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Since COVID-19 was declared a pandemic 
by the World Health Organization, each 
day has come with new announcements 

of measures to contain its spread. One by one, 
universities and schools, businesses, and even 
our Canadian borders have closed in the spirit 
of public health and safety. In the midst of these 
changes, the strength and anticipated strain on 
our health care system have become a national 
focus. But the health system has responded 
expeditiously—within a matter of weeks, the 
needle has moved on historically entrenched 
issues including national physician licensure, 
virtual health care, and our sick-at-work culture. 
Though certainly a disruptive and unwelcome 
force, the pandemic has served as a powerful 
catalyst for change in the Canadian health care 
system. 
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National physician licensure and 
physician mobility
“Flatten the curve” became a household phrase 
in the early days of the pandemic, referring to 
the need to keep the number of infected pa-
tients within the limits of our health system’s 
capacity. However, given COVID-19’s expo-
nential rate of spread, indifference to national 
borders, and the disproportionate risk of in-
fection in health care workers,1 it is clear that 
our physician workforce will face tremendous 
strain. Compounded by the fact that at the time 
of writing over three-quarters of confirmed 
cases in Canada had occurred in only three 
provinces,2 there may be a need for physician 
deployment and redistribution to areas where 
the need is greatest.

Under existing systems of physician licen-
sure, redistribution of physicians is not pos-
sible. Each of Canada’s provinces and territories 
has unique physician licensing requirements, 
documentation, and fees,3 despite licensing ex-
ams being national. For physicians, this means 
that in order to care for patients in other juris-
dictions, they must secure additional licences 
through a costly and time-consuming admin-
istrative process.4 For patients, especially those 
in Canada’s rural and remote areas, this reduces 
access to physician care. 

Although there has been long-standing 
advocacy for national physician licensure in 
Canada, the issue has remained unresolved 
despite overwhelming support from patients,5 

physicians,6 and medical organizations.7 How-
ever, after COVID-19 re-exposed an enduring 
need for increased physician mobility to im-
prove access to care, provincial and territorial 
medical regulators have temporarily agreed to 
issue fast-tracked emergency licences that en-
able physicians to provide care across multiple 
Canadian jurisdictions.8,9 In line with this, the 
Canadian Medical Protective Association has 
allowed its medical-legal protection to extend 
beyond a physician’s typical province or terri-
tory of work.9

This has been a laudable and agile response 
to COVID-19, but licensing barriers to phy-
sician mobility and access to care should not 
be rebuilt after the pandemic. Fast-track and 
portability agreements are valuable stepping 
stones,10 but neither offers the same degree of 
provider mobility and administrative efficiency 
as national physician licensure. COVID-19 
sparked the emergence of policies to better align 
physician care with patient needs, but even after 
the pandemic we can continue to take steps to-
ward establishing national licensure as a durable, 
sustainable solution to improve access to care.

Adoption of virtual care
Virtual care has not yet become routine in Can-
ada, despite its potential to offer timely access 
to care, the availability of supportive technol-
ogy, and growing public interest.11 However, by 
simultaneously demanding physical distancing 
and increased access to care, COVID-19 has 
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unveiled virtual technology as a cornerstone of 
care.12 Moreover, by facilitating rapid adoption 
of virtual care, the pandemic response is inad-
vertently laying the groundwork for widespread 
uptake of virtual care, both now and in the fu-
ture. In particular, COVID-19 has catalyzed 
progress on three fundamental barriers to scal-
ing up virtual care in Canada: licensure restric-
tions, compensation for virtual care, and lack 
of interoperability and digital infrastructure.13

National licensure and the adoption of vir-
tual care go hand in hand; allowing physicians 
to practise in multiple jurisdictions extends 
the reach of virtual care beyond provincial and 
territorial borders, thereby promoting access 
to care in rural and remote areas nationally. 
Secondly, several Canadian provinces,14,15 in-
cluding British Columbia, have responded to 
COVID-19 by expanding virtual care billing 
codes as an incentive to this medium of care. 
Whereas previous billing codes were limited 
to virtual care through particular mediums or 
platforms, these expanded codes allow the use 
of more flexible technologies such as telephone 
or videoconferencing. Lastly, while there is no 
quick solution to improving digital infrastruc-
ture, it is reasonable to believe that widespread 
adoption of virtual care will create momentum 
and increased investment in these tools both 
during and after the pandemic.

Sick-at-work policies and culture
While doctors all know that staying home when 
sick will protect us, our colleagues, and our pa-
tients, this is not yet a universal practice for 
many reasons, ranging from cultural to finan-
cial. Within medicine, the hidden culture that 
discourages the use of sick days starts early in 
medical training.16 Unfortunately, as a medi-
cal student or resident, it was not unusual to 
hear variations on the old adage, “If you’re not 
too sick to be a patient in the hospital, then 
you’re not too sick to be working in the hospi-
tal.” Within this deep-rooted culture of feeling 
guilty, weak, and judged for taking sick days, it 
is not surprising to find that physicians admit 
to working while sick, putting themselves in 
contact with vulnerable populations.17 

In a matter of weeks, however, COVID-19 
shifted this discourse. Those in the medical 
field have been flooded with messages from 

our leaders and administrators telling us to stay 
home if symptomatic or at high risk. Outside 
the medical community, we are normalizing—
even celebrating—those who self-isolate in 
support of public protection. This new culture 
has also been supported by progressive public 
policy; for example, medical organizations are 
urging employers to abandon the practice of 
asking for sick notes,18 public health offices 
are offering a general sick note to be used by 
anyone who fulfills its criteria,19 and provincial 
governments are changing labor laws for em-
ployees to take sick leave.20

While these policy and cultural changes 
emerged during the pandemic, they help re-
verse decades of dogma and should remain per-
manent. There is no better time than now to 
improve our national sick-at-work culture and 
advocate for supportive policy changes such as 
paid sick leave legislation and sick leave em-
ployment protection. It is unfortunate that we 
cannot always rely on individual employers to 
do the right thing; we need enforceable legis-
lation to support our public duty to stay home 
when sick. We hope the new norms of physical 
distancing and self-quarantine being accepted 
and celebrated represent a turning point for our 
sick-at-work culture within workplace com-
munities, including health care. 

Conclusion
COVID-19 is perhaps the greatest public 
health challenge in recent human history, with 
the full force of the pandemic yet to be felt in 
Canada. The gravity of the situation has pulled 
an extraordinary response from our health care 
system; enormous strides have been taken on 
historically entrenched issues including na-
tional physician licensure, virtual care, and our 
sick-at-work culture. While progress on these 
issues emerged as an important response to the 
COVID-19 pandemic, the way in which it is 
maintained will have a lasting impact on our 

post-pandemic Canadian health care system. 
When the dust settles, these changes should be 
transformed into sustainable solutions. There is 
opportunity to be found in adversity. n
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However, the impact of COVID-19 on their 
year will bleed into the first year of residency, 
which is notorious for being one of the most 
challenging years in all of medical training. 
The oral component of their spring 2020 cer-
tification exams has since been canceled, and 
the Medical Council of Canada Qualifying 
Examination Part 1 will be postponed until 
September this year or possibly later.13 Those 
who do not pass will have to juggle rewriting 
their exams while contending with the gruel-
ing demands of their first year in residency. 

Looking forward
Medical education will undoubtedly be 
changed after the COVID-19 pandemic. 
The abrupt switch to online learning to fulfill 
curricular goals, coupled with rapid develop-
ment of new learning technologies, will likely 
become the norm.14 There will be a need to 
supplement traditional medical education with 
remote learning due to increased demand for 
clinical experiences as more students across 
multiple years are accommodated within a 
limited number of clinical placements, and as 
preceptors become inundated with patients 
who are currently refraining from coming to 
see them due to fear of the coronavirus.15 With 
the sudden widespread adoption of telehealth 
driven by COVID-19, medical students who 
are becoming well versed in technology in 
medicine may have an advantage when they 
transition to practice.4 

However, each advancement warrants eval-
uation to ensure continued quality of medical 
education, some of which cannot be adequately 
learned without direct patient interaction.4 
As of now, the extent to which changes are 
accepted into curricula depends on a number 
of unpredictable factors, including economic 
stability, availability of technologies and pro-
fessionals to develop them, buy-in from curric-
ulum developers, and acceptability for medical 
students. Increased flexibility in curricula, re-
search protocols, and clinical approaches will 
likely be the future.14 By documenting these 
lessons as they are learned, we can contribute 
to an enhanced response to the next public 
health crisis that challenges medical education. 
Our ability to rapidly adapt is proving to be a 
key attribute in these unprecedented times. n 
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