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EDITORIAL

The Division of Continuing
Professional Learning in

Saskatchewan, joining with groups
from almost every province in Canada,
has spent a great deal of time in the past
year working on programs designed to
assist International Medical Graduates
in adapting to Saskatchewan life and in
achieving full licensure in the province.
This has caused me to reflect on
Saskatchewan’s and Canada’s depen-
dence on (indeed addiction to) physi-
cians who have been trained in coun-
tries other than Canada. At best, this is
concerning and atworst, inexplicable in
a country which sees itself as a respon-
sible global citizen and a world leader
in health care.

There seems to be a lack of con-
nection between those of us who
train medical students and maintain
the skills of existing physicians and
those who make the policies which
influence Health Human Resources
(HHR). We are now reaping the
benefit of ill-informed, ill-con-
ceived and disastrously implement-
ed HHR decisions. Many who are
working with International Medical
Graduates (IMG) clearly are doing
so because we see the impact of
these decisions on our patients.

In Saskatchewan, the overall per-
centage of internationally trained
physicians providing care is 54% and
among rural family physicians, it is
well above that level. Given the
unavoidable facts that the shortage of
physicians in these areas could make
rural family practice unsupportable in
the next 10 years and the fact that
Canada could barely train enough
Canadian students in time to meet that
deadline, as well as having an already
large pool of internationally-trained,
but only partially or non-licensed
physicians in Canada, it seems that we
cannot afford to ignore this group in
our resource planning.

The precipitants which drive IMGs
who are not immediately licensable in
Canada to leave their countries of ori-
gin are many and varied. Some are
political refugees, who fear for their
lives and safety in their home coun-
tries and have endured hardships
which we can only imagine in order to
come to Canada. Many newcomers
are economic refugees leaving coun-
tries where government policy does
little to provide health workers with a
safe environment in which to practice
medicine. In many of these cases, they
are not given the necessary tools to
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provide the care which they are
trained to give (It is ironic that this
is one of the reasons given by rural
physicians already in Canada for
moving into an urban setting).
Some come to Canada to join fami-
ly members already here. Apart
from these groups, a large number
of Saskatchewan’s IMGs have been
deliberately recruited by existing
physicians and have beenwelcomed
with open arms, to meet our human
resource needs.

The difficulty experienced by
Canadians from all areas in access-
ing the health care which they have
come to expect and the critical
shortage of rural physicians are
compelling reasons to use this
reservoir of medical manpower, as
are the humanitarian issues of
enabling professionals to use their
skills and regain their professional
status in a new country. In keeping
all of these realities in mind, there
is another view to consider.

Canada is meeting its HHR by
recruiting from countries with
much more serious HHR needs
than ours. In essence, we are plun-
dering already struggling coun-
tries with no more justification
than the fact that we can. Perhaps
we do live in a global environment
where professionals should be free
to use their skills wherever they
will be best rewarded, but global
freedom must carry with it a
degree of global responsibility.

It is by no means a quick and
easy fix to place IMGs in the

Canadian health system. Our
licensing examination process is
based on the training which med-
ical students receive in this country
over a prolonged period of time.
The development of assessment
tools to adequately assess IMGs
over a short time span is expensive
and time-consuming. It also
requires insights and skills that
have only recently been developed
in our teaching programs and have
become available thanks to the
work of Yvonne Steinert, et al for
The Association of Faculties of
Medicine of Canada.

As a result of the multitudes of
assessments, many IMGs have

been found to be in need of reme-
diation or enhancement of skills in
order to practice independently in
Canada. Unfortunately, this is gen-
erally provided by the same physi-
cians who already teach in our
under-resourced medical colleges
and are being asked to respond to
the physician shortage by adding
more Canadian students to our
programs. This must raise the
question of long-term planning.

Once those IMGs who have
already been welcomed into
Canada have had the opportunity
to be assessed, enhanced and
independently licensed, is it a
reasonable long-term plan to
continue to recruit international
physicians to solve our problems,
thus worsening the already criti-
cal situation in many other coun-
tries? Should that financial out-
lay be directed to educating many
more Canadian students who are
available and competent to enter
medicine and in providing the
most effective continuing profes-
sional learning environment to
ensure that those already in prac-
tice are providing the best health
care we can offer?

How should all levels of
medical education and, specifi-
cally CME, react? By marching
into the breach to meet our HHR
needs by retraining IMGs, are
we not just enabling more ill-
informed and ill-conceived deci-
sions to be made? Should we be
lending our voices to push all
levels of government to accept
and train more Canadian med-
ical students? I feel that we can-
not neglect the pool of skilled
and capable IMGs who we have
already attracted to Canada, or
those who are here as true politi-
cal refugees, but I do have serious
reservations about the ethics of
further exploiting countries that
so desperately need to keep their
own physicians. There should be
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a point at which all medical edu-
cational bodies set a target to
meet our own needs with our
own resources.

We, as Canadian physicians and
educators, have had enough time to
consult whichever oracles we
choose.

Aswe are encouraged to practice
evidence basedmedicine, perhaps it
is time for some evidential and eth-
ically-based planning of HHR.

The November 2006 Editorial entitled: How Personal Can CME Get featured the words of Dr. Gisèle
Bourgeois-Law, the Associate Dean of Continuing Medical Education at the University of Manitoba.
We would like to apologize to Dr. Gisèle Bourgeois-Law for the mispelling of her name, as well, we
would like to reprint the first paragraph of her editorial, as the final version of the article did not
appear, due to production complications.
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Is it possible to provide individu-alized CME for all practitioners?
This question came to mind recent-
ly as our office has been busy
arranging both remedial CME and
CME electives. Remedial CME is
professional development designed
to remediate identified deficiencies.
For example, in the past year, our
office has provided:
• communication skills training

using standardized patients for
physicians with complaints to
the regulatory authority,

• record-keeping skills teaching
using a trained physician, carrying
out several structured visits to a
practitioner’s office and

• emergency skills assessment and
training for physicians new to
rural practice.

Dr. Gisèle Bourgeois-Law, MD, FRCSC
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