EM training in Canada: two
is better than one

To the editor: We read with interest and
concern the articles by Drs. Rutledge'
and Abu-Laban® 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
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-
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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
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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: 1 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 C/JEM 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 editorials'?
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
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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.
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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: 1 read with great interest
the editorials in the March 2008 issue. I
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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-Laban' and Rutledge.” 1
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.” 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,
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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.** 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.** 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.” 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,* 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 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
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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.””
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, [ 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-
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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 IT 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."” 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
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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.
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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?®

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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be edited for brevity and clarity.

Letters will be considered for publication if they
relate to topics of interest to emergency physi-
cians in urban, rural, community or academic
settings. Letters responding 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
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