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ABSTRACT

PURPOSE An adequate supply of family physicians who deliver comprehensive care is criti-
cal for addressing evolving population health needs, fostering health equity, and ensuring a
cost-effective health system. Little is known about current trends of family physicians choos-
ing focused practice and concurrent changes in comprehensive family physician numbers
relative to population growth.

METHODS We conducted a repeated cross-sectional population-based study using adminis-
trative data to understand sex-stratified trends in focused practice from 1993/1994 through
2021/2022 in Ontario, Canada, accounting for population growth. For each fiscal year, we

identified all active family physicians and classified them by practice type, leveraging a pre-
viously published algorithm on comprehensiveness.

RESULTS The proportion of family physicians in focused practice increased from 7.7%
(856/11,103) in 1993/1994 to 19.2% (3,351/17,413) in 2021/2022. The 3 most prevalent
focused practice types at the end of the study period were emergency (37.0%), hospitalist
(26.5%), and addiction (8.3%) medicine. A greater proportion of focused practice physicians
were male (60.1%) vs female (39.9%) in 2021/2022. Over the study period, the number

of family physicians increased from 104 to 118 per 100,000; however, the number of com-
prehensive family physicians decreased from 71 to 64 per 100,000. Of the additional 6,310
family physicians who entered the workforce, 39.5% (2,495/6,310) were in focused practice.

CONCLUSIONS Over the study period, there was a decrease in the percentage of compre-
hensive family physicians and a substantial increase in family physicians pursuing focused
practice, particularly in emergency and hospitalist medicine. Research and policy work is
needed to understand and address the complex factors driving these trends.

Ann Fam Med 2025;23:181-190. https://doi.org/10.1370/afm.240377

INTRODUCTION

ountries around the world are struggling to ensure population-wide access

to primary care."? In Canada, more than 1 in 5 adults report not having

a regular primary care clinician,® while approximately 15% of those with
access may lose their clinician to retirement by 2025.*° Concurrently, population
health needs are growing with an aging population, medical complexity is rising
across all ages, and socioeconomic inequalities are widening.®” About 95% of peo-
ple in Canada report that their primary care clinician is a family physician.’ Thus,
ensuring an adequate supply of family physicians who deliver comprehensive care is
crucial for effectively addressing evolving population health needs, while fostering
health equity and ensuring a cost-effective health system %1

Family physician training is broad and provides physicians with a range of

potential career choices—from outpatient practices that specialize in palliative
care or addiction medicine to hospital-based practices that include inpatient care,
emergency medicine, or anesthesia. Not all qualified family physicians choose to
practice longitudinal, comprehensive care where they support the full range of
patient needs across the lifespan. A few studies from the United States and Can-
ada, primarily conducted before the COVID-19 pandemic, have reported fewer
family physicians providing comprehensive care and greater numbers pursuing
focused areas of practice such as emergency or sports medicine.!""'” The pandemic
may have accentuated this trend.'® Little is known, however, about current trends
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TRENDS IN FOCUSED PRIMARY CARE PRACTICE

Table 1. Characteristics of Focused Practice Physicians vs Other Practice Types, 1993 and 2021

Comprehensive practice

Focused practice

Worked <44 days

Characteristic 1993 2021 AD 1993 2021 AD 1993 2021 AD
Physicians, 7,562 (68.1) 9,522 (54.7) -13.4 856 (7.7) 3,351 (19.2) 115 1,578 (14.2) 1,433 (8.2) -6.0
No. (%)
Days worked, 219.8 (60.0) 195.7 (60.4) —24.1  152.9 (63.1) 155.9 (64.3) 3.0 15.7 (12.5) 19.7 (13.1) 4.0
mean (SD)
Age, No. (%), y
<40 3,255 (43.0) 2,899 (30.4) -12.6 390 (45.6) 1,427 (42.6) -3.0 1,156 (73.3) 488 (34.1) -39.2
40-54 2,978 (39.4) 3,235 (34.0) -54 273 (31.9) 1,187 (35.4) 3.5 231 (14.6) 322 (22.5) 7.8
55-64 838 (11.1) 2,117 (22.2) 11.2 119 (13.9) 519 (15.5) 1.6 3(5.3) 264 (18.4) 13.2
65-74 439 (5.8) 1,064 (11.2) 5.4 67 (7.8) 181 (5.4) -2.4 7 (4.9) 274 (19.1) 14.2
>75 52 (0.7) 207 (2.2) 15 7 (0.8) 37 (1.1) 0.3 1(2.0) 85 (5.9) 4.0
Mean age, 43.4 (11.6) 48.7 (13.1) 5.3 43.7 (12.9) 44.2 (11.9) 0.6 36.9 (13.6) 50.4 (15.9) 13.5
mean (SD), y
Sex, No. (%)
Female 2,135 (28.2) 4,866 (51.1) 22.9 187 (21.8) 1,337 (39.9) 18.1 493 (31.2) 773 (53.9) 22.7
Male 5,427 (71.8) 4,656 (48.9) —-22.9 669 (78.2) 2,014 (60.1) -18.1 1,085 (68.8) 660 (46.1) —-22.7
Rurality, No. (%)?
0 3,895 (51. ) 4,760 (50.0) —1.5 485(56.7) 1,416 (42.3) —14.4 1,181 (74.8) 755 (52.7) 222
1-9 1,647 (21. 2,811 (29.5) 7.7 155 (18.1) 879 (26.2) 8.1 177 (11.2) 308 (21.5) 10.3
10-39 1,342 (17. ) 1,509 (15.8) -1.9 162(18.9) 705 (21.0) 2.1 127 (8.0) 205 (14.3) 6.3
>40 644 (8.5) 424 (4.5) -4.1 49 (5.7) 337 (10.1) 4.3 6 (4.2) 152 (10.6) 6.4
Missing 4 (0.4) 18 (0.2) -0.3 5 (0.6) 4 (0.4) -0.2 7(1.7) 13 (0.9) -0.8
Years since graduation, No. (%)
0-5 1,171 (15.5) 933 (9.8) -5.7 187 (21.8) 518 (15.5) -6.4 951 (60.3) 230 (16.1) —44.2
6-10 1,311 (17.3) 1,530 (16.1) -1.3  139(16.2) 732 (21.8) 5.6 164 (10.4) 222 (15.5) 5.1
11-20 2,353 (31.1) 1,968 (20.7) —-10.4 201 (23.5) 910 (27.2) 3.7 191 (12.1) 238 (16.6) 45
21-30 1,600 (21.2) 2,099 (22) 0.9 162 (18.9) 624 (18.6) -0.3 101 (6.4) 178 (12.4) 6.0
31-40 771 (10.2) 1,954 (20.5) 10.3 111 (13.0) 393 (11.7) -1.2 4 (6.0) 275 (19.2) 13.2
>40 356 (4.7) 1,038 (10.9) 6.2 56 (6.5) 174 (5.2) -1.3 7 (4.9 290 (20.2) 15.4
Income quintile by practice location, No. (%)P
1 2,765 (36.6) 2,820 (29.6) -6.9 181 (21.1) 993 (29.6) 8.5 395 (25.0) 409 (28.5) 3.5
2 1,745 (23.1) 2,159 (22.7) —0.4 149 (17.4) 731 (21.8) 4.4 372 (23.6) 303 (21.1) 2.4
3 969 (12.8) 1,326 (13.9) 1.1 111 (13.0) 401 (12.0) -1.0 248 (15.7) 180 (12.6) -3.2
4 757 (10.0) 1,341 (14.1) 4.1 127 (14.8) 369 (11.0) -3.8 173 (11.0) 180 (12.6) 1.6
5 1,093 (14.5) 1,077 (11.3) -3.1 236 (27.6) 585 (17.5) -10.1 357 (22.6) 202 (14.1) -85
Missing 233 3.1) 799 (8.4) 5.3 2 (6.0) 272 (8.1) 2.1 3(2.1) 159 (11.1) 9.0
Patient visits by setting, mean % (SD)
Office/home/ 87.7 (15.6) 94.8 (13) 7.2 471 (44.2) 34.4 (39.6) —12.8 80.7 (34.2) 73.2 (40.5) —7.5
telephone
Hospital 5.4 (6.6) 2(7.3) -3.2 9.8 (21.7) 21.7 (33.4) 11.9 5.9 (16.4) 9.4 (25.00 3.5
inpatient
Emergency 3.7 (8.6) 1.3 (7.3) —2.4 37 (42.9) 40.4 (44.6) 3.3 11.8 (28.2) 11.4 (29.6) —0.4
department
Long-term 3.2 (9.7) 7 (6.9) -1.6 6.1 (22.3) 3.6 (145) -2.5 6 (10.3) 6 (22.1) 4.4
care

AD = the absolute difference

Note: The AD is a percent for categorical variables, or a mean for continuous variables, and reflects the change between the first and last fiscal years of the study period.

2 Rurality was measured using the Rurality Index of Ontario. A higher value reflects a higher degree of rurality.

b Income quintile of practice location is based on neighborhood income quintile with 1 as lowest and 5 as highest.
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Other practice type No billings Overall

1993 2021 AD 1993 2021 AD 1993 2021 AD
409 (3.7) 1,344 (7.7) 4.0 698 (6.3) 1,763 (10.1) 3.8 11,103 (100) 17,413 (100) 0.0
175.6 (76.7) 162.3 (70.3) -13.3 0 (0) 0 (0) 0.0 170.2 (99.5) 151.1 (89.5) -19.1
132 (32.3) 435 (32.4) 0.1 312 (44.7) 390 (22.1) —-22.6 5,245 (47.2) 5,639 (32.4) -14.9
138 (33.7) 364 (27.1) -6.7 188 (26.9) 348 (19.7) -7.2 3,808 (34.3) 5,456 (31.3) -3.0
66 (16.1) 293 (21.8) 5.7 73 (10.5) 373 (21.2) 10.7 1,179 (10.6) 3,566 (20.5) 9.9
54 (13.2) 184 (13.7) 0.5 99 (14.2) 468 (26.5) 12.4 736 (6.6) 2,171 (12.5) 5.8
19 (4.6) 68 (5.1) 0.4 26 (3.7) 184 (10.4) 6.7 135 (1.2) 581 (3.3) 2.1
48.7 (14.3) 49.9 (14.6) 1.3 45.8 (15.4) 56.1 (15.7) 42.9 (12.6) 48.8 (13.9) 5.9
81 (19.8) 653 (48.6) 28.8 228 (32.7) 861 (48.8) 16.2 3,124 (28.1) 8,490 (48.8) 20.6
328 (80.2) 691 (51.4) -28.8 470 (67.3) 902 (51.2) -16.2 7,979 (71.9) 8,923 (51.2) -206
257 (62.8) 661 (49.2) -13.7 491 (70.3) 944 (53.5) -16.8 6,309 (56. ) 8,536 (49.0) -7.8
72 (17.6) 247 (18.4) 0.8 74 (10.6) 346 (19.6) 9.0 2,125 (19. 4,591 (26.4) 7.2
59 (14.4) 221 (16.4) 2.0 84 (12.0) 266 (15.1) 3.1 1,774 (16. ) 2,906 (16.7) 0.7
19 (4.6) 204 (15.2) 10.5 38 (5.4) 186 (10.6) 5.1 816(7 3) 1,303 (7.5) 0.1
2 (0.5) 1(0.8) 0.3 11 (1.6) 1(1.2) -0.4 9(0.7) 77 (0.4) -0.3
50 (12.2) 152 (11.3) -0.9 197 (28.2) 113 (6.4) -21.8 2,556 (23.0) 1,946 (11.2) -11.8
58 (14.2) 226 (16.8) 2.6 6 (12.3) 203 (11.5) -08 1,758 (15.8) 2,913 (16.7) 0.9
97 (23.7) 234 (17.4) -6.3 139 (19.9) 274 (15.5) 4.4 2,981 (26.8) 3,624 (20.8) -6.0
84 (20.5) 257 (19.1) 1.4 7 (13.9) 225 (12.8) 1.1 2,044 (18.4) 3,383 (19.4) 1.0
65 (15.9) 272 (20.2) 43 8 (11.2) 3096 (22.5) 1.3 1,119 (10.1) 3,290 (18.9) 8.8
55 (13.4) 203 (15.1) 1.7 101 (14.5) 552 (31.3) 16.8 645 (5.8) 2,257 (13.0) 7.2
133 (32.5) 399 (29.7) -2.8 173 (24.8) 526 (29.8) 5.1 3,647 (32.8) 5,147 (29.6) -33
102 (24.9) 288 (21.4) -35 148 (21.2) 358 (20.3) -0.9 2,516 (22.7) 3,839 (22.0) -0.6
3 (10.5) 155 (11.5) 1.0 7 (12.5) 204 (11.6) -0.9 1,458 (13.1) 2,266 (13.0) -0.1
7 (9.0) 149 (11.1) 2.0 8 (12.6) 203 (11.5) 1.1 1,182 (10.6) 2,242 (12.9) 2.2
2 (20.0) 156 (11.6) -8.4 178 (25.5) 213 (12.1) -13.4 1,946 (17.5) 2,233 (12.8) 4.7
2(2.9) 197 (14.7) 11.8 4 (3.5) 259 (14.7) 11.2 354 (3.2) 1,686 (9.7) 6.5
91 (18.2) 86.2 (22.0) —4.7 85.87 (32.1) - - 83.6 (25.6) 79.4 34.7)  —4.1
3.7 (8.8) 5.4 (11.4) 1.8 4.64 (17.7) - - 5.7 (10.9) 7.2 (19.9) 15
4(11.8) 6.8 (14.7) 2.4 8.45 (26.2) - - 7.7 (20.5) 10.9 (28.1) 3.3

0.9 (6.1) 1.6 (7.1) 0.6 1.05 (7.8) - - 3.1(11.2) 24(11.1)  -06
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in family physicians choosing focused practice, how these
trends compare with population growth, what the most prev-
alent types of focused practice are, and how these choices
differ by physician sex.

We used health administrative data to understand trends
in focused practice in Ontario, Canada from 1993 through
2021, stratifying for physician sex and years in practice, and
evaluating concurrent changes in the number of comprehen-
sive family physicians per capita. Understanding these trends
is critical for health workforce planning and developing a
strategy to ensure primary care meets population needs.

METHODS

Context and Setting

Ontario is Canada's largest province with a population of
approximately 15 million in 2021. Family physician visits are
fully insured for all permanent residents through the pro-
vincial health insurance plan. Licensed family physicians can
open a practice anywhere in the province, choose what ser-
vices they provide, and bill the government directly through
the provincial health insurance plan. Approximately 85%

of family physicians practicing longitudinal, comprehensive
care are part of a Patient Enrolment Model that includes
formal patient enrollment, payment via blended capitation
or fee-for-service, and accountability for delivering after-
hours services.*

Study Design and Population

We conducted a repeated cross-sectional population-based
study in Ontario, Canada spanning fiscal years 1993/1994
through 2021/2022 (abbreviated as 1993-2021 here onwards).
The study cohort was composed of general practitioners

and family physicians who were acquired independently for
each study year using methods aligned with the existing
literature.' Both general practitioners and family physicians
provide primary care. General practitioners are not certified
by the College of Family Physicians of Canada and new des-
ignations were phased out in the early 1990s in Ontario. We
leveraged multiple health administrative data sets, which were
linked using unique encoded identifiers and analyzed at ICES
(formerly known as the Institute for Clinical Evaluative Sci-
ences), an entity authorized to collect and use health care and
demographic data for health system evaluation and improve-
ment. The use of these data for the purposes of this study
was authorized under section 45 of Ontario's Personal Health
Information Protection Act, and did not require review by a
research ethics board.

Categorizing Family Physicians by Type of Work

We began by assessing comprehensiveness of practice based
on the following 3 previously published criteria: (1) physi-
cian worked a minimum of 44 days during the year; (2) more
than 50% of billings were for core primary care services; and
(3) the threshold for number of primary care activity areas

necessary for a physician to be considered as providing com-
prehensive care was met." Physicians who did not meet these
criteria for comprehensiveness were categorized as follows:
(1) focused practice (eg, hospital care, emergency medicine);
(2) worked less than 44 days per year (eg, physician on leave);
(3) other—did not meet criteria for comprehensive or focused
practice but billed the provincial health insurance plan and
worked a minimum of 44 days per year (eg, rural physician
splitting time between hospital, long-term care, office); (4)
had no public billings (ie, physicians paid exclusively through
salary [eg, working at a Community Health Centre], physi-
cians working exclusively in the private system [eg, Work-
place Safety and Insurance Board], retired physicians with

an active license but not working clinically, and physicians
exclusively doing non-clinical work [eg, working for the gov-
ernment, research]).

The College of Family Physicians of Canada conceptu-
alizes a focused practice family physician as having a major
part- or full-time commitment to 1 or more specific clinical
areas in their practice."” We operationalized this using 3
distinct approaches (Supplemental Appendix 1): (1) focused

practice assessment billing codes, which enabled family phy-
sicians to be designated to 1 of 7 areas of focused practice
starting in 2009; (2) visit locations (eg, emergency depart-
ment, long-term care) or grouped visit types representing
focused scopes of practice (eg, pain medicine, palliative care)
found in the ICES physician database''; and (3) Ontario
Health Insurance Plan billing codes for certain procedures
(eg, radiology, dialysis, pulmonary function testing).

Data Sources

We used the provincial corporate provider for information
on physician characteristics, including their affiliation with a
primary care patient enrollment model; the ICES Physician
database for physician specialty and active status; the Ontario
Health Insurance Plan database to assess fee-for-service
physician claims for all physicians in Ontario, including the
number of services and payment received; and the Statistics
Canada postal code conversion files to derive neighborhood
income quintiles by linking practice postal code to cen-

sus dissemination area. We determined rurality by linking
postal code with the Rurality Index of Ontario.?° Population
estimates were based on deidentified, aggregated, publicly
reported data from Statistics Canada.

Analyses

We used descriptive statistics to compare characteristics of
physicians in focused practice with those in other practice
types. We reported differences in characteristics between
the first and last study years as the absolute difference in
either the percentage (categorical variables) or the mean
(continuous variables). We conducted sex-specific bivariate
analyses looking at practice type by career stage, comparing
2009 to 2021 (focused practice assessment billing codes were
introduced in 2009). We examined the most prevalent types
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Figure 1A. Number of Family Physicians, by Practice Type, 1993-2021
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of focused practice, by sex and overall. Finally, we looked at
temporal trends in the overall number of family physicians,
and by practice type, in relation to the population growth.
We assessed the sensitivity of these findings by regrouping
those classified as other into the comprehensive group.

The SAS Enterprise Guide, version 9.4 (SAS Institute Inc)
was used to conduct all analyses. This study followed the
Strengthening the Reporting of Observational Studies in Epi-
demiology reporting guidelines.

RESULTS

The total number of family physicians increased from 11,103
in 1993 to 17,413 in 2021; however, the mean number of days
worked per physician decreased from 170 to 151 (Table 1).
Over time, there was an increase in the percentage of family
physicians who were female (28.1% to 48.8%) and age 55
years or over (18.4% to 36.3%). Of the additional 6,310 fam-
ily physicians who entered the workforce during the study
period, 39.5% were in focused practice and 85.0% were
female family physicians. Overall, the percentage of family
physicians in focused practice increased from 7.7% in 1993 to
19.2% in 2021. The focused practice group had fewer mean
days worked in 2021 at 156 days as compared with 196 days
for the comprehensive practice group.

From 1993 to 2021, the percentage of all male family phy-
sicians in focused practice increased from 8% (669) to 23%
(2,014) while the percentage of all female family physicians in
focused practice increased from 6% (187) to 16% (1,337). At
the end of the study period, there was a net increase of 944
male family physicians in the workforce, but an additional
1,345 males in focused practice and 771 fewer in compre-
hensive practice. In contrast, there were an additional 5,366
female family physicians in the workforce of which only 1,150

worked in focused practice. In 2021, 60% of focused prac-
tice physicians were male and 40% were female. Overall and
sex-stratified trends in types of practice are summarized in
Figure 1A-C.

The 5 most prevalent focused practice types in 2021 were
emergency medicine (37.0%), hospitalist medicine (26.5%),
addiction medicine (8.3%), anesthesia (6.0%) and palliative
medicine (5.1%) (Figure 2). There was a notable decline in
the number of focused physicians in general practitioner
psychotherapy, from 31.5% in 1993 to 2.2% in 2021. There
was also some variation in the types of focused practice by
sex (Supplemental Appendix 2). The most common type of
focused practice among male physicians was emergency med-
icine (40.2% for males and 32.2% for females) while the most
common type among female physicians was hospitalist work
(32.2% for females and 22.6% for males).

From 2009 to 2021, the percentage of family physicians

doing focused practice stayed relatively stable or increased
for all family physician graduation cohorts except for those
graduating 41 or more years ago (Figure 3). The percentage
doing focused practice, however, was higher among those
graduating in the last 20 years (eg, in 2009, 22.7% among
those graduating 0-5 years ago vs 11.3% among those gradu-
ating 31-40 years ago). There was a large increase from 2009
to 2021 in the percentage of family physicians doing focused
practice in mid-career (from 31.3% to 43.5% for those
graduating 11 to 30 years ago). For each graduation cohort,
there were more male vs female family physicians working in
focused practice (Supplemental Appendix 3).

Ontario's population (all ages) increased from 10.7 mil-
lion in 1993 to 14.8 million in 2021, an increase of 38.5%
(Figure 4). During this period, the number of family physi-
cians increased by 14%, from 104 to 118 per 100,000. The
number of focused family physicians increased from 8 to 23
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Figure 1B. Number of Female Family Physicians, by Practice Type, 1993-2021
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Figure 1C. Number of Male Family Physicians, by Practice Type, 1993-2021
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per 100,000; however, the number of comprehensive family
physicians decreased from 71 to 64 per 100,000. As part of
sensitivity analyses, regrouping those classified as other with
those in the comprehensive practice group showed a decrease
from 75 to 73 family physicians per 100,000 (Supplemental
Appendix 4), with impact on the magnitude but not the
directionality of the trends.

DISCUSSION

In this repeated cross-sectional study comprising all active
family physicians practicing in each fiscal year (1993
through 2021) in Ontario, Canada, we found that 1 in 5
were in focused practice in 2021 compared with 1 in 13 in

1993. Almost 40% of the growth in the total number of
family physicians was attributable to focused practice, with
emergency, hospitalist, and addiction medicine being most
prevalent specialties. Although the proportion of focused
practice family physicians was larger in early- and mid-career
physicians, the decrease over time in the proportion of com-
prehensive physicians was apparent across all career stages.
A greater proportion of male family physicians worked in
focused practice. There was an increase in the overall num-
ber of family physicians, both in absolute terms and per
capita, but a decrease in the proportion of comprehensive
family physicians.

The decline in comprehensive family physicians is con-
cerning due to the facts that 22% of Canadians lack access
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Figure 2. Types of Focused Practice Physicians, 1993-2021

Years since graduation

B Focused practice [l Comprehensive practice ] Worked <44 days Other practice type [l No billings

3,500 t
I
I
e g |
I
3,000 !
| — FPA codes
i
I
2,500 !
I
1
I
LB [ |
2,000 i i o
2 N |
£ - I
=] I
2 I
1,500 - - - - .- ErPBEBEEEL:
1,000
500 —
0
o X N o S\ D O O N A D > & o L O O O N D X » o A 2 O O N
9’ O OO O OO O QO O QOO QO NNNRAN NN
R S o R R R AR R PR RN
Fiscal year
[ | Emergency department Hospitalist Mep psychotherapy Addiction [l Anesthesia
. Geriatrics . Long-term care . Obstetrics . Pain . Palliative
Sports . Sugery/Surg asst .Other
FPA = Focused Practice Assessment; GP = general practitioner; Surg asst = sugery assistant.
N
Figure 3. Choice of Primary Care Practice Type, by Years From Graduation, 2009 vs 2021
100 —
(= WE g BN gy == B . . ]
] L
[
80 . . . S o
70 —
S 60 4
£
o
£ 50
o
g
& 40
30
20 —
10
0 T T T T T
2009 2021 2009 2021 2009 2021 2009 2021 2009 2021 2009 2021
0-5 6-10 11-20 21-30 31-40 a1+

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG + VOL. 23, NO. 3 *+ MAY/JUNE 2025

~etiy>




Pre-publication version. EMBARGOED UNTIL MAY 27, 2025, 1PM CENTRAL.
THIS LINK IS TEMPORARY

Disclaimer: Articles appearing in this format are peer-reviewed and accepted for publication, but may differ slightly from final published articles.
TRENDS IN FOCUSED PRIMARY CARE PRACTICE

Figure 4. Trends in the Number of Family Physicians Per Capita, by Practice Type, 1993-2021
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to primary care, population health needs are increasing, and
the physician workforce is aging and nearing retirement.3*2!
We found a decrease in the total number of family physicians
in the first part of the study period (1993 to 2009) which is
likely explained by pan-Canadian policies to reduce physician
supply by reducing medical school and residency training
spots in the 1990s.2% In contrast, the total number of family
physicians per capita increased in the latter one-half of the
study period, but only slightly over one-half of these were
comprehensive family physicians by 2021. We also found
that Ontario's family physicians were increasingly female

and on average, worked fewer days per year, trends con-
sistent with other research.* Although fewer female family
physicians worked in focused practice compared with male
colleagues, female physicians are known to have smaller ros-

ters, take more time with patients, and work fewer hours.*23-2°

Taken together these findings caution against using a simple
head count of family physicians to assess physician work-
force supply.

Although causality cannot be directly inferred from
our study, several changes to the health system and policy
landscape may have contributed to the trends reported. One
potential driver may have been the introduction of the des-
ignated focused practice billing codes which made focused
practice more financially viable. Other factors may have
been the restrictions on entry into capitation-based mod-
els and a pause on new team-based models.? Most family
medicine residents in Ontario train with preceptors in team-
based capitation models, yet these options were no longer
available to most graduates after 2012, potentially impact-
ing career choice. The majority of focused practice family
physicians pursued emergency or hospitalist medicine, with
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remarkable growth in the latter over the nearly 30-year
period. Ontario hospitals have been under intense pressure
to find financial efficiencies over the last decade and may
have turned to family physicians as a way of maintaining
services at reduced costs. In addition, changes in billing
codes in the early 2010s increased remuneration for the
most responsible physician providing care in hospital,
making hospitalist work more financially rewarding. Fur-
thermore, the number of specialist physicians per capita in
Ontario is lower than Organization for Economic Co-oper-
ation and Development (OECD) comparator countries and
may also drive the need for family physicians to play a role
in hospitals.?”

Family physicians may also be choosing focused practice,
particularly hospital-based work, due to better remuneration,
more job flexibility (ie, to take vacation or parental leaves),
more team supports, no overhead, no hassles of running a
small business, and overall better quality of life.'3?%2° Apart
from personal or workplace-related factors, qualitative stud-
ies have also highlighted environmental-level drivers (eg,
geography, local provider mix, regional economics) and pop-
ulation-level drivers (eg, increased prevalence of substance
use).’® A complex interplay of a multitude of factors is likely
driving the growth in hospitalist medicine,?' underscoring the
significance of accounting for hospitalist medicine in work-
force planning models going forward.

Our study has important limitations. We did not account
for full-time equivalents, which may mean that we overesti-
mated the provision of comprehensive care. There were likely
some family physicians providing comprehensive care who
were assigned to other categories. For example, exclusively
salaried physicians working in Community Health Centers
which provide care for 2% to 3% of Ontario’s population
would have been classified as having no public billings. Sim-
ilarly, some classified to the other practice type and focused
practice groups may have provided some core primary care
services, despite not meeting the eligibility criteria for com-
prehensiveness. To mitigate this, we conducted sensitivity
analyses and included the physicians in other practice types
with those in comprehensive practice. More work is needed
to characterize physicians that were classified into the other
practice type, worked less than 44 days, and no billings
groups, and to validate the subcategories of focused practice
ascertained through billing data. Finally, definitions of com-
prehensiveness and focused practice vary across jurisdictions
as do policies affecting practice choices, thereby limiting
external generalizability. A recent national investigation
reported that 30% of Canadian family physicians are now
practicing outside of primary care, however, rendering our
findings as more conservative.®

CONCLUSIONS

Over the past 30 years in Ontario, Canada, there has been
a decrease in the proportion of comprehensive family

physicians and an increase in the proportion of family phy-
sicians pursuing focused practice, particularly emergency
medicine and hospitalist work. Our findings caution against
the exclusive use of family physician head counts in work-
force planning. More research is needed to understand why
family physicians are increasingly pursuing focused practice.
Policy and practice changes, including better remuneration
aligned to system goals, practice support, job flexibility, team-
based care, and cross-sectoral health workforce planning,
are needed to make comprehensive family practice the most
attractive option to family physicians.
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