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N ational Physicians’ Day is recog-
nized annually on the birthday 
of Dr Emily Jennings (Stowe). 

Born 1 May 1831, Dr Stowe was a trailblaz-
er—the first woman in Canada to openly 
establish a medical practice and a founding 
member of the Canadian Women’s Suffrage 
Association. 

Denied entry to medical school in 
Canada—like all women of her time—she 
refused to accept the limitations imposed 
upon her. Instead, she pursued her studies 
abroad, earning a degree in homeopathic 
medicine from the New York Medical Col-
lege for Women in 1867, at the age of 36.

Upon returning to Canada, Dr Stowe 
established a medical practice in Toronto, 
despite lacking a formal licence. She quickly 
gained a strong base, particularly among 
female patients. However, in 1869, new 
laws granted the College of Physicians and 
Surgeons of Ontario exclusive authority to 
license doctors, requiring applicants to have 
attended at least one session at an Ontario 
medical school.1 Repeatedly denied Cana-
dian medical college registration because of 
her gender, Dr Stowe was undeterred and 
continued her practice. 

In 1870, she and Jennie Kidd Trout 
were finally permitted to attend lectures at 
the Toronto School of Medicine, though 
their experience was fraught with hostility. 
Subjected to harassment and humiliation 
from the male-dominated student body, Dr 
Stowe ultimately did not complete the oral 
and written licensure exams required by the 
college, reportedly unwilling to place her 
fate in the hands of a prejudiced panel.1,2

Dr Stowe’s challenges did not end 
there. In 1879, she became the target of a 
criminal charge—attempting to procure an 

abortion. “The celebrated abortion trial of 
Dr. Emily Stowe, Toronto, 1879*” (1991) 
explores the nuances and complexities of 
her well-publicized prosecution. The case 
involved a 19-year-old unmarried domestic 
servant who had sought Dr Stowe’s care in 
May 1879. Three months later, the young 

woman was found dead. The article’s author 
speculated on Dr Stowe’s internal conflict, 
noting that, while she was a feminist, her 
stance on abortion remained unclear. Rather 
than turning the patient away or alerting 
authorities, she prescribed a mixture of hel-
lebore, cantharides, and myrrh—intended, 
as she later testified, as a placebo to prevent 
the young woman from seeking more dan-
gerous alternatives. Expert witness testi-
mony affirmed that the prescription could 
not have harmed the patient or her fetus. 

Despite this, the trial subjected Dr 
Stowe to intense misogyny. Additionally, 
the coroner admitted to being intoxicated 
during the inquest, and he later misplaced 
all the physical evidence, including the pre-
scription itself. In the end, Dr Stowe was 
acquitted. Just months later, in 1880, she 
was granted a medical licence in Ontario—
some speculate due to the skill she demon-
strated at her trial and support from expert 
witnesses.2 Her eldest daughter, Augusta  
Stowe-Gullen, carried on her legacy, 

becoming the first white woman to graduate 
from a Canadian medical college, in 1883.

Though we cannot ask Dr Stowe what 
fueled her resolve and determination, one 
might speculate that medicine was her true 
calling. She left behind a stable teaching 
career to enter a profession that, at the time, 
offered neither financial security nor social 
acceptance for women. She endured public 
scrutiny and sacrificed time with her chil-
dren, all in pursuit of her passion. Dr Stowe 
passed away in 1903, but her perseverance 
laid the foundation for future generations 
of women in medicine.3 

This year, Doctors of BC celebrates 125 
years of advocating for and supporting BC 
doctors to influence the health care system 
and create positive change for their patients. 
Looking back also includes acknowledg-
ing historical injustices and reaffirming a 
commitment to learn from the people and 
actions of the past to shape the future. 

As we observe National Physicians’ Day 
this year and celebrate 125 years of deter-
mination, I reflect on all of you—my col-
leagues—and the sacrifices you have made 
to serve your patients. Your dedication may 
sometimes go unrecognized, but it is deeply 
valued. n
—Caitlin Dunne, MD
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National Physicians’ Day and 
“The celebrated abortion trial 
of Dr Emily Stowe”

EDITORIALS

As we observe National 
Physicians’ Day this 

year and celebrate 125 
years of determination, 
I reflect on all of you—

my colleagues.
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EDITORIALS

I t was on an epic CME Paul Gauguin 
cruise through the Cook Islands in 
2014 where I first came across a very 

interesting posse of people—a cluster of 
the BCMJ-ers. A few years later, I happily 
joined the diverse and incredibly wise BCMJ 
Editorial Board. Now, after almost a decade 
of memories, learnings, and camaraderie, 
and being one of the senior members of 
the group, I have decided to retire from the 
Editorial Board, and I’ve been reflecting 
on the positive impact that being involved 
with the BCMJ has had on my role as a 
family physician. 

Being an Editorial Board member 
allowed me to help spread the knowledge 
that comes to us in many forms: clinical 
articles, letters, blog posts, student-written 
articles, essays, artwork, news, obituaries, 
advertisements, the occasional haiku, and 
some very interesting rants. As physicians, 
we are scholars and lifelong learners, and we 
use this knowledge to educate our patients. 

It also made me a better communicator. 
I recently attended a celebration of life for 
one of my cherished patients, and I learned 
more about her in that 1 hour than I had in 
the 12 years I had known her. I was shocked 
by this revelation, but then I felt inspired 
to do better. I now end most of my patient 
interactions by asking my patients to share 
an anecdote about themselves. This type of 
information gathering deepens my rela-
tionships with my patients and plays an 
important role in providing effective and 
informed health care decisions in the future. 

It gave me the opportunity to take in 
more stimulating reads and explore my cre-
ative writing skills. Unfortunately, a lot of 
my work as a family physician is spent writ-
ing sick notes, filling out disability forms, 
and reviewing endless reports. This time 
should be spent caring for, diagnosing, and 
treating patients. As a side note, it appears 
we are finally seeing the end of routine sick 
notes. We need to continue to advocate for 

eliminating the endless administrative bur-
den that is placed on primary care providers, 
as this is a possible deterrent in recruiting 
new family physicians.

The camaraderie of the BCMJ group 
has also encouraged my collaboration with 
health professionals in my community. As 
a solo family physician, I had inadvertently 
isolated myself from my colleagues. Now I 
am a regular attendee at many of the events 
organized by our department of family prac-
tice, our division of family practice, and our 

An epic voyage

medical staff association in Kamloops. I am 
excited to be engaging in an Indigenous 
cultural safety and humility day of learn-
ing with my peers. I am also going to be 
throwing stones in a doctors versus medical 
residents curling match in Kamloops, where 
the residents will be led by a Scotties Tour-
nament of Hearts All-Star! I think focusing 
on team building and delivering effective 
team-based care is one of the solutions to 
our primary care crisis.

I feel honored and thankful to have had 
this epic experience, and I will maintain the 
many skills and tools I acquired to advo-
cate for the future of primary care. I also 
look forward to picking up the monthly 
BCMJ and cruising through the uplifting 
and well-crafted articles and stories. n
—Jeevyn K. Chahal, MD
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The camaraderie of the BCMJ 
group has encouraged my 
collaboration with health 

professionals in my community. 
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Letters to the editor 
We welcome original letters of less than 500 words; we may edit them for 
clarity and length. Email letters to journal@doctorsofbc.ca and include your 
city or town of residence, telephone number, and email address. Please 
disclose any competing interests.

Striving for a sustainable, low-
carbon health care system
In her October 2022 President’s Comment,1 
Dr Ramneek Dosanjh noted, “As physi-
cians, we are all leaders and trusted advo-
cates for our patients and our communities. 
Now is the time to use this leadership to 
communicate about the health impacts of 
climate change, to contribute to short- and 
long-term strategies that reduce potential 
harms, and to actively make changes in 
the health care system for the good of our 
patients and our planet.” I am writing to 
request that the BCMJ further its current 
impressive leadership1-6 by including health 
care sustainability in publication decisions.

Collective recognition of and action on 
health care’s contribution to 4% of national 
greenhouse gas emissions7 and pollution 
can complement and enhance providing 
low-carbon, high-quality health care,8 shift-
ing us out of our unenviable position—
second-highest per capita in national health 
care emissions.9 The BCMJ has an opportu-
nity to raise awareness by making it policy 
to consider emissions and pollution-related 
concerns in its articles. A commentary in 
Lancet Planetary Health provides eight 
dimensions that could be adapted for this 
aim.10 Centring sustainability for authors 
and readers may lead to them sharing ideas 
with patients, who have been shown to sup-
port Canadian health systems moving to 
low-carbon/low-waste care.4 

Here are two examples of how health 
care sustainability considerations could have 
been incorporated into recent articles pub-
lished in the BCMJ: 
•	 “A call to action: Dermatology’s role in 

combatting colorism”:11 If the author had 
been requested to include sustainability 

considerations, they would have discov-
ered that many skin-lightening products 
contain mercury,12 and a 2022 system-
atic review demonstrated elevated mer-
cury levels in the urine and blood of 
skin-lightening product users.13 This 
could have been described as a clinical 
and pollution-related consideration.

•	 “Implementation of human papillo-
mavirus primary screening for cervical 
cancer in BC”:14 Significantly reduced use 
of single-use plastic specula and quicker 
detection of cancerous and precancerous 
conditions would have sustainability 
co-benefits (less intensive health care 
with fewer emissions and less waste).15

Some researchers are already thinking about 
such considerations. For example, Dr Davie 
Wong, author of “The unsubstantiated pref-
erence for outpatient IV antibiotics,” noted 
that oral antibiotics have a lower carbon 
footprint than their IV counterparts.16 The 
article is about the clinical benefits of oral 
antibiotics over IV, but it incorporates the 
environmental co-benefit as well.17

In his mandate letter18 to Minister of 
Health Josie Osborne, Premier David Eby 
wrote, “Our commitment to take action on 
climate change remains foundational and 
will be key to a healthy and prosperous BC 
for future generations.” Health authorities 
have a government-mandated commitment 
to reduce carbon emissions;19 therefore, sus-
tainable practices must be embedded in 
our work. The BCMJ can support this sus-
tainable, low-carbon health care system by 
identifying environmental sustainability 
alongside clinical excellence. 
—Rashmi Chadha, MBChB, MScCH, CCFP 
(AM), FASAM
Addictions Physician, Vancouver Coastal 
Health

Clinician Engagement Lead for Planetary 
Health, Vancouver Coastal Health
Co-chair, Provincial Sustainable Clinical 
Services Working Group, Health Quality BC
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Editor’s note: Thank you for bringing this up. 
We will consider how to do this.

Re: Closure of the  
CPSBC Library
I have several provincial licences and have 
worked in many provinces. I have long 
admired BC for its progressive steps in 
ensuring excellence in medical care, one of 
which was the College of Physicians and 
Surgeons of BC’s Library. I used it fre-
quently. There was and still is nothing else 
like it, and the librarians were incredibly 
helpful. Its sudden cessation was a huge loss 
to physicians who want to research answers 
to clinical questions to stay current and pro-
vide better care and a huge step backward 
for BC health care. I would have happily 
paid more to keep it going, but per usual 
with administrative decisions from above, 
we physicians weren’t asked. Perhaps, in 
the future, if national licensure ever comes 
about, a similar resource can be part of the 
benefits that would provide. We physicians 
should ask for this.
—Faye MacKay, MD, CCFP, FCFP
Langham, SK

Re: Unnecessary dental 
antibiotic prescribing
The BCCDC article about how to choose 
wisely when deciding whether to prescribe 
prophylactic antibiotics prior to dental pro-
cedures [BCMJ 2025;67:71-72] left me with 
a personal quandary: Should I continue my 
habit of taking a single dose of 2 grams of 
amoxicillin prior to dental procedures? 

According to the article, one does not 
use prophylactic antibiotics in patients 
with nonvalvular cardiac or other indwell-
ing devices (such as my pacemaker), only if 
there is a history of a prosthetic heart valve, 
a history of infectious endocarditis, cardiac 
transplant with valvular regurgitation, or 
certain congenital heart disease scenarios.

A decade ago, I had abdominal sur-
gery, which left me with drains for several 
months. Six weeks postoperatively, symp-
toms of septicemia developed. Wound cul-
tures were negative, while blood culture 
grew Staphylococcus aureus. No primary 
source for this bacterium could be identi-
fied. Eight weeks of IV cloxacillin later, 
symptoms returned within 24 hours of its 
cessation.

Positron emission tomography scan 
for endocarditis was negative, so another 
8 weeks of IV cloxacillin was tried, only to 
be followed by recurrent septicemia symp-
toms for a third time, when antibiotics were 
stopped.

Pacemaker and leads were then removed. 
They grew the Staphylococcus aureus. Finally, 
after close to 6 months of antibiotics (and 
negative blood cultures), a new pacemaker 

and leads were inserted. No bacteremia 
recurred. 

Acute pericarditis developed 8 weeks 
postinsertion of the new pacemaker and 
leads. This inflammation started 24 hours 
after a routine influenza vaccination. It was 
felt to be unrelated to the bacteremia and 
responded to anti-inflammatory treatment.

I would be interested to hear what Dr 
Patrick and his team would do for them-
selves before dentistry if they had personally 
undergone this scenario.
—Anthony Walter, MB BCh, retired
Coldstream

Authors reply
We thank Dr Walter for sharing his story 
and question in the context of our article. 
We are pleased to hear that he has been well 
since clearing the infection he described.

Quoted guidelines like those produced 
by the American Heart Association serve to 
distill the best available evidence to inform 
practice in most cases for most patients. 
There is always room for variation in unique 
circumstances upon discussion between 
physician and patient.

We can offer a few points that might 
inform that ongoing choice:
•	 Recurrent problems with Staphylococcus 

aureus bacteremia followed a compli-
cated abdominal surgery, where an 
infected pacemaker was eventually 
found to be the reservoir. Endocarditis 
was a legitimate concern but was not 
confirmed by investigations. If there 
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A legacy of care: 
Celebrating 125 years 
of Doctors of BC

A group of dedicated physicians 
came together 125 years ago to 
form what is now Doctors of BC, 

at a time when medical professionals had 
little support, few resources, and limited 
influence on health care policies. Their goal 
was to ensure physicians had a voice and 
were supported so patients could receive 
the best possible care. 

Today, we celebrate the incredible 
impact Doctors of BC has had over the 
past 125 years, shaping the future of medi-
cine in BC. We reflect on how far we’ve 
come—not only in medicine but also in 
the strength of our physician community. 
Today, the association supports a commu-
nity of roughly 17 000 physicians dedicated 
to influencing real change for the health 
care system and for patients. This milestone 
anniversary isn’t just a testament to longev-
ity; it’s a celebration of dedication, innova-
tion, and an unwavering commitment to 
advocate for and support physicians across 
British Columbia. 

While there is still much work to do, 
we have many historical achievements to 
be proud of.

Advocating for physicians and 
patients
For more than a century, Doctors of BC has 
been the leading advocate for physicians, 
ensuring they have the resources, support, 
and fair compensation necessary to provide 
quality care. 

Doctors of BC was the first provin-
cial association in Canada to hire a pro-
fessional negotiator to represent doctors 
in contract negotiations—an innovative 

approach that every other provincial and 
territorial medical association has since fol-
lowed. Throughout its existence, the asso-
ciation has continuously evolved to meet 
the ever-changing needs of its members, 
the profession, and the health care system. 
Whether negotiating contracts, advocating 
for better working conditions, or champi-
oning physician wellness, the association 
has stood firmly in support of the medical 
community.

At the same time, patient care and 
health promotion continue to be a mainstay 
of our advocacy. Through strong lobbying 
efforts and by rallying thousands of British 
Columbians, Doctors of BC played signifi-
cant roles in making seatbelts mandatory for 
those over 16, making car seats mandatory 
for infants and children, persuading the 
government to place a moratorium on ura-
nium mining, and banning tobacco smoking 
in all indoor public spaces.

Positioning BC doctors as leaders 
in transforming health care
Across the decades, Doctors of BC has 
played a crucial role in amplifying phy-
sicians’ voices, ensuring they have a seat 
at decision-making tables and a strong 
influence in shaping health care policies, 
funding decisions, and systemic improve-
ments. From negotiating fair compensation 
and working conditions to advocating for 
patient access, physician well-being, and 
gender equity in medicine, Doctors of BC 
has been instrumental in helping shape a 
system that aims to improve doctors’ lives, 
patient care, and the population’s overall 
health. 

And through our unique Joint Collab-
orative Committees, BC physicians have 
emerged as leaders, working with partners 
to develop innovations to enhance quality 
patient care, strengthen physician satisfac-
tion, and build a stronger health care system.

Building a stronger, more inclusive 
medical community
A community that thrives for 125 years 
does so not only through its achievements 
but also through its ability to evolve. Today, 
the medical community is more diverse, col-
laborative, supportive, and empowered than 
ever before. Doctors of BC’s commitment 
to equity, diversity, and inclusion supports 
physicians from all backgrounds, specialties, 
and experiences to come together and learn 
from one another, advocate for one another, 
and strengthen the bonds that make medi-
cine such a uniquely fulfilling profession.

From mentorship programs to wellness 
initiatives, from leadership development to 
equity and inclusion efforts, Doctors of BC 
has fostered an environment where every 
physician—whether a seasoned expert or 
a newly minted graduate—feels supported 
and valued. This sense of community is what 
enables doctors to provide the best possible 
care to their patients while maintaining 
their own well-being.

Looking forward: A call to action
The challenges we face today—workforce 
shortages, increasing patient complexity, 
and the need for system-wide transforma-
tion—require a strong, unified voice. Now, 
more than ever, we must stand together to 
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R eflecting on my bird’s-eye view 
from 2000 of what the next 25 
years of medicine might look like 

[BCMJ 2000;42:241-242], I have observed 
that several of my predictions have been 
fulfilled to varying extents, some have not 
materialized, and some unanticipated devel-
opments have assumed importance. The 
breakneck pace of change has accelerated.

Genomics
Human genome
Shortly after publication of my article in 
June 2000, Bill Clinton and Tony Blair 
announced the emergence of a rough draft 
of the human genome from the Human 
Genome Project, but it was not until August 
2023 that the complete genome was pub-
lished, somewhat later than many had pre-
dicted.1 Immediate medical applications 
included development of cancer and other 
disease therapies directed at various muta-
tions; design of pharmaceutical agents; and 
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development of genetic testing for predis-
position to many disorders, including breast 
cancer, cystic fibrosis, and hepatic diseases. 
Research into the causes of a variety of 
cancers, Alzheimer disease, and more has 
been facilitated. The availability of genomic 
information and the potential for its use 
has given rise to multiple ethical and legal 
dilemmas, some of which were anticipat-
ed, as demonstrated by the allocation of 
5% of the Human Genome Project’s total 
budget to address ethical, legal, and social 
implications.

Precision medicine
Implicit in my 2000 predictions was the 
development of what has come to be called 
“precision medicine,” an approach that 
selects therapies based on the detection of 
certain genes, proteins, or other substanc-
es in a potential patient that are likely to 
influence the patient’s response to given 
therapeutic agents.2 Inherent to the strategy 
of precision medicine is the availability of 
biomarkers that can be detected in blood or 
other tissues and used to identify cells with 
susceptibility to given therapeutic agents. 
These approaches are now highly devel-
oped for the selection of cancer therapies. 
Whereas traditional chemotherapies are 
nonselective and toxic not only to malig-
nant cells but also to all rapidly proliferating 
cells, targeted therapies involve identify-
ing the unique features of cancer cells that 
help them grow, divide, and spread. These 
features can then be targeted with specific 

therapeutic agents designed to disrupt or 
block their functions. 

Pharmacogenomics
Pharmacogenomics, the study of how 
genes affect a person’s response to drugs, 
has progressed enormously in the past 25 
years.3 For any given drug, some people will 
respond fully, others only partially or not at 
all, and still others may experience undesir-
able, even fatal, side effects. The National 
Institutes of Health Genetic Testing Regis-
try now maintains a database of laboratories 
able to test for genes and proteins to allow 
better targeting of therapies and identify 
persons at high risk of selected adverse drug 
reactions. Therapies selected based on phar-
macogenetic studies are now in widespread 
use, and such strategies will multiply as basic 
research and clinical trials evolve. 

Genetic engineering
Genetic engineering, the artificial manipu-
lation, modification, or recombination of 
DNA or RNA to modify an organism, 
has been with us since the late 1960s. In 
2000, the repertoire of genetically engi-
neered drugs included only a few agents, 
including tissue-type plasminogen activa-
tor, insulin, and human growth hormone. 
Developments in the last 25 years have been 
explosive, and there are now huge numbers 
of such drugs available, as well as many drug 
delivery systems developed using genetic 
engineering techniques. 

The spectacularly rapid development 
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of mRNA-based vaccines,4 which curbed 
the devastation of the COVID-19 pan-
demic and could be quickly modified to deal 
with viral mutations, was possible because 
of the discoveries of Katalin Karikó and 
Drew Weissman, who received the 2023 
Nobel Prize in Physiology or Medicine. 
The lipid nanoparticle encapsulation pro-
cess developed by University of British 
Columbia scientist Pieter Cullis is an essen-
tial component of the vaccines, allowing 
entry of the mRNA into human cells. This 
mRNA-based technology promises to offer 
a whole new family of vaccines, as well as 
strategies for targeting malignant cells. 

Gene editing technologies5 allow 
highly specific changes to be made in 
the DNA of a living organism. The most 
recent and promising of these technolo-
gies is CRISPR-Cas9, the discovery and 
development of which led to the award of 
the Nobel Prize in Chemistry to Jenni-
fer Doudna and Emmanuelle Charpentier 
in 2020. This technology could be used to 
modify defective genetic codes in mono- or 
multigenetic diseases and to treat infectious 
diseases, autoimmune disorders, and cancer. 
ClinicalTrials.gov currently lists 60 trials 
using CRISPR-Cas9 technologies. There 
are many hurdles to address, including the 
immunogenicity of the administered cellu-
lar materials and a variety of complex ethical 
issues, but these are likely to be overcome 
as research surges forward. 

Transplantation
I predicted significant progress in human 
tissue and organ replacement, but progress 
on this front has been rather slow. The num-
ber of annual organ transplants worldwide 
increased to about 157 000 in 20226 (2936 in 
Canada),7 with a 23% increase from 2009 to 
2018, and short-term survival has improved 
modestly. However, overall success is lim-
ited by chronic rejection and the availability 
of viable organs. In Canada in 2018, 223 
people died while awaiting an organ for 
transplant, and there were 4351 people on 
the transplant wait list. There has been prog-
ress in artificial organ technology, but there 
has been no long-term survival of a patient 

dependent on an implanted artificial organ. 
Xenotransplantation (the experimental pro-
cess of transplanting organs across species) 
has been tried in one approved instance. 
The problems of rejection, donor infectious 
agents, and species-specific organ function 
are the focus of ongoing research.

The transplantation of hematopoietic 
stem cells obtained from bone marrow, 
peripheral blood, or umbilical cord blood 
has been available for many years for treat-
ment of leukemias and lymphomas and 
for selected postradiation and postchemo-
therapy cancer patients. More recently, plu-
ripotential stem cells have been recovered 
from embryonic tissue (the inner cell mass 
of the blastocyst) and a number of adult 
tissues, including skin and bone marrow. 
Differentiated cells in such tissues have 
also been deprogrammed back to a pluri-
potential state (induced pluripotent stem 
cells). Although only hematopoietic stem 
cell transplantation is currently approved 
by the US Food and Drug Administration 
for human clinical use, there are many stem 
cell clinics marketing unproven stem cell 
therapies in the US and worldwide. Active 
research is exploring these therapies for 
neurodegenerative diseases, diabetes, heart 
disease, and many other conditions, and it 
seems likely some of this work will eventu-
ally bear fruit. 

Health care system
In 2000, I predicted that BC health care 
would come to be provided in a setting of 
more planned and all-encompassing mod-
els. Dramatic changes began in December 
2001, with the consolidation of 52 health 
authorities into five geographic govern-
ing authorities and the Provincial Health 
Services Authority (PHSA). Each regional 
health authority is responsible for planning 
and delivering health care services within its 
geographic area. The PHSA oversees coor-
dination and delivery of highly specialized 
services like cancer care and transplantation 
provincewide. In 2013, the First Nations 
Health Authority was created.

There has been enormous progress in the 
development and deployment of electronic 

health records in BC. The Clinical & Sys-
tems Transformation project8 is a multi-
year project on which Vancouver Coastal 
Health, the PHSA, and Providence Health 
Care have cooperated to establish common 
clinical and process standards (e.g., work-
flows, order sets, clinical guidelines, inte-
grated care plans) and a common electronic 
health record system. A common clinical 
information system (Cerner) has replaced 
multiple aging systems. Medications are 
now supplied to the bedside as prepack-
aged, barcoded, single-unit doses, which 
can be barcode scanned and administered 
directly to the patient or resident without 
additional preparation. As of September 
2024, implementation has been completed 
in most acute and residential care facilities 
within Vancouver Coastal Health and in 
PHSA facilities in the Vancouver Coastal 
Health region. 

My prediction regarding improved 
access to patient medical data has been 
realized. In 2013, the BC Services Card 
replaced the CareCard. It can be used to 
access a variety of BC government and 
agency services. The Health Gateway app 
allows BC residents to securely access their 
health data (e.g., medications, vaccinations, 
medical visits, hospital stays), along with 
selected personal nonhealth data held in 
provincial and federal government reposi-
tories. This system can be challenging to the 
many individuals who are inexperienced or 
incapable of using modern electronic sys-
tems, but it represents a huge advance for 
those who have these capabilities.

There has been substantial progress 
deploying electronic health records to 
individual physicians. Implementation in 
BC has been facilitated by the outstand-
ing web-based guidance available from the 
Doctors Technology Office, a joint initia-
tive of Doctors of BC and the provincial 
government. A further major impediment 
continues to be Canada’s disparate network 
of 14 essentially independent health care 
systems (10 provincial, 3 territorial, and 1 
federal) and their lack of interoperable elec-
tronic health records. In 2001, the federal 
government established Canada Health 
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Infoway, an independent, not-for-profit 
corporation charged with transforming 
Canada’s health care system through digi-
tal health. Although progress has been slow, 
an independent performance evaluation in 
2018 reported that Canada Health Info-
way has greatly contributed to more timely 
delivery of health care, increased produc-
tivity and interoperability, and improved 
access to and sharing of information. A 
2024 survey of Canadian physicians found 
that 95% of respondents used electronic 
health records to enter and retrieve clinical 
patient notes, a dramatic increase from 39% 
in 2010, although they experience major 
challenges using these systems, and burnout 
is a threat to progress and even sustainabili-
ty. A November 2024 report9 acknowledged 
significant funding (over $3 billion to date) 
and effort but identified poor interoper-
ability of data systems, even within cities 
and provinces, and emphasized that more 
commitment and collaboration was required 
from federal, provincial, and territorial gov-
ernments to accelerate progress. 

Medical education and research
In relation to population, in 2000, BC had 
fewer medical students and fewer post-
graduate trainees (residents) than any other 
Canadian province10,11 and was able to sat-
isfy only 25% of the annual need for new 
physicians in the province. I predicted that 
the BC government would begin to take 
responsibility for educating the physicians 
needed by British Columbians, and the 
situation has changed profoundly, begin-
ning in December 2000 with substantial 
new provincial funding announced to put 
more doctors, nurses, and other health pro-
fessionals into the health care system. In 
spring 2001, the new provincial govern-
ment committed to double BC’s enrolment 
of medical students (and residents) in a 
distributed program centred at the Univer-
sity of British Columbia and in partnership 
with the University of Northern British 
Columbia and the University of Victoria. 
The dramatically enlarged and provincially 
distributed medical education enterprise 
has become an internationally recognized 

model. In 2024, there were 340 students 
in the first-year medical class (compared 
with 120 in 2000), and UBC now graduates 
more MDs annually than any other Cana-
dian university (298 in 2021).10 Enrolment 
in Canadian medical schools has almost 
doubled since 2000.10 

As I predicted in 2000, not only has 
medical education expanded, but it has 
also evolved significantly to better equip 
future doctors for practice. In their first year, 
medical students begin clinical experienc-
es in doctors’ offices and community and 
hospital clinics. With the new distributed 

programs, medical students and residents 
experience real-world settings and build 
relationships with communities province-
wide. Their educational programs are built 
on problem- and case-based paradigms 
that feature realistic patients and emulate 
clinical practice. Accreditation standards 
require each medical school to commit to 
addressing the priority health concerns of 
the population it serves and to demonstrate 
that its admissions processes, curricular con-
tent, and types and locations of educational 
experiences produce MD graduates who are 
socially accountable. The UBC Faculty of 
Medicine recently reviewed its 56 learning 
cases for appropriateness in issues of equity, 
diversity, and inclusion, making changes as 
needed. The demographics of BC’s medi-
cal students are changing:12 about 60% of 
students are women (compared with about 
50% in the early 2000s), the mean age has 
risen to about 25 years, only about 9% 
have no university degree (27% in 2012), 
and 57% attended secondary school in 

locations other than Vancouver (50% in 
2012). Between 1954 and 2000, there were 
five UBC MD graduates of self-identified 
Indigenous ancestry. Since implementation 
of the Indigenous admissions pathway in 
2002, there have been more than 120 addi-
tional Indigenous MD graduates. 

Canada is still trying to recover from 
cutbacks in medical student enrolment in 
the 1980s prompted by flawed predictive 
data that failed to adequately account for 
population aging, advances in medical ther-
apies and surgical techniques, and changes 
in the sex distribution and practice patterns 
of physicians. The ratio of doctors per 1000 
population increased from 2.0 in 2000 to 
2.7 by 2019, but the OECD average is 3.4, 
and Canada’s ratio was lower than that of 
every European country included in the 
rankings.13 In 2023, 17% of Canadians did 
not have regular access to a primary health 
care provider,14 and access to specialists and 
surgical procedures was problematic.

Some of the problems of access to pri-
mary care may be alleviated by measures 
I mentioned in 2000 that are now imple-
mented in BC and several other provinces, 
including expanded education and practice 
entry of nurse practitioners and midwives 
and substantial expansion of the scopes of 
practice of pharmacists. Alternatives to the 
fee-for-service model are common in Euro-
pean countries and the US and are increas-
ingly sought by physicians and health care 
provider agencies. The most recent of many 
such programs in BC is the Longitudinal 
Family Physician Payment Model, which 
was introduced in 2023 to compensate fam-
ily practitioners for time, patient interac-
tions, and the number and complexity of 
patients in their practice. It has been taken 
up by over 800 new family practitioners 
and is now being emulated by several other 
provinces.

I also predicted that Canada would 
commit more national resources to health 
research. The Canadian Institutes of Health 
Research was created in 2000, with a budget 
about four times that of its predecessor, the 
Medical Research Council. New programs 
were created in support of health services 

I predicted that the BC 
government would begin 

to take responsibility 
for educating the 

physicians needed by 
British Columbians, 

and the situation has 
changed profoundly.
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research and social, cultural, environmental, 
and population health research. Major new 
federal initiatives in support of research 
personnel (e.g., graduate students, research 
fellows, faculty) and infrastructure (e.g., 
the Canada Foundation for Innovation) 
allowed substantial rebuilding and expan-
sion of Canada’s health research endeavors. 
BC government support of health research 
was dramatically increased with the cre-
ation of the Michael Smith Foundation 
for Health Research (now Michael Smith 
Health Research BC) in 2001. Unfortu-
nately, there has been relatively slow growth 
of federal health research funding since the 
major increases in the early 2000s. Can-
ada’s per-capita federal expenditures on 
health research are now a fraction of those 
in the US, and Canada ranks 10th among 
OECD countries in per-capita federal 
expenditures.15

Unanticipated developments
Opioid epidemic
Opioid use disorder is a long-standing 
social and medical issue that has reached 
epidemic proportions in recent years, affect-
ing over 27 million people worldwide. The 
well-known adverse effects of opioid use, 
along with other controlled drugs, have been 
dramatically augmented in recent years by 
the advent of increasingly common fatali-
ties from unregulated drugs. In BC, annual 
deaths have risen from 270 in 2012 to 2573 
in 2023,16 despite the declaration of a pub-
lic health emergency in 2016. Efforts to 
understand and manage the problem of 
opioid use disorder and toxic drug deaths 
require ongoing research into its sociologi-
cal, pharmacological, behavioral, regulatory/
legal, and medical aspects. The four pillars 
of management (harm reduction, preven-
tion, treatment, and enforcement) is a useful 
descriptive term, but there is currently no 
general agreement as to which option or 
combination of options to deploy in any 
given individual or community.

Medical assistance in dying
As recently as 2015, there was no legal way 
in Canada for a person with a terminal 

illness to obtain medical assistance in 
dying (MAID). In 2016, federal legisla-
tion authorized medically assisted death 
for adults with reasonable foreseeability of 
natural death who were suffering intolerably 
during the dying process. The reasonable 
foreseeability of natural death criterion was 
removed in 2021. Between 2016 and 2022, 
there were 44 958 medically assisted deaths 
in Canada, 4% of all deaths annually. As of 
April 2025, MAID cannot be specified in 
an advance directive (except in Quebec), 
and it is not available for persons whose 
sole medical condition is a mental illness 
or for minors (persons under 18 years), even 
if they are judged to be “mature.”17 Further 
legal and legislative changes seem likely in 
the near future. 

Artificial intelligence
Artificial intelligence (AI)—that is, intel-
ligence exhibited by machines, in particular 
computer systems—has been around since 
the 1950s, but its evolution has acceler-
ated profoundly since about 2012, and it is 
being deployed across the breadth of human 
endeavors. The 2024 Nobel Prize in Phys-
ics was awarded jointly to John Hopfield 
and Canadian Geoffrey Hinton for their 
foundational discoveries and inventions that 
enable machine learning with artificial neu-
ral networks.

The application of AI is already acceler-
ating the pace of medical research. The 2024 
Nobel Prize in Chemistry was awarded in 
recognition of AI-enabled work on protein 
structure. Applications of AI to medical 
practice are already being anticipated by a 
Doctors of BC committee struck to study 
the potential of AI to serve the function of 
a medical scribe. The ethical dimensions of 
the availability of AI are immense and were 
stressed by Hinton in his Nobel address. 

Summary
The delineation of the human genome and 
related advances in pharmacogenomics, 
genetic engineering, and transplantation 
are being rapidly translated into clinical 
practice, despite persisting ethical and legal 
issues that must be resolved. 

Although Canada has, on a per-capita 
basis, substantially increased its comple-
ments of physicians in training and in prac-
tice and its investments in health research, 
it still lags behind many OECD countries. 
There have been many improvements in the 
organization of BC’s health care system and 
in provincial and federal deployment of 
electronic health records, although interop-
erability remains problematic. Canadian 
medical education programs are evolving 
to better meet the needs of the population. 

Canadian life expectancy at birth rose 
from 79 years in 2000 to 83 in 2024. Even 
though many nations face nonmedical 
determinants of health such as poverty, 
social disorganization, war, and environ-
mental degradation, from which Canada 
has been relatively spared, global health 
data also reveal improved life expectancy at 
birth, rising from 66 in 1998 to 73 in 2020. 

AI has burst into prominence, with 
its myriad potential benefits to medical 
research and practice and accompanying 
ethical and legal challenges. 

It seems likely that medical progress 
will continue to accelerate, perhaps war-
ranting a further update in 2050, although 
not by me. n
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strengthen our community, embrace new 
opportunities, and continue to advocate 
for the profession. As we mark this mile-
stone, let’s recommit to each other and 
our profession so we can build an even 
stronger health care system for future 
generations.

To all our physicians—past, present, 
and future—thank you for being part 
of this journey and, even more, for your 
unwavering commitment. Here’s to the 
next 125 years of making a difference, 
one patient at a time. n
—Charlene Lui, MD
Doctors of BC President

is anything to suggest past bacterial 
endocarditis, prophylaxis is still rec-
ommended.

•	 S. aureus is the most common cause 
of infections of various prostheses, 
including pacemakers, but it is not 
a major element of the mouth flora, 
nor a common agent of transient bac-
teremia with dental manipulation. 
In the case of an open abdominal 
wound with prolonged drainage, the 
wound is much more likely than an 
oral source to be the portal of entry.

•	 If the main concern is about reseeding 
a pacemaker with S. aureus, amoxi-
cillin would not be expected to do 
very much, because most S. aureus 
is generally resistant to it.

We thank Dr Walter for the question 
and wish him excellent health! 
—David M. Patrick, MD, FRCPC, MHSc
Professor, School of Population and 
Public Health, UBC
Medical Epidemiology Lead for 
Antimicrobial Resistance, BCCDC

—Kate O’Connor, RN
Nurse Educator, Community 
Antimicrobial Stewardship, BCCDC

—Edith Blondel-Hill, MD, FRCPC
Medical Microbiologist/Infectious 
Disease Specialist, Interior Health

—Lynsey Hamilton, MSc
Knowledge Translation and Exchange 
Specialist, BCCDC

—Fawziah Lalji, PhD
Professor, Faculty of Pharmaceutical 
Sciences, UBC

—Hannah Lishman, PhD
Senior Scientist, Community 
Antimicrobial Stewardship, BCCDC

—Clifford Pau, DMD, MSc
Clinical Associate Professor, Faculty of 
Dentistry, UBC

—Nick Smith, MPH
Project Manager, Community 
Antimicrobial Stewardship, BCCDC 
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ABSTRACT

Background: Self-administered vaginal swabs 

became available at the Island Health outpa-

tient lab in Campbell River and at labs through-

out northern Vancouver Island in February 

2021. This project aimed to increase the use 

of the swabs to improve access to testing for 

sexually transmitted infections.

Methods: Clinicians and lab staff at Island 

Health lab collection sites on northern Van-

couver Island were surveyed to gauge their 

understanding of self-administered vaginal 

swabs. Information sessions were provided to 

enhance their knowledge. Patient satisfaction 

surveys were also conducted.

Results: At baseline, a median of 117 swabs 

per quarter were returned to Island Health lab 

collection sites on northern Vancouver Island. 

After the swabs became available, the median 
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increased to a peak of 294 per quarter. Knowl-

edge about the swabs among lab staff and 

clinicians increased from 33% preintervention 

to 100% postintervention. Patients preferred 

the swabs over other testing methods.

Conclusions: Improving access to and provid-

ing education about self-administered vaginal 

swabs led to increased sexually transmitted 

infection testing at Island Health labs on north-

ern Vancouver Island. 

Background 
Testing for sexually transmitted infections 
(STIs) in individuals with female anatomy 
has historically taken place in a clinician’s 
office using endocervical swabs, often in 
conjunction with a Pap test. However, the 
accuracy of using self-administered vagi-
nal swabs (SAVS) to detect chlamydia and 
gonorrhea is equal to or greater than that 
of clinician-collected endocervical swabs 
and first-catch urine tests;1-4 the latter may 
miss up to 10% of chlamydia infections in 
patients with female anatomy (though it 
remains the gold standard for STI testing 
in patients with male anatomy).5-7 BD Pro-
beTec CT/GC Qx vaginal swabs (the type 
used in Island Health) have a sensitivity 
of 99.3% and 99.5% and a specificity of 
98.6% and 99.8% in detecting chlamydia 
and gonorrhea, respectively.8

SAVS also have a lower lifetime cost, 
because visits to health professionals are 
reduced.9 High levels of patient satisfaction 
with SAVS have also been reported.10,11 
Their use is more desirable among those 

with aversions to clinician-collected sam-
pling for personal, religious, or cultural 
reasons, or due to gender identity, ability, 
or trauma triggers;11,12 the swabs are also 
easier to use than having a pelvic examina-
tion performed with a vaginal speculum. 
The use of SAVS increases accessibility 
to STI testing for patients with limited 
access to primary care, such as those in rural 
locations,11 and increases the chance that 
routine tests will be completed.13

SAVS have been available in Canada 
since at least 2003.4 They have been avail-
able in sexual health clinics and clinician 
offices on northern Vancouver Island for 
some time, but prior to February 2021, they 
were not available at the Island Health out-
patient lab in Campbell River—the largest 
community on northern Vancouver Island 
and the referral centre for several outly-
ing communities—or in other northern 
Vancouver Island sites. As a result, patients 
could self-collect a vaginal specimen only at 
a clinician’s office, even if they had already 
had a virtual or telehealth visit with their 
clinician. In contrast, a clinic visit is not 
required for first-catch urine testing; the 
requisition can be sent directly to the lab, 
where the patient provides the sample. 
Requisitions for SAVS can either be sent 
directly to the lab or be given to the patient. 
Patients can collect the specimen at the lab 
or take the swab home and then return the 
sample to the lab [Figure 1].

During the pandemic, clinicians were 
unable to conduct STI testing during clin-
ic closures due to COVID-19 outbreaks. 
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Even though SAVS were available and the 
patient did not need a clinician to collect 
a vaginal sample, the Island Health out-
patient labs on northern Vancouver Island 
did not have a protocol for patients to self-
collect a sample—only the less sensitive 
first-catch urine testing was available. This 
quality improvement project was conceived 
to bridge this gap in care. The aim was to 
increase the number of SAVS processed 
through the Island Health outpatient labs 
so that STI testing could be conducted 
in a timely, efficient, accessible, and cost-
effective manner.

Methods
The project was submitted to the Island 
Health Quality Improvement Registry. 
Because it was a quality improvement 
project, it was deemed exempt from a 
formal research ethics board review.

The intervention took place within 
seven Island Health lab collection sites 
on northern Vancouver Island: Campbell 
River, Quadra Island, Port Hardy, Alert 
Bay, Port McNeill, Port Alice, and Gold 
River. All SAVS specimens were processed 
in a central Island Health site in Victoria. 

The number of vaginal swabs received 
quarterly at the Island Health outpatient 
labs was analyzed from 1 January 2019 to 
31 December 2023.

Clinicians and lab staff were surveyed 
to gauge their understanding of the accu-
racy and acceptability of SAVS. The survey 
link was sent via email. The results were 
used to develop information sessions to 
raise awareness of the recent availability 
of SAVS at the labs. The sessions were 
conducted in April and May 2021, and a 
follow-up survey was sent by email. 

Patient surveys were also made avail-
able in specimen collection areas via post-
ers with a QR code. All survey responses 
were voluntary and anonymous and were 
collected using SurveyMonkey.

The results of the clinician and lab 
staff surveys and patient satisfaction 
surveys were reviewed by the principal 
investigator. 

FIGURE 1. Patient pathway for sexually transmitted infection (STI) testing.

In-person appointment

Positive result

Self-collected vaginal 
specimen in office

Self-collected vaginal 
specimen in lab

Clinician-collected 
specimen in office

Negative result

Virtual appointment

Patient prefers  
collection at the office  

(may need to make another 
appointment for this)

Patient prefers 
collection at the lab

Patient is offered STI 
testing for chlamydia 

and gonorrhea

Swab received by lab 
and processed

Test result sent 
to clinician and 

available to patient on 
MyHealthPortal

Public Health 
automatically notified of 

positive result

Public Health notified 
of treatment provided 

and whether assistance 
with contact tracing is 

needed

Clinician initiates  
follow-up with patient

Lab requisition made 
and sent directly to 

patient or lab

Patient attends lab  
for testing

Treatment
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Results 
The number of vaginal swabs received at the 
Island Health outpatient labs on northern 
Vancouver Island increased from a median 
of 117 per quarter from 1 January 2019 to 
31 March 2021 to 184 in the first 3 months 
after they were made available. A further 
increase to a median of 294 per quarter 
occurred from 1 July 2021 to 31 Decem-
ber 2023 [Figure 2]. The number of swabs 
received remained high, even though no 
further clinician education or new public 
health information was provided.

In initial surveys of lab staff (n = 9), 33% 
were familiar with SAVS, and 12.5% believ
ed that SAVS were as accurate as clinician-
collected specimens. The postintervention 
surveys (n = 5) indicated that knowledge 
about SAVS had increased: all respondents 
reported familiarity with their use.

Patient surveys (n = 5) indicated that 
patients preferred SAVS over other STI 
testing methods. All respondents reported 
that the collection instructions were easy 
to understand and that self-collection of 
samples was easy.

Discussion
Having SAVS available at the Island Health 
outpatient labs led to an increase in the 
number of STI tests conducted. This is 
particularly relevant following a change to 
the BC Cancer Cervical Cancer Screening 
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FIGURE 2. Number of vaginal swabs received at Island Health outpatient labs on northern Vancouver 
Island (January 2019–December 2023). The dashed line represents the month (February 2021) that 
SAVS were made available at the labs.

FIGURE 3. Talking points and simplified 
instructions created for the use of self-
administered vaginal swabs. 
STI = sexually transmitted infection

Program that has resulted in fewer patients 
having a clinician-collected cervical screen, 
which is when clinicians commonly conduct 
STI testing.

Increased testing and identification 
of STIs leads to timelier and improved 
follow-up and treatment,11,14 which reduces 
the risk of complications and the spread of 
infection.11

The use of SAVS has also led to a signifi-
cant increase in rescreening and follow-up 
compared with clinician-collected speci-
mens,15 and patients who used SAVS said 
they would routinely self-test if SAVS were 
widely available.16 Barriers to STI testing 
in clinical settings could be alleviated by 
making SAVS available at testing labs and 
through mail-in services and remote out-
reach programs.7 

The BCCDC operates the GetChecked
Online program, with testing available at 
17 LifeLabs locations across BC.17 An 
individual can register online, print a lab 
form, present it at a participating lab, get 
tested at the lab, and then get the results 
online.17 BCCDC clinics in Fraser Health 
and Vancouver Coastal Health also offer 

SAVS through the SmartSexResource.18 

However, access to SAVS is still limited. 

Northern Health and Interior Health offer 
SAVS at clinics but do not provide them 
at testing labs.18-20 Additionally, in some 
communities, it may be difficult to access a 
clinician to receive STI testing (a laboratory 
requisition is currently required for testing 
to be done at the Island Health outpatient 
labs). Therefore, implementation of SAVS 
programs and education about SAVS would 
prove useful [Figure 3]. Further research 
could examine the possibility of making 
SAVS available in pharmacies to improve 
accessibility and provide effective testing 
and treatment.21

Study limitations 
It was impossible to know how many swabs 
were being collected at labs versus clinician 
offices. However, this is likely of limited sig-
nificance. The increase in the use of SAVS 
may have been due to increased access to 
care as COVID restrictions to in-person 
care were lifting. 

We did not determine whether a posi-
tive swab for chlamydia or gonorrhea led 
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to follow-up treatment. However, in BC, 
chlamydia and gonorrhea are reportable 
STIs, and the ordering clinician is respon-
sible for follow-up. 

Conclusions
Improving access to and providing edu-
cation about SAVS led to increased STI 
testing at Island Health labs on north-
ern Vancouver Island. The acceptability of 
SAVS among patients made them the easier 
option for STI testing, and ordering tests 
was easier because the clinician could order 
them during a virtual visit.

Other health authorities and private 
labs should consider a similar expansion 
of services to meet the needs of patients. 
First-catch urine testing, the gold standard 
for STI testing in those with male anatomy, 
is widely available at labs in BC. Making 
SAVS equally widely available for those 
with female anatomy would improve the 
equity of health services. n
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Road to recovery: A strategy 
to meaningfully address 
British Columbia’s substance 
use system of care
A call on communities to support this coordinated, accessible, and 
evidence-based approach for the first step toward recovery. 

A. Wellar, B. Dennis, MBBS, PhD, S. Partridge, MSW, R. Brar, MD, H. Johnson, MHA,  
C. Johnson, RN, MPH, S. Nolan, MD

T he need for a coordinated sub-
stance use system of care in 
British Columbia and beyond 

has never been more urgent. Since 2016, 
almost 50 000 Canadians have died from an 
opioid-related poisoning.1 BC has been par-
ticularly affected, having the highest rates 
of opioid-poisoning deaths and hospitaliza-
tions for opioid and stimulant poisonings 
compared with the rest of Canada [Table].1 

This burden of disease is not restricted 
to criminalized substances; alcohol mis-
use is also becoming a growing concern. 
Between 2015 and 2016, approximately 
77 000 hospitalizations were attributable 
to alcohol-related harms (compared with 
75 000 for heart attack).2 While there have 
been initiatives to address the devastating 
consequences of substance use across the 
country, hospitalization and death rates 
continue to rise unabated.1,2

While reasons for the rise of substance-
related hospitalization and death rates are 

multifactorial, in BC, the key contribu-
tors are the toxic nature of the drug supply 
combined with the siloed and fragmented 
addiction treatment system.3 In 2022, the 
BC Coroners Service Death Review Panel 
and BC’s Select Standing Committee on 
Health urgently called for the creation of a 
coordinated substance use system of care.4,5 
Frontline health care providers agreed and 
highlighted two critical aspects of BC’s 
addiction treatment system that required 
urgent attention: 
•	 An increase in the capacity to provide 

on-demand addiction care by trained 
health professionals.

•	 A reorganization and coordination 
of existing clinical services to ensure 
individuals with a substance use dis-
order could be seamlessly supported 
throughout their recovery. 

To accomplish this, in a collaborative 
approach, the provincial government 
(specifically, the Ministries of Health and 

Crude rates

Canada BC

Opioid-poisoning deaths 18 42

Hospitalization: opioid poisoning 18 34

Hospitalization: stimulant poisoning 12 10

TABLE. Crude rates of opioid-poisoning deaths and hospitalizations for opioid and stimulant 
poisonings in BC compared with the rest of Canada (per 100 000 individuals), January to June 2024.1
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Mental Health and Addictions) and front-
line health care providers in one health 
authority (a partnership between Provi-
dence Health Care and Vancouver Coast-
al Health [VCH]) began implementing a 
novel model of substance use care in Sep-
tember 2023. The Road to Recovery (R2R) 
initiative6 addresses key aspects of BC’s 
recovery-oriented system of care to ensure 
that individuals can access on-demand and 
evidence-informed substance use services 
[Figure]. 

To increase capacity, almost 100 new 
addiction treatment beds will be added from 
2023 to 2027, with 25 beds allocated to 
withdrawal management (i.e., detox) at or 
surrounding St. Paul’s Hospital (an acute 
care hospital near Vancouver’s Downtown 
Eastside, an area that experiences high rates 
of poverty, homelessness, mental illness, 
and substance use). The advantages of this 
approach include: 
•	 Medically triaging individuals at 

highest risk for severe, complicated 

withdrawal (e.g., severe alcohol use dis-
order) to receive care in a higher-acuity 
medical facility (versus a community 
detox setting).

•	 Not occupying an acute care medical bed 
exclusively for withdrawal management.

•	 Admitting patients under the care of an 
interdisciplinary team with expertise in 
addiction medicine.

•	 Potentially linking individuals—
many of whom may not otherwise 
engage with the health care system—
to hospital-based general medical or 
surgical care (e.g., infectious disease or 
cardiac consultation for existing comor-
bidities). 

•	 Offering primary prevention (i.e., 
screening) to a patient population that 
may be unattached to primary care ser-
vices.

•	 Rapidly transferring individuals to a 
more medically supportive setting (i.e., 
intensive care) in a scenario of clinical 
decompensation. 

An additional 20 net new transitional 
care (i.e., nonmedical) beds will also be cre-
ated on the hospital’s campus. These beds 
will operate similarly to existing contracted 
beds in the region to facilitate easy transfers 
for individuals who may have stabilized 
from a withdrawal management perspective 
(either inpatient or outpatient) or who may 
not warrant a medical withdrawal man-
agement bed but require stabilization (e.g., 
stimulant use disorder, unstably housed, 
intensive outpatient treatment). 

Finally, 50 additional recovery beds will 
be created near St. Paul’s Hospital, where 
individuals can focus on their recovery goals 
over a period of 3 to 6 months. 

While increasing capacity is critical to 
meet the growing demand for substance 
use services in the VCH region, the more 
impactful work will result from optimizing 
efficiency in and between existing regional 
substance use services. Significant col-
laborative efforts are already underway to 
optimize access and coordinate existing 

Current system Road to Recovery

Insufficient 
dedicated 

long-term support

Multiple
wait lists

Limited access
to clinical

assessment

Fragmented 
care journey

New aftercare and
recovery supports

across the province

Consistent and 
proactive connection 
across the continuum 

of care

Individuals matched 
to services based on 
their unique needs

Same-day 
clinical 

assessment

Single 
“front door”

One wait list

First come,
first served

Multiple programs with
different entry points

FIGURE. Key aspects of BC’s current recovery-oriented system of care compared with the Road to Recovery model of care being implemented in the 
Vancouver Coastal Health Authority since September 2023. Source: British Columbia’s provincial addiction recovery treatment and support network. 
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VCH clinical services (e.g., medical with-
drawal management, transitional care beds, 
bed-based recovery, aftercare supports) via 
the R2R initiative. R2R focuses on: 
•	 Developing Access Central, the single 

point of access for all substance use ser-
vices in the VCH region.

•	 Providing on-demand (i.e., same-day) 
addiction services virtually or in person. 

•	 Ensuring an interdisciplinary team is 
available to support individuals when 
they access substance use care.

•	 Standardizing initial clinical assessment 
and individual care plans.

•	 Medically triaging individuals to ensure 
they receive the right level of care or 
acuity to manage their withdrawal 
syndrome (i.e., immediately transi-
tioning those individuals at high risk 
for severe, complicated withdrawal to 
a medical withdrawal management bed 
and linking others to longitudinal, out-
patient addiction services).

•	 Developing a single, centralized, 
regional wait list for access to bed-based 
substance use services (e.g., withdrawal 
management, transitional care beds, 
bed-based recovery services).

•	 Implementing proactive follow-up 
strategies to continuously engage and 
support individuals at transition points 
along their recovery. 

The region’s commitment to truth and 
reconciliation with Indigenous Peoples is 
embedded in the R2R model of care. This 
commitment takes direction from the calls 
to action of the Truth and Reconciliation 
Commission of Canada, specifically to 
recognize the value of Indigenous healing 
practices and use them in the treatment of 
Indigenous patients; the calls for justice 
of the National Inquiry into Missing and 
Murdered Indigenous Women and Girls, a 
call for Indigenous-led health and wellness 
programs; and the In Plain Sight report, 
BC’s investigation into racism in the health 
care system, which speaks of hardwiring 
Indigenous cultural safety into health care 
and increasing access to culturally safe men-
tal health and wellness and substance use 
services. 

Indigenous patients make up approxi-
mately half of all admissions to the R2R 
unit at St. Paul’s Hospital. R2R has devel-
oped a collaborative, innovative, and multi-
dimensional approach with the Indigenous 
Wellness and Reconciliation team. It 
includes Indigenous cultural safety educa-
tion for providers, offers cultural services 
via Indigenous wellness liaisons, and shares 
data governance of Indigenous patient data 
generated within R2R.

In July 2024, the provincial government 
announced funding to implement and 
expand R2R to all regional health authori-
ties.7 This will advance progress toward cre-
ating a provincial model of substance use 
care, similar to what exists for the manage-
ment of other chronic, relapsing diseases 
(e.g., renal care, cardiac care). Coordination 
of service delivery at the regional level will 
allow for common standards of care, access to 
high-quality evidence-based addiction care 
in any community, and, most importantly, 
the ability for care plans to follow a patient 
if they move within BC’s health authorities. 

R2R offers a coordinated, accessible, and 
evidence-based approach for those looking 
to take their first step toward recovery, how-
ever that may be defined. While additional 
strategies to curb the ongoing toxic drug 
crisis, such as access to a safe drug supply, 
are still needed, we call on all communi-
ties across BC and beyond to support this 
innovative model of substance use care to 
ensure our loved ones can access the care 
they so deserve. n
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ABSTRACT

Addressing barriers to cervical cancer screening 

as a public health priority in British Columbia 

requires innovative approaches. Community-

based health promotion initiatives like Papa-

palooza connect the public with low-barrier 

cervical cancer screening and accessible health 

education, offering inclusive, celebratory, and 

trauma-informed Pap test experiences through 

pop-up events. 

To determine whether patients support Papa-

palooza as a strategy to reduce screening bar-

riers, we administered 354 pre-Pap surveys 

and 309 post-Pap surveys to 533 Papapalooza 

attendees at five events held between March 

and June 2023. Identified barriers included 

inaccessible primary care, provider-related fac-

tors, and personal factors. Surveys showed 
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increased knowledge and comfort accessing 

and understanding the importance of screen-

ing, with 93.8% of post-Pap survey participants 

“very likely” to attend another Papapalooza. 

Community-based health promotion is an 

acceptable means of connecting patients with 

important screening, while creating meaning-

ful opportunities to enhance health literacy. 

Cervical cancer deaths are prevent-
able, thanks to advances in the 
human papillomavirus (HPV) vac-

cine and population-based cervix screening 
programs. However, approximately 1300 
people in Canada are diagnosed with cervi-
cal cancer yearly, with roughly 400 of these 
diagnoses leading to death.1 While routine 
cervical cytology screening is recommended 
every 3 years, or HPV screening every 5 
years, for people with a cervix who are aged 
25 to 69, 37% of those diagnosed with inva-
sive cervical cancer in Canada between 2011 
and 2013 were not up to date on screening.2

British Columbia operates a publicly 
funded cervical cancer screening program. 
Previously, this included Papanicolaou (Pap) 
cytology testing, though recent advance-
ments to the screening program, liquid-
based cytology, and HPV self-screening aim 
to increase capacity for testing and miti-
gate access barriers. Despite these advance-
ments, inequities and access barriers persist. 
Notably, individuals from equity-deserving 

populations (e.g., 2SLGBTQIA+, those of 
low socioeconomic status, those who live 
in rural communities) continue to experi-
ence barriers to culturally safe and trauma- 
informed screening.3 The COVID-19  
pandemic and primary care crisis have 
further exacerbated these inequities, lead-
ing to lower screening rates and increased 
mortality.4,5

Community-based cancer screening 
events such as cultural gatherings, char-
ity runs, and health fairs can circumvent 
these barriers.6 They aim to attract large 
numbers of people, increase health litera-
cy, and provide culturally and linguistically 
accessible health care.6,7 Studies suggest that 
community-based cancer screening events 
positively influence attendees’ decisions to 
participate in screening.6

Background
Papapalooza is a community-based pop-up 
cervical cancer screening initiative that aims 
to improve access for underserved BC 
populations. A secondary intention is to 
enhance health literacy related to preven-
tive care. Events embody a Pap party, with 
colorful decorations, snacks, and music. Five 
Papapalooza events were held across BC 
in 2023. Patients had 10- to 15-minute 
appointments to complete the exam and 
receive education from physicians. At least 
one physician at each event had training 
in trauma-informed care. Patients were 
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three reviewers. Quantitative analysis of 
multiple-choice and Likert-scale questions 
was performed using Microsoft Excel.

Results
All 533 Papapalooza attendees were eligible 
to participate in the event. Of those, 354 
patients (66.4%) participated in the pre-Pap 
survey, and 309 patients (58.0%) partici-
pated in the post-Pap survey. Of the 354 
pre-Pap survey participants, 45 attended 
the event in Nanaimo, 40 in Kelowna, 61 
in Prince George, 90 in Victoria, and 118 
in Vancouver.

The majority of pre-Pap survey partici-
pants (74.6%) had received at least one Pap 
test previously. Of those, 17.7% had their 

previous Pap test within the recommend-
ed screening interval. Of the 354 pre-Pap 
survey participants, 64.1% responded that 
a health care provider had discussed the 
importance of cervical cancer screening 
with them. When asked why their screen-
ing was not up to date, most pre-Pap survey 
participants (65.1%) reported that they did 
not have a primary care provider. However, 
even participants with a provider reported 
challenges: “Very difficult to book appt. 
Only does [Paps] on  certain day of the 
month.” “My [doctor] is out of his office 
frequently and there are very long wait lists 
to see him.”  The COVID-19 pandemic was 
also frequently mentioned: “Covid made 
walk-in clinics a nightmare.”

provided with brochures outlining the BC 
Cancer guidelines and were referred to the 
BC Cancer website for further information. 
All attendees were informed of their results, 
and positive tests were followed by respec-
tive Papapalooza host clinics.

This study’s purpose was to determine 
whether the Papapalooza community-based 
pop-up event model is an acceptable strat-
egy among patients to improve access to 
screening.

Methods
Ethics approval for this study was obtained 
through the University of British Colum-
bia Research Ethics Board (H22-03798). 
Pre-Pap and post-Pap web-based Qual-
trics surveys were administered at five Papa-
palooza events held between March and 
June 2023 in Nanaimo, Victoria, Vancou-
ver, Kelowna, and Prince George. Ques-
tions addressed barriers to accessing Pap 
tests, knowledge of cervical cancer screen-
ing, and perspectives on the event. Surveys 
included multiple-choice, short-answer, and 
Likert-scale questions. 

Events were promoted on social 
media [Figure 1], in newspapers, and on 
the radio. People were eligible to attend 
Papapalooza if they were 25 to 69 years 
of age, due for a Pap test, and unable 
to access screening through alternative 
means. All Papapalooza attendees were 
invited to complete the surveys. Partic-
ipants completed an informed consent 
form and self-administered the surveys. 
All responses were anonymous. No remu-
neration was offered for participation.

Inductive qualitative analysis of short-
answer responses was performed by three 
study team members. All three reviewers 
independently coded a randomly selected 
sample of 10% of responses. The research 
team, including two members who did 
not participate in data analysis, reviewed 
the preliminary analysis, generating a list 
of codes based on commonly identified 
themes. Analysis of the remaining data 
set was performed independently by three 
reviewers, and final codes were assigned 
based on agreement by at least two out of 

FIGURE 1. Papapalooza Instagram profile screenshot.
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Many pre-Pap survey participants 
reported feeling uncomfortable with their 
primary care provider performing Pap tests: 
“Male family doctor and I prefer a female 
practitioner for a [Pap].” “Don’t know him 
well enough to have a [Pap] done by him.” 
“I was a sex worker for 10 years and [am] 
pretty shy about finding the right doctor to 
talk to about it.” 

Unique barriers were shared by cer-
tain populations, such as those who were 
new to BC, lived in remote communities, 
or had a history of medical trauma: “I’m 
waiting for my Permanent Residence, so I 
don’t have a family doctor and I can’t leave 
the country.” “[GP is] more than 1 hour 
away.” Another participant shared their 
history of “violation of position of power 
by doc in office.”

Personal factors like “never getting 
around to it” and lack of child care were 
reported barriers. Of the pre-Pap survey 
participants, 12% reported not knowing 
when their next Pap test should be: “Had 
a couple abnormal [Paps] but was not fol-
lowed up with.” “I was not reminded I 
was due.” Other participants shared mis-
understandings of cervical cancer screen-
ing recommendations: “I have [only] one 
partner.” “My family doesn’t have cancer 
in the family.” 

Before the event, only 12.5% of pre-Pap 
survey participants strongly agreed that 

they knew how to access Pap tests, and 
only 20.6% strongly agreed that they felt 
comfortable accessing Pap tests, despite 
81.5% strongly agreeing that screening 
was important [Figure 2]. After attending 
Papapalooza, post-Pap survey participants 
demonstrated a global increase in knowl-
edge, comfort, and perceived importance of 
screening [Figure 2].

In the post-Pap survey, participants 
described the event as empowering and 
inclusive, with an uplifting environment: 
“Positive space, women supporting women.” 
“I liked the . . . celebration.” Participants 
also appreciated the educational nature of 
the event: “Informative [. . .] before, dur-
ing, and after.”

Participants commented on their posi-
tive experiences with Papapalooza providers: 
“The doctor was very kind, understanding 
and informative.” “Approachable and made 
me comfortable.” “Explained all the steps 
that were going to happen.” “Gained my 
consent multiple times throughout the 
exam.”

Participants described the event as 
accessible, noting convenience, efficiency, 
and availability of appointments: “Appreci-
ated that it was fast and efficient, and the 
appointment happened on time, allowing 
my schedule for the day to stay on track.” 

Overall, 93.8% of post-Pap survey par-
ticipants indicated they were very likely to 

attend another Papapalooza or community-
based health care event.

Conclusions
This study demonstrates that community-
based health promotion events like Papa-
palooza are an acceptable strategy among 
patients to improve accessibility and in-
crease knowledge of and participation in 
cervical cancer screening. An overarching 
theme explaining why patients attended Pa-
papalooza was a lack of accessible primary 
care. Innovative community-based events 
like Papapalooza can reconnect patients 
with low-barrier screening, given the ongo-
ing BC primary care crisis. 

Many pre-Pap survey participants 
described avoiding screening due to dis-
comfort with their primary care provider, 
demonstrating the importance of provider– 
patient rapport. Some appreciated that their 
Papapalooza provider was female, with sev-
eral reporting that lack of access to a female 
provider was a barrier. While the litera-
ture on Pap provider gender preferences is 
inconclusive, our results demonstrate that 
providers’ gender identity factors into some 
patients’ decision to access screening.8,9

Many patients, particularly those from 
equity-deserving groups, have experienced 
sexual and medicalized trauma, leading to 
heightened anxiety and shame around gyne-
cologic procedures and reduced engagement 
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with cervical cancer screening.10,11 Post-Pap 
survey participants indicated that a com-
fortable and inclusive environment encour-
aged participation from patients who 
might otherwise feel excluded from this 
care. Anyone interested in hosting similar 
events should aim to preserve this environ-
ment by practising trauma-informed care, 
ensuring consent and clear communica-
tion throughout the exam, and prioritizing 
patients’ dignity.

Several pre-Pap survey participants’ 
responses reflected their misunderstand-
ings regarding cervical cancer screening 
and a desire for greater health education. 
The literature suggests that cervical cancer 
screening rates more than double after edu-
cational interventions.12 We aimed to pro-
vide low-barrier education through social 
media, a take-home brochure, and discus-
sions with physicians. Our results empha-
size patients’ desire for and the importance 
of this education as an intrinsic part of rou-
tine preventive care.

We acknowledge that the primary means 
of recruitment for our study was through 
social media, which may skew results toward 
younger demographics. Additionally, event 
attendees dissatisfied with their experience 
may have opted out of the survey, leading 
to response bias. 

Additionally, our events occurred before 
the introduction of HPV self-swabs, which 
now mitigate many of the access and 
provider-related barriers. Nonetheless, 
provider-collected HPV swabs and Pap 
tests remain essential for many patients, 

including people with a history of atypi-
cal screening results or positive self-swabs, 
those with disabilities or no fixed address, 
and anyone who would benefit from an 
in-person exam. 

This study demonstrates that Papa-
palooza is an acceptable community-based 
cervical cancer screening event. Further 
engagement with providers and communi-
ties will help define how similar events can 
best serve the needs of our population. n

Competing interests

None declared.

Acknowledgments

The authors thank Drs Christine Layton and 

Kristi Kyle, Papapalooza founders, and Dr So-

phie Harasymchuk. They are grateful to the 

more than 40 medical student volunteers and 

clinicians across the province whose support 

was essential to this initiative.

References
1.	 Zhu P, Tatar O, Haward B, et al. Assessing Canadian 

women’s preferences for cervical cancer screening: 
A brief report. Front Public Health 2022;10:962039. 
https://doi.org/10.3389/fpubh.2022.962039.

2.	 Saraiya M, Steben M, Watson M, Markowitz L. Evo-
lution of cervical cancer screening and preven-
tion in United States and Canada: Implications 
for public health practitioners and clinicians. Prev 
Med 2013;57:426-433. https://doi.org/10.1016/j.
ypmed.2013.01.020.

3.	 Racey CS, Albert A, Donken R, et al. Cervical in-
traepithelial neoplasia rates in British Columbia 
women: A population-level data linkage eval-
uation of the school-based HPV immunization 
program. J Infect Dis 2020;221:81-90. https://doi.
org/10.1093/infdis/jiz422.

4.	 Baaske A, Brotto LA, Galea LAM, et al. Barriers to 
accessing contraception and cervical and breast 
cancer screening during COVID-19: A prospective 
cohort study. J Obstet Gynaecol Can 2022;44:1076-
1083. https://doi.org/10.1016/j.jogc.2022.05.011.

5.	 Rush KL, Burton L, Seaton CL, et al. A cross- 
sectional study of the preventive health care ac-
tivities of western Canadian rural-living patients 
unattached to primary care providers. Prev Med 
Rep 2022;29:101913. https://doi.org/10.1016/j.
pmedr.2022.101913. 

6.	 Escoffery C, Liang S, Rodgers K, et al. Process evalu-
ation of health fairs promoting cancer screenings. 
BMC Cancer 2017;17:865. https://doi.org/10.1186/
s12885-017-3867-3.

7.	 Escoffery C, Rodgers KC, Kegler MC, et al. A system-
atic review of special events to promote breast, 
cervical and colorectal cancer screening in the 
United States. BMC Public Health 2014;14:274. 
https://doi.org/10.1186/1471-2458-14-274. 

8.	 Janssen SM, Lagro-Janssen ALM. Physician’s gen-
der, communication style, patient preferences  
and patient satisfaction in gynecology and ob-
stetrics: A systematic review. Patient Educ Couns  
2012;89:221-226. https://doi.org/10.1016/j.pec.2012. 
06.034.

9.	 Hoke TP, Berger AA, Pan CC, et al. Assessing pa-
tients’ preferences for gender, age, and experience 
of their urogynecologic provider. Int Urogyne-
col J 2020;31:1203-1208. https://doi.org/10.1007/
s00192-019-04189-0.

10.	 Marshall DC, Carney LM, Hsieh K, et al. Effects  
of trauma history on cancer-related screening,  
diagnosis, and treatment. Lancet Oncol 2023;24(11): 
e426-e437. https://doi.org/10.1016/S1470-2045(23) 
00438-2.

11.	 Mkuu RS, Staras SA, Szurek SM, et al. Clinicians’ per-
ceptions of barriers to cervical cancer screening for 
women living with behavioral health conditions: 
A focus group study. BMC Cancer 2022;22:252. 
https://doi.org/10.1186/s12885-022-09350-5. 

12.	 Musa J, Achenbach CJ, O’Dwyer LC, et al. Effect 
of cervical cancer education and provider rec-
ommendation for screening on screening rates: 
A systematic review and meta-analysis. PLoS One 
2017;12:e0183924. https://doi.org/10.1371/journal.
pone.0183924.

Via HDC Discover, you 
are contributing to 
your neighbourhood’s 
ability to advocate for 
appropriate resourcing 
for your community’s 
wellness.

              Dr. Lawrence Yang
            Family Doctor, Surrey

Scan to Learn More



145BC MEDICAL JOURNAL VOL. 67 NO. 4 | MAY 2025 145

WORKSAFEBC

Scenario 1: You request that a Work-
SafeBC medical advisor call you to 
discuss a patient’s claim, and the 

medical advisor calls you on your personal 
cellphone. When you ask why, they tell you 
that is the phone number listed with your 
Physician’s Report (Form 8/11) in Work-
SafeBC’s electronic records system. Dur-
ing the conversation, you also learn that 
the address listed with your Form 8/11 is 
not the address of the clinic where you saw 
this patient. 

Scenario 2: You receive a cheque from 
WorkSafeBC for services provided to a 
patient with a work-related injury and 
are surprised that the cheque arrived at 
your home address instead of your place 
of business. 

Why would these scenarios happen? The 
answer lies in how your contact information 
is shared between Health Insurance BC, the 
College of Physicians and Surgeons of Brit-
ish Columbia (CPSBC), and WorkSafeBC. 

WorkSafeBC receives your 
contact information from Health 
Insurance BC
Health Insurance BC handles the registra-
tion of all health care providers in BC, as 
well as payment of medical and pharmacy 
claims. It also assigns you a Medical Ser-
vices Plan (MSP) practitioner number and 
payee number(s). These unique identifiers 
play a crucial role in your ability to be com-
pensated for your services. 

Health Insurance BC shares key infor-
mation with WorkSafeBC and the CPSBC, 

Physicians: Does WorkSafeBC 
have your correct phone 
number and address?

This article is the opinion of WorkSafeBC 

and has not been peer reviewed by the 

BCMJ Editorial Board.

including the contact information you pro-
vide for your practitioner number and payee 
number(s). It is important to verify that the 
contact information associated with your 
practitioner number and payee number(s) 
is correct and to know which organization 
to contact when you need to update your 
information: the CPSBC or Health Insur-
ance BC (MSP).

To learn how to update your contact infor-
mation, contact the CPSBC (www.cpsbc.
ca) or MSP (www2.gov.bc.ca/gov/content/
health/practitioner-professional-resources/
msp/contact-us). 

What this means for billing 
WorkSafeBC
Physicians bill WorkSafeBC through the 
Teleplan system, a tool for electronic billing. 
WorkSafeBC then processes payments to 
Health Insurance BC, which in turn pays 
you according to the payment method you 
have set up. This process ensures you are 
compensated accurately and promptly for 
your work. 

When you are invoicing WorkSafeBC, it 
is best practice to use a payee or practitioner 
number with the appropriate clinic’s phone 
number and address associated with it, not 
one that has a personal phone number or 
address associated with it. 

Where WorkSafeBC mails 
manual payments
In certain cases, WorkSafeBC may need to 
process a manual payment. If this happens, 
you will receive a cheque by mail at the 
address linked to your payee number. You 
can elect to have the money sent via elec-
tronic funds transfer (EFT) instead, but you 
will need to share your direct deposit details 

with WorkSafeBC directly, either by calling 
1 844 276-3344 or submitting a Request for 
Direct Deposit in Canada (via Electronic 
Funds Transfer) – Provider (Form 19D1), 
available at www.worksafebc.com.

WorkSafeBC cannot update your payee 
or practitioner contact information, but we 
can update our manual payment method 
from cheque to EFT, if that is what you pre-
fer. We can also let you know what contact 
information we have on file for you so you 
can determine whether you need to change 
it. Call WorkSafeBC Payment Services at 
1 888 422-2228 to find out. 

What happens when you submit a 
Physician’s Report (Form 8/11)
When you complete a Form 8/11, there are 
no fields for address or phone number, but 
there are fields for payee and practitioner 
number. When WorkSafeBC receives your 
form, our electronic system auto-populates 
the address(es) and phone number(s) linked 
to your payee and practitioner number. This 
information is added to our electronic 
records, so please ensure it is your clinic 
contact information.

Keeping payee and practitioner 
information updated
By keeping your MSP payee and practitio-
ner information updated, including your 
address and phone number, you can help 
WorkSafeBC contact and pay you appro-
priately. n
—Bal Hannay
Supervisor, Health Care Operations, 
WorkSafeBC

—Aveet Chand 
Manager, Health Care Business Solutions, 
WorkSafeBC
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What are California serogroup 
viruses?
California serogroup (CSG) viruses were 
first discovered and isolated in 1943 from 
Aedes melanimon mosquitoes collected in 
Kern County, California.1 Human cas-
es of CSG virus infection were initially 
reported in the same area, followed by 
sporadic cases across the US and Canada. 
In 2024, BC identified the first occur-
rence of a small cluster of snowshoe hare 
virus encephalitis cases in the Sea to Sky 
corridor, prompting renewed attention 
to the virus.

CSG viruses are mosquito-borne bun-
yaviruses that belong to the Orthobunya-
virus genus, which are enveloped viruses 
that present three distinct, negative-sense 
RNA genomes. There are approximately 
170 viruses in this genus, encompassing 
129 species and 19 serogroups, includ-
ing CSG. The CSG serogroup includes 
17 viruses, of which the most common 
pathogenic strains in North America are 
snowshoe hare virus, Jamestown Canyon 
virus, and La Crosse virus.2

Despite reports of sporadic cases 
throughout Canada for several years, 
these viruses have historically received 
limited attention. The epidemiology has 
evolved, and CSG viruses are now recog-
nized as the second-most-common cause 
of arbovirus-associated neurological dis-
ease in North America.3,4 The most preva-
lent CSG viruses circulating in Canada 
are snowshoe hare virus and Jamestown 
Canyon virus, which have been identi-
fied from coast to coast, with the highest 

What you need to know about 
California serogroup viruses

This article is the opinion of the BC Centre 

for Disease Control and has not been peer 

reviewed by the BCMJ Editorial Board.

frequency observed in Quebec, based on 
surveillance data.5

How are CSG viruses transmitted? 
CSG viruses are transmitted to humans by 
Aedes, Culiseta, and Anopheles mosquitoes, 
which have wide geographic ranges across 
North America. These viruses circulate from 
mosquitoes to mammals, including squirrels, 
rabbits, and deer, and then back to mosqui-
toes. Through this cycle, horses, sheep, and 
humans may become infected as incidental 
hosts. Implicated mosquitoes can transmit 
CSG viruses to their offspring (a process 
known as transovarial transmission), which 
makes the virus more challenging to eradi-
cate once established in a geographic area. 

What is the clinical presentation? 
CSG infection is typically asymptomatic. 
For individuals who develop symptoms, the 
incubation period of California encephalitis 
is usually 3 to 7 days. An early symptomatic 
phase lasting 1 to 4 days may manifest as 
fever, chills, nausea, vomiting, headache, 
lethargy, and/or abdominal pain. Neuro-
invasive presentations are rare and cannot 
be differentiated clinically. Thus, CSG virus 
infection is especially important to consider 
in individuals presenting with a clinical syn-
drome of aseptic meningitis/encephalitis, 
where the conventional first-line cerebrospi-
nal fluid testing is negative, including cul-
ture, viral, and multiplex polymerase chain 
reaction (PCR) testing during transmission 
season (from May to October).

How do I test for CSG viruses?
In BC, laboratory diagnosis of CSG viruses 
is available through the BCCDC Public 
Health Laboratory by send-out testing. 
Both serology and molecular tests (PCR) 
are available; however, serology is preferred 
given higher sensitivity of testing. 

For individuals presenting with signs 
and symptoms that are clinically consistent 
with CSG viruses:
•	 Serology* (preferred):

•	 Serum (7–10 mL): should be col-
lected as an acute serum sample, fol-
lowed by a convalescent sample 10 to 
14 days later, in a pink- or gold-top 
tube, and requested as relapsing 
fever serology.

•	 Cerebrospinal f luid (1–2 mL): 
should be collected in each of two 
tubes, without preservatives. These 
samples should be kept at 4 °C or 
frozen for transport.

	 * Testing needs to include, at a minimum, 
paired serum samples (acute and conva-
lescent) or paired acute serum and cere-
brospinal fluid samples, if indicated.

•	 Molecular testing (performed only for 
acute illness and preferably during the 
febrile period):
•	 Serum (7–10 mL): preferred to be 

collected in an EDTA tube. 
•	 Other sample types: testing on cere-

brospinal fluid and plasma may also 
be considered.

Where do I send the specimen? 
All samples should be sent to the BCCDC 
Public Health Laboratory using the Zoo-
notic Diseases & Emerging Pathogens Req-
uisition. Include the patient’s date of onset 
of illness and mosquito bite and/or travel 
history. Contact the BCCDC microbiologist 
on call with any questions related to testing.

What are the reporting 
requirements for suspected or 
confirmed cases? 
Cases of encephalitis/meningitis and 
emerging illnesses or clusters of infections 
are reportable to the local medical health 
officer in BC. A more detailed investigation 
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BCCDC

of cases will be undertaken by Public Health 
to increase understanding of the clinical 
picture and epidemiology in BC.

For updated information on CSG virus-
es and ongoing surveillance results, please 
visit www.bccdc.ca. n
—Muhammad G. Morshed, PhD
Clinical Microbiologist and Program 
Head, Zoonotic Diseases and Emerging 
Pathogens, Public Health Laboratory, 
BCCDC 
Clinical Professor, Department of 
Pathology and Laboratory Medicine, UBC

—Rohit Vijh, MD, MPH 
Medical Health Officer, VCH
Regional Medical Director of 
Communicable Disease Control, Office of 
the Chief Medical Health Officer

—Mayank Singal, MD
Public Health Physician, Enteric, Zoonotic 
and Vector-Borne Diseases, BCCDC

—Catherine A. Hogan, MD, MSc
Medical Microbiologist and Program Head, 

Email contact@ 
performingequity.com or 
phone 604-620-3728.
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Dr Bryan Wiggens
1939–2025

With great sadness, we announce the pass-
ing of Dr Bryan Wiggens of Nanaimo, BC, 
on 10 March 2025 at age 85. Bryan was 
born on 1 June 1939 in Marton, New Zea-
land, to Jean Paterson Wiggens and Francis 
Vincent Wiggens. 

A lifelong scholar and adventurer, Bryan 
attended the School of Physiotherapy at 
the University of Otago in Dunedin, New 
Zealand, from 1963 to 1965. He continued 
his medical studies in London, England, 
from 1968 to 1975, earning his MD from 
Middlesex Hospital Medical School at the 
University of London, where he was recog-
nized with prizes in surgery, anatomy, and 
orthopaedics. He later specialized in urol-
ogy, qualifying as a surgeon at the University 
of Western Ontario in 1982.

Bryan’s career was as vast and varied as 
his interests. A globetrotter with an excep-
tional mind, he held 45 different jobs in 28 

locations across six countries. In early adult-
hood, his work included installing fences, 
bricklaying, selling ice cream, serving as a 
housemaster at a boys’ school, and teaching 
English in Germany. As a physiotherapist 
in Christchurch, New Zealand, and later a 
general practitioner in New Zealand, Eng-
land, and Canada, he dedicated his life to 
medicine. He eventually settled in British 
Columbia, working as a surgeon at hospitals 
in Nanaimo, Ladysmith, and Duncan, until 
his retirement.

Bryan was known for his sharp wit, bound-
less energy, and dedication to excellence. 
He loved his medical career, competitive 
sports (particularly golf ), world history and 
culture, creative pursuits, automobiles and 
car racing, animals, travel, and—above all—
spending time with his friends and family.

He is survived by his partner, Cynthia 
Olson; his children, Silya, Kaya, and Jon 
Wiggens; his grandchildren, Madeline 
Wiggens, Chloe Postawski, and Evan Ran-
ieri; his sister-in-law, Judy Wiggens; and 
his nephews, Hamish, Andrew, and Simon 
Wiggens, along with their families in New 
Zealand and Australia.

Bryan was predeceased by his parents, 
Jean and Francis Wiggens; brother, Michael 
Wiggens; and former spouses, Anne Wig-
gens (Beehan) and Ruta Wiggens (Onni).

Per Bryan’s wishes, no formal service will 
be held, but a gathering of close friends and 
family will take place at a later date. In lieu 
of flowers, those who wish to make a memo-
rial contribution are invited to donate to the 
SPCA, an organization close to Bryan’s heart.
—Jon Wiggens
Victoria

—Kaya Wiggens
Vancouver

Obituaries  We welcome original tributes of less than 
700 words; we may edit them for clarity and length. Email obituaries 
to journal@doctorsofbc.ca. Include birth and death dates, full name 
and name deceased was best known by, key hospital and professional 
affiliations, relevant biographical data, and a high-resolution head-and-
shoulders photo.

Dr Gavin Wynne Smart
1958–2025

Dr Gavin Smart passed away suddenly in 
Vernon, BC, on 27 February 2025. Gavin 
was born in Edmonton and grew up in Vic-
toria. He obtained his Bachelor of Science 
in kinesiology at Simon Fraser University 
in 1979 and his MD from the University 
of British Columbia in 1984. He did his 
rotating internship at Wellesley Hospital in 
Toronto until 1985 and then worked briefly 
in Thunder Bay before returning to BC to 
start a residency in rehabilitation medicine. 
After 1 year in residency, Gavin decided he’d 
rather be a general practitioner and, along 
with his wife Rhonda, joined his friends Bill 
and April Sanders in Quesnel, BC, where 
they were working at the time. While in 
Quesnel, Gavin and Rhonda welcomed into 
the world their son Rowan and daughter 
Silken. After 7 years of full-service general 
practice work in Quesnel, he relocated with 
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his family to Vernon, where he spent the 
rest of his life.

Gavin was a man of many talents. He 
was a gifted athlete. In his final year of high 
school, he was the fastest 400-metre run-
ner on Vancouver Island. Despite initially 
being a sprinter, he decided to run lon-
ger distances and eventually ran the 1984 
Vancouver marathon. He competed on the 
UBC track team while in medical school. 
Gavin also played soccer, cycled mountain 
and road bikes, paddled river canoes, skied 
cross-country and downhill, and went on 
numerous backpacking adventures with 
friends and family. He also completed the 
Penticton Ironman. For many years, Gavin 
paddled the Bowron Lake Canoe Circuit 
with friends from Vernon and Quesnel dur-
ing reunions in October. 

Gavin was a skilled woodworker, pho-
tographer, and videographer. He always 
took cameras and drones on trips to slightly 
annoy his friends and family with admoni-
tions to pose for the camera, only to later 

produce entertaining professional-quality 
photo and video montages. Gavin also had 
the unusual musical talent of being able to 
play almost any tune on the piano by ear. 
He rarely needed to use sheet music.

Gavin was a ferocious organizer and vol-
unteer. He ran annual winter and summer 
triathlons in Quesnel, was on the planning 
committee to build Vernon’s indoor soccer 
facility, was one of the main organizers of 
the annual Vernon Doctors Hockey tour-
nament, was a physician to the Air Res-
cue One Heli Winch Society, was head 
physician to the SilverStar Mountain Ski 
Docs program, was physician to the Vernon 
Vipers hockey team for many years, and was 
chief of family practice at Vernon Jubilee 
Hospital for several terms. 

But where Gavin really shone was as a 
family doctor. Beloved by his many grateful 
patients, he practised with the highest of 
integrity. Conscientious almost to a fault, 
Gavin was well known for his thorough 
care. 

Kindness was also one of Gavin’s defin-
ing characteristics. He would happily offer 
to perform a professional-quality photo 
shoot for you or your family, custom-frame 
your picture with his woodworking tools, 
refurbish your canoe, or just drive you some-
where when you weren’t able to drive your-
self. As friends go, he was the best. He was 
our friend for almost 50 years, and he will 
be deeply missed.
—William Sanders, MD
Vernon

—April Sanders, MD
Vernon

USE “SAVENOW” PROMO CODE. EXP MAR 30, 2025
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PRACTICES AVAILABLE 

ABBOTSFORD—TAKE OVER EXISTING 
FAMILY PRACTICE OF RETIRING MD OR 
START NEW
Join a family practice in a modern profes-
sional building. MD is retiring. Take over 
established practice or start a new practice 
joining one other physician. Very low over-
heads. On-site pharmacy and multiple other 
specialists in building (e.g., cardiologists, 
pediatricians, plastic surgeon, dentists). New 
building (the Mahogany) within walking 
distance of the Abbotsford Regional Hos-
pital and Cancer Centre. Contact daniel 
beytell@msn.com.

VANCOUVER—GOOD SLEEP HEALTH INC.
Full- or part-time specialist physicians 
required to practise sleep disorders medi-
cine in new, state-of-the-art sleep labs in 
Victoria, Burnaby, and Langley. We pro-
vide comprehensive sleep medicine ser-
vices on Vancouver Island and in the Lower 
Mainland. Sleep medicine experience not 
required; training is provided. Excellent 
support is available with physician assis-
tants and capable, friendly staff. Remunera-
tion includes consults and polysomnogram 
interpretations. Low-stress, highly reward-
ing work. For more information about this 
unique opportunity, please contact Dr Ron 
Cridland at 250 862-3050, email rcridland 
@kelownasleepclinic.ca, or visit our website 
at www.thesleepclinics.ca.

EMPLOYMENT

ACROSS CANADA—PHYSICIANS FOR YOU—
YOUR SOLUTION FOR RECRUITMENT
Are you a physician looking for work? Or a 
medical facility requiring physicians? Our 

team works with independently licensed 
Canadian physicians, CFPC/RCPSC- 
eligible physicians, and clinics and hospi-
tals across Canada, with excellent reviews. 
Contact Canada’s trusted recruitment firm 
today to experience our specialized ser-
vice that is tailored for your success! Visit 
www.physiciansforyou.com, email info@ 
physiciansforyou.com, or call 1 778 475-7995.

KELOWNA—JOIN GENIUS MEDICAL—
PANDOSY’S BRAND-NEW FP CLINIC
Genius Medical is a brand-new, 5000 sq. ft., 
state-of-the-art clinic in the coveted Pan-
dosy area, offering an exceptional oppor-
tunity for physicians seeking a modern, 
supportive environment with low overhead. 
We proudly support the new-to-practice 
contract and welcome new doctors to join 
our growing team. Our clinic fosters col-
laboration, ensuring both physicians and 
allied health professionals thrive. We also 
offer room rentals for allied health pro-
fessionals, including chiropractors, RMTs, 
physiotherapists, and counselors. With a 
primary care network nurse on site, we pro-
vide comprehensive, team-based patient 
care. Elevate your practice in this new medi-
cal hub! Contact us at info@geniusmedical 
corp.com to learn more!

MAPLE RIDGE AND PITT MEADOWS—
RADIOLOGISTS; PEDIATRICIANS; 
EMERGENCY, HOSPITAL, AND 
MATERNITY PHYSICIANS
Join a supportive medical community in 
Maple Ridge and Pitt Meadows. Enjoy 
flexible schedules, collaborative practice 
environments, and a scenic setting near 
Vancouver. This opportunity offers mean-
ingful work, work–life balance, and a wel-
coming, collegial atmosphere. Learn more 

at www.practiceinridgemeadows.ca or email 
recruitment@rmdivision.ca.

RICHMOND—AESTHETIC/COSMETIC 
PRACTITIONER (DERMATOLOGISTS,  
FPs, NPs)
Our clinic in Richmond has provided 
trusted medical care since 1999 and is now 
expanding to include aesthetic and cosmet-
ic treatments. We’re seeking an aesthetic/
cosmetic practitioner to join our team and 
offer nonsurgical treatments like Botox, fill-
ers, and laser services. This role is ideal for 
dermatologists, family physicians, and nurse 
practitioners who would like to expand 
their practice. Our state-of-the-art facility 
and supportive environment are ideal for 
professionals looking to grow their prac-
tice. Opportunities to replace the retiring 
medical director also exist. To apply, email 
your CV and other relevant documents to 
singhal.stevestonmed@gmail.com. Join us!

SURREY—RCMP HIRING PHYSICIANS 
FOR OCCUPATIONAL HEALTH SERVICES, 
FT, PT, PERMANENT
As part of a multidisciplinary health services 
team at the RCMP E Division (BC head-
quarters) in Surrey, you’ll be responsible for 
providing disability case management with 
the goal of having members return to good 
health and to work. The OHS program sup-
ports members’ fitness for duty through 
physical and psychological screening, moni-
toring, and risk assessment for specific occu-
pational health conditions/hazards. You will 
provide advice to management on the health 
service needs of the membership. Expe-
rience in occupational health/preventive 
medicine is an asset. Provincial licensing 
and security clearance are required. Health/
pension benefits and flexible scheduling 

Classifieds 
Pricing (two options): Run an online-only ad at our monthly online rates, or pay an additional $25 per month for an ad to 
appear in print as well. Online rates: Doctors of BC members: $50 + GST per month per ad of up to 350 characters. $75 + 
GST for 351 to 700 characters. Nonmembers: $60 + GST per month per ad of up to 350 characters. $90 + GST for 351 to 700 
characters. Deadlines: Ads must be submitted or canceled by the first of the month preceding the month of publication, 
e.g., by 1 January for February publication. Place an ad (payment required online): bcmj.org/classified-advertising.
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Find more classified ads online: 
bcmj.org/classifieds

CLASSIFIEDS

offered. For details, contact Paulina Bjelos 
at 778 290-3332, paulina.bjelos@rcmp-grc.
gc.ca.

VANCOUVER AND AREA—VIRTUAL, IN-
PERSON WALK-IN, FP, PSYCHIATRIST, OR 
SPECIALIST
Join the health care evolution with Enhanc
ed Care Clinic, where doctors thrive. We 
have been providing managed practice to 
over 100 physicians across the country 
and understand your needs. Talk to us, 
and let’s develop a plan together to low-
er your administrative burden so you can 
focus on your practice and patient care. Set 
your own schedule and number of visits 
per hour or per day and free up your valu-
able time. Contact us today and see how we 
can support your practice: yournewclinic.
ca, 647 254-5578, supportyourpractice@
enhancedcare.ca.

VANCOUVER—FAMILY PHYSICIANS—
EXCITING OPPORTUNITY!
Join our established practice and take over 
patients from a retiring physician. Enjoy 
working in a modern facility with a large 
patient base, a user-friendly EMR, online 

booking, and a smooth workflow for good 
care. Earn $600K+ with an 80% split. We 
support supervision, immigration, relo-
cation, and health benefits. International 
medical graduates welcome! Email mmc 
manager@outlook.com.

MEDICAL OFFICE SPACE

VANCOUVER—MEDICAL OFFICE SPACE 
AVAILABLE
Shared office space available in the Fair-
mont Medical Building next to VGH; best 
suited for a psychiatrist. The office is located 
on the top floor, with a great view. Contact 
alevin@drlevin.ca.

MISCELLANEOUS 

VIRTUAL—ARE YOU WHERE YOU WANT 
TO BE? PROFESSIONAL COACHING FOR 
PHYSICIANS CAN PROVIDE POWERFUL 
INSIGHT
Leadership and life coaching for physi-
cians looking to find their optimal space 
of growth and performance despite the 
challenges of occupational burnout and 
work–life balance asymmetry. Group and 

individual sessions with a fellow BC physi-
cian and certified professional coach avail-
able. See www.carrywatercoaching.com for 
more information.

EVENTS

HOLLYHOCK RETREAT CENTRE ON 
CORTES ISLAND—CULTIVATING WELL-
BEING FOR HEALTH PROFESSIONALS
Join us 21–26 September to recharge 
your spirit with meditation, nature, and 
evidence-based practices, led by psychia-
trists. Dive deep into mindfulness tech-
niques, reconnect with what matters, and be 
supported by peers on a journey of renewal 
and discovery in unparalleled surroundings. 
Past participants say: “This retreat was a 
powerful experience . . . it’s eye opening. . . 
it has made an impact.” CME accredited; 
partners welcome. Visit www.hollyhock.ca 
or email dr.burrell@hushmail.com.

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

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

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

T	 604 638-2908 
E	 insurance@doctorsofbc.ca 
W	 doctorsofbc.ca/insurance
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P: 604 638-7921
TF: 1 800 665-2262 ext 7921
E: clubmd@doctorsofbc.ca
doctorsofbc.ca/ClubMD

Exclusive discounts, 
tailored for you.

ClubMD, in partnership with Venngo MemberPerks, 
connects you with premium discounts on top brands. 
Access deals for practice supports, dining, travel, 
electronics, and wellness—all customized to your 
location through an easy-to-use app and website. 

Experience luxury with Fairmont Hotels in the 

spas, captivating exhibitions, and innovative 
dining await.

FAIRMONT 
PACIFIC 
NORTHWEST

Preferred Member! Automatically qualify for 

savings on your next vehicle purchase. Get 
personalized attention, priority service, and 

DILAWRI 
PREFERRED

Contact Frank Rodriguez at 604 505 9691 or email 
frodriguez@dilawri.ca for more information. 

Call 1 800 257 7544 to make a reservation or book 
online using promo code 3UNCLM.  

ACCESS SIGNIFICANT 
SAVINGS & VIP 
CONCIERGE ASSISTANCE 

Enjoy zero joining fees when you become 
a member! Plus, gain access to exclusive 

 
in-store. Sign up now to start saving!

FITNESS WORLD

GET UP TO 20% OFF   Email dhenderson@�tnessworld.ca  or call David at 
604 671 2698 to learn more.  

ENJOY DISCOUNTS 
FROM THEIR 
FLEXIBLE DAILY RATES

Register with Venngo for access 

doctorsofbc.venngo.com/register




