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Abstract

The Canadian Medical Association’s More Doctors, More Care campaign seeks to 
align physician supply targets with policy decisions elsewhere in the Organisation for 
Economic Co-operation and Development (OECD). Using OECD data for 19 coun-
tries to assess the relationship between physician supply and healthcare outcomes, we 
have determined that there is no association between avoidable mortality and overall 
physician supply. Similarly, there is no relationship between avoidable mortality and 
general practitioners and family physicians per capita, specialists per capita, nurses per 
capita, doctors and nurses per capita or health expenditures per capita. These findings 
should move us to recognize that (a) more doctors will not necessarily translate into 
better healthcare outcomes for Canadians and (b) it is in Canadians’ better interests 
that we instead focus on realizing opportunities to improve access to high-quality care 
and to ensure that changes in physician turnover do not threaten the current general-
ist-to-specialist mix.

DISCUSSION AND DEBATE
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Résumé

La campagne de l’Association médicale canadienne «Plus de médecins pour plus 
de soins» vise à harmoniser les objectifs, en termes de disponibilité de médecins, 
aux décisions de politiques qu’on trouve ailleurs dans les pays de l’Organisation de 
coopération et de développement économiques (OCDE). Les données de 19 pays 
de l’OCDE ont servi à évaluer la relation entre la disponibilité de médecins et les 
résultats en santé. Nous avons déterminé qu’il n’y a pas de relation entre le taux 
de mortalité évitable et la disponibilité globale de médecins. De même, il n’y a pas 
de relation entre le taux de mortalité évitable et le nombre d’omnipraticiens ou de 
médecins de famille par personne, le nombre de spécialistes par personne, le nombre 
d’infirmières par personne, le nombre de médecins et d’infirmières par personne ou les 
dépenses pour la santé par personne. Ces résultats devraient nous porter à reconnaître 
(a) que le fait d’avoir plus de médecins n’équivaut pas nécessairement à de meilleurs 
résultats en termes de santé pour les Canadiens et (b) qu’il est plus favorable pour 
les Canadiens de mettre l’accent sur l’amélioration de l’accès à des services de haute 
qualité et de s’assurer que le renouvellement des effectifs ne menace pas le ratio actuel 
d’omnipraticiens et de spécialistes.

T

In January 2008, the Canadian Medical Association (CMA) launched its More 
Doctors, More Care campaign “to put the growing doctor shortage on the fed-
eral political agenda.” While campaigns promoting increases in the number of 

healthcare providers are not new, tying Canadian physician supply targets to policy 
decisions elsewhere in the Organisation for Economic Co-operation and Development 
(OECD) is.

According to the CMA (2008), “Canada would need 26,000 more doctors to meet 
the OECD average of doctors per population.” But is this the right, or even a relevant, 
metric? If our objective is the pursuit of a high-performing healthcare system that 
is accessible, efficient and effective at protecting and promoting health, then surely 
healthcare outcomes ought to be the focus of attention and action.

We used OECD data to assess the degree to which healthcare outcomes are relat-
ed to physician supply. Avoidable mortality is widely recognized as a valid healthcare 
outcome indicator and is used extensively in Australia, New Zealand and Europe to 
inform policy and practice (Nolte and McKee 2008). Avoidable mortality measures 
the extent of premature death (before age 75) from causes that should be avoidable 
through timely and effective healthcare, as identified through systematic reviews. Some 
examples include treatable cancers, maternal death and complications of common sur-
gical procedures, epilepsy, bacterial infections and influenza. In 2002, avoidable mor-
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tality accounted for 22% of total premature mortality among males and 29% among 
females in Canada. Data were available for 19 countries (Nolte and McKee 2008).

The scatter plot in Figure 1 illustrates that there is no association between avoid-
able mortality and overall physician supply. Similar plots illustrate that there is also 
no relationship between avoidable mortality and (a) general practitioners and family 
physicians per capita, (b) specialists per capita, (c) nurses per capita, (d) doctors and 
nurses per capita or (d) health expenditures per capita, though the ordering of coun-
tries changes depending on which indicator is used (graphics available at www.chspr.
ubc.ca). 

FIGURE 1. Avidable mrtality by physician supply in 19 OECD cuntries, 2002
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The implication is that more doctors will not necessarily translate into better 
healthcare outcomes for Canadians. Most countries that have more physicians per 
capita have similar or worse healthcare outcomes than Canada. For example, Spain, 
Norway and Italy have more physicians per capita and similar outcomes. Portugal, 
Denmark, Germany and Greece have more physicians per capita and worse outcomes 
(Figure 1). All these countries also attain worse health outcomes using other OECD 
metrics (Or et al. 2005).
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Closer inspection of these OECD data illustrates that differences in healthcare 
outcomes for a specific level of supply (or vice versa) reflects variation in efficiency. 
The relative efficiency of Canada’s physician supply is most evident when comparing it 
to that in the United Kingdom and New Zealand. Both these countries have the same 
number of physicians per capita, but far worse healthcare outcomes in terms of avoid-
able mortality (Figure 1).

Countries in the lower left quadrant of the figure use medical personnel most effi-
ciently to attain the best healthcare outcomes. Japan’s and Canada’s positions in this 
quadrant are consistent with previous OECD analyses using other health outcomes, 
including life expectancy (at birth and age 65, female and male), infant mortality and 
potential years of life lost by heart disease (female and male) (Or et al. 2005).

International experience demonstrates that improvements in access and care proc-
esses can be attained without increasing physician-to-population ratios. Though there 
are no OECD data on patient experiences with physician care, there are international 
comparative studies on the topic that include countries with physician-to-population 
ratios similar to Canada’s. Results suggest that adults in those countries have both 
shorter and longer wait times for appointments with primary care and specialist physi-
cians, better and worse doctor–patient communication or care coordination and short-
er and longer encounters with primary care doctors (Bindman et al. 2007; Schoen 
et al. 2005). There is no systematic relationship between physician supply and these 
metrics, even when three additional countries (France, Germany and the Netherlands) 
are added, all of which have physician-to-population ratios 1.5 times that of Canada 
(Schoen et al. 2009). 

The Canadian physician-to-population ratio has been stable for over 20 years 
(Evans and McGrail 2008), and avoidable deaths declined between 1997 and 2002 
(Nolte and McKee 2008), demonstrating that improvements in healthcare outcomes 
can be attained in this country without increasing the physician-to-population ratio. 
Taken together, the evidence suggests that there is no compelling reason to spend bil-
lions more dollars to increase our physician supply simply for the purpose of bringing 
our ratio more in line with the OECD average.

There are real physician supply issues that should motivate us to continue to focus 
policy attention on this area, such as increases in physician retirement rates, workload 
differences between younger physicians and older retirees (Watson et al. 2006), geo-
graphic variation in availability and shifts in demand for healthcare providers. But fed-
eral, provincial and territorial governments have already made significant investments 
to expand medical school enrolment and the supply of international medical graduates 
to ensure that more doctors enter practice at the same time that more retire. In the 
decade from 1997/98 to 2007/08, first-year enrolment rose by 59%, from 1,577 to 
2,506. Graduations should reach about 2,500 in 2011 (Evans and McGrail 2008). It 
takes time to create doctors, so we are only now starting to feel the effects of these 
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public investments to put an unprecedented number of graduates from our medical 
schools into the workforce. It is by no means clear that further increases are required.

One of the possible reasons for Canada’s achieving better health outcomes than 
many OECD countries may be our high generalist-to-specialist physician ratio. A 
rich supply of general practitioners and family physicians improves health outcomes, 
including all-cause, cancer, heart disease, stroke and infant mortality; low birth weight; 
life expectancy and self-rated health (Macinko et al. 2007; Pierard 2009). Analyses of 
OECD data by others (Macinko et al. 2003) support findings of international synthe-
ses of evidence (Atun 2004; Starfield et al. 2005) that strong primary care systems not 
only improve population health but also reduce health disparities and buffer the health 
effects of socio-economic circumstances at lower cost than healthcare systems that rely 
more extensively on secondary and tertiary care. Conversely, areas with a higher con-
centration of specialists spend more but rate lower on quality and outcomes (Baicker 
and Chandra 2004). Areas in Canada with a higher concentration of family physicians 
have higher levels of health, while areas with a higher concentration of specialists have 
lower levels of health (Pierard 2009). 

These data should inspire us to realize opportunities to improve access to better 
care and to ensure that increases in workforce turnover (more exits, more entrants) 
do not shift the current mix of generalist-to-specialist physicians, which is at risk of 
changing for the worse (Harvey et al. 2005). These efforts seem more in the interests 
of Canadians than the current CMA campaign to increase overall physician supply 
ratios to catch up with other OECD nations.
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