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EDITORIALS

Fertility preservation options
for people with cancer

April is Cancer Awareness Month in British Columbia.

hen a young person is diag-

nosed with cancer, conversa-

tions about survival, staging,
and treatment timelines understandably
dominate early visits. In busy oncology clin-
ics, discussions about future fertility can feel
secondary—especially when care pathways
are complex and time-sensitive.

In British Columbia, hundreds of indi-
viduals of reproductive age are diagnosed
with cancer each year. Survival rates are
high, and many will live long lives after
treatment, but infertility becomes an unex-
pected and devastating consequence of cure.

Breast cancer is the most common can-
cer diagnosed in individuals of reproductive
age—affecting over 4200 people in Brit-
ish Columbia in 2025, 10% to 15% of
whom are estimated to be of reproductive
age. Hematologic malignancies; colorectal,
thyroid, and testicular cancers; and mela-
noma are also among the most prevalent
cancers in younger patients referred for fer-
tility preservation. Encouragingly, 5-year
survival rates are over 80% for children and
adolescents and over 70% for adults.? With
improved survival comes a responsibility to
address life after cancer, including the pos-
sibility of biological parenthood.

Many cancer treatments, including che-
motherapy and ionizing radiation, can sig-
nificantly compromise future reproductive
potential or cause permanent sterility. A
2024 clinical practice guideline from the
Canadian Fertility and Andrology Society
provides an excellent framework for fertility
preservation in patients facing gonadotoxic
treatment.?

First and foremost, it’s essential to
acknowledge that coordinating care
between medical, radiation, and surgical
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oncology teams is complex and involves
difhicult conversations. Survival takes prece-
dence, but fertility and future childbearing
should be included in any informed-consent
discussions for those facing gonadotoxic
therapies. Even when family building feels
distant, research consistently shows that
many cancer survivors want biological chil-
dren.? The psychological impact of infertility
after cancer can be devastating, contributing
to depression, anxiety, grief, and reduced

quality of life.?

Fertility preservation for people
with ovaries
Ovaries contain a finite number of eggs at
birth, so approaches to protect and/or cryo-
preserve eggs are important to consider be-
fore beginning cancer treatment. High-dose
alkylating agents, such as cyclophosphamide
for breast cancer, are particularly gonadotoxic
and can damage ovarian reserve and future
reproductive potential. Although menses
may resume after chemotherapy, this does
not reliably indicate ongoing fertility. Long-
term follow-up studies consistently demon-
strate poorer reproductive outcomes among
childhood cancer survivors.? Pelvic radiation
or radiation prior to bone marrow transplant
can reduce ovarian reserve, and uterine ex-
posure can complicate future pregnancy.

Considerations:

* Egg freezing is the most common
option for reproductive-aged patients
with ovaries. Ovarian stimulation with
gonadotropins typically takes 8 to 14
days and, if necessary, can begin at any
time of the menstrual cycle. Fertility
clinics prioritize oncology referrals and
can often initiate treatment promptly to
avoid delaying cancer therapies.*

* Embryo freezing may be preferred
when a patient has committed to a
sperm source. Embryos provide addi-
tional prognostic information, allow
for preimplantation genetic testing, and
generally demonstrate stronger survival
than eggs in freeze-thaw.

* Gonadotropin-releasing hormone ago-
nist therapy (e.g., leuprolide acetate)
during chemotherapy for breast cancer
may offer ovarian protection.’

¢ Ovarian transposition can reduce radia-
tion exposure in patients requiring
pelvic radiation.

* Opvarian tissue freezing is currently the
only fertility preservation option for
prepubertal patients. Tissue is removed
laparoscopically and frozen for future
transplantation.®

Fertility preservation for people

with testes

Spermatogenesis takes about 70 days and

continues throughout life. Although a nor-

mal semen sample contains more than 40

million sperm, counts may be reduced due

to illness or treatment, so reassessment over
time may be appropriate.

Considerations:

* Sperm freezing remains the standard
approach for postpubertal patients. Even
very low numbers may be sufficient
for future in vitro fertilization (IVF).
Banking multiple samples can improve
prognosis and give the flexibility to use
the sample for insemination or IVF.

*  For patients unable to produce a semen
sample, sperm-retrieval techniques are
available.

*  Testicular tissue freezing in prepubertal
patients remains experimental.



Ideally, fertility preservation would occur
before exposure of the gonads to cancer
treatment. However, discussions about
reproductive health are valuable at any
stage of care. The updated 2025 Ameri-
can Society of Clinical Oncology guideline
reiterates that people with cancer should be
counseled about reproductive implications
throughout treatment and survivorship.”
Despite advocacy, fertility preservation is
not covered under the Medical Services
Plan. Fertility clinics and pharmaceutical
companies often substantially reduce fees
for fertility preservation in cancer patients,
and there are also charitable organizations
that assist with fees in eligible patients.
Oncology care is demanding, and clini-
cians are rightly focused on timely treatment
in a resource-constrained environment. Yet,
as survival rates continue to improve, fer-
tility conversations are increasingly a part
of comprehensive cancer care. For many
young patients, the possibility of a future

family represents hope, normalcy, and life
beyond cancer.

To my oncology colleagues, thank you.
'The emotional and clinical weight of your
work is immense. Making space for fertil-
ity discussions, when possible, is a powerful
extension of the compassionate care you
already provide. B
—Caitlin Dunne, MD
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EDITORIALS

Cutting the Interim Federal Health
Program is the wrong prescription
for cost savings in health care

he strength of a health care system

can be measured by its commit-

ment to those who need it most.
For decades, the Interim Federal Health
Program (IFHP) has served as a critical,
albeit temporary, safety net for refugees,
asylum seekers, and others fleeing violence
while they await provincial coverage. Many
of these families are fleeing persecution and
humanitarian disasters in settings where
health care and social systems are non-
existent or inaccessible. Often, prioritiz-
ing safety and other basic needs means that
physical and mental health concerns have
gone unmet. For these families, Canada
offers the promise of a new start.

The federal government’s recent
announcement to introduce co-payments
for “supplemental” health care products
and services, effective 1 May 2026, marks
a concerning shift that risks the health and
well-being of these newcomers.! Patients
will be required to cover a $4 co-payment
for every prescription and 30% of the cost
of supplemental services, including dental
care, vision care, and mental health counsel-
ing. Immigration, Refugees and Citizenship
Canada (IRCC) has framed these changes
as necessary for “long-term sustainability.”

Professional associations and advocacy
groups have spoken out about the deep
problems inherent in the IRCC’s position,
decrying the negative impact on affected
families and underscoring the duty to
uphold basic rights to health care.? The
policy change is wrong, not only from a
human rights perspective, but also from
an economic one. While the revised pro-
gram provides funding for doctor and hos-
pital visits, co-payments for the treatments
we prescribe constitute a major barrier to
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accessing the medicine patients need to
stay healthy. We know that co-payments
prevent the use of essential treatments and
have measurable morbidity and mortal-
ity risks.>* Social determinants of health
such as poverty and trauma, which affect
many IFHP beneficiaries, amplify those
effects. The combined impact will result
in a need for more emergency room visits,
more inpatient hospital stays, more physi-
cian time, and, ultimately, higher costs over-
all. Shifting the financial load from one silo

to another is cost shuffling, not cost saving.

While the harm will be
felt most directly by IFHP
patients whose supports
are cut, the wider threats

to Canadian health

care will affect us all.

None of this is new. In 2012, the federal
government repealed the IFHP, once again
claiming that cuts would decrease health
care costs. Research from Ontario following
those cuts found that while the number of
emergency room visits by refugee children
decreased, the admission rate nearly dou-
bled, from 6.4% to 12.0%.° Children were
presenting sicker, because they could no
longer access or afford the preventive care
and medications that keep chronic condi-
tions stable.

While the harm will be felt most directly
by IFHP patients whose supports are cut,
the wider threats to Canadian health care
will affect us all. By pushing people who

are unable to afford entry-level access to

care into clogged emergency departments
and hospitals bursting with patients, the
IRCC decision tightens critical bottlenecks
in an already overstretched health system
and makes it harder for everyone to access
what they need.

To sustain the health care system for
future generations, there is no doubt that
we need innovation to address the rising
costs and demands; however, limiting the
care provided through the IFHP is not the
answer. l
—Kristopher Kang, MD, FRCPC

References

1. Immigration, Refugees and Citizenship Canada.
Changes to the Interim Federal Health Program. 27
January 2026. Accessed 27 February 2026. www.
canada.ca/en/immigration-refugees-citizenship/
news/notices/changes-ifhp.html.

2. Sauvél,HuiC, Sulemans§, etal.Letter to Hon. Lena
Metlege Diab, Minister of Immigration, Refugees
and Citizenship. Canadian Paediatric Society. 20
February 2026. Accessed 1 March 2026. https://
cps.ca/uploads/advocacy/Changes_to_IFHP.pdf.

3. Newhouse JP, Insurance Experiment Group. Free
for all? Lessons from the RAND Health Insurance
Experiment. Cambridge, MA: Harvard University
Press; 1993.

4. Chernew M, Gibson TB, Yu-Isenberg K, et al. Ef-
fects of increased patient cost sharing on socio-
economic disparities in health care. J Gen Intern
Med 2008;23:1131-1136. https://doi.org/10.1007/
511606-008-0614-0.

5. Evans A, Caudarella A, Ratnapalan S, Chan K. The
cost and impact of the Interim Federal Health
Program cuts on child refugees in Canada. PLoS
One 2014;9:296902. https://doi.org/10.1371/journal.
pone.0096902.



n 22 April, we mark Earth Day.

For those of us living in British

Columbia—a province defined by
forests, rivers, mountains, and coastline—it
is increasingly difficult to ignore the changes
unfolding around us. Shifting weather pat-
terns, more frequent extreme events, and
disrupted seasons are no longer abstract
projections; they are lived realities. Climate
change is not something we are preparing
for in the future. It is something we are
responding to now.

My interest in climate health began in
the early 2000s, shortly after I became a
father. Like many parents, I began think-
ing differently about the future—not only
in terms of opportunity, but also in terms of
responsibility. We hope to leave our children
something meaningful, and that inheritance
must include a stable, habitable world where
they can thrive.

Over time, I've tried to align my actions
with those values. While working in the
UK, I led changes that reduced our clinic’s
energy use and operating costs. Today, both
of our family vehicles are electric. Whenever
possible, I drive to Vancouver rather than
flying. Over a year of board meetings, that
choice reduced my carbon footprint by the
equivalent of driving a gasoline vehicle more
than 10000 km. It also brought unexpected
benefits: a calmer journey and time to reflect
or work. These are modest steps, but they
reinforce an important truth: many climate
solutions also improve quality of life.

Unfortunately, as my interest deepened,
I watched climate change become increas-
ingly politicized. That is profoundly frus-
trating. Climate change should not be a

Our rolein
planetary health

political issue—just as vaccines should not
be. The science is clear. The health impacts
are well established. And many solutions
are already available.

Climate change does not exist in isola-
tion. Biodiversity loss is now recognized as
a national security risk. Recent assessments
have highlighted how climate change and
ecological degradation—including threats

Doctors of BC is
actively promoting
sustainability by making
it a core principle of
our strategic plan
and embedding
environmental
responsibility across all
aspects of our work.

to boreal forests in countries like Cana-
da—can contribute to food insecurity, water
shortages, pandemics, economic instability,
forced migration, and conflict. These pres-
sures deepen polarization and destabilize
systems globally.

We are already living the consequenc-
es. Wildfires have forced evacuations of
long-term care facilities and hospitals.
Flooding has closed emergency depart-
ments. The 2021 heat dome contributed
to the deaths of 619 British Columbians,
many of them elderly or vulnerable. Cli-
mate change is altering disease patterns,
worsening respiratory illness, exacerbating
chronic conditions, and placing new strain
on already stretched systems.

PRESIDENT’S COMMENT

Health care itself is also a significant
contributor to carbon emissions. At the
same time, it is recognized as a pillar of
national security—now explicitly linked
to climate stability. Climate change affects
supply chains, infrastructure, workforce
resilience, and system readiness. Suggest-
ing it falls outside our mandate is no longer
tenable.

So, what are we doing at Doctors of BC?
In 2021, our Council on Health Promotion
(COHP) developed a policy statement on
climate change and human health.! That
was an important step, and aspects will con-
tinue to be updated as new supports and
evidence emerge. Through COHP, we also
encourage broader systemic change toward
a health care system that is environmentally
responsible and resilient.

Doctors of BC is also actively promoting
sustainability by making it a core principle
of our strategic plan and embedding envi-
ronmental responsibility across all aspects
of our work. We support physicians in
adopting more sustainable practices; reduce
demand for health services through chronic
disease management; and reduce emissions
where possible by sharing resources, tool
kits, and educational opportunities for phy-
sicians. You can learn more about this work
and access guides, tool kits, and webinars
on our sustainability web page.?

The Association of Faculties of Medi-
cine of Canada has also developed the
Roadmap for Planetary Health and Sustain-
able Health Systems for Canadian Medical
Professionals, which aims to map out where
we stand today, identify effective interven-
tions, and enhance collaboration across all
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PRESIDENT’S COMMENT

levels of medical education and health care
delivery.?

But it’s important that we keep building
upon these initiatives. Through our strong
relationship with government, I will do all
I can to ensure that physician leaders are
meaningfully engaged with and included
in climate initiatives. I will also continue
ongoing conversations with provincial and
territorial medical associations and the
Canadian Medical Association, support-
ing collaboration and shared responsibil-
ity for a challenge that transcends regions.

Climate change is not a future problem.
It is a present reality—one that sits squarely
within our responsibility as health care lead-
ers and advocates. I hope you will join me in
acting with urgency and purpose. B
—Adam Thompson, MD
Doctors of BC President
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Commemorating 2 centuries
since the death of the inventor
of the stethoscope

The life and contributions of René-Théophile-Hyacinthe Laennec,

one of medicine’s greatest figures.

Amir Dolatabadi, MD

\" l L
FIGURE 1. Engraving of Laennec from the

Centenaire de la Faculté de médecine de Paris
(1794-1894), published in 1906.

his year marks the bicentennial
of the death of René-Théophile-
Hyacinthe Laennec (1781-1826),

who revolutionized medicine with the
invention of the stethoscope in 1816 and
his pioneering studies in auscultation. By
integrating clinical observation with patho-
logical anatomy, Laennec transformed the
practice of medical diagnosis. His seminal
work, De l’auscultation médiate ou Traité du
diagnostic des maladies des poumon et du coeur

Dr Dolatabadi is a neurology consultant
in Medicine Hat, Alberta.

This article has been peer reviewed.

(1819), was a comprehensive treatise on dis-
eases of the chest and the diagnostic value
of auscultation.

Childhood

Laennec [Figure 1] was born on 17 Febru-
ary 1781 in Quimper, Brittany, in north-
western France. He was the first child of
Théophile-Marie Laennec (1747-1836)
and Michelle-Gabrielle-Félicité Guesdon
(1754-1786). He had one brother, Michel
(known as Michaud) (1782-1810), and
one sister, Marie-Anne (1785-1853). His
mother died when he was 5 years old. Both
sides of his family included distinguished
figures, some of whom served as mayors of
Quimper, and others as lawyers."?

Laennec’s father was a lawyer, intelligent
but also selfish and opportunistic. Unable
to care for his children, he entrusted them
to relatives. The two sons lived with their
uncle, a priest, for a year. When this uncle
was transferred to another city, he asked his
other brother, Guillaume Frangois Laennec
(1748-1822), a physician in Nantes, to take
charge of the boys.

The brothers arrived in Nantes on 15
May 1788. Théophile (as he was known
to his close relatives) did not see his father
for 9 years, until 1797. In the meantime, in
1794, his father remarried.

Laennec was profoundly influenced
by his physician-uncle. Two of his cous-
ins, Ambroise and Mériadec, also pursued
careers in medicine. Mériadec became
Laennec’s most devoted student, his chef’

BEYOND MEDICINE

de clinigue, and the custodian of his scien-
tific papers.?

Politics in his time

Laennec grew up during a period of great
upheaval, witnessing the French Revo-
lution, the First French Empire, and the
Bourbon Restoration. To maintain control
of France and combat both internal and
external enemies, the revolutionary govern-
ment instituted the Reign of Terror, one
of its principal instruments being execu-
tion by guillotine. In Nantes, the guillotine
was installed directly in front of Laennec’s
uncle’s house in March 1793.

Brittany was home to numerous counter-
revolutionary insurgents known as Chouans,
and frequent clashes took place between
them and government forces. To suppress
the uprising, the National Convention dis-
patched Jean-Baptiste Carrier, who com-
mitted numerous atrocities in the region.

At 14 years of age, Laennec enlisted in
the Revolutionary Army as a medical aide
(1795-1800). The family’s economic situ-
ation was difficult, and in Laennec’s letters
to his father, he frequently requested finan-
cial assistance. His father occasionally sent
money, but it was never sufficient.

Medical studies

In April 1801, Laennec left Nantes for Paris
to complete his medical studies. He proved
to be a brilliant student and graduated from
medical school in 1804. Deeply devoted to
Hippocrates, he dedicated his thesis, Z5e

BC MEDICAL JOURNAL VOL.68 NO. 3 | APRIL2026 93



BEYOND MEDICINE

Doctrine of Hippocrates and Its Relation to
Practical Medicine, to his physician-uncle.

Laennec studied under several of the
most important physicians of the time,
including Jean-Nicolas Corvisart, Jean-Noél
Hall¢é, Philippe Pinel, and Guillaume
Dupuytren. He also formed friendships
with other prominent physicians, such as
Gaspard-Laurent Bayle. Under the influ-
ence of Bayle, Laennec became a Royal-
ist and a devout Catholic. Both men were
members of the Congregation, a Catholic
society. These convictions were not widely
welcomed in postrevolutionary France.

Laennec worked at the Hopital de la
Charité de Paris under Corvisart. As a stu-
dent, he meticulously recorded the case his-
tories and physical examinations of nearly
400 patients. In 1802, he began publish-
ing some of these observations; his first
report concerned a patient with a remark-
able cardiac condition. That same year, he
described six patients who died of a disorder
he termed peritonitis. This article brought
him recognition and led to his appointment
in Dupuytren’s pathology laboratory.

FIGURE 2. An early wooden stethoscope from the 1st
edition of De 'auscultation médiate, 1819.
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In 1803, he won two major prizes in
medicine and surgery, respectively. At the
same time, he began publishing articles on a
wide range of subjects, including the tunics
enveloping certain viscera, the lining mem-
branes of the cerebral ventricles, the capsule
between the acromion and the clavicle, the
classification of parasites, and pathological
anatomy, along with reviews of other phy-
sicians’ work. In addition to his superior
knowledge of his native Breton language
(a Celtic tongue), he had an excellent com-
mand of Latin and Classical Greek.

Medical career

Following graduation, Laennec aspired
to become a professor, although this did
not occur until after the Restoration. In
the meantime, he practised medicine and
continued to publish scholarly articles.
He introduced a new classification for
parasites and identified cirrhosis of the
liver. He coined the term cirrhosis, from
the Greek xippdg, meaning “tawny” or
“yellowish-brown,” referring to the char-
acteristic color of a cirrhotic liver. Laennec’s

cirrhosis is synonymous with alcoholic cir-
rhosis. He also published the first descrip-
tion of metastatic melanoma, which he
termed melanosis.

These years marked a turning point in
medicine, as new ideas began to replace
long-standing beliefs. For centuries, the
cause of disease had been attributed to
imbalance in the four humors. Dissection
was uncommon, and diagnosis relied pri-
marily on limited inspection, pulse descrip-
tion, and urine observation. Significant
change began with the study of human
anatomy through careful dissection by
Andreas Vesalius, whose work De Humani
Corporis Fabrica Libri Septem (1543) chal-
lenged Galen’s anatomical assumptions.
With enhanced anatomical knowledge,
progress in physiology was made by Wil-
liam Harvey, who discovered the circulation
of blood, and in anatomical pathology by
Théophile Bonet and Giovanni Battista
Morgagni.

A major advancement in physical exam-
ination came with the invention of percus-

sion by Leopold Auenbrugger, published in

g
()

FIGURE 3. Two early wooden stethoscopes from the 4th edition of De I'auscultation médiate, 1834.



FIGURE 4. Two early stethoscopes. The one at
the front of the shelf is made of tightly rolled
paper, and the one at the back is made of wood
and was used by Laennec.

Source: Musée d'histoire de la médecine, Université
Paris Cité (http://himetop.wikidot.com/rene-laennec-
s-original-stethoscopes).

his Inventum Novum (1761).This technique
fell into relative obscurity until rediscov-
ered by Corvisart. By the turn of the 19th
century, France had become the centre
of the medical world with the establish-
ment of the French Clinical School, a term
used by medical historians to describe the
approach French physicians took in diag-
nosing patients at that time (i.e., diagnosis
through detailed patient history and physi-
cal examination, subsequently confirmed by
autopsy). Corvisart made extensive use of
percussion, and it was said that he could
predict pathological findings later con-
firmed at autopsy.

At the time Laennec entered medical
school, diseases were classified primarily by
symptoms. One authority in this approach
was Pinel, who described his method in
Nosographie philosophique ou La méthode de
Lanalyse appliquée i la médecine. Young phy-
sicians of the period, including Laennec’s
friend Gaspard-Laurent Bayle (in his 1802
thesis), criticized Pinel and advocated for
disease classification based on anatomical
localization.

Laennec’s primary field of study was
pathological anatomy. He lectured on the
subject, attempted to classify diseases by
their anatomical basis, and even intended
to publish a book on the topic, although he
never completed it.

In 1816, Laennec was appointed chief
physician at the Hoépital Necker—Enfants

malades. Seeking a more effective method
for chest examination, he found the tradi-
tional approach—placing the ear directly on
the patient’s chest—crude and uncomfort-
able. According to his friend Jacques Alex-
andre Lejumeau, one day, while observing
children playing in the Louvre, he noticed
one child strike one end of a long wood-
en stick while another placed their ear at
the opposite end, successfully perceiving
the transmitted sound. Inspired, Laennec
applied the principle to his medical practice:
he rolled a piece of paper, placed one end on
the chest of a young female patient with car-
diac symptoms and the other to his ear,and
noted that the sound was transmitted more
clearly than with the traditional method.*

Laennec named the instrument the
stethoscope [ Figures 2 and 3] and the tech-
nique auscultation. He subsequently refined
the device using various woods [Figure 4]
and examined numerous patients, systemat-
ically correlating auscultation findings with
autopsy results. These investigations culmi-
nated in his seminal work, De /"auscultation
médiate, published in 1819.°

Dr Ralph H. Major wrote: “It was far
more than a manual for the stethoscope. It
was also a treatise on diseases of the lung
and the heart, a mine of information on
the clinical aspects of pulmonary and car-
diac disease, with an accurate description
of the pathological anatomy of these condi-
tions. Laennec heard with his stethoscope
sounds never before heard or described and
for which no terms existed in medical litera-
ture. He was the creator of a large number
of words now commonly used in physical
diagnosis.”

At first, this invention was viewed with
suspicion and even ridicule; some physi-
cians called it a “French toy.” However,
unlike Auenbrugger’s percussion, it was
soon accepted in France and other countries.

Laennec put great effort into the pub-
lication of his book and became quite
exhausted and ill. In a letter to his father,
he wrote: “I knew I was risking my life,
but the book I am going to publish will, I
hope, sooner or later be useful enough to be
worth more than a man’s life, and therefore
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it was my duty to finish it, whatever might
happen to me.””

He went to Brittany to rest and later
returned to Paris to continue his work.
Shortly afterward, his teacher and patron,
Hall¢, passed away, and Laennec succeeded
him as professor of medicine. He was also
admitted to the Légion d’honneur.

In 1823, Laennec began working at the
Hopital de la Charité. Medical students as
well as physicians from France and abroad
attended his classes to learn firsthand about
his invention and his approach to patients.
He was very kind and courteous to foreign-
ers, particularly the English. At the same
time, he was preparing the second edition of

his book, which he published in May 1826.

End of life

Suffering from the terminal stage of tuber-
culosis, Laennec returned to his home in
Brittany and died on 13 August 1826,% at
the age of 45. No postmortem examination
was performed.’

He married Jacquemine Guichard (1779-
1847) 2 years before his death. The couple
had no children.

Legacy

A devout Catholic and a compassionate
physician, Laennec remained dedicated
to his patients until his death. His name
was immortalized by the invention of the
stethoscope and the publication of his
seminal book, and his legacy endures. The
stethoscope continues to serve as a universal
symbol of the medical profession. Major
medical schools now conduct “stethoscope
ceremonies” to welcome new students into
the profession.
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ABSTRACT: Postthrombotic syndrome is the
result of chronic venous obstruction caus-
ing symptoms of pain, heaviness, cramping,
edema, pruritus, and venous claudication. We
present the case of a patient with severe post-
thrombotic syndrome as a result of chronic
deep vein thrombosis of the inferior vena cava,
bilateral iliac veins, and infrainguinal deep
venous system, secondary to compression
by a large conglomerate of lymph nodes due
to non-Hodgkin lymphoma. The patient was
successfully treated with a complex venous
reconstruction procedure involving recanaliza-
tion, mechanical thrombectomy, and stenting.
This case highlights evolving techniques for the
management of postthrombotic syndrome.

Background

Deep vein thrombosis is the development
of thrombus in the deep venous system,
typically in the legs. Conventional first-line
therapy is management with oral antico-
agulants or occasionally parenteral anti-
coagulants in specific populations. Up to
50% of patients with deep vein thrombosis
have residual vascular obstruction despite
adequate anticoagulation.* Residual vas-
cular obstruction is associated with adverse
events, which include a3-times-higher risk
of death, a 3-times-higher risk of recurrent
deep vein thrombosis, and a greater risk of
developing postthrombotic syndrome.'*
Up to 50% of patients with deep vein

thrombosis develop postthrombotic syn-
drome;® symptoms include lower extremity
pain, heaviness, cramping, edema, pruritus,
and venous claudication (including venous
leg ulcers).” These symptoms can be severe-
ly debilitating: patients with severe post-
thrombotic syndrome have a quality of life
that is comparable to that of patients with
congestive heart failure or cancer, and 90%
of patients are unable to work 10 years after
their diagnosis.®’ Thus, it is imperative to
recognize and manage the disease early. As
endovascular equipment and techniques
have evolved, more procedural options have
become available as adjuncts to standard
treatment.

We present a case report of endovas-
cular iliocaval reconstruction for the man-
agement of a patient who presented with
severe postthrombotic syndrome secondary
to a deep vein thrombosis due to a large
conglomerate mass in the context of stage 4
non-Hodgkin lymphoma. This case report
presents an emerging technique in the man-
agement of an underrecognized pathology
and underscores the importance of multi-
disciplinary collaboration in the manage-
ment of complex pathology.

Case description
A 46-year-old patient was diagnosed with
stage 4 non-Hodgkin lymphoma after pre-

senting with a large nodal conglomerate
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retroperitoneal mass. They subsequently
underwent an extended course of chemoim-
munotherapy for the treatment of their
lymphoma. However, the retroperitoneal
mass caused compression on adjacent vas-
culature and resulted in occlusive thrombus
formation within the deep venous system,
extending from the inferior vena cava to the
ankles [Figure 1]. This required therapeuti-
cally dosed anticoagulation, and although
the lymphoma went into remission, the
thrombus remained. The patient developed
significant postthrombotic syndrome as a
result of this residual thrombus and experi-
enced symptoms of chronic swelling, pain,
heaviness, and, most importantly, venous
claudication. These symptoms significantly
impacted their quality of life, because daily
activities such as walking short distances
and exercising were intolerable. Their symp-
tom severity correlated with a severe Villalta
score of 22.

'The patient’s C'T scan showed chronic
occlusion of the infrarenal inferior vena
cava and bilateral iliac system, with exten-
sive pelvic, paralumbar, retroperitoneal,
and abdominal wall venous collaterals. The
patient’s hematologist consulted interven-
tional radiology for endovascular manage-
ment options. After a detailed discussion of
the proposed procedural intervention, the
importance of postprocedural antithrom-
botics, and long-term follow-up, the patient
was keen to proceed.

In December 2024, the patient was
brought to the angiography suite at Van-
couver General Hospital and placed
under general anesthesia. Under fluoros-
copy, catheter-directed venography showed
chronic right lower extremity deep vein
thrombosis and iliocaval occlusion with
extensive venous collaterals [Figure 2].
Mechanical thrombectomy of the right
iliofemoral deep vein thrombosis was per-
formed with subsequent recanalization of
the occluded iliocaval veins and venous
reconstruction with stents extending from
the infrarenal inferior vena cava into the
bilateral external iliac veins. On day 1 post-

procedure, check venography was performed
with augmentation of the stent constructs  FIGURE 1. CT scan showing chronic occlusion of the inferior vena cava (yellow arrow) and bilateral
common iliac veins (red arrows).
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FIGURE 2. Venogram showing iliocaval
occlusion (yellow arrows) with extensive
abdominopelvic collaterals (red arrow).

through balloon dilation, which resulted
in widely patent stents and antegrade flow
with no residual filling of the collaterals. The
patient was discharged 1 day later with daily
low-dose aspirin and therapeutically dosed
low-molecular-weight heparin.

'The patient lost 13 kg in 3 weeks due to
improvement of their venous hypertension
and resultant reduction in edema. They were
able to advance from walking with a cane to
hiking and biking without assistance. They
returned to a fit and active lifestyle, nearing
their prelymphoma diagnosis status, with
a Villalta score of 1. Follow-up assessment
1 year postintervention demonstrated ongo-
ing patency of the stents [Figure 3]. The
patient is managed by our multidisciplinary
hematology and interventional radiology
team and continues to do very well, with
no lifestyle limitations.

Discussion

With an estimated annual incidence of deep
vein thrombosis being approximately 100
cases per 100000 person years and post-

thrombotic syndrome developing in up to
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lliocaval reconstruction for the treatment of postthrombotic syndrome

FIGURE 3. Follow-up CT scan showing patent inferior vena cava (yellow arrow) and bilateral common

iliac vein (red arrows) stents.

50% of those patients, postthrombotic syn-
drome is an underdiagnosed condition.'**?
Although there are a few objective measure-
ment tools for grading the severity of post-
thrombotic syndrome, including the Villalta
score, they all have a glaring omission in
that they fail to measure venous claudica-
tion, which can cause significant morbidity.
Currently, the mainstays of postthrombotic
syndrome management are lifestyle modi-
fications (e.g., leg elevation, weight loss,

exercise) and compression therapy.'>*

However, there is growing evidence for
adjunctive endovascular management of
postthrombotic syndrome in patients with
lifestyle-limiting disease.”

Endovascular reconstruction using
recanalization techniques, balloon angio-
plasty, thrombectomy, and stenting are
viable management options for patients
with postthrombotic syndrome secondary
to iliocaval obstruction; studies have dem-
onstrated low complication rates, high mid-
term patency rates, and significant clinical
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improvement.’®'” For advanced disease,
venoplasty and stenting in patients with
iliofemoral obstruction resulted in healing
of venous stasis-related ulcers in 55% of
cases.”® Similarly, the ACCESS PTS study
demonstrated high success rates with the
use of ultrasound-accelerated thrombolysis
and venoplasty for recanalization of chronic
venous obstructions and improved quality of
life in patients during 1 year of follow-up."
Despite the evidence supporting the addi-
tive value of endovascular management of
postthrombotic syndrome, long-term man-
agement of the condition still hinges on
a multidisciplinary approach that ensures
appropriate patient selection, management
of comorbidities, wound care, adherence to
anticoagulation/antiplatelet therapy, and
comprehensive collaborative follow-up.?
Our patient had developed severe post-
thrombotic syndrome secondary to a central
venous outflow obstruction due to compres-
sion from their large conglomerate retroper-
itoneal nodal disease. This led to extensive
thrombosis, atresia of native vasculature,
and extensive collateral vessel formation.
By emphasizing a patient-centred and mul-
tidisciplinary approach and having discus-
sions with the patient and their family, the
procedure was a resounding radiographic
and clinical success, with profound symp-
tom improvement. Our patient remains on
aspirin and rivaroxaban. Through our estab-
lished venous thromboembolism pathway,
we follow patients with this pathology lon-
gitudinally. Our patient’s care highlights the
importance of appropriate patient selection
and the use of a multidisciplinary approach
for the management of complex venous

pathology.

Conclusions

Endovascular techniques are a promising
and evolving management option for post-
thrombotic syndrome. B
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British Columbia: Mental illness,
substance use, and poverty

Comprehensive treatment for mental illness and substance use disorder is needed
in provincial correctional centres, and postrelease supports must link people with
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ABSTRACT

Background: People transitioning from incar-
ceration into the community often experience
adverse health outcomes driven by the social
determinants of health. This study aimed to
compare the prevalence of mental health and
substance use disorders and their associations
with poverty and housing instability among
people incarcerated in British Columbia pro-
vincial correctional centres versus the general
community population.

Methods: We used linked administrative data
on a random 20% sample of BC residents
enrolled in public health insurance. Individu-
als with any provincial incarceration in 2015
or 2021 were identified and compared with
nonincarcerated individuals in those years.

Prevalence of mental illness, substance use
disorders, and indicators of social disadvantage
(income assistance, no fixed address) were
calculated for both groups. In 2021, the sample
included 1933 incarcerated people and 962 421
nonincarcerated people.

Results: Incarcerated people had significantly
higher rates of mental illness and substance
use disorder (including opioid and stimulant
use disorders) than the community popula-
tion. In 2021, 51.1% of incarcerated people
had a diagnosed mental illness, 58.9% had a
substance use disorder, and 41.0% had both.
Co-occurring mental illness and substance
use disorder were frequently associated with
extreme poverty and housing instability. Nearly
one-third (32.5%) of incarcerated people in

2021 had co-occurring mental illness and sub-
stance use disorder and either received income
assistance or had no fixed address. Mental ill-
ness, substance use disorder, and poverty were
much less common in the community cohort.

Conclusions: Incarcerated people in BC experi-
enceatriple burden of mental illness, substance
use disorders, and socioeconomic marginaliza-
tion (poverty and homelessness). There is an
urgent need for targeted interventions dur-
ing incarceration (e.g., evidence-based mental
health and substance use disorder treatment)
and greater postrelease support (housing,
social services, and employment opportuni-
ties) to reduce health inequities and break the
cycle of recidivism.
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Background

Health outcomes in Canada are shaped
more by social determinants such as income
and housing than by genetics or access to
care.® Social determinants are especially
influential for people who are experiencing
mental illness and substance use disorders.*”
'The COVID-19 pandemic intensified pres-
sures on housing affordability, food insecu-
rity, and homelessness across Canada.®™°
In British Columbia, where housing costs
are the highest in Canada, these pressures
have evolved into a province-wide “cost of
living crisis.””™ These challenges are not
experienced equally across the population.”
People who are already experiencing social,
economic, and health inequities are more
likely to bear the burden of rising inequali-
ties, which leads to outcomes such as pre-
mature mortality.”?

Although the links between poverty,
housing insecurity, and health are well
established, little research has examined
how these factors are associated with incar-
ceration in Canada. Incarcerated people
have distinct and often complex health
profiles, but population-level evidence
remains sparse.*® In 2023-2024, 96.2% of
admissions to Canadian correctional centres
were to provincial or territorial facilities,
which house people who are awaiting trial
or serving sentences of less than 2 years.™
In 2024, there were 9701 admissions to
provincial correctional centres in BC.%
People incarcerated in provincial correc-
tional centres can quickly cycle between
pretrial correctional centres, hospitals, and
homelessness when released back into the
community, which contributes to elevated
rates of overdose mortality in the 2 weeks
postrelease.'® Unlike in the federal correc-
tional system, there is no gradual return
to community for people incarcerated in
provincial correctional centres, and people
can be released quickly from court without
prescriptions or a warm handoff.’” Under-
standing the associations between incar-
ceration and social determinants of health
is critical for designing health and social
services that address the structural inequi-
ties experienced by incarcerated people that

contribute to health outcomes, recidivism,
and reintegration.

This study sought to measure the preva-
lence of mental illness, chronic diseases, and
substance use disorder among incarcerated
and nonincarcerated people in BC; assess
changes in the prevalence of these condi-
tions between 2015 and 2021; and describe
how poverty and housing instability are
associated with health conditions among
incarcerated people.

Health outcomes in
Canada are shaped more
by social determinants
such as income and
housing than by genetics
or access to care.

Methods

Data source

Data were obtained from the BC Provin-
cial Overdose Cohort (BC-ODC), a linked
administrative database that includes a ref-
erence cohort that contains a 20% random
sample of residents enrolled in BC’s pub-
lic health insurance program. Each person
was assigned a unique identifier to facili-
tate linkage across administrative data sets,
including physician billing claims, hospi-
talizations, emergency department visits,
pharmacy dispensations, provincial incar-
ceration records, social assistance records,
and death registrations. Longitudinal data
were available from 1 January 2010 to 31
December 2021. Further details on the
BC-ODC are available elsewhere.'® People
included in the BC-ODC were identified
as incarcerated in 2021 if they had a BC
Corrections admission that year. If they did
not, they were assigned to the nonincar-
cerated group in 2021. This was repeated
for 2015 to compare results from 2021
and 2015. This study was approved by the
UBC Behavioural Research Ethics Board
(#H23-02009).

CLINICAL

Measures

For each individual in the sample, data from
the previous 5 years were used to determine
substance use conditions, withdrawal syn-
drome, and social determinants of health
(income assistance and no fixed address).
Chronic physical health conditions (circu-
latory disease, diabetes, inflammatory dis-
ease, kidney disease, neurological disease,
and respiratory disease) were determined
using all available years of data beginning
from 1 January 2010. The reference time
frame ended on 31 December of the record
year (2015 or 2021) for people who were
not incarcerated and the day before admis-
sion to a correctional centre for people who
were incarcerated. Definitions of terms used
throughout the article are provided in a
Supplementary Information file at bemj.org.

Statistical analysis

Descriptive statistics were used to calcu-
late the prevalence of health conditions
and social determinants of health in the
two groups (incarcerated and nonincarcer-
ated) and for the 2 years under study (2015
and 2021). A two-sample binomial test of
proportions with a two-sided alternative
hypothesis was used to identify a statisti-
cally significant difference in the prevalence
of a health condition between incarcerated
and nonincarcerated groups. Because we
aimed to describe the health status of the
overall population of correctional centres
and the community, we did not match or
adjust for age or sex differences between
the populations.

Results

The sample in 2015 included 3306 peo-
ple who were incarcerated that year and
917174 people who were not incarcerated.
'The 2021 sample included 1933 people who
were incarcerated that year and 962 421
people who were not incarcerated. Peo-
ple who were incarcerated in 2021 were
primarily male (n = 1753, 91%), and the
median age was 35 years (IQR: 29, 43).In
contrast, the nonincarcerated (community)
group was 49% male (n = 475 368) and had
a median age of 47 years (IQR: 32, 63).
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In 2021, all substance use disorders were
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more prevalent among incarcerated people 60
than those who were not incarcerated. Sub- 55 L
stance use disorder occurred among 58.9% 50 = 585 L
of incarcerated people versus 3.2% of non- 45
incarcerated people (P < .001). Opioid use 20

disorder occurred in 41.4% of incarcerated

people compared with 1.2% of nonincar-
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. FIGURE 1. Changes in the prevalence of selected health conditions between 2015 and 2021 for
ated people had substance use disorder,

) incarcerated and nonincarcerated people in British Columbia.
and 43.4% had both substance use disorder AUD = alcohol use disorder; OUD = opioid use disorder; StUD = stimulant use disorder; SUD = substance use

and a record of no fixed address and/or  disorder.
social assistance. In 2021, mental illness and

substance use disorder co-occurred among
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Discussion
'This study shows that in BC, incarcerated
people face a disproportionate burden of

mental illness, substance use disorders, and
socioeconomic disadvantage compared with
people who are not incarcerated. Incarcer-
ated people were younger than nonincarcer-
ated people, and although they had fewer 0 -

. . L Mental Substance use Concurrent disorder
chronic physical conditions, they had a far illness et (Ml and SUD)
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higher prevalence of mental illness and
FIGURE 2. Prevalence of co-occurring health conditions and social determinants of health for people

incarcerated in 2021.
were frequently associated with income MI = mental illness; 1+ SDH = at least one social determinant of health (either income assistance or no fixed
assistance and housing instability, which  addressor both); IA =income assistance; NFA = no fixed address; SUD = substance use disorder; CD = concurrent
disorder (both mental illness and substance use disorder).

substance use disorder. These conditions
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created a triple burden of health and social
inequities.

Additionally, the prevalence of mental
illness and substance use disorder among
incarcerated people increased between
2015 and 2021. Rates of mental illness
and co-occurring substance use disorder
are increasing in BC’s provincial correc-
tional system, often in combination with
homelessness and poverty postrelease. Prior
research has described “social sedimenta-
tion,” where health inequities concentrate
among low-income groups and reproduce
across generations.” Poverty and housing
insecurity are linked to recidivism risk."
People in BC who have concurrent disor-
ders have among the highest reincarcera-
tion rates: 72% return to custody within
3 years.?® Correctional facilities provide a
key point of intervention to reverse cycles
of disadvantage. Robust prerelease discharge
planning is urgently needed in provincial
institutions to ensure people leaving cus-
tody have access to stable housing, health
care, income supports, employment, and
education services.

Study limitations

Our study had several limitations. We
conducted a descriptive, population-based
study using linked administrative data. We
did not adjust for demographic differenc-
es between the incarcerated and nonin-
carcerated groups, because our goal was
to describe entire populations rather than
estimate adjusted effects. Our estimates
reflect 2015 and 2021 trends among a ran-
dom sample of people enrolled in public
health insurance in BC. Custody volumes
and health care delivery inside and outside
of correctional centres changed during the
COVID-19 pandemic.? Since 2021, the
toxic drug crisis has also intensified, and the
association between substance use disorder,
homelessness, and postrelease overdose risk
could be underrepresentative of the post-
pandemic period.’®

Conclusions
Incarceration is a critical time to disrupt
entrenched cycles of poverty. Resources are

needed to implement comprehensive mental
illness and substance use disorder treatment
in provincial correctional centres and the
community. Postrelease supports must be
strengthened, with a focus on linking people
with housing, education, and employment
opportunities alongside expanded access
to community-based mental health and
substance use disorder treatment. l

Incarceration is
a critical time to
disrupt entrenched
cycles of poverty.
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From global threats to local
practices: The important role British
Columbian clinicians play in world

health security

orld Health Day is marked

annually on 7 April to recog-

nize the founding in 1948 of

the World Health Organization (WHO),
which plays a critical role in preserving the
health of people around the world and pro-
moting global health security—the capacity
of health systems to prevent, detect, and
respond to health threats while maintain-
ing resilient health services and sustaining
public trust."? In 2026, amid geopolitical
fragmentation and substantial reductions in
investments in public health institutions like
the WHO, there is an increased risk of larg-
er disease outbreaks and worse outcomes in
population health overall. We must coun-
teract these changes by preserving global
cooperation, protecting the independent
scientific voice of public health institutions,
and upholding commitments that have
been made. Despite lessons learned from
COVID-19, global health security remains
fragile and disparate; many systems are
reverting to prepandemic vulnerabilities.>*
Global health security is not a distant
concern; it shows up daily in primary care,
community health, emergency departments,
hospitals, and laboratories in BC. The pro-
ficiency to recognize unusual presentations
or clusters of illness, implement appropriate
infection prevention and control measures,
and ensure timely reporting of concerns to
local public health departments are hall-
marks of clinical vigilance, expertise, and

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

system maturity. National and internation-
al frameworks devoted to controlling the
spread of public health threats count on
these everyday practices as the foundation
of surveillance and early-warning systems.*®

Additionally, health security depends on
health system resilience—the capacity to
absorb shocks, adapt, and continue deliver-
ing care.” Health system resilience is a clini-
cal issue that shapes whether care can be
delivered safely during times of strain, such
as wildfire seasons, extreme heat events,
infectious disease surges, or other prolonged
system stress. Resilience is built through
systems used every day to ensure staffing
operations, referral pathways, technological
infrastructure, and interdisciplinary col-
laborations promote high-quality clinical
care and professional training.®

Few lessons from the COVID-19 pan-
demic are more certain than the importance
of trust, an essential but fragile asset for
health security. Trust in clinicians, pub-
lic health institutions, and health systems
shapes patient behavior, adherence to guid-
ance, and, ultimately, health outcomes. Cli-
nicians in particular play a unique role in
preserving it, as trusted care providers who
share evidence-based information with their
patients and communities. There is growing
evidence that trust deserves to be considered
a determinant of preparedness.” When trust
is present, communities are more resilient
to periods of uncertainty and disruption.
In its absence, even the most scientifically
compelling interventions may be dismissed.

A One Health perspective—recogniz-
ing that human, animal, and environmental
health are interconnected—is increasingly

BCCDC

used to frame health security.’® With our
province’s diverse ecosystems, frequent cli-
mate change events, and human—animal
interfaces, biological threats occur routinely
and require coordination to respond seam-
lessly and effectively across jurisdictions
and sectors. For clinicians, this necessitates
diagnostic considerations that encompass
community and environmental factors that
not only shape the health of the presenting
patient but also prevent further escalation."

To this end, systems that can act quickly
and collaboratively matter. Preparedness is
a capability that needs to be nurtured for
proactive, coordinated practices that dem-
onstrate response readiness. During times
of crisis, systems often perform only to their
level of preparedness.

When health security works well, it
remains largely invisible. When it fails, its
absence reverberates across borders, as we
saw with COVID-19.This quiet paradox is
the responsibility of modern public health
and the shared duty of health system lead-
ers and clinicians worldwide.

On World Health Day, let’s recognize
health security not as an abstract global
agenda but as a core determinant of clinical
care, system resilience, and public trust. B
—Jat Sandhu, MPH, PhD, MBA
Chief Strategy Officer, BCCDC
Clinical Associate Professor, UBC School of
Population and Public Health
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Where there’s smoke, there’s fire:
The harms of vaping and British

Columbia’s efforts to tackle this

growing issue

-cigarettes, commonly referred to as

vapes, entered the Canadian market

in 2004. Subsequently, there has
been a surge in their use, notably among
children and youth. The 2023 BC Ado-
lescent Health Survey revealed that 26%
of youth in BC had tried vaping, and 15%
had vaped within the past 30 days.! Notably,
72% of youth who had vaped started before
their 15th birthday.! Colorful packaging
and dessert-like flavoring accelerated uptake
in this younger population.?

To counteract these trends and penalize
corporations for their role in influencing
nicotine addiction in children and youth,
the BC government enacted Bill 24, the
Vaping Product Damages and Health Care
Costs Recovery Act, in December 2025.
'This legislation enables the provincial gov-
ernment to sue e-cigarette manufacturers to
recover public health care costs associated
with their products.® E-cigarette manufac-
turers and consumer advocacy groups have
openly criticized the Act, arguing that vap-
ing is considered by some to be a method
for smoking cessation and a form of harm
reduction. Conversely, health care organi-
zations are raising concerns about the ces-
sation efficacy and safety of e-cigarettes.
'The Canadian Lung Association and the
Canadian Thoracic Society report that no
vaping product has been approved as a
safe and effective smoking cessation aid.*

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.
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The Canadian Task Force on Preventive
Health Care recommends against the use
of e-cigarettes for smoking cessation due to
a lack of evidence that they reduce smoking
habits, as well as their serious health effects.’

Continued research on vaping indi-
cates harmful impacts on cardiovascular
and respiratory health, as well as poten-
tial carcinogenesis. Cardiovascular effects
include increased heart rate, blood pres-
sure, platelet activity, and risk of stroke.?
Respiratory harms include cytotoxicity,
acute and chronic inflammation, impaired
immune response, mucociliary dysfunc-
tion, oxidative stress, and increased air-
way hyper-responsiveness.® Vaping has
been found to be associated with chronic
obstructive pulmonary disease,® and users
also face a 30% increased relative risk of
developing asthma.? From an oncological
perspective, e-cigarettes induce oxidative
stress, mitochondrial toxicity, and DNA
damage by pathological pathways simi-
lar to those of tobacco smoke, including
deregulation of cancer-related molecular
signaling.” Additional harms include peri-
odontal disease, nicotine dependence in
nonsmokers, device malfunction burns, and
vaping-associated acute lung injury, a syn-
drome associated with e-cigarettes contain-
ing tetrahydrocannabinol.?

The solution to the public health chal-
lenge posed by vaping will likely require
more than what BC’s new Act is struc-
tured to accomplish. While litigation will
play a role in deterring harmful industry
practices and recovering health care costs,
it should be complemented by proactive,
evidence-based interventions, such as

multifaceted educational campaigns that
communicate the health risks of vaping. In
parallel, regulatory strategies that have prov-
en effective in reducing cigarette use—such
as plain packaging, restrictions on product
appeal, and prominent health warnings on
devices—should be applied to vaping prod-
ucts. Together, legislative and regulatory
measures, along with public education, may
offer a more comprehensive approach that
prioritizes prevention and informed deci-
sion making. H

—Hamza Ballouk, MD, FRCPC

Council on Health Promotion Member
—Aven Poynter, MD, FRCPC

Council on Health Promotion Member
—William Liu, BHSc

Council on Health Promotion Member
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CanScreen: Making cancer
screening more accessible for
patients without a family doctor

very April, Cancer Awareness

Month highlights the role that

early detection plays in saving lives.
Yet, for more than 700000 British Colum-
bians without a family doctor, access to rou-
tine cancer screening and other preventive
care can be limited.

On Vancouver Island, a physician-led
pilot initiative worked to expand access
to screening for people without a family
doctor. CanScreen, British Columbia’s first
dedicated virtual-screening clinic, provided
unattached patients with a direct, coordi-
nated pathway into the province’s publicly
funded breast, colorectal, and lung cancer
screening programs. Initially launched in
Victoria in 2023, the program expanded to
serve communities across Vancouver Island.

Identifying a gap in preventive care
BC’s well-established, population-based
cancer screening programs rely on a cru-
cial clinical link: a family physician or
nurse practitioner attached to the patient
to review results and arrange follow-up if
needed. Patients without a family physician
or nurse practitioner may face barriers to
timely screening and follow-up care.
CanScreen served as an effective option
within this system. Originally developed
as a self-funded initiative by its physician
founders, its growth was later supported
through funding from the Joint Collab-
orative Committees, a partnership between
Doctors of BC and the Ministry of Health.
CanScreen received support from both the

This article is the opinion of the Joint
Collaborative Committees (JCCs) and
has not been peer reviewed by the BCMJ
Editorial Board.

Shared Care Committee and the Special-
ist Services Committee’s Spreading Qual-
ity Improvement initiative through Island

Health.

Origins of CanScreen

'The concept for CanScreen emerged during
the COVID-19 pandemic, when it became
clear in both urgent care and hospital set-
tings that patients were presenting with
advanced-stage cancers that could likely
have been detected earlier through routine
screening.

'This experience emphasized that unat-
tached patients were particularly vulnerable
to gaps in preventive care and how delays
in screening could lead to poorer outcomes,
more complex treatment pathways, and
greater demands on the health care system.

How the CanScreen model works
CanScreen operated as a virtual clinic that
temporarily attached patients to the clinic,
solely for cancer screening and follow-up.
This model linked screening tests to a fam-
ily physician or nurse practitioner, enabling
timely review and action on results.
CanScreen clinicians tracked results,
discussed next steps with patients, and pro-
vided guidance on recommended screen-
ing intervals. Patients with normal results
returned to the unattached population with
reassurance and a screening plan. When
abnormal findings or cancer was identified,
physicians remained involved throughout
the diagnostic and referral processes.
CanScreen also worked with established
referral partner clinics in communities such
as Port Alberni, Comox, and Nanaimo to
intake patients with confirmed cancer
diagnoses following results, supporting

JCGs

continuity of care through regional col-
laboration and helping connect patients to
longitudinal family physician care where

possible.

Impact to date

Since CanScreen’s launch, more than 4000
patients were assessed, and over 3000
screening tests were facilitated, helping
detect 22 cancers, most at an early, highly
treatable stage. All services were covered by
the Medical Services Plan.

By connecting unattached patients with
organized screening pathways, CanScreen
reached individuals who might otherwise
have presented with later-stage cancer. Ear-
lier diagnosis supported improved outcomes
and better use of acute care resources.

The clinic also supported continuity of
care for patients with a history of cancer.
One patient recovering from colon cancer
surgery had anxiety after his family doc-
tor retired. He needed regular blood work,
yet he had no way to get lab requisitions.
He was reassured by receiving follow-up
through CanScreen.

Looking ahead: Equitable access,
sustainability, and spread
CanScreen has demonstrated a comple-
mentary model that can improve access
to screening for people without a family
doctor, with strong patient experience and
meaningful impact.

A key insight from the initiative is that
sustainability and spread depend not only
on demonstrating need, but also on align-
ment across the broader health care system.
Screening for unattached patients sits at
the intersection of primary care, provincial

Continued on page 109
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WORKSAFEBC

Patients can now easily report
most work-related injuries to
WorkSafeBC online

orkSafeBC has made it easier

for workers to report physi-

cal injuries from single inci-
dents—such as sprains, strains, cuts, and
burns—through an improved online injury
reporting tool [Figure 1]. Patients who sus-
tain such injuries at work may not realize
that online reporting is their best option
or even that they should report to Work-
SafeBC at all. Physicians, nurse practitio-
ners, and medical office staff can support
patients by educating them on how and
when to report.

Changes for patients

Until now, patients typically reported
their injuries to WorkSafeBC by calling
the Teleclaim team. Now, patients with a
physical injury from a specific single inci-
dent at work can more easily report their
injury to WorkSafeBC on any device (e.g.,

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

a smartphone) using an online form avail-
able at www.worksafebc.com/report-injury.

The form saves automatically so patients
can work through it at their own pace. It
also enables patients to digitally authorize
Form 69W1 (Worker’s Authorization for
Release of Personal Information from Third
Parties to WorkSafeBC). This allows Work-
SafeBC to receive the completed forms
faster and support patients’ claims more
efficiently.

Changes for physicians, nurse
practitioners, and medical office staff
There are no changes to Form 8 (Physicians
Report) or Form 8NP (Nurse Practitioner’s
Report). Physicians and nurse practitioners
should continue to submit these documents
to WorkSafeBC as usual.

If a patient hasn't reported a work-related
injury or illness to WorkSafeBC, let them
know it’s important to report as soon as
possible. The sooner WorkSafeBC receives
information from your patient, the sooner
your patient can learn the next steps.

Direct patients to www.worksafebc.
com/report-injury to see their reporting

options. If a patient seeks treatment for
a traumatic physical injury from a single
event at work, advise them that they can
easily report their injury online.

For other types of injuries—such as
repetitive strain injuries, psychological
injuries, occupational diseases, hearing loss,
injuries that involve sexual assault or harass-
ment, and catastrophic injuries—advise
patients to call the WorkSafeBC Teleclaim
team at 604 231-8888 or 1 888 967-5377
to report. The Teleclaim team will collect
information, pass along relevant details to
specialized team members, and offer specific
assistance, such as interpretation services.

WorkSafeBC has moved away from
using the paper Form 6 (Application for
Compensation and Report of Injury or
Occupational Disease) for worker injury
reporting. We ask that you no longer offer
this option to your patients.

Free resources

WorkSafeBC offers wallet cards [Figure 2]
and posters describing how patients should
report their injuries, available at no cost. The
poster can be displayed in clinics or waiting

A

1; o report injuries online at any time
o or call 1,888.967,5377
(B8 a.m. to & p.m., Monday to Friday)

Injured at work?

Visit worksafebc.com/report-injury

We're here to help.

FIGURE 1. The online injury reporting tool includes a visual body map for
your patient to quickly and accurately indicate where they were injured.
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FIGURE 2. Wallet cards can be ordered at www.worksafebcstore.com and
given to injured workers who visit for initial treatment.



WORKSAFEBC

Key points

- Patients with a physical injury
from a specific single incident
at work (e.g., a fall, being
struck by an object) can report
it at www.worksafebc.com/
report-injury.
Patients can report other
injury types and illnesses by
calling 604 231-8888 or 1 888
967-5377.
Free posters and wallet cards
to inform patients about
how to report are available
at www.worksafebc.com/
report-injury-poster.

rooms, and the wallet cards can be given
to injured workers who visit for initial
treatment. To order, visit www.worksafe
bestore.com (click the Publications tab
and then choose either the Posters or
the Card category). The poster is also
available to download and print at www.
worksafebc.com/report-injury-poster. i
—Angelo Cabalfin

Senior Manager, Claims Intake Services,
Claims Intake and Adjudication Services,
WorkSafeBC

COHP

References continued from page 106

6. Global Initiative for Chronic Obstructive Lung
Disease. Global strategy for the prevention, diag-
nosis, and management of COPD: 2026 report.
Accessed 24 December 2025. https://goldcopd.
org/2026-gold-report-and-pocket-guide/.

7. Petrella F, Rizzo S, Masiero M, et al. Clinical im-
pact of vaping on cardiopulmonary function
and lung cancer development: An update.
Eur J Cancer Prev 2023;32:584-589. https://
doi.org/10.1097/CEJ.0000000000000797.

BCCDC

References continued from page 105

2. UBCCentre for Disease Control. Global Health
Security Forum. Strengthening global health
security through collaboration and innovation.
Accessed 15 February 2026. https://ubccdc.
med.ubc.ca/.

3. Global Preparedness Monitoring Board. A frag-
ile state of preparedness: 2023 report on the
state of the world’s preparedness. 30 Octo-
ber 2023. Accessed 15 February 2026. www.
gpmb.org/reports/m/item/a-fragile-state-of-
preparedness-2023-report-on-the-state-of-
the-worlds-preparedness.

4. Kickbusch I. Europe has greater responsibility
in the WHO without the United States. BMJ
2026;392:5182. https://doi.org/10.1136/bmj.s182.

5. World Health Organization. World Health As-
sembly adopts historic Pandemic Agreement
to make the world more equitable and saf-
er from future pandemics [news release]. 20
May 2025. Accessed 15 February 2026. www.
who.int/news/item/20-05-2025-world-health-
assembly-adopts-historic-pandemic-
agreement-to-make-the-world-more-
equitable-and-safer-from-future-pandemics.

6. Saif-Ur-Rahman KM, Burke NN, Murphy L, et
al. Synthesizing public health preparedness
mechanisms for high-impact infectious dis-
ease threats: A jurisdictional scan. J Evid Based
Med 2025;18:70019. https://doi.org/10.1111/
jebm.70019.

7. ThomasS, Sagan A, Larkin J, et al. Strengthen-
ing health systems resilience: Key concepts and
strategies. Policy brief 36. European Observa-
tory on Health Systems and Policies. 2020. Ac-
cessed 15 February 2026. https.//iriswho.int/
handle/10665/332441.

8. Organisation for Economic Co-operation and
Development. Ready for the next crisis? In-
vesting in health system resilience. 23 Febru-
ary 2023. Accessed 15 February 2026. https.//
doi.org/10.1787/1e53cf80-en.

9. BaergeK, ArnasonV, Jansen M, et al. Pandemic
and crisis preparedness and response: Con-
ceptualizing cultural, social and political driv-
ers of trustworthiness and collective action.
Public Health Ethics 2025;18:phaf004. https:/
doi.org/10.1093/phe/phaf004.

10. Adisasmito WB, Almuhairi S, Behravesh CB,
et al. One Health: A new definition for a sus-
tainable and healthy future. PLoS Pathog
2022;18:e1010537. https://doi.org/10.1371/
journal.ppat.1010537.

11. Jassem AN, Roberts A, Tyson J, et al. Critical ill-
ness in an adolescent with influenza A(H5N1)
virus infection. N Engl J Med 2025;392:927-929.
https://doi.org/10.1056/ NEJMc2415890.

JCGs

Continued from page 107

screening programs, diagnostic services,
and regional follow-up. When these
functions operate independently, pilots
can help address immediate gaps, but
integrating them into durable pathways
requires coordinated planning across
partners.

The experience also highlights the
importance of shared direction, clear
communication, and coordinated time-
lines among participating organizations.

Looking ahead, scaling approaches
like CanScreen will likely depend on
continued provincial engagement, inte-
grated communication pathways, and
clear program-level processes to support
screening results and follow-up for unat-
tached patients.

—Stuart Bax, MBChB, MRCGP, CCFP
Family Physician

Co-founder, CanScreen

—Cal Shapiro, MD, CCFP

Family Physician

Co-founder, CanScreen
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Dr Terrence (Terry) F.
Rutherford

1929-2026

Dr Terrence (Terry) F. Rutherford died on
30 January 2026, after a short illness related
to complications following treatment for
Hodgkin disease.

Terry was born in Birch Hills, Saskatch-
ewan, on 25 November 1929. He attended
medical school at the University of British
Columbia, graduating in 1956. Following a
rotating internship at the former St. Joseph’s
Hospital in Victoria, he spent 5 years as
a medical officer in the Royal Canadian
Air Force, including 1 year of training in
general surgery at the Lancaster Depart-
ment of Veterans Affairs Hospital in New
Brunswick. He completed further specialty
training in pathology at the Department of
Pathology at the Winnipeg General Hos-
pital in 1967.

Terry joined the medical staff at St. Paul’s
Hospital in Vancouver in 1968, assuming
responsibility as the associate head of the
Department of Pathology and assisting in
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establishing a modern clinical laboratory in
the hospital’s newly built Providence wing,
which opened in April 1983.

Terry transitioned into the primary
leadership role as chair of the Department
of Pathology and Laboratory Medicine in
1983, a role he held until 1993. During
this decade, Terry guided the laboratory
through many challenges. The list is long,
but highlights include modernizing the
laboratory management structure, provid-
ing clinical and research support in response
to the HIV/AIDS epidemic, facilitating
the relocation of the UBC Diagnostic and
Reference Laboratory to St. Paul’s Hospital,
and protecting the laboratory budget from
fiscal restraints in the late 1980s and early
1990s. Throughout his tenure as chair, Terry
continued in his clinical role as a diagnostic
surgical pathologist and educator until he
retired in 1995.

Terry devoted a great deal of time
and energy to St. Paul's Hospital. He en-
joyed working with others—technolo-
gists, students, pathologists, and clinical
colleagues—and often helped his junior
colleagues by lightening their clinical load.
He was a generous person who freely gave
his time. Terry was an active medical leader.
Over the years, he served as chair of the
hospital’s Medical Advisory Committee, as
president of its Medical Staff Association,
and, in a provincial role, as president of the
BC Association of Laboratory Physicians.

As a skillful administrator, Terry’s abili-
ties were often tested by the sometimes-
fractious egos both within and outside
the laboratory. He was particularly adept
at making meetings as succinct and pain-
less as possible through judicious use of the
question “Does anyone have anything to

say that hasn't already been said?” During
the summer, Terry wisely avoided holding
Friday afternoon meetings and, whenever
possible, finished all necessary work ear-
ly enough to drive to his family cabin on
Shuswap Lake, always a sanctuary from
hospital-related stress.

After retirement, Terry regularly kept
in touch with many hospital colleagues and
often attended laboratory social events. He
was a supportive, warm, and humorous per-
son who was fun to be around. Terry will be
missed by his wife, Anna, and his children,
grandchildren, great-grandchildren, and

many friends.

—Douglas Filipenko, MD
Vancouver

Dr Gordon E. Dower
1923-2022

Dr Gordon E. Dower passed away on
9 December 2022. He was born on 16
November 1923 in Cardiff, Wales, to Dr
Alexander Dower and Phyllis Dower (nee
Ewbank). Gordon was accepted by St. Bar-
tholomew’s Hospital to study medicine. The



teaching labs were destroyed by a bomb in
World War 11, so his class was transferred
to Cambridge, where he met his future wife,
Helen Lucas-Smith.

Gordon finished his hospital train-
ing and several house jobs at Bart’s before
enlisting in the Royal Canadian Air Force as
a medical officer, with postings in Chatham
and Ottawa. On completion of his service,
Gordon, Helen, and their infant daughter
drove across Canada to Vancouver seeking
a warmer climate. He visited the fledgling
medical school at the University of Brit-
ish Columbia and was offered a job in the
Faculty of Medicine, where he stayed until
his retirement.

Gordon preferred research to medi-
cal practice and was particularly intrigued
by the electrical activity of the heart. He
developed a xenobiotic long-term culture
of myocardial cells to study drug effects in
vitro. He was part of Dr Murray Newman’s
investigation team studying the orca in cap-
tivity, and in 1964, he took the first ECG
on an orca, Moby Doll, using plumbers’aids
as suction cups for the leads. Gordon also
developed the field of polarcardiography,
in which the electrical activity of the heart
is displayed as a vector over time. He also
invented the EASI lead system, which uses
a small number of leads to derive a 12-lead
ECG using a computer. The device was used
on the space shuttle Challenger missions to
monitor astronauts  heart activity and is used
for telemetry in hospitals. He was also a fel-
low of the American College of Cardiology
and published over 50 scientific articles.

In retirement, Gordon continued to
invent, and he built the Ridek electric car. At
the time, battery charging was slow, and the
premise was to swap out the battery deck
while retaining the ride-on component. He
attended many electric vehicle conventions,
including one in Long Beach to celebrate
his 80th birthday with his family.

Gordon went on his first flight at 5
years old, using his allowance at a local
exhibition. He waited 40 years to qualify
as a fixed-wing pilot and took to flying a
helicopter upon retirement. When he was
refused a car rental in Ireland at the age

of 81 while attending an electric vehicle
convention, he instead rented a helicopter
to explore the Emerald Isle.

At age 90, he received a new aortic
valve via transcatheter implantation and
had almost another decade of happy life.
He moved to the Tapestry retirement com-
munity at Wesbrook Village at age 93 and
made many friends. He presented talks on
a variety of topics to the group, including
“Why Einstein was wrong.” Gordon was
an avid runner and continued jogging until
an injury at age 98. In his final illness, he
opted for medical assistance in dying and
was with family when he left us.

Gordon is survived by his daughters,
Julia (Karl), Nancy (Jim), and Lin; grand-
children, Wendy, Sheila, Kate, Jill, and
David; and great-grandchildren, Ry, Eri-
ka, Thor, Linnaea, Jimmy, Miles, Teagan,
and Teddy. He was predeceased by his wife,
Helen, and son, Roger.

Gordon was an eternal optimist with
a brilliant mind, a love of family, and an

interest in learning.
—Nancy Dower, MD, PhD, FRCPC

Dr Joseph (Joe) Frank
Schweigel

19362025

Dr Joseph (Joe) Frank Schweigel, a pioneer
in spinal cord rehabilitation and a beloved
mentor to generations of surgeons, passed
away on 9 November 2025.

OBITUARIES

Joe was born to immigrant parents in
Regina, Saskatchewan. Soon after, the fam-
ily moved to Vancouver, where Joe grew up
with his sister, Frances Watson. He graduat-
ed from Vancouver College high school and
attended the University of British Colum-
bia. His path to medicine was a testament
to his resilience: he transitioned from engi-
neering to medical studies and survived
a grueling battle with meningitis before
graduating in 1962. After an internship in
Toronto, he practised as a family physician
in Ontario, where he met his wife, Bonnie
(also a Vancouverite), on a blind date.

Following his residency at UBC, Joe
completed a fellowship at the Rancho Los
Amigos National Rehabilitation Center
in California. He returned to Vancouver
to specialize in spine surgery, a move that
would define his life’s work.

Joe’s professional legacy is anchored in
the founding of the acute spinal cord injury
unit, first at Shaughnessy Hospital and then
at Vancouver General Hospital, alongside
his friend, neurosurgeon Dr Skip Peerless.
It was one of only three such specialized
units in North America and remains a
global model of care. In 1975, Joe became
the unit’s first director, tirelessly working
one-in-two on-call shifts for years. His
commitment to the community extended
beyond the operating room; alongside his
friend Doug Mowat, he served on the board
of directors of the BC Paraplegic Asso-
ciation (now Spinal Cord Injury BC) and
chaired the Rick Hansen Man in Motion
Legacy Fund, raising vital awareness and
funding for spinal cord injury care. He also
served as chair of the UBC Medical Engi-
neering Resource Unit.

To his students, Joe was a legend. Twice
voted best medical student teacher, he was
known for a rigorous style that birthed the
term Schweigelized—a badge of honor worn
by residents who met his exacting stan-
dards and emerged as better surgeons for
it. He organized the orthopaedic seminar
program, the basic science lecture program,
and the surgical anatomy exposure sessions.

Although he retired from surgery in

2001, Joe continued a nonsurgical practice
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until age 72. In retirement, he relished
traveling with Bonnie and hosting his
four children—Robert (Dione), Jason
(Julie), Carolyn (Malcolm), and Lorraine
(Calum)—and his 12 grandchildren for
their 50th and 55th wedding anniversa-
ries in Kauai. He was a man of immense
drive—famous for his 7 a.m. starts to family
vacations—with a sharp mind, who spent
his final years discussing politics and science
with his “club” friends.

He leaves behind a legacy of excellence,
a third generation of Schweige/ UBC gradu-

ates, and a family who loved him dearly.

—Robert Schweigel, MD, FRCSC
Surrey

Dr Charles Peter Stockdill
1941-2026

We are saddened to announce the passing
of Dr Charles Peter Stockdill on 27 January
2026, 1 day before his 85th birthday. He was
predeceased by his wife, Deanna, by 8 days.

Peter was born in Victoria to Joyce
and Dexter Stockdill, both architects. He
attended St. Christopher’s Elementary
School, followed by Glenlyon Preparatory
School and Oak Bay High School. He start-
ed his postsecondary education at Victoria
College, finishing with a BSc in chemistry
and mathematics. Influenced by the lengthy
illness and subsequent loss of his mother,
he chose a career in medicine, obtaining
his medical degree from the University of
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British Columbia in 1966. After graduation,
he completed a rotating internship at Royal
Jubilee Hospital in Victoria.

Peter began his professional career in
Prince Rupert, where he worked as a gen-
eral practitioner with general anesthesia
privileges at the local hospital, in partner-
ship with Dr Bill Hick. While practising in
Prince Rupert, he was the representative for
District 9, Skeena, to the Board of Direc-
tors of the then-BCMA. After working
for 5 years in this capacity, Peter returned
to Vancouver with his young family—his
wife, Shirley; son, Stephen; and daughter,
Susanne—to join the residency program in
ophthalmology at UBC.

Upon obtaining his FRCSC in ophthal-
mology, Peter set up his specialty practice in
Langley. He worked there for the next 25
years. In this setting, he once again became
active with the BCMA, and he was the first
president of the Society of Specialists.

While in Langley, he became a charter
member of the Rotary Club of Langley
and was designated a Paul Harris Fellow.
It was there, too, that the marriage to his
first wife unfortunately ended. But Peter
bravely moved on.

Peter later married Deanna Newn-
ham (Espinola, Ontario), who worked in
the ophthalmology supply business. They
were a grand couple. With the assistance
of Deanna’s nursing skills (she was a Ham-
ilton General Hospital nursing graduate),
Peter volunteered his surgical skills in Ton-
ga, Ecuador, and India. When not in the
operating room, Peter was either sailing
with Deanna aboard the Penta Star or Gypsy
Wind along BC’s West Coast or seeking
refuge at their second home on Maui. Peter
was devoted to Deanna throughout their
lives together, as well as to his children.

Peter spent the final years of his work-
ing life on Vancouver Island in Qualicum,
Parksville, and Port Alberni. Upon retiring,
he continued his love of the ocean, with
Deanna, by sailing up and down the coast.
As a consequence—he always stood by his
convictions—he became a member-at-large
with the Council of BC Yacht Clubs, where

he focused his attention on maintaining

access to waterways, anchorages, and fore-
shore rights for all British Columbians.

After Deanna became incapacitated
with dementia, Peter became active with
the Parksville Probus Club. He made many
new friends in the organization, including
Lajla Stevenson, who was with Peter when
he passed. Peter loved personal contacts in
life, but he was also a man of principle and
not one to suffer fools. In this context, I am
reminded of and paraphrase what former
senator Ted Kennedy said of his brother,
Robert: “Some men see things as they are
and ask why; my brother saw things as they
might be and asked why not.”

Peter will be missed by all who were
close to him—his family, friends, and col-
leagues. He is survived by his children,
Stephen Stockdill and Susanne Stockdill;
grandchildren, Liam, Natasha, Michael,
and Samantha; brothers, Thomas Stockdill
(Patricia) and Dr James Stockdill (Deb-
ra); and stepchildren, Jeff Newnham, Mark
Newnham, and Tracy Powell.

—James Stockdill, MD
Victoria

Health
Professions and

Occupations Act:
What physicians
need to know

The HPOA came into effect
April 1, 2026, introducing
changes to the regulation of
health professionals in BC.

Explore and stay informed
about Doctors of BC’s
advocacy and ongoing efforts
at doctorsofbc.ca/HPOA.
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Classifieds

Pricing (two options): Run an online-only ad at our monthly online rates, or pay an additional $25 per month for an ad to
appear in print as well. Online rates: Doctors of BC members: $50 + GST per month 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.

PRACTICES AVAILABLE

VANCOUVER—FAMILY PRACTICE AND
REAL ESTATE AVAILABLE

MD retiring. Take over an established
practice in the thriving, safe, and friendly
Hastings-Sunrise neighborhood. Respectful
and appreciative panel of 2200+ patients.
EMR. Excellent staff. Opportunity to pur-
chase street-front, retail office space (1000
$q. ft.). Please email vancouversunriseclinic
@yahoo.com for more information.

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

foryou.com, or call 1 778 475-7995.

PORT COQUITLAM—FAMILY
PHYSICIANS, FULL-TIME OR PART-TIME
Excellent opportunity: MD Medical Clinic
is seeking full-time or part-time family phy-
sicians for family practice and walk-in care
(in-person and virtual). Overhead is 80/20,
minimum income guarantee, and 3000+
patients on wait list. Contact 604 518-7750
or email mdmedicalclinicbc@gmail.com.

SURREY—RCMP HIRING PHYSICIANS
FOR OCCUPATIONAL HEALTH SERVICES;
FULL-TIME, PART-TIME, PERMANENT

As part of a multidisciplinary health services
team at the RCMP E Division (BC head-
quarters) in Surrey, you'll be responsible
for providing disability case management
with the goal of having members return to
good health and to work. The OHS pro-
gram supports members’ fitness for duty
through physical and psychological screen-
ing, monitoring, and assessing risks for spe-
cific occupational health conditions and
hazards. You will provide advice to man-
agement on the health service needs of the
membership. Experience in occupational
health/preventive medicine is an asset. Pro-
vincial licensing and security clearance are
required. Health/pension benefits and flex-
ible scheduling offered. For details, contact
Paulina Bjelos at 778 290-3332 or paulina.
bjelos@rcmp-gre.ge.ca.

VANCOUVER AND AREA—VIRTUAL OR
IN-PERSON: FPs, SPECIALISTS, NPs

We are expanding and looking to add new
team members across the country—BC,
AB, SK, MB, ON, QC,NB, NS, PEI, NL.
Open/collegial environment, 15+ years of
practice support experience, efficient medi-
cal front and back office, EMR. Attractive
split. Contact us today: yournewclinic.ca,

supportyourpractice@enhancedcare.ca, 647
254-5578.

VICTORIA—CARDIAC SURGICAL
ASSISTANT AT ROYAL JUBILEE HOSPITAL
Join a collaborative cardiac surgery team!
We are recruiting a cardiac surgical assist
to join a well-established and supportive
cardiac surgery program consisting of five
cardiac surgeons and four experienced

cardiac surgical assists. This role offers an
excellent opportunity to work in a collegial,
high-functioning environment with strong
team support and structured onboarding.
We offer an APP contract, participation in
MOCAP, 2 weeks of full-time paid training
to support a smooth transition into the role,
predictable expectations with a minimum
commitment of 2 assisting days per week,
and the opportunity to work alongside a
stable and experienced cardiac surgeon.
Contact natbarlow72@gmail.com for more
information.

MEDICAL OFFICE SPACE

COQUITLAM—OFFICE SPACE TO SHARE
Office space suitable for a specialist is
available in my Coquitlam office on Tues-
days, Fridays, and alternate Thursdays. The
office is fully furnished, including a small
patient waiting area for up to six people, two
examining rooms, and a consultation room.
Ample parking is available in the outdoor
and underground lots. The office building
is also close to the Lincoln SkyTrain Sta-
tion and Coquitlam Centre. Please call 604
328-7945 (any day or evening after 4:00
p-m.), and ask for Alan.

DOWNTOWN VERNON—PURPOSE-BUILT
TWO-DOCTOR OFFICE WITH STAFF AND
SUPPORT

Turnkey location and situation in extreme-
ly efficient and friendly well-run office in
Vernon. Full-time manager, LPN, and 1.5
FTE MOA staff. Your own office and two
exam rooms just for you. Fully equipped
procedure room with ability to do minor
ops, EKG, spirometry, Holter monitor,
UDT, strep, urinalysis. Daily lab pickup.
Ground-floor 1200 sq. ft. office with loads
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of parking, five blocks from Vernon Jubi-
lee Hospital, two blocks from downtown
Vernon. Flexible rent: either 80/20 or flat
rate, whatever suits you. You will be as busy
as you want to be in a very short time. I am
full-time with an interest in full-service
family medicine. Contact drlindsaypritchett
@gmail.com for more information.

VANCOUVER—TURNKEY MEDICAL
OFFICE, FOUR FULLY FURNISHED EXAM
ROOMS

Modern clinic for specialists and FPs. Lease
four rooms for $7000 or two rooms for
$4000/month. Front desk kiosk for your
MOA, computers, printer, and basic sup-
plies. Free on-site parking at Superstore
Marine Drive. Bright waiting area, HVAC,
Internet, and utilities included. Flexible
start, signage, cleaning, and secure build-
ing. Contact Pauline at tgr604@gmail.com.

Find more classified ads online:

bcmij.org/classifieds
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MISCELLANEOUS

CORTES ISLAND—CULTIVATING WELL-
BEING FOR HEALTH PROFESSIONALS,
14-19 JUNE 2026

Created by and for health professionals
facing the growing pressures of modern
health care, this 6-day retreat invites you to
step away and recharge through meditation,
nature, and evidence-based practices led
by psychiatrists Drs Andrea Grabovac and
Erin Burrell. Dive deep into mindfulness
techniques, reconnect with what matters,
and be supported by peers in unparalleled
surroundings. Past participants call it “pure
nourishment for the soul.” CFCP accred-
ited. Partners welcome. Visit www.holly
hock.ca or email dr.burrell@hushmail.com.

TOFINO/CORTES ISLAND/SALTSPRING
ISLAND/BALI—MINDFULNESS IN
MEDICINE: CULTIVATING MEANING AND
JOY IN OURWORK AND LIVES

Join Dr Mark Sherman and your colleagues

for a workshop or retreat exploring burnout,

meaning, and joy in our lives. Workshops
are 4 half days in Tofino, BC, with part-
ners, learning the foundations of mindful-
ness theory and practice while integrating
on the land and ocean. Retreats are 5-7
days of immersive experience and deep-
ly healing journeys. Tofino, Mindfulness
in Medicine, 24-27 April 2026. Cortes
Island, Heal Thyself, 31 May — 5 Jun 2026.
Saltspring Island, Heal Thyself, 24-29 Sep-
tember 2026. Bali, Indonesia, Honoring the
Sacred, 13-20 February 2027. Visit https://
livingthismoment.ca or https://livingthis
moment.ca/testimonials/, or email mark@
livingthismoment.ca.

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.

Turn Your Vehicle Into
a Lifesaving Machine

Canada’s longest-running charity car donation program.
100% of proceeds stay in Canada to support kidney patients.

DONATE TODAY:
1.800.585.4479 / KIDNEYCAR.CA
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Exclusive discounts;:

tailored for you.

ClubMD, in partnership with Venngo MemberPerks,
connects you with premium discounts on top brands.

Access deals for practice supports, dining, travel, Register with Venngo for access
electronics, and wellness—all customized to your @G EEB
location through an easy-to-use app and website. doctorsofbc.venngo.com/register

METROPOLITAN Unwind just steps from Vancouver’s best
HOTEL shopping, attractions, and entertainment.
Enjoy refreshed rooms, an inviting indoor pool,
and elegant event spaces for the
perfect getaway.

UNLOCK EXCLUSIVE Call toll free 1866 999 0798 or use code JZN
NEGOTIATED RATES under the Corp/Promo section to book a

FOR GREATER SAVINGS room online.

THE MORTGAGE Busy in the clinic? Canada’s largest

GROUP independent mortgage brokerage helps you
secure the right mortgage to fit your unique
financial needs.

FLEXIBLE MORTGAGE For general inquiries contact Rein Weber via
SOLUTIONS, TAILORED rweber@mortgagegrp.com or call
FOR YOU 604 3511569, and mention Doctors of BC.

BROADWAY Take a well-deserved break from the clinic with
ACROSS Broadway Across Canada, where you can enjoy
CANADA world-class theatre, exclusive offers, and special

pricing on select shows.

RECEIVE UPTO

20% OFF ON Get your tickets online or call
BROADWAY ACROSS 1800 889 8457, and ask for the
CANADA SHOWS Doctors of BC rate.

P: 604 638-7921

TF: 1800 665-2262 ext 7921 doctors

E: clubmd@doctorsofbc.ca of m
doctorsofbc.ca/ClubMD



