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A healthy population...a vibrant medical profession
Une population en santé...une profession médicale dynamique

INTRODUCTION
The Canadian Medical Association (CMA) is the national voice of Canadian physicians.
Founded in 1867, the CMA’s mission is to serve and unite the physicians of Canada and be the
national advocate, in partnership with the people of Canada, for the highest standards of health
and health care. The CMA is a voluntary professional organization representing the majority of
Canada’s physicians and comprising 12 provincial and territorial divisions and 45 affiliated
medical organizations.
On behalf of its more than 62,000 members and the Canadian public, CMA performs a wide
variety of functions, such as advocating for improved access to quality health care, facilitating
change within the medical profession, and providing leadership and guidance to physicians to
help them influence, manage and adapt to changes in health care delivery.
While my remarks today will focus on the recognition of foreign credentials, mainly with
reference to the medical profession with which I am most familiar, I want to emphasize that this
is just one element of assuring a sustainable health workforce in Canada as my colleagues will be
amplifying in greater detail.
I want to impress upon Members of the Committee that the CMA does not test, credential,
license or discipline physicians, nor is it empowered to act on complaints made by patients – this
is the purview of the provincial/territorial licensing bodies. We are not directly involved in
provincial or territorial benefit negotiations for physicians – this is the responsibility of our
provincial/territorial Divisions. Nor do we control medical school enrolment or conduct clinical
research.
What we do, is carry out research and advocacy on short, medium and long term health and
health care issues to ensure we can meet the current and emergent needs of Canadians.
CONTRIBUTIONS OF INTERNATIONAL MEDICAL GRADUATES TO CANADA
I would like to begin by dispelling the popular myth that Canada is a “closed shop” to persons
with international medical credentials. In fact Canada has always relied on International Medical
Graduates to make up a significant proportion of the medical workforce; this proportion has
remained fairly steady at about one in four physicians for the past few decades.
(Currently 23%). Our best estimate is that some 400 IMGs are newly licensed to practice in
Canada each year. In fact, the College of Physicians and Surgeons of Ontario, has for the past
two years licensed more IMGs that Ontario medical graduates.

Canadian Medical Association

Ottawa, September 21, 2006
Page 1

A corollary of this myth is that IMGs are unable to access the postgraduate medical training
system to complete any supplementary training they might need. In the Fall 2005, of the some
7,800 postgraduate trainees in Canada just over 900 or 12% were IMGs. Many more are
participating in special assessment/supervised practice programs in the community.
The fact of the matter is that Canada has historically trained fewer physicians than we need to
meet our population needs. This can be clearly demonstrated by looking at relative opportunity
to enter medical school. In the most recent year (2005/2006) Canada had 7.1 first year medical
school places per 100,000 population. This level is just over one-half of that of the United
Kingdom, with its 12.9 places per 100,000 population. While the United States has the same
ratio of medical school places per 100,000 population as Canada – it has 1.5 first year
postgraduate places per medical graduate and relies on bringing large numbers of IMGs in to fill
these places and supplement production in this manner.
Not only is Canadian undergraduate medical education capacity inadequate, but postgraduate
medical training capacity is similarly insufficient to meet the demands of training Canadian
medical graduates, providing training to IMGs, and permitting Canadians to retrain in specialties.
In 2006 of the 932 IMGs registered in the second iteration run by the Canadian Resident
Matching Service, just 111 or 12% were successful in obtaining a training position. There is
clearly a backlog of IMGs who are eligible to receive the supplementary training they need to
become eligible for licensure to practice in Canada should sufficient capacity be available.
For those who are not eligible, opportunities should be provided to achieve credentials in other
health professions such as physician assistants or paramedics. A recent pilot project in Ontario
was funded to allow IMGs to qualify and work as physician assistants in supervised practice
settings.
Against this backdrop, it is no small wonder that Canada ranks 26th out of 29 OECD countries in
the ratio of physicians per 1,000 population. For the past decade Canada’s ratio has stood at 2.1
physicians per 1,000 population – one-third below the OECD average of 3.0 in 2003.
NATIONAL STANDARDS
Over the years, medicine has worked hard to promote national standards for medical education
and the practice of medicine in Canada.
Since 1912 the Medical Council of Canada (MCC) has been responsible for promoting a uniform
standard qualification to practice medicine for all physicians across Canada. This qualification,
known as the Licentiate of the Medical Council of Canada (LMCC) is obtained by being
successful on a two-part Qualifying Examination.
While licensure of physicians is a provincial/territorial responsibility, there is a national standard
for portable eligibility for licensure that was adopted in 1992 by the Federation of Medical
Licensing (now Regulatory) Authorities of Canada (FMRAC), the Association of Canadian
Medical Colleges (now Association of Faculties of Medicine of Canada) (AFMC) and the MCC.
The basis of this standard is that “in all provinces except Quebec the basis for licensure for most
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trainees will be the successful completion of the two-part Qualifying Examination of the Medical
Council of Canada plus certification by either the College of Family Physicians of Canada
(CFPC) or the Royal College of Physicians and Surgeons of Canada (RCPSC)”. A similar
standard is applied by the Collège des médecine du Quèbec.
This standard also applies to IMGs, although the provincial/territorial licensing bodies have the
ability to grant exemptions in particular circumstances.
SHORT, MEDIUM AND LONG TERM STRATEGY
The CMA has advocated a short, medium and longer term strategy for integrating more IMGs
into the Canadian medical workforce.
In the short term the federal government should provide funding to clear the backlog of qualified
physicians and other health professionals eligible to pursue supplementary training.
In the medium term the federal government needs to work with the provincial and territorial
governments and key stakeholders in the development of sufficient health professional education
and training opportunities to accommodate:
•
•
•
•

Canadians who want to pursue careers as health professionals;
Currently practising health professionals who require supplementary training or who wish
to retrain;
Internationally trained health professionals who are permanent residents and citizens of
Canada who require supplementary training; and
International trained health professionals, non-residents of Canada who wish to pursue
postgraduate training as visa trainees.

In the long term Canada needs to adopt a policy commitment of increased self-sufficiency in the
education and training of health professionals in Canada.
In progressing these strategies I would stress the importance of the need for the federal
government to engage the national health professional associations, as this is critical in moving
the agenda forward. I would cite as one success story the outcomes of the multi-partite Canadian
Task Force on Licensure of International Medical Graduates, which brought together federal and
provincial/territorial governments and key medical organizations.
Several initiatives are underway in follow-up to its 2004 report. An IMG database is being
developed by the Canadian post-MD Education Registry of AFMC, sponsored by the federal
government’s Foreign Credential Recognition Program. The Physician Credentials Registry of
Canada (PCRC) which is being developed under the leadership of the Medical Council of
Canada (MCC) and the Federation of Medical Regulatory Authorities of Canada (FMRAC) will
reduce duplication and increase the efficiency of data collection by providing a centralized
uniform process to obtain primary source verification of a physician’s diploma and other core
medical credentials. Several provinces have greatly enhanced their ability to integrate IMGs,
including supervised assessment programs in the community. We look forward to seeing results
from a similar task force that is underway for nursing.
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CANADIAN AGENCY FOR ASSESSMENT AND RECOGNITION OF FOREIGN
CREDENTIALS
In conclusion, I would like to offer some ideas for the implementation of the Canadian Agency
for the Assessment and Recognition of Foreign Credentials that was included in the 2006 federal
budget.
The Constitution Act 1867 clearly assigns the majority of responsibility for the delivery of health
care to the provinces. On this basis, the licensure of physicians and other health professionals
should continue to be a matter of provincial/territorial jurisdiction. In the case of medicine
however, Canada has been well-served by the national standard for medical licensure that has
been promoted by the MCC in concert with the national certification standards that are set by the
RCPSC and CFPC.
Based on the foregoing, it is proposed that the broad mandate for the Canadian agency is to
promote and facilitate the adoption and awareness of national standards for certification and
licensure with clearly articulated procedures for the assessment of the credentials of
internationally trained professionals and pathways to licensure to practice in Canada. This might
include the following activities:
•
•
•
•
•
•
•

promote understanding among educational institutions and professional organizations
about the implications of the various international agreements that Canada is party to
(e.g., NAFTA, WTO);
promote a sharing of leading practices between different disciplines;
facilitate international exchanges with regulatory bodies, within and between disciplines;
develop an evaluation framework that can assess the extent to which processes for the
assessment of foreign credentials are fair, accessible, coherent, transparent and rigorous;
develop template materials that will help promote international sharing of information
about career prospects in Canada for various occupations;
fund development and pilot projects on the application of information technology
solutions; and
serve as a focal point for federal/provincial/territorial administrative requirements.

I would stress that this will only be effective if representatives from the education and regulatory
authorities and the practising community are at the table.
Thank you very much.
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