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B ritish Columbia transitioned to 
permanent daylight saving time 
(DST) as of Sunday, 8 March 2026. 

This move has received some criticism, with 
one researcher calling it “scientifically not a 
good idea.”1 Similarly, OHS Canada indi-
cated that “in its switch to permanent day-
light time, BC got it wrong.”2 

The switch in BC was partly informed 
by a 2019 provincial survey in which over 
90% of approximately 223 000 respondents 
supported adopting permanent DST.3 
However, permanent standard time (ST) 
was not offered as an option—respondents 
could choose between permanent DST or 

continuing with biannual clock changes. 
In its rationale, the Government of BC 
mentioned anticipated benefits including 
improved overall health; fewer disruptions 
to sleep patterns, daily routines, and sched-
ules; and longer daylight in the evenings to 
support leisure and economic activity.3 In a 
2019 letter to then premier John Horgan, 
the BC Chamber of Commerce suggested 
that ending biannual changes would also 
be associated with reductions in workplace 
and traffic accidents.4 

The Government of BC website links 
to a study from the Stanford University 
School of Medicine supporting its rationale 
to move to permanent DST.3 The authors 
of the study suggest that biannual shifting 
results in the greatest burden on circadian 
rhythms, when compared with either per-
manent ST or permanent DST.5 As indi-
cated by Dr Schwandt in his May BCMJ 
editorial,6 other studies have also shown an 
association between the transition to DST 
and a modest increase in acute myocardial 
infarction,7 stroke,8 poor sleep and mood 
disturbances,9 and traffic accidents.10 

The choice of which permanent time to 
adopt, DST or ST, is not to be taken lightly. 
For instance, the Stanford University study 
revealed that, when comparing the two 
options, permanent ST was more likely to 
result in a decrease in the prevalence of obe-
sity (−0.78% [−0.06% to −1.49%]) and stroke 
(−0.09% [−0.04% to −0.14%]) compared 
with DST (−0.51% [−0.09% to −0.93%] and 
−0.07% [−0.04% to −0.09%], respectively).5 
While direct evidence on the long-term 
effects of permanent DST remains limited, 
there is growing recognition that misalign-
ment between social and biological clocks, 
so-called social jet lag, can persist for several 
months beyond the initial transition period 

The hidden toll of longer evenings: 
BC’s experiment with transitioning 
to permanent daylight saving time

EDITORIALS

to DST.11 Permanent DST effectively delays 
morning light exposure, particularly during 
winter months, when the sun may rise as 
late as 9 a.m. in cities such as Vancouver and 
Victoria. Alternatively, permanent ST allows 
for better alignment of our internal circadian 
clock with the social clock, reducing the risk 
of social jet lag.12 Social jet lag has been asso-
ciated with increased risk of elevated BMI, 
metabolic syndrome,13,14 and mood deficits.15 
Professors in the UBC School of Nursing 
have published on this topic, indicating that 
“BC’s switch to permanent DST adds to the 
‘perfect storm’ for poorer adolescent sleep 
and mental health.”16 Multiple professional 
bodies, including the Canadian Sleep Soci-
ety, American Academy of Sleep Medicine, 
European Biological Rhythms Society, Euro-
pean Sleep Research Society, and Society for 
Research on Biological Rhythms, support 
permanent ST as the best option in terms 
of public health and safety.17-19  

However, potential benefits of perma-
nent DST should not be dismissed. Extend-
ed evening daylight may promote physical 
activity, social engagement, and economic 
activity, particularly in areas such as tourism 
and retail. However, anticipated energy sav-
ings remain uncertain and may be offset by 
increased consumption related to extended 
evening activities.

For physicians and surgeons, many of 
whom start work early in the day, perma-
nent DST can contribute to misalignment 
with the circadian clock. Delayed morn-
ing light exposure, combined with early 
start times and demanding schedules, may 
result in further sleep deprivation, fatigue, 
and impaired cognitive performance. At the 
same time, longer, brighter evenings may 
encourage later bedtimes, further contrib-
uting to sleep deficits.
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EDITORIALS

S haring an opinion is harder than it 
may seem.  

I tend to shy away from sharing 
my opinion unless I have data to back it 
up. After all, scientific data is the corner-
stone of truth and integrity in medicine. 
But data, among academics, can also be 
a defence mechanism. For example, it’s 
usually less threatening when someone 
counters an argument with data than when 
someone questions your opinion. 

Sharing an opinion exposes what we 
value, and it reveals our vulnerabilities. 
When someone questions our opinion, it 
can feel less like an academic debate and 
more like a personal attack. Data can be 
debated; feelings can be judged.

But here’s my opinion: feelings are 
tricky in medicine, and I don’t think we 
talk about them enough.

Of course, we inquire about our patients’ 
feelings. We validate and document their 
emotions, and we empathize, grieve, and 
rejoice alongside them. We keep their con-
fidence. In many cases, we can’t help it—we 
absorb, reflect, and ruminate over these dif-
ficult interactions, and then we repeat the 
cycle. 

But how often do we ask each other 
about our feelings?

In my position as editor-in-chief of 
the BCMJ, I have the privilege of hearing 
physicians’ voices from across the province, 
and I believe our profession is hurting. 
The heavy mental, physical, and emotional 
load required to do our jobs is taking a 
toll. Physicians often write to the BCMJ 
about burnout in medicine. But what do 
we really mean by burnout? 

Burnout has become an accepted place-
holder word, one that conceals a spectrum 
of quieter, harder-to-name emotions. 
Burnout is less personal and implies that 
a systems issue, rather than an emotional 
one, is the root cause of one’s failure to 
thrive at work. Underneath may lie guilt, 

shame, sadness, anger, fear, numbness, 
loneliness, or despair. Some of these feel-
ings may be related to our careers—to the 
moral distress of working in a system that 
cannot meet our patients’ needs or to the 
grief that accompanies inevitable poor 
outcomes in health care. But many feel-
ings are deeply personal and unrelated to 
medicine. Physicians are human, after all. 
How can we normalize acknowledging 
that humanity?

Perhaps we keep silent because we don’t 
want to burden each other, or we fear being 
penalized if getting the help we need inter-
feres with our patients’ needs, our complex 
schedules, or regulatory expectations. Per-
haps burnout also conceals a slow erosion 
of connection to purpose and meaning.

Medicine has long rewarded stoicism. 
We value resilience, objectivity, and data. 
We are trained to recognize pathology . . . 
but not every feeling needs to be patholo-
gized. Feeling is not at odds with being a 
good physician; it’s often the reason we 
are here.

When I review authors’ clinical submis-
sions, one of the most common things I 
ask them to include is a list of resources 
that might help BC physicians with the 
subject matter. I wish I had a simple list of 
resources that would meaningfully address 
this problem. Of course, there’s the Physi-
cian Health Program, and I hope you will 
write in and tell me about other resources. 
But what I believe would help the most is 
a broader, more open conversation around 
physician mental health—one that goes 
beyond burnout.

If you would like to share your feel-
ings, experiences, or perspectives on mental 
health, please write to us at the BCMJ. We 
are listening. n
—Caitlin Dunne, MD, FRCSC

Feelings are tricky in medicineOn a personal note, I find permanent 
DST appealing in some ways. It allows the 
opportunity for many people, including 
physicians, to spend evening time outdoors 
in daylight and engage in social and recre-
ational activities after work, which, in my 
opinion, contributes significantly to quality 
of life. As stated by Dr Schwandt in his 
editorial, these benefits, while difficult to 
quantify, are not trivial. Indeed, individual 
preferences, lifestyles, and chronotypes may 
influence how such a policy is experienced 
by everyone.

Ultimately, the decision to eliminate 
biannual clock changes appears reasonably 
supported from a public health and safety 
perspective. Whether BC selected the opti-
mal approach, however, is to be determined 
as we embark on this natural experiment. n
—Sepehr Khorasani, MD, MSc, FRCSC
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Re: The triple burden 
experienced by incarcerated 
people in British Columbia
I read with interest the article “The triple 
burden experienced by incarcerated peo-
ple in British Columbia: Mental illness, 
substance abuse, and poverty” in the April 
2026 issue of the BCMJ.1 As a physician, 
this subject has troubled me for years. The 
unrecognized elephant in the room is fetal 
alcohol spectrum disorder (FASD). The 
prevalence of FASD in the incarcerated 
adult population is disproportionately high, 
with estimates ranging from 17.5% to 46% 
depending on the setting and population 
studied, compared with general population 
estimates of 2% to 5% in Canada.2

An estimated 98% of individuals with 
FASD in Canada remain undiagnosed or 
misdiagnosed, and testing wait times range 
from 1 month to 4.5 years.3 The barriers to 
diagnosis and treatment are overwhelming.

The estimated cost of a comprehensive 
FASD diagnostic assessment in Canada, as 
of 2013, was $3110 to $4570.3 The cost of 
social welfare benefits for a person with a 
lifelong mental disability pension in BC is 
about $20 000 per year.4,5

The average cost per male prisoner in 
federal prison in 2020 was $126 000 per year; 
the average cost for women was 80% higher.6

One of my patients at a BC treatment 
centre was a pleasant, intelligent 35-year-old 
who had been in and out of prison since his 
mid-teens. He was an enforcer for a street 
gang. He thought he might have FASD, 
because he had trouble learning in school, 
he was illiterate, and his mother had alcohol 
use disorder. He asked me about FASD 
testing. He wanted to change his life, but 
the system was failing him. Upon release 
from prison, he attended Service BC as 
directed, where he was told to go to a com-
puter and fill out forms for social assistance. 
He couldn’t read, and he didn’t know how 
to use a computer. Embarrassed, he left, and 
he again resorted to criminal behavior to 
survive and avoid homelessness. I explained 
to him that FASD testing was available 
but that it was expensive and not covered 
by the health care system. He didn’t have 
the money. The cycle was destined to repeat 
itself indefinitely.

There are two reasons the federal and 
provincial governments need to provide 
FASD testing at no cost:

•	 Financial: Our governments are wasting 
taxpayers’ money (i.e., spending $126 000 
per prisoner for every year of incarcera-
tion versus approximately $5000 for a 
one-time FASD assessment and then 
$20 000 per year for social support). 

•	 Legal: Universal access to health care 
in Canada is a fundamental tenet of 
our national and provincial health care 
systems. Citizens with FASD are being 
denied their rights.

What will change this unacceptable situa-
tion? Physicians putting strong pressure on 
politicians and our criminal justice system. 
There is no cure for FASD, but we can end 
the needless incarceration of citizens with 
FASD who have a lifelong disability through 
no fault of their own and who deserve timely 
assessment, kindness, and lifelong social sup-
port as first-line treatment, not incarceration.
—Murray Trusler, MD, MBA, FCFP, FRRMS
Peachland
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Re: Commemorating 2 
centuries since the death of the 
inventor of the stethoscope
Thank you, Dr Amir Dolatabadi, for an 
interesting article about the inventor of the 
stethoscope, René-Théophile-Hyacinthe 
Laennec [BCMJ 2026;68:93-95,109].

In the article, Dr Dolatabadi noted that 
Laennec was inspired to invent the stetho-
scope after observing children playing in the 
Louvre; one child struck one end of a long 
wooden stick while another placed their ear 
at the opposite end, successfully perceiving 
the transmitted sound. In his Illustrated His-
tory of Medicine, Jean-Charles Sournia gave 
further information about the discovery of 
transmitted sound perception. He stated 
that Laennec observed a group of children 
whispering along pipes on a building site 
in the Tuileries Garden, next to the Louvre.

Evidently, the young people of Paris 
should be doubly credited for the medi-
cal potential of child’s play, perceived by 

Laennec on his strolls around the city.
It is sad, but unsurprising, that Laennec 

died an early death from tuberculosis, given 
that he spent his professional years using 
his invention to auscultate the chests of 
patients with respiratory symptoms, many 
of whom would have been suffering from 
consumption. His device could be regarded 
as responsible for his demise.
—Anthony Walter, MB BCh
Coldstream

Thanks to Dr Amir Dolatabadi for the 
article “Commemorating 2 centuries since 
the death of the inventor of the stetho-
scope” [BCMJ 2026;68:93-95,109]. It was 
an interesting and informative description 
of René-Théophile-Hyacinthe Laennec’s 
life and times.

Over my long career as a physician, there 
have been changes in stethoscope technol-
ogy and use. First, I was taught that, ideally, 
a stethoscope should be placed directly on 
the skin for the most accurate assessment 
of heart and lung sounds. While listening 
through thin clothing is possible—especial-
ly if the examiner applies firm pressure to 
negate sound attenuation—it can introduce 
artifacts and hide subtle, crucial sounds, 
reducing diagnostic quality. However, it 
appears that standard practice is now to 

place a stethoscope over one or sometimes 
two layers of clothing and to pronounce 
with confidence: “Your chest is clear.” Sin-
gle or double layers of light clothing can 
attenuate sound by 5 to 18 decibels. 

Second, in 2000, Dr David Littmann 
introduced the electronic stethoscope. Elec-
tronic stethoscopes are generally considered 
better for detecting subtle sounds like soft 
murmurs due to superior amplification and 
active noise cancellation, especially in loud 
environments. They offer higher diagnostic 
accuracy and are advantageous for clinicians 
with hearing loss, for telehealth, and when 
assessing obese patients. As an emergency 
physician, I found an electronic stethoscope 
very useful in my often noisy surroundings.

I have two questions: (1) Why are doc-
tors not applying stethoscopes to bare skin 
to maximize diagnostic accuracy? (2) Why 
are doctors not using electronic stethoscopes 
for better auditory performance, when so 
many of them are aging and their personal 
acoustic apparatus is failing?

Better use of the simple tools of clinical 
examination might reduce the spiraling costs 
of unnecessary imaging, speed up patient 
throughput, and reduce health care costs.
—Murray Trusler, MD, MBA, FCFP, FRRMS
Peachland

EDITORIALS
References continued from page 157
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Young men’s health in the 
age of the manosphere

A s the father of two young men, 
I am acutely aware of the chal-
lenges they face today, particularly 

when it comes to health and well-being. I 
am fortunate that both of my sons manage 
their health responsibly and approach life 
with emotional balance, despite the pres-
sures young men face in the current social 
and political environment. 

As physicians, we are trained to look 
for patterns that shape health. Increasingly, 
one pattern emerging in clinical encounters 
with young men is the influence of online 
culture—particularly the rise of what has 
been termed the “manosphere.” This loosely 
connected digital ecosystem spans social 
media platforms, podcasts, forums, and 
video channels, where influencers and com-
munities present as guides for young men 
navigating uncertainty. While some content 
offers practical advice or a sense of belong-
ing, much of its messaging promotes rigid 
models of masculinity that can undermine 
the very health men are seeking.

The health challenges facing young 
men today are both familiar and concern-
ing. According to Statistics Canada, young 
men are less likely to access primary care, 
less likely to seek help for mental health 
concerns, and more likely to engage in risky 
behaviors. They experience higher rates 
of injury, substance use, and suicide than 
their female peers. While these patterns are 
long-standing, the social context in which 
young men are growing up is changing. 
Digital spaces now play a powerful role in 
shaping how young men understand mas-
culinity and health.

Many of the young men we see are 

searching for direction. They face economic 
uncertainty, shifting expectations around 
gender roles, and fewer opportunities for 
community and mentorship. The mano-
sphere capitalizes on this uncertainty by 
offering a sense of belonging and simple 
prescriptions for success: pursue dominance, 
suppress emotion, distrust others, and pri-
oritize status. These narratives can resonate 
with young men who feel overlooked. 

From a health perspective, however, 
these messages can be deeply problem-
atic. In practice, they reinforce many of 
the barriers that prevent young men from 
accessing care. When emotional vulner-
ability is framed as weakness, young men 
may delay seeking help for depression or 
anxiety. When relationships are framed in 
terms of competition or control, opportuni-
ties for meaningful social connection—one 
of the strongest predictors of long-term 
health—are undermined. When masculinity 
is equated with toughness, it discourages the 
openness needed for honest conversations.

In clinical encounters, these dynamics 
often manifest subtly. A young man present-
ing with insomnia or fatigue may attribute it 

to stress, avoiding discussion of underlying 
anxiety. Another may dismiss symptoms 
of depression, believing he should simply 
push through. Others may focus on physi-
cal optimization—exercise, supplements, or 
body image—while neglecting emotional 
well-being. 

As physicians, our role is to not dismiss 
the motivations that draw young men to 
these spaces. Many are genuinely seeking 
discipline, purpose, and self-improvement—
goals that can support positive, healthy 
behaviors. Physical activity, goal setting, and 
personal responsibility are all valuable com-
ponents of well-being. The challenge is to 
reframe these aspirations within a healthier 
understanding of masculinity.

Mental health also deserves greater 
attention in discussions of men’s health. 
Young men often present late in the course 
of psychological distress. Encouraging 
emotional literacy is not merely a cultural 
exercise; it is a preventive health strategy. 
When young men develop the language and 
confidence to talk about stress, loneliness, 
or uncertainty, they are more likely to seek 
timely support.

In an era when digital voices often pres-
ent young men with simple yet damaging 
narratives about masculinity, physicians have 
an opportunity—and a responsibility—to 
offer a different message. The federal gov-
ernment is developing a national Men and 
Boys’ Health Strategy, a welcome step that 
supports this by offering an opportunity 
to engage young men more effectively and 
ensure they can access the care they need. n
—Adam Thompson, MD
Doctors of BC President

PRESIDENT’S COMMENT

In an era when digital 
voices present young men 
with simple yet damaging 

narratives about 
masculinity, physicians 

have an opportunity—and 
a responsibility—to offer 

a different message.
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W e all die at the end of living.” 
Alice said this to me in clinic 
over a decade ago, and it has 

never left me.
Frail people do not fare well in our acute 

care system.1 Why, then, are so many in 
acute care? While we speak of cultural 
humility, our medical culture often asks 
a vulnerable person in their last chapters 
of life to accomplish the impossible—in 
so doing, denying them their dignity and 
mortality. 

In BC, many people are told they are 
dying almost as they are about to die, often 
in acute care.2 Our communication strategy 
leaves critical gaps, backing up our health 
care system at every level. “Early and always” 
conversations are anything but the norm in 
our health care system.2,3 Rather, “late and 
difficult” conversations are commonplace. 
This means that a grandmother—a giver of 
hugs and a mentor in her family—is often 
made a patient and a system problem for 
significant periods in her final years.

Frailty and our path to death are seen 
and managed as failures. Our medical train-
ing often asks us to conspire with the domi-
nant medical culture and its approach to 
frailty rather than with our shared mortality.

Let me take you back to the clinic visit 
from over a decade ago. Alice had lived for 
well over 80 years when we met. I planned 
to “educate” her and have an awkward con-
versation about what our health care system 

“Talk with me about living”:  
The case for person-centred care in BC

This article is based on the experiences 

of the primary author, Dr Greg Andreas. 

It was written with support from 

Dr Katharine McKeen. This article is not 

necessarily the opinion of the Council on 

Health Promotion or Doctors of BC. This 

article has not been peer reviewed by the 

BCMJ Editorial Board.

should do “if ” her heart stopped—binary 
questions to satisfy our system’s needs.

With double my lived experience, Alice 
insisted on a plan for before the “if.” A plan 
for now and her best possible next. From her 
lips came the words that pivoted my life and 
my practice: “Dr Greg, talk with me about 
living. We all die at the end of living.” She 
wanted me to hear what living meant for 
her. She wanted me to trust her to tell me.

Alice redirected me, and, quietly, the 
work began. Work that joins that of many 
others—the work of including each other 
as time changes us. What happens when we 
simply ask each other about what we need 
to live? What if we include each other in 
the journey we are all on? What if we plan 
for the best possible evolving story? True 
person-centred care means listening as a 
means of honoring a human right. Curiosity 
about lived experiences creates a patient–
physician relationship that is human and 
dynamic, offering an incredible opportu-
nity to pivot medicine toward an upstream, 
transparent, person-centred model.3

“What Matters To You?” (WMTY) is 
a movement that encourages us to build 
this curiosity into our interactions.4 It 
reframes the clinical encounter from “What 
is the matter with you?” to “What matters 
to you?”—shifting the balance of power 
toward the person who knows best.4,5 Ask-
ing and listening to stories, life, and val-
ues inform how care evolves and how we 
accommodate each other’s needs.

Many of us are already quietly doing 
this, but without a shared vision and an 
expectation of change, the crisis could deep-
en. WMTY should be part of our health 
care and community DNA, because every-
one benefits when we share what keeps us 
alive.

“What Matters to You?” Day is cele-
brated internationally each year in June—a 
day dedicated to asking the question that 
should live in every encounter. I invite you 
and your community to mark it. Ask some-
one “What matters to you?” Then listen. It 
changes lives.

What matters to you about your path 
through life? Who are the Alices who can 
mentor you on your journey? n
—Greg Andreas, MB ChB, B Pharm
Palliative Care Lead for Cranbrook
Project Lead, Listening About Living

—Katharine McKeen, MD, MBA, FCFP
Council on Health Promotion Chair
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I n June and July 2026, the Musqueam, 
Squamish, and Tsleil-Waututh Nations; 
the Province of British Columbia; and 

the City of Vancouver will host seven FIFA 
World Cup 2026 (FWC26) matches at BC 
Place in Vancouver, with Vancouver Coastal 
Health (VCH) serving as the host health 
jurisdiction.1 With an estimated 350 000 
spectators expected and international visi-
tors from many regions over a concentrated 
period, the matches will take place alongside 
a large fan festival at the Pacific National 
Exhibition and related events across the 
city.1 For health care workers, FWC26 pres-
ents familiar health care and public health 
risks, similar to those posed by other large 
international events that regularly take place 
in BC. The foundation of health security is 
the ability to detect early clinical signals in 
emergency departments, urgent care settings, 
and laboratories well before they are visible 
through formal surveillance systems.2,3 

Provincial risk assessment and 
preparedness
Mass gatherings rarely introduce exotic 
health threats; rather, they increase the 
potential for familiar health risks at a dif-
ferent frequency, scale, and impact.4-6 The 
BC Centre for Disease Control (BCCDC) 
completed a provincial public health risk 
assessment for FWC26, considering 
increased population density, close con-
tact in indoor and outdoor venues, higher 
demands on food services, summer heat, 
wildfire season, and changes in social behav-
ior and transportation.  

FIFA World Cup 2026: Ensuring 
the BC health care system puts 
its best foot forward

This article is the opinion of the BC Centre 

for Disease Control and has not been peer 

reviewed by the BCMJ Editorial Board.

Examining the risks of health events 
using a World Health Organization mass 
gathering framework7 alongside a health 
impact risk assessment matrix based on 
probability and population health impact,8,9 
BCCDC categorized most public health 
risks as low, with the following assessed 
as moderate:
•	 Enteric infections related to food han-

dling and high-volume food service. 
•	 Respiratory viruses, including SARS- 

CoV-2 and seasonal influenza, with the 
potential for off-season or imported 
strains.

•	 Substance use–related harms, including 
toxic drug overdose and alcohol-associated  
injury.

•	 Environmental exposures, including 
heat events.

Other conditions, such as measles, sexu-
ally transmitted and bloodborne infections, 
vector-borne diseases, and zoonoses, were 
assessed as lower risk, with existing public 
health capacity expected to be sufficient. 
The communicable disease risk assessment 
findings were consistent with those shared 
earlier this year by Public Health Ontario,10 
the other host health jurisdiction in Canada. 

A small number of scenarios were classi-
fied as low likelihood but high consequence, 
including exposure to high-threat patho-
gens and deliberate biological or chemi-
cal exposure events. While unlikely, these 
scenarios reinforce the importance of clear 
reporting pathways and early escalation of 
clinical concerns.

Local and provincial planning for FWC26 
has focused on strengthening existing sys-
tems and on response planning proportional 
to risk. VCH, BCCDC, and the Office of 
the Provincial Health Officer have worked 
together closely on enhanced surveillance 

and coordination, including with provincial, 
national, and international partners. 

Be prepared for a variety of  
health risks
As FWC26 begins, health care workers are 
asked to apply their most valuable every-
day skills—point-of-care risk assessment, 
clinical judgment, and timely communica-
tion—to protect patients, colleagues, and 
the broader community during FWC26 
and year-round. Such clinical vigilance can 
be summarized in four familiar principles. 

Identify
Maintain a heightened index of suspicion, 
including unusual presentations, unexpected 
seasonality, disproportionate severity of ill-
ness, and clusters of similar symptoms. A 
history of recent travel or attendance at mass 
events is important, but the absence of a “clas-
sic” exposure should not be falsely reassuring.

Isolate
Early infection prevention and control 
measures remain essential when a com-
municable disease is suspected. Timely iso-
lation protects other patients and health 
care workers and preserves system capacity.

Inform
Early reporting is critical. Health care work-
ers should report unusual cases or clusters 
through established pathways to their 
regional health authority, which remains 
the primary point of contact for public 
health notification. Diagnostic certainty is 
not required to initiate a discussion; clinical 
concern alone is sufficient. Early notifica-
tion enables rapid risk assessment, access to 
specialized testing, and coordination across 
the health care system, if needed.
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Respond
Health care workers may also play a key role 
in treating noncommunicable conditions—
for example, heat-related illness, respiratory 
conditions related to poor air quality, and 
mechanical injuries. 

Ultimately, preparedness for FWC26 
rests on strong everyday systems and 
the skilled health care workers who sus-
tain them. Although only communicable 
diseases require public health reporting, 
early recognition and appropriate clinical 
management of both infectious and non-
infectious conditions, paired with timely 
communication of unusual or concern-
ing presentations, will support an effective 
health care system response during FWC26 
and year-round. n
—Bonnie Henry, MD, MPH, FRCPC
Provincial Health Officer, Office of the 
Provincial Health Officer

—Mark Lysyshyn, MD, MPH, FRPCP
Deputy Chief Medical Health Officer, VCH

—Jennifer Vines, MD, MPH, FRCPC, CCFP 
Public Health Physician, BCCDC 

Generative artificial intelligence use 
Microsoft Copilot was used to generate an early draft 
of this article based on an outline the authors provided 
and to generate text based on Microsoft PowerPoint 
slides that one author (J.V.) created.
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INTERVIEW

Access to medication abortion  
through community pharmacies in BC: 
Two-thirds offer timely dispensing
Dr Caitlin Dunne, BCMJ editor-in-chief, spoke with Drs Elizabeth Nethery, Wendy V. Norman, and 
Laura Schummers, three of the authors of the recently published JAMA Network Open article 
“Mifepristone access through community pharmacies when regulated as a routine prescription 
medication,” to discuss their research and the impact on patients and physicians. 

Caitlin Dunne, MD, with Elizabeth Nethery, PhD, Wendy V. Norman, MD, MHSc, FCFP, and Laura Schummers, ScD

Dr Dunne: Congratulations on publish-
ing your article in JAMA Network Open in 
November 2025, and thank you for telling 
us about your research. What were the main 
findings from your study?
Dr Nethery: In our team’s research, we 
found that two-thirds of BC pharmacies 
can provide the mifepristone-misoprostol 
medication abortion regimen, also known 
as the abortion pill, within 3 days. However, 
when pharmacies were unable to provide 
the abortion pill, the information provided 
to patients about where to obtain the medi-
cation was often inadequate, potentially 
creating barriers for patients seeking access 
to this essential and time-sensitive health 
service. 

Dr Dunne: Could you give us a brief history 
of medication abortion in Canada?
Dr Norman: Since 2017, any physician or 
nurse practitioner in BC can prescribe the 
mifepristone-misoprostol pill combina-
tion for medication abortion as a standard 
prescription without restrictions. Previous 
research has demonstrated that Canada’s 
approach to medication abortion, which 

was globally unique at the time, has been 
safe, has not substantially increased abor-
tion rates, and has shifted more than half 
of abortions from procedural to medication. 
In Ontario, the number of practitioners 
who provide abortion care has increased, 
although access issues remain in Alberta, 
with few pharmacies stocking the abortion 
pill. Access to mifepristone-misoprostol in 
BC has not yet been reported.

Dr Dunne: Describe the mystery caller sur-
vey you used for your study.
Dr Schummers: To understand abortion 
pill access in BC, our team conducted a 
province-wide mystery caller survey, for 
which we contacted all BC pharmacies list-
ed on the College of Pharmacists of Brit-
ish Columbia’s website between July and 
August 2024. Callers posed as patients with 
a prescription for mifepristone and asked if 
they could pick up the medication within 
3 days. We successfully contacted 98.5% of 
pharmacies listed (n = 1460). Using publicly 
available information, we mapped pharmacy 
locations against locations where females 
15–49 years of age live.  

Elizabeth Nethery, PhD

Laura Schummers, ScD

Wendy V. Norman, MD, MHSc, FCFP

Dr Nethery is a postdoctoral research fellow in the Collaboration for Outcomes Research and 

Evaluation, Faculty of Pharmaceutical Sciences, University of British Columbia, and the lead 

author of the study. Dr Norman is a professor in the Department of Family Practice, Faculty 

of Medicine, UBC. Dr Schummers is an assistant professor in the Collaboration for Outcomes 

Research and Evaluation, Faculty of Pharmaceutical Sciences, UBC.
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Dr Dunne: What were your findings about 
the availability of the abortion pill?
Dr Nethery: In BC, 66% (n = 962) of phar-
macies said they could provide the abortion 
pill within 3 days; of those that could not, 
12% (n = 169) provided a valid referral. This 
left more than one in five pharmacies (23%, 
n = 329) that were unable to provide the 
abortion pill in a timely way and gave a 
poor or inadequate referral. 

While most (99%) reproductive-age 
females in BC lived within a reasonable 
travel time of at least one pharmacy that 
would provide the abortion pill, this was not 
universal. In some areas—especially Van-
couver and Victoria—less than half of local 
pharmacies reported that they could provide 
the abortion pill within 3 days. We also found 
that when pharmacies could not provide the 
abortion pill, most (66%) gave inaccurate or 
poor information about where to go next. 

This confirms what patients have  
reported—access is not always good or  
easy. In many cases, patients might first 
approach nondispensing pharmacies and, 
thus, bear the burden of calling around—
potentially adding stress, worsening inequi-
ties, and delaying access to care. 

Dr Dunne: What advice do you have for phy-
sicians or others who prescribe mifepristone- 
misoprostol?
Dr Schummers: There are several things 
prescribers should consider incorporating 
into their practice:
•	 Identify local pharmacies that regu-

larly have the mifepristone-misoprostol 
abortion pill regimen and communicate 
with patients about where to best access 
this medication in their community.

•	 When unsure of local pharmacy access 
(e.g., if prescribing by telehealth), advise 
patients to call first to make sure the 
pharmacy they contact can dispense 
the medication. 

•	 Counsel patients that this medication is 
fully covered through PharmaCare Plan 
Z with a BC Personal Health Number 
or under Exceptional Plan Z during 
the Medical Services Plan enrolment 
waiting period. 

•	 Advise patients that they may confirm 
with the pharmacist that no private 
insurance will be billed, particularly 
if they have confidentiality concerns 
related to a shared private drug plan.

•	 Let patients know they should expect 
respectful care from pharmacies for 
abortion pill dispensation. Any patient 
who experiences negative interactions at 
a pharmacy (which has been described 
in other regions in Canada) can report 
this to the College of Pharmacists of 
British Columbia. 

Dr Dunne: Are there any clinical updates 
that physicians should be aware of? 
Dr Norman: Medication abortion is indi-
cated by Health Canada up to 63 days from 
the last menstrual period but is safe to use 
up to 70 days after the last menstrual period. 
Ultrasound before medication abortion is 
no longer mandatory. Gestational age can 
be estimated from last menstrual period 
and clinical history or with physical exami-
nation; ultrasound is recommended when 
uncertainty exists. Evidence also supports 
mifepristone-misoprostol for medical man-
agement of first-trimester miscarriage, so 
these practice considerations are impor-
tant for both miscarriage management and 
medication abortion. Up-to-date informa-
tion on medication abortion can be found 
at https://caps.sogc.org. n

Suggested reading

American College of Obstetricians and Gyne-

cologists. Improving access to mifepris-

tone for reproductive health indications: 

Position statement. June 2018. Accessed 

18 January 2026. www.acog.org/clinical- 

information/pol ic y-and-posit ion- 

statements/position-statements/2018/

improving-access-to-mifepristone-for-

reproductive-health-indications.

Brennand EA, Scime NV, Huang B, et al. Not 

here, not now: A mystery caller study of 

availability of mifepristone in community 

pharmacies in Alberta, Canada. Contracep-

tion 2025;149:110945. 

Government of British Columbia. Plan Z (As-

surance). Updated 27 December 2024. 

Accessed 13 January 2026. www2.gov.

bc.ca/gov/content/health/practitioner-

professional-resources/pharmacare/plans/

plan-z.

Guarna G, Kotait M, Blair R, et al. Approved 

but unavailable: A mystery-caller survey of 

mifepristone access in a large Ontario city. 

J Obstet Gynaecol Can 2023;45:102178.

Nethery E, Xu C, Chan CSY, et al. Mifepris-

tone access through community phar-

macies when regulated as a routine 

prescription medication. JAMA Netw Open 

2025;8:e2542096. https://doi.org/10.1001/

jamanetworkopen.2025.42096. 

Norman W, Darling L, Kaczorowski J, et al. Is 

medical abortion feasible in primary care? 

Regulating mifepristone as a normal pre-

scription: Effect on abortion workforce. 

Ann Fam Med 2023;21(Suppl 1). https://

doi.org/10.1370/afm.21.s1.3602.

Schreiber CA, Creinin MD, Atrio J, et al. Mife-

pristone pretreatment for the medical 

management of early pregnancy loss. N 

Engl J Med 2018;378:2161-2170. https://

doi.org/10.1056/NEJMoa1715726.

Schummers L, Darling EK, Dunn S, et al. Abor-

tion safety and use with normally pre-

scribed mifepristone in Canada. N Engl J 

Med 2022;386:57-67. https://doi.org/10. 

1056/NEJMsa2109779.

Schummers L, Dunn S, Cheng L, Norman WV. 

Trends in abortion rates in Ontario, Can-

ada. JAMA Netw Open 2025;8:e254516. 

https://doi.org/10.1001/jamanetworkopen. 

2025.4516.

Society of Obstetricians and Gynaecologists 

of Canada. Medication abortion prescrib-

ing resources. Accessed 13 January 2026. 

https://caps.sogc.org/prescribing.
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medication abortion . . . 
has been safe, has not 

substantially increased 
abortion rates, and 

has shifted more than 
half of abortions from 

procedural to medication.
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PREMISE

A ll through medical school, we were 
warned about burnout. There were 
lectures on resilience; mindful-

ness workshops; and the occasional wellness  
session reminding us to take breaks, breathe 
deeply, and remember our purpose.

During residency, those messages felt 
oddly detached from reality. On long call 
shifts, my colleagues and I survived on caf-
feine and whatever snacks we could fit into 
our pockets. We were told to take better care 
of ourselves, to be more mindful, to breathe 
through it. But something felt off. We were 
being given tools to manage ourselves, not 
the work.

I promised myself that things would be 
different once I was in independent practice. 
They weren’t.

When I finished training, I assumed that 
overseeing my own practice would make 
things easier. I thought autonomy would 
translate into fewer headaches. Instead, I 
found myself just as tired, if not more so. 
Not from clinical work, but from a steady 
drip of small administrative tasks that filled 
every gap in every day.

Burnout isn’t personal— 
It’s structural
Change comes from eliminating inefficient work systems and 
introducing tools to better manage those systems.

Sarah Baldwin, MD, CCFP

As physicians, endurance is built into us. 
It is how we get into medical school. It is 
how we survive long days and nights, physi-
cal discomfort, and the emotional weight 
of caring for other people. We learn early 
how to push through exhaustion and keep 
going. That ability serves us well in many 
parts of medicine.

But once I was in practice, I realized I 
was using that same endurance to tolerate 
something else entirely. Instead of question-
ing why the work felt so heavy, I pushed 
through. I told myself this was just the cost 
of the job. That this was what I had signed 
up for. The low-grade fatigue from sched-
uling problems, missing forms, repeated 
phone calls, and fragmented workflows 
became background noise. It felt normal. 
It felt inevitable.

That assumption is powerful. It allows 
poorly designed systems to persist with-
out being questioned. We compensate. We 
adapt. We keep going. In the process, we 
absorb inefficiencies that do not need to 
exist.

Measuring the invisible workload
A few years into practice, I noticed how 
much administrative work had crept into 
my clinical time. Charting, scheduling, and 
follow-up coordination routinely spilled 
into evenings and weekends. Even on days 
when clinic ran smoothly, I felt behind. 
My MOA was equally stretched, juggling 
phones, documents, and interruptions that 
never quite stopped.

This did not feel like a personal failing. 
It felt like something was wrong with how 
the work was set up.

What made it harder to name was how 
invisible the problem was. The schedule 
could run on time. Patients could be seen. 
And still, the day would end in exhaustion. 
It was not one big thing. It was the accumu-
lation of many small, preventable frictions 
that had quietly become part of the job.

I began paying attention to a very spe-
cific signal. Whenever I felt a particular 
kind of irritation, the buzzing frustration 
that comes from redundancy rather than 
complexity, I wrote down what I had just 
been doing. It was not the irritation of a 
complex diagnosis or a difficult conversa-
tion. It was a physical feeling that built up 
quietly over the day, and if it went on long 
enough, it would tip into a dry cough. My 
staff eventually started calling it my “paper-
work allergy” cough.

That buzzing feeling showed up in the 
same situations again and again. Re-entering 
information that already existed. Manually 
creating files for referrals that had already 
arrived. Discovering eligibility issues only 
after a visit had happened. Over time, the 
pattern became obvious. This was not the 
irritation of medicine being hard. It was the 
irritation of work that did not need to exist.

Once I started writing these moments 
down, I could not unsee them.

Rather than treating these frustrations 
as personal weaknesses, I approached the 
clinic deliberately as a quality improvement 
exercise, loosely following a plan–do–study–
act approach. Over several weeks, my MOA 
and I tracked how administrative time was 
spent during the clinic day. We recorded 
how long common tasks took, noted when 
work was interrupted or repeated, and 
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logged follow-up tasks that arose because 
information was missing or incomplete. 
In parallel, I kept a simple running list of 
moments that triggered that “paperwork 
allergy,” treating it as a signal of redundancy 
or unnecessary effort. Working together, 
this gave us a practical map of where admin-
istrative time accumulated and which steps 
generated the most rework.

Redesigning instead of coping
We did not set out to overhaul the clinic. 
The goal was simply to stop carrying work 
that did not need to be carried.

Wherever possible, we stopped manually 
overseeing tasks that could happen reliably 
without us. Information was entered once 
instead of being gathered and re-entered. 
Appointments were booked and confirmed 
without phone calls. Eligibility was checked 
automatically instead of being discovered 
late. Referrals and faxes triggered patient 
files in the background instead of sitting in 
an inbox waiting for someone to download, 
name, and upload each document by hand.

None of this changed the clinical work. 
It changed how much clerical supervision 
the day required.

Visits no longer began with a scramble 
for missing information. The day was inter-
rupted less often by problems that could 
have been prevented. Each change was 
small. Together, they made the work feel 
different.

What changed was not just a handful 
of tasks. It was the constant background 
work of searching, reminding, resend-
ing, and compensating. The quiet mental 
effort of remembering what was missing, 
who needed what, and which loose ends 
were still floating around. The small acts 
of administrative heroism that made the 
day run but left no trace once they were 
done. When those things disappeared, the 
work felt lighter in a way that was hard to 
measure but impossible to miss.

Not all of this work needs to be done 
by clinicians or their staff. Some of it is 
simply work that should not be manual in 
the first place. There are systems designed to 
handle scheduling, intake, documentation, 

and verification more reliably than humans 
can, especially at scale. Using them thought-
fully does not replace clinical judgment. It 
removes the need for constant supervision 
of clerical steps that add no clinical value.

Within weeks, clinic days stopped bleed-
ing into evenings. Interruptions dropped. 
The work felt more contained. For the first 
time in years, I could close my laptop at the 
end of the day and actually feel done.

What this changed
The exhaustion I had been calling burnout 
felt different once the background noise 
quieted. It was not that medicine had 
become easy. It was that it no longer felt 
unnecessarily hard.

I do not think this is about resilience. 
Physicians already have plenty of that. I 
think it is about design.

In health care, it has become normal for 
a substantial portion of physicians’ working 
time, often estimated at about one-third, to 
be consumed by clerical and administrative 
work rather than patient care.¹ Much of that 
work exists to compensate for fragmented 
systems, not to deliver medicine.

In most fields, a system that routinely 
consumed this much professional time 
through duplication and rework would be 
questioned. In health care, it often is not.

Reclaiming that time is not just about 
physician well-being. It is about patient 
access. Every hour spent clicking boxes or 
chasing missing information is an hour that 
is not spent seeing patients.

How this can be replicated
This approach does not require specialized 
tools. It can begin with a defined observa-
tion period of 1 to 2 weeks, during which 
the goal is not to fix anything but simply 
to notice it. During that time, track how 
administrative work enters the day. Write 
down each recurring task, how often it 
appears, and whether it interrupts clinical 
work or generates follow-up.

Next, group these tasks into broad cate-
gories such as scheduling, intake, document 
handling, eligibility issues, and postvisit 
follow-up. Pay particular attention to tasks 

that involve duplication, re-entry of infor-
mation, or repeated back-and-forth, as these 
are often the highest-yield targets.

From there, choose one or two processes 
to redesign. Make small changes rather than 
sweeping ones. Test them, observe what 
improves or breaks, and adjust. The goal is 
not to eliminate work but to reduce rework, 
interruptions, and unnecessary supervision. 
Revisit the system regularly, as workflows 
tend to drift back toward complexity over 
time.

A shift in perspective
I did not set out to optimize workflows. I set 
out to survive. What started as self-defence 
became a different way of looking at my work.

Making the system quieter changed how 
I showed up. I listened better. I felt less 
rushed. My patients noticed.

The work did not become meaningful 
because it was more efficient. It became 
sustainable enough to keep doing.

I am not advocating for a single solution. 
Every clinic’s reality is different. But the 
mindset is transferable. Notice what cre-
ates that buzzing sense of pointless effort. 
Write it down. Look for patterns. Ask 
whether the work is necessary, or whether 
it is compensating for something that could 
be redesigned.

We cannot meditate our way out of 
structural problems. If we want healthier 
clinicians and better access for patients, we 
need systems that work with us, not ones 
that rely on our endurance to hold them 
together. n
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ABSTRACT

Background: Concussions are common among 

adolescents, and disordered sleep may influ-

ence symptom severity and recovery. We 

explored how sleep–wake symptoms present 

in adolescents with persisting postconcussion 

symptoms and how sleep disturbances affect 

their recovery.

Methods: We conducted an exploratory study 

at the Adolescent Complex Concussion Clinic 

(G.F. Strong Rehabilitation Centre) to examine 

sleep-related issues in adolescents aged 12 to 

18 years who had been treated at the clinic 

for persisting postconcussion symptoms. We 

reviewed the charts of 49 adolescent patients 

and conducted semi-structured interviews 

with 12 patients. The patients who were inter-

viewed were from the same clinic but not spe-

cifically from the 49 chart-review patients.

Concussion and sleep  
in adolescents
Identifying and appropriately managing sleep disturbances is a critical aspect 
of care for adolescents suffering from persisting postconcussion symptoms.

Olivia Hill, Catherine Boudreau, Scout McWilliams, MD, Ryan Takagi, Chamin Wanasundara, MD, 
Melvin Chin-Hao Chan, MA, Alexander Mark Weber, MSc, PhD, Calvin Kuo, PhD, Jacqueline Purtzki, 
MD, FRCPC, Osman S. Ipsiroglu, MD, FRCPC, PhD, MBA, MAS

Results: Seventy-one percent of patients report

ed moderate to severe tiredness/fatigue at 

intake. Sleep disturbances on the Rivermead 

Post Concussion Symptoms Questionnaire  

were positively correlated with restlessness, 

fatigue, and bedtime worrying. Three key themes  

were identified from the semi-structured  

interviews: persistent sleep disturbances, chal-

lenges related to restricted daily activities, and 

a desire for clearer explanations of care plans. 

In both the chart review and the interviews, 

difficulty initiating sleep, restlessness, and 

daytime impairment were prominent. 

Conclusions: Our findings highlight the need 

for targeted assessment and management of 

sleep disturbances as an essential component 

of care for adolescents experiencing prolonged 

postconcussion symptoms.

Background
In Canada, pediatric mild traumatic brain 
injuries, commonly referred to as concus-
sions, are highly prevalent—an estimated 
35 000 children and adolescents aged 5 to 
19 years sustained a concussion in 2022, 
and emergency department visits for these 
injuries have doubled in recent decades.1,2 
These numbers likely do not fully represent 
the true incidence, because many concus-
sions are not reported. While most ado-
lescents make a full recovery by 1 month, 
symptoms that persist beyond 28 days are 
referred to as persisting postconcussion 
symptoms. They affect 33% of pediatric 
patients at 1 month and approximately 
15% to 20% at 3 months.3 The high preva-
lence of persisting postconcussion symp-
toms among adolescents highlights the need 
for standardized protocols in concussion 
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care4 and a harmonized multidisciplinary 
approach. Adolescents and children respond 
differently to concussion than adults do, 
and they often have prolonged recover-
ies. Well-recognized risk factors for the 
development of persisting postconcussion 
symptoms include adolescence, female sex, 
anxiety or depression, history of migraines, 
headache as an initial symptom, fatigue, 
sensitivity to noise, and previous concus-
sion with symptoms lasting longer than 1 
week.3,5 More recently, pre-existing sleep 
disorders have also been recognized as an 
independent predictor of persisting symp-
toms following concussion.6

Emerging research has identified sleep 
as a factor that influences symptom severity 
and the trajectory of concussion recovery; 
adolescents who suffer from sleep distur-
bances are more likely to have reduced 
quality of life, exacerbated symptoms, and 
prolonged recovery times.7-10 Therefore, 
identifying and appropriately managing 
sleep disturbances is a critical aspect of care 
for adolescents with persisting postconcus-
sion symptoms. However, in the community 
setting, sleep disturbances are often over-
looked or not systematically evaluated due 
to limited access to sleep specialists and 
sleep testing; thus, they become a cause of 
systemic bias in clinical practice.11 Despite 
many years of clinical reporting, it remains 
unclear whether postconcussion sleep dis-
turbances are due to an underlying sleep 
disorder, poor sleep health (e.g., reduced 
duration of sleep, nonrestorative sleep) 
secondary to abrupt lifestyle changes after 
concussion,12 or direct disruption of neural 
networks.

Our primary objective in this study was 
to explore the presentation and personal 
experiences of adolescents with persist-
ing postconcussion symptoms who were 
referred to a quaternary-level interdisci-
plinary provincial concussion clinic based 
on a sleep–wake behaviors perspective. Our 
goals were (1) to explore how sleep–wake 
symptoms in adolescents with persist-
ing postconcussion symptoms present in 
clinical practice and (2) to recognize the 
negative impact of sleep disturbances on 

postconcussion symptoms and patient 
perceptions of recovery. Although empiric 
evidence for the management of persisting 
postconcussion symptoms in adolescents 
remains limited, our qualitative exploratory 
study may provide information about the 
type of sleep challenges pediatric patients 
face after a concussion and thus reinforce 
the need for tailored management of sleep 
symptoms.

Methods
We conducted our study at the Adoles-
cent Complex Concussion Clinic (AC3) 
at the G.F. Strong Rehabilitation Cen-
tre, the only interdisciplinary provincial 
pediatric program that targets adolescents 
between the ages of 12 and 18 years who 
suffer from prolonged concussion symp-
toms and live in British Columbia, a prov-
ince with approximately 1 million children 
and adolescents [Box 1]. We reviewed the 
charts of adolescent patients who had 
been treated at the AC3 for persisting 
postconcussion symptoms (University of 
British Columbia Behavioural Research 
Ethics Board ID H19-01186). We then 
conducted semi-structured interviews 
with AC3 patients to capture their lived 
experience with persisting postconcussion 
symptoms (University of British Columbia 
Behavioural Research Ethics Board ID 
H21-02911). The patients who were inter-
viewed were from the AC3 clinic but not 
specifically from the chart-review patients.

Clinical presentations
Patient data collected prospectively includ-
ed demographics (e.g., age, sex); concussion 
history (e.g., total number of concussions, 
date of most recent injury, most recent 
mechanism of injury); and sleep-related 

items from three standardized question-
naires completed at first presentation to 
the clinic: the Rivermead Post Concus-
sion Symptoms Questionnaire (RPQ),13 
the Kutcher Adolescent Depression Scale 
(KADS),14 and the Patient-Reported Out-
comes Measurement Information System 
(PROMIS) anxiety scale.15 We also ana-
lyzed patients’ clinical reports to find indi-
cators of the five domains of the explorative 
BEARS mnemonic: B stands for bedtime 
(exploring situations associated with dis-
orders of initiating sleep), E stands for 
excessive daytime sleepiness (affected day-
time functioning due to potential sleep 
disorders), A stands for awakenings (chal-
lenges with sleep maintenance), R stands for 
routines/regularity, and S stands for snoring 
(as the core symptom of sleep-disordered 
breathing).16

We used IBM SPSS Statistics to conduct 
our statistical analysis. Spearman’s correla-
tions were calculated to determine the rela-
tionship between “sleep disturbance” reported 
in the RPQ and other sleep–wake symptoms 
reported in the RPQ (e.g., “fatigue, tiring 

The AC3 at the G.F. Strong Rehabilita-
tion Centre was created in 2012 to 
provide provincewide interdisciplin-
ary outpatient concussion treatment 
for youth 12 to 18 years of age with 
persisting postconcussion symptoms, 
coexisting risk factors or condi-
tions, and complex presentations, 
which often prolong and complicate 
recovery. 

Follow-up is provided for return to 
learning, sports, and social activities.

The AC3 team consists of occupa-
tional therapists, G.F. Strong School 
Program teachers, a pediatric and 
adolescent physical medicine and 
rehabilitation specialist, a physio-
therapist, a neuropsychologist, and a 
social worker.

BOX 1. Adolescent Complex Concussion Clinic 
(AC3), G.F. Strong Rehabilitation Centre.

Sleep dysfunction is both 
a symptom of concussion 

and a risk factor for 
persisting postconcussion 
symptoms in adolescents.
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more easily”; “restlessness”), the KADS (e.g., 
“feeling tired, feeling fatigued, low in energy, 
hard to get motivated, have to push to get 
things done, want to rest or lie down a lot”), 
and the PROMIS anxiety scale (e.g., “I worry 
when I go to bed at night”). 

Semi-structured interviews
The results of the chart review guided the 
questions for the semi-structured inter-
views. Four categories of interest were 
identified: (1) concussion experiences and 
symptoms directly following the most 
recent concussion; (2) persistent symptoms, 
including sleep difficulties in follow-up; 
(3) treatment-related patient perspectives, 
with a focus on the patient’s involvement 
in decision making; and (4) willingness of 
the patient to participate in future research, 
given their individual experiences.

Inclusion criteria required participants 
to be former AC3 patients who had been 
treated between the ages of 12 and 18 years, 

were between 13 and 30 years at the time 
of the interview, and were fluent English 
speakers. Participants were recruited via 
email invitation. Once a potential partici-
pant expressed interest, research assistants 
scheduled a phone conversation to review 
the consent/assent forms and ensure their 
comprehension. Assent was obtained from 
participants aged 13 to 18, in conjunc-
tion with parental consent. Consent was 
obtained only from participants aged 19 or 
older. Participants received $25 in compen-
sation. Two research assistants conducted 
the interviews using the university-licensed 
version of Zoom. Both video and audio were 
recorded for transcription and stored via 
Zoom cloud recordings. Transcripts were 
anonymized, and three research assistants 
analyzed the data using descriptive statistics 
for each domain (demographics, symptoms, 
sleep disturbances, perception of treatment, 
future research) and category/question (e.g., 
keywords used repeatedly). 

Results
Clinical presentations
In total, 50 patient charts were reviewed. 
One patient was excluded due to missing 
chart information; therefore, 49 patients 
(aged 12 to 18 years at the time of treat-
ment) were included in the study. Using the 
BEARS screening concept, 43/49 (88%) 
patient charts reported altered sleep–wake 
behaviors [Table]. 

The most prevalent sleep–wake issues 
identified by the sleep-related items on the 
questionnaires were “fatigue, tiring more 
easily” on the RPQ—reported as mod-
erate or severe (on a scale of not experi-
enced, mild, moderate, or severe) by 71% 
of patients—and “feeling tired, feeling 
fatigued, low in energy, hard to get moti-
vated, have to push to get things done, want 
to rest or lie down a lot” on the KADS ques-
tionnaire, which affected 70% of patients 
most or all of the time (on a scale of some, 
much, most, or all of the time). Thirty-three 
percent of patients rated “restlessness” as 
moderate or severe on the RPQ.

“Sleep disturbance” was positively cor-
related with “restlessness” on the RPQ 
(Spearman’s r = 0.554, P < .01); with “feel-
ing tired, feeling fatigued, low in energy, 
hard to get motivated, have to push to get 
things done, want to rest or lie down a lot” 
on the KADS questionnaire (Spearman’s r = 
0.566, P < .01); and with “I worry when I 
go to bed at night” on the PROMIS anxiety 
scale (Spearman’s r = 0.360, P < .05). 

Semi-structured interviews
We conducted interviews with 12 patients 
(mean age = 18.67 years; eight males and 
four females) [Figure 1]. All of them led 
active lifestyles: five participants played con-
tact sports, and the others participated in 
noncontact sports. All but two participants 
had experienced a sport-related concussion. 
On average, 12% of the interview time was 
spent discussing sleep (range = 6% to 23%).

Nighttime experiences: When asked about 
their sleep prior to their concussions, only 
two participants reported having difficulty 
sleeping. Following their concussions, all 

Characteristic n (%)

  Age Mean: 15 ± 1.7 years

  Male/female 25 (51)/24 (49)

  Time from last concussion to intake Mean: 3.4 ± 3.7 months

Cause of concussion

 � Sport/recreation (e.g., “hit head on ice while playing hockey,” 
“thrown from a horse”)

38 (78)

  Transport (e.g., “collided with a car while bicycling”) 6 (12)

 � Head struck object (e.g., “hit head on metal door,” “hit head against 
iron ladder”)

5 (10)

Number of concussions Mean: 2.7 ± 1.5

  1 12 (25)

  2–5 34 (69)

  ≥ 6 3 (6) 

Additional sleep items (BEARS)

  Bedtime 19 (39)

  Excessive daytime sleepiness 33 (67)

  Awakenings 8 (16)

  Routines/regularity 26 (53)

  Snoring 1 (2)

TABLE. Characteristics of study participants treated at the Adolescent Complex Concussion Clinic. 
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12 participants reported at least two night-
time symptoms that affected their sleep 
[Figure 1]. One participant mentioned 
their sleep experiences only once, but when 
asked about their nighttime symptoms, they 
reported difficulty falling asleep (up to 1 
hour), nighttime restlessness in their lower 
limbs, and nightly awakenings. 

Participant statements were selected 
based on their clarity and relevance. One 
participant, who suffered two concussions 
from playing lacrosse, elaborated on their 
insomnia experiences when asked about 
sleep changes prior to and following their 
concussion and identified their main dif-
ficulties: “I could sleep pretty well before; 
it would take me like 15 minutes to fall 
asleep, which was like pretty good, but after 
my concussions, and still kind of now, it 
takes me about an hour to fall asleep, or 
like half an hour if I’m like really tired, 
but I can never fall asleep right away. I’m 
always moving my legs. I don’t know what 
I’m doing . . . just when I’m sleeping, my 
legs are just always moving for a while. I 
don’t know why.”

Daytime experiences: Irritability was the 
most common daytime symptom, followed 
by headaches, sensitivity to light and noise, 
memory disturbances, fatigue, fidgeting/

restlessness, dizziness, and posttraumatic 
stress symptoms [Figure 1]. One partici-
pant described daytime and nighttime irri-
tability and restlessness as a continuum: 
“I needed a lot—a lot—of sleep. But I 
wouldn’t be able to sleep, like I wouldn’t 
be able to, you know, be able to fall asleep. 
I would be a little restless, and I was very 
irritable. That’s another symptom. So I was 
always hyperactive and agitated in my head. 
Never very calm.”

Lifestyle experiences: All participants 
described how their lives were affected by 
limitations. Seven participants experienced 
challenges returning to school following 
their concussions, with three of them men-
tioning that the school setting increased 
the severity of their symptoms. One par-
ticipant expressed the emotions associated 
with their new limitations: “More of kind 
of like anxiety, in a sense. . . . I wasn’t as 
outgoing, type of thing. I kind of more kept 
to myself. . . . When I got [the concussion], 
it kind of like took me out from playing 
sports and everything; it kind of just like 
built up even more.”

Experiences with treatment: Nine of the 
12 participants felt adequately involved in 
decisions about their treatment. The other 

three either did not feel involved, felt they 
were not involved because of their age, or 
were not asked during their interview. 

Discussion 
Given the high prevalence of adolescent 
concussions in Canada1 and the associa-
tion between concussions and sleep dis-
turbances,17 we explored how sleep–wake 
symptoms present in adolescents with per-
sisting postconcussion symptoms and how 
sleep disturbances affect their recovery. To 
our knowledge, this is the first report of 
semi-structured qualitative interviews con-
ducted with adolescents who suffer from 
persisting postconcussion symptoms. A 
review of national and provincial concus-
sion guidelines that include the pediatric 
population [Figure 2] identified sleep as a 
main consideration in the management of 
concussions.18-20 

Our data showed that daytime impair-
ments, which were captured by questions 
about tiredness, fatigue, and the need to 
rest or lay down, were the most significant 
sleep–wake symptoms reported on two sep-
arate questionnaires at the time of initial 
consultation, with 71% of the chart review 
patients rating these symptoms as moder-
ate or severe and 70% stating they occurred 
most or all of the time. Additionally, 88% 

FIGURE 1. Postinjury symptoms reported by interview participants.

Participant code
Age
Sex

Number of concussions

5 6 7 10 4 9 11 12 8 2 1 3
19 18 19 20 15 20 19 20 21 17 17 19
M F F M F F M M M M M M
1 1 1 1 2 2 2 2 4 5 5 10

Difficulty falling asleep
Morning tiredness

Awakenings
Increased sleep/altered routines

Nighttime restlessness
Nightmares

Irritability 
Headaches

Daytime symptoms

Sensitivity to light and noise
Memory disturbances

Fatigue
Fidgeting/daytime restlessness

Dizziness
Posttraumatic stress symptoms

Nighttime symptoms
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of the chart review patients had at least 
one altered sleep–wake behavior based on 
the explorative BEARS screening concept. 
Evidence has shown that sleep dysfunc-
tion is both a symptom of concussion and 
a risk factor for persisting postconcus-
sion symptoms in adolescents.6,21 Notably, 
Milewski and colleagues found that middle 
school and high school athletes who slept 
less than 8 hours per night were 1.7 times 
more likely to sustain a sport injury, includ-
ing a concussion.22 This raised the question 
about whether screening athletes for sleep 
disturbances and providing sleep health 
counseling would reduce the incidence of 
concussion in this population [Box 2], par-
ticularly considering the increased atten-
tion on concussion education and awareness 
among interested parties.23 

Follow-up appointment to address:
•	 Symptom severity. 
•	 Functional status.
•	 Return to school/activity/sport status.

Repeat the focused exam if the patient has continued sleep disturbances 
lasting more than 1–2 weeks.18 

The BC Injury Research and Prevention Unit published a study in 2024 
indicating that 76% of children and youth (aged 5 to 18 years) who had 
concussions did not receive any follow-up care.19

If symptoms persist past 4 weeks, the patient could be suitable for the 
Adolescent Complex Concussion Clinic. Admission criteria include the 
following:

1.	 Aged 12 to 17 years, or 18 years of age and in high school.

2.	 Diagnosed with a complex concussion in the last 12 months. Complex 
concussion is characterized by either: 

a.	 Persistent symptoms for more than 1 month postconcussion.

b.	 Persistent symptoms of less than 1 month postconcussion with at least 
one of the following risk factors: prior concussion, history of learning 
disability, diagnosis of attention-deficit/hyperactivity disorder or other 
developmental disability, history of migraine or headaches, history of 
depression or mood disorder or anxiety, and/or sleep disorder.

3.	 Must have been seen by their local family physician, pediatrician, and/
or concussion clinic but now needs specialized care due to unresolved 
complex and persistent postconcussion symptoms.

4.	 No severe or untreated substance use disorder or mental health condition.

1–2 weeks postinjury If the patient has sleep problems

Management of sleep disturbances postinjury

Screen for factors that influence the sleep–wake cycle:18 

•	 Medical concerns (e.g., sleep-related breathing 
disorders, metabolic dysfunction).* 

•	 Comorbid psychopathology (e.g., mood or anxiety 
disorders, nightmares, terrors). 

•	 Current medications (e.g., dosage, timing, use of 
stimulants).

•	 Unhealthy habits (e.g., excessive napping, lack of 
exercise).

Nonpharmacological 
•	 Improve sleep hygiene.
•	 Reduce stimulating substances.
•	 Consider cognitive-behavioral therapy if the above 

measures are insufficient.18,20

Pharmacological 
•	 Melatonin, zinc, and magnesium.18,20

•	 If there is no improvement after 6 weeks, a 
short course of a tricyclic antidepressant (e.g., 
amitriptyline), an atypical antidepressant 
(mirtazapine or trazodone), or a sedative-hypnotic 
(zopiclone) could be considered, with caution and 
close follow-up.18,20 

*�Given the significant impact of sleep-related movement  
disorders, we strongly advocate for their inclusion in this list.

FIGURE 2. Summary of national and provincial concussion guidelines that include pediatric populations. 

Persisting postconcussion symptoms 
can significantly affect school, leisure, and 
socialization. This often leads to frustra-
tion, anxiety, and/or depression,24 which 
were common themes identified in our 
interviews. Moreover, anxiety and depres-
sion have been shown to be positively asso-
ciated with reduced sleep quality following 
concussion.25 Another major theme we 
identified based on the interviews was per-
sistent sleep disturbances following con-
cussion. When we investigated adolescents’ 
perspectives on the effects of concussion 
and/or persisting postconcussion symp-
toms on their lived experiences, each par-
ticipant reported at least two sleep-related 
symptoms postconcussion. Difficulty fall-
ing asleep and morning tiredness were the 
most common complaints. Seventy-five 

percent of interview participants reported 
experiencing either daytime or nighttime 
restlessness, which was strongly correlat-
ed with sleep disturbance. Restlessness 
has several differential diagnoses. Dur-
ing the daytime, it may be associated with 
attention-deficit/hyperactivity disorder, 
whereas during periods of rest or during 
transitions from wakefulness to sleep, it 
may be due to sleep-related movement 
disorders, such as restless legs syndrome or 
periodic limb movements in sleep. Walk-
er and colleagues reported an increased 
prevalence of restless legs syndrome in 
adults following concussion compared 
with a control group (32.0% vs 2.7%).26 
To our knowledge, no study has investi-
gated restless legs syndrome in the pediat-
ric population, either as a pre-existing but 
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unrecognized condition or as one that is 
unmasked after concussion. The impact of 
restless legs syndrome on daytime func-
tioning is substantial. It has been shown to 
have a negative influence on children and 
adolescents’ mood and irritability, and it 
has been linked to higher rates of suicide 
and self-harm in adults.27,28

The relationship between sleep and con-
cussion is likely bidirectional and is not 
easily diagnosed at a primary care level. The 
lack of readily available and accessible over-
night sleep testing to objectively measure 
sleep architecture, sleep phase disturbances, 
arousability, and breathing makes diagno-
sis and management challenging, even at a 
specialty clinic level.

The final theme we identified from the 
interviews was that adolescents yearned 
for explanations, despite generally feeling 
adequately involved. Prioritizing the patient 
rather than the injury in collaborative 
assessments of persisting postconcussion 
symptoms promotes meaningful interac-
tions with pediatric patients, their parents, 
and interdisciplinary professionals.29 This 
also highlights the need for shared language 
and support for our youth as they navigate 
health care, as demonstrated by the use of 
the PROMIS anxiety scale at the AC3 to 
capture individualized patient-reported 
outcomes.

Study limitations 
We reviewed concussions in the adolescent 
population from both sleep and rehabili-
tation medicine perspectives. Both per-
spectives identified significant functional 
burden during school and daytime activi-
ties due to daytime impairment and sleep 
dysfunctions.

The AC3 did not use a sleep-specific 
questionnaire, and the sleep-related ques-
tionnaire items used are not semantically 
specific enough. The questionnaires assess 
restlessness, impaired daytime functioning, 
and difficulty falling asleep, but they leave 
other important areas of sleep medicine 
to be covered by a single question on the 
RPQ about “sleep disturbances.” Data from 
only one clinic were reviewed. In both our 

chart reviews and interviews, the number 
of patients was limited. Despite collect-
ing information according to a prospec-
tive protocol, the available clinical data 
were collected retrospectively, and some 
charts were incomplete. The time between 
the most recent injury and assessment at 
the clinic was not standardized, despite all 
patients being assessed months after their 

last concussion. Further, comprehensive 
follow-up data are missing, which makes 
it difficult to review many symptoms of 
interest (e.g., sensory discomfort, pain, bal-
ance). We can expect that sleep disturbances 
would be even more common in this col-
lective, given that formal sleep assessments 
were not conducted and a validated sleep 
questionnaire was not used.

Current guidelines recognize pre-existing sleep disorders as predictors of persistent 
postconcussive symptoms and frame sleep as a therapeutic target following 
concussion. However, they do not provide proactive recommendations for 
systematic sleep health screening prior to injury.

In routine practice, sport stakeholders receive educational materials that describe 
concussion definitions and mechanisms; symptom recognition; prevention 
strategies; and recommended management pathways, including return-to-school, 
return-to-sport, and medical clearance requirements.23 From both knowledge 
dissemination and injury prevention perspectives, we propose a stepped-care 
approach that begins with brief screening for impaired daytime functioning related 
to pre-existing sleep disturbances or sleep disorders prior to participation in 
organized sports or physical activities. This recommendation aligns with the sleep–
wake framework of the World Health Organization’s International Classification of 
Diseases, 11th revision (ICD-11), which conceptualizes sleep and wakefulness as 
integrated and interdependent processes. As an initial step, sport stakeholders 
could ask the following screening questions:
•	 Are your physical performance and/or daytime functioning affected by your sleep?
•	 How do you feel upon awakening? Do you feel refreshed after sleep?
•	 How would you describe your sleep?
•	 How many hours of sleep do you get per night, on average?

Any identified red flags should prompt presentation to a primary care provider for a 
structured sleep history. This assessment should include familial sleep history, early 
childhood sleep patterns, and systematic screening across the six major sleep–wake 
disorder categories defined in the ICD-11:
1.	 Insomnia disorders.
2.	 Hypersomnolence disorders.
3.	 Sleep-related breathing disorders.
4.	 Circadian rhythm sleep–wake disorders.
5.	 Sleep-related movement disorders.
6. 	Parasomnia disorders.

Such a proactive strategy may strengthen both primary and secondary prevention 
in sport-related concussion management by establishing baseline sleep health, 
reducing vulnerability to sport-related injury, and potentially lowering the risk of 
prolonged recovery.

BOX 2. Recommendations for systematic sleep health screening.
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Conclusions
Functional impairment during the day-
time, difficulty falling asleep, and restless-
ness were strikingly common themes across 
both patient chart reviews and interviews 
in our exploratory study. Identification and 
appropriate management of sleep distur-
bances is a critical aspect of care for ado-
lescents who suffer from postconcussion 
symptoms. The first step toward harmoniz-
ing concussion care is ongoing evaluation 
of clinical practices. n
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Climate change and environmental 
determinants of health
Climate change and related environmental 
determinants are increasingly recognized 
as major drivers of physical and mental 
health.1,2 Exposure to extreme weather, 
wildfire and smoke, flooding, drought, 
environmental pollution, and biodiversity 
loss have all been associated with adverse 
outcomes. In British Columbia, the 2021 
heat dome led to 619 heat-related deaths 
in a single week, underscoring the urgency 

Conversations in a changing climate: 
Embedding environmental history 
taking into routine care
As climate-related exposures increasingly shape health, routine environmental history 
taking can help clinicians deliver more precise, preventive, and responsive care.
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of incorporating environmental consider-
ations into clinical care.3 Seasonal wildfires 
expose people to high levels of fine particu-
late matter and other pollutants, worsen-
ing respiratory and cardiovascular disease4 
and contributing to increased mortality,5 
such that recurrent wildfire smoke exposure 
has been associated with an average loss of 
about 6 weeks of life expectancy in BC.6 
Beyond direct exposures, climate-related 
events can also harm health through evac-
uation and displacement, landslides and 

service disruptions, and shifting infectious 
disease patterns, with impacts felt ineq-
uitably across communities depending on 
geography, income, baseline health, gender, 
and other factors.7,8 

Certain populations are particularly 
susceptible to environmental exposures, 
including infants, children, pregnant peo-
ple, older adults, those with chronic physi-
cal and mental health conditions, and those 
living in poverty.9 For example, wildfire 
smoke exposure during pregnancy has been 
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associated with lower birth weight,10 and 
extreme heat increases the risk of preterm 
birth.11 Children have higher air pollu-
tion exposure than adults on a per mass 
basis due to higher ventilation rates and 
more time spent outdoors.12 Susceptibility 
is heightened among children with asthma, 
the most prevalent chronic childhood dis-
ease, increasing their risk of exacerbations 
during smoky summer months.13 Older 
adults, particularly those without access to 
air conditioning, with limited mobility, and 
with heat intolerance from medications, 
are at higher risk of heat-related illness.14 
From a health equity perspective, those 
living in poverty and those with mental 
illness were disproportionately affected by 
the 2021 heat dome, and they are consis-
tently most affected by other environmental 
exposures.15,16  

Considering environmental 
history as part of clinical history
Integrating environmental questions into 
clinical history can lead to more refined 
diagnoses, uncovering links between symp-
toms and environmental exposures. Such 
refinement may reduce the use of other, 
more costly diagnostics.17 Headaches or 
fatigue could relate to poor indoor environ-
mental quality.18 Mental health conditions 
may worsen during climate-related disas-
ters.19 Chronic kidney disease can prog-
ress more rapidly with higher ambient heat 
exposure.20 In addition, clinicians sharing 
their concerns about climate change and 
its health impacts can strengthen patient 
relationships and empower preparedness.21 
Physicians play a key role in shaping public 
perceptions about climate change, often 
exerting greater influence than other 
sources.22

How to incorporate  
environmental history
Health care professionals develop deep 
understandings of the communities they 
serve. Knowledge of traditional food sourc-
es, sacred places, regional industry and 
employment, and natural features is key to 
tailoring an informed environmental history 

and therapeutic plan. Several tools sup-
port environmental history taking in clinical 
practice. The mnemonic CH2OPD2 (com-
munity, home, hobbies, occupation, personal 
habits, diet, and drugs) is a tool to identify 
a patient’s history of exposures to poten-
tially toxic environmental contaminants.23 
Pediatric-specific resources, like the World 
Health Organization’s Paediatric Environ-
mental History tool, help clinicians screen 
pediatric patients for air quality, heat, and 
allergens.24 For disaster-specific readiness, 
the Climate Resilience for Frontline Clin-
ics Toolkit from the Center for Climate, 
Health, and the Global Environment at 
the Harvard T.H. Chan School of Public 
Health offers heat- and wildfire-focused 
tools for vulnerable populations.25 The 
adaptation presented here synthesizes these 
approaches into practical, accessible clini-
cal prompts that can be used at the point 
of care.

Once a patient’s presenting problem has 
been established, clinicians may want to 
elicit an environmental history of the pre-
senting illness. For example, ask patients if 
there are any pollution sources near them, 
such as factories, highways, or other indus-
trial activities; whether their symptoms are 
affected by the weather, air quality, or wild-
fire smoke; and about their occupations and 
job tasks. Answers to these questions can 
uncover associations between exposures 
and illness. 

The Table provides several adaptable 
approaches for incorporating an environ-
mental context into clinical history tak-
ing.23,25-27 Clinicians may use a brief targeted 
environmental review of systems when time 
is limited or apply life-stage, seasonal, and 
community-context lenses to guide more 
anticipatory or equity-oriented screening.

The clinical impression should include 
items from the history that are pertinent to 
the illness(es) being treated. Environmental 
considerations should be integrated into 
the treatment plan if relevant, addressing 
factors such as exposure to pollutants, heat-
ing and cooling methods, ventilation, and 
water sources that may impact the patient’s 
health.

Resources for BC clinicians
The BC Centre for Disease Control offers 
clinical guidance tool kits for extreme heat 
and wildfire smoke exposure, along with 
tips for effective communication,28,29 public 
resources about wildfire smoke and extreme 
heat, and a guide to building do-it-yourself 
air cleaners. The Air Quality Health Index 
provides hourly updates about current con-
ditions,30 and the national AQmap (https://
aqmap.ca) integrates data from a grow-
ing network of low-cost air quality sen-
sors. PreparedBC has multiple resources 
for disaster preparedness, including for 
extreme heat events, that can be shared 
with patients.31 Additionally, environ-
mental recommendations can be support-
ed through formal prescribing pathways. 
For instance, air filtration or cooling sup-
ports can be prescribed where indicated,32 
and clinicians can use programs such as 
PaRx to prescribe access passes to public 
parks in BC, facilitating equitable access 
to nature-based health benefits.33

Conclusions
Environmental history taking is an emerg-
ing, resource-conscious approach that may 
improve diagnostic clarity and preventive 
care, particularly in the context of extreme 
environmental exposures and climate-related 
emergencies. When included with a robust 
occupational and social history, the clinician 
can be more targeted in using diagnostic tests 
and gain insights into disease mechanisms to 
improve treatment. While more research is 
needed to quantify their cost-effectiveness, 
using frameworks like the BC Lifetime Pre-
vention Schedule or time-needed-to-treat 
models,34,35 environmental histories offer 
a structured way to identify potentially 
modifiable exposure risks without requir-
ing additional tests or equipment. Incor-
porating these conversations into clinical 
care can strengthen relationship-based care 
and empower patients to prepare for and 
mitigate environmental health risks in the 
changing climate. n 
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•	 Spring: Do you have pollen or seasonal allergy symptoms?
•	 Summer: Do you have symptoms during heat waves or on poor air quality days?
•	 Fall: Do your mental health symptoms worsen with the days getting darker?

Indigenous 
lens

•	 Have environmental events affected your ability to be on the land or partake 
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O n any given day in British Colum-
bia, a physician may travel for 
hours by road, air, or water to 

provide care in an Indigenous community. 
This work is deeply relational; it is shaped 
by trust, continuity, and cultural understand-
ing, and it often extends beyond traditional 
clinical settings. While meaningful, it is also 
complex and can be isolating, especially when 
carried out in health care systems that are 
still evolving to support culturally safe care.

National Indigenous Peoples Day, 
observed in Canada annually on 21 June, 
offers an opportunity to reflect on these real-
ities and the ongoing efforts to strengthen 
health care and address Indigenous-specific 
racism. The Indigenous Clinical Care Circle 
(ICCC) is one example demonstrating how 
connection, shared learning, and reflection 
can support physicians working in these 
unique contexts.

A relational network 
Launched in October 2024, the ICCC is a 
physician-led network that brings togeth-
er clinicians from across BC who provide 
health care to Indigenous patients, many in 
rural, remote, and northern communities. 
Rather than a formal program, the ICCC is 
a relational space grounded in peer support 
and practical learning.

The ICCC meets regularly through-
out the year, with gatherings intentionally 
structured to reflect Indigenous cultural 
values. Sessions typically begin with Elder 
participation, territory acknowledgments, 
and greetings and gratitude. These ele-
ments reinforce the importance of both 

Building culturally safe care through 
connection and community

This article is the opinion of the Joint 

Collaborative Committees (JCCs) and 

has not been peer reviewed by the BCMJ 

Editorial Board.

relationship building in clinical care and 
professional connection.

Through peer-led discussions, includ-
ing “day in the life” presentations, partici-
pants share how health care is delivered 
across diverse community contexts. These 
exchanges bring to the surface practical 
approaches to integrating Elders, Knowl-
edge Keepers, and traditional medicines 
into care. By sharing these approaches, 
physicians learn to create more welcoming 
environments for patients and their families 
and adapt standard care models to reflect 
the local, lived realities of the communities 
they serve [Figure]. 

Today, the ICCC includes approximate-
ly 35 clinicians, forming a provincial net-
work that reduces professional isolation and 
strengthens culturally informed practice.

Aligning with system-wide change
The ICCC is supported through the Joint 
Collaborative Committees ( JCCs), a part-
nership between Doctors of BC and the 
Ministry of Health. As part of a broader 
Indigenous-Specific Anti-Racism (ISAR) 

initiative, the ICCC contributes to the JCCs’ 
mandate to proactively dismantle racism in 
service delivery and improve the health care 
experience for Indigenous Peoples.

Insights from the ICCC highlight key 
areas for ongoing consideration. These 
include addressing travel-related barri-
ers in remote First Nations communi-
ties, strengthening leadership and training 
opportunities for Indigenous physicians and 
trainees, and exploring compensation and 
funding approaches that reflect the costs of 
providing care in these contexts. Additional 
areas include supporting the integration of 
traditional wellness practices into clinical 
care; enhancing practice supports for Indig-
enous physicians; and enabling participation 
in learning, leadership, and peer-networking 
opportunities.

Created and guided by the JCC ISAR 
and Cultural Safety Steering Commit-
tee, the ICCC ensures these priorities are 
embedded into health care system planning. 
By creating a vital feedback loop, the ICCC 
brings forward frontline clinical experiences 
that can inform policy and structural change.

FIGURE. A conceptual illustration of an Indigenous Clinical Care Circle gathering, capturing 
participants in discussion on “Why we do this work.”
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Understanding the realities of care
Findings from a 2025 ICCC survey of cur-
rent participants further underscore these 
dynamics. More than 80% of respondents 
reported traveling long distances, often more 
than 4 hours, to deliver care. Many serve pre-
dominantly Indigenous patient populations 
within team-based models of care.

The survey also reflects a strong commit-
ment to culturally informed care. More than 
half of the respondents reported incorporat-
ing Elders, Knowledge Keepers, or tradi-
tional wellness providers into their practice. 
Many also integrated traditional approach-
es alongside Western medicine, reflecting 
principles such as Two-Eyed Seeing.

At the same time, physicians identified 
ongoing challenges, including professional 
isolation, emotional strain, and systemic bar-
riers. These insights reaffirm the importance 
of connection and support for those working 
in complex and underserved settings.

Advancing practice through 
connection
Within this context, the ICCC provides a 
trusted space for open dialogue, mentor-
ship, and mutual support among physicians 
navigating similar complexities. Physicians 
describe their work as both a privilege and a 
responsibility, supporting communities that 
have experienced significant harm within 

colonial systems while working to improve 
care experiences within. 

At its core, the ICCC is rooted in rela-
tionships between clinicians, with com-
munities, and across the health care system. 
It reflects a simple but critical understand-
ing: supporting those who provide care is 
essential to advancing culturally safe and 
antiracist health care systems. n

To learn more about the ICCC, email 
isar.edi@doctorsofbc.ca.
—Terri Aldred, MD, CCFP
Family Physician, Co-Lead, Indigenous 
Clinical Care Circle

—Lester Todd Alec, MD, CCFP
Family Physician, Co-Lead, Indigenous 
Clinical Care Circle
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before relocating to Vancouver Island. He 
intersperses his work with locums across the 
province in family practice, emergency med-
icine, and inpatient care, and he co-leads the 
Network of Rural Divisions at the Rural 
Coordination Centre of British Columbia. 

Dr Kim Sing has held a variety of clin-
ical, academic, and executive health care 
roles—most recently as vice president of 
medicine and academic affairs at Vancouver 
Coastal Health. He also brings an exten-
sive teaching background, both as a clini-
cal associate professor in the University of 
British Columbia Department of Emer-
gency Medicine and as a certified orga-
nizational coach, helping individuals and 
medical teams improve their performance, 
engagement, and strategic planning.

D octors of BC is pleased to wel-
come three new chief medi-
cal advisors: Dr Kelsey Louie 

for Indigenous care, Dr Joshua Greggain 
for primary care, and Dr Chad Kim Sing 
for specialist care. Together, these physi-
cian leaders will provide expert guidance 
and clinical insight and, in collaboration 
with the Board of Directors, help shape 
the direction of advocacy, negotiations, and 
policy work. They will strengthen the con-
nection between Doctors of BC’s strategic 
plan and the lived experiences of physicians 
across the province, integrating medical 
leadership into day-to-day operations.

Dr Louie, who previously served as dep-
uty chief medical officer at the First Nations 
Health Authority, focuses on advancing 
culturally safe care within physician services 
and responding to the ongoing impacts of 
colonialism on Indigenous health outcomes. 
He is also actively involved in initiatives 
focused on equity, inclusivity, and elimina-
tion of Indigenous-specific racism, includ-
ing the First Nations Virtual Doctor of the 
Day program.

Dr Greggain has a broad appreciation 
for the priorities and challenges of physi-
cians in both rural and urban settings, hav-
ing led and practised for years in remote 
communities throughout the Fraser Canyon 

Each chief medical advisor brings a 
unique perspective shaped by prior involve-
ment with Doctors of BC. Dr Louie has 
been central to the association’s truth and 
reconciliation work, playing a key role in 
establishing our Indigenous Guiding Circle 
and, until recently, serving on the Board, 
where he facilitated several learning sessions 
on cultural safety in health care. Dr Greg-
gain served as president of the association in 
2023 and as a member of the Joint Standing 
Committee on Rural Issues, and he played 
an instrumental role in developing the Lon-
gitudinal Family Physician Payment Model. 
Dr Kim Sing has been a member of the 
Section of Emergency Medicine, has served 
as the Vancouver Coastal Health lead in 
Physician Master Agreement negotiations, 
and has supported more than 100 physician 
quality improvement projects through the 
Joint Collaborative Committees. 

Drs Louie, Greggain, and Kim Sing 
have long demonstrated their advocacy for 
colleagues and patients through decades of 
leadership, with a strong focus on physi-
cian engagement. We look forward to the 
guidance and collaboration they will bring 
as we continue to support BC physicians 
to be leaders in transforming health care. n 
—Doctors of BC

Doctors of BC welcomes new 
chief medical advisors

Chad Kim Sing, MDJoshua Greggain, MDKelsey Louie, MD 

These physician leaders  
will provide expert 

guidance and clinical 
insight and, in collaboration 
with the Board of Directors, 

help shape the direction 
of advocacy, negotiations, 

and policy work.
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Dr Brian Mayo Hunt
1939–2026

Dr Brian Mayo Hunt, born on 14 January 
1939 to Dr Leigh Hunt and Jean Hunt, was 
the third of four boys. He was predeceased 
by his parents; his brothers, Drs John Hunt 
and David Hunt; and his infant son, Andrew, 
who died of sudden infant death syndrome. 
Brian was a colorful person with industri-
ous energy who always put service first. He 
passed away at his home in North Vancou-
ver on 11 January 2026 on his own terms, 
at peace with his life, surrounded by family. 

Brian was raised in Vancouver and 
graduated from Prince of Wales Second-
ary School in 1957. He attended the Uni-
versity of British Columbia and solidified 
the family medical pedigree by graduating 
from UBC medical school in 1964. He 
headed east to Montreal General Hospital 
for his internship, where he met and mar-
ried Barb, before returning to Vancouver 
General Hospital for a year-long junior 
assistant surgical residency (sadly, such posi-
tions don’t exist anymore). Brian completed 
an externship at Lions Gate Hospital as a 

medical student and followed his attrac-
tion to the North Shore by joining the 
North Shore Medical Group, where he 
worked as a full-service family doctor for 
2 years, becoming an engaged member of 
the community. 

In 1968, Brian and Barb moved to Winni-
peg for Brian’s neurosurgical residency under 
Dr Parkinson. They returned to North Van-
couver in 1972, with three young daughters, 
and Brian returned to Lions Gate Hospital 
to establish the neurosurgical division with 
his colleague Dr Barrie Purves. Call demands 
were heavy and frequent, covering both the 
North Shore and Burnaby. With no resident 
staff at Lions Gate Hospital, the success of 
the unit relied heavily on the well-educated 
and well-trained nurses. Brian understood 
the need for a culture of trust and respect, 
which he cultivated on the unit. Some-
times at odds with administration, Brian’s  
goal was always to improve patient care. 

Brian was very passionate about medi-
cine, recognizing the privilege of service and 
the care he was able to provide. Although 
he regretted that the time he spent with 
his children was limited when they were 
young, countless patients’ lives were either 
saved or improved because of his dedication. 
His commitment to medicine was possible 
only because of Barb’s steady presence at 
home, and for that he was eternally grate-
ful. Together they were a team, with Barb 
being the unsung hero. Knowing Brian’s 
character, I am not sure he would or could 
have done it differently. 

Brian was very interested in head-injury 
prevention, espousing the importance of 
helmets years prior to their mainstream 
acceptance in sport. He was an expert on 
cerebral concussion and its management, 
and he lectured on the topic extensively. 

He loved skiing and was a physician 
with the Canadian women’s national 
alpine ski team and a doctor on the hill at 
Whistler and Grouse Mountain for many 
years. Brian was an avid outdoorsman. He 
enjoyed fishing and hunting. He had strong 
ties to the Cariboo and loved his annual 
grouse-hunting trip to the Chilcotin with 
his brothers, nephews, and faithful Labrador 
retrievers. Camaraderie was foremost on 
these adventures. Brian was also an accom-
plished yodeler, and his yodeling skills were 
often on full display on those trips. 

Brian and Barb built a beautiful property 
on Gabriola Island, where they spent most of 
their free time with family and entertaining 
friends. Their daughters, sons-in-law, and 
grandchildren no doubt have many fond 
memories of their time with Brian, learning 
everything from how to drive a stick shift to 
how to use a chainsaw. His practical knowl-
edge was boundless. Brian’s workshop was 
something to behold; he was meticulous in 
keeping it clean and organized, like an OR. 
He loved to garden and fix things. In his 
retirement, he taught himself how to play the 
bugle and took to writing stories, sometimes 
making his family blush with the content. 
Part of Brian’s charm was his irreverence, 
but he was honest with people, too—a nice 
combination. Brian had a wonderful mem-
ory and loved to tell stories. Cocktail hours 
overlooking the Salish Sea were immensely 
entertaining—Brian loved a good laugh. 

Brian taught me much along my journey 
into medicine. He was not only an uncle 
but also a mentor, a colleague, and, more 
recently, a friend. His unique personality 
and dedication to caring will be missed. 
He set a high bar in medicine. 
—Harold Hunt, MD 
Victoria

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

KAMLOOPS—FAMILY PRACTICE 
AVAILABLE  
Well-established practice ideal for one or 
two physicians. Approximately 1000-patient 
panel with Med Access EMR. Office space 
with up to four exam rooms may also 
accommodate a group of physicians to share. 
Located in Sahali Mall with excellent main-
tenance team and security. Current lease to 
assume. Please email office.dr.mah@gmail.
com for more information.

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 
sq. ft.). Please email vancouversunrise 
clinic@yahoo.com for more information.

EMPLOYMENT

PORT COQUITLAM—FP, FULL-TIME 
(PART-TIME AVAILABLE)
Join a newly established clinic and build 
your own panel, with assistance from 
established physicians and admin. Never 
be placed in a situation to inherit patients 
you don’t want. Have full control of your 
workflow and style. Highly competitive 
wage for early movers. Overhead 10% 
to 25% depending on commitment. Ava 
EMR. Supportive pharmacy partner. Con-
tact cwangkevin@outlook.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-grc.gc.ca.

SURREY—RESPIROLOGIST LOCUM
Two established community clinics in 
adjacent medical buildings are offering a 
combined role from July 2026 to April 
2027. Modern outpatient practices with 
strong referral bases, supportive MOAs, 
and streamlined workflows. Flexible mix of 
general respirology ± procedures. Schedule: 
site 1 (mid‑July to mid‑September 2026); 
site 2 (mid‑September 2026 to April 2027). 
Full duration preferred; partial considered. 
Time‑limited position with no expectation 
of a permanent role. Contact amytsai26@
gmail.com or surreylung@gmail.com.

VANCOUVER—INPATIENT REHABILITA
TION TEAM AT HOLY FAMILY HOSPITAL
Help older adults regain independence in 
our 65-bed specialized inpatient rehab unit. 

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.

Over 80% return home—making this work 
deeply rewarding! Seeking family physi-
cians as the most responsible physician for 
6 to 16 patients. Rounding twice per week, 
ward coverage, on-call weekly (~1 in 8). 
Fee-for-service, sessional, on-call stipend. 
Contact wendy.yee@phc.ca.

VICTORIA—CARDIAC SURGICAL 
ASSISTANT AT ROYAL JUBILEE HOSPITAL
Join a collaborative cardiac surgery team! 
We are recruiting a cardiac surgical assis-
tant to join a well-established and sup-
portive cardiac surgery program consisting 
of five cardiac surgeons and four experi-
enced cardiac surgical assistants. This role 
offers an excellent opportunity to work in 
a high-functioning, collegial environment 
with strong team support and structured 
onboarding. We offer an APP contract, par-
ticipation in MOCAP, 2 weeks of full-time 
paid training to support a smooth transi-
tion 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. 

WEST VANCOUVER—AESTHETIC 
INJECTOR ONCE A MONTH
We are seeking a physician injector to 
provide Botox and dermal filler treat-
ments once a month (on a Saturday) at a 
well-established clinic in West Vancouver. 
You will work alongside an experienced 
provider who performs consultations and 
marks injection points, with assistant sup-
port for preparation, allowing you to focus 
on injections. At the clinic, 80% of injec-
tions are neuromodulators and 20% are 
fillers. This is a 6- to 7-hour high-volume 

Find more classified ads online: 
bcmj.org/classifieds
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session with strong earning potential (60% 
of net profit after product costs) and an 
excellent opportunity for mentorship and 
skill development. Ideal for a physician early 
in aesthetic practice. Please email your CV 
to VahidSahih@gmail.com.

MEDICAL OFFICE SPACE

LANGLEY, WILLOUGHBY TOWN 
CENTRE—MEDICAL OFFICE SPACE, 
PRIME LOCATION
Three or four brand-new medical exam 
rooms available in Willoughby Town Cen-
tre. The clinic is built to a luxury standard, 
with high ceilings and lots of parking spaces 
for visitors; ideal for physicians, specialists, or 
other health care providers. Reception area, 
Wi-Fi, and utilities included. For more infor-
mation, please contact Jeff at 778 862-5153.

NEWTON (SURREY)—CLINIC SPACE FOR 
SPECIALIST
Share 2500 sq. ft. of premium clinic space in 
Newton, Surrey. Join a medical subspecialist 

in a professional turnkey environment per-
fectly suited for specialist use. Enjoy a rea-
sonable split in a high-demand area. Secure 
your spot in this modern medical hub. 
Text 236 862-0006 or email adeepsarao@ 
hotmail.com.

NORTH VANCOUVER—NEW MEDICAL 
OFFICE SPACE
New medical office space in a prime loca-
tion in North Vancouver, with two or three 
exam rooms available for lease. Wi-Fi, utili-
ties, and reception area included, with access 
to public transit as well as underground 
public parking near the SeaBus. Please con-
tact Jeff at 778 862-5153 for details.

MISCELLANEOUS

ACROSS BC—NEW MIND AND MOOD 
CLINICAL CARE NETWORK NOW OPEN
Drs Ron Remick, Philip Brost, Carmen 
Chornell, Kayhan Ghatavi, Nicholas Mis-
ri, and Saby Ramirez wish to inform you 
that, as of 1 June 2026, their services can be 

accessed through the new Mind and Mood 
Clinical Care Network. Two other doc-
tors have also joined the team: Drs Trisha 
Chakrabarty and Michael Passmore. The 
network offers psychiatric assessment and 
consultation, dialectical behavior therapy 
skills training, food as medicine, and yoga 
therapy. Services are available in the office 
and virtually to patients throughout the 
province. Our offices are located at 905 
1130 West Pender Street, Vancouver, V6E 
4A4. We are now open for referrals. Please 
visit www.mindandmoodbc.ca for referral 
information.

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

USE “SAVENOW” PROMO CODE. EXP JUN 30, 2026

Prefer to read the BCMJ online?

Email “Stop print, start online” to 
contact@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.
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P: 604 638-7921
TF: 1 800 665-2262 ext 7921
E: clubmd@doctorsofbc.ca
doctorsofbc.ca/ClubMD

Exclusive discounts, 
tailored for you.

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

Your prescription for an unforgettable 
Vancouver stay? Yaletown’s best kept secret! 
Whether you’re in town for a conference or 
finally taking a well-earned day off, indulge 
in elevated amenities, intuitive service, and a 
dose of boutique charm that makes every visit 
feel like the perfect treatment plan.

OPUS  
HOTEL

Unlock exclusive corporate rates with National 
and Enterprise Car Rentals. As a Doctors of 
BC member, you can enjoy free rental days, 
complimentary upgrades, and a smoother ride 
every time by joining the Emerald Club.

NATIONAL & 
ENTERPRISE 
CAR RENTALS

Visit online or call 1 844 307-8014 and quote 
promo code XVC4054.

Book online or call 604 642-6787 and ask for 
the Doctors of BC rate.

RECEIVE PREFERRED 
CORPORATE RATES

Start every trip on the right foot with Park’N 
Fly, Canada’s premier airport parking provider. 
Choose Valet or Self Park and take advantage of 
time-saving extras like vehicle detailing and oil 
changes at select locations, so your car gets VIP 
treatment while you’re away.

PARK’N FLY 
CANADA

RESERVE IN 
ADVANCE AND 
SAVE ON AIRPORT 
PARKING

Book online or call 604 270-9476 for more 
information.

RATES AS LOW AS  
$229 PER NIGHT!

Register with Venngo for access 
to all ClubMD offers at:

doctorsofbc.venngo.com/register


