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Introduction: The scope of practice by general practitioners and family physicians in North 

America has been changing over time. Are academic practices providing residents the same 

scope of practice as the urban practices into which they are going?

Methods: A survey describing the activities and scope of general practice/family practice was 

constructed from the literature and checked with general practitioners/family physicians for face 

validity. It was administered by mail to academic family physicians at the University of Alberta 

Department of Family Medicine in Edmonton and to all practicing general practitioners/family 

physicians in the city and Capital Region around Edmonton. There was a response rate of 78% 

and 50.9%, respectively.

Results: Academic physicians’ practices differed from those of their urban colleagues. The 

former were all certified by the College of Family Physicians of Canada, worked in group 

practices, and included more males and fewer immigrants. They worked as many hours, but did 

less clinical work than their urban colleagues. Even so, 25% did more than 40 hours of clinical 

work each week compared with 68% of urban physicians. There was a wide scope of services 

and procedures provided by both groups and other services that were different from group to 

group. There was no difference between groups in intention to add or remove services in the 

next two years, but academic physicians had removed more services in the last two years.

Conclusion: General practitioners/family physicians still provide a wide range of services. 

Although both academic and urban general practitioners/family physicians have reduced some 

services in the last two years, they have both added others to their repertoire. Although the 

teaching and urban general practitioners/family physicians practices have many similarities, 

they also have differences, which may have implications for the training of future urban family 

physicians.
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Introduction
There has been a gradual change in the scope of practice by general practitioners in 

Canada for at least the last 10 years.1,2 Studies of Ontario general practitioners by 

Woodward et al1 and Chan et al2 showed a reduction in inpatient care, house calls, 

emergency room services, nursing home attendance, and provision of obstetric and 

anesthetic services, as evidenced by billing data. There was a simultaneous increase 

in the number of physicians who provided an “office only” service. Additionally, there 

was a move to subspecializing, in the form of emergency room only and palliative care 

only practice by some physicians holding a general licence.2

Hutchinson and Becker3 have shown that, worldwide, the philosophy and structure 

of primary care has a major influence on the scope of practice by family physicians, 
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but they did not address the effect of training patterns. 

The  National Physician Survey of 20044 demonstrated a 

change in practice from the previous survey of 2001.5 Also 

of note is that, in 2004, of 10 core services, the authors found 

that 63% of respondents provided all of them, but 20% of 

those physicians described as “general practitioners” did 

none of the core activities. Katz et al used a set of indica-

tors of comprehensive care in Manitoba.6 Depending on the 

indicator, the frequency of involvement ranged from 35% 

to 70% of general practitioners. In the UK, with financial 

incentives, an overall 91% average achievement of health 

care indicators has been reported.7 In Alberta, Moores et al 

found that only 583 of 800 physicians licensed as general 

practitioners in Edmonton were active in office practice more 

than 30% of the time, according to their own description.8 In 

preparation for a recent survey study, we reviewed individual 

entries in the register of the College of Physicians and Sur-

geons in Alberta. In the register, for those holding a general 

license in Edmonton’s Capital Health region, we found that, 

of 1200 physicians with a general license, only 800 were not 

self-limiting their practice in their own self-reported entry 

in the register.9

In Ontario, the advent of family health networks and fam-

ily health groups has resulted in a definition of a basket of 

core services that participating physicians have to provide.10 

In the UK, the introduction of health targets has successfully 

increased the provision of those services, but has resulted in 

other services being given less attention.11 The College of 

Family Physicians of Canada maintains that family physi-

cians provide a broad comprehensive scope of practice as 

one of their hallmarks.12

Van Royen et al13 in his review of the research agenda in 

family medicine found that in studies of comprehensiveness 

“... there has been limited research conducted on its implica-

tions or outcomes”. We were interested in the implications of 

the changing scope of comprehensiveness upon the structure 

of resident education and vice versa. With the changing face 

of practice, are training programs that are centered on aca-

demic teaching units preparing family medicine residents for 

the world of practice they will encounter after graduation? 

Are the models of practice that residents witness in residency 

training programs similar to that of the average urban general 

clinician? This study aims to examine the changing patterns 

of practice both in the residency program and in urban prac-

tice in Edmonton, Alberta. The research questions are.

•	 What clinical services are family physicians/general prac-

titioners providing in the Capital Health region (the health 

region which includes Edmonton and its conurbation)?

•	 What changes are occurring in the range of services 

provided?

•	 Are academic physicians in the teaching clinics providing 

the same range of services as urban family physicians?

Methods
The population was composed of two groups. First were 546 

self-declared “family physicians”, as defined in the Family 

Practice Quality and Capacity Study.8 They practiced in the 

Capital Health region, which includes the city of Edmonton 

and surrounding conurbation of about 900,000 people. The 

“academic” group comprised the 18 academic faculty mem-

bers in the Department of Family Medicine at the University 

of Alberta in Edmonton.

The survey was developed from a review of the current 

literature on the scope of general practice and comprehen-

siveness of care. It was tested for construct and face validity 

and readability using four family physicians. No detailed 

reliability or internal consistency testing was undertaken, 

but it was consistent with other investigators’ descriptions. 

In all, it consisted of 48 questions covering 17 areas of 

practice. It included 14 demographic questions to describe 

the populations accurately (see Appendix). Four questions 

related to recent or planned changes in practice pattern by the 

physician. The survey was approved by the Health Research 

Ethics Board at the University of Alberta and was mailed to 

the physicians with a stamped return envelope. One reminder 

was sent after two weeks.

Statistical analysis
The returned questionnaires were coded and responses entered 

into a computer spreadsheet. Descriptive analyses were under-

taken of each group and means were compared using SPSS 

(SPSS Inc, Chicago, IL)14 using Student t-tests.

Results
Of 546 urban physicians, 278 (50.9%) responded. Fourteen 

of 18 academic physicians (78%) responded. Table 1 shows 

that the academic physician group was older, more were 

male, and almost all were Canadian graduates. All the aca-

demic family physicians held their Certification in Family 

Medicine (a prerequisite for appointment) compared with 

56% of urban family physicians. All academics practiced in 

a group, whereas only 72% of their colleagues did. Although 

they did fewer hours of patient care than their colleagues, 

25% did over 40 hours of clinical work weekly as well as 

their academic work, compared with 68% of the urban family 

physicians who worked over 40 hours a week.
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graduates in 2004 were female, up from 52% in 2001.4 The 

National Physician Survey in 2001 found that in Edmonton, 

36.4% of physician respondents overall were female, and that 

their relative numbers rose to 48.6% in the under 35-year 

age cohort.5

In this study, more than one in five urban physicians were 

from non-Canadian medical schools versus only one in 14 of 

the academic/teaching physicians. This lack of representa-

tion may reflect a missed opportunity to access the available 

diversity in the physician population due to some system 

factors or may reflect disinterest by immigrant physicians in 

the academic role. This warrants an indepth study with such 

physicians and an examination of other departments to see 

if this is an idiosyncratic finding.

Table 1 Demographics of academic and nonacademic physician 
responders

Characteristics Academics (%) Nonacademics (%)

Age (years)
  30–49 50.0 57.7
  50+ 50.0 42.3
Gender
  Male 71.4 56.3
  Female 28.6 43.7
Medical school
  Canadian 92.9 79.1
 N on-Canadian 7.1 20.9
CCFP
  Yes 100.0 56.3
 N o 0.0 43.7
Teaching
  Clinical teacher 100.0 26.3
  Full time 100.0 0.0
 N one 0.0 73.7
Type of practice
 S olo 0.0 15.3
 G roup 100.0 71.6
  Walk-in-clinic 0.0 10.9
  Other 0.0 2.2
Hours of clinical work*
  0–39 75.0 32.6
  40–60 25.0 59.5
  61–100 0.0 7.9
Clinic type
  Walk-in 0.0 6.1
  Appointment only 64.3 54.5
  Mixed 35.7 37.9

Note: *Clinical work = direct patient contact and related activity. 
Abbreviation: CCFP, Certificate of the College of Family Physicans.

Table 2 demonstrates the wide scope of services pro-

vided by large numbers of family physicians in either 

group, some of which were significantly different between 

the two groups. Table  3  shows the differences in proce-

dures performed, which were again significantly different. 

Table 4 shows that there was no significant difference when 

comparing the groups for plans to add or remove services 

in the next two years, or in the number of physicians who 

had added services in the last two years. However, signifi-

cantly more academic physicians had removed services in 

the past two years.

Discussion
The demographic differences between the academic group 

and their urban colleagues are concerning (Table 1). It is 

reasonable to expect the teachers to be more experienced 

and therefore older, but the gender difference in the face 

of increasing numbers of female residents nationally may 

need corrective action, such as preferential recruiting of 

experienced females for teaching roles. Sixty percent of the 

Table 2 Services provided by academic and nonacademic family 
physicians

Service Academics (%) Nonacademics (%)

Treating patients with 
human immunodeficiency

85.7 71.8

Seeing their own patients  
in nursing homes

64.3 55.4

Delivering sports medicine 85.7 81.5
Providing psychotherapy 57.1 52.9
Providing occupational 
medicine

64.3 51.5

See own patients 
in emergency room

92.9 22.7*

Provide out of hours care 
in group

92.9 77.4*

Provide out of hours care 
including hospital

85.7 34.6*

Educate other doctors 92.9 39.6*
Educate other health 
professionals

92.9 57.4*

Conduct research 85.7 19.4*
Provide palliative care 
house calls

7.1 32.1*

Provide phone services for 
patient inquiries

7.1 37.6*

Note: *P , 0.05 versus academic family physicians.

Table 3 Procedures performed by academic and nonacademic 
family physicians

Clinical activity Academics Nonacademics

Perform spirometry 78.6 42.3* 
Perform electrocardiogram 71.3 33.9* 
Perform slit lamp examination 35.7 6.6*
Attendance in rehabilitation hospital 57.1 24.6*
Attend in psychiatric hospital 57.1 23.7*
Attend in special clinics 21.4 5.5*
Provide obstetric hospital care 42.9 11.0*
Provide geriatric hospital care 35.7 14.0*

Note: *P , 0.05 versus academic family physicians.
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Table 4 Services provided by academic and nonacademic family 
physicians

Characteristics Academics Nonacademics

Added services in last two years 21.4 14.0 
Planning to add services to practice 14.3 6.3 
Planning to remove services from 
practice

7.1 12.1 

Removed services in last two years 57.1 26.2* 

Note: *P , 0.05 versus academic family physicians.

The questionnaire was developed to cover as many areas 

as were found documented in the literature and from the 

experience of the physicians who pilot-tested it. We believe 

it is inclusive of enough areas of practice to describe com-

prehensive family practice fully. It also includes all the items 

on Wong’s list of scope developed later.15 As with all surveys, 

these data must be interpreted bearing in mind that this was 

self-reported activity. It compares in several respects with 

the data from the National Physician Survey in 2004,4 and 

so we believe it is valid. The authors are currently preparing 

the results of another study16 approaching the issue from the 

evidence of billing data, as did Chan.2 Each method, ie, self-

reporting and billing data, has its limitations and these we  

acknowledge.

The study may be criticized for the relatively lower 

response rate from the urban physicians compared with 

their academic colleagues, which may have introduced 

sampling bias, but in recent surveys of family physicians, 

this 50.9% is an acceptable return. The response rate for 

the National Physician Survey was 37% and for the Family 

Practice Quality and Capacity Study was 52%.4,8 Just over 

half of eligible physicians responded. The effect of response 

bias may be of importance. It is likely for a subject like this 

that physicians who believe in and practice comprehensive 

care will have found the topic both relevant and important 

enough to respond, whilst those less broadly active will be 

less motivated to do so. Even so, if only half of 72% (ie, 

36%) of urban family physicians treat patients with human 

immunodeficiency virus or half of the 82% (ie, 41%) of 

urban family physicians offer sports medicine, there are 

still large percentages of urban physicians providing these  

services.

Wong15 found that “... none of the Canadian studies 

excluded family physicians and GPs with specialized 

practices” which would have affected the average scope of 

practice. This is because many licensing bodies list physicians 

in their registry by specialty, and nonspecialists are listed 

together, even though they are not all providing general ser-

vices. We addressed this by including only urban physicians 

who declared that they were active in general practice more 

than 30% of the time.8

In this study we looked at urban physicians. Hutten-Czapski 

et al,17 using 1997 National Physician Survey data, showed 

that the greatest determinant of differences in procedures 

performed in general practice was size of community and 

distance from the nearest major centre.17 He also concluded 

that “... as geographic isolation increases, Canadian family 

physicians provide an increasingly broad range of services”. 

Altering the resident experience to include more time in rural 

practice might increase the scope of practice, and certainly 

those intending to practice rurally need to be trained in the 

widest scope.

What our data show is that large numbers of both 

academic and urban family physicians are providing a 

wide range of services and are performing a wide range 

of procedures which they have in common (Table  2). 

There are also differences between the two groups with 

respect to academic activities (as would be expected) and 

in out-of-hours care, which was not anticipated (Table 2). 

The higher out-of-hours coverage of hospital patients by 

academic physicians may reflect the activity of residents 

taking call for educational purposes, which would also make 

it less onerous for the academics to continue to provide. The 

educational role is also likely responsible for the significant 

differences in the procedures performed and the hospital-

based activities, such as obstetrics and geriatrics (Table 3). 

Of interest is the reverse finding of greater activity on 

the part of the urban physicians in performing palliative 

care house calls and providing phone services for patient 

enquiries (Table 2).

Almost 40% of the urban physicians were involved 

in medical teaching. Gray has shown that, when compar-

ing teaching and nonteaching general practitioners in the 

UK, the teaching general practitioners had shorter patient 

lists, devoted less time to clinical activities, and their 

practices had significantly better performance on quality 

indicators.18 There may be a causal relationship between 

these factors, but we did not examine quality in this  

study.

As regards planned changes in practice, the National 

Physician Survey 2004 found 25% of family physicians 

intended to reduce their hours worked and 11% intended to 

increase their teaching, research, or administrative work.4 

It also found that involvement in mental health work had 

increased in the previous three years, and the amount of 

surgical assisting had increased, despite fewer family physi-

cians performing this activity. In this study too, both groups 
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of physicians were making some changes to their scope of 

practice (Table 4). The academic group had added slightly 

more services in the last two years, and was planning to add 

slightly more than the urban physicians in the next two years. 

They were considering withdrawing a few more services than 

their urban colleagues. This may represent an aspect of trend 

setting, shedding more and adding more activities than their 

urban colleagues, or may represent a response to perceived 

future directions in education.

Conclusion
Our study demonstrates that family physicians in the Capital 

Region are providing a wide range of services. Although 

academic and urban family physicians provide a wide 

range of services and share many similarities, there are also 

significant differences between them which may have con-

sequences for the training of future urban family physicians. 

Forty percent of urban family physicians are involved in 

teaching, and 11% plan to increase this aspect of their work. 

Perhaps to align training to future practice, this trend should 

be encouraged. Although over 25% of urban family physi-

cians have reduced services in the last two years and 12% 

are planning reductions, 14% have added services in the last 

two years and 6% are planning to add them The imbalance 

that we have demonstrated between academic practice and 

regular urban practice supports the current trend to increase 

the use of community-based practices as teaching sites and 

the trend to continuous integrated clerkships in which the 

learner is based in one rural or urban practice for all the fam-

ily medicine experience. The postgraduate training model in 

the UK is based on longer-term placement in community-

based practices, and this may be a model we might wish to 

follow in Canada.
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1.   Year of Graduation
2.   Year of Birth
3.   Gender Male Female
4.   Medical School Graduated

7.   Type of practice
8.   Length of time in the department (yrs) in 2001
9.   Academic Rank in 2001

10. Hours spent teaching per week in 2001

11. Hours spent on Clinical work per week in 2001
12. Hours spent on Research per week in 2001
13. How many short consults did you do per week in the office in 2001?
14. Income in 2001

15. Type of clinic.

Canadian (name)
International (name)
specify country

5.   Certification in Family Medicine (CCFP) in 2001 Yes No

Solo Group Medicentre CHC

Full time (1.0 FTE)
Part time (<1.0 FTE)

Professor
Assistant Professor
Associate Professor
Other

Students
Residents

Walk-in only
Mixed

Appointments only
Other

6.   Year joined Department as academic faculty member

please specify amount

please specify 

please specify 

% from University
% from patient care

Family Physician Practice Patterns Survey

Type of Clinic in 2001

17. Did you only treat patients previously registered with you?
18. Were you accepting new patients?
19. Did you have any restrictions in accepting new patients?

Yes
Yes
Yes

No
No
No

If so, please specify.

Appendix

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Advances in Medical Education and Practice 2011:2 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

133

Care by family physicians in Edmonton

22. How often did you perform the following in the office?

Complete medicals
Sigmoidoscopies
Minor operations
Wart treatment
I.U.D fitting
ECG recordings
Slit Lamp exam
Laryngoscopies
Spirometry
Circumcision
Vasectomy
Preventative Care

Never Seldom Occasionally Often Very Frequently

Office Work in 2001

23. How frequently did you treat the following types of patients?

Drug Addicts
HIV Patients
Pregnent Patients

Never Seldom Occasionally Often Very Frequently

Special Groups Treated in 2001

20. How frequently did you treat patients on a walk-in basis?

21. How often did you carry out procedures in the following locations?

Never

Office
O.P.D
Day Surgery

Seldom Occasionally Often Very Frequently

Never Seldom Occasionally Often Very Frequently

Location of Procedures in 2001

24. How often did you engage in the following in the hospital?

Acute Medical care
Rehab etc
Peadiatrics

Never Seldom Occasionally Often Very Frequently

Hospital Care in 2001
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26. Did you see your own patients in the E. R?
27. Did you work any shifts in the E. R?

If NO move to question 28, if YES indicate how often you worked in the E. R?
e.g: weekends only.

Yes
Yes

No
No

Emergency Room Services in 2001

28. How often did you conduct the following in E. R in 2001?

Frequent regular shifts
Major trauma
Ambulatory care
Acute fractures
Preventative therapy

Never Seldom Occasionally Often Very Frequently

Surgical Assist
Special Clinics
         (diabetic etc)
Obsterrics (deliveries)
Specialised Geriatrics

25. How often did you engage in the following in general anaesthesia?

Provide services
On your own

Never Seldom Occasionally Often Very Frequently

Anaesthesia in 2001

Psychiatry

30. Were your house calls exclusively concerned with palliative care? Yes No

House Calls in 2001
29. How often did you treat patients in their homes?

Never Seldom Occasionally Often Very Frequently
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34. How often were you involved in nursing home care for the following patients?

Own patients now
  in nursing homes
Any patients

Never Seldom Occasionally Often Very Frequently

Nursing Home Care in 2001

Institutional
Home based
Do you do
procedures there?

Never Seldom Occasionally Often Very Frequently

Office
Geriatric clinics

Never Seldom Occasionally Often Very Frequently

Geriatrics in 2001
33. How often were you involved in geriatrics in the following locations?

Palliative Care in 2001
32. How often did you carry out Palliative care in the following locations?

35. Did your patietns need to make appoinments for nursing home visits?
Yes No

31. What was the scope of your house calls?
Palliative Care
Geriatirrics
Obstertrics
Other
please specify 

36. How often did you provide out of hours care in the following situations?

On your own
Group of associates
Wider groups
With hospital coverage

Never Seldom Occasionally Often Very Frequently

Out of Hours Care in 2001

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Advances in Medical Education and Practice 2011:2submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

136

Cave and Parameswaran

37. Please indicate the hours of physician availability for out of hours calls in your
      system.  e.g. 8am-midnight

from
from

Medical students
Medical residents
Other MDs
Your self (CME)
Other health professionals

Never Seldom Occasionally Often Very Frequently

40. How often were you involved in educating the following?
Education in 2001

38. Subsequently did you then switch over to a phone service for patient inquires?

39. If you answered YES to the above question, please indicate the number of hours of
      phone service available for patients to have their questions answered by phone only.
      e.g. 4–8 hrs

Yes No

hours of service per weekday
hours of service per weekends

to
to

weekdays
weekends

41. Were you involved in research?
If you answered NO to the above question, please move to question 44.

42. Did you collaborate with others in your research pursuits?
43. Did you lead your own research?
44. Were you involved in research with Clinical Trials?

Research in 2001
Yes No

Yes No
Yes No
Yes No

45. How often did you carry out the following?

Sports medicine
Acupuncture
Counselling
Formal psychotherapy

Never Seldom Occasionally Often Very Frequently

Other Services in 2001

Other mental care
Other cumplementary
  medicine
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Occupational/
  industrial medicine
Structured management
  of chronic disease

Changes to Family Practice

46. Did you add any services to your practice between 1999–2001?

If you answered YES to the above question please list the services you added to your
practice.

Yes No

47. Did you remove any services from your practice between 1999–2001?

If you answered yes to the above question please list the services you removed from
your practice.

Yes No

48. Have you added services to your practice since 2001?

If you answered yes to the above question please list the services you added to
your practice.

Yes No

49. Have you removed any services from practice since 2001?

If you answered YES to the above question please list the services you removed from
your practice.

Yes No

*Thank you for your participation*
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