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September 20, 2006 
 
Dr. Colin McMillan 
President, CMA  
CMA Head Office 
1867 Alta Vista Drive 
Ottawa, ON  K1G 3Y6 
 
Dear Dr. McMillan,  
 
I read with interest the article written by Patrick Sullivan titled “General Internists Face 
Recruiting Crisis” which was recently posted on the CMA website and circulated to our 
Association.  While we have no doubt that there are significant human resource 
shortages in General Internal Medicine in Canada, such problems are clearly not 
confined to any one group, inclusive of specialty medicine and general practice.  For 
many years now the Canadian Association of Gastroenterology (CAG) has been deeply 
concerned about patient access to gastroenterology (GI) consultation and endoscopic 
services.  Accordingly, our Association has completed three separate but interrelated 
initiatives, namely: 1) A detailed manpower analysis including a census of who is 
providing digestive healthcare in Canada, expected number of upcoming retirements, 
and current number of physicians in GI training; 2) A nationwide practice audit, which 
has accurately quantified wait times for consultation and endoscopic services based on 
specific diagnoses; 3) A consensus conference, which established target maximal wait 
times for digestive healthcare services based on reason for referral.   

 
These three projects have finally provided us with comprehensive, objective data 
concerning access issues to GI care in Canada.  The results are quite disturbing; in most 
instances wait times for consultation and endoscopic services far exceed established target 
wait times for all areas of digestive disease.  Alarming is the fact that patients with serious 
gastrointestinal disease, i.e. suspected Inflammatory Bowel Disease as an example, are 
waiting many months before consultation, diagnosis and treatment.  Although this in part 
relates to restrictions in access to hospital endoscopic facilities, an equally serious 
problem is the shortage of Gastroenterologists in Canada.  Currently, we estimate there 
to be approximately 1.8 Gastroenterologists per 100,000 population, which is one of 
the lowest ratios in the western world. Furthermore, similar to the data provided by 
Internal Medicine group, the age distribution of practising Gastroenterologists is weighted 
towards individuals over the age of 55.  Our studies indicate that approximately one 
third of the current Gastroenterologists in Canada will be retiring within the next ten 
years.  Based on the number of individuals entering training programs, it is clear that we 
will not be able to replace those retiring let alone increase our numbers.  In fact, unless 
the number of training physicians in Gastroenterology is increased immediately, we 
anticipate experiencing a 10% reduction in the number of Gastroenterologists over the 
next 10 years.  Given that we are unable to provide timely service to Canadian patients 
at present, the situation will clearly become untenable very soon.   
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Although our Association may be one of the few groups that has thus far objectively quantified human 
resource and wait time problems, it is likely that other specialty groups have similar problems.  We are 
therefore concerned about the current approach taken by Government, and apparently endorsed by the 
CMA, whereby specific priority areas are identified to guide resource distribution.  The access problems 
faced by Canadian patients are not disease or specialty specific.  We therefore believe it is critical that the 
CMA advocates on behalf of all patients and physician groups.   
 
We would be happy to share the details of our GI human resource initiative with you, as we believe such 
objective data can only serve to help the CMA in its advocacy role.   
 
Yours sincerely, 

 
William G. Paterson, M.D.,  
President, CAG 
 
 
Cc:  Dr. Blake Woodside, Chairman of the Board, Federation of National Specialty Societies of Canada 
       Regional Representatives, CAG  
       Federal and Provincial Health Ministers 
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