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Commentary

Our role in making the Canadian health  
care system one of the world’s best
How family medicine and primary care can transform— 
and bring the rest of the system with us
Richard H. Glazier MD MPH CCFP FCFP

Before considering the problems and potential 
solutions facing Canadian primary care and the 
Canadian health care system, it is important to 

consider our values and the health system we aspire 
to have. The Quintuple Aim1,2 and the Patient’s Medical 
Home3 are relevant frameworks, identifying key goals 
and functions of health care systems and primary care. 
Of note in the Quintuple Aim, care team well-being and 
advancing health equity are the more recent additions to 
the Institute for Healthcare Improvement’s original Triple 
Aim,4 and they are among the most important issues 
fa cing health care today, with record levels of provider 
stress and burnout and pervasive racism and colonialism 
in health care requiring urgent attention. The foundations 
of the Patient’s Medical Home include appropriate infra-
structure, connected care, and administration and fund-
ing, all of which are weak and underdeveloped in much 
of Canadian primary care. If primary care is the founda-
tion of the health care system, and the foundation of the 
foundation is shaky, then we can expect ongoing chal-
lenges that permeate the system and leave it vulnerable.

If Canadian health care aspires to be among the 
world’s best systems, as I believe it should, everyone 
needs to have a confirmed personal relationship over 
time with a family doctor or other primary care pro-
vider. Since no single provider can be available 24 
hours a day, 7 days a week, or address the full breadth 
of patient and community needs themselves, access  
to an interprofessional team is essential. In contrast to 
these goals, the current system leaves close to 5 million 
Canadians without a medical home,5 forcing them to use 
walk-in clinics, access emergency departments (EDs), 
or forgo needed care. There is incomplete and limited 
support for team-based models of care within a system 
that is hospital- and physician-centric, stemming from 
universal coverage of only hospital and physician serv-
ices historically and as legislated in the Canada Health 
Act.6 Most family doctors and general practitioners in 
Canada are independent small business owners, fully 
responsible themselves for all the staffing and infra-
structure required for primary care, in contrast to exten-
sive staff and infrastructure resources provided by the 

public system in hospitals. In many ways, primary care 
physicians are left out of the health care system, with 
little system input or accountability for the types of serv-
ices they provide, where they locate their practices, or 
their hours of operation. Across Ontario, Canada’s most 
populous province, regional health system leaders lack 
even up-to-date contact information for primary care 
clinics and clinicians.7 It is hard to avoid the conclusion 
that most primary care providers are currently left out of 
and unsupported by the health care system.

Current context
The current national context is one of severe ongoing 
challenges facing the health care system and primary 
care. The COVID-19 pandemic has exacerbated long-
standing structural challenges in health care, with cri-
ses in long-term care, hospitals, and intensive care units 
and more recently in pediatric hospitals and EDs, with 
record levels of stress, burnout, and turnover among 
physicians, nurses, personal support workers, and 
many others.8 Delays in cancer diagnosis and treatment, 
elective surgery, routine immunizations, and chronic 
disease management—along with pandemic-related iso-
lation and impacts on mental health—require system 
responses that are challenging to mount in the current 
context. The system is further stressed by early waves of 
influenza, respiratory syncytial virus, and other respira-
tory viruses, as well as a worsening epidemic of opioid-
related overdoses and deaths. 

Pre-existing structural issues include fewer physicians, 
hospital beds, and advanced imaging scans per capita 
as well as a lower proportion of health care spending 
on primary care than most Organisation for Economic 
Co-operation and Development (OECD) member coun-
tries.9 An additional challenge in attempting to understand 
work force capacity in our country is that Canada—unlike 
other OECD countries that count only active comprehen-
sive care providers as primary care physicians—counts all 
“nonspecialist” physicians as primary care doctors, includ-
ing roughly 30% of this total who are relatively inactive or 
in focused practices such as emergency medicine, hospi-
talist care, and palliative care.10 

Additional challenges to primary care include reduced 
capacity as many family doctors near retirement age; 
declining interest in family medicine among medical stu-
dents, with close to 100 unfilled funded residency spots 
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across the country after the second iteration of the 2022 
Canadian Resident Matching Service match11; the high-
est projected population growth among Group of 7 coun-
tries12; and rapid population aging along with increasing 
system complexity and rates of multimorbidity.

Paradoxically, increasing the number of family phy-
sicians per capita has not translated to an increase in 
capacity to care for the population. As already noted, 
almost one-third of family doctors are not working 
in comprehensive care,10 and this trend is worsening 
over time. Less well documented until now is a steep 
decline in services provided per physician over the past 
20 years. The number of contacts per physician is down 
20% to 24% in 4 Canadian provinces13 and the number 
of service days, defined as days with at least 10 serv-
ices worth at least $20 to $25 each, has declined by 
7% to 10% in Alberta and Ontario (unpublished data). 
While there has been a substantial increase in the num-
ber of female family physicians, and female family phy-
sicians are more likely to work part-time during their 
early career owing to childbearing and family obliga-
tions, the decline in services over time has included both 
female and male physicians as well as early-, mid-, and 
late-career physicians (unpublished data). Substantial 
increases in patient multimorbidity and system com-
plexity likely underpin these changes.

How serious is the primary care  
work force shortage?
Evidence gaps related to part-time versus full-time prac-
tice; roles and scopes of practice; office staffing and 
overhead; time spent with patients; impact of electronic 
records and record keeping; and time required for care 
coordination, administration, and paperwork comprise 
serious challenges for primary care work force plan-
ning. Nonetheless, some educated guesses can be made. 
In 2019 a total of 4.6 million Canadians over the age of 
12 years lacked a primary care provider5 and roughly 

6.6  million Canadians were attached to family doc-
tors who were 65 or older,14 with an average primary 
care physician retirement age of 70.15 Immigration tar-
gets will exceed 450,000 people per year by 2025,16 and 
Canada is expected to have a net population growth of 
at least 2 million people over the next 5 years.17 As a 
rough estimate, close to 10 million Canadians will need 
primary care providers in the next 5 years and there 
are currently only about 1200 family medicine residents 
exiting training per year.18 If a full-time comprehensive 
practice can provide care for about 1400 people, and 
70% of new graduates are in comprehensive practice 
and 30% work part-time, at least 10,000 new family doc-
tors will be needed in 5 years, a goal that is unattainable 
in the current system.

In summary, Canadian primary care is in crisis, with 
an archaic health care system, not enough primary care 
providers, and worsening trends resulting in a vicious 
cycle of unreasonable demands, burnout, and providers 
leaving practice or reducing scope, all resulting in fur-
ther demands on the system and an unattractive prac-
tice environment for new graduates (Figure 1).

What are options for transformation?
With so many structural and systemic barriers to change 
and worsening trends, it is challenging to know where 
to start. Recent work19 has highlighted the needs and 
preferences of family medicine residents and early-
career family physicians, which may serve as a prom-
ising starting point for system redesign aimed at 
recruitment and retention of family medicine physicians. 
As it happens, those directions also help advance other 
aspects of the Quintuple Aim1 and the Patient’s Medical 
Home.3 Factors shaping practice intentions and choices 
include opportunities to deliver comprehensive care in 
team-based models (consistent with how they trained); 
alternatives to fee-for-service remuneration, with fair 
compensation; the ability to take time off, with coverage 

Figure 1. Canadian primary care crisis
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for patients; the ability to focus on medicine, rather than 
running a business; and fulfilling work that responds to 
community needs.19

Team-based care
While interprofessional teams are common in academic 
family practice settings and are a core element of the 
Patient’s Medical Home,3 they compose a small fraction 
of Canada’s primary care practices. The role and pur-
pose of team-based care can include increasing access 
to care and capacity, reducing physician workload, 
improving provider work-life balance, improving quality 
of care, filling gaps in care (especially mental health and 
chronic disease management), meeting the breadth of 
patient and community needs, and creating a supportive 
and appealing workplace for a variety of health profes-
sionals and related staff. Figure 2 shows an example of 
how a team of health professionals and related staff can 
help to reduce family physician workload, provide a bet-
ter work experience, and improve access and capacity. 

It may be important to distinguish the contributions 
of health professionals such as nurses, nurse practition-
ers, physician assistants, pharmacists, and social work-
ers from those of other office staff including clerical staff, 
scribes, information technology professionals, coordina-
tors, patient navigators, and medical office assistants. 
Health professionals are often bound by narrow scopes 

of practice within primary care, even when their training 
and licensure allow them to do much more. For exam-
ple, there is evidence that nurses can provide superior 
diabetes care and perform effectively as case managers 
for patients with complex needs, resulting in enhanced 
care, lower costs, and reduced clinician time.20 Similarly, 
when diabetes care, hypertension, and other cardiovas-
cular disease risks are managed by pharmacists, bet-
ter outcomes and reduced clinician workload can be 
achieved.21 However, in the past, wider scopes of prac-
tice for nurses, nurse practitioners, pharmacists, para-
medics, and other professionals have been opposed by 
organized medicine, but following the evidence of better 
care and reduced workload means surmounting the his-
torical barriers of exclusive physician turf if the current 
work force crisis is to be addressed effectively and the 
health needs of Canadians are to be met. 

Reducing administrative burden is a promising 
approach for addressing burnout and reducing work-
load in primary care, and this has been endorsed by the 
College of Family Physicians of Canada, the Canadian 
Medical Association, and others.22 Streamlining and 
simplifying work flows in electronic medical records; 
organizing referral systems (including e-consult, 
e-referral, and centralized intake and triage); and elimi-
nating or harmonizing forms and letters required for 
referrals, insurance, government, employers, and benefit 

Figure 2. Example of redistribution of tasks among a primary health care team to reduce physician workload
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programs are all important approaches to reducing phy-
sician administrative workload. Effective use of nontra-
ditional office staff (ie, scribes, medical office assistants, 
and advanced team care with in-room support) shows 
promise for major reductions in clerical and coordina-
tion work.23 Many health care providers spend more 
time charting and coordinating care than seeing patients 
face to face, which points to important opportunities for 
expanded teams of health professionals and other office 
staff to greatly reduce the physician workload by having 
them take on tasks that they can manage, sometimes 
more effectively than physicians, thereby expanding 
access to care for patients and improving work-life bal-
ance for physicians.

If teams are imperative to moving Canadian health 
care to among the world’s best, where will the needed 
providers come from to care for up to 10 million unat-
tached Canadians in the next 5 years? 

On the family physician side, expansion of medical 
schools, class sizes, and residency spots is under way 
across the country. Most provinces and territories are 
also supporting the rapid integration of internation-
ally trained health professionals, including family phy-
sicians. Pan-Canadian licensure to ease movement of 
physicians and provision of virtual care to areas of great-
est need is under serious discussion. These efforts are 
important, but they alone are unlikely to be adequate in 
the face of low demand for family medicine training, the 
6-year minimum duration of training for a family phy-
sician after a bachelor’s degree, and the scale of need 
for primary care across the country. Canada has more 
than 300,000 registered nurses,24 many of whom have 
left the profession or are considering doing so in the 
near future owing to pandemic-related stress and work-
loads; therefore, attracting nurses into primary care is 
a major opportunity to grow the interprofessional team. 
Canada has relatively few nurse practitioners (7400)24 
and even fewer physician assistants (800),25 but both 
groups require 2 years of training (nurse practitioners 
after becoming registered nurses and physician assis-
tants after at least 2 years of university) and both can 
provide a wide array of primary care services, poten-
tially extending or adding care for up to an additional 
800 patients each.26 Medical office assistants could come 
from a variety of disciplines and backgrounds, and 
this could provide clinical experience for internation-
ally trained professionals while they work to advance 
their credentials and technical language skills. Finally, 
there are large numbers of psychologists, social workers, 
pharmacists, physiotherapists, and managers in the pri-
vate sector, some of whom may be attracted to welcom-
ing and supportive interprofessional primary care teams. 

One of the most substantial barriers to system trans-
formation is concern among policy makers about addi-
tional costs. The costs of a primary care provider and 
access to team-based care for every Canadian have 

not been adequately scoped, and rough estimates 
vary widely. However, for example, a cost of $100 per 
Canadian ($3.82 billion in total) would allow a typi-
cal group of 10 full-time comprehensive family doctors 
with a group patient panel of 14,000 people to use an 
annual budget of $1.4 million to hire and support up to 
10 additional health professionals. Assuming those pro-
fessionals were to include at least 3 or 4 nurse practition- 
ers or physician assistants, as well as nurses, medical 
office assistants, and staff from other disciplines, such as 
social work, pharmacy, psychology, and physiotherapy, 
the practice could potentially take on up to 25% more 
patients. This assumption depends on medical office 
assistants providing substantial relief to the administra-
tive burdens of clinicians and substantial task shifting 
to interprofessional team members who would man-
age many patients semi-independently with appropriate 
coordination and communication with the most respon-
sible provider. Although this magnitude of funding is 
substantial, it represents less than 2% of expected public 
sector Canadian health care spending in 2022.27

Alternative payment models
Although there have been substantial shifts over time 
toward alternative payment mechanisms, most family 
physicians and other doctors in Canada are paid through 
fee-for-service models.28 Many physicians are comfort-
able with this mechanism because it is transparent, with 
reimbursement responding to changes in the number 
and type of visits, and some policy makers appreciate 
the incentive in this model to maintain high visit levels. 
Arguably, fee-for-service models may have been appro-
priate in an earlier era when most of the population was 
young, extensive comorbidities were less common, and 
the health system was much less complex to navigate. 
Today, a family doctor is often called on to coordinate 
care provided by multiple specialists, review and renew 
many medications, deal with new physical or men-
tal health challenges, and navigate multiple forms and 
accounts on disconnected electronic systems, all within 
a single appointment. If that appointment is paid under 
fee-for-service, it typically is geared to a 10- to 15-minute 
encounter, something that is clearly not feasible for many 
patients with complex needs. Task-shifting to team mem-
bers can be hampered in fee-for-service because the phy-
sician receives no payment if they do not personally see 
the patient. Fee-for-service also sets up a transactional 
relationship with the health system, typically involving 
little or no accountability for quality of care, resource 
stewardship, or meeting population needs. Alternatives 
to fee-for-service include capitation, salary, bonuses 
and incentives, session-based payments, bundled pay-
ments with others in the health system, and blended 
models that may include several of these elements and 
may also adjust payments according to patient medical 
and social complexity. Alternative payment systems have 
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been associated with greater financial and work satisfac-
tion and with stable, predictable income.29 They typically 
require defined patient panels for reimbursement, which 
enhances capacity for population management and work 
force planning. Blended payment systems that include 
capitation incentivize task shifting, as physician reim-
bursement is tied to enrolling more patients, not seeing 
them more often. The College of Family Physicians of 
Canada has called for a shift to blended physician remu-
neration models given the shortcomings of fee-for- service 
models brought to light by the COVID-19 pandemic.30

How we are organized and practise 
Recent experience in the COVID-19 pandemic drove 
home to many physicians how vulnerable their incomes 
and overhead were to system disruption as patient vol-
umes plummeted and costs for personal protective 
equipment skyrocketed when the lockdown started in 
March 2020. The grand bargain of physician autonomy 
has historically been appealing to many physicians, but 
autonomy can also mean lack of system support for 
absorbing income and cost shocks; meeting the needs 
of complex patients; finding replacements for vacations, 
leaves, and retirement; adapting to information tech-
nology changes; and meeting community needs. Many 
recent graduates do not wish to run a business as well 
as practise medicine, and they wish to have support for 
reasonable work hours and time off. While there are 
many potential organizational models that could fulfil 
these needs, local payment or employment groups that 
look after practice management, information technol-
ogy, and physician and team support could be appealing 
alternatives to solo and small group practices of today. 
These groups could be physician led or have shared 
leadership with the interprofessional team or local com-
munity; could contract with local, regional, provincial, 
and territorial health systems and authorities to sup-
port teams and meet community needs; and could have 
geographic catchment areas to ensure full population 
coverage. In return, family physicians and team mem-
bers would assume expectations for after-hours cover-
age, population attachment, quality improvement, and 
team functioning to support added capacity. Many of 
these elements are already present in Canada’s com-
munity health centres, Alberta’s primary care networks, 
Ontario’s family health teams, and Quebec’s family med-
icine groups. The new organizational models envisioned 
would need to be voluntary, but under the right circum-
stances they could enjoy widespread support.

Innovate, learn, improve
The system solutions discussed in this paper rest on a 
firm foundation of evidence in some cases, such as the 
contributions of strong primary care to high function-
ing health systems. In other areas, such as the capa city 
to build large and strong teams that can look after all 

Canadians, the evidence is emerging, and the success of 
these innovations will depend on how they are imple-
mented and adapted for diverse settings and populations. 
Canadian health care is composed of complex systems, so 
innovations can be expected to have both intended and 
unintended consequences. For those reasons, it will be 
essential to bring evidence syntheses to the development 
and choice of team and payment models and to evalu-
ate them in real time so they can change and pivot for 
greatest impact and success. The Canadian primary care 
research community is well positioned to help lead these 
evaluative efforts. Data systems for monitoring and evalu-
ating primary care with the Quintuple Aim1 in mind are 
incomplete in Canada and require investment and atten-
tion. The development of data systems, robust evaluation, 
and use of evidence for constant evolution and improve-
ment would contribute to the adoption of learning health 
care systems across Canada.31

Why primary care?
Ultimately, increased investment in primary care is essen-
tial for Canada to assume a position among the world’s 
best health systems. These investments are needed to 
support powerful teams that add capacity, alternative 
payment systems, new organizational models, and the 
ability and culture to innovate, learn, and improve. 

Health systems across the globe with strong primary 
care are associated with greater equity; lower mortality, 
premature mortality, and infant mortality; and fewer dis-
parities in measures of health outcomes and health care 
use.32,33 They are also associated with greater patient satis-
faction in relation to overall costs.34 Primary care is there-
fore best placed to advance and achieve the Quintuple Aim. 

Today we see dire health system shortfalls every-
where, including in EDs and hospitals; with surgical 
backlogs, diagnostic delays, and late-stage presentation 
of disease; and in long-term care and home care. What 
is the rationale for prioritizing investment in primary 
care when so many other areas clearly need attention? 
To me, the answer is that primary care is the founda-
tion of the health care system, and the foundation of pri-
mary care is weak and requires urgent attention if the 
rest of the health system is to thrive. For example, it is 
impossible to imagine a high-functioning cancer care 
system without millions of Canadians receiving timely 
and appropriate cancer screening, or a high-functioning 
cardiac system without widespread risk factor identifica-
tion and treatment in the community. Many of today’s 
pressure points, such as ED wait times and overcrowded 
hospitals, can be solved only by building greater com-
munity capacity. It is important to recognize that 66% of 
all daily contacts with the health system in Ontario are 
through family doctor visits, compared with 6% in EDs 
and 2% through hospital admissions (Ontario Medical 
Association, Department of Economics, Policy and 
Research, personal communication, December 2022).
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Conclusion
The investments I have envisioned here are affordable 
for health care systems and will help ensure that every-
one has a primary care provider and team and that care 
is coordinated and integrated; responds to community 
needs; reduces the load on the system; provides easier 
access to care; and fills care gaps such as those in mental 
health, management of chronic conditions, and preven-
tion. For providers it holds the promise of improved well-
ness, reduced workloads, reduced administrative burdens, 
enhanced joy in practice, and a wide variety of practice 
resources and support. The net effect of these invest-
ments would replace the current vicious cycle of over-
work, burnout, and leaving practice with a virtuous cycle 
of attracting and retaining comprehensive care provid-
ers, attracting health professional learners, and building 
enhanced community capacity to look after people closer 
to home and largely outside of institutions. These direc-
tions would help achieve the Quintuple Aim of greater 
equity, better patient experiences, improved population 
health, and better provider experiences, all at a reason-
able cost and with the goal of a future that looks bright to 
our communities, patients, colleagues, and learners.     

Dr Richard H. Glazier is Senior Core Scientist at ICES in Toronto, Ont. He is Professor 
in the Department of Family and Community Medicine; the Dalla Lana School of 
Public Health; and the Institute of Health Policy, Management and Evaluation at the 
University of Toronto. He is also a family physician and Scientist at the MAP Centre for 
Urban Health Solutions, both at St Michael’s Hospital in Toronto.

Competing interests
None declared

Correspondence
Dr Richard H. Glazier; e-mail rick.glazier@ices.on.ca

The opinions expressed in commentaries are those of the authors. Publication does 
not imply endorsement by the College of Family Physicians of Canada.

References
1. Mate K. On the Quintuple Aim: why expand beyond the Triple Aim? [blog]. Boston, MA: 

Institute for Healthcare Improvement; 2022. Available from: https://www.ihi.org/
communities/blogs/on-the-quintuple-aim-why-expand-beyond-the-triple-aim. 
Accessed 2022 Dec 10.

2. Ma A. Building a healthcare system that’s fit for purpose. Toronto, ON: PwC Canada; 
2022. Available from: https://www.pwc.com/ca/en/industries/healthcare/system-
fit-for-purpose.html. Accessed 2022 Dec 10.

3. A new vision for Canada. Family practice—the Patient’s Medical Home 2019. 
Mississauga, ON: College of Family Physicians of Canada; 2019. Available from:  
https://www.cfpc.ca/en/resources/patient-s-medical-home/a-new-vision-for-
canada-family-practice-the-patien. Accessed 2022 Dec 12.

4. The IHI triple aim. Boston, MA: Institute for Healthcare Improvement; 2022. Available 
from: https://www.ihi.org/Engage/Initiatives/TripleAim/Pages/default.aspx. 
Accessed 2022 Dec 20.

5. Health fact sheets. Primary health care providers, 2019. Ottawa, ON: Statistics 
Canada; 2019. Available from: https://www150.statcan.gc.ca/n1/pub/82-
625-x/2020001/article/00004-eng.htm. Accessed 2022 Dec 12. 

6. Canada Health Act, RSC, 1985, c C-6. Ottawa, ON: Government of Canada; 2017. Available 
from: https://laws-lois.justice.gc.ca/eng/acts/c-6/page-1.html. Accessed 2022 Dec 10.

7. Ivers N, Newbery S, Eissa A, Bayoumi I, Kiran T, Pinto A, et al. Brief on primary care 
part 3: lessons learned for strengthened primary care in the next phase of the 
COVID-19 pandemic. Toronto, ON: Science briefs of the Ontario COVID-19 Science 
Advisory Table; 2022. Available from: https://covid19-sciencetable.ca/sciencebrief/
brief-on-primary-care-part-3-lessons-learned-for-strengthened-primary-care-in-
the-next-phase-of-the-covid-19-pandemic/. Accessed 2022 Dec 10.

8. Chart 1: impacts experienced by health care workers during the COVID-19 pandemic, 
by occupation, Canada, September to November 2021. In: Survey on health care 
workers’ experiences during the pandemic (SHCWEP). Ottawa, ON: Statistics Canada; 
2022. Available from: https://www150.statcan.gc.ca/n1/daily-quotidien/220603/cg-
a001-png-eng.htm. Accessed 2022 Dec 10.

9. Spending on primary care: first estimates. Paris, France: Organisation for Economic 
Co-operation and Development; 2018. Available from: https://www.oecd.org/health/
health-systems/Spending-on-Primary-Care-Policy-Brief-December-2018.pdf. 
Accessed 2022 Dec 12.

10. Schultz SE, Glazier RH. Identification of physicians providing comprehensive 
primary care in Ontario: a retrospective analysis using linked administrative data. 
CMAJ Open 2017;5(4):E856-63. 

11. 2022 CaRMS Forum presentation deck. Ottawa, ON: Canadian Resident Matching 
Service; 2022. Available from: https://www.carms.ca/pdfs/carms-forum-2022.pdf. 
Accessed 2022 Dec 13.

12. Canada tops G7 growth despite COVID. Ottawa, ON: Statistics Canada; 2022. Available 
from: https://www150.statcan.gc.ca/n1/daily-quotidien/220209/dq220209a-eng.htm. 
Accessed 2022 Dec 13.

13. Rudoler D, Peterson S, Stock D, Taylor C, Wilton D, Blackie D, et al. Changes over 
time in patient visits and continuity of care among graduating cohorts of family 
physicians in 4 Canadian provinces. CMAJ 2022;194(48):E1639-46.

14. Physicians. Ottawa, ON: Canadian Institute for Health Information; 2022. Available 
from: https://www.cihi.ca/en/physicians. Accessed 2022 Dec 10.

15. Simkin S, Dahrouge S, Bourgeault IL. End-of-career practice patterns of primary  
care physicians in Ontario. Can Fam Physician 2019;65:e221-30. Available from:  
https://www.cfp.ca/content/65/5/e221.long. Accessed 2022 Dec 15.

16. An immigration plan to grow the economy [news release]. Ottawa, ON: Immigration, 
Refugees, and Citizenship Canada; 2022. Available from: https://www.canada.ca/
en/immigration-refugees-citizenship/news/2022/11/an-immigration-plan-to-
grow-the-economy.html. Accessed 2022 Dec 14.

17. Population projections for Canada, provinces and territories: interactive dashboard. 
Ottawa, ON: Statistics Canada; 2022. Available from: https://www150.statcan.gc.ca/n1/
pub/71-607-x/71-607-x2022015-eng.htm. Accessed 2022 Dec 31. 

18. Census data tables. Ottawa, ON: Canadian Post-MD Education Registry; 2022. Available 
from: https://caper.ca/postgraduate-medical-education/census-data-tables. 
Accessed 2022 Dec 10.

19. Kabir M, Randall E, Mitra G, Lavergne MR, Scott I, Snadden D, et al. Resident and 
early-career family physicians’ focused practice choices in Canada: a qualitative 
study. Br J Gen Pract 2022;72(718):e334-41.

20. Doménech-Briz V, Gómez Romero R, de Miguel-Montoya I, Juárez-Vela R, Martínez-
Riera JR, Mármol-López MI, et al. Results of nurse case management in primary 
health care: bibliographic review. Int J Environ Res Public Health 2020;17(24):9541.

21. Alshehri AA, Jalal Z, Cheema E, Haque MS, Jenkins D, Yahyouche A. Impact of 
the pharmacist-led intervention on the control of medical cardiovascular risk 
factors for the primary prevention of cardiovascular disease in general practice: 
a systematic review and meta-analysis of randomised controlled trials. Br J Clin 
Pharmacol 2020;86(1):29-38. Epub 2020 Jan 3.

22. Position statement on administrative support for family medicine in Canada. 
Mississauga, ON: College of Family Physicians of Canada; 2022. Available from: 
https://www.cfpc.ca/en/position-statement-on-administrative-support-for-family-
medicine-in-canada. Accessed 2022 Dec 14.

23. Sinsky CA, Bodenheimer T. Powering-up primary care teams: advanced team care 
with in-room support. Ann Fam Med 2019;17(4):367-71. 

24. A lens on the supply of Canada's health workforce. Ottawa, ON: Canadian Institute 
for Health Information; 2022. Available from: https://www.cihi.ca/en/health-
workforce-in-canada-in-focus-including-nurses-and-physicians/a-lens-on-the-
supply-of-canadas. Accessed 2022 Dec 14.

25. PA facts. Ottawa, ON: Canadian Association of Physician Assistants; 2022. Available 
from: https://capa-acam.ca/about-pas/pa-fact-sheet/. Accessed 2022 Dec 14.

26. Martin-Misener R, Kilpatrick K, Donald F, Bryant-Lukosius D, Rayner J, Valaitis R, et al. 
Nurse practitioner caseload in primary health care: scoping review. Int J Nurs Stud 
2016;62:170-82. Epub 2016 Jul 25.

27. National health expenditure trends. Ottawa, ON: Canadian Institute for Health 
Information; 2022. Available from: https://www.cihi.ca/en/national-health-
expenditure-trends. Accessed 2022 Dec 10.

28. An overview of physician payments and cost per service. Ottawa, ON: Canadian 
Institute for Health Information; 2022. Available from: https://www.cihi.ca/en/
health-workforce-in-canada-in-focus-including-nurses-and-physicians/an-
overview-of-physician. Accessed 2022 Dec 14.

29. Green ME, Hogg W, Gray D, Manuel D, Koller M, Maaten S, et al. Financial and work 
satisfaction: impacts of participation in primary care reform on physicians in 
Ontario. Healthc Policy 2009;5(2):e161-76.

30. The need for alternative payment models in a post–COVID-19 health system. 
Mississauga, ON: College of Family Physicians of Canada; 2020. Available from: https://
www.cfpc.ca/en/news-and-events/news-events/news-events/news-releases/2020/
the-need-for-alternative-payment-models-in-a-post. Accessed 2022 Dec 10.

31. Learning healthcare system. Newcastle, UK: Learning Healthcare Project; 2022. 
Available from: https://learninghealthcareproject.org/background/learning-
healthcare-system/. Accessed 2022 Dec 10.

32. Macinko J, Starfield B, Shi L. The contribution of primary care systems to health 
outcomes within Organization for Economic Cooperation and Development (OECD) 
countries, 1970-1998. Health Serv Res 2003;38(3):831-65.

33. Shi L, Starfield B, Politzer R, Regan J. Primary care, self-rated health, and reductions 
in social disparities in health. Health Serv Res 2002;37(3):529-50.

34. LʼEsperance V, Gravelle H, Schofield P, Ashworth M. Impact of primary care funding 
on patient satisfaction: a retrospective longitudinal study of English general 
practice, 2013-2016. Br J Gen Pract 2020;71(702):e47-54.

Can Fam Physician 2023;69:11-6. DOI: 10.46747/cfp.690111 
La traduction en français de cet article se trouve à https://www.cfp.ca 
dans la table des matières du numéro de janvier 2023 à la page e1.

https://www.ihi.org/communities/blogs/on-the-quintuple-aim-why-expand-beyond-the-triple-aim
https://covid19-sciencetable.ca/sciencebrief/brief-on-primary-care-part-3-lessons-learned-for-strengthened-primary-care-in-the-next-phase-of-the-covid-19-pandemic/
https://www.oecd.org/health/health-systems/Spending-on-Primary-Care-Policy-Brief-December-2018.pdf
https://www.canada.ca/en/immigration-refugees-citizenship/news/2022/11/an-immigration-plan-to-grow-the-economy.html
https://www150.statcan.gc.ca/n1/pub/71-607-x/71-607-x2022015-eng.htm
https://www.cihi.ca/en/health-workforce-in-canada-in-focus-including-nurses-and-physicians/an-overview-of-physician
https://www.cfpc.ca/en/news-and-events/news-events/news-events/news-releases/2020/the-need-for-alternative-payment-models-in-a-post



