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Abstract

Objective To identify FPs with additional training and focused practice activities relevant to the needs of older patients
within health administrative data and to describe their medical practices and service provision in community-based
primary care settings.

Design Retrospective cohort study.
Setting Ontario.

Participants Family physicians with Certificates of Added Competence in care of the elderly from the College of Family
Physicians of Canada or focused practice billing designations in care of the elderly.

Main outcome measures Evidence of additional training or certification in care of the elderly or practice activities
relevant to the care of older adults.

Results Of 14,123 FPs, 242 had evidence of additional scope to better support older adults. These FPs mainly practised
in team-based care models, tended to provide comprehensive care, and billed for core primary care services. In an
unadjusted analysis, factors statistically significantly associated with greater likelihood of having additional training or
focused practices relevant to the care of older patients included physician demographic characteristics (eg, female sex,
having completed medical school in Canada, residential instability at the community level), primary care practice model
(ie, focused practice type), primary care activities (eg, more likely to provide consultations, practise in long-term care,
refer patients to psychiatry and geriatrics, bill for complex house call assessments, bill for home care applications, and
bill for long-term care health report forms), and patient characteristics (ie, older average age of patients).

Conclusion The FP workforce with additional training or focused practices in caring for older patients represents a small
but specialized group of providers who contribute a portion of the total primary care activities for older adults. Health
human resource planning should consider the contributions of all FPs who care for older adults, and enhancing geriatric
competence across the family medicine workforce should be emphasized.
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Résumeé

Objectif Repérer, dans les données administratives sur la santé, les médecins de famille qui possédent une formation
supplémentaire ou qui ménent des activités de pratique ciblées en rapport avec les besoins des patients agés, et décrire
leurs pratiques médicales et les services qu'ils offrent dans des milieux de soins communautaires de premiére ligne.

Type d’étude Etude de cohorte rétrospective.
Contexte L'Ontario.

Participants Médecins de famille possédant un certificat de compétence additionnelle en soins aux personnes agées du
Collége des médecins de famille du Canada ou utilisant des désignations de facturation liées a la pratique ciblée sur les
soins aux ainés.

Principaux paramétres a l'étude Preuve de formation supplémentaire ou de certification additionnelle en soins aux
personnes agées ou d'activités de pratique en rapport avec ces soins.

Résultats Les auteurs ont constaté que 242 des 14 123 médecins de famille avaient une portée de pratique supplémentaire
pour mieux soutenir les personnes agées. Ces médecins travaillaient surtout dans des modéles de soins dispensés

en équipe, avaient tendance a fournir des soins complets et facturaient des services de soins primaires de base. Dans

une analyse non ajustée, des facteurs statistiquement significatifs ont été associés a une plus grande probabilité de
formation supplémentaire ou de pratique ciblée relatives avec les soins aux personnes agées. Il s'agit des caractéristiques
démographiques du médecin (p. ex. le sexe féminin, le fait d’avoir fait ses études de médecine au Canada, l'instabilité de
la résidence au niveau communautaire), du modéle de pratique des soins primaires (c.-a-d. un type de pratique ciblé), des
activités liées aux soins primaires (p. ex. une plus grande probabilité de donner des consultations, de pratiquer en soins
de longue durée, de demander des consultations en psychiatrie et en gériatrie, et de facturer des évaluations complexes a
domicile et des demandes de soins a domicile, et de facturer pour remplir des formulaires de rapports sur la prestation de
soins de longue durée) et des caractéristiques des patients (c.-a-d. leur age moyen plus avancé).

Conclusion L'effectif de médecins de famille qui possédent une formation supplémentaire ou une pratique ciblée sur
les soins aux personnes agées représente un groupe petit, mais spécialisé de fournisseurs qui consacrent une partie de
leurs activités de soins primaires a cette population. Pour la planification des ressources humaines en santg, il faudrait
tenir compte des contributions de tous les médecins de famille qui prodiguent des soins aux ainés et mettre l'accent sur
'amélioration des compétences en gériatrie de l'effectif des médecins de famille.
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with shortages in the FP workforce!* prompted

by exits from practice during the COVID-19 pan-
demic,® narrowing scopes of practice,® and waning inter-
est in comprehensive family medicine.”® While family
medicine involves caring for patients across the age
spectrum, FPs are central to the care of older persons.’
Compared with other age groups, older adults (aged
>65 years) are the most frequent users of primary care
services, accounting for almost one-third of family medi-
cine services.” Older patients’ greater medical complex-
ity and chronicity and higher rates of health service use
across settings are best managed when FPs play a cen-
tral role in care coordination and continuity of care.!
However, as the population of older adults continues
to expand, gaps between what older patients need and
what FPs have the capacity to provide are also growing.!!

Comprehensive primary care is associated with better
health equity and efficiency, care continuity, and patient
and provider satisfaction, as well as with fewer emer-
gency department visits, hospital admissions, specialist
referrals, and health system costs.!?!® Despite the cen-
trality of comprehensiveness to family medicine training
and professional identity,'” FPs are increasingly choos-
ing to provide comprehensive care to distinct popula-
tion groups or focus their practices in specific clinical
areas.2*?5 Pursuit of additional training or focused scope
of practice is driven by many factors, including geogra-
phy, remuneration, personal interests or values, support
from colleagues, positive training experiences, and desire
to decrease breadth to handle complexity in a focused
area.??¢2° There is a gap in understanding factors asso-
ciated with FPs acquiring additional skills or using bill-
ing designations specific to the needs of older patients,
including the range of clinical services delivered.

Family physicians with additional training or focused
practices related to the care of older adults are not iden-
tified in health administrative data. In the absence of a
validated classification, little is known about their individ-
ual and practice characteristics, including their impact on
quality of care and patient outcomes. We aimed to identify
FPs with additional training or certification in care of the
elderly (COE) or who practise with a focus on care of older
adults within population-based health administrative data
holdings in Ontario. We then sought to describe their med-
ical practice characteristics and service provision.

P rimary care systems across the world are grappling

— Methods —

Design

We conducted a retrospective cohort study to examine the
characteristics of FPs with additional training and practice
activities suggesting a focus on older adults in the 2019 cal-
endar year. Our reporting follows the STROBE (Strengthening
the Reporting of Observational Studies in Epidemiology)
statement (Appendix 1, available from CFPlus*).>

Data sources

We linked multiple data sets at ICES, an independent,
non-profit research institute that collects and analyzes
health care and demographic data about publicly funded
encounters in Ontario (Appendix 2, available from
CFPlus*).%! Data sets were linked using unique encoded
identifiers and analyzed at ICES. We conducted a project-
specific linkage with the College of Family Physicians of
Canada (CFPC) membership database for physicians
with Certificates of Added Competence (CACs) in COE.
Data were accessed using the ICES remote access envi-
ronment. We ascertained most responsible provider
(MRP) practice in long-term care (LTC) using a previ-
ously established classification.*

Sample

We established a cohort of physicians who had sub-
mitted at least 1 Ontario Health Insurance Plan (OHIP)
fee claim in 2019. We excluded physicians whose main
specialty in the ICES physician database was not family
medicine or general practice and we excluded nonresi-
dents of Ontario.

We identified FPs with additional training or a focus
on older adults using 2 methods related to their edu-
cation or training and practice organization. First, we
identified FPs with CACs in COE (CAC-COE) by importing
a validated list from the CFPC.33* Second, we classified
physicians as “focused scope of practice in COE” (FSP-
COE) if they had submitted at least 1 billing for 1 of the
5 OHIP fee codes eligible to FPs enrolled in a focused
practice funding arrangement in COE.?*3¢ Our method-
ology is detailed in Appendix 3, available from CFPlus.*

Physicians who did not fall within our classification of
having additional skills in COE were grouped together,
although they exhibit heterogeneity; some provide com-
prehensive care, hold CACs in other domains of care, or
have focused practices in other domains of care.

Analysis

We reported measures of central tendency in descriptive
tables (eg, medians and interquartile ranges [IQRs] for
continuous variables and frequencies and proportions
for categorical variables). We performed y? tests and
Wilcoxon rank-sum tests to assess differences between
CAC-COE or FSP-COE FPs and others using 2-sided
tests with the conventional 95% threshold for statisti-
cal significance. We used data visualization techniques
to illustrate the number of CAC-COE or FSP-COE FPs
per 100,000 persons aged 65 or older by health region
(known as Local Health Integration Networks [LHINS]
in Ontario at the time).>” We used unadjusted logistic
regression to examine factors associated with FPs hav-
ing additional training or focused practices in caring for

*Appendices 1 to 4 are available from https://www.cfp.ca. Go to the full
text of the article online and click on the CFPlus tab.
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older adults. Finally, we conducted a sensitivity analy-
sis with an increased threshold for relevant fee codes
to classify FSP-COE FPs. Cases with missing data were
excluded from each analysis. All analyses were per-
formed using SAS software, version 9.4.

Ethics

This project was approved by the Hamilton Integrated
Research Ethics Board (11391). Use of ICES data is autho-
rized under Section 45 of Ontario’s Personal Health
Information Protection Act, which allows ICES to collect
and analyze health care and demographic data without
consent for health system evaluation and improvement.*

— Results —

Cohort creation
A total of 14,123 FPs satisfied our inclusion criteria
(Figure 1). We identified 242 FPs with additional training
or focused practices in COE: 100 as CAC-COE only, 99 as
FSP-COE only, and 43 who satisfied both the CAC-COE
and FSP-COE classifications. That is, of the 143 total CAC-
COE FPs, 43 billed using the FSP-COE OHIP fee codes.*
For the purposes of description, we considered the
remaining 13,881 FPs as lacking evidence of having addi-
tional training in or providing focused care of older adults.

Figure 1. Flowchart of study population selection

Descriptive findings

Characteristics of FPs with and without additional train-
ing or focused practices in the care of older adults in
Ontario and characteristics of their practices are sum-
marized in Table 1. Family physicians in the CAC-COE
or FSP-COE group were more likely to be female than
other FPs (59.92% versus 48.66%, respectively; P<.001)
and to be younger (median age 45 [IQR=16] versus
49 [IQR=23]; P<.001). Their median time in practice was
shorter (17 years [IQR=18] versus 22 years [[QR=24];
P<.001) and they were more likely to be Canadian medi-
cal graduates (65.29% versus 54.93%; P=.004).

While most CAC-COE or FSP-COE FPs had com-
prehensive practices, they were less likely than other
FPs to have comprehensive practices (60.74% ver-
sus 69.02%; P<.001). While the most common patient
enrolment model used by CAC-COE or FSP-COE FPs
and for other FPs was “Other or no enrolment group”
(35.95% versus 28.51%, P<.001), CAC-COE or FSP-COE
FPs were more likely to work under a blended salary
model than other FPs (33.88% versus 20.34%; P<.001).
Median OHIP gross payments for CAC-COE or FSP-COE
FPs did not vary significantly compared with those of
other FPs ($160,733 [IQR=$142,935] versus $159,789
[[QR=$158,491]; P=.79).

15,401 physicians who
submitted at least 1 OHIP
claim in 2019 with the family

medicine specialty code Exclude:

Physicians whose
> main specialty was
not family medicine

14123 FPs (n=1278)

using OHIP codes A967, Did not bill relevant

fmmm e i----------------------------i -----------------

Classify as CAC-COE CAC in COE holders No CAC in COE
(n=143) (n=143) (n=13,980)
Identify FPs who billed

Billed relevant

Billed relevant Did not bill relevant

Tally FPs with evidence

K703, K077, B98S, codes at least once codes at least once codes at least once codes at least once
or B986 at least once (n=100) (n=43) (n=99) (n=13,881)
in 2019 (n=142) ‘
Classify by clinical Comprehensive Focused Other or <44 days
practice type (n=17) (n=20) in practice (n=6)

! 1
+ of additional training : l I
. orcertification or of |

! 1
! 1
! 1

Comprehensive  Focused

focused practices in
(n=58) (n=24)

caring for older adults
(n=242)

v

Other or <44 days
in practice (n=18)

CAC—Certificate of Added Competence, COE—care of the elderly, OHIP—Ontario Health Insurance Plan.

i v

Comprehensive
(n=72)

v

Other or <44 days
in practice (n=13)

Focused
(n=14)
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Table 1. Characteristics of FPs in Ontario with and without additional training or focused practices in the care of older adults

FPs WITHOUT EVIDENCE OF
ADDITIONAL TRAINING OR
FOCUSED PRACTICES (n=13,881)

CAC-COE AND FSP-COE

CHARACTERISTIC FPs (n=242)

P VALUE*

Sex (female), n (%)

Age (y), median (IQR)

Years in practice, median (IQR)
Based in rural location,’ n (%)

Community size,* n (%)
+ 21,500,000 residents
+ 500,000 to 1,499,999 residents
+ 100,000 to 499,999 residents
+ 10,000 to 99,999 residents
+ <10,000 residents

ED in physician’s census subdivision, n (%)

Location of medical school training, n (%)
- Canada
« International
- Unknown

Community-level marginalization score in primary practice
location,® median (IQR)

+ Residential instability

+ Material deprivation

+ Economic dependency

+ Ethnic diversity

Full-time affiliation with a patient enrolment model, n (%)

Practice type, n (%)
+ Comprehensive
- Focused
+ Other or <44 days in practice

Type of patient enrolment model, n (%)

+ Enhanced fee-for-service models (comprehensive care model
or family health group)

- Blended capitation models (family health network or family
health organization)

- Blended salary model (family health team)

- Other or no enrolment group

+ Unknown

More than 50% of payments attributed to fee-for-service, n (%)
Total OHIP billings ($), median (IQR)!

Billings attributed to core primary care services, n (%)
+ >50% of all billings
+ <50% of all billings
» Unknown

Number of patient visits, median (IQR)
Number of consultations, median (IQR)

Submitted billings for adults aged 265 (OHIP billing code), n (%)
+ 21 care of the elderly focused practice assessment (A967)
« 21 geriatric outpatient case conference (K703)
« 21 geriatric telephone support (K077)
« >1 geriatric home visit premium for first person seen (B988)
« 21 geriatric home visit travel premium (B986)
+ 21 complex house call assessment (A900)
« 21 periodic health visit (K132)
- 21 home care application (K070)
+ 21 completion of long-term care health report form (K038)

145 (59.92)
45 (16)
17 (18)
20 (8.26)

90 (37.19)
49 (20.25)
60 (24.79)
23 (9.50)
20 (8.26)

200 (82.64)

158 (65.29)
27 (11.16)
57 (23.55)

0.04 (0.22)
-0.12 (0.19)
-0.16 (0.46)
-0.07 (0.93)

155 (64.05)

147 (60.74)
58 (23.97)
37(15.29)

20 (8.26)
43(17.77)

82 (33.88)
87 (35.95)
10 (4.13)

96 (39.67)

160,733 (142,935)

166 (68.60)
53 (21.90)
23 (9.50)

2636 (2513)
48 (128.50)

56 (23.14)
108 (44.63)
23(9.50)
20 (8.26)
19 (7.85)
121 (50.00)
135 (55.79)
141 (58.26)
196 (80.99)

6754 (48.66)
49 (23)
22 (24)

1236 (8.90)

6136 (44.20)
2499 (18.00)
2802 (20.19)
1208 (8.70)
1236 (8.90)

10,723 (77.25)

7625 (54.93)
2340 (16.86)
3916 (28.21)

0.02 (0.21)
-0.12 (0.43)
-0.16 (0.55)
-0.07 (1.22)

9059 (65.26)

9581 (69.02)
2172 (15.65)
2128 (15.33)

2861 (20.61)
2888 (20.81)

2823 (20.34)
3957 (28.51)
1352 (9.74)

6978 (50.27)

159,789 (158,491)

10,218 (73.61)
2315 (16.68)
1348 (9.71)

3005 (3019)
2(31)

0(0)

0(0)

0(0)

0(0)

0 (0)
3232 (23.28)
8364 (60.26)
5166 (37.22)
7757 (55.88)

<.001*

<.001*

<.001*
.73

.19

.05*

.004*

<.001*
.45
.19

<.001*

.69

<.001*

<.001*

<.001*
.79

.10

.06
<.001*

<.001 *
<.001*
<.001*
<.001*
<.001*
<.001*
.16
<.001*
<.001*

Table 1 continued on page 564
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Table 1 continued from page 563

FPs WITHOUT EVIDENCE OF

CAC-COE AND FSP-COE ADDITIONAL TRAINING OR

P VALUE*

CHARACTERISTIC
Most responsible physician in long-term care, n (%)

Number of specialist referrals made, median (IQR)
- Total referrals to geriatric medicine
- Total referrals to psychiatry
- Referrals to psychiatry for patients aged 265

Patients with a health services encounter, median (IQR)
« Total (any age)
- Total aged 265
- Rostered (any age)
+ Not rostered (any age)

Average age of patients (y), median (IQR)
- Rostered
- Not rostered

Percentage of patients cared for aged 265, median (IQR)

FPs (n=242) FOCUSED PRACTICES (n=13,881)

91 (37.60) 1409 (10.15) <.001*
3 (10) 1(4) <.001*
25 (41) 28 (45) 23
6 (11) 2(7) <.001*
860 (993) 1273 (1249) <.001*
323 (285) 299 (314) .007*
389 (776) 704 (979) <.001*
377.50 (529) 474 (939) .002*
54 (28) 44 (14) <.001*
55 (31) 44 (13) <.001*
39 (54) 23 (19) <.001*

CAC-COE—Certificate of Added Competence in care of the elderly, ED—emergency department, FSP-COE—focused scope of practice in care of the elderly,
IQR—interquartile range, OHIP—Ontario Health Insurance Plan.
*Statistically significant difference.

*Defined as <10,000 population in census metropolitan area.

*Based on census metropolitan area size.

SBased on Ontario Marginalization Index factor score; higher scores imply higher degrees of marginalization.
IGross billing amounts and payments according to the OHIP Schedule of Benefits.?® These amounts may not reflect net payments made or approved by

the Ministry of Health.

Family physicians with additional training or focused
practices in COE tended to have fewer total patient visits,
but this difference was not statistically significant (median
number of patient visits=2636 [IQR=2513] versus 3005
[IQR=3019]; P=.06). However, they also tended to provide
more consultations than other FPs (median=48 [IQR=128.5]
versus 2 [IQR=31]; P<.001) and tended to have more encoun-
ters with patients aged 65 and older (median=323 [IQR=285]
versus 299 [IQR=314); P=.007). A total of 91 CAC-COE or FSP-
COE FPs (37.60%) practised as MRPs in LTC, a significantly
higher proportion than among other FPs (10.15%; P<.001).

Submitted billings pointed to significant differences
between the 2 groups in clinical activities involving
patients aged 65 or older, including frequency of house
call assessments, completion of home care applications,
and completion of LTC health report forms, with CAC-
COE or FSP-COE FPs being more likely to bill for these
activities. The CAC-COE or FSP-COE FPs also tended to
make significantly more referrals to geriatricians than
other FPs made (median=3 [IQR=10] versus 1 [IQR=4];
P<.001) and more referrals to psychiatrists for patients
aged 65 or older (median=6 [IQR=11] versus 2 [IQR=7];
P<.001). Patients aged 65 or older tended to compose sig-
nificantly greater proportions of the medical practices of
CAC-COE or FSP-COE FPs than of other FPs (median=39%
[IQR=54%] versus 23% [IQR=19%]; P<.001) (Figure 2).

Family physicians in the CAC-COE or FSP-COE group
practised primarily in the Champlain, Toronto Central,
Central, Hamilton Niagara Haldimand Brant, and North
East LHINs in Ontario. Figure 3 shows the ratio of CAC-
COE or FSP-COE FPs to older adults in each LHIN region.

Table 2 describes characteristics of CAC-COE FPs.
Most held 1 CAC (90.91%). Seventeen (11.89%) CAC-
COE individuals were affiliated with the CFPC’s Section
of Researchers and 43 (30.07%) were members of the
Section of Teachers; these are CFPC committees whose
participants provide leadership in these areas.

Inferential findings

Table 3 shows the following factors were significantly
associated with greater likelihood of being a CAC-COE
or FSP-COE FP: physician and community demographic
characteristics (ie, female sex, community size, being
a Canadian medical graduate, and having higher resi-
dential instability at the community level), maintaining
a focused practice type, engaging in specific primary
care activities (ie, providing higher numbers of con-
sultations; being an MRP in LTC; billing for >1 com-
plex house calls, home care applications, or LTC health
report forms; and referring patients aged 65 or older
to psychiatry and geriatric specialists), and providing
care to older patients. Two factors were statistically sig-
nificantly associated with decreased odds of additional
scope in COE: greater number of years in practice and
greater community-level ethnic diversity.

Sensitivity analysis

A total of 83 FPs billed the FSP-COE fee codes more than
once, reducing our CAC-COE or FSP-COE cohort to 186 FPs
(Appendix 4, available from CFPlus*). Compared with
the main analysis, we observed similarities for most
descriptive factors.

564 canadian Family Physician | Le Médecin de famille canadien » Vol 70: SEPTEMBER | SEPTEMBRE 2024



Characteristics of family physicians with additional training or focused practices in caring for older adults

Research

Figure 2. Proportions of family physicians whose practice populations are composed of specific proportions of patients
aged 65 or older: A) Family physicians without additional training or focused practices in the care of older adults and
B) family physicians with additional training or focused practices in the care of older adults.
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Patients aged 265 compose at
least half of the medical practices
of 91(37.60%) individuals with
CAC-COE or FSP-COE status
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*Bars suppressed due to small cell sizes (corresponding to <5 physicians).

A total of 1181(8.51%) family physicians
without additional training or focused
practices in the care of older adults
dedicate at least half of their medical
practices to patients aged 265

PROPORTION OF TOTAL PATIENTS CARED FOR AGED 265

CAC-COE—Certificate of Added Competence in care of the elderly, FSP-COE—focused scope of practice in care of the elderly.

A total of 47 (19.42%) individuals *
with CAC-COE or FSP-COE status -
attribute 290% of their medical |

practices to patients aged 265 *

0.5 0.6 0.7 0.8 0.9

1.0

— Discussion —

We established the first working classification of FPs
with additional training or focused practices in the
care of older adults using health administrative data
in Ontario. To date, examining individual and medical
practice characteristics of CAC-COE and FSP-COE FPs
has been limited to survey methods and environmental
scans*-4? or case studies.?”

We found these FPs primarily practise in team-based
models and in comprehensive practice types, and more
than two-thirds attribute more than half of their billings
to core primary care services. Therefore, despite having
additional training or focused practices, CAC-COE and
FSP-COE FPs remain engaged in contributing to com-
prehensive care. While some FPs deliver skilled care to

focused populations of older patients, their practices aligh
with the CFPC’s Triple C Competency-Based Curriculum
by maintaining continuous, comprehensive, and coor-
dinated care centred in family medicine.** This finding
aligns with previous studies where CAC-COE FPs cred-
ited their CACs with improving patient access to special-
ized geriatric care, supporting continuity of care as their
patients age, and enabling community-adaptive care.?”
Our findings support and extend prior work describ-
ing FPs with CACs or focused practices. Our cohort clas-
sification and examination of remuneration align with
prior findings of substantial differences in how CAC-COE
FPs are compensated and a lack of financial incentive
to pursue focused practice designations.?’#4 In previ-
ous work examining differences between focused prac-
tice physicians (in any clinical domain) and others,
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Figure 3. Ratios of family physicians with evidence of additional training or focused practices in the care of older adults
per 100,000 people aged 65 or older by Local Health Integration Network regions in Ontario*

Number of family physicians with
evidence of additional training or
focused practices in care of older
adults per 100,000 persons aged 265

and 14. North West.

*In 2021 Local Health Integration Network regions were renamed and reconfigured as Home and Community Care Support Services.
The regions as numbered are: 01. Erie St Clair, 02. South West, 03. Waterloo Wellington, 04. Hamilton Niagara Haldimand Brant, 05. Central West,
06. Mississauga Halton, 07. Toronto Central, 08. Central, 09. Central East, 10. South East, 11. Champlain, 12. North Simcoe Muskoka, 13. North East,

Table 2. Characteristics of FPs in Ontario with CACs

in COE: N=143.
FPs WITH CACs IN COE,

CHARACTERISTIC n (%)
CACs earned

- Care of the elderly 143 (100)

« Palliative care 7 (4.90)

« Other* 8 (5.59)
Number of CACs held

<1 130 (90.91)

.22 13 (9.09)

Calendar year CAC in COE earned

+ 2015 or earlier 55 (38.46)
- 2016 56 (39.16)
+ 2017 or later 32 (22.38)
Section of Researcherst member 17 (11.89)
Section of Teachers' member 43 (30.07)

CAC—Certificate of Added Competence, COE—care of the elderly.

*Other CAC domains include addiction medicine, emergency medicine,

enhanced surgical skills, family practice anesthesia, obstetric surgical
skills, and sport and exercise medicine.
*Voluntary committee of the College of Family Physicians of Canada.

relationships with community size of the physician’s
practice location and with remuneration models dif-
fered substantially.? Our findings conflict with studies
suggesting focused practice FPs and medical directors
in LTC are not early-career physicians, as we found FPs
with additional scope for older patients tended to be
younger and had fewer years in practice.?** However,
this difference may reflect our reliance on the CAC in
COE to determine focused practice. The CAC in COE is
most commonly achieved through a full-time postgradu-
ate training year that, while open to all physicians, is
typically completed by younger individuals.*

Previous health human resource initiatives found large
discrepancies between the limited supply of physicians
delivering specialized geriatric services and population-
level needs.?”#%42 Given the small number of CAC-COE
FPs identified, these findings might be explained by fewer
applicants to CAC-COE and geriatric medicine postgrad-
uate training* and by an increasing number of vacant
positions in recent years.*4’ Practice locations that we
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Table 3. Factors associated with FPs in Ontario having additional training or focused practices in the care of older adults

CHARACTERISTIC
Sex (female)
Years in practice

Community size’
+ 21,500,000 residents
+ 500,000 to 1,499,999 residents
+ 100,000 to 499,999 residents
+ 10,000 to 99,999 residents
+ <10,000 residents

Completed medical school training in Canada

+ Residential instability
+ Material deprivation

+ Economic dependency
+ Ethnic diversity

Full-time affiliation with a patient enrolment model

Practice type
+ Comprehensive
+ Focused
+ Other or <44 days in practice

Visits per 1000 patients
Consultations per 1000 patients

Submitted billings for adults aged 265 (OHIP billing code)
- 21 complex house call assessment (A900)
+ 21 periodic health visit (K132)
>1 home care application (K070)
+ 21 completion of long-term care health report form (K038)

Most responsible physician in long-term care

Number of specialist referrals made for patients aged =65
- To geriatric medicine
+ To psychiatry

Patients aged =65 with a health services encounter

Average age of patients
- Rostered
- Not rostered

OHIP—Ontario Health Insurance Plan, OR—odds ratio, ref—reference group.
*Statistically significant.

'Based on census metropolitan area size.

Community-level marginalization score in primary practice location*

UNADJUSTED ANALYSIS
ODDS RATIO (95% CI) P VALUE
1.58 (1.22-2.04) <.001*
0.98 (0.97-0.99) <.001*
ref ref
1.34 (0.94-1.90) 11
1.46 (1.05-2.03) .02*
1.30 (0.82-2.06) 27
1.10 (0.68-1.80) .69
1.80 (1.19-2.71) .01*
1.51 (1.19-1.91) <.001*
0.74 (0.38-1.45) .38
1.41(0.93-2.14) 11
0.69 (0.57-0.85) <.001*
0.95 (0.73-1.24) .69
ref ref
1.74 (1.28-2.37) <.001*
1.13 (0.79-1.63) .50
0.96 (0.92-1.01) .09
1.82 (1.39-2.38) <.001*
3.30 (2.55-4.25) <.001*
0.83 (0.64-1.08) .16
2.36 (1.82-3.05) <.001*
3.36 (2.44-4.64) <.001*
5.33 (4.09-6.96) <.001*
1.01 (1.00-1.01) <.001*
1.00 (1.00-1.00) .02*
1.00 (1.00-1.00) .08
1.07 (1.06-1.08) <.001*
1.07 (1.06-1.08) <.001*

*Based on Ontario Marginalization Index factor score.

identified as having a greater supply of CAC-COE or FSP-
COE FPs affirmed prior work; these health regions have
been regarded as being successful in negotiating fund-
ing arrangements to attract and retain CAC-COE FPs.*
Further, the frequent engagement of CAC-COE and FSP-
COE FPs in consultative work affirms their expertise as
skilled resources and reflects their practice in settings
where clinical services focused on older adults are deliv-
ered (eg, inpatient rehabilitation, memory clinics).*

Given the small number of FPs with additional exper-
tise or focused practices relevant to the needs of older
adults, most older persons will receive care from FPs
without advanced clinical training in geriatrics.4' As the

Canadian population ages, postgraduate training pro-
grams could benefit from engaging CAC-COE FPs as
leaders to enhance geriatric competencies among all
FPs who increasingly deliver care to older populations.

Limitations

Our classification of FPs with additional scope was sen-
sitive but not specific. Although the OHIP Schedule of
Benefits and Fees stipulates that only FPs with billing des-
ignations are eligible to use focused practice fee codes,*
some may have billed using these codes in error. In the
absence of a validated list of FSP-COE FPs, we could not
assess the validity of our classification and may have
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overestimated the workforce, although the sensitivity
analysis affirmed our main findings. Our reliance on
administrative data (ie, physician fee codes for reim-
bursement) may not accurately reflect clinical practice.*’
Finally, FPs’ practice compositions may be influenced by
natural aging or proximity to areas more densely popu-
lated by older adults. As such, FPs could provide more
care for older adults without identifying as having addi-
tional expertise or focused practices.

Conclusion

We established the first working classification to iden-
tify FPs with additional scope in the care of older adults
within health administrative data in Ontario. Our findings
demonstrate substantial practice differences between
CAC-COE or FSP-COE FPs and those without evidence of
additional training or focused practices. Given the limited
numbers of CAC-COE and FSP-COE FPs identified, the
contributions of all FPs who care for older adults should
be considered in health human resource planning, and
efforts to increase interest in enhanced skills training in
COE should be emphasized. Our classification should
enable future work examining the impact of FP practices
on older patients’ outcomes and quality of care. %
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