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Minutes: CAEP Annual General Meeting 
Governor General Room,  

Pan Pacific Hotel, Vancouver 
Thursday March 26, 1998, 1200-1400 

 
1.0 President’s Remarks: Michael Murray summarized the activities of CAEP over the 
last year, highlighting the contributions of several outstanding members. 
 
2.0 Finances: Harold Fisher reviewed CAEP’s financial status, reported our current 
surplus, and discussed the new philosophy of planning balanced annual budgets and 
running CAEP operations out of membership revenues, leaving conference income for 
other specific projects.  He then presented the proposed budget for this year. 
Dan Cass moved we accept the financial report and approve the proposed budget. Tony 
Taylor seconded. Passed by the membership. 
 
3.0 Membership: Garth Dickinson reported that CAEP membership is rising steadily, 
and that there has been a shift to the “active” category. 
 
4.0 Research Endowment Fund: Garth reported that the fund has grown by $7000. in 
the last year and now sits at $15,058. Interest earned has been reinvested in the fund. 
 
5.0 Nominations: Garth introduced the nomination slate and entertained nominations 
from the floor. There were none. Eric Letovsky moved that we elect the nominated 
candidates. Andrew Affleck seconded the motion. The membership was unanimously in 
favor. This year’s Board is: 
 President:   Michael Murray 
  Vice-President:  Douglas Sinclair 
  Treasurer:  Harold Fisher 
  Secretary:  Grant Innes  
  Director-at-large:   Cheri Nijssen-Jordan 
  Director-at-large: Claude Topping 
  Director-at-large: James Thompson 
  Director-at-large: Timothy Allen 
  Director-at-large: Brian Weitzman 
 
6.0 Strategic Plan: Doug Sinclair discussed the development of our strategic plan and 
invited comment and feedback from the membership. 
 
7.0 Task Force on Specialty Training: Anton Grunfeld described the activities of the 
Task Force on Specialty Training and reviewed their efforts to develop a unified track for 
Emergency Medicine training in Canada. The task force’s intent is to consult with 
Canadian emergency physicians over the next 6 months, to prepare an implementation 
plan in the Fall of 1998, to forward this plan to the College of Family Physicians and the 
Royal College of Physicians and Surgeons, and to begin implementation in the spring or 
summer of 1999.  
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8.0 Closing Remarks: Michael Murray made some brief closing remarks. The meeting 
was adjourned. 
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SUMMARY: Canada is the only country with two colleges governing emergency medicine (EM)
certification. Does this serve us well or does it divide us and our resources? If most CCFP(EM) grad-
uates practise strictly EM, with no family or rural practice, then reform in the certification process
may be necessary. At the same time, FRCPC residencies seem excessively long and lack the num-
bers to develop “critical mass.” Shortening the length of training would allow more residency posi-
tions to be created, thus advancing the goal of optimum emergency care for the Canadian pub-
lic. Canadians deserve one standardized, certified, accredited EM training program that produces
the highest quality emergency physicians.

RÉSUMÉ : Le Canada est le seul pays où deux collèges régissent la certification en médecine
d’urgence. Cette situation est-elle à notre avantage ou crée-t-elle une division de nos médecins et
de nos ressources? Si la plupart des diplômés CCMF(MU) pratiquent strictement la médecine
d’urgence, sans pratique familiale ou rurale, il faudrait peut-être alors songer à revoir le processus
de certification. En même temps, les résidences du (FRCPC) semblent excessivemnt longues et les
résidents sont en nombre insuffisant pour créer une «masse critique». Le fait de raccourcir la durée
de la formation permettrait de créer un plus grand nombre de postes de résidence, et de faire 
progresser par le fait même l’objectif qui est d’offrir des soins d’urgence optimaux à la population
canadienne. Les Canadiens méritent les soins de médecins d’urgence du plus haut calibre issus
d’un seul programme de formation en médecine d’urgence normalisé, certifié et accrédité.

ACADEMICS • FORMATION

Emergency medicine training in Canada

Kieran Moore, MD; Cindy-Ann Lucky, MD

Introduction

Canada is the only country with two
colleges governing certification in
emergency medicine (EM). Does this
serve the specialty of emergency med-
icine appropriately or does it divide
the specialty and its resources?

To address this question we
reviewed the emergency medicine
accreditation guidelines of the Col-
lege of Family Physicians of Canada
(CFPC)1 and the Royal College of
Physicians and Surgeons of Canada
(RCPSC).2 In addition, we inter-
viewed key representatives from both
colleges, compared Canadian accredi-
tation guidelines to those of the

American Board of Emergency
Medicine and reviewed the literature
on EM accreditation, certification and
training.

The two colleges

It is admirable that, in 1982, the CFPC
introduced a certification of Special
Competence in Emergency Medicine
— the CCFP(EM). The CFPC’s
Accreditation and Certification Guide-
book1 expressed the desire to optimize
Canadian emergency care delivery
and noted that much emergency care
was [and still is] provided by family
physicians, especially in nonurban
environments.

In its accreditation guidelines, the
CFPC recommends that during the
extra year of training: 1) family physi-
cians provide a significant portion of
the clinical care and take direct
responsibility for residents’ education
and teaching; 2) experience in a rural
setting be available; and 3) residents
be trained to assume leadership roles
in improving services and monitoring
the quality of community-based emer-
gency medical care.

The stated goals of the CCFP(EM)
program are: to improve the standards
and availability of emergency care
from practising family physicians; to
establish guidelines for the develop-
ment and administration of emer-

Sudbury Regional Hospital, Sudbury, Ont.; St. Paul’s Hospital, Vancouver, BC
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gency medicine training programs;
and to ensure the availability of pre-
ceptors in emergency medicine.

According to 1997–98 CFPC fig-
ures, there are 734 physicians regis-
tered as CCFP(EM), of whom 486
were practice eligible and 445 resi-
dency trained. The Canadian Medical
Protective Association (CMPA) states
that between 1500 to 2000 Canadian
physicians are registered as full-time
emergency physicians. The RCPSC
states that, between 1987 and 1996,
138 physicians graduated from Royal
College emergency medicine residen-
cy programs. Of 374 graduates of the
Royal College certification process,
360 are fellows and 307 are practising
in Canada.

The CFPC should review their spe-
cial competency guidelines and consid-
er the product that they are creating and
certifying. If the result is physicians
who practise only EM with little or no
rural experience and few family physi-
cian preceptors, then the stipulated
objectives are not being met. Reform in
the certification of Special Competence
in Emergency Medicine may be neces-
sary. It would appear that Canadian

emergency medicine practice is becom-
ing a specialty that is in need of re-eval-
uation of its residency programs and
certification processes.

At present, the specialty of family
medicine “hyphenates” itself with
other specialties such as emergency
medicine, anesthesia and surgical
obstetrics, thereby creating a parallel
to RCPSC programs. The ongoing
discussions regarding EM training
reflect directly on the overall goals of

the CFPC. Will there be continuing
expansion of the current CFPC
accreditation process or will this stop
with the realization that family medi-
cine is a specialty with a need for
more than two years of training?
Special Competence training could be
coordinated and certified with the
RCPSC disciplines. This would dim-
inish bureaucracy and administrative
expense. More importantly, it would
give family medicine the respect that
it is due as a specialty.

A decision on this matter would
also help resolve the issue of dual EM
training pathways. If the CCFP(EM)
process is creating, in the vast major-
ity of cases, full-time emergency
physicians, then noble intentions
need to be revisited. On the other
hand, the RCPSC must also evaluate
its residency training program to see
whether it is meeting the require-
ments of the American Graduate
Medical Education Directory for
Emergency Medicine.3

US EM programs have existed
since 1972. Currently, there are 119
US emergency medicine residency
programs, with 3239 residents in

training.4,5 In contrast, RCPSC emer-
gency medicine training programs
have a total of 87 residents, with 5 in
their 5th post-graduate year and 24 in
their 4th post-graduate year. This year,
the CFPC expects 61 residents and 70
practice-eligible candidates to sit their
CCFP(EM) exam.

Each US program requires a mini-
mum of 6 residents per year of train-
ing in order to: 1) achieve a major im-
pact in the emergency department;

2) assure a meaningful conference
schedule; 3) provide progressive re-
sponsibility and; 4) foster a sense of
residency program and department
identity. US residency programs are 3
years, and any program that extends
beyond this must present a clear edu-
cational rationale. Why should the
RCPSC training program differ? And
further, do any of the current Canadian
programs truly achieve the 4 US
objectives listed here? With respect to
faculty, a minimum of 6 physicians
should be devoted to providing leader-
ship and resident supervision. Amal-
gamating the teaching faculties from
the current two tracks in Canada may
help meet this requirement.

Training and certification

Some authors recommend re-evaluat-
ing the length of EM training in
Canada,6–8 and some suggest moving
to a shorter program with the option of
postresidency fellowship years in
areas of special interest, such as trau-
ma, research, disaster medicine, toxi-
cology or administration. Shortening
the length of training would allow
more residency positions to be created,
thus advancing the goal of providing
optimum delivery of emergency care
to the Canadian public. Creating a sep-
arate college for emergency medicine
is an option, but the question remains
whether it is cost efficient to create
another bureaucracy. The RCPSC is
the certifying body for specialists in
Canada and should be maintained as
the certifying body for EM, but change
is necessary.

The certification process should be
open to practice-eligible candidates.
In Canada, EM can still be practised
by a physician with a general licence,
and, based on the figures discussed
above, there may be up to 1000 physi-
cians who are not certified by either

Moore and Lucky
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Canada is the only country with 
two colleges governing certification 

in emergency medicine.
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college delivering full-time emer-
gency care. In spite of this, neither the
provincial colleges nor many of the
hospital credentialling committees,
although entrusted to promote quality
care for the public, have set definite or
specific standards for EM providers.

Organizations such as the RCPSC,
the CFPC, the Canadian Association
of Emergency Physicians (CAEP)
and the provincial colleges should
meet to discuss the certification
process. This would be a way of
establishing minimum knowledge
standards and ongoing CME require-
ments. Physicians could have porta-
bility of certification across Canada,
and the public could expect to receive
care from qualified emergency physi-
cians who have achieved a specified
level of competence.

The current debate regarding the
future of EM residency training is
very important if we are to assure the
delivery of certified, appropriately
trained physicians to Canadian emer-
gency departments. We must acknowl-
edge the fact that most physicians
who provide emergency care in this
country belong to neither college.
Whatever process we develop, it must
include these noncertified physicians
and must encourage them to partici-
pate in the decision-making process.
In the interest of quality care for
Canadians, certified emergency physi-
cians should be magnanimous; they
should be willing to accept and certify
practice-eligible physicians who are
not “formally trained.” Canadian citi-
zens have a right to certified emer-
gency care; until the number of grad-
uating EM residents equals or sur-
passes the number of physicians leav-
ing the field, this will not be the case.
This raises the issue of manpower
needs and begs the question: Should
further EM residency positions be
made available?

Models could be developed to pre-
dict the number of residents necessary
to maintain a steady-state work force.
The eventual standard for entry into
an emergency medicine position
should be residency training and EM
certification. If we plan appropriately
and maintain high-quality patient care
as our goal, emergency medicine can
rise above the current political debate
and agree upon common guiding prin-
ciples.

Conclusion

Emergency medicine is a specialty.
One voice should represent Canadian
EM at all levels. Currently, CAEP best
represents this voice. There are over
1000 CAEP members, representing
every province and territory. CAEP
must maintain its focus on optimal
patient care in the emergency depart-
ments of this country and on the emer-
gency health care needs of the
Canadian public. Our citizens deserve
one standardized, certified, accredited
EM training program that produces
the highest quality emergency physi-
cians. While the RCPSC and CFPC
discuss reforms, we should not lose
sight of this goal.
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RESIDENT ISSUES • PRÉOCCUPATIONS DES RÉSIDENTS

Building a national organization of future 
emergency medicine physicians

Jason R. Frank, MD

Resident interest in emergency
medicine (EM) is on the rise.

Each year, postgraduate matches add
to the ranks of Canadian EM residents,
and the Canadian Association of
Emergency Physicians (CAEP) Resi-
dents’ Section (RS) continues to
expand. The numbers are inspiring.
This year, 16 residents accepted Royal
College EM postgraduate year-1
(PGY-1) slots. Many more began their
CCFP(EM) PGY-3 year, and this
doesn’t include the residents who
matched separately to EM training
programs in Quebec. At the same time,
the Canadian Resident Matching
Service (CaRMS) matched about 433
new Family Medicine residents and 63
new Pediatrics residents. A significant
number of these groups will also go on
to develop interests and skills in EM.

There is a large and expanding pool
of EM residents. This expansion has
fuelled parallel growth in the CAEP
Residents’ Section. As of January
1999, the Residents’ Section’s 161
resident members and 13 medical stu-
dent members accounted for 13% of
CAEP membership and included a
significant proportion of all Canadian
EM residents. If we can harness this
talent and enthusiasm, our numbers
give us an unprecedented opportunity
for development of the Canadian EM
residency experience. Consider that
EM residents share many common

interests, including an enjoyment of
EM work, a desire to become the most
effective clinicians possible, an inter-
est in maximizing residency experi-
ences, an interest in working toward
an optimal practice opportunity, the
need to improve our understanding of
EM research, and a stake in furthering
the specialty of EM in Canada.

Through the CAEP RS, we can build
a national network of EM residents and
help make the most of our residency
education. We should expand our role
in, and take full advantage of CJEM,
the CAEP annual conference, and gen-
eral CAEP activities. CJEM is a forum

in which residents can discuss impor-
tant EM issues, communicate our con-
cerns to other emergency physicians,
share our residency experiences, and
proudly publish our research. The
annual conference provides an oppor-
tunity to network with other residents,
present research projects, and — as 
of this October — play hockey against
EM faculty! Through CAEP’s Resi-
dents’ Section, we can create national
projects of interest to EM residents 
and help guide the evolution of
Canadian EM.

Correspondence to: jfrank@istar.ca

University of Toronto, Toronto, Ont.

A Call for Papers

The Resident Issues section of CJEM is a forum for discussion of topics
of particular relevance to emergency medicine residents in Canada. CJEM
extends a special invitation for submissions by individuals and groups of
authors of papers on the following topics:

• Reports on curriculum developments in EM residencies
• Resident research
• Featured electives
• Opinion pieces on a resident issue

Residents, this is your section of CJEM and your opportunity to publish
your ideas and analysis!

For submissions and further information, contact:

Grant Innes, MD Jason Frank, MD
Editor-in-Chief, CJEM Resident Issues Section Editor, CJEM
ginnes@interchange.ubc.ca jfrank@istar.ca
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LETTERS • COURRIER

Emergency medicine training in
Canada: a different perspective

To the editor:
In the last issue of CJEM, Moore and
Lucky argued for a unified emergency
medicine (EM) training pathway.1 But
the matter may be more complex than
it seems. Concerns revolve around
manpower problems, postgraduate
training issues and national certifica-
tion, and we must consider both sides
of the argument.

EM, like Pediatrics, is not practised
exclusively by FRCP(C) specialists.
Based on geographic, medical, fiscal
and political realities, family physi-
cians and CCFP(EM) certificants will
continue to provide much of Canada’s
emergency care. Interestingly, ED
directors2 do not identify either train-
ing path as the sole desirable one.

A 1996 manpower study suggests
that by 2001 Canada will face a short-
age of 562 trained emergency physi-
cians.2 Demand for individuals with
any type of EM training will be high,
and the majority of graduates (from
both programs) will be recruited into
full-time urban EM practice. Contrary
to opinions held by some, this does
not reflect a failure of either College
in terms of educational philosophy or
certification process. It is simply a
reflection of marketplace reality.

One solution is to expand Royal
College training programs and make
smaller increases in CCFP(EM) pro-
grams. This would address urban
needs but would not provide solutions
for small towns or rural areas. The
ongoing review of rural family physi-
cian training, however, is a step in the
right direction that will help clarify
and remedy rural problems. In addi-
tion, the urban (family physician) cur-
riculum requires re-examination: it is

important for all primary care physi-
cians to attain a level of emergency
care competence. I agree with Drs.
Moore and Lucky that, in comparison
with other English-speaking countries,
our two-year family medicine training
program is too short, but this should
not prevent others from respecting
family physicians. It is a matter of
professional courtesy and simple
decency.

Moore and Lucky suggest that, in
terms of educational objectives and
accreditation processes, both colleges
have failed to meet objectives. But the
evidence these authors provide is less
than convincing. Their conclusion
that the Canadian College of Family
Physicians (CFPC) needs to review
its objectives and certification
process was based on two clauses
taken (out of context) from the
Residency Program Accreditation
and Certification book.3 A careful
reading of the reference does not sup-
port the conclusion made.

The educational model they suggest
for Royal College programs is similar
to the US model, both in scope and
length, but this is not a realistic solu-
tion for Canada, where workloads dif-
fer, where system resources are limit-
ed, and where the supervision provid-
ed by attending physicians is unlike
that in the US. Nor is it feasible to
blend the two Canadian educational
tracks; the funding formula for post-
graduate medical education precludes
this. There is an obvious need for
monitoring of educational parameters
such as training objectives, training
duration and educational outcomes,
and these expectations are included in
the mandate of both colleges. The
implementation of the joint accredita-
tion survey of emergency programs is
a step in the right direction. The

Canadian Association of Emergency
Physicians (CAEP), the national body
representing all practising emergency
physicians, has a limited role in this
educational process. Another pro-
posed solution is the establishment of
a separate college for emergency
medicine. However, this is impracti-
cal, and there is neither the need nor
the political will.

Most would agree that practising
emergency physicians, including
those without residency training,
should be eligible for national certifi-
cation. Since 1995, the CCFP has
implemented a formal process that
addresses this problem. This avenue
for national certification of family
physicians will remain open for the
foreseeable future, and the role of
CAEP and the emergency physician
community in this area is limited.

Clearly we all have a keen and sin-
cere interest in the advancement of
emergency medicine in Canada. Some
of us perceive the manpower, educa-
tional and national accreditation
issues differently. The coin does have
two sides.

Ivan Steiner, MD
University of Alberta
Edmonton, Alta.
ivan.steiner@ualberta.ca
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 1

Schedule of CAEP Meetings 
for the 

1999 CAEP/AMUQ Annual Scientific Assembly 
 
 
Monday, October 25, 1999 
 

Meeting Time Location No. of 
attendees 

Comments 

     
Meeting of the Program Directors 1900 – 2100 hrs   Meeting with FRCPC Program Directors 
 
 
Tuesday, October 26, 1999 
 

Meeting Time Location No. of 
attendees 

Comments 

     
Meeting of the Program Directors during daytime   Meeting with FRCPC Program Directors 
Opening Cocktail 1700 – 2000 hrs Hilton Québec – Panorma Rm   
Arrhythmia Roadshow Faculty 1800 hrs Restaurant in Québec City 9 Arranged by Wyeth 
 
 
Wednesday, October 27, 1999 
 

Meeting Time Location No. of 
attendee

s 

Comments 

     
Board Meeting – luncheon 1130 – 1330 hrs Hilton Québec – Salle Ste Foy 12  
Pediatric Section Meeting 1630 – 1800 hrs Convention Ctr – Room 207 10 Coffee & juice provided 
Standardized Program in EM 
Undergraduate Curriculum 

1630 – 1800 hrs Hilton Québec – Salle Ste Foy 15 Contact:  Audrey Hunt for Mike O’Connor      
(613) 549-6666  X4515 

CME Committee 1630 – 1730 hrs Convention Ctr – Room 301 AB   
EMS Committee 1630 – 1730 hrs Hilton Québec – Salle Portneuf   
President’s reception (cocktail) 1730 – 1900 hrs Hilton Québec – Salle Villeray   100 + Drinks and appetizers provided 
Private CAEP/AMUQ Board & 
Spouse 

1930 -      60 +  

Page 41 of 126



LETTERS • COURRIER

Specialists, guidelines and turf
battles

To the editor:
I enjoyed reading the July 99 issue of
CJEM. Thank you for a thought-pro-
voking and diverse spread of articles. I
found the discussions1–9 about guide-
lines and “turf battles” fascinating and,
in many ways, familiar. The Austral-
asian College for Emergency Medicine
(ACEM) has faced similar issues and
processes.

ACEM produced a policy for the ED
sedation procedures in November 1997.
Although there was wide consultation
during the formulation of the guidelines,
including from our anesthetic colleagues,
we did not seek endorsement from any
other body. Recently, ACEM adopted a
position statement regarding the use of
focused ultrasound in the ED. Again, we
did not seek the endorsement of any
other specialty group.

I see a clear link between the way we
define our “specialism” and the confi-
dence with which we can make state-
ments about standards. Unless we claim
confident ownership of our legitimate
turf, we will always be seen as “Jack of
all trades and master of none.” Why
would another specialist body want to
endorse our position papers if we are
not confident that we own the territory?
If we ask for endorsement, aren’t we
really saying that we want their permis-
sion to make our own statement about
an area that is really theirs?

So, is there legitimate specialist terri-
tory that belongs to us alone? I believe
that the definition of our specialty lies in
a system of practice rather than a body
of knowledge. Sure we know a lot about
toxicology and environmental injuries,
but so do others. Where we are unique-

ly specialized is in the reception, triage,
assessment and initial management of
multiple undifferentiated patients pre-
senting simultaneously, throughout the
spectrum of diagnoses and age groups,
and with a minimum of background
information. This territory is unique to
us, and only we understand it well
enough to make statements about how
practice should occur within it.

Of course we must use knowledge or
expertise developed by other specialists.
However, we must then translate those
principles into rational and realistic
guidelines that are appropriate for our set-
ting. When we sedate patients for proce-
dures in the ED we are practising emer-
gency medicine, not anesthesia. In the
same way, an anesthetist reading a pre-
operative ECG is practising anesthetics,
not cardiology. When we use focused
ultrasound to evaluate the abdomen of a
trauma patient we are practising emer-
gency medicine, not radiology (just as we
are when we interpret plain x-rays).

In relation to focused ED ultrasound,
the answer to the question “why aren’t we
allowed to use it?” must surely be “you
can do anything you like, as long as you
are answerable for the consequences.”
The standards of training and practice
must be appropriate for the setting, and
the procedure and consequences must be
subjected to the same quality control
processes that we would apply to the
interpretation of plain radiographs or the
decision to use thrombolysis in ED.

We need to behave, speak and think
with enough confidence in our own spe-
cialty that other specialists will under-
stand that we have no need to invade
theirs. At the same time, we must ap-
proach them with the respect and recog-
nition that we would wish expressed
towards ourselves.

Sue Ieraci, MD, FACEM
Vice-President and past Chair

of Standards Committee
Australasian College

for Emergency Medicine
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A Canadian approach?

To the editor:
Congratulations on the launch of CJEM.
This journal represents a landmark
achievement in Canadian emergency
medicine and is long overdue. It’s impor-
tant for us to realize that the US approach
is not the only standard of care, and per-
haps not the best one. Finally Canadian
emergency physicians will have an alter-
native to the legally-driven, overly inves-
tigation-oriented USA style of practice.
CJEM will enable us to publish our own
standards of care, guided by logic, evi-
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dence and common sense rather than by
the Bar Association, the National Rifle
Association, commercial interests and
big industry. In addition, CJEM is show-
ing us that medical journals don’t have to
be dry, with a stiff upper lip. An informal
approach that is intellectual and, at the
same time, humorous, provides the ideal
format for learning. Congratulations on a
job well done.

Anurag Saincher, MD
Surrey, BC

ED ultrasound

To the editor:
I wish to address comments made by
Drs. Ducharme and McPhee in the July
issue of CJEM.1,2 Their comments on
the use of ED ultrasound (ED U/S)
seem to reflect common misconceptions
about this important diagnostic tool.
These doctors suggest that the amount
of training required to perform ED U/S
is prohibitive and that, to meet the
requirements of the Canadian Assoc-
iation of Radiologists, a great deal of
EM residency time would have to be
reallocated. This might be true if the
purpose of such exams was to delineate
specific pathologies or disease process-
es. But ED U/S exams were never
intended to be definitive evaluations,
which are far too time intensive to be
practical in the busy ED setting. On the
contrary, ED U/S is meant to provide
rapid answers to specific questions,
such as: Is there free fluid in the
abdomen of this trauma patient? Is there
an intrauterine pregnancy in this woman
with suspected ectopic? and Does this
hypotensive patient have an abdominal
aortic aneurysm?

To avoid confusing ED U/S with the
comprehensive exams carried out in the
radiology suite, I propose that we refer to
the former as EMERGENT scans.3

Emergent scans are performed by

Emergency physicians, are Medically
indicated, occur in the Emergency depart-
ment, are Rapid, Goal directed, Evidence-
based, Not difficult and will decrease
Time to diagnosis. Less training time is
required to master EMERGENT scans.
The Society of Academic Emergency
Medicine recommends only 40 hours of
didactic teaching and by 150 clinically-
indicated examinations.4 This could easily
be accomplished during a 5-year EM resi-
dency and might even be possible within
the CCFP(EM) curriculum.

Importantly, the recognition of the
EMERGENT scan as distinct from the
definitive radiology U/S should facili-
tate a more open dialogue with our radi-
ology colleagues. Perhaps if radiolo-
gists realized that EMERGENT scans
are not a threat to their incomes, then a
more collegial interaction could occur.

Jeffrey Sankoff, MD
Fellow
Critical Care Medicine
Royal Victoria Hospital
Jewish General Hospital
McGill University
Montreal, Que.
jsanko@po-box.mcgill.ca
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EM training

To the editor:
I am pleased that Dr. Steiner, in the July
issue of CJEM,1 responded to our arti-

cle.2 He made several interesting points,
but I am less than convinced by his
arguments. Steiner refers to two clauses
in the CCFP Residency Program Ac-
creditation and Certification book that
were, in his opinion, taken out of con-
text. This has not been the view of oth-
ers (from whom Dr. Moore and I have
received positive feedback), so I guess
interpretation remains a judgement call.
In any case, it’s clear that the coin does
have two sides and that, for now, we’ll
agree to disagree.

The important issue is to ensure the
continuing positive evolution of Can-
adian emergency medicine. As long as
this remains our primary goal, then let
the debate continue.

Cindy-Ann Lucky, MD
Vancouver, BC
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Esophageal detector devices
and children

To the editor:
Rhine and Morrow1 suggest that the
esophageal detector device (EDD) is a
useful adjunct for confirming tube
placement in adults. It may be less accu-
rate in young children.

The EDD was evaluated in 20 chil-
dren under 1 year of age undergoing
elective surgery.2 All were intubated
and had a second ET tube placed into
their esophagus. An observer, blind to
tube placement, was then asked to use a
modified EDD and aspirate from one of
the tubes. Esophageal tube placement
was identified correctly in 7 of 10 cases
and tracheal tube placement in 8 of 10
cases, giving an overall failure rate of
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25%. The authors suggest that failure to
recognize esophageal placement could
occur if gastroesophageal reflux or hia-
tus hernia allow gas to be aspirated from
the stomach, if the esophageal tube is
passed into the stomach, or if the esoph-
agus doesn’t readily collapse and form a
seal around the tube. Failure to confirm
tracheal tube placement could occur if
young childrens’ more flexible tracheal
rings fail to hold the airway rigidly open
or if the tracheal mucosa collapses over
the tube when negative intraluminal
pressure is applied.

Relying on the EDD to confirm prop-
er placement of an ET tube in young
children may be dangerous.

Joel Lexchin, MD
Toronto, Ont.
joel.lexchin@utoronto.ca
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Propofol for sedation

To the editor:
In the July issue of CJEM, Innes stated
that he was unaware of any Canadian
emergency physicians who are permit-
ted to use propofol.1 In fact, we have
used propofol for procedural sedation
and as an induction agent for intubation
since 1995. Among our emergency
physicians it has become the agent of
choice (in combination with appropriate
analgesia), particularly for orthopedic
procedures. Although we have not been
tracking its use, we are unaware of any
adverse outcomes. Due to its rapid
onset, short duration, and ease of titra-
tion, we find it easier to employ when
one physician performs the procedure
while another manages the sedation.

We have been performing policy-
driven conscious sedation since the
mid-1980s. Our procedural sedation
policy was written in consultation with
our Anesthesia Department and has
their approval. Although the policy does

not refer to the use of specific agents,
our anesthetists have not objected to our
use of propofol. In fact, they (and our
surgeons) have grown to expect it and
depend on it!

Steve Socransky, MD
Gary Bota, MD
Sudbury Regional Hospital
Sudbury, Ont.
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Correction

In Dr. Del Donald’s Letter to the edi-
tor1 in the July 1999 issue of CJEM,
we mistakenly gave Sudbury, Ont.,
as Dr. Donald’s city of practice. Dr.
Donald practises in Sarnia, Ont. We
apologize for this error.

Reference
1. Donald D. Emergency department

sedation [letter]. CJEM 1999;1(2):92.

Page 44 of 126



RÉSUMÉ : Une étude sur la main-d’œuvre canadienne menée en 1994 avait prédit une pénurie à
l’échelle nationale de 562 médecins d’urgence qualifiés avant 2001. Plusieurs facteurs ont changé
depuis la publication de ces données; cependant, aucun n’a changé l’ordre de grandeur de cette
pénurie. À la lumière de ces renseignements, on a étudié la situation de la Edmonton Capital
Health Region (CHR) et évalué l’impact des programmes de résidence en MU de l’Université de
l’Alberta (CRMC [Collège Royal des médecins et chirurgiens du Canada] et CMFC [Collège des
médecins de famille du Canada], créés en 1992) sur les besoins locaux en main-d’œuvre.

Le nombre de médecins d’urgence certifiés dans la CHR est passé de 9 du CRMC-MU et 2 du CMFC-
MU en 1990 à 14 du CRMC-MU et 16 du CMFC-MU en 1999, soit une augmentation de 27 %. Le gain
le plus important provenait du recrutement de 14 diplômés en médecine d’urgence de la région;
cependant, malgré ce succès, et même avec un recrutement de 100 % des diplômés de l’Université de
l’Alberta, on constate encore une pénurie importante de médecins d’urgence dans la CHR.

Cette situation n’est pas unique. Elle est le résultat d’un nombre insuffisant de postes de for-
mations en médecine d’urgence au Canada. La seule solution possible à long terme serait d’aug-
menter considérablement le nombre de postes de résidence du CRMC tout en maintenant, et dans
certaines juridictions en augmentant, le nombre de diplômés du CMFC.

COMMENTARY • COMMENTAIRE

Manpower crisis in emergency medicine:
Can residency programs make an impact?

Ivan P. Steiner, MD;*† Philip W. Yoon, MD;*† Brian R. Holroyd, MD†

Background

During recent years, US and Canadian emergency medicine
(EM) workforce studies have been published.1–3 A 1994
manpower study3 suggested that by 2001, Canada will be
short 562 qualified emergency physicians; however, for
several reasons, this prediction may not be accurate. First, it
is difficult to gauge how the changing health care environ-
ment will modify the demand for emergency physicians.
Second, since the 1994 publication, the number of
Canadian entry-level EM training positions (RCPSC and
CFPC) has increased from 60 to 101 per year.4 Third, while
some Canadian emergency physicians are leaving the coun-

try, others are returning after completing US residencies,
and transborder fluxes are difficult to quantify. Finally, the
College of Family Physicians of Canada’s (CFPC) practice-
eligible certification option has offered an additional
avenue to EM certification.5 In our opinion, however, these
variables have not substantially altered the manpower short-
falls predicted in 1994.

In light of this background information, and given the
recent establishment of two EM residency programs in
Edmonton, we performed a manpower review to determine
the future needs for emergency physicians in the Capital
Health Region (CHR), which includes metropolitan
Edmonton and its surrounding municipalities.

From *the Department of Family Medicine and †the Division of Emergency Medicine, University of Alberta, Edmonton, Alta.
Presented on Feb. 1, 1999, to the Faculty of Medicine and Alberta Health Care — Rural Physicians Action Plan Committee.
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A Northern Alberta perspective

In 1990, the University of Alberta Faculty of Medicine cre-
ated the freestanding Division of Emergency Medicine. At
this time, a manpower review indicated that, of 55 emer-
gency practitioners, 9 (16%) were Royal College certified,
2 (3%) were CCFP-EM certified and 44 (80%) had CCFP
or other qualifications. Subsequent efforts to recruit trained
and certified emergency physicians proved unsuccessful.
Between 1990 and 1992, perhaps related to the lack of local
residency programs and the geographical location of
Edmonton, only 3 individuals were recruited and only one
of these physicians practises in Edmonton today. 

Edmonton’s two EM residency programs were launched
in 1992. Our first residents enrolled in the 1993–94 aca-
demic year and graduated in 1994 (CFPC-EM) and 1996
(RCPSC) respectively. The Royal College of Physicians
and Surgeons of Canada (RCPSC) program accepts 3 resi-
dents each year, but the situation with our CFPC-EM pro-
gram is more complex. Between 1993 and 1997, all CFPC-
EM positions were reserved for physicians who agreed to
relocate to rural or regional Alberta centres. Since 1997 the
situation has changed: we now have 3 rural track positions
and 2 unrestricted positions. 

In January 1999, to assess the impact of our residency
programs and to estimate our current emergency physician
resources and future needs, we conducted a follow-up man-
power survey. The 1999 survey identified 63 practising
emergency physicians who comprise the bulk of clinical
and academic EM faculty. The number of certified EM
physicians has increased from 11 in 1990 to 30 in 1999, and
the largest growth is in the CCFP-EM category (Table 1). A
substantial proportion (43%) are 45 years or older.

While we still have a long way to go, our success in
recruiting local EM graduates and other certified emer-
gency physicians has increased since 1993 (Table 2), and
the general profile has shifted significantly toward certified
emergency physicians. It is noteworthy that the CFPC-EM
graduates who left generally did so because of their con-

tractual commitment to practise outside large urban centres. 
The CHR EM Program Council recently addressed cur-

rent and 5-year manpower needs for the region and con-
cluded that there is an immediate need for 16.65 full time
equivalent (FTE) positions and that, in 5 years, there will be
an additional need for 16.75 FTE positions. The 33.4 FTE
positions include 23 clinical, 2 administrative, 3.65 teach-
ing and 3.75 research. Our current annual residency output
is 3 RCPSC and 2 (urban-eligible) CCFP-EM physicians.
Even in a best-case scenario, if we successfully recruit all
25 local graduates into full-time practice over the next 5
years, there will be 8.4 unfilled FTE positions. 

Is this shortfall an isolated phenomenon specific to the
CHR? We suspect not. While US residencies graduate 1039
emergency specialists annually,2 Canadian residencies
graduate about 20 RCPSC and 80 CCFP-EM physicians
respectively.4 The number of Royal College EM residency
positions is 5 times lower (per capita) than the number of
US EM positions. These statistics are troubling because
they suggest that our substantial manpower shortfall is like-
ly to continue. They also clarify how and why CFPC emer-
gency medicine programs — which were designed to
enhance the EM skills of family physicians and to provide
administrators and clinical faculty for CFPC-EM programs5

— have, by default, become a major training route for full-
time urban emergency physicians. Canada needs graduates
from both programs, but there is currently a serious short-
age in training positions for emergency medicine (RCPSC)
specialists. 

Solutions

The emergency physician manpower shortage is alarming.
Despite recent recruiting success, our number of EM train-
ing positions is insufficient to meet local needs and we face
the certainty of a serious ongoing emergency physician
shortage. This situation is not unique; it reflects the
Canadian EM reality and it points to the obvious local and
national solution. Canada has a large shortage of EM train-

Steiner et al
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Table 1. 1999 Edmonton Capital Health Region (CHR)
manpower

Table 2. Recruitment and loss of CHR emergency physicians
1993-1999

Page 46 of 126



Manpower crisis in EM

ing positions, especially in RCPSC programs. Unless this
problem is resolved, the predicted shortfall of 562 qualified
emergency physicians3 will remain a reality. Immediate res-
olution is impossible, but urgent planning is essential. It
will take a 4- to 5-fold increase in the number of Royal
College entry positions to provide long-term solutions.
Unfortunately, cutbacks in health care and higher education
have made it difficult for university administrators to find
new funds, and convincing faculties of medicine to invest in
new EM residency positions will be a huge challenge. 

It is safe to assume that the total number of postgraduate
training positions will remain constant and that emergency
medicine will be forced to compete with other disciplines
experiencing manpower shortages. Even if EM directors
lobby successfully and increase the number of Royal
College residency positions, it is important to maintain (and
in some jurisdictions increase) the level of output of CFPC
emergency medicine programs. This will preserve much
needed short-term relief in urban settings and will eventu-
ally enable the CFPC-EM programs to fulfill their official
mandate.

Conclusions

Edmonton’s EM training programs are fulfilling their edu-
cational mandate and producing qualified emergency
physicians, but they cannot provide enough graduates to
meet local needs. The situation is the same across Canada;
however, the solutions for the local and national EM man-
power shortages are clear and feasible. The task ahead is
difficult but not impossible.
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The Changing Face of Heart Disease
and Stroke in Canada: 2000

The Changing Face of Heart Disease and Stroke in Canada:
2000 is the fifth in a series of reports from the Canadian
Heart and Stroke Surveillance System. It’s goal is to provide
health professionals, program managers and policy makers
with an overview of current trends in risk factors,
interventions and services, and health outcomes of heart
disease and stroke in Canada.

This document has a valuable role to play in the prevention
and management of heart disease and stroke in Canada. It
is regarded as the authoritative source of cardiovascular
information among medical professionals in Canada.

This report was produced by the Heart & Stroke Foundation
of Canada, in partnership with Health Canada’s Laboratory
Centre for Disease Control, Statistics Canada, the Canadian
Institute for Health Information, the Canadian
Cardiovascular Society and the Canadian Stroke Society.

You can obtain free bilingual copies of the report from the
following web site: http://www.hc-sc.gc.ca/hpb/lcdc/bcrdd
/hdsc2000/index.html

or by contacting:

Christine LeGrand
Heart & Stroke Foundation of Canada

Tel 613 569-4361, ext. 325
Fax 613 569-3278

Email clegrand@hsf.ca
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CAEP Manpower Study – Executive Summary 
 
Introduction 
In 2002, the CAEP board asked Doug Sinclair and Tim Allen to develop a proposal to 
address manpower issues for the speciality.  We met with the CCFP[EM] and FRCPC 
program directors at the CAEP meeting in Hamilton in April 2002, reviewed the previous 
manpower survey conducted by Bob Beveridge and Steve Lloyd in 1992, and solicited 
advice from the CAEP research ctte.  Our conclusion from this review, was that 
manpower issues for Emergency Medicine were very complex, largely due to the variety 
of physician credentials and practice settings in Canada.  We felt that CAEP should begin 
to address this issue by measuring Emergency physician supply  and engage an external 
consultant to lead this process.  We were fortunate to contract with Ms Eva Ryten, a 
consultant who had done an excellent project for the Canadian Anesthesia Society.  Ms 
Ryten has completed her report, which has been circulated to the board for discussion at 
the October board meeting.  I have completed an executive summary and also some 
suggested actions arising from the report for consideration by the board. 
 
Summary of Methods 
 
As all are aware, the fundamental problem in addressing issues of Emergency Physician 
manpower is the fact that Emergency physicians have variable certification or none at all, 
making it very difficult to identify their exact number or distribution.  Our consultant has 
utilized a number of sources to develop the first comprehensive picture of Emergency 
medicine practice in Canada.  Because trend data from the CIHI and the CMA physician 
manpower databases are not currently accurate or comprehensive enough for the 
speciality of emergency medicine,  she utilized records from the College of Family 
Physicians of Canada, and the Royal College, and the College of Physicians of Quebec  
to identify certificants in emergency medicine  of both colleges and the CMQ by 
age/sex/year of certification/ and current location of practice in 2003.  The records permit 
an identification of the numbers of these certificants who hold active 
membership/certification as of the spring of the year 2003 and by inference, the numbers 
whose membership has lapsed or is not currently active.  The number do not definitively 
equate with actual ED practice.  However, they are the best indicator we currently have 
for estimating the size of the clinical emergency medicine physician workforce.  They are 
also completely up to date.   
  The CAPER data base was used to provide data on residency training programs. 
 
 We have been aware for many years that there is a large cohort of family physicians 
providing a significant amount of emergency care.  The College of Family Physicians of 
Canada conducts periodic surveys of its members [ Janus Survey].  Courtesy of the 
CFPC,we were able to access the 2001 survey database to provide the first information 
ever gathered on this group of providers.  
 
The report is divided into a number of sections, which comment on each specific group of 
emergency service provider, with some overall trends identified.  It is important to 
remember that this report comments only on physician supply, not demand, and does not 
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identify the practice profile of emergency physicians, only that they continue or not  to 
remain as certificates of either College. 
 
Royal College Certified Physicians [FRCPC] 
Over a twenty year period, 468 physicians have been certified in Emergency Medicine by 
the Royal College, 374 of whom remain certified in Canada in  2003.  Current output, 
excluding visa trainees,  averages 20-23+ per year, with a median age at certification of 
32.  There is  very low percentage of women [16%] among the RCPSC/EM certificants.  
Of the certificants located in Canada, 35% are aged 50 or more.  There is an uneven 
distribution of certificants with low numbers in Quebec, Newfoundland and 
Saskatchewan.  The age distribution is uneven and relatively high, with an increasing 
need for replacement in the coming years. 
 
College of Family Physicians Certified Physicians [CCFP-EM] 
The College of Family Physicians offers certification to both residency- trained and 
practice eligible physicians, and the data is analysed for both of these groups of 
physicians.  Over a twenty-two year period, 1555 physicians have been certified by the 
College [ 742-47.7% practice eligible, 813 – 52.3% residency trained], 1198 of whom 
remain certified in Canada in 2003. Current output from residency training programs 
averages 80 per year, with a median age at certification of 30 years.  The percentage of 
women is 27 percent, and the age distribution shows a younger cohort than the Royal 
College group[ only 15.3% of the active certificants in Canada are 50 years of age or 
older].  The geographic distribution is better than the Royal College group with 
certificants in all provinces in Canada. 
 
Combined FRCPC- CCFP[EM} 
In this section, Ms Ryten has combined the data from both programs to describe national 
trends in EM physician manpower.  Table 21 on pages 43-45  of chapter V is particularly 
useful as it outlines the ratio of active certificants/population by province.[ see also table 
29 on page 62]  This section also illustrates very well the changing nature of the 
speciality with the increasing ratio of CCFP[EM]  to FRCPC certified physicians. [ 76.7 
vs 23.1] and the overall female percentage of 22.6. 
 
Pediatric Emergency Medicine 
Since 2000, the Royal College recognized pediatric emergency medicine as a 
subspeciality.  Eight universities currently have training programs, and in 2002-2003 
there were 24 trainees in these programs.  All these trainees have come from a pediatric 
residency program, rather than an emergency medicine program.  Trends will need to be 
observed for this group, as it potentially could increase the number of emergency 
physicians. 
 
CMQ Certification 
The province of Quebec has responsibility for both training and licensing physicians.  
Emergency Medicine has only been recognized as a speciality since 1999.  Because most 
of the CMQ certificants in EM have already been certified in EM by either the RCPSC or 
the CFPC, this new CMQ certification makes avoiding “ double counting” Quebec 
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emergency physicians a tricky statistical issue when adding CMQ data to the data from 
the RCPSC and the CFPC. Ms Ryten has a specific chapter explaining the situation in 
Quebec and its effect on manpower predictions in detail.  Currently, there appears to be 
48 physicians in Quebec with CMQ certification, who are not also certified by the CCFC 
or Royal College. 
 
Role of Family Physicians in Emergency Care 
 
By utilizing the Janus Survey, Ms Ryten was able to derive some very useful data 
concerning this important group of physicians who provide a significant amount of 
emergency care.  This survey had  14319 respondents out of 27980 family physicians,  a 
response rate of 51 %.  There was a section in the survey concerning number of months 
of EM training and questions on number of hours providing ED care as physician on duty 
on a regular basis. By using  the number of respondents with  of 12 months or more of 
EM training as a surrogate for CCFP[EM] training, our consultant was able to separate 
out CCFP[EM] residency trained physicians, and compare their work patterns to other 
groups of family physicians.  
This chapter provides the first data ever collected on this important group of physicians.  
A number of important trends are identified.  One quarter of family physicians identified 
the ED as a practice setting, but the number of hours per week worked varied from 1 to 
over 48hrs.  1807 physicians identified the ED as their main practice setting, and 55% of 
these physicians had no extra training in Emergency Medicine.  There is a significant 
cohort of physicians aged 45-55 without extra training in Emergency Medicine providing 
ED care, but the younger cohort aged 35-45 is more likely to have certification in 
Emergency Medicine.  It is still difficult to identify an absolute number of family 
physicians without certification providing ED care due to the variation in hours provided 
and the lack of definition of a full-time equivalent EM practioner.  The survey does show 
that a quarter of all generalist physicians in Canada[ including those with CCFP[EM] 
certification] provide emergency care on a regular basis. 
 
Residency Training in Emergency Medicine 
 
This excellent chapter reviews the output of all CCFP[EM] and Royal College programs 
by province.  The provincial data comparisons will be of particular interest to program 
directors so they can make a case for an increase in residency training positions.  Note is 
made of the relatively large numbers of visa trainees in the Royal College programs, and 
the high popularity of the Royal College training program from the CARMS data related 
to residency matching results.   With the expansion of the medical schools, a strong case 
is made for immediate expansion of the Royal College training program positions by 5 
slots per annum until 35 new slots[ excluding visa trainees] has been reached.  With 
respect to the CCFP[EM] programs, the addition of a training program this year at 
Memorial brings the number of positions to approximately 100.  Expansion of these 
programs should be done on a regional basis, probably at the new Northern medical 
school in Ontario, and the new campuses in BC. 
A critical question identified in the report is a decision on the relative mix of CCFP[EM] 
and Royal College training program positions.  This question cannot be answered by this 
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report.  The other challenge identified in the report is-how do we support the ongoing 
educational needs for family physicians without extra training in EM to continue to 
provide ED care? 
 
Summary and Recommendations 
 
In this final chapter, the difficulties with data collection are again summarized, and the 
need to update these type of statistics on an annual basis emphasized.  CIHI and the CMA 
are not currently collecting accurate information on emergency medicine human resource 
needs, and CAEP needs to provide leadership in this area.   
 
Emergency physicians are currently unevenly distributed across Canada, depending on 
the location and longevity of residency training programs.  The profession is largely male 
with significant attrition with age.  Family physicians without additional training in EM 
provide significant amounts of ED care.  Younger family physicians are more likely to 
have extra training in emergency medicine. 
 
We have very limited information on practice profiles for practicing emergency 
physicians and future demand for care. 
 
Recommendations from the study include: 
 -update these statistics on an annual basis 
 -work closely with the CCFP on the next Janus survey 
 -work closely with CIHI and the CMA to improve data collection and the 
development of an ambulatory data set 
 -call for an immediate increase in Royal College training positions – five per year 
to a target of 35 new positions 
 - support the CCFP in plans to increase the number of family physicians in 
Canada 
 -expand CCFP[EM] programs on a local basis 
 
 
 

Page 51 of 126



316 CJEM • JCMU September • septembre 2002; 4 (5)

EDITORIAL • ÉDITORIAL

Thinking outside the box

Facing an emergency department
staffing crisis, the Quebec gov-

ernment has devised a brilliant solu-
tion: legislation that forces doctors to
work in emergency rooms on threat
of “heavy financial penalties.” Nor-
mally I’m skeptical of politicians, but
this time they’ve hit a home run with
an innovative concept that could
change the face of society — or at
least the health care system. Forcing
unwilling (and generally unqualified)
physicians to provide emergency ser-
vices is a stroke of genius: It will save
politicians the hassle of actually ne-
gotiating with doctors. Some call it a
dangerous precedent, but I see it as a
solution for all sorts of human re-
source problems.

Why train expensive surgeons when
we can force GPs to work in the oper-
ating room? And why insist on quali-
fied airline pilots if a zealot with 8
hours in a Cessna can fly a 757?
Imagine the cost-saving possibilities
when governments tackle private sec-
tor problems. Simple legislation will
replace lawyers with notary publics
and architects with carpenters. Base-
ball players will never go on strike
again; not when they realize there are
whole cadres of unemployed synchro-
nized swimmers just waiting to be
legislated into the dugout.

Emergency physicians and family

physicians are different animals with
different knowledge, experience and
skills. How many GPs can open a
chest and evacuate a knife-induced
hemopericardium? But penetrating
trauma aside, surely “replacement
physicians” can perform the bulk of
emergency work. Or can they? Can
they use a slit lamp? Stop a posterior
nosebleed? Measure compartment
pressures in the leg? Do they know
that verapamil is a poor choice for
SVT with rapid ventricular response?
Will they spot the trifascicular block
in the syncope patient? Do they real-
ize that the T = 0 troponin assay
misses most cases of myocardial in-
farction and almost all cases of unsta-
ble angina? Can they isolate flexor
digitorum superficialis function when
evaluating a wrist laceration? Will
they recognize the Maissoneuve in-
jury — or treat it as a sprained ankle?
Do they know how to place a chest
tube? Painlessly? If the patient is in
shock, can they vent the chest in 15
seconds? Are they competent to clear
trauma C-spine films at 2 in the
morning? When was the last time
they restrained and sedated a violent,
psychotic patient? Do they know
enough to intubate the woman with
thermal airway burns before it seems
like airway management is necessary
(and it’s too late)? Can they perform a
saphenous cutdown, a femoral line,
or an internal jugular in a hypotensive
patient with no veins? Will they miss
the ruptured spleen in the rugby

player because they believe early he-
moperitoneum causes guarding and
rigidity? Can they recognize blood in
the basal cisterns? And do they know
enough to do a lumbar puncture if
there isn’t any? Do they remember
that methanol poisoning can present
without an anion gap — or an osmo-
lar gap? Do they remember what an
osmolar gap is, and how to calculate
it? Can they do a rapid sequence intu-
bation? Can they manage a difficult
airway at all? Will they know that
succinylcholine is not the best choice
in a patient with hyperthermia and
muscular rigidity?

Maybe the government is right: You
don’t really need emergency physi-
cians in emergency departments. Un-
less there are emergencies there.

CAEP President, Dr. François
Bélanger, says that this legislation
“will possibly subject the public to an
increased risk of poor clinical out-
comes when faced with an acute
medical illness or injury.” Dr.
Bélanger is a nice fellow, but he is
dead wrong in this. This legislation
will definitely lead to many poor out-
comes and deaths. It is, as he says, “a
convenient façade to comfort an un-
suspecting public.” It will provide
them with false hope and expecta-
tions when what they need is emer-
gency care.

St. Paul’s Hospital, Vancouver, BC;
Editor-in-Chief, CJEM Correspondence to: Dr. Grant Innes; ginnes@

interchange.ubc.ca

Grant Innes, MD
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CCFP-EM versus FRCP

To the Editor: It has been a few years
since the furor1–8 in the CAEP Commu-
nique regarding the debate as to
whether the two tracks into Canadian
emergency specialization should be
merged or adjusted in some way, so it
is probably time for those emotional
letters to start again. Some CCFP-EM
graduates, like myself, still suffer from
a “second class citizen” complex and
are without means to dig ourselves out
of it (so that we can concentrate on our
other complexes). I propose that CAEP
considers awarding of “Fellowships” of
the organization to emergency physi-
cians who have made meaningful con-
tributions to the field of emergency
medicine in Canada (much like the
CFPC does with the FCFP). The
“FCAEP” could be a goal to which EPs
from each track could aspire.

Sam Campbell, MD
Dalhousie University
Halifax, NS
sgcampbe@dal.ca
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Listen to the people on health,
PM told

To the Editor: Quebec Premier Bernard
Landry recently discussed the death of
Claude Dufresne,1 a 51-year-old man
from Shawinigan who sustained a heart
attack but could not be treated in the
ED in Shawinigan, which was closed
because of a staff shortage. Dufresne
was transferred to Trois Rivières, but
died en route.

Gaps in the emergency health system
are not unique to Quebec. There are
other examples in Canada of tragic
deaths because of difficulties in emer-
gency health care delivery. Kyle Martin
died while waiting in the overcrowded
waiting room of the Credit Valley Hos-
pital in suburban Toronto.2 Joshua
Fleuelling, also of Toronto, died of
asthma.3 His transport to hospital was
complicated by ambulance diversion.

These were people who looked to the
emergency system in their hour of
greatest need, and the system, through
lack of planning, failed them. As Mr.
Landry suggests, Mr. Chrétien should

be sensitized by the tragedies his con-
stituents endure. The Prime Minister, in
searching for a health care legacy,
should commit to a course of action that
prevents these tragedies from recurring.
Unfortunately, the Romanow and Kirby
reports4,5 barely acknowledge the na-
tional crisis in emergency care and offer
little in the way of credible solutions.
The crisis will not be solved by home
care, pharmacare or primary care re-
form, no matter how important these
initiatives ultimately prove to be. Mr.
Chrétien should insist that emergency
health care is given prominence in all
future discussion on health care reform.
He should vigorously support a national
forum on emergency health care.

Alan Drummond, MD
Perth, Ont.
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LETTERS • COURRIER

Letters will be considered for publication if they relate
to topics of interest to emergency physicians in urban,
rural, community or academic settings. Letters re-
sponding to a previously published CJEM article should
reach CJEM head office in Vancouver (see masthead
for details) within 6 weeks of the article’s publication.
Letters should be limited to 400 words and 5 refer-
ences. For reasons of space, letters may be edited for
brevity and clarity.

Les lettres seront considérées pour publication si elles sont perti-
nentes à la médecine d’urgence en milieu urbain, rural, commu-
nautaire ou universitaire. Les lettres en réponse à des articles du
JCMU publiés antérieurement devraient parvenir au siège social
du JCMU à Vancouver (voir titre pour plus de détails) moins de
six semaines après la parution de l’article en question. Les lettres
ne devraient pas avoir plus de 400 mots et cinq références. Pour
des raisons d’espace et par souci de concision et de clarté, cer-
taines lettres pourraient être modifiées.
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Where is emergency medicine headed? Budget
constraints leading to decreased acute care
bed availability have affected all of medicine,

but emergency medicine most of all. Forced to cope with
increasing numbers of admitted patients, emergency de-
partments suffer from a lack of acute care beds. Bed
shortages create stressful working conditions and oblige
emergency physicians to increase their scope of practice.
Patients who in the past would have been quickly trans-
ferred to wards receive longer-term care in the emergency
department. Many patients are held overnight or under
observation rather than being put through the futile exer-
cise of requesting a (brief) admission. Patients who re-
quire intensive care are often held in the emergency de-
partment for many hours. Consequently, emergency
physicians are required to improve their critical care
skills. Because failure to improve such skills will result in
suboptimal outcomes for these patients, residency train-
ing has to address this change in emergency department
practice.

Emergency department overcrowding is an issue in rural
sites as well, owing to fewer local resources, and delays in
patient transfers to overburdened tertiary care centres.
How can we expect rural physicians — the foundation of
primary emergency care in Canada — to manage acutely
ill, unstable patients for longer periods of time?

When we add the problem of an aging physician popula-
tion to the problem of an increase in critical care demands
and the associated increase in stress, we can predict an exo-
dus of general practitioners from emergency medicine.
Family physicians who hope to incorporate emergency care
into their practice will have to consider adding more emer-
gency and intensive care rotations to their training.

There is a power vacuum in emergency medicine. Al-
though we supply an adequate number of specialists to
many areas, we need more leaders with long-term vision
and planning ability. As a group, we are stumbling forward
as health care changes dramatically around us. Although
there are many successful directors who are improving care

at many sites, there are not nearly enough, and very few
have administrative training. We need more leaders in our
specialty to establish national standards, to identify and
solve workforce issues and to plan emergency medicine for
this century. We have yet to establish a structure that pro-
vides time to work on these issues: almost all contributions
toward improving emergency medicine are provided by
physicians on a voluntary basis, adding to their already
lengthy lists of tasks. 

Emergency specialists from the Royal College of Physi-
cians and Surgeons of Canada (RCPSC) will remain a mi-
nority among physicians providing emergency care. Exper-
tise is required in several nonclinical areas, such as
administration, teaching, research, pre-hospital care and
toxicology. A 5-year program is necessary to provide train-
ing beyond the primary clinical domain. The RCPSC pro-
gram in emergency medicine must respond to that need
and encourage even further training after residency. A 5-
year residency is not required to produce a good emer-
gency clinician, but it is required if we hope to prepare
physicians for nonclinical roles. The primary reason the
RCPSC program was lengthened by a year more than a
decade ago was to allow a fellowship-type year to encour-
age nonclinical expertise.

In a time when we have an inadequate number of
physicians, it does not make sense to restrict clinical posi-
tions to RCPSC graduates only, as is the practice in many
centres. Most clinical positions in major centres can and
should be filled by physicians with emergency medicine
certification from the College of Family Physicians of
Canada (CCFP-EM). The 2 programs complement each
other very well: the clinical scope of the CCFP-EM pro-
gram and the academic scope of the RCPSC program are
both desperately required in emergency medicine in
Canada.

Students considering emergency medicine as a career
should understand why the programs are different, and
that these 2 options will have different implications for
their future career path. With such limited residency po-

Commentaire

Preparing emergency physicians for the future

James Ducharme

ß See related article page 1549

1548 JAMC • 10 JUIN 2003; 168 (12)
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Editor’s note: Two different educational tracks can lead to emergency medicine specialization in Canada: the 5-year emergency
specialist program of the Royal College of Physicians and Surgeons, and certification from the College of Family Physicians. We
asked two experts in emergency medicine to comment on the relative merits of these training paths. Ivan P. Steiner's perspective
follows this comment by James Ducharme.

Emergency medicine training
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sitions available, it makes little sense to have a resident
train in an RCPSC program for 5 years only to enter a
purely clinical practice. This needs to be made clear to
medical students before and during residency interviews.
Most CCFP-EM residents should expect to enter a prac-
tice that is focused primarily on patient care, but which
may also accommodate interests such as clinical or didac-
tic teaching.

For emergency medicine to fulfill its role in coming
years, we need to prepare residents for the emergency de-
partment as it now exists and how it is expected to evolve
— not how we wish it could be. We will not be working in
emergency departments where admitted patients move im-
mediately to ward beds.

Family medicine, the CCFP-EM program and the

RCPSC fellowship each provide training that leads to satisfy-
ing, but different, emergency medicine careers. There will al-
ways be exceptions in emergency medicine training, but those
exceptions should not be used to conclude that the programs
produce similar results. All 3 training pathways are essential
in providing quality emergency medical care in Canada.

Commentary

CMAJ • JUNE 10, 2003; 168 (12) 1549
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Emergency medicine practice and training in Canada

Ivan P. Steiner

ß See related article page 1548

In the late 1970s, emergency departments of urban hos-
pitals were staffed by physicians without formal train-
ing in emergency medicine, which was not recognized

as a distinct, specific discipline. Comprehensive emergency
care was rare. Most university emergency departments did
not provide round-the-clock coverage by an attending
physician, and during the night shift unsupervised junior
residents made all decisions related to patient care. Under-
graduate education in emergency medicine did not exist,
and a 1-year rotating internship was often sufficient in
many jurisdictions to obtain a licence for general practice
and to practise emergency medicine.

In June 1980, the Royal College of Physicians and Sur-
geons of Canada (RCPSC) recognized emergency medi-
cine as a free-standing specialty requiring 4 years of resi-
dency training. (This was subsequently extended to 5
years.) Concurrently, the College of Family Physicians of
Canada (CFPC) identified the need to upgrade emergency
medicine education for family physicians (FPs) and created
the administrative framework for a 1-year training pro-
gram. As a result, emergency care in Canada today is pro-
vided by a heterogeneous group of clinicians. In urban cen-
tres, emergency departments are staffed by specialists who
hold fellowships from the RCPSC (FRCPCs), FPs with
certificates of special competence in emergency medicine
from the CFPC (CCFP-EMs) and progressively fewer FPs

and clinicians with a general licence.1 The situation is dif-
ferent in smaller regional and rural hospitals, where the lat-
ter 2 groups provide virtually all emergency care. This di-
versity of emergency care providers reflects the varied
educational, economic and geographic realities of our vast
country, and it is further complicated by an overall short-
age of Canadian emergency physicians.2–4

Moorehead and colleagues5 have calculated that, in the
United States, physicians certified or trained in emergency
medicine fill 58% of full-time-equivalent positions in acute
care hospitals, and FPs and internists account for most of
the rest. Adapting their formula to a Canadian setting, we
can calculate that physicians certified in emergency medi-
cine in this country fill about 45% of full-time-equivalent
positions and that FPs fill the rest. In the United States,
124 emergency medicine training programs produce 1136
graduates each year.6 In Canada, at present, there are 27
training programs: 11 for FRCPCs and 16 for CCFP-EMs,
with 20 and 70 postgraduate entry positions, respectively.7,8

Even with 2 educational tracks, the proportion of residency
positions that are in emergency medicine is 21% lower in
Canada than in the United States.

In Canadian urban and regional settings, career emer-
gency physicians are coming increasingly from these 2 edu-
cational tracks and provide comprehensive, round-the-clock
patient care. This workforce comprises a large cohort of full-
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In the late 1970s, emergency departments of urban hospitals were staffed by physicians without 
formal training in emergency medicine, which was not recognized as a distinct, specific 
discipline. Comprehensive emergency care was rare. Most university emergency departments did 
not provide round-the-clock coverage by an attending physician, and during the night shift 
unsupervised junior residents made all decisions related to patient care. Undergraduate education 

in emergency medicine did not exist, and a 1-year rotating internship was often sufficient in 
many jurisdictions to obtain a licence for general practice and to practise emergency medicine.  

In June 1980, the Royal College of Physicians and Surgeons of Canada (RCPSC) recognized 
emergency medicine as a free-standing specialty requiring 4 years of residency training. (This 
was subsequently extended to 5 years.) Concurrently, the College of Family Physicians of 
Canada (CFPC) identified the need to upgrade emergency medicine education for family 
physicians (FPs) and created the administrative framework for a 1-year training program. As a 
result, emergency care in Canada today is provided by a heterogeneous group of clinicians. In 
urban centres, emergency departments are staffed by specialists who hold fellowships from the 
RCPSC (FRCPCs), FPs with certificates of special competence in emergency medicine from the 
CFPC (CCFP-EMs) and progressively fewer FPs and clinicians with a general licence.1 The 
situation is different in smaller regional and rural hospitals, where the latter 2 groups provide 
virtually all emergency care. This diversity of emergency care providers reflects the varied 
educational, economic and geographic realities of our vast country, and it is further complicated 
by an overall shortage of Canadian emergency physicians.2,3,4  

Moorehead and colleagues5 have calculated that, in the United States, physicians certified or 
trained in emergency medicine fill 58% of full-time-equivalent positions in acute care hospitals, 
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and FPs and internists account for most of the rest. Adapting their formula to a Canadian setting, 
we can calculate that physicians certified in emergency medicine in this country fill about 45% of 
full-time-equivalent positions and that FPs fill the rest. In the United States, 124 emergency 
medicine training programs produce 1136 graduates each year.6 In Canada, at present, there are 
27 training programs: 11 for FRCPCs and 16 for CCFP-EMs, with 20 and 70 postgraduate entry 
positions, respectively.7,8 Even with 2 educational tracks, the proportion of residency positions 
that are in emergency medicine is 21% lower in Canada than in the United States.  

In Canadian urban and regional settings, career emergency physicians are coming increasingly 
from these 2 educational tracks and provide comprehensive, round-the-clock patient care. This 
workforce comprises a large cohort of full- or half-time clinicians and a smaller group of 
physicians in academic tracks. However, the 2 educational tracks are distinctly different. The 
objective of the FRCPC program is to provide residents with in-depth knowledge of emergency 
medicine and to prepare them for academic careers involving teaching, research and 
administration. The mandatory curriculum includes a year of basic clinical training, a number of 
months in adult and pediatric emergency departments, and a broad base of training in surgical 
and medical specialties, critical care and anesthesia. Training in pre-hospital care, administration 
and epidemiology is common, and 1 year is devoted to subspecialization, research or medical 
education. In fact, many residency programs exceed the minimum requirements for emergency 
department training.  

The CCFP-EM track aims to "provide family physicians with ... enhanced skills in emergency 
medicine" and to prepare future CCFP-EM educators and administrators.9 The certification year 

is intense, with time divided evenly among adult and pediatric emergency medicine and related 
subspecialties. Time constraints preclude virtually all elective work. Since it would be impossible 

to provide residents with the in-depth and comprehensive knowledge required for an academic 
career during this year, the primary objective is clinical competence.  

Graduates of these 2 educational streams work mainly in urban areas. FRCPCs typically practise 
at university centres or in other settings that can support a number of full-time emergency 

physicians. Because of marketplace demands, many graduating CCFP-EMs also end up 
practising full-time emergency medicine in urban centres.1 For FRCPCs and a number of CCFP-
EMs, this is in keeping with their respective college-given mandate. As trainees continue to 
graduate, we may expect that urban patients will receive increasingly consistent and high-quality 
emergency care. As the quality of emergency care increases in our cities, it is important to pay 
particular attention to the challenge of providing emergency care in other settings.  

To address this, over the last 10 years, the CFPC has implemented changes to the training of 
residents in the core family medicine programs and has made emergency medicine training 
mandatory. Currently, the challenge for those who provide education in acute care to rural FPs is 
to provide an adequate base of knowledge and skills for independent function. Training of family 
medicine residents needs to maximize educational opportunities in all settings by offering 
rotations in urban and regional emergency departments and in rural locations. New educational 
resources in emergency medicine for FP trainees should help this process, but more exposure 
under the supervision of qualified and experienced urban, regional or rural mentors is still 
needed.10  
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Future urban emergency practice should become the domain of physicians certified in this 
speciality, whether FRCPCs or CCFP-EMs. Emergency departments in larger centres are the 
entry points for patients who present with increasingly more acute or complex medical, 
psychological or social problems. It is appropriate that practitioners with the most intensive 
training should carry out patient care, clinical teaching and research in those settings. FRCPCs 
will be able to draw upon their preparation for academic work and didactic teaching and by 
virtue of their training in family medicine, CCCFP-EMs will be able to apply their humanistic 

skills to patient care and clinical teaching.11 FPs will continue to be responsible for providing 
much of the emergency care in our rural settings. Although training in emergency skills for FPs 
is, overall, too short, we may expect that the further development of educational resources for 
emergency medicine in core family medicine programs will enhance the quality of emergency 
care in nonurban settings.  

ß See related article page 1548  
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How to train emergency docs  
 
Russell D. MacDonald  
 
Medical Director, Central Region, Ontario Air Ambulance Base Hospital Program, Toronto, Ont.  
I fully support the notion, expressed by James Ducharme,1 that emergency physician training 
through the Royal College of Physicians and Surgeons of Canada (RCPSC) specialist program 
and certification by the College of Family Physicians of Canada (CFPC) complement each other 
by virtue of the differences between the 2 educational tracks. I am the end- product of a defunct 
"hybrid" program combining the CFPC and RCPSC programs, which was intended to balance 
the principles of an in-depth academic knowledge of emergency medicine with a humanistic 
approach to patient care. Today, it seems that trainees must choose between these 2 aspects. I 
recommend that the RCPSC and the CFPC join forces to develop a single emergency medicine 
training program with 2 tracks: academic and clinical. Fundamental humanistic values would be 

instilled early in the program, through a model of primary care delivered in suitable urban, rural 
and remote training sites. Trainees pursuing a predominantly clinical practice would undertake a 
4-year program and receive significant clinical exposure to all services and subspecialties. This 
would alleviate the training time constraints highlighted by Ivan Steiner.2 Trainees pursuing a 
predominantly academic career would undertake a 5-year program, receiving similar clinical 
exposure but with additional training in a specialty field of their choice (e.g., emergency 
medicine services, public health, education). This would formalize training in the nonclinical 
expertise that Ducharme mentions.1  
 
Russell D. MacDonald Medical Director, Central Region Ontario Air Ambulance Base Hospital 
Program Toronto, Ont.  
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Alan Drummond  
 
Chair, Public Affairs Committee, Canadian Association of Emergency Physicians, Ottawa, Ont.  
I enjoyed reading the opinions of James Ducharme1 and Ivan Steiner,2 2 respected leaders 
within emergency medicine, even though I disagreed with the basic premise of these 
commentaries.  
Human resources are indeed an important component of emergency care, but I believe the 
crucial question is not how to train the physicians who will staff our nation's emergency 
departments (EDs) but rather how to improve the quality of care given to individual patients 
presenting for emergency care. No matter how well trained our emergency physicians, they will 
ultimately be unable to have a sustained, meaningful impact on patient care if they find 
themselves unsupported, working in overcrowded emergency departments EDs and stressed to 
the point of burnout. Unfortunately, these 3 factors constitute the "new norm."  
There are currently no enforced performance standards for any ED in Canada. This means that 
many physicians find themselves working in departments with insufficient numbers of nurses, 

inadequate equipment, inaccessible diagnostic tools and limited consultant support. 
Overcrowding in EDs has perversely come to be accepted as routine. The problem has been 
reported in Canada since the mid-1980s3,4 and, despite a clear understanding of the causes and 
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solutions,4,5,6 there appears to be no political will to solve this public health hazard. Finally, a 
lack of attention to the wellness of emergency physicians has contributed to the dreadful loss of 
many talented colleagues at the peak of their clinical, academic and administrative careers.  
More than a debate on training, we need a comprehensive strategy to give Canadians the 
emergency care they deserve in their hour of greatest need. Leadership and vision we have in 
blessed abundance within the talented pool of our country's emergency physicians. What is 
required is an appropriate forum to develop such a strategy and sufficient political will to give 
substance to the ideas we share.  
 
Alan Drummond Chair, Public Affairs Committee Canadian Association of Emergency 
Physicians Ottawa, Ont.  
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Jim Ducharme  
 
Clinical Director, Department of Emergency Medicine, Atlantic Health Sciences Corporation, 
Saint John, NB  
The possibility of a 4-year common-track program, as described by Russell MacDonald, has 
been discussed for more than a decade. Although appealing at first glance, it faces what appear 
to be insurmountable barriers. The CCFP-EM 1-year program has been popular, producing the 
majority of emergency-trained clinicians in this country. To maintain the same number of 
graduates would require a large increase in 4-year residency slots, but such an increase cannot 
be justified under today's budgetary constraints. On the other hand, the fifth year of the Royal 
College program was added specifically for subspecialty or nonclinical training that was not 
available because of a lack of fellowships.1 Reducing the program to 4 years would risk 
eliminating that aspect of training.  
As is almost always the case, I agree heartily with Alan Drummond's insightful comments. With 
the closing of acute care beds and inadequate funding for patients needing long-term care, the 

health care system has been overwhelmed. EDs, rather than being a safety net for the patient, 
have become the safety net for a fragile system. In my own hospital we have found that to solve 

overcrowding problems in the ED, we must participate in finding solutions for problems in other 
hospital departments. Emergency medicine training programs have created expertise. Perhaps 
the time has come to use our vision and expertise to work with Health Canada and provincial 
health ministers to develop and implement the approach suggested by Drummond.  
 
Jim Ducharme Clinical Director Department of Emergency Medicine Atlantic Health Sciences 
Corporation Saint John, NB  
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Ivan Steiner  
 
Professor and Director, Studies in Medical Organizations, Department of Family Medicine and 
Division of Emergency Medicine, Faculty of Medicine and Dentistry, University of Alberta, 
Edmonton, Alta.  
I agree with Russell MacDonald's emphasis on integrating the academic knowledge of 
emergency medicine with a humanistic approach to patient care, and our research has 
confirmed the value of this approach.1 However, I disagree with his proposal for achieving this 
goal. It is family physicians who are providing emergency care outside urban centres, and the 
humanistic education provided by family medicine programs must be supplemented by 
adequate acute care training, as through the CCFP-EM program. The concept of merging the 2 
training streams has been debated in the past. However, accreditation is the purview of the 2 
national colleges and to my knowledge they are not considering integration. Furthermore, a 
merger would also reduce the total number of emergency medicine training positions (because 
of the formula for provincial allocation of funds for postgraduate training positions in family 
medicine and specialties). Emergency medicine is already short of training slots, and such a loss 
of positions would be disastrous. The solution to the issues raised by MacDonald is to improve 
the existing educational tracks.  
The Commentary format of my article2 precluded discussion of the topics that Alan Drummond 
has raised. Indeed, the quality of emergency care in Canada is negatively affected by all of the 
factors he describes. I would welcome a comprehensive strategy that would alleviate these 
problems. I also maintain that the quality of emergency medicine training is a crucial issue. The 

credibility of the specialty is based on our ability to advocate for patients and on our capacity to 
develop high-quality clinicians, educators, researchers and administrators.  
 
Ivan Steiner Professor and Director Studies in Medical Organizations Department of Family 
Medicine and Division of Emergency Medicine Faculty of Medicine and Dentistry University of 
Alberta Edmonton, Alta.  
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A survey of one CCFP(EM) program's graduates: their background, their intended type of 
practice and their actual practice. 

Shepherd LG, Burden JK. Division of Emergency Medicine, University of Western Ontario, 
London, ON 

INTRODUCTION: The purpose of this study was to examine one College of Family Physicians 
of Canada Certification of Special Competence in Emergency Medicine [CCFP(EM)] program's 
graduates to determine their background, their intended type of practice and their actual practice. 
METHODS: All 83 physicians who had completed a CCFP(EM) residency year of training at 
the University of Western Ontario (UWO) from 1982-2004 were surveyed. Cross tabulations 
tables for all combinations of two characteristics/factors from the data set were calculated. Chi-
square tests of interdependence were applied. RESULTS: We received 72 survey replies for a 
response rate of 87.0%. 71% of the respondents were male. Only 8% grew up in a rural 
community versus 43% and 49% from regional and urban centres respectively. Overall, 50% of 
respondents intended to practice emergency medicine exclusively at the start of their CCFP(EM) 
residency training while 47% intended to undertake a blended practice of family medicine and 
emergency medicine with 3% undecided. Neither gender nor medical school attended influenced 
intended type of practice. The majority of graduates (range 72-53% over the first four positions 
of employment) practiced emergency medicine exclusively. The number of physicians practicing 
a blended emergency and family medicine practice was never greater than 20% throughout all 
positions. Examining all positions of employment, 11.3% were in a rural setting vs. 48.4% and 
40.3% in regional and urban centres respectively. There were no relationships demonstrated 
between gender, size of city in youth and eventual location of practice. For all positions "type of 
practice" was the highest ranked factor of influence in choosing position of employment. 
CONCLUSIONS: The majority of graduates of the UWO CCFP(EM) program have worked in 
emergency medicine positions and had this intention from the start of residency. No 
demographic factors surveyed had significant correlation with intended or actual practice. Key 
words: workforce; emergency medicine; medical training 
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CONTROVERSIES

Subspecialization in emergency medicine:
Where do we go from here?

Douglas Sinclair, MD

As emergency physicians, our principal mission is
evaluating, managing, treating and preventing unex-

pected illness and injury.1 In contrast to most subspecial-
ties, which developed to serve patients with discrete, sin-
gle-system problems, the specialty of emergency
medicine (EM) grew out of the premise that high quality
medical care should be available to the public 24 hours a
day, and that the broad range of injuries and undifferenti-
ated illnesses that can pose immediate life and limb
threats require the skills of a generalist physician. Emer-
gency medicine bridges the gap between family physi-
cians and subspecialty services and functions at the inter-
face of community and hospital-based care.2 Emergency
medicine also has an important role in health advocacy
and health system reform.

The rise of a new specialty is driven by patient need, a
distinct body of knowledge and a unique field of research.
Emergency medicine developed as the result of the in-
creasing demand for around-the-clock primary and acute
care, and through advances in cardiac resuscitation and
trauma care. A collaborative group of organizations in the
United States recently proposed a 3-dimensional matrix
model of EM practice that includes a listing of clinical
conditions based on presenting complaints, physician tasks
and patient acuity frames.3 The striking finding from this
analysis is the richness and variety of EM practice. The
emergency physician roles vary from primary assessment
of individual patients with undifferentiated disease to
multi-tasking and team management in a complex emer-
gency department (ED) environment.

During the last 20 years, EM has made dramatic ad-
vances in terms of acceptance as a specialty. A recent US
analysis documented a significant increase in the number
of academic EM departments and residency programs be-
tween 1991 and 2001.4 At the same time, the International
Federation of Emergency Medicine has grown from 4
founding members in 1984 to over 20 members in 2005,
reflecting the international development of the specialty.

Technological advance and the exponential growth of
medical knowledge have spawned numerous new disci-
plines. The Royal College of Physicians and Surgeons of
Canada now recognizes 60 specialties and subspecialties.
The Royal College defines a specialty as a specific body of
knowledge and skills used by a group of physicians and
applicable in community and tertiary settings. The defini-
tion of a subspecialty is less clear, and the Royal College
has addressed subspecialty development on a case-by-case
basis, but the basic requirement is certification in an exist-
ing core specialty.5

As EM has matured as a specialty, many physicians have
focused on discrete areas of practice and research. Some of
these are shared with other specialties, and some are
unique to EM. Some of these subspecialties are now recog-
nized with certification examinations and certification in
conjunction with other specialty groups. These areas of
subspecialty interest include pediatric EM, sports medi-
cine, toxicology and emergency medical services (EMS).
Today, many emergency physicians hold dual certification
in family medicine, anesthesia and, more recently, critical
care medicine.

Can J Emerg Med 2005;7(5):344-6
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Subspecialization in EM

Pediatric emergency medicine

Pediatricians and emergency physicians have long recog-
nized the special needs of children who require emergency
care. In most general EDs, 20%–30% of visits involve pa-
tients under 16 years of age, and most children’s hospitals
have EDs that see only children.6 Visit acuity analysis indi-
cates that urgent and life-threatening conditions are less
common in pediatric than adult populations;7 thus there is
greater need for enhanced education and continuing pro-
fessional development in pediatric EM for both adult and
pediatric EM practioners.

To achieve educational and research goals, pediatric EM
fellowship programs, supported both by EM and pediatric
colleges, have been developed in the US (1992) and Canada
(1998), and they are currently under development in Aus-
tralia and the United Kingdom. Although access to these fel-
lowship programs is either through residency training in pe-
diatrics or EM, over 90% of the fellowship candidates have
their primary training in pediatrics. The vast majority of
these fellows practise in pediatric EDs and have a significant
role in the education of both pediatric and EM residents.

Since the number of pediatric EM specialists is limited,
most pediatric emergency care will continue to be pro-
vided by general emergency physicians.8 Reflecting this re-
ality, there have been recent improvements in pediatric EM
training for all EM residents. Subspecialists in pediatric
EM have a unique role in advocacy, education and research
for the pediatric population.9

Emergency medical services and prehospital care

Emergency medical services (EMS) has always been a
core function of EM and one of the knowledge and re-
search areas that defines the specialty. Many emergency
physicians have a special interest in EMS and have made
substantial contributions to the field. As “system thinkers,”
we have been largely responsible for the development of
EMS systems worldwide, and no other specialty groups
have specific interest in this area.10 As a result, many EM-
based EMS fellowships have appeared across North Amer-
ica, and both the American College of Emergency Physi-
cians and CAEP have EMS sections, but EMS lacks
official subspecialty recognition or certification.

Toxicology

Historically, pediatricians led in the development of poison
centres and toxicology fellowships, but toxicology is also a
core knowledge area for emergency physicians. The Amer-

ican Board of Toxicology has a 2-year fellowship with cer-
tification, accessible through EM and pediatrics. There is
no Canadian equivalent, although many Canadians have
achieved US certification. In the UK and Australia, ex-
tended electives in toxicology are available but there are no
formal fellowship programs.

Critical care

Rotations in critical care are regarded as some of the most
valuable by EM residents. Developing a close working re-
lationship with critical care teams is important for the con-
tinuum of care and the ongoing education of EM residents
and staff.11

Reduced intensive care unit (ICU) bed availability has re-
sulted in prolonged lengths of stay for ICU patients in the
ED. This new reality underscores the need for improved
ICU expertise for ED physician and nursing staff. Emer-
gency physicians who are dually certified in EM and criti-
cal care will help lead the development of new care proto-
cols and research studies involving this patient population.

In Canada, EM is one of 5 specialties, along with anes-
thesia, surgery, medicine and pediatrics, that can recom-
mend residents for a 2-year fellowship program in critical
care. In the US, EM residents may be accepted into critical
care fellowships, but there is no American Board of Emer-
gency Medicine (ABEM) examination in critical care, so
no official recognition of added qualification. In Australia,
negotiations with the College of Anesthesia are nearing
completion for a similar program.

Other subspecialties

Other areas of interest, including sports medicine, observa-
tion medicine, hyperbaric medicine, wilderness and remote
medicine, disaster medicine, and acute cardiology have the
potential to be recognized as EM subspecialties. Of these,
the ABEM has examinations in sports medicine and under-
sea and hyperbaric medicine.

Subspecialization in emergency medicine:
the wrong direction

The evolution from “area of interest” into true subspecialty
depends on a critical mass of physicians with the vision to
articulate a unique clinical role and the development of
supporting education and research programs. In other spe-
cialties, subspecialization has been a natural development,
paralleling the expansion of knowledge and techniques in a
certain discrete area of practice. A clear example of sub-
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specialization improving care has been in cardiac services.
Research has shown that processes and outcomes improve
for discrete groups of patients who receive subspecialty
care12 and there has been acceptance of the need for sub-
specialization, but concerns have been raised about the in-
creasing number and narrow scope of some of these fields.

General medicine and general surgery have important
lessons to teach us about subspecialization. Over 80% of
medical admissions now come through the ED, many with
multiple undifferentiated acute problems. The management
of these patients has become problematic for subspecialty
services, and specialists in teaching hospitals have become
increasingly dependent on trainee physicians to cover
emergency admissions; yet the role of the general internist
is not seen as attractive to upcoming residents.13 In general
surgery, the situation is even more critical. The range of
surgical services available in community hospitals is
shrinking because new trainees are less comfortable with
the broad spectrum of surgical emergencies that may pre-
sent. Indeed, many general surgeons have limited their
practice to subspecialty areas of interest, such as head and
neck, hepato-biliary or anorectal disease.14

On a daily basis, emergency physicians see examples of
how subspecialization has fragmented patient care. Should
the myocardial infarction patient with diabetes and chronic
obstructive lung disease be admitted to cardiology or
respirology? And, once that issue is resolved, who will
take care of the patient’s diabetes? What do we do when a
trauma patient arrives with a small bowel perforation and
splenic injury — and a thyroid surgeon is on call? How
long can the patient with penetrating chest trauma wait for
a cardiac anesthetist to be called in?

Many emergency physicians feel (and at least one recent
survey shows) that, after 20 years of development, there is
still some stigma that EM is not a “real” specialty.15 For
some, these attitudes may drive the desire for subspecial-
ization. However, it is important to understand EM as a
complex system or matrix that crosses multiple areas of
content, attitude and skill.16 Educational theory supports
the concept that cross-linking themes improves the perfor-
mance of complex tasks.17 The emergency science around
medical error and patient safety also supports the need for
metacognition or “thinking about thinking” as a key strat-
egy for decision-making.18 Experienced emergency physi-
cians acquire skills of pattern recognition and use heuris-
tics (shortcuts or abbreviated thinking strategies) in order
to make decisions in an uncertain environment. An impor-
tant component to this skill set is the ongoing exposure to a
wide variety of clinical experiences to achieve further re-
finements in cognitive processing.

As the specialty of “the first five minutes of everything,”
we need to embrace, support and protect the concept of the
generalist. Emergency physicians face a high volume of pa-
tients with undifferentiated illness and a significant degree
of pathology on a daily basis. Our education and research
agendas should address this reality. Specialized expertise is
important, and effective emergency physicians will have
advanced knowledge and skill in pediatric EM, toxicology,
EMS and critical care, but formal EM subspecialties will
play a limited role in the future of the specialty.

References
1. Rainer TH. Emergency medicine — The specialty. Hong Kong

Med J 2000;6:269-75.
2. Schneider SM, Hamilton GC, Moyer P, Stapczynski JS. Defini-

tion of emergency medicine. Acad Emerg Med 1998;5:348-51.
3. Hockberger RS, La Duca A, Orr NA, Reinhart MA, Sklar DP.

Creating the model of a clinical practice: the case of emergency
medicine. Acad Emerg Med 2003;10:161-8.

4. Gallagher EJ. Evolution of academic emergency medicine over
a decade (1991-2001). Acad Emerg Med 2002;10:995-1000.

5. Committee on Specialties, Royal College of Physicians and Sur-
geons of Canada. Policy Statement, April 2004.

6. Wagner D. Pediatric emergency care: Where do we go from
here? An emergency physician’s perspective. Pediatr Emerg
Care 1986;2:261-2.

7. Pena ME, Snyder BL. Pediatric emergency medicine: the history of
a growing discipline. Emerg Med Clin North Am 1995;13:235-53.

8. Baker MD. Physician coverage in the pediatric emergency
room: a national survey. Am J Dis Child 1986;140:755-7.

9. Chande VT, Krug SE. Practioners of pediatric emergency medi-
cine: a 5-year longitudinal study. Pediatr Emerg Care 2001;17:
237-9.

10. Willoughby PJ, Suter RA [corrected to Suter RE], Williams D,
Perin D. Resident perspectives of EMS as a subspecialty [pub-
lished erratum appears in Prehosp Emerg Care 1998;2(3):205].
Prehosp Emerg Care 1998;2(1):47-51.

11. The future of critical care medicine within emergency medicine.
American College of Emergency Physicians. Ann Emerg Med
1990;19:832-5.

12. Cram P, Rosenthal GE, Vaughan-Sarrazin MS. Cardiac revascu-
larization in specialty and general hospitals. N Engl J Med
2005;352:1454-62.

13. Turnberg L. Survival of the general physician [editorial]. BMJ
2000;320:438-40.

14. Loefler IJP. Are generalists still needed in a specialized world?
[editorial]. BMJ 2000;320:436-8.

15. Smith S. Is a career in emergency medicine associated with
stigma? Eur J Emerg Med 2003;10:13-5.

16. Cameron PA. Emergency medicine: Are we the system special-
ists? Emerg Med 2003;15:1-3.

17. Mann KV. The role of education theory in continuing medical
education: Has it helped us? J Contin Educ Health Prof 2004;24:
522-30. 

18. Croskerry P. Cognitive forcing strategies in clinical decision
making. Ann Emerg Med 2003;41:110-20.

Sinclair

346 CJEM • JCMU September • septembre 2005; 7 (5)

Competing interests: None declared.

Correspondence to: Dr. Doug Sinclair; douglas.sinclair@iwk.nshealth.ca

Page 66 of 126



4 CJEM • JCMU January • janvier 2006; 8 (1)

I AM Emergency Medicine

Iread with great interest Douglas Sin-
clair’s Commentary1 on subspecial-

ization in emergency medicine (EM). I
was particularly pleased to see the final
section, which suggested that subspe-
cialization in EM may be the wrong di-
rection for the EM community.

My experience and biases declared
I currently work in a split practice of
tertiary EM at the Royal Columbian
Hospital in New Westminster, BC, and
the community EM at Eagle Ridge Hos-
pital in Port Moody, BC. I am also
lucky enough to be able to work the oc-
casional shift at BC’s Children’s Hospi-
tal (BCCH) in Vancouver, BC. In each
of these sites, I admit that there are dif-
ferences, yet what we do at each site is
very much the same. In the short time
that I have been practising, I have been
the emergency physician (EP) who calls
to transfer a sick patient out of a less re-
sourced community hospital (when I am
at Eagle Ridge). When working at our
tertiary centre (Royal Columbian), I
have had to take calls from smaller cen-
tres seeking advice, or wishing to send
in sick patients. I have even had the role
of subspecialty consultant at BCCH
when colleagues phone in about the
care of children and adolescents.

Acknowledging where we’ve
come from
I understand and respect the work that
has been done over the past 31 years
by my predecessors and contempo-
raries to carve out the “new” specialty
of EM. I imagine that, in creating a
specialty where it didn’t exist before,
turf battles must have been the norm.
It is my understanding that surgery
didn’t let go of trauma easily (perhaps
still hasn’t) with respect to the golden
hour (actually the golden 8–24 hours
in our depart-
ment). I know that
cardiology was re-
luctant to allow
other physicians
to make choices
about thrombolyt-
ics. Given the
breadth of EM,
there have proba-
bly been battles
with many spe-
cialist colleagues
over the years that
eventually estab-
lished the domain
of EM practice
that we know to-
day. We still have
new frontiers in
EM that are not yet defined: the role
of ultrasound, and the approval of cer-
tain drugs for procedural sedation, to
name only two. The task of defining
ourselves as a specialty is an ongoing
one, and the field of EM is organic, in
that it will continue to grow as new
members explore broader, and nar-
rower, areas of practice.

A great deal of work has been done
to establish EM as a specialty area in
the house of medicine, and despite on-
going skirmishes at the fringes, the bat-
tle has been won.

EM specialists versus specialists in
general EM
One of the key questions that I see fac-
ing our “specialty” today is one that has
clinical, academic, financial and politi-
cal implications. What is an EP in
2005–2006 in the current Canadian
schema? Is it only the small group of
EPs who practise in the tertiary centres
who come from the FRCPC-EM train-
ing program? What about the CFPC-
EM–trained EPs who work right beside
the FRCPCs in many of the tertiary cen-

tres? What about the EPs from either
program working in medium-sized and
even smaller centres around the coun-
try? What about the FRCPC Pediatri-
cians and Pediatric EM fellowship-
trained physicians who work at BCCH?
Are they EPs? Are they Pediatric EPs?
What about the many family physicians
and general practitioners from all over
the country who work shifts in their lo-
cal hospitals and deal with emergent
medical problems at all hours in their
own communities, regardless of training
background? Are they not also EPs?
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I believe that the answer to all of the
questions above is “yes.” We are all
EPs. Depending on where we practice,
we have different patient mixes, differ-
ent levels of resources for diagnosis,
treatment and referral, different com-
plexity and acuity mixes, different
workloads and different patient vol-
umes … but we are all EPs. We all take
our turn on the evenings, weekends,
nights and holidays, greeting patients
whose problems vary from the worried
well to the critically ill. We all do our
best to integrate the best evidence that
we know into the complicated and
broad landscape of clinical presenta-
tions that present to our various health
care facilities. Some of us have nur-
tured areas of interest and have devel-
oped expertise in some interesting, nar-
row, cutting-edge (insert your favourite
adjective) areas of EM, but none of us
do only that area and still call ourselves
EPs. As much as we may seek to sub-
specialize in one direction, we all must
remain specialists in general EM.

For the future
I applaud and support my colleagues
who seek to expand their knowledge and
the reach of EM by pursuing areas of
subspecialty interest. Where relevant,
these people will be the leaders who

bring back the experience and evidence-
base to inform the EM community as a
whole about the best care for the patients
we all see. At the same time, I would
view with caution any move to further
break apart this community into any ex-
clusive areas of practice. Emergency
medicine is special in that, as a group,
we deal with “whatever comes through
the door,” and any doctor who takes on
that responsibility in their community is
an EP to me. Putting aside politics, fi-
nances and any other divisive considera-
tions, I look forward to a future for our
profession that is as diverse in its mem-
bership as it is in practice. I look for-
ward to conferences and EM community
activities attended by general practition-
ers, family physicians, CFPC-EMs, FR-
CPCs, Pediatric EPs, and others who all
take their turn in their local emergency
department, specializing in whatever
comes through the door, 24/7/365. I
look forward to a much larger commu-
nity than we have today, where this
whole diverse group can stand up and
say, “I AM Emergency Medicine.”2

Adam Lund, BSc, MD
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Adjunct Clinical Lecturer
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Correction

In the Case Report by Dr. Hendrik P.
van Zyl1 in the November issue of
CJEM, a reference citation was inad-
vertently omitted from the text. Refer-
ence 5 should have been cited in the
3rd sentence of the 1st paragraph of the
Discussion, following the phrase “...has
a variable origin from level T9 to L3...”
(p. 421). Our apologies for this error.
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Letters

Letters will be considered for publica-
tion if they relate to topics of interest
to emergency physicians in urban,
rural, community or academic settings.
Letters responding to a previously pub-
lished CJEM article should reach CJEM
head office in Vancouver (see mast-
head for details) within 6 weeks of the
article's publication. Letters should be
limited to 400 words and 5 references.
For reasons of space, letters may be
edited for brevity and clarity.

Les lettres seront considérées pour publication si
elles sont pertinentes à la médecine d'urgence en
milieu urbain, rural, communautaire ou universi-
taire. Les lettres en réponse à des articles du JCMU
publiés antérieurement devraient parvenir au
siège social du JCMU à Vancouver (voir titre pour
plus de détails) moins de six semaines après la
parution de l'article en question. Les lettres ne 
devraient pas avoir plus de 400 mots et cinq
références. Pour des raisons d'espace et par souci
de concision et de clarté, certaines lettres pour-
raient être modifiées.
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ABSTRACT
Objectives: We sought to determine the emergency medicine training demographics of physicians
working in rural and regional emergency departments (EDs) in southwestern Ontario.
Methods: A confidential 8-item survey was mailed to ED chiefs in 32 community EDs in southwest-
ern Ontario during the month of March 2005. This study was limited to nonacademic centres.
Results: Responses were received from 25 (78.1%) of the surveyed EDs, and demographic informa-
tion on 256 physicians working in those EDs was obtained. Of this total, 181 (70.1%) physicians
had no formal emergency medicine (EM) training. Most were members of the College of Family
Physicians of Canada (CCFPs). The minimum qualification to work in the surveyed EDs was a CCFP
in 8 EDs (32.0%) and a CCFP with Advanced Cardiac and Trauma Resuscitation Courses (ACLS and
ATLS) in 17 EDs (68.0%). None of the surveyed EDs required a CCFP(EM) or FRCP(EM) certification,
even in population centres larger than 50 000.
Conclusion: The majority of physicians working in southwestern Ontario community EDs gradu-
ated from family medicine residencies, and most have no formal EM training or certification. This
information is of relevance to both family medicine and emergency medicine residency training
programs. It should be considered in the determination of curriculum content and the appropri-
ate number of residency positions.

RÉSUMÉ
Objectifs : Nous avons tenté de recueillir des données démographiques sur la formation en
médecine d’urgence des médecins travaillant dans des salles d’urgence (SU) rurales et régionales
du Sud-Ouest de l’Ontario.
Méthodes : En mars 2005, un sondage en 8 points a été envoyé par la poste aux chefs des services
d’urgence dans 32 salles d’urgence du Sud-Ouest de l’Ontario. Cette étude se limitait à des centres
non universitaires.
Résultats : Parmi les SU sondées, 25 (78,1 %) ont retourné le sondage, et nous avons obtenu des
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Introduction

Emergency medicine (EM) training and certification in
Canada involves either 5 years of EM-specific training by
the Royal College of Physicians and Surgeons of Canada
(leading to an FRCPC designation), or 1 year of EM train-
ing above and beyond a 2-year family practice residency
by the College of Family Physicians of Canada (leading to
a CCFP[EM] designation). However, the proportion of
physicians currently working in Canadian emergency 
departments (EDs) who actually have EM training or certi-
fication, and the certification they have, remains poorly un-
derstood.

An Ontario billing data study examined whether family
physicians (FPs) with EM certification actually practised
family medicine (FM) or instead practised full-time EM.1

Physicians were classified into 4 categories according to the
proportion of patient assessments that occurred in an ED
over 1 year: “almost all EM” (> 90%); “mostly EM”
(51%–90%); “mostly non-EM” (10%–50%); and “almost
no EM” (< 10%). This study found that of the 345 FPs with
EM certification, 56% were in the “almost all” or “mostly”
EM categories. Physicians in these groups were younger and
less likely to be in a rural practice than physicians in the
other 2 categories.1 Another study examined graduates of the
CCFP(EM) program at the University of Western Ontario
and found that less than 20% of graduates of this training
track actually practise any FM.2 While these 2 studies com-
mented on practice patterns of CCFP(EM)-trained physi-
cians, neither examined the level of training of the physi-
cians who staff rural and regional EDs.

In contrast with the United States,3 the demographics of
EM providers in Canada has not been formally evaluated.
The JANUS project, an initiative of the College of Family
Physicians of Canada to collect information on the clinical

activities of FPs, found that 24% of 13 088 FPs surveyed
worked in the ED setting and 7% described the ED as their
main practice setting.4 A more comprehensive analysis of
the Canadian community ED workforce would be useful to
several stakeholders to better understand the current situa-
tion and to help guide the content of physician training and
the allocation of residency positions. The purpose of our
study was to determine the emergency medicine training
demographics of physicians working in rural and regional
EDs in southwestern Ontario.

Methods

Approval was obtained from the Health Sciences Research
Ethics Board of the University of Western Ontario to carry
out a physician workforce survey in EDs across south-
western Ontario. A survey instrument was developed and
was piloted among physicians at the St. Joseph’s Family
Medical Center in London, Ontario (Appendix 1).

The Southwestern Ontario Rural and Regional Medicine
Unit, an academic rural medicine research and teaching
facility within the University of Western Ontario, was 
approached to help compile a list of EDs and their physi-
cian leaders in southwestern Ontario. The EDs of 3 
London, Ontario, teaching hospitals were excluded as the
study was limited to nonacademic centres. Physician
leaders of the remaining 32 rural and regional EDs were
contacted during January and February 2005 by tele-
phone, email or regular mail by one of the investigators,
and the survey was mailed during the month of March
2005, with a letter of invitation. Participant consent was
assumed upon return of the survey as explained in the let-
ter of invitation.

The survey consisted of 8 multiple choice and fill-in-the-
blank questions. Anonymity of respondents and their prac-
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données démographiques sur 256 médecins travaillant dans ces SU. De ce nombre, 181 (70,1 %)
médecins n’avaient aucune formation professionnelle en médecine d’urgence (MU). La plupart
étaient membres du Collège des médecins de famille du Canada (CMFC). Huit des SU sondées
(32,0 %) exigeaient, comme compétences minimales, le certificat du CMFC, et 17 SU (68,0 %) 
exigeaient le certificat du CMFC ainsi que le cours en soins avancés en réanimation cardiorespira-
toire (ACLS) et le cours en soins avancés de réanimation des polytraumatisés (ATLS). Aucune des
SU sondées n’exigeait le CMFC (MU) ni le FRCP (MU), même dans les agglomérations de plus de 
50 000 habitants.
Conclusion : La majeure partie des médecins travaillant dans des SU du Sud-Ouest de l’Ontario
sont des diplômés de programmes de résidence en médecine familiale et la plupart n’ont pas reçu
de formation complémentaire ni d’accréditation en MU. Cette information est pertinente tant
pour les programmes de formation des résidents en médecine familiale qu’en médecine d’ur-
gence. Il faut tenir compte de cette information pour la préparation du programme d’études et la
détermination du nombre adéquat de postes en résidence.
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tice sites was ensured by coding each questionnaire with
anonymous identifiers upon receipt. Means with standard
deviations were generated for continuous data, and per-
centage frequencies were generated for categorical data.
Data analyses were performed using SPSS 13.0 (SPSS
Inc., Chicago, Ill.) and Microsoft Excel 2002 (Microsoft
Corp., Redmond, Wash.).

Results

Responses were received from 25 (78.1%) of the surveyed
EDs, and demographic information on 256 physicians
working in those EDs was obtained. Twenty-three (92.0%)
surveys were fully completed, and partial data was avail-
able for the remaining 2 EDs.

Of the 256 physicians working in the surveyed EDs,
only 75 (29.3%) had formal EM training (8 FRCP[EM]
and 67 CCFP[EM]). The remaining 181 (70.1%) physi-
cians had no formal training in EM (Fig. 1). Most of this
group had CCFP certification.

A stratification of the qualifications of physicians work-
ing in the surveyed EDs by community population indi-
cated that:
• 10 sites (40.0%) had a community population of less

than 10 000 with an average of 7.5% (range
0.0%–25.0%) physicians with EM training;

• 6 sites (24.0%) had a community population of 
10 000–19 999 with an average of 30.6% (range
0.0%–83.3%) physicians with EM training;

• 6 sites (24.0%) had a community population of 
20 000–49 999 with an average of 43.1% (range
0.0%–91.7%) physicians with EM training; and

• 3 sites (12.0%) had a community population of greater
than 50 000 with an average of 47.2% (range
25.0%–75.0%) physicians with EM training.

Of the physicians working in the surveyed EDs, 73.7%

(range by ED 8.3%–100.0%) had no formal EM training.
Smaller communities (< 10 000) were staffed predomi-
nantly by physicians with no formal EM training (92.5%),
whereas CCFP(EM) and FRCP(EM) certified physicians
were more prevalent in larger centres (Fig. 2).

The minimum qualification to work in the surveyed EDs
was a CCFP in 8 EDs (32.0%) and a CCFP with Advanced
Cardiac and Trauma Resuscitation Courses (ACLS and
ATLS) in 17 EDs (68.0%). None of the surveyed EDs re-
quired a CCFP(EM) or an FRCP(EM) certification, even
in population centres larger than 50 000.

Discussion

This study demonstrates that in community EDs in south-
western Ontario the minimum physician qualification is
completion of FM training and a CCFP, usually with
ACLS and ATLS certification, even in larger regional cen-
tres with populations greater than 50 000. Our findings
show that the majority of surveyed physicians in the region
who work in EDs originated from FM residencies (96.9%),
and most (73.0%) have no formal EM training. Because
physicians with no formal EM training are providing the
bulk of ED coverage in the nonurban setting, FM residen-
cies in the province of Ontario should consider providing
greater EM teaching that could include mandatory EM ro-
tations and appropriate EM seminars and lectures; and the
government should consider whether the current size of
EM residency programs is sufficient for the needs of the
population.

Shepherd and Burden surveyed all physicians who had
completed a CCFP(EM) at the University of Western Ontario
from 1982 to 2004 and discovered that the majority of these
physicians have worked in EM-only positions since gradua-
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tion. Less than 20% were engaged in a blended EM and
FM practice.2 Our study complements these findings and
indicates that CCFP(EM)–trained physicians are much
more prevalent in the EDs of larger communities.

Limitations

Because respondents to this study were the ED chiefs, it is
conceivable that their responses were occasionally biased
and not reflective of the opinion of their local colleagues.
Physician characteristics were not captured in this study, so
we cannot comment on age, sex or years of EM experi-
ence. This study excluded academic teaching centres and
therefore excluded many FRCP(EM)-trained physicians.
Future studies are needed to evaluate academic and tertiary
care centres and to investigate the EM providers in these
settings. We plan to carry out a larger study of all physi-
cians working in EDs across Ontario to better understand
training, demographics, work pattern and FM involvement
of physicians in rural and regional EDs. Additionally, we
hope to frame this more comprehensive information in the
context of a “rurality index.” Leduc created a General
Practice Rurality Index (GPRI) for Canada based on 6 fac-
tors: 1) remoteness from the closest advanced referral cen-
tre; 2) remoteness from the closest basic referral centre; 3)
drawing population; 4) number of GPs; 5) number of spe-
cialists; and 6) presence of an acute care hospital.5 Apply-
ing such an index to the communities whose EDs are ana-
lyzed in a future study will allow correlation of the
information gathered to a quantitative descriptor of each
community’s rurality.

Conclusion

This study shows that in southwestern Ontario the ma-
jority of rural and regional physicians working in EDs

have trained through FM and have no formal EM train-
ing or certification. Despite the limited scope of our
study, it appears that ED care is population-based and
is practised differently depending on population size,
as formal EM training is more prevalent in larger com-
munities. This information is of relevance to both FM
and EM residency training programs, and should be
considered in the determination of curriculum content
and the appropriate number of residency positions. We
hope to continue this research to investigate further
patterns and trends in the staffing of EDs in rural and
urban areas.
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Appendix 1. Survey 

1. What is the population of your town? 
❏ < 10 000  ❏ 10 000–20 000  ❏ 20 000–50 000  ❏ > 50 000

2. How many hospitals are there in this town? 
❏ 1  ❏ 2  ❏ 3  ❏ 4  ❏ 5 

3. How many emergency rooms are there in the town? 
❏ 1  ❏ 2  ❏ 3  ❏ 4  ❏ 5 

4. How many physicians staff the emergency room at your hospital? __________ 

5. How many of your emergency room physicians have FRCP training in EM? __________ 

6. How many of your emergency room physicians have CCFP-EM training? __________ 

7. How many of your emergency room physicians have neither CCFP-EM training nor FRCP-EM training? __________ 

8. What is the basic qualification required for a doctor to work in your ER? 
❏ CCFP only  ❏ CCFP with ACLS/ATLS  ❏ CCFP(EM)   ❏ FRCP(EM) 

Page 73 of 126



March • mars 2008; 10 (2) CCJJEEMM •• JJCCMMUU 101

EEDDIITTOORRIIAALL

EEmmeerrggeennccyy mmeeddiicciinnee cceerrttiiffiiccaattiioonn iinn CCaannaaddaa::
tthhee yyeeaarrss mmaarrcchh oonn bbuutt tthhee qquueessttiioonnss rreemmaaiinn tthhee ssaammee

Riyad B. Abu-Laban, MD, MHSc

In 1987, I found myself in the painful situation of strug-
gling to answer a key question during a residency ap-

plication interview. The question: what did I feel were the
differences between the Royal College emergency medi-
cine fellowship program, FRCP(EM), and the CCFP(EM)
program of the College of Family Physicians of Canada.
My uncertainty regarding Canadian EM certification
routes was patently evident. Following that unpleasant in-
terview, I worked full-time in EM for several years with a
general license, completed a Royal College EM residency
and obtained a masters degree in epidemiology. Now,
2 decades later, I am a researcher and emergency physi-
cian (EP) at Vancouver General Hospital, a tertiary
trauma centre and a base hospital for a Royal College EM
residency program. I teach medical students during most
of my emergency department (ED) shifts, and sometimes
the students interested in EM ask me the same question
that I was asked in 1987. And guess what? I still struggle
to answer it with any clarity, much less with any convic-
tion. Perhaps it is time to ask why.

Canada is the only country with 2 colleges governing EM
certification, yet fundamental questions regarding our sys-
tem remain difficult to answer. Each college has published
goals for its program, and each curriculum appears consis-
tent with those goals. But do 2 independently managed
training programs provide the optimal solution for Canada?
Do they prepare physicians with different aspirations to
pursue different career paths? The evidence indicates that
the answer to these critical questions is a resounding “no.”
In my view the inconsistencies, redundancies and ineffi-
ciencies in our current system make suboptimal use of our

scarce human and educational resources. Beyond this, I be-
lieve the divided voice that results from our 2 routes of cer-
tification has become an increasing impediment to both our
development as a specialty and our political strength. De-
spite these issues, we remain paralyzed at the prospect of
reforming our 2-college system, even though its evolution
and perpetuation have more to do with politics and market
forces than with vision or standards.

The history of our 2 certification streams is well de-
scribed,1–3 but questioning the bizarre Canadian approach
to EM training is nothing new. Back in the days of the
CAEP Communiqué (a newsletter that preceded CJEM),
there was vigorous debate regarding fundamental ques-
tions about EM training and certification.4–9 In 1998, the
Canadian Association of Emergency Physicians (CAEP)
struck a task force to examine this very issue.10 Our inabil-
ity to reach consensus in the past should not preclude us
from revisiting these issues. EM is very different than it
was a decade ago; we are now firmly established and acc-
epted as a specialty. Several Canadian universities have
departments of EM, and EM training is now a core rotation
in most medical schools. Although a significant proportion
of emergency care in Canada is and will continue to be
provided by family physicians without EM certification or
formal training, certification is the norm for new physi-
cians intending to pursue a career as a full-time EP. Posi-
tions in almost all academic and large community centres
now mandate some form of EM certification. This mandate
has not arisen out of self-justification but because of  in-
creases in the scope and complexity of standard ED care.

Our terminology is central to discussing the problems

CJEM 2008;10(2):101-3

All editorial matter represents the views of the authors and not necessarily those of CJEM or the Canadian Association of Emergency Physicians.
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with EM in Canada. We have avoided defining such things
as “delivering EM care,” “being an EP” and “being an EM
specialist.” CAEP has understandably taken an inclusive
approach to date, and, despite its name, defines itself as the
“national voice of emergency medicine” (rather than the
national voice of emergency physicians).11 Avoiding unnec-
essary distinctions makes sense when a specialty is young.
However, EM certification has now existed for a quarter
century in Canada, and clarity of terminology is important
if we are ever to have a united voice and defined standards.
Surely the time has come to acknowledge that not every-
one who delivers EM care is an EP, just like not everyone
who delivers a baby is an obstetrician. The fact that excel-
lent EM care is provided every day across Canada by
physicians from a range of backgrounds is indisputable.12

However, in all established fields of medicine the name of
a specialty must eventually become synonymous with cer-
tification. For example, a “cardiologist” is, by definition,
certified in cardiology. Are we not at the point where pro-
viding optimal care by certified EPs in all but the smallest
EDs should be our objective? Should this not, therefore, be
championed by CAEP as a national goal to be met within a
specified time frame?

Although many physicians (myself included, in my pre-
residency years) developed EM expertise “on the job” and
without training, such an approach is not ideal. Our col-
lective silence on the issue of EM certification contrasts
with the position of the American College of Emergency
Physicians, and gives tacit approval for future EPs to 
develop their skills in this same manner. Some may argue
that we don’t have the resources to train enough EPs to
meet Canada’s future needs. However, rather than a rea-
son to avoid endorsing an appropriate standard, this is a
reason to vigorously advocate for more training slots
(something an appropriate standard would facilitate). The
2002 CAEP submission to the Romanow Comission
called for a “minimum basic skill set for all health profes-
sionals” in Canadian EDs.13 Endorsing certification in EM
is the appropriate way of defining such a skill set.

The question of who we call an “EM specialist” is po-
tentially divisive, and in my view has been a significant
factor in the delay of CAEP’s evolution to function as the
specialty society we increasingly require. In contrast to the
Royal College program, CCFP(EM) training was intended
to improve the ED care delivered by family physicians
through “special competence” training, not to produce ca-
reer EPs.1,14 But studies have shown that the overwhelming
majority of CCFP(EM) graduates practise full-time EM with
little or no family medicine.15,16 Many of Canada’s leading
EM clinicians, educators, researchers and administrators

are CCFP(EM)s. They are EM “specialists” in every sense
of the word except the technical one, as provincial colleges
reserve this designation for FRCPs. Moreover, although
CCFP(EM)s comprise the majority of Canada’s certified
EPs, they are ostensibly represented by a college with a
primary focus on family medicine and no mandate to pro-
duce EM specialists. Given this situation, it is not surpris-
ing that some CCFP(EM)s have proclaimed that they feel
like “second class citizens,”17 an unfortunate situation that
underscores the current division in our specialty. Similarly,
I believe many Royal College trained EPs are deeply trou-
bled at suggestions that jobs with an FRCP minimum re-
quirement are “elitist,” and the belief, by some, that after
an arbitrary number of years any benefit from their addi-
tional education is negated. Proponents of such concepts
often make the regressive proposal that despite the stan-
dardized curriculum and validated evaluation that a spe-
cialty establishes, job applicants should be judged individ-
ually, solely on subjective merits, rather than face a
credential hurdle. It is clear that frustrations with our cur-
rent system exist for graduates of both training streams.

There remain inadequate resources to train EPs in
Canada.13,18,19 To use these resources efficiently and effec-
tively, we must strive to match the educational experience
with the intended practice at the level of each individual res-
ident. A resource misallocation occurs every time a future
EP in a CCFP(EM) program spends the first 2 years of his
or her education developing an expertise in office-based
family medicine; this is expertise that he or she will likely
never use, at the expense of a curriculum thoughtfully de-
signed for a career in EM. Meanwhile, the extra years of the
Royal College program are in part touted as a route to de-
velop nonclinical EM expertise, as 5 years of training is not
required to produce an excellent EM clinician.2 But many
FRCP residents do not take advantage of this opportunity.
Thus every time a future EP in a Royal College program
graduates without additional nonclinical expertise, or with
expertise that they fail to apply, a resource misallocation has
also occurred.

In my view, we are long overdue for changes to produce
a united and strong EM specialty with well-allocated re-
sources, thus optimizing ED care for Canadians. Achieving
this requires leadership, which I believe must come from
CAEP. A task force should be re-established to review the
history of prior CAEP initiatives in this area, consult
widely, bring the key parties together and broker an accept-
able solution. Both colleges must be willing to compro-
mise, and must set aside their vested interests in a princi-
pled effort to retool the system. During this process, I
suggest we be mindful of the wisdom of Grant Innes, the
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first Editor-in-Chief of CJEM. He wrote a provocative edi-
torial in 2002 listing some of the countless skills EPs must
possess and stated that Family Physicians and Emergency
Physicians are not the same and are not interchangeable.20

In keeping with this, and despite the fact that family medi-
cine and emergency medicine will always have overlaps
and close linkages, it makes no sense for career EPs to be
trained and certified by the College of Family Physicians
of Canada. Nor does it make sense to create a separate EM
college or CAEP fellowship, as some have proposed.6,17

The Royal College of Physicians and Surgeons was estab-
lished in 1929 by a special act of parliament to oversee the
education of specialists in Canada,21 and the strides EM has
made through our affiliation with the Royal College are in-
numerable. It is within the Royal College that a reformed
coordination of EP education and certification should re-
side. My proposed solution is similar to that put forward
by many people previously: a common stream curriculum
of an appropriate length (3 or at most 4 years) leading to a
specialization in clinical EM, followed by the option of 
1 or 2 fellowship years for those who are more academi-
cally inclined.1,22 The pros and cons of a limited window of
practice eligibility access to the exams for the common
stream should also be carefully considered.

Nine years ago, in the inaugural issue of CJEM, a paper
was published entitled “Emergency Medicine Training in
Canada.” The authors concluded “Our citizens deserve one
standardized, certified, accredited EM training program
that produces the highest quality emergency physicians.”1 I
couldn’t agree more, and I think it’s high time we got on
with it.
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EEmmeerrggeennccyy mmeeddiicciinnee ttrraaiinniinngg iinn CCaannaaddaa::
lleeaarrnniinngg ffrroomm tthhee ppaasstt ttoo pprreeppaarree ffoorr tthhee ffuuttuurree

Tim Rutledge, MD

Emergency medicine has been recognized as a spe-
cialty in Canada for a quarter of a century. But how

distinct is our discipline, and how well prepared are we to
meet the challenges facing us in the years to come? At
this time, it seems appropriate to reflect on what we have
learned during our first 25 years and consider some tough
questions on how best to meet the future emergency med-
ical needs of Canadians.

It is easy to understand why there is a lack of clarity re-
garding what defines an emergency physician (EP) in
Canada. Our workforce is made up of practitioners from
disparate backgrounds with a variety of credentials. There
are 2 separate paths to certification in emergency medicine
(EM) through different colleges. Furthermore, data from
the 2004 National Physician Survey indicates that the ma-
jority of physicians who identify the emergency department
(ED) as their main patient care setting have no EM certifi-
cation at all.1 This is not surprising given that our residency
programs still do not produce nearly enough graduates to
meet the demand. Many EPs have learned on the job and
have developed considerable expertise in this manner.

Our dual training system arose more as a result of poli-
tics than wise planning. In the late 1970s and early 1980s,
both Canadian colleges were lobbied to establish EM train-
ing programs and both initially resisted. The Royal College
of Physicians and Surgeons of Canada encountered reluc-
tance within its ranks to accept EM as a specialty, and the
College of Family Physicians of Canada had concerns that
creating a specialty program could lead to fragmentation in

family medicine (concerns that continue to this day). A
conjoint committee was established to decide on the most
appropriate home for the new discipline and the optimal
format for its training program (oral communication, Dr.
Paul Rainsberry, Associate Executive Director, Academic
Family Medicine, College of Family Physicians of Canada,
January 2008). After failing to achieve consensus on the 
issues in the context of misaligned political agendas, both
colleges established EM programs with different ideologies
and goals.2,3 Advocates at the College of Family Physicians
viewed EM as acute primary care and a natural extension
of the family medicine residency. The third-year
CCFP(EM) program was designed for family medicine
graduates to develop special competence in EM, and its
first certification exam was held in 1982. With the goal of
establishing EM as a discipline on par with other specialties,
the Royal College developed a program designed to produce
academic emergentologists. The first Royal College
FRCP(EM) certification exam was held in 1983.

And so here we are, a quarter of a century later, a disci-
pline divided, with 2 training streams that have ostensibly
different goals. What we have learned, however, is that the
graduates of the 2 streams do not fit neatly into their in-
tended career paths. The real-world experience has been
that EPs from both streams go on to pursue a wide variety
of career paths that overlap considerably. It has been sug-
gested that this may be a failure of the 2 programs to attain
their objectives.4 In my view, what it really reflects is that
people’s career paths evolve over time. It would be most
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unfortunate if our career options were unduly limited by a
decision we made in medical school.

I believe it is time we confront a pivotal question: Is
there sufficient rationale to continue to have 2 separate
training streams for 1 discipline? A number of Canadian
EPs have published opinions on this matter, some with
considerable passion.2–11 This topic is fraught with sensitive
issues that are potentially divisive. In 1998, the Canadian
Association of Emergency Physicians (CAEP) struck a
task force to consult with Canadian EPs and investigate the
desirability of establishing a unified education program.12

The initiative was short-lived, as the task force quickly de-
termined that consensus could not be achieved. I believe
that the benefits of reviving this discussion outweigh the
risks. A healthy debate on this topic could, and perhaps
should, foster collaboration and ultimately strengthen our
discipline.

Is there a problem with our current system? On the posi-
tive side, the quality of emergency care in this country is
generally excellent. Canadian EM scholars have made
enormous contributions to the world literature. In general,
EPs from the 2 programs have worked well together and
have encountered few limitations in their career paths.
Scholarly, administrative and political leaders in our disci-
pline have arisen from both training streams.

However, there are clearly downsides associated with be-
ing a divided discipline. There are EDs with exclusive re-
cruitment policies. Residents from 1 stream have been pre-
cluded from valuable clinical experiences with faculty from
the other stream. This is most unfortunate as there are out-
standing EM teachers across the country from each stream.
The coexistence of the 2 programs inevitably leads to com-
petition for resources and lost opportunities for synergy.
Moreover, having 2 streams is confusing for medical stu-
dents who are considering a career in EM, making it diffi-
cult for them to choose the most appropriate program.8 Be-
cause both programs have specific goals beyond producing
proficient clinical EPs, both are inherently inefficient. In
fact, it could be argued that we do not have a program in
Canada that specifically aims to produce clinical EPs!

An ongoing dialogue about the optimal structure and func-
tion of EM training is required. The practice of EM is grow-
ing in complexity. Faced with the looming demographic
changes of our population and our workforce, we need an ef-
ficient way to produce a significant number of competent
clinical EPs. Unfortunately neither existing stream is well
positioned to do this. The CCFP(EM) may appear to be the
most efficient program. However, the amount of family
medicine content provided over the 3 years is considerably
more than is required for those residents planning to work

as full-time EPs. Policy-makers also have concerns with
the collateral effects of this stream, as it tends to divert
physicians trained in family medicine away from compre-
hensive practice. The FRCP(EM) program is long and pro-
duces academic EPs who tend to work in tertiary care cen-
tres, often with less than a full-time clinical shift load.

What Canada needs is a single EM residency program
that efficiently and effectively produces competent EPs. I
believe that this could be accomplished with a 3-year pro-
gram. There should be a route into this program from fam-
ily medicine and relevant training should be recognized,
shortening the program length for family medicine gradu-
ates. After completion of the base EM program, an addi-
tional 1 to 2 years should be available for those interested
in developing a subspecialty or academic focus. The flexi-
bility of this program would support the development of a
wide array of career paths while unifying EM training.

It is unclear whether either of our national colleges
would be adaptable enough to develop and accredit such a
program. This could be an opportunity for the colleges to
collaborate on a conjointly accredited program. It may be
that our discipline doesn’t fit well with the mandate of ei-
ther college, as we are both specialists and generalists.
Thus the possibility of a Canadian College of Emergency
Physicians, as suggested previously,2 has merit and could
be considered.

Residency programs should be designed with 2 funda-
mental goals: 1) to meet the educational needs of the
trainees; and 2) to produce graduates who will meet the
needs of society. Ideally, these goals should be unfettered
by the political agendas of colleges or university depart-
ments, the needs of educators or the service requirements
of teaching hospitals. With these goals in mind, I have 
2 other concerns with postgraduate EM training.

First, it is important that we produce EPs for all practice
environments in the country and avoid the current trend of
training physicians who are best prepared for practice in ur-
ban academic centres. Graduates need to be aware of the re-
alities of diverse practice settings. All EM programs should
provide core rotations in community and rural centres,
where valuable insights and experiences would be gained.

Second, I believe that all EM programs should include
family medicine rotations in their core curriculum. Con-
sider how often we advise patients to follow up with their
family doctor. Our graduates must have insight into the re-
alities of family practice and what can reasonably be ac-
complished in a community office setting. This would also
provide future EPs with a better understanding of the fac-
tors involved in family physicians’ decisions to refer pa-
tients to the ED. Beyond the valuable system perspectives,
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there are many important lessons to learn from family
medicine educators, particularly their emphasis on a hu-
manistic, patient-focused approach to care. I would add
that there is more overlap in the roles of family physicians
and EPs than is generally appreciated. I certainly feel that
my family medicine training has served me well.

Whatever form our postgraduate training programs take
in the future, we need to reach a point where EM in
Canada is viewed by all as 1 united discipline. Our educa-
tion system should foster collaborative and supportive rela-
tionships among all physicians who will practise EM. I
don’t have the answers to all the difficult questions we
must tackle, but there is 1 central tenet that seems obvious:
emergency medicine is 1 discipline and it should have a
unified training program. I believe it is time for a national
forum on this matter that should be led by CAEP. As our
professional association, CAEP must play a central role in
shepherding the formulation of a shared vision of what
emergency medicine is in Canada, and what it will be. Our
degree of success in addressing these important matters
will impact the future welfare of our discipline and, in
turn, the broader health care system.
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EM training in Canada: two
is better than one

To the editor: We read with interest and
concern the articles by Drs. Rutledge1

and Abu-Laban2 on EM training in
Canada. Dr. Rutledge states that “the
coexistence of the 2 programs in-
evitably leads to competition for scarce
resources and lost opportunities for
synergy … both are inherently ineffi-
cient.” Dr. Abu-Laban asks, “but do 2
independently managed training pro-
grams provide the optimal solution for
Canada. … The evidence indicates that
the answer … is a resounding no.”
Abu-Laban goes on to say, “it makes
no sense for career EPs to be trained
and certified by the College of Family
Physicians of Canada,” while Rutledge
believes that “1 central tenet seems 
obvious: emergency medicine is 1 dis-
cipline and it should have a unified
training program.” Rutledge would
keep some family medicine rotations,
but both are essentially calling for an
end to the CFPC route toward EM cer-
tification. Abu-Laban would leave only
the RCPS(C) route and Rutledge sug-
gests (perhaps) a new college of emer-
gency physicians. Despite these conclu-
sions, no real evidence in support is
offered, and we feel the assertions are
neither inevitable nor obvious.

Strangely, both authors acknowledge
the competency, contributions to the
discipline and leadership provided by
many graduates of the CFPC program.
Both authors describe the national real-
ity that a great deal of emergency care
in Canada is and will continue for the
foreseeable future to be provided by
physicians with no special certification.
While not doubting the good intentions
of our colleagues and friends, we are
disturbed that they are advocating the
elimination of an admittedly highly
successful program when the benefits
are uncertain and the risks and down-

sides never explored. The whole issue
of pediatric emergency training is not
addressed.

Canada remains a country of a few
dense urban concentrations and a large
number of far flung medium and
smaller communities. Our greatest chal-
lenges in EM today are overcrowding
and understaffing. Crowding is almost
universal; staffing is most difficult in
the medium and smaller community set-
tings, many of them not far from major
centres. It is difficult to discern how
eliminating our CFPC training route
would help with either challenge. Abu-
Laban makes a comparison between
emergency care and obstetrical care. It
isn’t a bad comparison. Many family
doctors deliver babies in communities
with no obstetricians. Some family doc-
tors have extra training and do a great
deal of obstetrical care, often side by
side with obstetricians. They teach and
do research and contribute to policy.
They have demonstrated superior out-
comes to their obstetrical colleagues in
some populations in C-section and epi-
siotomy rates. No one would suggest
we do without obstetricians, but family
physicians with an interest in obstetrics
make significant contributions and pro-
vide a different approach and perspec-
tive based on their training and clinical
experience.

Twenty-five years into a grand experi-
ment, we should be celebrating our suc-
cesses. Canadian emergency medicine
has made significant contributions to the
discipline. CTAS is arguably the best
validated and described triage scale in
the world. The Ottawa Ankle Rules are
taught everywhere. Emergency physi-
cians have become key members of the
hospital and university community, and
many of our colleagues have gone on to
key leadership positions as chiefs of
staff and CEOs of hospitals, deans of
medical schools, registrars, and even a
minister of health and an astronaut! So

where others see competition and ineffi-
ciencies, we see synergy and collabora-
tion. Where others see confusion for
prospective trainees, we see extra oppor-
tunities and extra choices. Where others
see failures, we see resounding success.
We could have a national forum to 
define the term “emergentologist” and to
dream about our own college, but most
of us have too much work to do. Let’s
have a national forum on overcrowding
and working conditions. Let’s have a
discussion about what our goals as a dis-
cipline should be during our next 25
years. Let’s discuss how we can im-
prove our training programs and collab-
orate further to meet the needs of our
trainees, our patients and our communi-
ties. But let’s not waste any more time
on negativity.

Howard Ovens, MD, CCFP(EM),
FCFP
Director, Schwartz/Reisman Emergency
Centre, Mount Sinai Hospital
Associate Professor
Department of Family and Community  

Medicine
University of Toronto
Toronto, Ont.
Eric Letovsky, MDCM, MCFP(EM),
FRCP
Chief, Department of Emergency 

Medicine
The Credit Valley Hospital
Director, Emergency Medicine Residency
Program
Department of Family and Community 

Medicine 
University of Toronto
Toronto, Ont.
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Is this really the right time for
an identity crisis?

To the editor: I was struck by the con-
trast of my recent attendance at the Inter-
national Federation for Emergency Med-
icine (IFEM) meeting and the arrival of
the latest issue of CJEM in the mail.

At IFEM, I listened with great inter-
est to the immense struggles of many
Western nations to establish the spe-
cialty of emergency medicine in their
respective countries. As a Canadian, I
felt a strange sense of pride in reflect-
ing on our own experience. The tradi-
tional Canadian values of inclusiveness
and acceptance of diversity have been
reflected in the way we approach the
training and credentialing of emer-
gency physicians and the manner in
which we staff our departments. Yes,
we are an international anomaly, with
our 2 routes to certification and our
generous acceptance of family physi-
cians working collaboratively with spe-
cialists in the same department, but for
the most part it works. We work collab-
oratively, we deliver excellent care and
our citizens in a wide variety of ED set-
tings are well served. Sitting in the au-
dience at IFEM, I felt we could be a
model for the rest of the world. Then I
returned home and opened my copy of
CJEM and my prideful vision of the
Canadian approach to emergency ser-
vice delivery was directly assailed.

In CJEM, there were 2 editorials1,2

calling for a common training program
and a common certification process,
and the justification for change repre-
sented, in my view, a repudiation of
what many would consider to have
been a successful experiment.

I have no real problem with the con-
cept of a unified training program. I
have been a quiet supporter in 2 of the
3 previous debates. The idea largely
makes sense, with a family medicine
component strengthening the elements
of communication, comprehensiveness

and continuity of care required for 
effective practice in this increasingly
complex health care environment, and
the specialty component providing a
strong academic and research basis for
the growth of the specialty.

The concept of a single unified train-
ing program was not so much the issue;
it was the justification for same, the 
exquisitely poor timing for the proposal
and the potential diversion it represented
to more pressing issues of the day.

Both authors advocate the need for a
unified specialty and a unified voice if
the specialty of emergency medicine is
to develop to its full potential, inferring
we are being held back by our current
approach.

The experience at IFEM suggested to
me that Canadians have developed a
mature specialty, with both academic
and research excellence, and a typically
pragmatic Canadian way of covering
the emergency health care needs of our
geographically diverse population. We
should take a back seat to no one inter-
nationally.

Having been involved with the poli-
tics of emergency health care for at
least 2 decades, in regional, provincial
and national spheres, I simply do not
recognize or accept the “divided voice”
and the “discipline divided” suggested
by the 2 editorialists. We who love and
practise emergency medicine, whatever
our training and whatever our practice
milieu, are not divided. We have a
common purpose and goal in pursuing
exciting and fulfilling careers, achiev-
ing excellence in patient care and par-
ticipating in the well-being of our indi-
vidual communities and our nation.

Furthermore, with respect to patient-
centred emergency health care, emer-
gency physicians do speak with one
voice and that voice belongs to CAEP,
not the College of Family Physicians
and not the Royal College. There are
no 2 separate and divisive masters;
there are no 2 solitudes.

The call for a debate about program
unification also represents exquisitely
poor timing, politically speaking.

It is extremely worrisome that at the
exact moment that all provincial gov-
ernments are attempting to introduce/
force nurse practitioners, physician as-
sistants and paramedics to replace
emergency physicians as low-acuity
providers, we should now declare an
identity crisis of our own. We are not
sure if a family physician working in a
community ED with 20 000 patient vis-
its should call him or herself an emer-
gency physician? An incredible and sad
suggestion to be sure, given that about
one-half of the emergency care in
Canada is delivered by family physi-
cians, but equally, it is politically naive
and ill-timed. If we declare, as sug-
gested, that we are no longer sure who
has the right credentials to work in an
emergency department, you can be sure
that government will help us all find
the answer, with all manner of alterna-
tive health care providers thrust on our
department while we struggle with this
artificial and fabricated identity crisis.

Lastly, if the issue behind the call for a
unified training and certification program
is providing and guaranteeing a unified
standard of excellence in emergency
health care for all Canadians, then why
this particular focus at this particular
point in time? It represents an unneces-
sary distraction when there are so many
more pressing issues, and so few emer-
gency physicians with enough stamina
left to contribute extra time to their reso-
lution. There is, after all, only so much
energy available to tackle the myriad of
issues that are affecting the availability
and quality of emergency health care in
Canada. Is this really the time to reignite
a long dormant, and for the most part
forgotten, family feud about turf?

And where is the patient in all of this?
If we want to have a direct and imme-

diate impact on the availability of quality
care offered to our citizens, here are a few
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suggestions that may be more meaning-
ful. How about an increased and renewed
emphasis on adequately preparing the
family physician for emergency service?
How about we rededicate ourselves to
developing a system of care? How about
aggressively seeking adequate compensa-
tion for those who staff the nation’s EDs
so that we avoid the ebb and flow of doc-
tors in and out of the ED depending on
the discrepancy between family and
emergency medicine fee schedules? How
about finally getting serious about emer-
gency physician wellness and career sus-
tainability, and in so doing prevent our
best and brightest from leaving the spe-
cialty to work in travel clinics or on ocean
liners? How about a uniform national 
insistence on providing us all with ade-
quately supported EDs in which to better
serve our patients?

Or perhaps we could just talk, yet
again, about a unified training program.

Canadians deserve our full attention
on the most pressing issues that affect
our ability to deliver premium emer-
gency care. While we should, perhaps
in time, consider a modification of our
approach to training and certification,
this is not the right time or the right
place in our history to consider adopt-
ing a US model. Let’s celebrate our
uniquely Canadian way.

Alan Drummond, MD, CCFP(EM)
Perth, Ont.
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Emergency medicine
certification in Canada

To the editor: I read with great interest
the editorials in the March 2008 issue. I

am a graduating FRCPC emergency
medicine resident from the University
of Calgary with additional training in
medical education. I am emboldened
by the courageous positions described
by Drs. Abu-Laban1 and Rutledge.2 I
agree with the authors that the divisive
nature of the 2 streams has led to acri-
monious feelings on both sides. Ulti-
mately, the rift undermines the profes-
sionalism of our specialty. A sole
training program mirrored after the spe-
cialty programs in internal medicine
and pediatrics is an attractive alterna-
tive. Following 3 years of general
emergency medicine (EM) training,
residents would elect to pursue general
certification (1 additional year) or spe-
cialization (2 or more additional years).
EM has many unique niches within the
field of medicine, and formal subspe-
cialty fellowships in toxicology, critical
care and emergency medicine services
(among others) could be developed.
These training programs would provide
the critical mass of learners in the acad-
emic centres that cultivate an environ-
ment ripe for the promotion of the spe-
cialty and EM specific research.

Dr. James Ducharme at one time ar-
gued that EM in Canada is best served
by 3 training programs, noting that the
FRCPC, CCFP(EM) and the family
practitioners (FPs) who practise EM
serve a complementary role to one an-
other.3 While I would concede that the
preponderance of emergency depart-
ment (ED) care is delivered by FPs not
formally certified in EM, I would argue
that the specialty of EM suffers from an
identity crisis in part because of these
multiple care providers. Physicians who
provide care in an ED should not, by
default, be referred to as EM specialists.
As we move forward, the designation of
EM Specialist should be reserved for
physicians who have undergone a rigor-
ous training program and demonstrated
success on a standardized exam. The
designation process should be inclusive,

and not discriminate against current
emergency physicians (EPs) based on
prior training. Practising EPs should be
offered the opportunity to grandfather
the residency and receive the designa-
tion on the basis of clinical experience.
The vast majority of CCFP(EM) gradu-
ates practise primarily EM and no
longer operate as FPs.3,4 Unlike other FP
subspecialties such as low-risk obstet-
rics and GP–anesthesia whose providers
remain FPs first and obstetricians or
anesthetists second, most CCFP(EM)
physicians are emergency physicians
first. While none would debate their
clinical competence, the specialist des-
ignation is confusing and may be mis-
leading. A unified training program
would eliminate this confusion.

Calling oneself a specialist in a given
field connotes many things, including
taking part in a common training pro-
gram, membership in a professional so-
ciety and a standardized examination
for those who hold the designation. 
Ultimately, the role of a specialist 
involves more than providing quality
patient care.4,5 Health policy advocacy,
medical education and research are 
important aspects of a recognized spe-
cialty. The Royal College of Physicians
and Surgeons of Canada has long been
the national governing body that certi-
fies physicians as specialists.5 We
should aspire to develop a 4-year pro-
gram that falls under their jurisdiction
and meets the needs of all learners.

We are not debating the clinical com-
petence of graduates from any particu-
lar stream but are discussing the 
requirements necessary to be desig-
nated an EM specialist. Rather than
knee-jerk defensive posturing and pro-
tectionist policies, graduates from and
administrators for each training pro-
gram should reflect on what is best for
the specialty. We need to band toge-
ther, focus on the similarities rather
than the differences and use the politi-
cal clout of a unified certification pro-
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gram to advocate for more funding in
residency training. With the high career
attrition rates prevalent in EM,4 our
goals should be to unify our training
programs and ensure that there are
enough trained EM specialists to pro-
vide appropriate care for our increas-
ingly complex patients.

Trevor S. Langhan, MD
FRCPC Emergency Medicine Resident
University of Calgary
Masters of Medical Education Candidate
Calgary, Alta.
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EM dual training impacts the
advancement of the specialty

To the editor: I read with great interest
the editorials by Drs. Abu-Laban and
Rutledge in the March edition of
CJEM.1,2 I too have the similar
“queasy” feeling that Dr. Abu-Laban
described when I am asked about the
pros and cons of the 2 approaches to
certification in emergency medicine
(EM). I agree fully that our specialty
needs to address this fundamental issue
before we can really move forward.

Like previous research on practising
Canadian emergency physicians has
demonstrated, I have noted that residents
in both the FRCPC and the CCFP(EM)
programs perform on a similar level in

the intensive care unit (ICU) environ-
ment. Although there are initially some
knowledge and experience gaps when
CCFP(EM) residents are in the first 2–4
months of their EM year, over a very
short period of time this disappears.
Most residents do very well; others do
not, but there seems to be little associa-
tion with which program they are in. In
fact, my colleagues in critical care seem
unable to determine an “EM resident’s”
background, if asked.

One particular point that really strikes
home to me is that “the divided voice
that results from our 2 routes to certifi-
cation has become an increasing imped-
iment to both our development  as a
specialty and our political strength.”2

Perhaps our lack of success with major
issues in EM, such as emergency dep-
artment (ED) overcrowding can be
traced to confusion by our colleagues
about whom and what EM really is. 
Although we are recognized as a spe-
cialty by the Royal College of Physi-
cians and Surgeons of Canada, this may
not translate into our daily lives. I per-
sonally have multiple examples of this,
from being asked during an interview
for a prospective attending position in
critical care, “Do you think emergency
physicians know enough medicine to 
attend in an ICU?” to having investiga-
tions questioned as an “emergency
room physician” that would not have
happened had they come from “the 
intensivist.” Others with similar back-
grounds have noted similar experiences,
as working in other patient care areas
affords insight into how we emergency
physicians are perceived.

Is this because of our dual training
system? In part, I am sure it is. What do
we expect? How can we really be seen
as specialists when one can work in an
ED and have no EM training (rotating
internship or CCFP certification), 
incomplete training (resident moon-
lighters), CCFP(EM) or FRCPC, or
something else? Should we be sur-

prised that overcrowding and having
consult services “screen” their admis-
sions in the ED has not been adequately
addressed despite CAEP’s best efforts?
We need to start at the ground level and
build our specialty into one that is 
accepted by all. It makes sense on
many levels to have a single training
program, and I for one am in full agree-
ment that this has to happen.

I urge CAEP to revisit this matter,
and I also urge my colleagues in EM to
engage in this discussion with open
minds and to keep the interest of our
specialty at heart.

Robert Green, BSc, MD, DABEM,
FRCPC
Chair, C4 Canadian Association of 

Emergency Medicine
Associate Professor
Department of Emergency Medicine
Dalhousie University
Department of Medicine
Division of Critical Care Medicine
Queen Elizabeth II Health Sciences 

Centre
Halifax, NS
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[The authors respond]

We thank all the correspondents for their
comments on the editorials we wrote on
emergency medicine (EM) training and
certification. Our mutual hope is that our
editorials will stimulate and rekindle
thoughtful discussion on this topic well
beyond the pages of CJEM.

When CJEM invited us to write our
editorials, it was recognized that both
the CCFP(EM) and FRCP perspectives
would need to be represented for a 
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balanced presentation. It was clear to
CJEM, as it was to us, that the experi-
ences and allegiances we each had
would undoubtedly colour and influ-
ence our opinions. However, what we
found most striking about our 2 editori-
als was that our views were fundamen-
tally more similar than different.1,2 Be-
cause of the extent of our common
ground and the general nature of most
of the correspondents’ comments, we
have chosen to write a joint response to
the above letters.

Drs. Ovens and Letovsky challenge
the EM community to “discuss how we
can improve our training programs and
collaborate further to meet the needs of
our trainees, our patients and our com-
munities.” We agree wholeheartedly,
and it was in that spirit that we app-
roached our editorials and indepen-
dently reached the same conclusion;
that neither of our training streams is
ideal, and that our specialty and patients
would be better served by a dissolution
of both programs in their current form
and the emergence of a new program
that would incorporate the best features
of each to train both clinical and acade-
mic emergency physicians in a coordi-
nated manner. We share the view that 5
years is not required to train clinically
competent emergency physicians, and
thus we believe that by pooling the 
resources of our existing programs we
would likely produce more emergency
physicians than we currently do. A new
unified EM program should be inclu-
sive and flexible and thus should allow
entry from family medicine with credit
for relevant training as well as an 
optional program extension for those 
interested in developing a subspecialty
or academic focus. We believe that a
program designed in such a manner
would efficiently meet the needs of a 
diverse group of trainees and strengthen
our discipline.

Despite the assertion by Drs. Ovens
and Letovsky that “no real evidence in

support” of our common conclusions
was provided, both our editorials, as
well as the previous publications we
cited on this topic from CJEM and the
CAEP Communique, highlight numer-
ous problems with our current system.
Moreover, the letters by Drs. Green and
Langhan, which we believe reflect the
experiences and perceptions of count-
less emergency physicians across
Canada, further illustrate these prob-
lems. Dr. Drummond suggests that the
identity crisis we described is “artificial
and fabricated.” We disagree, and the
reality of what we described is richly
illustrated by the fact that Dr. Langhan,
an EM trainee who has yet to complete
his residency, is already attuned to the
issues and able to write eloquently
about them. Dr. Drummond also sug-
gests that this is simply a longstanding
“family feud about turf.” We believe it
is far more than this, and we took great
efforts to rise above turf considerations
in what we wrote.

Both the letter by Drs. Ovens and
Letovsky and the letter by Dr. Drummond
used the word “experiment” to describe
the history of Canadian EM training.
This is a generous term for what most
would view as a political mistake. The
system we inherited did not in any way
arise from the careful planning of a 
rigorous experiment. While we agree
with our colleagues that we should all
take great pride in the accomplishments
of Canadian EM over the past 25 years,
these achievements have occurred in
spite of our system, not because of it.
We believe Canada’s EM institutions
and leaders have an ongoing responsi-
bility to ensure our education and certi-
fication processes are optimal. We are
not advocating for the adoption of “a
US model” as Dr. Drummond suggests.
Rather, our editorials point out that
Canada currently has an internationally
aberrant approach to EM training and
certification, and they suggest that a
better system could be designed.

We would remind Dr. Drummond of
his musings in a CJEM editorial on nurse
practitioners just 1 year ago. In that edi-
torial, Dr. Drummond stated we should
be looking at more important issues: 

In a journal like CJEM, I wonder why there
has been such a paucity of literature on the
very real human resource problems that 
beset our EDs? Where are the papers on the
national requirements for well trained emer-
gency physicians or nurses? What has hap-
pened to the debate on the distinctions bet-
ween our 2 routes of emergency physician
certification and the merits of a unified
training system for Canadian emergency
physicians?3

We point this out not in any way to dis-
credit Dr. Drummond’s assertions, as
we both have enormous respect for him
and all he has done for our specialty.
Rather, we would suggest that the 
ambivalence illustrated by Dr. Drum-
mond’s own writings on the topic of
emergency medicine training mirrors
an ambivalence we all periodically feel
regarding this issue. We suspect the
great majority of Canadian emergency
physicians believe our current system
could be improved, but we are collec-
tively, and to some extent understand-
ably, trepidatious about trying to add-
ress this issue. Maintaining the status
quo is undoubtedly the path of least re-
sistance, but the question we must care-
fully consider is whether it is the best
path for the future of our discipline.

We acknowledge that there are sig-
nificant challenges currently facing
EM, including overcrowding, human
resources, working conditions and car-
eer sustainability. However we believe
that Canadian EM would be better
poised to deal with our present and 
future challenges as a more unified dis-
cipline. Dr. Green’s letter confirms that
other emergency physicians share our
view. While Dr. Drummond’s concerns
about timing are well stated, we would
counter that there will never be an easy
time to address this problem. We agree
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with Dr. Green that the “fundamental
issue” of our dual certification streams
must be addressed to facilitate the con-
tinued advancement of Canadian EM,
and we certainly do not view a discus-
sion of this as wasting time on “nega-
tivity,” as suggested by Drs. Ovens and
Letovsky. Dr. Drummond raised the
most important overarching question:
“Where is the patient in all of this?”
We believe that a wisely designed, uni-
fied system for training Canadian emer-
gency physicians would have an enor-
mously positive impact on the future of
our discipline, the broader health care
system and, ultimately, our patients.

Given the obvious sensitivities and
complexities involved, it is clear that
any discussion of reforming, possibly

even transforming, our EM training
system must be highly inclusive. All
the issues would need to be considered
with open minds if we are to thor-
oughly evaluate the merits of a unified
training system for Canadian emer-
gency physicians. We maintain that a
constructive and principle-based dis-
cussion on this matter, led by CAEP
and involving all stakeholder groups,
would be an extremely positive ven-
ture, regardless of the conclusions that
are reached. We hope our specialty is
up to the challenge.

Riyad B. Abu-Laban, MD, MHSc,
FRCP(C) 
Emergency Physician and EM Research 

Director

Vancouver General Hospital
Vancouver, BC
Tim Rutledge, MD, CCFP(EM),
FCFP
Emergency Physician and Director of 

Medical Education
North York General Hospital 
Toronto, Ont.
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Research
Print short, Web long*

Practice patterns of graduates 
of 2- and 3-year family medicine programs
In Ontario, 1996 to 2004

Michael Green MD MPH CCFP Richard Birtwhistle MD MSc CCFP FCFP Ken MacDonald MSW John Kane MASc Jason Schmelzle MSc

ABSTRACT

OBJECTIVE To compare patterns of practice between graduates of core 2-year family medicine (FM) 
training programs and those completing an additional postgraduate year (PGY3) of training.

DESIGN Retrospective cohort study using administrative data from the Ontario Health Insurance Plan.

SETTING Ontario.

PARTICIPANTS Graduates of Ontario FM residency programs from 1996 to 2002 who provided insured 
services in Ontario for 1 or more fiscal years between 1996 and 2004.

MAIN OUTCOME MEASURES Proportion of physician years of service in which a minimum number of 
services were provided in each of the following categories: anesthesia, emergency medicine (EM), home 
visits, hospital visits, nursing home visits, intrapartum obstetrics, palliative care, office-only practice, and 
rural locations, as well as deciles for proportion of billings for emergency department work and “quasi-
specialty” designations based on billing patterns. Results are stratified by type of training and years in 
practice.

RESULTS Graduates of PGY3 programs are significantly more likely to practise in a range of nonoffice 
settings than their counterparts who completed core 
2-year FM training programs. Differences were the 
most marked in areas in which additional training 
had been undertaken, but also extended to other 
categories. There was no effect on the proportion 
practising in rural locations, unless the training 
was undertaken in a rural setting or in anesthesia. 
Physicians including EM in their practices were more 
likely to practise mostly or almost all EM if they had 
undertaken either EM programs or self-directed 
programs at non-northern training sites. Very few 
graduates of any type were classified as belonging 
to a quasi-specialty group, other than those who 
completed care of the elderly or palliative care 
(hospitalist) and anesthesia programs.

CONCLUSION Completion of a PGY3 program is 
strongly associated with increased participation in 
practice outside the office, particularly in the area of 
the training provided.

EDITOR’S KEY POINTS

•	 In	 recent	 years	 there	 has	 been	 a	 slow	 trend	 away	
from	 comprehensive	 family	medicine	 practice,	 as	
defined	by	participation	in	care	in	various	nonoffice	
settings.	 Providing	 family	medicine	 trainees	with	
the	skills	to	provide	such	services	is	among	the	goals	
of	 enhanced	 skills	 training	 programs.	 This	 study	
aimed	to	explore	the	practice	patterns	of	graduates	
of	such	programs.

•	 The	 authors	 found	 significant	 differences	 in	 the	
practice	 patterns	 of	 third-year	 program	 (PGY3)	
graduates	 and	 those	 of	 core	 program	 graduates.	
Graduates	 of	 PGY3	 programs	 are	 more	 likely	 to	
provide	 care	 in	nonoffice	 settings,	 but	by	 far	most	
core	 program	graduates	 also	 participate	 in	 out-of-
office	care;	only	13.8%	 initially	 and	 less	 than	20%	
after	6	years	have	“office-only”	practices.	Concerns	
about	 substantial	 diversion	 into	 specialized	 niche	
practices	 are	 largely	 unfounded,	 as	 only	 a	 very	
small	 number	 of	 recent	 graduates	 are	 classified	 as	
“quasi-specialists.”

•	 Participation	 in	 PGY3	 training	 is	 strongly	 associ-
ated	with	increased	participation	in	care	outside	the	
office.	 Access	 to	 additional	 training	might	 be	 one	
way	 to	ensure	 that	comprehensive	 family	medicine	
continues	 to	 be	 a	 vital	 component	 of	 our	 health	
care	system.

*Full text is available in English at	www.cfp.ca.
This	article	has	been	peer	reviewed.	
Can	Fam	Physician	2009;55:906-7.e1-12
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Research Practice patterns of graduates

This is the second of 2 related papers* presenting 
the results of original research undertaken dur-
ing a review of postgraduate year 3 (PGY3) resi-

dency programs in family medicine (FM) in Ontario.1 
The objective of this study was to compare the practice 
patterns of PGY3 FM graduates with graduates of the 
core FM program. These programs exist in designated 
areas such as emergency medicine (EM), anesthesia, 
care of the elderly, and palliative care, as well as a range 
of other areas of interest defined more loosely as cat-
egory 2 enhanced skills programs.

There are only a limited number of publications on 
the practice patterns of PGY3 graduates. Chan (2002) 
found that PGY3 EM graduates practised primarily EM 
(more than 50% of all visits took place in emergency 
departments), but also noted that 34% of all patient vis-
its by those holding Certification in EM from the College 
of Family Physicians of Canada (CCFP[EM]) were pro-
vided in office settings, and that there was a trend 
toward more office work the longer these physicians 
were in practice.2 Sansom et al (2001) surveyed family 
physicians with additional training in anesthesia and 
found that 87% provided anesthesia services, devoting 
about 13 to 16 hours per week to these services.3 Chan 
and Schultz (2005) looked at the practice patterns of 
all GPs and FPs in Ontario from academic years 1993-
1994 to 2001-2002. They found that in general there has 
been a slow trend away from comprehensive practice, 
as defined by participation in care in a variety of nonof-
fice settings.4,5 Providing FM trainees with the skills to 
provide such services is one of the goals of enhanced 
skills training programs. We did not identify any previ-
ous studies that undertook a comprehensive examina-
tion of the practice patterns of graduates of other PGY3 
training programs.

METhODS

Ethics approval was granted by the Health Science 
Research Ethics Board at Queen’s University in Kingston, 
Ont. Graduates of Ontario FM programs between 1996 
and 2002 who provided insured services in Ontario for 
1 or more fiscal years between 1996 and 2004 were 
included in the analysis. Ministry of Health and Long-
Term Care (MOHLTC) data on funding of resident train-
ing were used to identify and categorize physicians. 
These years were selected for inclusion because sub-
stantial changes in the structure of postgraduate train-
ing came into effect for residents graduating in 1995. 
A number of changes in the designations of funding 
streams at the MOHLTC were also introduced at this 

time, which made it difficult to accurately categorize 
training type before this date.

Many funding categories had small numbers of 
physicians. These were rolled into a single large cat-
egory representing most of the category 2 PGY3 pro-
grams in the province. Northern program graduates who 
were not in category 1 programs were left as a sepa-
rate group. Previously validated algorithms, developed 
by the Institute for Clinical Evaluative Sciences and the 
Ontario Physician Workforce Database, were applied to 
billing data from the Ontario Health Insurance Plan to 
determine which physicians were providing services in 
each category.4,5 For physicians identified as providing 
EM services, the degree to which they included EM as a 
part of their practices was determined by allocating each 
active physician into deciles based on the percentage of 
their total billings for the fiscal year coming from work 
in the emergency department. They were then grouped 
into 4 distinct categories: some EM (< 20%), moderate 
EM (21% to 50%), mostly EM (51% to 80%), and almost all 
EM (> 80%). “Quasi-specialty” designations are assigned 
to physicians whose billings for each year meet specified 
criteria, indicating that they are more likely to be prac-
tising as a “specialist” in a defined area rather than as a 
family practitioner.5 Each fiscal year, a physician contrib-
utes to the number of physicians in that year if he or she 
meets the definition of active physician established by the 
Institute for Clinical Evaluative Sciences.

Given the natural evolution of physicians’ prac-
tice patterns after graduation, data were summarized 
by time since graduation. Three time periods were 
selected: the first 2 years of practice, years 3 to 5 in 
practice (inclusive), and after 6 or more years in prac-
tice. Data availability limited the study to graduates of 
Ontario FM programs who remained in Ontario after 
completing their training. Data were compiled by the 
MOHLTC and provided to the research team in Microsoft 
Excel. R, version 2.4.1, was used to generate summary 
tables by training type and number of years since gradu-
ation. Stata, version 10, statistical software was used for 
the analyses. Two sample comparison of proportions 
were used for the paired comparisons in Table 1, χ2 and 
Fisher exact tests were used for comparison of the dis-
tribution across EM categories between groups and over 
time, and 1-sided comparisons of proportion versus a 
presumed value of 1% or less were used for the results 
of the quasi-specialty designations.

RESULTS

The proportions of graduates in each training category 
who met the defined service thresholds for each area 
of practice are summarized in Table 1. Comparisons 
between PGY3 graduates and core 2-year program 
graduates as well as changes within programs over 

*The companion paper on resident and program director 
perspectives on third-year family medicine programs can be 
found on page 904.

Page 88 of 126



Vol 55: september • septembre 2009 Canadian Family Physician • Le Médecin de famille canadien 907.e2

Practice patterns of graduates Research 

Table 1. Practice patterns of Ontario family medicine graduates (academic years 1995-1996 to 2002-2003) working 
in Ontario during fiscal years 1996 to 2004: A) First 2 years of practice after residency; B) years 3 to 5 in practice; 
C) years 6 and more in practice.
A)

PROPORtiOn OF PHySiCiAn yEARS

tyPE OF 
tRAininG

tOtAL 
nO. OF 

PHySiCiAn 
yEARS AnEStHESiA EM

HOME 
ViSitS

HOSPitAL 
ViSitS

nuRSinG 
HOME 
ViSitS OBStEtRiCS

OFFiCE 
OnLy

PALLiAtiVE 
CARE RuRAL

PGY2	(all) 	2051 0.7 35.7 32.4 48.8 	10.1 11.1 13.8 0.8 15.7

EM 		347 	6.3* 98.6* 			8.1* 	68.3* 			3.2* 		1.7* 			0.3* 0.0 13.8

Anesthesia 				47 91.5* 72.3* 	19.1 	68.1† 10.6 	6.4 			0.0† 0.0 		31.9†

Elderly	or	
palliative	care

			31 0.0 25.8 		61.3‡ 71.0§ 	41.9* 3.2 		6.5 		6.5‡ 19.4

NOFM	or	
NOMP

			53 20.8* 86.8* 		17.0† 88.7* 	18.9§ 39.6* 			1.9§ 1.9 73.6*

All	others 	224 10.7* 48.2† 		24.1§ 63.8* 	8.0 33.0* 12.9 0.9 12.9
B)

PROPORtiOn OF PHySiCiAn yEARS

tyPE OF 
tRAininG

tOtAL 
nO. OF 

PHySiCiAn 
yEARS AnEStHESiA EM

HOME  
ViSitS

HOSPitAL 
ViSitS

nuRSinG 
 HOME 
ViSitS OBStEtRiCS

OFFiCE 
 OnLy

PALLiAtiVE 
CARE RuRAL

PGY2	(all) 2422 0.8 30.8 33.4 47.4 		9.8 			8.6 14.6 2.0 14.6

EM 		346 	9.0* 	95.7* 		10.4* 67.1* 			2.9* 				1.4* 			0.9* 	0.3§ 11.9

Anesthesia 			34 91.2* 55.9† 26.5 64.7§ 17.6 14.7 		0.0§ 0.0 23.5

Elderly	or	
palliative	care

			24 0.0 29.2 		33.3|| 62.5 37.5* 	0.0 16.7 4.2 16.7

NOFM	or	
NOMP

			48 16.7* 72.9* 20.8 79.2* 20.8§ 43.8* 14.6 0.0 	64.6*

All	others 	246 15.0* 44.7* 	24.4† 62.6* 	6.9 30.9* 		9.4§ 2.0 10.6
C)

PROPORtiOn OF PHySiCiAn yEARS

tyPE OF 
tRAininG

tOtAL 
nO. OF 

PHySiCiAn 
yEARS AnEStHESiA EM

HOME  
ViSitS

HOSPitAL 
ViSitS

nuRSinG 
 HOME 
ViSitS OBStEtRiCS

OFFiCE 
 OnLy

PALLiAtiVE 
CARE RuRAL

PGY2	(all) 1389 		1.0 		23.2¶ 31.7 41.2¶ 10.2 			6.4¶ 		19.3# 		3.4# 			11.7**

EM 		159 				15.7*†† 			91.2*¶ 			13.8*‡‡ 66.0* 		3.8† 			0.6† 			0.6* 			1.3‡‡ 		8.2

Anesthesia Cell	numbers	too	small	to	report

Elderly	or	
palliative	care

Cell	numbers	too	small	to	report

NOFM	or	
NOMP

				22 	22.7* 		86.4* 18.2 77.3‡ 18.2 	45.5* 			0.0§ 9.1 			50.0*||

All	others 		168 14.3 44.0 22.0 	51.8|| 	4.2 25.0 13.7 1.8 10.7

EM—emergency	medicine,	NOFM—Northeastern	Ontario	Family	Medicine	Program,	NOMP—Northwestern	Ontario	Medical	Program,		
PGY2—postgraduate	year	2.	
Data	from	the	Ontario	Ministry	of	Health	and	Long-Term	Care,	April	2006.	
*P	<	.0001	compared	with	PGY2	graduates.
†P	<	.01	compared	with	PGY2	graduates.
‡P	<	.001	compared	with	PGY2	graduates.
§P	<	.05	compared	with	PGY2	graduates.
||Decreased	(P	<	.05)	compared	with	years	1	and	2	in	same	program	(years	3-5	for	anesthesia	and	elderly	or	palliative	care,	years	≥	6	for	all	others).
¶Decreased	(P	<	.0001)	compared	with	years	1	and	2	in	same	program.
#	Increased	(P	<	.0001)	compared	with	years	1	and	2	in	same	program.
	**Decreased	(P	<	.001)	compared	with	years	1	and	2	in	same	program.
††Increased	(P	<	.001)	compared	with	years	1	and	2	in	same	program.
‡‡Increased	(P	<	.05)	compared	with	years	1	and	2	in	same	program.
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time are also reported. These results are also pre-
sented graphically in more detail in Figures 1 to 6. 
Table 2 presents data on the proportion of physicians 
in each category of EM practice, as well as a compari-
son of practice distribution among training programs 
and within training programs over time. Figures 7 to 
12 present these results graphically in more detail (by 
deciles). Table 3 presents the proportions of physician 
years in each quasi-specialty area by training program. 
We elected to compare these to an arbitrarily set limit of 
1% to determine if there was significant movement away 
from general practice to more specialized practice.

DISCUSSION

There are significant differences between the practice 
patterns of PGY3 program graduates and those of core 
program graduates. Graduates of PGY3 programs are 
more likely to be involved in the delivery of care in 
nonoffice settings, particularly hospitals. By far most 
core program graduates also participate in out-of-office 
care, with only 13.8% initially and less than 20% after 6 
years having “office-only” practices. Concerns that have 
been expressed about substantial diversion into special-
ized niche practices are largely unfounded, with only a 
very small number of recent graduates being classified 
as “quasi-specialists.” The type of training undertaken 
has a substantial effect on the areas of care included in 
future practice. Graduates of EM programs are signifi-
cantly more likely than graduates of any other program 
to include work in the emergency department as part of 
their practices, with 98.6% doing so initially. This propor-
tion remains high but drops in later years. Emergency 
medicine graduates are also more likely to work in hos-
pital settings and provide anesthesia services, but are 
less likely to provide home visits, nursing home visits, 
or obstetric services than core program graduates are. 
About 75% of this group practises mostly EM, but less 
than 18% is considered to be practising “almost all” EM. 

During the first 2 years of practice, we found signifi-
cantly fewer EM program graduates practising “almost 
all” EM than did Chan (12% vs 36%).2 Although basic 
differences in our definitions could account for this (we 
used proportion of billings rather than proportion of 
visits), we also used a more liberal definition (> 80% 
of billings vs > 90% of visits) than Chan, which should 
have had the opposite effect. Other possible explana-
tions include the substantial changes that occurred in 
the postgraduate training system and the expansion of 
the numbers of positions offered over time. Our data 
also show that core program graduates and graduates 
of non-EM enhanced skills training programs continue 
to play important roles in the provision of EM services 
in Ontario, with more than 70% of physician years iden-
tified as coming from these categories. While most of 

these physicians practise “some” (0% to 20% of billings) 
or “moderate” (21% to 50%) amounts of EM, by 6 years 
after residency and beyond they also made up more 
than half of the “mostly”  (51% to 80%) and “almost 
all” (81% to 100%) EM groups. This is consistent with 
the findings of Bhimani et al who, in their 2005 sur-
vey of emergency departments in southwestern Ontario, 
found that 70% of physicians practising in the emer-
gency departments they studied were family physicians 
with no formal additional EM training.6

Graduates of other programs also demonstrated 
increased involvement in nonoffice care, with the 
strongest effects being in the areas in which they had 
trained. All PGY3 graduates were more likely to include 
hospital inpatient care in their practices initially and, 
except for graduates of care of the elderly or palliative 
care programs, to work in the emergency department. 
Category 2 programs include programs with additional 
training in obstetrics, and the high rates of participa-
tion in this important area of FM is evident—more than 
a third of PGY3 graduates in these categories included 
obstetrics in their practices in the first 2 years and more 
than a quarter were still doing so after 6 years of prac-
tice. As is the case with EM, it is important to recognize 
the essential contributions of core program graduates 
to this area of service, with approximately two-thirds 
of those practising obstetrics having no additional for-
mal training. This finding highlights the importance of 
maintaining adequate educational experiences in intra-
partum obstetrics in the core FM training program in 
addition to providing additional experience through 
PGY3 opportunities.

There were no statistically significant differences in 
rural versus urban practice location between gradu-
ates of EM, care of the elderly or palliative care, and 
other category 2 programs and their core program peers. 
Only anesthesia and category 2 programs offered by the 
Northeastern Ontario Family Medicine Program and the 
Northwestern Ontario Medical Program were associ-
ated with increased rural practice. This contradicts the 
findings of previous studies that showed that EM train-
ing was significantly associated with a trend toward 
urban (odds ratio 2.62, 95% confidence interval 1.19 
to 5.75) rather than rural (odds ratio 0.30, 95% confi-
dence interval 0.13 to 0.67) practice, and that non-EM 
additional training resulted in increased rural practice 
(P < .001).2,7 There are some likely reasons for this. First, 
we were limited to examining the practices of residents 
trained in Ontario who remained in Ontario after gradu-
ation. Compared with what was reported by Hutton-
Czapski and Thurber, our data show less participation 
in rural practice for core program graduates (15.7% vs 
20.9%) and more participation in rural practice for EM 
graduates (13.8% vs 6.5% early in practice.).7 Our rates 
(13.8% initially, 8.2% later in practice) are closer to those 
reported by Chan (10.1%) in his cross-sectional survey of 
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Figure 1. Comprehensiveness of care provided by graduates of core 2-year family medicine programs in Ontario

Figure 2. Comprehensiveness of care provided by graduates of third-year programs in emergency medicine
in Ontario
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Figure 3. Comprehensiveness of care provided by graduates of third-year programs in anesthesia in Ontario
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Figure 4. Comprehensiveness of care provided by graduates of third-year programs in care of the elderly and 
palliative care in Ontario
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Figure 5. Comprehensiveness of care provided by graduates of third-year programs other than emergency 
medicine (all years) or anesthesia (2000-2001 to 2002-2003) from the Northeastern Ontario Family Medicine 
Program or the Northwestern Ontario Medical Program
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Figure 6. Comprehensiveness of care provided by graduates of all other third-year programs (excluding emer-
gency medicine, anesthesia, care of the elderly or palliative care, and northern program graduates) in Ontario
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Table 2. Proportion of physician years worked by physicians providing some EM (emergency department billings 
accounting for 0%-20% of total billings), moderate EM (21%-50%), mostly EM (51%-80%), or almost all EM 
(81%-100%) care, by type of training: A) First 2 years of practice after residency; B) years 3 to 5 in practice; 
C) years 6 and more in practice.

A)
PROPORtiOn OF tOtAL PHySiCiAn yEARS By tyPE OF tRAininG  
(PROPORtiOn OF PHySiCiAn yEARS By AMOunt OF EM CARE)

tyPE OF tRAininG*
tOtAL nO. OF PHySiCiAn 

yEARS
SOME EM n = 596 
PHySiCiAn yEARS

MODERAtE EM n = 285 
PHySiCiAn yEARS

MOStLy EM  n = 327 
PHySiCiAn yEARS

ALMOSt ALL EM n = 55 
PHySiCiAn yEARS

PGY2	(all) 733 	63.4	(78.0) 		26.1	(67.0) 			8.9	(19.9) 		1.6	(21.8)

EM 342 	7.6	(4.4) 		16.1	(19.3) 		64.3	(67.3) 12.0	(74.6)

Anesthesia 		34 76.5	(4.4) 	23.5	(2.8) 		0	(0) 0	(0)

Elderly	or	palliative	
care

Cell	numbers	too	small	to	report

NOFM	or	NOMP 	46 76.1	(5.9) 17.4	(2.8) 	6.5	(0.9) 0	(0)

All	others 108 40.7	(7.3) 21.3	(8.1) 	36.1	(11.9) 1.9	(3.6)

B)
PROPORtiOn OF tOtAL PHySiCiAn yEARS By tyPE OF tRAininG  
(PROPORtiOn OF PHySiCiAn yEARS By AMOunt OF EM CARE)

tyPE OF tRAininG†‡	§
tOtAL nO. OF PHySiCiAn 

yEARS
SOME EM n = 508 
PHySiCiAn yEARS

MODERAtE EM n = 274 
PHySiCiAn yEARS

MOStLy EM n = 354 
PHySiCiAn yEARS

ALMOSt ALL EM n = 104 
PHySiCiAn yEARS

PGY2	(all) 745 		55.0	(80.7) 		25.2	(68.6) 	16.1	(33.9) 		3.7	(26.0)

EM 	331 		6.3	(4.1) 		15.1	(18.2) 	59.9	(55.9) 	18.7	(59.6)

Anesthesia 		19 63.1	(2.4) 31.6	(2.2) 	5.3	(0.3) 	0	(0)

Elderly	or	palliative	
care

Cell	numbers	too	small	to	report

NOFM	or	NOMP 		35 74.3	(5.1) 14.3	(1.8) 11.4	(1.1) 	0	(0)

All	others 	110 35.4	(7.7) 22.8	(9.1) 28.2	(8.8) 	13.7	(14.4)

C)
PROPORtiOn OF tOtAL PHySiCiAn yEARS By tyPE OF tRAininG 
(PROPORtiOn OF PHySiCiAn yEARS By AMOunt OF EM CARE)

tyPE OF tRAininG‡||§
tOtAL nO. OF PHySiCiAn 

yEARS
SOME EM n = 198 
PHySiCiAn yEARS

MODERAtE EM n = 125 
PHySiCiAn yEARS

MOStLy EM n = 176 
PHySiCiAn yEARS

ALMOSt ALL EM n = 61 
PHySiCiAn yEARS

PGY2	(all) 322 	45.6	(74.2) 		25.7	(65.6) 	22.1	(40.4) 		6.6	(36.1)

EM 145 	9.6	(7.1) 		15.9	(18.4) 	56.6	(46.6) 17.9	(42.6)

Anesthesia Cell	numbers	too	small	to	report

Elderly	or	palliative	
care

Cell	numbers	too	small	to	report

NOFM	or	NOMP 		19 68.4	(6.6) 		0	(0) 26.3	(2.8) 5.3	(1.6)

All	others 	74 		32.4	(12.1) 		27.0	(16.0) 		24.3	(10.2) 16.3	(19.7)

EM—emergency	medicine,	NOFM—Northeastern	Ontario	Family	Medicine	Program,	NOMP—Northwestern	Ontario	Medical	Program,		
PGY2—postgraduate	year	2.	
Data	from	the	Ontario	Ministry	of	Health	and	Long-Term	Care,	April	2006.	
*First	2	years	of	practice:	Distribution	by	type	of	training	significantly	different	between	those	completing	EM	training	and	all	other	groups	(P	<	.0001)	
and	between	“All	others”	and	all	other	groups	(P	<	.0001),	but	not	between	PGY2	and	anesthesia	or	NOFM/NOMP.
†Years	3-5	in	practice:	Distribution	by	type	of	training	significantly	different	between	those	completing	EM	training	and	all	other	groups	(P	<	.0001)	
and	between	“All	others”	and	all	other	groups	(P	<	.0001	vs	EM,	PGY2,	and	NOFM/NOMP;	P	=	.03	vs	anesthesia),	but	not	between	PGY2	and	anesthesia	or	
NOFM/NOMP.	
‡Distribution	of	amount	of	EM	within	a	particular	type	of	training	program	significantly	different	later	in	practice	(years	3-5	for	elderly	or	palliative	
care,	years	≥	6	for	all	others	vs	years	1	and	2)	for	PGY2	(P	<	.001),	NOFM/NOMP	(P	=	.02),	and	“All	others”	(P	=	.002),	but	not	for	EM	or	anesthesia.
§Over	time	the	relative	contribution	of	training	programs	other	than	EM	to	the	“Mostly	EM”	(P	<	.0001)	and	“Almost	all	EM”	(P	=	.003)	categories	
increases	significantly.	
||Years	≥	6	in	practice:	Distribution	by	type	of	training	significantly	different	between	those	completing	EM	training	and	all	other	groups	(P	<	.0001)	and	
between	“All	others”	and	all	other	groups	(P	<	.0001	vs	EM,	P	=	.03	vs	PGY2,	P	=	.01	vs	NOFM/NOMP),	but	not	between	PGY2	and	NOFM/NOMP.
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physicians with the CCFP(EM) designation in Ontario in 
1999 and 2000, so regional variation could be a factor.2 
The effects of large urban medical schools, such as the 
University of Toronto in Ontario, which are known to 
produce fewer rural physicians, might explain the lower 
overall rate of participation in rural practice. In addition, 
any PGY3 EM graduates seeking work in large urban 
centres outside of Ontario would have been excluded 
from the study. The fact that we were comparing 2 
fairly homogeneous groups who have relatively greater 

access to PGY3 training than their counterparts in other 
regions (Ontario has more PGY3 positions per graduat-
ing PGY2 trainee than most other provinces) could also 
explain the relative lack of effect on location of practice.

Limitations
There are some limitations to our analysis. We were pro-
vided with summary information by type of training and 
year of graduation only and did not have access to indi-
vidual physician-level data, so were not able to conduct 

Table 3. Proportion of physician years worked by physicians with quasi-specialty designations, by type of training 
program: A) First 2 years of practice after residency; B) years 3 to 5 in practice; C) years 6 and more in practice.

A)
 PROPORtiOn OF PHySiCiAn yEARS (95% Ci)

tyPE OF tRAininG
tOtAL nO. OF 

PHySiCiAn yEARS HOSPitALiSt SuRGERy SuRGiCAL ASSiStAnt AnEStHESiA PSyCHOtHERAPy

PGY2	(all) 2051 1.1	(0.7-1.7) 0 0.15	(0.03-0.4) 0.1	(0.01-0.3) 0.8	(0.5-1.3)

EM 	347 0 0 0.3	(0.01-1.6) 0.6	(0.1-2.1) 0

Anesthesia 			47 0 0 0 42.6	(28.3-57.8)* 0

Elderly	or	
palliative	care

				31 	25.8	(11.9-44.6)* 0 0 0 0

NOFM	or	NOMP 				53 1.9	(0.5-10.1) 0 0 5.7	(1.2-15.7)† 0

All	others 		224 1.3	0.3-3.9) 0.9	(0.1-3.2) 0 2.2	(0.7-5.1)‡ 1.8	(0.5-4.5)

B)
 PROPORtiOn OF PHySiCiAn yEARS (95% Ci)

tyPE OF tRAininG
tOtAL nO. OF 

PHySiCiAn yEARS HOSPitALiSt SuRGERy SuRGiCAL ASSiStAnt AnEStHESiA PSyCHOtHERAPy

PGY2	(all) 2422 1.0	(0.1-1.5) 0.04	(0.001-0.2) 0.1	(0.01-0.3) 0.3	(0.1-0.6) 0.7	(0.4-1.1)

EM 		346 0 0 0.3	(0.01-1.6) 0.9	(0.2-2.5) 0

Anesthesia 			34 0 0 0 41.2	(24.6-59.3)* 0

Elderly	or	
palliative	care

			24 16.7	(4.7-37.4)* 0 0 0 0

NOFM	or	NOMP 			48 0 0 0 4.2	(0.5-14.3)‡ 0

All	others 	246 1.2	(0.3-3.5) 1.6	(0.4-4.1) 0 6.1	(3.5-9.9)* 0.4	(0.01-2.2)

C)
 PROPORtiOn OF PHySiCiAn yEARS (95% Ci)

tyPE OF tRAininG
tOtAL nO. OF 

PHySiCiAn yEARS HOSPitALiSt SuRGERy SuRGiCAL ASSiStAnt AnEStHESiA PSyCHOtHERAPy

PGY2	(all) 1389 1.8	(1.2-2.6)§ 0 0.5	(0.2-1.0) 0.43	(0.2-0.9) 0.6	(0.2-1.1)

EM 	159 1.3	(0.2-4.4) 0 0 1.3	(0.2-4.4) 0

Anesthesia Cell	numbers	too	small	to	report

Elderly	or	
palliative	care

Cell	numbers	too	small	to	report

NOFM	or	NOMP 			22 0 0 0 0 0

All	others 		168 0 1.8	(0.4-5.1) 0 10.1	(6.0-15.7)* 0

CI—confidence	interval,	EM—emergency	medicine,	NOFM—Northeastern	Ontario	Family	Medicine	Program,	NOMP—Northwestern	Ontario	Medical	
Program,	PGY2—postgraduate	year	2.	
Data	from	the	Ontario	Ministry	of	Health	and	Long-Term	Care,	April	2006.	
*Significantly	greater	than	a	hypothesized	value	of	≤	1%	(1-sided	test	of	proportions),	P	<	.0001.
†Significantly	greater	than	a	hypothesized	value	of	≤	1%	(1-sided	test	of	proportions),	P	<	.001.
‡Significantly	greater	than	a	hypothesized	value	of	≤	1%	(1-sided	test	of	proportions),	P	<	.05.
§Significantly	greater	than	a	hypothesized	value	of	≤	1%	(1-sided	test	of	proportions),	P	<	.01.	
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Figure 7. Proportion of total billings derived from work in the emergency department for graduates of core 
2-year family medicine programs (seeing ≥ 50 emergency medicine patients/y) in Ontario
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Figure 8. Proportion of total billings derived from work in the emergency department for third-year emergency 
medicine program graduates (seeing ≥ 50 emergency medicine patients/y) in Ontario
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Figure 9. Proportion of total billings derived from work in the emergency department for third-year anesthesis 
program students (seeing ≥ 50 emergency medicine patients/y)

0-10 11-20   21-30       31-40         41-50           51-60           61-70           71-80          81-90  91-100 

50

40

30

20

10

0

 P
H

YS
IC

IA
N

S,
 %

PROPORTION OF BILLINGS

First 2 y in practice

3-5 y in practice

Figure 10. Proportion of total billings derived from work in the emergency  department for third-year care of the 
elderly and palliative care program graduates (seeing ≥ 50 emergency medicine patients/y) in Ontario
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Figure 11. Proportion of total billings derived from work in the emergency department for third-year program 
graduates from the Northeastern Ontario Family Medicine Program or the Northwestern Ontario Medical Program
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logistic regression analyses to examine the effects of 
possible confounding variables such as age, sex, or 
rural location of provider on our outcomes of interest. In 
addition there was a relatively limited follow-up period, 
with a maximum of 9 years of practice being possi-
ble given the start date for our study cohort. Changes 
in practice patterns were noted between the earliest 
and latest practice periods for many of the groups and 
there is good reason to believe that these trends will 
continue over time. This is of particular importance 
when considering how we think about those physicians 
who place a large emphasis on one area of practice 
initially (eg, EM program graduates in the “mostly” or 

“almost all” EM categories or anesthesia program grad-
uates with a quasi-specialty designation in that area). 
Some have argued that they are not really family physi-
cians, but actually specialists in their areas.8 Our data 
show that participation in out-of-office care is in fact 
the norm, rather than the exception, in FM and that 
work profiles of PGY3 graduates evolve toward more 
office-based practice over time. As any specified value 
for the amount of traditional office-based family practice 
required to be considered a family physician is arbitrary, 
we think that an inclusive view that embraces all fam-
ily physicians, regardless of their area of specialization 
is more appropriate. In addition, it is important to rec-
ognize that while receiving additional training is asso-
ciated with increased participation in certain areas of 
practice, it is not necessarily causal. As resident interest 
is the primary driver for participation in these programs, 
it is quite possible that many of these individuals would 
pursue their interests even in the absence of additional 
training.

Conclusion
Participation in PGY3 training is strongly associated 
with increased participation in care outside the office. 
This effect is greatest in their areas of specialization, 
but for many trainees it also extends to other areas, 
particularly those based in hospitals. While this is not 
the only possible definition of comprehensiveness of 
care, it is one that can be measured and that addresses 
the needs of the public for access to a range of health 
care services. Access to additional training, particularly 
resident-driven category 2 programs, might be one way 
to ensure that comprehensive FM continues to be a 
vital component of our health care system. While we 

think that EM program graduates should be thought 
of as family physicians with a special area of interest, 
they generally devote most of their time to practising 
EM, at least in the first 9 years of practice. The need for 
EM physicians should therefore be an important factor 
in determining the number of positions offered in this 
area. 
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Background and Objectives

CAEP is an association that represents the interest of emergency physicians in Canada.

CAEP plays an important role in providing continuing medical education and advocates

on behalf of emergency physicians and their patients. Furthermore, CAEP, in cooperation

with other specialties and committees, plays a vital role in the development of national

standards and clinical guidelines.

Recently, CAEP was called to look at issues related to the current training system via

editorials in CJEM. Feedback was required from the emergency medical community

regarding the dual certification system of emergency physicians’ training in Canada. To
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4

regarding the dual certification system of emergency physicians’ training in Canada. To

address this issue, CAEP conducted an online survey with various members of the

emergency medical community across Canada.

The overall objectives of this research were to:

� Evaluate satisfaction of the current dual certification training system in Canada;

� Evaluate the emergency medical community’s openness to changes to the current

training system;

� Evaluate the importance of changing the current training system in relation to other

issues related to emergency medicine;
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Methodology

•A total of 616 surveys were completed among members of the emergency medical

community. The table below features the number of completed surveys for each designation:

•CAEP designed the questionnaire and posted it online on the SurveyMonkey.com website.

The survey was available in French and English. Respondents were given the option to

answer the survey in the language of their choice.

MD CCFP CCFP (EM) FRCPC Other & No Answer

# of completes 64 53 294 127 78

% of sample 10% 8% 48% 21% 13%

TOTAL: 616
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•Once the data was collected, CAEP requested the services of the research firm

Harris/Decima to analyse the results and write a report of the findings.

•Data collection for this survey was conducted from May 14 to May 29, 2009. The margin of

error of the survey is +/- 3.95 per cent.

•The duration of the survey was approximately 5 minutes.
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Detailed Survey Results

Page 105 of 126



Dissatisfaction with Current Canadian Dual Certification Training System

1) How satisfied are you with the current two College, dual certification (FRCP-EM, CCFP-EM) emergency 

medicine training system in Canada?

• More than 4 out of 10 respondents claimed 

they were dissatisfied with the current two 

College dual certification (FRCP-EM, CCFP-

EM) emergency medicine training system in 

Canada (27% said unsatisfied and 16% said 

very unsatisfied).
23%

11%

10%

26%

19%

24%

28%

31%

23%

15%

25%

27%

8%

14%

16%

CCFP

MD

Total
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• However, respondents aged 40 years old or 

older were more likely to be satisfied with the 

current system than younger respondents 

aged 20 to 39 (38% vs. 28%, respectively).

• Also, CCFP’s were more likely to be satisfied

with the current system as is.

Base: n=614

7

21%

7%

8%

21%

19%

25%

28%

21%

21%

24%

32%

30%

7%

22%

17%

0% 20% 40% 60% 80% 100%

Other

FRCPC

CCFP (EM)

Very Satisfied Satisfied Neutral Unsatisfied Very Unsatisfied
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Changes Beneficial to Current Canadian Dual Certification Training System

2) Do you feel changes to the current two College, dual certification (FRCP-EM, CCFP-EM) emergency 

medicine training system in Canada would be beneficial to emergency medicine in Canada?

• The majority of respondents (71%) felt 

that changes to the current two 

College, dual certification (FRCP-EM, 

CCFP-EM) emergency medicine 

training system in Canada would be 

beneficial to emergency medicine in 9%

38%

34%

30%

40%

37%

17%

8%

11%

32%

14%

14%

11%

5%

CCFP

MD

Total
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beneficial to emergency medicine in 

Canada.

• All designations felt this way except 

CCFPs who were more likely to 

disagree with this statement. 

Base: n=612
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25%

42%

37%

43%

36%

36%

14%
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12%

11%

13%

9%

7%

1%

6%

0% 20% 40% 60% 80% 100%

Other

FRCPC

CCFP (EM)

Definitely Yes Probably Yes Neutral Probably No Definitely No
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Changes that Would be Supported (Overall)

3A) If you feel that changes to the current two College, dual certification (FRCP-EM, CCFP-EM) emergency 

medicine training system in Canada would be beneficial, please indicate what change or changes you 

would be supportive of.

84%

16%

57%

Changes would be beneficial

Changes would NOT be beneficial

Unify training under 1 College with a common clinical certification

stream followed by an optional fellowship year or years

• The majority (84%) 

believe that changes to 

the current certification 

system would be 

beneficial.
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15%

10%

18%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

stream followed by an optional fellowship year or years

Unify training under 1 College with 1 certification stream that begins at
the PGY1 level

Maintain a 2 College, 2 certification stream system but increase inter-

College coordination

Create a new additional certification that would be available to both

FRCP-EM and CCFP-EM physicians similar to the FACEP in the U.S.

Base: n=508

9

• More than half (57%) 

would be supportive of 

unifying the training 

under one College with a 

common clinical 

certification stream 

followed by an optional 

fellowship year or years.
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Unify training under 1 College with a common clinical certification stream 
followed by an optional fellowship year or years

3A) If you feel that changes to the current two College, dual certification (FRCP-EM, CCFP-EM) emergency 

medicine training system in Canada would be beneficial, please indicate what change or changes you 

would be supportive of.

25%

60%

57%

CCFP

MD

Total • MDs, CCFP (EM)s, and FRCPCs indicated 

they would be more likely to support this 

initiative than CCFPs. By far, this change 

was the most supported among all changes 

proposed.

• Younger respondents (20-39 years old) were 
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Base: n=508

10

48%

63%

61%

25%

0% 20% 40% 60% 80% 100%

Other

FRCPC

CCFP (EM)

CCFP

% who would support this change

• Younger respondents (20-39 years old) were 

more likely to support this change than older 

respondents (40+) (62% vs. 52%, 

respectively).

• CCFPs were the least likely to support this. 

Only one quarter of CCFPs (25%) stated 

they would be supportive of this change.
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Unify training under 1 College with 1 certification stream that begins at the 
PGY1 level

3A) If you feel that changes to the current two College, dual certification (FRCP-EM, CCFP-EM) emergency 

medicine training system in Canada would be beneficial, please indicate what change or changes you 

would be supportive of.

17%

24%

18%

CCFP

MD

Total
• Less than one in five respondents 

(18%) supported the idea of 

unifying training under one College 

with one certification stream that 

begins at the PGY1 level. 
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Base: n=508
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22%

23%

12%

17%

0% 20% 40% 60% 80% 100%

Other

FRCPC

CCFP (EM)

CCFP

% who would support this change

• CCFP (EM)s were the least likely 

to support this change given that 

only 12% said they would.
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Maintain a two College, two certification stream system but increase inter-
College coordination

3A) If you feel that changes to the current two College, dual certification (FRCP-EM, CCFP-EM) emergency 

medicine training system in Canada would be beneficial, please indicate what change or changes you 

would be supportive of.

36%

12%

15%

CCFP

MD

Total
• Only 15% of respondents 

supported the idea of maintaining a 

two College, two certification 

stream system but increase inter-

College coordination. 
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Base: n=508
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9%

13%

14%

36%

0% 20% 40% 60% 80% 100%

Other

FRCPC

CCFP (EM)

CCFP

% who would support this change

• However, more than a third of 

CCFPs (36%) supported this 

change; more than any other 

designation.
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Create a new additional certification that would be available to both FRCP-
EM and CCFP-EM physicians similar to the FACEP in the U.S.

3A) If you feel that changes to the current two College, dual certification (FRCP-EM, CCFP-EM) emergency 

medicine training system in Canada would be beneficial, please indicate what change or changes you 

would be supportive of.

22%

3%

10%

CCFP

MD

Total
• Overall, only 1 in 10 respondents 

stated they would support the idea 

of creating a new additional 

certification that would be available 

to both FRCP-EM and CCFP-EM 

physicians similar to the FACEP in 

the United States.
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Base: n=508

13

22%

1%

13%

22%

0% 20% 40% 60% 80% 100%

Other

FRCPC

CCFP (EM)

CCFP

% who would support this change

the United States.

• However, CCFPs (22%) and CCFP 

(EM)s (13%) reacted more 

favourably to this change than MDs 

(3%) and FRCPCs (1%).
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Role of CAEP

4) If you feel that changes to the current two College, dual certification (FRCP-EM, CCFP-EM) system of 

EM training in Canada would be beneficial, please indicate what role, if any, you feel CAEP should play in 

such an initiative.

• Respondents would like to see 

CAEP play an active role in 

such an initiative either by 

playing a leading role (42%) or 

a facilitating role (40%).
43%

41%

42%

46%

38%

40%

11%

21%
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Base: n=519
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Other

FRCPC

CCFP (EM)

Leading the process

Facilitating the process

Encouraging the College to embark upon the process
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Current Timing of Embarking on Such a Process Considered to be Good

5) If you feel that changes to the current 2 College, 2 Certification stream system in Canada would be 

beneficial, please indicate your opinion on the appropriateness of the current timing of embarking on such 

an process.

• Three quarters of respondents 

(75%) agreed with the current timing 

of embarking on such a process.

• MDs, CCFP (EM)s, and FRCPC 

were more likely than CCFPs to 22%

44%

40%

41%

27%

35%

27%

29%

21%

3%

3%

8%

1%

CCFP

MD

Total

©
 H

a
rr

is
/D

e
c
im

a

Base: n=529

15

were more likely than CCFPs to 

state that the timing of embarking on 

such a process was excellent.

21%

46%

43%

50%

33%

35%

29%

18%

19%

3%

3%

0% 20% 40% 60% 80% 100%

Other

FRCPC

CCFP (EM)

Excellent Good Neutral Poor Very Poor
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Importance of Dual Certification in Comparison with Other EM Issues

6) How important is this issue to the EM community in comparison with the other issues it is facing (please 

rank from 1-8)?

• It is worth noting that, when providing 

additional comments  at Q8, some 

respondents mentioned that  this question 

was unclear. The structure of the question 

and the fact that a scale was not defined to 

respondents during the survey may have 

led to this confusion. Therefore, results for 

this question should be interpreted with 

% who ranked each factor as “most important”

18%

21%

31%

64%

% who ranked each factor 1 or 2 in terms of importance

8%

13%

47%

Activities related to changing the 2 

EP Compensation

Health Human Resources

Overcrowding/Wait Times
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Base: n=518

16

this question should be interpreted with 

caution.

• Overcrowding/Wait times was considered 

the most important issue to the EM 

community; particularly for FRCPCs who, 

for 59% of them, ranked this issue number 

one.

• Changes to the Dual Certification system 

was considered the 4th most important 

issue, tied with the development of 

emergency services standards.

17%

13%

15%

17%

18%

5%

6%

6%

7%

7%

Physician Wellness/Prevention of 
Burn Out

Minimal Operational Standards

Pandemic Planning and/or 
Implementation of the Plans

Development of Emergency 
Services Standards

Activities related to changing the 2 
College, dual certification system
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Support for Diverting Resources from other CAEP activities

7) If undertaken, this project would likely be resource intensive. Would you support diverting resources 

from other CAEP activities in order to complete this task?

• Almost three out of five respondents 

(59%) said they would support 

diverting resources from other CAEP 

activities in order to complete this task.

• Older respondents (40+) were also 6%

31%

24%

23%

39%

35%

21%

16%

16%

30%

8%

15%

21%
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10%
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MD

Total
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• Older respondents (40+) were also 

less likely than younger respondents 

(20-39 years old) to support diverting 

resources (30% vs. 20%, respectively)

• CCFPs are the least likely to support 

this when compared to other 

designations. 

Base: n=580
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0% 20% 40% 60% 80% 100%

Other
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Definitely Yes Probably Yes Neutral Probably No Definitely No
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Conclusions
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Conclusions

• Overall, the majority of respondents believed that changes to the current two College dual 

certification (FRCP-EM, CCFP-EM) emergency medicine training system in Canada would 

be beneficial. Also, the timing to make changes to the training was considered to be good 

for most. However, there was some resistance from the CCFPs and older respondents 

(40+) who claimed they were satisfied with the system as is.

• The most supported change was to unify the training under one College with a common 

clinical certification stream followed by an optional fellowship year or years; particularly for 

younger respondents. 
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• Although several other issues within the EM community are deemed higher in importance, 

particularly when it comes to “overcrowding/wait times”, the dual certification training was 

among the top five most important issues that needed attention.

• Furthermore, the majority of respondents would support diverting resources from other 

CAEP activities in order to complete this task; less so for older respondents than for 

younger respondents.
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Q8 Additional Comments

8%

9%

9%

12%

12%

24%

41%

Oppose merger of programs

CCFP training has its advantages

More important issues to deal w ith

Keep a w ay for family doctors to acquire EM skills

Issue is long overdue

Support merger/Current system inadequate

Unclear/Poor explanation of ranking at Q6
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3%
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Other

Concerned about loss of funding

CCFP-EM training is inadequate

FRCPC program is too long

Concerned about reduction ER staff

21

Base: n=66*

Caution: Results to be interpreted with caution due to small base
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Socio-demographics

2%
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Thank you.
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CAEP Survey Results 
Two College, Dual Certification Systems of EM Training in Canada 
 
CAEP members were sent an invitation to complete an on-line survey in May on the 
issue of the current two college, dual certification system of EM training in Canada. A 
total of 603 members answered the survey (a 35% response rate). Below are highlights 
of the data collected. Additional analysis is being completed on the data and comments 
which may affect the overall interpretation of the survey results. The results of the 
analysis will be shared with the membership once complete. The numerical data is 
being presented in its entirety in the interest of transparency even though it has come to 
the CAEP Board’s attention that there may have been methodological issues with a 
couple of the questions. This will also be a part of the ongoing analysis of the results. 
Below is a summary of the responses to the survey. The complete numerical data is 
available on the CAEP website in the members only section. 
 
• 43% of respondents indicated that they were unsatisfied or very unsatisfied with 
the current system and 34% were satisfied or very satisfied with the current 
system. 
 
• 71% of respondents felt that changes (definitely yes and probably yes) to the 
current two college, dual certification system would be beneficial to the 
emergency medicine in Canada and 19% (probably no and definitely no) felt that 
changes would not be beneficial to emergency medicine in Canada. 
 
• Of those who felt a change would be beneficial 57% supported unifying training 
under one college with a common clinical certification stream followed by an 
optional fellowship year or years; 15% felt that a two college, two certification 
stream system be maintained with an increase in inter-college coordination and 
collaboration; and 11% felt that unifying training under one college with one 
certification stream that begins at the PGY1 level would be the preferred method 
of training. 
 
• Of those who felt changes to the current dual certification system of EM training 
would be beneficial, 42% felt that CAEP should be leading the process, while 
40% felt CAEP should be facilitating the process. 18% felt that CAEP 
encouraging the colleges to embark upon the process would be appropriate. 
 
• 75% of respondents felt that now would be a good or excellent time to embark on 
such a process and 4% felt that it would not be an appropriate time to embark on 
such a process. 
 
• The majority of respondents (75%) of respondents were between the ages of 30 
and 49. 
 
• 63% of respondents were CCFP(EM) or CCFP and 24% were FRCPC. 
The survey was undertaken to determine the perspectives of the membership on this 
matter in order to help the CAEP Board determine what action should be taken in 
response to the editorials and call to action published in CJEM in March 2008. The 
results are being carefully considered by the CAEP Board and future action(s) will be 
shared with the membership. 
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Montreal Task Force Report – Emergency Medicine Training in Canada 
 
 
Introduction 
 
The Montreal Task Force was brought together by the CAEP Board of Directors to consider three 
questions with respect to Emergency Medicine (EM) training in Canada.  The composition of the Task 
Force was carefully considered by the CAEP Board, and the ultimate structure of the Task Force was 
intended to represent the broad membership of CAEP.  All non-appointed Task Force members (12 out of 
20 total task force members) were elected by the CAEP membership via an election process.   Extensive 
background information was assembled for review and discussion.  The Task Force was chaired by Dr. 
Doug Sinclair, and the two hour meeting was very productive.  Representatives from the College of 
Family Physicians of Canada (CFPC) and the Royal College of Physicians and Surgeons of Canada 
(RCPSC) were in attendance.  The membership of the Task Force is attached as Appendix 1. 
 
Question #1: Does the existing Emergency Medicine training and certification system in Canada, with 
two independent routes to certification run by two colleges, best serve the current and future needs of the 
emergency medicine community, the specialty of emergency medicine, and the citizens of Canada? 
 
There was broad support for the concept that the status quo was not acceptable, and the existence of two 
training programs did not serve the current and future needs of the emergency medicine community, the 
specialty of emergency medicine, and the citizens of Canada.   
 
It was felt by the group that a renewal of educational programs would enhance the standards of care for 
emergency medicine in all settings.  It was recognized that family physicians will continue to deliver a 
significant proportion of emergency care and the specialty should support their ongoing continuing 
professional development.  It was felt that the existence of two training programs, with EM certification 
by two colleges, leads to dilution of the political will to move EM forward and creates ongoing cultural 
barriers.  Each training program has strengths and weaknesses that could be enhanced.  
 
It was also recognized that there are risks associated with moving away from the status quo.  It appears 
that the Royal College is interested in new models, but that the College of Family Physicians of Canada 
has significant concerns about any changes to the current structure.  The need for advanced fellowship 
training in subspecialty areas will need to be protected and enhanced in any new process.  Any new 
program will need to ensure that academic leaders continue to be trained and mentored.   
 
Question #2: If no, should CAEP initiate and lead a process to attempt to improve the system? 
 
The Task Force felt that CAEP should take the lead on initiating a process that would result in a more 
optimal approach to the training of emergency physicians in Canada.   Both the Royal College and the 
CFPC will need to be key partners, since they are the only bodies that can accredit postgraduate training 
in Canada.   CAEP will need to be a leader and strong advocate to move this agenda forward.  Other key 
partners identified during the discussion include the provincial sections of Emergency Medicine, which 
have variable interest in this subject at the present time.   
 
 
Question #3: If so, what process might best lead to success, and what are the next steps? 
 
The Task Force recognized that there are many issues to consider as this important project moves 
forward.  Our Task Force did not have time at our short meeting to consider the details of new training 
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models, but did discuss a number of principles that would meet the diverse needs of the current and future 
EM community.   
 
The key steps for the CAEP Board of Directors will be: 
 
 Articulation of a clear vision for educational programs in emergency medicine to be achieved within a 

defined time line 
 
 Development of a set of principles to guide the program development 

 
 Early engagement of key partners, including the RCPSC, CFPC, and provincial sections of EM 

 
 Utilize the Task Force membership in this important work, with CAEP Board direction and head 

office support. 
 
Respectfully Submitted 
 
 
Doug Sinclair MD CCFP[EM] FRCPC 
Past President – CAEP-1999-2001 
 
June, 2010 
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Summary for CAEP Members: 
 
 
Montreal Task Force – Update 
 
As you may know, CAEP convened a Task Force in Montreal on May 30th, 2010, on emergency 
medicine training in Canada.  The Task Force included twenty (20) key emergency medicine 
leaders, over 50% of whom were elected by the CAEP membership.   
 
The Task Force concluded that the current training systems will not optimally serve the future 
needs of the emergency medicine community, the specialty of emergency medicine, and the 
citizens of Canada, and that CAEP should initiate and lead a process to attempt to improve the 
system.  
 
The CAEP Board will form a working group whose mandate is to develop strategy around the 
approach that will be taken and to examine the various options relating to optimizing EM 
training in Canada.  The working group's recommendations will be vetted by the Montreal Task 
Force members, and subsequently sent to the CAEP Board for decision. 
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