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The issue
British Columbia’s rural and underserved communities need reliable access to physicians. SOCASMA strongly supports that objective. The question is not whether these communities deserve doctors. They do. The question is whether requiring one group of Canadians - those who attended medical school outside Canada - to live and work where the government forces them is fair, consistent with fundamental freedoms, or an effective way to provide sustainable care.
Canadian international medical graduates (IMGs) are required to accept Return of Service (ROS) obligations as a condition of getting access to being licensed to practice. ROS governs where IMGs can practice after residency. It negatively affects family life, further training, career development and IMGs’ ability to build a lasting practice. Compulsory ROS should end - not be extended to Canadian medical graduates (CMGs).
Our objective is not to take physicians away from rural communities. It is to attract physicians to communities that need them, allow physicians and communities to find a good fit, support safe and satisfying practice, and give doctors reasons to stay.
Six key messages
1. TRAIN MORE DOCTORS
In April of 2026 the Minister of Health advised that 1.26 million British Columbians did not have access to primary care. Training 58 IMG physicians per year and subjecting them to ROS is not going to address the problem.
2. CHOICE CAN DELIVER THE SERVICE COMMUNITIES NEED
Choice is not inconsistent with meeting healthcare needs. Meaningful physician and community choice can improve recruitment, match skills with local needs, and support long-term retention. Some physicians want to settle permanently in underserved communities where they have family, cultural or professional ties. Others can contribute through recurring locums, emergency coverage, outreach, shared practices or periodic service without relocating their families.
A physician who wanted to provide obstetrical care in a community experiencing maternity-care shortage says the Ministry refused their requested placement, despite their relevant training and family support in the community. Another physician wished to return to an underserved region where family and their spouse lived but said ROS rules tied them to a different region. These are examples of how rigid assignment can frustrate the very service it purports to secure. [Physician accounts; Appendix B]
Instead of asking how government can compel physicians to go where they are needed, ask how physicians and communities can choose one another - and how B.C. can give them reasons to stay.
3. RURAL HEALTHCARE IS A SHARED RESPONSIBILITY - NOT A BURDEN FOR ONE SUBSET of CANADIANS Physician shortages are a healthcare-system problem. It is unjust to place the primary compulsory geographic-service burden on Canadian IMGs while most CMGs are free to choose where to establish their careers. Public investment in medical education underscores that building the physician workforce is a shared public responsibility, not a burden to be imposed selectively on graduates who studied abroad.
SOCASMA is not proposing that ROS be imposed on CMGs. The responsibility for underserved care should be shared through training more doctors, training opportunities, recruitment, incentives, infrastructure and voluntary contributions - not compulsory relocation.
Equal liberty, not equal coercion.
4. A CANADIAN IS A CANADIAN - COMPETENCE, NOT WHERE SOMEONE STUDIED, SHOULD MATTER
Canadian IMGs are Canadian citizens or permanent residents who studied medicine abroad - not simply “foreign doctors.” Applicants to the IMG residency pathway must satisfy Canadian eligibility and assessment requirements. Once matched, IMG and CMG residents provide medical care within the same supervised training system. SOCASMA supports the rigorous, standards of competence which are in place to ensure public safety.
ROS is part of a wider system of different residency opportunities and obligations based on where a Canadian attended medical school. The 2026 B.C. Supreme Court judgment acknowledged that the two-stream system offers CMGs greater opportunities and imposes burdens on IMGs, including ROS and the Clinical Assessment Program. The Court did not decide the severed direct constitutional challenge to the system. [Source 1]
Why after a Canadian has proven they have the knowledge and skills expected of a graduate of a Canadian medical school should the location of a Canadian’s medical school determine whether government can dictate where that person will later live and work?
5. COMPULSORY ROS HAS A HUMAN COST
The human effects are not abstractions. Physicians describe family separation, delayed family plans, inability to support aging parents, constrained additional training, limited scope of practice, and large financial consequences if they cannot complete their obligations. The accounts collected by SOCASMA illustrate different consequences:
Some physicians report being prevented from serving communities where their skills are needed or from succeeding retiring physicians. Others describe family separation, disrupted professional development, or rural practices made unsustainable by inadequate clinical support. These experiences also show how compulsory assignments can work against continuity of care and long-term retention. Eight anonymized accounts appear in Appendix B.
Physicians are not interchangeable workforce units. They are parents, spouses, children and professionals making fundamental decisions about where to build their lives.
6. COMPULSORY ROS MAY PLACE PHYSICIANS - BUT DOES IT RETAIN THEM?
A government can count completed compulsory placements. That does not establish durable access to care after the obligation expires. In a 2026 national study of rural family physicians, Scott, Gowans and Eva found that physicians with Return of Service (ROS) contracts had 73% higher adjusted odds of leaving rural practice at the completion of their contracts than physicians without such contracts.  
The researchers connected their findings to earlier research which consistently determined that ROS may be arranged, but they “do not ensure ongoing care for rural patients.” This is the crucial distinction between filling a temporary vacancy and building lasting healthcare capacity. 
The Ministry should publish B.C. outcomes: how many physicians remain in their original community  after ROS; how do those results compare with voluntary recruitment; and do training, infrastructure and family supports improve retention.
Success is not simply a physician completing a two- or three-year obligation. Success is an underserved community gaining sustainable medical care - and a physician who wants to stay.
What SOCASMA asks British Columbia to do
End compulsory ROS forced upon IMGs but do not replace it with compulsory ROS for all physicians.
Before any new legislation, regulation or replacement program, invite submissions from SOCASMA and other affected physicians, rural communities, residents and health professionals; examine less restrictive alternatives.
Publish objective criteria identifying underserved communities, available practice opportunities, and the evidence supporting placement and retention policies.
Build voluntary, supported recruitment: meaningful physician/community choice, incentives, rural-ready training, family and practice supports, and flexible service options.
Increase physician supply through additional residency opportunities and more appropriate assessment routes for internationally trained physicians, without lowering professional standards.
Publish comparable recruitment and long-term retention outcomes and revise programs when the evidence warrants it.
In paragraph 308 of the September 2026 judgment, Justice Kirchner contemplated the Minister reconsidering the principles-of-fundamental-justice issue with the benefit of the reasons and submissions from the petitioners “(and perhaps others).” This supports an expectation of an opportunity for SOCASMA to make submissions. [Source 5]
What SOCASMA is not proposing
We are not suggesting fewer physicians for rural communities; lower standards for IMGs; or compulsory ROS for CMGs. We are asking B.C. to pursue both reliable rural healthcare and the freedom of Canadians to make fundamental choices about their lives.
A better question
How do we make underserved communities places where physicians choose to practise, receive the support they need to succeed, and want to stay?
Rosemary Pawliuk, President  |  Society of Canadians Studying Medicine Abroad (SOCASMA)
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APPENDIX A  |  Context 
Residency streams and unequal opportunity
B.C. allocates separate first-iteration residency opportunities to CMGs and IMGs. From 2016 to the 2026 CaRMS match, the Province designated 58 IMG-BC positions: 52 family medicine positions (two-year ROS) and six specialty positions divided amongst  psychiatry, internal medicine and pediatrics (three-year ROS). 
SOCASMA challenges the fairness and legal foundation of the system which segregates and provides different opportunities to competent Canadians.  This brief addresses only one aspect of the government’s differential treatment of Canadians who are IMGs vs CMGs, namely ROS.
What ROS can mean in practice
As described in the accounts below supplied to SOCASMA, participants are restricted to Ministry-approved locations and clinics; must seek approval for location changes or further training; and face substantial contractual financial exposure if they do not work where they are told by the Ministry. The physician accounts describe serious consequences for spouses, children, professional development, remuneration and geographic choice. [Appendix B]
Being directed to a particular clinic, rather than merely a community, limits their ability to negotiate overhead, work arrangements and practice scope. The province does not disclose the placement criteria, contractual terms, accommodation processes and evidence supporting those restrictions.
The court ruling and the opportunity for submissions
The September 10, 2026 judgment was an administrative-law judicial review, not the final determination of the severed direct constitutional challenge. The Court found that ROS engaged an IMG’s section 7 liberty interest in deciding where to live. At paragraph 308, Justice Kirchner said the Minister should have the opportunity to address the principles-of-fundamental-justice issue at first instance, with submissions from the petitioners and perhaps others. At paragraph 365, the Court contemplated assessment of the deprivation of liberty, namely the ability to make fundamental life choices without government interference, and reconciliation with the objectives of ROS. SOCASMA believes that reconsideration must seriously examine alternatives rather than merely recreating compulsory ROS. 
APPENDIX B  |  Physicians’ experiences
These eight accounts are drawn from physicians’ descriptions of compulsory Return of Service. They are paraphrased and anonymized to convey the consequences for patients, families, communities and physicians. Each account describes an individual experience rather than a general finding about every placement decision.
1. Maternity care needed—but the physician could not practise there
This family physician sought to provide maternity care in a community experiencing a crisis level shortage of obstetricians. The physician had a strong interest in low-risk obstetrics and an established family connection to the community. The request to practise there was refused under ROS placement rules. The family faced a choice between living apart, disrupting the spouse’s established medical practice or accepting lengthy commutes. They chose to commute. The physician’s spouse reduced clinical commitments as a result. In the physician’s view, the arrangement diminished healthcare capacity rather than increased it. The experience illustrates a central problem with rigid placement: a physician can be willing to serve a community with a documented need yet be prevented from doing so because the location falls outside an approved list.
2. Voluntary recruitment that worked
A physician who had previously worked in a rural Canadian community outside British Columbia described a very different approach to recruitment. The community offered a supported visit before the physician committed, assistance with relocation and professional assessment costs, and a repayment arrangement tied to the duration of service. The physician chose the community, remained beyond the initial commitment and encouraged colleagues to practise there as well. Later, the physician encountered compulsory ROS when pursuing further training in British Columbia. The objection was not to rural medicine: the physician enjoyed it and wished to continue contributing. The objection was to the unfairness of ROS and losing control over choosing the community, workplace and terms of practice. This experience suggests that thoughtful incentives, a good match and professional respect can produce durable rural service without compelling a physician to accept an unwanted placement.
3. An underserved home community - and a physician unable to return
A physician with deep ties to an underserved region wanted to return there after training. Family connections, an established partner relationship and familiarity with local communities made a long-term commitment attractive. The physician was willing to work across several underserved locations within that region, but the ROS scheme is too inflexible to permit consideration of who fits best where. The couple now faces prolonged separation and has deferred family planning. The physician expects to leave the assigned community as soon as the compulsory term ends and return home. A placement may fill a vacancy temporarily while simultaneously preventing a willing physician from establishing a permanent practice in another community that also needs care. Long-term retention is more likely when a physician has genuine reasons to put down roots.
4. Continuity of care interrupted by placement restrictions
A physician hoped to join an established family practice in an underserved community as its senior physician approached retirement. The transition could have preserved care for patients who might otherwise lose their doctor. The incoming physician also wanted to contribute periodic emergency and locum services to more remote communities. The requested location, however, was not approved for ROS. The physician expected to fulfil the compulsory assignment elsewhere and return to the family practice only afterward. This account raises a practical question about continuity: why should a policy intended to address shortages delay a viable succession arrangement in a community already struggling to maintain access to primary care? Flexible arrangements could allow physicians to preserve local patient relationships while also helping smaller communities.
5. A family divided by separate compulsory assignments
Two physicians completed training while establishing a shared home near relatives who depended on their support. Both were willing to practise in communities with unmet medical needs. Their compulsory service obligations, however, led to placements far apart. The prospect of years of separation complicated care for aging family members and forced difficult decisions about whether and when to have children. The couple did not object to contributing to underserved healthcare. They objected to a system that could require them to live separately when other communities in need were closer to their established home. Recruitment policy that disregards family life can make otherwise promising placements difficult to sustain and discourage physicians from remaining after their obligations expire.
6. Family, cultural connection and the cost of relocation
A physician with a young child described the prospect of being assigned to a community far from the family’s established support network. The physician’s spouse had an established career that could not be relocated. The permitted placements also lacked the religious and cultural community that played a central role in the family’s daily life. The physician faced painful choices: prolonged separation from their spouse and/or child, significant loss of household income, or relocation without the support needed to manage demanding medical work and family responsibilities. These are not peripheral considerations. Access to family support, childcare, cultural belonging and a partner’s employment can influence whether a physician can establish a stable, lasting practice in a community.


APPENDIX C  |  Does compulsory ROS achieve sustainable retention?
Does ROS retain physicians in communities of Need?
In a recent 2026 study conducted at UBC Family Practice Residency Program in the research team headed by Moradi summarized the literature as follows:
“Existing Canadian literature suggests that while ROS agreements may improve short-term recruitment, long-term retention beyond the obligated service period is poor. National studies demonstrate that only a small proportion of IMGs remain practicing in rural communities several years after training (Mathews et al., 2017). Provincial analyses similarly report high post-ROS mobility, with many physicians leaving their original placements or relocating outside the province (Mowat et al., 2017). Qualitative research further indicates that ROS requirements may constrain early-career decision-making, delay preferred scope of practice or location, and contribute to professional and personal stress (Mathews et al., 2022).”
While historically, physician shortages were perceived as a problem of rural and remote communities, many would argue today that it is difficult to find a community in British Columbia that is not in need, with urban centres now frequently having a lower population to physician ratio that urban areas.
Of the respondents to the Moradi study 66% of the IMGs had been placed in urban centers.  The retention rates among those who completed ROS in the urban centers was 71.4%.  In the rural areas it was 27%. The common theme in the findings was that ROS is a band aid treatment that does not meet its goal of long-term retention. 
Of those who remained most had been placed in urban areas or had a prior connection to the rural area. Responses included being lucky enough to have on the list they were given a community they had a connection to: “I was raised there;” “I had family there;” “It is where I wanted to live;” “I had put effort into building my practice and making a home there;” “I liked the community.”
The reasons for leaving the community had common themes of: (1) Isolation and separation, lack of spousal/partner employment opportunities; lack of community ties, distance from family, friends, and other support groups; having to live separate from children and spouse with some reporting isolation from family leading to physical and mental health problems; “severe anxiety and depression from isolation.” (2) Unsafe practice: “scary rural ER with little resources!” being required to practice in ER and obstetrics on top of full practice and without the experience and training to allow confidence to practice safely.  (3) Degradation: bullying, toxic clinic environment, treated like 2nd class citizen with limited options and threats that failure to do as told would result in prosecution; discrimination.  (4) mistreatment by the designated clinic:  multiple complaints of being required to pay higher overhead than non-IMG physicians in the same clinic; very unfair treatment compared to non-IMG physicians such as having to work longer and odd hours and extremely high number of patients; clinics on the Ministry list were “more likely to be run down, poorly stocked and unpleasant places to work.” (This is not true for all clinics. Some respondents reported a positive experience in their designated clinics.)
IMGs in this study were asked to make just one recommendation of how to improve the ROS experience for future IMGs.   The most common answers were to abolish ROS and to allow IMGs to have some say and choice. 
APPENDIX D  |  A choice- and rights-based alternative
1. ATTRACT: make underserved practice an appealing opportunity
Competitive compensation and retention incentives, including loan relief, relocation, housing and childcare support.
Optional salaried or employee-style models with administrative support and benefits, where locally appropriate.
Community-led recruitment, site visits, spouse/partner employment assistance, mentoring and clear information about local services.
2. MATCH: let communities and physicians choose one another
Publish transparent, evidence-based underserved-community criteria and available positions.
Permit physician-initiated requests to serve in a community with demonstrated unmet need, with reasons for any refusal.
Offer trial locums, site visits and practice-sharing arrangements before permanent commitments.
Develop a voluntary physician mobility and service exchange connecting communities, new graduates, returning Canadians and physicians able to provide recurring coverage.
3. SUPPORT: prepare physicians and communities for safe practice
Allow access to enhanced rural-relevant training in emergency medicine, obstetrics, anesthesia and other skills, with reasonable scheduling and funding.
Improve rural emergency infrastructure, supplies, specialist outreach, virtual support, locum relief and professional networks.
Recognize family needs, cultural connections and childcare as legitimate retention factors.
4. EXPAND AND EVALUATE: grow supply and measure what lasts
Fund more residency opportunities and appropriate assessment routes for qualified internationally trained physicians.
Explore reciprocal licensing and administrative simplification where compatible with patient safety.
Measure sustainable community coverage, continuity and retention—not merely contracts completed.
Consult affected physicians, rural communities, trainees, employers and professional groups before changing the law or policy.
These proposals do not concede that existing ROS or the two-stream residency system is lawful. They address the separate policy question of how B.C. can provide durable care to underserved communities while respecting physicians’ liberty and mobility.
1. The Society for Canadians Studying Medicine Abroad v. College of Physicians and Surgeons of British Columbia, 2026 BCSC 1723, especially paragraphs 231, 260, 308 and 365.22. Physician accounts provided to SOCASMA; anonymized and paraphrased in Appendix B.
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