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A collective effort is required to de-
liver safe, effective, and affordable 
health care. Challenges to health 

care delivery in Canada include the coun-
try’s population distribution: more than 
70% of the population is concentrated in 5% 
of the land mass.1 People living in rural and 
remote communities often have to travel 
long distances and contend with difficult 
weather to access the care they need. This 
results in higher negative impacts on social 
determinants of health in at-risk popula-
tions, including Indigenous people, who 
have a higher rural representation. 

Policies shape how this care is delivered 
and how health care teams are built. Tra-
ditionally, a health care team was made up 
of doctors and nurses. Other positions have 
been added over time to increase efficiency, 
safety, and patient satisfaction, which has 
resulted in specializing, complementing, or 
sometimes substituting what each health 
professional does. 

The Canada Health Act2 guides Cana-
da’s hospital-centric health care system. It 
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consists of five guiding principles or pillars: 
public administration, comprehensiveness, 
universality, portability, and accessibility. 
Fragmented responsibilities are shared be-
tween provinces, territories, and some fed-
erally insured groups, such as Indigenous 
peoples, the Canadian Armed Forces, and 
the RCMP. Coordinating and optimizing 
this multijurisdictional system is complex 
and often riddled with political strife in 
terms of funding and responsibilities.

Provinces also have their own regulatory 
responsibilities for various health profes-
sions. British Columbia has regulated nurse 
practitioners since 2005,3 while Manitoba 
has regulated physician assistants since 1999 
and nurse practitioners since 2001.3 

Measuring health care system perfor-
mance requires reliable, comparable data, 
such as that provided by the Canadian 
Institute for Health Information.4 This 
overview compares BC’s and Manitoba’s 
performance in using advanced practice 
providers in health care teams because of 
their similar geographic and population 
challenges and similar timelines in which 
nurse practitioners in both provinces and 
physician assistants in Manitoba became 
regulated. Data on other western prov-
inces are included in the tables to provide 
context.

Advanced practice providers
Advanced practice providers are health pro-
fessionals who undertake tasks tradition-
ally assigned to or performed by physicians, 
although the definition can vary because 

regulations differ worldwide. In this review, 
I focus on physician assistants and nurse 
practitioners. The tasks performed by these 
providers can range from simple to complex. 
Regulators and professional bodies are re-
sponsible for delineating scopes of practice. 

In Canada, physician assistants are “aca-
demically and clinically educated medical 
generalists who practice medicine within a 
formalized relationship with physicians.”5 
Supervision is described as “negotiated au-
tonomy.”6 A nurse practitioner is “a reg-
istered nurse with additional educational 
preparation and experience who possesses 
and demonstrates the competencies to au-
tonomously diagnose, order and interpret 
diagnostic tests, prescribe pharmaceuticals 
and perform specific procedures within their 
legislated scope of practice.”7

Table 1 shows the number of family 
physicians, specialists, nurse practitioners, 
and physician assistants in the four western 
provinces per 100 000 residents in 2021, and 
the estimated number of available positions 
for each role (December 2022 for BC and 
Manitoba; March 2023 for Alberta and 
Saskatchewan).8-11

Provincial comparison
BC has a land area of approximately 
945 000 km12 and, as of 2021, a population 
of approximately 5.2 million.13 Manitoba’s 
land area is approximately two-thirds that 
of BC,14 but its population was approxi-
mately one-third of BC’s in 2021.13 Both 
provinces have large Indigenous and rural 
populations [Table 2].
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As of 2021, there were 648 nurse prac-
titioners in BC,4 and the provincial gov-
ernment wants to continue increasing that 
number. BC does not currently regulate or 
allow physician assistants to work in the 
public system, other than through the Ca-
nadian Armed Forces. 

In 2021, there were 275 nurse prac-
titioners and 138 physician assistants in 
Manitoba.4 The low number of provincial 
job postings for those two categories in 
Manitoba in 2021 suggests that neither 
profession was on the rise.9

Structuring optimal health care 
teams
Creating the appropriate mix of health care 
professionals to maintain good-quality care 
can be expensive. In my opinion, a large 
amount of money is already spent on health 
care resources, and administrators must now 
shift from focusing on the bottom line to 
finding efficiencies that provide more value 
for money spent.15 In 2017, in a series of 
reports on the value of physician assistants, 
the Conference Board of Canada explored 
the idea of increasing efficiency with the 
addition of physician assistants and adding 
value to the health care system.16 The results 
showed cost and time savings, increased pa-
tient volumes, and greater system efficiency 
and provided insight into funding models. 
In 2014, an article in the Harvard Business 
Review endorsed the use of nurse practitio-
ners and physician assistants to refocus the 
services of higher-skilled physicians.17 The 
authors hypothesized that high health care 
costs are “the result of mismatched capacity, 
fragmented delivery, suboptimal outcomes, 
and inefficient use of highly skilled clinical 
and technical staff.” 

There is no single solution for how to 
optimize health care teams, as well de-
scribed by Milewski and colleagues, who 
concluded that a solution that works for 
one pediatric orthopaedic group may not 
be suitable for all teams.18 Having choices 
in the makeup of a health care team al-
lows administrators to enable care team 
leaders and communities to shape effective 
teams, which can then be adjusted based 

on results gathered using reliable metrics, 
including patient input and care outcomes. 
Chapter 7 of A Canadian Healthcare Inno-
vation Agenda19 makes a strong argument 
for acquiring better comparable data to 
bring innovation to health care. Allin and 
colleagues described how system perfor-
mance adjustments are dynamic and de-
pendent on lessons learned, which requires 

robust, uniform information gathering.19 
The patient’s role is currently undervalued 
in shaping the system; patient-reported 
outcomes and experience measures must 
be acknowledged and acted upon. When 
patients report difficulties in accessing care, 
health care leaders at all levels must es-
tablish clear measures that go beyond an-
nouncements. More importantly, they must 

British Columbia Manitoba Alberta† Saskatchewan†

Number of professionals (per 100 000 residents)

Family physicians 136.5 108.8 122.1 105.8

Specialists 123.1 107.7 127.4 99.8

Nurse practitioners 12.4 19.9 14.2 22

Physician assistants 0.6‡ 10.0 1.2 0.1‡

Number of available positions  
(December 2022 for BC and Manitoba; March 2023 for Alberta and Saskatchewan)

Physicians (family 
physicians and specialists)

10628 1039 54010 26311

Nurse practitioners 1538 19 2310 2511

Physician assistants N/A 29 110 N/A

* Data from the Canadian Institute for Health Information unless otherwise cited.4

† Data from Alberta and Saskatchewan are included to provide broader Western Canadian context.
‡ Canadian Armed Forces physician assistants working in BC or Saskatchewan.

TABLE 1. Number of health professionals (2021) and available positions across BC, Manitoba, 
Alberta, and Saskatchewan.*

British Columbia Manitoba Alberta† Saskatchewan†

Total population (2021) 5.2 million 1.4 million 4.4 million 1.2 million

Rural population (2016) 13.6% 26.8% 16.4% 33.2%

Indigenous population 
(2016)

5.9% 18.0% 6.5% 16.3%

Seniors (65 years and 
older) (2021)

19.7% 16.5% 14.4% 16.7%

Percentage of the total 
population with a regular 
health care provider 
(2019–2020)

81.7% 84.3% 85.2% 82.8%

Perceived health‡ (2019–
2020)

60.0% 60.2% 63.7% 58.9%

* Data from the Canadian Institute for Health Information.
† Data from Alberta and Saskatchewan are to provide broader Western Canadian context.
‡  The percentage of the population 12 years of age and older who reported their health to be excellent or 

very good.

TABLE 2. Characteristics of populations in BC, Manitoba, Alberta, and Saskatchewan.
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review performance after a change is made 
to measure the outcomes and determine 
whether the change was positive.

Researchers in the UK studied the pri-
mary care practitioner mix to address three 
significant issues, which are relevant to the 
Canadian system:20 (1) better match patient 
needs, (2) increase access, and (3) free up 
physician time. Any physician time that is 
gained can be used to focus on higher-needs 
patients or to establish a better quality of 
work/life. 

In 2021, the Organisation for Economic 
Co-operation and Development (OECD) 
indicated that the distribution of physi-
cians between urban and rural areas in most 
OECD countries was unbalanced; Canada 
had more than twice as many urban-based 
physicians as rural-based physicians.21 In 
a 2010 survey of 4000 rural and remote 
nurses, only 4% were nurse practitioners.3 
More recent metrics on rural and remote 
nurse practitioners are difficult to find, but 
in the absence of new information, my as-
sumption is that the percentage has not 
improved significantly. Solutions to creat-
ing safe, affordable rural and Indigenous 
health care are needed, because the costs 
of delivering this care are higher than the 
costs of delivering care in urban settings, 
with lower travel requirements and fewer 
access difficulties.1 The disparity in who has 
a regular care provider across Canada varies 
from 24% in Nunavut to 91% in Ontario.22

There are also opportunities to find 
further efficiencies within scheduling and 
panel design. This was explored by Bala-
subramanian and colleagues,23 using en-
gineering concepts to reshape panels to 
improve access and longitudinal care. It is 
logical to have physicians spend less time 
doing paperwork and dealing with issues 
that could be handled by an advanced prac-
tice provider and more time performing 
procedures. The downside would be the 
increased costs of hiring advanced prac-
tice providers, but delays in accessing care 
can have a larger financial impact on the 
economy. White and colleagues compared 
mid-level provider use in a practice to ad-
vance this redesign.24 They compared the 

“icebreaker” model (where patients are 
first seen by a mid-level provider, then by 
a physician) with the “stand-alone” model 
(where some of a physician’s tasks are tak-
en on by mid-level providers and there is 
some shared care) and concluded that the 
stand-alone model worked better unless the 
icebreaker model had lower-cost providers. 
In the stand-alone model, advanced practice 
providers completed some of the physician’s 
tasks, and interactions between the physi-
cian and advanced practice providers were 
kept to a minimum. In this case, physician 
assistants have negotiated autonomy, where 
responsibilities are shared and care remains 
guided by the physician, and nurse practitio-
ners may work independently of physicians.

“Robbing Peter to pay Paul” aptly de-
scribes some health care resource man-
agement practices. In 2022, Howlett and 
colleagues reported that the number of fam-
ily physicians in Canada had increased by 
24% since 2011, which outpaced popula-
tion growth.25 However, primary care ac-
cess continued to worsen. A combination of 
factors could explain this, but it is difficult 
to assess them without adequate metrics. It 
could be that more family physicians were 
working in areas where their services were 
needed but not where policymakers wanted 
them to practise. Some family physicians 
have reduced their services to a narrower 
scope in response, which may negatively 
impact rural and Indigenous populations’ 
access to adequate care. Other factors, such 
as compensation, work conditions, and job 
satisfaction, also play a role in where physi-
cians can afford to live and how they bal-
ance professional and life responsibilities. 
Table 1 lists the number of job vacancies 
in various health care professions in BC, 
Manitoba, Alberta, and Saskatchewan. BC 
boasts significantly more vacancies than 
Manitoba and has higher ratios of provid-
ers with higher health care costs per capita. 
Health care resourcing efforts must consider 
system-wide innovations when there are 
shortages of people to fill roles; national 
coordination of professional regulation 
would be a good start. As demonstrated 
by the nursing shortage,7 when individuals 

shift from one role to another (e.g., nurses 
to nurse practitioners), the shortage is not 
eliminated; it is repositioned. An effective 
ratio of various health care professionals is 
required to meet the needs of a community. 
Repeating the same cycle of solutions by 
adding more of the same professions is not 
sustainable, nor does it help create more 
effective teams.

The OECD reported that Canada was 
just outside the top three countries in per 
capita health care spending in 2020.21 In 
2022, BC spent $8790 per capita for health 
care, which represented a 2.4% increase from 
the previous year.26 Manitoba reduced its 
health care expenditures by 1% to $8417 per 
capita.26 Table 2 shows that in 2019–2020, 
similar percentages of the populations in 
BC and Manitoba had a regular health care 
provider and “perceived health,”27 which is 
a measure of the percentage of the popula-
tion aged 12 years and older who reported 
their health to be excellent or very good. In 
2016, Manitoba had higher percentages of 
rural and Indigenous populations than BC, 
whereas in 2021, BC had a slightly larger 
population of seniors. Although not con-
clusive, Manitoba appears to have created 
more value with its policy decisions regard-
ing advanced health care providers in that its 
health indicators are comparable to BC’s, it 
spends less on health care per capita, and it 
has a slightly higher percentage of the popu-
lation with a regular health care provider 
[Table 2], despite having a population base 
that is more susceptible to social determi-
nants of health. This especially appears to 
be the case considering that Manitoba had 
43.1 fewer physicians (family physicians plus 
specialists) per 100 000 residents than BC in 
2021 [Table 1]. As of 2021, Manitoba had 
more physician assistants and nurse practi-
tioners than BC [Table 1], which likely re-
duced the demands on Manitoba physicians 
to meet the province’s health care needs.

Adding a variety of advanced health care 
practice providers, including physician as-
sistants, to BC’s health care system would 
increase efficiencies and value for money 
spent by creating an overlap of skills that 
would help bridge the wide gaps in health 



261BC MediCal Journal vol. 65 no. 7 | september 2023 261

premise

care. The initial costs of creating these ef-
ficiency gains would be a first step toward 
improving access, sustainability, and better 
team-based care.

The use of physician assistants allows for 
a realignment of teams. Surgical first assists 
and some hospitalists can be redirected to 
primary care, which would leave surgeons 
and a core of hospitalists to supervise phy-
sician assistants. The reach and capacity of 
primary care can be increased by providing 
physician-level care by physician assistants, 
who are supervised by physician leaders, and 
would maintain the physician relationship 
with the patient. Manitoba, which uses a 
variety of advanced practice providers, dem-
onstrates better performance for access and 
affordability compared with BC, and similar 
health outcomes.

Conclusions
Prevention, prompt treatment, and safety 
are essential to health, as is offering the care 
that we all deserve. The evidence-based and 
holistic approach used for patients should 
extend to health care systems management. 
It needs to be adaptive and to put more 
value on measurable outcomes. To increase 
workforce efficiency and apply innovations, 
comparable metrics in Canada’s interlinked 
health systems need to be gathered. The use 
of advanced practice providers adds value 
because a diversified workforce improves 
long-term affordability by safely multi-
plying the existing physician workforce. 
Adjusting the ratio of the various types of 
providers in health care teams will help keep 
costs down and maintain good-quality care. 
In Canada, provinces will continue to be 
slow in human health resource innovation 
without a coordinated approach to profes-
sional regulation. 

Dr Katharine Smart, former Canadi-
an Medical Association president, stated 
that “In an optimal situation, every fam-
ily doctor would be paired with a [physi-
cian assistant].”28 As a physician assistant, 
I cannot disagree, but I would rephrase this 
to be more holistic in terms of our entire 
health system. Every care team, across both 
primary and specialist care, would benefit 

from administrative flexibility, including the 
option to create teams that best serve the 
community and team members. Rural and 
Indigenous care is expensive and would ben-
efit most from more collaborative primary 
care and specialist outreach using a balanced 
approach to advanced practice providers. n
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