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Introduction

Shortages of physicians in rural areas
have been a long-standing problem in

Canada as well as in many other coun-
tries. A study by Pong and Pitblado1 has
shown that just under 16% of family
physicians and only 2.4% of specialists
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Introduction: Rural medical education is increasing in popularity in Canada. This
study examines why some family physicians who completed their residency training in
northern Ontario decided to practise in urban centres.
Methods: We used a qualitative research method. We interviewed 14 graduates of the
Family Medicine North program and the Northeastern Ontario Family Medicine pro-
gram. The interview transcripts were content-analyzed.
Results: There were different pathways leading to urban practice. While some pathways
were straightforward, others were more complicated. Most participants offered multiple
reasons for choosing to work in urban areas, suggesting that the decision-making
processes could be quite complex. Family and personal factors were most frequently
mentioned as reasons for choosing the urban option. The needs of the spouse and the
children were especially important. Most of the participants had no plans to return to
rural medical practice, but even these physicians retained some vestiges of rural practice.
Conclusion: Most Canadian medical schools now offer some rural medical training
opportunities. The findings of this study provide some useful insights that could help
medical educators and decision-makers know what to expect and understand how
practice location decisions are made by doctors.

Introduction : La formation en médecine rurale gagne en popularité au Canada. Cette
étude examine les raisons pour lesquelles des médecins de famille qui ont terminé leur
résidence dans le nord de l’Ontario ont décidé de pratiquer dans des centres urbains.
Méthodes : Nous avons utilisé une méthode de recherche qualitative. Nous avons
interviewé 14 diplômés du programme de médecine familiale du nord et du pro-
gramme de médecine familiale du nord-ouest de l’Ontario. Nous avons analysé le con-
tenu du compte rendu des entrevues.
Résultats : Les voies menant à la pratique en milieu urbain différaient. Même si cer-
taines étaient directes, d’autres étaient plus compliquées. La plupart des participants
ont présenté de multiples raisons pour justifier leur décision de travailler en milieu
urbain, ce qui indique que les processus de prise de décision pourraient être très com-
plexes. Ils ont mentionné le plus souvent des facteurs familiaux et personnels pour jus-
tifier leur choix de l’option urbaine. Les besoins des conjoints et des enfants étaient
particulièrement importants. La plupart des participants ne prévoyaient pas retourner
pratiquer la médecine en milieu rural, même s’ils en gardaient quelques vestiges.
Conclusion : La plupart des facultés de médecine du Canada offrent maintenant des
possibilités de formation en médecine rurale. Les résultats de cette étude présentent
des aperçus utiles qui pourraient aider les éducateurs en médecine et les décideurs à
savoir à quoi s’attendre et à comprendre comment les médecins choisissent l’endroit où
ils pratiqueront.



were located in rural and small-town Canada, where
slightly over 21% of the population resided in 2004.
Many attempts have been made in this country to
recruit physicians to work in non-urban areas and to
keep them there as long as possible, mostly by offer-
ing them financial and other incentives or by improv-
ing rural physicians’ practice environment; however,
these have had varying degrees of success.2–4

In recent years, more attention has been paid to
medical education as a long-term solution. It has
been shown that physicians from a rural back-
ground and those with extensive rural exposure
during medical education are more likely to become
rural physicians,5–8 but not all physicians trained in
rural settings end up practising in rural communi-
ties. Some of them choose to work in urban centres.

Relying mostly on surveys, many studies con-
ducted in Canada and other countries have exam-
ined factors that influence physicians’ decisions to
work or not to work in rural areas and to stay or not
to stay in rural practice.9–13 In 1991, the Canadian
Medical Association surveyed 400 physicians who
had relocated their medical practices from rural to
urban areas.14 Factors that were found to be impor-
tant in shaping the decisions of physicians to for-
sake rural practice were (in descending order of
importance) work hours, children’s education,
spouse’s job opportunities, recreation, professional
backup, cultural opportunities, availability of spe-
cialty services, opportunity for additional training
and earning potential.

With few exceptions, past studies have focused
mostly on rural physicians or former rural physi-
cians who may or may not have received formal
training in rural medicine. It is likely that most of
them acquired rural practice skills experientially
since rural medical education is a relatively recent
phenomenon in Canada.15 By contrast, the subjects
of the present study are physicians who have
received 2 or more years of training specifically
designed to familiarize them with non-urban prac-
tice settings and to equip them to work in northern
Ontario or rural areas.

This study is one component of a larger research
project — supported by the Canadian Institutes of
Health Research — whose overall objective is to
examine the extent to which rural medical educa-
tion in Canada is successful in producing rural
physicians. Our component of the research project
seeks to understand why some family physicians
who were trained in northern Ontario opted for
“big cities and bright lights” instead of working in
rural communities.

Methods

Research context

Two 2-year family medicine residency programs
were established in northern Ontario in 1991 to pre-
pare physicians for medical practice in northern
Ontario and rural communities. The Sudbury-based
Northeastern Ontario Family Medicine (NOFM)
program was affiliated with the family medicine
program of the University of Ottawa, and the
Thunder Bay-based Family Medicine North
(FMN) program with McMaster University (it
should be noted that both programs have since been
incorporated into the new Northern Ontario School
of Medicine of Laurentian University and Lakehead
University). Most of the clinical training took place
in northern Ontario. Except in the initial years, the
2 programs combined accepted about 30 residents
annually.

Participants

For our study, we chose graduates of FMN and
NOFM practising in urban centres at the time of
the research. We chose these 2 programs because
they are the first full-fledged family medicine resi-
dency programs in Ontario with a mission to train
physicians for northern or rural practice and
because they have produced a sizeable number of
graduates. The 2 programs are also sufficiently simi-
lar in nature that they can be examined together.

The names of graduates who completed their
family medicine training at FMN and NOFM
between 1993 and 2002 and their contact informa-
tion, if available, were provided by the 2 programs.
We contacted all graduates who were known to be
working in “larger urban centres” at the time and
asked if they would be willing to take part in the
study. Fourteen were successfully contacted and
agreed to participate.

This study used a qualitative research methodol-
ogy. In-depth interviews were conducted over the
telephone by 2 researchers. The interviews took
place from late 2003 to early 2004. The interviews
followed an interview protocol, but the participants
were encouraged to speak freely and provide what-
ever information they felt was relevant. The inter-
views lasted about 40 minutes on average. The
interviews were tape recorded with the permission
of the interviewees and transcribed verbatim by a
research assistant. The transcripts were then
perused and content-analyzed by the first author.
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The content analysis focused on several themes,
including background characteristics of the partici-
pants, reasons for doing residency training in north-
ern Ontario, career paths and transition to urban
practice, reasons for practising in cities, likes and
dislikes about rural and urban medical practice, and
future practice plans. All transcripts were then read
a second time and the initial content analysis was
reviewed to ensure proper interpretation, classifica-
tion and inclusion of information.

Definition of rural

Since this study focuses on knowing why some
FMN and NOFM graduates decided to practise in
larger urban centres, it is necessary to determine
what “larger urban centres” mean in the present
context. In Canada, there are no officially sanc-
tioned or universally accepted definitions of “rural.”
Communities with a population of less than 10 000
and that are not in close proximity to a city are gen-
erally considered rural.16 Similarly, there is no con-
sensus on what “northern” means. In the present
study, “northern” refers mostly to northern Ontario
as defined administratively by the provincial gov-
ernment (i.e., the region of the province that is
north of, and including, the District of Parry
Sound).

Northern Ontario is not entirely rural or remote.
There are several small and mid-sized cities such as
North Bay, Sault Ste. Marie, Sudbury and Thunder
Bay. Thus it is the mandate of the 2 programs to
train family physicians to work in northern Ontario
cities as well as in small or remote communities.

In this study, Sudbury (population 155 000) and
Thunder Bay (population 120 000) are put in the
“larger urban centre” category, because practising
in these 2 urban centres may be more like practis-
ing in other mid-sized cities than in rural or remote
communities. Both cities have a fairly large regional
tertiary care hospital, other health care services
(e.g., cancer treatment centres, mental health pro-
grams and nursing homes) and a considerable
number of specialists. Thus, for the purpose of this
study, “larger urban centres” refer to cities with a
population of 100 000 or more (including those in
northern Ontario). This also corresponds to the
Census Metropolitan Area definition used by Sta-
tistics Canada.

This component of the research project was
approved by the Research Ethics Board at Laurent-
ian University. All interviewees gave informed con-
sent verbally over the telephone.

Results

We conducted 14 interviews of family physicians.
Since the FMN graduates as a group did not differ
substantially from the NOFM graduates as a group
with respect to demographic characteristics and the
nature of their responses, the 2 programs are not
distinguished in the presentation of findings. When
a quote from a participant is used, the individual is
identified only by his or her identification number
(in parentheses).

Characteristics and practice locations of
research subjects

Table 1 presents the characteristics of the subjects
and Table 2 shows their practice locations at the
time of the interviews. It is worth noting that most
of the subjects did not come from a rural back-
ground. Most of them obtained their undergraduate
medical degrees from universities in Ontario. Close
to one-half of the interviewees were practising in
northern Ontario (i.e., in Sudbury and Thunder
Bay), with the remainder working in mid-sized or
large cities in southern Ontario or other provinces
such as Ottawa, Windsor and Edmonton. However,
no one practised in very large cities such as Toronto
and Vancouver.

Transition to urban practice

The interviewees were asked to indicate where they
had practised since completion of their residency
training. If they had worked in more than one com-
munity, they were asked to identify each community,

Table 1. Respondents’ (n = 14) demographic 
and medical training characteristics 

Characteristic 
No. of 

respondents 
Sex  
    Male 8 
    Female 6 
Rural background  
    Yes 4 
    No 10 
Program  
    NOFM (Sudbury) 8 
    FMN (Thunder Bay) 6 
Year of completion of residency  
    1993–96 7 
    1997–99 4 
    2000–02 3 
NOFM = Northeastern Ontario Family Medicine 
program; FMN = Family Medicine North program. 



how long they had worked in each place, the nature
of their practice and why they decided to relocate.
The information was used to chart a career path for
each physician and to establish patterns of transi-
tion to urban practice.

Several patterns can be identified. Five physicians
started practising in an urban setting immediately
after graduating from FMN or NOFM. Six physi-
cians gravitated toward urban practice following a
short period of working as locum tenens (most of the
locums were in rural areas), travelling and (or) fur-
ther medical training. Both of these patterns suggest
little (for those doing rural locums) or no rural prac-
tice before working in an urban setting. The third
pattern is characterized by a period of rural practice
lasting one or more years followed by the transition
to an urban practice. There are 2 physicians in this
category. One physician moved back and forth
between rural communities and cities.

Reasons for choosing urban practice

In analyzing in-depth interviews, it is useful to know
what factors were not reported by the interviewees
as being responsible for their decisions to practise in
cities. First, their decision to work in cities was not
because they were disinterested in rural practice.
Most thought that rural practice was more reward-
ing, particularly in terms of autonomy, variety of
clinical work and respect from patients. When asked
to compare their current urban practice with their
previous rural practice, several subjects expressed
what could be described as a sentiment of rural nos-
talgia. As one subject remarked, “urban family prac-
tice is boring, to a large extent, I should say”
(respondent 07).

Second, the decision to move to urban practice
was not because physicians were insufficiently pre-
pared for rural practice. As a matter of fact, almost
all respondents had nothing but praise for the 2 res-
idency programs and the preparation they provided

for northern or rural practice. When asked to com-
ment on the quality of his residency training, one
interviewee said it gave him “an increased level of
confidence in the [northern] practice setting”
(respondent 14). 

Third, only one physician mentioned that there
was no opportunity to set up a practice in a rural
community in which he and his family would have
liked to live. In other words, lack of medical prac-
tice opportunities in rural areas was not a major
reason for physicians ending up in cities. 

Finally, none of the respondents indicated that
they felt inadequately compensated for rural prac-
tice. One physician admitted: “I get paid more to
work in a rural area than I do to work [in a city]”
(respondent 03). In other words, the decision to
work in cities was not financially motivated.

When asked to explain why they chose to prac-
tise in cities, many subjects offered more than one
reason and some mentioned the pros and cons of
practising in urban versus rural areas. The respons-
es were examined to identify similar reasons. The
reasons were further grouped into 4 main cate-
gories: family concerns, personal preferences,
returning to roots and professional or political con-
siderations. Table 3 lists the reasons for choosing
urban practice and the number of times each reason
was mentioned.

Family concerns

Family and personal reasons were mentioned most
frequently. In particular, the spouse appeared to
play an important role in shaping practice location
decisions. “Spouse’s employment or career” was
mentioned 9 times. The following is a typical
response:

The key factor for us was the spouse’s occupation. . . I really
enjoyed living up in [a mostly rural region in eastern Ontario].
It was a beautiful area and I loved the outdoor[s]. . . But for me
the move down [to a mid-sized city in southern Ontario] was
really more for [my] spouse’s occupation. (respondent 14) 

It is worth noting that male physicians were just
as likely as female physicians to say that their deci-
sions to work in cities were at least partly due to
their spouse’s employment or career. It appears that
the traditional mobility pattern of the wife following
the husband no longer holds true. Other family-
related reasons were mostly related to children or
the extended family and included lack of good
schools for children in rural areas and being too far
away from relatives.
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Table 2. Respondents’ (n = 14) practice locations 

Location 
No. of 

respondents 
Geographic region  
    City in southern Ontario (e.g., Windsor) 7 
    City in northern Ontario (e.g., Sudbury) 6 
    City in another province (e.g., Edmonton) 1 
Community size  
    Large city (250 000 to 1 million people;  
    e.g., Ottawa) 

7 

    Mid-sized city (100 000 to 200 000 people;  
    e.g., Thunder Bay) 

7 
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Reasons related to “preference for city living by
respondent or spouse” were mentioned 6 times. Sev-
eral interviewees talked about the pluses and minus-
es of living in a small community. Some of the nega-
tive aspects mentioned were social isolation, lack of
privacy, lack of stimulation and lack of available ser-
vices (e.g., good restaurants). One physician
remarked, “I think the satisfaction as a family physi-
cian is probably greater in rural area[s] in general,
except I think that lifestyle in a smaller city or rural
area is more difficult” (respondent 03). 

Conversely, each of the 7 professional reasons
was mentioned only once (Table 3). Two physicians
decided to pursue urban practice in northern
Ontario for “political” reasons. At the time, the
Ontario provincial government was considering
new policies (e.g., linking billing numbers of new
physicians to their practice locations) to channel
newly licensed doctors to smaller or more remote
communities. Fearing that they might be “trapped”
in a remote location and unable extricate to them-
selves later on, these physicians decided to make a
strategic move by setting up practices in urban com-
munities instead.

The 2 physicians who were originally from north-
ern Ontario and who were still practising there cit-
ed “returning home” as their main reason for decid-
ing to work in one of the 2 northern Ontario cities.
One of them confided that he wanted to practise in
this northern Ontario city “because of the family
roots that I have here. My wife is from here too. So
that was important” (respondent 12).

Future plans and attachment to rural
practice

What about the future? How likely is it that physi-
cians will give up “big cities and bright lights”? The
interviewees were asked to ponder their future, par-
ticularly in relation to a possible return to rural
practice. The results are reported in Table 4.

Most respondents indicated that they had no
plans to give up urban practice. One specifically
said that after working in a city for several years,
the skills needed for rural practice were no longer
there. A few of them did not rule out the possibility
of eventually returning to rural practice, but said it
was not in the foreseeable future. Only 1 physician
had made plans to return to rural practice.

This does not, however, necessarily mean that
rural medical practice no longer has any appeal to
them. On the contrary, it appears that most of the
participants had lingering links to rural medical

Table 3. Reasons for practising in cities 

Reason 
No. of 

respondents 
Family concerns  
    Spouse’s employment or career 9 
    Cities are better for children (e.g., better schools) 3 
    Closer to extended family 3 
    Health problems experienced by family members in northern Ontario 1 
Personal preferences  
    Subject or spouse preferred city living 6 
    No ethnic or cultural ties in rural areas 1 
Returning to roots  
    Originally from Sudbury or Thunder Bay and wanted to return home to practise 2 
Professional or political considerations  
    Easier to be part-time or have flexible medical practice in cities 1 
    Professional isolation in rural areas 1 
    Difficult to specialize in a special field (e.g., palliative care) in rural areas 1 
    Wanted to do obstetrics in a large centre with full back-up 1 
    Easier to establish medical practice in northern Ontario city where contacts 
    and networks were established 

1 

    Opportunity to teach in a medical program 1 
    Concern about proposed heath care policies 2 

Table 4. Respondents’ future plans for medical practice 

Future plan 
No. of 

respondents 
No plan to give up urban practice 8 
No plan to leave city but desire to practice in 
nearby small communities 

2 

No plan to give up urban practice but desire to 
do rural locums 

1 

Plan to leave city in a few years but not 
necessarily for a rural area 

1 

May return to rural practice when children 
grown 

1 

Has made plans to return to rural practice 1 



practice. Almost all regarded rural practice to be
more challenging and stimulating than working in
an urban environment. Some maintained a broad-
scope practice or worked in multiple clinical set-
tings, possibly in an attempt to mimic a rural prac-
tice profile, as other studies have shown that rural
family physicians tend to have a much broader
scope of practice than their urban counterparts.1,17

Interestingly, several physicians who worked in
the 2 northern Ontario cities considered their
practices “not rural and not urban.” One physi-
cian described his practice as a “northern urban”
practice, which was deemed to be different from
an urban practice in southern Ontario. Another
physician explained:

Thunder Bay, I find, is unique, because they call it a city but
you still practise, I feel, like a rural family doctor because we
are remote. . . from the rest of Ontario, the bigger centres. So. . .
even though there are specialists, there is a big shortage of spe-
cialists. So, you still [have] to do so much. . . in terms of your
own management. (respondent 11) 

Thus they claimed not to have completely given up
on rural medicine. Also, as shown in Table 4, a few
physicians, though living and working in cities,
would like to do some rural locums or see patients
in nearby small towns.

Discussion

This study has shown that family and personal fac-
tors are the main reasons for choosing to work in
cities. There is very little that medical schools or
governments can do to alter personal preferences,
family relationships or spouses’ career aspirations.
As one physician put it, “spouse’s occupation was a
big thing. I don’t really know if you can do anything
about that” (respondent 08). The importance of
spousal influence, especially in relation to spouses’
career goals or plans, has also been reported in oth-
er studies.10,11,14,18

In light of the importance of spousal influence,
when recruiting physicians, rural communities
should pay special attention to the needs and expec-
tations of the physicians’ spouses. A successful
recruitment may be short lived if the physician’s
spouse is not content. The role of a rural physician
recruitment committee may need to be expanded to
include finding suitable employment for the physi-
cian’s spouse. This may require involving or getting
the cooperation of local businesses and employers.
At the very least, rural communities should try to
make physicians and their families feel welcome and

to integrate them into the community as a way of
reducing feelings of social isolation.19 This is particu-
larly important in light of the expected rise in the
number of international medical graduates, many of
whom will receive additional medical training in
rural areas or may be required by provincial min-
istries of health to spend some time in underserved
communities.

NFM and NOFM

The focus of this study is on those FMN and
NOFM graduates who have “abandoned” rural
practice, but this does not imply that the 2 residency
programs have not fulfilled their mandate. The suc-
cess of these 2 programs in training physicians to
work in northern Ontario and rural areas has been
well recognized. A companion study by Heng and
colleagues20 found that just over two-thirds (67.5%)
of the person-years of medical practice by FMN
and NOFM graduates took place in northern
Ontario (including cities) and rural areas.

The success of the 2 programs can also be gauged
by how their graduates viewed their training. Many
participants said that FMN and NOFM were 2 of
the best family medicine residency programs. The
one-on-one preceptor model of learning and the
opportunity to see many patients and do a lot of
hands-on procedures were deemed especially
appealing, as exemplified by this comment: “The
other thing is that because the model is preceptor-
based, I actually received a tremendous amount of
direct supervision by very highly qualified individu-
als” (respondent 02).

It is possible that not all physicians who did their
residency at FMN and NOFM had intended to
pursue rural practice, at least not for the long haul.
When asked if the desire to practise rural medicine
was the reason for doing a residency in northern
Ontario, one physician admitted, “Well, I mean, not
so much. The rural environment wasn’t as impor-
tant to me. The level of training there was” (respon-
dent 08). It is ironic that as the programs become
more recognized for their approach and perfor-
mance, the more likely they are to attract applicants
who are more interested in the quality of the pro-
grams than they are in becoming rural physicians. It
is, therefore, important for rural medicine programs
to select trainees who have a genuine interest and
desire to engage in rural practice upon graduation.
Admittedly, this is easier said than done.

One also needs to be realistic about the outcome
of any rural or northern medical education pro-
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gram. A certain degree of “attrition” (i.e., graduates
not becoming rural or northern physicians) is
inevitable, though efforts should be made to lower
the attrition rate as much as possible.

Limitations

This study has a few limitations. As it is based on
a non-representative sample of graduates from 2
residency programs that are located in one region
of the country, the findings are not necessarily
generalizable to all former rural physicians or all
physicians who have undertaken rural medical
training. Like many other studies using a qualita-
tive research approach, this one is exploratory in
nature. Its intent is to explore a hitherto under-
studied topic and to shed new light on how prac-
tice location decisions are made. It is, therefore,
suggested that future studies involve family
physicians from a wider range of medical training
programs with a rural or northern orientation.
This will help avoid obtaining findings from or
drawing conclusions based on just a handful of
programs.

Many of the subjects in this study were new
physicians — a few had practised for 3 years or less.
As a result, we might not have seen the full impact
of the need to make important career choice deci-
sions, including decisions to stay or not to stay in
rural practice. If a similar study is to be conducted
in the next few years, we may see more intricate and
interesting career path patterns or we may see more
switching back and forth between rural and urban
settings. Thus this calls for the continuing monitor-
ing of practice locations as well as examination of
decision-making processes.

Conclusion

Decisions regarding where to practise tend to be
complex. This is evident in the fact that few partici-
pants in this study offered a single reason for work-
ing in urban centres. Similarly, there were different
pathways leading to urban practice. In some cases,
the transition to urban practice was straight for-
ward, like establishing an urban practice immediate-
ly after completion of residency training; others
were more complicated. Family and personal factors
were the main reasons for choosing the urban
option. Preference for urban lifestyle and the needs
of the spouse or children were especially important.
The most often cited reason was the spouse’s
employment or career. Although most of the partici-

pants had no plans to give up on “big cities and
bright lights,” there appeared to be a lingering
attachment to rural practice.

Many new initiatives in rural medical education
have been introduced in recent years.15,21 Most
Canadian medical schools now offer some rural
medical training opportunities at the undergraduate
level, at the post-graduate level or both. There is a
desire to know the extent to which these initiatives
have been successful in training physicians to work
in rural, northern or remote areas. The findings of
this study provide some useful insights that could
help medical educators and decision-makers know
what to expect and understand how practice loca-
tion decisions are made by doctors.
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