separate these two roles at
the front lines of patient care. Side-of-desk
assistance with navigation and support of
families is often asked of providers whose
primary mandate is clinical care of the
child. Many providers will be asked to also
help the child’s family navigate a complex,
opaque, and disparate array of services, sup-
ports, programs, and providers—for exam-
ple, “Where can we find help or support for
their sleep issues?” or “How do we pursue
our need for respite care?”—problems and
situations that arise from or coexist with
the child’s primary area of impairment or
disability. Families want, and need, to know
how to go about connecting to those who
provide this help or support.

We have sought to bring explicit focus
to the family support navigation work that
complements a more traditional view of
the child or youth as patient. The World
Health Organization’s International Clas-
sification of Functioning, Disability and
Health® recognizes the patient’s environ-
ment as a key contextual factor affecting
health outcomes; this is particularly salient
in the case of children with neurodisability
or other chronic complex care needs. In this
context, “environment” refers primarily to
the family, but also to available services and
supports the child and family have to con-
nect to. The role of family in contemporary
child health care, particularly for those with
disabilities, is well expressed by Dr Peter
Rosenbaum, professor of pediatrics at Mc-
Master University and co-founder of the
CanChild Centre for Childhood Disability
Research (email communication, 2 August
2022; see also'®'7):

“It is a truism in child health—but one
too easily ignored—that the unit of inter-
est for all health care providers must be
the child’s family—the children’s ‘agents’
and advocates, who seek help on behalf of
their children and are expected to carry

out the best of the advice offered by health
professionals.”

Physicians straddle the divide between
providing clinical service and helping fami-
lies find and connect to services. Impor-
tantly, they do not need to provide all the
family support navigation work themselves.
In the United States, there has been interest
in, and some programmatic funding di-
rected at, establishing “medical homes” for
children and youth with complex care needs,
including neurodisability.’®" This envisages
the pediatrician, in close collaboration with
allied disciplines and staff, providing an
expanded range of services and supports,
which extend to the care coordinating as
family support navigation roles.** Innova-
tive hospital-based models are beginning
to emphasize the role of allied disciplines,
such as social work, in providing longitu-
dinal and supportive care to children and
families, which will take the pressure off
physicians.” There may be scope to advance
the navigational aspect of care in BC, even
though the funding context for physician
and allied professional services is very dif-
ferent in BC than in the United States.

One way would be to explore innova-
tions for this kind of service to be office or
practice based, such as employing “team-
lets” for chronic condition care that include
nurse practitioners and/or social workers.*
Even within current parameters, it seems
feasible to explore whether office staft who
are properly prepared and informed can
assist with this role by helping identify the
family’s needs and knowing what services
and resources are locally available. Another
approach would have the navigation support
person based in a community agency but be
more closely linked with one or more physi-
cians and practices. This would require in-
vestment in establishing closer, deeper, and
reciprocal links between these professionals.
An important first step is for physicians
to learn more about existing agencies and
organizations, both those in the immedi-
ate community and those with a provincial
scope, that provide family support naviga-
tion services as a primary mandate. One
of our aims is to bring the existence and
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TABLE 2. Navigational and family support agencies and organizations in BC.*

Agencies,
organizations,
and programs

A. Pre-
kindergarten
(“early years”)

B. School age

C. Transition to
adulthood

D. Across the
lifespan

*This table focuses on providers who offer family support navigation services as a primary role, in contrast to providers whose primary role is clinical interventions aimed

Exemplars

GROUPED BY AGE/LIFE STAGE OF CHILD

Child development centres (CDCs)

Infant Development Program (IDP)
(https://alpha.gov.bc.ca/gov/content/
health/managing-your-health/child
-behaviour-development/assessing
-child-development-38610)

Family Resource Programs of BC (FRPs)
(https://frpbc.ca/)

Supported Child Development Program
(SCDP) (https://alpha.gov.bc.ca/gov/
content/health/managing-your
-health/child-behaviour-development/
assessing-child-development-38610)

Services to Adults with Developmental
Disabilities (STADD)
(www2.gov.bc.ca/gov/content/family
-social-supports/services-for-people
-with-disabilities/transition-planning
-for-youth-young-adults)

Family Support Institute of BC (FSI)
(https://familysupportbc.com/)

Ministry of Children and Family
Development (MCFD)
(www2.gov.bc.ca/gov/content/
governments/organizational-structure/
ministries-organizations/ministries/
children-and-family-development)

Types of roles

CDCs may have:

- Family resource navigators
- Early years navigators

+ Family support workers

- Family service coordinators

The IDP is a home-based
program serving children
experiencing or at risk for
developmental delays.

Five core areas of service:

» Family support

+ Play-based learning

« Early learning and literacy
- Parent education

+ Information and referrals

SCDP consultants support
primarily young children in early
learning settings and school-
aged children up to 12 years;
they may, however, help with
family navigational support.

STADD navigators

The FSI connects families to
trained volunteers who have
family members with disabilities,
to share their experiences,
expertise, navigational supports,
and advocacy, and to provide
guidance. The FSl also offers
workshops and support groups.

MCFD social workers in the
Children and Youth with Support
Needs program can provide
family support and navigation
services for eligible children and
youth.

CLINICAL

Notes

Most communities have a local not-for-profit
agency that delivers services to children and youth
with support needs. They are often called CDCs but
may go by a different name in some communities.
CDCs differ in whether and how they provide family
support navigation. For a starting place to look for a
CDC (or equivalent), visit the BC Association for Child
Development and Intervention website (www.bcacdi
.org/bcacdi-member-agencies).

IDP consultants will usually try to provide family
support navigation services alongside serving
children.

FRPs often help families who have children with
developmental delays and differences to navigate
more specialized services.

School-based supports are primarily to support the
child’s or youth's learning and participation. Some
school districts may provide informal supports for
families, and navigation.

Help eligible young people with developmental
disabilities, aged 16 to 24 years, to map out and
pursue their vision for post-high school.

Not yet fully established in every region or
community in BC.

Committed to supporting families who have a
family member with a disability of any kind.
Supports and services are free.

Support availability and levels vary.

Table continued...

at the child, the goals of which are typically to ameliorate the effects of an impairment and to optimize functional outcomes.
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Agencies,
organizations,
and programs

Autism
spectrum
disorder

Fetal alcohol
spectrum
disorder (FASD)

Mental health
concerns

Permanent
hearing loss

Indigenous

Navigational support for families with children who have special developmental needs

Exemplars

Autism Information Services British
Columbia (AIS BC) (www?2.gov.bc.ca/
assets/gov/health/managing-your-health/
autism/autism_brochure_english.pdf)

AutismBC
(www.autismbc.ca/)

Key worker and parent support agencies
(https://www?2.gov.bc.ca/assets/gov/
health/managing-your-health/fetal
-alcohol-spectrum-disorder/key
_worker_parent_support_agencies.pdf)

FamilySmart
(https://familysmart.ca/)

BC Early Hearing Program
(www.phsa.ca/our-services/programs
-services/bc-early-hearing-program/
resources-support)

BC Association of Aboriginal Friendship
Centres

(https://bcaafc.com/about-us/
friendship-centres/)

Aboriginal Infant Development
Programs (AIDPs)
(www.aidp.bc.ca/aidp-programs)

Aboriginal Supported Child
Development Programs (ASCDPs)
(www.ascdp.bc.ca/programs)

TABLE 2 (continued). Navigational and family support agencies and organizations in BC.*

Types of roles

GROUPED BY CONDITION

Autism support specialists

Has a support program with staff
who provide information and
advice, including for life transitions,
advocacy, and self-care.

FASD key workers

Parent peer support program

Guide By Your Side program

GROUPED BY POPULATION

Various names: family
connections worker, family
navigator, outreach support
worker

AIDPs provide culturally sensitive
support to families of young
children (usually birth to 3 years)
who are diagnosed with or at risk
for developmental delays.

Designed to meet the needs of
First Nations, Métis, and Inuit
children who require additional
support to be included in
childcare settings, and their
families. ASCDPs are developed
with cultural values, beliefs, and
traditions in mind.

Notes

« Autism support specialists assist the growing
number of BC families affected by autism who
need support in making informed decisions about
treatment options.

« See link to key worker and parent support
agencies PDF.

« Aims to help children and youth with mental
health concerns by helping their family and other
caring adults.

« Not aimed primarily at children and youth with
neurodisability but is included because mental
health concerns are prevalent in this population.

- This free program offers parents navigational
supports and guidance following diagnosis,
particularly regarding language and
communication needs, and provides opportunities
to connect with other parents.

« Local Friendship Centres typically have a variety of
child and family services and programming; these
may differ depending on location.

«+ Centres often include a role dedicated to helping
families connect with child development services
and supports, Aboriginal Infant Development
Programs, and Aboriginal Supported Child
Development Programs.

+ Tofind a local Aboriginal Friendship Centre in your
community, visit the BC Association of Aboriginal
Friendship Centres website (https://bcaafc.com).

« As with the IDP and FRP, a navigational family
support role is usually part of the portfolio of
services provided, even if it is not referred to as
navigation.

Table continued...

*This table focuses on providers who offer family support navigation services as a primary role, in contrast to providers whose primary role is clinical interventions aimed
at the child, the goals of which are typically to ameliorate the effects of an impairment and to optimize functional outcomes.
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TABLE 2 (continued). Navigational and family support agencies and organizations in BC.*

Agencies,
organizations,
and programs

BC Children’s
Hospital (BCCH)
and Sunny Hill
Health Centre
(SHHC)

Exemplars

Neuromotor Program complex care
coordination (SHHC)

Complex Care program (BCCH)
(www.bcchildrens.ca/our-services/
clinics/complex-care)

Types of roles

GROUPED BY SETTING

Care coordinator/social worker

Nurse key worker

CLINICAL

Notes

Provides navigational supports for patients and
their families.

Supports the family across transitions from
inpatient hospital to home and home to hospital.
Helps the family navigate systems and supports
local health care providers to care for the patient.
Specialized care coordination service for children

Connect 4 Care (SHHC and BCCH)

Care coordinator/social worker

who require care from neurological, mental health,

and complex and developmental behavioral
conditions.

*This table focuses on providers who offer family support navigation services as a primary role, in contrast to providers whose primary role is clinical interventions
aimed at the child, the goals of which are typically to ameliorate the effects of an impairment and to optimize functional outcomes.

scope of these providers to the attention

of physicians. We hope the information
in Table 2, while limited, will be a useful

resource for physicians.

A final aim is to communicate some

messages from this project that were heard

consistently and that physicians should keep

in mind: many families place importance on

connecting with peers and peer supports

during their journey; navigational supports

defy a simple one-size-fits-all model, so

it is important that options are available

and families are empowered to seek what

fits best for them; and navigators want to

be better connected to each other and to

clinicians to ensure that the work they do

is visible and valued on the health care

continuum and they can do their best for

children, youth, and families living with
neurodisability. B
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Osteoarthritis imaging: A survey
of British Columbian doctors and
evidence-based recommendations

Weight-bearing knee X-rays are critical in the diagnosis and management of
osteoarthritis. Strategies should be employed to ensure knee X-rays are ordered

weight-bearing.

ABSTRACT: Osteoarthritis is a common and
debilitating condition that is rapidly increas-
ing in prevalence worldwide, including in
British Columbia.” Despite evidence dating
back to the 1970s expressing the importance
of weight-bearing X-rays for imaging knee
osteoarthritis, studies have shown that most
knee X-rays are ordered non-weight-bearing.>?
A simple four-question survey was adminis-
tered to family physicians and orthopaedic
surgeons throughout BC to assess the imag-
ing practices for osteoarthritis. The surveyed
orthopaedic surgeons unanimously responded
that weight-bearing knee X-rays are important
in the diagnosis of osteoarthritis and that an
MRI is not necessary if X-rays reveal moder-
ate osteoarthritis. In comparison, a portion of
family physicians did not endorse the impor-
tance of weight-bearing X-rays. Based on the
results, improved communication and edu-
cation should be sought among physicians,
orthopaedic surgeons, and radiologists.

Background

Osteoarthritis is the most common type of
arthritis and a major cause of disability in

Dr Horwood was a fourth-year student in
the Faculty of Medicine at the University of
British Columbia when writing this article.
She will be joining the UBC orthopaedic
surgery residency program this July.

This article has been peer reviewed.
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the aging population. Over 6 million Ca-
nadians have arthritis, which costs the Ca-
nadian economy $33 billion per year.! To
relieve pain and suffering and get patients
back to improved functionality and mobil-
ity, early recognition and timely referrals
are required to get patients the treatment
they require. Correct use of available im-
aging is crucial. The first step in this pro-
cess involves primary care providers, who
should order weight-bearing X-rays when
history and a physical indicate a likely diag-
nosis of knee osteoarthritis. However, stud-
ies have shown that the majority of knee
X-rays are non-weight-bearing.>* A Brit-
ish study found that 98% of nontraumatic
knee X-rays ordered by family physicians
were non-weight-bearing.? This can result in
treatment delays, because supine X-rays have
been shown to underestimate the severity
of joint space narrowing and often miss the
diagnosis of osteoarthritis in mild to moder-
ate cases.>*” Additionally, weight-bearing
X-rays are better at detecting malalignments
such as varus and valgus deformities.® It
also increases health care costs and exposes
patients to more radiation to have X-rays
repeated if not done properly the first time.*
Moreover, initial supine X-rays may take the
practitioner down a wrong diagnosis path,
leading to an unnecessary increase in MRI
ordering, further delaying treatment.
When compared with arthroscopic find-
ings, a series of weight-bearing X-rays are

adequate for the imaging of osteoarthritis.*’
Although MRI has been shown to be more
sensitive for detecting mild osteoarthri-
tis and is debatably better at assessing the

1011 research shows

progression of disease,
that there is no clinically significant indica-
tion for MRI in the setting of osteoarthri-
tis.>'213 Therefore, it is recommended that
no MRI be completed when X-rays show
moderate or severe osteoarthritis, as it does
not change management.” Unnecessary
MRIs are problematic because of costs to
the health care system, delays in referrals
and subsequent surgeries, and increased
wait times for necessary MRIs.?

Recent commentaries in the BC Medical
Journal raise concerns about unnecessary
musculoskeletal MRIs and incorrect imag-
ing, including non-weight-bearing X-rays
for lower extremities, which overload an
already tasked system.'' This study aimed
to assess the investigation patterns of BC
orthopaedic surgeons and family physi-
cians by administrating a simple survey. It
was hypothesized that the survey results
would demonstrate a discrepancy in imag-
ing practices between family physicians and
orthopaedic surgeons.

Methods

Survey

In collaboration with Vancouver Island
representatives from the Choosing Wise-
ly campaign, a four-question survey was



developed. The survey questions were:

1. Isan MRIindicated if moderate hip or
knee osteoarthritis is shown on plain
X-rays? Yes/No.

2. Are weight-bearing/standing knee
X-rays important in the diagnosis of
osteoarthritis? Yes/No.

3. Have you read the Choosing Wisely
guidelines? Yes/No.

4. What is your field of practice? Family
medicine/Orthopaedic surgery.

These questions were selected based
on the following Choosing Wisely rec-
ommendation: “Don’t order a knee MRI
when weight-bearing x-rays demonstrate
osteoarthritis and symptoms are suggestive
of osteoarthritis as the MRI rarely adds
useful information to guide diagnosis or
treatment.”* The survey was developed on
the Qualtrics platform and distributed us-
ing a secure link. The link was distributed
to family physicians through local divisions
of family practice and directly from local
doctors. It was distributed to orthopaedic
surgeons through a group email.

Study group

'The survey was distributed to family physi-
cians and orthopaedic surgeons throughout
BC. A total of 255 responses were recorded:
166 from family physicians, 86 from ortho-
paedic surgeons, and 3 from individuals who
elected not to specify their discipline. The
response rate from orthopaedic surgeons
was over 50% of the approximately 150 BC
surgeons who see or treat patients with lower
extremity osteoarthritis. It is more difficult
to calculate a response rate for family physi-
cians. The survey link was sent by email to
family physicians in one city from each of
the four main provincial health authorities.
The cities are not identified in this article;
a few are quite small and could identify a
smaller cohort of family physicians.

Data analysis

'The data were analyzed using the integrated
statistics platform on Qualtrics called Stats
iQ. Fisher exact tests were conducted to
determine the association between the dif-
ferent variables.

Results

Based on the statistical analysis, the main

findings were as follows:

* A greater percentage of family physi-
cians than orthopaedic surgeons indi-
cated that weight-bearing X-rays are
not important in the diagnosis of knee
osteoarthritis.

*  Of the three respondents who selected
that an MRI is indicated when plain
X-rays reveal moderate osteoarthritis,
all were family physicians and only one
had read the Choosing Wisely guide-
lines.

* A greater percentage of family physi-
cians than orthopaedic surgeons had
read the Choosing Wisely guidelines.
For the question “Are weight-bearing/

standing knee X-rays important in the

diagnosis of osteoarthritis?” 227 respon-

dents selected “Yes” and the remaining 28

selected “No.”When relating the responses

between family physicians and orthopaedic
surgeons, 16.3% of family physicians com-
pared with 0% of orthopaedic surgeons said
that weight-bearing knee X-rays are not
important in the diagnostic process. The

Fisher exact test revealed a P value of less

than .000001, with effect size of 0.25. Ad-

ditionally, there was no correlation between
respondents who had read the Choosing

Wisely guidelines (P = 1).

The response for question #2, “Is an
MRI indicated if moderate hip or knee
osteoarthritis is shown on plain X-rays?”
was almost unanimous. Only 3 of 255 re-
spondents selected “Yes.” Of those three
respondents, all were family physicians and
only one had read the Choosing Wisely
guidelines. These results were not statisti-
cally significant (P = .5).

Finally, 36% of respondents indicated
that they had read the Choosing Wisely
guidelines. When comparing the two dis-
ciplines, 26% of orthopaedic surgeons and
43% of family physicians indicated that
they had read them. The Fisher exact test
revealed a Pvalue of less than .01, with ef-
fect size of 0.17.

BCMD2B

Discussion
The most effective imaging protocol for
degenerative joint disease has been a popu-
lar research subject over the last 50 years.
The earliest study, completed by Ahlbick,
identified the importance of completing
knee X-rays weight-bearing.* Despite the
established importance of weight-bearing
X-rays, studies have shown that the ma-
jority of knee X-rays ordered by family
physicians are non-weight-bearing.?* Lo-
cal orthopaedic surgeons have indicated
that non-weight-bearing knee X-rays are
problematic as they result in decreased
identification of osteoarthritis, delays in
referrals, increased need for repeat X-rays,
and an increase in unnecessary MRIs. The
survey results indicated a significant dis-
crepancy in the pattern of X-ray ordering
between family physicians and orthopaedic
surgeons in British Columbia. Orthopae-
dic surgeons unanimously responded that
weight-bearing X-rays are important, com-
pared with 84% of responding family physi-
cians. It is unclear what has contributed to
the discrepancy. One reason could be that
there is no provincial or federal guideline
published for the recommended workup of
degenerative knee disease to help practi-
tioners decide which X-ray views to order.
Therefore, it is often not until practitioners
are referring the patient to an orthopae-
dic surgeon that they see a recommend-
ed series of X-rays. Based on a search of
provincial orthopaedic group practices’re-
ferral forms, most include recommended
X-rays, all of which recommend at least
one weight-bearing view of the knee. As a
general recommendation, any patient with
more than 3 weeks of knee pain should get
a series of weight-bearing X-rays, including
weight-bearing anterior-posterior, lateral,
skyline, and weight-bearing semi-flexed
posterior-anterior/notch/tunnel/Rosenberg
views, as X-rays are a cost-effective, read-
ily available investigation that is sensitive
at detecting most acute, degenerative, and
malignant processes.”

MRI is a costly investigation that often
has long wait times in BC. Despite an al-
most unanimous response that an MRI is
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not indicated if X-rays show moderate hip
or knee arthritis, local orthopaedic surgeons
still remark that they receive many referrals
for patients with previously completed knee
or hip MRIs in the context of pre-existing
osteoarthritis. Reasons cited for the MRI
include persistent pain, mechanical symp-
toms, and possible avascular necrosis and
labral tear. Even if these symptoms are relat-
ed to internal derangement visible only on
MR, the treatment options and decisions
for these patients are unchanged based on
these findings.> Additionally, Bhattacha-
ryya and colleagues have determined that
the meniscal tears identified on MRI do
not correlate with patients’ symptoms.*
In the absence of true locking symptoms,
studies have looked at using arthroscopic
procedures such as debridement and lavage
or partial meniscectomy for treatment of
knee symptoms in the context of osteo-
arthritis and have shown no benefits to
such interventions.!'”!® The treatment of
advanced osteoarthritis when conservative
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management has failed is ultimately a joint

replacement, and imaging should, therefore,

focus on surgical planning, which requires
only weight-bearing X-rays.

Initiatives such as Choosing Wisely (a
Canadian initiative) have aimed to reduce
unnecessary tests and investigations for
many common conditions. The two rec-
ommendations relevant to this research are:
* “Don’t order a hip MRI when x-rays

demonstrate osteoarthritis and symp-

toms are suggestive of osteoarthritis as
the MRI rarely adds useful information
to guide diagnosis or treatment.”

*  “Don’t order a knee MRI when weight-
bearing x-rays demonstrate osteoar-
thritis and symptoms are suggestive of
osteoarthritis as the MRI rarely adds
useful information to guide diagnosis
or treatment.”™*

Based on the study results, having read
the Choosing Wisely guidelines was not
correlated with a change in responses to
either question. Further studies could be
completed on intervention effectiveness
and ways to clarify messaging, such as the
implicit but not explicitly stated recom-
mendation for weight-bearing knee X-rays.

Acknowledging that weight-bearing
knee X-rays are likely a standard of
practice for many practitioners, the fol-
lowing are possible changes that could
increase awareness of imaging best prac-
tices. Some practitioners may already have
knee X-rays programmed to be ordered
weight-bearing on their EMR, but future
interventions could include creating an
osteoarthritis-specific option for X-ray req-
uisitions on the EMR that would automati-
cally order the appropriate weight-bearing
views. Additionally, an easily searchable pro-
vincial guideline for suggested imaging for
chronic knee pain would help provide fur-
ther guidance for practitioners.

Conclusions

Osteoarthritis is a prevalent and increasing
burden of disability on BC’s aging popula-
tion. Correct imaging is important to guide
management of patients and avoid over-
loading an already taxed system. For our

simple survey, significantly more orthopae-
dic surgeons than family physicians in BC
responded that weight-bearing knee X-rays
are important for the diagnosis of osteoar-
thritis. Although this is already a standard
of practice for many practitioners, strategies
should be employed to ensure knee X-rays
are ordered weight-bearing in the future to
increase the sensitivity of diagnosis, reduce
repeated X-rays, reduce patient suffering,
and reduce the number of wasteful MRIs.

Limitations

The author acknowledges responder bias in
this research, as respondents who engage
in research are more likely to have read re-
cent recommendations. Additionally, the
response rate was lower in family physi-
cians due to limitations in the distribution
of the survey. Therefore, responses may not
be an accurate representation of the gen-
eral physician population. Finally, question
#1 regarding knee and hip MRIs specified
moderate arthritis in accordance with the
BC Guideline Appropriate Imaging for Com-
mon Situations in Primary and Emergency
Care: “In the absence of red flags, acute or
chronic hip or knee pain with plain film
x-ray evidence of moderate to severe os-
teoarthritis (OA) does not require MRI.”
Responses could have differed if the ques-
tion had been phrased differently. B
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Medical podcasts for family
medicine and specialties

odcasts can be a convenient, var-

ied, and fun way to keep current

with guidance to support clinical
practice. Episodes can vary in length from
5 minutes to over 1 hour and can be made
by anyone, from venerable establishments
of medical education to individual medical
professionals.

However, finding reputable, reliable
medical podcasts can take some work.
While it is possible to ask a friend for rec-
ommendations or search a podcast app,
it is important to verify the legitimacy of
any podcast. Check if the material is made
by a reputable source, if any continuing
professional development (CPD) credit
is backed by a legitimate authority, and if
there is evidence supplied for the material
presented.

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

It is helpful to start with trusted orga-
nizations. Many journals, including JAMA
and the Lancet, produce podcasts offering
summaries of an issue or discussing indi-
vidual articles. Medical organizations and
societies, hospitals, and other medical in-
stitutions may also offer podcasts relevant
to their focus, including podcast versions
of grand rounds or other presentations.
Searching organizations’websites can un-
earth podcast gold.

Though many podcasts offer CPD
credits for listening, remember to review
the CPD information for individual pod-
casts and consult your national college to
determine whether you can claim CPD
credits for listening.

The College Library’s Podcasts web
page (www.cpsbc.ca/registrants/library/
podcasts), curated by librarians, includes
medical podcasts that cover family medi-
cine and specialties, along with informa-
tion about possible CPD credits. B
—Chris Vriesema-Magnuson
Librarian
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Dr Morley Sutter
1933-2021

When Dr Morley Sutter was a young lad,
he occasionally complained about having
to complete his assigned chores. His wise
father would muse that “the only thing we
really have to do is die.” Although this ad-
vice did not deter Morley from an enviable
lifelong work ethic, he did complete this
ultimate task peacefully early in the morn-
ing of 19 December 2021 in Vancouver. The
world lost a gentle, kind man.

Born on his family’s farm near Redvers,
Saskatchewan, in 1933 to Christian and
Amelia Sutter, Morley spent his early years
on the farm, then moved into town in his
teen years. He attended the University of
Manitoba, graduating from medicine in
1957 and attaining a PhD in pharmacol-
ogy in 1963. After postdoctoral work at
Cambridge University, Morley became a
professor in pharmacology, first for 1 year at
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the University of Toronto, then in the UBC
Faculty of Medicine for 32 years. He retired
as professor emeritus in 1998.

Morley met and married his love Vir-
ginia Laidlaw in 1957, and for 45 years
they had many adventures together, often
with their children. This included living and
working in England, Sweden, and Australia,
along with travels to Jamaica and Hong
Kong. After the death of Virginia, Mor-
ley enjoyed the companionship of Connie
Moore.

Morley was a humble man who put peo-
ple at ease and a loyal, staunch friend and
confidant. He was an intellect who loved to
find evidence to support theories. Whether
in the laboratory or discussing ideas, Morley
was always quick-witted. He was a men-
tor for many graduate students, medical
students, and others.

Music, especially jazz, was an important
part of Morley’s life. He sang in the medical
school choir, and he cut quite the figure on
the dance floor. In his later years Morley
would often sing to the staff who walked
with him on his daily walks.

As a younger man Morley was a keen
baseball and tennis player and was even
known to throw a few curling rocks. In later
years Morley loved to watch these sports on
TV. He was involved with all his children’s
sporting events, including umpiring and
coaching baseball.

Morley will be lovingly remembered by
his sons, Greg and Brent; daughter, Mi-
chelle; daughters-in-law, Michele and Te-
resa; son-in-law, Bill; and grandchildren,
Gregory, Anson, and Amelia.

The family extends heartfelt thanks to
staff at South Granville Park Lodge for

their outstanding care of Morley over the
past several years.

—NMichelle Sutter

Thetis Island, BC

Dr Juhn Atsushi Wada
1924-2023

Dr Juhn Wada, who developed the Wada
test used worldwide for establishing cere-
bral dominance for language and memory,
passed away peacefully at his home in Van-
couver on 23 April. He had just celebrated
his 99th birthday. Dr Wada was a neu-
rologist at UBC Hospital and Vancouver
General Hospital (VGH) and professor
emeritus in the Department of Psychiatry at
the University of British Columbia. He was
an Officer of the Order of Canada (1992)
and a recipient of the Japanese Order of
the Sacred Treasure, Gold and Silver Star
(1995), and was honored with the Lifetime
Achievement Award from the International



League Against Epilepsy and International
Bureau for Epilepsy (2013).

Born in Tokyo in 1924, Dr Wada re-
ceived his MDD (1946) and his MedScD in
clinical neurophysiology (1950) from Hok-
kaido Imperial University in Sapporo, Japan,
where his father had been a professor of
international law. As an assistant professor
of neurology and psychiatry (1951-1954),
he organized the EEG laboratory and de-
veloped the Brain Surgery Unit, which later
became the Department of Neurosurgery.
In 1954, he traveled to the University of
Minnesota as a fellow in neurology (Dr
A B. Baker) and neurophysiology (Dr Ernst
Gellhorn) and in 1955 to the Montreal
Neurological Institute-Hospital of Mc-
Gill University Health Centre as a fellow
in neurosurgery (Dr Wilder Penfield) and
neurophysiology (Dr Herbert Jasper).

Dr Wada moved to UBC in Vancouver
in 1956, where he would spend the rest of
his career, with a clinical office for epilepsy
patients across Canada and a research of-
fice that led to most of the 11 books he
edited and the 323 papers on human brain
asymmetry, the neurobiology of epilepsy,
and kindling published in his lifetime. He
became a Canadian citizen in 1961. From
1966 to 1994 he was an associate of the
Medical Research Council of Canada. At
UBC Hospital, he established the Epilepsy
Surgery Program with neurosurgical col-
league Dr Gordon Thompson (1961), was
director of the EEG Department (1969-
1994), and established the Seizure Inves-
tigation Unit (1980).

Dr Wada was founding president of
the Canadian League Against Epilepsy
(CLAE; 1977-1979), president of the
American Clinical Neurophysiology Society
(ACNS; 1985-1986), and president of the
American Epilepsy Society (AES; 1989).
He was particularly proud of being able to
strengthen relationships between Canada,
Japan, and the United States.

Dr Wada received a doctor of science,
honoris causa, from UBC (2003) and was
recognized with numerous awards, includ-
ing the CLAE Wilder Penfield Gold Medal
Award (1988, 2007), the AES Founders

Award (1998), the ACNS Herbert H. Jas-
per Award (2001), and a Queen Elizabeth
1T Golden Jubilee Medal (2002) and Dia-
mond Jubilee Medal (2012). In 2019, Dr
Wada was accorded the highest accolade
that a VGH-UBC Hospital medical staft
member can receive, being inducted into
the hospital’s Hall of Honour at an event
presided by the Honorable Janet Austin,
Lieutenant Governor of British Columbia.
Dr Wada was predeceased by his be-
loved wife, Mary, in 2019 and is survived
by his children, Kent (Los Angeles, CA)
and Eileen (LLondon, UK).
—Eric M. Yoshida, MD
Vancouver
—Brenda Kosaka, MD
Vancouver

—Wada Family
United States and United Kingdom

Dr Michael Templeton
Scott-Kerr, 7935-2023

We are sad to announce that on 26 February
2023, Dr Michael Templeton Scott-Kerr
passed away at home in Victoria, surround-
ed by his family, after a courageous battle
with prostate cancer. He is survived by his
loving wife, Eleanor; sons, Christopher
(Debbie) and Ian (Vanessa); grandchildren,
Connor, Chloe, Annabelle, and Mikayla;
brother, Dougie (Enid); and niece, Fiona
(James), and family.

OBITUARIES

Mike received his medical degree from
Pembroke College, at Cambridge Univer-
sity. He completed his residency at Guy’s
Hospital in London, winning the Golding
Bird Gold Medal in Obstetrics and Gy-
necology and being admitted to the Royal
College of Surgeons of England and the
Royal College of Physicians of London in
1960. Mike completed a 1-year residency
in anesthesia at the University of Alberta
Hospital in 1964. He worked in Nelson and
in Nanaimo as a GP/anesthetist until 1973.

Mike completed his specialization in
anesthesia in 1975 at Vancouver General
Hospital and practised at St. Mary’s Hos-
pital in New Westminster until he retired
in 1994. He then returned to Vancouver
Island and did locum work in Nanaimo
before fully retiring in 1998.

Mike was born in Eccleshall, Stafford-
shire, UK, on 19 October 1935. His fam-
ily moved to Cheltenham in 1939. With
the outbreak of the Second World War, he
was evacuated to Northern Wales to at-
tend boarding school. He returned to Chel-
tenham in 1943 to finish his schooling at
Cheltenham College, where he excelled at
sports, achieving awards in rowing (he was
the stroke for the college four), handball, and
track. Mike was also a member of the Boy
Scouts for many years. During his time in
Scouts, Mike became a first-class scout with
honors and a troop leader, and he traveled to
Norway with them. After the war, the family
would vacation in France, with stops at his
uncle’s winery in Nuits-Saint-Georges, a
commune in the Burgundy region of Eastern
France. After high school, Mike embarked
on a 3-week cycling holiday through Nor-
mandy, France, with a friend.

Mike enjoyed bridge, traveling, garden-
ing, history, geology, and, most of all, wine.
He spent much time in retirement sourcing
grapes and making wine, which he shared
generously. During his working years, he
enjoyed golf and squash. The family went
on summer vacations across Canada and
the western United States as well as Spain
to visit his parents.

Mike also enjoyed many trips with El-

eanor to Mexico, exploring much of the

BC MEDICAL JOURNAL VOL. 65 NO. 5| JUNE 2023 183



OBITUARIES

country, as well as trips to Hawaii, Portugal,
Spain, Italy, Greece, France, New Zealand,
and the Cook Islands, to name a few des-
tinations. Mike’s passion for travel started
at an early age, with his favorite location
being Rome. Traveling allowed him to in-
dulge his interest in history by visiting the
historic sites he read about. At age 60, he
got his basic cruising certificate, bought a
small sailboat, the Lung 72, and enjoyed
cruising around the Gulf Islands.

Mike was a wealth of knowledge on
many subjects. He enjoyed playing chess
and taught his children and grandchildren
to play, was a member of the Cowichan
bridge and wine clubs for many years, and
made many friends throughout his life.
Mike will be deeply missed.

We would like to thank his team from
the BC Cancer Agency and palliative care,
including the home care team from Island
Health, Drs Bacsu, Vergidis, Murchison,
Wade, and Gustafson-Vickers, for their ex-
ceptional care, empathy, and support during
his illness.

In lieu of flowers, donations can be made
to the BC Cancer Agency or the Victoria
Hospice.

A celebration of life was held on 7 May
2023 at the Monterey Recreation Centre
in Oak Bay.

—Chris Scott-Kerr
Burnaby

BUSINESS
FATHWAYS

GROW YOUR PRACTICE
WITH INJECTABLES

For Therapeutic & Aesthetic Treatments

in Canada for facial aesthetics.

o Train to the highest Standard of Practice £

The most clinically based training -
Inject 8+ patients at the hands-on.

PACIFIC TR

AINING

Anatomy-based fraining incl. 20+ hrs in Level 1.

rtigh [ V!yh\.lli.l

d‘nalzwl i
TE1EH| :irnlfai%}’-
review articles

ChEn TEpert peac

health guldehr;es

editorials e

@ British Columbia Medical Journal
(@BCMedicalJournal

BCMJ Blog: Infertility Awareness Week:
Shedding light on a misunderstood subject

Infertility impacts one in six Canadians of
reproductive age. As doctors, we have the
opportunity to raise awareness, promote education,
and reduce the stigma surrounding this issue.

Read the post: bemj.org/blog/infertility-awareness
-week-shedding-light-misunderstood-subject

Follow us on Facebook for regular updates 0

START TODAY WITH THE ONLINE LEVEL 1 COURSE (20 CME)
- USE “BCMJ” PROMO CODE. EXP JULY 1, 2023

HANDS-ON COURSES HELD MONTHLY IN BC

INSTITUTI

Jor FACIAL AESTHETICS & THERAPEUTICS

FTIFA.com

1-855-481-0044
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Classifieds

Pricing: There is a two-tier pricing structure for classified ads. Choose 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.

Place a classified ad: www.bcmj.org/classified-advertising. Payment is required at the time that you place the ad.

PRACTICES AVAILABLE

RICHMOND/STEVESTON—
PRACTICE OWNERSHIP
OPPORTUNITY

Two turnkey strata unit FP
practices with automation.
Family doctors can manage
practice with seven current FP
practices contributing to
overhead. Guaranteed income
or LFP/FFS billing and
turnkey service agreement
with potential to buy real
estate. Can help train or
mentor if needed. Visit www
.weststevestonmedicalclinic
.com or contact msinghalmd@
gmail.com.

EMPLOYMENT

ACROSS CANADA—
PHYSICIANS FORYOU:

YOUR SOLUTION FOR
RECRUITMENT

Are you a physician looking
for work? Or a medical facility
requiring physicians? Our
team works with Canadian
independently licensed
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 1 778 475-7995.

CHILLIWACK—FAMILY
PRACTICE AND WALK-IN
Join our team for family
practice or in-person/virtual
walk-in. Set your own
schedule/number of visits per
hour or per day. Efficient
medical admin and back-end
support (billing, scheduling,
callback). Collegial environ-
ment with experienced peers.
EMR on site with remote
access. Attractive compensa-
tion. For more info contact
647 238-8356 or jobs@
enhancedcare.ca.

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.

RICHMOND—SPECIALISTS/
FAMILY MEDICINE

An excellent opportunity for
specialty-trained and family
physicians to join a new
multidisciplinary clinic, led by
two pain management
physicians. The clinic will
provide in-person and virtual
consultations, family practice,
and walk-in care. The location
is waterfront with a nice view
of the Fraser River. Parking is
secure and free. The clinic will
have a fluoroscopy suite for
interventional pain proce-
dures, an IV infusion
treatment area, a physiothera-
py clinic, and counseling
support. We offer MOA and
IT support for all clinicians,
in addition to a competitive
fee split. For more informa-
tion, please email your CV to
patrick@tridentmedical.ca.

VICTORIA—HOSPITALISTS
'The South Island Hospitalists
group is looking for hospital-
ists to join our dynamic team
in beautiful Victoria.

Hospitalists in Victoria
provide a 24-hour MRP
service at the Victoria
General and Royal Jubilee
Hospitals. There is a lot of
variety and pathology, and we
enjoy a high degree of
autonomy while being well
supported by our specialist
colleagues. Our care covers
patients aged 17-100+ and
includes addictions, palliative
care, geriatrics, and co-
management of surgical and
rehabilitation patients.
Qualifications include CCFP/
equivalent or FRCPC
(internal medicine), eligible
for CPSBC, and ACLS;
hospital experience an asset.
Contact Shannon Williams at
medstaffrecruitment@
islandhealth.ca.

MEDICAL OFFICE SPACE

SURREY—MEDICAL OFFICE
SPACE/MEDICAL HUB

Great opportunity to lease
this beautiful space in the
heart of downtown Surrey.
Ready to move in if someone
wants to open a clinic in this
medical hub. Fully renovated
offices on the main and lower
floors. Can be used for either
office or retail (check with the
City of Surrey). Bring your
ideas. Walking distance to
Surrey Memorial Hospital,
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CLASSIFIEDS

King George Station, Central
City, restaurants, shops, banks,
and the list goes on. Call us
today before it’s gone!
Contact sanjeevsells@gmail
.com.

WEST VANCOUVER—SPACE
FOR FT/PT PHYSICIAN

Join our West Vancouver
clinic as a FT/PT family
practice physician, providing
in-person/virtual longitudinal
care. Our clinic is equipped
with dedicated exam rooms,
experienced MOAs, and IT
support. Building includes lab,
X-ray, physio, various special-
ists, and free parking.
Competitive fee split. Email
resume to hollyburnmedical@
gmail.com.

MISCELLANEOUS

BRITISH COLUMBIA—
DOCTORCARE MEDICAL MSP
BILLING SERVICES

Let DoctorCare take the
stress out of your medical

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

BRITISH COLUMBIA—
DOCTORS SERVICES GROUP
UNINSURED MEDICAL
SERVICES

Doctors Services Group,
powered by DoctorCare, is a
complete solution for eftec-
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,
WorkSateBC 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.

CME calendar

NEW: CME listings are available at bcmj.org/
cme-event. Please see bcmj.org/cme-advertising
for information on how to advertise.

C HOPE AR

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

Hope Air provides free travel support through

flights, accomodations, meals and rides to
Canadians in financial need who must travel far
from home to access lifesaving medical care.

Learn more at hopeair.ca
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Club >N

PUT YO U R S E -

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.

= Lt Club MD provides exclusive deals from trusted brands so
you can spend your time on what’s important.

WEDGEWOOD
HOTEL & SPA

PR TS

PREFERRED NIGHTLY Experience refined personal E

service in the heart of
RO RAUES. downtown Vancouver. '

Call 1800 663 0666 and quote
doctorsofbe.ca/wedgewood “Doctors of BC” to book.

HERTZ CAR RENTALS

SAVE UP TO 20% OFF Hertz offers you a best-in-

THE BASE RATE. class rental experience and
award-winning service.

Book online or call Hertz at
1800 263 0600 and quote
doctorsofbe.ca/hertz CDP#1649507.

HARBOUR AIR

SEAPLANES g'{* _
ENJOY 18% OFF Sit back, take in the BC coast
GOFLEX FARES ON views, and enjoy this Unique 3
quintessential West Coast O i
DOMESTIC SERVICE expetience. A | L A _
FLIGHTS. Call 1800 665 0212, and quote A&~ i
“CLUBMD2923*IDCHECK” and 5 . =5
doctorsofbc.ca/harbour-air “Agent#6631”. ‘\ .
P 6046387921 doctors
TF 1800 665 2262 ext 7921
E clubmd@doctorsofbe.ca doctorsofbc.ca/club-md of
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Invest in South Vancouver

Seven storeys of stratified business space just steps from
Marine Drive SkyTrain Station and 1,000s of new residences

Nn4d 0 4

N

Owning your medical practice office has never been easier | Contact us for a limited time incentive today

Now Selling | Book an Appointment
forumbychard.com

The developer reserves the right to make chan iges and modifications to the information contained herein without prior notice. EI: C Colliers . .
Prices and promotions are subject to change without notice. See staff for details. E.80.E. HAR D - rennie




