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Abstract
The inter-provincial migration patterns of family physicians in Canada show that some prov-
inces like Newfoundland and Saskatchewan experience persistent net out-migration, while 
others, including Ontario and British Columbia, are destinations more often than origins 
of migrants. Governments in provinces exhibiting net out-migration have responded with a 
number of incentive and recruitment programs. In this study, we investigate the determinants 
of the stated interprovincial migration intentions of 3,995 rural and urban family physi-
cians in the 2010 wave of the National Physician Survey. We consider a range of physician 
characteristics, community attributes and working conditions. We find that in the intention 
to move, higher compensation has a modest effect, while the community characteristics have 

RESEARCH PAPER 

Inter-Provincial Migration Intentions of Family 
Physicians in Canada: The Roles of Income  

and Community Characteristics

Intentions de migration interprovinciale chez les 
médecins de famille au Canada : rôles du revenu  

et des caractéristiques locales

H aizhen      Mo  u, PH D

Associate Professor, Johnson-Shoyama Graduate School of Public Policy 
University of Saskatchewan

Saskatoon, SK

M . Ro se Ol fert , M A

Professor, Johnson-Shoyama Graduate School of Public Policy
University of Saskatchewan

Saskatoon, SK



HEALTHCARE POLICY Vol.11 No.2, 2015  [59]

Inter-Provincial Migration Intentions of Family Physicians in Canada

a consistently important influence. Our results suggest that policy and program designers 
should acknowledge the critical role of community-level living and working conditions in 
their family physician recruitment and retention efforts.

Résumé
Les schémas de migration interprovinciale des médecins de famille au Canada montrent que 
certaines provinces comme Terre-Neuve et la Saskatchewan connaissent une émigration nette 
constante tandis que d’autres, notamment l’Ontario et la Colombie-Britannique, représentent 
plus souvent les points d’arrivée que les points de départ des migrants. Les gouvernements des 
provinces qui connaissent une émigration nette constante ont mis en place plusieurs mesures 
incitatives et programmes de recrutement pour faire face à la situation. Dans cette étude, 
nous examinons les déterminants des intentions de migration interprovinciale chez 3 995 
médecins de famille en milieux ruraux et urbains, et ce, dans le cadre du Sondage national 
des médecins de 2010. Nous avons pris compte de plusieurs caractéristiques des médecins et 
des communautés, ainsi que des conditions de travail. Nous avons observé qu’une plus grande 
rémunération a de modestes effets sur l’intention de déménager, alors que les caractéristiques 
de la communauté ont une influence assez importante. Nos résultats font voir que, dans leurs 
efforts pour recruter et retenir les médecins de famille, les responsables des politiques et des 
programmes devraient tenir compte des rôles importants liés au niveau de vie dans la commu-
nauté et aux conditions de travail.

T

Introduction
An oft-cited symptom of the consequences of the current geographic distribution of physicians 
in Canada is the increasing number of patients unable to find a family doctor and having to 
resort to emergency rooms and walk-in clinics for their primary care. In the past decade, a num-
ber of provincial governments have increased physicians’ pay to attract them to their provinces 
(Grant and Hurley 2013). As a result, the average incomes of physicians have increased from 
three-and-a-half times the average Canadian worker’s salary to nearly four-and-a-half times 
(Grant and Hurley 2013). Financial incentives in one province have implications for the health-
care costs of other provinces, resulting in a “race to the top” by the provinces (McDonald and 
Worswick 2012). 

Nevertheless, these policies have not been adequate to offset family physicians’ apparent 
location preferences, as reflected in the net migration patterns that continue to dispropor-
tionately favour some provinces over others. Interprovincial migration of family physicians 
resulted in Newfoundland, Prince Edward Island, Saskatchewan, Manitoba and Nova Scotia 
being “net loss” provinces in 2010, while Ontario, British Columbia and New Brunswick 
gained more doctors than they lost. Quebec and Alberta maintained a relative stable supply 
of physicians (CIHI 2011). 
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Numerous studies have focused on the importance of remuneration in the recruitment 
and retention of physicians, but few have modelled physicians as active agents who weigh all 
the competing incentives and constraints (Grépin and Savedoff 2009). The objective of this 
paper is to model Canadian family physicians’ inter-provincial migration intentions to provide 
empirical evidence regarding the extent to which remuneration and community characteristics 
influence their migration intentions. While the current location of the surveyed physicians is 
known, and we exploit this information in terms of identifying the physicians as residing in 
“urban” or “rural” locations, data on intended migration exist only for moves out of province. 
Thus, our analysis does not extend to within-province moves.

Literature Review
There are numerous studies of location choice of physicians in Canada and abroad (Hurley 
1991; Kazanjian and Pagliccia 1996; McGuire 2000; Simoens and Hurst 2004; Wade et 
al. 2007), particularly for rural and remote areas (Chauhan et al. 2010; Dauphinee 2006; 
Florizone 1997; Goetz and Debertin 1996; Hancock et al. 2009; Hays et al. 2003; Mainous 
et al. 1994; Nestman 1998; Pope et al. 1998; Rourke et al. 2003; Williams et al. 2001). Our 
focus in this study, inter-provincial migration, is just one manifestation of physician move-
ment. 

The major variables of importance in physicians’ inter-provincial migration decisions can 
be clustered into a number of categories. First, existing studies have recognized the importance 
of personal characteristics. Young, male and single physicians are more likely to move than 
their counterparts (Basu and Rajbhandary 2006; Vanasse et al. 2009). Physicians usually move 
to other provinces within the first five years of establishing a medical practice (CIHI 2007). 
French-speaking physicians are less likely to move, confirming an expected language barrier 
between Quebec and other provinces (Benarroch and Grant 2004). Immigrant physicians in 
rural communities are drawn to the large cities in Ontario (McDonald and Worswick 2012). 

Second, considerations pertaining to professional practice are cited as the most impor-
tant factor in the migration decisions of physicians. Dissatisfaction with professional life and 
professional relationships are good predictors of physicians’ intentions to move to other prov-
inces (Vanasse et al. 2009), and also the migration from rural to urban areas. For example, 
physicians located in rural communities are more likely to move than those in urban centres 
because of the lack of partners, locum relief, support from specialists and uninterrupted free 
time from work (Barer et al. 1999; CIHI 2007). Indeed, the most commonly cited reasons for 
leaving rural practices by family physicians are factors like burnout, excessive workload, exces-
sive on-call duties and lack of time off for vacations or continuing medical education, rather 
than income (Mainous et al. 1994; Nestman 1998; Williams et al. 2001). 

Third, family concerns have become increasingly important in inter-provincial migration 
decisions of physicians. Preferences of physician spouses are particularly important because of 
the growing prevalence of two-income earner families (Barer et al. 1999; Mathews et al. 2012). 
Indeed, migration of physicians is a family decision that depends on the education,  
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age and other characteristics of the spouses (McDonald and Worswick 2012). Since the  
availability of employment opportunities for spouses and the presence of professional/social 
peer groups for all members of physician families are concentrated in communities with a 
larger population (Barer et al. 1999), it becomes increasingly challenging for small communi-
ties to attract and support physician–spouse pairs (Mathews et al. 2012; Vanasse et al. 2009).

Fourth, there is evidence, albeit mixed, concerning the importance of the level of com-
pensation in inter-provincial migration decisions of physicians. Benarroch and Grant (2004) 
find that income differences between provinces have a significant and positive effect on physi-
cians’ decision to move. This finding is partially confirmed by Rajbhandary and Basu (2006) 
for physicians residing in Ontario and Saskatchewan, but not for those from other provinces. 
Dostie and Léger (2009) find that individuals with greater unobserved ability or desire to 
generate income are more likely to migrate to provinces where the returns are greater. On the 
other hand, income and financial incentives have been shown to be ineffective in the long-term 
retention of physicians in underserved areas (Anderson and Rosenberg 1990; Sempowski 
2004). While some physicians were attracted by higher salaries in other provinces, others 
reported that income had limited influence on their migration decisions (Mathews et al. 2012).

Fifth, a few studies address the role of community characteristics in migration decisions 
of physicians. For example, Thommasen et al. (2000) find that the percentage of physicians in 
British Columbia who practiced in the same community for at least 10 years increased sharply 
for communities of more than 7,000. In another study, Thommasen and Thommasen (2001) 
find that long-term physician retention rates are lower in health regions with lower family 
physician-to-population ratios and lower specialist-to-family physician ratios. A case study 
by Cameron et al. (2010) reveals that four community attributes – appreciation, connection, 
active support and physical/recreational assets – are positively related to physician retention in 
four rural Alberta communities.

Most of the studies summarized above about inter-provincial migration of physicians 
were conducted either at the provincial level (Basu and Rajbhandary 2006; Benarroch and 
Grant 2004; CIHI 2007) or individual physician level (Barer et al. 1999; Mathews et al. 
2012; Vanasse et al. 2009). The few that explicitly studied community characteristics are all 
about the retention of physicians in local communities instead of inter-provincial migrations. 
In summary, none of the work discussed above has empirically studied the role of community 
characteristics in inter-provincial migration of physicians, probably due to the absence of a 
data set with detailed information of both physicians and communities.

Methods
From the literature reviewed above, the most cited reasons for migration are professional 
practice and family concerns. Many of these factors, in turn, are highly dependent on the pop-
ulation size of the community, as the latter will determine the community-level presence of a 
highly educated professional peer group, other family physicians and specialists (and thus on-
call imperatives); the number and types of jobs for family members; the number and quality 
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of educational possibilities; the recreation possibilities; and the access to international airports 
(Chen and Stuart 2008; Scott 2009; Stabler and Olfert 2002). In addition to local population 
size, the distance from a rural community to the nearest urban centre will be important, as it 
represents the cost of accessing professional support, as well as the full range of employment 
and consumption goods and services in larger centres (Partridge et al. 2008). 

In equation (1) below, the inter-provincial migration intentions of family physicians is 
modelled as a choice between remaining in the current province versus moving, as a function 
of the physician’s personal characteristics, the community characteristics and relative income 
that will be earned:

Logit [stay (0) / move (1)]i = 0  + 1 × Personal Characteristicsi (Female, Age,  
Age_Square, IMG, French) + 2 × Community Characteristicsir (Population, Distance)  
+ 3 × Income Differenceirj (RealFeeDif) +                                                                                                                               

									         (1)

where subscript i represents the physician, r his or her current community and j the 
potential out-of-province destinations. The underlying assumption is that family physicians, 
like other professionals, make a choice regarding their practice location. This choice reflects 
their expectations regarding incomes, opportunities and/or lifestyle in potential future locations 
compared with their current situation (Beeson and Eberts 1989; Goetz and Debertin 1996). 
The logit estimation strategy reflects the dichotomous nature of the stay/move decision.

The migration intentions and personal information of physicians are from the 2010 
wave of the National Physician Survey (NPS), the largest and most comprehensive census of 
family physicians in Canada, administered to all family physicians every three years. In total, 
6,602 of 34,810 family physicians responded to the survey in 2010, a response rate of 19%. 
We chose those respondents who are at or below the age of 65 in 2010 as our sample popula-
tion because we want to understand inter-provincial migration intentions of family physicians 
for purposes other than retirement. We excluded the 19 family physicians practicing in the 
three territories because their communities are too different from the other communities, 
particularly in terms of distance to the nearest urban centre. After these selections, our tar-
geted sample has 4,711 family physicians. Data availability for all the variables in equation (1) 
reduced our sample size to 3,995, or 84.8% of the 4,711 physicians. In an examination of the 
mean values of variables in the full targeted sample and the reduced sample, we find virtually 
no difference in any of the variables of interest, leading us to infer that there is no bias due to 
missing values for some variables. 

A Census Consolidated Subdivision (CCS) represents our “community” in which 
physicians serve the local and nearby clientele. We divide our sample into urban and rural 
communities, as the community characteristics are fundamentally different between the two, 
as are the recruitment and retention challenges. For purposes of this study, urban is defined 
as consisting of Census Metropolitan Areas (CMAs) and Census Agglomerations (CAs), as 
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defined by Statistics Canada, while rural is everything else. According to Statistics Canada 
(2013), CMAs and CAs are geographic areas consisting of one or more neighbouring munici-
palities situated around a core. A CMA must have a total population of at least 100,000, of 
which 50,000 or more live in the core. A CA must have a core population of at least 10,000. 
In our sample, 3,348 physicians were practicing in urban communities and 647 in rural 
communities. The population size of communities is from Census 2006. The distance of a 
rural community from the nearest urban centre is provided by the Canada Rural Economy 
Research Lab at University of Saskatchewan (C-RERL). The distances were computed based 
on straight line calculations (i.e., “as the crow flies”) by the Remote Graphics Software.

Because the NPS did not ask the family physicians who intend to move about their 
intended destinations, we make an assumption based on past trends. We assume the intended 
destinations are the top three most popular destination provinces of actual movers in 2010 
(CIHI 2011), representing 80% of family physicians’ moves within Canada. Our destination 
characteristic is the weighted average value for the three potential destination provinces, com-
mon for all family physicians in a province.

We use the difference in real fees for fee-for-service physicians between the current  
and destination provinces, RealFeeDif, to represent the higher real income in the current 
relative to potential destination provinces. Although only 41% of the family physicians in 
our sample work exclusively under the fee-for-service arrangement, the aggregate data show 
that 62% of all the clinical payments to family physicians were through fee-for-service in 
2010 (CIHI 2012).

Although the response rate (19%) for the NPS census is low, NPS (2010) reports strong 
similarity between subgroup distributions in the NPS respondents and in the physician 
population based on five basic group characteristics. The NPS study also acknowledges non-
response bias in certain groups, including an over-representation of females and older family 
physicians. Another limitation is that there are no data of payment levels from alternative pay-
ment methods such as contract and salary. 

The descriptions, data sources and descriptive statistics of all the variables, for the rural 
sample and urban sample separately, are provided in Table A1 of the Appendix. In the follow-
ing section, we will first discuss the estimation results based on estimation equation (1) and 
then report results of several sensitivity analyses. 

Results
Columns (1) and (2) in Table 1 present the estimation results for rural and urban physicians, 
respectively. Robust standard errors are used in all the estimations. A result is reported as sta-
tistically significant if its p-value is less than 5%. 

Rural physicians 
For rural physicians (Col. 1), there is no statistically significant difference in the intention 
to move between female and male physicians, nor between younger and older physicians 
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or between those who speak only French and others. However, results show that the odds 
of intending to move to other provinces for international medical graduates (IMGs) are 
three times those of Canadian medical graduates (CMGs), a finding consistent with that of 
Mathews et al. (2013) in Newfoundland. 

Table 1. Migration intentions of rural and urban family physicians

Covariables Rural Urban

Odds ratio 95% CI Z score Odds ratio 95% CI Z score 

Personal characteristics  

Female 0.63 [0.31–1.27] −1.29 0.66** [0.43 – 0.99] −1.99 

Age 1.002 [0.74 –1.36] 0.01 0.78*** [0.65 – 0.93] −2.82 

Age_Square 1.000 [0.996 –1.003] −0.3 1.002** [1.000 –1.004] 2.26 

French 0.14 [0.02 –1.07] −1.89 0.32 [0.1–1.06] −1.86 

IMG 3.08*** [1.54 – 6.14] 3.19 2.93*** [1.86 –4.62] 4.63 

Community characteristics

Population 0.96** [0.93–1.00] −2.01 1.000 [0.999 –1.000] −1.26 

Distance 1.003 [1.00 –1.01] 1.89  

Income difference  

Real Fee Dif 1.002 [0.99 –1.01] 0.32 1.003 [1.00 –1.01] 0.91 

Regression statistics  

N 647 3,348  

Pseudo R2 0.12 0.07  

Chi-square (p-value) 36.68 (0.00) 72.65 (0.00)  

Linktest_hat 0.03 0.59  

Linktest_hatsq 0.81 0.47  

Legend: *p < 0.1; **p < 0.05; ***p < 0.01.

In terms of community attributes, the estimation results show that population size of  
current rural community has a statistically significant influence on the inter-provincial 
migration intentions of family physicians. If Community A has 1,000 population less than 
Community B, the odds of a physician moving out is 4% higher. Neither distance to the 
nearest urban centre (Distance) nor differences in real fees between current and potential des-
tination provinces (RealFeeDif ) are influential at the 5% statistical significance level. 

Urban physicians 
The results for urban physicians (Col. 2) differ markedly from those for rural physicians. 
Most personal characteristics of physicians are statistically significant, suggesting that gender, 
age and training background of physicians all affect migration intentions. In particular, the 
odds of moving for female physicians are only two-thirds those of male physicians. Like rural 
physicians, the odds of moving for IMGs are about three times those for CMGs. A one-year 
increase in the age of physicians decreases the odds of moving by 2.4%. Further, the odds ratio 
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of Age_Square, at 1.002, suggests that the speed of the influence of age on migration intentions, 
i.e., the slope of age, also diminishes with age. These findings about the influence of gender 
and age confirmed those of Basu and Rajbhandary (2006) and Vanasse et al. (2009).

Interestingly, population size of urban communities does not have a statistically signifi-
cant effect on urban physicians’ intention to move, maybe because the size of any urban centre 
(with a core population of at least 10,000) is sufficient for market size, sustainable working 
conditions and accessible amenities. Like rural physicians, the difference in real fees is not 
influential in migration intentions. 

The role of foreign training in migration intentions of rural physicians 
As 18% of the physicians practicing in rural communities are IMGs in our sample, we provide 
separate results for CMGs and IMGs who practice in rural communities in Columns 1 and 2 
of Table 2, respectively. 

Table 2. Migration intentions of CMGs and IMGs in rural communities

Covariables Rural CMGs Rural IMGs

Odds ratio 95% CI Z score Odds ratio 95% CI Z score

Personal characteristics

Female 0.54 [0.24 –1.12] −1.49 1.06 [0.24–4.76] 0.08 

Age 0.93 [0.65–1.32] −0.41 0.85 [0.36–2.00] −0.37 

Age_Square 1.0003 [0.996 –1.004] 0.13 1.001 [0.99–1.01] 0.22 

French 0.18 [0.02–1.46] −1.61 (dropped)  

Community characteristics

Population 0.94** [0.90 – 0.99] −2.52 0.98 [0.92–1.04] −0.73 

Distance 1.001 [0.997–1.005] 0.56 1.01*** [1.006 –1.02] 3.56 

Income difference

Real Fee Dif 0.99* [1.00–1.02] −1.7 0.98** [0.96 –1.00] 2.03 

Regression statistics

N 530 113  

Pseudo R2 0.09 0.28  

Chi-square (p-value) 19.81 (0.01) 20.51 (0.00)  

Linktest_hat 0.61 0.001  

Linktest_hatsq 0.75 0.1  

Legend: *p < 0.1; **p < 0.05; ***p < 0.01. The variable “French” was automatically dropped by STATA because all the IMGs who speak only French do not plan to 

move in the next two years.

The sign and significance of all the coefficients in Column 1 (CMGs) are consistent with 
those in Column 1 of Table 1, suggesting that the results for all rural physicians are largely 
driven by physicians trained in Canada. In particular, CMGs value the working conditions 
implied by the community size. An increase of 10,000 population in a rural community 
reduces the odds of moving by 6% for CMGs. 
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The motivations of IMGs in migration intentions (Col. 2) are quite different from those 
of CMGs. The community size has no statistically significant influence on IMGs’ intention to 
move, while distance to the nearest urban centre (Distance) has a strong positive effect.  
The odds ratio associated with Distance suggests that 100 additional kilometres away from  
the nearest urban centre increases the odds of moving for IMGs by 12%.  

For IMGs (Col. 2), unlike CMGs, a higher real fee in the current province relative to 
potential destination province is associated with lower odds of moving (98%). The odds ratio 
suggests that an additional $10,000 higher real fee relative to the potential destination prov-
inces will decrease their odds of moving by 2%. 

In contrast to rural physicians, there is no significant difference between IMGs and non-
IMGs in terms of importance of income and community size for migration intentions among 
urban physicians (results available upon request).

Sensitivity analysis 
The estimation models discussed above are all jointly significant at 5% or lower level, as sug-
gested by the log likelihood chi-square statistics and their associated p-values in Table 1 and 
Table 2. However, the low pseudo R-squares and some of the model specification error test 
statistics (Linktest results in Table 1 and 2) suggest that other factors should also be consid-
ered. We therefore conducted several sensitivity tests to see how the other, often suspected 
factors affect our main estimation results. The additional variables and their sources used in 
the sensitivity analyses are described in Table A1 in the Appendix. 

First, physicians practicing in rural communities may not be paid through fee-for-service, 
but rather by salary or contract. We therefore estimate a model that includes alternative 
payment methods in addition to the variables in Table 2, on rural IMGs and rural CMGs 
separately. The findings concerning the relative importance of community attributes and fee 
difference for both IMGs and CMGs are robust to the inclusion of alternative payment meth-
ods (see Tables A2 and A3 in the Appendix).

Second, while overhead costs of running a clinic may be expected to affect physicians’ 
migration intentions, regressions including overhead costs suggest that it is not a statistically 
significant factor for the migration intentions of either IMGs or CMGs in rural communities 
(see Tables A2 and A3 in the Appendix).

Third, some may wonder whether the location decisions of IMGs are somewhat con-
strained before they have their full licences. A condition of special provisional licences may 
be that IMGs sign a “return-for-service” agreement and serve in under-serviced communi-
ties for several years before obtaining a full licence (Mathews et al. 2013; Saskdocs 2015). 
This condition of provisional licences may reduce the mobility of IMGs in their first few 
years of practice. The maximum number of years allowed for IMGs with a provisional 
licence to obtain a full licence varies among provinces. For instance, three years are allowed in 
Newfoundland (Mathews et al. 2008, page 38), and five years in Manitoba (Armstrong et al. 
2013, page 8). We chose the maximum allowed time, five years, to represent the period during 
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which the IMGs’ location decisions may be encumbered because of not having a full licence. 
We therefore included a dummy variable indicating whether the years licenced to practice 
(provisional or full) are less than or equal to five years in a sensitivity analysis. The estimation 
result shows that whether an IMG has passed the maximum five-year period and (probably) 
achieved full licensure has no statistically significant effect on his or her migration intention 
(see Table A2 in the Appendix). 

Finally, the results of multi-level (hierarchy) logit models confirmed that our estimation 
results in Table 2 are robust when the correlation among family physicians in the same com-
munity and in the same provinces are considered; our estimation results in Table 2 are also 
robust when family physicians are clustered by provinces (results available upon request).

Discussion

Policy implications for all provinces 
Our results have common policy implications for rural and urban communities in all the 
provinces. First, it is harder for all communities to retain IMGs than CMGs, perhaps with 
implications for those provinces where international recruitment is a perceived solution in 
addressing the physician distribution problem (Dauphinee 2006; Mathews et al. 2013).

Second, further fee increases are not likely to be effective in retaining physicians. One 
possible explanation is that, as the threat of losing physicians is often used as a justification for 
fee increases in negotiations between physician unions and provincial governments (Grant and 
Hurley 2013), the existing fee rate structure across provinces likely already incorporates past 
incentives, making additional fee increases an ineffective instrument for influencing migration 
intentions of physicians. 

Policy implications for provinces with a net out-migration of family physicians
During 2010, Newfoundland, Prince Edward Island, Saskatchewan, Manitoba and Nova 
Scotia suffered net losses of family physicians through inter-provincial migration of physicians 
(CIHI 2011). As rural physicians are much more likely to migrate than urban physicians, and 
the share of rural physicians in these “net loss” provinces (except for Prince Edward Island) 
are all above the national average, we next investigate the contribution of each of the statisti-
cally significant factors to rural physicians’ intentions to move from these provinces. The total 
contributions are calculated as the product of the marginal effect associated with a factor in 
Table 2 and the difference in value of that factor between the top destination province and the 
current province. Columns C1 and C2 in Table 3 are about CMGs practicing in rural com-
munities and Columns I1, I2 and I3 are about rural IMGs.

Column C2 suggests that the importance of population size varies across provinces for 
CMGs. For Newfoundland, if a rural community had an average population size as large as 
the average rural community in its top destination province, Alberta (18,690 instead of  
5,650), the intention to move for CMGs would decrease by 3.1%. Relative to the average  
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moving intention of 37.5% in Newfoundland, this effect is minimal. On the other hand,  
for Nova Scotia, an average community size as small as that in Ontario will increase the 
migration intention of CMGs by 2%, quite substantial relative to the overall migration  
intention of 4.2%. 

Table 3. Contribution of key factors to the migration intentions of rural physicians

Column (C1) (C2) (I1) (I2) (I3)

Current province Top 
destination 
province

Stay/Move
_CMGs (%)

Contribution 
of population 
(%)

Stay/Move
_IMGs (%)

Contribution 
of distance (%)

Contribution of 
RealFeeDif (%)

NL AB 37.5 −3.1 58.3 −6.7 −17.5

NS ON 4.2 2.0 7.7 −3.3 0.9

MB ON 11.4 0.8 21.4 −6.3 6.3

SK AB 16.7 −2.3 50 −5.2 −11.6

This finding thus suggests that while improving the working conditions and quality of 
life in small rural communities will significantly reduce the out-migration of CMGs from 
Nova Scotia, such programs will be less effective in Newfoundland. Non-community factors, 
including probably the remote location of the province, play a more important role than popu-
lation size in Newfoundland than in Nova Scotia. 

A comparison between Column (I1) and Column (C1) shows that IMGs in all the “net 
loss” provinces are more likely to move than those trained in Canada. Column (I2) suggests 
the distance to the nearest urban centre is influential for the migration intentions of IMGs. 
For instance, IMGs practicing in rural Manitoba would be 6% less likely to move (to poten-
tially Ontario), if their average travel distance to the nearest urban centre (99 km) were the 
same as in Ontario (46 km).

Column (I3) suggests that higher fees in the current province relative to the destination 
province have a substantial influence on the migration intention of rural IMGs. For example, 
if the real fee rate in Saskatchewan ($236,829) were to reach the same level as its top migra-
tion destination province Alberta ($291,948), the intention of moving for IMGs practicing in 
rural Saskatchewan would decrease by 11.6%. Even relative to the globally high moving inten-
tion of IMGs in rural Saskatchewan (50%), the influence of the fee difference is substantial. 

Conclusion
This study investigates the extent to which remuneration and community characteristics influ-
ence the inter-provincial migration intentions of family physicians in Canada. Our findings 
suggest that the influence of higher compensation on inter-provincial migration intentions is 
rather modest. What competition through fee increases will accomplish is a cascading increase 
in healthcare costs in ALL provinces. The exception is IMGs practicing in rural communities, 
where higher fees play an important role in retaining IMGs in rural communities. As a policy 
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option, this implies long-term high cost incentives to retain the IMGs in a community they 
would otherwise not choose. 

Our results also suggest that the intention of migration for CMGs in rural communities 
is strongly influenced by population size of those communities. A larger population base 
increases the “market potential” for an individual physician and his or her spouse, the number 
of physicians present in the community as well as the total bundle of private and public goods 
and services that can be supported locally. While policy makers cannot change the size of rural 
communities, nor re-locate them, this is a very important result in terms of the realism, or 
cost, of trying to incentivize physicians to locate in small/rural communities where they would 
not otherwise choose to locate their practice. Doing so may be a very high-cost and short-term 
remedy. Where a decision is made to recruit to a small community, there may be some benefit 
to looking for ways to mimic urban conditions by way of spousal hire programs, assistance for 
conference travel and support for other means of accessing peers and specialists. 

The findings regarding the importance of a minimum population size for retention of 
physicians may also suggest looking for a more flexible model of primary care delivery in rural 
communities. For example, by grouping physicians to work at an appropriately chosen centre 
for nearby rural communities via “Collaborative Emergency Centres” – a recent initiative of 
Nova Scotia and Saskatchewan – physicians can share workload and on-call responsibilities, 
provide professional support to each other and enjoy a higher satisfaction with work–life  
balance (Government of Saskatchewan 2014).
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