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Primary care is the front door to our health systems. But for too 
many people living in Canada, that front door is now closed.

Before the COVID-19 pandemic, 4.6 million people in Canada 
did not have a regular family doctor or primary care clinician,1 
and the pandemic has made things worse. In Ontario, twice as 
many family physicians stopped work in the first 6 months of the 
pandemic compared with trends from the previous decade,2 and 
a survey from spring 2021 found that almost 1 in 5 family phys-
icians in Toronto were thinking of closing their practice in the 
next 5 years.3 Fewer medical students are choosing family medi-
cine and fewer family medicine physicians are choosing to work 
in comprehensive, longitudinal practice.4 Furthermore, lack of 
access is not distributed equally among communities. Newcom-
ers to Canada and those living in low-income or marginalized 
neighbourhoods were less likely to have a regular family doctor 
even before the pandemic.4

In related research, Rudoler and colleagues explore the popu-
lar theory that newer family medicine graduates are contributing 
to the family doctor shortage by choosing to work less.5 The 
authors looked at data from 4 Canadian provinces and found no 
differences in median patient contacts by career stage; median 
contacts per family physician over the 2-decade study period 
decreased for all physicians in all career stages, not just early-
career physicians. The authors hypothesize that reasons for this 
decline may include an increase in administrative workload, 
increase in patient complexity, changes in professional norms, 
different choices about work and different income requirements.

These findings imply that a larger family physician workforce 
will be needed to serve even the current population, let alone a 
growing and aging one. However, increasing the primary care 
workforce by training more family physicians will likely get us 
only part of the way to solving the problem given existing short-
ages and trends.  

Canada’s health systems needs to reimagine how family doc-
tors work and are integrated into the system. All family phys-
icians should work collaboratively in teams that include skilled 
office assistants and nurses, nurse practitioners, social workers 
and pharmacists. Team-based care is better for patients,  

clinicians and the system. Our research in Ontario found that 
patients of team-based practices were more likely to get recom-
mended chronic condition care6 and less likely to use the emer-
gency department.7 Sharing the care in a team can also enhance 
joy in work for clinicians8 and, when done right, could increase 
the number of patients a family physician can care for.9 Similar 
primary-care workforce challenges have led thought leaders in 
the United States and United Kingdom to call for expansion of 
interprofessional teams as part of the solution.9,10 A recent survey 
of family physicians in British Columbia found that physicians 
ranked options to be in a team and direct funding for team roles 
as priorities for primary care reform.11 Team members with dif-
ferent expertise are especially critical as patient complexity and 
disease comorbidity trend upward.

An expansion of team-based primary care should also be 
accompanied by payment reform. Professional associations and 
academics in Canada and the US have been advocating for a move 
away from fee for service — the dominant payment model for fam-
ily physicians — to alternative payments like capitation or salary, 
which better remunerate providers for the care of patients with 
multimorbidity and psychosocial complexity.12,13 Surveys indicate 
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Key points
•	 Primary care in Canada is in crisis; 4.6 million people did not have 

a regular family physician or primary care clinician before the 
COVID-19 pandemic and the situation is getting worse.

•	 Emerging evidence suggests that if primary care delivery does 
not change, a larger family physician workforce would be 
needed to serve the current population, let alone a growing and 
aging one.

•	 Interprofessional team-based care, coupled with payment 
reform, has the potential to improve primary care capacity, 
access and outcomes for patients, and provider well-being.

•	 Bold reforms could include neighbourhood-based clinics that 
employ physicians and have accountability to the local population 
and regionally organized after-hours care that would obviate the 
need for walk-in clinics and allow for better use of resources.
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that physicians, especially younger graduates, would support 
such a shift.11 Many physicians would also support a move away 
from the traditional small-business model of family medicine to 
one where they are employees with paid vacation and parental 
leave, and benefits that could reduce family physician burnout.11

Interprofessional primary care teams are far from the norm in 
Canada. Some provinces have made progress, but this progress has 
stalled, ostensibly because of government concerns regarding cost 
and return on investment based on limited and early evaluations. 
Teams have also not always been implemented with the objective 
of increasing clinician capacity, and average patient panel sizes 
have been shown to be lower for physicians working in teams than 
not.6 Patient access to team-based primary care is also currently 
inequitable; Ontario data from 2016 showed patient attachment to 
primary care teams was lowest in areas of highest need.14

Primary care in Canada is in crisis. It affects the rest of the 
health system and the solution must be bold reform. Primary care 
should be considered a right and a necessity, similar to public edu-
cation. When families move to a new neighbourhood, children are 
guaranteed a spot in a local school. Likewise, when people move to 
a new neighbourhood, they should be guaranteed a spot in a local 
primary care practice. Provincial governments should advance the 
creation of neighbourhood-based interprofessional family medi-
cine practices, starting in areas of greatest need. The practices 
would be accountable for the needs of the local population. Family 
physicians and other team members would be employees with 
benefits. If they left, the practice would be responsible for replacing 
them and ensuring patients continued to have care. Several coun-
tries (e.g., Norway, Finland and the UK) have implemented this 
model of neighbourhood-based primary care. Existing family prac-
tice networks in Canada are a potential precursor on which such 
services could be built. Neighbourhood-based primary care could 
also facilitate better collaboration among primary care, com-
munity and social services, and public health, which can in turn 
improve health equity and optimize resource use.

Groups of family practices could organize after-hours care in 
urban and suburban areas, as in the Netherlands, where co-
operatives of 50–250 primary care physicians provide after-
hours care to populations of 100 000–500 000.15 Access to care is 
via a single regional phone number, with calls answered by 
nurses who provide initial triage. Physicians are supported by 

information and communication technology and medically 
trained drivers who facilitate home visits. With regionally  
organized urgent and after-hours care, resources currently 
directed to walk-in clinics could be redirected to strengthening 
comprehensive, longitudinal family practice.

Everyone in Canada deserves access to primary care. Training 
more family physicians is not the only answer. It is time to boldly 
redesign our current systems with the goal of keeping the front 
door to the health system wide open.
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