CMA POLICY
PHYSICIAN RESOURCE PLANNING
(Updated 2015)
The purpose of this policy statement is to identify the key elements required to properly
undertake physician resource planning to support the delivery of appropriate medical care to
all Canadians. A sustainable health care system requires effective physician resource
planning and training that ensures an appropriate specialty mix that is responsive to
population needs. CMA supports the need for the establishment of a coordinated national
approach toward physician resource planning and an appropriately responsive
undergraduate and postgraduate education system. CMA supports supply- and demandprojection models for health human resources using standardized approaches. National
specialty societies should be actively engaged in physician resource planning for their
respective discipline. Governments must work cooperatively with the medical profession to
meet the needs of the population they serve in an affordable manner including funding the
necessary infrastructure to support the appropriate number and mix of physicians.
Recommendations:
1. Physician resource planning requires a pan-Canadian supply and needs-based
projection model.
2. Infrastructure and resources as well as physician resources need to match the needsbased projection.
3. Strategies should be used throughout the undergraduate and postgraduate training
system to address the current challenges matching physician resources to population
needs.
4. Changing models of care delivery must be taken into consideration when developing
physician resource projection models.
Introduction
The purpose of this policy statement is to
identify the key elements required to

properly undertake physician resource
planning to support the delivery of
appropriate medical care to all Canadians.1
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Ensuring an adequate supply of physician
human resources is a major tenet of the
Canadian Medical Association’s (CMA)
Health Care Transformation initiative.2
While the number of students enrolled in
Canadian medical schools increased by
over 60 percent between 2001-02 and
2011-12, some enrollment reductions are
now occurring despite significant physician
resource issues remaining, affecting patient
care delivery across the country.
Currently, four to five million Canadians do
not have a family physician. For older family
physicians who may retire soon or wish to
reduce their practice workload, there may
be no colleagues able to take on new
patients. Many new family physicians do not
take on as large a roster of patients as those
retiring. Even where overall supply has
improved, recruiting and retaining
physicians in underserved areas remains a
challenge. Canada continues to license
International Medical Graduates (IMGs) with
25% of practicing physicians receiving their
medical degree from outside of the
country3—the distribution of this group
varies throughout Canada.
Physician disciplines in short supply vary by
jurisdiction. Some new physicians (especially
those dependent on hospital based
resources) are finding it hard to secure
employment in their discipline.4 Concern for
the future has spread to postgraduate
residents and medical students. Completing
fellowships, to make physicians more
marketable, are now commonplace. A
major contributor to underemployment in
some specialties is a lack of infrastructure
and related human resources (e.g.,
operating room time, nursing care).
A sustainable health care system requires

effective physician resource planning and
training that ensures an appropriate
specialty mix that is responsive to population
needs. At present, there is no pan-Canadian
system to monitor or manage the specialty
mix. Few jurisdictions engage in formal
health human resources planning and little
cross-jurisdictional or pan-Canadian
planning takes place. Currently, few
Canadian jurisdictions have a long-term
physician resource plan in place, particularly
one that employs a supply and needs-based
projection model. It has been almost four
decades since the federal government has
completed a needs-based projection of
physician requirements in Canada.5
Physician resource planning must consider
the population’s health care needs over a
longer term as the length of time to train a
physician can be over a decade long
depending on the specialty; this also means
that practice opportunities can change
during the period of training. The
consequences of the lack of monitoring and
management of the physician specialty mix
can be long-lasting. A 2014 comparison of
posted physician practice opportunities
across Canada versus the number of postgraduate exits suggests a supply and
demand mismatch for both family physicians
(more positions posted than post-grad exits)
and for medical and surgical specialists
(more post-grad exits than available
positions posted).6
Overall goal and considerations of
physician resource planning
The overall goal of physician resource
planning is to produce a self-sustaining
workforce that will effectively serve the
health needs of Canadians by providing an
adequate supply of clinicians, teachers,
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researchers and administrators.



Physician resource planning should
recognize the following considerations:











Physicians in training have a dual
role of learner and clinical care
provider.7
Shifts in service delivery can occur
with the development of new
technologies, the changing prevalence
of some disease states, the emergence
of new illnesses and shifting public
expectations (see Appendix A: The
impact of emerging health technologies
and models of care on physician
resource planning).
Rural and remote communities
possess unique challenges of not only
attracting physicians but also in the
nature of skills required to provide
services.
Physicians are required for services to
patient populations who fall under
federal jurisdiction including members of
the Canadian Armed Forces, First
Nations and Inuit, refugees and refugee
claimants, veterans, and prisoners in
federal penitentiaries; this includes
consideration of how they are attracted
and the skills they require.
The full use of national medical
services should be utilized instead of
outsourcing to other countries. In
instances where outsourcing of medical
services occurs, Canadian training and
certification standards must be met.
The emphasis from governments and
the public for 24/7 access to a wide
scope of physician and health care
services must be balanced with the
possibility of more fragmented care from
multiple physicians involved in the care
of a single patient.









There is a need for more clearly
defined scopes of professional activity
and optimal interactions among primary
care physicians including family
physicians who acquire
enhanced/advanced skills to meet
community needs, general specialists
and subspecialists, particularly in the
large urban areas where these three
broad groups co-exist.
It is also relevant to define the role
and most appropriate interactions of
physicians with other healthcare
professionals, including but not limited
to physician assistants, specially trained
nurses, dieticians, therapists and
pharmacists.
The current shift to alternate payment
plans and collaborative care models
may, increase or decrease the nonclinical portion (e.g., research, teaching)
of a physician's workload and thus
increase the need for additional
physicians.
The scheduling for the provision of
after-hours care can have an effect on
the use of physician resources (See
CMA’s policy statement on Management
of Physician Fatigue for more
information).
High tuition fees affect the social
demographic mix of those seeking
medical degrees while higher debt loads
and the opportunity to practice in
various models of care can influence
specialty choice. 8 Similarly, advice from
supervising faculty role models,
negative/positive experiences during
training, perceived lifestyle of the
discipline, personal finances and earning
potentials of medical disciplines all
influence a medical student’s specialty
choice and in turn what health services
will be available to future populations.
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Reliable and valid information on the
current and future needs of the
Canadian population can help trainees
to make evidence-based decisions that
allow them to select careers that match
the needs of their patients.
Patterns in the transition of retiring
physicians’ practices need to be
identified.

It is essential to project not only the number
of physicians but also some measure of their
likely level of professional activity. Practice
patterns may vary in response to changes in
lifestyle among physicians, changing health
technologies, group practices,
interdisciplinary care models, and increased
specialization of many generalist specialists
and family physicians.
Training
The academic sector must ensure the
provision of high-quality undergraduate,
postgraduate and continuing education
programs, and remain internationally
competitive in the recruitment and retention
of a first-class teaching and research
community.
Structured mentorship programs and formal
career counseling should be a required
component of all undergraduate and
postgraduate curricula in Canada.9
Teaching institutions and postgraduate
accreditation authorities need to recognize
the risk in requiring students to make critical
career choices before exploring all the
options and should develop strategies to
mitigate those risks, which may include tools
for assessing aptitudes. Formal career
counseling throughout medical education
and training can boost employment success.
Results of supply projection models should

also be readily available to students and
advisors so an informed choice can be
made.
There is a need to ensure flexibility at the
undergraduate, postgraduate, and re-entry
levels of medical education, with the
recognition that the requirements for
specialist services may change. It also allows
room for standardized transfers of residents
between programs and locations and for the
integration of international medical
graduates (IMGs). CMA recommends that a
ratio of 120 postgraduate training positions
per 100 medical graduates be reestablished and maintained. Canadians
studying medicine abroad and other IMGs
who are permanent residents or citizens of
Canada must be explicitly factored into the
planning for the capacity of the post-MD
training system. CMA supports measures to
facilitate the acculturation of IMGs.
The objective of seeking reasonable selfsufficiency for the full range of physician
services must be paramount.10 Selfsufficiency is defined as ensuring that the
annual output of the undergraduate and
postgraduate sectors of Canadian medical
schools meets the medical service needs of
the Canadian public. This will reduce the
need to attract physicians from countries
that face a higher burden of disease whose
requirements for physician services exceed
those of Canada. It is important to facilitate
the retention of physicians who train in the
Canadian postgraduate system.
There must be adequate human and
physical infrastructure to support physician
training. An adequate supply of clinical
educators is required to prevent training
bottlenecks. Strategies that utilize untapped
health infrastructure resources within and
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outside the academic community such as
satellite or distributive medical education
training sites should be considered for not
only training reasons but for retention
purposes as well.
Effectively matching supply to societal
needs
Residency training positions should reflect
current and emerging population needs and
if possible, job availability at the national
level. Mechanisms should be in place to
assist medical training programs to adjust to
changing health needs in a timely manner.
Physician resource planning can benefit
from enhanced evaluation of community
health needs, as established by thorough
determinations of health status,
epidemiological studies, input from
communities and other needs assessments.
In recent years, attention has been given to
augmenting the provision of care to properly
respond to Canada’s growing seniors’
population. This will require an assessment
of physician resource trends among
specialties that focus on seniors’ care
including the capacity to deliver quality
palliative end-of-life care throughout
Canada.
To address geographic maldistribution,
programs should train physicians in the wide
spectrum of practice that is required for
underserved communities—both rural and
urban—as well as incorporate the
involvement of the communities throughout
the medical trainee life cycle. Programs to
attract and retain physicians, including those
from rural and underservice areas, need
flexible incentives to address the
professional and personal needs of

physicians. Financial incentives, locum
support, spousal employment, children’s
education and support from other specialists
are key factors that need to be addressed.
Also, the attraction and retention of
physicians to underserved areas requires the
presence of adequate technical equipment
and personnel.
Exposure to patterns of community
practice—including generalist training—
outside large urban tertiary/quaternary
centres may help attract individuals into
specialties best suited for rural and regional
centres. CMA encourages family physicians
to maintain their skills in comprehensive
family medicine, while supporting their
choice to acquire additional skills that will
better serve the needs of their community.
It is important to strive and budget for a
critical mass of physicians required to deliver
basic services to given populations to permit
reasonable life-style management and the
avoidance of professional isolation.
Coercive measures that restrict physicians'
choice of location and subsequent
geographic mobility are not supported.
Concentrated efforts are needed to assist
new graduates of Canadian residency
programs and established physicians find
optimal employment in their discipline within
Canada. The issue of facilitating the mobility
of physicians among provinces and
territories (including locum work) requires
dialogue with and cooperation from
individual provincial and territorial licensing
authorities.
CMA supports supply- and demandprojection models for health human
resources using standardized approaches.
Physician human resource plans should be
5

reviewed on an ongoing basis, examining
current supply and attrition patterns to
determine if new policies are required or
changes are needed to the undergraduate
and postgraduate complement.
Collaborative approach to physician
resource planning
Physician resource planning is complex,
requiring the involvement of
provincial/territorial medical associations,
national specialty societies, the Royal
Canadian Medical Service (Canadian
Armed Forces), special medical interest
groups, the medical education sector, the
health care facilities sectors, governments,
other health care professionals and other
key stakeholders.
CMA is committed to promoting a
collaborative and respectful interaction
among all the disciplines within the medical
profession and recognition of the unique
contributions of each to an efficient, highquality and cost-effective health care
delivery system. Governments must work
cooperatively with the medical profession to
meet the needs of the population they serve
in an affordable manner including funding
the necessary infrastructure to support the
appropriate number and mix of physicians.
National specialty societies should be
actively engaged in physician resource
planning for their respective discipline.

and evolution. The federal government in
conjunction with the provincial Deputy
Ministers and Deans of Medicine, should
continue to fund a pan-Canadian supply
based planning model as laid out by the
Physician Resource Planning Taskforce and
extend its support to the second phase which
is a comprehensive needs based planning
model that will be accessible to
governments and the profession.
Given the importance of a planned, open
and professional approach to physician
resource planning, the CMA encourages all
stakeholders to permit researchers, policy
planners and other relevant organizations
access to their physician resources database
at the national and jurisdictional level while
protecting the privacy of individual
physicians. The CMA will continue to seek
input into the design and structure of any
such national databases.

CMA supports the establishment of a
coordinated national approach toward
physician resource planning and an
appropriately responsive undergraduate and
postgraduate education system. The
recruitment and retention policies available
at the provincial level can play a significant
role in health human resources distribution
6

Appendix A:
The impact of emerging health
technologies and models of care on
physician resource planning
As in the past, a number of technological
developments11 will alter the future demand
for medical services and how medicine is
practiced. Examples of such technological
developments include: health information
technologies (HITs); technologies to support
distance care and self-monitoring (e.g.,
telemedicine, implantable or wearable
sensors); surgical robotics; advanced
diagnostic testing; genomic technologies;
integrated care teams; and new funding
models. It is important to consider how these
developments will affect future supply and
training (i.e., skill sets) of physicians as part
of physician resource planning.
There is little evidence about whether new
technologies increase or reduce working
hours.12 However, the adoption of new
technologies can lead to new roles and
opportunities for physicians as well as for
other staff. New technologies can also lead
to a greater role for patients in taking
responsibility for their own health. There is
extensive evidence that new technologies
can improve the quality of patient care,
especially when used in addition to existing
care rather than as a substitution.13
A key factor in assessing the impact of new
health technologies on physician resource
planning is the rate of adoption and
diffusion of new technologies. The rate can
vary widely depending on an extensive
range of factors including ease of use,
safety, cost (both in terms of acquiring the
technology and to train the clinician),
compatibility and culture/attitudes. Not all
new technologies are successfully adopted

or lead to positive outcomes. Moreover,
unlike other sectors, the adoption of health
care technologies does not often lead to
lower costs.14 The adoption can also be
influenced by broader factors such as
changing patient needs and the
government’s fiscal resources.
One key impact of emerging health
technologies is a shift in the location where
care is received. For instance, less invasive
surgery will lead to greater use of
community services for follow up care rather
than in-hospital care. Likewise, the
technologies can support the provision of
more specialized services in small and
remote communities by family physicians
with the appropriate training and support.
Emerging health technologies can also
impact the type of care provided. The
literature suggests the impact will be felt
more in sub-specialty areas with care
shifting from one subspecialty to another.15
Advances in non-invasive surgical
interventions will continue to drive practice
convergence such as seen with cardiac
related procedures.16
The accelerated use of HITs specifically
could have the greatest overall impact on
health human resources due to such factors
as: the need for increased training to use
HITs; and an increased need for health
informatics specialists (both medical and
non-medical).15 Automated knowledge work
tools will almost certainly extend the powers
of many types of workers and help drive topline improvements with innovations and
better decision making.17
The move to more collaborative care
models, particularly in primary care, can be
expected in the coming years. Common
7

characteristics of these models include
comprehensive chronic disease prevention,
population-based services and programs,
full use of electronic medical records, quality
monitoring, dedicated time to team building
and collaboration, and a wide range of
health care providers functioning to their full
scope of practice.18 Multi-disciplinary teams
could also involve a wider range of
providers such as IT specialists, bioengineers and genetic counselors. While
CMA has previously called for funding
models to be in place to allow physicians
and other health care providers to practice
within the full scope of their professional
activities,19 a significant issue will be how
such collaborative care models can be
funded by governments on a sustained
basis.

expectations, and preferences of
patients and the public for certain
types of health care providers to fulfill
particular roles and functions, while
at the same time reflecting economic
realities.22

Physicians and other health care providers
need to be trained to effectively adopt any
new technology. The literature is clear that
physicians must be engaged in any
discussions regarding new and current
health technologies to ensure their proper
assessment and successful implementation.20
Previously, CMA has called for:
 A flexible medical training system
based on informed career choice to
accommodate changes in medical
practice and physician resource
needs;
 A sufficient and stable supply of reentry positions within the
postgraduate training system to
enable practicing physicians to
enhance their skills or re-enter
training in another discipline.21
 Recognition that scopes of practice
must reflect these changes in societal
needs (including the need of the
public for access to services), societal
8
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