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THE DOCTOR DILEMMA: IMPROVING PRIMARY CARE ACCESS IN CANADA

by Tingting Zhang

 'The lack of access to family physicians is a critical issue in Canada, with millions of Canadians
lacking access to a primary care provider. Shortages have been exacerbated by the pandemic,
which led to notable levels of physician burnout and an increase in retirements.

*  'This Commentary estimates the shortages of family physicians in provinces and territories, and
analyzes the contributing factors, from stress and paperwork to an ageing doctor demographic,
outdated payment models and restrictive quotas on internationally trained talent.

*  While necessary, simply increasing the number of family physicians will not suffice to meet
the demands of a growing and ageing population. Optimizing the utilization and efficiency of
existing physicians is critical. In addition, significant changes to the organization and funding of
care delivery — as well as expanding the scope of other primary care providers — will be necessary
to meet current and future care demands.

* Addressing the primary care access gap involves five strategies, all of which the provinces are
pursuing to varying degrees. They are: 1) expanding the number of training positions and filling
the unfilled residency spots with international medical graduates; 2) reducing the administrative
burden for family physicians; 3) providing alternate payment models; 4) expanding the scope of
practice of other primary care providers; and 5) expanding team-based models of care. Sharing
best practices across the country and adapting successful strategies from other provinces can
inform policies aimed at enhancing primary care coverage and access.

INTRODUCTION

Primary care is the foundation of the Canadian health system.! Primary care providers are often the first
contact for patients accessing the medical system; they diagnose and treat illness, manage chronic diseases,
promote health, and provide comprehensive care to individuals. They are also responsible for coordinating

1 According to Canada Institute for Health Information, primary care involves routine care, care for urgent but minor or
common health problems, mental health care, maternity and child care, psychosocial services, liaison with home care, health
promotion and disease prevention, nutrition counselling, and end-of-life care.
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care between patients and different specialists.
Health systems with strong primary care provision
have better health outcomes (IMacinko et al. 2003,
Starfield et al. 2005), lower emergency use (Niti

and Ng 2003), lower hospitalizations (van Loenen
et al. 2014, Wolters et al. 2017), lower mortality
(Macinko et al. 2003), lower costs (Starfield and Shi
2002), better chronic disease management (Starfield
et al. 2005), and exhibit greater equity (Berchet and
Guanais 2019).

However, many Canadians struggle with access
to care: about 4.6 million (14 percent) Canadians
aged 12 and older did not have a regular healthcare
provider in 2022 (Statistics Canada 2023a).
Compared to the national average, Prince Edward
Island (24.1 percent), Quebec (21.3 percent) and
Newfoundland and Labrador (18.1 percent) had a
higher proportion of residents who claimed to have
no regular healthcare provider. Additionally, about
6.6 million Canadians had a family doctor aged 65
and over (Glazier 2023), meaning that even more
people could be without primary care access due to
retirements. In 2022, a national survey by OurCare
showed that one in five people reported not having
a family doctor or nurse practitioner (approximately
6.5 million Canadians?). Traditionally underserved
populations — those with low income (Mangin et
al. 2022), new immigrants (Turin et al. 2020), and
Indigenous people (Statistics Canada 2023b) — were
among the least likely to report having a regular
primary care provider.

For those without a family physician,* walk-
in clinics (in-person and virtual) and emergency
departments become a default option — or they

go without any care at all. In 2023, 38 percent

of Canadians reported that they went to the
emergency department for a condition that could

be treated at a regular place of care (CIHI 2024).*
'The use of emergency departments to treat minor
health problems leads to inefficient use of hospital
resources and higher healthcare costs. For example, in
2022/23 in Ontario, lower-acuity patients accounted
tor 23 percent (or 1.29 million) of all emergency
department visits (OAGO 2023). Some of these
patients sought emergency care unnecessarily due to
the absence of a primary care provider or immediate
alternatives. Notably, the direct cost of an emergency
department visit in Ontario was approximately

$165 per visit, nearly three times greater than the
cost of primary care, which was about $56 per visit.
Furthermore, Canadians grappling with chronic
conditions such as diabetes, hypertension, depression,
or psychosis may end up in emergency departments
for care management in the absence of a primary
care provider.

More than one in five people without a regular
primary care provider (21 percent) reported paying
a fee for the care they received the last time.® This
out-of-pocket pay was most common in Quebec,
where 37 percent reported paying such fees.* Among
Canadians who had a regular healthcare provider
in 2023, only 23 percent said they could get an
appointment on the same, or the next, day when
they were sick or needed medical attention — the
lowest reported percentage among the 10 developed
countries included in a Commonwealth Fund study
(CIHI 2024). This represents a significant drop
from the 2020 survey result wherein 41 percent of

2 OurCare surveyed 9,000 people aged 18 and over and did not include the 12-18 age group that Statistics Canada covered.

I expect the reported shortages to be worse if this age group were included. For more information, see https://data.ourcare.

ca/all-questions.

3 Family physicians refers to both family physicians and general practitioners.
4 'The trend over time is relatively stable for Canada. In 2016, 41 percent of Canadians reported that they went to the

emergency department for a condition that could have been treated at their regular place of care.
5  For more details, see Question 17 on https://data.ourcare.ca/all-questions

6  Quebec differs from other provinces as it has growing private clinics operating outside the province’s health insurance plan.

For further details, see https://www.theglobeandmail.com/canada/article-quebec-family-doctors-public-private-care/


https://data.ourcare.ca/all-questions
https://data.ourcare.ca/all-questions
https://data.ourcare.ca/all-questions
https://www.theglobeandmail.com/canada/article-quebec-family-doctors-public-private-care/
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survey respondents in Canada indicated they could
get a same or next day appointment. As a result, we
can conclude both access to care and timeliness are
deteriorating in Canada.

Timely access to care is essential to Canadians.
All Canadians should have access to primary care,
especially those who live in rural and remote areas
and underserved communities. Improving family
health services is the first of four shared health
priorities for the new $25 billion in funding (over
10 years) for provincial/territorial governments

(Health Canada 2024).”

Each province is at varying stages of
implementation across five policy strategies that
could improve primary care access:

* expanding the number of training positions

for prospective family doctors and accelerating
pathways for international medical graduates to
enter family medicine, whether direct-to-practice
or through access to residency positions;

* reducing the administrative burden for family
physicians;
*  providing alternate payment models;

* expanding the scope of practice of other primary
care providers; and

* expanding team-based models of care.

Sharing best practices and adapting successful
strategies across provinces will be essential to
improving primary care coverage and access across

Canada.

SUPPLY OF FAMILY PHYSICIANS

Family physician supply in Canada has fluctuated
over time. In the 1980s, the average annual growth
rate in the number of family physicians was 3.94
percent, contributing to a perceived surplus of
physicians (Figure 1). In the 1990s, a number

of policies significantly limited the growth of
physician supply. For example, the provincial

and territorial ministers of health implemented
significant reductions to medical school enrollments,
postgraduate medical training, and recruitment

of international medical graduates; all to control
rising healthcare expenditures (Barer et al. 1991,
Marchildon and Di Matteo 2023). Other policies
that had an impact on the supply of family
physicians included: elimination of the one-year
rotating internship and implementation of a two-
year family medicine residency as a minimum
requirement for practice; an increase in the ratio of
specialist to family medicine residency positions;
and social and economic policies that resulted in an
exodus of physicians to the US (Chan 2002, Malko
and Huckfeldt 2017). As a result of these policies,
the net inflow of physicians into the physician
practice pool dropped from 1,040 physicians per
year in the period of 1990-1993, to 313 physicians
per year in the period 1994-2000 (Chan 2002).
'This resulted in 5,093 fewer physicians entering the
practice pool, compared to what would have been
expected if this inflow rate had not dropped. The
average annual growth rate of family physicians in
the 1990s was 0.61 percent (Figure 1).

In the early 2000s, provincial and territorial
decision-makers reversed the restrictive policies
and expanded entry to medical schools as shortages
of physicians in rural and remote areas became
apparent. However, due to the time delay — from
medical school admission to becoming a practicing
physician — it took several years to see an increase
in the number of practicing physicians as a result
of these changes. In the 2000s, the average annual
growth rate of family physicians increased to 1.92
percent (Figure 1).

Historically, the annual growth rate in the
number of family physicians consistently exceeded
that of the population, except during the 1990s
(see online Appendix Al). However, since 2018,
the growth rate of family physicians has slowed,
averaging around 1.75 percent (see Figure 1) and in

7 As of March 2024, all provinces and territories had signed one-on-one deals with the federal government.


https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
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Figure 1: Number and Annual Growth Rate in the Supply of Family Physicians, Canada, 1972 to 2022
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Source: Supply, Distribution and Migration of Physicians in Canada, 2022, Table 22.1.

2022 the growth rate of the population surpassed
that of family physicians. While the population
grew by 1.84 percent, the number of family
physicians only increased by 1.58 percent, thus
compounding the issue of access to primary care.
Meanwhile, the pandemic exacerbated the
shortage of family physicians. Younger family
physicians under age 55 were more likely to
experience stress, emotional distress, and burnout
(Gunja et al. 2022). Half or more of older family
physicians reported they would stop seeing patients
within the next three years. The National Physician
Health Survey found that 57 percent of general
practitioners surveyed experienced burnout in
2021, marking a 24-percentage point increase from
2017, and rates of dissatisfaction were higher for
general practitioners than for specialists (CMA
2021). More than half of general practitioners
were likely or very likely to reduce or modify their
clinical hours in the next two years. This reduction

in working hours leaves the remaining family
physicians with higher caseloads, more stress, and
less time to care for increasingly complex patient
needs. Many family physicians want to retire, reduce
workloads, or leave the profession. In the first

six months of COVID-19, twice as many family
physicians stopped practicing in Ontario compared
to previous years (Kiran et al. 2022a).

FAMILY PHYSICIAN SHORTAGES IN
CANADA

As discussed, shortages of family physicians are
prevalent in Canada. This being the case, how many
family physicians do we need for today, and for the
years to come?

Based on the number of family physicians
available in 2022 and the number of Canadians
with access to care, each active family physician
provided care to an estimated average of 695
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Figure 2: Family Physician Shortages by Regions, 2022
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*'The current trend suggests that 57 percent of family physicians aged 75 and over will retire and exit the workforce based on the historical
data since 2017. This rate is used as a factor to project the future outflow of family physicians based on the current trend.

Source: Author’s calculations based on Statistics Canada, Table 13-10-0096-16 and CIHI Supply, Distribution and Migration of Physicians

in Canada, 2022, Table 2.1.

patients.® Given the current population without access
to primary care, an additional 7,844 family physicians
would be required to address the current access
gap.” If we suppose the annual growth rate of family
physicians remains at the current 1.6 percent, filling
the gap would take about 10 years — an unattainable
prospect especially considering increasing demand due
to population growth and ageing.

Figure 2 shows the shortage of family physicians
in each region in 2022. Among all provinces,
Quebec needs the most family physicians to fill

their care gap, at 2,658. Ontario also has a shortage
of 2,136 family physicians, but it also needs to

hire at least an additional 526 family physicians to
replace its retiring physicians (see online Appendix
B for methodology).!® Otherwise, more Ontarians

will be left without a primary care provider once
their existing physicians choose to retire. According
to the Ontario College of Family Physicians (2023),
by 2026 one in four Ontarians (or 4.4 million) are
expected to be without a family doctor.

8 In 2022, the number of family physicians per 100,000 population in Canada was 123.8, which means each family physician
would have cared for 808 patients on average, if the whole population had access to primary care. However, that patient
volume is overestimated since 14 percent of Canadians indicated having no access to a regular healthcare provider that year.

9  Given 14 percent of Canadians having no access to a regular healthcare provider, approximately 5.5 million Canadians did
not have a family physician in 2022. Using the average patient volume of 695, an additional 7,844 family physicians would
be required to accommodate the existing population and address the access gap.

10 As one reviewer noted, the hours of work among family physicians have shifted over time and the complexity of patients
served has increased, making it difficult for family physicians to serve rosters of the size of their predecessors. It is true that
we cannot plan for one-on-one replacement of the previous and current generation. However, the patient volume of 695 is
reasonably low, compared to other international countries such as the Netherlands.


https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf

“ C.D. HOWE INSTITUTE 6

Figure 3: Supply and Demand for Family Physicians, 2017-2032
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*'The current trend suggests that 57 percent of family physicians aged 75 and over will retire and exit the workforce based on the historical
data since 2017. This rate is used as a factor to project the future outflow of family physicians based on current trend.

Source: Author’s calculations based on Statistics Canada, Table 17-10-0005-01, CIHI Supply, Distribution and Migration of Physicians in
Canada, 2022, Table 22.1 and Canadian Post-MD Education Registry Table H9.

'The future demand for family physicians will — where 57 percent of family physicians aged 75
only increase. The federal government’s ambitious and over retire — the projected supply of family
immigration target, set out in 2022, called for 1.5 physicians in 2032 will be sufficient to meet 90
million more immigrants to Canada over the next percent of the demand for that year (Figure 3).
three years, contributing to population growth. However, if all family physicians aged 75 and over
Canada’s population is predicted to increase by 12 were to retire, only 78 percent of the projected
percent (38.9 million to 43.6 million) from 2022 demand would be met and the shortage of family
to 2032.! Over that same period, the number physicians in 2032 would increase to 13,845
of existing trainees is expected to increase by (online Appendix B). With only about 1,550 family
approximately 37 percent, but the number of physicians exiting residency in 2022, Canada’s
retiring family physicians aged 75 and over rises by  current pipeline of family medicine graduates will
66 percent. Under the normal retirement scenario not be sufficient to meet this future demand."?

11 See online Appendix B for projection methodology.

12 'The projections did not include nurse practitioners and physician assistants who are salaried and provide primary care as
well. To some extent, they may alleviate the shortage of family physicians. There were approximately 8,206 NPs and 1,000
PAs practicing in Canada. The use of NPs will be discussed in a later section.


https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
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Figure 4: Access to Care vs. General Practitioner per Capita, International, 2023
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Sources: The GP per capita data was drawn from the OECD statistics for 2022 or the latest possible. The data point for Canada was
provisional value and for Australia and New Zealand were estimated values, while others are either estimates or real data. The access to care

data was drawn from the 2023 CMWEF survey data from CIHIL

HOW CANADA COMPARES: LESSONS
FROM ABROAD

Compared to other Commonwealth Fund
countries,"® Canada’s performance in primary care
has been consistently weak, particularly in access to

care. Of 10 countries, Canada ranked the worst in
having a doctor or a regular place for medical care:
86.2 percent of surveyed Canadians reported having
a regular doctor/GP/NP/PA or place for medical

care in 2023 (CIHI 2024)."* However, Canada had
the highest number of general practitioners (GPs)

13 'The Commonwealth Fund (CMWF) International Health Policy Surveys conduct rolling surveys of seniors, primary care

physicians, and the general public in 11 advanced economies: Australia, Canada, France, Germany, the Netherlands, New
Zealand, Norway, Sweden, Switzerland, the United Kingdom and the United States. The 2023 survey did not include Norway.
14 GP: General practitioner; NP: Nurse practitioner; PA: Physician assistant. This is the first time the CMWEF survey includes

all the primary care workforce in access to care.
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per 10,000 population in 2022, at 13.3 (Figure 4).1
In contrast, the Netherlands only had 9.2 GPs per
10,000 population, but 99 percent of its survey
respondents reported having a doctor or place

tor medical care. Indeed, Figure 4 suggests that

a higher density of family physicians per capita
may not be associated with better primary care
access.!® Shehaed et al. (2023) find that countries
“with high rates of primary care attachment have
stronger contractual agreements and accountability
for family physicians, including where they practise,
their scope of practice, and who they accept as
patients.” In comparison, most family physicians in
Canada operate as independent contractors, with
no inherent obligation or accountability for the
services they provide to the health insurer, namely,
the provincial/ territorial governments. Countries
such as the Netherlands either mandate registration
for patients with a general practitioner, or strongly
support it. Their primary care systems offer valuable
lessons for Canada (e.g., online Appendix C,

and Tan et al. 2023). The federal and provincial
governments should refine primary care policies

by learning from international best practices to
enhance primary care and elevate Canada’s ranking
among high-performing countries.

CONTRIBUTING FACTORS TO
FAMILY PHYSICIAN SHORTAGES

Many factors contribute to family physician
shortages in Canada, including an ageing physician
workforce, reduced interest in family medicine
among new medical students, administrative

burdens, and changes in physician practices that
have resulted in decreased efficiency.

Ageing Physician Workforce

'The workforce of family physicians is older than
other occupations, indicating that higher rates of
retirement can be expected in the coming decades.
As older doctors retire, many cannot find younger
colleagues to take over their practices.

'The proportion of family physicians aged 60
and over rose from 11.85 percent in 2001 to 26.06
percent in 2017 (online Appendix A2). Meanwhile,
the proportion of those under 39 has declined since
the 1990s. Between 1992 and 2002, this proportion
decreased from 45 to 28.6 percent and continued
in this manner until 2008, although it began to
increase slowly thereafter. In 2011, the proportion
of family physicians aged 60 and over surpassed
those under 39 for the first time, and did so for
the three subsequent years. Although this trend
has reversed since 2014, the gap has been very
small. This suggests that the influx of new family
physicians may not be able to keep pace with the
outflow of older physicians, potentially impacting
access to primary care services.

More broadly speaking, in 2022, there were
48,199 family physicians in Canada (CIHI 2023a).
'The average age of family physicians in Canada was
49.3 in 2022, ranging from 48 in Saskatchewan to
51.1 in Quebec (CIHI 2023a). Close to a quarter of
family physicians (11,871) were aged 60 and over.

'There were 13,369 young family physicians
under 39, accounting for 27.74 percent of the

15 By OECD’s definition, general practitioners (or “family doctors”) assume responsibility for the provision of continuing

and comprehensive medical care to individuals, families and communities. Besides general practitioners, they also include

district medical doctors — therapists, family medical practitioners (“family doctors”), and medical interns or residents

specializing in general practice. Therefore, the number of general practitioners per capita will be slightly higher than the

family physicians per capita compiled by CIHI that only include active family physicians. Discrepancies exist due to

differences in definition.

16 One reviewer notes that some family physicians work in the emergency departments, or practice obstetrics and palliative

care, so they do not work in longitudinal care and roster patients.


https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
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Figure 5: Proportion of Family Physicians by Age, 2022
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Source: Supply, Distribution and Migration of Physicians in Canada, 2022, Table 2.1.

workforce, slightly higher than the proportion

of senior family physicians (Figure 5). Among
provinces, New Brunswick and Yukon had the
highest share of family physicians aged 60 and over,
at around 30 percent, followed by Nova Scotia and
British Columbia. In Nova Scotia, New Brunswick,
and Quebec there were more senior family
physicians than young physicians, highlighting the
significant issue of an ageing physician population
in these provinces.

Reduced Interest in Family Medicine

Fewer and fewer medical students are interested

in family medicine. The significant gap in
compensation between family physicians and
specialists could be one of the contributing factors
influencing medical students to pursue residencies
in specialties other than primary care. On average,
tamily physicians made about $83,000 less than
medical specialists and $208,000 less than surgical
specialists in 2021-22 (CIHI 2023c). In 2023, 30.3

percent of Canadian medical graduates ranked
family medicine as their first-choice discipline

in the first iteration, down from 38 percent in
2015. This reflects a growing uncertainty among
medical trainees about whether family medicine

is a viable career choice. Even after graduating

in family medicine, some individuals may choose
not to practice comprehensive family medicine. A
recent survey from the University of Alberta found
that only 38.8 percent of surveyed residents were
willing to take on a patient panel (roster) in the
next five years, compared to 72.6 percent prior to
entering residency, indicating a change in resident
practice intentions (Horvey et al. 2023). Kabir et
al. (2021) found that residents and early-career
family physicians opt for specialized practices (e.g.,
emergency department, hospitalist, palliative care or
sports medicine) instead of comprehensive practices
due to “self-preservation within the current
structure of the healthcare system, support from
colleagues, training experiences in medical school
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and/or residency.” Therefore, increasing the number
of young family physicians and encouraging them
to take more patients, through various supports
such as team-based care, are critical.

In addition, unfilled family residency spots
have been increasing. The 2023 Canadian
Resident Matching Service (CaRMS 2023)
showed that 6 percent of family medicine
residency spots in Canada were unfilled (100
positions, mainly in Quebec). Other medical
disciplines had only one unfilled residency
position in 2023. The number of unfilled family
residency spots in Quebec has increased over
time (Wittevrongel and Shaw 2022), likely due to
its French language requirements and restrictions
in practice. According to Wittevrongel and Shaw
(2022), Quebec’s bureaucratic licensing and
accreditation process also prevents the mobility
of physicians from other provinces and abroad.

Meanwhile, hundreds of international medical
graduates are interested in family medicine but
lack residency spots. According to CaRMS (2023),
1,060 international medical graduates applied for
residency positions in family medicine in 2023. Just
364 were matched with the necessary post-graduate
training, a match rate of 34.3 percent compared
to 97.8 percent for Canadian medical graduates.
Barriers that prevent IMGs from filling vacant
residency positions and complicate the matching
process include a restrictive quota for IMGs during
the initial matching process and varying regulatory
and language prerequisites across provinces. With a
tew residency positions available to IMGs, Canada
is limiting its supply of family physicians and
underutilizing its medical talent.

Administrative Burden

In Canada, most family physicians are independent
small business owners fully responsible for all the
staffing and infrastructure costs needed for their
practices (Glazier 2023). In addition to looking

after their patients, family physicians also need to

manage payroll, equipment, supplies, and other
administrative tasks. According to the Canadian
Medical Association (2021), nearly half of family
physicians surveyed spent 10 to 19 hours per week
on administrative tasks. A recent survey from the
Ontario College of Family Physicians (2023) also
indicated that, on average, Ontario family physicians
work an average of 47.7 hours per week, with 40
percent of that spent on administrative tasks. Some
administrative tasks include sending duplicate forms
requested from different organizations, writing
unnecessary sick notes, and filling out lengthy
insurance forms that are difterent for each company.
Enhancing data linkages and utilizing administrative
data instead of duplicating efforts offers a pathway to
reducing administrative workload.

'These administrative tasks can result in time and
productivity losses. For instance, physicians across
Canada are spending 18.5 million hours every year
on unnecessary administrative work, equivalent
to 55.6 million patient visits (Alegbeh and Jones
2023). About two-thirds of this work could be
completed by another health professional, and a
third could likely be eliminated. The administrative
burden also affects physicians’job satisfaction
(Gajjar et al. 2022), increases their burnout, and
worsens their mental health. More than half
of primary care physicians in Canada were not
satisfied at all with the amount of time they spent
on administrative work in 2022 (CIHI 2023b).
Close to one-third (28.8 percent) plan to stop
seeing patients regularly in the next one to three
years. About two-thirds of family physicians in
Ontario are also planning to make a change or leave
the profession in the next five years (OCFP 2023).

Instead of the traditional small-business model
of family medicine, younger medical graduates
prefer to be employees with benefits such as paid
vacation and parental leave (Hedden et al. 2021).
'They do not want to run their own clinics, hire
staff, and have the administrative burden of being a
business owner and providing indirect patient care.
More and more young family physicians want a
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Figure 6: Ratio, Family Physicians Working to Full-Time Equivalent, 2018 vs 2021
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Source: Canadian Institute for Health Information. National Physician Database Historical Payments — Data Tables, Table D3.

higher quality of work-life balance. They also prefer
to work in inter-professional group practices where
they can get support from teammates.

Efficiency Matters
Although family physician supply in Canada has

been increasing in recent years, physician productivity
has decreased and average hours worked per week
have declined, resulting in a net reduction of
physician services per capita (Lee, Mahl, and Rowe
2021). Crossley, Hurley and Jeon (2009) observed a
decline in patient care hours across all age cohorts of
physicians. They found that the changing behaviour
of male physicians contributed more significantly

to the overall decrease in direct patient care hours
compared to the growing proportion of female family
physicians in the physician workforce. They argue
that increasing direct patient care hours by 5 percent
among current practicing physicians would have a

greater impact on effective physician supply than
substantial increases in medical school enrollments.
Similarly, Kralj, Islam and Sweetman (2024) found
that although average physician payments have risen
over the past three decades, the average weekly hours
worked by physicians have consistently decreased.
Since 1997, male physicians’work hours have notably
declined, while their female counterparts’ hours have
remained relatively stable at around 45 hours per
week. In particular, male physicians accounted for
5.7 of the overall 6.9-hour decrease in work hours.
According to Kralj, Islam and Sweetman (2024),
male physicians’ preferences to a better work-life
balance are a main contributing factor.

Although Canada has 48,199 family physicians,
many work part-time and some who are licensed
may perform little to no clinical work, focusing
on research or holding administrative positions.

To produce a more meaningful measurement of
physician supply, the concept of counting Full-
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Time Equivalent (FTE) physicians was adopted."”
Comparing the headcount of physicians to the
estimated number of F'TE physicians provides
insights into provincial variations in physician
practices (Wyonch 2021). Compared to three years
ago, the ratio of family physicians working to the
FTE standard has increased in all provinces in
2021-2022, except Manitoba and Newfoundland
and Labrador (Figure 6). Prince Edward Island,
British Columbia, and Quebec experienced the
greatest increases in this ratio. These provinces have
1.4 times as many family physicians as estimated
tull-time equivalents.

As noted in Wyonch (2021), family physicians
in Ontario generally work the equivalent of full-
time clinical hours, making it the only province
where this is the case. Despite the fact that British
Columbia and Quebec saw increases of 624 and
580 family physicians, respectively, their FTE
numbers only increased by 254 and 122. This
discrepancy suggests that, on average, fewer clinical
services were provided, despite having more family
physicians eligible to practice in these provinces.
'This implies that there is potential to improve
patient access to primary care by increasing the
hours worked by existing family physicians and
decreasing the amount of time they spend on non-
patient care. Increasing the use of both team-based
models of care and other primary care providers
would also help with primary care access, something
that will be discussed in the following sections.

POLICY STRATEGIES TO IMPROVE
PRIMARY CARE

Addressing primary care access gaps requires a
multifaceted approach. Simply increasing the
number of family physicians will not suffice to meet

the demands of a growing and ageing population.
Canada already has a higher density of family
physicians than comparator countries that achieve
better outcomes in terms of population access.
Similarly, the density of family physicians in Canada
has grown over time, but access to primary care
remains a challenge for a significant portion of the
population. Provinces need to focus on improving
the efficiency of primary care to enhance patient
access. This involves reducing administrative burdens,
implementing alternate payment models, expanding
the scope of practice of other primary care providers,
and promoting team-based models of care.

Increasing Training Positions for Prospective
Family Doctors and Accelerating Pathways for
IMGs

'The number of residency spots needs to be expanded
and pathways for international medical graduates
(IMGs) to enter family medicine need to be
accelerated, whether through access to residency
positions or direct-to-practice. In 2023, universities
and family medicine residency programs increased
the number of available positions by 60 (CaRMS
2023).'The total number of students matching to
family medicine increased by 59. Two-thirds of this
increase came from IMGs. IMGs matching to family
medicine increased from 439 in 2022 to 555 in 2023.
'This increase in IMG matching implies that most
regions (except Quebec) have the potential to match
more IMG:s if they increase the residency spots for
IMGs. Correspondingly, the number of practicing
physicians who can mentor graduates needs to
increase to provide residency training.

'The United Kingdom has relied on IMGs
for years, with 50 percent of its doctors being
international graduates in 2021 (General Medical

17 Gross income per physician is used as a measure of output to model the “full-time equivalent” number of physicians. For
further information about methodology of these estimates, see https://www.cihi.ca/sites/default/files/document/national-

physician-database-data-release-2021-2022-meth-notes-en.pdf.


https://www.cihi.ca/sites/default/files/document/national-physician-database-data-release-2021-2022-meth-notes-en.pdf
https://www.cihi.ca/sites/default/files/document/national-physician-database-data-release-2021-2022-meth-notes-en.pdf
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Council 2022). Since government initiatives opened
more training spots, the UK witnessed its general
practice trainees grow by 34 percent, with IMGs
filling most of these additional places. On average,
about a third of Canada’s family physicians are
foreign-trained (31.1 percent), with Quebec having
the lowest proportion of foreign doctors at just 7.8
percent. Seventy-three out of 100 unfilled residency
spots in 2023 were in Quebec.'® Quebec needs to
better use its agreement with France and streamline
applications of French doctors to increase the
inflow of family physicians (Wittevrongel and
Shaw 2022). Allowing more IMGs to practice in
Canada could also help alleviate the significant
physician shortage in underserviced areas, since
most IMGs entering postgraduate training in
Canada sign a “return of service” commitment,
obliging them to practice in an underserviced
community for a number of years after completion
of residency, depending on the province (Malko and
Huckfeldt 2017).

Streamlining credential recognition for
internationally trained physicians (I'TPs) is also
important to boost the supply of family physicians.
I'TPs need to go through a lengthy credential
recognition process, assessment exams, and
residency training." With limited residency spots

available for IMGs, it will likely take a few years for
I'TPs to utilize their medical training and skills.
Some provinces are already moving in the right
direction to streamline recognition of foreign
credentials and work experience. For example, nine
provinces offer practice-ready assessments (PRAs),
a path for internationally trained family physicians
who have already completed their residency.?* Ontario
renewed its funding for the PRA program in June, and
New Brunswick launched the program in October last
year. Still, the number of assessments seems low: only
50 applicants in Ontario and 10 applicants in New
Brunswick will be accepted.”! Research has shown
that investments in skills assessment (such as PRAs)
and residency training opportunities for IMGs can
generate real annual rates of return between 9 and
13 percent by streamlining professional recognition

(Emery et al. 2007).

Eliminating Unnecessary Administrative
Burdens

Reducing the administrative burden for family
physicians can improve care, reduce burnout, and
free up time better spent on direct patient care.

Alegbeh and Jones (2023) find that 38 percent of

administrative work for physicians is unnecessary

18 Quebec has been implementing unpopular healthcare reforms in recent years. It forces general practitioners to work more

nights and weekends and do on-call shifts in the ER, making the already difficult recruitment of family doctors even more

so (Duong and Vogel 2023).

19 Nova Scotia was the first province in Canada to allow physicians who received training in the United States to skip

certification exams and begin to practice immediately. Ontario has recently made it easier for internationally trained family

doctors in the United States, Ireland, Australia, and Britain to practice medicine in the province by removing supervision

and assessment requirements.

20 PRA assesses internationally trained physicians in a clinical environment over several months by evaluating candidates more

practically and thoroughly while expediting their workforce integration. Supervising physicians will assess internationally-

trained physicians to gauge their “practice readiness”; successful PRA candidates are granted an independent licence and

must practice in an underserved community for two to three years in a “return of service.” At this time, Prince Edward

Island, Yukon, Nunavut and the Northwest Territories do not offer practice assessments within the National Assessment
Collaboration’s pan-Canadian framework.

21 For further details, see https://touchstoneinstitute.ca/news/practice-ready-ontario-applications-are-open/ and

https://www.cbc.ca/news/canada/new-brunswick/doctors-college-physicians-surgeons-new-brunswick-foreign-trained-

licence-1.7012884


https://touchstoneinstitute.ca/news/practice-ready-ontario-applications-are-open/
https://www.cbc.ca/news/canada/new-brunswick/doctors-college-physicians-surgeons-new-brunswick-foreign-trained-licence-1.7012884
https://www.cbc.ca/news/canada/new-brunswick/doctors-college-physicians-surgeons-new-brunswick-foreign-trained-licence-1.7012884
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and could be eliminated or streamlined. It
includes sick notes, insurance forms, excessive
hospital documentation, etc. Nova Scotia is the
only government that has committed to reducing
physician red tape by 10 percent, roughly 50,000
hours, by 2024 (Alegbeh and Jones 2023). If
jurisdictions across Canada committed to reducing
physician administrative burden by 10 percent,
as Nova Scotia has done, they could free up
approximately 1.9 million hours of physician time
— equivalent to more than 5.5 million patient visits
(Alegbeh and Jones 2023).

Learning from Nova Scotia, other jurisdictions
should measure the total administrative burden
of their family physicians and identify the portion
of administrative work that can be done by others
or eliminated. Two measures from Nova Scotia’s
Patient Access to Care Act are worth mentioning:
limiting sick notes to long-absent employees, and
allowing the government to prescribe Workers
Compensation Board forms and documents.*
Other jurisdictions should also eliminate employer

requirements for sick notes for short-term illness. In

addition, they need to standardize insurance forms
across public and private insurers and simplify
social program and benefit forms. It is necessary to
conduct an internal analysis of the requirements for
provincial social programs and evaluate areas where
duplication of information can be eliminated and
forms can be streamlined. For example, they can
turther utilize digital tools to facilitate autofill and
the sharing of forms among family physicians and
social services.

Jurisdictions should also mandate standardized
referral forms within a specialty across provinces.
‘There are many forms across different specialty
areas, each using different formats and requesting
similar information in varying ways. The use of
e-referral with central intake, and a single common

queue for specialty care and advanced imaging,
could reduce administrative burden for family
physicians.

Moreover, the use of Al can have a positive
impact on primary care, such as supporting routine
task completion and enhancing clinical decision
support. Ontario recently announced a pilot
project aimed at the safe use of Al, allowing for
the automatic summarization or transcription of
patient conversations into electronic medical notes
with their consent.” However, the implementation
of Al in primary care must carefully address several
considerations. These include: ensuring alignment
with the needs of primary care providers; mitigating
potential threats to clinical skills and capacity;
addressing broader concerns surrounding ethical,
legal, and social implications of Al utilization;
ensuring transparency and control over data; and
establishing mechanisms for co-creation, leveraging
high-quality data, and evaluating the efficacy of Al
tools (Terry et al. 2022).

Implementing Alternate Payment Models

Implementing physician payment reform may
facilitate change in organization and delivery

of care. However, it is important to develop
mechanisms for accountability when introducing
such reforms.

Traditionally, primary care services are paid on a
fee-for-service (FFS) basis; each family physician
is paid at a specified rate for each service provided.
Such a payment model incentivizes physicians to
increase the volume of services they provide, thus
potentially over-treating patients and reducing the
time and quality of patient interactions (Blomqvist
and Busby 2012, Blomqvist and Wyonch 2019).

An alternative is the capitation model, where
physicians are paid per patient based on patients’

22 For further details, see https://novascotia.ca/news/release/?id=20230321001
23 For further details, see https://news.ontario.ca/en/release/1004479/ontario-helping-family-doctors-put-patients-before-

aperwork


https://novascotia.ca/news/release/?id=20230321001
https://news.ontario.ca/en/release/1004479/ontario-helping-family-doctors-put-patients-before-paperwork
https://news.ontario.ca/en/release/1004479/ontario-helping-family-doctors-put-patients-before-paperwork
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Figure 7: Share of Alternate Payment for Family Physicians by Jurisdiction, 2019-2021
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Source: Canadian Institute for Health Information. National Physician Database Historical Payments — Data Tables, Table D1.

socioeconomic characteristics. Research finds that
the capitation model is effective at “containing
rising costs, increasing the quality of care, enabling
higher patient satisfaction and better adherence

to medication and treatment protocols” (Berchet
and Guanais 2020). Compared to pure FFS, either
capitation or a blended model better uses total
health system resources (Blomqvist and Busby
2012). Physicians in the capitation model tend to

enroll more patients (Glazier et al. 2009). However,

capitation models in Ontario unintentionally
incentivize family physicians to select less costly
and less sick patients (Rudoler et al. 2015). As
highlighted by Martin et al. (2021), compensation
models need to reflect the complexity of work and
diversity of population served by family physicians.

In the past two decades, the implementation of
alternate payment models (APPs) has been prevalent
in several provinces.?* There is a shift from FFS to
APPs in areas such as salary, blended payments,
capitation and other contracts. These models have
different strengths and weaknesses and may exhibit
varying performance levels depending on the context
and target population (Tan et al. 2023).

In 2021-2022, FFS accounted for 64 percent
of total clinical payments, and alternate payments
represented 36 percent. The split has been stable
at the pan-Canadian level in the last decade,
with some jurisdictional variations. Among nine
jurisdictions where data are available, Nova Scotia
is leading in paying their family physicians with
alternate payment, at 61 percent (Figure 7),

24 For further details, see https://www.cihi.ca/en/health-workforce-in-canada-in-focus-includin

overview-of-physician and Aggarwal et al. (2023).



https://www.cihi.ca/en/health-workforce-in-canada-in-focus-including-nurses-and-physicians/an-overview-of-physician
https://www.cihi.ca/en/health-workforce-in-canada-in-focus-including-nurses-and-physicians/an-overview-of-physician
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followed by Ontario (53 percent) and Saskatchewan
(52 percent). However, FFS remains the dominant
payment model for family physicians in British
Columbia (81 percent, CIHI 2023d). »

APPs need to be further developed and applied,
and Canada can draw valuable lessons in this from
countries like Norway and the Netherlands (online
Appendix C). They include bundled payments for
chronic disease management, or performance-
based incentives to improve access and hold their
physicians accountable. Shahaed et al. (2023) found
that general practitioners in countries with high
rates of primary care attachment “have contractual
arrangements and accountability to government,
insurers or both.” Standards of accountability for
timely access include public reporting of patient
experience measures. Tan et al. (2023) reviewed
11 jurisdictions (i.e., six international countries
and five Canadian provinces) and found that only
England, Scotland and US-Kaiser Permanente
have regularly used patient surveys as accountability
measures. In contrast, there is a notable lack of
accountability measures for quality improvement in
Canada. When introducing primary care payment
reforms, governments need to carefully design
the incentive mechanism, hold family physicians
accountable for the services delivered, monitor
performance, and support quality improvement

(Tan et al. 2023). For example, requirements for
shadow billing? help facilitate routine monitoring
and evaluation, and strengthening enforcement

of contractual obligations such as after-hours care
could be beneficial (Tan et al. 2023).%” Currently,
GPs paid through APPs in Nova Scotia adhere to
an accountability framework that includes measures
such as conducting shadow billing (subject to audit)
and submitting an annual activity report detailing
their activities beyond shadow billing.

Expanding the Scope of Practice of Other

Primary Care Providers

Making the best use of existing health professionals,
such as nurse practitioners (NPs) and pharmacists,
can improve primary care access and free up family
physicians’ time to treat more patients. Having
interprofessional clinicians work in team-based care
with family physicians ensures comprehensive care
with increased continuity and coordination of care.
NPs can provide primary care services such as
diagnosing and treating illnesses, ordering and
interpreting diagnostic tests, prescribing medication,
and making referrals to specialists. However, their
scope of practice varies across Canada (CIHI
2020b). Since 2021, several provinces have lifted
the restrictions for NPs to utilize a fuller range of
their skills. As NPs can roster and manage patients,

25 Last year, British Columbia developed a new longitudinal capitation payment model, accounting for the number and

complexity of patients, the time of direct care, and administrative costs. Such a mechanism can prevent family physicians

from avoiding the sickest patients and likely attract physicians to practice family medicine. However, this model needs to be

evaluated to see its effectiveness on patient care.

26 Shadow billing refers to a process where physicians under alternate payment models submit specific claims for medical

services provided to patients that result in no payment. This allows the provincial Ministry of Health to track healthcare

service delivery. Shadow billed claims are either not paid at all or paid at a lower percentage of the FFS rate (depending

on the physician’s agreement). While shadow billing can add administrative burden, keeping track of services provided to

patients helps monitoring and evaluation. Governments can explore opportunities for digital solutions such as auto-fill to

automate the billing process.

27 In Ontario, after hours care is required for all models except comprehensive care model and NP-led clinics. However, to my

knowledge, there are no regulations in place to enforce after-hours care, nor have there been evaluations of the effectiveness
of this requirement on patient access. For instance, a report by OAGO (2016) revealed that in 2014/15, 60 percent of
Family Health Organizations and 36 percent of Family Health Groups did not work the number of weeknight or weekend

hours required by the Ministry.


https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
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increasing the number of NPs can reduce the
pressure on the supply of family physicians. There
were 8,206 NPs in Canada in 2022, with a growth
rate of 10.9 percent.”® To increase the number of
NPs, Canada needs to increase its nursing base and
improve the growth rate of RNs (1.1 percent in
2022). Otherwise, the nursing shortage will become
worse as more registered nurses become NPs.
Provincial governments need to make better use
of NPs. In Ontario, over 25 NP-led clinics provide
primary care to nearly 80,000 people in rural areas
and Northern Ontario, where the shortage of
family physicians is more acute (Ontario Health
2023). British Columbia and New Brunswick have
also started to utilize NP-led clinics to address
the gap in primary care. Rickards and Hamilton
(2020) found that people who see an NP rather
than a physician in New Brunswick expressed
high levels of satisfaction with both the care
they received and the improved accessibility to
healthcare providers. However, only 5 percent of
people in Canada reported having an NP as their
primary care clinician, and 31 percent indicated
that their primary care practice included an NP.
Some NPs are underemployed in rural and remote
communities or underutilized in urban hospitals.?’
'The remaining regulatory and remuneration
obstacles that hinder NPs’ ability to practice need
to be addressed. For example, Alberta’s government
is creating a new compensation model for NPs

to encourage them to operate independently and
increase comprehensive primary care services in the
community.*

Over the past few years, pharmacists have
been able to do more for their patients, such
as assessing common aliment symptoms and
prescribing medications for minor ailments
(Canadian Pharmacists Association 2023a).
However, pharmacists in many provinces are
still underutilized. Alberta is the only province
allowing pharmacists to practice to their fullest
scope (Canadian Pharmacists Association 2023b).
Other provinces are making some progress. For
example, Nova Scotia has introduced pharmacist-
delivered primary care (i.e., Community Pharmacy
Primary Care Clinics) for 31 minor ailments, and
allows pharmacists to provide treatment for people
with common chronic conditions like diabetes
and asthma.’! Ontario and British Columbia
have also enabled pharmacists to prescribe some
medications.*?

Allowing pharmacists to prescribe drugs and
make certain treatment decisions can alleviate
restrictions on access to treatment. Expanding their
scope of practice helps them build relationships
with their patients, know their medication
history, and provide better care for their patients.
Governments need to continue expanding
pharmacists’scope of practice in consultation with
healthcare professionals.

28 For further details, see https://www.cihi.ca/en/nurse-practitioners#:~:text=In%202022%2C,growth%20rate%200{%20

10%25.

29 While NPs can independently treat and diagnose patients, hospitals or family physician-led clinics sometimes treat them
as assistants. The overlap of services provided by nurse practitioners and family doctors can create tension between the

professions. There needs to be an organizational change where nurse practitioners work independently from physicians more

often (Drummond et al. 2023).

30 The model is expected to include payment for a specified number of clinical hours and other commitments, such as caring

for a certain number of patients. For further details, see https://open.alberta.ca/publications/nurse-practitioner-primary-

care-program-guide

31 For further details, see https://globalnews.ca/news/9479016/demand-high-pharmacy-primary-care-clinic-pilot-project-

nova-scotia/

32 For further details, see https://news.ontario.ca/en/release/1003584/even-more-convenient-care-close-to-home-coming-to-

communities-across-ontario and https://www.bcbudget.gov.bc.ca/2023/default.htm


https://www.cihi.ca/en/nurse-practitioners#:~:text=In 2022%2C,growth rate of 10%25
https://www.cihi.ca/en/nurse-practitioners#:~:text=In 2022%2C,growth rate of 10%25
https://open.alberta.ca/publications/nurse-practitioner-primary-care-program-guide
https://open.alberta.ca/publications/nurse-practitioner-primary-care-program-guide
https://globalnews.ca/news/9479016/demand-high-pharmacy-primary-care-clinic-pilot-project-nova-scotia/
https://globalnews.ca/news/9479016/demand-high-pharmacy-primary-care-clinic-pilot-project-nova-scotia/
https://www.bcbudget.gov.bc.ca/2023/default.htm
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Expanding Team-based Models of Primary Care

In team-based models of primary care, family
physicians work with nurses, nurse practitioners,
pharmacists, social workers, dietitians, and other
allied healthcare professionals to achieve high-
quality, coordinated care.

Recent literature has shown that team-based
care improves healthcare quality, use, costs, and the
health outcomes of chronically ill patients (Reiss-
Brennan et al. 2016, Blomqvist and Wyonch 2019,
Pany et al. 2021, Mangin et al. 2022). Patients
enrolled in team-based care models were more
likely to receive recommended diabetes care
and experience more improvements in care over
time (Kiran et al. 2015). Team-based practices
also reduce physician exhaustion and improve
satisfaction with the work (Willard-Grace et al.
2014). During the pandemic, Ontario’s Family
Health Teams could continue in-person and virtual
care (Ashcroft et al. 2021) while many solo practices
stalled. Wait times to access team members have
also reduced due to virtual care adoption (Donnelly
et al. 2021). Team-based primary care, coupled with
payment reform, can also improve patient outcomes
and reduce emergency department use (Kiran et al.
2022b). For example, under the capitation-based
alternate funding model, two clinics in Alberta
that used team-based care have saved the health
system $120 million over the past 10 years, mainly
trom reduced emergency department visits and
inpatient visits (Health Quality Council of Alberta
2019). The finding shows that the capitation-based
funding model plays a key factor in enabling the
structure and organization of team-based care.

In the last two decades, each province has
adopted difterent team-based practices. However,
the expansion of team-based primary care has been

heterogeneous and slow. According to Aggarwal
et al. (2023), team-based practices “varied in
physician payment, the types of providers, group
size, governance models, requirements for patient
enrollment, the scope of services providers, and
the nature of the population served.” Online
Appendix D provides a summary of the prevalence
of team-based care models in each province and
their respective coverage. Alberta has the highest
proportion of residents enrolled in team-based care,
at 85 percent. Many provinces have just started
team-based care where data are not available.
Ontario was an early adopter of team-based care,
with 187 Family Health Teams (FHTs) along with
other forms of inter-professional team-based care
currently running. However, despite the potential
benefits, less than 25 percent of Ontarians receive
team-based primary care.*® The full population
potential of team-based care remains untapped
in Ontario. Research suggests that team-based
practices have a lower average number of patients
per physician compared to non-team practices,
indicating the capacity for increased patient
enrollment in existing team-based models (Kiran
2015). A successful FHT should be able to
accommodate more patients than an individual
family physician. For example, Windsor FHT has
100-125 solo primary care practitioners but serves
approximately 200,000 people (Ontario Ministry of
Health 2019), with each primary care practitioner
caring for an average of about 2,000 people.
Canada needs to improve and scale up team-
based care (Bell et al. 2023). It is favoured by both
family physicians and patients; nearly 70 percent
of surveyed physicians supported team-based care
(Hedden et al. 2021), while the majority of surveyed
Canadians (90 percent) also felt very comfortable or
comfortable getting care from another primary care

33 Kiran et al. (2022b) find that approximately one-fifth of patients receive team-based primary care as part of a Family Health

Team whereby physicians formally enroll patients, are paid via blended capitation, and have mandatory after-hours care.


https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
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provider on the team if their family doctor or nurse
practitioner recommends it.>*

To further the transition to team-based care,
provinces need to address financial, structural,
governance, and accountability barriers (Farmer et
al. 2022). While expansion is essential, increasing
physician capacity, monitoring and measuring
results, and continuous quality improvement are
also critical (Lukey et al. 2022).% The evaluation
of team-based care needs to focus on patient-
reported outcomes such as access, care coordination,
prevention and health promotion, and support
for managing chronic conditions. Continuous
evaluation of each practice can also help improve
and refine the model. Governments need to
dedicate funding to team-based care and ensure
teams add patient capacity and reduce burnout
(Bodenheimer 2022). They also need to minimize
duplication of skills, optimize productivity, and
toster teamwork among primary care providers so
each can work to their potential (Drummond et al.
2022). The decision-makers and providers of team-
based care would also benefit from appropriate
leadership providing clarity of purpose, goals, roles,
scopes of practice, and procedures throughout the
health system (Suter et al. 2017, Wranika et al.
2019, Farmer et al. 2022).

THE CURRENT PICTURE

Closing the primary care access gap is a priority
across provinces, with each province at varying
stages of implementing the aforementioned five
strategies. The following table illustrates the
progress of 10 provinces in enhancing primary
care since 2022 (see online Appendix E for more

information). In general, primary care is moving

in a positive direction in Canada, with British
Columbia, Nova Scotia, and Ontario having

made the most significant progress. Nova Scotia
stands out as the sole province that has made
advancements on all fronts. Conversely, Quebec lags
behind, having implemented the fewest initiatives
to enhance primary care access. This highlights the
urgent need for significant action in Quebec to
address its primary care access challenges.

Green highlights indicate that the provincial
government took actions directly on the strategy,
for example by increasing the number of family
physicians or setting a goal to reduce administrative
burden. Yellow indicates provinces taking initiatives
relevant to the strategy, for example establishing a
working group or expanding financial incentives.
Red shows no actions taken since 2022.

Many provinces, with the exception of Alberta
and Quebec, are increasing residency spots to
increase the supply of family physicians. Many
provinces are also expanding the scope of practice
of other primary care providers, which is a good
step forward. However, provinces such as Manitoba
and Newfoundland and Labrador need to consider
adopting their own context-based strategy.

Only four provinces have created or expanded
alternate payment models since 2022: Alberta,
British Columbia, Nova Scotia, and Saskatchewan.
Several provinces have introduced incentives
to attract and retain family physicians. While
commendable, holding family physicians
accountable for the services they provide is crucial
to seeing improvement in patient access.

Among all areas for improvement, reducing
the administrative burden does not appear to be
a priority for many provinces. While Nova Scotia
introduced the Patient Access to Care Act to reduce

34 'The top five providers are nurse practitioners, nurses, pharmacists, psychologists, and psychotherapists. For more details, see

question 46 at https://data.ourcare.ca/all-questions

35 In 2016, Ontario’s Auditor-General found that the average family physician working in a Family Health Organization was

working just 3.4 days a week, despite being paid for a full week.


https://www.cdhowe.org/sites/default/files/2024-05/Comm%20660%20appendix.pdf
https://data.ourcare.ca/all-questions
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physician paperwork, only British Columbia and
Manitoba are establishing working groups to tackle
the same issue. Ontario, Quebec, and Newfoundland
and Labrador have also taken positive steps to
reduce red tape in healthcare; however, effective
measurement and the establishment of reduction
targets are necessary to enact tangible improvements
for physicians and healthcare overall (Loeppky, Yoo,
and Alegbeh 2024).

Ongoing measurement and evaluation of these
initiatives is important, especially with clearly
defined outcome indicators such as the percentage
of people attached to primary care. Evaluation
requires regular and reliable information about
care access, emphasizing the importance of health
data and transparency within and across provinces.
While most provinces are expanding team-based
care, its productivity and administrative efficiency
need to be evaluated (Drummond et al. 2022).
Governments need to support family physicians
while holding them accountable for system-wide
goals, such as access and patient outcomes, to
facilitate improvement over time.

In the Northern territories where family
physicians are few, and the turnover rates are high,
making the best use of nurses by expanding nurse-
led community health centers or clinics could help
alleviate the shortage of physicians. Increasing
the adoption of virtual care shows promise in
enhancing primary care access and fostering team

collaboration across geography (Bhatia and Falk

2018, Flood, Thomas and McGibbon 2023). Peixoto

et al. (2024) found that integrated virtual care can
connect previously unattached patients in rural
and underserved Ontario communities to a family
physician, delivering comprehensive team-based
primary care. The pandemic has led to a significant

surge in virtual care adoption, with two-thirds of
health systems transitioning to virtual platforms.
In 2023, 32.3 percent of Canadians received
healthcare from a primary care provider through
telehealth, surpassing the Commonwealth Fund
country average of 23 percent (CIHI 2024). Among
those who used virtual care with their primary care
provider, the majority of them (80 percent) reported
satisfaction with their experience. To fully leverage
virtual care’s potential, especially in rural and
remote areas, significant investments in broadband
infrastructure are essential. Ensuring accessibility of
virtual tools for older adults, visible minorities, and
Indigenous communities also requires thoughtful
design to enhance user experience.

Some provinces and territories, including
Newfoundland and Labrador,*® Prince Edward
Island,*” Nova Scotia,®® and Quebec, have made
significant investments in increasing care access
through virtual care. Many primary care physicians
now provide a range of online services, such as
email consultation, appointment scheduling, and
prescription renewals. By utilizing virtual care
effectively, governments can leverage its potential
to reduce healthcare costs, increase patient
convenience and create health system capacity
(Bhatia et al. 2020). Other jurisdictions should
consider expanding these pilot initiatives to
modernize our health system.

CONCLUSION

Since the pandemic, provinces and territories
have been actively working to improve primary
care access. While increasing the supply of family
physicians remains a priority, optimizing the
utilization and efficiency of existing physicians

36 In Newfoundland and Labrador, patients registered on Patient Connect will have access to a virtual physician available

Monday to Friday 9 am to 8 pm.

37 For further details, see https://www.princeedwardisland.ca/en/service/virtual-health-care-for-islanders-without-a-primary-

care-provider

38 For further details, see https://www.nshealth.ca/clinics-programs-and-services/virtual-care-ns
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is also critical. A comprehensive approach that
combines strategies such as increasing the inflows
of family physicians, streamlining administrative
processes, implementing alternate payment models,
expanding the scope of practice of other primary
care providers, and expanding team-based models
of care is essential for significant progress.

As the federal government engages in bilateral
agreements with provincial governments, there
is sufficient funding available for primary care
innovations. However, it is imperative to implement
ongoing performance measurement, quality
improvement, and accountability mechanisms
for policy innovations, all with transparent
public reporting. The federal government

needs to collect comprehensive data to track

the provincial initiatives after implementation,
especially in Ontario, British Columbia, and
Nova Scotia. Incorporating patient-reported
measures can further enhance health service
delivery and effectiveness. Moreover, the federal
government needs to facilitate the improvement
and coordination of primary care initiatives
between provinces. This involves identifying and
disseminating best practices related to regulation,
compensation, governance, and other pertinent
factors. Continuous cross-provincial comparisons
are necessary to ensure ongoing learning and
improvement in primary care access across Canada.
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