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1. COUNCIL CODE OF CONDUCT AND OATH OF OFFICE 
 

1.1 GOVERNING STYLE  
 
Council recognizes its accountability to the people of Manitoba to govern its members in the public 
interest, and to act on behalf of Manitobans as a whole.  To that end, Council will govern with an 
emphasis on strategic leadership, including a commitment to obtaining public and membership input, 
encouragement of diverse viewpoints, and clear distinction of Council and staff roles. 
 

1.2 COUNCIL AND COMMITTEE CODE OF CONDUCT 
 
All Council members and all Committee members are expected to adhere to the following Code of 
Conduct: 
1.2.1 Carry out the College’s mandate, duties and powers in a manner that serves and protects the 

public interest. 
1.2.2 Be loyal to the College, un-conflicted by loyalties to staff, other organizations or any personal 

interest, and co-operate in the conduct of College business. 
1.2.3 Exercise the powers and discharge the duties of their office honestly and in good faith, 

including being willing to deal openly on all matters before Council or committee, as the case 
may be. 

1.2.4 Exercise the degree of care, diligence and skill that a reasonably prudent person would 
exercise in comparable circumstances, including: 

a. be familiar with The Medical Act, by-laws, regulations, and policies of the College, and 
the rules of procedure and proper conduct of a meeting; 

b. be familiar with the obligation to carry out College activities and govern College 
members in a manner that protects and serves the public interest; 

c. attend meetings on a regular and punctual basis and be properly prepared for 
deliberations and conduct themselves in an ethical, business-like and lawful manner; 

d. regularly take part in educational activities organized by Council that will assist them in 
carrying out their responsibilities. 

1.2.5 Respect the confidentiality of issues. 
1.2.6 Neither encourage nor condone unethical activities.  Councillors and Committee members 

shall: 
a. maintain the integrity and credibility of the College by conducting all activities in 

accordance with the highest legal and ethical business and professional standards and 
practice, and 

b. maintain the highest standard of transparency and accountability at all times. 
 

1.2.7 Treat one another and staff members with respect, including not attempting to: 
a. exercise individual authority over the College or its staff, except when explicitly 

authorized by Council; 
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b. express individual judgment about the performance of College staff other than as part of 

Council deliberations as part of Council’s responsibility and authority to monitor 
organizational performance; or 

c. speak for the Council except to report explicitly stated Council decisions. 
 
1.2.8 Avoid a conflict of interest with respect to their fiduciary responsibility, including: 

a. no self-dealing or any conduct of private business or personal services between a 
Councillor or Committee member and the College, except as procedurally controlled to 
assure openness, competitive opportunity, and equal access to “inside” information 

b. disclosure of a Councillor’s or Committee member’s involvement with other organizations 
(including vendors) or any associations that might be or might reasonably be seen as 
being a conflict of interest 

c. not use their position to obtain employment in the organization for themselves, family 
members, or close associates.  Any Councillor or Committee member who applies for 
employment must take a leave of absence from Council or the Committee and, if hired, 
immediately resign from the Council or the Committee. 

 
1.2.9 If a Councillor or Committee member has a conflict of interest on a matter before Council or 

the Committee, that Councillor or Committee member must absent herself or himself without 
comment from deliberations and any vote on the matter. 

1.2.10 Must abide by the standard of practice on job action in Bylaw #11. 
 

1.3 COUNCILLOR OATH OF OFFICE AND DECLARATION OF CONFIDENTIALITY 
 
1.3.1 person elected or appointed to be a council member must take and sign, by oath or solemn 

affirmation, an oath of office in the form attached as Schedule A to this governance policy and 
a declaration of confidentiality in the form attached as Schedule B to this governance policy.   

1.3.2 A person cannot act as a council member or attend any council meetings unless and until he 
or she takes and signs the oath of office and declaration of confidentiality. 

1.3.3 The oath of office must be taken and signed before a commissioner of oaths, a Notary Public 
or the Registrar. 

1.3.4 If the council member takes and signs the oath of office before a commissioner of oaths or 
Notary Public, the member must provide a copy of the oath to the Registrar. 

 

2. COUNCIL AND COMMITTEE POLICIES 
 

2.1 ROLE OF THE PRESIDENT  
 
The President: 
2.1.1. Provides leadership in guiding Council and coordinating its activities to enhance the 

effectiveness of Council, manages Council operations and processes, acts as a liaison 
between Council and the Registrar, and as a liaison between committees. 

2.1.2. Guides Council in carrying out its responsibilities. 
2.1.3. Builds Council unity, solidarity, and trust, demonstrates integrity and ethical leadership. 
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2.1.4. Initiates the proper process and procedure to ensure Council successfully fulfills its purpose 

and responsibilities. 
2.1.5. Gains reasonable assurance that the Council members are properly informed on matters of 

substance. 
2.1.6. Approves the agenda for all Council and members meetings, ensuring that information that is 

not for monitoring performance or for Council decisions is minimized. 
2.1.7. Chairs all meetings of Council and of the members, with all the commonly accepted power of 

that position (e.g. ruling, recognizing), and with the goal of ensuring the integrity of the 
Council process through ensuring: 

a. Deliberation at the meeting is timely, fair, orderly and thorough, but also efficient and 
kept to the point. 

b. Council adheres to its own rules and those legitimately imposed upon it from outside 
the organization, including Council limiting itself to issues related to governance rather 
than to management. 

2.1.8. Is the only Council member authorized to speak for the Council (beyond simply reporting 
Council decisions), other than in specifically authorized instances, and may represent the 
Council to outside parties in announcing Council-stated positions and in stating the 
President’s interpretations within the area delegated to the President.   Normally, the 
Registrar is the external spokesperson for the College.  

2.1.9. Has authority to make reasonable interpretations of Council policies on Governance Process 
and Council-Registrar Relationship, with the exception of: 

a. Employment or termination of a Registrar and  
b. Instances where the Council specifically delegates portions of this authority to others. 

2.1.10. Has no authority to supervise or direct the Registrar. 
2.1.11. With the President-Elect, may make appointments to external policy or advisory committees, 

provided they are satisfied that: 
a. The appointment is appropriate within Council’s stated policies and current priorities; 
b. The external committee provides appropriate insurance coverage, or in the case of the 

government indemnification, to the College appointee. 
 
When an appointment is made, the President must inform the appointee of the reporting 
requirements and ensure the appointee is informed of any Council policies which may impact the 
external committee deliberations. 
 
The President may delegate his or her authority, but remains accountable for its use. 
 

2.2 PROCEDURE FOR COUNCIL AND COMMITTEE MEETING 
 
2.2.1 Committee Chair 

The Committee Chair is the person who provides leadership in guiding the committee, 
ensures the committee is carrying out the duties assigned by the Act or the Council as per its 
Terms of Reference and ensures the overall committee effectiveness. 
 
The Committee Chair must run meetings effectively, control discussion appropriately, 
manage dissent, work towards consensus if possible, communicate effectively with 
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committee members, and, if required, effectively report on committee discussions and 
recommendations to Council. 

 
2.2.2 Meeting Dates and Times 

Council and Committee meetings are held as scheduled on the annual meeting slate 
prepared by the Registrar, or at such alternate dates as fixed by Chair of Council or the 
Committee. 

 
2.2.3 Participation  

Council or a Committee may meet and conduct business in person, or by video, telephone 
conference, web casting, or an equivalent mechanism.  A Councillor or a Committee member 
participating in the meeting by electronic means is deemed to be present at that meeting. 

 
2.2.4 Conduct of meetings 

a. The President shall preside at all Council meetings.   If the President is unable or 
unwilling to preside at a meeting, the President-Elect shall preside.  If both the 
President and the President-Elect are unable or unwilling to preside, the members of 
Council shall choose one of their number as Chair. 

b. The Chair of a committee presides at all meetings of committees of Council, but if the 
Chair is unable or unwilling to preside at a meeting of a committee of Council, the 
members present shall choose one of their number as Chair. 

c. No business may be conducted until a quorum is declared. 
d. The Chair decides the order of business at a meeting. 
e. Any proposed change in the order of business may be moved by the Chair and, if 

approved by the Council or committee, as the case may be, the order of business will 
proceed as amended. 

 
2.2.5 Voting at meetings  

a. A matter may be decided by consensus or by vote. 
b. The Chair is responsible to put the motion to the meeting and declare the motion 

carried or defeated, as the case may be.   
c. When a vote is required, any councillor may request a vote by ballot.  A request for 

vote by ballot is not subject to debate. 
d. Each Councillor or Committee member, except the Registrar and the Chair, has one 

vote on each matter.  If there is an equality of votes on a matter, the Chair has the 
deciding vote. 

e. Decisions are made on a simple majority of votes, except when otherwise required by 
bylaw. 

 
2.2.6 Guest attendance at meetings 

a. With the exception of Inquiry Panel hearings and Executive Committee reinstatement 
hearings, committee meetings are not open to guests, except by express invitation of 
the Committee. 

b. The following policies and procedures apply respecting guest attendance at Council 
meetings: 
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i. A notice of the date, time and place of Council meetings must be posted on the 

College website stating that admission of guests will be by registration only. 
ii. Members who are not Councillors who wish to make a presentation to the 

meeting may submit a written request for permission to do so to the Chair.  The 
Chair has sole discretion to permit the presentation, and, if permitted, to allot a 
set period of time the Chair deems appropriate.   The Registrar must notify the 
member of the Chair’s decision. 

iii. Any guest presentation to the meeting not requested in advance will be at the 
discretion of the Chair.   

iv. With the exception of electronic link with any person who is participating in the 
meeting, the proceedings must not be recorded or transmitted electronically in 
any manner. 

 
2.2.7 Council and Committee Functioning 

a. Committees must function within the terms of reference and procedural rules set by 
Council. 

b. This policy applies to any group that is formed by Council action, whether or not it is 
called a committee, and whether or not it includes Council members. 

c. At any meeting, the Council may make, amend, suspend or repeal a rule. 
 

2.2.8 Minutes and Resolutions 
a. The President and the Registrar must sign any resolution of the Council. 
b. The Council or committee must approve the minutes of a meeting and the Chair must 

sign the minutes of that meeting. 
 
2.2.9 Parliamentary Procedure 

Any points of procedure not specifically provided for in the College’s By-Laws or in Council 
Policies must be decided by the procedure of Parliament as set forth in Robert’s Rules of 
Order. 

 

2.3 COUNCIL AND COMMITTEE EXPENSES  
 
The philosophy underlying honoraria and expenses recognizes the individual physician as a 
contributing member of the profession.  Accordingly, honoraria and expense reimbursement are not 
intended as inducements.  They are based on the wish of Council that there be no significant barriers 
to the participation of any member in the self-governing process. 
 
2.3.1 Application of this Section 
 

2.3.1.1. The members of council, council committees, designated subcommittees and the 
President’s working groups are entitled to receive honoraria, travel time and 
reimbursement of expenses, all in accordance with the provisions of this section, at 
the rates determined annually by Council. 

2.3.1.2. Members of the subcommittees of the Central Standards Committee except for the 
Physician Performance Enhancement Committee, are not entitled to receive 
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honoraria, travel time or reimbursement of expenses payable by the College but may 
receive any such payments if funded by the subcommittee’s sponsor organization. 

2.3.1.3. Notwithstanding the provisions of s.2.3.1.2 above, a member of an Area Standards 
Committee listed in Schedule “A” to Bylaw 6, is entitled to remuneration in 
accordance with the terms of reference for that subcommittee set out in this 
Governance Policy. 

 
2.3.2  Honoraria 

Honoraria are intended to replace time away from fee generating practice.  A member may 
choose not to submit a claim for honorarium and instead submit only a claim for expenses.  
The following policies govern the payment of honoraria: 

a. In submitting claims, members should be guided by the following definitions: 
i. “Morning” is the period preceding 12:30 p.m. 

ii. “Afternoon” is from 12:00 noon - 6:00 p.m. 
iii. “Evening” is any period after 4:00 p.m. 

b. A member who leaves at noon for a meeting scheduled for the afternoon is entitled to 
claim for the ½ day session, regardless of the actual time taken in the meeting. 

c. A member who attends any meeting scheduled for 4:00 p.m. or later is entitled to claim 
for the evening rate regardless of the actual time taken in the meeting. 

d. A member may claim an hourly rate up to the maximum of a half day or full day rate. 
e. A member who attends meetings scheduled for 6 or more hours in one day is entitled 

to claim the full day rate. 
f. The maximum that can be charged for a 24-hour period is the full day rate. 
g. Full day Council meetings, regardless of the day of the week, will be compensated. 
h. When a member participates in a meeting by telephone or in person, the member is 

considered to be in attendance and will receive full payment.  
i. If a member was scheduled to attend a morning, afternoon or all-day meeting, arrived 

late and/or left early, the member is not entitled to the full honoraria, but would only 
be paid for the hours the member was actually present. 

j. Canada Revenue Agency (CRA) regulations state that all honoraria payments are 
considered personal taxable income under the Income Tax Act of Canada and subject 
to withholding taxes and CPP deductions.  A T4 slip will be issued for each calendar 
year. Council and Committee members may not bill honoraria through their 
corporations 

 
2.3.3 Travel Time 

An hourly rate is billable for travel time for members, subject to the following policies, which 
govern the payment of travel time. 

a. Members who reside in the City of Winnipeg are not compensated for travel time to 
meetings held within the city. 

b. Members who reside outside of the City of Winnipeg and who commute to meetings in 
Winnipeg may claim for travel time where the total commute exceeds one hour.  This 
claim is in addition to the claim for honoraria in relation to attendance at the meeting. 

c. Members who reside outside of Winnipeg and who travel more than one hour to attend 
meetings in Winnipeg, may charge for: 
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i. mileage for the round trip from the closest town or village to their residence to 

the College offices in Winnipeg provided they drive.  The distance travelled will 
be calculated by College staff using an internet satellite tracking system, 
selecting the “fastest time” calculation; and 

ii. travel time as calculated by College staff using an internet satellite tracking 
system’s fastest time calculation for the round trip rounded up to the nearest 
half hour unless the member flies to the meeting.  

iii. if the member flies to the meeting, the calculation of time will be based on the 
flight time estimate provided by the airline used for travel.  Time would be 
rounded up to the nearest half hour.  No mileage will be paid for the portion of 
travel by air. 

 
2.3.4 Expenses 

The College will not reimburse any expense incurred unless the member provides the 
supporting receipt, with the sole exception of claims for parking at a meter.  The following 
policies govern claims for reimbursement of expenses: 
 
The College must have a receipt documenting the GST in order to claim the GST input tax 
credit.  Accordingly, credit card slips are not accepted in lieu of receipts.  Members must 
submit the actual receipt.  Expenses will not be reimbursed if the member does not submit 
the actual receipt. 

a. The College anticipates that members travelling on College business may incur expenses 
for transportation, meals, telephone call to home or office, and accommodation.  Any 
expense outside of these items would be regarded as unusual, and must be specifically 
authorized by the Registrar. Expenses will be reimbursed  in accordance with the CPSM 
Expense Policy. 

b. Accommodation – Members are invited to use the Clarion Hotel (2 blocks east of the 
College), which offers the College a corporate rate.  All reservations are to be made 
directly with the hotel by calling 774-5110 or 1-800-424-6423.  Members should notify 
the reservationist when booking that they are a member of the College and request its 
Corporate rate. 

c. Meals - The College will reimburse expenses for meals on a per diem basis.  Councillors 
and Committee members may claim the meal per diems only if the corresponding meal 
was not provided at the meeting/conference attended. Meals will be reimbursed at the 
following established per diem rates: 

¶ Breakfast:           $10 

¶ Lunch:                   $20 

¶ Dinner:                 $30 
Receipts are not required – only adherence to the per diem rates.  Alcoholic beverages 
are not eligible for reimbursement. 

d. Mileage – This covers the actual costs of transport to and from the meeting for those 
travelling from outside Winnipeg.  For those who use their cars, the calculation must be 
shown on the claim form.  For other forms of transport, attach a receipt.  Airfare is paid 
at the scheduled economy rate. 
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2.3.5 Annual Review 

Annually, the Council must: 
a. review the honoraria paid by the College, 
b. review the stipend paid to the President, President-Elect and Investigation Chair, 
c. fix the honoraria and stipends for the next fiscal year.  In setting honoraria and 

stipends, Council must take into account: 
i. the amount of the honoraria or stipends paid by other organizations of a like 

nature; 
ii. the philosophy set forth above; and 

iii. the Audit & Risk Management Committee recommendation to Council as to the 
appropriate level for honoraria and the stipends. 

 
2.3.6 Honoraria and Stipends for Fiscal Year 2017-18 

a. Honoria 
i. Hourly  $115.00 

ii. Half Day $450.00 
iii. Full Day $900.00 
iv. Evening $175.00 

b. Stipends 
i. President $12,500 

ii. President-Elect $5,000 
iii. Investigation Chair $10,000 

 

2.4 COMMITTEE TERMS OF REFERENCE  
 

2.4.1 Audit and Risk Management Committee 
 
1. Purpose 

The purpose of the Audit and Risk Management Committee is to provide: 
1. Options for Council decision re: selection of financial auditor and liaison with auditor on 

behalf of Council. 
2. An opinion for the Council semi-annually as to Registrar compliance with criteria specified 

in Executive Limitations policies on finance.  
3. An opinion for the Council, based on evidence required of the external auditor, as to 

whether the independent audit of the organization was performed in an appropriate 
manner. 

4. Current information for the Council on significant new developments in accounting 
principles or relevant rulings of regulatory bodies that affect the organization. 

5. A self-monitoring report on the appropriateness of the Council’s own spending based on 
criteria in the Council Governance Process Policy on Council expenses, including periodic 
random audit of the Council members’ expenses. 

6. An annual report to Council highlighting the committee’s review of the audited financial 
statements and any other significant information arising from their discussions with the 
external auditor. 
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7. An annual recommendation to Council as to the amount of honoraria to be paid by the 

College in the following year. 
8. Promoting and monitoring the risk management activities of the College and providing 

advice to Council on identified risks and risk management activities. 
9. Manage the College’s investments. 
10. An annual recommendation to Council as to whether the internally restricted reserve to 

cover the potential wind-up costs of the College should be increased in the next fiscal year 
and, if so, by what amount. 

 
2. Authority  

1. The committee has authority to spend funds required for travel to meetings if meetings 
are required.   

2. The committee has authority to use staff resource time normal for administrative support 
around meetings. 

3. The Committee has the authority to request information required in the conduct of its 
duties.  

4. The Committee has the authority to meet independently with the organization’s external 
auditors. 

5. The Committee has the authority to make investment decisions for the College in 
accordance with Council policies, as set out herein. 

 
3. Composition 

1. The Committee shall be composed of: 
a. The ex officio members (the President, the President Elect and, as a non-voting member, 

the Registrar) 
b. The Treasurer,  
c. At least two other Council members, and 
d. A Public Representative who is a qualified accountant. 
e. A person (either a member or non-member) with significant experience with risk 

management. 
 

2. The Treasurer shall serve as Committee Chair. 
 
4. Investment Policies 

1. College investments must be managed in a way that preserves capital, provides necessary 
liquidity requirements, and adds value to the investments. 

2. Speculation or leverage with College investments is prohibited.   This includes, but is not 
limited to, prohibition on equity investments, investments in options, futures and any type 
of derivative. 

3. College investments must be maintained in a conservative, low risk profile within the 
following parameters: 
a. Short and medium term, cashable, fixed income obligations are permitted. 
b. Permissible asset classes for College investments are cash and money market securities 

and fixed income instruments, provided that each investment must have a minimum “A” 
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or “R1” credit rating or equivalent as rated by a recognized rating service at the time of 
purchase. 

c. Where liquidity is the primary concern, cash and money market securities are limited to 
treasury bills and other short-term government securities, bankers’ acceptances, and 
guaranteed investment certificates with term to maturity of not more than 365 days. 

d. Where long term growth is the primary concern, fixed income instruments are limited 
to federal and provincial bonds, municipal bonds, corporate bonds, and guaranteed 
investment certificates with a term to maturity of one to ten years. 

4. . Before making any investments, advice must be obtained from the College’s professional 
portfolio advisor. 

5. Performance of the investments must be reviewed at least semi-annually and reported to 
the Audit & Risk Management Committee and Council. 

6. No investment may be made without taking into account the cash requirements for day-to-
day operation of the College. 

7. All parties involved in dealing with College investments must disclose any conflict of interest. 
 
 

2.4.2 Executive Committee 
 
1. Purpose 

1. Decisions on appeals as prescribed in the Act or Bylaws. 
2. Alternatives and options for the Council’s consideration on any matter referred to the 

Committee by the Council.  
3. Advice to the Council President on agenda development as delegated by the Council. 
4. Summary of Council’s assessments of Registrar monitoring reports for Council.  
5. Actions and decisions in accordance with the authority granted in section 35 and section 

36(1)(g) of The Medical Act, including but not limited to actions taken and decisions made 
pursuant to the powers, authorities, privileges and duties conferred or imposed upon 
Council in the following sections of The Medical Act: 

a. Section 13; 
b. Section 14; 
c. Section 15; 
d. Section 17;  
e. Section 22; 
f. Section 26; 
g. Section 38; and 
h. Section 40. 

6. Decisions on matters delegated to Executive Committee in the Bylaws of the College. 
 
2. Authority  

1. The committee has no authority to change Council policies or Bylaws, except where urgently 
necessary; if such amendments are made, they shall have effect only until ratified by a duly 
constituted meeting of the Council. 

2. The committee has authority in accordance with the terms of The Medical Act. 
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3. The committee has authority to use staff resource time normal for administrative support 

around meetings. 
 
3. Composition 

1. The Committee shall be composed of at least five Councillors appointed by the Council, 
including: 
a. The ex officio members (the President, the President Elect and, as a non-voting member, 

the Registrar) 
b. At least one Public Representative, 
c. The Past President, 
d. The Treasurer, and 
e. The Dean of the Faculty of Medicine if named as a Faculty Councillor. 

2. The President of the Council shall serve as Committee Chairman. 
 

2.4.3 Complaints Committee 
 
1. Purpose 

In accordance with The Medical Act, panels of the Complaints Committee review complaints and 
other matters referred pursuant to the Act, and exercises the authority provided by the Act in 
relation to the disposition of complaints.   

 
2. Authority 

In accordance with The Medical Act. 
 
3. Committee Composition: 

The Complaints Committee shall consist of: 
a. The Chair who must be a Councillor; 
b. At least two Public Representatives; and 
c. At least two Members of the College, 

 
but at least one third of the persons appointed to the Complaints Committee must be Public 
Representatives. 

 
4. Term of Office 

Except for the Public Representatives appointed to the Complaints Committee by the Minister, 
members shall be appointed for a one year term.   Public Representatives appointed by the 
Minister shall be appointed for a three-year term. 

 
No person shall be eligible to be a member of the Complaints Committee for a period of greater 
than six years. 
 

5. Referral of a Complaint 
1. Where the Registrar or a Medical Consultant to the Complaints Committee is of the opinion 

that a matter should be referred immediately to the Investigation Committee, the Chair of the 
Complaints Committee has authority to approve an immediate referral. 
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2. The following is the process for preparing a complaint or a matter referred to the Complaints 

Committee by the Registrar or the Executive Committee pursuant to s.43(1)51 of the Act, for 
review by a panel of the Complaints Committee: 

a. The Registrar shall cause a letter to be sent to the Member: 
i.  enclosing a copy of the complaint or a statement of the concerns referred to the 

Committee,  
ii. requiring an answer within 30 days of the date of the College’s letter to the 

Member,  
iii. advising the Member that his/her reply is not privileged, and 
iv. providing information about the complaints process. 

b. The Registrar shall cause a letter to be sent to the complainant advising: 
i. of the role of the College in protecting the public and the methods by which this is 

done and  
ii. of the likely time lapse until the complaint will be reviewed. 

c. The Registrar shall cause to be obtained medical records, hospital records and such other 
information as the Medical Consultant deems necessary for the proper review of the 
complaint. 

d. The Registrar may cause such other action be taken as he/she deems proper to obtain 
information relating to the complaint. 

 
6. Procedure in relation to gathering additional information  

A panel of the Complaints Committee may do any one or more of the following: 
1. invite the complainant or the physician to appear before it to provide further clarification. 
2. direct a Medical Consultant or a Registrar to obtain such additional information as the panel 

deems necessary to review the matter. 
3. retain such consultant(s) as it deems necessary. 

 
7. Procedure on Receipt of a Complaint about a Learner 

Where a complaint is received respecting the provision of medical care by a physician assistant 
student, an undergraduate medical student or a postgraduate medical student, that complaint 
must be sent to: 

1. the physician assistant student, the undergraduate or postgraduate medical student who is 
the subject of the complaint, and 

2. the attending staff physician responsible for the medical care provided by that student.   
 
8. Complaints Involving Telemedicine  

1.  Where the College receives a complaint respecting the conduct of a Member practising 
telemedicine, the College will process the complaint irrespective of the jurisdiction where the 
patient resides. 

 
2.  Where the College receives a complaint from a Manitoba resident respecting the conduct of 

a person who is not registered in Manitoba but who is alleged to be practising telemedicine 

                                                      
1
  s.43(1) The Registrar shall refer to the Complaints Committee (a) any complaint made under section 42; and (b) any other matter that the 

Registrar or the Executive Committee considers advisable. 
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in Manitoba, the College will seek the consent of the complainant to forward the complaint 
to the licensing body in the jurisdiction where the person alleged to be practising 
telemedicine in Manitoba is registered.   

 
9. Complaints Committee Decision 

Following its review of a matter, a panel of the Complaints Committee may do any one or more of 
the following: 

1. refer the matter to another College committee. 
2. resolve the complaint informally, including offering recommendations to the Member. 
3. refer the matter to such other body as it may deem appropriate provided that such referral 

is in accordance with ss. 63(1) of The Medical Act.     
4. Where the matter arose as a referral under The Prescription Drugs Costs Assistance Act, refer 

the physician to an educational program approved by the Chair of the Complaints 
Committee panel. 

 
10. Communication of Complaints Committee Decision 

The results of the Complaints Committee review shall be communicated to the complainant and 
the physician in writing.  The complainant shall be informed of his/her right to request that the 
matter be referred to the Investigation Committee. 

 

2.4.4 Investigation Committee 
 
1. Purpose 

To investigate matters referred to the Investigation Committee in compliance with The Medical 
Act, and to dispose of those matters within the scope of the jurisdiction granted to the 
Investigation Committee in The Medical Act. 

 
2. Authority 

In accordance with The Medical Act. 
 
3. Composition 

The Investigation Committee shall consist of: 
1. A Chair who must be a Councillor; 
2. At least one Public Representative who is appointed by the Council; and 
3. At least one Member of the College, 

 
but at least one third of the persons appointed to the Investigation Committee must be Public 
Representatives. 

 
4. Term of Office 

1. Members are appointed for a one year term. 
2. No person shall be a member of the Investigation Committee for a period of greater than six 

years. 
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2.4.5 Central Standards Committee 

 
1. Purpose 

The Central Standards Committee is responsible to: 
1. Supervise the quality of the practice of medicine by physicians in Manitoba. 
2. Supervise Area Standards Subcommittees and Hospital Standards Subcommittees. 
3. Supervise a surgical and medical review subcommittee of Standards Committee. 
4. Supervise the Maternal and Perinatal Health Standards Subcommittee. 
5. Supervise the Child Health Standards Subcommittee. 
6. Supervise Physician Practice Enhancement Subcommittee. 
7. Supervise the Provincial Standards Subcommittees approved by Council. 

 
2. Authority 

The Central Standards Committee has the authority to: 
1. Establish and administer programs, panels, and committees to oversee the practice of quality 

medicine. 
2. Annually ratify members of all subcommittees, programs and panels under the auspices of the 

Central Standards Committee, including any changes to membership between the annual 
submissions. 

3. Refer a matter to the Registrar in accordance with By-Law No. 6 of the College. 
4. Refer a matter to the Investigation Committee in accordance with this Governance Policy. 
5. Accept a commitment from a physician and monitor that commitment in accordance with By-

Law No. 6 of the College.  
 
3. Evidence Act Protection 

The CPSM Central Standards Committee and its subcommittees operate within s. 38 of The 
Medical Act and Bylaw 6 of the College.  Pursuant to Regulation 461/88, the Central Standards 
Committee is specifically identified as an approved Committee for the purposes of s. 9 of The 
Evidence Act. 

 
4. Appeal Rights  

Pursuant to Article 8.7(b) of By-Law No. 1, decisions of the Central Standards Committee, 
including its subcommittees are for the purpose of education, and are not subject to a right of 
appeal. 

 
5. Committee Composition: 

Central Standards Committee shall consist of: 
1. the ex-officio members (the President, the President-Elect and, as a non-voting member, the 

Registrar); 
2. at least two members registered on the Manitoba Medical Register; 
3. at least one member from the Educational Register, the Physician Assistant Register, or the 

Clinical Assistant Register; 
4. representatives of other health care disciplines as Council may authorize annually; 
5. public representatives as Council may authorize annually, and 
6. a physician designate of the Associate Dean for Continuing Medical Education of the Faculty. 
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2.4.5.1 Maternal & Perinatal Health Standards Subcommittee 
 
1. Government Funding 

The Government of Manitoba provides funding for the operation of the Subcommittee on 
Maternal and Perinatal Health Standards. Continued operation of this Subcommittee by the 
College is subject to the Government providing adequate resources for the proper operation of 
the Subcommittee. 

 
2. Evidence Act Protection 

The Subcommittee on Maternal and Perinatal Health Standards operates within the mandate of 
the Central Standards Committee as set forth in s. 38 of The Medical Act and By-Law No. 6 of the 
College.  Pursuant to Regulation 461/88, the Subcommittee on Maternal and Perinatal Health 
Standards is specifically identified as an approved Committee for the purposes of s. 9 of The 
Evidence Act.    

 
3. Purpose 

1. to maintain and improve the quality of medical practice as related to maternal and perinatal 
health through peer review and analysis; through education rather than discipline. 

2. to function as a public advocate as appropriate. 
 
4. Authority 

1. Central Standards Committee is responsible to establish, supervise and make 
recommendations regarding the Subcommittee on Maternal and Perinatal Health Standards.  
The Subcommittee on Maternal and Perinatal Health Standards may make recommendations 
to Central Standards Committee on any matter pertinent to the monitoring and improvement 
of the quality of obstetrical and neonatal care in Manitoba.    

2. Refer a matter to the Registrar in accordance with By-Law No. 6 of the College. 
3. Refer a matter to Central Standards Committee for the implementation and monitoring of a 

commitment. 
 
5. Composition 

The Subcommittee will consist of 10 members including the chair, with one subcommittee 
member nominated by Manitoba Health. 

 
A medical consultant appointed by the College will provide support to the Subcommittee and will 
attend all Subcommittee meetings. 

 
6. Term of Office:   

Each member of the Subcommittee shall serve a four-year term, and shall be eligible to serve for 
2 consecutive terms of four years each but the term limits may be waived at the discretion of the 
Executive Committee. 
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After a Subcommittee member has served 2 consecutive terms, that member is not eligible to be 
a Subcommittee member for a period of 2 years.  After the two-year period, the individual is 
eligible to serve for a further 2 consecutive terms. 

 

2.4.5.2 Child Health Standards Subcommittee 
 
1. Government Funding 

The Government of Manitoba provides funding for the operation of the Subcommittee on Child 
Health Standards.  Continued operation of this Subcommittee by the College is subject to the 
Government providing adequate resources for the proper operation of the Subcommittee. 

 
2. Evidence Act Protection 

The Subcommittee on Child Health Standards operates within the mandate of the Central 
Standards Committee as set forth in s. 38 of The Medical Act and By-Law No. 6 of the College. 

 
Pursuant to Regulation 461/88, the Subcommittee on Child Health Standards is specifically 
identified as an approved Committee for the purposes of s. 9 of The Evidence Act.    

 
3. Purpose 

1. To maintain and improve the quality of medical practice as related to Child Health through 
peer review and analysis, through education, rather than discipline. 

2. To function as a public advocate when indicated.   
  

4. Authority 
1. Central Standards Committee is responsible to establish, supervise and make 

recommendations regarding the Subcommittee on Child Health Standards.  The 
Subcommittee on Child Health Standards may make recommendations to Central Standards 
Committee on any matter pertinent to the monitoring and improvement of the quality of 
care provided to children in Manitoba.    

2. Refer a matter to the Registrar in accordance with By-Law No. 6 of the College. 
3. Refer a matter to the Central Standards Committee for the implementation and monitoring 

of a commitment. 
 
5. Composition 

The Subcommittee will consist of 8 members including the chair. 
 

A medical consultant appointed by the College will provide support to the Subcommittee and will 
attend all Subcommittee meetings. 

 
6. Term of Office 

Each member of the Subcommittee shall serve a four-year term, and shall be eligible to serve for 
2 consecutive terms of four years each but the term limits may be waived at the discretion of the 
Executive Committee. 
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After a Subcommittee member has served 2 consecutive terms, that member is not eligible to be 
a Subcommittee member for a period of 2 years.  After the two-year period, the individual is 
eligible to serve for a further 2 consecutive terms. 

 

2.4.5.3 Area Standards Subcommittees 
 
1. Purpose 

1. To maintain and improve the quality of medical practice in the particular area through peer 
review and analysis, primarily through education, rather than discipline. 

 
2. Authority 

1. Central Standards Committee is responsible to establish, supervise and make 
recommendations regarding the area standards subcommittees.  Each Area Standards 
Subcommittee reports to and may make recommendations to Central Standards Committee 
on any matter pertinent to the monitoring and improvement of the quality of care provided 
by physicians in Manitoba within the defined area of that Area Standards Subcommittee.   

2. Refer a matter to the Registrar in accordance with By-Law No. 6 of the College. 
3. Refer a matter to the Central Standards Committee for the implementation and monitoring 

of a commitment. 
 

3. Composition 
The Subcommittee will consist of a minimum of 3 members and a maximum of 5 members 
including the Chair. 
 

4. Meeting Frequency 
An Area Standards Committee shall meet a minimum of three times a year for a maximum of 16 
hours a year.  Each meeting shall not exceed 4 hours of meeting time 

 
5. Remuneration 

Members of an Area Standards Committee shall be entitled to be: 
a. paid $115.00 per hour of meeting time to a committee maximum of $9,200 per year 

(based upon 5 members x 16 hours x $115.00 = $9,200) 
b. reimbursed for mileage from their office to the meeting place at .52 per kilometre 

provided that the member works outside of the municipality where the meeting is held. 
 

2.4.5.4 Hospital Standards Subcommittees 
 
1. Purpose 

1. To maintain and improve the quality of medical practice in the particular hospital through 
peer review and analysis, primarily through education, rather than discipline. 

 
2. Authority 

1. Central Standards Committee is responsible to establish, supervise and make 
recommendations regarding hospital standards subcommittees.  Each Hospital Standards 
Subcommittee may report either to an area standards committee or directly to Central 
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Standards Committee.  Each Hospital Standards Committee may make recommendations 
directly to Central Standards Committee on any matter pertinent to the monitoring and 
improvement of the quality of hospital care provided by physicians in Manitoba.   

2. Refer a matter to the Registrar in accordance with By-Law No. 6 of the College. 
3. Refer a matter to the Central Standards Committee for the implementation and monitoring 

of a commitment. 
 
3. Composition 

The Subcommittee will consist of a minimum of 3 members. 
 

2.4.5.5 Physician Practice Enhancement Subcommittee 
 
The Physician Practice Enhancement Subcommittee reports to the Central Standards Committee. 
 
1. Purpose 

1. To facilitate the operation and oversee the administration of the Manitoba Physician 
Achievement Review Program. 

2. To make recommendations to the Central Standards Committee of the College in 
accordance with Regulation 25/2003 of The Medical Act.  

 
2. Authority 

1. The subcommittee has the authority to administer the Manitoba Physician Achievement 
Review Program under Regulation 25/2003 of The Medical Act. 

2. Where the consultant to the MPAR Program identifies a physician for whom further 
assessments and/or education is required, the subcommittee may provide advice to the 
physician regarding practice enhancement and quality improvement. 

3. The subcommittee has the authority to assist with compliance where reasonable and to 
enforce compliance where necessary. 

4. The subcommittee has the authority to grant exemptions and deferrals as permitted by 
Regulation 25/2003. 

 
3. Composition 

1. The subcommittee shall be composed of at least 5 members appointed: 
a. One licenced member who is appointed chairperson. 
b. One physician from University of Manitoba Division of Continuing Professional 

Development unless the representative is the chairperson in which case any licenced 
member may be appointed. 

c. Two public representatives. 
d. One physician representative from Doctors Manitoba. 
e. One physician who need not be a councillor unless the chairperson is not a councillor in 

which case this committee member must be a councillor. 
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2.4.5.6 Provincial Standards Subcommittees 
 
1. Purpose 

To maintain and improve the quality of medical practice in a specified field of practice through 
peer review and analysis, with the intent to improve through education, rather than discipline. 

 
2. Authority 

1. The Provincial Standards Subcommittees report to and may make recommendations to 
Central Standards Committee on any matter pertinent to the monitoring and improvement 
of the quality of care provided by physicians practising in a specified field of practice in 
Manitoba.   

2. Refer a matter to the Registrar in accordance with By-Law No. 6 of the College. 
3. Refer a matter to the Central Standards Committee for the implementation and monitoring 

of a commitment. 
 

3. Composition 
1. Central Standards Committee will appoint the members of each Provincial Standards 

Subcommittee taking into account the recommendation on appointments received from the 
Provincial Medical Leadership Council. 

2. Central Standards Committee will determine the number of members appropriate for each 
Provincial Standards Committee, taking into account the number of physicians who practice 
in the field, the benefit of appointing committee members from other health care disciplines 
related to the specific field, and such other factors as Central Standards Committee deems 
appropriate. 

 

2.4.5.7 Program Review Committee 
 
1. Government Funding 

The Government of Manitoba provides funding for the Manitoba Quality Assurance Program 
(MANQAP).  Continued participation by the College in MANQAP is subject to the Government 
providing adequate resources for the proper operation of MANQAP.   

 
2. Purpose 

1. Prepare for Council Draft Standards for all laboratory medicine and diagnostic imaging 
facilities in Manitoba. 

2. Accreditation of laboratory medicine and diagnostic imaging facilities, according to the 
Standards approved by Council. 

3. Establish the accreditation processes, the policies and procedures governing the accreditation 
process, the inspection protocols for facilities, and the qualifications of facility directors. 

4. Administer By-Law 3 of the College. 
 
3. Authority 

1. The committee has no authority to spend College resources without specific Council 
approval. 
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2. The committee has authority to use staff time related to administrative support for meeting 

logistics only. 
3. The committee does not have authority to change or contravene any College Bylaw or policy. 
4. The committee has authority to establish: 

a. accreditation processes.  
b. policies, procedures and inspection protocols governing the accreditation process. 
c. the qualifications of facility directors. 

 
4. Appeal Rights 

Decisions of Program Review Committee are subject to the right of appeal to Executive Committee 
granted in Article 8.7(c) of By-Law No. 1. 

 
5. Composition 

The composition of the Program Review Committee is at least the following: 
a. a Chair who is a Councillor. 
b. the President. 
c. the President-Elect. 
d. a radiologist. 
e. a laboratory medicine physician. 
f. a public representative. 
g. as an ex-officio non-voting member, the Registrar 
h. a representative of Manitoba Health. (as a non-voting member) 
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3. REGISTRAR RESPONSIBILITIES 
 
 

3.1 PERFORMANCE MONITORING  
 
Council will monitor the performance of the College through structured monitoring of the Registrar, 
as set out in Council policies governing its relationship with the Registrar. 
 

3.2 REGISTRAR CONFLICT OF INTEREST  
 
Where the Registrar, any Deputy Registrar, or any Assistant Registrar (any one or more of whom is 
referred to by the term “Registrar”) employed by the College of Physicians and Surgeons of Manitoba 
(“the College”) also practices medicine in another capacity, any real, potential or perceived conflict of 
interest which arises in a complaint, investigation, appeal or inquiry process is to be dealt with in 
accordance with the following policies: 
 

3.2.1 Definitions 
a. Definition of conflict of interest: 

i. A conflict of interest refers to personal, occupational or financial considerations 
that may affect, or appear to affect, a Registrar’s objectivity, judgment or ability to 
act in the best interests of the College. 

ii. The personal interests of immediate family members or close personal or business 
associates of a Registrar are considered to also be the personal interests of the 
Registrar. 

iii. A perceived conflict of interest may exist when a reasonable, well informed person 
has a reasonable belief that a Registrar has a conflict of interest, even if there is no 
real conflict. 

iv. Full disclosure, in itself, does not remove a conflict of interest. 
b. Definition of complaints process 

i. The term “complaints process” includes all stages of the professional conduct 
review process, including the complaints process, the investigation process, the 
appeal process and the inquiry process, and decisions by committees at each stage 
of the process. 

c. Definition of officers 
i. For the purpose of this Council policy, “Officers” includes the President, 

President-Elect, Past President, and Treasurer, but not the Registrar.  
 

3.2.2 Registrar responsibilities 
a. Registrar responsibility for vigilance. 

Each Registrar is responsible to exercise vigilance for and declare any real, potential or 
perceived personal conflict of interest – which includes self-interest, outside pressure, 
expectation of reward, or fear of criticism – in accordance with this Policy. 

b. Registrar responsibilities respecting conflict of interest in the complaints process. 
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c. A Registrar must disclose to the President a real or potential conflict of interest as soon 

as the Registrar is aware of it and before the College or any of its committees deals with 
the matter. 

d. In situations which may involve a perceived conflict of interest, a Registrar: 
i. is encouraged to consult formally with the officers of the College to seek 

guidance; and 
ii. may seek a ruling on the matter by the Council. 

 
 

3.2.3 Complaints involving Registrar 
a. Process where the College receives a complaint against a Registrar: 

i. The Registrar must give prompt notice to the President that a complaint has been 
made against that Registrar, and provide a copy of the complaint and any related 
documents to the President. 

ii. If the President deems it warranted, the matter shall be referred to the Officers 
of the College for the purpose of considering whether the Registrar should be 
placed on a leave of absence pending completion of the complaints process. 

iii. At each stage of the complaints process, the Chair of the Committee considering 
the matter must be notified of the conflict of interest.  With the assistance of 
such College staff members as the President deems appropriate, the President 
and the Chair of the Committee must implement steps to ensure that the 
Registrar is not involved in any way in processing the complaint or the decision-
making process of the Committee. 

iv. The complainant must receive full disclosure of the conflict and of the steps taken 
to ensure that the matter is dealt with without the involvement of the Registrar. 

b. Process where the College receives information which may give rise to a Registrar’s 
referral 

i. Where information is received that, pursuant to The Medical Act, may reasonably 
warrant a Registrar’s referral to Complaints Committee, Investigation Committee, 
or Standards Committee, involving the Registrar, the Registrar must disclose to 
the President and provide to the President all information respecting the matter.   

ii. The President must present the matter to Executive Committee for 
determination as to whether a Registrar’s referral should be made pursuant to 
The Medical Act. 

c. Referral to inquiry 
i. Where a matter against a Registrar is referred to inquiry, the Registrar should be 

placed on a leave of absence pending completion of the hearing or disposition of 
penalty, 

ii. Where a finding is made against a Registrar by the Inquiry Committee, the 
Officers of the College must review the findings and may ask the Registrar to 
resign or take a leave of absence from serving as a Registrar for any period of 
time the Officers deem appropriate.   

d. Adversarial relationship 
i. At each stage of the complaints process, the President of the College must 

consider whether the complaint places the Registrar in an adversarial relationship 
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with the College and, if so, the Officers of the College may ask the Registrar to 
take a leave of absence from serving as a Registrar pending completion of the 
complaint, investigation, hearing, or disposition of penalty or sentence, as the 
case may be. 

 

3.3 REGISTRAR RESPONSE TO ALLEGED SERIOUS CRIMINAL BEHAVIOUR BY A 
MEMBER  

Where a physician is charged with a serious criminal offence, there are competing interests (e.g. 
presumption of innocence, undermining public trust, physician’s privacy rights and the legitimate 
rights of other individuals or organizations with whom the physician interacts to be aware of the 
allegations of a serious criminal offence).   The Registrar must follow the process set out below when 
advised that a member of the College has been charged with a serious criminal offence: 

3.3.1. On receipt of information that a physician has been charged with a criminal offence, the 
Registrar must assess whether the matter is sufficiently serious to warrant referral to the 
Investigation Committee.   In all cases where the matter is of such a nature that referral to the 
Investigation Committee is warranted, the matter shall be regarded as an allegation of a 
serious criminal offence. 

3.3.2. Where there is an allegation of a serious criminal offence against a member of the College, the 
Registrar must promptly: 

a. Attempt to obtain a copy of the charges laid against the physician; 
b. Ascertain whether there are search warrants or other public documents from the court 

docket available in relation to the charges and, if so, attempt to obtain copies of those 
documents; 

c. Determine the practice location(s) of the physician, including whether the physician has 
privileges at any facility; 

d. Where possible, ascertain whether the person reporting to the College has also made a 
report to each facility where the physician has privileges and, if so, the content of that 
report and to whom the report was made. 

3.3.3. Where a physician who has been charged with a serious criminal offence is a member of the 
medical staff of a regional health authority, the Registrar must promptly communicate with 
the Chief Medical Officer of that regional health authority to ensure that the Chief Medical 
Officer is aware of the charges against the physician. 

3.3.4. Where a physician who has been charged with a serious criminal offence is not a member of 
the medical staff of a regional health authority, the Registrar must promptly notify the Deputy 
Minister of Health of the charges against the physician. 

3.3.5. Where the College has obtained copies of charges or other documents from the court docket 
respecting the charges against a physician, the Registrar must provide copies of these 
documents to the Chief Medical Officer or the Deputy Minister of Health as the case may be. 
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3.3.6. In accordance with The Medical Act, the Investigation Chair is responsible for determining 

whether a physician who is charged with a serious criminal offence: 
a. should be allowed to continue to practice without restriction, 
b. should be interim suspended from practice, 
c. should be allowed to practice subject to the imposition of interim terms and 

conditions, or 
d. should be allowed to practice subject to the terms of an undertaking. 

3.3.7. Where the Investigation Chair is contemplating allowing the individual to practice subject to 
the terms of an undertaking, the Investigation Chair must assess whether: 

a. the public can only be adequately protected by an undertaking that authorizes the 
College to provide any and all information respecting the criminal charges against the 
physician to the Chief Medical Officer of any regional health authority where the 
physician has privileges or to the Deputy Minister of Health, as the case may be. 

b. the public can only be adequately protected by the imposition of terms and conditions 
which are a matter of public record. 

3.3.8. Where the report to the College is made by the police, the Registrar must confirm with the 
police that the College will disclose the information provided by the police to Chief Medical 
Officer of any regional health authority where the physician has privileges or to the Deputy 
Minister of Health, as the case may be.  

 

3.4 CRITERIA FOR POSTING CRIMINAL CONVICTION ON PHYSICIAN PROFILE  
 
The Registrar must use the following criteria to assess whether a Member’s criminal conviction is 
relevant to the member’s competence or safe practice of medicine: 
3.4.1. The conviction is based upon an event that resulted from a physician/patient relationship, 

and/or 
3.4.2. The conviction results from harm to a patient or society related to or resulting from the 

practice of medicine, and/or 
3.4.3. The conviction indicates that the member’s ability to practise medicine safely is 

compromised taking into account the following factors: 

¶ The nature of the offence; 

¶ Any prior convictions; 

¶ The length of time since the conviction; 

¶ The completion of any penalty imposed; 

¶ The degree of regret and remediation demonstrated by the member; 

¶ The potential that the offence will affect the member’s practice at the present time. 
 
Where the Registrar is of the opinion that a Member’s conviction is deemed relevant to the Member’s 
competence or to the safe practise of medicine, the Registrar must inform the member that the 
member’s conviction will be published on the physician profile within thirty days.  The notification 
must be in writing and must include the reasons for the decision. 
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The member may appeal the decision to post his/her criminal conviction to the Executive Committee 
within 30 days of being so notified.  The appeal must be in writing, and must state the reasons for the 
appeal.  
  
The Executive Committee shall notify the member of its decision in writing.   
The conviction shall be posted pending the appeal decision of the Executive Committee. 
 

3.5 CRITERIA FOR EKG BILLING ELIGIBILITY 
 
For all physicians, except those approved as of January 22, 2003 to read EKGs and bill for EKG 
interpretation who are deemed to have met the eligibility requirements, the Registrar must apply the 
following criteria for approval to read EKGs and bill for EKG interpretation.    Any one of the following:  
 
3.5.1. Successful completion of an EKG examination acceptable to the College of Physicians and 

Surgeons of Manitoba. Acceptable EKG examinations are EKG examinations conducted by 
one of the following organizations:  

a. the University of Manitoba;  

b. the College of Physicians and Surgeons of Saskatchewan;  

c. the American College of Cardiology;  

d. the American Board of Internal Medicine Cardiovascular Disease;  

e. the Institute for Clinical Evaluation (U.S.);  

f. the College of Physicians and Surgeons of Alberta;  

g. any program offered by a Canadian Medical Regulatory Authority if the Registrar is 
satisfied, based on reasonable evidence, that the program complies with appropriate 
standards.  

i. Certificants of the Royal College of Physicians and Surgeons of Canada in 
cardiology or who hold the certificate of special competence in cardiology  

 
3.5.2. Other specialist training in cardiology acceptable to the College. 
 

3.6 CRITERIA FOR METHADONE EXEMPTION AND USE OF SUBOXONE 

The Registrar’s support for an exemption under Section 56 of the Controlled Drugs and Substances Act 
must be based on the following criteria: 
 

3.6.1 Prescribing methadone for opioid use disorder 

1. Initial application 

The Registrar may support a physician’s application for exemption under Section 56 to 
prescribe Methadone for opioid dependency if the following criteria are met: 

a. The applicant must apply in writing for approval to prescribe Methadone for opioid 
dependency. 
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b. The applicant must supply the name of two referees who must be contacted directly by 

the College for the reference.  The references received must be satisfactory to the 
Registrar. 

c. The applicant must successfully complete a Methadone course approved by the 
Registrar. 

d. Upon completion of the course, the applicant must spend at least four ½ days working 
directly with a supervising physician approved by the College.  At the end of that period 
the supervising physician must provide a written opinion to the College that the 
applicant is fit to prescribe Methadone for opioid dependency. 

2. Renewal 

Exemptions granted by Health Canada pursuant to Section 56 of the Controlled Drugs and 
Substances Act have a specific expiration date.  In order to receive the support of the Registrar 
at renewal of an exemption to prescribe Methadone for opioid dependence, a physician must 
demonstrate compliance with a continuing professional development program approved by 
the Registrar. 

 

3.6.2 Prescribing methadone for analgesia 

1. Initial application 

The Registrar may support a physician’s application for exemption under Section 56 to 
prescribe Methadone for analgesia if the following criteria are met: 
a. The applicant must apply in writing for approval to prescribe Methadone for analgesia. 
b. The applicant must meet one of the following: 

i. supply the name of two referees who must be supervising physicians from the 
applicant’s palliative care or anesthesia training program and who must be 
contacted directly by the College for the reference.  The references received must 
be satisfactory to the Registrar. 

ii. provide proof, satisfactory to the Registrar, that he or she held an exemption in 
another Canadian jurisdiction before moving to Manitoba, and that he or she is in 
good standing in that jurisdiction. 

iii. provide proof, satisfactory to the Registrar, that he or she has met the 
 specific educational requirements approved by the College to prescribe 
methadone in a personal care home setting, and he or she agrees to limit 
Methadone prescribing to that setting. 

 
2. Renewal 

 
Exemptions granted by Health Canada pursuant to Section 56 of the Controlled Drugs and 
Substances Act have a specific expiration date.  In order to receive the support of the Registrar 
at renewal of an exemption to prescribe Methadone for analgesia, a physician must 
demonstrate participation in continuing professional development relevant to prescribing 
Methadone for analgesia. 
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3.6.3 Prescribing methadone for analgesia for palliative care 
 

1. Initial application 

The Registrar may support a physician’s application for exemption under Section 56 to prescribe 
Methadone for analgesia for palliative care if the following criteria are met: 
a. The applicant must apply in writing to the Registrar for approval to prescribe Methadone for 

analgesia for palliative care. 
b. The applicant must meet one of the following: 

i. supply the name of two referees who must be supervising physicians from the 
applicant’s palliative care or anesthesia training program and who must be contacted 
directly by the College for the reference.  The references received must be satisfactory 
to the Registrar; or 

ii. provide proof, satisfactory to the Registrar, that he or she held an exemption in 
another Canadian jurisdiction before moving to Manitoba, and that he or she is in good 
standing in that jurisdiction; or 

iii. provide proof, satisfactory to the Registrar, that he or she has successfully completed 
the online Methadone for Pain in Palliative Care learning module at 
http://www.methadone4pain.ca/.   

 
c. Conditions which the Registrar imposes on the recipient of the exemption: 

i. For the first 5 methadone prescription starts under this exemption, the physician is 
required to contact the on-call WRHA Palliative Care physician through St. Boniface 
Hospital Paging at (204)-237-2053. This support is available 24/7. The situation and the 
plan for Methadone prescribing is to be reviewed with the palliative care physician, who 
will provide advice as needed. 

ii. The palliative care physician is required to chart the discussion and recommendations in 
the patient’s palliative care electronic health record. 

iii. The physician receiving the advice is required to chart the interaction, advice received, 
and course of action taken. With ongoing changes in prescription, the physician should 
call a palliative care physician for advice if any concerns arise. 

iv. When the mentorship phase is completed (after 5 prescription starts), the physician may 
prescribe Methadone without the requirement to review with a palliative care physician. 
Nonetheless, the WRHA palliative care physician group is available on a 24/7 basis for 
advice regarding palliative methadone prescribing (or for any other clinical palliative care 
advice).  

 

http://www.methadone4pain.ca/
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2. Renewal 

Exemptions granted by Health Canada pursuant to Section 56 of the Controlled Drugs and 
Substances Act have a specific expiration date.  In order to receive the support of the Registrar at 
renewal of an exemption to prescribe Methadone for analgesia for palliative care purposes, a 
physician must demonstrate participation in continuing professional development relevant to 
prescribing Methadone for analgesia. 

 

3.6.4 Prescribing Suboxone for opioid use disorder 

1. Application 

The Registrar may support a physician’s application for Suboxone prescribing privileges to 
prescribe Suboxone for opioid use disorder if the following criteria are met: 

a. The applicant must apply in writing to the Registrar for approval to prescribe 
Buprenorphine/Naloxone (Suboxone) for opioid use disorder as an exemption to the 
requirements of section 7 of the College’s Bylaw 5. 

b. The applicant must be registered to prescribe drugs through the Manitoba Prescribing 
Practices Program (M3P). 

c. Applicants applying for an exemption from the requirements of section 7 of the College’s 
Bylaw 5 in order to prescribe Buprenorphine/Naloxone (Suboxone) must have completed a 
recognized course for prescribing Buprenorphine/Naloxone (Suboxone) approved by the 
College. This can be either a course offered by recognized experts in addiction medicine such 
as that offered by the College or the Canadian Society of Addiction Medicine, or an on-line 
course not associated with the pharmaceutical industry such as the Centre for Addiction and 
Mental Health (CAMH) Buprenorphine-Assisted Opioid Dependence Treatment course which is 
offered online. 

d. Physicians that have extensive experience prescribing Buprenorphine/Naloxone (Suboxone) in 
other jurisdictions are exempt from conditions imposed in (e) below provided that the 
physician includes appropriate documentation of their experience as part of their application 
to the Registrar in subsection (a) and proof that he or she is in good standing in that 
jurisdiction. 

 
e. Conditions which the Registrar imposes on the recipient of the exemption: 

i. Applicants who have not previously prescribed Buprenorphine/Naloxone (Suboxone) 
for the treatment of opioid use disorder must have their first five starts mentored by a 
physician licensed in Manitoba who has experience in prescribing 
Buprenorphine/Naloxone (Suboxone)  

ii. Mentorship can be through the Rapid Access to Consultative Expertise (RACE) 
substance use disorders line (when available). Alternately, the physician may choose to 
work with another physician with experience prescribing Buprenorphine/Naloxone 
(Suboxone), who agrees in writing to serve as a mentor to the physician. The physician 
and the mentor must both ensure that each of them creates and maintains appropriate 
documentation of the discussion and recommendations.  
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iii. Once mentorship is completed, appropriate documentation must be sent to the 

Registrar of the College by the mentor indicating that the applicant physician can 
prescribe Buprenorphine/Naloxone (Suboxone) without further supervision. 

 
 

3.7 AMENDMENT OF CODE OF ETHICS OR STANDARDS OF PRACTICE 
 
3.7.1 Before any substantive change is made to the Code of Ethics or the Standards of Practice of 

the College, the Registrar must: 
a. post on the College website an explanation of the proposed change, and, within a specified 

time frame of at least 30 days, seek the input of members and the public on the proposed 
change; 

b. invite other health regulatory authorities, Manitoba Health, and relevant stakeholder 
organizations to comment on the proposed change; 

c. present Council with the results of consultation for consideration before it votes on the 
proposed changes. 

 
3.7.2 Council may make non-substantive amendments to the Code of Ethics or Standards of Practice 

such as name changes and grammatical corrections, without consultation. 
 
 

4. QUALIFICATION POLICIES 
 

4.1 ASSESSMENT REQUIREMENTS  
 
4.1.1. Clinical assistant assessment approved by Council 

The following assessment processes are approved for registration as a clinical assistant: 
a. with no field of practice restriction: 

i. Registered Clinical Assistant assessment offered by the Rady Faculty of Health 
Sciences, Max Rady College of Medicine, University of Manitoba. 

ii. National Assessment Collaborative OSCE. 
iii. Satisfactory completion of the MCCQE2 exam. 

b. with practice restricted to a specific field of practice:   satisfactory completion of a 
program accredited by the Royal College of Physicians and Surgeons of Canada in a 
Canadian University teaching hospital in the applicant’s intended field of practice. 

 
4.1.2. Conditional Registration Assessments approved by Council 

The following assessment processes are approved for conditional registration in: 
a. Family Medicine: 

i. Western Alliance for Assessment of International Physicians. 
ii. Practice Ready Assessment – Family Practice (PRA-FP) (formerly known as 

Assessment for Conditional Licensure for Family Medicine), excluding 
anaesthesia. 

iii. PRA-FP including anaesthesia: 



Council Governance Process Policies  Page 33 

 

¶ PRA-FP; and 

¶ the anaesthesia assessment approved by Council. 
iv. The practice ready assessment for family medicine used by the College of 

Physicians & Surgeons of Alberta.  
v. Nationally accepted practice ready assessment for family medicine. 

 
b. Specialty Practice: 

i. Satisfactory completion of a program accredited by the Royal College of 
Physicians and Surgeons of Canada in a Canadian university teaching hospital. 

ii. Participation in the Practice Ready Assessment – Speciality Practice (PRA-SP) 
(formerly known as Non-Registered Specialist Assessment Programs), limited to 
those speciality programs offered by the Rady Faculty of Health Sciences, Max 
Rady College of Medicine at the University of Manitoba. 

iii. An assessment conducted elsewhere in Canada certified by the Dean of the 
Faculty of Medicine as equivalent to the competencies for Royal College 
certification in that specialty, limited to those specialty fields of practice where a 
training program in that field is not offered by the Rady Faculty of Health 
Sciences, Max Rady College of Medicine. 

iv. Limited to those candidates who have completed fellowship at the Rady Faculty 
of Health Sciences, Max Rady College of Medicine: 

¶ Certification by the Program Director that in the fellowship the 
candidate successfully completed an equivalent assessment to specified 
components of the PRA-SP, and  

¶ Participation in the remaining components of the PRA-SP not covered by 
the fellowship, as certified by the Program Director. 

v. The Western Alliance for Assessment of International Physicians, limited to 
general surgery or internal medicine candidates. 

vi. Nationally accepted practice ready assessment for psychiatry or internal 
medicine. 

 
4.1.3. Re-entry of inactive physicians 
 

Before issuing registration or licensure, the Registrar must assess the ability of an inactive 
physician to provide safe, competent care. An inactive physician is defined to mean a 
physician who is planning to re-enter medical practice after: 
a. having been absent from clinical practice for a continuous period of 3 years, whether: 

i. general absence from all clinical activity; or 
ii. specific absence (i.e. the physician has excluded one or more specific fields of 

clinical practice either through restriction of practice or through practice in a 
specific setting); or   

b. not having practiced for more than 5 months in a period of 5 years. 
 

The Registrar must apply the following principles in assessing the ability of a physician to 
provide safe competent care: 
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a. Assessment is required due to the absence of current practice experience and/or 

knowledge even though there has been no evidence of deficiencies in practice. 
b. An inactive physician who wishes to re-enter practice must provide the Registrar with a 

written description of his or her specific practice plans. 
c. An inactive physician must undergo an appropriate assessment and, where required, 

relevant retraining before returning to practice. 
d. Retraining must be based on two factors: 

i. The candidate's specific practice plans; and 
ii. An evaluation of the candidate's current knowledge and skills. 

To be relevant, the retraining must address those deficiencies in the candidate's current 
knowledge and skills which are relevant to the candidate’s specific practice plans. 

e. The retraining must be according to one of the following options: 
i. The candidate may undergo an assessment acceptable to the Registrar, followed 

by satisfactory completion of such retraining as is recommended by the assessor. 
ii. The candidate may present to the Registrar a specific retraining proposal of not 

less than eight weeks. If the proposal is acceptable to the Registrar, the candidate 
must satisfactorily complete the retraining as proposed. 

iii. The candidate may present to the Registrar a specific mentorship proposal. If the 
proposal is acceptable to the Registrar, the candidate must satisfactorily 
complete the mentorship as proposed. 

f. Upon satisfactory completion of retraining, the Registrar will issue licensure, defined in 
accordance with the practice plan and with Regulation 25/03. 

 

4.2 PRIMARY CARE  
 
4.2.1. Defined registration- primary care including obstetrics 

 
The Registrar must not issue registration or licensure to a primary care physician with 
obstetrics unless the following conditions are met:  

a. The primary care physician must have completed acceptable postgraduate clinical 
training in obstetrics and practiced obstetrics within the past 3 years. 

b. Primary care physicians who do not meet the foregoing criteria and wish to provide 
obstetrical care may do so only after: 

i. unless the primary care physician has already completed it, acceptable 
postgraduate clinical training in obstetrics; or 

ii. if the primary care physician has already completed acceptable postgraduate 
clinical training in obstetrics, an appropriate assessment and, if necessary, re-
training, in accordance with the requirements for Retraining for the Inactive 
Physician set out in this policy 

 
Acceptable post-graduate clinical training in a. and b. above is defined by the Medical 
Practitioners Regulation to be 8 weeks of obstetrical training. 

 
4.2.2. Scope of Obstetrical Care by Primary Care Physician 
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Primary care physicians who: 

a. are registered with entitlement to practise obstetrics, but who have not performed any 
deliveries for more than three years may provide prenatal care to patients, but may not 
do deliveries. 

b. have not completed acceptable postgraduate clinical training in obstetrics and who are 
not registered with entitlement to practise obstetrics must refer a patient to an 
appropriately qualified physician:  

i. before 14 weeks of pregnancy, or  
ii. if the diagnosis is established after 14 weeks, as soon as possible after 

diagnosis. 
 
4.2.3. Primary Care Anesthesia 
 

The Registrar must only grant registration and licensure to primary care physicians including 
anaesthesia if the physician has satisfactorily completed twelve months formal training in 
anaesthesia in an approved teaching centre. 

 
Primary care physicians holding registration and licensure including anaesthesia as of the 
implementation of this policy may continue to hold that registration and licensure even though 
they may not meet the foregoing criteria. 
 
The Registrar must impose the following conditions on the registration and licensure of 
primary care physicians including anaesthesia: 

a. Except in emergencies, limit anaesthesia to patients in physical status I, II and III 
according to the American Society of Anaesthesiologists Protocol: 

i. A normal healthy patient. 
ii. A patient with mild systemic disease. 

iii. A patient with severe systemic disease that limits activity, but is not 
incapacitating. 

iv. A patient with an incapacitating systemic disease that is a constant threat to life. 
v. A moribund patient not expected to survive 24 hours with or without operation. 

b. Anaesthesia for intrathoracic or neurosurgical procedures must not be undertaken. 
 
 

4.3 CONDITIONAL REGISTRATION  
 
4.3.1. Practice Supervision of Conditionally Registered physician 
 
All conditional registrants must be supervised in practical in accordance with this policy, except those: 

a. eligible for certification by the Royal College of Physicians & Surgeons of Canada; 
b. eligible for certification by the College of Family Physicians of Canada;   
c. College of Family Physicians of Canada certificants; 
d. registered pursuant to s. 64 of The Medical Act. 

 
Components of Supervision 
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1. Roles and Responsibilities of the Supervisor 

a. The Supervisor is responsible for reviewing the conditionally registered physician’s 
practice at regular intervals, as prescribed by the College, to ascertain whether the 
physician is practising safely and meets the expected clinical standard of care. 

b. The Supervisor must: 
i.  maintain appropriate boundaries with the conditionally registered physician 

respecting his/her role as a physician responsible to report to the College. 
ii. be an unbiased reporter of the observations of the conditionally registered 

physician’s practice. 
iii. provide written reports to the College at the prescribed frequency, using the input 

of others, including other health professionals, in completing a report. 
iv. make recommendations to the College regarding the frequency of the supervision 

based upon the performance of the conditionally registered physician. 
v. provide feedback to the conditionally registered physician in an unbiased and 

constructive manner.  The Supervisor may identify physician enhancement 
opportunities to the conditionally registered physician as well as assist in learning 
about community resources to help meet patient needs. 

c. A conditionally registered physician is linked to a separate mentor to assist with 
orientation, integration into the health care system and identification of professional 
development based upon need.  If a separate mentor cannot be obtained, the Supervisor 
may also assume the role of coach/mentor, as long as this does not interfere with the 
Supervisor’s role as the physician responsible to report to the College. 
 

2. Length of the period of supervision 
a. Supervision during conditional licensure is one component of a progressive path to full 

licensure. 
b. Supervision is of a graduated nature; the level will be more intense at the onset and will 

be gradually reduced through the supervisory period. 
c. Some component(s) of supervision of the conditionally registered physician remain(s) in 

place until the physician receives full licensure. 
d. The components and frequency of reports of supervision for the duration of the 

Conditional Licence are determined by the College. 
e. While in supervision, the length of time remaining and the intensity of supervision may be 

decreased (or increased) by the College based on, but not limited to: 
i. Supervisor’s reports that provide explicit indications that the conditionally 

registered physician is or is not meeting the standards in prescribed areas. 
ii. Recommendations by the Supervisor. 
iii. Other forms of feedback. 
iv. Record of complaints to the College or Physician Health issues. 

f. Supervision will be removed immediately if the conditionally registered physician achieves 
the minimum eligibility requirements for a full license. 

 
3. Qualifications/Characteristics of the Supervisor  

a. The Supervisor must: 
i.  be approved by the College. 
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ii. be a fully or conditionally licensed physician who does not have any formal 

discipline (inquiry or censure). 
iii. recognize the importance of his or her need to demonstrate: 

(a) effective communication and interpersonal skills; 
(b) knowledge and understanding of cultural differences and values and beliefs 

that affect performance in a Canadian environment. 
b. The Supervisor should: 

i. have a similar scope of practice and be in a similar current practice situation and 
environment as that in which the conditionally registered physician will be 
practising, including the possibility of geographic isolation. 

ii. be experienced in the system, with a minimum of 2 years of practice. 
c. Best practices for the Supervisor include: 

i. Affiliation with a Faculty of Medicine. 
ii. Affiliation with relevant health institutions in the community. 

iii. Committed to training and evaluation of the work they do as Supervisors. 
iv. Has valid and adequate liability protection. 

 
4. Training and Support of the Supervisor 

a. The Supervisor must have had formal training through the Rady Faculty of Health 
Sciences, Max Rady College of Medicine, which should include: 

i. Application of CanMEDS Framework to assess competence 
ii. Elements of report writing 

iii. How to provide constructive critical feedback. 
b. The Supervisor will have a direct link to a member of the College staff or an experienced 

Supervisor in the field to discuss supervision practices and concerns. 
 

5. Reporting Mechanisms 
a. Nature/content of report 

i. The conditionally registered physician must be appraised on a regular basis of their 
performance and provided with opportunities for response. 

ii. A formal documented report must be provided by the Supervisor to the College, 
and must provide evidence identifying the competence and quality of practice of 
the conditionally registered physician during the identified period of supervision. 

iii. The Supervisor must report immediately to the College any concerns regarding 
patient safety. 

iv. The College is responsible to make the final decision with respect to the 
continuance of practice or the achievement of full licensure. 

 
b. Frequency of reports and management of the report information 

i. Report frequency and reporting mechanisms, with respect to content and 
scheduling, will be clearly defined by the College 

ii. Schedule of reports, including tapered frequency over time, should be reflective of 
the demonstration of practice competence through the period of supervised 
practice. 
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iii. Reports must be shared with the conditionally registered physician to enable them 

to identify personal areas for continuing professional development. 
iv. The report will form a part of the registration file held by the College. 

 
6. Agreements with the Supervisor 

a. The conditionally registered physician will have a written undertaking regarding the 
supervisor arrangement responsibilities, mechanism and frequency surrounding payment. 

b. There must be a written undertaking between the College and the Supervisor, undertaking 
to commit to the described roles and responsibilities. 

c. The undertaking should include details with respect to: 
i. reporting requirements and frequency; 

ii. declaration of freedom of any real or perceived bias or conflict of interest; 
iii. fulfilling supervisory responsibilities notwithstanding any financial and 

remuneration arrangements between the Supervisor and the conditionally 
registered physician; 

iv. confidentiality between the conditionally registered physician and Supervisor; 
v. principles governing the relationship between the Supervisor and the conditionally 

registered physician and the Supervisor and the College including issues relating to 
power imbalance and resolving disputes. 

 
4.3.2. Evaluation 
 
The norm for evaluation of whether the supervised physician possesses the essential abilities for 
optimal patient outcomes are the CanMEDS or CanMEDS-FM competencies.  The CanMEDS 
framework is organized thematically around 7 key physician roles: 

1. Medical Expert 
2. Communicator 
3. Collaborator 
4. Manager 
5. Health Advocate 
6. Scholar 
7. Professional 

 
4.3.3. Requirements for the use of extension of conditional registration 
   

1. The Registrar has authority to permit an extension of conditional registration pursuant to 
s. 7.1 of Regulation 25/03 (i.e. to obtain the LMCC) in extenuating circumstances, which, in 
the Registrar’s discretion, justify such an extension.  To be eligible, the applicant must be 
eligible to receive a certificate of good standing satisfactory to Council.   In any application, 
the onus is on the physician to demonstrate that the extension should be granted, and the 
following conditions must be met: 
a. Each extension must have an end date of no more than one year. 
b. The physician must undertake to attend the earliest dates of the examination sittings 

and to cease registration if the physician is unsuccessful in the examinations. 
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2. If the Registrar does not permit an extension request, the physician may appeal the 

Registrar’s decision to the Executive Committee provided the appeal is filed with the 
College within fifteen (15) days of the date of the Registrar’s decision. 

 
 
4.3.4. Specialist fields eligible for conditional registration 
 

1. In addition to the specialty fields listed in Schedule “B” to regulation 25/03, Council has 
approved the following fields for specialty assessment: 

Gastroenterology 
Infectious Diseases 
Medical oncology  
Neonatal-perinatal medicine 
Nephrology  
Neurology 
Ophthalmology  
Paediatric orthopaedic surgery 
Paediatric surgery 
Radiation oncology 
Respirology  

 
 

4.4 TEMPORARY REGISTRATION  
 
4.4.1. Restrictions on use of Temporary registration 
 
The Registrar must restrict the use of temporary registration primarily to register: 

a. locum tenens by physicians who have previously practised in Manitoba or another Canadian 
jurisdiction and who do not meet the requirements for conditional registration or full 
registration. 

b. candidates in the Manitoba Practice Assessment Program (“MPAP”), who are not otherwise 
eligible for registration.    Unless there are exceptional circumstances, temporary registration 
is not to be granted to physicians who are eligible to participate in MPAP and choose not to do 
so.  

 
In exceptional circumstances, temporary registration may be granted to an applicant for additional 
time to meet the requirements for full registration or on-going conditional registration, provided  

a. In the Registrar’s opinion, there are exceptional circumstances which merit granting the 
physician additional time to meet the requirements for ongoing conditional registration or full 
registration, and  

b. The Registrar is of the opinion that the registration will not harm the integrity of the 
registration process if the applicant is able to defeat the Regulation 25/03 requirements for 
conditional registration by the use of temporary registration. 
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c. Where the Registrar is satisfied that exceptional circumstances exist and is prepared to grant 

temporary registration, the Registrar must impose terms and conditions on the temporary 
registration requiring the applicant to meet time deadlines. 

 
 

4.5 SPECIALIST REGISTRATION  
 
4.5.1. Applications for Registration under 12(2) of the Medical Act 
 
The Registrar has the authority to register physicians in the specialist register who do not have a 
certificate of specialty issued by the Royal College of Physicians and Surgeons of Canada, but who: 
A. meet all requirements for registration other than holding Royal College certification,  
B. apply for entry on the specialist register,  
C. pay the prescribed fee, and 
D. meet one or more of the following criteria:  

1. holds examiner status in the Royal College of Physicians and Surgeons of Canada 
examinations. 

2. was registered pursuant to s.64 of The Medical Act in a specialty referred to in clause 11(1)(b) 
of Regulation 25/2003. 

3. possesses current certification from a member board of the American Board of Medical 
Specialties in a specialty referred to in clause 11(1)(b) of Regulation 25/2003. 

4. has recognized and established specialist skills acceptable to the College, with review based on 
the skills of the applicant.  Minimum requirements to meet this criteria are: 

a. successful completion of a period of postgraduate training in his or her discipline, 
which must have occurred in University-affiliated sites and be verifiable. 

b. holds the highest qualification offered in his or her specialty and be recognized as a 
specialist in the country of training/practise. 

c. successful completion of an on-going on-site assessment acceptable to the College.  
This assessment must: 

i. be done by the Department or Specialty Division of the Rady Faculty of Health 
Sciences, Max Rady College of Medicine, University of Manitoba or another 
Canadian University acceptable to the College.   

ii. include direct observation of the applicant’s knowledge, skills and attitude.   
iii. for physicians who practise in interventional specialties, include evaluation and 

clear documentation of procedures performed by the applicant.  
d. submit at least three letters from assessors attesting in writing to the specialty 

competence of the applicant.  Where possible, one letter must be from the 
Department Head or Section Head. 

5. have recognized clinical excellence acceptable to the College.  Minimum  requirements to 
meet this criteria are: 

a. Must have been in practice in Canada in the specialty for a minimum of two years. 
b. must provide at least three letters of support, one of which must be from a peer who 

has direct knowledge of and who has worked with the applicant and who can attest to 
the applicant functioning as a specialist.  Where possible, one letter of support must 
come from a supervisor. 
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6. was registered pursuant to s.10 of Regulation 25/03 in a specialty referred to in clause 11(1)(b) 

of Regulation 25/2003 and provides a letter from the Dean of Medicine of the University 
supporting the applicant’s request for entry on the specialist register. 

7. successful completion of the Manitoba Practice Assessment Program. 
 
 

4.6 SUMMATIVE ASSESSMENT  
 
4.6.1. Eligibility for the Manitoba Practice Assessment Program (“MPAP”) 

 
There are 2 aspects of eligibility for each candidate: 

a. referral by the College to the University; 
b. admission to MPAP by the University. 

 
A. Criteria for referral by the College to the University 

1. Registration.  The candidate must have registration with the College in one of the following 
categories:  conditional registration, temporary registration (excluding temporary 
registration for locum tenens purposes) or extension of conditional registration. 

2. Examination Attempts.  The candidate must have attempted the MCC Qualifying 
Examination, Part 1 or, if eligible, Part 2. 

3. Certification Attempts.  The candidate must have attempted to obtain the College of Family 
Physicians of Canada (“CFPC”) certification or the Royal College of Physicians and Surgeons 
of Canada (“Royal College”) certification, if eligible.  If a candidate states that he or she is 
not eligible for the certification process, the candidate must produce documentation from 
the CFPC or the Royal College verifying he or she is not eligible. 

4. Practice.  The candidate must be currently practising medicine in Manitoba, and must have 
had at least 2 years of continuous active practice in Manitoba.  The continuous active 
practice must be sufficient, in the sole discretion of the Registrar, to meet the University’s 
assessment requirements. 

5. Scope of Assessment.  The candidate must provide a clear description of the scope of 
assessment which the candidate wishes to have performed, and the proposed scope of 
assessment must meet the following criteria: 

a. for family medicine, the scope must be structured to demonstrate competence of 
the candidate in the full spectrum of family medicine care for the patient 
population proposed (e.g. excluding paediatrics), subject to the right of the 
candidate to exclude anaesthesia and obstetrics. 

b. for other specialty or sub-specialty fields, the scope may be for the entire specialty 
or sub-specialty field, or may be a restricted practice within the specialty or sub-
specialty field.  In either case, the scope must be structured to demonstrate 
competence of the candidate in the full spectrum of medical care for the patient 
population within the entire specialty or sub-specialty field or within the patient 
population for the restricted practice within the specialty or sub-specialty field as 
the case may be.  (For example, the scope may be orthopaedic surgery or 
orthopaedic surgery, limited to diabetic feet.) 
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c. The Registrar retains the sole discretion to refuse to refer a candidate on the 

grounds that the proposed scope of practice is so restricted that successful 
completion of the assessment will not demonstrate the candidate is able to 
provide safe medical care.   

6. Terms and conditions.  
a. During MPAP:  Each candidate’s registration and licensure will be made subject to 

the following terms and conditions during his or her participation in MPAP: 
i. The candidate must: 

a) fully cooperate in the MPAP; and  
b) complete all requirements of the MPAP and comply with all terms and 

conditions of the MPAP within any time limits which the Director of the 
MPAP, acting reasonably, specifies. 

ii. registration and licensure will be revoked if the candidate is dismissed from 
the MPAP.  Dismissal from the MPAP is within the sole discretion of the 
Director of the MPAP and, amongst other reasons, the MPAP may dismiss 
for: 
a) failure or refusal to complete any requirements of the MPAP or comply 

with any terms and conditions of the MPAP. 
b) failure to adhere to specified time limits. 

b. Upon completion of MPAP:  The candidate must agree that, if successful in the 
assessment, his or her registration and licensure will be subject to terms and 
conditions which restrict his or her practice commensurate with the scope of the 
assessment performed, and that variance of the terms and conditions in the future 
will be subject to the requirements of section 4.1.3 of this document – Retraining 
of Inactive Physicians. 

c. Further Terms and Conditions:  In each case, the Registrar is responsible to review 
the question of whether additional terms and conditions are required to protect 
the public while the candidate participates in MPAP. 

7. Time frame.  The candidate must submit his or her application for referral no later than 30 
months before the expiry of his or her registration.  The Registrar may, in his sole discretion, 
waive the 30-month requirement. 

8. Documentation and fee.  The candidate must complete the application on the form required 
by the College and pay a fee for the documentation review and referral process.  The fee is 
intended to cover the College’s cost of review of the application for referral to MPAP and 
the movement to full registration if the candidate is successful.  It does not include the cost 
of the assessment itself, which is to be dealt with by the University. 

 
B. Admission to MPAP by the University 

1. Application.  The candidate must complete the application package required by the 
University and supply all of the information required by the University to permit it to 
determine whether the candidate is eligible for assessment. 

2. Time frame.  The candidate must submit required documentation to the University no later 
than 24 months before the assessment, or such lesser time as the University may approve.  
The University, in its sole discretion, may waive the 24-month requirement. 
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3. Sufficient data.  The University, in its sole discretion, will determine whether the candidate 

has sufficient data about his or her practice to complete the assessment. 
4. Fee.  The candidate must pay the fee assessed by the University for the assessment.  The 

cost of the assessment will be set by the University and paid by the candidate directly to 
the University. 

5. Assessment.  The candidate must participate in the assessment within the time frame and 
in compliance with the requirements and policies fixed by the University. 

6. Report of the University.  The College will have no role in the actual assessment or in the 
appeal process afforded by the University.  The University will be responsible to provide a 
written report respecting the candidate’s participation in the assessment process and a 
classification of the candidate in one of the following categories: 
a. Successful.  By this designation, the University confirms that a candidate is suitable for 

independent practice within the scope of practice in which the candidate was 
assessed. 

b. Partially Successful; Suitable for Remediation.  By this designation, the University 
confirms that the candidate is suitable for independent practice within specified 
components of the scope of practice, and is a suitable candidate for remediation in 
the remaining components of the scope of practice.  The University will state its 
opinion as to the degree of supervision required by the candidate in order to practice 
safely while undergoing remediation. 

c. Unsuccessful.  By this designation, the University confirms that the candidate is not 
suitable for independent practice within the scope of practice in which the candidate 
was assessed and that the candidate requires retraining. 

The University will provide the College with a letter stating the outcome for the candidate, 
and will only provide a copy of the written report to the College upon the written request 
of the College.  Generally speaking, the College will regard the letter as sufficient for 
candidates who are successful or unsuccessful, similar to a final in-training evaluation.  
However, for the candidates who are partially successful, the College will request the full 
report to assess the candidate’s ability to practice safely while undergoing remediation. 

7. Remediation option.  Where the University recommends a candidate as suitable for 
remediation, it will specify the required remediation and design a remediation plan for the 
candidate where possible.  Participation in remediation is subject to the following 
conditions: 
a. the remediation must be completed within 6 months.  (Any candidate who requires 

longer than 6 months may be a candidate for retraining, but will not be permitted to 
participate in the remediation option.) 

b. the candidate must fully cooperate in the remediation process and complete all 
aspects of the remediation program designed for the candidate by the University in 
accordance with the time frames specified by the University. 

c. the candidate will be solely responsible for all costs associated with the remediation. 
d. if the candidate successfully completes the remediation, the candidate must 

participate in a reassessment process, limited to the areas which were the subject of 
the remediation, within the time frame specified by the University.  The candidate 
must pay all costs associated with a reassessment, as determined by the University. 
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4.6.2. Registration 
 

1. Successful completion of MPAP: 
Upon receipt of notice that a candidate has received a “successful” designation, the 
College will convert the candidate’s registration to full registration, subject to any 
terms and conditions based upon the scope of the assessment and to any other terms 
and conditions required in the specific case.  The cost of this conversion is included in 
the initial fee. 

2. Unsuccessful completion of MPAP: 
Upon receipt of notice that a candidate has received an “unsuccessful” designation, the 
College will cancel the candidate’s registration and licensure.  Note that when a physician 
is required by the College to immediately cease practice, the physician is notified that he 
or she has the following on-going responsibilities: 

a. provide appropriate notice to patients with respect to the physician’s absence from 
the office; 

b. facilitate requests for transfer of records, and 
c. attend regularly to the office for the purpose of reviewing mail, including any test 

results that may be received. 
3. Partially successful completion of MPAP: 

Upon receipt of notice that a candidate has received a “partially successful; suitable for 
remediation” designation, the College will notify the candidate that he or she has the 
option of participating in a remediation plan in accordance with the requirements for 
remediation set out above.  If the candidate does opt to participate in the remediation, his 
or her registration will be continued as conditional or temporary, and his or her licensure 
will be made subject to any requirements for supervision specified by the University.  The 
candidate will be solely responsible for arranging supervision satisfactory to the College, 
and the candidate will be solely responsible for the cost of the supervision.  If the 
candidate does not successfully complete the remediation or does not successfully 
complete the reassessment following the remediation, the College will cancel the 
candidate’s registration and licensure. 
A candidate who has received a “partially successful; suitable for remediation” 
designation may request additional restrictions on his or her practice to exclude from his 
or her practice the areas where remediation is required.  When such a request is made, 
the Registrar will obtain a complete copy of the report from the University to assess 
whether the candidate is able to deliver safe medical care within the further limited scope 
of practice.  If, in his/her discretion, the Registrar is satisfied that the candidate is able to 
provide safe medical care within the further limited scope of practice, the College will 
issue full registration and licensure to the candidate, subject to the terms and conditions 
commensurate with the further limited scope of practice. 

 
4.6.3. Notice of Reporting Obligation 
 

It is possible that physicians who act as assessors will form the opinion that the candidate is 
unable to practice medicine safely or that the candidate appears to pose a serious risk of harm 
to a third party.  In such cases, the physician has legal and/or ethical responsibilities to notify 



Council Governance Process Policies  Page 45 

 
the College and provide full particulars.  The Registrar will address the matter through a 
referral to the Physician Health Program or the Investigation Committee as deemed 
appropriate by the Registrar. 

 
 
4.6.4. Release of Information 

 
If a candidate obtains a “partially successful” outcome and is approved to continue practice 
while undergoing remediation, full particulars of the assessment results and the required 
remediation must be provided to: 

a. the candidate’s practice supervisor; 
b. the Chief Medical Officer of any Regional Health Authority where the candidate  has 

privileges; 
c. such other physicians who work with the physician as the Registrar, acting reasonably, 

believes must be notified in order to protect the public interest. 
 

4.7 LATE RENEWAL OF ANNUAL LICENSURE 
 
4.7.1. A member, or an associate member or a medical corporation registered with and previously 

licensed by the College who by oversight commences or resumes practise without proper 
licensure, may apply in writing to the Executive Committee for approval of retroactive 
licensure for a period equal to the lesser of 

a. the date practice commenced, and 
b. a date approved by the Executive Committee prior to the date of the application to the 

Executive for an amendment. 
4.7.2. The application must contain a complete written explanation of the circumstances which 

resulted in the oversight. 
4.7.3. Issuing licensure effective a date other than the date of renewal is in the sole discretion of 

the Executive Committee. 
4.7.4. Where the Executive Committee approves a request for retroactive licensure, the member or 

associate member shall pay a penalty in the amount of $50.00 per day for each day of the 
retroactive period, or such lesser amount as the Executive Committee may determine.  

4.7.5. Where the Executive Committee approves a request for an annual license for a medical 
corporation, the medical corporation shall pay a penalty in the amount of $15.00 per day for 
each day of the late period as provided in Bylaw 7. 

 

4.8 ENGLISH LANGUAGE STANDARD  
 

4.8.1 CPSM adopts the Federation of Medical Regulatory Authorities of Canada’s national 
standard for English Language testing, as amended from time to time. 

 

4.9 RESIDENT PRESCRIBING  
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4.9.1. The approved pharmacology course for resident prescribing is the “Prescription Writing 

Course” offered through the Max Rady College of Medicine PGME core curriculum on 
limited resident prescribing.  

 

4.10 APPROVED PHYSICIAN ASSISTANT TRAINING PROGRAM  
 

4.10.1 Approved Physician Assistant training programs: 
a. Canadian Military 
b. University of Toronto 
c. McMaster University 

5. REINSTATEMENT AND APPEALS 
 

5.1 REINSTATEMENT  
 
The following policies and procedures govern applications for reinstatement made pursuant to s. 
59.13 of The Medical Act.  They do not apply to applications for reinstatement where registration has 
been cancelled for other reasons. 
 

5.1.1. Initiating Reinstatement Application 
 

1. All applications for reinstatement must be made in writing and must, at a minimum, set out: 
a. the order sought; 
b. the grounds for the application; 
c. the documentary evidence upon which the Applicant relies in support of the application; 

and 
d. the Applicant’s written submission in support of the application. 

2. The Applicant must provide a minimum of 12 copies of the application and all supporting 
documentation or such additional number of copies as may be required if the Executive 
Committee exceeds 9 committee members. 

 

5.1.2. Procedure on Receipt of Application 
 
Upon receipt of an application for reinstatement, the Registrar must: 
1. write to the Applicant to:  

a. acknowledge receipt of the application; 
b. provide the Applicant with a copy of this Policy; 
c. advise the Applicant as to any procedural requirements of this Policy that have not 

been met in respect to initiating an application; 
d. notify the Applicant that the President will schedule a date for Executive Committee to 

hear the application, once all of the procedural requirements in respect to initiating an 
application have been met; and 

2. provide the Investigation Committee with a copy of the application and request that the 
Investigation Committee: 
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a. advise both the Registrar and the Applicant, in writing, as to whether the Investigation 

Committee will be taking a position with respect to the application and/or filing any 
material for consideration by the Executive Committee in respect to the application; 

b. provide 14 copies of its submission and all supporting documentation to the Registrar; 
and 

c. provide a copy of its submission and all supporting documentation to the Applicant. 
3. advise the Applicant of the names of members of Executive Committee and ask the applicant to 

promptly advise of any objection to any of those individuals hearing the matter. 
 

5.1.3. Date of Hearing the Reinstatement Application 
 

The President is responsible to fix a date for the hearing of the application, according to the 
following principles: 
1. Unless the President otherwise directs, the hearing will be scheduled for the next available 

regularly scheduled meeting of the Executive Committee. 
2. Where, in the sole opinion of the President, the application is received too near the date of 

the next regularly scheduled Executive Committee meeting to reasonably permit the 
application material to be assembled and the other requirements of this Policy to be met, the 
President may schedule the hearing for a subsequent regularly scheduled Executive 
Committee meeting. 

The Registrar is responsible for notifying the Applicant and the Investigation Committee of the date 
and time for the hearing. 

 

5.1.4. Material for the Hearing 
 

The Registrar shall assemble and submit the following material to Executive Committee in relation 
to the application:  

1. the application for reinstatement and any additional material filed by the applicant in 
support of the application, including any documentary and/or affidavit evidence and/or 
written submissions; 

2. any material filed by the Investigation Committee, including any documentary and/or 
affidavit evidence and/or written submissions, if any, in relation to the application. 

 

5.1.5. Deadline for Submission of Material 

 
Agenda material must be supplied to the members of the Executive Committee at least one week 
in advance of the scheduled hearing date.  The President shall have the discretion to determine 
whether to hear any matter on the scheduled date where material is filed outside of this deadline. 
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5.1.6. Hearing 
 

The reinstatement hearing shall be open to the public, subject to the right of Executive Committee 
to order that the public be excluded from all or part of the hearing, upon the request of the 
Applicant or the Investigation Committee. 
 
When a request is made for all or part of the hearing to be held in private, the Executive 
Committee may make an order excluding the public from the hearing or any part of the hearing, or 
directing that the physician, the complainant, or any witnesses be identified only by initials if the 
Executive Committee is satisfied that: 

1. matters involving public security may be disclosed;  
2. financial or personal or other matters may be disclosed at the hearing that are of such a 

nature that the desirability of avoiding public disclosure of those matters in the interest 
of any person affected or the public interest outweighs the desirability of adhering to 
the principle that meetings be open to the public;  

3. a person involved in a criminal proceeding or in a civil suit or proceeding may be 
prejudiced; or  

4. the safety of a person may be jeopardized.  
 

Where the Executive Committee determines that the public should be excluded from the hearing 
or any part of it, the Executive Committee must provide written reasons, and those reasons must 
be made available to the public. 
 
The Executive Committee is required to afford the Applicant and the Investigation Committee an 
opportunity to make oral submissions before making a decision. 
 
Executive Committee may have legal counsel to assist it in relation to the application. 

 
Executive Committee may request any additional information it deems necessary and may adjourn 
the hearing to request additional information from the Applicant and/or the Investigation 
Committee. 

 

5.1.7. Communication of the Executive Committee Decision 

 
The decision of the Executive Committee shall be communicated to the Applicant and the 
Investigation Committee in writing by way of a Resolution and Order of Executive Committee and 
Reasons for Decision.  The reasons for decision, including the Applicant’s name, will be published 
by the College. 

 

5.2 APPEALS  
 

Council has delegated to the Executive Committee responsibility to hear and decide the 
registration and program review appeal in accordance with the following policies and 
procedures. 
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5.2.1. Procedure on receipt of appeal 
 

On receipt on an appeal, the Registrar must: 
1. confirm the appeal criteria have been met (in writing and delivered to the Registrar within 30 

days of the decision being appealed).    
2. if the criteria are met, acknowledge receipt of the appeal to the applicant, provide the 

applicant with a copy of this policy, and advise that the President will schedule a hearing date 
for the appeal. 

 
5.2.2. Date of Hearing the Appeal 
 

The President is responsible to fix an appeal hearing date according to the following principles:     
1. Unless the President otherwise directs, the hearing date will be the next available regularly 

scheduled meeting of the Executive Committee.      
2. The President should not direct an urgent or special hearing date solely because the applicant 

has delayed making his or her application to the point where the applicant will lose an existing 
registration or accreditation status if the hearing is scheduled for the next available regularly 
scheduled meeting of the Executive Committee. 

3. Where, in the sole opinion of the President, the appeal is received too near the date of the 
next regularly scheduled Executive Committee meeting to reasonably permit the appeal 
material to be assembled and the other requirements of this policy to be met, the President 
may schedule the hearing for a later regularly scheduled Executive Committee meeting. 

 
5.2.3. Appeal Material 
 

The Registrar must assemble the following material for submission to Executive Committee in 
relation to the appeal of: 
1. a registration issue: 

a. the application for registration, 
b. particulars of the applicant’s medical education and post-graduate medical training, 
c. each document relied upon by the Registrar in reaching his decision to deny registration, 
d. the Registrar’s letter to the applicant advising of the reasons for denying registration, and 
e. the appeal submission filed by the applicant. 

2. a program review appeal: 
a. each document relied upon by the Program Review Committee in reaching its decision, 
b. the MANQAP’s letter to the appellant advising of Program Review Committee’s reasons for 

decision, and  
c. the appeal submission filed by the appellant. 
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5.2.4. Opportunity to review 
 

The Registrar must provide to the applicant: 
1. a complete copy of the agenda item and the index of material to be submitted to Executive 

Committee.   
2. an opportunity to comment on the agenda item and on whether any additional items should 

be included in the material submitted to Executive Committee.   
3. the names of members of Executive Committee and ask the applicant to promptly advise of 

any objection to any of those individuals hearing the matter.   

If there is any dispute as to the content of the agenda material, particulars of that dispute shall be 
provided to the legal counsel for the Executive Committee, who is responsible for giving advice to 
the President as to the resolution of the dispute. 

 
5.2.5. Deadline for Submission of Material 
 

Agenda material must be supplied to the members of the Executive Committee at least one week 
in advance of the scheduled hearing date. The President shall have the discretion to determine 
whether to hear any matter on the scheduled date if material is filed outside of this deadline. 

 
5.2.6. Hearing 
 

The Registrar shall be excluded from the hearing in relation to the application. 
 

Executive Committee is not required to hold an oral hearing or to afford any person an opportunity 
to make an oral submission before making a decision.  
   
Executive Committee may have legal counsel to assist it in relation to the appeal. 
 
Executive Committee may request any additional information it deems necessary and, may adjourn 
the hearing to request the additional information from the Registrar and the applicant. 

 
5.2.7. Communication of Executive Committee Decision 
 

The results of the Executive Committee review shall be communicated to the Registrar and the 
physician in writing by way of a Resolution and Order of Executive Committee and Reasons for 
Decision.  
 
Where Executive Committee denies registration, the applicant shall be informed of his/her right of 
appeal to the court pursuant to The Medical Act. 
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6. STANDARDS POLICIES 
 
 

6.1 CONTINUING PROFESSIONAL DEVELOPMENT 
 
6.1.1. PURPOSE 

In order to ensure the safety of the public it is important that all members demonstrate 
ongoing professional development applicable to the member's own practice.   
 
Regulation 25/03 sets out the requirement of every member to participate in either the 
Royal College of Physicians & Surgeons of Canada or the College of Family Physicians of 
Canada maintenance of certification programs for continuing professional development. 
 
Within the system of defined registration, members have registration and certificate of 
practice in one or more fields of practice and for many members participation in the Royal 
College or College of Family Physicians CPD applicable to the individual's own practice within 
the specific field of practice is appropriate and sufficient.    
However, some members practice in more than one field of practice. For example: 

 
1. Some specialists practice in more than one specialty field; 
2. Some physicians practice in family medicine and in a specialty field; 
3. Some family physicians practice in one or more of the following fields:   

a. Anesthesia 
b. Obstetrics 
c. Surgery 
d. Emergency Medicine 
e. Oncology. 

 
This policy specifies the principles applicable to selecting CPD. 

 
6.1.2. REQUIREMENTS: 

 
1. To comply with the requirement for CPD under Regulation 25/03, members must 

participate in CPD applicable to the member's own practice.   
2. Physicians who have narrowed their scope of practice within a field of practice must 

participate in CPD relevant to that narrowed scope of practice.   This is applicable to: 
a. Specialty fields of practice, such as an orthopedic surgeon who limits his or her work to 

shoulder or hip work, and 
b. Family medicine, such as a family physician who limits his or her work to psychiatry or 

emergency medicine. 
3. Physicians who practice in more than one Royal College specialty field must comply with 

the Royal College CPD for each field in which he or she practices. 
4. Family physicians whose practice includes other fields of practice must participate in CPD 

relevant to those fields of practice.  This may be through one or more of: 



Council Governance Process Policies  Page 52 

 
a. Royal College approved CPD in the appropriate field, 
b. If available, College of Family Physicians approved CPD in the appropriate field,  
c. Where applicable, participation in a special program approved by the University of 

Manitoba Faculty of Health Sciences, College of Medicine or Canadian Faculty of 
Medicine CPD program for the appropriate field. (The College of Family Physicians will 
provide CPD credits for participation in this program.)     

5. All members must keep available satisfactory evidence of their CPD in their fields of 
practice, and must provide this evidence to the College at its request. 

 

7. FINANCE POLICIES 
 

7.1 RESTRICTED ACCOUNTS IN THE ACCUMULATED SURPLUS: 
 
7.1.1 In order to protect the fiscal soundness of future years and to build organizational capability 

sufficient to achieve ends in future years, the Registrar must maintain funds in the 
accumulated surplus of the College, as restricted accounts for the following specified 
purposes: 

a. To cover the potential wind-up costs of the College – no less than $3,400,000 for the 
2015/2016 fiscal year and, commencing in the 2016/2017 fiscal year, adjusted annually 
in accordance with the direction of Council on the recommendation of the Audit and 
Risk Management Committee. 

b. To cover potential inquiry costs incurred by the College – no less than $250,000. 
 

7.1.2 The budget must include a plan for the replacement of funds used from the accumulated 
surplus restricted account for inquiry costs incurred by the College. 

7.1.3 The Registrar must: 
a. Not Use more than $200,000 from the accumulated surplus fund in any fiscal year, 

without approval in writing from the President or President-Elect. 
b. replace funds used from the accumulated surplus restricted account for inquiry costs 

incurred in accordance with a plan approved by the President and President-Elect. 
 

7.2 RESTRICTIONS ON REGISTRAR DISCRETION IN MANAGEMENT OF CPSM FUNDS 
 
7.2.1. The Registrar must not expend more funds than have been received in the fiscal year to date 

unless both College debt guidelines are met: 
a. Not borrow more than $125,000 in order to obtain a financial advantage superior to 

cashing in investments. 
b. Incur debt in an amount greater than can be repaid by certain, otherwise 

unencumbered revenues within 60 days. 
  
7.2.2. The Registrar must: 

a. settle College payroll and debts in a timely manner. 
b. aggressively pursue receivables after a reasonable grace period. 
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c. File all reports and make all payments required by government accurately and on time. 

 

7.3 REQUIREMENTS FOR PROTECTION OF CPSM ASSETS  
 
7.3.1. For the protection of College assets, the Registrar must: 

 
a. Require staff with access to material amounts of College funds to be bonded. 
b. Receive, process, or disburse funds under controls which meet the Council-appointed 

auditor's standards. 
c. Give due consideration to quality, after-purchase service, value for dollar, and 

opportunity for fair competition when making purchases. 
d. Have the approval in writing of the President or President-Elect for any purchase not 

contemplated in the budget for an amount in excess of $50,000.00  
 
7.3.2. The Registrar must not acquire, encumber or dispose of land or buildings.  

 
7.3.1. The Registrar must not initiate legal action outside of the disciplinary process.  
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SCHEDULE A 
 

THIS IS SCHEDULE “A” ANNEXED TO AND FORMING PART OF THE GOVERNANCE POLICES OF THE COLLEGE OF 
PHYSICIANS AND SURGEONS OF MANITOBA. 

 
Councillor's Oath of Office 

 
I do swear (I solemnly affirm) that as a member of the Council of the College of Physicians and 
Surgeons of Manitoba (the "College"): 

 
Å I will abide by The Medical Act and the Bylaws of the College and I will faithfully discharge 

the duties of the position, according to the best of my ability; 
 

Å I will act in accordance with the law and the public trust placed in me; 
 

Å I will act honestly and in the best interests of the College; 
 

Å I will uphold the objects of the College and ensure that I am guided by the public interest in 
the performance of my duties; 

 
Å I will declare any private interests relating to my public duties and take steps to resolve any 

conflicts arising in a way that protects the public interest; 
 

Å I will ensure that other memberships, directorships, voluntary or paid positions or 
affiliations remain distinct from work undertaken in the course of performing my duty as a 
council member. 

 
 
 
 
 
 

 Member of Council Signature Registrar of the College or 
  Commissioner of Oaths Signature 

 
 
 
 
 

 Date Date 
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SCHEDULE B 

 
THIS IS SCHEDULE “B” ANNEXED TO AND FORMING PART OF THE GOVERNANCE POLICIES OF THE COLLEGE 

OF PHYSICIANS AND SURGEONS OF MANITOBA 
 

DECLARATION OF CONFIDENTIALITY 
Subsection 63(1) of The Medical Act clearly states that absolute confidentiality is required of all individuals who 
act in an official or other capacity with the College of Physicians and Surgeons of Manitoba.  All councillors, 
committee members, consultants, contractors and employees of the College are expected to maintain 
confidentiality and share information only to the extent necessary to perform their duties. 
 
I understand, and agree to, the confidentiality clause of The Medical Act: 
 
Confidentiality of information 
63(1)       Subject to section 63.1, every person employed, appointed or retained for the purpose of 
administering this Act, and every member of the Council or a committee of the Council, shall preserve secrecy 
about all information that comes to his or her knowledge in the course of his or her duties, and shall not 
communicate any information to any other person, except  

(a) to the extent the information is available to the public, or is required to be disclosed, under this Act;  

(b) in connection with the administration of this Act, including, but not limited to, the registration of 
members, complaints about members, allegations of members' incapacity, unfitness, incompetence or acts 
of professional misconduct, or the governing of the profession;  

(c) to a body that governs the practice of a health profession pursuant to an Act of the Legislature, or to The 
Manitoba Veterinary Medical Association established under The Veterinary Medical Act, to the extent the 
information is required for that body to carry out its mandate under the Act;  

(d) to a body that governs the practice of medicine in a jurisdiction other than Manitoba;  

(e) as may be required for the administration of The Health Services Insurance Act or The Prescription Drugs 
Cost Assistance Act; or  

(f) to the medical review committee established under The Health Services Insurance Act, when requested by 
the committee, to the extent the information is required for that committee to carry out its mandate under 
that Act.  

Offence  
63(2)       A person who contravenes subsection (1) is guilty of an offence and is liable, on summary conviction, 
to a fine of not more than $50,000.  
 
I understand that failure to comply with this clause may result in disciplinary action from Council or the College 
of Physicians and Surgeons of Manitoba or dismissal. 
 
________________________________ ___________________________________ 
 Date Signature 
 
 ___________________________________ 
  Name in print 
 

http://web2.gov.mb.ca/laws/statutes/ccsm/m090f.php#63
http://web2.gov.mb.ca/laws/statutes/ccsm/m090f.php#63(2)

