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Editor’s key points
} As Canada’s population ages 
there will be increasing need for 
primary care delivery in the home, 
and competence in providing care 
in patients’ homes is mandated in 
the College of Family Physicians of 
Canada’s residency accreditation 
standards. This survey of family 
medicine program directors 
aimed to assess if and how family 
medicine residents are trained to 
provide home-based primary care 
(HBPC), as well as the barriers to 
and enablers of such training.

} The authors found that most 
Canadian programs offer HBPC 
training to at least a subset of their 
residents in the form of home visit 
experiences. Half of the responding 
programs supplement home 
visits with HBPC-related lectures. 
Although some residency programs 
mandate that residents participate 
in home visits, none has a formal 
program-wide home visit curriculum 
in place to standardize clinical 
training across training sites.

} Despite program directors’ 
positive attitudes toward HBPC 
training, programs faced barriers to 
implementation including logistical 
constraints, safety concerns, a lack 
of appropriate patients, and limited 
faculty availability and expertise, 
student interest, program focus, and 
funding. The key enablers included 
faculty champions and resident 
interest.

Family medicine training  
in housecalls
Survey of residency program  
directors across Canada
Elizabeth Mui MD CCFP Thuy-Nga (Tia) Pham MSc MD CCFP  
Chase Everett McMurren MD CCFP

Abstract
Objective To assess the current landscape of home-based primary care (HBPC) 
or home visit training for Canadian family medicine residents. 

Design Online survey.

Setting Canada’s 17 family medicine residency programs.

Participants Family medicine residency program directors.

Main outcome measures Program characteristics, current HBPC training, 
barriers and enablers to training, and program directors’ attitudes toward 
training.

Results There was a 76% response rate (13 of 17 program directors). Respondents’ 
programs ranged in size from 75 to 300 residents (median 160) and closely 
reflected actual resident distribution of family medicine residents in 
Canada. Twelve of the 13 programs offered HBPC training including home 
visit experiences. Six programs had HBPC-related didactic lectures. None of 
the respondents had a formal program-wide clinical home visit curriculum, 
and HBPC training availability and requirements varied across programs. The 
most frequently cited barriers included logistical constraints, limited faculty 
availability, and safety concerns. Program directors generally agreed that 
HBPC training is essential to family medicine training, that it provides valuable 
learning experiences for family medicine residents, and that it effectively 
prepares residents in core family medicine competencies. None thought that 
HBPC training was too difficult to coordinate or that its barriers outweighed its 
educational benefits. 

Conclusion There is increasing need for HBPC delivery in Canada, and program 
directors agree that HBPC training is important and worthwhile. However, 
barriers exist. Current HBPC training in Canada varies in its availability and 
requirements, and structured program-wide home visit curricula are absent. 
We recommend development of a central framework for a structured HBPC 
curriculum that is competency-based and adaptable.
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Résumé
Objectif Évaluer la situation actuelle des soins primaires dispensés à domicile 
(SPAD) et de la formation que reçoivent les résidents en médecine familiale 
dans ce domaine, au Canada.

Type d’étude Une enquête en ligne.

Contexte Dix-sept programmes canadiens de résidence en médecine familiale.

Participants Des directeurs de programmes de résidence en médecine familiale.

Principaux paramètres à l’étude Les caractéristiques des programmes, la 
formation actuelle sur les SPAD, les facteurs qui font obstacle ou qui facilitent 
une telle formation et l’attitude des directeurs de programmes à l’égard de ce 
type de formation.

Résultats Sur les 17 directeurs consultés, 13 ont répondu, soit un taux de réponse 
de 76 %. Leurs programmes comprenaient entre 75 et 300 résidents (médiane = 160), 
un nombre qui correspond très bien à ce qu’on observe actuellement dans 
les programmes de résidence en médecine familiale au Canada. Sur les 13 
programmes, 12 offraient une formation sur les SPAD, incluant une visite à domicile 
à titre d’expérience. Six programmes utilisaient des textes didactiques portant 
sur les SPAD. Aucun des programmes recensés n’offrait un ensemble complet de 
cours sur les visites à domicile, et la disponibilité de la formation et les ressources 
nécessaires variaient d’un programme à l’autre. Parmi les facteurs les plus souvent 
mentionnés se trouvent des contraintes logistiques, la disponibilité limitée de 
professeurs et certaines préoccupations relatives à la sécurité. Les directeurs de 
programmes étaient généralement d’avis qu’une formation en SPAD est essentielle 
pour les résidents en médecine familiale, qu’elle leur procure des expériences 
d’apprentissage valables et qu’elle est efficace pour leur procurer les compétences 
nécessaires dans leur domaine de pratique. Aucun d’entre eux ne croyait qu’une 
formation en SPAD était trop difficile à coordonner ou que les obstacles étaient 
plus importants que les avantages éducationnels.

Conclusion Il sera de plus en plus nécessaire de dispenser des SPAD au 
Canada, et les directeurs de programmes sont d’accord pour dire qu’une 
formation en ce sens est importante et mérite d’être instaurée. Toutefois, 
certains facteurs font obstacle. À l’heure actuelle, ce genre de formation varie 
au Canada en matière de disponibilité et d’exigences, et il n’existe pas de 
curriculum structuré complet sur les SPAD. Nous recommandons l’élaboration 
d’un cadre central permettant de créer un curriculum structuré de SPAD qui 
soit fondé sur les compétences et adaptable.

Points de repère  
du rédacteur 
} Avec le vieillissement de la 
population canadienne, il sera 
de plus en plus nécessaire de 
dispenser des soins primaires à 
domicile, et la compétence pour 
ce type de service relève des 
normes relatives à l’agrément 
des programmes de résidence du 
Collège des médecins de famille 
du Canada. Cette enquête auprès 
de directeurs de programmes 
de médecine familiale voulait 
déterminer si l’on formait les 
résidents à fournir des soins 
primaires à domicile (SPAD) et si oui, 
de quelle façon, en plus d’identifier 
les facteurs qui favorisent une telle 
formation ou qui y font obstacle.

} Les auteurs ont constaté que la 
plupart des programmes canadiens 
offrent une formation sur les SPAD 
à certains de leurs résidents, sous 
la forme d’expériences de visites à 
domicile. La moitié des programmes 
participants complètent leurs 
programmes par des lectures 
sur les SPAD. Bien que certains 
programmes exigent que les 
résidents participent à des visites 
à domicile, aucun ne possède un 
curriculum formel, à l’échelle du 
programme, concernant les visites 
à domicile de façon à standardiser 
la formation clinique dans tous les 
sites de formation.

} Même si les directeurs de 
programme manifestaient une 
attitude positive à l’égard d’une 
formation sur les SPAD, certains 
facteurs faisaient obstacle à la 
mise en place d’un tel curriculum, 
notamment des contraintes 
logistiques, des préoccupations 
relatives à la sécurité, le peu de 
patients appropriés, de même que 
le peu de professeurs et d’expertise 
disponibles, d’intérêt de la part 
des étudiants, de programmes 
spécifiques et de financement. 
Parmi les facteurs facilitants, 
mentionnons les défenseurs de la 
formation au sein de la faculté et 
l’intérêt des résidents.
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There are an estimated 100 000 homebound seniors 
in Canada,1 a number that will continue to grow 
with Canada’s aging population. Many people who 

are homebound are unable to access traditional office-
based primary care for various reasons including physi-
cal illness or frailty, mental illness, or social isolation. 
The benefits of home-based primary care (HBPC) are 
numerous,2 particularly when delivered through inter-
professional home-based models of care.1 

Training residents to competently provide care in 
patients’ homes is mandated in the College of Family 
Physicians of Canada’s residency accreditation standards3 
and has been associated with improvements in learner 
knowledge, attitudes, and skills,4,5 as well as increased 
confidence in performing housecalls.6 Nevertheless, 
nearly a quarter of Canadian family medicine residents 
reported that they had received no training on performing 
housecalls during their final year of residency.7 

A few small Canadian HBPC training programs have 
been previously described.6,8 However, there is a pau-
city of data regarding how most Canadian family medi-
cine residents are trained to provide HBPC. Our survey 
addressed 2 research questions: What proportion of 
Canadian family medicine residencies offer HBPC train-
ing? and How are residents trained in HBPC?

—— Methods ——
Recruitment
In February 2016, all 17 Canadian postgraduate family med-
icine residency program directors were e-mailed an invita-
tion to participate in an online survey. Reminder e-mails 
were sent in accordance with the Dillman approach.9 
Participants were eligible to participate in a draw for 2 $50 
gift certificates after completion of the survey. 

Survey and data collection
The survey was developed based on relevant research 
studies from the literature10-13 and extended to include 
additional questions of interest. The project and survey 
were approved by the University of Toronto Research 
Ethics Board. The survey collected data as outlined in 
Table 1. Data collection concluded in April 2016.

Data analysis
Descriptive statistics (mean, median, and range for 
numerical measures; counts and percentages for nomi-
nal measures) were generated to describe the results. 
Answers to open-ended text questions were summa-
rized, and common themes were reported.

—— Results ——
Demographic characteristics
There was a 76% (13 of 17) response rate. Median 
(range) program size was 160 (75 to 300) residents. 

Respondents’ and nonrespondents’ geographic distribu-
tion is summarized in Table 2. Respondents represented 
2083 family medicine residents. Figure 1 compares the 
geographic distribution of family medicine residents rep-
resented in the survey with the actual resident popu-
lation in 2015-2016, indicating a fairly representative 
geographic sample.

Analysis of programs’ regional focus revealed a mean 
(range) training distribution of 50% (25% to 100%) urban, 
23% (0% to 40%) suburban, and 27% (0% to 75%) rural. 
In one program, 25% of residents were in northern 
remote areas. No associations were observed between 
programs’ regional focus and availability of or require-
ment for HBPC training, or program directors’ attitudes 
toward training.

Training availability
All Canadian family medicine programs, with the excep-
tion of 1 in Ontario, provided some form of HBPC training 
including home visits or lectures (Figure 2). Training was 
not universally available across all programs’ teaching sites. 

Lecture-based training. Of the 6 programs with lecture-
based training, cumulative lecture duration ranged from 
1 to 2 hours. Lectures were delivered during family medi-
cine rotations (4 of 6), geriatric or palliative care rotations 
(1 of 6), or designated academic teaching periods (3 of 6). 
Respondents could select multiple applicable rotations.

Home visit training. Table 3 displays the regional com-
parison of home visit training availability and require-
ments for the 12 programs that offered such training. For 
the 5 programs with mandatory clinical training, there 
was a median (range) of 5 (0 to 24) minimum required 
hours per resident. Respondents reported that most resi-
dents exceeded this with a median (range) of 10 (0 to 
36) hours completed per resident. Only 2 programs had 
a formal clinical curriculum, as compared with informal 
planning between residents and preceptors. However, 
these curricula were available at only select sites of their 
program. None of the programs had an overarching 
clinical curriculum applied across all sites.

Program directors were asked which members of the 
health care team attended home visits and could select as 
many options as applied (Figure 3). Notably, 6 programs 
allowed residents to perform home visits independently. 
Although Figure 3 reflects the availability of various home 
visit attendee combinations, it does not reflect the fre-
quency of visits performed in each arrangement. For 
example, a program might have 2 arrangements available, 
where the resident attends the initial visit with a supervisor 
and subsequent visits independently.

Barriers to HBPC training
Program directors were asked about the barriers to HBPC 
training that their program had experienced (Figure 4). 
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A number of examples were presented, and program 
directors selected as many as applied. There was also an 
option to add free-text responses. Respondents reported 
a median (range) of 2 (0 to 4) barriers.

Additional themes from free-text responses. Many 
free-text comments reiterated the multiple-choice bar-
riers. For example, regarding logistical constraints, 
respondents made the following comments:

Rarely can our faculty schedule the home visits around 
the residents’ schedule—it is done around the patients’ 
and preceptors’ schedule so if the resident is available … 
they join our preceptors, otherwise they miss out. 

Our residents have home care patients and they have 
scheduled visits with them during family medicine months. 

However, these visits do not necessarily coincide with 
moments of patient need, yet developing a program for 
residents to respond in a timely fashion to home care 
problems has been logistically extremely difficult.

One new theme included the importance of a  
physician-led experience: 

Where the supervision is not physician led, residents 
often find these experiences low value. This is frequent-
ly because of a lack of understanding of the role of a 
resident by the team members or lack of continuity with 
the patient, leading to a more “tourist” experience.

Enablers to HBPC training
Program directors were asked about key enablers of an 
HBPC training program’s success (Figure 5). Examples 
of possible enablers were given, and program directors 
responded in free text. The results were grouped into 
themes. Notable comments included the following: 

Where home visits are part of a preceptor’s usual 
practice, modeling takes care of much of the barriers.

Participation may be greatest in [a] rural program, 
northern remote stream (First Nations and Inuit 
settings), and while on Palliative Care rotations. 
Otherwise [HBPC training is] principally “opportunis-
tic” rather than intentional.

Table 1. Description of HBPC survey questions
SURVEY COMPONENT DESCRIPTION

Demographic characteristics • Program location by region: Western Canada (west coast and the Prairies), Ontario, Quebec, 
Atlantic Canada

• Total number of family medicine residents within program
• Training setting distribution: Urban, suburban, rural, other*

HBPC† training (multiple choice, 
free text)

• Presence and type of HBPC training available 
• Barriers to HBPC training
• HBPC lectures: Availability, whether mandated, number of hours, and rotation during which 

lectures occur
• Home visit experiences: Availability, whether mandated, number of hours, home visit 

attendees, and availability and characteristics of a formal curriculum‡

Comments (free text) • Additional barriers
• Other HBPC training methods
• Enabling factors

HBPC attitudes (rated on a 
5-point Likert scale)

Level of agreement with the following statements:
• “HBPC training is difficult to coordinate/implement. Its barriers outweigh its educational 

benefits”
• “HBPC training is an essential part of family medicine training”
• “Clinical HBPC experiences (home visits) are valuable learning experiences for family 

medicine residents”
• “Clinical HBPC experiences (home visits) prepare residents in the core family medicine 

competencies”

HBPC—home-based primary care.
*The estimated percentage breakdown of family medicine residents’ primary training setting, across all streams of a program.
†Includes various models of home-based physician services including ongoing comprehensive primary care in the home by a sole practitioner or an 
interprofessional team, and episodic housecalls by a primary care physician.
‡Formal curriculum was defined as a structured curriculum to facilitate home visits for resident trainees.

Table 2. Geographic distribution of respondents and 
nonrespondents

LOCATION
NO. OF 

RESPONDENTS
NO. OF 

NONRESPONDENTS

Western Canada (west 
coast and the Prairies)

3 2

Ontario 5 1

Quebec 3 1

Atlantic Canada 2 0
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Figure 2. Breakdown of HBPC training availability by program 
and site 

17 FM programs

13 program 
director 

respondents

12 programs with 
current 

HBPC training

12 with home visits

8 with home visits 
at all sites

4 with home visits
at some sites

1 program with no 
current or 

previous HBPC 
training

6 with lectures

3 with lectures at all 
sites or centrally

3 with lectures 
at some sites

FM—family medicine, HBPC—home-based primary care.

Figure 1. Geographic distribution of residents: A) Family medicine residents represented in the survey (n = 2083); 
B) all Canadian family medicine residents based on CaRMS 2014-2015 admissions data (n = 2928).

Atlantic 
Canada

A)

9%

34%

35%

22%

B)

6%

29%

35%

29%

Quebec

Ontario

Western 
Canada

CaRMS—Canadian Resident Matching Service.

Attitudes regarding HBPC training
Program directors rated their agreement with the pre-
sented statements on a 5-point Likert scale. Ten of the 
13 respondents participated in the attitude ratings.
• No program directors indicated that HBPC training was 

too difficult to coordinate or implement and that its 
barriers outweighed its educational benefits (Figure 6).

• Nine program directors agreed that HBPC training was 
an essential part of family medicine training and that 
home visits effectively prepare residents in the core 
family medicine competencies (Figure 7).

• All 10 program directors agreed that HBPC home visit 
experiences are valuable learning experiences for 
family medicine residents (Figure 7).

—— Discussion ——
This is the first survey known in the current literature to 
describe how most Canadian family medicine residents 
are trained to provide HBPC. There have been previous 
descriptions of small Canadian HBPC programs isolated 
to specific sites. Although HBPC training has not yet 
been shown to increase the likelihood that a resident 
will practise HBPC, such training has provided reward-
ing learning experiences6,8 and increased residents’ con-
fidence in this core competency.6 

Our results indicate that by far most Canadian pro-
grams offer HBPC training to at least a subset of their resi-
dents in the form of home visit experiences. Half of the 
programs supplement home visits with HBPC-related lec-
tures. However, there is a range of training availability and 
requirements across Canada. At this time, the minimum 
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requirement to achieve competency in HBPC is unknown. 
Notably, although some residency programs mandate that 
residents participate in home visits, none had a formal 
program-wide home visit curriculum in place to standard-
ize clinical training across all training sites. 

Family medicine program directors were largely in 
agreement that HBPC training is an essential part of 
family medicine training and that home visits are valu-
able learning experiences for residents that effectively 
prepare them in core family medicine competencies. 

Despite program directors’ generally positive attitudes 
toward HBPC training, programs faced barriers to imple-
mentation—the most frequently cited being logistical 
constraints and limited faculty availability. Other barriers 
included safety concerns, limited faculty expertise, limited  
student interest, limited program focus, funding limit-
ations, and a lack of appropriate patients. The limited  

Figure 3. Availability of home visit arrangements

0 2 4 6 8 10 12

NO. OF RESPONDENTS

AR
RA

NG
EM

EN
TS

Resident with supervising physician

Resident with members of an
interdisciplinary team

Resident independently

Resident with supervising
non–family physician specialist

Table 3. Regional comparison of home visit training availability and mandatory requirements, if available in the program

LOCATION

HOME VISIT AVAILABILITY HOME VISITS MANDATED*

ALL SITES SOME SITES
YES,  

ALL SITES
YES,  

SOME SITES
NO,  

ALL ELECTIVE

OTHER 
“OPPORTUNISTIC” 

TRAINING 

Western Canada (west 
coast and the Prairies)

1 2 1 1 0 1

Ontario 3 1 0 1 3 0

Quebec 3 0 3 0 0 0

Atlantic Canada 1 1 1 1 0 0

*Home visit experiences required in the program. These could be in an informal capacity, and this does not indicate availability of a structured clinical 
home visit curriculum. 

educational value of a nonphysician-led experience was 
also brought to light. It is likely that these barriers, as 
well as the availability of key enablers such as faculty 
champions and resident interest, vary between sites 
and might pose additional challenges to implementing a  
program-wide HBPC curriculum. Despite encounter-
ing multiple barriers to training, no program directors 
thought that these difficulties exceeded the educational 
benefits of providing HBPC training. 

Limitations and future research
This study is limited by self-selection bias. As a result of 
unique circumstances, one respondent solely represented 
the urban stream of the program. Also, it is uncertain 
how accurately the high-level responses from program 
directors reflect the on-the-ground HBPC training expe-
rience for residents. For simplicity, our study did not  
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distinguish between the type of home visit experience 
residents received (eg, episodic housecalls vs ongo-
ing, comprehensive home-based care), and thus resi-
dents might receive very different home visit experiences. 
Finally, our study did not determine in which clinical 
rotation residents obtained their home visit experiences. 

Figure 4. Barriers to HBPC training as reported by program directors
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Limited faculty availability

Safety concerns

Limited faculty expertise

Limited student interest

Other*

Funding limitations

Lack of appropriate patients

51 2 3 4 6 7 8

HBPC—home-based primary care.
*Other includes “has not been established as a goal for our program” and “limited focus on HBPC.”

Figure 5. Enablers to HBPC training as reported by program directors

0
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EN
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Faculty availability and interest in HBPC

Resident interest in HBPC

Access to an appropriate patient population

Availability of a structured curriculum

Trained in a rural setting

Administrative or interprofessional support

Resident call responsibility for acute cases

Family and patient availability and support

51 2 3 4 6 7

HBPC—home-based primary care.

However, by far most respondents stated that residents 
attended home visits with a supervising family physician 
as opposed to another specialist physician.

Given the heterogeneity of HBPC training across Canada, 
we recommend development and dissemination of a  
framework for a structured HBPC curriculum to bolster  
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Figure 6. Program directors’ self-reported attitude ratings in response to the statement “HBPC training is difficult to coordinate 
and implement. Its barriers outweigh its educational benefits”
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HBPC—home-based primary care.

Figure 7. Program directors’ self-reported attitude ratings about the importance of HBPC training for family medicine residents
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consistent standards in resident training. Such a curricu-
lum might outline and address specific HBPC competencies, 
be built on input from key stakeholders, and be adapt-
able to individual sites’ needs and resources. A tool kit for 
HBPC implementation and practice could also be developed. 
Programs with limited faculty availability might benefit from 
active recruitment of faculty members who can champion 
an HBPC program and model HBPC in realistic and sustain-
able ways. Further, HBPC-focused electives might increase 
accessibility of training for interested residents. 

Future research topics include the effects of regional 
distribution (eg, urban, suburban, and rural) on HBPC 
training. Additionally, research into a potential relation-
ship between province-specific physician remuneration, 
home visit prevalence, and HBPC training might be of 
interest, as clinical training was more widely available 
in Quebec and Ontario, and clinical experiences were 
mandatory in all 3 Quebec programs that responded. 
Finally, a qualitative study of program directors and edu-
cators regarding the minimum requirements to attain 
competency in HBPC and enablers and barriers to teach-
ing HBPC competencies could provide valuable insight. 

Conclusion
Given the ongoing trajectory of Canada’s aging popu-
lation, there will be increasing need for primary care 
delivery in the home. While Canadian family medicine 
program directors generally agree that HBPC training is 
important and worthwhile, several barriers to providing 
HBPC training exist. At this time, training across Canada 
varies widely in its availability and educational require-
ments. Further research into the effects of larger health 
system influences on HBPC training is recommended. 
Additionally, development of a central framework for a 
structured competency-based HBPC curriculum, as well 
as a tool kit for HBPC implementation and practice, is 
recommended to promote and strengthen HBPC training 
across Canada. 
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