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In tro duc tion

In re view ing the var i ous ap proaches to hu man re sources 

(HR) anal y sis in med i cine—and for psy chi a try in

par tic u lar—the strengths and ca ve ats of each are

high lighted. De spite its sig nif i cant draw backs, the most

com mon start ing point in as sess ing psy chi at ric hu man

re sources (PHR) is the psy chi a trist-to-pop u la tion ra tio.

Past es ti mates of both ac tual and rec om mended ra tios

are dis cussed, and a new rec om men da tion for a Ca na dian 

stan dard is made by ad just ing for cur rent in for ma tion

on male-to-fe male ra tios and pro duc tiv ity in the pro fes sion.

Dy namic fac tors that af fect PHR are re viewed.

Al though both un der- and post grad u ate med i cal

ed u ca tion has been un der go ing sig nif i cant ex pan sion

for about 10 years, it is not clear that post grad u ate

psy chi at ric train ing is grow ing at the same rate as other

med i cal fields. Recommendations are made to assist the 

Canadian Psychiatric Association (CPA) in defining its

role regarding PHR advocacy.
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Pre am ble
In ter est in HR plan ning for the health care sec tor in
Can ada has par al leled the de vel op ment of mod ern
so cial ized med i cine. Gov ern ment’s in creas ing in volve ment
in or ga niz ing health care ser vices has been as so ci ated
with es ca lat ing pres sures to ra tio nally bal ance the
com pet ing in ter ests in volved. Re spon si bly us ing pub lic
re sources and tax rev e nue, meet ing the broad health
care needs of the pub lic, and re spect ing the au ton omy
of self-gov ern ing pro fes sions are ex am ples of the var i ous 
pri or i ties rel e vant to this area. Against this back ground, 
and for phy si cians and med i cal care spe cif i cally, there
are a host of re lated ques tions: What re sources are needed
to pro vide med i cal services? How many physicians do
we need? What is their role in health care?

Al though gov ern ment may have a pri mary pub lic duty
to wres tle with these is sues, there are other con stit u en cies
in the pol icy-set ting pro cess who also have an in ter est
in med i cal–PHR plan ning. These in clude many
pro fes sional groups and as so ci a tions, ad vo cacy groups,
and the lay pub lic, all of whom are in ter ested in ob tain ing
use ful guid ance around these ques tions. This Position
Pa per aims to con trib ute to this debate from the perspective
of the CPA.

The CPA has rec og nized for some time that, de spite
pre vi ous ef forts, many ques tions re gard ing PHR
plan ning re mained un an swered, im ped ing the de vel op ment
of na tional rec om men da tions. In an at tempt to move
for ward, in 2002 the CPA Board of Di rec tors in structed 
the 10-mem ber Coun cil of Prov inces to de velop a
back ground pa per on PHR plan ning. The man date
included the following objectives:

1. To develop a frame work for pro vin cial and national 
PHR, con sis tent with the men tal health needs of the 
pop u la tion.

2. To list and describe the vari ables rel e vant to PHR
plan ning.

3. To ensure that the dis cus sion incor po rates the
evolv ing and sig nif i cant mul ti ple roles of
psy chi a trists.

The Back ground Pa per1 that emerged from this ini tia tive
was use ful in pro mot ing in ter nal dis cus sions at CPA;
how ever, for var i ous rea sons, it was never re leased for
ex ter nal use. Nev er the less, the de mand for a CPA-gen er ated 
view of psy chi at ric re sources has—if any thing—in creased,
in con cert with the ex pand ing pub lic aware ness of
men tal health is sues, the suc cesses of psy chi at ric
re search, and more re al is tic ac knowl edge ment from
gov ern ment re gard ing the ex tent of men tal health
prob lems. This Position Pa per (hence forth re ferred to as 
the Pa per) aims to build on the ground gained by its
pre de ces sor. The Pa per is in tended to pro vide
back ground in for ma tion for in ter nal CPA use, rep re sent 

cur rent CPA think ing to external stakeholders, and set
the stage for continuing work in this area.

It needs to be stressed at the out set that, as the Pa per will
make clear, there can be no ob jec tive, uni ver sal an swer
to the ques tion, How many psy chi a trists do we need?
Plan ning for health ser vices such as psy chi a try in volves 
sim i lar con sid er ations as for other pub lic works. Thus
ask ing, How many psy chi a trists do we need? is in some 
ways akin to ask ing, How many roads do we need? The 
an swer de pends on what the roads are for, how the
com mu nity is or ga nized, what kinds of ac tiv ity oc curs
in the com mu nity, and so on. It is very dif fi cult to de fine
spe cific road needs for a given pop u la tion, a pri ori, but
much eas ier to state, Cur rent and pro jected traf fic
pat terns dictate a need for this kind of road, here, now.

This Pa per aims to re view the is sues and fac tors rel e vant
to PHR plan ning as it oc curs at var i ous times and places
in Can ada. Be fore fo cus ing on fac tors im ping ing on
psy chi at ric re source al lo ca tion is sues—and for the
ben e fit of ex ter nal read ers—the Pa per out lines the
na ture of the re source it self (that is, psy chi a trists). It
then sum ma rizes cur rent views on HR is sues from a
gen eral med i cal as well as more spe cif i cally psy chi at ric 
per spec tive. Fi nally, it draws to gether some prac ti cal
rec om men da tions in dealing with the PHR question on
an ongoing basis.

The Def i ni tion of a Psy chi a trist

Psy chi a try is that branch of med i cine “con cerned
with the biopsychosocial study of the eti ol ogy,
as sess ment, di ag no sis, treat ment, and pre ven tion of
men tal, emo tional, and be hav ioural dis or ders alone
or as they co ex ist with other med i cal or sur gi cal
dis or ders across the life span.”2, p 1 Psy chi a trists,
then, have trained as med i cal doc tors and then have 
gone on to specialize in psychiatry.

For train ing, en try into med i cal stud ies in Can ada
re quires prior postsecondary ed u ca tion; a fre quent
min i mum stan dard is a bach e lor’s de gree in sci ence or a 
re lated field (3 to 4 years). A Doc tor of Med i cine (MD) 
de gree (3 to 4 years) is con ferred by pro vin cially
sanc tioned, uni ver sity-based in sti tu tions. Af ter re ceiv ing
their MD de gree, pro spec tive psy chi a trists un dergo a
min i mum of 5 years’ ad di tional ac cred ited psy chi at ric
train ing and be come cer ti fied spe cial ists through na tional 
ex am i na tion. Spe cial li censes for In ter na tional Med i cal
Grad u ates may be granted by pro vin cial li cens ing bod ies, 
in de pend ent of the fore go ing, when train ing and skill
can be as sessed and at tested to lo cally. The train ing
re quire ments for psy chi a try are set out by the Spe cialty
Com mit tee of the Royal Col lege of Phy si cians and
Sur geons of Can ada (RCPSC). Post grad u ate train ing
pro grams are reg u larly re viewed and ac cred ited on a
na tional ba sis.2–4 From a PHR plan ning per spec tive, it is 
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im por tant to note that the train ing of a gen eral psy chi a trist
is a 10- to 15-year postsecondary ed u ca tion pro cess and 
fur ther train ing is re quired for subspecialization. De ci sions 
af fect ing the postsecondary ed u ca tion en vi ron ment in
med i cal and psy chi at ric training will therefore impact
the services available to the health care system and the
general public at least a decade later.

Psy chi a trists pro vide their ser vices across the age range 
and in var i ous treat ment lo ca tions. Within their scope
of prac tice are nu mer ous subspecialty groups de fined
by dis tinct knowl edge and skill sets such as child–
ad o les cent psy chi a try, fo ren sic psy chi a try, and ge ri at ric 
psy chi a try. All psy chi a trists are trained to ap proach
clin i cal prob lems us ing a range of mod els from var i ous
the o ret i cal frame works.2,4 These are used to “un der stand
the so cial, de mo graphic and cul tural fac tors that are of
rel e vance . . . and weigh the rel e vant in flu ences of
de vel op men tal, bi o log i cal, so cial, and psy cho log i cal
fac tors in the pre sen ta tion”5, p 7 of the pa tient. Psy chi a trists
are the only men tal health pro fes sion als who may: con duct 
phys i cal ex am i na tions; or der and in ter pret lab o ra tory
tests; or der elec tro en ceph a lo grams and brain-im ag ing
stud ies such as com puted ax ial to mog ra phy, mag netic
res o nance im ag ing, and pos i tron emis sion scan ning;
and pre scribe med i ca tion. The abil ity to clin i cally
in te grate med i cine, psy chi a try, neu ro sci ence, psy chol ogy,
and so cial sci ence com prises a unique skill set that
per mits the psy chi a trist to “ar rive at a mul ti di men sional 
for mu la tion and di ag nos tic ap praisal”5, p 7 which drives
the biopsychosocial man age ment plan. This in te gra tive
function implies that psychiatric services are most
needed where patient problems are complex, severe, or
requiring interventions from multiple domains.

As spe cial ist phy si cians, psy chi a trists typ i cally pro vide
sec ond ary and ter tiary ser vices more than they do pri mary
care. Psy chi a trists may pro vide di rect ser vice to pa tients 
who are re ferred to them from oth ers—of ten fam ily
phy si cians. They may also de liver care as part of a
treat ment team, or act as a con sul tant to other health
care pro fes sion als or agen cies. Sim i lar to other med i cal–
sur gi cal teams, the de gree of clin i cal re spon si bil ity
un der taken by the psy chi a trist oc curs on a spec trum that
in cludes as sum ing full re spon si bil ity as an in de pend ent
pro fes sional for a pa tient’s care, del e gat ing some
re spon si bil i ties to other health care pro fes sion als, and
be ing in volved in sys tems of dis trib uted re spon si bil ity.
Man ag ing re spon si bil ity along this spec trum is a nat u ral 
con com i tant of gen eral psy chi at ric train ing, and it makes
it pos si ble to am plify psy chi at ric clin i cal pro duc tiv ity.
Rel e vant to PHR plan ning, one psy chi a trist work ing in
a well-run clinical team can provide effective psychiatric
input equal to many multiples of psychiatrists acting
alone.

Psy chi a trists are fun da men tally trained as cli ni cians:
phy si cian spe cial ists who can as sess and treat peo ple
with men tal ill ness. How ever, apart from clin i cal
psy chi a try, many psy chi a trists have ad di tional train ing
and skills in do mains such as ed u ca tion, re search,
ad min is tra tion, pro gram plan ning, ad vo cacy, and
con tin u ous qual ity im prove ment. Par tic u larly im por tant 
for psy chi a trists—as for all spe cial ist phy si cians in
Can ada—has been the RCPSC’s de vel op ment of the
Ca na dian Med i cal Ed u ca tional Di rec tions for Spe cial ists
(CanMEDS) frame work for spe cial ist ed u ca tion.6 This
ini tia tive for mally rec og nizes the need not only for
clin i cal knowl edge re gard ing a med i cal field but also
for ap pro pri ate skills in the ar eas of teach ing, team
re la tions, and var i ous other pro fes sional roles. This
broader re for mu la tion of the med i cal spe cial ist has
im pli ca tions for PHR plan ning be cause it recognizes
that many psychiatrists will spend significant time
(or whole careers) in nonclinical fields of work.

Con sid er ations in Med i cal HR 
and PHR Plan ning

Dis cus sions of PHR gen er ally pre sume a fo cus on
de fin ing the treat ment and treat ment re sources re quired
for a given pop u la tion: it is a clin i cally fo cused ex er cise.
It is use ful, then, to be re minded of the many nonclinical
roles that even gen eral psy chi a trists ful fill. These roles
in clude po si tions in ad min is tra tion, re search, ed u ca tion, 
and some forms of agency con sul ta tion. Per haps even
more than with PHR plan ning for di rect clin i cal ser vice, 
de fin ing the ap pro pri ate re source lev els for these roles
is not pos si ble with out mak ing many as sump tions. This
Pa per fo cuses mainly on di rect psy chi at ric clin i cal care
ser vices but ac knowl edges the im por tance of these other
ar eas. It should be rec og nized that—what ever the amount
of ac tiv ity spent in them—the re sources used in these
do mains do di vert psy chi at ric clin i cal re sources from
pa tient care. Con se quently, clin i cally driven PHR
es ti mates will be an underestimate of this more global,
true need for psychiatric resources.

For clin i cal med i cal ser vices, per se, there is a tra di tion
that bases med i cal HR anal y ses on prac ti tio ner-to-gen eral
pop u la tion ra tios. Such ra tios are os ten si bly use ful be cause 
they are rel a tively easy to mea sure; how ever, there are
many prob lems with this ap proach. First, the va lid ity of
rec om mended ra tios in psy chi a try is un cer tain. For ex am ple,
early rec om men da tions of psy chi a trist-to-pop u la tion ra tios
were quite ar bi trary, rang ing from what was prac ti ca ble
to what seemed to be a con sen sus.7–11 Sec ond, they
neither take into ac count the wide range of ex per tise,
roles, and ser vices in which psy chi a trists en gage, nor the
shift ing epidemiologic, treat ment, and out come land scape.8,12

Third, al though nu mer ous rec om mended ra tios have
ac tu ally been achieved in var i ous times and places,
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there has never been any ev i dence of ex cess psy chi at ric 
re sources.10,13 These sig nif i cant ca ve ats not with stand ing,
psy chi a trist-to-pop u la tion ra tios have an intuitive
usefulness as a starting point in PHR planning at the
population or whol-community level.

The prob lems with prac ti tio ner-to-pop u la tion ra tios in
driv ing med i cal HR plan ning have led to the de vel op ment
of other ap proaches.11,14 These in clude bench mark, needs-
based, and de mand-based anal y ses. In a bench mark
anal y sis,15 phy si cian re sources in a par tic u lar ju ris dic tion
are com pared with those of a bench mark re gion, the
aim is to min i mize the med i cal workforce with out
ac cru ing ad verse health con se quences for the pop u la tion
of in ter est. In its fa vour is the feel ing that a bench mark
ap proach to med i cal HR plan ning is an chored more in a 
real-world, at tain able stan dard of re source avail abil ity.
How ever, some ar gue that vari a tions in so cial and eco nomic 
fac tors be tween re gions erode the com pa ra bil ity and
there fore the va lid ity of bench mark anal y ses.16 For
ex am ple, the med i cal ser vice needs of Van cou ver’s east 
side are very dif fer ent from those of other ur ban cen tres.
Oth ers ques tion the prem ise that the best al lo ca tion of a 
med i cal re source is, by def i ni tion, the min i mum med i cal
re source. There may al ways be some ju ris dic tion that
ap pears to func tion with ever-fewer med i cal re sources,
and it appears a dubious method to employ such moving
and ever-shrinking yardsticks to drive resource
allocation decisions.

A needs-based ap proach aims to iden tify the op ti mal
level of med i cal re source ac cord ing to what is re quired
in the com mu nity.17–19 This ap proach re quires de tailed
epidemiologic knowl edge about who needs treat ment,
who spe cif i cally needs a phy si cian’s at ten tion, op ti mal
care and out come maps for dis ease man age ment, and
cur rent phy si cian re sources. While the ad van tages of an 
ob jec tively de fined model of med i cal ser vice need are
self-ev i dent, many of the pa ram e ters re quired for this
anal y sis must ei ther be as sumed with lit tle data or they
be come in creas ingly com pli cated as one at tempts their
def i ni tion. In ad di tion, the roles of the phy si cian
vis-à-vis other health care pro vid ers (and there fore HR
pa ram e ters for phy si cians and oth ers) are sig nif i cantly
shaped not just by clinical factors but by sociopolitical
considerations as well (Appendix 1).

A de mand-based anal y sis rec og nizes that the
epidemiologically de fined, so-called sick pop u la tion is
not the same as the so-called help-seek ing pop u la tion.
This ap proach of ten uses cur rent health care uti li za tion
data to es ti mate true ser vice de mand, but in so do ing
can re in force undesireable as pects of ex ist ing ser vice
uti li za tion pat terns. More over, de mand-based anal y sis
downplays the fact that de mand can be a func tion of
ser vice avail abil ity: if there is more ser vice avail able,
there will be more de mand.15

In ap ply ing these 3 med i cal HR plan ning ap proaches to
psy chi a try, their strengths and weak nesses emerge in
the men tal health con text. For ex am ple, iden ti fy ing
valid and re li able di ag nos tic cri te ria for men tal ill nesses 
is an un fin ished pro ject for psy chi a try, mak ing it
dif fi cult to ob jec tively de fine di ag no sis-based ser vice
needs. In ad di tion, the cur rent biopsychosocial
un der stand ing of men tal ill ness im plies that there are
mul ti ple and equally valid un der stand ings of causal
fac tors and av e nues for in ter ven tion for peo ple with
men tal ill ness. How these im pact the role and there fore
HR re quire ments for psy chi a try—es pe cially in the
set ting of the multidisciplinary men tal health care
team—is com pli cated by many sociopolitical
con sid er ations10,18,20–23 (Appendix 1).

With these var i ous anal y ses hav ing so many ca ve ats, it
is not sur pris ing that psy chi at ric HR plan ning of ten
pro ceeds from more prag matic con sid er ations. For
ex am ple, Brit ish au thor i ties have con cluded that it is
prob a bly im pos si ble to pre cisely de fine psy chi at ric
re source needs.24 PHR rec om men da tions may there fore
be based on con ser va tively main tain ing or mod estly
in creas ing cur rent staff ing po si tions,22 ig nor ing the
ques tion as to whether these are op ti mal or even
ad e quate. In this view, psy chi at ric staff ing lev els are
de ter mined not by how much the ser vice is re quired but 
by how much the funding agency (that is, government)
can afford.

Other ju ris dic tions have de vel oped mixed ap proaches
that use a range of pa ram e ters to plan men tal health
ser vices. For ex am ple, the US Health Re sources and
Ser vices Ad min is tra tion de fines geo graphic ar eas of
men tal health pro fes sional short age ac cord ing to a
grad u ated “core men tal health pro fes sional”25, p 2 to
pop u la tion ra tio. Ra tio gra da tions de pend on the mix of
pro fes sion als avail able. The en tire ra tio scale can then
be shifted if un usu ally high needs are pres ent, as
de fined by spe cific lev els of pov erty, high youth or
el derly pop u la tions, or el e vated sub stance abuse
fre quency. Sim i lar con sid er ations are used to de fine
staff short ages in des ig nated fa cil i ties and com mu nity
men tal health cen tres25, 26 (Appendix 2).

In the ab sence of one ob jec tive so lu tion to the PHR
ques tion, it is sen si ble to em ploy the range of tools that
bear on this is sue.14,27,28 Ju di cious ap pli ca tion of bench mark, 
needs-based, and de mand-based prin ci ples may of fer a
more use ful syn the sis of PHR un der stand ings than any
one sin gle ap proach, par tic u larly as these are suited to
dif fer ent lev els of anal y sis. For ex am ple, it is very
dif fi cult to doc u ment a def i nite or spe cific re quire ment
for par tic u lar psy chi at ric ser vices at a na tional level,
whereas it is much eas ier to state how and why an
ad di tional psy chi a trist is needed for a par tic u lar in pa tient
ser vice or out pa tient pro gram. Thus broad ap pli ca tion
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of pro fes sional ra tio data at the pop u la tion level
pro vides a rough pic ture of the o ret i cally avail able
psy chi at ric re sources. How these are de ployed may be
re fined through the use of epidemiologic-based es ti mates 
of ser vice need on a com mu nity or re gional ba sis.
Be cause they are pa tient-near, needs and de mands
as sessed at the lo cal, clin i cal ser vice, and in di vid ual
pa tient lev els pro vide the most spe cific and clin i cally
immediate data on which to base PHR considerations.
For each of these 3 approaches, there are 2 domains of
interest:

1. Esti mates of cur rent param e ters (for exam ple,
resources, needs, and demands).

2. Esti mates of prob a ble trends.

Es ti mates of Cur rent PHR Pa ram e ters
Es ti mates of Workforce Size

All PHR anal y ses have a com mon need to as sess
ex ist ing psy chi at ric ser vice re sources. For many years,
es ti mates of PHR were based on the counts of li censed
psy chi a trists in the var i ous pro vin cial ju ris dic tions.
These data are al ready col lected on a rou tine ba sis by
pro vin cial and na tional col leges. They are also ob tained 
by other agen cies (for ex am ple, the Ca na dian Med i cal
As so ci a tion [CMA], the Ca na dian In sti tute for Health
In for ma tion [CIHI], and Scott’s Med i cal Da ta base) that 
re view them for var i ous pur poses. As a first ap prox i ma tion, 
this in for ma tion pro vides an in di ca tion of psy chi at ric
re sources avail able across the spec trum of all med i cal
pro fes sional roles that call for a li censed psy chi a trist.
How ever, the use of col lege li cense data to es ti mate
clin i cal ser vice re sources in par tic u lar is prob lem atic.
For ex am ple, the as sump tion that all li censed psy chi a trists 
work on an equal, full-time ba sis leads to over es ti ma tion
of avail able clin i cal PHR. There is also a small—but
sig nif i cant—num ber of psy chi a trists who hold li censes
in more than one ju ris dic tion. Con versely, there is a
group of nonpsychiatrist phy si cians who work only in
men tal health and therefore are nonpsychiatrist
con tri bu tors to psy chi at ric men tal health care. Within
the context of these 3 limitations, licensing data will
continue to be an important component to PHR planning.

Var i ous sur veys have been used over the years to try
and cap ture the ac tual ac tiv i ties of psy chi a trists.29,30

Phy si cian work load in for ma tion has also been col lected 
in se quen tial CMA sur veys from 1997 to 2003. In 2004,
the CMA joined with the RCPSC and the Col lege of
Fam ily Phy si cians of Can ada in a col lab o ra tive sur vey
of all phy si cians’ pro fes sional work ac tiv i ties to be
done ev ery 3 years.31 For psy chi a try, the re sults of these 
Na tional Phy si cian Sur veys (NPSs) in di cate a mean
work week of 50 hours, of which about 37 hours are
given to pa tient care (di rect or in di rect). These ag gre gate
re sults are quite sim i lar to those of many other clin i cal

spe cial ties and also ap pear sta ble over 2 sur vey cy cles.
How ever, com par ing these re sults to ear lier ef forts
raises the is sue of meth od olog i cal con sis tency. For
ex am ple, ear lier data29 sug gested that the av er age
psy chi at ric work week was 46 hours, but a break down
of spe cific work ac tiv ity and more de tail about the
hourly dis tri bu tion is not avail able. It is im por tant for
PHR plan ning to dis tin guish whether a pro fes sion’s
av er age work hours is be ing driven by many com pa ra ble 
prac ti tio ners or by very dis pa rate sub groups of, for
ex am ple, part- com pared with full-time, or cli ni cians
com pared with ed u ca tors. With a con sis tent 30% to
35% re sponse rate, it is expected that the NPS will
continue to provide standardized and robust data on
these areas to permit comparisons over time.

While the NPSs are an im por tant com po nent in med i cal 
HR data col lec tion, it re mains dif fi cult to trans late
self-re ports of hourly work load into stan dard workforce 
size es ti mates. For ex am ple, re ports of hours worked tend
to ig nore sig nif i cant vari abil ity in ser vice pro duc tiv ity
per hour.32 Prog ress in es ti mat ing the size of the clin i cal 
psy chi at ric workforce in Can ada par al lels the evo lu tion
of the CIHI meth od ol ogy. Dur ing the past 10 years,
CIHI has de vel oped mea sures of ac tual phy si cian out put
based on pro vin cial health care bill ing data, which yield 
es ti mates of psy chi a trist num bers in terms of Full-Time
Equiv a lents (FTEs).34 Note that this anal y sis is based on 
fee-for-ser vice (FFS) in for ma tion and so does not cap ture
work per formed un der other forms of re mu ner a tion.
This is im por tant for psy chi a try be cause of sig nif i cant
re gional vari a tions in the amount of clin i cal work that is 
done un der other ar range ments such as ses sional bill ing,
con tracts, or sal ary. More re cently there have been
ef forts to sup ple ment CIHI’s FFS in for ma tion with that
from phy si cians work ing un der Al ter na tive Pay ment
Plans (APPs) be cause of the pop u lar ity of these pay ment
schemes in cer tain ar eas of Can ada.33 Un for tu nately,
psy chi a try-spe cific APP data have not been avail able to 
this point. Also missing in CIHI datasets are specific
data on psychiatric subspecialties (that is, forensic,
child–adolescent, and geriatric).

Over all, then, there are nu mer ous ap proaches to
as sess ing the psy chi at ric workforce. Each is suited to a
par tic u lar pur pose and each has sig nif i cant ca ve ats.
This is high lighted in Ta ble 1 where li cens ing data are
shown with FFS-de rived mea sures. As might be
ex pected, in any par tic u lar ju ris dic tion the num ber of
li censed psy chi a trists is greater than the num ber of
psy chi a trists work ing on an FFS ba sis. This dis crep ancy
re flects the many psy chi a trists who are paid for clin i cal
work by non-FFS av e nues, and those who are en gaged
in nonclinical work en tirely. In most prov inces, there
are more func tional psy chi a trists (based on FTEs) than
there are FFS psy chi a trists. This partly re flects the
part-time cli ni cians who cu mu la tively con trib ute to the
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FTE count but who are not cap tured in the FFS def i ni tion 
(col umn 2), and the fact that—for a sig nif i cant
pro por tion of psychiatrists billing more than $60 000
—their output exceeds one FTE.

Psy chi a trist-to-Pop u la tion Ra tios

Also shown in Ta ble 1 are pop u la tion-to-psy chi a trist
ra tios un der 2 mea sures of psy chi at ric re sources. In
gen eral, the greater num ber of li censed psy chi a trists
com pared with FFS psy chi a trists leads to higher
pop u la tion-per-FTE psychiatrist figures.

At a pop u la tion level, note that CIHI es ti mates of
pop u la tion per psy chi at ric FTE com pare rel a tively
fa vour ably with prior lit er a ture on PHR plan ning. For
in ter na tional per spec tives, this lit er a ture fre quently
looks to the ex pe ri ences of The United Kingdom,
Aus tra lia, and the United States, where, de spite sig nif i cant
dif fer ences in how health care is or ga nized, there is
suf fi cient com mon cul tural ground to jus tify com par i sons. 
His tor i cal es ti mates of ac tual psy chi a trist-to-pop u la tion 
ra tios range from 1:70 000 (in Brit ain and Aus tra lia,
pre-1960) to 1:7100 (in the United States, 1982). In the 
era of mod ern PHR plan ning, the range of ra tios
thought to be op ti mal is much nar rower.9 A fre quently
cited fig ure has been 1:10 000 in the United States,

Can ada, and Aus tra lia, with var i ous au thors and bod ies 
re fin ing this both up wards (1:13 500 in Aus tra lia; 1:25
000 in the United States) and down wards (1:6500 in
the United States).9,17

In Can ada, be tween 1985 and 1989, there was a ma jor
joint ef fort by the CMA, the RCPSC, and the CPA to
ar rive at a more ra tio nal ra tio rec om men da tion. This
pro cess used the psy chi at ric ser vice sup ply in 1986 as
a stan dard. Al though it in cor po rated some in for ma tion
on prac tice pro files, this es ti ma tion of the psy chi at ric
ser vice sup ply was de rived pri mar ily from val i dated
li cens ing data and from in for ma tion re gard ing the gen eral 
prac ti tio ner group who were func tion ing as psy chi a trists.11

The out come of this work was a rec om mended ra tio of
1 psy chi a trist per 8400 gen eral pop u la tion, and the CPA 
con tin ues to ad vo cate this fig ure.35 In ter est ingly,
Ca na dian stud ies have in di cated ac tual ra tios of 
1:10 883 in 1980, and 1:9498 in 1987. Current CIHI
FTE data yield a national ratio of 1:8925 (Table 1).

These data sug gest that the es ti mated clin i cal
psy chi a trist-to-pop u la tion ra tio in Can ada is in creas ing 
over time. In some ju ris dic tions this ra tio is ap par ently
ap proach ing the level ad vo cated by nu mer ous groups,
in clud ing the CPA. With a tar get ra tio of 1:8400 and a
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Ta ble 1  Num bers of psychiatrists in Can ada, 2005/2006: 2 Mea sures

Prov ince
 Li censed

psychiatrists, na
 FFS

psy chi a trists, nb
FTE

psychiatrists, nc
Pop u la tion per licensed

psychiatrist, nd
Pop u la tion per FTE 

psychiatrist, ne

BC 606 488 453.21 7 378 9 396

AB 312 310 364.13 11 021 8 980

SK 72 35 40.59 15 729 24 399

MB 149 112 120.43 8 127 9 745

ON 1740 1383 1690.82 7 126 7 430

QC 1040 552 843.37 7 373 9 014

NB

NS

PE

NL

NT

TOTAL

37

118

8

57

1

4140

18

41

ds

20

ds

2960

25.14

41.82

ds

26.53

ds

3606.04

20 864

7 874

23 026

8 869

21 263

7 887

29 495

22 306

—

19 397

—

8 925

a CIHI33; Ta ble 2.0
b CIHI33; Ta ble 6.1
c CIHI33; Ta ble 5.1
d CIHI33; Ta ble 2.3
e CIHI33; Ta ble 7.1
ds = data sup pressed for con fi den ti al ity



pop u la tion of about 33 mil lion, the cur rent es ti mated
need in Can ada is for 3929 FTE psy chi a trists. CIHI
data sug gest that Can ada has an over all def i cit of about
300 clin i cal psy chi a trist FTEs at pres ent. How ever, it is
clear that phy si cian-to-pop u la tion ra tios are only an
ini tial, rough es ti mate of ex ist ing and op ti mal med i cal
re source lev els and their ap pro pri ate use hinges on an
aware ness of their lim i ta tions.12 This is par tic u larly
im por tant for psy chi a try be cause the cur rent FTE ra tio
tar get was based largely on 1986 li cens ing data.
None the less, to achieve 1 clin i cal FTE psy chi a trist per
8400 gen eral pop u la tion it is nec es sary to have more
than 1 li censed psy chi a trist. Adjusting for this
discrepancy is discussed on page 14 (Recommended
Ratio: An Updated Adjustment).

Es ti mates of Ser vice Need and De mand

Al though po ten tially more valid for ob jec tively
plan ning PHR re quire ments, es ti mates of ser vice need
and ser vice de mand are dif fi cult to spec ify (Appendix 1). 
A ma jor aim of clin i cal ep i de mi ol ogy re search is to
more pre cisely de fine psy chi at ric clin i cal ser vice need,
and the amount of as sessed ser vice need is sig nif i cantly
af fected by the def i ni tions and meth od ol o gies used. 
For ex am ple, com mu nity ill ness rates based on the
Diagnostic and Statistical Manual of Mental Disorders
(DSM) or the International Classification of Diseases
(ICD) cri te ria yield dif fer ent re sults, com pared with
symp tom or im pair ment mea sures. The large lit er a ture
that ex am ines the ques tion, What is the def i ni tion of a
psy chi at ric case?, dem on strates that this has long been
an area of ac a demic re search.36,37 How ever mea sured,
though, psy chi at ric ill ness and need for care are also
partly de ter mined by so cio eco nomic vari ables. This
im plies that at least some PHR needs can be ad dressed
not only through the psychiatric workforce but also by
socioeconomic interventions as well. 

Fi nally, the no tion of need for men tal health care has a
com plex re la tion to the no tion of need for a psy chi a trist.
Part of this re la tion is a func tion of ill ness se ver ity and
com plex ity, but it is also in flu enced by the avail abil ity
of a spec trum of men tal health care ser vices and
nonpsychiatric men tal health pro fes sion als in the
com mu nity.38 Con se quently, the most ap pro pri ate
po si tion for the CPA is to ac tively sup port con tin ued
de vel op ment of ev i dence-based meth ods to as sess the
need for psy chi at ric care in the com mu nity. To be
clin i cally use ful, such meth ods need to in cor po rate best
prac tices and relevant program standards, as articulated
by the CPA.

As sess ing ser vice de mand is a sub ject of ac tive cur rent
in ter est for gov ern ment, or ga nized med i cine, and pri vate
lobby in ter ests. Some ar gue that, be cause pro vid ing
more ser vice can seem ingly cre ate more de mand,
in di ca tors of ex tant de mand are better at as sess ing true

un met need. In ad di tion, these can be rel a tively easy to
as sess. Rel e vant pa ram e ters in clude wait times to re ceive 
ser vice; length of wait-lists; dif fer en tial ac cess to
emer gency, acute, and elec tive ser vices; com plaint
reg is tries; and so on. Un for tu nately, al though men tal
ill nesses are in creas ingly rec og nized as a ma jor pub lic
health is sue, they have not been part of gov ern ment
wait times ini tia tives to this point.39 The NPS has
gath ered some data on wait times for ur gent re fer ral.31

From 2004 to 2007, it ap pears that the pro por tion of
psy chi a trists who could see an ur gent new re fer ral in a
week or less in creased from 44% to 49%. This pos i tive
news is coun ter bal anced by data from other med i cal
spe cial ties, where 60% to 80% of spe cial ists are able 
to pro vide ur gent care in that time frame. Psy chi a try
is a clear out lier in NPS wait time data. Other
ini tia tives—such as the CMA’s Wait Time
Al li ance—are in their in fancy, yet pre lim i nary data
in di cate that many psy chi a trists are now work ing to
their ab so lute ca pac ity, un able to see new re fer rals, 
and expect wait times to increase over time.40

It would ap pear that there are many op por tu ni ties to
build on cur rent ef forts to de velop ser vice de mand
mea sures to help eval u ate PHR is sues. More sys tem atic 
as sess ment of a wide range of pa ram e ters would be of
in ter est, including:

1. Occupancy lev els and wait times for spe cific out pa -
tient, emer gency, and inpa tient psy chi at ric ser vices.

2. Time to first fol low-up appoint ment, postdischarge
from hos pi tal.

3. Travel dis tances or travel times for access ing– 
pro vid ing ser vice within a ser vice area.

4. Fre quency of access ing psy chi at ric ser vice in an
adja cent ser vice area.

5. Inci dents (for exam ple, acute admis sion–readmission,
and adverse clin i cal events) occur ring while waiting
for ser vice.

6. Inci dents occur ring shortly after dis charge from a
ser vice.

7. Psy chi a trist param e ters (burn out and dissatisfaction;
recruit ment and reten tion).

8. Patient (dis)sat is fac tion.

9. Use–diver sion of peo ple with men tal ill ness to
social ser vices and sup port agen cies.

10.Use–diver sion of peo ple with men tal ill ness to     
par al lel ser vice sys tems (Legal and Cor rec tions).

11. Adher ence to rec om mended pro gram stan dards 
of pro fes sional care.

In sum mary, psy chi at ric ser vice need and de mand have
proven to be very com plex con structs, re quir ing on go ing 
re search to de fine them in use ful ways. Part of the
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dif fi culty is that their def i ni tion and as sess ment are
fraught with nu mer ous pro fes sional, so cial, and po lit i cal
as sump tions, many of which are quite ar bi trary or
sub jec tive (Appendix 1). Much work in the past has
fo cused on as sess ing psy chi at ric ser vice need, while
de mand in di ca tors have re ceived at ten tion more re cently. 
There are in di ca tions that psy chi a trists are less able to
ac com mo date ur gent pa tient re fer rals than other med i cal
spe cial ties. Al though it has been dif fi cult to de velop
valid and re li able mea sures for ba sic PHR pa ram e ters,
these re main es sen tial to PHR plan ning ef forts. The CPA
en dorses the con tin ued development and use of tools to
assess both psychiatric service need and demand.

Es ti mates of Prob a ble Trends

De vel op ing the tech nol o gies that are needed for
mea sur ing PHR plan ning pa ram e ters is on go ing work.
In the mean time, it is pos si ble to ex am ine the dy namic
fac tors that af fect how these pa ram e ters—what ever
their pres ent true value—change over time. Thus, while
there may be a de bate about the ex tent of cur rent
psy chi at ric re sources and re quire ments for them, there
is use ful in for ma tion about how these are likely to
change in the near- and medium-term.

Psy chi at ric Workforce: Pro duc tiv ity Fac tors

As the is sue of li censed, com pared with FTE, psy chi a trist
re sources il lus trates, pro duc tiv ity dif fer ences be tween
var i ous groups can be im por tant in (clin i cal) PHR
con sid er ations. There fore, iden ti fy ing de mo graphic
fac tors as so ci ated with clin i cal pro duc tiv ity is of in ter est.
Un for tu nately, psy chi at ric-spe cific data on FTE
pro duc tiv ity and de mo graphic fac tors are lim ited,
though ag gre gate in for ma tion on phy si cians has been
pre sented.41 These data are based on the Ac tiv ity Ra tio
(AR), or FTE per phy si cian, which typ i cally ranges
from 0.6 to slightly greater than 1.0. The AR is in flu enced

by nu mer ous vari ables in clud ing sex and age. For ex am ple, 
the AR for women phy si cians is con sis tently found to be
75% to 80% of men. Age shows a curvilinear re la tion,
with max i mal pro duc tiv ity in peo ple aged be tween
40 and 60 years, while age–sex pat terns show that sex
dif fer ences in pro duc tiv ity at ten u ate at the ex tremes of
prac tice life. De spite gen er a tional ste reo types, avail able 
data do not sup port the no tion that youn ger co horts work 
re mark ably less than their older col leagues, at least dur ing 
the de cade from 1989 to 1999. Also im por tant is ev i dence 
that med i cal spe cial ties (such as psy chi a try) tend to have a 
flat ter age–pro duc tiv ity pro file rel a tive to sur gi cal
spe cial ties, main tain ing rel a tively more pro duc tiv ity
into the sev enth de cade (peo ple aged 60 to 69 years).41

It would be of in ter est to in ves ti gate whether PHR
planning requires psychiatry-specific data analysis on
these factors or whether it can be reasonably modelled
after the aggregate medical specialty group.

With the above in for ma tion in mind, there are 2 trends
of in ter est in the age–sex dis tri bu tion of Ca na dian
psy chi a trists over time (Ta ble 2). First, psy chi a try
shares with many other med i cal fields an in creas ing
pro por tion of women dur ing the past 15 to 20 years,
and this trend is work ing its way through the age
pyr a mid. The pro por tion of psy chi a trists aged 56 years
and older who were women rose from 15% in 1995 to
25% in 2007; and the pro por tion of psy chi a trists aged
44 years and youn ger who were women rose from 40% 
to 53% dur ing the same pe riod. If the pro por tion of
women en ter ing psy chi a try is reach ing a sta ble pla teau
of 50% to 60% as it ap pears, then this will be the
even tual sex ra tio in the field. Such a pro por tion of
women in psy chi a try may im pact FTE clin i cal out put,
par tic u larly dur ing the age win dow of max i mal
pro duc tiv ity. If sex pat terns of psy chi at ric prac tice are
sim i lar to those of other med i cal spe cial ties, there may
be a need for 10% to 15% more psy chi a trists than at
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Ta ble 2  Sex, age distribution of licensed Ca na dian psychiatrists

Age, years

Year
<35

n (%)
35–44
n (%)

45–54
n (%)

55–64
n (%)

>65
n (%)

To tal
n (%)

199512

Women
180 (50) 873 (39) 810 (29) 612 (16) 346 (14) 2821 (29)

200242

Women
300 (54) 933 (49) 1314 (35) 911 (26) 495 (15) 3953 (35)

200742

Women
293 (49) 804 (54) 1316 (44) 1093 (29) 714 (17) 4232a (38)

a To tal in cludes those for whom sex was un re ported



pres ent to maintain current clinical FTE activity
(Recommended Ratio: An Updated Adjustment).

For age, from 1995 to 2007, the pro por tion of psy chi a trists
in their peak years of pro duc tiv ity (45 to 65 years) rose
slightly from 50% to 56%. This is in con trast to the
shrink age of psy chi a trists in youn ger co horts (44 years
and youn ger), which de creased from 37% to 25% dur ing
the same pe riod. How this will im pact pro duc tiv ity for
psy chi a try as this group ages is unclear.

Fi nally, pro duc tiv ity con sid er ations in PHR plan ning
will be im pacted by the ad vent of APPs. There are
ad van tages and dis ad van tages in group ing to gether a
host of clin i cal and nonclinical psy chi at ric func tions for 
the pur poses of re mu ner a tion. Note that, be cause of
their broader aims, APPs will ap pear less pro duc tive
and ef fi cient if judged solely by their clin i cal ser vice
out put. Con versely, there have been con cerns that—
even for the clin i cal por tion of their man date—APPs do 
not have the same in cen tives to pro duce clin i cal ser vice 
as FFS sys tems. The net re sult of these var i ous
cross-currents will be of ongoing interest.

Psy chi at ric Workforce: Exit Fac tors

The larg est exit fac tors for the psy chi at ric workforce
are those that op er ate at the end of pro fes sional life.
Ow ing pri mar ily to re tire ment pat terns, these re flect the 
age struc ture of the pro fes sion. Data for all Ca na dian
phy si cians doc u ment the in crease in av er age age in re cent
times, from 47 years (1998) to 50 years (2007), a trend
that holds for both sexes.43 For the pop u la tion of
psy chi a trists, the in creas ing pro por tion of older groups
is shown in Ta ble 2. Im por tantly, psy chi a trists aged 
66 years and older have risen from about 12% of those
in 1995 to about 17% in 2007. The size of this age class 
is likely to in crease even more dur ing the next 10 to 
20 years as the large co hort of cur rent peak earn ers
tran sits into that de mo graphic group. At that point, there
is likely to be a sig nif i cant bub ble of cli ni cians who are
in var i ous stages of re tire ment. The im por tance of this
will hinge on the num bers and pro por tions of young
psy chi a trists en ter ing professional life during the next
1 to 2 decades (Entrance Factors).

In 1999, the CMA Task Force on Phy si cian Sup ply in
Can ada44 re ported that 3.5% of phy si cians re tire, die,
em i grate, or oth er wise leave prac tice each year. How
this re lates to the re al i ties of psy chi at ric re tire ment over 
time is un known. Data from Aus tra lia sug gest that only
a mi nor ity (18%) of psy chi a trists re tire be fore age 65,
but pro jec tions in di cate that 25% to 62% of the cur rent
psy chi at ric pool there will re tire be tween 2015 and
2025.45,46 The cor re spond ing fig ures for Can ada have
yet to be for mu lated. While many psy chi a trists re main
in the workforce be yond age 70 in Aus tra lia,45 an ec dotal
in for ma tion sug gests that few psy chi a trists in Can ada

re main clin i cally ac tive at this stage (Suzane Renaud,
27 August 2009, personal communication).

The im pact of re tire ment on PHR plan ning will also be
af fected by de vel op ments in the cul ture of re tire ment
it self. Per haps the most so-called cog ni tive of med i cal
spe cial ties, psy chi at ric prac tice can po ten tially con tinue 
long af ter phy si cians in other fields have re tired.
From a broad per spec tive, the con cept of re tire ment is
one that evolves in con cert with so cio eco nomic and
cul tural con di tions. Thus, for ex am ple, it may be that
the post–World War II, West ern model of re tire ment at
age 65 will fade, both as a prac ti cal goal for many and
as a cul tural norm. As a re sult, the psy chi at ric re source
re tire ment curve may be come pro gres sively de layed
and steeper, com pared with prior psy chi at ric co horts, 
or with that of other med i cal spe cial ties, and
that—again—sex differences in the retirement process
may emerge as significant.

In sum mary, it is ex pected that the psy chi a trist
pop u la tion will gen er ally age over the com ing de cades,
as will the larger group of phy si cians gen er ally. It will
be of con tin u ing im por tance to track not only the
chang ing de mo graph ics but also the work and
re tire ment pat terns that are likely to accompany them.

Psy chi at ric Workforce: En trance Fac tors

In the cur rent era, the fac tor with per haps the most
di rect im pact on med i cal HR has been changes in the
num ber of Ca na dian med i cal grad u ates and post grad u ate
train ees. Data on these groups have been col lected and
main tained in Can ada by nu mer ous or ga ni za tions and
con sor tia. The Ca na dian Post-MD Ed u ca tion Reg is try
(CA PER) is com prised of ed u ca tional, li cens ing,
pro fes sional, and gov ern ment groups; to gether they
mon i tor the sta tis ti cal land scape of post grad u ate
ed u ca tion in Ca na dian med i cine. The Ca na dian Res i dent
Match ing Ser vice (CaRMS) main tains data on the
tran si tion from un der grad u ate to grad u ate pro grams.
The As so ci a tion of Fac ul ties of Med i cine of Can ada
(AFMC) fo cuses on un der grad u ate med i cal ed u ca tion.
The following section addresses these various groups in 
this temporal order of their effect on PHR.

The Prac tice Ready Co hort (PRC) is that group of
train ees who are com plet ing post grad u ate stud ies and
el i gi ble to be gin prac tice in their field of med i cine.
CA PER data from 2000 to 2008 show that nonpsychiatric
Med i cal Spe cial ties have pro duced a fairly con stant
pro por tion of new prac ti tio ners over this time (Ta ble 3a). 
Fam ily Med i cine’s out put has shown a rel a tive in crease,
from a low of 37.8 to a re cent high of 44% of the
grad u at ing co hort. This in crease has ap par ently oc curred
at the ex pense of Psy chi a try and Sur gi cal Spe cial ties.
Psy chi a try’s de crease from 7.4% to 5.2% of PRC
rep re sents a dec re ment of about 45 new psy chi a trists in
2008 relative to a constant 2000 discipline distribution.
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This trend is more ev i dent for the to tal num ber of
min is try-funded pro gram res i dents. (Min is try-funded
po si tions do not in clude train ees funded by for eign
gov ern ments or the mil i tary, and there fore tend to re flect
the trainee pool that will po ten tially work in the pub lic
health care sys tem.) Ta ble 3b shows to tal res i dency
pro gram dis tri bu tion dur ing this time. Note that the
to tal res i dency pool in creased by 47.5% dur ing this

pe riod and that in creases in the num ber of trainee po si tions
ranged from 32% (for Sur gi cal Spe cial ties) to 55%
(for other Med i cal Spe cial ties). How ever, there was
only a 28.3% in crease in res i dency po si tions for
psy chi a try. Thus res i dency po si tions in psy chi a try are
in creas ing at a slower rate rel a tive both to other med i cal 
fields and to the to tal res i dency pool. From an other
per spec tive, Psy chi a try’s share of to tal res i dency
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Ta ble 3a  Prac tice en try co hort: by field of post-MD train inga

Year

Field
2000
n (%)c

2001
n (%)c

2002
n (%)c

2003
n (%)c

2004
n (%)c

2005
n (%)c

2006
n (%)c

2007
n (%)c

  2008
n (%)c

 2008 ad justedb

n (%)c  

Psychiatry
124
(7.4)

106
(6.5)

106
(6.7)

111
(7.0)

108
(6.5)

108
(6.1)

110
(6.1)

91
(4.8)

109
(5.2)

154
(7.4)

All med i cal
spe cial tiesd

561
(33.5)

568
(35)

535
(34)

542
(34.3)

587
(35.2)

631
(35.8)

631
(35)

655
(34.9)

695
(33.3)

698
(33.5)

Fam ily medicine
657

(39.2)
644

(39.6)
614

(39.0)
614

(38.8)
631

(37.8)
675

(38.2)
713

(39.5)
787

(41.9)
917

(44.0)
817

(39.2)

Sur gi cal specialties
288

(17.2)
271

(16.7)
291

(18.5)
278

(17.6)
299

(17.9)
296

(16.8)
288

(16.0)
290

(15.5)
299

(14.3)
358

(17.2)

To tale
1676

(100.0)
1625

(100.0)
1574

(100.0)
1582
(100.0)

1669
(100.0)

1765
(100.0)

1803
(100.0)

1877
(100.0)

2084
(100.0)

2084
(100.0)

a CA PER47,48: Ta ble I-7i
b 2006 PRC, ad justed to the field dis tri bu tion of 2000
c Per cent of all post grad u ate prac tice en try train ees in that year
d Psy chi a try ex cluded
e In cludes other fields not listed (for ex am ple, Pal lia tive and Lab o ra tory spe cial ties)

Ta ble 3b To tal num bers of res i dentsa,b

Year

Field

2000/
2001
n (%)c

2001/
2002
n (%)c

2002/
2003
n (%)c

2003/
2004
n (%)c

2004/
2005
n (%)c

2005/
2006
n (%)c

2006/
2007
n (%)c

2007/
2008
n (%)c

 2008/
2009
n (%)c

 2000/2001–
2008/2009

Increase (%) 

Psychiatry
527
(8.2)

521
(8.1)

528
(8.1)

526
(7.6)

544
(7.4)

559
(7.2)

578
(6.9)

640
(7.2)

676
(7.1)

28.3

All med i cal
spe cial tiesd

2725
(42.6)

2804
(43.3)

2882
(44.0)

3026
(43.9)

3225
(44.1)

3413
(43.9)

3671
(44.1)

4017
(44.9)

4240
(44.9)

55.6

Fam ily
medicine

1484
(23.2)

1454
(22.5)

1466
(22.4)

1549
(22.5)

1669
(22.8)

1833
(23.6)

2007
(24.1)

2068
(23.1)

2173
(23.0)

46.4

Sur gi cal
specialties

1530
(23.9)

1547
(23.9)

1514
(23.1)

1586
(23.0)

1635
(22.3)

1696
(21.8)

1768
(21.3)

1893
(21.2)

2019
(21.4)

32.0

To tale
6399

(100.0)
6470

(100.0)
6556

(100.0)
6888

(100.0)
7317

(100.0)
7766

(100.0)
8317

(100.0)
8942

(100.0)
9439

(100.0)
47.5

a CA PER47,48: Ta ble I-1
b Reg u lar min is try-funded
c Per cent of all res i dency po si tions that year
d Psy chi a try ex cluded
e Incudes all fields not listed (for ex am ple, Lab o ra tory Med i cine)



po si tions in any given year fell from 8.2% (in 2000/2001)
to 7.1% (in 2008/2009)—equiv a lent to about 100
res i dency po si tions—while other Med i cal Spe cial ties
in creased their pres ence. In this sense, psy chi a try
appears to be losing market share in the domestic
postgraduate training resource environment.

Other con sid er ations ap pear to be of lesser con cern. 
For ex am ple, the sex ra tio for peo ple en ter ing prac tice
dur ing this time re mained rel a tively con stant at 40% men 
to 60% women, which is fairly sim i lar to the fig ures for 
fam ily prac tice and for the med i cal pro fes sion as a
whole47,48 (Ta ble I-7i from both ref er ences 47 and 48).
Nonministry-funded po si tions in clude those funded by
the mil i tary or by for eign gov ern ments, and these seem
to be con stant dur ing this time for psy chi a try as well
(15% to 17% of to tal res i dency po si tions). These rates are
among the low est for med i cal spe cial ties47,48 (Ta ble I-7i
from both ref er ences 47 and 48), sug gest ing that they
are not a lim it ing fac tor in the al lo ca tion of psy chi at ric
train ing re sources. Fi nally, in com par ing Ta bles 2 and 3,
it ap pears that the PRC for psy chi a try (about 100 new
psy chi a trists an nu ally) may have difficulty compensating 
for retirement attrition over the coming decades.

The res i dency po si tion pool for all post grad u ate pro grams
is greatly in flu enced by up stream changes in med i cal
school en rol ment that have oc curred dur ing the past
30 to 40 years (Ta ble 4a). These changes are a good
ex am ple of how po lit i cal and eco nomic fac tors—rather
than epidemiologic or clin i cal con sid er ations—can
de ter mine HR in med i cine. Af ter steady in creases in
med i cal school en rol ment over many de cades reached
a max i mum of about 1885 stu dents dur ing 1980 to 1984,
pro vin cial gov ern ment pol icy ini tia tives through out
Can ada led to a sus tained con trac tion in med i cal school
sizes. This con tin ued for al most 20 years, when a na dir
match ing 1970 lev els (1577 stu dents) oc curred in
1997/1998.49 Af ter the prob lems with this pol icy be came
ev i dent, ef forts were made to undo its ef fects. Within
4 years, med i cal school en rol ment had re vis ited the
pre vi ous max i mum, and by 2007 ex ceeded it by 30%
(Ta ble 4a). Med i cal school ex pan sion is ex pected to
con tinue, with a con sis tent 50% to 60% pro por tion of
women MD graduates.50,51

How this in creased med i cal school pop u la tion trans lates
into psy chi at ric train ees and then into psy chi a trists is of 
in ter est. Ta ble 5 shows a sum mary of data be gin ning in
2002, when peo ple rep re sent ing the first in creases in
med i cal school en rol ment from the 1990s were
grad u at ing.52 Com pared with prior years, when 6% to
6.5% of grad u at ing stu dents ap plied to psy chi a try, af ter
2002 this fig ure shrank to be tween 5% and 5.5%. On
the pos i tive side, this rate was main tained, even though
the to tal pool of first-year res i dency po si tions dou bled
from 1260 to 2595 be tween 2002 and 2007. Af ter each

CaRMS first-it er a tion match, dur ing these years a
sig nif i cant pro por tion of psy chi at ric po si tions re mained 
va cant, al though this frac tion may be de creas ing over
time. Again, this is in con trast with the first-it er a tion
match va can cies in prior years, which was about 10%.1

Psy chi a try’s CaRMS data are also shown in re la tion to
that of other com pa ra ble groups: fam ily med i cine and
the re main ing Big 5 spe cial ties (Ta ble 5; col umns 1 to 4). 
Most groups main tain a quota that is a fairly con stant
pro por tion of en try po si tions dur ing the years shown.
How ever, for psy chi a try and gen eral sur gery there may
be trends to ward slightly fewer po si tions rel a tive to the
whole pool, per haps par tially ex plained by the ad di tion
of subspecialty po si tions in var i ous other fields to the
pool over time. Note that these ob ser va tions are con sis tent
with the find ings in Ta ble 3b, where psy chi a try’s nu meric
in creases in to tal res i dency pro gram po si tions dur ing all
years of train ing are nev er the less proportionally smaller
than the increases seen in other fields.

Ta ble 5 also pro vides in for ma tion on how well the
var i ous fields at tract ap pli cants. Gen er ally, the
dis tri bu tion of sought-af ter first-choice po si tions
par al lels the dis tri bu tion of po si tions quite closely
(Ta ble 5, col umns 1 to 4, com pared with col umns 5 to
8). Note that small dif fer ences in per cent ages here can
trans late into sig nif i cant oversubscription of po si tions
(Ta ble 5, col umns 9 to 12). For ex am ple, al though only
6.6 of ap pli cants listed pe di at rics as a first choice in 2002,
pe di at rics was al lot ted only 5.5% of po si tions, lead ing
to an oversubscription of 107%. This oc curs spo rad i cally 
for in ter nal med i cine and gen eral sur gery, while
ob stet rics and gy ne col ogy, and pe di at rics ap pear to be
more con sis tently over sub scribed. Over all, psy chi a try
re sem bles in ter nal med i cine and per haps gen eral
sur gery in the per cent age of their quota sought as a first 
choice (around 80%). How ever, fill ing the re main ing
20% of spots ap pears to be harder for psy chi a try as the
va cancy rate af ter the first-match it er a tion is com pleted
(that is, the first round of of fers and ac cep tan ces—a
pro cess that can in cor po rate many ap pli cants’ sec ond
choices) is con sis tently high, sim i lar to fam ily med i cine 
(Ta ble 5, col umns 13 to 16). This implies that
psychiatry does relatively well as a first choice career,
but not so well as a second choice.

Some have cau tioned that let ting re cent in creases in
med i cal school en rol ment take care of psy chi at ric
short ages is too com pla cent, and that an ac tive fo cus on 
re cruit ment–re ten tion is needed.23 Some in for ma tion on 
these fac tors is con tained in CaRMS datasets and a more
de tailed anal y sis would be of in ter est, par tic u larly in
view of the re cent fo cus on stigma as so ci ated with
men tal ill ness and pro fes sion als work ing with it. For
PHR plan ning pur poses, it is im por tant to track data on
med i cal un der grad u ate ca reer choice, in-train ing ca reer
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Ta ble 4a  Med i cal school en rol menta

Year
En ter

n
To tal en rol ment

n
Women

%
Exit

n
Women

%

1970/1971

1971/1972

1972/1973

1973/1974

1974/1975

1975/1976

1976/1977

1977/1978

1978/1979

1979/1980

1980/1981

1981/1982

1982/1983

1983/1984

1984/1985

1985/1986

1986/1987

1987/1988

1988/1989

1989/1990

1990/1991

1991/1992

1992/1993

1993/1994

1994/1995

1995/1996

1996/1997

1997/1998

1998/1999

1999/2000

2000/2001

2001/2002

2002/2003

2003/2004

2004/2005

2005/2006

2006/2007

2007/2008

2008/2009

1452

1601

1763

1773

1779

1807

1819

1826

1829

1854

1887

1881

1882

1887

1858

1812

1803

1744

1786

1780

1791

1775

1604

1683

1651

1613

1598

1577

1581

1634

1763

1921

2028

2096

2193

2380

2460

2596

2660

5424

5852

6325

6759

7012

7209

7262

7308

7309

7347

7387

7436

7492

7484

7473

7350

7301

7206

7124

7072

7110

7128

7041

6916

6820

6634

6451

6435

6392

6388

6559

6937

7392

7808

8236

8687

9151

9640

10 148

17.8

19.9

22.0

24.1

26.1

28.3

30.3

31.6

33.3

34.5

36.2

37.5

39.2

40.8

41.8

42.6

42.8

43.7

44.4

44.0

44.4

44.5

45.8

47.7

48.7

50.6

50.6

50.4

50.9

50.6

52.0

54.5

56.5

58.0

59.1

58.5

58.2

58.0

58.1

1133

1278

1328

1560

1544

1714

1691

1755

1760

1742

1765

1756

1794

1773

1835

1758

1766

1781

1722

1708

1704

1749

1702

1686

1739

1685

1577

1604

1594

1578

1537

1543

1663

1756

1875

1958

2046

2123

2344

13.5

17.3

17.1

20.0

22.3

24.7

27.1

29.4

30.9

32.3

33.4

35.6

36.6

36.8

40.4

41.6

42.0

40.5

44.2

44.0

44.8

43.8

42.5

44.3

45.5

50.0

50.3

48.4

52.6

49.6

50.2

50.1

52.1

53.4

59.6

58.9

58.7

56.8

57.3

a CanMED49–51



sat is fac tion, trainee loss and at tri tion, and sub se quent
ca reer changes out of psy chi a try. With sig nif i cant
vari a tion among med i cal schools in the pro por tion of
grad u ates ap ply ing to psy chi at ric res i dency, it may be
use ful to study those pro grams that are more suc cess ful
in at tract ing med i cal stu dent in ter est in psy chi a try.
Con versely, psy chi a try ap pears to be among the top few 
fields that at tract peo ple who switch fields over time,53

con sis tent with the tra di tional im pres sion that psy chi a try
be comes more at trac tive as phy si cians gain ex pe ri ence
in med i cal prac tice. It ap pears, then, that there may be
op por tu ni ties for op ti miz ing the train ing tra jec tory for
the psy chi at ric res i dency pro cess, per haps in conjunction 
with renewed attention to physicians who switch into
psychiatry after beginning training elsewhere or after
years of practice.

Fi nally, Ta ble 4b at tempts to sum ma rize these threads
by bring ing to gether in for ma tion on med i cal school
ad mis sion, grad u a tion, en try into psy chi at ric res i dency,
the res i dency pop u la tion, and res i dency com plet ers.
Un for tu nately, CaRMS data are only avail able from
2000 to 2001. Note that, McMaster Uni ver sity and the
Uni ver sity of Cal gary’s 3-year pro grams not with stand ing,
the med i cal school en try pop u la tion would gen er ally be 
ex pected to en ter the CaRMS match for psy chi at ric
res i dency 4 years later, and would exit res i dency 5 years
af ter that. Data on these var i ous train ing phases
sug gest that psy chi a try is of ten as so ci ated with a higher
per cent age of grad u at ing women spe cial ists, com pared

with those who emerged from med i cal school 5 years
prior. In ad di tion, it ap pears that sig nif i cant in creases in 
med i cal school en rol ment and graduation have not
translated as yet into increased numbers of new
psychiatrists.

In sum mary, there has been a marked in crease in med i cal 
school out put since na tional en rol ment ex panded in the
late 1990s. This ex panded med i cal school co hort be gan
grad u at ing into com pa ra bly in creased post grad u ate
train ing pro grams in 2001/2002, and then en tered
psy chi at ric prac tice in 2005/2006. The num bers of
psy chi at ric train ing po si tions are in creas ing sig nif i cantly, 
and will do so at least un til cur rently con firmed
ex pan sions have worked their way through res i dency
pro grams—in about 2020. Nev er the less, there are
in di ca tions that psy chi a try may be los ing mar ket share
of post grad u ate train ing re sources rel a tive to other
ma jor med i cal fields. Psy chi a try seems to have
rea son able suc cess in at tract ing train ees as a first ca reer 
choice. How ever, it may not be as strong as a sec ond or 
sub se quent se lec tion in the CaRMS match pro cess.
Fi nally, psy chi a try may be rel a tively at trac tive to
phy si cians and train ees who have ex pe ri ence in other
fields. Thus there are in di ca tions that—for op ti miz ing
HR train ing ef fi ciency—the med i cal school ex pe ri ence
and tran si tion to res i dency may be tar get pe ri ods for
fur ther study. Confirmation of these observations and
monitoring of these data will be important for
understanding future PHR trends.
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Ta ble 4b  Med i cal school en rol ment and psy chi at ric res i dency

Med i cal school enrol menta Psy chi a try res i dency

Year
En ter

n

To tal 
en rol ment

n
Women

%
Exit

n
Women

%
En ter

 n
To tal 

nc
Exit
nc

Women
%

2000/2001

2001/2002

2002/2003

2003/2004

2004/2005

2005/2006

2006/2007

2007/2008

2008/2009

1763

1921

2028

2096

2193

2380

2460

2569

2660

6559

6937

7392

7808

8236

8687

9151

9640

10 148

52.0

54.5

56.5

58.0

59.1

58.5

58.2

58.0

58.1

1537

1543

1663

1756

1875

1958

2046

2123

2344

50.2

50.1

52.1

53.4

59.6

58.9

58.7

56.8

57.3

78

81

87

90

126

138

116

527

521

528

526

544

559

578

640

676

124

106

106

111

108

109

110

91

109

60.5

57.5

57.5

56.8

63.9

57.8

51.8

62.6

57.8

a CanMEDS49–51

b CaRMS
c CA PER47,48; Ta ble I-7i



Mis cel la neous Fac tors

There are nu mer ous fac tors that im pact PHR that are
be yond de tailed ex am i na tion here but which may be
use ful to mon i tor over time. Within the pro fes sion,
these in clude the de vel op ment of subspecialty ar eas
such as child–ad o les cent, ge ri at ric, and fo ren sic
psy chi a try. Geo graphic dis tri bu tion of psy chi at ric
re sources is an on go ing con cern. Fi nally, it will be
im por tant to con sider how psy chi at ric ca reers are
shaped as the CanMEDS framework solidifies.

Rec om mended Ra tio: An Up dated Ad just ment

While it is im por tant to re view the dy namic fac tors that
in flu ence PHR, the field re quires more im me di ate and
con crete guid ance about PHR. At the macro level, this
starts with the psy chi a trist-to-pop u la tion ra tio. As

dis cussed above, 2 of the most per ti nent vari ables that
im pact prior ra tio rec om men da tions, and for which
ad just ments are pos si ble, are sex and FTE estimates.

The cur rent clin i cal psy chi a trist-to-pop u la tion ra tio
ac cepted by the CPA is 1:8400, pri mar ily based on
li cense data re flect ing the 1986 sta tus quo and equal
pro duc tiv ity for men and women. Both of these
as sump tions likely lead to an un der es ti mate of true
clin i cal ser vice re quire ments for Can ada. To ad just for
sex, a 1:8400 ra tio in a gen eral Ca na dian pop u la tion of
33 mil lion trans lates into a sup ply of 3929 psy chi a trists. 
For a fe male pro por tion of 50% (a con ser va tive
es ti mate) who are work ing at 0.8 FTE, an adjusted
supply of needed psychiatrists is:

3929 FTEs = males + fe males

= males + (0.8 ´ males)
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Ta ble 5  Se lected sum mary: CaRMs dis ci pline choices, first it er a tion, 2002–2009a

Total posi tions 
avail able to the field

%

Total first choices 
made by appli cants 

%

Field 2002 2005 2007 2009 2002 2005 2007 2009

Psy chi a try   6.4   6.0   6.0   5.5   5.2   5.2 5.2 5.1

In ter nal Med i cine  13.7 14.2 15.2 15.1 13.5 16.3 14.3 13.7

Gen eral Sur gery   5.2  4.8   4.1   4.2   5.0   4.3 5.6 3.9

Ob stet rics and
Gy nae col ogy

  4.1  3.8     3.52   3.7   3.4   4.6 4.9 5.4

Pe di at rics   5.5  5.4     4.79   4.9   6.6   7.0 6.3 5.8

Fam ily Med i cine 38.7 38.3 38.5 38.9 29.6 27.9 28.9 31.6

Field’s quota 
sought as first choice

%

Field’s quota 
vacant after first iter a tion

%

Field 2002 2005 2007 2009 2002 2005 2007 2009

Psy chi a try   72.5   81.1   75.2   82.5 25.6 16.7 16.7 14.1

In ter nal Med i cine   87.8 108.0   82.7   80.4   7.4   1.4 8.4 15.5

Gen eral Sur gery   86.2   84.5 119.0   84.3   3.1   2.8 0.0 15.7

Ob stet rics and
Gy nae col ogy

  74.5 110.0 123.0 133.0 22.4   6.9 0.0 0.0

Pe di at rics 107.0 124.0 116.0 104.0   5.6   2.5 4.5 3.9

Fam ily Med i cine   67.8   67.8   65.9   72.5 22.3 18.9 20.4 15.2

a CaRMS52



At a sex ra tio of 50%, 4366 psy chi a trists (2183 male +
2183 fe male) are needed to pro vide 3929 FTEs.

Ta ble 1 may pro vide in for ma tion to ad just for the use of
li cense data as an FTE mea sure. To achieve 3929 FTEs,
one re quires:

4366 ´ (4140/3606.04) = 5012 li censed psy chi a trists

This cor re sponds to a gen eral pop u la tion ra tio of
1:6584 to meet 1986 psy chi at ric ser vice levels.

Ad just ments for other, more dy namic, pa ram e ters such
as age dis tri bu tion and re tire ment pat terns of psy chi a trists
are of in ter est but re quire more so phis ti cated mod el ling
on an on go ing ba sis, as does the as sess ment of psy chi a try’s
re cruit ment pat terns. For PHR plan ning, it may be more 
im por tant to re fine mea sures of clin i cal FTE ac tiv ity
that can in cor po rate the many clin i cal ser vice and
remuneration arrangements currently in use.

Con clu sion
Ra tio nal anal y sis of PHR plan ning be gins with a clear
rec og ni tion of the psy chi a trist’s train ing, roles, and
unique in te gra tive con tri bu tion to men tal health care.
Next is the ac knowl edg ement of the many fac tors and
mod els in volved in PHR plan ning, and that dif fer ent
ap proaches suit dif fer ent lev els of anal y sis.
Psy chi a trist-to-pop u la tion ra tios have been a tra di tional
en try into PHR stud ies. Their many draw backs and
lim i ta tions are well known, yet they re main a use ful
start ing point in PHR plan ning at the whole pop u la tion
or na tional level. Af ter es tab lish ing a prac ti cal level of
psy chi at ric re sources, it is pos si ble to then ap ply more
de tailed, lo cal anal y sis us ing needs- and de mand-based
meth ods. Through out this pro cess, it is nec es sary to
take into account the many roles and subspecialty areas
of psychiatric work.

PHR anal y sis con tin ues to evolve. Stan dard meth ods to
mea sure the ba sic pa ram e ters in volved are still un avail able 
and will re quire re search to de velop. Data that are
con sis tent and com pa ra ble through out the coun try on
the clin i cal out put of psy chi a trists un der the var i ous
modes of re mu ner a tion and across prac tice set tings is
needed. There is con sid er able work to do in gen er at ing
def i ni tions of ser vice need that make sense both from
clin i cal and from epidemiologic per spec tives. Re cent
in ter est in de mand-based anal y sis in par tic u lar will call
for im proved mea sures of un met need. While the abil ity 
to de fine and mea sure these pa ram e ters de vel ops, it is
es sen tial to con tinue data col lec tion to make best es ti mates 
of where we are and where we are likely headed. PHR
anal y ses need to be ev i dence-based where pos si ble,
but—be cause of their complexity and the need for
ongoing guidance—cannot be evidence-bound.

Cur rent data in di cate that most ju ris dic tions in Can ada
con tinue to ex pe ri ence a def i cit of psy chi a trists. To meet

the CPA rec om mended ra tio of 1 clin i cal psy chi at ric
FTE per 8400 gen eral pop u la tion, we need a li censed
ra tio of 1:6584, or 5012 psy chi a trists, for Canada’s
current population.

Un like other pub lic ser vices, such as in fra struc ture,
which are man aged on an elec tion-cy cle sched ule, PHR 
plan ning and changes in all of the fac tors af fect ing it oc cur 
on a much lon ger time scale, re quir ing a 10- to 15-year
time ho ri zon for ef fec tive man age ment. So cial and
de mo graphic changes will im pact psy chi at ric re sources
through in creas ing re tire ment rates. It is un clear whether
this will be off set by ex pected in creases in the train ing
of new psy chi a trists, in part be cause of the evolv ing
prac tice en vi ron ment. Fu ture psy chi at ric re sources will
be in volved in subspecialty ar eas of prac tice, and in a
spec trum of set tings, ser vices, and care mod els such as
shared care, pri mary care net works, telehealth, and APP
ar range ments. Third-party ac tiv ity and nonclinical
roles—ex ist ing and new—that psy chi a trists are asked
to fill will also impact how psychiatric resources are
distributed.

Fi nally, it is clear that PHR plan ning is an it er a tive pro cess 
with evolv ing meth od ol o gies, prog ress in psy chi at ric
re search, and shift ing sociopolitical con texts in which
these occur.

Rec om men da tions

Prin ci ples

1. PHR plan ning reflects the ulti mate goal of providing
timely access to appro pri ate and effec tive psychiatric
care to Cana di ans in all regions who require it.

2. Gen er at ing PHR takes sig nif i cant time and expense, 
and plan ning for these resources requires a
commensurate ana lytic time frame. Effi cient
deploy ment of resources involves opti miz ing the
use of psy chi a try’s unique inte gra tive skills in 
pro vid ing direct and indi rect clin i cal ser vice as 
well as per form ing nonclinical roles.

3. To meet men tal health ser vice needs in the Cana dian
con text, Can ada should not rely on inter na tional
sources of psy chi a trists, but have as its pri or ity the
gen er a tion of nec es sary PHR through train ing local
grad u ates.

Cur rent Po si tion

4. Sub ject to review in the light of evolv ing knowledge,
the CPA advo cates for a psy chi at ric ser vice level
that cor re sponds to a clin i cal psy chi at ric
FTE-to-pop u la tion ratio of 1:8400 and a licensed
psy chi a trist-to-pop u la tion ratio of 1:6584. This
ratio is most appro pri ate for PHR plan ning in large
pop u la tion (for exam ple, national and pro vin cial)
con texts.
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Ap proach to PHR Plan ning

5. The CPA endorses a multifactorial approach to
PHR plan ning that applies to macro, inter me di ate,
and local lev els of anal y sis.

6. The CPA sup ports and advo cates for research and
devel op ment of tech nol o gies and stan dard meth ods 
to assess param e ters rel e vant to PHR plan ning.
These include mea sures of psy chi at ric pro fes sional 
activ ity and out put (both clin i cal and nonclinical),
the epi de mi ol ogy of men tal ill ness, and mea sures
of men tal health care need and demand.

7. As part of a sus tain able strat egy to par tic i pate in
PHR plan ning, the CPA will col lab o rate with other 
orga ni za tions involved in med i cal HR plan ning,
such as CMA, CaRMS, CIHI, RCPSC, and AFMC, 
to mon i tor infor ma tion on:

a. The edu ca tional cycle from med i cal school
through psy chi at ric res i dency to the com ple tion 
of train ing.

b. Psy chi at ric prac tice pro files through out the
career path, includ ing the retire ment phase, and 
under the full range of prac tice envi ron ments
(for exam ple, set tings and remu ner a tion).

c. The impact of rel e vant demo graphic vari ables
and trends on the above.

Pro fes sional Ad vo cacy

8. Strat e gies should be devel oped con sis tent with the
CPA’s man date to:

a. Attract, train, and retain prac ti tio ners in clin i cal 
psy chi a try.

b. Facil i tate psy chi a try’s involve ment in
nonclinical pro fes sional roles, such as admin is -
tra tion, edu ca tion, research, and med i cal
lead er ship.

9. The CPA should advo cate for strat e gies aimed at
ensur ing that there are ade quate post grad u ate train -
ing posi tions to meet cur rent and pro jected future
needs for psy chi at ric ser vice in Can ada.
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Ap pen dix 1  
Is sues in HR Plan ning in Health Care

There are grounds for be liev ing that, at least in the ory,
mak ing spe cific state ments about HR needs and plan ning 
in health care ought to be pos si ble. The 2 ba sic pa ram e ters 
needed to ad dress the HR issues are: 

1. An assess ment of the pop u la tion’s care needs.

2. The size of the workforce nec es sary to deliver care
to the pop u la tion need ing it.

Un for tu nately, the com plex ity of both these pa ram e ters
is such that mak ing spe cific state ments about them is
prob a bly not possible.

As sess ing the gen eral pop u la tion’s need for a par tic u lar 
health care ser vice is a cen tral and on go ing fo cus of
epidemiologic re search. While there are ex am ples of
prac ti cal rec om men da tions that emerge from epidemiologic 
anal y sis in other med i cal fields (for ex am ple, plan ning
of vac ci na tion ser vices and the role of the an nual phys i cal
ex am i na tion), for men tal health and psy chi a try there are 
par tic u lar com pli cat ing fac tors. First, it has been dif fi cult
to de velop a clear method for iden ti fy ing those who need 
care. In deed, case def i ni tion has been a ma jor thread in
psy chi at ric epidemiologic re search for many de cades.
The many tech nol o gies de vel oped here in clude self-re port
mea sures, symp tom check lists, and struc tured in ter views,
as well as the evo lu tion of ill ness def i ni tion by ex plicit
cri te ria (for ex am ple, DSM or ICD sys tems). Al though these 
ef forts have fur thered our un der stand ing of the dis tri bu tion
of dis tress and symp tom atic con di tions in the gen eral
pop u la tion, the re sult is a spec trum of mea sure ment
meth od ol o gies yield ing a range of es ti mates of men tal
pa thol ogy.35,36 All of these approaches have their strengths 
and weaknesses, and no one approach serves all purposes.

It is ob vi ously dif fi cult to de velop a pic ture of health
care ser vice re quire ments if there are mul ti ple views on
how to as sess ser vice need and many dif fer ent thresh olds 
for de fin ing a case. How ever, this is not the only
dif fi culty. What ever one se lects as an ob jec tive
def i ni tion it is un clear how this ac tu ally re lates to health 
care ser vice need or use. For ex am ple, many peo ple
who meet di ag nos tic cri te ria for a par tic u lar men tal
ill ness do not seek or wish treat ment38,54; con versely, a
sig nif i cant pro por tion of those ac tu ally seek ing men tal
health care ser vices do not con form to usual def i ni tions
of caseness.54 Help-seek ing it self, then, is it self a
stan dard of case def i ni tion. While less ob jec tive in
some ways, this stan dard is ar gu ably more rel e vant for
ser vice and HR plan ning pur poses be cause it re flects true 
ser vice de mand. Such an ap proach to health care ser vice
plan ning has led to some cur rently pop u lar analyses such 
as wait-list or wait time initiatives that attempt to assess
service demand.

Even if there was a more solid agree ment about de fin ing
who needed clin i cal care, there are ad di tional com pli ca tions 

in es ti mat ing pop u la tion needs for spe cif i cally psy chi at ric
care.17,22 These com pli ca tions arise from the nec es sary
sociopolitical con text of so cial ized med i cine and from the
com plex na ture of men tal ill ness. Thus the ep i de mi ol ogy
of ap pen di ci tis can be trans lated di rectly into es ti mates
of the de mand for phy si cians’ ap pen dec tomy ser vices
be cause only phy si cians who are le gally sanc tioned to
per form sur gi cal pro ce dures are able to do that work.
How ever, for many men tal ill nesses there is a com plex web
of biopsychosocial fac tors im por tant both for eti ol ogy
and for treat ment. Con se quently, there are var i ous health
pro fes sion als who can play a role in treat ing the pa tient. 
Im por tant ques tions arise: Who de cides which pro fes sion als 
may par tic i pate in the treat ment of peo ple with men tal
ill ness? How do we de cide which pa tients need spe cif i cally
to see a psy chi a trist and which pa tients may be man aged by 
men tal health ser vice pro vider or by a fam ily phy si cian? 
The com pli cated re la tion be tween the pa tient and the spec trum
of men tal health pro fes sion als is com pounded by even
broader so cial pol icy is sues. For ex am ple, the num ber
of psy chi a trists needed in a com mu nity will be in flu enced 
by the avail abil ity of a range of sup port ser vices and fa cil i ties
(for ex am ple, cri sis sup ports, home less shel ters, and
so cial wel fare or un em ploy ment programs) that mitigate
personal decompensation in response to stress.10,13,17,20

These kinds of so cial pol icy is sues are in ex tri ca bly linked
with po lit i cal pro cesses that are typ i cally quite far from
clin i cal con sid er ations. In ter na tion ally, one ex am ple of the 
politicization of men tal health treat ment was fa mously
dem on strated in the Psychiatrica Democratica move ment
in 1970s’ It aly, which led to a leg is lated and ideo log i cally
driven over haul of men tal health ser vices. A more lo cal 
in stance of the ef fect of sociopolitical pro cess on health care 
in Can ada was the in flu ence of the Barer-Stoddart Re port55

in re duc ing the avail abil ity of trained phy si cians in the
be lief that this would ad dress con cerns about health care
costs. These ex em plify how nonclinical is sues af fect
the amount, setting, and kind of psychiatric work done.

In sum mary, it is prob a bly im pos si ble to ob jec tively
quan tify the psy chi at ric re sources nec es sary to serve the 
men tal health is sues af fect ing a pop u la tion. There are
es ti mates of need and es ti mates of de mand, each of
which nec es sar ily hinge on a host of as sump tions. In
ad di tion, the need for psy chi at ric re sources is heavily
im pacted by the larger health care ser vice en vi ron ment,
the avail abil ity of an cil lary ser vices and in fra struc ture,
roles played by other health care pro fes sion als, and the
sociopolitical con texts and agen das of var i ous lev els of
gov ern ment. Much re search on psy chi at ric HR plan ning 
has been done dur ing the past 50 years, yet it re mains
true that “es ti mat ing psy chi at ric man power re quire ments
is in her ently a sub jec tive pro cess cloaked in a shroud of 
ob jec tiv ity.”17, p 670
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Ap pen dix 3  

PHR Websites

As so ci a tion of Fac ul ties of Med i cine of Can ada (AFMC)
http://www.afmc.ca/pub li ca tions-sta tis tics-2006-e.php

Ca na dian In sti tute for Health In for ma tion (CIHI)
http://se cure.cihi.ca/cihiweb/
dispPage.jsp?cw_ page=hhrdata_phy si cians_e

Ca na dian Med i cal As so ci a tion (CMA)
http://www.cma.ca/in dex.cfm/ci_id/16959/la_id/1.htm#1

Ca na dian Post-MD Ed u ca tion Reg is try (CAPER)
http://www.ca per.ca/in dex_en.php

Ca na dian Res i dent Match ing Ser vice (CaRMS)
http://www.carms.ca/eng/op er a tions_R1reports_e.sht

Na tional Phy si cian Sur vey (NPS)
http://www.nationalphysiciansurvey.ca/nps/home-e.asp
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Ap pen dix 2  
US Health Re sources and Ser vices Ad min is tra tion:
Health Pro fes sional Short age Area (HPSA)
Des ig na tion for Men tal Health25,26

In 1990, the US HRSA re de fined its ap proach to men tal 
health ser vice needs by ex pand ing the anal y sis from
psy chi at ric HPSA to men tal health HPSA. As a re sult
of this pro cess, there emerged the con cept of the “core
men tal health pro vider”25, p 2 which in cludes psy chi a trists, 
clin i cal psy chol o gists, clin i cal so cial work ers, mar riage
and fam ily ther a pists, and psy chi at ric nurse spe cial ists.
These groups are not viewed as equiv a lent or
in ter change able, but they do form the ba sis for de fin ing 
var i ous pro fes sional-to-pop u la tion ra tios. These ra tios
are then sub ject to mod i fi ca tion ac cord ing to de fined
cri te ria that try to re flect need and de mand. Note that
these ra tios de fine a min i mum stan dard of pro fes sional
re source lev els, use ful for ad min is tra tive pur poses.
They do not at tempt to de scribe op ti mal or rec om mended 
lev els of ser vice. This is one of the few ap proaches to
men tal health HR plan ning that at tempts an ex plicit
synthesis of current methods that incorporate important
PHR variables and therefore is presented here.

The fol low ing is an in com plete and brief over view of the
HPSA Guide lines, and the reader is en cour aged to con sult
the ref er ences cited for a more de tailed de scrip tion.

Cri te ria for HPSA Des ig na tion 
in Men tal Health
A. Geo graphic ar eas of need, de fined by:

1. One of:
i.  Pop u la tion-to-core pro fes sional ratio greater than 

6000:1, and pop u la tion-to-psy chi a trist ratio
greater than 20 000:1

ii. Pop u la tion-to-core pro fes sional ratio greater
than 9000:1

iii.Pop u la tion-to-FTE psy chi a trist ratio greater than 
30 000:1

or
2. If the geo graphic area has un usu ally high needs,

then one of:
i.  Pop u la tion-to-core pro fes sional ratio greater than 

4500:1, and pop u la tion-to-psy chi a trist ratio
greater than 15 000:1

ii. Pop u la tion-to-core pro fes sional ratio greater
than 6000:1

iii. Pop u la tion-to-FTE psy chi a trist ratio greater
than 20 000:1

Note.  A geo graphic area is deemed to have
unusually high needs if one of the fol low ing 
is met:

· Twenty per cent of pop u la tion have in comes 
be low pov erty level

· The youth ra tio (num ber of chil dren aged 17 years
and youn ger to number of adults aged 18 to 
64 years) ex ceeds 0.6

· The el derly ra tio (num ber of peo ple aged 66 years
and older to num ber of adults aged 18 to 64 years)
ex ceeds 0.25

· High rate of al co hol ism (rates in the worst quartile
for re gion, state, or na tion)

· High rate of sub stance abuse (rates in the worst
quartile for re gion, state, or na tion)

B. Pop u la tion in need, de fined by:

1.   Pop u la tion group with bar ri ers to ac cess, and one of:

i.   Pop u la tion-to-core pro fes sional ratio greater
than 4500:1, and pop u la tion-to-psy chi a trist
ratio greater than 15 000:1

ii.  Pop u la tion-to-core pro fes sional ratio greater
than 20 000:1

iii. Pop u la tion-to-FTE psy chi a trist ratio greater
than 20 000:1

C. Fa cil ity in need, de fined by:

1.    State or county men tal hos pi tal with:

i.   Av er age daily cen sus of more than 100
pa tients

ii.  More than 300 work load units per FTE
Psy chi a trist

Note. Total work load units = Aver age daily cen sus 
+ 2  ́num ber of annual inpatient admis sions 
+ 0.5 ´ num ber of out pa tient or day patient admissions

2.    Com mu nity men tal health cen tre with:

i.   More than 1000 vis its annu ally per FTE core
men tal health pro fes sional, or

ii.  More than 3000 vis its per FTE psy chi a trist, or

iii. No staff psy chi a trist pres ent
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