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Evaluating patient satisfaction and eliciting feedback from patients helps care providers advocate for 
their patients’ needs, respond to areas of dissatisfaction, and improve health outcomes. “Assessing 
patient satisfaction in the BC Children’s Hospital Spinal Cord Clinic” begins on page 238.
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EDITORIALS

It is said that the best time to plant a tree 
was 20 years ago, and the second-best 
time is today. September is our remind-

er to reflect and recommit to learning about 
the ongoing impacts of colonialism on 
Indigenous Peoples in Canada—and how 
we, as health care professionals, can con-
tribute to change.

The National Collaborating Centre for 
Indigenous Health (NCCIH) is a valuable 
resource for physicians and health care pro-
viders. Established in 2005 by the Govern-
ment of Canada and funded by the Public 
Health Agency of Canada, it “support[s] 
First Nations, Inuit and Métis public 
health renewal and health equity through 
knowledge translation and exchange.” The 
NCCIH listens to community voices and 
shares knowledge to guide meaningful 
improvements in public health. Its work 
includes supporting research, producing 
reports, and co-creating resources rooted 
in Indigenous perspectives and priorities.

The NCCIH is hosted in Prince George, 
BC, on the unceded traditional territory 
of the Lheidli T'enneh First Nation. At 
the BCMJ, we’re excited to share that one 
of our Editorial Board members, Dr Terri 
Aldred, was appointed as the academic lead 
at NCCIH on 7 May 2025. Dr Aldred’s 
priorities include serving edge populations 
and communities first and translating more 
of the NCCIH’s work on cultural safety and 
humility and Indigenous-specific antiracism 
standards into best practices for everyday 
clinical applications.

As we work toward decolonizing health 
care in Canada, it’s important to amplify 
Indigenous-led governance in public health. 
I asked Dr Aldred a few questions about 
her new role with the NCCIH and how 
physicians and researchers from across BC 
can get involved.

Q: If a medical learner or community 

physician in BC wanted to get involved but 
didn’t know how, where could they start?  

A: The NCCIH has close ties with uni-
versities across the country and with the 
Canadian Institutes of Health Research. 
We focus on knowledge translation of 
research for Indigenous populations and 
support research by request from indepen-
dent researchers, academics, funders, and 
community groups.

Q: Tuesday, 30 September 2025, is the 
National Day for Truth and Reconciliation. 
The Truth and Reconciliation Commission’s 
Calls to Action 18–24 focus on Indigenous 
health, including recognizing Indigenous 
healing practices. Can you share an example 
where this is done well? 

A: Lu'ma Native Housing Society has its 
own primary care clinic with sweat lodges, 
traditional medicines, Elders, and other tra-
ditional healing offerings. It is also guided 
by the urban Indigenous community it 
serves. It’s an excellent example.

Q: At the BCMJ, we are aiming to 
evolve how we learn and share research, 
including Indigenous ways of knowing and 
storytelling as valid and essential forms of 
health knowledge. What community-led 
projects or NCCIH publications would you 
like to highlight that help promote Indig-
enous worldviews? 

Tools to address anti-Indigenous 
racism in health care

A: Cultural safety and humility ini-
tiatives are a highlight of the NCCIH’s 
work. The Health Arts Research Centre 
recently released an open-access anticolonial 
learning resource called HEAL Healthcare 
(Hearts-based Education and Anti-colonial 
Learning in Healthcare). It is arts-based 
training about how to address bias in medi-
cine through poetry, storytelling, visual arts, 
and other creative tools. 

I learned about the NCCIH through 
its emails, which you can sign up for at 
the bottom of its website (www.nccih.
ca). You can also search publications by 
health topic on the site. The cultural safety 
and respectful relationships collection, for 
example, contains a Diversity Awareness 
Self-Reflection Tool with 25 questions to 
help guide future reading and learning to 
improve patient-centred care.1 

In this issue of the BCMJ, we’ll hear 
from Dr Lui in the President’s Comment 
about honoring truth and pursuing recon-
ciliation outside the clinic, as well as from 
the BCCDC on truth telling in public 
health. The breadth of these commentar-
ies speaks to the wide-reaching concern 
about anti-Indigenous racism in health care. 
Reforming our systems in pursuit of recon-
ciliation will continue to be complex, dif-
ficult, and multifaceted, but we have solved 
complex problems together in the past. In 
fact, solving problems is what physicians do 
every day. September is a reminder of the 
opportunity we have for humility, listening, 
and growth—both as individual practitio-
ners and as a profession striving to do better.
—Caitlin Dunne, MD

Reference
1.	 Alberta Health Services. Diversity awareness 

self-reflection tool. March 2015. Accessed 6 Au-
gust 2025. www.albertahealthservices.ca/assets/
info/hp/phc/if-hp-phc-rc-gen-diverse-awareness- 
reflection-tool.pdf.

September is a reminder 
of the opportunity 

we have for humility, 
listening, and growth—

both as individual 
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a profession striving 

to do better.
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For many of us, the closure of the 
pediatric inpatient unit at Kelowna 
General Hospital in May 2025 did 

not come as a surprise. Pediatricians in the 
region had been raising concerns about 
safety and sustainability for years. When 
no action followed, they began to leave. 
The result was a total shutdown of hospital 
pediatric care in one of the fastest-growing 
urban centres in the province. The subse-
quent scramble to stabilize care—urgent 
negotiation, expansion of locum coverage, 
and solicitation of ad hoc support from 
maternity and emergency services—laid 
bare the fragility of the system we depend 
on to care for children in BC.

Over the last decade, pediatricians have 
seen surging demand for care and increased 
patient complexity across the board. The 
system is struggling to keep up. Children 
with routine, but serious, concerns—such as 
developmental delays, mental health chal-
lenges, and chronic conditions—now wait 
up to 3 years for subspecialty assessment, 
often while their conditions worsen and 
their families struggle to cope in the absence 
of a diagnosis and coordinated support. 

There are growing geographical dispari-
ties in the provision of care as well. In the face 
of unrelenting caseloads, limited support, 

and few incentives, many pediatricians are 
choosing urban practice instead of work 
in rural and remote communities. In many 
parts of the province, there are no pediatri-
cians at all. Fort St. John, for example, the 
epicentre of BC’s current measles outbreak, 

has no local pediatrician coverage. Indi-
vidual initiatives, such as the CHARLiE  
program for pediatric real-time virtual  
support (https://rccbc.ca/initiatives/rtvs/
charlie), offer some resources for clinicians, 
but these models of care are unable to provide 
the continuity and relational care that are so 
fundamental to pediatric practice. More-
over, they face constant human resource and 
financial challenges of their own. 

At the same time, we are losing new 
medical graduates to other areas of medi-
cine. Many young physicians, aware of the 
demands placed on pediatricians and a 

remuneration schedule that is not competitive 
with other medical and surgical disciplines, 
choose otherwise. While medical student 
classes have ballooned and competition 
for residency positions is higher than ever, 
pediatrics residency programs are seeing an 
unprecedented number of unmatched spots.  

The situation is not due to lack of effort. 
Pediatricians are consistently answering the 
call to provide emergency locum coverage 
throughout the province, often above and 
beyond their own local practice; developing 
innovative programs to provide pediatric 
support in underserved communities; and 
working at well over 100% capacity in pedi-
atric subspecialty areas at BC Children’s 
Hospital to reduce wait lists. The strain is 
not borne only by pediatricians. Family phy-
sicians, already stretched thin, are increas-
ingly asked to take on complex pediatric 
care without ready access to consultation. 
Maternity providers find themselves man-
aging both mothers and newborns, with 
an increasingly complex set of concerns. 
Emergency physicians carry the burden 
of stabilizing children who should have 
been admitted to a pediatric unit and then 
spend hours coordinating transfers to dis-
tant hospitals.

What is happening in Kelowna is not an 
isolated operational anomaly; it is a high-
profile symptom of a deep and long-standing  
provincial failure to develop a robust and 
cohesive strategy for child health care, one 
that prioritizes the unique needs of children 
and places equitable access to high-quality 
services at its core. The system needs to be 
resourced appropriately, and we need to re-
spect the clinicians providing the care. We 
are at an inflection point. There can be no 
more excuses preventing us from establish-
ing this strategy now. The future of the next 
generation in the province depends on it. n
—Kristopher Kang, MD, FRCPC

Beyond Kelowna: A wake-up call 
for child health in British Columbia

EDITORIALS

Children with routine, but 
serious, concerns—such as 

developmental delays, mental 
health challenges, and chronic 

conditions—now wait up to 3 years 
for subspecialty assessment. 

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
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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.

Re: Electric micromobility 
devices
As a means to reducing car trips, I consider 
micromobility [BCMJ 2025;67:187-188] 
to be a favorable trend, as I am certain its 
benefits outweigh the risks, both medically 
and environmentally. I fear there is another 
recent transportation trend that represents a 
far greater issue, and it could be called mac-
romobility. Especially as a nonmotorist—
a so-called vulnerable road user, or VRU 
(although I remain unhurt in a lifetime of 
428 000 bicycle kilometres)—I am dumb-
founded by society’s passivity regarding the 
burgeoning numbers of giant pickup trucks 
and SUVs prowling our streets.

Unlike practitioners of micromobil-
ity, who essentially remain a threat only to 
themselves, the growing number of drivers 
of oversize motor vehicles represents a huge 
menace to everybody, in four different ways:
•	 The vehicles are wider than most cars, 

especially when equipped with large 
side-view mirrors, and are more likely 
to make contact when overtaking VRUs 
and other vehicles.

•	 The elevated hoods are at neck height, 
so even if they strike a pedestrian or 
another VRU at low speed, the victim 
is likely to be thrown under the vehicle 
and fatally crushed.

•	 The vehicles are taller than most cars, 
obstructing the view of other road users 
and reducing the visibility of other cars 
and VRUs, making us more likely to be 
struck, especially at intersections, where 
we may seem to appear out of nowhere.

•	 The vehicles are heavier; therefore, in 
the event of a collision, their momentum 
results in inordinate damage to smaller 
vehicles and their occupants.

Furthermore, the manufacturing and 
operation of macromobility vehicles have 
far greater environmental impacts than any 
other modes of personal transportation.

I invite my colleagues to consider these 
factors when choosing their next vehicle and 
to display some leadership in challenging 
such a disturbing transportation trend.
—Thomas DeMarco, MD
Whistler 

Re: Is medicine a calling?  
Or a career?
This was an excellent editorial [BCMJ 
2025;67:157]. I would offer that another 
key contributor to physician burnout is a 
disconnect from community needs due to 
unnecessarily bureaucratic and often redun-
dant health authorities—a disconnect from 
what was once a calling to serve. In my 
incoming role on the board of directors for 
BC Family Doctors, I look forward to advo-
cating for frontline physician leadership and 
sharing how, in spite of a sometimes adver-
sarial health authority, our North Island 
Community Health Centre in Port Hardy 
has demonstrated how truly accessible, cul-
turally safe, and trauma-informed care led 
by physicians can be rooted in community 
needs while fostering the deep meaning in 
practice that we strive for. 
—Alexander E. Nataros, MD, CM, CCFP
Medical Director, North Island Community 
Health Centre 
Port Hardy

Library services for BC family 
physicians
I read with interest Dr Faye MacKay’s excel-
lent letter to the editor in the May issue of 
the BCMJ [2025;67:127]. Dr MacKay was 

justifiably distressed over the abrupt closure 
of the College of Physicians and Surgeons 
of BC’s library service. I, too, was dismayed 
by the loss of this excellent service, which I 
used frequently over the years.

To compound the issue, the College of 
Family Physicians of Canada has subse-
quently also closed its excellent library ser-
vice. Both library services were discontinued 
due to cost considerations.

BC family physicians are now left with-
out a library research resource at a time 
when medicine is in the midst of rapid-
ly accelerating clinical and technological 
advancements across all disciplines. 

Doctors of BC and the Canadian Medi-
cal Association (CMA) have a collaborative 
relationship, particularly in advocating for 
physicians and the health care system in BC 
and Canada, respectively. They also work 
together on joint initiatives. 

A few years ago, the CMA sold MD 
Financial Management to Scotiabank for 
$2.6 billion. Would it be too much to ask 
Doctors of BC to approach the CMA to 
fund a national library service for the benefit 
of all its members, as another good reason 
to belong to the CMA? 
—Murray Trusler, MD, MBA, CCFP, FCFP
Peachland

Correction: 
“Novel treatment of spasticity: Interna-
tional success through collaborative care” 
[BCMJ 2025;67:222-223] has been revised. 
The author requested the following change 
postpublication: Dr Timothy Murray was 
incorrectly named as Dr Michael Murray.
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Honoring truth and pursuing 
reconciliation: The physician’s role 
in healing beyond the clinic

In Canada, 30 September is the National 
Day for Truth and Reconciliation. For 
Indigenous Peoples, it is a symbolic 

day—a collective acknowledgment of his-
torical trauma, systemic injustice, and the 
resilience of cultures that have survived 
genocide. For us in the medical profession, 
it is an invitation to look inward at our role 
and reflect on the harm suffered and the 
healing that must be done.

A history that cannot be ignored
Canada’s health care system, often seen as a 
source of national pride, has not served all 
communities equitably. From forced steril-
izations to inadequate care in remote areas, 
First Nations, Métis, and Inuit patients 
have faced systemic racism, neglect, and 
dehumanization within the institutions 
responsible for preserving life and dignity. 
The death of Brian Sinclair, a 45-year-old 
Indigenous man who died in a Winnipeg 
emergency room in 2008 after waiting 
34 hours without being seen, exemplifies 
Indigenous-specific racism. Staff assumed 
he was intoxicated or homeless—but he was 
neither. Mr Sinclair was suffering from a 
treatable infection and was seeking help. 
His death was not due to a lack of knowl-
edge or resources but resulted from assump-
tions and systemic racism.

Although we’ve made progress, the leg-
acy of colonialism and intergenerational 
trauma from residential schools, forced 
relocations, and cultural violence continue 
to manifest in health outcomes. A 2024 
Statistics Canada survey showed that nearly 
one in five Indigenous adults reported fac-
ing racism or unfair treatment from a health 

care provider in the prior year. Indigenous 
people in Canada experience higher rates 
of chronic diseases, greater mental health 
challenges, and lower life expectancies. 
These outcomes are not simply a result of 
individual choices or rural geography—they 
are symptoms of systemic neglect. 

The physician’s role in 
reconciliation 
As physicians, we are among the most 
trusted voices in society. That trust comes 
with a responsibility to care for patients and 
remedy harmful health care systems. We are 
in a unique position to lead reconciliation 
in health care by listening, learning, and 
standing alongside First Nations, Métis, 
and Inuit communities to build a safe and 
equitable system for everyone. Confronting 
Indigenous-specific racism is our ethical 
and professional obligation. Culturally safe 
care must be a professional standard.

To foster meaningful change and sup-
port physicians on their reconciliation jour-
ney, Doctors of BC, in collaboration with the 

Joint Collaborative Committees, is working 
in partnership with First Nations, Métis, 
and Inuit leaders to co-create engagement 
and learning opportunities for physicians, 
including First Nations community-based 
experiential learning sessions, webinars, and 
facility-based learning sessions. This work 
also encompasses supporting physician 
champions to connect with one another 
to amplify activities and practices aimed 
at eliminating Indigenous-specific racism 
and increasing cultural safety and humility. 

Honoring truth and pursuing 
reconciliation
On 30 September, I encourage you to wear 
orange in honor of residential school survi-
vors, attend a local community event, and 
reflect on your role in this work. There are 
also several simple steps you can take to 
show your commitment to providing cultur-
ally safe care as part of your daily practice: 
•	 Acknowledge bias and educate yourself. 

Enroll in unconscious bias training or 
the San'yas Indigenous Cultural Safety 
Training Program (https://sanyas.ca), 
learn about the legacy of colonialism, 
and review the Truth and Reconcilia-
tion Commission of Canada’s Calls to 
Action1—particularly those focused on 
health, #18–24.

•	 Prioritize cultural safety. Take action 
to ensure Indigenous patients feel 
respected, heard, and valued. This 
includes involving Indigenous voices 
in health care planning and delivery.

•	 Advocate for equitable access. At 
the institutional and policy levels, 
advocacy is needed for investment in 

PRESIDENT’S COMMENT

We are in a unique 
position to lead 

reconciliation in health 
care by listening, 

learning, and standing 
alongside First Nations, 

Métis, and Inuit 
communities to build 
a safe and equitable 
system for everyone. 
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PRESIDENT’S COMMENT

Indigenous-led health care initiatives, 
especially those rooted in traditional 
knowledge and healing.

•	 Support Indigenous medical learners 
and colleagues. Representation matters. 
Encouraging and mentoring Indige-
nous medical students and supporting 
Indigenous physicians are critical to 
creating a more inclusive profession.

Reconciliation is a lifelong commitment. 
Physicians are trained to listen to their 
patients’ stories, validate their pain, and offer 
a way forward. Indigenous communities are 
sharing their stories with us. Let’s commit 
to truly listening and building a health care 
system where every patient feels safe, heard, 
and respected—a system that acknowledges 
the past and actively works to heal it. n
—Charlene Lui, MD
Doctors of BC President

Reference
1.	 Truth and Reconciliation Commission of Canada. 

Truth and Reconciliation Commission of Cana-
da: Calls to Action. 2015. Accessed 25 July 2025. 
www2.gov.bc.ca/assets/gov/british-columbians-
our-governments/indigenous-people/aboriginal-
peoples-documents/calls_to_action_english2.
pdf.

Confidential support 
when you need it.

The BC Physician Health Program 
offers support 24/7 to BC doctors and 
their family members for a wide range 
of concerns including mental health, 
relationship stress, substance use, or 
career or life transitions. There’s no issue 
too big or too small. Our team is here to 
help anytime. Call 800 663-6729 or visit 
physicianhealth.com. 

Now hiring Physicans in B.C.’s 
most beautiful coastal and 
mountain communities.
Discover rewarding rural career opportunities in of Bella 
Bella, Bella Coola, qathet, Gibsons, Sechelt, Squamish, Whistler 
and Pemberton. Enjoy retention incentives, relocation support and 
continuing education funding — all while living an active lifestyle 
surrounded by nature, vibrant local culture and connection. 
 
Make a meaningful impact where it matters most — 
your community.

Discover your next move at 
vch.ca/ruralphysicans
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BCMD2B

ABSTRACT

Background: Assessing patient satisfaction, 

particularly among patients with complex 

disability, is vital to patient-centred care and 

access to care. We evaluated patient satisfac-

tion at the BC Children’s Hospital Spinal Cord 

Clinic using the Patient Satisfaction Question-

naire Short Form (PSQ-18), modified to suit our 

pediatric population.

Methods: The modified PSQ-18 was distributed 

to families who visited the Spinal Cord Clinic 

from June to October 2019. Seven domains 

of patient satisfaction were assessed: general 

satisfaction, technical quality, interpersonal 

manner, communication, financial aspects, 

time spent with doctor, and accessibility and 

convenience. Likert scale data were analyzed 

using descriptive statistics. Two independent 

evaluators analyzed additional qualitative 

feedback.
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Results: During the study period, 231 families 

visited the Spinal Cord Clinic; 80 participated 

in the study. Patients and families reported 

the highest degree of satisfaction with inter-

personal manner and communication and the 

lowest satisfaction with financial aspects and 

accessibility and convenience. Participants 

also provided comments about their clinic 

experiences. 

Conclusions: Families were generally satisfied 

with their clinical care and aspects under the 

control of health care providers. The clinic 

has conducted follow-up visits virtually when 

possible to reduce the financial burden of in-

person appointments. 

Background
Traditional hierarchical medical frame-
works assumed physicians knew what 
was best for their patients and often left 
patients out of the decision-making pro-
cess.1 This medical model of care has been 
replaced with an increasingly patient- 
and family-centred model, where patients 
actively collaborate with their health care 
team to design and manage their treat-
ment journey.2 As a “desirable compo-
nent of quality health care,”3 the success 
of patient-centred care can be evaluated 
using tools such as patient satisfaction sur-
veys and questionnaires.4

A variety of factors influence patient 
satisfaction. It has been positively corre-
lated with trust in the health care team, 

interaction between doctors and patients, 
and perceived empathy of care providers.5 
The interpersonal skills of care providers6,7 
and wait times7,8 also affect patient satis-
faction and trust in the health care team. 
Other factors, such as lower socioeconom-
ic status, have been negatively correlated 
with patient satisfaction.9 In addition, 
patient satisfaction is positively correlated 
with treatment compliance10,11 and posi-
tive health outcomes. Hence, evaluating 
patient satisfaction and eliciting feedback 
from patients helps care providers advo-
cate for their patients’ needs, respond to 
areas of dissatisfaction, and improve health 
outcomes. 

Because patient satisfaction is multifac-
eted, it is challenging to evaluate. Many in-
struments for assessing patient satisfaction 
such as the Hospital Consumer Assessment 
of Healthcare Providers and Systems sur-
vey12 and the Long-Form Patient Satisfac-
tion Questionnaire (PSQ-III),13,14 target 
the adult patient group. None of these 
questionnaires were designed to target a 
pediatric outpatient population. Therefore, 
we chose a validated, fairly generic instru-
ment, the Patient Satisfaction Question-
naire Short Form (PSQ-18), which we 
modified to suit our clinic situation. The 
PSQ-18 allowed us to assess parents’ and 
children’s satisfaction in seven domains: 
general satisfaction, technical quality, in-
terpersonal manner, communication, finan-
cial aspects, time spent with doctor, and 
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accessibility and convenience.15 The breadth 
of patient satisfaction domains assessed 
by the PSQ-18 sets it apart from other 
assessment tools. Moreover, the PSQ-18 
is commonly cited in the literature16 and 
has demonstrated versatility in diverse set-
tings.17-22 Consequently, we deemed the 
PSQ-18 to be a quick, easy, and compre-
hensive patient satisfaction questionnaire 
that was appropriate for a busy pediatric 
clinic setting. 

We conducted this quality improve-
ment project at the BC Children’s Hospital 
Spinal Cord Clinic, a multidisciplinary 
clinic that treats complex congenital and 
acquired spinal cord conditions, such as 
spina bifida, closed spinal dysraphism, 
VACTERL syndrome (VACTERL asso-
ciation), sacral agenesis, and traumatic and 
nontraumatic spinal cord injuries. As the 
designated provincial service for children 
with spinal cord conditions, the Spinal 
Cord Clinic serves an average of 260 
patients living across BC. The combina-
tion of significant geographic distances 
and a sparse population creates unique 
challenges for health care delivery. An 
internal project conducted at the Spi-
nal Cord Clinic indicated that 25.2% of 
patients live between 30 and 80 km from 
the clinic; 43.1% live more than 80 km 
from the clinic. Many of our patients 
experience limited mobility, and some 
are on ventilators, which exacerbates the 
challenges of traveling great distances for 
in-person appointments. Another internal 
study reported that approximately 25% 
of families in pediatric surgical clinics at 
BC Children’s live below the poverty line 
and experience many social vulnerabili-
ties, which also affects patients’ ability to 
access care. Given the barriers to care our 
patient population experiences, ensuring 
our patients’ voices are heard and improv-
ing patient satisfaction are major priorities. 
We aimed to assess the various domains of 
patient satisfaction in our clinic’s vulner-
able patient population to improve their 
health outcomes. 

Methods
Study design
The Spinal Cord Clinic team designed this 
quality improvement project in conjunc-
tion with the Office of Pediatric Surgical 
Evaluation and Innovation. Because this 
was a quality improvement project, it was 
exempt from Research Ethics Board review, 
according to “TCPS 2 (2018) – Chapter 2: 
Scope and Approach.”23 

The PSQ-18 was originally developed 
using an English-speaking adult popula-
tion.15 Given our pediatric population and 
the multidisciplinary nature of the Spinal 
Cord Clinic, the research team modified 
the original PSQ-18 after careful review, 
prior to initiating the study. For example, 
the subject of each statement was changed 
from “I” to “my child,” because parents typi-
cally completed the survey. Additionally, a 
statement about financial considerations 
was replaced with one that focused on com-
munication, because previous research had 
extensively examined the financial situation 
of clinic patients. We also added two state-
ments to the PSQ-18 survey to fit the goals 
of our study and to reflect the nature of the 
pediatric outpatient clinic. The study team 
also added a comments section where par-
ticipants could provide open-ended feed-
back. The modified PSQ-18 survey was 
available in English only. 

The full questionnaire and a compre-
hensive list of modifications and associated 
rationales are reported in the supplementary 
files available at bcmj.org.

Data collection
Patients who presented to the Spinal Cord 
Clinic from June to October 2019 were 
invited to complete the survey. Research 
assistants distributed printed surveys to 
patients and/or their caregivers after obtain-
ing their informed consent. The survey 
included 20 statements.

Survey responses were transcribed and 
stored in a database in Microsoft Excel 
version 16.38 (Microsoft Corporation, 
2020). Data were stored in a file encrypted 
with a password on a password-protected 
computer. 

Data processing
Likert scale data collected during the survey 
were processed using the methods outlined 
by Marshall and Hays.15 Descriptive statis-
tics, including ranges, means, medians, and 
modes, were calculated for each statement. 
Microsoft Excel was used to adjust respons-
es so that a score of 5 indicated a strongly 
satisfied response, while a score of 1 indi-
cated a strongly dissatisfied response. Next, 
the 20 statements were grouped into seven 
domains of patient satisfaction: general sat-
isfaction, technical quality, interpersonal 
manner, communication, financial aspects, 
time spent with doctor, and accessibility and 
convenience. We defined technical quality as 
patients’ perceived competence of the spe-
cialists at the Spinal Cord Clinic. A Likert 
graph was created using R version 1.2.5033, 
2019 (RStudio, PBC, 2019). 

The qualitative responses patients left in 
the comments box were reviewed and coded 
by two research assistants (T.C. and C.B.) 
into positive or negative statements about 
the seven domains of patient satisfaction. 
Discussion between study team members 
resolved differences in comment classifica-
tion between the two reviewers. 

Results
In total, 80 of 81 families (98.8%) that were 
invited to participate in the study completed 
the anonymous survey. This represented 
approximately 35% of the total clinic popu-
lation (n = 231) and was deemed a repre-
sentative sample of that population. 
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Table 1 provides unadjusted scores for 
each survey statement. For eight of the 20 
statements, experiences on both extremes 
of the “agreement” scale were reported, with 
at least one participant reporting “strong 
agreement” and another reporting “strong 
disagreement” with the same statement. 

The Figure shows the average score of 
responses in the seven domains of patient 
satisfaction. The greatest satisfaction was 
associated with “interpersonal manner” and 
“communication”; the lowest satisfaction 
was associated with “financial aspects” and 
“accessibility and convenience.” 

In total, 28 comments were left in the 
comments box at the end of the survey; 
they included 25 positive and 25 negative 
statements [Table 2]. The greatest number 
of positive statements were made in the 
domain of “general satisfaction” (n = 12). 
The greatest number of negative statements 
were made in the domain of “accessibility 
and convenience” (n = 12).

Discussion
To the best of our knowledge, the PSQ-18 
survey has not been used in the setting of a 
pediatric spinal cord clinic, nor has it been 
used to evaluate clinics that share our mul-
tidisciplinary model of care. In our study, 
patients were encouraged to discuss their 
views of the Spinal Cord Clinic with their 
families and the clinic team. Providing pedi-
atric patients with disability and their fami-
lies with a platform to voice their opinions 
about their care contributes to the realiza-
tion of Article 12 of the United Nations 
Convention on the Rights of the Child.24

The modified PSQ-18 survey we used 
was well received by patients and families, 
as evidenced by its excellent response rate. 
Several key strengths contributed to its 
success. First, its concise yet comprehensive 
design allowed participants to complete it 
efficiently, even within their busy appoint-
ment schedules. Second, the survey encom-
passed broad patient satisfaction aspects, 
which enabled a holistic assessment of the 
care provided. Finally, the inclusion of a 
comments section empowered patients to 
share their experiences in their own words, 

Statement Domain
Unadjusted score*

Min. Max. Median Mean Mode

Health care providers are good about 
explaining the reason for medical tests.

Communication 1 3 1 1.5 1

I think my child’s health care providers 
have everything needed to provide 
complete medical care.

Technical quality 1 4 1 1.5 1

The health care my child has been 
receiving is just about perfect.

General 
satisfaction

1 4 2 1.8 2

Sometimes health care providers 
make me wonder if their diagnosis of 
treatment is correct.

Technical quality 1 5 4 3.6 4

The health care provider explains 
treatments in an easy way to understand.

Communication 1 4 2 1.6 2

When my child goes for health care, the 
provider is careful to check everything 
when treating and examining my child.

Technical quality 1 3 1 1.6 1

I have to pay more of my child’s health 
care than I can afford.

Financial aspects 1 5 4 4.0 4

My child has easy access to the medical 
specialists in this clinic.

Accessibility and 
convenience

1 4 2 1.9 2

My child has trouble accessing 
emergency care in my community for 
spinal cord–related problems.

Accessibility and 
convenience

1 5 3 3.2 3

The clinic staff act too businesslike and 
impersonal toward my child.

Interpersonal 
manner

2 5 4 4.3 4

My child’s health care provider 
treats my child in a very friendly and 
courteous manner.

Interpersonal 
manner

1 4 1 1.4 1

Those who provide my child’s health 
care sometimes hurry too much when 
they treat my child.

Time spent with 
doctor

1 5 4 3.8 4

Health care providers sometimes ignore 
what my child tells them.

Communication 2 5 4 4.2 4

I have some doubts about the ability 
of the health care providers who treat 
my child.

Technical quality 2 5 4 4.3 5

Health care providers usually spend 
plenty of time with my child.

Time spent with 
doctor

1 5 2 2.0 2

I find it hard to get a clinic appointment 
at a convenient time.

Accessibility and 
convenience

1 5 4 3.8 4

I am dissatisfied with some of the things 
about the health care my child receives.

General 
satisfaction

1 5 4 4.0 4

I can get in contact with the clinic staff 
when my child needs.

Accessibility and 
convenience

1 5 2 2.1 2

The time spent in clinic is just about 
right.

Time spent with 
doctor

1 4 2 1.9 2

I am overall satisfied with the care my 
child receives at the Spinal Cord Clinic.

General 
satisfaction

1 3 1 1.5 1

TABLE 1. Description of unadjusted scores for each statement (n = 80). 

* 1 = strongly agree, 5 = strongly disagree.
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which ensured their voices were heard and 
valued. 

The patients and families at the Spinal 
Cord Clinic reported the greatest satisfac-
tion in the domains of “interpersonal man-
ner” and “communication,” the two domains 
over which the clinic has the most agency. 
Patients were most dissatisfied with “finan-
cial aspects” and “accessibility and conve-
nience,” the domains over which the clinic 
has the least agency. In the open-ended 
comments, patients reported the most 
dissatisfaction with “accessibility and con-
venience” and the most satisfaction with 
“general satisfaction.” A caveat about the 
analysis of the open-ended comments is 
that the comments were not mandatory; 
therefore, not everyone left comments. As a 
result, the responses may not be representa-
tive of the entire group of participants in our 
study, let alone the entire clinic population.

Lower satisfaction in the domain of 
“accessibility and convenience” was not a 
surprise, because the Spinal Cord Clinic 
runs only 1 morning per week, and it serves 
a very large geographic area. There is little 
flexibility for families who are not available 
Thursday mornings. Scheduling conflicts 
with other clinics and the clinical respon-
sibilities of the health care team outside of 
the Spinal Cord Clinic limit how respon-
sive the team can be to concerns about 
accessibility and convenience of care. The 
PSQ-18 survey has been used in various 
studies in different settings, which demon-
strates its versatility.17-22,25,26 Other centres 
have also found that their patients reported 
the highest satisfaction with “interpersonal 
manner”17 and the lowest satisfaction with 

“financial aspects”17-19 and “accessibility and 
convenience.”17 While it is important to 
note that those studies were conducted 
in different clinical and cultural contexts, 
there is an opportunity for health care pro-
viders in different settings to collaborate to 
create solutions to address relatively low 
satisfaction in common domains, such as 
“financial aspects” of care. 

Dissatisfaction with the financial impact 
of care, which can act as an obstacle for 
patients attending appointments, is often 
overlooked. Many families must travel a 
long distance to attend the Spinal Cord 
Clinic. Out-of-town patients may have to 
stay overnight in Vancouver, either with 
relatives or in hotels, and their caretakers 

may need to take time off work and pay for 
their overnight stay, transportation, food, 
and parking. Significant personal expenses, 
combined with socioeconomic hardship, 
may make attending the clinic a serious 
affordability issue. Some parents qualify 
for government or social service support 
because they live below the poverty line, 
but many are not eligible for additional 
financial support because their income is 
just above the cutoff for social services. This 
may explain parents’ dissatisfaction with 
the “financial aspects” of the Spinal Cord 
Clinic. However, this is not a factor the 
clinic can control directly, although we try 
to connect families with financial resources 
whenever possible. 
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FIGURE. Mean score of seven domains of patient satisfaction. The error bars represent 95% 
confidence intervals. 
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General  
satisfaction

Technical  
quality

Interpersonal 
manner Communication Financial  

aspects
Time spent  
with doctor

Accessibility and 
convenience

Positive  
statements 12 3 6 1 0 1 2

Negative 
statements 1 3 1 3 1 4 12

TABLE 2. Total qualitative comments by domain (n = 28).



242 BC MEDICAL JOURNAL VOL. 67 NO. 7 | SEPTEMBER 2025242

Study limitations
We adapted the PSQ-18 to better align 
with the unique patient population and 
clinical setting of the Spinal Cord Clinic 
and to enhance the survey’s relevance and 
accuracy in assessing patient satisfaction; 
however, this may have influenced the ques-
tionnaire’s original validity.

Additionally, we approached 81 of the 
231 patients (35%) in the clinic’s total 
patient population. While we invited 
patients who presented to the clinic con-
secutively to participate, our sample may not 
have been representative of all 231 patients 
and families. The reason for this is multifac-
torial. First, because this was the first study 
that assessed patient satisfaction at the Spi-
nal Cord Clinic, we focused on determining 
whether the modified PSQ-18 survey was 
well suited to the clinic rather than on reach-
ing a large sample size. Second, our recruit-
ment was limited by logistical constraints 
and scheduling issues within the clinic. It 
was not feasible to recruit patients over the 
entire year. Patients attend the Spinal Cord 
Clinic with varying frequency, depending on 
their need. By using a shorter study interval, 
we were more likely to sample opinions from 
a different family at each clinic encounter.

Because the modified PSQ-18 survey is 
a general, multidisciplinary questionnaire, it 
did not allow for the assessment of patient 
satisfaction within specific medical special-
ties involved in patients’ care. In the future, 
developing specialty-specific statements 
could provide a more detailed evaluation of 
the quality of care delivered by each disci-
pline. This refinement would offer deeper 
insights into areas for improvement at the 
clinic, which would ultimately enhance the 
patient experience.

Last, because this was a pilot project for 
quality improvement in the Spinal Cord 
Clinic, we did not collect socio-demographic  
information, such as sex, household income, 
and distance of residence from the clinic. 
This limited our ability to analyze our re-
sults further and to establish any associa-
tion between demographic variables and the 
results. We plan to collect this information 
in future studies.

Conclusions
We intend to use our modified PSQ-18 
survey for future quality improvement stud-
ies. We will aim to include a larger sample 
size to represent the number of patients at 
the Spinal Cord Clinic and will develop 
more discipline-specific statements to gain 
insight into patients’ perspectives on the care 
they receive from specific disciplines. We 
will also aim to collect socio-demographic 
information so our results can be more thor-
oughly analyzed. 

Since this initiative was conducted, there 
have been significant disruptions to care 
provided at the Spinal Cord Clinic due to 
the COVID-19 pandemic. However, there 
have also been many positive changes at 
the clinic. First, discussions are being held 
between the Spinal Cord Clinic team and 
the hospital operational leads on poten-
tial improvements to the clinic structure, 
including the possibility of providing an 
extra clinic day and adding more clinical 
team members. This large-scale change 
will help address the accessibility issue that 
patients in our study noted. Second, the 
clinic plans to use internal funds to estab-
lish a bursary program for patients with 
financial constraints, in response to patients’ 
dissatisfaction with financial aspects of 
attending the clinic. Last, virtual care using 
applications such as Zoom or Microsoft 
Teams has become much more acceptable 
since the pandemic, and the clinic team has 
pivoted to a hybrid model of in-person and 
virtual care. This has numerous potential 
benefits for the patient population, many 
of whom have difficulty ambulating. The 
Spinal Cord Clinic research team plans to 
launch another patient satisfaction quality 
improvement study as a follow-up to our 
initial project in 2019, this time focusing on 
patients’ satisfaction with the hybrid model 

of care. The assessment of patient satisfac-
tion reported in this study serves as a record 
of our prepandemic baseline patient satis-
faction. By continuing to monitor patient 
satisfaction, we will be able to identify the 
long-term impacts of increasing access to 
virtual care and future quality improvement 
initiatives.

Summary
Quality improvement is a continuous pro-
cess that demands ongoing evaluation and 
follow-up to ensure patients’ needs and 
expectations are met. This study aimed to 
enhance care at the Spinal Cord Clinic by 
offering patients a platform to share their 
experiences. The modified PSQ-18 survey 
proved to be both adaptable and appli-
cable across diverse health care settings, 
making it a valuable tool for assessing and 
improving patient satisfaction. We hope to 
see its adoption in other clinics to further 
advance patient advocacy and the delivery 
of patient-centred care. n
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ABSTRACT: Arsenic toxicity is a rare but well-

documented cause of a common presenting 

complaint: peripheral neuropathy. The defini-

tive diagnosis relies on urine arsenic levels, 

which must be fractionated into inorganic 

and organic species, the latter of which is not 

harmful but can be elevated transiently follow-

ing the consumption of seafood. We present 

a case in which a patient presented with pro-

gressive sensorimotor neuropathy with diag-

nostic uncertainty. Spot urine arsenic testing 

revealed an elevated total, but not inorganic, 

arsenic level after the patient had consumed 

seafood the night before. Chelation therapy 

was initiated out of caution but was likely not 

warranted. This case highlights the importance 

of thoughtful clinical interpretation in conjunc-

tion with support from poison control to aid 

in the diagnosis and management of heavy 

metal toxicity.
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In diagnosing arsenic poisoning, occupational or environmental exposure 
to arsenic must be considered, and urine arsenic levels must be interpreted 
with caution to ensure that chelation treatment is not given without cause.
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A rsenic is a naturally occurring ele-
ment in the Earth’s crust and is 
typically combined with oxygen, 

chlorine, sulfur (inorganic arsenic), or car-
bon (organic arsenic).1,2 Inorganic arsenic 
has been recognized as toxic since ancient 
times and is classified as hazardous under 
the Canadian Environmental Protection 
Act.3-5 While organic arsenic is generally 
less toxic, its effects on humans remain 
under-researched. 

The most common source of human-
ingested arsenic is drinking water.6 Because 
arsenic dissolves readily, water that has come 
into contact with contaminated rocks and 
soil may be a source of toxicity. The ambient 
concentration of arsenic in surface water 
and groundwater in Canada is very low, 
usually 1 to 2 μg/L.7-9 However, localized 
high concentrations of arsenic have been 
found in well water from several regions of 
British Columbia, almost always associated 
with arsenic-containing bedrock formations 
or contamination from mining or fracking.8 
Seafood may also contain arsenic, but it 
is predominantly the less harmful organic 
form.10

Exposure to high levels of inorganic 
arsenic can lead to acute or chronic health 
effects, including gastrointestinal dis-
tress, hepatotoxicity, neuropathy, and skin 
changes.2,3,11,12 A symmetric, sensorimotor 
polyneuropathy that can sometimes mim-
ic Guillain-Barré syndrome is one of the 
most prominent symptoms of arsenic poi-
soning; it can develop 1 to 3 weeks after 

acute high-dose poisoning or insidiously 
from chronic low-level exposures.1,11,13 
Biological samples for measuring arsenic 
include urine (most common), blood, hair, 
and nails. BC labs report the speciation of 
arsenic as both total and inorganic rather 
than speciating the organic subtype. An 
elevated urinary total arsenic level with a 
low inorganic arsenic level typically indi-
cates nontoxic organic arsenic. This most 
commonly results from seafood consump-
tion; even a single meal of fish, shellfish, 
or seaweed can significantly increase urine 
arsenic levels.14-16 Based on the results of 
the longitudinal Canadian Health Mea-
sures Survey, the upper threshold for total 
urine arsenic is 27 μg/L—including both 
organic and inorganic forms.17 For refer-
ence, a single serving of blue mussels or 
codfish can result in urinary excretion of 
more than 300 μg of arsenic over the 72 
hours following consumption.18,19 

The primary management of chronic 
arsenic poisoning involves identifying and 
eliminating the source. In the setting of 
acute toxicity in critically ill patients, ear-
ly parenteral chelation therapy is recom-
mended in addition to supportive care.20 
However, in BC, antidotes can be difficult 
to access due to challenges maintaining 
adequate stocks to ensure timely admin-
istration over a vast geographical area. In 
a 2003 study, less than 50% of urban BC 
hospitals had an adequate stock of the anti-
dote to treat arsenic toxicity.21 In addition, 
chelating agents are not without their own 
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host of adverse effects, including depletion 
of vital elements such as copper and zinc. 

We present a case in which a spot urine 
arsenic test led to the detection of elevated 
total, but not inorganic, arsenic levels, which 
resulted in potentially unnecessary che-
lation therapy. This article illustrates the 
importance of clinical expertise in guiding 
the interpretation of data, particularly as it 
relates to an uncommon toxidrome. 

Case data 
A 63-year-old female presented to an 
emergency department in Vancouver with 
a 6-month history of progressive weakness 
and neuropathic pain. She had had more 
than 20 presentations to hospital over the 
preceding 6 months, with a multitude of 
symptoms, including unresolving pain, diar-
rhea, and depression. Her symptoms had 
worsened severely in the 2 weeks prior to 
her presentation at the emergency depart-
ment, leading to severe neuropathic pain, 
difficulty ambulating, and an inability to 
complete her activities of daily living. She 
also had a history of an unprovoked pulmo-
nary embolism, hypertension, chronic diar-
rhea, and a bilateral salpingo-oophorectomy. 
Given her significant functional decline and 
depressive symptoms, she was admitted as 
an involuntary patient under psychiatric 
care. 

The patient was seen by the neurology 
service 2 weeks following her admission. 
On examination, she was afebrile and vitally 
stable. Her neurologic examination dem-
onstrated appropriate alertness, attention, 
and language. Her cranial nerve exam did 
not show any asymmetry. Examination of 
her lower extremities showed normal pow-
er but reduced proximal muscle bulk and 
decreased sensation to light touch and pin-
prick modalities bilaterally in a symmetric, 
stocking-glove distribution. 

The patient underwent electromyogra-
phy and nerve conduction studies, which 
demonstrated a length-dependent sensori
motor axonal neuropathy with evidence of 
active neuropathic denervation. Her lab 
results demonstrated a normal vitamin B12 
level, no monoclonal protein present on 

serum or urine protein electrophoresis, and 
a normal ratio of free light chains. Glycated 
hemoglobin was 5.3%. Serologies for HIV, 
hepatitis B and C, and syphilis were protec-
tive. MRI of the spine did not demonstrate 
any spinal cord, nerve root, or leptomenin-
geal process. At the time, a unifying systemic 
condition (such as a malignant or paraneo-
plastic syndrome) was favored, given the 
history of unprovoked pulmonary embolism 
and significant weight loss, but the differ-
ential diagnosis remained broad, including 
inflammatory, metabolic, and nutritional 

etiologies. In light of the patient’s severe 
depression and gastrointestinal symptoms, 
in addition to further workup, a heavy metal 
screen (including spot urine arsenic lev-
els) was sent from the referring hospital to 
In-Common Laboratories, an accredited 
Canadian medical laboratory referral testing 
service, and was processed at the London 
Health Sciences Centre. Two weeks later, 
poison control directly notified the team 
that the urine total-arsenic-to-creatinine 
ratio was elevated, at 2133 μmol/mol 
creatinine (reference range: ≤ 93 μmol/
mol creatinine). While speciation of the 
inorganic arsenic level was underway, the 
patient was initiated on chelation therapy 
with 2,3-dimercapto-1-propanesulfonic  
acid, with support from poison control 
and toxicology. Notably, only 20 doses  

were available in the Lower Mainland,  
and Health Canada Special Access 
approval was required to mobilize fur-
ther drug supply from Germany. Special 
Access application for oral chelating agent 
2,3-dimercaptosuccinic acid was approved 
and made available 4 days after the initia-
tion of chelation therapy, and the patient 
continued on weight-based dosing at 800 
mg by mouth 3 times per day. One week 
after starting chelation therapy, her inor-
ganic arsenic levels returned to normal, at 
18 μmol/mol creatinine (reference range:  
≤ 21 μmol/mol creatinine). 

On further history, the patient did not 
report any history of travel, well-water 
exposure, use of herbal supplements, expo-
sure to pesticides or herbicides, or changes 
in where she obtained her poultry, meat, 
or fish. There were no reports of similar 
symptoms among her family or neighbors. 

Given that organic arsenic levels typi-
cally have negligible toxic effects and can 
be elevated due to the intake of seafood, 
we elected to send confirmatory tests with 
24-hour urine and hair arsenic levels to 
the Mayo Clinic Laboratories; arsenic was 
undetectable. With this in mind, we spoke 
with food services at the admitting hospi-
tal and found that the evening before the 
patient’s fractionated urine arsenic lev-
els were sent, she was served cod, which 
could explain the acute elevation in organic 
arsenic.

The patient experienced only minimal 
improvements in her symptoms following 
initiation of chelation therapy in addition 
to supportive therapies. She was ultimately 
transferred to an inpatient neuromusculo-
skeletal rehabilitation centre for ongoing 
care. Given the degree of diagnostic uncer-
tainty, she received a sural nerve biopsy, 
which demonstrated an active inflamma-
tory neuropathy with areas of focal micro-
vasculitis. She was later treated empirically 
with 5 days of IV methylprednisolone and 
IV immunoglobulin with a subsequent 
extended prednisone taper and continued 
to experience subtle improvements in her 
strength and sensation. 

An elevated urinary 
total arsenic level with 
a low inorganic arsenic 
level typically indicates 

nontoxic organic arsenic. 
This most commonly 
results from seafood 
consumption; even 

a single meal of fish, 
shellfish, or seaweed can 

significantly increase 
urine arsenic levels.
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Discussion 
Peripheral neuropathies are among the most 
common neurological diseases, affecting 
77/100 000 individuals per year and up to 
30% of older adults.22 In Western countries, 
the most common causes of peripheral neu-
ropathy are diabetes, toxic exposure (e.g., 
alcohol, chemotherapy), and inflammatory 
or immune-mediated conditions. In the US, 
between 10% and 20% of cases are classified 
as idiopathic.22 Necessary laboratory testing 
includes complete blood count, erythrocyte 
sedimentation rate, comprehensive meta-
bolic panel (blood glucose, glycated hemo-
globin, renal function, and liver function), 
thyroid function, vitamin B12 level, and 
serum protein immunofixation. However, 
in a subacute or rapidly progressive periph-
eral neuropathy, a more extensive history 
and tailored laboratory testing should be 
considered on a case-by-case basis. 

Chronic low-level inorganic arsenic 
exposure is a known carcinogen and has 
been associated with an increased risk of 
bladder, lung, and skin cancer.23 In the 
acute period, individuals may experience 
skin changes, hepatotoxicity, cardiovas-
cular dysrhythmias, and/or sensorimotor 
neuropathy.11 However, the symptoms of 
arsenic toxicity can vary widely depend-
ing on the chronicity and dose of exposure. 
According to the World Health Organi-
zation, there is no universal definition of 
the disease, which challenges our ability to 
make an efficient and accurate diagnosis.24 
Worldwide, hundreds of millions of people 
are chronically exposed to clinically mean-
ingful inorganic arsenic concentrations 
in their environment, which stresses the 
value of an accurate and thorough history 
of environmental and occupational expo-
sures.25,26 Kawasaki and colleagues described 
the delayed development of predominantly 
sensory polyneuropathy in patients exposed 
to environmental arsenic following mining 
activities in Toroku, Japan.27 

The diagnosis of arsenic toxicity can 
be further evaluated by obtaining arsenic 
concentrations from biological samples, 
including urine, blood, hair, and finger-
nails. A 24-hour urine arsenic collection 

is considered the gold standard but can be 
cumbersome to obtain. Thus, the most com-
monly used measure is spot urine arsenic 
levels, which are typically normalized to the 
concentration of creatinine. An important 
consideration in using urine arsenic testing 
is speciation of organic and inorganic forms 
to avoid misdiagnosis of arsenic poisoning 
in a patient exposed to the nontoxic organic 
form. Most laboratories run the total urine 
arsenic level and perform reflexive spe-
ciation only if the total level is elevated.  

In addition, speciation results can be report-
ed in different ways (e.g., total and inorgan-
ic, organic and inorganic, methylated and 
inorganic), which complicates the clinician’s 
ability to interpret the results. Additionally, 
BC practitioners have to send urine arsenic 
tests to a central laboratory for processing 
(London Health Sciences Centre, Lon-
don, Ontario; In-Common Laboratories, 
North York, Ontario). In the case we have 
reported, 15 days had elapsed between col-
lection of samples and receipt of a prelimi-
nary deranged result. 

If the urine total-arsenic-to-creatinine 
ratio is elevated, with low or normal levels of 
inorganic species, the urine arsenic was like-
ly derived from the nontoxic organic metab-
olites. The most likely sources of organic 
arsenic include dietary sources such as sea-
food, shellfish, wild mushrooms, and rice, 
which can elevate the total, but not inor-
ganic, level of urine arsenic.10,14,15,28 How-
ever, reflexive assays may take time to be 

reported, which can lead to premature initi-
ation of chelation therapy. The inappropriate 
use of 2,3-dimercapto-1-propanesulfonic  
acid can lead to adverse effects, including 
gastrointestinal problems, skin reactions, 
cytopenias, and elevated liver enzymes, as 
well as deficiency of other elements, such 
as copper and zinc. In addition, provincial 
availability of the arsenic antidote, dimer-
caprol, is limited, particularly in rural areas, 
where antidote supplies are more likely to 
be insufficiently stocked. This situation may 
place poisoned patients at risk of avoidable 
morbidity or mortality. 

To mitigate these adverse effects, tests 
for arsenic levels should be ordered only 
in conjunction with a thorough history of 
any exposures to aid in developing a pretest 
probability for acute or chronic arsenic tox-
icity. Urine arsenic levels should always be 
speciated and interpreted with the support 
of clinical toxicologists or poison control to 
reduce the risk of acting prematurely on 
false-positive results. 

Summary 
Peripheral neuropathy is a common pre-
senting complaint with a host of etiolo-
gies. Rarely, this can be caused by heavy 
metal toxicity. A symmetric, sensorimotor 
polyneuropathy is one of the most promi-
nent symptoms of arsenic poisoning and 
can develop from both acute and chronic 
exposure. To make the diagnosis of arsenic 
poisoning, clinical suspicion must remain 
high in patients with occupational or envi-
ronmental exposures, but urine arsenic levels 
must be interpreted with caution to ensure 
that chelation treatment is not given with-
out cause. We have presented a challenging 
diagnostic case of severe axonal peripheral 
neuropathy where elevated total organic 
arsenic levels were detected, likely in the 
context of seafood intake. Given the debili-
tating neuropathy that caused paraplegia 
and dysautonomia with severe orthostasis, 
which prevented the patient from engaging 
in any active rehabilitation therapy, chela-
tion therapy was initiated promptly based 
on the urine total-arsenic-to-creatinine 
ratio. After inorganic arsenic levels returned 

There are notable 
challenges in both access 
to and interpretation of 

timely diagnostic test 
results, as well as the 

initiation of treatment, 
which highlights the need 

for improved education 
and clinical support for 

physicians who face 
this clinical scenario. 
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to normal 1 week later, chelation therapy 
was deemed unnecessary. There are notable 
challenges in both access to and interpre-
tation of timely diagnostic test results, as 
well as the initiation of treatment, which 
highlights the need for improved education 
and clinical support for physicians who face 
this clinical scenario. n
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ABSTRACT

Background: Palliative care is not yet routinely 

integrated into surgical services in Canada, 

for a variety of complex reasons. We explore 

the understanding of modern palliative care 

among British Columbia general surgeons and 

its potential role for their patients.

Methods: Surgeons were invited to participate 

in semi-structured interviews. Thematic analy-

ses were conducted via interpretive description 

in an iterative approach. 

Results: Eleven interviews were conducted. 

Three overarching themes were identified: 

(1) palliative care in surgery is important, but 

not all surgeons are willing and/or able to 
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engage in providing it; (2) caring for seriously 

ill patients causes professional and emotional 

fatigue; and (3) the absence of integrative pal-

liative care programs in the community results 

in learned helplessness and surgeon burnout.

Conclusions: General surgeons’ concept of pal-

liative care focuses on noncurative trajectories 

and represents a stagnant concept. Empathic, 

goal-concordant patient–physician conversa-

tions regarding surgical care paradigms are 

hindered by perceptions of resource limitations 

in a strained health care system.

Background
The practices of general surgeons have tra-
ditionally been rooted in the imperative 
to relieve pain and suffering. However, as 
surgical innovations have grown in sophis-
tication, palliation and cure have grown 
into diverging medical philosophies, and 
surgeons have not consistently explored 
basic palliative principles alongside active 
disease management, while not consider-
ing goals-of-care discussions until standard 
treatments are considered futile.1-3 Physi-
cians’ erroneous assumptions of patients’ 
goals drive prolonged and unwanted 
life-sustaining treatments at a high cost, 
both financially and morally.1,2 

Shared decision making is a funda-
mental tenet of surgical care.3-5 Despite 
robust evidence demonstrating significant 
benefits and improved patient outcomes 
from early and simultaneous integration of 

palliative care with disease-directed treat-
ment,5-7 there has been little uptake within 
the general surgical community.8-10

The palliative approach to care includes 
basic symptom management, good com-
munication, and coordination of multidis-
ciplinary care. It is a responsibility of all 
health care professionals. Where needs are 
complex, a specialist palliative care pro-
fessional may be necessary, but they are 
in limited supply, particularly in rural and 
remote areas. Many patients also lack family 
doctors, which places pressure on specialist 
services’ capacity. Surgeons are therefore 
required to provide at least basic pallia-
tive care as a core competency.11 They need 
to transparently discuss the probabilities 
of different outcomes and negotiate the 
challenges of achieving patient goals, in 
addition to juggling their workload. An 
increasing number of publications detail 
the impact of demands on Canadian phy-
sicians in a health care system crippled by 
limited resources and burgeoning documen-
tation requirements, which is contributing 
to moral distress, burnout, and postpan-
demic fatigue.12-14

Methods
The research team consisted of clinicians 
at the University of British Columbia in 
general/surgical oncology (C.W.L.), surgi-
cal education/surgical oncology (R.C.), pal-
liative care (P.H.), general surgery residency 
(K.M.T.), and undergraduate studies ( J.Z.). 
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Participant recruitment
BC general surgeons were contacted via 
email in 2020 and invited to complete an 
anonymous computer-based survey that 
explored training, clinical experiences, and 
self-perceived competency in goals-of-care 
discussions and end-of-life care (data 
available from the corresponding author 
upon request). The survey was used to gar-
ner interest in and encourage thoughtful 
consideration of personal experiences of 
clinical palliative care and assess interest 
in participating in semi-structured inter-
views. The survey data did not inform inter-
view responses because participants were 
de-identified, and the survey data do not 
correlate with interview data.

Interview procedures
The interviewers (C.W.L., J.Z., and K.M.T.) 
asked open-ended questions related to 
exposure to palliative care as a surgical 
trainee, formal palliative care or enhanced 
communication skills training, specialist 
palliative care engagement, understanding 
of palliative care services as they apply to 
surgical patients, and current access to pal-
liative care for patients.

Confidentiality was maintained by 
de-identifying interviewees prior to data 
analysis and reporting aggregate responses 
only. Interviews were audio- or video-re-
corded and were transcribed verbatim. All 
recordings were stored in password-encoded 
software available only to the study coordi-
nators. Interviewee demographics were not 
collected to protect participant confidential-
ity and to be consistent with qualitative the-
matic analysis using interpretive description, 
as described by Thorne and colleagues.15 
This method emphasizes the generation of 
clinically relevant information through the 
interpretation of themes derived from the 
data rather than on demographic variables, 
in which the goal is to capture the richness 
and complexity of human experiences that 
transcend demographics.

The transcripts were manually reviewed 
for accuracy through line-by-line compari-
son with audio recordings and were ana-
lyzed via thematic analysis of interpretive 

description, as described by Thorne and col-
leagues.15 We met virtually and in person 
on numerous occasions to discuss, review, 
and refine themes after each interview was 
conducted and upon completion of all inter-
views. The study included all participants 
who were available and willing to participate 
in interviews. In keeping with interpretive 
description thematic analysis, sample size is 
reflective not of generalizability but rather 
of the depth of relevance of the insights 
derived from patterns across participants.15 

Ethics board approval was obtained 
from the BC Cancer Research Ethics Board 
in 2020.

Results
Eleven semi-structured interviews were 
conducted with surgeons. Three distinct 
themes emerged:
1.	 Palliative care in surgical care is impor-

tant, but not all surgeons are willing 
and/or able to engage in providing it.

2.	 Caring for seriously ill patients causes 
professional and emotional fatigue. 

3.	 The absence of integrative palliative 
care programs in the community results 
in learned helplessness and surgeon 
burnout.

See the Table for surgeon quotes by theme.

Themes Representative quotes

1)	Palliative care in 
surgical care is 
important, but 
not all surgeons 
are willing and/or 
able to engage in 
providing it.

“We want patients to have support, but I don’t think most surgeons have 
the interest in doing that. What we need to get better at or feel more 
confident about is … introducing palliative care.” (ID8)

“I don’t really see my role as sort of trying to mobilize all the support 
resources … I just don’t have the time.” (ID3)

“So, I think you need to be involved in bringing up the conversation and 
then handing it off to someone.” (ID4)

“You don’t have time talk to someone, because you’re busy. And, you know, 
you can avoid difficult … or uncomfortable things.” (ID7)

“It’s just like that really wears on you, like you feel like you’re the Grim 
Reaper. If I wanted to be a palliative care doctor, then I would have gone 
and done that.” (ID2)

2)	Caring for 
seriously ill 
patients causes 
professional 
and emotional 
fatigue. 

“Many times, it just comes sort of too late. And I would say help make that 
transition from trying to … cure the disease … to more … acceptance, that 
we have limitations.” (ID9)

“If you spend every day you have [in] an intense conversation with a 
35-year-old woman about their advanced breast cancer, it just is dreary, 
hard to remain optimistic, especially with a limited pandemic.” (ID2)

“And I’m left feeling like ‘Hey, I’m making this final decision,’ you know, for 
this … this poor girl. I couldn’t make that decision. And I was like ‘I can’t 
deal with this. I really cannot deal with this at all.’” (ID1)

3)	The absence 
of integrative 
palliative care 
programs in 
the community 
results in learned 
helplessness and 
surgeon burnout.

“I just find that many times, it just comes sort of too late, where a lot of the 
services could have been better utilized.” (ID11)

“You actually have to demonstrate to that person that you see them as a 
complete and whole person … and to do that properly, you actually have 
to give a little bit of yourself every time.” (ID2)

“I don’t even want to discuss, like, you know, especially if I’m about to 
operate on someone, I get all uncomfortable talking about the CPR and the 
code status … I just feel like it almost sells the situation wrong and I’m left 
feeling stuck.” (ID5)

“And then I keep finding that nobody’s had these conversations with 
people. So it makes it really hard when it’s sort of the last hour, where 
people will make a real educated decision.” (ID8)

“But sometimes I’m stuck doing it. And it’s not something I do frequently. 
So it actually takes me quite a bit of time, and I’m tired.” (ID10)

TABLE. Representative quotes by thematic analysis.
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Palliative care in surgery
Participants echoed the importance of a 
palliative approach to care for patients 
with critical or life-limiting illness. There 
was unanimity on the need for palliative 
care services at the end of life, to transition 
into hospice, or when cure was unachiev-
able. Surgeons rarely initiated discussions 
about including a palliative approach to 
care as part of treatment goals. Many sur-
geons believed palliative care equated to 
end-of-life care.

Surgeons described scenarios in which 
palliative care services were offered when 
no other treatment options seemed clini-
cally reasonable. None of the participants 
described experiences in which palliative 
care services were introduced and integrated 
early during treatment. Many participants 
discussed experiences with patients in emer-
gency scenarios who did not understand the 
severity and life-limiting nature of their 
disease prior to presentation to the emer-
gency room, hence having no framework 
for the illness they were experiencing. In 
cases where patients were told what dis-
eases they had, palliative care was rarely 
incorporated into their treatment plans 
unless disease-modifying treatment options 
were no longer deemed suitable. Partici-
pants shared experiences in which they felt 
reluctant to use the term palliative for fear 
of alienating patients or obliterating hope. 

Due to a lack of awareness of the re
sources available within the hospital or 
immediate community, many surgeons 
rarely initiated discussions about the pur-
pose, benefits, and rationale of palliative 
approaches to care, even when appropriate. 
“I don’t think most surgeons have the inter-
est in doing that. What we need to get bet-
ter at or feel more confident about is, like, 
introducing palliative care. So, we need to 
know what’s involved, but the breaking of 
bad news . . . do not shy away from that . . . 
we need to do better introducing people 
to die.” (ID8)

Professional and emotional fatigue
Participants were aware of their patients’ 
suffering. They shared stories about how 

patients felt dismissed by the health care 
system prior to developing acute illnesses 
and how some patients could have felt mar-
ginalized by the lack of care and continu-
ity in their communities. Many surgeons 
expressed strong commitments to whole 
patient care but found it personally chal-
lenging due to a lack of time, unfamiliarity 
with referral processes, and a lack of aware-
ness of community resources.

Implementing palliative care services 
was consistently viewed as needing to be 
provided only when surgery was no lon-
ger safely recommended or was considered 
futile. This notion was in keeping with the 
opinion that palliative approaches are 
mutually exclusive with active treatment. 
Unwillingness to engage in end-of-life con-
versations was also due to the sentiment 
of misplacement of responsibility onto the 
surgeon. Participants recalled these conver-
sations as chaotic and emotionally charged, 
leaving fragments of guilt and distress after 
engaging in life-modifying conversations. 

“And so you’ve tried everything. And 
that’s when you quit looking at the patient 
as a whole, and how they’re doing and what 
their goals there might be, looking at the 
broader picture. . . . These activities are really, 
incredibly invasive indicates a painful and 
possibly not effective intervention, [which] 
would be offering them the opportunity to 
talk to someone about quality of life rather 

than, you know, going full bore to the end, 
and then [we are] just exhausted . . . from 
what we’ve done to them.” (ID4)

Learned helplessness
While acknowledging the importance of 
using an integrated palliative approach to 
care, general surgeons did not express inter-
est in additional learning opportunities to 
develop communication skills targeted at 
advance care planning and goals-of-care 
discussions. Many participants readily dis-
cussed the availability of specialist palliative 
care consultants in their hospitals but knew 
little about the community palliative care 
resources available. The principal reason for 
this was the conflicting demands of work-
load, but respondents also revealed that they 
referred late, if ever.

“When I’ve kind of maxed out where 
I feel comfortable going with medica-
tions, getting someone to . . . come and 
offer advice for that beyond just kind of 
the standard cocktail, you know, when you 
[start] having to adjust, I think there’s often 
been an inappropriate delay at our site. And 
in that . . . regard, just because, again, there’s 
not somebody dedicated to a palliative care 
service here.” (ID10)

Supplementary data are available from 
the corresponding author upon request.

Discussion
General surgeons in this study expressed 
a genuine desire to provide whole patient 
care; however, they did not feel it was 
their responsibility. There was discomfort 
and a lack of knowledge about how to 
connect patients with community pallia-
tive care resources and reluctance to have 
goals-of-care conversations. Low comfort 
levels derive from multilayered negative 
personal and interprofessional experiences.16 
Our study revealed that most general sur-
geons said they were comfortable with their 
skills in discussing prognoses, death, and 
surgical outcomes; however, they had little 
interest and motivation in actually doing so. 
Surgeons conveyed strong notions of burden 
in engaging in quality-of-life discussions, 
adding that they were already overwhelmed 

The rarity of these 
conversations 

perpetuates the 
misconception that 

palliative care is relevant 
only close to end of 
life, when it offers a 
holistic approach in 
the treatment and 

support of patients with 
serious illnesses from 
the time of diagnosis.
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by the demands of their existing practices 
and responsibilities. 

Until recently, palliative care discus-
sions were rarely taught in traditional sur-
gical training.17 Participants in this study 
expressed feeling distress, uncertainty, and 
frustration with the health care system 
regarding access to and support provided 
by palliative care services when needed. 
These conversations involved near-death 
or end-of-life situations. The rarity of these 
conversations perpetuates the misconcep-
tion that palliative care is relevant only 
close to end of life, when it offers a holis-
tic approach in the treatment and support 
of patients with serious illnesses from the 
time of diagnosis. Recognition of this out-
dated misperception is an opportunity for 
re-engagement and education. 

Eliciting patient goals during emer-
gencies in which there is no pre-existing 
therapeutic relationship between patient 
and surgeon can be particularly taxing. 
The best-case/worst-case framework for 
high-risk decision making offers a useful 
tool that can be applied in the emergency 
department or clinic.18 Its success, how-
ever, depends on provider empathy, willing-
ness to practise, and time spent building 
the surgeon–patient relationship. A recent 
systematic review of 18 studies on the out-
comes of communication skills training 
among surgeons indicated that palliative 
care training interventions, both objectively 
and subjectively improved surgeons’ confi-
dence in communication, knowledge, and 
skills in symptom management.18 

The “10 000-hour rule” of deliberate 
practice famously describes what many 
surgeons have learned over years of train-
ing: that it takes a lot of practice to be good 
at complex technical tasks.19 To generate 
the same “muscle memory” with commu-
nication skills, the same degree of train-
ing and education should be considered 
for nontechnical skills. Surgical training 
programs across North America have 
adopted palliative care curricula since the 
early 2000s;20,21 however, the implementa-
tion and success of these programs remains 
variable and limited.22 Surveys of surgery 

residents revealed that although the level 
of clinical exposure to palliative care prin-
ciples appeared adequate, many perceived 
that their education was not appropriate-
ly matched to their level and duration of 
training.17,23 Continuing medical educa-
tion on palliative care principles to sup-
port surgeons currently in practice is rare.17  

Mentorship and active role modeling have 
more impact than didactic teaching and 
have been shown to impart meaningful, 
practice-changing habits among trainees 
and junior staff.24 

The surgeons we interviewed tended 
to focus on the deficits of the health care 
system. Workplace culture and regional 
disparities across the province negatively 
affected surgeons’ willingness to initiate 
early conversations with their patients. The 
overwhelming sentiment was that referral 
to a palliative care specialist was the most 
efficient and streamlined approach to care. 
The shortage of palliative care specialists 
and trained family doctors was perceived 
as a failing of the health care system rather 
than a missed opportunity to fill the gap 
as a member of the provider community. 
Surgeons wanted specialist colleagues 
and teams to be responsible for facilitat-
ing complex decision making and empha-
sized that engaging in emotionally laden 

goals-of-care discussions was not viewed 
as legitimate general surgery “work.” Dis-
interest was often linked to past experiences 
that involved deep feelings of stress, which 
subsequently resulted in depersonalization. 

It is well established that stressors in 
the health care workplace contribute to 
dissatisfaction, burnout, attrition, and, in 
extreme scenarios, suicidal ideation.24 Moral 
distress among surgeons exists on multiple 
levels, including individual, interpersonal, 
environmental, and community, as well as 
in policy.25 Extrinsic protective factors were 
identified as having ethics training, early 
access to specialist palliative care support, 
more frequent discussions about goals of 
care, team collaboration, and colleague sup-
port.25 When applied in appropriate and 
supportive scenarios, improved familiarity, 
training, and collegial support may alter a 
surgeon’s perception of their role and their 
abilities to conduct effective goals of care 
within their communities.25 

Conclusions
Successfully navigating difficult conver-
sations with surgical patients remains a 
responsibility of the surgeon. Although 
this study presents a unique reflection on 
a specific Canadian experience, the themes 
we identified are in keeping with the sen-
timents of surgeons globally regarding 
the consequences of limited health care 
resources. There is little disagreement that 
palliative approaches to care benefit surgi-
cal patients. Surgeons’ discomfort, unfa-
miliarity, and perception of inconvenience 
with goals-of-care discussions may be over-
come by standardizing national training 
curricula that yield equivalent Royal Col-
lege competency requirements in simple 
symptom management, with an emphasis 
on goals-of-care conversations, and in tech-
nical skills. Opportunities to guide changes 
in surgery practice paradigms include estab-
lishing workplace policies and advocacy 
programs that influence health policy to 
improve patient care, providing leadership 
by surgeon-led teams in collaborations and 
training programs, and creating formal 
mentorship models championed by surgeon 

Opportunities to guide 
changes in surgery 
practice paradigms 

include establishing 
workplace policies and 

advocacy programs . . . ,  
providing leadership 
by surgeon-led teams 
in collaborations and 

training programs, 
and creating formal 
mentorship models 

championed by 
surgeon advocates.
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advocates. Collectively, these efforts may 
facilitate the changes required by surgeons 
to adapt to evolving practice paradigms for 
improving overall patient care. n
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nize and acknowledge the inherent Title and 

Rights of BC First Nations, whose territories 

stretch to every inch of the lands colonially 

known as British Columbia.

We also recognize that BC is home to many 

First Nations, Inuit, and Métis people from 

homelands elsewhere in Canada and having 

distinct rights, including rights to health, that 

are upheld in international, national, and pro-

vincial laws.

Ten-year anniversary of the  
Truth and Reconciliation Commission 
of Canada’s Calls to Action:  
Truth telling in public health
“We cannot reconcile until the truths are talked about. Until the truths are dealt with. 
What are the truths that have happened to our people over the last 150 years?!  
Well, we don’t want to talk about it because it’s not a good subject. But it is one that 
has to be done.”1 � — Debra Sparrow, Musqueam weaver, artist, and Knowledge Keeper

This article is the opinion of the BC Centre 

for Disease Control and has not been peer 

reviewed by the BCMJ Editorial Board.

A s Canada prepares to mark 10 
years since the Truth and Rec-
onciliation Commission of Can-

ada’s final report was published, it provides 
an opportunity to review progress on the 
Calls to Action, and for public health to 
reflect and engage in truth telling about 
Indigenous-specific racism and discrimina-
tion in past and present work. 

Upholding land-based laws 
First Nations territories stretch to every 
inch of the lands colonially known as Brit-
ish Columbia. Land- and water-based legal 
systems have operated on these territories 
for thousands of years, disrupted by forced 
imposition of settler colonial laws starting 
in the 1770s.2 Fast-forward to 2019, when 
BC signed the United Nations Declara-
tion on the Rights of Indigenous Peoples 
(UNDRIP) into law and made it clear that 
recognition of legal pluralism is key to the 
way forward (UNDRIP Article 27).3 Set-
tlers are accustomed to simultaneously 
engaging federal, provincial, and municipal 
legal systems; now, we have legal obligations 
to BC First Nations legal systems as well.

In 2023 and 2024, respectively, BC’s 
Provincial Health Services Authority and 
BC Centre for Disease Control (BCCDC) 
senior leadership were gifted six Coast Sal-
ish laws by Coast Salish Knowledge Keeper 
and Honorary Doctor of Original Laws, 

Te'ta-in (Shane Pointe).4 The first law is 
Thee Eat (“Truth”). Te'ta-in shares, “You 
need to say the truth all the time. How 
you act and show up must be truthful. We 
need to be truthful in our work, and we 
need our truth to be heard and not denied. 
We all must not deny the truth of the his-
tory and we must remain committed to 
addressing it.”5

Truth before reconciliation
This year, we mark a milestone of truth 
telling in Canada. Compelled by the larg-
est class-action lawsuit against Canada 
in history, in December 2015, the Truth 
and Reconciliation Commission of Can-
ada released its final report, documenting 
the testimony of thousands of survivors of 
the residential school system.6 Among its 
94 Calls to Action is Call to Action #18, 
requiring ongoing truth telling related to 
Indigenous health and wellness:
•	 Truth and Reconciliation Commis-

sion of Canada Call to Action #18: 
“We call upon the federal, provincial, 
territorial and Aboriginal govern-
ments to acknowledge [thee eat] that 
the current state of Aboriginal health 
in Canada is a direct result of previous 
[and current] Canadian government 
policies, including residential schools, 
and to recognize and implement the 
health-care rights of Aboriginal people 
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as identified in international law, con-
stitutional law, and under the Treaties.”6

This call is echoed and amplified in other 
health care–specific reports,7 including 
the BCCDC’s own 2024 Action Plan for 
Reconciliation: 
•	 In Plain Sight recommendation #22: 

“That the B.C. government, in consulta-
tion and co-operation with Indigenous 
peoples, consider further truth-telling 
and public education opportunities that 
build understanding and support for 
action to address Indigenous-specific 
racism in the health care system; sup-
plemented by a series of educational 
resources, including for use in class-
rooms of all ages and for the public, on 
the history of Indigenous health and 
wellness prior to the arrival of Euro-
peans, and since that time.”8

•	 British Columbia Cultural Safety 
and Humility Standard, section 1.1.1: 
“The organizational leaders develop 
an anti-racism and cultural safety 
and humility position statement that 

acknowledges the harm done to First 
Nations, Métis, and Inuit peoples by 
racism and discrimination and out-
lines the organization’s commitment to 
addressing Indigenous-specific racism 
and discrimination.”9

•	 BCCDC Action Plan for Reconcilia-
tion, section 1.1.1 (unpublished internal 
document): “Enhance our under-
standing of the role of public health 
and BCCDC in the history of coloni-
zation and the ongoing experiences of 
racism within the healthcare system.”

Thee Eat Initiative of 
Indigenous-Specific Racism and 
Discrimination in Public Health
The truth that must be made visible is 
that Indigenous-specific racism is deeply 
embedded within public health structures, 
policies, practices, norms, and values in BC. 
Some examples shared in the BCCDC’s 
Thee Eat Initiative of Indigenous-Specific 
Racism in Public Health are summarized 
in the Figure. 

Until we acknowledge the truth, we 
will be unable to reset relationships with 
the First Peoples of these territories, as 
well as with Indigenous Peoples (includ-
ing First Nations, Inuit, and Métis people 
from homelands elsewhere in Canada) 
who now reside in BC. Each has inher-
ent rights to the highest standard of health 
and health care (UNDRIP Article 24).10 
This must be both an individual and a col-
lective journey to identify and eradicate 
Indigenous-specific racism and discrimina-
tion within all aspects of BC’s population 
and public health system.

A call to public health
Nearly 10 years since the release of the 
Truth and Reconciliation Commission’s 
report, Canadian institutions—including 
public health systems—have yet to advance 
the Calls to Action in a demonstrated, 
transformative, accountable, and sustained 
way.11 Instructions provided in this and 
other reports since represent lifesaving 
solutions to health care disparities through 

FIGURE. Reflecting on elements of the relationship between public health and settler colonialism, Indigenous-specific racism, and White supremacy.

Epidemics as tools of  
settler colonialism

Example: The 1862 smallpox 
epidemic paved the way for 

settlement of BC. The Government  
of BC has acknowledged that  

there is considerable evidence  
it was spread deliberately.

Roots of public health 
in White supremacy and 

Indigenous-specific racism
Example: ”Indian health services” 
were set up for the protection of 
the White population, including 

segregated “Indian hospitals,” which 
were separated by race, not disease.

The water invites reflection. At first glance, we are struck by its beauty. However, it does not give us a full picture of the health of the 

watershed and its inhabitants (people, plants, and animals). Below the surface, at a cellular level, and in what is reflected, we begin to 

see the impact of settler colonialism: decisions made without involvement of First Peoples of these territories meant to benefit settlers 

(e.g., dams, mining waste, development, industrial production waste, sewage, fertilizers, pesticides, fish farms, micro-plastics) that have 

profound consequences for the health of the people, the land, the waters, the plants, and the animals.  

Potential of population 
and public health 

champions
Example: Dr Peter Bryce 

whistleblowing about deaths at 
residential schools.

Settler colonialism and 
Whiteness creating new 

health risks
Example: Colonially caused  

climate change.
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are/purpose-vision-values-teachings/coast-salish- 
teachings. 
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Accessed 20 July 2025. https://publications.gc.ca/ 
collections/collection_2015/trc/IR4-7-2015-eng.
pdf.
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ing Indigenous-specific racism and implementing 
foundational obligations to Indigenous Peoples. 
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8.	 Turpel-Lafond ME. In plain sight: Addressing  
Indigenous-specific racism and discrimination 
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Report.pdf.

9. 	 Health Standards Organization. HSO 75000:2022 -  
British Columbia cultural safety and humility  
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and-humility-standard/.
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opted by the General Assembly on 13 September 
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2025. https://docs.un.org/en/A/res/61/295. 

11.	 Jewell E, Mosby I. Calls to Action accountabil-
ity: A 2023 status update on reconciliation. Yel-
lowhead Institute, 2023. Accessed 20 July 2025. 
https://yellowheadinstitute.org/wp-content/ 
uploads/2023/12/YI-TRC-C2A-2023-Special- 
Report-compressed.pdf.

12.	 Jongbloed K, Hendry J, Behn Smith D, Gallagher 
J (Kʷunuhmen). Towards untying colonial knots 
in Canadian health systems: A net metaphor 
for settler-colonialism. Healthc Manage Forum. 
2023;36:228-234. https://doi.org/10.1177/0840470 
4231168843. 

13.	 Wilson-Raybould J. True reconciliation: How to be 
a force for change. Toronto: McClelland & Stewart; 
2022. ISBN: 978-0-7710-0438-4.

14.	 Jones CP. Toward the science and practice of anti-
racism: Launching a national campaign against 
racism. Ethn Dis 2018;28(Suppl 1):231-234. https://
doi.org/10.18865/ed.28.S1.231. 

Canadians to undertake three tasks—to 
learn, to understand, and to act—to reach 
“true reconciliation.”13 Without interven-
tion, Indigenous-specific racism remains 
intact and active in our systems. What fol-
lows will be continual work to recognize, 
name, and act to untie the “settler-colonial 
knots” embedded in the structures, policies, 
practices, norms, and values of our organiza-
tion until we have successfully eradicated 
Indigenous-specific racism.12,14 We accept 
this as everyday work requiring everyday 
attention. n
—Janene Erickson, Nak'azdli Whut'en, 
MPH, BKin 
Executive Director, Indigenous Health, 
BCCDC
Adjunct Professor, School of Population 
and Public Health, UBC

—Isha Gill (Punjabi-Sikh occupier), MPH
Project Manager, Indigenous Health, BCCDC

—Rhonda Buie, Anishinaabe, BSc
Project Coordinator, Indigenous Health, 
BCCDC

—Sarah Nahinu-Dicks, Sḵwx̱wú7mesh 
Úxwumixw (Squamish Nation)
Administrative Assistant, Indigenous 
Health, BCCDC

—Lauren Allard (White occupier)
Project Manager, Central Administration, 
BCCDC

— Robin Smoker-Peters, Nlaka'pamux 
from ƛƛ̓̓qq̓̓əmciəmci ̓n̓n (Lytton First Nation) and 
settler ancestry, MA
Program Manager, Indigenous Health, PHSA
Adjunct Professor, University of Victoria 
and University of Western Ontario

—Kate Jongbloed (White occupier), PhD 
Senior Scientist, BCCDC 
Adjunct Professor, University of Victoria
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fully upheld Indigenous rights. The Truth 
and Reconciliation Commission named 
UNDRIP as the framework for reconcili-
ation.6 The ensuing provincial legislation of 
the Declaration on the Rights of Indigenous 
Peoples Act led to the Declaration on the 
Rights of Indigenous Peoples Act Action Plan, 
which calls for full implementation of the In 
Plain Sight recommendations.3 The In Plain 
Sight recommendations begin by calling for 
an apology and leadership commitment:
•	 In Plain Sight recommendation #1: 

“That the B.C. government apologize 
for Indigenous-specific racism in the 
health care system, setting the tone for 
similar apologies throughout the health 
system, and affirm its responsibility to 
direct and implement a comprehensive 
system-wide approach to addressing 
the problem, including standardized 
language and definitions, and clear roles 
and responsibilities for health authori-
ties, regulatory bodies, associations and 
unions, and educational institutions.”8

Grounded in the principle of truth before 
reconciliation, an apology and leadership 
commitment mark initial steps in acknowl-
edging the thee eats (“truths”) already 
shared by Indigenous Peoples and pub-
lic health’s responsibilities in relation to 
them. This includes acknowledging that 
Indigenous-specific racism and discrimi-
nation exist in our population and public 
health system—it is systemic and structural. 
If we haven’t done anything about it, then 
the truth is it’s still there. Working to iden-
tify, name, and untie those “settler-colonial 
knots” that continue to harm Indigenous 
people is our responsibility.12 

We see the value in the extremely rea-
sonable request that BC public health insti-
tutions and the people within them engage 
in individual and collective self-reflection 
about the truths and our participation in 
harm caused to First Nations, Inuit, and 
Métis Peoples under the guise of public 
health since contact. We acknowledge that 
words without commitments or actions are 
meaningless.

Jody Wilson-Raybould (Puglaas) of the 
We Wai Kai First Nation has guided all 

BCCDC
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COHP

Climate change is an “unappreciated  
mental health emergency” with  
inequitable impacts.1,2 Climate- 

related disasters like wildfires, hurricanes, 
and heat waves disrupt lives, communi-
ties, and access to the land.2,3 Slow-moving 
disasters like rising sea levels and drought 
lead to displacement, migration, and the loss 
of landscapes and biodiversity; the anticipa-
tion of future climate impacts further harms 
mental health.2,3 

As the primary driver of the climate 
crisis, poor air quality from fossil fuel com-
bustion is associated with increased risk of 
depressive, anxiety, and neurodegenerative 
disorders, as well as relapse of psychotic ill-
ness.3 Extreme heat is linked to heightened 
aggression and violence, higher suicide rates, 
and elevated risk of morbidity and mortality 
for those with mental disorders.3 Globally, 
mental illness attributed to climate-related 
threats, air pollution, and poor green space 
access is predicted to cost US$47 billion 
per year by 2030.4 Populations impacted 
by changes to the land, such as Indigenous 
populations; agricultural and outdoor work-
ers; and youth, refugees, immigrants, and 
those with lower socioeconomic status are 
at greater risk.3 

Eco-distress—distress from changes to 
the environment—is a normal reaction to 
threatened and actual loss of individuals, 
communities, and ecosystems. Clinicians 
should validate patients’ concerns about 
the impacts of climate change and offer 
climate-aware mental health suggestions, 
including the following:

Climate change and mental 
health: A critical intersection

This article is the opinion of the authors 

and not necessarily the Council on Health 

Promotion or Doctors of BC. This article 

has not been peer reviewed by the BCMJ 

Editorial Board.

•	 Learning to recognize and name 
climate-related emotions, including 
anger, sadness, and fear, as well as posi-
tive emotions, like gratitude.3,5 Patients 
may appear apathetic or indifferent 
when emotionally overwhelmed, which 
may represent a skill deficit in managing 
emotions. These patients may benefit 
from working with a climate-aware 
therapist or participating in programs 
like Mind Space (https://mind-space.
ca) to cultivate skills for managing emo-
tions in the face of adversity.

•	 Preparing for disasters, both individu-
ally and at the community level, to help 
reduce anxiety and improve social con-
nectedness and resilience.

•	 Reducing excessive exposure to media 
about climate disasters and seeking out 
positive climate-related stories. 

•	 Making positive personal choices that 
have co-benefits for the planet and the 
individual, such as biking or walking 
instead of driving3 and eating more 
plant-based foods.  

•	 Participating in collective action focused 
on solutions to the climate crisis, adap-
tation, and systems change, which can 
promote agency, meaning, and purpose.3 

•	 Increasing social connection and 
exposure to nature through green and 
social prescribing. These have multiple 
mental and physical health benefits, and 

engaging in nature-based solutions such 
as restoration can empower patients 
and increase community resilience to 
climate change.6 For example, PaRx, 
Canada’s national nature prescription 
program, includes subsidized transpor-
tation and outdoor venue access.7 

When someone is unable to regulate their 
emotions, has impairments in functioning, 
engages in risky behaviors, or has thoughts 
of suicide, this goes beyond eco-distress. 
Clinicians should treat new or worsening 
symptoms of mood, anxiety, substance use, 
or other mental disorders as they typi-
cally would, in addition to offering the 
climate-specific interventions above.  

Education and training for health 
professionals to integrate climate-aware 
mental health care into practice should 
be a priority.3 Additionally, meaningful 
systems-level action on climate change by 
governments and corporations is urgent-
ly needed to address the climate mental 
health emergency. n
—Ilona Hale, MD, FCFP
Council on Health Promotion Member

—Ou Jia (Emilie) Wang
Medical Student, Faculty of Medicine, UBC 

—Melissa Lem, MD, CCFP, FCFP 
Clinical Assistant Professor, Faculty of 
Medicine, UBC 

—Rachel Grimminck, MD, FRCPC, DABPN, CGP 
Clinical Assistant Professor, Faculty of 
Medicine, UBC 
Clinical Assistant Professor, Department of 
Psychiatry, University of Calgary 
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WORKSAFEBC

Reimagining recovery:  
A customized approach to 
interdisciplinary occupational 
rehabilitation programs for patients with 
work-related musculoskeletal injuries

In 2023, British Columbia recorded 
41 286 new work-related musculo-
skeletal injuries.1 While many indi-

viduals with such injuries make a swift and 
straightforward recovery with treatment 
such as physiotherapy, a significant subset 
find recovery and return to work compli-
cated, with multifaceted challenges.

These complex cases often involve over-
lapping physical, psychological, vocational, 
and social factors. Effective return-to-work 
solutions in such circumstances hinge on 
robust collaboration between the primary 
care physician or nurse practitioner, other 
health care professionals, WorkSafeBC 
claims teams, the employer, and the injured 
worker.

For more than 20 years, WorkSafeBC 
has contracted with providers in com-
munities across BC to offer structured 
clinic-based rehabilitation programs to 
support those facing complex recoveries 
from injuries such as sprains, strains, and 
fractures. Until recently, these programs 
included Occupational Rehabilitation 1 
(OR1), Occupational Rehabilitation 2 
(OR2), and Activity-Related Soft Tissue 
Disorders (ASTD). 

OR1 used physiotherapy and kinesiol-
ogy, whereas OR2 and ASTD integrated 
occupational therapy, mental health ser-
vices, and medical oversight. While these 

programs established an essential interdis-
ciplinary model of care, they were some-
times too rigid to accommodate patients’ 
diverse needs and were often not imple-
mented early enough. These limitations 
highlighted the need for a more adaptable, 
evidence-informed framework. 

A new, co-created model
In 2024, WorkSafeBC launched the Cus-
tomized Recovery and Return-to-Work 
(CRRTW) program, replacing OR2 and 
ASTD, as well as OR1 in urban centres. 
OR1 remains in place in more remote areas 
of the province. The new program was cre-
ated with significant input from health care 
providers involved in the legacy programs. 
It is designed to foster a more collabora-
tive and responsive approach to care that 
involves the workplace at an earlier stage 
of recovery through early employer con-
tact, jobsite visits, and a focus on timely 
return-to-work planning. 

Collaboration embedded  
at the core
The CRRTW program’s design has enabled 
a shift toward deeper collaboration, not only 
across clinical disciplines (occupational 
therapy, physiotherapy, clinical counseling, 
and kinesiology, with guidance from pro-
gram physicians), but also between program 
providers and WorkSafeBC. This has been 
facilitated primarily through mandatory 
team conferences to enhance goal setting, 
identify potential barriers early, and foster 
transparency.

This article is the opinion of WorkSafeBC 

and has not been peer reviewed by the 

BCMJ Editorial Board.

Treating primary care physicians and 
nurse practitioners remain integral to recov-
ery. If you have a patient in the program, 
you will be sent program reports, and you 
are welcome to contact the health care pro-
fessionals administering the program with 
your questions or comments. As numerous 
companies deliver this service, specific con-
tact information will be most easily found 
on the reports that you receive.

Empowering providers, 
empowering recovery
The CRRTW program emphasizes the 
autonomy of the health care professionals 
within the program. Rather than following 
a fixed protocol, providers determine the 
structure of the program for each worker, 
with occupational therapy, clinical counsel-
ing, and the services of a contracted physi-
cian being added to the treatment team at 
the providers’ discretion, without further 
approvals required from WorkSafeBC. 

For example, the program physicians 
may provide an assessment and up to 2 
hours of follow-up for the injured patient, 
depending on the patient’s unique recovery. 
This assessment and follow-up are intended 
to address any medical barriers to program 
participation. These physicians help guide 
recovery by providing diagnostic clarity 
when needed and recommending treat-
ment. This approach supports best practices 
and makes better use of the program team’s 
expertise [Box].
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WORKSAFEBC

Early workplace integration
CRRTW program providers initiate 
employer contact during the earliest stages 
of the program. This dovetails with the leg-
islative landscape, which favors early and 
continuous employer involvement. Nota-
bly, British Columbia’s Bill 41 sets out the 
duty of an employer and an injured worker 
to cooperate in early and safe return to 
work. The CRRTW program was designed 
with this in mind.

Real-world impact and future 
potential
Early reports suggest that the new mod-
el is helping close gaps seen in previous 
occupational rehabilitation programs by 
enabling more timely interventions and 
improving communication among all par-
ties. The clinical community’s involvement 
in redesigning the program has supported a 
more individualized approach to care while 
emphasizing early workplace integration, 
which holds promise for more durable 

recovery and return-to-work outcomes.
Learn more at www.worksafebc.com/

en/health-care-providers/rehabilitation/
customized-recovery-rtw-program. n
—Derek Bains, BKin, MOT
Program Manager, Health Care Programs, 
WorkSafeBC

—Carly Higgon, BKin, MOT
Director, Health Care Programs, 
WorkSafeBC
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Dr Raja Abboud 
1936–2025

Dr Raja Abboud passed away on 9 January 
2025 in the confines of Vancouver General 
Hospital, where he spent the majority of his 
career working as a respirologist. He was 
born in Palestine and did his undergraduate 
degree at the American University of Beirut, 
obtaining his MD in 1957 at age 21. He 
had managed to gain acceptance into the 
university at age 14 by successfully misrep-
resenting his true age. He spoke English, 
French, and Arabic. In 1961, he became 
a resident physician at Bellevue Hospital 
in New York City, moving to the Univer-
sity of Pennsylvania in 1967 to complete a 
postdoctoral fellowship in physiology and, 
later, residency in internal medicine. He 
obtained his FRCP in respiratory diseas-
es and his board certification in internal 
medicine in 1972, arriving in Vancouver 
the same year, and becoming an associate 
professor in 1981.

Apart from being an active clinician, he 
was in charge of the lung function laborato-
ry at Vancouver General Hospital for many 
decades and was responsible for upgrad-
ing the lab with computerized equipment, 
as well as expanding diagnostic testing to 
include lung mechanics, exercise testing, 
and bronchial inhalation challenges. As 
chair of the then BCMA subcommittee 
on accreditation of pulmonary function labs, 
he organized a quality control program for 
hospital lung function labs following dem-
onstration that the coefficient of variation 
was narrow in some hospitals but unaccept-
ably large in others.

Raja was interested in research through-
out his career, including the pathogenetic 
mechanisms of emphysema, exploring the 
contribution of alpha-1 proteinase inhibi-
tors and neutrophil elastase release. These 
were difficult studies to complete, requiring 
multiple bronchoalveolar lavages. He was 
a gifted physiologist, a dwindling breed in 
respiratory medicine.

I became acquainted with Raja in 1977, 
when I received a telegram that read “Appli-
cation successful. Please cable acceptance.” 
I was in Ireland at the time and decided to 
pursue a fellowship in respiratory medi-
cine, with every intention of returning to 
my home country. I still have the telegram, 
and I am listed on his CV as his first fellow. 
He was very kind to me when I arrived in 
Vancouver and would often invite me to 
have dinner with him and his mother, who 
introduced me to her wonderful tabbouleh. 
Conversations were conducted in French 
and English, with a little Arabic thrown 
in for good measure. We would also go to 
symphony orchestra concerts when he had 

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.

a spare ticket and occasionally played tennis 
and skied together.

Raja was, at times, challenging to work 
with. His office was postapocalyptic, the 
very definition of organized chaos. He also 
had an unusual concept of time. He would 
frequently arrive 20 minutes late to meet-
ings and would think nothing of starting 
the evening ward rounds at 6 p.m. He even 
managed to be late for his own wedding—
not the best way to start a lifelong rela-
tionship. Serendipity had shined on him 
when he was the subject of a wrong number 
phone call. The caller was looking to contact 
another Abboud, but through conversa-
tion, they discovered they had very similar 
backgrounds. They would eventually meet, 
establish a relationship, and marry.

Sadly, he spent his latter years in slow, 
inexorable cognitive decline—a cruel 
blow for someone so intellectually gifted. 
Through multiple challenges and eventual 
complete dependence, he was lovingly cared 
for in his home by his wife, Afifi, and his 
son, Theodore. A wonderful celebration of 
his life was attended by many of his for-
mer colleagues, all of whom had a story to 
share. The respiratory community has lost a 
kind, compassionate, and modest colleague 
who was devoted to caring for his patients. 
May he finally find the peace he so richly 
deserves.
—Kevin Elwood, MD
Vancouver
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PRACTICES AVAILABLE

SALMON ARM—INTERNAL MEDICINE 
SHARED PRACTICE OPPORTUNITY
General internal medicine opportunity in 
Salmon Arm, BC. I am a GIM special-
ist looking for a colleague to share my 
well-supported, modern practice. The clinic 
is spacious and newly renovated, with MOA 
scribe support (no after-hours charting) 
and on-site cardiac rehab. Ideal for some-
one with a cardiovascular focus, but there 
is flexibility to tailor your own subspecialty 
interests. This is a long-term shared practice 
opportunity with excellent infrastructure 
and autonomy. Option to try before you 
commit via a locum. Contact Dr Laurie 
Main at president@shuswapcardiacsociety.
org for details.

EMPLOYMENT

ACROSS CANADA—PHYSICIANS FOR 
YOU: YOUR RECRUITMENT SOLUTION
Are you a physician looking for work? Or a 
medical facility requiring physicians? Our 
team works with Canadian independently 
licensed physicians, CFPC/RCPSC-eligible 
physicians, and clinics and hospitals across 
Canada, with excellent reviews. Contact 
Canada’s trusted recruitment firm today to 
experience our specialized service that is tai-
lored for your success! Visit www.physicians 
foryou.com, email info@physiciansforyou.
com, or call 1 778 475-7995.

SURREY-NEWTON—FAMILY PHYSICIANS 
AND SPECIALISTS
Join Trio Medical Clinic in central Surrey, 
now hiring family physicians and special-
ists. Trio Medical Clinic is seeking family 
physicians (FT, PT, locum) and office-based 

specialists to join our growing physician-led 
team. Enjoy a newly built modern facility 
with 16 exam rooms, a procedure room, 
Tali AI/Dragon Dictation, MedAccess 
or Accuro EMR, and flexible scheduling. 
Work alongside supportive colleagues and 
skilled MOAs, with an on-site pharmacy 
and free parking. New grads and interna-
tional medical graduates welcome. Focus on 
patient care in a collaborative, low-burnout 
environment. Connect with us today to 
learn more or to schedule a visit! For more 
information, email kevinjohalmd@gmail.
com or call 604 368-0600.

TSAWWASSEN—FP PHYSICIAN, LARK 
MEDICAL
Busy family/walk-in practice in Tsaw-
wassen looking for a family physician to 
join our growing team. The community of 
South Delta is growing rapidly, and there 
is great need for family physicians, with 
many patients unattached and looking for 
an FP. Our clinic is located within Walmart 
and receives plenty of foot traffic for easy 
access and parking. Tsawwassen is very cen-
tral within Metro Vancouver and close to 
beaches and recreational areas. Medaccess 
EMR. Schedule can be made to accommo-
date physician, with opportunity to work 
virtually. Competitive split with signing 
bonus and health/dental benefits provided. 
Plenty of admin/billing and MOA support. 
Contact Salil Manga: 604-720-1473, salil@
larkmedical.ca.

VANCOUVER—FPs AND NPs
We welcome all primary care provid-
ers, from new graduates to semi-retired, 
part-time or full-time. Walk-in, full-service, 
telehealth, or longitudinal family physician 

primary care, 75/25 split if full-time, at the 
busy South Vancouver Medical Clinic, on 
the second floor of Superstore. Efficient and 
customized Oscar EMR. Well-organized 
clinic. Please contact Pauline at tgr604@
gmail.com.

VANCOUVER—FULL-TIME FP
We are looking for a new family doctor to 
join our team! Una is a lovely family prac-
tice located in the central Vancouver area. 
We are also a UBC teaching clinic and are 
open to provisionally licensed candidates. 
We support supervision, immigration, relo-
cation, and health benefits. International 
medical graduates are welcome. Contact 
una.drtodorovic@gmail.com.

VANCOUVER—GENERAL SURGERY 
SURGICAL ASSISTANT
Vancouver General Hospital seeks one or 
two surgical assistants to join its general 
surgery team. Ideal for GPs with surgi-
cal training or part-time surgeons. Shifts 
Monday to Friday, 7:30 a.m. to 3:30 p.m.; 
fee-for-service billing through MSP. Pref-
erence given to those with consistent avail-
ability. Please contact Dr Heather Stuart 
at heather.stuart@vch.ca by 30 September.

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 lower your 
administrative burden, so you can focus on 
your practice and patient care. Set your own 
schedule/number of visits per hour or per 

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

day, and free up your valuable time. Con-
tact us today to see how we can support 
your practice. Visit www.yournewclinic.ca, 
call 647 254-5578, or email supportyour 
practice@enhancedcare.ca.

EVENTS

VANCOUVER AND ONLINE—6TH 
ANNUAL WORKSAFEBC–NAOEM 
JOINT CONFERENCE: INTEGRATING 
OCCUPATIONAL MEDICINE INTO 
EVERYDAY PRACTICE
Join us on 18 October for the 6th annu-
al conference, Integrating Occupational 
Medicine into Everyday Practice, present-
ed by WorkSafeBC and the Northwest 
Association of Occupational and Envi-
ronmental Medicine (NAOEM). This 
event is designed for primary care pro-
viders, occupational medicine specialists, 
and other physicians who care for injured 
workers. Topics include cannabis manage-
ment; allergies and odors in the workplace; 

and management of hand, wrist, and back 
pain. Additional learning opportuni-
ties available on 17 October. Attendees 
may claim up to 6.75 Mainpro+/MOC  
Section 1 credits. Visit https://ubccpd.
ca/learn/learning-activities/course?event 
template=968-integrating-occupational- 
medicine-into-everyday-practice-2025.

ACCOMMODATION

QUALICUM BEACH—TEMPORARY 
RENTAL ACCOMMODATION 
Rental opportunity from September  
2025 to June 2026. Fully furnished four- 
bedroom, four-bathroom home on the 
waterfront on a private beach in Qualicum 
Beach, BC. Close to Parksville and Quali-
cum Beach clinics. Gorgeous walk on the 
beach with beautiful sunsets and sunrises. 
Close to towns and French Creek moor-
age. Spacious home with all the amenities, 
$4000 per month. Contact David Spouge 
at spouges6@gmail.com. 

Prefer to read the 
BCMJ online?
Email “stop print, start online” 
to journal@doctorsofbc.ca with 
your name and address. 

Instead of print issues, you will 
receive the table of contents 
via email (10/year) with links to 
each new issue.

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

USE “SAVENOW” PROMO CODE. EXP SEP 30, 2025
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“The BCMJ is a good 
way to learn about 
what is happening in 
medicine in BC.” 
When asked to rank the most 
important features of the 
journal, this statement was 
the winner by a landslide.

2022

2025 

17% ONLINE

29% disagree
33% neutral

 38% agree

18% ONLINE

83% PRINT

82% PRINT

survey

survey

New 
features
Of the options 
provided, “getting 
indexed” (408 votes) 
and “adding an app” 
(404 votes) are a virtual 
tie for readers.

Indexing

Add an app

Print and digital

2022

2025 

17% ONLINE

29% disagree
33% neutral

 38% agree

18% ONLINE

83% PRINT

82% PRINT

survey

survey

Strong loyalty to print…

We asked: 
“If we were to reduce the number of print issues, 

maintain or expand the number of articles, but add 
online tools (e.g., app, video, audio),”  

and found that:

2022

2025 

17% ONLINE

29% disagree
33% neutral

 38% agree

18% ONLINE

83% PRINT

82% PRINT

survey

survey

…but growing acceptance of digital

2022

2025 

17% ONLINE

29% disagree
33% neutral

 38% agree

18% ONLINE

83% PRINT

82% PRINT

survey

survey

6%
never read it

Methodology
• Online survey
• 795 responses
•	Margin of error: 

+/− 3.42%
•	Response rate: 3%
•	Conducted by  

TWI Surveys, 
9 June to 4 July 2025

Top 5 “want to read about” 
topics (open response)

1.	Health system/policy/ 
advocacy

2.	Clinical practice insights

3.	Editorials

4.	BC scientific research

5.	 Innovations and education

Top 5 content types 
(from list)

1.	Original Research, Review 
Articles, and Case Reports

2.	Features about colleagues

3.	Editorials

4.	Letters to the editor

5.	Clinical Images

BACK PAGE

always or 
usually read 
the BCMJ

62%%

sometimes 
or occasionally read it

Frequency of reading

32%

Taking the pulse of reader preferences
 Preliminary  results from the BCMJ survey, 9 June to 4 July 2025
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We’ll help you spend less time on billing, 
 so you can spend more time with Jenny.

carecomesfi rst.ca

376: Keratoconus

WHO JENNY IS ON PAPER

02175:Keratoplasty

WHO JENNY IS TO HER DOCTORS

A mom who can’t wait
to tell her son she has

x-ray vision now


