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Licence requirements for international medical
graduates: Should national standards be adopted?

Louise Nasmith
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International medical graduates (IMGs) have an impor-
tant role in health care delivery in Canada, particularly
in remote regions.1,2 With the current shortage of med-

ical personnel throughout the country, some provinces
have begun to recruit more IMGs to provide the needed
services.3 Data from 1997 indicate that 25.5% of active
physicians were IMGs and 46% of these were family physi-
cians.4,5 At present, licensure requirements for IMGs are
similar to those described by Barer and Stoddart in 1992.6

Individual licensing authorities set their own criteria and
standards for admission into practice. However, heightened
awareness and concern among all stakeholders in our
health care system have led us to question whether it is

time to set more uniform national standards, with the un-
derstanding that flexibility must be maintained to meet re-
gional requirements.

Most provinces and territories provide temporary or
conditional licences, ranging from 3 to 5 years, for both
family physicians and specialists. Individuals are monitored
during this time and must meet specific requirements be-
fore they receive a permanent licence.

The requirements for family physicians vary by
province.7 Presently, only Ontario, Quebec and British Co-
lumbia use specific assessment tools such as the Medical
Council of Canada Qualifying Examination, language pro-
ficiency examinations and the Objective Structured Clinical



Examination to evaluate candidates who will ultimately be
admitted into residency programs. These 3 provinces have
established preresidency programs similar to the one de-
scribed by Andrew and Bates8 in this issue of CMAJ (page
801) to prepare IMGs for training in Canada. Over the past
2 years, Newfoundland has implemented a clinical skills as-
sessment and training program for family physicians who
do not meet the standard requirements. Individuals who
successfully complete this program are offered 4–6 months
of additional training before they are eligible for a provi-
sional licence. The costs of this assessment and training are
covered by the physicians themselves. The Collège des
médecins du Québec recently announced that to address
the acute shortage of physicians in specific sectors of Que-
bec, carefully screened IMGs might gain entrance into a 3-
month evaluation program; successful completion of the
program would then allow them to practise with a provi-
sional licence.

The situation for the specialists is even less standard-
ized. Many provinces grant restricted licences on a case-
by-case basis for recruited individuals. Most regions relied
on the Royal College of Physicians and Surgeons of
Canada (RCPSC) to assess the training that individuals
obtained before they arrived in Canada. In 1997 the col-
lege stopped providing this onerous service. This led li-
censing authorities to push for a more standardized na-
tional approach for specialty physicians. A pilot project to
assess IMGs in 3 specialties is being conducted by the
RCPSC and the Federation of Medical Licensing Authori-
ties of Canada (FMLAC). It involves a 3-month clinical
placement in an RCPSC-approved residency program. If
the candidate passes the assessment, the individual is then
able to write the examination in that specialty. If the pilot
proves to be successful, a number of the licensing authori-
ties in Canada would likely adopt this process and apply it
to more specialties.

To add to this unsettled picture, the Human Rights
Commission of British Columbia recently ruled in favour
of 5 IMGs who felt they were discriminated against; the
commission stated that no individual could be prevented
from having access to the training required to obtain a
medical licence on the basis of his or her country of
origin.9 This has indeed been the case in some provinces,
where only IMGs educated in countries where training
was known to meet “accepted standards” were considered.
Should this ruling become widespread, licensing authori-
ties will have to revise their requirements and may be in-
terested in using more elaborate screening measures to as-
sess candidates.

However, a decision to do so carries with it a necessary
commitment from the provincial Ministries of Health to
provide funds for additional evaluation programs and,
should one push for compulsory training, guaranteed fund-
ing for residency positions. To date, only Quebec, Ontario,

and British Columbia have been willing to fund residents;
Newfoundland charges IMGs directly. If the process being
negotiated between the RCPSC and the FMLAC is
adopted, the situation for specialists will become more
standardized, and it may even allow physicians greater mo-
bility to move across the country. A move toward standard-
ization in family medicine is not readily apparent despite
falling numbers of family physicians, major shortages
throughout the country10 and the potential to rely on IMGs
to provide services.

Another dimension that cannot be ignored is the fair
treatment of physicians who arrive from other countries
seeking the opportunity to practise medicine here. Al-
though the hardships endured by many have been stagger-
ing and have led them to seek a new life in Canada, stan-
dards of care set and expected by Canadians cannot be
compromised.

Clearly, a number of questions remain to be answered in
addressing this complicated issue. Ultimately, the processes
that are adopted must ensure that medical needs are met,
regional needs are recognized, quality of care is maintained,
due process is ensured for the IMGs and governments pro-
vide adequate funding.
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