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To no one’s surprise, the great Canadian health care
debate has taken centre stage in the current federal
election. Dissatisfaction with waiting lists, emer-

gency services, patient safety and access to primary care are
stirring up fervour as the parties try to outbid one another
with promises as sweeping as home care, pharmacare and
topped-up federal funding, and as particular as “increase[d]
medical professional spaces in universities and accelerate[d]
qualification of new immigrants with foreign credentials.”1

There’s little political risk in a promise of more doctors:
it’s a rare voter who would argue we already have enough.
But predicting future needs for health care professionals is
difficult; many would say impossible. In Canada we’ve lived
through the Barer–Stoddart report of 19912 (which was
published in an expanded version in a series of articles in
CMAJ beginning in 1992),3 which predicted an oversupply
of physicians and led to reductions in medical school class
sizes and postgraduate training positions. More recently
we’ve published predictions of physician shortages4 —
along with opposing predictions of physician surpluses.5

Predictions can be made by looking backward, or imag-
ining forward. Historically based predictions assume that
past trends will continue. Thus, to determine the demand
for physicians 10 years from now one simply has to use ex-
isting projections of future economic growth, which are
very highly correlated with physician numbers. In the
United States, such projections indicate that there will be a
shortage of 50 000 physicians by the year 2010.6 These pre-
dictions also forecast a much greater need for specialists
than for family physicians.

Alternatively, one can predict future demand by visualiz-
ing an ideal health care system and planning for it. Ro-
manow used this approach when he made his workforce
projections in his final report.7 His method assumes,
rightly, that if health care professionals worked in teams,
each profession using its own set of skills (scope of practice)
in a complementary fashion along with adequate adminis-
trative, clerical and technological support, we would likely
not need more physicians. The trouble with this model, of
course, is that making it work requires fundamental
changes to the culture of health care and of professional ed-
ucation — changes that, despite decades of advocacy, con-
tinue to elude us.

Given the impossibility of predicting how many health
professionals (and of what mix) will be needed 10 years
from now, it is tempting to just keep muddling along. But
muddling is not viewed as respectable public policy. Associ-
ations of health professionals, universities and the provinces

(which have the responsibility and the budgets for educa-
tion) will be compelled to take a clear policy direction
based on estimates of future needs; their decisions will be
imperfect, but necessary.

Using most likely a blend of backward- and forward-
looking models, they will need to take into account, in ad-
dition to the usual factors of population growth, aging and
regional differences, changes within the professions. There
is good evidence that over the past decade physicians have
become increasingly dissatisfied with the practice of medi-
cine. Although medical school applications remain robust,
if the perception of dissatisfaction is real and continues to
grow it may become more difficult to recruit outstanding
young women and men into the profession.

There is already some evidence that medicine is becom-
ing less appealing. Applications to medical schools are not
keeping pace with growth in the number of spots; the latter
increased by 31% between 1999 and 2002, while the num-
ber of applications grew by only 2.7% and the acceptance
rate (proportion of applicants accepted) by 28%.8 We need
to be wary of plans to increase medical student spots with-
out adequately addressing the problems underlying the
growing dissatisfaction. We need improved working condi-
tions and, for some specialties (particularly those in primary
care), better financial rewards.

Romanow, recognizing the hazards of predicting physi-
cian supply, recommended that we had best stick to short-
term planning and that — given the fact that professionals
move easily from province to province (and abroad) — that
we do this on a national level through the Canada Health
Council. Not a bad idea. — CMAJ
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