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Editor’s key points

» This study aimed to examine
differences in the scope of practice
of GPs and FPs in rural and urban
and northern and southern regions
of Ontario. Rural physicians,
particularly those in the north,
engaged in a wider variety of clinical
activities, spent less time per
activity, and worked more hours per
week than physicians in all other
regions of the province did. More
similarities existed between rural
areas (rural north and rural south)
than between northern areas (rural
north and urban north), suggesting
that there is a strong rurality
component to the findings.

» General or family practice was, not
surprisingly, reported as the most
common clinical activity across all
regions; however, only 56.8% of GPs
and FPs in the urban south reported
general or family practice as an
aspect of their clinical activities in
contrast to 85.3% in the rural north.
More northern physicians reported
engaging in teaching activities than
did their southern counterparts.
Very few GPs and FPs in the south
reported including obstetrics

with labour and delivery in their
practices, whereas 13.0% of rural
northern physicians reported this
clinical activity.

» More rural GPs and FPs spend
more than 50% of their clinical
time in general or family practice
activities than urban GPs and FPs
do. Among these physicians, there
was a narrowing of geographic
differences in the proportion of
time spent on emergency medicine,
anesthesia, surgical assists, and
palliative care.
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Abstract

Objective To describe and compare the scope of practice (SoP) of GPs and
FPs between the rural northern, rural southern, urban northern, and urban
southern regions of Ontario.

Design Cross-sectional retrospective analysis of the 2013 College of Physicians
and Surgeons of Ontario official register and annual membership renewal
survey data.

Setting Ontario.

Participants All independently practising GPs and FPs with a primary practice
address in Ontario.

Main outcome measures For each of the 4 regions, we determined the
distribution of GPs and FPs, the mean number of hours worked per week, the
mean number of clinical activities reported, the proportion of GPs and FPs
reporting specific clinical activities, and the proportion of time dedicated to
each activity.

Results The rural north has 2.4% of the province’s GPs and FPs, who on average
report working more hours per week (a total of 50.82 hours a week) than
practitioners in all other regions do. Rural northern and rural southern GPs
and FPs report participating in more types of clinical activities than their urban
counterparts do. The types of clinical activities reported vary across regions.
For example, 13.3% of GPs and FPs in the urban south reported that emergency
medicine was an aspect of their clinical activities, compared with 57.5% in the
rural north. Urban GPs and FPs engage in fewer clinical activities and thus
spend proportionately more time on each clinical activity than rural GPs and
FPs do, indicating that clinical practice concentration and narrower SoP is more
common in urban practices.

Conclusion The SoP for GPs and FPs is not uniform across Ontario. Rural
physicians work more hours and engage in a broader spectrum of clinical
activities. Clinical activity variation was found across all practice locations,
indicating that SoP is driven by patient and community needs, which vary
from region to region. Our findings are relevant for rural and northern policy
and program development in medical education, continuing professional
development, and physician recruitment and retention.
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Différences régionales dans
le champ de pratique des MF
et des generalistes en Ontario

Une étude provinciale comparative
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Résume

Objectif Décrire et comparer les champs de pratique (CdP) des OP et des MF
selon qu'ils travaillent dans des régions rurales du nord ou du sud de ['Ontario,
ou dans des régions urbaines du nord ou du sud de cette province.

Type d’étude Une analyse rétrospective transversale de l'édition 2013 du
registre officiel du Collége des médecins et des chirurgiens de I'Ontario et les
données de l'enquéte sur le renouvellement annuel de ses membres.

Contexte L'Ontario.

Participants Tous les OP et les MF pratiquant en solo dont l'adresse principale
de travail était en Ontario.

Principaux paramétres a l'étude On a déterminé la distribution des OP et des
MF dans les 4 régions, le nombre moyen d’heures travaillées par semaine, le
nombre moyen d’activités cliniques déclarées, la proportion d'OP et de MF
mentionnant des activités cliniques spécifiques et la proportion de temps
consacrée a chaque activité.

Résultats La région rurale du nord regroupe 2,4 % des OP et des MF de la
province; les médecins de cette région disent travailler un nombre moyen
d’heures par semaine plus élevé (un total de 50,82 heures) que les médecins de
toutes les autres régions. Les OP et les MF des régions rurales du nord et du sud
disent effectuer une plus grande variété d'activités cliniques que leurs confréres
urbains. Les types d'activités cliniques mentionnés varient selon les régions.
Par exemple, 13,3% des OP et des MF de la région urbaine du sud déclarent

que la médecine d’'urgence fait partie de leurs activités cliniques, par rapport a
57,5% de ceux de la région rurale du nord. Les OP et les MF urbains effectuent
moins d’activités cliniques que leurs confréres ruraux et consacrent donc plus
de temps a chaque activité que leurs confréres ruraux, ce qui indique qu’une
certaine réduction de la pratique et du CdP est plus fréquente en milieu urbain.

Conclusion Le CdP des OP et des MF n’est pas identique dans les différentes
régions de ['Ontario. Les médecins ruraux travaillent plus d’heures et effectuent
une plus grande variété d’'activités cliniques. On a observé des différences
régionales dans les activités un peu partout, ce qui suggére que le CdP des
médecins dépend des besoins des patients et de la communauté, un facteur
qui varie d'une région a l'autre. Nos observations devraient servir a élaborer
des politiques et des programmes de formation médicale axés sur la médecine
rurale et sur les régions du nord, sur la formation médicale continue, et sur le
recrutement et la rétention des médecins.
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Points de repére
du redacteur

» Cette étude visait a étudier les
differences dans le champ de
pratique des omnipraticiens (OP)
et des MF selon qu'ils travaillent

en milieu rural ou urbain et dans
les régions du nord et du sud de
['Ontario. Les médecins ruraux,
particulierement ceux du nord,
effectuaient une plus grande variété
d’activités cliniques, passaient
moins de temps par activité et
travaillaient plus d’heures par
semaine par rapport aux médecins
de toutes les autres régions de la
province. Il y avait davantage de
similitude entre les régions rurales
du nord et du sud qu’entre les
régions rurales et urbaines du nord,
ce qui suggére qu'il existe une forte
composante de ruralité a l'origine
de ces observations.

» La médecine générale et la
médecine de famille étaient les
activités cliniques les plus souvent
mentionnées, et ce, pour toutes les
régions, ce qui n'est pas vraiment
surprenant; toutefois, seulement
56,8% des OP et des MF des régions
urbaines du sud disaient que la
médecine générale et la médecine
familiale faisaient partie de leurs
activités cliniques, par rapport

a 85,3% de ceux des régions
rurales du nord. Les médecins

du nord disaient faire davantage
d’enseignement que ceux du sud.
Trés peu d’OP et de MF du sud
mentionnaient qu’ils faisaient aussi
des suivis de grossesse et des
accouchements, alors qu’a peine
13,0% de ceux du nord déclaraient
faire ce genre de travail.

» Plus d’'OP et de MF ruraux que
d’OP et de MF urbains passaient
plus de 50% de leur temps de
pratique comme omnipraticiens
ou médecins de famille. Parmi

ces médecins, il y avait moins de
différences régionales pour ce

qui est du pourcentage du temps
consacré a la médecine d’'urgence,
a l'anesthésie, a l'assistance
chirurgicale et aux soins palliatifs.
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tice (SoP) or “what a physician does,” consider-

ation must be given not only to his or her training
and certifications, but also to the mix of clinical prac-
tice activities and the environments in which he or
she works.! Rural GPs and FPs often provide care that
might be considered to be outside the SoP for GPs and
FPs in urban areas, as they are required to develop
broad competencies in response to population needs.516
Researchers have endeavoured to create SoP scales that
describe the comprehensiveness of an individual phy-
sician’s practice,!” and several descriptive reports®!&1?
have examined physician services in rural and northern
Ontario; however, no research to date has been under-
taken with the explicit purpose of evaluating differences
in SoP between the rural north and other regions of
the province. Examining scopes of practice in Ontario’s
rural and northern areas is essential for ensuring com-
petence and patient safety. It is important that physi-
cians contemplating practising in the rural north have
the skills, knowledge, and attitudes required to pro-
vide high-quality care in this unique practice setting.20-24
Additionally, understanding rural northern practice will
enable educators and policy makers to better support
physicians and retain them in communities in these
locations.?>2¢ The objective of our study was to describe
and compare the SoP of GPs and FPs between urban and
rural and northern and southern regions across Ontario.

To truly understand a physician’s scope of prac-

— Methods —

This study is a cross-sectional retrospective secondary
analysis of the 2013 data from the College of Physicians
and Surgeons of Ontario (CPSO) official register and
annual membership renewal survey. The CPSO is the med-
ical regulatory authority and licensing body for all physi-
cians in the province. The official register contains verified
demographic information (eg, sex, date of birth, practice
location) and credentialing information (eg, undergraduate
and postgraduate medical education and specialty certifi-
cation). Information regarding physician primary practice
location and certification for our study was obtained from
the official register. Our study focused on the full popu-
lation of GPs and FPs with a primary practice address in
Ontario. Family physicians are defined as individuals who
are certified by the College of Family Physicians of Canada
(CFPC), whereas general practitioners are defined as phy-
sicians who are certified neither by the CFPC nor by the
Royal College of Physicians and Surgeons of Canada.

As part of their annual licensing renewal process, the
CPSO distributes a comprehensive survey to its member-
ship. The survey contains questions regarding contact
information (eg, all practice addresses), regulatory infor-
mation (eg, registration in other jurisdictions), continu-
ing professional development activities, and a practice
description (eg, work hours and clinical practice activities).

The total number of hours worked in a typical week
was extracted from the survey in order to establish a
sense of the typical workload of GPs and FPs in each
region. Additionally, to examine clinical practice activi-
ties in each location, we specifically focused on the fol-
lowing survey question:

Describe your clinical practice and estimate the percent-
age of time you spend in each area. Percentage should
reflect your actual practice (ie: what you do) rather than
the certification(s) that you may hold. Total percentage
of time spent in practice must add up to 100%.

Physicians were able to select multiple clinical activi-
ties from an extensive list and enter the corresponding
percentage of time they spent engaged in the activity.
Both the clinical activity and the proportion of time spent
engaging in each clinical activity were extracted from the
survey results to enable us to build a picture of the overall
mix of clinical activities performed and the proportion of
typical work hours dedicated to each activity per region.

All data were extracted by the CPSO and anonymized
before their release to our research team for analysis.
Data were shared under a formal data-sharing agreement
between the CPSO and Laurentian University in Sudbury,
Ont, and ethical approval for this study was provided by
the Laurentian University Research Ethics Board.

Defining regions

There are multiple ways to define rural and northern. We
linked primary practice address 6-character postal codes
to Canadian census geographic areas (census subdivi-
sions) using Statistics Canada Postal Code Conversion
Files.?® Practices located in census metropolitan areas
with populations of at least 100000, and those located
in census agglomerations with populations of at least
10000, were considered urban. Primary practices located
outside of census metropolitan areas and census
agglomerations were classified as rural. A primary prac-
tice location was considered northern if it was situated
within the boundaries of the North East Local Health
Integration Network or the North West Local Health
Integration Network.* This definition of northern was
selected because the Local Health Integration Networks
are primarily responsible for the planning, funding allo-
cation, and integration of local health care services in
Ontario. Thus, our selection of geographic definitions
has relevance on a meaningful policy-making level.

Analysis

We compared GPs and FPs with primary practice
addresses in the rural north, rural south, urban north,
and urban south (Figure 1). For each region, we cal-
culated the mean total hours worked per week, the
mean number of activities reported, the proportion
of physicians reporting specific activities, and the
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Figure 1. North-south and urban-rural Ontario classified at the census subdivision level
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Data from the 2006 Census subdivisions, Ontario cartographic boundary file, and the Statistical Area Classification from the 2006 Census from
Statistics Canada, accessed through the Data Liberation Initiative and the Ontario Geospatial Data Exchange. Local Health Integration Networks
boundaries are from the 2011 cartographic boundary file from the Ontario Ministry of Health and Long-Term Care, provided by Land Informa-
tion Ontario through the Ontario Geospatial Data Exchange. Major cities identified using 2012 Esri data and maps from Esri Canada with ArcGIS,

version 10.4. Scale: 1:8 500 000.

proportion of overall time dedicated to each of those
activities. To provide a closer look at physicians who
focus their practices on family practice activities, we
additionally repeated the analysis exclusively with the
data of those GPs and FPs who reported spending 50%
or more of their time in general and family practice
clinical activities (referred to henceforth as the 50%-
plus subpopulation). By examining the time spent per
activity and how frequently an activity was reported
as part of practice within a region, we were able to get
a more nuanced representation of the complexity and
breadth of work hours in each location. For example,
providing only the proportion of time spent per activ-
ity does not indicate how many physicians engage in
those activities in a region.

Given that our analysis includes the full population of
GPs and FPs practising in Ontario, inferential statistics
for comparisons were unnecessary.

— Results —

By far most physicians are located in urban areas (90.7%),
with the smallest proportion of Ontario GPs and FPs
located in the rural north (2.4%) (Table 1). The mean
hours worked per week were highest in the rural north
at 50.82 hours a week and lowest in the urban south at
38.56 hours a week across all settings. Rural GPs and
FPs consistently reported participating in more clinical
activities than their urban counterparts did. In the rural
north and rural south, 74.7% and 64.9% of physicians,
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respectively, reported engaging in more than 1 clinical The types of clinical activities and the proportion
activity compared with 54.0% in the urban north and 40.5%  of physicians participating in each activity vary from
in the urban south. The opposite trend was found regard-  location to location (Table 2). For example, although gen-
ing the proportion of professional time spent per clinical eral or family practice was, not surprisingly, reported as
activity. Urban GPs and FPs spend a higher percentage the most common clinical activity across all settings, only
of their time per clinical activity than rural physicians do, = 56.8% of GPs and FPs in the urban south reported general
indicating that clinical practice concentration and nar-  or family practice as an aspect of their clinical activities in
rower SoP are more common in urban practices. contrast to 85.3% in the rural north. Almost 60% of rural

Table 1. Geographic distribution, work hours, numbers of clinical activities, and time per clinical activity of Ontario
GPs and FPs: N=12273.

CHARACTERISTIC RURAL NORTH RURAL SOUTH URBAN NORTH URBAN SOUTH

(proportion of al GPs and s in Ontario 2224) w569 sse(4s)  10582(862)
Mean hours worked per week reported per GP or FP 50.82 44,14 41.56 38.56
Mean proportion of time per clinical activity, % 51.4 59.2 67.2 76.1
Mean no. of clinical activities reported per GP or FP 2.70 2.34 2.00 1.66
GPs and FPs reporting only 1 clinical activity, n (%) 74 (25.3) 297 (35.1) 255 (46.0) 6295 (59.5)
GPs and FPs reporting 2-5 clinical activities, n (%) 202 (69.2) 508 (60.1) 291 (52.5) 4187 (39.6)
GPs and FPs reporting >6 clinical activities, n (%) 16 (5.5) 40 (4.7) 8 (1.4) 100 (0.9)
g:;eargfoipfsa:ﬁﬁ;r;'rgftif’coef"no(;')’°re of their clinical time in 194 (66.4) 577 (68.3) 302 (54.5) 5368 (50.7)

Table 2. Proportion of GPs and FPs reporting specific clinical activities and mean proportion of practice time spent in
that clinical activity per region: N=12273.

RURAL NORTH RURAL SOUTH URBAN NORTH URBAN SOUTH

GPS AND FPS GPS AND FPS GPS AND FPS GP AND FPS
REPORTING MEAN TIME REPORTING MEAN TIME REPORTING MEAN TIME REPORTING MEAN TIME
ACTIVITY, SPENT PER ACTIVITY, SPENT PER ACTIVITY, SPENT PER ACTIVITY, SPENT PER

CLINICAL ACTIVITY % (RANK)  ACTIVITY, % % (RANK)  ACTIVITY,% % (RANK)  ACTIVITY,% % (RANK)  ACTIVITY, %
General or family 85.3 (1) 66.6 77.5 (1) 74.6 67.1 (1) 75.5 56.8 (1) 83.4
practice

Emergency medicine 57.5(2) 33.4 40.1(2) 38.9 25.6 (2) 61.5 13.3(3) 64.1
Hospitalist medicine 21.2 (3) 22.6 13.0 (3) 14.2 10.3 (4) 33.4 5.8 (5) 46.4
Teaching 13.7 (4) 8.2 7.3(8) 6.8 14.4 (3) 9.3 6.5 (4) 12.6
Obstetrics with labour 13.0 (5) 14.4 6.8 (10) 13.1 4.9 (8) 14.7 2.7 (%) 16.7
and delivery

Long-term care 11.0 (6) 14.6 12.8 (4) 16.4 4.3 (10) 25.5 4.4 (7) 27.5
Anesthesia 7.2 (7) 41.4 8.8 (6) 43.8 4.5 (%) 60.5 1.2 (%) 69.2
Administrative 6.9 (8) 10.5 5.6 (*) 12.2 6.7 (7) 26.0 4.5 (6) 34.0
medicine

Coroner 6.5 (9) 10.0 4.0 (*) 14.4 2.7 (%) 11.0 1.0 (*) 18.3
Housecalls 5.5 (10) 3.0 7.5(7) 6.4 2.4 (%) 43 3.0 (%) 7.2
Surgical assist 5.1 (%) 20.5 6.6 (9) 15.2 7.2 (6) 27.3 3.8(9) 41.4
General or family 4.5 (*) 82.9 9.9 (5) 83.1 8.3 (5) 87.6 22.8(2) 88.0
practice without

hospital privileges

Palliative care 3.4 (%) 4.2 5.4 (*¥) 8.6 4.5 (9) 26.8 3.4 (10) 42.1
Walk-in clinic or 2.1(%) 5.5 2.4 (%) 12.6 4.3 (10) 19.8 4.1 (8) 34.4
episodic care

Psychotherapy 0.0 (*) NA 1.5 (*) 69.2 1.3 (%) 41.3 3.4 (10) 64.4

NA—not applicable.

*Denotes that the ranking was not in the top 10 most commonly reported clinical activities by physicians in that location.
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northern GPs and FPs report emergency medicine as part
of their practices, whereas only 13.3% do so in the urban
south. More northern physicians report engaging in teach-
ing activities than do their southern counterparts. Very
few GPs and FPs in the south reported including obstetrics
with labour and delivery in their practices, whereas 13.0%
of rural northern physicians reported this clinical activity.
Last, general or family practice with no hospital privileges
was reported by 22.8% of urban southern physicians ver-
sus only 4.5% of rural northern physicians.

For every activity listed, urban southern physicians
spend proportionately more time per clinical activity
reported and fewer physicians engage in more than 1
clinical activity. This trend was fairly consistent across
locations with a gradient moving from urban south to
urban north, rural south, and rural north across most
clinical activities reported (Table 2).

More rural GPs and FPs spend more than 50% of their
clinical time in general or family practice activities than
urban GPs and FPs do (Table 1). Only 50.7% of GPs and
FPs in the urban south and 54.5% in the urban north are
in the 50%-plus subpopulation compared with 66.4% and
68.3% in the rural north and rural south, respectively.
When we focus on the clinical activities of the 50%-plus

subpopulation (Table 3), we see a shift in some of the
rankings for the proportion of GPs and FPs participating
in certain activities (eg, in the 50%-plus subpopulation,
urban south GPs and FPs report housecalls and obstet-
rics with labour and delivery more frequently, whereas
general or family practice without hospital privileges
is reported far less). Additionally, as one might expect,
there is an across-the-board decrease in the proportion
of GPs and FPs reporting other practice activities and
the proportion of time spent on those activities when
they are dedicating 50% or more of their time to general
or family practice activities. However, it is important to
note that, with a few exceptions, the relative differences
between regions found in the full GP and FP popula-
tion for the proportion of GPs and FPs engaging in spe-
cific clinical activities are also evident even in this more
homogeneous 50%-plus subpopulation. Where the 50%-
plus subpopulation noticeably differs from the full popu-
lation is in the mean percent of time spent per activity.
Although the proportion of time spent per activities is
lower for most activities in the subpopulation compared
with the full population, the vast differences that were
found between locations in the full population are no
longer seen in the 50%-plus subpopulation. For example,

Table 3. Clinical activities and mean proportion of practice time spent in that clinical activity per location for GPs and
FPs who report spending 50% or more of their overall clinical time in general or family practice: n=6441.

RURAL NORTH RURAL SOUTH URBAN NORTH URBAN SOUTH
GPS AND FPS GPS AND FPS GP AND FPS GPS AND FPS

REPORTING MEANTIME REPORTING MEANTIME REPORTING MEANTIME REPORTING  MEAN TIME

ACTIVITY,  SPENTPER  ACTIVITY, SPENTPER  ACTIVITY, SPENTPER  ACTIVITY,  SPENTPER
CLINICAL ACTIVITY % (RANK)  ACTIVITY,%  %(RANK)  ACTIVITY,% % (RANK)  ACTIVITY,% % (RANK)  ACTIVITY, %
General or family practice  100.0 (1) 76.8 100.0 (1) 81.0 100.0 (1) 88.0 100.0 (1) 90.8
Emergency medicine 53.6 (2) 25.7 35.7 (2) 23.6 12.3(2) 20.4 6.6 (3) 23.4
Hospitalist medicine 16.0 (3) 14.7 12.7 (4)- 11.6 8.9 (4) 14.2 4.5 (5) 17.7
Teaching 11.3 (5)- 7.6 9.0 (5)+ 6.6 14.6 (3) 8.7 7.1(2)+ 12.2
Obstetrics with 12.4 (4)+ 11.1 8.5 (6)+ 11.8 7.0 (5)+ 14.3 4.3 (6)+ 14.3
labour and delivery
Long-term care 11.3 (5)+ 8.7 14.6 (3)+ 12.1 4.0 (8)+ 13.1 5.1 (4)+ 17.0
Anesthesia 4.6 (9)- 23.9 5.7 (9)- 29.1 1.7 (%) 21.6 0.3 (*) 329
Administrative medicine 5.2 (8) 6.9 4.9 (10)+ 10.2 4.6 (7) 14.6 2.9 (9)- 16.4
Coroner 6.2 (6)+ 4.9 3.8 (%) 6.0 2.6 (*) 10.1 1.1 (%) 9.8
Housecalls 5.7 (7)+ 2.3 9.0 (5)+ 3.4 3.0(10)+ 4.3 3.6 (7)+ 4.3
Surgical assist 2.1 (%) 4.0 7.3 (7)+ 7.2 6.3 (6) 10.6 3.2 (8)+ 14.6
General or family practice 0.0 (*) 0.0 0.0 (*)- 0.0 0.0 (*)- 0.0 0.1 (*)- 15.0
without hospital privileges
Palliative care 3.6 (10)+ 3.7 6.1 (8)+ 8.8 3.6 (9) 14.0 2.8 (10) 12.7
Walk-in clinic or 0.5 (*) 3.0 2.3 (%) 10.1 4.0 (8)+ 8.8 2.5 (%)- 15.4
episodic care
Psychotherapy 0.0 (¥) 0.0 0.3 (*) 27.5 0.3 (*) 2.0 0.9 (*)- 22.0

*Denotes that the ranking was not in the top 10 most commonly reported clinical activities by physicians in that location. A + or - symbol denotes an

increase or decrease, respectively, in ranking from the full GP and FP population in Table 2.
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in the full population rural northern GPs and FPs spent on
average 33.4% of their time practising emergency medicine
compared with southern urban GPs and FPs, who spend
64.1% of their time on this activity (Table 2). However, in
the 50%-plus subpopulation, emergency medicine occu-
pied 25.7% and 23.4% of GP and FP time in the rural
north and urban south, respectively (Table 3). Similar
narrowing of geographic differences is also seen in the
proportion of time spent in anesthesia, surgical assists,
and palliative care, where the 50%-plus subpopula-
tion physicians spend their time more similarly to one
another (Table 3). Although geographic differences still
exist in this subpopulation, these differences are more
about who does what, rather than about how much time
they spend doing it.

— Discussion —

As expected, we found that rural physicians, particularly
those in the north, engaged in a wider variety of clini-
cal activities, spent less time per activity, and worked
more hours per week than physicians in all other
regions of the province did. Additionally, the proportion
of rural GPs and FPs who concentrate more than half of
their clinical time in general or family practice activi-
ties is higher than for urban physicians. Rural northern
physicians appear to have a broader SoP than physi-
cians in all other regions examined. The longer work
hours and variety of clinical activities are important to
highlight. Although the proportion of time a rural physi-
cian spends on less common areas of clinical practice
might be small, the absolute number of hours dedicated
to these activities and the total number of physicians
participating in these activities might be proportionally
greater. Although the largest differences were found
between the rural north and the urban south, clinical
activity variation occurs across all 4 practice regions.
More similarities exist between rural areas (rural north
and rural south) than between northern areas (rural
north and urban north), suggesting that there is a strong
rurality component to our findings. Moreover, this
urban-rural difference is further filtered into a north-
south division, suggesting that it is not only important
to distinguish between rural and urban within an area
(ie, rural north vs urban north) but also between rural
areas (ie, rural north vs rural south). This finding is con-
sistent with earlier research, which is important to point
out, as there has been some tendency in policy and
government initiatives to create rural or northern pro-
vincial strategies without recognizing the variability
between and within these regions.43!32

Our findings are relevant for rural and northern pol-
icy and program development for medical education (ie,
undergraduate through to continuing professional devel-
opment) and physician resource planning associated with
recruitment and retention of physicians.426-2832 Because

rural physicians, and rural northern physicians in patr-
ticular, will be responsible for a wider SoP encompassing
a broader spectrum of clinical activities,* it is imperative
that undergraduate and postgraduate medical education
appropriately train physicians to practise competently
and meet performance requirements in these environ-
ments.'520.232427.28 This has been recognized in other juris-
dictions and has led to a specialty certification for rural
family practice.?!?23* For example, in Australia, rural and
remote medicine is recognized and certified as a specific
specialty of general practice.®* Although this has been
previously discussed in Canada, our findings perhaps
suggest that these discussions need to be resurrected. A
joint CFPC and Society of Rural Physicians of Canada task
force, Advancing Rural Family Medicine: The Canadian
Collaborative Taskforce, is focused on enhancing equi-
table access to health care and improving patient out-
comes in rural and remote communities in Canada.> The
broader SoP of rural physicians might require targeted
continuing professional development programming, cus-
tomized practice supports, and resources to meet the
unique needs of rural physicians and their patients.

From a health system perspective, the recruitment
and, more problematically, retention of physicians in
rural areas is a global challenge.**-3¢ Further under-
standing the breadth of practice activities and clinical
competencies required of rural GPs and FPs will allow
incoming physicians to know what is expected from a
competency and workload perspective, and allow them
to make more informed decisions as to whether rural
practice is where they wish to anchor their careers. In
turn, this also serves to improve retention.

These regional differences in family practice com-
plexity have potential implications for current systems
of physician payment to ensure that rural GPs and
FPs are fairly compensated.*#° Under current fee-for-
service models, individuals who work more hours and
see fewer patients are penalized for practice complexity.
Likewise, the breadth of practice within a single physi-
cian specialty area is not factored into current salaried
systems. The current system rewards physicians who
do local shifts in emergency departments and shifts in
walk-in clinics rather than devoting all of their time
to full-service family practice, which further penalizes
rural practitioners who are located in communities that
cannot sustain hospitals or walk-in clinics. A reevalu-
ation of compensation for rural practice might further
improve retention of GPs and FPs in rural areas.>*4

Limitations

There are several limitations to our research. First,
the CPSO survey categorizations of clinical practice
activities are potentially problematic and lack nuance.
Many GPs and FPs might have solely listed general or
family practice and considered many of the other clin-
ical activities to be part of their typical family practice
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activities, whereas others might have seen this cate-
gory as solely about office-based practice. Additionally,
the general or family practice category itself is com-
plex and does not differentiate the nuances of differ-
ent patient mixes. For example, practices with patient
populations primarily comprising young families and
those made up largely of older adults with multiple
comorbidities both fall under the general or family
practice category, but they are certainly not equiv-
alent in terms of the complexity of care required.
Additionally, geography itself might affect how clini-
cal practice categories are interpreted by physicians.
For example, how a physician understands hospitalist
practice in the rural north might be very different from
how it is understood in the urban south. Future work
should aim to better understand what all GPs and FPs,
including those in rural areas, actually “do” in prac-
tice (ie, practice patient case mix and detailed practice
activities) to allow for a further refined picture of prac-
tice and competency needs. This will assist in better
matching physician human resource needs with the
needs of the population.

Conclusion

Our study shows that GP and FP SoP is not uniform across
Ontario. Rural physicians work more hours and engage in
a broader spectrum of clinical activities. Our study dem-
onstrates that physician SoP is not determined by educa-
tion and certification alone, but is driven by the needs of
the patients physicians serve, which varies from region to
region. Typically, discussions regarding differences in SoP
have been limited and focused on jurisdictions between
health professions (ie, who can do what to and with whom).
We need to expand our thinking and consider that there
are SoP differences within professions, even within specific
specialty areas within a profession; understanding these
differences might be essential in determining competency
needs, thus affecting education and professional develop-
ment, and resource requirements, affecting health systems
planning. This is of particular relevance when examining
rural GP and FP practice. With the SoP of rural GPs and FPs,
it allows those who wish to be or who are engaged in rural
practice to feel that their broad competencies and heavy
workloads are appreciated and valued by the population. %
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