
ECONOMIC 
NOTES

Over the past couple of years, the shortcomings of 
Canada’s provincial health care systems have been 
made abundantly clear, coast to coast to coast. 
Given our poor performance internationally in terms 
of health care resources (despite consistently high 
health spending), our mediocre crisis response was 
unfortunately no surprise.1 Yet shortages, waitlists, 
inaccessible services, and other structural weak-
nesses are nothing new; our systems have been 
threadbare for decades. The COVID-19 pandemic 
merely shone a spotlight on their meagre capacity, 
which can no longer be ignored.

In order to avoid falling back into old habits, Quebec 
should include the private sector in the provision of 
health care services. In fact, it should not only include, 
but encourage the development of independently-
owned clinics and hospitals by easing the administrative 
barriers currently in force. Such additional facilities could 
help shorten waitlists for surgeries and alleviate the per-
petual pressure in the government-run health system.

Another obstacle to the development of a system of pri-
vate facilities, but also to the proper functioning of the 
public system, however, is the lack of physicians in the 
province. This publication thus looks to present efficient 
ways to increase the number of doctors in Quebec in 
order to ensure proper staffing in all facilities.

WHERE THINGS STAND
The supply of doctors is one measure of a system's 
capacity, and the number of physicians in Canada is 
consistently lower than the OECD average.2 In 2019, 
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the OECD average of 3.8 physicians per 1,000 was 41% 
higher than Canada’s 2.7 physicians per 1,000.3 
Actually, when compared with other high-income 
OECD countries that have universal taxpayer-funded 
systems, Canada regularly ranks near the bottom for 
physicians per capita.4

In its 2021 election platform, the party in power in 
Ottawa pledged another $3.2 billion to hire more 
health care workers, including doctors.5 However, at 
10.8% of GDP in 2019, our spending on health care is 
already higher than most other high-income OECD 
countries with universal taxpayer-funded systems6 (see 
Figure 1). This makes the doctor shortage even more 
puzzling, and seriously undermines the notion that 
throwing more money at the problem is a viable 
solution.
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There are five million Canadians across 
the country without a family doctor.7 As a 
result of this shortage, timely access to 
care is a serious challenge, especially in 
Quebec. In 2021, 69% of Quebecers 
were concerned about access to health 
services,8 and rightly so—nearly one in 
five Quebecers is currently without a 
family doctor,9 and the wait to get one 
averages 599 days in the province.10

Quebec struggles to provide adequate 
access to primary care, as indicated by 
the percentage of the population without 
access to a primary health care provider, 
which has consistently been higher than 
all other provinces in recent years (see 
Figure 2). This is in spite of the province 
spending over $47 billion11 on its health 
care system in 2019, before COVID. At 
10.2% of GDP,12 Quebec spent as much 
as the Netherlands in 2019, but had a 
mere 2.5 physicians per 1,000 compared 
to 3.7 in the Netherlands.13 This is a clear 
indication of Quebec’s inefficient use of 
resources, as are lengthy waitlists for spe-
cialists and surgeries.14

The lack of access is a serious concern, as 
primary care is an important resource for 
chronic disease prevention and management.15 Studies 
conducted among OECD countries have shown that 
stronger primary care systems are associated with bet-
ter population health outcomes such as lower mortality 
rates,16 decreased rates of hospitalizations for ambula-
tory care,17 reduced avoidable emergency room use 
and hospitalizations,18 and higher infant birth weight 
and life expectancy,19 not to mention lower system 
costs.20 With a population that is aging as fast as 
Quebec’s,21 it would be irresponsible to leave the 
shortage of doctors in the province unaddressed. 

HOW DID WE GET HERE?
There are several legislative, regulatory, and administra-
tive factors that contribute to the shortage of physicians 
in Quebec. First, medical school quotas in the province 
greatly limit the capacity to increase the number of 
practising doctors. While authorities have announced 
an increase in the number of students that can be 
admitted into medical programs in the years to come,22 
for the 2020/21 school year, Quebec’s four medical fac-
ulties admitted only 966 students while rejecting 9,553 
others.23 With such a low admission rate, the province 
will have at most 0.11 new doctors per 1,000 popula-
tion once the 2020/21 cohort graduates, assuming 
every single one of the students does graduate from 
medical school and begin their practice in Quebec.24

The accreditation process is also particularly burden-
some in Quebec, which makes the province less attract-
ive to foreign medical school graduates or physicians 
from elsewhere in Canada. Indeed, Quebec’s propor-
tion of foreign-trained physicians has been decreasing 
over the past two decades, and stood at just 8.2% in 
2020, the lowest rate in the country, compared to a 
Canadian average of 25.7%25 (see Figure 3).

This low ratio is all the more surprising when consid-
ering the fact that Quebec has had an agreement with 
France since 2008 that recognizes the training and 
licenses acquired for various professions, including 
nurses and doctors.26 However, the Quebec-France 
agreement is severely limited by bureaucracy, and hun-
dreds of qualified French physicians are routinely 
denied the right to practise in Quebec.27 For example, 
in 2016, only 44% of French doctors who applied for a 
license were granted one.28 In addition, Quebec doc-
tors in France obtain a permit and begin practising in 

Nearly one in five Quebecers is 
currently without a family doctor, and 
the wait to get one averages 599 days. 
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Figure 1

Total health expenditure as a share of GDP and physicians 
per 1,000 population, select OECD countries, 2019

 
Note: These are the 28 OECD countries that have a universal health care system and that are considered to be 
high-income according to the World Bank, and the average is of these 28 countries. Due to data availability, the 
number of physicians per 1,000 population for Denmark, Japan, and Sweden is from 2018, for Luxembourg is from 
2017, and for Finland is from 2014. The number of physicians refers to the number of practising physicians in all 
countries except Greece and Portugal, which refers to the number of physicians licensed to practise.  
Source: OECD.Stat, Health Care Resources: Physicians, consulted March 8, 2022; OECD.Stat, Health expenditure 
and financing, consulted March 10, 2022.  
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less than two months, whereas for 
French doctors, if successful, the process 
often takes more than two years.29

Quebec is not a destination for doctors 
from other provinces, either. In fact, over 
the past twenty years, only six years saw 
more doctors moving to Quebec from 
other provinces rather than the other 
way around.30 Research shows that phys-
icians’ interprovincial migration decisions 
can be grouped into a number of cat-
egories: personal characteristics, con-
siderations pertaining to professional 
practice, family concerns, level of com-
pensation, and community characteris-
tics.31 The bureaucratic hassle of 
licensing and accreditation is a signifi-
cant factor that impacts the mobility of 
physicians.32

So, not only is Quebec not attracting 
enough foreign-trained physicians; it is 
also not attracting physicians from other 
provinces, despite a level of remunera-
tion in 2018/2019 roughly equal to the 
Canadian average.33 Therefore, the low 
number of new medical school gradu-
ates joining the health care system is not supple-
mented enough by the arrival of doctors from other 
countries or from other provinces.

Moreover, like the population, the pool of practising 
doctors is aging. Indeed, over the past ten years, an 
average of 14.5% of physicians in Quebec were older 
than the traditional retirement age of 65.34 A survey by 
the College of Family Physicians of Canada reported 
that 32.3% of physicians aged 65-74 planned on retir-
ing within two years, as well as 35.4% of those over the 
age of 75.35 Given the age distribution of physicians in 
the province, Quebec could be looking at a loss of 
approximately 1,083 doctors by 2024, representing 
more than an entire medical school cohort at current 
admission rates.36

There is also a lack of succession in family medicine, 
exemplified by an increase in unfilled family residency 
spots in the province.37 In fact, since 2013, there have 
been 400 unfilled positions across the province.38

But how many doctors do we need? Even the 
Canadian Medical Association does not know the 

answer.39 To reach the 2019 OECD average of 3.8 
physicians per 1,000 population from its current 2.5, 
Quebec would need to increase the pool of physicians 
by approximately 10,135 overnight.40 Considering the 
current size of Quebec’s medical school cohorts, the 
low rate of entry of medical professionals from other 
jurisdictions, and the age distribution of doctors 
coupled with the expected retirement rate, at the cur-
rent pace it would take Quebec 37 years to reach the 
2019 OECD average41 (see Figure 4).

WHAT CAN BE DONE? FIRST, MAKE BETTER 
USE OF EXISTING RESOURCES
Quebec needs to increase access to health care for its 
residents. In addition to allowing mixed practice and 
expanding the participation of private facilities in the 
provision of care,42 one of the simplest things to do in 
the short term is to make better use of existing health 
care resources. This can be accomplished through 
the delegation of more tasks and procedures to Spe-
cialized Nurse Practitioners (SNP) and pharmacists, 
both of which have medical training that can approach 
that of doctors in certain regards.43 This will free up 
doctors to treat more complex cases or take on new 
patients.

Recent legislative changes within the province of 
Quebec have expanded the scope of practice of SNPs 
to include the diagnosis of certain diseases, the pre-
scription of some diagnostic tests, performing some 

Given the age distribution of 
physicians in the province, Quebec 
could be looking at a loss of 
approximately 1,083 doctors by 2024.
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Figure 2

Proportion of residents without a primary health care 
provider, 2015-2019

 
Sources: Statistics Canada, “Primary health care providers, 2017,” Government of Canada, February 21, 2019, 
p. 4; Statistics Canada, “Primary health care providers, 2019,” Government of Canada, October 22, 2020, p. 4; 
Statistics Canada, “Table 13-10-0096-01: Health characteristics, annual estimates”, 2021.
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Pharmacists and physicians have different priorities 
when it comes to patients, and the best use of existing 
resources is to focus on areas of expertise. For 
example, drug-related issues or concerns can easily be 
dealt with by a pharmacist, whereas a physician’s atten-
tion should be sought for conditions requiring a clinical 
diagnosis.50 As drug-related problems account for 
more than 10% of ER visits across the country, effective 
collaboration between physicians and pharmacists can 
reduce drug-related hospital visits.51

Communication is key, both for patients and providers. 
Patients need to know how and where to appropriately 
seek care, and providers need to refer appropriately 
and collaborate as needed. This not only has the 
potential to free up doctors’ time to take on the more 
complex medical cases and increase access to care 
overall, but it also provides patients with the best pos-
sible care.

NEXT, INCREASE THE SUPPLY
Ending medical school quotas is a surefire way to 
increase the number of doctors in the province. Since 
medical training takes six to eleven years to com-
plete,52 not counting the several years of academic 
training or any additional preparatory work beforehand, 
there is no time to waste.

Another option is to attract additional resources by 
reducing the profession’s barriers to entry. People move 
between provinces or countries for a wide range of rea-
sons, but in deciding whether to do so, the associated 

medical procedures (sutures, joint infil-
tration, etc.), and the prescription and 
administration of certain medications, 
among other things.44 The amendments 
also rendered SNPs autonomous, so 
they are no longer required to continu-
ously work in partnership with a phys-
ician.45 These changes allow SNPs to 
provide more comprehensive care to 
patients, many of whom would have 
otherwise occupied a physician’s time.

These are welcome additions to SNPs’ 
scope of practice, but more could be 
done regarding the treatment of mental 
health problems, which is reserved 
exclusively to nurse practitioners spe-
cialized in mental health, thus limiting 
the practice of SNPs of other specialties 
when evaluating these problems. For 
example, a nurse practitioner special-
ized in primary care cannot act 
independently with her patient pre-
senting with symptoms related to a 
diagnosis of depression or anxiety. 
These mental health issues are increas-
ingly common in the population, and services in this 
field are lacking.

Considering that the rate of increase of these profes-
sionals far outpaces the growth in the number of phys-
icians—over the past decade, there has been a 465% 
increase in the number of active SNPs in Quebec46—
making full use of these health professionals is a must. 
Doctors, though, have historically resisted the 
increased autonomy of SNPs.47

There is also an abundant supply of pharmacists in 
Quebec whose scope of practice can include tasks that 
occupy a doctor’s time. With 1.1 per 1,000 population, 
there are more pharmacists practising in the province 
than in many of the other high-income taxpayer-funded 
health systems.48 Bill 31, which came into force in 
2020, expanded the scope of practice of pharmacists 
to allow them to prescribe certain medications, admin-
ister vaccines and some other medications, and adjust 
and/or renew a patient’s current prescriptions, among 
other tasks.49 As with SNPs, expanding the scope of 
practice of these highly trained and highly skilled pro-
fessionals will increase front-line access to health 
services.

Ending medical school quotas is a 
surefire way to increase the number of 
doctors in the province.
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Percentage of foreign-trained doctors, 2020

 
Source: Authors’ calculations. Canadian Institute for Health Information, “Supply, Distribution and Migration of 
Physicians in Canada, 2020 — Historical Data, Table 1 Physician workforce, by jurisdiction, Canada, 1968 to 2020,” 
2021.
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A significant increase in the number of medical school 
admissions (48%) coupled with the integration of more 
foreign-trained doctors were some of the tactics 
employed.56 As a result, the number of physicians in 
Canada grew from 2.0 physicians per 1,000 population 
in 2003 to 2.5 physicians per 1,000 in 2013, a 25% 
increase.57

Accessibility is one of the five principles of the Canada 
Health Act.58 To meet this condition, the Quebec gov-
ernment should consider how to best increase the num-
ber of physicians in the province. Indeed, with 91% of 
Quebecers agreeing that there is a need to improve 
health care capacity, this should be one of its top 
priorities.59

costs—including processing times and 
administrative and regulatory hurdles to 
exercising one’s profession—are carefully 
considered. These barriers are an added 
cost to migration and therefore a disin-
centive to moving to Quebec. Easing the 
bureaucratic load in the accreditation 
process and the recognition of creden-
tials is one way to increase the supply of 
doctors in the province.

Looking to other provinces for inspira-
tion, Alberta has taken steps to increase 
interprovincial labour mobility with its Bill 
49, passed in late 2021. This bill intro-
duced a maximum timeline of 20 busi-
ness days to recognize credentials and 
training from other Canadian provinces 
for physicians and surgeons, among 
other regulated professions.53 Standard-
izing and streamlining processes enhan-
ces provincial labour mobility, and more 
skilled workers are expected. This is 
something Quebec should also consider, 
in addition to a similar removal of the 
barriers for foreign-trained doctors. It 
could start by making better use of the agreement with 
France and streamlining the applications of French 
doctors, just as France has done for Quebec 
applications.  

CONCLUSION
The role of private sector care providers in Quebec 
must be expanded to finally improve access to health 
care for Quebecers. As outlined above, to address the 
lack of doctors and ensure proper staffing in all facili-
ties, the government should also:

1. Make the best use of existing health professionals, 
such as SNPs and pharmacists, to reduce the pres-
sure on a physician’s time, therefore providing 
additional availability to other patients and more 
complex cases; 

2. Eliminate medical school quotas, which will 
increase the number of trained physicians and also 
allow the backlog of residency positions to resolve; 

3. Expand the health care workforce with foreign-
trained doctors and doctors from other provinces 
by easing the regulatory barriers to entering the 
Quebec workforce.

These recommendations are tangible and concrete. In 
fact, they have been employed in Canada to some 
extent in the past. During the 1990s, the number of 
physicians decreased across the country,54 and between 
2003 and 2013, efforts were made to remedy this.55 

Quebec could start by streamlining the 
applications of French doctors, just as 
France has done for Quebec applications.
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Figure 4

Years for Quebec to reach the 2019 OECD average number 
of physicians per 1,000, based on various factors 

 
Note: Based on the current average growth rate of 2% a year for the number of physicians, as well as the average 
annual growth rate of 1% for the population of Quebec. *The OECD average is for the 28 countries in Figure 1. 
Source: Authors’ calculations. Canadian Institute for Health Information, “Supply, Distribution and Migration of 
Physicians in Canada, 2020 — Historical Data, Table 1 Physician workforce, by jurisdiction, Canada, 1968 to 2020,” 
2021; OECD.Stat, Health Care Resources: Physicians, consulted March 8, 2022.
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