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Abstract 

Background: There is little evidence to show what scope of practice (SOP) means from the point of view of family 
physicians, how family physicians think about their SOP as it changes over time, or what factors shape and influence 
their SOP. Understanding family physician perspectives on SOP and the factors that influence it can aid our under-
standing of how it can constrain and enable physicians’ agency and autonomy in professional practice.

Methods: Using qualitative description and incorporating constructivist grounded theory data collection and 
analysis techniques, four focus groups were conducted involving twenty-four Ontario-based family physicians from 
different contexts, at different career stages, and with different practice experiences.

Results: Participants’ SOP was highly dynamic, changing throughout their careers due to factors both within and 
beyond their control. Their sense of their own SOP was the product of a continuous cycle of personal and profes-
sional transitions, exposures, and experiences throughout their careers. These family physicians sought regular and 
sustained mentorship, support, and engagement for their SOP throughout their careers. This was particularly the case 
during professional transitions and for drivers of their SOP for which they felt unprepared early in their careers, such as 
through the first years of independent practice, and when functioning as owner-operators of medical practices. Four 
descriptive themes were identified focusing on the nature of their current practice, their professional preparedness 
and supports, practice management dynamics, and ‘doctors are people, too’.

Conclusions: The SOP of the family physicians in this study was dynamic and unique to each individual, it emerged 
from interactions between their personal and professional lives and identities, and it was embedded in their lived 
experiences. SOP was also to some extent imposed and externally driven. This study advances understanding by 
exploring the ‘why’ and ‘how’ of SOP rather than focusing solely on what it is.

Keywords: Scope of practice, Medicine, Family physicians, Physician perspective, Factors, Lived experience, Clinical 
and non-clinical practice
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Background
Family physicians (FPs) are typically the coordinators and 
gate-keepers for their patients’ access to and navigation 
of health care systems in many developed and developing 
countries [1–6]. Although the responsibilities of FPs can 
encompass primary, secondary and tertiary levels of care 
[2], they mostly provide primary care services [7]. FPs 
also have the broadest potential patient base compared to 
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other medical specialties, which requires a broad knowl-
edge base which overlaps with that of many other medical 
specialties. Given the breadth of roles and responsibilities 
of FPs, it is important to understand the concept of scope 
of practice (SOP) of FPs in primary care—i.e., what these 
physicians actually do and what they are allowed to do in 
their professional practice throughout their careers.

Some researchers have explored primary care SOP 
using questionnaires and inventories, both in gen-
eral [7–9] and in specific settings [10, 11]. Others have 
compared the intended and reported scopes of practice 
(SOPs) of family medicine residents [12, 13], explored 
residency program and individual practitioner charac-
teristics [14], and compared SOP to family medicine pro-
gram match rates [15]. Other SOP-related studies have 
focused on rural community practice [16], family physi-
cian career choices [17], and what administrative data 
can say about SOP [18]. At different times, FPs’ SOP has 
been discussed in terms of its breadth and rate of change 
[19, 20], its geographic variation [21–23], how it changes 
over time[24–28], how it encompasses special interests 
or focused practice areas [29, 30], and how it relates to 
burnout among new practitioners [31, 32]. The impact on 
FP SOP when they are working in primary care teams has 
also been explored [33, 34].

Perspectives on how FPs think about SOP are notably 
absent from this literature, creating a deficit in knowl-
edge as to what factors influence their SOP or what con-
trol they have to direct it. Understanding FP perspectives 
on SOP can aid our understanding of the factors that 
shape FP practice and how they constrain and enable FPs’ 
agency in shaping their SOP. This study contributes to the 
growing literature on FP SOP by exploring practitioner 
perspectives. Our study addressed the question “how do 
FPs understand their own SOP, what factors influence 
their SOP, and how and why might these factors change 
their SOP throughout their careers?”.

Methods
Context
This study was conducted in the province of Ontario in 
Canada. Ontario has a population of 14.9 million peo-
ple with a FP population of 16,990 encompassing fam-
ily medicine (11,396), emergency family medicine (923), 
and general practice (4,671) representing approximately 
36% of all FPs in Canada [35]. In 1993, general practice 
training in Canada was discontinued when the one-year 
rotating general practice internship was replaced with the 
family medicine residency program [36].

Study approach
We used a qualitative description (QD) methodology 
[37] given our focus on description and QD’s strengths 

in investigating a poorly understood phenomenon and 
providing a robust description thereof [38–40]. QD study 
designs usually involve a combination of sampling, data 
collection and analysis stages [37]. Given that QD has 
no fixed methods for data collection or analysis, we used 
techniques from constructivist grounded theory (CGT) 
[41] for the data collection and analysis procedures [42] 
within this broader QD study design.

The techniques described below employed an itera-
tive process to ensure that data collection and analysis 
occurred simultaneously throughout the research pro-
cess such that earlier data collection informed subse-
quent data collection and analysis which remained open 
to new ideas. Moreover, the process by which codes and 
categories were devised during analysis reflected the data 
and considered many observations. Inductive line-by-
line coding was used to identify broader groups of codes 
and themes, and variations and patterns in the data were 
sought by making comparisons – within or between 
cases, over time – throughout the analysis process. As 
we did not aspire to generate theory from this study, 
we employed three of the six characteristics commonly 
included in grounded theory study designs [43].

Data collection and procedure: study population, sample 
size and strategy
We recruited FPs who (1) were licensed to practise medi-
cine independently (i.e., not on a provisional, educational, 
or other practice license requiring supervision), (2) had a 
primary practice address in Ontario, and (3) were either 
FPs certified by the College of Family Physicians of Can-
ada (CFPC), or general practitioners (GPs) neither cer-
tified by the CFPC nor certified by the Royal College of 
Physicians and Surgeons of Canada. We used purposive, 
convenience and snowball sampling to select potential 
participants from those attending continuing profes-
sional development (CPD) courses offered by the Ontario 
College of Family Physicians (OCFP) and family practice 
peer assessor meetings offered by the College of Physi-
cians and Surgeons of Ontario (CPSO). We also sought to 
include CPSO FP and general practitioner assessor net-
work leads and physicians among the Ontario FP popu-
lation. Before the COVID-19 pandemic, physicians were 
invited to participate in focus groups in person or via 
teleconference. With the assistance of the OCFP and the 
CPSO, invitees were emailed a cover letter, an informed 
consent form containing pertinent information about the 
study, the research team as per COREQ guidelines [44], 
and a letter of support for the study from the CFPC.

Prior to each focus group, basic practice and demo-
graphic background information from participants was 
requested. The focus groups themselves, which lasted 
up to two hours, focused on five open-ended questions 
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regarding participants’ understanding of their SOP and 
what factors determined, limited, shaped and changed 
their SOP (Table  1). The focus groups were audio 
recorded and transcribed verbatim using a transcription 
service. Minimal notes were taken during each discus-
sion to ensure optimum facilitator engagement. However, 
memos and field notes [41] were made immediately after 
each focus group to document initial thoughts about the 
conversation. Participants were assigned a code corre-
sponding with their focus group transcript, recording, 
notes and, if provided, practice and demographic infor-
mation to ensure participant confidentiality.

The focus groups were conducted and facilitated by 
the principal investigator (SM) as part of her doctoral 
research. Her position as a non-physician trainee pre-
sented potential advantages and disadvantages in how 
she was perceived by participants and how they shaped 
their stories in this research. Perceptions about her role 
as a researcher may have encouraged participants to take 
various approaches to the information they shared – or 
did not share – about SOP in their practices. For exam-
ple, participants may have felt that they could freely share 
their thoughts and experiences because they were speak-
ing to someone who did not represent, work for, or have 
membership with organizations concerned with physi-
cian governance and practice (e.g., CPSO, CFPC). Alter-
natively, physicians may have been reserved with some 
information they shared with a non-colleague based on 
the perception that their statements might be misunder-
stood, misinterpreted, or feel judged by someone who is a 
member of the public outside the context of this research.

Participants were given an incentive of earning CPD 
credits if they successfully fulfilled the remainder of the 
CFPC’s reporting requirements for a linking learning to 
practice activity [45, 46] which would contribute towards 
their maintenance of certification and licensure.

Data analysis
After a descriptive analysis of the basic practice and 
demographic background information was conducted by 
SM, all audio recordings and transcripts were listened to 
and read several times by SM and discussed with EW. In 
further discussions with EW, SM categorized the data, 
and additional notes and memos were made, added to, 
and compared with those made during data collection. 
Transcript content was continuously compared, ana-
lyzed, coded, and grouped on multiple levels [41] to com-
bine the categories, concepts and meanings ascribed to 
them that emerged from this process [47]. During initial 
coding, data were studied line by line to devise categories 
and concepts. Initial codes were generated by labelling 
words, lines, or sections of the data to identify themes 
for further investigation. During focused coding, the 
most frequent initial codes were identified, sorted, com-
bined, and organized [41]. Focused codes were generated 
into categories and incidents, and subsequently, further 
developed, refined [47] and grouped. The focused codes 
were analyzed during theoretical coding, the process 
which enables the saturation of core categories identi-
fied during focused coding, carefully considering how 
concepts and categories generated related to each other. 
Core categories represent themes in the analysis [48]. 
To validate and ensure representativeness of themes and 
sub-themes generated from the analysis, a member check 
via email was conducted during which participants were 
sent a copy of their focus group transcript and the con-
structed themes and subthemes attached to each state-
ment. Participants could add, amend, clarify, or retract 
any of their statements. This member checking was 
intended to support the co-construction of knowledge 
between researchers and participants [41]. The research 
team worked collaboratively to further refine the analysis 
and presentation of results.

Table 1 Focus group guide to explore family physicians’ perspectives of their own SOP

Set of Open-Ended Questions Asked During Each Focus Group

1) How do you understand your scope of practice? Please describe your practice/How would you describe your practice?

2) In your opinion, what drives or determines your scope of practice? What are important elements or factors that help shape your scope of practice? 
Limit your scope of practice?

3) Has your scope of practice changed throughout your career? If yes, how? To what factors do you attribute these changes in scope?

4) With regard to your scope of practice and practice environment, context or setting:
(a) Did you know what you were getting into?
(b) When did you realize the realities of your situation?
(c) Under what conditions did this become apparent?
(d) When or under what conditions you believe you should have been made aware of the realities of your practice?

5) Is there anything of importance I haven’t asked you regarding your scope of practice or that you wish to add?
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Findings
Four focus groups of five to seven participants each were 
conducted involving a total of twenty-four Ontario-based 
FPs. Twenty-three of the twenty-four participants pro-
vided basic practice and demographic background infor-
mation (Table  2). Reported focused practices or special 
interests included care of the elderly, mental health, sex-
ual health, public health, and administrative medicine. 
Reported primary practice settings included solo and 
group office practice, and interdisciplinary team-based 
practice (e.g., family health team), while non-clinical 
settings included a student health service, a youth and 
social services organization, a coroner’s office, a retire-
ment home, and Ontario’s medical regulatory authority. 
Reflections about the versatility of practice settings and 
the impact on SOP were reflected in the statements of 
participants who worked in different settings at different 
times of the year (e.g., locum coverage during summer 
months and in another setting for the remainder of the 
year), as well as in statements that identified how one’s 
practice changed over time regardless of whether their 
practice setting changed or stayed the same.

Participants’ SOP was the result of a continuous cycle 
of personal and professional transitions, exposures, and 
experiences throughout their careers. We grouped our 

findings around four main themes: (1) what my practice 
looks like; (2) professional preparedness and support; (3) 
practice management; and (4) doctors are people, too 
(Fig. 1).

Theme 1: what my practice looks like
The locations and settings in which FPs practice were a 
major influence on their SOP. Practice requirements, 
expectations for care in different environments, and 
labour mobility were all described as impacting SOP. Par-
ticipants also equated SOP with the patients they saw, the 
type of practice they had, their clinical and non-clinical 
practice activities, and the time they allocated to these 
activities.

Participants also saw geography and the practice envi-
ronment as key elements in determining their SOP. The 
communities in which physicians practiced, the needs 
of those communities, and regional and jurisdictional 
variations in healthcare delivery also shaped SOP, “I was 
practicing in an Aboriginal setting … I was just putting 
Band-Aids on very profound social problems. It really was 
my inspiration to go into public health” (FG2-P10—male 
mid-career doctor in Southern Ontario). Further, expec-
tations of colleagues and the standard of care expected in 
the community also shapes SOP:

[My husband and I] wanted to do comprehensive 
family practice [and] be at a hospital that was fam-
ily doctor run … once you’re in [a small, rural com-
munity], you are a necessary part of the function-
ing of that hospital and that community, and your 
practices – it’s a lot easier to pick up work than it 
is to step away from work because there’s an entire 
community and colleague network that relies on you 
… (FG2-P8 - female mid-career doctor in Southern 
Ontario)

Some participants felt unprepared for the requirements 
of comprehensive practice, despite understanding that 
caring for rural and isolated populations required broad 
generalists able to undertake a broad SOP. FPs with expe-
rience practising in rural areas overwhelmingly reported 
having broader SOPs compared to their urban practising 
counterparts.

Participants also discussed the variability, versatility, 
diversity, and unique nature of family medicine and what 
it meant to their professional identity as FPs:

Family practice is quite unique … in that you can go 
from [one area of practice to another]… [I do] locum 
work over the summer, and [my SOP will] be much, 
much broader; and then during the school [year] 
I do something that’s … more narrow. [This doesn’t 
change my being a family doctor]. It just simply 

Table 2 Voluntary basic participant practice and demographic 
background information

Characteristic N (%)

Age n = 22
Mean = 48.2 (29–70)

Gender
 Male 11 (45.8)

 Female 13 (54.2)

Years in Practice n = 23
Mean = 19.9 (< 1–43)

Country of Undergraduate Medical Education
 Canada 18 (81.8)

 United Kingdom 4 (18.2)

Primary Practice Address
 Southern Ontario 16 (80)

 Northern Ontario 4 (20)

Primary Practice Activities
 Comprehensive Family Practice 17 (77.3)

 Focused/Special Interest Practice 5 (22.7)

Primary Practice Setting
 Solo Office Practice 2 (9.5)

 Clinical Group Office Practice 7 (33.3)

 FHT or Other Interdisciplinary Team-Based 
Practice

5 (23.8)

 Hospital 2 (9.5)

 Other 5 (23.8)
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changes my [SOP] … (FG2-P8 – female mid-career 
doctor in Southern Ontario)

Participants described their SOP in terms of the pro-
cedures they performed, the services and types of care 
they provided, the kinds of environments in which they 
worked, and the institutional (credentialing commit-
tee) policies they were subject to. Their SOP was also 
shaped by the needs of ‘who walks in the door’ on any 
given day as well as a choice or interest to serve specific 
patient populations or groups. Several participants noted 
that their practice had grown (up) and aged with them, 
“ … now I’m doing less pediatrics and well woman care, 
and more elder care” (FG3-P19—male mid-career doctor 
in Northern Ontario). Participants also reported allocat-
ing time to specific areas of care according to the disease 
profile of their patients – e.g., treating chronic diseases 
linked to high rates of COPD.

Practice type or arrangement and time devoted to 
practice activities also had an impact on SOP. Some 
participants discussed how the SOP of a solo practi-
tioner differed from a practitioner in a group practice. 
In addition to the areas of care for an FP’s own prac-
tice, responsibilities might also include cover as part of 
on-call services. Participants described both clinical and 
non-clinical tasks or practice commitments within their 
SOP, “… 30 percent of my week is education focused in a 

teaching sphere, so I should probably not forget that … it’s 
a massive part of my job” (FG4-P22—female early career 
doctor in Southern Ontario).

Theme 2: professional preparedness and support
This theme focused on what prepares and supports FPs 
in practice. We identified three factors that drove this 
aspect of FPs’ SOP: 1) their education, training, and the 
locations in which they trained and practice; 2) the men-
torship they received during their training and subse-
quently, including career and practice transitions; and 3) 
their access to professional supports. We consider each 
in turn.

Several participants identified the influence of their 
education and training on their SOP. Exposure to dif-
ferent family practice environments during training 
allowed them to get a general sense of what different FP 
SOPs could involve. While some participants felt like 
these exposures had prepared them well, particularly if 
they ended up practising in places similar to where they 
trained, others felt that their training had not given them 
a full sense of the realities of family practice:

Starting off as a locum in a practice you’re, I think as 
a resident, [really shielded] from real life of practic-
ing medicine … I envisioned … I’d be doing a lot of 
different … things or more things that I’m currently 

Fig. 1 How Ontario Family Physicians Understand Their Own SOP
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doing … I’m working covering two locums at once … 
stuck at the office until eight or nine doing paper-
work, so I did not expect it. (FG1-P6 – female early 
career doctor in Southern Ontario)

This was particularly pronounced for international 
medical graduates who described having to negotiate 
additional challenges in understanding how FPs work in 
Canada.

Participants also discussed how the mentorship they 
had received during their education, both through CPD 
activities and throughout their professional practice, had 
informed and shaped their SOP. Some had sought men-
torship and career advice on careers and variances in 
SOP, and their compatibility with life decisions:

It would’ve been really nice before I sunk all this 
money into … extra training and [ courses and doing 
stuff abroad] to get that experience if someone had 
told me listen … [your spouse] has no desire to leave 
Canada, you should probably rethink [what you 
want to do] … (FG4-P20 - male early career doctor 
in Southern Ontario)

Some participants suggested that CPD should have 
more of a focus on training, job opportunities, and finan-
cial and personal considerations to help them realistically 
assess their SOP and how it changed throughout their 
careers. Participants also reported experiencing a signifi-
cant learning curve during the transition from residency 
training into independent practice and thought that 
robust mentorship during this critical juncture would 
have helped them orient to their SOP more effectively.

In addition to mentorship, participants identified the 
importance of aligning with the work of their clinical col-
leagues as a way of determining their own SOP, “I gave 
up obstetrics … partly because there were four family doc-
tors doing obstetrics [in the city in which I practise]” (FG2-
P12—female late career doctor in Southern Ontario). 
Where specialists were not available, care typically was 
offloaded to the primary care physician, “I have done 
two appendectomies, a couple of hernias, tons of surgical 
assisting because we didn’t have other people to special-
ize and do this …” (FG3-P17 – male late career doctor in 
Northern Ontario). Some participants reported a reluc-
tance to retire or scale back their practice out of concern 
for leaving their patients doctorless. The opportunity 
to recruit and retain FP colleagues to a practice also 
informed FP decisions to adjust their SOP in response to 
service vacancies.

Theme 3: practice management
This theme focused on the policies that shaped how FPs 
managed their practices, which in turn shaped their SOP. 

This included how  and how much  they got paid, what 
they did and did not get compensated for, the costs of 
owning and operating their practices, and clinical and 
non-clinical aspects of their work. Practice management 
issues also included the expectations of healthcare con-
sumers regarding the services they received and the pro-
viders of those services.

Participants often attributed their SOP or changes 
in their SOP as reactions to how the health care system 
was financed and how FPs were remunerated. For exam-
ple, several participants discussed being incentivized by 
being paid for certain services, while others described 
scenarios in which they had given up some aspect of 
practice they found enjoyable for something less enjoya-
ble but for which they were better compensated. Areas of 
care not covered within provincial health insurance plans 
also limited what FPs incorporated within their SOP. For 
instance, several participants described offering travel 
medicine services but only to the extent that there was 
remuneration for those services.

Participants also identified their roles as business own-
ers as part of their SOP. Costs associated with owning 
and operating a medical practice impacted what FPs 
decided to do or could afford to provide to their patients. 
The need to undertake administrative duties to offset the 
costs of running a practice also impacted the time FPs 
could devote to patient care. The business aspect of med-
icine was therefore a key aspect and driver of FP SOP:

I don’t think we’re prepared for all of the administra-
tive, non-medical stuff that goes along with medicine 
… 50 percent of [the] stuff that I do in a day that’s 
not ‘medicine related’ including bureaucracies and 
policies of working for a large downtown hospital 
[was a] bit of a surprise to me. (FG4-P22 – female 
early career doctor in Southern Ontario)

Although some participants acknowledged they had 
some training in practice management in residency train-
ing, there was a general sense of having been “poorly 
trained” or “badly warned” about these realities (FG4-
P24—male late career doctor in Southern Ontario). It 
was suggested that the profession could do more to edu-
cate trainees about the non-medical side of practice to 
address some of their expectations for practice.

Additionally, the demands of healthcare consum-
ers influence SOP, particularly in cases where patients 
demanded certain services that were not medically nec-
essary and would have placed unnecessary financial costs 
on the healthcare system:

There’s just this very high expectation that … I ask 
for this, this is what I want, give it to me or I’m going 
to complain. And that is a very difficult thing to 
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manage in a publicly funded [system], and I think 
that really drives our [SOP] as well … there are 
many days when I feel … that I’ve been more of a ser-
vice provider than I have been … a physician. That I 
am managing … peoples’ expectations [rather than] 
their illness. (FG3-P16 - female mid-career doctor in 
Southern Ontario)

Participants also reflected on the impact of the Inter-
net, increased patient access to information, and their 
desire to seek expertise outside the doctor’s office (e.g., 
‘Dr. Google’) as contributing to shifting patient expecta-
tions and changes in doctor-patient interactions to more 
of a supplier–consumer relationship. Participants wel-
comed patient involvement in their care yet noted that 
this could change what constitutes medical expertise and 
who a medical expert is.

Theme 4: doctors are people, too
This theme focused on personal considerations, life 
decisions and events, interests and aspirations, experi-
ences in practice, and how the interactions of these fac-
tors impacted what physicians were able to do in practice 
throughout their careers.

Participants cautioned against making sweeping 
judgements about SOP because it was unique to each 
physician:

I think we have to be very cautious in making judge-
ments from one physician to another as to the rea-
sons that people have become more focused in their 
practice or remained broad based … because many 
of these things are also determined by family circum-
stances, relationships, partners, children … I’ve been 
fortunate … to do most of the things that I like for 
[much] of my career[. I’m not sure if that’s common]. 
(FG4-P24 – male late career doctor in Southern 
Ontario)

SOP was often characterized as reflecting the progres-
sion and intersection of personal, family, and professional 
lives. For instance, some participants discussed aspects 
of practice they would have liked to have incorporated 
in their SOP but that were no longer feasible, “I had full 
intention of doing obstetrics … but had another baby 
myself and thought … I really couldn’t cope with that … it 
[was something] I needed to give up at that point” (FG2-
P13—female mid-career doctor in Southern Ontario). 
Work-life balance was a factor for both male and female 
FPs in shaping their SOP. For instance, several partici-
pants discussed the support they had needed from their 
families to maintain some aspects of their SOP (e.g., help-
ing them shovel the driveway in the middle of the night 
to deliver a baby). Spousal happiness and employment 

factors, particularly in physician-physician partnerships, 
also influenced where participants practiced, which also 
shaped their SOP:

My husband is a physician as well, and we have a 
family… [My SOP has largely resulted from] our 
personal needs …I gave up [emergency medicine] 
because one of our children got sick. When some-
thing else happened in the family, my [SOP] had to 
change again … We are [parents and care givers] for 
our famil[ies]. Over time, it has had a massive influ-
ence on where I practice and why I practice the way I 
do. (FG2-P8 - female mid-career doctor in Southern 
Ontario)

Participants indicated that their priorities, prac-
tice intentions and resulting SOP were not static. For 
instance, SOPs often shrunk or expanded depending on 
the age of children, and practices would be scaled back to 
spend more time with grandchildren.

Age and career stage impacted both anticipated and 
actual SOPs, “when I finished my training … [I thought I 
was going to have a bigger SOP] … I’m still early [in my 
career] so I still have lots of time to do (other) things” (FG1-
P6—female early career doctor in Southern Ontario). 
Several mid- and late-career participants discussed how 
their SOP had evolved as their careers had changed over 
time:

My [SOP] has changed over my career. It is in many 
places a matter of emphasis. When I started my 
career, there was a heavy emphasis on emergency 
and internal medicine on the acute care ward. [As] 
time went on, the emphasis moved more towards the 
clinic. (FG3-P19 - male mid-career doctor in North-
ern Ontario)

Several participants mentioned incorporating non-
clinical roles or jobs at different stages in their careers, 
such as administrative management and regulatory col-
lege assessments. Regardless of age and career stage, 
many participants discussed personal health issues that 
had limited their SOP and work hours, such as withdraw-
ing into 9 to 5 practice. Feelings of burnout were a recur-
ring issue, “… I became weary of working 80  h a week, 
being in the office every weekend, rounding every day” 
(FG2-P9—male late career doctor in Southern Ontario). 
Such demanding schedules made it difficult for some 
participants to achieve a work-life balance.

Personal and professional interests also influenced FP 
SOP. Participants reported their SOP had been shaped by 
areas of practice they were interested in (e.g., sports med-
icine and palliative care) and by special-interest issues 
(e.g., homelessness and inner-city medicine). Negative 
experiences also shaped SOP, “My practice has been … 
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[shaped by] bad experience to some degree[.] I did obstet-
rics for a while [and] I found it very difficult” (FG1-P1—
female late career doctor in Southern Ontario). What 
FPs were comfortable doing, what opportunities they 
had, and what they considered to be a strength of their 
practice also changed over time, “I went into occupa-
tional medicine [because] one of my patients was a phy-
sician … when he was retiring, he said ‘would you like to 
take over my job?’…” (FG3-P18—male late career doctor 
in Northern Ontario). While most participants had been 
intrigued by professional opportunities afforded them at 
different stages in their careers, job stability and sustain-
ability often determined what aspects of SOP were feasi-
ble or realistic to pursue or maintain over the long term.

Discussion
SOP is primarily understood as reflecting the breadth of 
services and kinds of care that a physician can or does 
provide.  Participants in this study understood their 
SOP and the factors that impacted their SOP over time 
in terms of what their practice looked like, their profes-
sional preparedness and supports, practice management 
issues, and who they were as people and in their lives 
outside of work. Some of the factors identified related to 
the practice environment and education and training are 
similar to those previously identified in the SOP literature 
[7, 8, 14, 16, 17, 21, 22]. However, the themes related to 
the business and personal aspects of being a doctor have 
not been well documented in this literature which may 
partly be due to assumptions that SOP is driven primarily 
by factors that are exclusively at the level of direct phy-
sician–patient clinical interactions. Our findings suggest 
that SOP encompasses much more than clinical family 
practice. They also suggest a need to rethink the artifi-
cial separation between physician and practice factors 
to more accurately reflect the mutual influence among 
personal and professional interactions that comprise FPs’ 
lived experiences.

A key finding from this study was that, regardless of 
age, career stage, gender, or practice context, FPs are peo-
ple, too, and that has a significant impact on their SOP. 
For instance, family life was cited as a major considera-
tion for how, where, when, or even if, a FP will practice. 
Broadly, our findings are consistent with factors and con-
siderations in the recruitment and retention literature 
and practice intention literature that has identified prac-
tice support [12, 49]; employer constraints [12]; expo-
sure to training in similar settings/environments [50, 51]; 
supportive work environment [50]; family and spousal 
support including partner employment considerations 
[50, 52, 53]; life plans, burnout [52, 53]; work-life bal-
ance, and remuneration [49, 51, 54, 55]. Our findings also 
included or touched on factors similar to those identified 

by studies on satisfaction of trainees and GPs in primary 
care in the European context. These themes include GPs 
as people, the practitioner-patient relationship, work-
place autonomy, work-life balance including private life, 
relatives, and family [56, 57]; commitment to general 
practice, skills and competencies for general practice 
[57]; balance between workload and income, professional 
challenges or responsibilities such as teaching [58].

Participants also identified non-clinical aspects of their 
practice (i.e., activities outside of direct patient care) 
as being part of their SOP. For example, many partici-
pants indicated that they were ill-prepared to function 
as owner-operators of medical practices early in their 
careers. Globally, physicians balance dual identities of 
health care provider and small business owner [59–64] 
in publicly funded health systems. Certification bodies 
and CPD providers might consider this aspect of SOP 
when structuring educational and practice support for 
physicians.

Reitz and colleagues [17] identified factors that had 
contributed to the decisions of FPs in the United States 
to pursue and continue full-spectrum rural medical 
practice. Their participants “describe[d] large shifts in 
their scope across a career, but took satisfaction in their 
[discretion] to make these changes at their pace and level 
of readiness” [17]. Our findings indicate that FPs’ SOP 
changes over time due to numerous factors both within 
and beyond their control. Some participants felt they 
had considerable agency to make SOP changes as they 
wished, while others felt their discretion was significantly 
limited due to personal and professional circumstances. 
While dissatisfaction could potentially lead to a physician 
changing their SOP to be more satisfying (which may 
also involve a change in practice location or type), collec-
tively, these findings raise questions about the perceived 
level of discretion and the actual level of control FPs pos-
sess over their SOP.

There were limitations to this study. There was poten-
tial for social acceptability bias in participant responses. 
To mitigate this bias, we maintained confidential-
ity by assigning unique participant codes correspond-
ing with identifying materials. There was also potential 
for researcher bias with the participant selection and 
sampling strategies used to counteract non-response, 
low response, and participation rates of physicians in 
research [65–68]. While targeting specific groups of phy-
sicians contributed to a small number of focus groups, 
theoretical saturation was reached [41]. Participant state-
ments predominantly addressed different aspects of the 
four themes such that no additional themes could be gen-
erated. Researcher bias may also impact how participant 
responses were interpreted. To counteract these biases, 
research team deliberations, member-checking and 
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rigorous analysis procedures were used. Additionally, the 
focus on family medicine in Ontario could limit the gen-
eralizability of our findings. However, differences within 
other subnational jurisdictions and countries are equally 
complex, and the considerations identified within family 
medicine are likely similar to those experienced in other 
medical specialties and professions. Thus, while specialty, 
health professional and geographic specifics may vary, we 
believe these findings to be generally applicable.

Despite these limitations, this study encouraged the 
generation of a practice and evidence-informed under-
standing of SOP, emphasizing physician voices. FPs seek 
regular and sustained engagement, support, and men-
torship throughout their careers for drivers of their SOP 
for which they feel unprepared and during professional 
transitions, particularly from residency through the first 
several years in independent practice. This study also 
shows that FPs adapt their practice to their community, 
to the providers around them, and to the care needs of 
the population and of their patients; in the same con-
text, FPs can have different SOPs. Additionally, this study 
highlights that SOP is personal to each physician, bal-
ancing personal and professional considerations when 
deciding what to do in practice throughout their careers. 
As SOP evolves throughout FP careers, we need to view 
FPs wholistically as people rather than exclusively as 
professionals. This tension can result in potential gaps 
in agency of what FPs would prefer to do, are able to do, 
what opportunities are available to them and where, and 
what is required of them to meet community or popu-
lation needs. FPs may be more or less prepared by their 
training for future SOPs, particularly where they must 
compromise their hoped-for SOP to fit the realities of the 
positions they find themselves in. The link between train-
ing preparing early career physicians for their SOPs could 
be the focus of a subsequent study.

Future investigations could address the expectations 
patients or colleagues have of physicians for their SOP. 
Future studies could also examine the gap between physi-
cian SOP, the SOP required of physicians to meet popu-
lation needs and its implications on equitable care and 
patient safety. Future research could also explore changes 
in physician SOP because of COVID-19 [69], the wide-
spread shift to virtual care [70], and required supports for 
these changes considering the factors identified in this 
study.

Conclusions
Our analysis of FP perspectives on SOP, informed by their 
experiences with their own SOPs, represents a significant 
contribution to the literature, not least by addressing pre-
vious lacunae in what issues might impact SOP. Despite 
being situated in different contexts, at different career 

stages, and having different practice experiences, these 
physicians understood their SOP in terms of what their 
practice looked like, their professional preparedness and 
supports, their practice management responsibilities, and 
who they were as people and their life outside of work. 
SOP is unique to each physician, emerges from interac-
tions between their personal and professional lives, and 
is embedded in their lived experiences. A main driver of 
SOP throughout FP careers was work-life balance. For 
many FPs, their SOP changed and evolved due to fac-
tors within and beyond their control. This raises broader 
questions about the perceived and realized agency FPs 
have over their SOP, which encompasses so much more 
than day-to-day clinical practice.
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