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Abstract 

Over the past decade, the healthcare landscape has shifted for Ontario’s family physicians as 

government policies changed the availability of practice and compensation models. The most impacted 

population are early career family physicians. Given this changing healthcare environment, the factors 

that drive early career family physicians practice choices are unclear and not well-studied. Therefore, this 

thesis sought to answer the following research questions:  

1. What factors shape family physician choice of practice and compensation models in Ontario? 

a. How do early career family physicians perceive the availability of practice and 

compensation models in Ontario? 

2. From the perspective of Ontario family medicine residency administrators, how does residency 

influence family physician practice choices? 

This study was a part of a broader, cross-provincial study examining family medicine resident 

and early career family physician practice patterns in British Columbia, Nova Scotia, and Ontario. 

Nineteen early career physicians and 7 family medicine residency administrators were interviewed for 

their perceptions and understanding of the factors and policies affecting their (or in the case of 

administrators, residents’) career choices.  

In this thesis, I used thematic analysis as described by Braun and Clarke to answer the research 

questions. Patton and McMahon’s Systems Theory Framework (STF) provided a systems perspective that 

was used to model and assess the interactions between emergent themes.  

The factors that shaped family physician choice of practice and compensation models were 

divided into micro- and macro-level factors as described by the STF. Micro-level factors were ‘gender’, 

‘health’, ‘interests’, and ‘world of work knowledge.’ Macro-level factors included ‘educational 

institutions’, ‘geographical location’, ‘historical trends’, ‘peers’, ‘family’, ‘community groups’, 

‘workplace’, and ‘employment market.’ Finally, two additional factors were found: ‘flexibility’, and 

‘financial considerations.’ The interaction between these factors was complex, where many linked themes 

gave rise to career decisions made by family physicians. A second perspective in the form of residency 

administrators helped develop a holistic description of these factors. Furthermore, a gap between 

physician training and practice opportunities after graduation was identified. 
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Chapter 1: Introduction 

 Healthcare in Canada has been changing over the last twenty years, particularly in primary care 

(1). These changes include a shift in the family physician-to-specialist ratio, new incentives for family 

medicine physicians, and an aging population (1). As a result, the healthcare landscape has evolved with 

different policy and healthcare dynamics at play. In Ontario, healthcare reforms have led to  an increased 

emphasis on team-based care (1). However, recent changes in government policy may present some 

barriers to physicians joining team-based care models. This thesis will focus on the Ontario context, 

assessing the various factors that drive early career physician career choices. This introduction describes 

healthcare, primary care, and physician training in Canada before focusing on the Ontario context.  

1.1 Healthcare in Canada 

 Canada’s healthcare system is decentralized, with healthcare administered provincially rather 

than federally (1). All provinces and territories administer their own healthcare system but are unified by 

the nationally legislated Canada Health Act (2). The federal government is responsible for pharmaceutical 

regulation, funding through tax revenue, and facilitating research on public health. (3,4). Medically 

necessary hospital, diagnostic, and physician services are free to patients as a result of the federal-level 

health expenditures (5).   Meanwhile, the provincial and territorial governments are responsible for the 

administration of a public medical insurance plan and the regulation of hospitals and other healthcare 

facilities (4). While provincial governments administer a medical insurance plan funded by tax dollars, 

delivery of healthcare remains private (2). 

 In addition to the private delivery of healthcare, physicians in Canada are not directly regulated 

by the government. Instead, regulatory bodies hold statutory power through the Regulated Health 

Professions Act, 1991 and the Medicine Act, 1991 (6,7). These regulatory bodies are separate structures 

from the government and serve to represent the physician body. Some examples are the Nova Scotia 

College of Physicians and Surgeons and the Ontario Medical Association (8,9). Within each province, a 
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Physician Services Agreement (or an equivalently named Agreement) is negotiated between the 

regulatory bodies and their provincial government every few years to update initiatives, practice 

structures, and physician payment. Each regulatory body is responsible for the regulation of their 

physicians; this includes defining the scope of practice and billing codes (9). The structure of regulatory 

bodies is not limited to physicians; these exist for the many professions in the healthcare system including 

nurses, physiotherapists, pharmacists, and occupational therapists (10).  

1.2 Primary Care in Canada 

 In this thesis, I use Starfield’s definition of primary care: “the provision of integrated, accessible 

healthcare services by clinicians who are accountable for addressing a large majority of personal 

healthcare needs, developing a sustained partnership with patients, and practicing in the context of family 

and community” (11). Primary care is often the first point of contact with a healthcare provider and serves 

as a gatekeeper to the rest of the system (12). While 91% of Canadians have a regular source of care, 

difficulties in accessing primary care persist for the general population (13). Given that Canada has 

thirteen distinct provincial and territorial healthcare systems, access to primary care is difficult to address 

on a national level (1). Patients regularly experience difficulties with extended wait times and contacting 

healthcare providers (14). 

1.3 Family Physician Training in Canada 

 Interest in family medicine has decreased over time, with medical school students often opting for 

other specialties (15–18). Declining interest in family medicine as a career has been a cause for concern. 

In Canada, from 1995-2000, there was a 7.4% growth in the number of specialists compared to a 3.2% 

growth in the number of family doctors (19). In 2000, specialists represented 49.6% of all physicians in 

Canada compared to 47.9% in 1995 (19). Similar increases in specialists has also been observed in the 

United States and the United Kingdom (20–22).  
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One possible reason for the slow growth in family physicians is a potential lack of interest in 

family medicine among Canadian medical graduates. In 2018, a total of 115 residency spots went 

unmatched in the CaRMS system (11 in 2009, 46 in 2016, 68 in 2017) (23). Of the 115 unmatched spots 

in 2018, 96 corresponded to family medicine (24). This has stimulated research on the choice of specialty 

for medical graduates (18,20,32–36,21,25–31).  

1.4 Family Physician Training in Ontario 

 Ontario has six medical schools, all of which offer family medicine residency programs: 

University of Ottawa, Queen’s University, University of Toronto, McMaster University, Western 

University, and Northern Ontario School of Medicine (37). They have all adopted the Triple C family 

medicine residency curriculum, a competency-based curriculum derived from the CanMEDS-DM 

framework. This framework states that family physicians are to be trained under 3 pillars of care: 

comprehensive care and education, continuity of education and patient care, and centred in family 

medicine (38). Currently, family medicine residency takes two years while residency for other specialties 

takes longer to complete (39–41). This duration has been subject to debate, with some advocating for an 

increase to three years of training (40). As the general population’s health needs have grown in 

complexity, the family medicine profession has become more demanding. Some physicians have felt that 

a longer duration of training would enable residents to develop more competencies needed to address 

increasingly complex health needs (39–41).  

1.5 Options After Family Medicine Residency 

 Following residency, family physicians in Ontario have various primary care practice models 

available to them. These include Family Health Teams (FHT), Family Health Groups, Community Health 

Centres (CHC), Comprehensive Care Management (CCM), independent solo practice, and walk-in clinics 

(42). These practice models reflect the structure in which family physicians’ practices are organized. 

Within these models, family physicians operate in solo, group, or interdisciplinary practice. FHTs and 

CHCs incorporate collaborated, interdisciplinary care, which have been associated with improved 
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healthcare access, resource utilization, efficiency of services, and health outcomes (43). However, 

interdisciplinary care has also been associated with a higher cost of maintenance (44).  

  Family physician payment is handled through various compensation models, which are defined 

separately from the aforementioned practice models. These compensation models include blended 

capitation model, complement-based base renumeration, blended salary model, salaried model, and fee-

for-service. Blended capitation model is further subdivided into two forms: Family Health Networks 

(FHN) and Family Health Organizations (FHO) (45,46). Both models compensate family physicians for a 

“basket” of services provided along with after-hours care. Additional services not defined within the 

“basket” may be billed as fee-for-service (44). Capitation-based models are of particular importance as 

they are associated with the FHT practice model. Table 1 provides a brief description of the payment 

models available in Ontario (42,47). 
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Table 1. Overview of Compensation Models available in Ontario 

Compensation Model Practice Model Description 

Fee for Service - Fee for Service - Physician income based on billing for 

each service provided  

- No group requirement 

Enhanced Fee for 

Service 

- Comprehensive 

Care Model 

- Family Health 

Groups 

- Physician income based on billing for 

each service provided 

- Incentives for patient rostering 

- Premiums for chronic disease 

management, preventative care, and 

preventative care services 

Blended Capitation 

Model 

- Family Health 

Network 

- Family Health 

Organization 

- Physician income based on a pre-

defined “basket” of primary care 

services  

- Additional fee for service billing 

available for non-capitated services and 

non-rostered patients  

- Premiums for chronic disease 

management, preventative care, and 

preventative care services  

- Rostered patients may not see other 

physicians  

- Minimum 3 physicians per group 



6 
 

Complement-based 

Base Renumeration 

- Rural-Northern 

Physician Group 

Agreement 

- Physician income paid as a base 

remuneration 

- Additional performance bonuses  

- Available for physicians in rural group 

practice 

Blended Salary 

Model 

- Community-

Sponsored Family 

Health Teams 

- Physician income paid as a base 

remuneration 

- Additional incentives, premiums, and 

special payments for specific primary 

care services  

Salaried model - Community Health 

Centres 

- Physician income paid as a base 

remuneration 

- Physicians are salaried employees of 

Community Health Centres  

 

1.6 Recent Policy Changes 

 Despite the benefits of interdisciplinary healthcare and its prevalence in Ontario, recent provincial 

policy changes have shifted the availability of some practice models to newly graduated physicians. In 

2015, the Ministry of Health (MOH) announced a series of cuts after negotiations with the Canadian 

Medical Association did not result in an agreement (48). These cuts were released as a ten-point plan, 

which enacted some policy changes (48). One example is the Managed Entry policy, which directly 

regulates FHNs and FHOs. First introduced in 2012 and then updated in 2015, physicians were initially 

approved to join these groups which were categorized under two streams: “high demand areas” and “low 

demand areas” (48,49). These streams refer to regions categorized by their demand for family physicians, 

as determined by the MOH. In 2015, the “low demand areas” stream was eliminated, restricting the 
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number of physicians approved to join a FHN or FHO to 20 per month, and only in “high demand areas” 

(48,50). Another policy that resulted from the 2015 MOH cuts was the New Graduate Entry Program 

(NGEP). Newly graduated physicians were allowed to apply to join FHN/FHOs in “low demand areas” 

with monthly compensation caps in the first three years of practice (51). The policy attempted to remedy 

the challenges brought about by Managed Entry. However, there is a current lack of data on the impact 

that the program has had on family physician distribution as well as its impact on their career choices.  

Regulation of entry into practice models is not limited to FHN/FHOs. FHTs are also subject to 

regulation by the MOH. Currently, it is not possible to create a new FHT (52). Instead, physicians may 

join pre-existing FHTs as a replacement for a retiring physician (50). In addition, FHTs are also subject to 

Managed Entry if they are affiliated with a FHN or FHO; physicians may only join these FHTs in “high 

demand areas” (50). These policy changes, along with NGEP, may implicitly limit access to team-based, 

interdisciplinary primary care in Ontario. While this affects patients and currently practicing family 

physicians, it also affects early career family physicians, who are effectively limited in where and how 

they can practice primary care in Ontario. 

1.7 Research Question 

Recent policy changes by the MOH may have contributed to a shift in the factors that drive early 

career family physicians’ choice of compensation model. At the time of this thesis, there have been no 

studies to my knowledge that assess the factors driving graduate choice of practice and compensation 

model in Ontario. An understanding of these factors could inform health system design and reform as the 

upcoming generations of family physicians enter the workforce. Specifically, knowledge of these factors 

can be used to directly influence family medicine graduates’ choice of practice and compensation model, 

therefore affecting physician distribution in Ontario. The research questions are:  

1. What factors shape family physician choice of practice and compensation models in Ontario? 
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a. How do early career family physicians perceive the availability of practice and 

compensation models in Ontario? 

2. From the perspective of Ontario family medicine residency administrators, how does residency 

influence family physician practice choices? 
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Chapter 2: Conceptual Model and Background 

2.1 The Factors that Drive Career Choice 

 In this thesis, I apply a theoretical framework, the Systems Theory Framework (STF), to aid in 

the interpretation of my results. It was developed by Patton and McMahon to model individual career 

choices (53). The framework, depicted in Figure 1, describes an individual’s career as a product of factors 

influencing their lives. These factors are categorized as micro- (such as ‘gender’, ‘values’, ‘beliefs’) and 

macro-level (such as ‘media’, ‘family’, ‘historical trends’) (53,54). This framework is derived from 

systems theory, which has been developed and adopted by researchers from various fields such as biology 

and mathematics (53,55,56). Patton and McMahon developed the STF as a tool for career counselling 

practice and research (54). 

Systems theory is accredited to Ludwig von Bertalanffy, who postulated that systems are open 

and interact with their environment (56). The notion of change due to factors outside of the system was 

integral to von Bertalanffy’s view of systems theory. The contrasting perspective during von Bertalanffy’s  

time was reductionism, which focused on individual elements instead of considering the system a whole 

(56). 
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Figure 1. The Systems Theory Framework of Career Development (from Patton & McMahon, 

1999) 

The STF describes the factors affecting an individual’s career choices. Micro- and macro-level 

factors are depicted within small grey circles and distinguished by the encompassing dark grey and white 

circles, respectively. The individual’s career is shaped by micro-level factors comprising ‘gender’, 
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‘values’, ‘health’, ‘sexual orientation’, ‘disability’, ‘ability’, ‘interests’, ‘beliefs’, ‘skills’, ‘personality’, 

‘world of work knowledge’, ‘age’, ‘self-concept’, ‘physical attributes’, ‘ethnicity’, and ‘aptitudes’. 

Complementary to these micro-level factors are macro-level factors: ‘education institution’, ‘geographical 

location’, ‘peers’, ‘political decisions’, ‘employment market’, ‘workplace’, ‘socioeconomic status’, 

‘community groups’, ‘globalization’, ‘media’, ‘historical trends’, and ‘family.’ The interaction of all these 

factors, grouped by their temporal relevance, is thought to drive career development (39). The figure as a 

whole represents recursiveness, change over time, and the dynamic nature of the system (factors 

interacting with the individual) Recursiveness is defined as the influence of external factors on the system 

which may drive career choices. For example, an economic crisis (external to the system) may shift the 

balance of interacting micro- and macro-level factors. These factors are difficult to predict and account 

for. To date, the framework has been applied in qualitative career assessment, career counseling theory, 

career councillor training, and used for career assessment or career counseling (54,57).  

Throughout this thesis, I apply this framework to support data analysis and interpretation. Micro- 

and macro-level factors developed for career assessment and counselling may also describe the factors 

which influence how family physicians make choices about their career. Thus, they were used as 

deductive codes during analysis (described in more detail in Chapter 3). Furthermore, the systems 

perspective of the framework may provide insight into the interactions of relevant factors during this 

current stage of the physicians’ careers.  

2.2 Factors Affecting Choice of Specialty 

To date, factors affecting physician career choice have focused on the choice of specialty of 

medical students. Researchers have identified factors that influence speciality choice, including the 

‘hidden curriculum’ in medical schools (stigma and attitudes against family medicine by educators and 

peers), student debt, and desire for work-life balance (25–29). Some of these factors align with the macro-

level factors described by the STF, including financial barriers, culture within medical school, and 

geography (25–30,36). However, the micro-level factors do not appear as much in the literature. It is 
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possible that these micro-level factors play a role affecting physician career choices. They will be equally 

assessed in this thesis. 

Most of the previously identified factors influencing specialty choice (hidden curriculum, student 

debt, socioeconomic status, and geography) were studied individually. Senf et al. (2003) found that 

physicians raised in rural settings were more likely to pursue family medicine. Conversely, parents with a 

higher socioeconomic status related negatively to choosing family medicine (21).  

 The ‘hidden curriculum’  has been defined as attitudes and comments from instructors, senior 

physicians, and peers which demean family medicine as a profession (25,28). These negative views of 

family medicine may deter some students from pursuing the specialty. This culture has been prevalent in 

most medical schools, contributing to the perception that other specialties such as surgery are more 

worthwhile (28). As a result, students have reported being deterred from pursuing family medicine 

(28,29). Conversely, when family medicine was encouraged, an increased likelihood of pursuing primary 

care was found (29). 

Several studies have assessed the effects of student debt on medical students’ choice of residency 

(26,30–32). However, the results were contradictory. Kahn et al. (2006) and Spar et al. (1993) found no 

association between primary care residency choice and debt (26,30). In contrast, a recent literature review 

by Pisaniello et al. (2019) found that medical student debt was associated with the pursuit of higher 

paying specialties (31). Another study also found the same inverse relationship: a higher debt 

corresponded with decreased intention to enter primary care (32). 

The results of studies on medical student choice of speciality align well with the STF factors, 

providing some support for its value in this study. These factors may be similar to those of family 

medicine residents as they plan for their future careers. However, no studies have been found that explore 

this further.  
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Chapter 3: Methods 

 This thesis is part of a broader study examining family medicine resident and early-career family 

physician practice patterns in British Columbia, Ontario, and Nova Scotia (58). It is funded by the 

Canadian Institute of Health Research. The goal of the study is to inform primary care planning by 

identifying values and preferences shaping the practice intentions and choices of family medicine 

residents and early career family physicians, comparing practice patterns of early career and established 

family physicians to determine if changes over time reflect cohort effects, and developing an 

understanding of the dynamics among practice intentions, practice choices, and practice patterns to 

identify policy implications (58). This is a mixed methods study employing semi-structured interviews 

and quantitative analysis of administrative data (58). Interview participants comprised of family medicine 

residents and early career family physicians (i.e., within 10 years of residency). Using an interview guide, 

these participants were asked about their practice intentions, personal priorities, past experiences, practice 

opportunities, and perceptions of provincial policies. 

 The epistemological orientation applied for this thesis was pragmatism. Given the context-

specific (Ontario) research questions, the knowledge provided by answering the questions was 

meaningful specifically through a policy-oriented lens. Pragmatist philosophy describes that knowledge 

and reality are based on socially constructed beliefs, which is especially apt for a research question 

addressing perceptions (59). As such, pragmatism guided the synthesis of this thesis’ findings and its 

potential applications in policy. 

This thesis focuses on the factors that drive early career family physicians’ choice of practice and 

compensation model as they enter practice. It is distinguished from the broader study in that 1) it is an in-

depth study in the Ontario context, 2) there is an emphasis on health policy and the effects on early career 

family physicians, and 3) it incorporates the perspectives of residency program administrators. 
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3.1 Ethics 

 Ethics approval was obtained from the University of Ottawa (S-05-18-776-MOD4-776). Written 

informed consent from participants was gathered before interviews were conducted. All participants were 

informed of their right to withdraw consent at any point up to three weeks following the interview.  

3.2 Study Population 

 The two populations of interest for this thesis were early-career family physicians (within 10 

years of residency) and family medicine residency administrators. Interviews conducted for the larger, 

cross-provincial study had shown that family medicine residents were not well-informed about the 

government policies that may affect their careers. As a result, the data from residency interviews was not 

sufficient to answer the research question and residents were excluded from the thesis sample. Early 

career family physician data was supplemented with interviews with family medicine residency 

administrators, who would be able to speak more to the influence of provincial policy on family medicine 

careers. The inclusion of two perspectives helped develop a more nuanced, holistic snapshot of the factors 

affecting family medicine resident career choice in the Ontario context. 

3.3 Justification for Qualitative Methods 

 I applied qualitative methods to develop an understanding of the factors influencing early career 

physicians’ career choices. I obtained permission to analyze interviews conducted by an interviewer from 

the cross-provincial study. In addition to this existing interview data with family physicians, I conducted 

semi-structured interviews with family medicine residency administrators. For both populations, I 

performed thematic analysis as described by Braun and Clarke (60). This approach was well suited to 

capture nuanced details that may have arisen from the complex array of factors driving career decisions. 

Using the STF, thematic analysis allowed for a deductive approach using micro- and macro-level factors 

from the framework as well as the inductive addition of any factors that were not captured in the 

framework.  Qualitative analysis was chosen over the quantitative methods in order to reflect the richness 
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of detail that describes family physicians’ careers and how they are influenced by the factors that may 

affect their careers.  

3.4 Data Collection 

Data was collected using semi-structured interviews, which allowed for a series of open-ended 

questions and prompts to be posed (61,62). Responses, while open, were therefore comparable between 

all interviews since they addressed the same topics. While structured interviews may have provided even 

more comparable data, they would intrinsically limit the effectiveness of thematic analysis as responses 

are tightly controlled (62). Interviews were conducted by telephone and audio recorded. Recordings of 

interviews with family physicians were transcribed verbatim by a professional transcriptionist and 

recordings of the interviews with administrators were transcribed by myself. 

  For this thesis, early career family physicians were defined as family physicians who had 

graduated from residency within the last ten years. They were recruited using posts on social media, 

including posts on Twitter and in early-career family physician Facebook groups, and Ontario medical 

schools were asked to share an invitation to participate in the study with their alumni listservs (where 

available). Interested physicians were asked to complete a screening survey on their location of practice, 

practice type, and years since residency. Participants were selected from this sample to reflect as much 

diversity as possible, stopping once the broader study team felt that thematic saturation was reached (i.e., 

no new ideas were emerging from subsequent interviews).  A total of twenty early career family 

physicians were interviewed in Ontario.  

Interviews were conducted by phone by a research associate from the broader study and transcribed by a 

professional transcriber. The interview guide for early career family physicians consisted of four sections: 

a description of goals for future practice, personal priorities, past experiences, and practice opportunities 

(including perceived influence of policy on practice) (See Appendix A for the interview guide). Family 

medicine administrators were defined as any staff member working within a family medicine residency 
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program involved with program management, including teaching and training of residents. Administrators 

were recruited using self-selection sampling. An email was sent introducing the study to key contacts 

within each medical school (either professional connections of the broader study team or a general email 

address listed on the program website). Two administrators from each residency program were invited to 

participate for a maximum sample size of twelve. This sample size was selected as a baseline to achieve 

thematic saturation (63). Thematic saturation for this thesis was defined as the point at which no 

additional themes could be identified from new data being analyzed (63). At this point, further data 

collection would not contribute to the pool of knowledge. Thematic saturation was achieved for both 

populations in this thesis. A total of fourteen administrators were invited to participate in an interview, 

with seven administrators participating.  

I conducted and transcribed the interviews with family medicine administrators using an interview guide 

modeled after the interview guide for early career family physicians. (Appendix B). Sections consisted of 

a description of their medical residency program, the role of their institution, and the perceived effects of 

policy and other factors on their residents’ career choices. The questions were considered a guideline and 

I deviated from them where necessary. To ensure consistency between both data sets, I listened to the 

audio recordings of interviews with early career family physicians prior to conducting my own in order to 

emulate their interview style.  

3.5 Thematic Analysis 

 I used thematic analysis as described by Braun and Clarke (2006) to analyze the transcripts. 

Braun and Clarke argue that this approach can provide a rich, detailed account of the data while being 

applicable to many disciplines (60). They described two distinct approaches to thematic analysis: 

theoretical thematic analysis and inductive thematic analysis. A mixture of both was employed for this 

thesis; interviews were first inductively coded, then themes were identified and categorized using the STF 

factors. The macro- and micro-level factors from the STF served as deductive categories for this analysis 

step. 
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 To analyze the data, I read the transcripts in detail and took reflective notes before coding. I 

began with the early career family physicians’ data set, which was mostly completed before analysis of 

the administrators began. The first three early career family physicians’ interviews were inductively 

coded, independently by myself and my thesis supervisor to compare codes and resolve discrepancies. 

Using these codes, a codebook was created and organized in a grandparent (first order)-parent (second 

order)-child (third order) code table. Subsequent interviews were coded, including the first three, in 

NVivo (QSR International, Doncaster, Australia) to help organize text by code. A similar process was 

carried out for the administrators’ interviews; two interviews were coded independently and compared for 

discrepancies. The codes found were also organized into a grandparent-parent-child table. The family 

physician final codebook contained seven grandparent codes, 30 parent codes, and 10 child codes, 

totalling 47 codes (Appendix C). The administrators’ final codebook contained six grandparent codes, 16 

parent codes, and six child codes, totalling 33 codes (Appendix D). 

 Following the initial coding, thematic analysis began. Codes were sorted and grouped into 

themes. These included “perceptions of payment and practice models,” “work-life balance,” and “gender 

roles.” These were considered inductive themes. They were then associated and linked to deductive 

macro- and micro-level factors from the STF where possible. Some inductive themes that did not adhere 

to any STF factors were considered distinct factors that did not directly fit into the framework. Related 

themes were grouped together under larger umbrella themes as analysis continued. A thematic map was 

created to visualize the relationships between ideas. Once all codes were sorted into themes, each theme 

was reviewed to ensure that the codes fit accordingly. The research questions were used to determine the 

relevance of each theme found in the data. Irrelevant themes were removed. While the steps were 

described sequentially, analysis in practice was more iterative as the steps all blended together.  
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Chapter 4: Results 

Twenty early-career family physicians and seven administrators were interviewed for this study. 

Thematic analysis revealed several themes which I elaborate on in this section, presented by type of 

participant. The STF factors were used to organize the results. I identified 18 broader themes in the 

physician data and nine in the administrator data. 

I will start by presenting an overview of physician participants’ current practice before outlining 

the factors that shaped their choice of compensation and practice model. I then present results to answer 

the sub-question, “How do early career family physicians perceive the availability of practice models in 

Ontario?”  The second part of this chapter shares results of interviews with residency administrators, 

shedding light on how residency influences early career family physicians’ choice of practice and 

payment models.  

In Table 2, I present a comparison of themes organized by the macro- and micro-level STF 

factors. The factors and corresponding themes are presented in side-by-side columns. Only the STF 

factors matched to themes were presented in this table. Flexibility and financial considerations presented 

as inductive themes but did not fit into Patton and McMahon’s STF. As such, they were considered 

unique factors to this thesis.  
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Table 2. Factors from the STF and their corresponding themes 

 STF Factors Corresponding Theme 

Micro-level 

Gender Gender 

Health Work-Life Balance 

Interests Advocacy, Other 

World of Work Knowledge Perceptions of Payment and Practice Models 

Macro-level 

Educational Institutions Education and Training 

Geographical Location Location 

Peers Teamwork/Practice Structure 

Historical Trends Government Policies 

Family Family 

Community Groups Populating a Practice 

Workplace Compensation, Practice Setting, Schedule of Practice 

Employment Market Practice Models 

Unique 

Factors 

 Flexibility 

 Financial Considerations 

 

4.1 Early Career Family Physicians 
 

In this section, I provide an overview of the results of the interviews with early career family 

physicians. Five participants had completed their residency less than three years ago, seven within three 

to four years, and six more than four years ago. Of these 20 early career family physicians, five were 

trained outside of Ontario but chose to practice in the province. For more demographic information, see 

Table 3. Some participants spanned multiple categories and so the total does not add up to 20 in all cases. 
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Table 3. – Demographic information of family medicine graduate participants 

Participants (n=20)  

Gender n 

  Male 8 

  Female 11 

  Undisclosed 1 

Relationship Status  

  Single 9 

  Partnered 10 

  Undisclosed 1 

Location of Medical School  

  Canadian medical graduate 13 

  International medical graduate 7 

Years Since Residency  

  < 3 years since residency 7 

  3-4 years since residency 10 

  4+ years since residency 3 

Practice  

  Single practice 9 

  Multiple practices 11 

Types of Practice  

  Solo practice 4 

  Group practice 13 

  Interprofessional 10 

  Other 7 

Payment  

  Single payment model 5 

  Multiple payment models 15 

Payment Models  

  Fee-for-Service 14 

  Salary 6 

  Capitation 5 

  Sessional/per diem/hourly 9 

  Service Contract 4 

  Blended 5 
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4.1.1 Overview of Early Career Physicians’ Current Practice 

 

 This section provides an overview of the early career family physicians’ current practice. I 

present details on participants’ practice structure, location, compensation, patient population, and work 

schedule to provide context to the factors that influence participant’s career choices, including 

compensation and practice model. 

 Participants described working in three types of practice structures: solo, group, and 

interprofessional. Solo practice refers to physicians who worked alone while group practice indicates 

teams of physicians working in the same organization, either individually or collaboratively with other 

physicians. Interprofessional practice refers to individuals or groups of physicians working 

collaboratively with allied health professionals. Other practice structures included locums (in which case 

the type of practice is dependent on the placement), focused practice, and hospitalist work. The majority 

of participants reported working in group or interprofessional practices, with only 4 working as solo 

practitioners.  

 Location was another aspect that varied. Most participants worked in either rural or urban areas 

while one participant worked in a remote area. Most felt that the ability to choose their practice location 

was very important.  

 About half of the participants reported having multiple jobs or contracts as family physicians. 

These jobs crossed payment and practice models. As a result, their income included combinations of fee-

for-service, blended capitation, stipend, and/or salary. This is reflected in how one participant spoke to 

their own unique mix of payment models from working in two emergency departments: 

“So for the emergency department, the department that I’m in most constantly, that’s an 

alternative funding arrangement with the Government of Ontario. So it's a stipend. […] And then 

I receive a percentage of my billings as well.  Any type of clinical work that I do on the floor, 

either for unstable inpatients or neonates, are fee-for-service. Within the other emergency 
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department where I work, it’s a bit of a blend because there's a high proportion of Quebec 

patients. And so the Quebec patients are fee-for-service.” – Early Career Physician (ECP) 5 

 The remaining half of participants worked in a single setting, including hospital, clinic, and in one 

case, telemedicine. One participant had participated in a start-up business venture since their clinic had 

formed a partnership with a third party, providing after-hours virtual care through their product. 

 Participants’ practice populations varied depending on how they practiced. While some 

participants used word of mouth to populate their practice, others had “inherited” a pre-existing practice, 

as described below: 

“So I took over a practice of about 1,400 patients. […] From year to year it might vary anywhere 

from 1,200 to 1,400 patients or so. But it is a bit of an older practice, a mature practice, because 

the retiring physician had been in that location for the past 20 to 30 years, since the early ‘90s 

actually.” – ECP3 

 Many participants described the enjoyment they gleaned from serving their patient populations. 

This included a general population of all ages or more specific subpopulations such as seniors or 

marginalized populations.  

 Participants commonly reported that their daily schedule varied. This was attributed to the 

diversity of jobs and in one case, locuming. One participant took on multiple locums, which diversified 

their schedule. In contrast, some other participants chose to work regular, 8-hour-day schedules. One 

participant shared that, given their hectic work schedule, they worked nearly 80 hours per week: 

“So in clinic… averages to 80 hours. That’s mostly because of the hospital… I do not work on 

Mondays. I could be post-call from the hospital on Mondays. So Tuesdays I do 8 patient hours 

with a one hour lunch. […] Wednesdays I do 6 patient hours. […] Thursday, 5. And Friday, 5. So 

that’s nowhere near 40. But I usually do 1 to 2 hours of charting as well.” – ECP4 
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4.1.2: Payment and Practice Models 

In this section, I present the factors influencing participants’ choice of practice and payment 

models, thus answering the first research question: “What factors shape family physician choice of 

practice and compensation models in Ontario?” In addition, the perceptions of these models are presented 

to answer the sub-question, “How do early career family physicians perceive the availability of practice 

and compensation models in Ontario?” The macro-level factors pertinent to the discussion of payment 

and practice models were ‘employment market’ and ‘family’. Two micro-level factors were present: 

‘health’ and ‘world of work knowledge’. Thirdly, a unique theme, ‘financial considerations’, was found. 

‘Flexibility’ as a theme was closely related to all of these factors thus it was not presented as a distinct 

theme but is woven throughout. 

Payment Model Choice 

Some participants stated that they were drawn to capitation-based payment models as they felt 

that these models enabled better care for patients in contrast to fee-for-service. They felt that not being 

paid per patient reduced the need to see more patients per day to earn enough money. As a result, they 

held longer appointments with patients and were able to address multiple problems in a single visit. This 

notion of flexibility was frequently mentioned by participants working in a capitation-based model.    

“I might not see as many people but I spend the time that it takes to address what their health 

needs are at that visit. And I may get through sometimes many issues, like 5 or 6 issues. Now, if I 

were in a purely fee-for-service kind of plan where you’re paid roughly $30 or $40 for a visit with 

a patient then that wouldn't be a realistic goal. […] It's crazy to think that, you know, you would 

see them today for their high blood pressure, and a week from now for their kidney disease, for 

example. Because they’re both so closely related and intertwined, you have to manage them both 

at the same time.” – ECP3 

In contrast to the perception of increased flexibility with capitation-based pay, one participant felt 

that fee-for-service allowed them to better control their practice and income. This aspect of control was 
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financially motivated rather than patient-driven. The participant felt that due to government restrictions on 

OHIP billing, fee-for-service afforded better control of their practice.   

“You know, I’ve watched sort of the OHIP cuts and sort of the sways in healthcare funding, and 

really being at the whim of the government when it comes to how physicians are remunerated. 

And so you know, unfortunately part of the reason why I decided to go into primarily a private 

practice was the ability to control how much revenue that you make. […] And seeing all the cuts 

and things happen from the Family Health Teams, and really not being able to do much about it 

as a solo practitioner, other than lobby the government and hope for the best.” – ECP6 

When asked about how financial considerations have influenced their career choices, some 

physicians said that they did not given that their income was very good as a physician. Doctors do not 

struggle financially, these participants argued. They acknowledged, however, that specialists were paid 

more. Instead of prioritizing compensation, these physicians felt it was more important to find a job that 

was meaningful to them, which often meant working with their populations or fields of interest (e.g., 

addictions and mental health). This is demonstrated in the following quote: 

“You know what, I try to do what’s meaningful for me regardless of the finances. Either way, 

regardless of which family medicine job I was going to take, I would be fine financially even 

living in [a major metropolitan area]. So I really didn’t look at money as a main motivator for 

which practice I chose to join or which group I chose to belong to.” – ECP12  

Family influences were sometimes related to financial considerations and choice of payment 

model. For example, one participant felt that as a single person without children or mortgage, there was 

no pressing need to pursue a high-paying job after residency. Instead, they had flexibility with how they 

practice medicine, as well as the ability to pursue other non-medical interests. 

“Again, I have no child. And up until very recently, I had no mortgage. So I was more free to 

choose […]as opposed to I need to go for the highest paying job immediately. So I would say it 
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hasn’t probably influenced my choices that much compared to other people who have more 

financial obligations.” – ECP2 

Payment inequity between compensation models was commonly noted by participants. As family 

physicians, they felt that payment models created payment inequity for doing the same job. From a 

systems perspective, one participant had felt that having multiple practice models did not make sense: 

“I’ve had exposure to all sorts of different funding models, payment models. And the current 

system is terrible. It's incredibly fractured. And I don't think it does a service to anybody. I mean 

if you’re working in a Family Health Organization, you get paid 30% more for the same work on 

average. […] It would be unwise of me to do anything other than a Family Health Organization.” 

– ECP13 

A balance between family life and professional life was another important consideration to many 

participants. For some, the ability to choose a practice closer to their loved ones held more importance 

than lucrative opportunities in payment models available further away from home. Participants with 

families felt that their partners’ careers had been an influencing factor when choosing how and where to 

practice.  

“So definitely this practice and choosing this practice, it being geographically close to where my 

wife works, has been very important from that aspect. […] Because I do have a family. Having a 

degree of balance with your personal life is very important as well.” – ECP3 

Practice Model Choice 

Participants in the CHC model (n=2) spoke strongly to the importance of a work-life balance and 

argued that CHCs’ regular ‘9:00-5:00’ work hours enabled that. The structured schedule allowed 

participants free time to see friends, family, and pursue other activities (for example, advocacy and 

volunteering). 
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“It gives me time to spend with other people. Honestly, that one year that I was at a FHO […] 

And it was my first year of practice too. So I was learning a lot. But I was bringing home work all 

the time. […] I had very limited time to spend with friends and family. […] And so in terms of 

what I’ve chosen to do now in the CHC model, it really […] I think that choice has made me so 

that I can spend time with people I love and volunteer.” – ECP15 

Another factor affecting practice model choice was maternity leave. Some female participants 

shared that they had decreased their work hours or scope of practice to balance their role in childbearing 

and parenting. For these participants, they felt that they could not take on work in practice models that 

required more availability after hours while their focus was on their children and family. This sentiment 

was echoed by some male participants who agreed that the role of women as mothers presented some 

challenges with respect to their careers in family medicine. One participant felt that it was difficult to 

work in a subspecialty like obstetrics due to the expectation of high availability: 

“I was reluctant to take over a practice, like a huge practice, because I felt I didn’t really want to 

do that when my child was still young. So that did influence it quite a bit. Yeah, the childcare 

needs, we have a lot of support. And that’s the only way we can make it work. But when doing 

obstetrics, you know, in the soft call system where you can be called any time from home, you 

really need to have all of the supports available. You know, to be able to drop off kids at a 

minute’s notice.” – ECP14 

 While males were not affected by maternity leave, their careers were certainly influenced by their 

gender. Two male participants had felt that it was more difficult for them to enter traditionally female-

oriented subspecialties like women’s health and obstetrics.  

“Yes. Because it was very hard trying to get involved in obstetrics as a male.  There's a lot of 

institutional inertia against men in that. […] I worked with one family doctor who did her own 

deliveries. And she didn’t call me for the first few deliveries because she thought I wasn’t truly 
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interested in it because I was a guy. And only believed me when I showed up sick as a dog and 

said yes, please call me, I would like to do it, this is why I’m here.  I’ve had a lot of trouble with 

that.” – ECP13 

The challenges presented by gender roles appeared to stem from patients as well. One female 

participant spoke about her own safety considerations when working with at-risk populations due to her 

gender. She also faced challenges when working in a hospital setting, where her patients did not realize or 

believe that she was their physician. She felt that she needed to work harder than her colleagues to earn 

her patients’ respect because of her ethnic background and gender. 

“Like the feeling is just that, you know, I just have to work harder and be like a thousand times 

better doctor than [patients] would expect. […] I have to earn their approval because I’m a small 

minority female. And like I’m very good at my job. I can say that with confidence. I know I’m 

actually an excellent doctor. I go the extra mile for all my patients. And so like none of them have 

had a problem with me, you know, after they get to know me.” – ECP2 

4.1.3: Perceptions of Practice Options and the External Environment 

The perceptions of the availability of practice options for early career family physicians, namely 

payment and practice models, were largely impacted by government policies. The following macro-level 

factors were linked to this discussion: ‘employment market,’ ‘workplace,’ and ‘historical trends.’  

 In recent years, the government made policy changes which led to participants perceiving an 

increased difficulty in attaining their desired practice and compensation models. From their perspective, 

the actions of the government went against the interest of physicians and healthcare in favour of budget 

cuts. Some felt that the government showed less interest towards vulnerable populations by removing 

funding from programs oriented towards these populations. One example was the abolishment of an 

amalgamated primary care and addictions medicine CHC.  
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Some participants expressed concern that the government would further restrict practice models 

in the future. Others found that current regulations were already too restrictive, especially the ability to 

enter focused practice and capitation-based models. The very limited entry to capitation-based models 

outside of rural settings directly affected how one participant’s choice of practice:  

“Six months after I graduated, a change happened where they cut entry unless you were in a kind 

of high needs rural community. For me one of the barriers to working in a high needs rural 

community was driving in the winter. Like living in London […] If I was going to live with my 

husband but commute to a rural community, I’d be facing really bad road conditions in the 

winter. And I didn’t want to jeopardize my safety. […] So that left me with working in a city for 

the most part […] left me in a place where I didn’t have available entry into a model that was 

capitation-based.” – ECP17 

In addition to experiencing restrictive policies, some participants felt that the role of family 

physicians was being reduced. Specifically, they felt that the expansion of nurses’ scope of practice 

degraded the value of a family physician. Nurses were considered a cheaper alternative to family 

physicians; as a result, participants perceived funding may have been diverted from family physicians.  

“The family physician specialty in general is losing its luster, and a lot of physicians and new 

grads are going away from it. That is basically because of lack of respect and the erosion of actual 

family medicine role in healthcare and being replaced by nurses and nurse practitioners. And 

correspondingly, like less financial resources as well.” – ECP7 

4.2: Administrators 

Seven family medicine residency program administrators participated in this study. Five out of 

the six Ontario family medicine residency programs are represented in this sample population. While 

some participants worked for the same institution, all participants were interviewed individually. In the 

STF, the administrators represented the gatekeepers to graduating early-career family physicians. Thus, 
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they were not directly presented in the theoretical framework. In the following section, I provide an 

overview of the family medicine residency programs as context, followed by the administrator 

perspective on how residency influences family physician practice choices.  

4.2.1: Overview of the Residency Programs 

Program Goals 

All participants stated that their residency programs set forth a common, primary goal: to 

graduate clinically competent family physicians able to practice anywhere in Canada. Some participants 

spoke to other goals specific to their institutions. For example, one participant stated that their 

institution’s secondary goal was to promote enhanced skill competencies.  

“Well, enhanced skill is a college goal as well. Giving people added competency or enhanced 

competencies in particular areas. And not everybody will choose to do that and there’s not 

enough funded spots to meet the demand. Emergency medicine is probably the most popular 

[…]” – Administrator (hereon abbreviated as ‘A’) 3 

 Other goals stated by participants included connecting residents to practice opportunities and 

preceptors, developing leadership skills, and promoting resident wellness. One participant from the 

Northern Ontario School of Medicine spoke to a social accountability mandate where the institution made 

efforts to represent and respect Indigenous, First Nations, and francophone populations.  

Resident Training Practice Model 

All participants stated that residents were trained in a single, team-based environment throughout 

residency. They felt that an emphasis on teamwork was among the most important aspects of their 

respective programs and acknowledged that residents may have limited knowledge of other practice 

models. It was more valuable, they argued, that residents trained in a single practice model than try 

various practice models to ensure continuity in training. One participant shared that for residents to be 
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accredited, residents needed to be trained in a teamwork-based environment. As a result, solo practice was 

not represented in the residency programs. 

“There’s primarily going to be one model. So they’re going to be in one particular primary site. 

The trade off is always going to be between continuity versus variety. So the continuity – the 

variety of settings is important when it comes to career choice. The continuity on the other hand 

is much more important when it comes to training. It is one of our accreditation requirements, that 

continuity of care.” – A2 

Rural Emphasis 

 Emphasis on rural practice varied with each program and the discussion on family physician 

retention in rural areas was subject to debate. Two participants felt that early career family physicians 

tended towards group practices in rural areas. In contrast, participants from historically rural-oriented 

institutions felt that fewer early career family physicians went out to establish practice in rural areas.  

“Our focus is definitely trying to get people to work in more rural areas […] and yet we do tend 

to attract people who want to train – to be blunt, we attract a lot of people from Vancouver, the 

GTA, in particular who are looking for looking for a little adventure […] and then head back to 

their larger areas to practice. […]” – A7 

 Participants from a third institution spoke to how their residents must complete a two-month 

placement in a rural practice. Other participants did not directly speak to a rural emphasis; however, they 

did have some rural sites affiliated with their institutions. 

Professional Development 

 Family medicine residency programs also included professional development, specifically 

training on the business aspect of operating a practice. All participants spoke to formal sessions in their 

programs where residents are educated about practice management. This often takes the form of 

workshops once or twice a year, covering billing, how to operate a practice, and the general transition into 
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practice. One participant felt that their program took actions to provide education where gaps were 

present based on resident feedback: 

“We’re getting more and more requests from our resident groups to have more practice 

management sessions and helping our residents not just transition to practice but transition into 

residency during residency and transition to practice” – A4 

 While all institutions provided practice management sessions, some challenges persisted. One 

participant felt that residents were not well prepared from these sessions since family medicine training 

emphasized team-based training while the policy landscape did not necessarily enable that model of care. 

Another participant noted that while residents may have been exposed to practice management early on, 

they focused on developing clinical competencies and did not feel it was an important topic until they 

were close to graduating.  

4.2.2 Government Policies and the External Environment 

 The following section describes how administrators perceived the current government policies 

and the healthcare environment. Their perspectives provided another level of nuance when discussing the 

perception of availability of practice and compensation models.  

Changes to Family Medicine 

 Several aspects of family medicine have changed over time including interest in family medicine, 

the general culture within family medicine, the increasingly complex, patient population, and health 

policies. With respect to the profession itself, the perception of interest in family medicine varied between 

participants. One participant felt that interest had increased due to medical school students being exposed 

to family medicine early on. In contrast, another participant from the same institution felt the opposite: 

owing to the prevalence of the ‘hidden curriculum’, interest in family medicine has decreased. 

“So this is really just speaking anecdotally because I don’t have the numbers to back it up here. 

[…] I would say that overall, the interest in family medicine has decreased. And this is probably 
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more likely due to the hidden curriculum. The hidden curriculum being that of what are people 

saying and thinking about family medicine.” – A2 

 The difficulty of family medicine itself has changed over time as well. Some participants noted 

that with the increasingly complex patient population, family medicine had become more demanding. 

These participants felt that the difficulty of being a family physician today was well known and may be a 

deterrent for potential residents.  

“[…] in my opinion, because of that type of care that people are going to need to do and become 

experts at, they may stay away from family medicine because it’s going to be quite difficult 

providing care with complex patients with limited resources, lack of support, constraints in our 

medical system and funding cuts is going to make it difficult. […] I think family medicine is 

going to get more difficult dealing with complexity, chronic disease, mental health, and 

marginalized populations. I think those are all on the rise.” – A3 

The Availability of Practice and Compensation Models 

 The government’s role in the availability of practice and compensation models was a source of 

contention among administrators. Most participants spoke of the Ontario government limiting entry into 

capitation-based models, specifically FHOs. This policy had restricted entry by designating regions as 

high demand or low demand. One participant noted that, while high demand regions usually corresponded 

with rural areas, the government’s definition seemed inconsistent. The same participant felt that limited 

entry into these capitation-based models was due to the high physician cost required to maintain them. 

“[…] people who were in Family Health Organizations at least in Ontario saw their salaries go up 

quite a bit whereas fee-for-service didn’t see the same types of incentives and I think that’s why 

the government is limiting entrance into those types of financial agreements.” – A1 

 Due to the restrictions to entry in capitation-based models, the OMA began to lobby against the 

government. Several participants noted that the physician voice has had little impact on the government’s 
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stance regarding capitation-based models. As a result, they felt that family medicine residents witnessing 

these challenges may feel powerless against the policy changes. One participant strongly felt that it was 

unfair to residents that senior family physicians were selling their practice or spot in a capitation-based 

model at a premium. 

“[There are] less opportunities to have a Family Health Organization spot or if they do they have 

to buy it which they find blatantly unfair because the physicians who had those were granted 

those Family Health Organization spots and are now selling it for a profit, let’s say. […] so they 

feel put upon by the way the government has structured and the senior doctors have structured the 

situation so it’s unfair to them.” – A5  

 To some administrators, capitation-based models were a better form of healthcare delivery as they 

implied a team-based environment. Many participants felt that, given the current healthcare landscape, 

their respective residency programs did not truly prepare residents for the practice models available to 

them. Some participants felt that the predicament was unjust for residents: 

“It sucks to be trained in one area and one way of learning and not to get to practice in that way. 

To be trained in a Family Health Team and have all the supports of these allied healthcare 

professionals and to realize you can’t work in the place that you trained. And I don’t mean 

geographic place, I mean the environment of where you trained. I imagine it’s pretty awful.” – A1  

  In addition, residency experiences may not prepare residents for real practice, having been 

sheltered from paperwork or professional decision-making during training. One participant felt that some 

residents may have been sheltered from the full workload in practice.  

 “They’re very protected during residency from a duty hours perspective, workload perspective. 

Although they would argue that they they’re not. That’s feedback we received from graduates and the 

more they get into practice, they’re kind of like “oh wow this is way more work than I thought it was. 

There’s nobody to come in post call” […]. So I think there’s a very jarring reality check […].” – A7 
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 When residents graduate from their family medicine programs, they are expected to go into the 

physician workforce. Most participants noted that their institutions did not collect information on the 

practice models chosen by their graduates. However, given the recent policy changes, the administrators 

expressed an interest in collecting this data. Of the institutions represented in the study population, only 

one school conducted exit surveys with their residents at the end of residency. Despite the seeming lack of 

data, many participants noted that most early career family physicians went into locums before settling 

into practice. 

 Administrators voiced some additional challenges that they perceived were felt by early career 

family physicians as they transitioned into practice. These included life responsibilities and medical 

school debt. They felt that not all residents had previously dealt with taxes, a mortgage, and family before 

residency. Given the stress of working as physicians, these additional responsibilities were thought to be 

potentially overwhelming. Medical school debt, participants felt, may have been a deterrent to pursuing 

solo practice since the model was (generally speaking) less lucrative.  

“I think it’s less frequent that people go into solo practice now. It’s just not as common. It's hard 

especially when you come out with more debt to actually go into business yourself is a bit of a 

challenge and people are used to training with other physicians so I think it’s fairly rare that 

residents look for solo practice.” – A1 

 This chapter presented the perceptions and views of early career physicians and administrators 

regarding practice and compensation models in Ontario. The next chapter will compare and contrast the 

two perspectives then compare the results with the literature. 
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Chapter 5: Discussion 

In this chapter, I present a discussion of the results, compare the perspectives of the two 

participants, and compare the findings with existing literature.  

5.1 A Systems Perspective 
 

This thesis placed early career family physicians as the “individual” within the STF. Macro- and 

micro-level factors served as categories for the data analysis. The macro-level factors found were 

‘education institutions’, ‘geographical location’, ‘peers’, ‘historical trends’, ‘family’, ‘community 

groups’, ‘workplace’, and ‘employment market’. Some micro-level factors were found as well: ‘gender’, 

‘health’, ‘interests’, and ‘world of work knowledge’. Two new themes, categorized as unique themes, 

were found in the data: ‘flexibility’ and ‘financial considerations’. Flexibility was strongly related to other 

macro- and micro-level factors including ‘geographical location’, ‘workplace’, ‘employment market’, and 

‘family’ but did not fit into the STF on its own. Conversely, ‘financial considerations’ were distinct from 

all micro- and macro-level factors as they described the physicians’ financial choices in relation to 

compensation models. This notion was not captured by the STF. As the degree of impact for each of these 

factors was not measured, the importance of each micro- and macro-level factor could not be assessed. In 

this thesis, government policies were interpreted as an external force acting on various micro- and macro-

level factors. This notion is explained later in this chapter. 

The STF described many factors that influence an early career family physician’s career choices, 

however, not all macro- and micro-level factors were found in the data collected for this thesis. Two 

additional factors were identified in the data: ‘financial considerations’ and ‘flexibility.’ Factors such as 

‘socioeconomic status’ and ‘political decisions’ were not found in the data. While ‘socioeconomic status’ 

may have been relevant to this thesis, it is possible that it was not a consideration given that the 

participants were all discussing a career reliant on advanced levels of education. In this thesis, the 

government’s actions were closely related to both ‘political decisions’ and ‘historical trends.’ ‘Political 
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decisions’ may have been captured within ‘historical trends’ when participants spoke to the government’s 

actions, thus it did not emerge as a distinct factor. ‘Political decisions’ may have also spoken to the 

government’s past policy decisions, which emerged as ‘historical trends’ instead in the context of this 

thesis. Conversely, these factors may not have been sufficiently probed during data collection. Many 

micro-level factors were not found in the data: ‘values’, ‘disability’, ‘personality’, ‘self-concept’, 

‘ethnicity’, ‘sexual orientation’, ‘ability’, ‘skills’, ‘age’, ‘physical attributes’, and ‘aptitudes’. These may 

not have been relevant topics of discussion, where participants tended to focus on the professional aspect 

of their careers.  

Given these differences between the factors presented in the original STF and the factors that 

emerged in the data from early career family physicians, I present an adapted model of the STF in Figure 

2. 
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Figure 2. A Proposed Systems Theory Framework for Early Career Family Physicians in Ontario 

 This proposed STF model describes the factors that affect early career family physicians’ career 

choices based on the results of this thesis. Micro- and macro-level factors are depicted within small light 

grey circles. The micro-level factors sit within the dark grey circle while macro-level factors cross the 

border between the larger, white and dark grey circles. The placement of macro-level factors at the 

intersection represents the interaction of these factors with the individual. The factors influenced by the 

government as an external force on the system were ‘flexibility’, ‘financial considerations’, ‘historical 
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trends’, ‘employment market’, and ‘geographical location’ as denoted by the asterisks. The factors are 

sorted by their temporal relevance (i.e. past, present, and future) and are visibly divided using the straight 

lines, however, these lines may be crossed as factors can affect career choices at differing times of a 

family physician’s life. The dotted lines represented recursiveness (using the same definition as in Figure 

1) as described by Patton and McMahon (53). As a system, the factors are dynamic and may interact with 

each other to drive family physician choice of practice and compensation model. The interaction between 

these factors is described below. 

The factors affecting early career family physician choice of practice and compensation model 

acted as a system and as such, many factors were interrelated. ‘Financial considerations’, ‘employment 

market,’ ‘family’, and ‘geographical location’ are one example of linked factors. Some participants spoke 

to the importance of balancing family responsibilities with lucrative opportunities that may be located far 

away from where their spouses work. A second set of linked themes was health and flexibility. 

Participants who spoke to valuing a healthy work-life balance also spoke to the importance of working in 

a practice model that was flexible enough to allow them to pursue their other interests. A third 

relationship was found between ‘gender’ and ‘employment market’ (the availability of job opportunities), 

where the discussion of maternity leave directly affected work opportunities. As illustrated in the results, 

female participants felt it was more difficult to pursue certain models of practice due to raising their own 

families. ‘Historical trends’ and ‘employment market’ were deeply related as the policy changes by the 

government directly changed the availability of practice and compensation models. Finally, ‘educational 

institution’ was linked to ‘world of work knowledge’ and ‘workplace,’ given that residencies trained the 

family physicians for entry into primary care. These relationships illustrate the dynamic interaction of 

factors from the STF giving rise to decisions made by participants.  

Several micro- and macro-level factors were related to or affected by government policies. These 

included ‘geographical location’, ‘world of work knowledge’, and ‘employment market’. Financial 

considerations were affected as well. This indicated a large external factor shaping the early career family 



39 
 

physicians’ careers. While ‘historical trends’ may have been closely linked to these factors, the 

government itself was the effector of policy changes and as such, it was considered an external force 

acting on the STF. Other external forces may also have held some influence on career choices but were 

not identified in the data. The discussion of government policies was always closely followed by the 

physicians’ and administrators’ perception of the healthcare landscape. Thus, the government’s causal 

relationship influencing physicians’ and administrators’ views of the healthcare landscape further 

highlighted the importance of proposing an adapted STF for family physicians.  

Patton and McMahon have applied the STF to conceptualize careers, re-contextualizing some 

micro- and macro-level factors depending on the career (54). Instead of using the STF model as presented 

in Chapter 2, re-contextualizing the model for family physicians incorporated specific macro- and micro-

level factors to the career being studied. One example of this type of re-contextualization illustrated by 

Patton and McMahon was a school system that emphasized the importance of storytelling from the 

individual to develop the model (54). Storytelling allowed the re-contextualized STF to present context-

specific micro-level factors while macro-level factors remained largely unchanged (54). The themes 

found in this thesis allowed for a similar approach using the perspectives gathered from early career 

family physicians and family medicine residency administrators. This re-contextualized version for family 

physicians be a starting point for understanding family physician career choice. It should be interpreted as 

a living model to which further data collection and analysis of family physician career choices (for 

example, using interviews with family physicians in other provinces or with family physician residents) 

may add new factors or provide more clarity on the relationships between existing factors. 

5.2 Perceptions of Family Physicians 

An analysis of the physician data showed that most of the early career physicians interviewed 

considered the following factors when choosing a practice or compensation model: ‘financial 

considerations’, ‘family’, ‘health’, ‘gender’, and ‘geographical location’. Despite the common 

considerations, there was no consensus on a preferred practice or compensation model. Many contrasting 
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perspectives were present. Physicians working in capitation-based models argued that it enabled better 

care for patients since the structure did not pay per patient visit, allowing more time to be spent with each 

patient. On the other hand, one participant argued for the benefits of fee-for-service, as it allowed them to 

have more control over their practice and income. A third perspective described how CHCs enabled 

work-life balance and promoted better health whereas the previously discussed models had more hectic 

and irregular schedules. Location preference was closely related to family since a family physician’s 

choice of practice model may be limited to a location due to their partner’s job. This was consistent with 

similar findings by Lu et al. (2008) and Szafran et al. (2001), who identified spousal influence as an 

effector on location choice (36,64).  

The current healthcare policy landscape has been a large source of contention for family 

physicians. Between 2015 and 2019, the Ontario Medical Association had not successfully negotiated a 

Physician Services Agreement with the Ontario government (65,66). While the new Physician Services 

Agreement was not discussed by participants, the effects of a lack of such an agreement from the 2015-

2018 period were widely discussed by participants. Since 2015, funding for physician programs was cut 

and entry into capitation-based models was limited (51,67,68). Some participants expressed concerns for 

the restrictions on entry into capitation-based models, feeling that it was difficult for them to enter the 

health system. There was a negative perception of the government for appearing to work against the best 

interests of family physicians. Owens et al. (2018) a expressed a similar negative attitude towards the 

government in a commentary (69).  

From a policy standpoint, some participants felt that payment inequity between payment models 

did not make sense. Regardless of payment model, these family physicians provide the same services to 

their patients. Some participants expressed that the more lucrative path was to pursue capitation-based 

pay. The inability to join these compensation models in urban areas due to Managed Entry caused some 

frustration for these early career physicians. Some commentaries by physicians have highlighted the same 
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frustrations towards the compensation model restrictions and funding cuts to family physician income as 

implemented by the government (48,69,70). 

Gender roles presented barriers in family medicine as well. This factor was closely linked with 

family as the discussion on the role of women in family medicine was highly relevant. Female 

participants spoke to some hesitation about committing to a more demanding practice models since they 

needed to spend time taking care of their children. This indicated that women’s gender roles still affected 

their professional career in family medicine in an important way. While this finding is not novel, it 

reaffirmed the large impact that gender has on family physicians’ careers (71). A study conducted by 

Salles et al (2019) found that healthcare workers generally associated females with family medicine and 

males with specialties such as surgery (72). While women were associated with family medicine, the 

findings from this thesis indicate that there were still nuanced challenges even within family medicine, 

affecting women’s choices of practice and compensation models.  

5.3 Comparison with Administrators 
 

While physician participants did not agree to a single practice or compensation model being the 

“best,” administrators did. They all spoke to the desirability of team-based practice, which mostly 

corresponded to capitation-based pay, and indicated that the other models were less than optimal. The 

primary goal of their programs was to train clinically competent family physicians able to practice 

anywhere in Canada. Team-based, FHO-like models were emphasized as the ideal places to train 

residents, despite the government’s restrictions on capitation-based models. Despite having been trained 

in team-based models during residency, 70% (n=14/20) of the interviewed early career physician 

participants worked in fee-for-service as a part of their compensation. Peckham et al (2018) similarly 

indicated that approximately 50% of Ontario physicians were compensated under fee-for-service (73). It 

is apparent that there was a disconnect between resident training and the healthcare landscape as 
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graduates were less likely or unable to pursue capitation-based models. In addition, the disconnect alluded 

to the government as an external force on early career family physicians’ careers.  

The gap in physician training was acknowledged by some administrators and physicians and was 

considered the result of policies put forth by the government. While common knowledge for many 

physicians and primary care researchers, it does not appear that this disconnect in resident training and the 

healthcare landscape has been explored in the literature. Many studies indicated the effectiveness of team-

based care on health outcomes, but none as of yet have explored the inaccessibility of team-based care in 

the Ontario (74–76). Some attention has been devoted to addressing this gap within residency programs. 

One administrator spoke to professional development days where recently graduated alumni were invited 

to provide their perspectives on healthcare. These discussions between alumni and residents may have 

provided some valuable insight on recent health policies although the outcomes are currently unknown. 

The interaction with alumni was not described across all residency programs. Future research may be 

necessary to develop an understanding on how residents are educated on the healthcare landscape.  

Rural emphasis was found in the administrator data but not in the family physician data. Some 

administrators spoke strongly to an emphasis on rural practice in their programs. Two administrators from 

rural-centric programs expressed confidence that graduates would tend towards group practices in rural 

settings. This finding was contrasted by a review by the College of Family Physicians Canada which 

indicated that group practices were fewer in number in rural areas (73). In addition, the physicians also 

expressed differing views from the administrators. Some acknowledged that location choice was 

important but ultimately emphasized that balance between their desired location and their spouses’ 

careers (often in urban settings) was more important. One physician participant spoke to the availability 

of capitation-based payment models in rural areas but ultimately chose an alternative model to remain in 

an urban area. Rural emphasis may be a factor where residency administrators had little effect on the 

career choices of family physicians.   
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5.4 Strengths and Limitations 
 

There were some limitations to this thesis. The first limitation was the incomplete representation 

of medical schools in this thesis. The sample population of administrators represented five out of six 

family medicine residency programs available in Ontario. While thematic saturation was achieved, the 

data itself was representative of the five residency programs rather than the entirety of residency 

programs available in Ontario. As employees of training institutions, it is possible that administrators held 

some inherent bias and shared views that were perhaps more positive than their real perceptions. 

However, the results did not show an overly ‘rosy picture,’ and instead highlight the concerns about 

alignment between training and the future work opportunities for family physicians. 

Some limitations inherent to qualitative research were also present. The quality of research is 

largely dependent on the skill of the researcher (77). All interpretation of the data was performed by 

myself as the researcher, which may be influenced by personal biases and idiosyncrasies which cannot be 

removed from the analyses (78,79). However, several steps were taken to mitigate my personal biases in 

order to ensure rigour and quality of work. To start, I listened to audio recordings from the physician data 

(conducted by a professional research associate) to help emulate the professional style. Similarly, I read 

the transcripts of the physician data prior to transcribing administrator interviews to ensure consistency. 

Finally, much of the data was coded with the help of my supervisor to ensure rigour in analysis. 

A strength of this thesis was the incorporation of two perspectives to provide richness in the data. 

The family medicine administrator perspective is rarely explored in the literature despite their role as 

gatekeepers to graduating upcoming generations of early career family physicians. Thus, this thesis 

provided a greater level of nuance by incorporating more perspective on family physician choice of 

practice model. Another strength, inherent to qualitative studies, was the use of semi-structured 

interviews, allowing participants to organically describe the issues relevant to their career choices while 

retaining similar response topics across all participants (77). Finally, the use of the STF was a strength for 
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this thesis, providing a systems perspective on the factors driving family physician career choices. While 

the STF did not provide insight on the interactions between factors, it presented the groundwork to 

visualizing factors that drove complex decision-making. 

5.5 Policy Recommendations 

 The data from this thesis highlighted some challenges that may be addressed with policy changes. 

Government policies were found to have an effect on early-career physicians’ career choices, as indicated 

by the adapted STF. In addition, current family medicine residency training programs emphasize team-

based, interdisciplinary care (FHT-like) models. FHTs have been associated with improved health 

outcomes, which are currently indirectly restricted by Managed Entry in Ontario (43). In order to better 

train residents, it is necessary to ensure continuity between the training environment and real practice. As 

a result, I recommend that Managed Entry be adjusted to allow more family physicians into capitation-

based models as a step forward to increasing accessibility to team-based, interprofessional care. An 

additional suggestion may be to address the final year of training for residents. Given residents’ lower 

emphasis on professional development until nearing graduation, increasing the frequency of professional 

development days during the final year of residency may prove more beneficial.  

 Most administrators spoke to a lack of data regarding the practice and compensation models that 

their graduates pursue following residency. I recommend that residency programs collect quantitative data 

on their graduates’ choice of practice and compensation model. Residency programs may be able to use 

this data to re-orient their training program goals and influence physician distribution.  

5.6 Future Directions 
 

This thesis was an exploratory study that highlighted several factors that drive family physician 

choice of practice model. In addition, I proposed an STF model that describes the interaction of these 

factors. Future directions may include in-depth studies assessing these individual factors as well as the 

complexity of interrelated factors to effect policy changes in the current healthcare landscape. One 
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previously unexplored gap in the literature was identified: family medicine residencies trained family 

physicians in team-based models, which are currently not largely available to graduating residents. 

Consolidation between the government’s and family medicine residency goals is necessary to improve 

health outcomes in Ontario.  

Conclusion 

 The goals of this thesis were to understand the factors influencing early career family physician 

choice of practice and compensation models and to understand their perception of practice and payment 

model availability. While no clear preference for a specific payment model was expressed by physicians, 

important challenges in the availability of team-based practice models were highlighted. Both micro- and 

macro-level factors were found to influence career choice, with an emphasis on the impact of policy 

decisions and a desire for flexibility. As reforms continue to shift the healthcare landscape in Ontario, I 

am hopeful that we will move towards a stronger healthcare system that adequately supports and 

compensates our primary care providers.  
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Appendix A: Interview Guide - Early Career Family Physicians 

Interview Guide: Early Career Family Physicians 

Future Practice Description 

1. How do you see your practice unfolding when you finish residency? 

 

2. Long term, what you would like your practice to look like? 

 

• Where would you like to practice? 

• How would the practice be organized? 

• What types of providers would you like to work with and how? 

• Do you have a preferred compensation type? 

• What would you like your work week to look like? 

 

3. Tell me about any particular clinical interests you have as a family physician. 

• Which patient populations you are interested in? 

• How do you hope to incorporate these interests into your practice? 

• Do you see this changing over time? 

 

4. Have you had any experience in a practice like the one you described? What did you like and not 

like about it.  

 

5. How do you see your practice changing over time?  

 

• If IMG with a return of service: how will your practice change after your return of service 

is satisfied? 

[If participant mentions “comprehensive” probe: what does comprehensive mean for you?] 

Priorities 

6. When you think about your career, what is most important to you? 

 

7. In what ways, if any, do your personal priorities or goals influence your career plans?  

 

• How might your personal relationships influence your career plans? 

• How might parenthood or caregiving influence your career plans?  

• How might financial considerations influence your career plans? 

• How might your gender influence your career plans? 

• How might your other personal characteristics influence your career plans? 

 

8. (if no exogenous factors emerge in Q 4, 5, 6) What kinds of other influences have you 

experienced or anticipate that may influence your practice changes over time?  

• E.g. Community, professional, regulatory influences 

Past experiences 

9. How did your medical school experience influence your career plans as a family physician?  

(Re-direct away from responses about why family medicine was chosen as a specialty)  
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• Positive or negative experiences? 

• Did you have any experiences during medical school that stand out? 

• Did any key people influence your plans? 

 

10. How did your residency influence your career plans as a family physician? 

• Positive or negative experiences? 

• Did you have any experiences during your residency that stand out? 

• Did any key people influence your plans? 

 

11. Tell me about your CaRMs experience. 

• Was family medicine your first choice? 

• Did you have to make trade-offs between specialty and location of residency?  

 

12. Tell me about any other life experiences you’ve had that influence your career plans as a family 

physician. 

Practice Opportunities 

13. At the start of the interview, you told me what you would like your clinical practice to look like. 

Do you expect you will be able to achieve this ideal type of practice? Why/Why not? 

• Are opportunities available for this type of practice? 

• Are there restrictions or barriers to you having this ideal practice? 

• How will you populate your practice? 

• How do your gender or other personal characteristics impact your ability to achieve this 

type of practice? 

14. In what ways, if any, do you anticipate provincial policies such as managed entry into team-based 

practices will affect your practice choices? 

Wrap up 

15. If you were mentoring a new family medicine resident, what advice would you give them about 

planning their career in family medicine?  

 

16. Anything else that you think is important for me to know?  
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Appendix B: Interview Guide - Administrators 

Interview Guide: Family Medicine Program Administrators 

Medical Residency 

1) Tell me about the goals of the family medicine residency program? 

 

2) What role, if any, does the program play in supporting residents transitioning into practice? 

 

3) Tell me about how different practice models are represented in your residence programs? 

a. Do all family medicine residents complete their residency in team-based practices? 

b. Are there any policies or restrictions in place that influence where family medicine 

residency completed? 

The role of the institution on family medicine resident career choice: 

4) Tell me about any strategies or supports that are in place to help graduating residents enter their 

desired practice model after residency? 

a. What are some barriers to these program strategies? 

b. Do physicians face these barriers as well? 

c. What are some enablers to these program strategies? 

d. Do physicians face these enablers as well? 

 

5) How does the family medicine program measure a resident’s competency?  

The role of policy on family medicine resident career choice: 

6) Tell me about any challenges that you know residents face when transitioning between residency 

and practice? 

a. To what extent do residents feel they have control over these factors? 

 

7) What changes to practice structure, if any, have physicians experienced in recent years? 

a. Which practice structures appear to be preferred by residents transitioning into practice? 

b. Why are these types of models preferred by residents? 

c. How are residents educated or informed about these practice models? 

 

8) What changes appear to affect availability of these practice models? 

 

9) How do these policies affect choice of practice model, if at all? 

 

10) What do you think are the strengths and weaknesses of [policy]? 

The role of other factors on family medicine resident career choice: 

11) How has the residents’ perception on family medicine practice changed over the years, if at all? 

 

12) What personal factors do residents consider when choosing a practice model? 

 

13) In your opinion, what are factors outside policy, if any, that play a role in residents’ choice of 

practice model? 
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14) How do you see this impacting the availability of primary care in Ontario? 

 

15) How has incentivization by the government affected resident choice of practice? 

Wrap up 

16) This covers all the questions I wanted to ask. Would you like to add anything? 

 

17) Do you have any questions for me? 
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Appendix C: Codebook for Early Career Family Physicians 

Grandparent Code Parent Code Child Code 

Characteristics of Practice: 

Descriptive features of the 

physician’s current practice. 

 Location of current practice: The 

geographic location of the 

physician’s current practice. Not to 

be confused with the location 

influencing where the physician 

chose to practice. 

 

 

Schedule of current practice: The 

composition of a physician’s weekly 

schedule. 

 

 

Practice Structure: The 

organization of the physician’s 

current practice (including practice 

type, hierarchy and actors involved). 

 

Compensation of current practice: 

The payment model/structure that 

the physician’s current practice 

adheres to. 

 

 

Teamwork/Interprofessional 

Practice: Collaboration with other 

physicians and/or allied health 

professionals in current practice. 

 

 

Population of current practice: 

The population that the physician 

works with at their current practice. 

 

 

Career and Practice 

Preferences: Aspects of 

practice that the physician 

desires. 

Work-life balance preferences: 

The work-life balance ideal, based 

on personal preferences, as 

described by the physician. 

 

 

 

 

Career interests: Interests that may 

drive the physician’s practice 

preferences and/or choices. 

 

Intellectual drive: The 

intellectual stimulation 

provided from the physician’s 

job and/or current practice. 

 

Meaningful work: 

Alignment of practice with 

personal values of the 

physician and the value of 
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work perceived by the 

physician. 

 

Population/disease of 

interest: The target 

population that the physician 

likes working with. 

 

Control: Capacity of the 

physician to control their 

practice, career and/or its 

trajectory. 

 

Flexibility: The physician’s 

practice structure allowing for 

control where they focus their 

career. 

 

Medical/Practice Interests: 

Subspecialties in medicine 

that interest the physician. 

 

Variety in Practice 

Interests: The availability of 

diverse medical sub-

specialities within the 

physician’s practice (ex 

gynecology, addictions, sports 

medicine).  

 

Ideal practice: The perfect model 

of practice, regardless of availability 

of existing models, and conditions in 

which the physician would like to 

practice. 

 

 

 

Location preferences: The 

geographical location preferred by 

the physician. 

 

 

Teamwork/Interprofessional 

Practice Preferences: The desire to 

practice in a collaborative 

environment with other physicians 

and/or allied health professionals 

(but not with regard to teamwork in 

current practice). 

 

 

Evolving Practice: Changes or 

additions to practice preferences, at 
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any point of their career, as 

described by the physician. 

 

Research: Involvement with 

research (molecular medicine, 

translational medicine, healthcare 

research, etc). 

 

 

Professional Finances: The 

financial effects on a physician’s 

current practice. 

 

 

Personal: Personal aspects 

that may have affected the 

physician’s career choices. 

Personal Interests: Interests outside 

of medicine that may have shaped 

the physician’s choice to pursue a 

specific career path. 

 

Advocacy: Involvement of 

the physician in advocacy 

roles. 

 

Personal Experiences: Experiences 

specific to the physician that may 

have shaped their choice to pursue a 

specific career path. 

 

Gender: The influence of 

gender on career path, 

preferences, and choices. 

Family Influence: Any form of 

relationships including partners, 

siblings, parents, grandparents, or 

other relatives that may have 

influenced choice of practice. 

 

 

 

 

Financial Considerations: The 

financial effects on a physician’s 

choice of practice. 

 

 

Personal Safety Concerns: The 

influence of personal safety 

concerns on the physician’s ability 

to practice specific types of 

medicine. 

 

 

Policy/Government and 

External Environment: 

Legislative, government or 

environmental structures that 

may have an effect on the 

current landscape of family 

medicine. 

Availability of Ideal Practice: 

Availability and accessibility of 

practice models with respect to 

current financial and legislative 

mandates by the government.  

 

 

Demand for Services: The effects 

of demand for physician services 
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affecting the physician’s choice of 

practice. 

 

Early career experiences: 

The experiences of a physician 

following residency but before 

having established a practice 

(ie having “settled down”). 

Locum: Experiences of a physician 

in a locum setting. 

 

 

Starting a Practice: Experiences of 

a physician in populating their 

practice. 

 

Training: Experiences during 

the training process for 

physicians including 

education, clinical experience, 

and continuing medical 

education. 

Pre-medical school experiences: 

Experiences before medical school 

that may have influenced choice of 

practice 

 

 

Medical school experiences: 

Experiences within medical school 

that may have influenced choice of 

practice. 

Perceptions of Family 

Medicine: Perceptions of the 

physician, their peers or 

instructors on family medicine 

during medical school. 

 

CaRMS experiences: Experiences 

with the CARMs process that may 

have influenced choice of practice. 

 

 

Residency Experiences: 

Experiences within residency that 

may have influenced choice of 

practice. 

 

 

Additional Training: Experiences 

involving additional training that 

may have influenced choice of 

practice. 

 

 

Skills for Practice: Skills obtained 

through various experiences that 

contribute to the physician’s 

practice. 

 

 

Mentor: The influence of a mentor 

figure (during medical school, 

residency, or afterwards) which may 

have influenced choice of practice. 

 

 

Miscellaneous: Other ideas 

that may appear relevant. 
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Appendix D: Codebook for Family Medicine Residency Administrators 

Grandparent Code Parent Code Child Code 

Characteristics of Program: 

Descriptive features of the 

institution. 

Program Goals: The goals of the 

family medicine residency program 

as described by the administrator. 

Tracking of Past Residents: 

Tracking of residents in any 

form after completion of 

residency.  

Clinical Competencies: The 

development of residents’ 

clinical competencies as a 

program goal. 

Comprehensive Care: The 

program’s goal of training 

comprehensive family 

physicians. 

Rural Emphasis: The emphasis of 

rurally focused practice to residents 

throughout their training.  

 

 

Professional Development: 

Education of residents on 

professional aspects of practice aside 

from clinical skills. 

Exposure to 

Practice/Compensation 

Models: Education of 

residents on practice/payment 

models/structures available in 

the province. 

Teamwork/Interprofessional 

Practice Emphasis: Emphasis on 

resident training in collaborative 

environments with other physicians 

and/or allied health professionals. 

 

 

Residents’ Training: The 

training process for residents 

including education, clinical 

experience, and continuing 

medical education. 

CaRMS Matching Experience: 

Any processes describing how 

residents are matched with and 

within the institution, as described 

by the administrator.  

 

 

Residency Experiences: 

Experiences, including 

practice/payment models, within 

residency that may have influenced 

residents’ career path and choice of 

practice, as perceived by the 

administrator. 
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Additional Training: The 

availability of additional training for 

residents as described by the 

administrator. 

 

Mentor: The availability of a 

mentor figure (during medical 

school, residency, or afterwards) to 

residents as described by the 

administrator. 

 

Medical school experiences: 

Experiences within medical 

school that may have 

influenced residents’ career 

and choice of practice, as 

perceived by the administrator. 

Perceptions of Family Medicine: 

Perceptions of family medicine as a 

profession within medical school 

that the administrator may be aware 

of. 

 

 

Career and Practice 

Trajectory: Interests that 

influence practice choices, 

from the administrator’s 

perspective. 

Work-life balance preferences: 

The residents’ desire to achieve a 

work-life balance as described by 

the administrator. 

 

 

Career interests: Interests that may 

drive the resident’s practice 

preferences and/or choices, from the 

perspective of the administrator. 

 

Control: The degree to which 

residents may be able to 

control their career path 

(available opportunities).  

 

Location: The geographical location 

where residents express interest for 

establishing their respective 

practices, from the administrator’s 

perspective 

 

Teamwork/Interprofessional 

Practice: The practice structure in 

which residents may practice as 

observed by the administrator.  

 

Professional Challenges to 

Establish Practice: Professional 

barriers that may prevent residents 

from entering their desired practice 

model as perceived by the 

administrator. 

 

Desired Model: The compensation 

or practice model desired by 

residents as perceived by the 

administrator. 

 

Locum: The residents’ desire to 

practice in locums, from the 

administrator’s perspective. 

 

Personal: Personal aspects 

that may have affected the 

residents’ career choices, from 

Family Influence: Any form of 

relationships including partners, 

siblings, parents, grandparents, or 
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the perspective of the 

administrators. 
other relatives that may influenced 

choice of practice. 

Financial Considerations: The 

financial implications of payment 

models, debt, and policy changes 

that may affect resident’s choice of 

practice. 

 

External Environment: 

Legislative, government or 

environmental structures that 

may affect the current 

landscape of family medicine. 

Government Policies: The effect of 

government policies on the 

availability of practice models in 

Ontario. 

 

Availability of Practice/Payment 

Models: The availability of practice 

or payment models as described by 

the administrator. 

 

Changes to Family Medicine: The 

changes to family medicine 

throughout the years in Ontario. 

 

Miscellaneous: Other ideas 

that may appear relevant. 

  

 

 

 


