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Regional disparities in medical

specialties in rural British Columbia

In 2022-23, only 6% to 7% of internal medicine specialists, pediatricians,

and psychiatrists were registered in rural and remote areas, straining patients,
family physicians, emergency services, and surgical specialties.
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ABSTRACT

Background: Health care disparities in rural
and remote British Columbia have persisted
over time despite efforts to improve access to
care. While strategies have typically focused
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on improving access to primary care, dis-
crepancies in access to specialist care remain
uncertain. The aim of this study was to better
understand the temporospatial distribution
of general specialists in BC.

Methods: Clinician data were acquired from
BC Ministry of Health Medical Services Plan
reports for 2010-11 to 2022-23.The number of
internal medicine specialists, pediatricians, and
psychiatrists registered in each health service
delivery area was analyzed over time.

Results: In 2022-23, 1480 internal medicine
specialists, 364 pediatricians, and 864 psychia-
trists were registered in BC. Only 6% to 7% of
specialists were registered in rural and remote
areas, a pattern that has persisted despite
increases in clinician numbers since 2010-11.

Conclusions: Rural-urban discrepancies in spe-
cialist distribution in BC have persisted over the
past decade. We call upon clinicians and poli-
cymakers to address this long-standing issue.

Background

Health care disparities in rural and remote
regions of British Columbia are well docu-
mented in the literature."* Despite efforts
to close the gap, such as the creation of
rural medical school training streams, health
care inequities persist."** In recent decades,
significant efforts have focused on address-
ing the shortage of primary care physicians
in rural BC.** However, with advances in
medicine, an aging population, and the
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increasing complexity of patients across the
whole spectrum of age, specialists play a key
role in the care of rural patients.®
Rural—urban health care inequities span
medical fields, including internal medi-
cine, pediatrics, and psychiatry. In BC,
only 40 pediatricians live and practise in
rural communities, and the vacancy rate for
pediatrician postings in rural communities
has been 25% to 30% for several years.”®
Northern BC continues to face challenges
recruiting pediatricians, despite the popu-
lation having the highest percentage of
children of any region in the province.
Rural communities also experience worse
mental health outcomes and, in particu-
lar, disproportionately higher suicide rates
than urban centres.>'* Individuals in rural
communities experience additional unique
mental health needs compared with people
in urban centres due to economic hardship
associated with living in resource-centred
towns, privacy concerns in seeking psychi-
atric help in small communities, and lack
of outreach services.”!! The situation is
further complicated by the current opioid
crisis, where BC has double the rate of
opioid toxicity compared with the national
average.'” Additionally, rural patients often
face complex logistical challenges and
financial and psychological consequences
when they have to travel long distances to
seek specialist services that are unavailable
in their community.!3 The lack of access to
specialists also strains primary care pro-
viders, emergency services, and surgical
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specialists such as obstetricians, who may
feel that they need to practise outside their
scope to address immediate patient needs.’

In recent years, innovative solutions to
address health care needs have included
the use of telemedicine and increasing out-
reach or mobile clinical services.'>** While
some acute medical needs of BC’s rural
patients may be supported by Real-Time
Virtual Support (RTVS) services, such as
the recently established Rural Outreach
in Critical Care and Internal Medicine
(ROCCi) and Child Health Advice in
Real-Time Electronically (CHARLIE)
hotlines, many of their acute and chronic
health care needs are not being met.'#?
Fly-in/fly-out services, locums, and tele-
health options attempt to support regions in
need, but wait times can be significant, and
long-term care can be affected. As a result,
patients may receive suboptimal treatment
of complex chronic medical diseases, which
places further strain on the health care sys-
tem. These strategies do not replace the
need for having on-the-ground specialists
in many of BC’s larger rural communities.’
In addition, rural specialists may face short-
ages of specialized equipment, support staff
with enhanced training, and social services,
which are needed to provide comprehen-
sive services comparable to those in urban
settings.'

Overall, access to specialists in rural BC
is limited. The aim of this study was to bet-
ter understand the temporospatial distribu-
tion of specialists in BC.

Methods

Physician data were acquired from BC
Ministry of Health Medical Services Plan
(MSP) reports for fiscal years 2010-11 to
2022-23.17 Data were summarized for the
tollowing specialties because they represent
some of the most common nonprocedur-
al “general” specialists in rural commu-
nities: internal medicine, pediatrics, and
psychiatry.

'The number of specialists per 100 000
persons was calculated using MSP reg-
istrants as a proxy for population. Data
were analyzed for each Health Service

Delivery Area (HSDA). The following
HSDAs were deemed rural regions: East
Kootenay, Kootenay Boundary, North
Vancouver Island, Northwest, Northern
Interior, and Northeast. The BC Rural
Practice Subsidiary Agreement considers
all communities in these regions as rural
based on the following criteria: number
of designated specialties within 70 km,
number of general practitioners within

In 2022-23,

6% of internal
medicine specialists,
7% of pediatricians, and
6% of psychiatrists were
practising in rural Health
Service Delivery Areas.

35 km, community size, distance from
major medical community, degree of lati-
tude, specialist centre, and location arc.'®
Data for physicians with unknown local-
ity were excluded. Maps displaying the
distribution of physicians in HSDAs and
changes over time were created by the
authors using QGIS (v. 3.34).

The numbers of physicians registered
as practising “internal medicine” and “gen-
eral internal medicine” were combined and
reported as “general internists.” The num-
ber of physicians in the following internal
medicine specialties were combined and
reported as “subspecialists”: geriatrics, car-
diology, rheumatology, clinical immunol-
ogy and allergy, respirology, endocrinology,
critical care, gastroenterology, nephrology,
infectious diseases, hematology, and oncol-
ogy. General internists and subspecialists
were collectively referred to as “internal
medicine specialists.” Subspecialists in
psychiatry and pediatrics are not listed
separately in the MSP register, so they
were reported as “psychiatrists” and “pedia-
tricians,” respectively.
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Results

In 2022-23, 1480 internal medicine special-
ists (439 general internists), 364 pediatri-
cians, and 864 psychiatrists were practising
in BC. Of these, 6% of internal medicine
specialists, 7% of pediatricians, and 6%
of psychiatrists were practising in rural

HSDAs.

Internal medicine

Urban regions had more internal medicine
specialists per capita than rural regions, a
situation that has persisted since 2010-11
[Supplementary Table 1A; supplementa-
ry materials are available from the corre-
sponding author]. In 2022-23, Vancouver
had 65.4 internal medicine specialists and
49.2 subspecialists per 100000 persons,
whereas the Northeast region had 1.3
internal medicine specialists per 100000
persons and no subspecialists [Supple-
mentary Table 2]. Provincial medians were
19.0 internal medicine specialists and 11.7
subspecialists per 100000 persons.

From 2010-11 to 2022-23, there was
a 69% increase in the number of inter-
nal medicine specialists across all regions,
with urban areas experiencing the greatest
increase [Supplementary Table 3; Figure 1].
'The number of internal medicine special-
ists per capita increased in all HSDAs
except the Northeast. The greatest increases
per capita occurred in urban regions (an
increase of 10.1 in Vancouver versus 3.7 in
the East Kootenay region and 3.2 in the
North Vancouver Island region).

From 2010-11 to 2022-23, the number
of general internists per capita increased
in both urban and rural regions [Figures
1 and 2]. In 2022-23, general internists
made up a greater proportion of internal
medicine specialists in rural regions than
in urban centres (100% in the Northeast
and Northwest regions versus 25% in Van-
couver); similar ratios occurred in 2010-11
[Figure 1; Supplementary Table 2].

BC MEDICAL JOURNAL VOL. 68 NO. 1| JANUARY/FEBRUARY 2026 23



CLINICAL

=
i
-
=1
-
=1
=)

Number of general internists per 100000
persons by Health Service Delivery Area in
2010-11.

T
i 'I
s 1
g -
e \
- \
L
L
|"ﬂ.1':l'
)
oy
i)
o8 ! { 4

Number of internal medicine specialists per
100000 persons by Health Service Delivery
Areain 2010-11.

Regional disparities in medical specialties in rural British Columbia

=i
=
i =TC
[T 1
- =i
- -
- -
- I
- -
- -
Number of general internists per 100000 Change in the number of general internists
persons by Health Service Delivery Area in per 100000 persons by Health Service
2022-23. Delivery Area between 2010-11 and
2022-23.

Number of internal medicine specialists per Change in the number of internal medicine

100000 persons by Health Service Delivery specialists per 100000 persons by Health

Area in 2022-23. Service Delivery Area between 2010-11 and
2022-23.

-
Proportion of internal medicine specialists Proportion of internal medicine specialists
who were general internists in 2010-11. who were general internists in 2022-23.

FIGURE 1. Distribution of and change in the number of general internists and internal medicine specialists across BC, between 2010-11 and 2022-23.
Darker gradients of red represent higher physician density; lighter gradients of red represent lower physician density. Gradients of green represent increases in
physician density; gradients of yellow represent decreases in physician density. Darker gradients of purple represent greater proportions of internal medicine
specialists who were general internists; lighter gradients of purple represent smaller proportions. The inset maps show Vancouver and surrounding areas.
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FIGURE 2. Number of internal medicine specialists and general internists per 100000 persons in rural
versus urban Health Service Delivery Areas over time.
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In more rural areas,
general internists
made up a greater

proportion of internal
medicine specialists
than subspecialists,
which underscores the
importance of rural
generalism, a concept that
is frequently discussed in
primary care literature.

Change in the number of pediatricians per
100000 persons by Health Service Delivery
Area between 2010-11 and 2022-23.

FIGURE 3. Distribution of and change in the number of pediatricians across BC between 2010-11 and 2022-23. Darker gradients of red represent higher
pediatrician density; lighter gradients of red represent lower pediatrician density. Gradients of green represent increases in pediatrician density; gradients of

yellow represent decreases in pediatrician density. The inset maps show Vancouver and surrounding areas.

; T~

No. of pediatricians per 100 000 persons
N

0 T T T T T T T T T T T T T
2010—  2011— 2012-  2013- 2014 2015~ 2016 2017— 2018 2019— 2020— 2021—- 2022-
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023

Fiscal reporting year

—— Rural —— Urban

FIGURE 4. Number of pediatricians per 100 000 persons in rural versus urban Health Service Delivery
Areas over time.

Pediatrics
Urban regions had more pediatricians per
capita than rural regions, a situation that has
persisted since 2010-11 [Supplementary
Table 1b].In 2022-23, Vancouver had 14.6
pediatricians per 100000 persons, whereas
the Northeast region had 1.3 pediatricians
per 100000 persons. The provincial median
was 4.3 pediatricians per 100000 persons.
From 2010-11 to 2022-23, there was a
mixed trend in the number of pediatricians
per capita across regions [Supplementary
Table 3; Figure 3]. In 4 of the 16 HSDAs, the
number of pediatricians per capita decreased,
including in both rural and urban commu-
nities. Urban regions had a slightly greater
increase in the number of pediatricians per
capita than rural regions [Figure 4].
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Number of psychiatrists per 100 000 persons by
Health Service Delivery Area in 2010-11.

Regional disparities in medical specialties in rural British Columbia

Number of psychiatrists per 100000 persons by
Health Service Delivery Area in 2022-23.

Change in the number of psychiatrists per
100000 persons by Health Service Delivery
Area between 2010-11 and 2022-23.

FIGURE 5. Distribution of and change in the number of psychiatrists across BC between 2010-11 and 2022-23. Darker gradients of red represent higher
psychiatrist density; lighter gradients of red represent lower psychiatrist density. Gradients of green represent increases in psychiatrist density; gradients of

yellow represent decreases in psychiatrist density. The inset maps show Vancouver and surrounding areas.

Psychiatry
Urban regions had more psychiatrists per
capita than rural regions, a situation that has
persisted since 2010-11 [Supplementary
Table 1c; Figure 5]. In 2022-23, Vancouver
had 43.1 psychiatrists per 100000 persons,
whereas the Northeast had 5.3 psychiatrists
per 100000 persons. The provincial median
was 10.3 psychiatrists per 100 000 persons.
From 2010-11 to 2022-23, there was
a mixed trend in the number of psychia-
trists per capita across regions [Supple-
mentary Table 3; Figure 6]. In 7 of the 16
HSDAs, the number of psychiatrists per
capita decreased, including in both rural

and urban communities. Overall, urban
regions experienced no change in the num-
ber of psychiatrists per capita, whereas rural
regions experienced an increase.

Discussion

During the study period, there was a dispar-
ity in specialist distribution across HSDAs
in BC, with fewer specialists per capita in
rural regions than in urban centres. This pat-
tern remained constant between 2010-11
and 2022-23, despite absolute increases
in the number of specialists. In certain
HSDAs, a single specialist may be provid-

ing care within their specialty to an entire
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FIGURE 6. Number of psychiatrists per 100 000 persons in rural versus urban Health Service Delivery

Areas over time.
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region; this can pose a serious risk of ser-
vice disruption to entire geographic regions
of BC. The loss of even a single specialist
in rural regions can drastically reduce the
per capita distribution of specialists in that
area. Similarly, small gains in the number
of specialists in rural regions translate to
significant increases in the number of spe-
cialists per capita and access to specialty
care. This highlights significant inequities
in access to specialist care and the need to
create programs that support the recruit-
ment and retention of specialists in rural
communities.

In more rural areas, general internists
made up a greater proportion of internal
medicine specialists than subspecialists,
which underscores the importance of rural
generalism, a concept that is frequently dis-
cussed in primary care literature.”” General
internists have also driven the increase in
internal medicine specialists in rural regions
that often do not have any subspecialists.

Both urban and rural regions in BC have
experienced little change in the number of
pediatricians and psychiatrists per capita
over time, despite increases in absolute
numbers of these specialists. This suggests
that the supply and retention of these spe-
cialists have not met the demands of popu-
lation growth. Poor compensation, changing
demographics, high call burden, and high
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rates of physician burnout may be contrib-
uting to stagnant availability of pediatri-
cians and psychiatrists.'¢?**! For psychiatry,
simply increasing the number of psychia-
trists alone may not be the solution to this
complex problem. Rates of use of psychiatry
services increase with the number of psy-
chiatrists per capita, but this correlation
plateaus in higher-density urban regions.
For example, psychiatrists in high-density
urban regions in Ontario see fewer patients
and are less likely to take on new patients
than those in low-density regions.? This
may be attributed to practitioners seeing
the same patients more frequently, working
part-time, or focusing on nonclinical duties
such as administrative work or research.!0?

Further research and policy development
are needed to better support the increasing
health care needs of rural BC communities
where specialists are less readily available
than in urban centres. Factors that influence
rural physician recruitment and retention
include education, remuneration, regula-
tory environments, organizational sup-
port, peer/professional support, lifestyle,
and culture.>?*?* Efforts can be made to
facilitate social engagement between rural
community members and newly recruited
rural specialists and their families.”® Social
support should be provided to specialists
and their families to ensure their seamless
integration into rural communities, espe-
cially for clinicians who are new to provid-
ing care in Canada. Specialists should be
supported in their transition to rural prac-
tice through mentorship programs; team
building; facilitative organizational factors;
and opportunities for upskilling, network-
ing, and career progression.*

'The University of British Columbia has
made efforts to address gaps in rural edu-
cation by opening its Northern, Interior,
and Vancouver Island campuses. Gradu-
ates from these campuses are more likely
to enter family practice and ultimately to
practise in rural communities, particularly
if they have a rural background.* However,
additional efforts are needed to ensure that
postgraduate specialty programs are also
selecting residents who are interested in

serving rural communities and that they
are optimally trained for rural practice.™*
There is a need for increased postgraduate
specialty training opportunities in rural set-
tings, for both residents with an interest in
rural practice and those who intend to work
in urban centres that will provide tertiary
care for rural patients.**® Increasing rural
content in medical school and postgraduate
curricula, along with rural specialist men-
torship programs for interested trainees,
may enhance rural specialist recruitment.”

In certain HSDAs in
BC, a single specialist
may be providing care
within their specialty
to an entire region; this
can pose a serious risk
of service disruption
to entire geographic
regions of BC.

'The BC Ministry of Health is also work-
ing to improve access to rural specialists
through various programs, including by
providing financial incentives, supporting
outreach visits, facilitating locum doctors,
and providing rural educational opportu-
nities.>* Streamlining hospital privileg-
ing processes and cross-national licensing
are also needed to ensure safe and effective
rural specialist practice.?® Current MSP
billing codes support easy access to virtual
care. While virtual care has significantly
reduced barriers to providing health care to
remote and rural communities, it remains
an adjunct to in-person consultations.
The College of Physicians and Surgeons
of BC states that “the appropriate use of
virtual care includes access to in-person
care and is ultimately a professional deci-
sion of the registrant made in conjunction
with their patients.” Virtual care cannot
replace the connectivity and trust that an
in-person consultation provides, especially

CLINICAL

for vulnerable patient populations or for the
understanding of community context, val-
ues, and resources that comes from spend-
ing time in rural communities. Virtual care
does not provide clinicians with information
gained from a thorough physical examina-
tion or the ability to assess body language
and behavior. Basic medical services such
as emergency care and routine measure-
ments (e.g., blood pressure, pediatric growth
assessments) are also difficult to support
virtually without the added assistance of
nursing staff. Additionally, virtual care faces
technological limitations related to network
connectivity and hardware availability in
rural areas, digital literacy of patients and
staff, and privacy concerns regarding the use
of digital platforms.”® While exclusive virtu-
al care may be appropriate in specific cases,
other situations require in-person assess-
ment or live support from ancillary staff.
Virtual care is an important tool in reduc-
ing health care barriers in rural settings,
but further research and policy guidance
are needed to inform the most appropriate
balance between in-person and virtual care.

Rural specialists are also improving
rural access to specialty care by creating
organizations such as the General Rural
Internal Medicine (GRIM) and Sustaining
Pediatrics in Rural and Underserved Com-
munities (SPRUCe) networks.®* These
organizations aim to identify areas of need
in rural communities, connect rural com-
munities with locums or visiting specialists,
and facilitate interprovider communica-
tion between specialist teams in rural and
urban communities. They also advocate for
rural medicine through providing support
and mentorship to learners and clinicians
interested in rural medicine.

Rural health care disparities are com-
plex, and multifaceted solutions are essen-
tial to ensure all Canadians can access
high-quality medical services. Innovative
solutions, investments in rural health infra-
structure, and increased recruitment and
retention of specialists are needed to ensure
equitable access to specialist care for rural
populations.'*1
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Study limitations

This study included only internal medi-
cine, pediatrics, and psychiatry; therefore,
the findings do not necessarily reflect the
distribution of other specialties, including
surgical specialties. The data do not account
for services provided via telehealth, locum
physicians, and visiting outreach models,
which are strategies to address the health
care gaps in rural BC. The data also do
not capture exclusively salaried physicians
or types of service, practice setting, hours
worked, or volume of patients seen, all of
which may affect access to specialist care.
The pediatrician data were based on general
pediatricians and pediatric subspecialists
using MSP pediatric fee codes. Pediatri-
cian and psychiatrist subspecialists were
not accounted for separately, which resulted
in a knowledge gap in rural access to these
disciplines. Additionally, MSP population
data were not age adjusted, so both pedi-
atric and adult populations were included.

Conclusions

Overall, we found rural-urban discrepancies
in specialist distribution in BC, which have
persisted over the past decade. We call upon
clinicians and policymakers to address this
long-standing issue. W
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