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EXECUTIVE SUMMARY

A large and growing number of people in Canada have expressed concern
that access to family physicians in their communities is deteriorating (Angus
Reid Survey, 1999; Conference Board of Canada, 2001) and the medical
profession shares this perspective (Canadian Medical Association, 1999;
College of Family Physicians of Canada, 2001). The College of Family
Physicians of Canada (2001) recently reported that family physicians work
53 hours per week and many have expressed concern about a shortage of
family and general practitioners (FPs1). This view of physician supply is in
sharp contrast to what people were saying one decade ago. Articles published
in the Winnipeg Free Press in the early 1990s reflected concerns of an over-
supply. Manitoba's Minister of Health, as reported in the Winnipeg Free
Press on July 31, 1992, when medical school enrolments were cut, indicated
"There are twice as many physicians serving the same numbers of people in
Manitoba today versus 20 years ago.” Results of a survey conducted by
Angus Reid for the Canadian Medical Association, as described in the
Winnipeg Free Press on June 22, 1993, "Almost half of physicians in
Canada said enrolment in medical schools should be cut.” On that same day
in 1993 the President of Canadian Medical Association, as reported in the
Winnipeg Free Press, suggested "It will be possible to serve all areas with
Canadian-trained physicians."

Headlines published in the Winnipeg Free Press in 2002 echo local concern
today: "Calls inundate find-a-physician telephone line" (January 9, 2002)
and "Burned-out physicians put pressure on Manitoba health care: Cure
sought for family MDs" (February 1, 2002). But how could this occur when
many people in Canada, and Manitoba, were concerned with physician sur-
pluses in the early 1990's, and the number of Winnipeg FPs and the popu-
lation of Winnipeg has not changed substantially over the past 10 years?
There appears to be a 'disconnect’ between local impressions and estimates
of physician supply.

The purpose of this report is to provide information to policy-makers,
health care administrators, physicians and residents of Manitoba about the
supply, availability and use of FPs in Winnipeg for the 10-year fiscal period
1991/92 to 2000/01. We focused on the most populated urban jurisdiction
of the province (approximately 650,000 residents), as concern about the
availability of FPs in Winnipeg is a relatively recent development. The sup-
ply and use of FPs in more rural jurisdictions is described elsewhere (Roos et
al., 1996; Black et al., 1999). It is our hope that the information in this
report will inform discussions about the status of FP services in Winnipeg
and provide baseline measures toward which the future can be compared.

1 Throughout this report, we use the term family physician (FP) to represent general and
family practitioners.
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This report does not provide all the answers but provides a basis for more
informed decision-making concerning physician supply policy. Indeed, we
also hope that our findings will stimulate discussions in other jurisdictions
in Canada, as this report provides more detailed temporal analysis regarding
supply, availability and use than any other study to address the issue of why
there are such widespread perceptions of FP shortages in urban populations
in Canada only 10 years after widespread perceptions of physician surpluses.

All measures of utilization were derived by assessing Winnipeg residents’ vis-
its with FPs anywhere in the province; all measures of supply were derived
by measuring encounters between Winnipeg FPs and residents who lived
anywhere in the province. All measures are derived from data from FPs who
worked on a fee-for-service basis or by FPs who received salary remuneration
and submitted 'evaluation claims'. Data for the very small number of
Winnipeg FPs who received salary remuneration and did not submit evalua-
tion claims are not available. Insofar as these missing data from salaried
practitioners have increased over time, we may have overestimated declines
in utilization and underestimated supply. Data derived from FPs who pro-
vided ambulatory care in either of the two largest emergency departments,
to residents of personal care homes, or to any of the community clinics in
Winnipeg were included. Measures of population health and morbidity were
developed using administrative data.

Winnipeggers Use of FPs

After accounting for age and gender changes in the population of
Winnipeggers over the decade (i.e., standardization of rates), we estimated a
one per cent decline in the proportion of residents who visited an FP at least
once and a three per cent decline in standardized visit rates from 3.60 to
3.49 visits per resident per year. If Winnipeg residents had visited FPs to the
same extent in 2000/01 as they did in 1991/92, the city would require
approximately 10 more full-time FPs. However, a decrease in visits to FPs
might be expected over the period since there appears to be improvements
in the health of Winnipeg residents as measured by a drop in premature
mortality (which is associated with population morbidity (Frohlich et al.,
2001)) and an increase in life expectancy. It is difficult to ascertain, however,
whether improved health status would warrant more (e.g., preventive health
services) or less visits to FPs. Conversely, it could be that increased life
expectancy may be associated with an increase in the prevalence of chronic
health conditions (e.g., diabetes (Hux et al., 2002)) which would warrant
more care for disease management. Although recent research suggests that
although the population is aging, recent cohorts of older adults are healthier
than their predecessors.
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When we looked at the overall pattern of how FP visits were delivered to
people in Winnipeg, it appears that individuals with health conditions that
require more care received more care. For example, relative to the average
person who visited an FP approximately 3.5 times in 2000/01, people treat-
ed for hypertension, psychotic or non-psychotic mental disorders had annual
visit rates almost twice as high. Furthermore, residents of areas with healthi-
er populations (higher life expectancy, lower premature mortality rates) visit-
ed FPs less often than people who resided in neighbourhoods with less
healthy populations.

Over the past decade temporal changes appear to have occurred such that
delivery of care has responded well to the health needs of Winnipeggers. For
example, utilization of FP services among residents of areas with the most
healthy population declined at a faster rate than the decline in use among
residents who lived in neighbourhoods with the least healthy population.
Between 1991/92 and 2000/01 the rate at which residents treated for hyper-
tension, psychotic or non-psychotic mental disorders contacted an FP
remained relatively stable, relative to population-level temporal trends in
visit rates, despite an increase in treatment prevalence of these conditions.

Recent headlines and stories have suggested that individuals are having more
problems finding an FP. We had hypothesized that people who ‘don’t have’
an FP might have to see more different FPs to obtain care than those who
'have’ an FP. And, if the proportions of people who ‘don't have' an FP were
increasing on average each year, we expected to find that Winnipeggers were
seeing more different FPs over time. This was clearly not the case. Among
the general population, essentially nothing has changed. Winnipeggers were
seeing just as many different FPs at the end of the decade as at the begin-
ning. In fact, between 1991/92 and 2000/01 the most intense users of FP
services (i.e., 10 or more visits per year) saw slightly fewer different FPs in a
single year (or over a three-year period).

The most substantial shifts in FP visit rates over this period were among the
young and among the old. FP visit rates for children were down substantial-
ly over the period (i.e., 25 per cent decline for children five years of age or
less and 19 per cent decline for children six to 19 years), while visit rates of
others, particularly seniors, increased (i.e., 13 per cent). These patterns held
regardless of whether only visits to FPs were examined or whether all visits
including those to specialists were examined. The reason children saw FPs
less often was not because they saw paediatricians or other specialists more
often. Seniors saw FPs more often and specialists less often.

Between 1991/92 and 2000/01, the proportion of FP visits delivered to sen-

iors increased from 20.3 to 25.5 per cent. Indeed, by 2000/01 one in every
four visits to an FP was by a senior. Residents over 65 years of age represent-
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ed only 14.1 per cent of the population in 2000/01. The increase in the proportion of
encounters with older adults appears to be more of a function of increases in visits per
senior rather than growth in the size of the senior population. By 2000/01 the propor-
tion of encounters by seniors would be 21.9 per cent (rather than 25.5), if seniors used
FPs at the same rate as they had in 1991/92.

The age structure of the population of Winnipeg changed in other ways over time with
significant increases in the number of baby boomers (i.e., 24.6 per cent increase in those
between the ages of 45 and 64), and of seniors (i.e., 7.4 per cent increase in those 65
years of age and over). This occurred at a time when the size of the paediatric popula-
tion, particularly those less than five years of age, declined. These demographic changes,
coupled with intensification of service use among seniors and less utilization among the
younyg, shifted the proportion of total encounters accounted for by different patient age
groups. Should these demographic and temporal patterns continue we would expect the
proportion of total encounters attributable to seniors to increase in the future. This has
important clinical and policy implications if seniors take more time per visit, more
intensive ambulatory care per visit, and/or require more visits than patients of other
ages.

While some people may have ‘gained" or 'lost" services provided by FPs over 10 years, it
is difficult to determine whether increases or decreases in utilization result in more or
less optimal or appropriate use, as this relies on judgements about the effectiveness of
care and capacity to benefit from care. Evidence for making these judgements is not
available. One way of gaining perspective on this question is to examine the supply and
availability of FPs in Winnipeg, as they have changed over time and in comparison to
other provinces (see below). While we found that Winnipeggers had not changed sub-
stantially in their use of FP services over the last 10 years, we have not retrospectively
measured what difficulties (if any) Winnipeggers encounter when they try to see an FP.
For example, it may have taken longer for individuals to make an appointment, even
though over the course of a year just as many appointments were kept.

Supply and Availability of Winnipeg FPs

Between 1991/92 and 2000/01, the number of Winnipeg FPs who billed Manitoba
Health at least once declined from 634 to 605. Despite this five per cent reduction, the
number of visits generated by Winnipeg FPs declined only three per cent from 2.36
million encounters in 1991/92 to 2.28 million in 2000/01. And, measures of workload
for the average FP increased slightly.2 For example, the number of visits per annum pro-
vided by an average FP increased two per cent over the period. Also, part-time practi-
tioners appear to be working more days per year.

Since the number of Winnipeggers is relatively stable across time, the number of
Winnipeg FPs per 100,000 Winnipeg population declined five per cent from 97 to 92

2 Our measures of workload are not based on time, but rather on information derived from billing data
(e.g., frequency of visits, full-time equivalencies).
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between 1991/92 and 2000/01. Others have estimated that there were 92
FPs per 100,000 population for the entire province of Manitoba in 2000,
which is similar to our Winnipeg estimate of supply. Having 92 FPs per
100,000 residents places the city and the province sixth among the 13
Canadian provinces and territories, ranking Manitoba ahead of Alberta, sim-
ilar to Saskatchewan and lower than British Columbia on this measure of FP
supply (Chan, 2002a). The FP-to-population ratio peaked at 100 per
100,000 Winnipeg population in 1994/95 and 1995/96, which represents a
decline of eight per cent from that time until 2000/01. This pattern is not
unique to Winnipeg. A recent national study found a 5.1 per cent decline in
physician-to-population (FP and specialists) ratios between 1993 and 2000
(Chan, 2002a).

So, why are there reports that physician workloads are unmanageable when
supply (in the aggregate) and workloads (for average FPs) remain relatively
stable? And, why are some Winnipeggers reporting difficulty in accessing
FPs and increasingly reporting that they don't have an FP when utilization
(by the average person) and the number of FPs seen per year (by the average
person) remain relatively stable? Let's examine, one-by-one, the most popu-
lar hypotheses regarding what might be happening:

Are male FPs working more because there are more female FPs in the workforce

and females tend to work less?

« No, this doesn't appear to be the case. We did find that female FPs, on
average, carried workloads that were approximately 80 per cent that of
male FPs (this observation is not unique to Winnipeg) (Canadian
Institute for Health Information, 2000) and that the relationship
between physician gender and workload remained stable over the
decade.3 However, despite more substantial changes in the gender struc-
ture of the workforce in other jurisdictions in Canada, the proportion of
females among the FP workforce in Winnipeg increased from 29 to 31
per cent between 1991/92 and 2000/01. And, since the number of
Winnipeg FPs remained relatively stable over the period, so did the sup-
ply of female FPs. Therefore, despite gender differences in workloads, it
is unlikely that the gender mix in the workforce changed enough to sig-
nificantly alter male FP workloads.

Are FPs increasingly specializing, such that Winnipeggers are having more diffi-

culty finding an FP who doesn't restrict their practice to sport injuries or some

other special focus?

« No, this doesn't appear to be the case. The proportion of the workforce
that were full-time FPs who focused their care on ambulatory care serv-

3 While researchers consistently report physician gender differences in workloads, there are
no gender differences when workloads of physicians, who do not have children, are com-
pared (Buske, 1997).
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ices and provided services directed at a wide array of diagnostic conditions (here-
inafter referred to as full-scope FPs) remained stable at approximately 80 per cent of
the population of full-time FPs who focus on ambulatory care. This was true in
each year between 1991/92 and 2000/01. And, since the number of full-time FPs
remained relatively stable over the period, so did the number of full-scope general-
ists.

We also assessed the supply and workloads of FPs who focused their practice on caring
for hospital patients and/or nursing home residents. We found a reduction in the num-
ber of these FPs over the 10-year period (i.e., 27 per cent decline), and this reduction
may be due in part to the increasing proportion of this type of practitioner who receives
salary remuneration and does not submit ‘evaluation claims’. But, FPs whose scope of
practice targeted these populations increased their workforce participation. That is, the
services provided by this type of FP increased from 19 to 26 full-time equivalents (i.e.,
37 per cent increase).

Is the availability of Winnipeg FPs to serve Winnipeggers hindered due to temporal shifts in

rural residents use of Winnipeg FP services?

« No, this doesn't appear to be the case. During any one year between 1991/92 and
2000/01, approximately 15 per cent of the patients who saw Winnipeg FPs were
from jurisdictions outside of the city. Visits to Winnipeg FPs by Non-Winnipeg res-
idents accounted for approximately 10 per cent of the total number of services pro-
vided by these practitioners in any single year. Therefore, the availability of
Winnipeg FPs to serve Winnipeggers did not change over time due to shifts in the
number of Non-Winnipeg residents who sought care nor to the volume of services
non-residents received from Winnipeg FPs.

Are young FPs working less than their predecessors because they seek a more balanced lifestyle,

which includes more time for leisure and family life?

« No, this does not appear to be the case. While we don't have any data to under-
stand differences in lifestyle preferences of young FPs in 1991/92 or 2000/01, FPs
less than 30 years of age appear to be just as, or slightly more, productive than their
predecessors. By 2000/01, however, this age group represented only three per cent
of the workforce (i.e., 17 FPs), so any lifestyle changes among this group of young
FPs, relative to their predecessors, would not substantially impact aggregate supply.

The number of FPs under the age of 30 declined substantially over the 10-year period.
This reduction in the youngest cohort of FPs has been documented in other jurisdic-
tions in Canada, and has been attributed as the main cause of temporal changes in
physician supply over the last decade (Chan, 2002a). This may relate indirectly to
changes in length of residency requirements and/or medical students increasingly elect-
ing to pursue careers as specialists (Chan, 2002a; Rosser, 2002). Clearly, these findings
and observations have implications for future supply of FPs, if they hold true in
Manitoba. In terms of medical school enrolment at the University of Manitoba, during
the period 1991 to 2000, the number of enrollees remained relatively stable at 72 to 75
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but increased to 85 in 2001. While this report did not investigate the rela-
tionship between medical school enrolments and local FP supply, nor the
extent to which physicians elect to practice family medicine, it is important
to recognize that a number of specialists such as paediatricians and gynaecol-
ogists provide primary care services in Winnipeg.

Do Winnipeggers report that they do not have an FP because an increasing num-

ber of FPs are reaching retirement and/or leaving the workforce?

« No, this doesn't appear to be the case. The number of FPs over 60 was
stable—94 physicians in 1991/92 and 92 in 2000/01. Additionally, the
number of FPs leaving the workforce in any one year has been stable at
approximately 25 since 1996/97. In fact, the workforce turnover rate
remained stable between 1996/97 and 2000/01. Therefore, there should
be no temporal changes in workforce turnover such that Winnipeggers
increasingly are left without an FP when their FP stops providing clini-
cal services in the city. However, given that 39 per cent of the workforce
was between the ages of 50 and 59 in 2000/01 a large number of FPs
can be expected to retire in the next 20 years.

Do physicians work more because the workforce is aging and older physicians

work less?

« No, this doesn't appear to be the case. It is true that the workforce is
aging, as the average age of Winnipeg FPs increased from 42.6 to 46.4
years. The change in the age structure of the workforce is related to
growth in the number of FPs between 40 and 59 years, and a decline in
the number of FPs less than 39 years (Figure 1.1). Interestingly, FPs
between 40 and 59 years are typically more productive than most other
age groups. We estimated that changes in the age structure of the FP
workforce should have resulted in an increase in workforce productivity
in the order of 12 per cent, if the relationship between age and work-
loads that existed in 1991/92 occurred in 2000/01. These gains in pro-
ductivity did not occur.

Older FPs did not work less than other FPs—quite the contrary—older FPs
provided more visits on an annual basis than younger physicians. In
2000/01 FPs between the age of 60 and 69 provided 5,671 visits per
annum, on average, and were the most productive age group at that time. In
1991/92, FPs between the age of 60 and 69 provided 4,250 visits per
annum, which is slightly higher than the average workload of all Winnipeg
FPs (i.e., 4,198) in that year (Figure 1.2).
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Mean Visits per Annum per Winnipeg FP

Figure 1.1: Number of Practicing Winnipeg FPs,
by Age Category, 1991/92 - 2000/01
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So...What is happening?

On the supply side, the number of FPs declined five per cent and the num-
ber of total visits provided by these practitioners declined three per cent. So,
there have been some gains in workforce productivity to enable five per cent
fewer physicians to produce only three per cent less visits. From a utilization
perspective, the proportion of residents who visited an FP at least once
declined one per cent and age and gender standardized visit rates per person
declined three per cent over the 10-year term. Yet, despite what would
appear to be relative stability in supply and utilization local newspapers
report that Winnipeggers have trouble accessing FPs and at least some FPs
argue that workloads are high and increasing. How could shortages of FPs
occur in 2000/01 when the FP to 100,000 population was only five per cent
lower than it was in a period of time when supply was considered to be too
high?

Has there been a fundamental shift within the FP workforce that would account
for some physicians arguing that workloads are high and increasing and head-
lines suggesting that Winnipeggers are having more problems finding an FP and
accessing their care?

« Yes, despite relative stability in the workloads of the ‘average' FP, there
have been substantial temporal changes in the relationship between age
and workload among physicians in the workforce. As illustrated in
Figure 1.2, FPs between the age of 30 and 50 years in 2000/01 were
providing approximately 20 per cent less visits per annum than their
same age peers did 10 years ago. FPs, between 50 and 59, were provid-
ing slightly less (i.e., five per cent), and FPs over 60 in 2000/01 were
providing over 30 per cent more visits per annum than their same age
peers did in 1991/92. This pattern of reductions in workload among
physicians between 30 and 59 years of age in 2000/01, relative to their
same age peers in 1991/92, is true for male and female FPs. These pat-
terns suggest that there are intergenerational differences in workloads
such that the relationship between age and productivity has changed
over time.

It is important to know that 64 per cent of the workforce was between
the age of 30 and 49 in 2000/01; and this is the generation that is pro-
viding on the order of 20 per cent less visits per annum than their same
age peers did in 1991/92. An additional 18 per cent of the workforce
was between the ages of 50 and 59 in 2000/01; these FPs worked five
per cent less than their same age predecessors did in 1991/92.

So, when 82 per cent of the workforce provides fewer services than their

same age predecessors 10 years prior, and a relatively stable number of
FPs provide relatively the same level of services, some age cohort of FPs
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must have substantially higher workloads than their peers did one decade ago. Our
analysis would suggest that it is the 11 per cent of FPs between 60 and 69 years of
age in 2000/01, who have substantially higher workloads (i.e., 33 per cent) than
their same age peers in 1991/92. Additionally, this generation of older physicians
has always had one of the highest workloads relative to all other age groups. It
would appear that the cohort of FPs between 60 and 69 has kept supply measures,
in the aggregate, stable despite reductions in workloads assumed by FPs who were
30 to 59 years of age in 2000/01. As mentioned, we also note that part-time FPs are
working more days per year in 2000/01 than in 1991/92 (i.e., 99 versus 83 full-
time days per year, on average).

FPs, who have been Winnipeg FPs throughout the study period, are providing substan-
tially less visits (i.e., 12 per cent less) in 2000/01 relative to their workloads in 1991/92.
And, these practitioners made up approximately 65 per cent of the workforce in
2000/01. By comparison, FPs who have not been resident throughout the time have
increased their workloads. But, the average workloads of this more "transient’ cohort
have always been and remain less than, on average, those who have been Winnipeg FPs
for the 10-year period.

So, why might FPs work substantially more or less than their predecessors? Could it be
that FPs have expectations of how much they will work and don't take on new patients
once they achieve or exceed a desired workload? And, might workload expectations vary
between generations? Might FPs between the ages of 30 and 59 in 2000/01 have work-
loads at or above what they currently desire, despite the fact that their workloads are less
than their same age predecessors? Might these same FPs be reluctant to take on new
patients once they ‘establish’ a practice to avoid any expansion of current workloads?
Might FPs over the age of 60 in 2000/01 have workloads at or above that which they
desire or expected at their age? Might these same FPs have expected declines in their
workloads, like their predecessors experienced, but the opposite is happening? Might
these same FPs be reluctant to take on new patients in an attempt to slow down their
growing workloads in anticipation of retirement? Might FPs who reside in a community
for a long period of time and have established relationships with an aging population
have experienced an increase in workload due to the increase in demands for care
among residents who deem them to be their FP? These questions should form the basis
of further research.

Conclusion

This report documents relatively stable trends in the supply, use and availability of FP
services, but substantial temporal shifts in workloads between cohorts of physicians who
vary in their age. Our ability to answer the most pressing issues facing policy-makers,
administrators, physicians and Manitobans, who seek to understand the issues sur-
rounding temporal changes in supply, availability and use of FP services relies on our
ability to provide information on what has actually happened. We have established that
between 1991/92 and 2000/01, the proportion of residents who visited an FP at least
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once declined one per cent and standardized visit rates per person declined
three per cent. We know that children see FPs less and older adults between
the ages of 65 and 84 are visiting FPs more frequently. Nothing in this
analysis addresses what level of care provision to the population or any of
these groups is appropriate or the difficulties Winnipeggers may encounter
in arranging to visit an FP.

We also know that the supply and workloads of FPs, in the aggregate, has
also been relatively stable between 1991/92 and 2000/01 as the number of
FPs declined five per cent and workloads for the "average’ physician
increased one to two per cent. However, there have been substantial inter-
generational changes over the decade in the distribution of work among FPs
in different age groups. The bulk of the workforce is between the ages 30 to
50 and these FPs are providing 20 per cent less visits per annum than their
same age predecessors did one decade ago and those over 60 are working
more.

This project was never designed to estimate the impact of temporal and/or
current patterns of supply and use on the future availability of FP services.
But, the age structure changes of the Winnipeg resident and FP populations,
coupled with the intensification of services to seniors and intergenerational
trends in workloads of FPs who vary in their age, point to the urgency of
conducting this type of research today to plan for the future. We see these
issues to be the important research questions of today.
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Key MESSAGES

There has been a three per cent decline in age- and gender-standardized visit rates to
FPs by Winnipeg residents over a 10-year period. Winnipeggers see the same number of
different FPs in 2000/01 as they did in 1991/92; and intense users, on average, see
slightly fewer FPs in any one-year, or three-year, period.

Visits rates were relatively stable among populations with special health conditions (e.g.,
mental disorders, diabetes) between 1991/92 and 2000/01. Vulnerable populations
received more care than the average Winnipegger.

The most substantial shifts in FP visit rates were among the young and among the old.
FP visit rates among children less than 12 years declined (i.e., 25 per cent) while visit
rates of others, particularly seniors, increased (i.e., 13 per cent) between 1991/92 and
2000/01. These patterns held regardless of whether only visits to FPs were examined or
whether all visits including those to specialists were examined. The reason children saw
FPs less often was not because they saw paediatricians or other specialists more often.
Seniors visited FPs more often and saw specialists less often.

Between 1991/92 and 2000/01, there was a five per cent decline in the number of
Winnipeg FPs, a five per cent decline in FP to 100,000 population ratios, a four per
cent decline in FP full-time equivalents (FTES) per 100,000. Workloads remained rela-
tively stable whether measured using average visits per day, average visits per year, or
FTE per FP indicators. Any bias in the study, due to the small and increasing number
of salaried physicians who do not submit evaluation claims and therefore whose work is
not included in these estimates, would result in underestimating workload and measures
of supply in more recent years. So, real change may be even less than stated.

The proportion of female FPs among the workforce was 29 per cent in 1991/92 and 31
per cent in 2000/01. There were no more or less FPs entering or exiting the workforce
each year, and labour force turnover was stable at eight per cent per annum between
1996/97 and 2000/01.

The proportion of the workforce that were full-time FPs who provided services directed
at a wide array of diagnostic conditions remained stable at 80 per cent of full-time FPs
who focus their practice on ambulatory care. This was true in each year between
1991/92 and 2000/01. The number of FPs who focus their practice on caring for hospi-
tal patients and/or nursing home residents declined. But, the services provided by this
group of practitioners increased from 19 to 26 full-time equivalents over the period.

Since supply in the aggregate is relatively stable across time, when a portion of the
workforce provides less visits per annum, others must provide more visits per annum to
keep supply stable. FPs between 30 and 49 years of age in 2000/01 appear to be provid-
ing substantially less visits per annum (i.e., 20 per cent) than their age peers did in
1991/92; and FPs 50 to 59 years worked five per cent less. These physicians collectively
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represented over 80 per cent of the workforce. At the same time FPs 60 to
69 years of age in 2000/01 worked substantially more (i.e., 30 per cent)
than their same age peers in 1991/92; these physicians represented 11 per
cent of the workforce. Therefore, there appears to be a substantial intergen-
erational shift in workload over the 10 years.

Temporal changes in the age structure of the Winnipeg resident and FP
populations, reductions in the number of FPs less than 30, intergenerational
differences in workloads among FPs, coupled with intensification of services
to seniors and an aging population, point to the urgency of conducting
workforce planning research today to plan for the future.
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There is a per-
ceived serious
shortage of family
physicians in
Winnipeg.
However, in
2000/01, the FP

to 100,000 popu-

lation ratio was
92 in comparison
to 97 in
1992/93, when
supply was con-
sidered to be too
high.

FAMILY PHYSICIANS IN WINNIPEG

1.0 INTRODUCTION

A large and growing number of people in Canada have expressed concern
that access to family physicians in their communities is deteriorating (Angus
Reid Survey, 1999; Conference Board of Canada, 2001) and the medical
profession shares this perspective (Canadian Medical Association, 1999;
College of Family Physicians, 2001). Yet, in 2001, 87.7 per cent of
Canadians reported that they have a regular family physician to provide rou-
tine care (San Martin, 2002). By 2002, Canadians were reasonably satisfied
with the overall quality of health care received, but confidence in the health
system is eroding and two thirds of the public said the system needs some
fairly major repairs (POLLARA Research, 2002). Recent reports 'officially’
verify a shortage of general practitioners (FPs) (Canadian Medical
Association, 1999) and 93 per cent of the medical profession perceives there
to be physician shortages (POLLARA Research, 2002).

Articles published in the Winnipeg Free Press in 2002 echo this concern at
the local level: "Calls inundate find-a-physician telephone line" (January 9,
2002) and "Burned-out physicians put pressure on Manitoba health care:
Cure sought for family MDs" (February 1, 2002). This is in sharp contrast
to what people were saying about supply one decade ago. Articles published
in the Winnipeg Free Press in the early 1990s reflected concerns of an over-
supply. Manitoba's Minister of Health as reported in the Winnipeg Free
Press on July 31, 1992 when medical school enrolments were cut, "There
are twice as many physicians serving the same numbers of people in
Manitoba today versus 20 years ago.” Results of a survey conducted by
Angus Reid for the Canadian Medical Association, as described in the
Winnipeg Free Press on June 22, 1993, "Almost half of physicians in
Canada said enrolment in medical schools should be cut.” That same day in
1993 the President of the Canadian Medical Association suggested "It will
be possible to serve all areas with Canadian-trained physicians.” But, how
could shortages of FPs occur in 2000/01 when the FP to 100,000 Winnipeg
population figure was 92 and the FP to 100,000 figure was 97 and 99 in
1992/93 and 1993/94 when supply was considered to be too high?

Policy-makers, administrators and health care providers across the country
have responded to recent concerns by implementing initiatives to evaluate
and address the supply and availability of FPs and restructure the organiza-
tion and delivery of primary care. Health ministers have identified primary
care reform as a priority and the federal government has made significant
financial commitments toward improving primary care in Canada.

Federal and provincial governments alike have assembled committees, estab-
lished commissions and invested in research to stimulate debate about
important issues facing the primary care system and to make recommenda-
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tions for reform. Should Manitobans coalesce around a vision for primary
care reform in the province, the development of a plan and evaluation strat-
egy for primary care reform should be guided by an understanding of where
we have been, where we are and things learned along the way. The purpose
of this report is to provide information to policy-makers, administrators,
physicians and residents of Manitoba about the supply, availability and use
of FPs# in Winnipeg for the 10-year fiscal period 1991/92 to 2000/01.
While Manitobans throughout the province may be concerned about access
to FPs, this report focuses on the province's most populated urban commu-
nity. Other reports published by the Manitoba Centre for Health Policy
(MCHP) address issues of supply and use of physicians in other communi-
ties (Roos et al., 1996; Black et al., 1999). It is our hope that the informa-
tion in this report will inform discussions about the status of FP services in
Winnipeg and provide baseline measures toward which the future can be
compared. Indeed, we also hope that our findings will stimulate discussions
within other jurisdictions in Canada, as this report provides more detailed
analysis than any other study regarding physician supply and practice pat-
terns across a decade that started with cries of oversupply and ended with
announcements of severe shortages.

1.1 Background

FP shortages or surpluses can be influenced by temporal changes in the rela-
tive need for physician services among the population, in the number of FPs
in the labour market and/or patterns of practice that influence the availabili-
ty of these practitioners to provide services to residents. And, the popula-
tion's perception on whether they 'have' an FP may be influenced by
turnover among physicians in the labour market. We address each of these
determinants.

There has been an extraordinary improvement in the health of Winnipeg
residents over the last number of years, as measured by a drop in premature
mortality rates (PMR) (which is associated with population morbidity (Roos
et al., 2001)) and an increase in life expectancy. In the period between 1990
and 1998, the premature mortality rate for Winnipeg declined 5.8 per cent;
a substantial change for a large population. Not all Winnipeggers share the
benefits of improved health. Researchers at MCHP have found that stan-
dardized mortality rates for males declined faster than for females (i.e., 7.7
versus 1.5 per cent, respectively) indicating that men have had larger
improvements in their overall health than did women. An analysis of urban
populations in Manitoba suggest that those in the lowest inco