Chapter 4

Discussion and Conclusions

4.1 Introduction

The objective of this concluding chapter isthreefold. First, the mgor findingsfrom theliterature review and
the andlysis of physician supply data are summarized. In addition, athough the study has produced many
useful findings, not al questions concerning the geographic distribution of physiciansin Canadahave been
or can be answered, given the nature of the study and the limitations of the data. Some of theseinformation
or knowledge gapsareidentified in Section 4.2. Second, based on our experiencein conducting the present
sudy, we identify and discuss, in Section 4.3, severd challenges that researchers and hedlth services
planners may face in examining physician digtribution. Lagtly, on the basis of previous discussons, we
suggest severa potential studies that we think are needed or that could advance our understanding of
physician digtribution.

4.2 Summary of Major Findings

The review and synthesis of the literature shows how the anaysis of the geographic distribution of
physicians has evolved from the smple - some may even say smpligtic - population-to-physician ratio to
something considerably more complex in order to describe the spatia dispersion of physicianswith grester
conceptua clarity, more precise measures and more sophigticated indices. We have shown the growing
awareness that factors other than the numbers of physicians and resdents have to be taken into
consderation. These include travels by physicians and patients, variations in physician workload and
productivity, overlapping scopes of practice of different specidties, medica care utilization patterns and
the hedlth atus of the population. Different approaches have been used to incorporate these factors into
measures of physician didtribution or to bypass the difficulties posed. Theseinclude using physician FTES,
population adjustments to reflect differences in utilization pattern or health status, ways to capture within-
region and out-of-region service provison and service consumption patterns and distances between
physcians and patients. In short, it is a progresson from measures based on smple head counts to
measures that reflect the medica care needs of a population and the cepacity of available physician
resources to meet those needs.

Idedly, future studies of physician digtribution should take some, if not dl, of these factors into
congderation, though data and information constraints could present a problem. A study of Manitoba s
need for generdigt physicians (i.e, GPSFPs, generd internists and generd pediatricians) by Roos et d.
(1996b) isagood exampleof attemptsto move beyond the smple phys cian-to-popul ation ratio gpproach.
Although the Roos et d. study is not about the geographic digtribution of physicians, the fairly elaborate
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methodology it has adopted to examine provincia physcian supply and needs provides some guidance to
future sudies of physician digtribution. The anadysishas incorporated physi cian service utilization patterns,
age-sex composition and health and socioeconomic characteristics of arearesidents, physician workloads
in different regions, physician FTES, availability of nurang stations in more remote regions (as a proxy for
nurses subgtituting for physicians), the extent of physician contact received within and outside an area, tc.
This Manitoba study shows what can be doneif pertinent data are available,

The second part of the present study (Chapter 3) isan empirica analysisof physcian availability in Canada
(athough the FTE andyses are based on data from only eight provinces), usng as aguide indgghts gained
from the literature review. Since the emphags is on the spatid digtribution of physicians, geographic
information systems techniques have been used to visudly present some of the resultsin a series of maps.
The mgor findings and “lessons learned” are highlighted in point form as follows.

In Canada, during the period from 1986 to 1996:

i The number of physicians increased by 20.5%, while the overal population of Canadaincreased
by only 13.9%;

“Head count” population-to-physician ratios have improved and recommended population-to-
physician ratios were met for GPS/FPs and for most specidist physicians at the nationa and
provincid levels,

-/

FTE-based population-to-physician ratios also show improvement; but when these figures are
used, fewer recommended ratios are met;

-/

-/

If the trends that have been observed for femae and older physicians continue (i.e., together
becoming an increasing proportion of the physician workforce; and both associated with lower
average FTE vaues), it will be more difficult to reach many of those recommended popul ation-to-
physcian ratios,

While nationd and provincid numbers of physicians are generdly adequate (assuming the vdidity
of the recommended population-to-physician ratios), sgnificant regiona variations existed and
persg, leading to a“madigtribution” of the physician resources in many parts of Canada;

-/

“Mddigribution” in the form of decreases in the numbers of rurad physicians relaive to the
population in those aress is apparent and can be displayed easily using smple cartographic
techniques, in someingtancesthe smpler technique of adot map ismore adequate than the plotting
of population-to-physician ratios because of the large geographical units needed to adequately
portray the ratios,

-/



-/

If adminigtrative unitsare used to examinedifferences between urban/rura phys cian and population
digtribution and if one cannot generate the classfications, then the Statistics Canada urban/rura
codes are highly recommended; however, they should be used with caution especidly for time-
series andyses as the adminidrative/census boundaries of communities can change and have
changed considerably over the years,

-/

Over the short period of time from 1991 to 1996, the proportions of physicians working in small
town and rural areas of Canada decreased from 14.9% to 9.8% while the population rose from
19.2% to 22.2% (Note: these figures are approximate only and should be used with caution
because of theboundary changesin censusadminigtrative unitsthat occurred during thistimeframe);

-/

While the mgority of Canadians live in close proximity (i.e, less than 5 km) to physcians and
hospitals, the distance to these hedlth personnel and facilities is increasing for rura resdents as
physicians and hospitas are increasingly concentrated in urban and urban fringe areas, and

When detailed location data are available, urban/rura dichotomiesin terms of both physician and
populationdistribution are best assessed and shown when theresearcher isnot constrained by pre-
defined, and perhaps inappropriate, geographica areas such as census divisons or counties.

-/

What this study has accomplished isto show that thereis more to the geographic distribution of physicians
than population-to-physician ratios. We have tried to show that physician distribution can be understood
and measured in different ways. Some of these approaches have been used in an empiricd andysis of
physician supply in Canada, which has yielded some useful results. Along theway, we have dso explored
anumber of reated issues such ashow “rurd” and “madigtribution” are understood.

It would be quite unredlistic to expect that al questions concerning the geographic distribution of physicians
in Canada can be answered in asingle study. Although quite extensive in nature, the present research il
leaves some of the questions raised in the Request for Proposa partidly answered or unanswered dueto
datalimitations and the nature of the present study. Firg of al, whileit is possibleto document the unequa
digtribution of physicians, it is much more hazardous to infer physician shortage, except in extreme cases.
Thisisbecause designations of “shortage” or “madigtribution” have to be made againgt some standards of
adequacy. Unfortunately, there are as yet no universaly accepted standards. The recommended
population-to-physicianratioswe havereviewed, evenif they arevaid, tend to be nationd standardswhich
may or may not be applicable at sub-provincid levels.

Secondly, it is not possible for this study, which is based on a literature review and an anayss of
secondary dataon physcian supply, to assess difficulties experienced by Canadiansin accessing physcian
sarvices. The levd of difficulty in accessing medica care is a function of many factors, the number of
physiciansin an areais just one of these. Besides, physician supply data cannot be used to infer patients
subjective experience of hardship. It isworth noting that we have not come across a Canadian study that
relates objective measures of physician availability with subjective perceptions of accesshility. Lagly, this
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study cannot document the socia or economic impact of lack of access to physician services. Thisis
another area where hardly any research has been donein Canada.

All this suggests that more research is needed in order to fill existing knowledge gaps. Severa suggestions
are presented in the last section of this chapter.

4.3 FutureChallenges

Although researchers have made great stridesin advancing our understanding of the geographic distribution
of physicians and in developing methodologies and measures to more accurately describe physician
digribution, there are gaps in exigting research and there may be changes in hedlth service ddivery which
may affect physician distribution in the future. Some of the mgjor research gaps and future chalenges are
briefly discussed asfollows.

4.3.1 Provider Substitution

That physicians often provide services beyond the scope of their specidties has been acknowledged by
many researchers, but few studies have actudly factored specidty subgtitution into physician supply and
distribution measurements. This may be due to difficulties in obtaining reliable data pertaining to specidty
subdtitution.

Aneven more daunting dataproblemisthelack of dataon discipline subdtitution. By discipline substitution,
we refer to providers in one discipline subgtituting for those in another. Discipline subgtitution and the
effectiveness of some forms of subgtitution have been discussed extensively (see, eg., Abelson and
Hutchison, 1994; Officeof Technology Assessment, 1986; Mangaand Campbell, 1994; Pong, 1997; Pong
etd., 1995; Shi et d., 1993). It iswell known that some of what physicians do can be done, and can be
done quite effectively and possbly a lower cost, by other providers such as audiologists, clinica
pharmacists, midwives, nurse anesthetigts, nurse practitioners, optometrigts, physcian assstants, physica
therapidts, podiatrigts, psychologists, etc. in gppropriate settings and in collaboration with physicians. As
in the case of specidty subgtitution, the main problem in examining discipline subgtitution is the lack of
relevant, reliable and system-wide data that can be used for research and planning purposes. Since most
of the aforementioned categories of practitioner do not receive fee-for-service rembursement in Canada,
the types and extent of their work that can be seen as subgtitution for physician services are not officidly
and sysematicdly recorded, thus making meaningful andysis virtudly impossble.

The absence of systematic datashould not, however, prevent us from taking discipline substitution, aswell
as specidty subditution, serioudy when examining the spatia digtribution of physcians, particularly for the
purpose of hedth services and medical workforce planning. The fallure to see speciaty and discipline
subgtitution as part of abroader health workforce srategy has prevented us from finding viable solutions
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to aperpetua problem. AsBarer and Stoddart (1992) have advised, “ (t)he problem has historicaly been
seen asone of physician madigtribution, a view that encourages the search only for physician-based
solutions, to the exclusion of other possible gpproaches. Y et regions such asthe Northwest Territoriesand
the Y ukon Territory appear to have demonstrated that not al rural-area problems need to be addressed
by physician solutions and, moreover, that nonphyscian solutions are often at least as effective and more
enduring.... we know of no compelling arguments againgt using physician subgtitutes in regions where
physician recruitment continues to be problematic” (p. 619; origind emphags).

4.3.2 Data Requirements

We have dluded to the dearth of sometypes of dataand thelimitation it has placed on the kinds of andysis
that can be performed. The problem of datarequirementshasbeenwidely recognized. Taylor et d. (1994),
for ingtance, have pointed out that “(a)vailability of dataisa limiting factor in being able to operationdize
any methodology. In particular, finding data at the level of aggregation desired for identification of the
underserved areaisoften very difficult... At present, decisionsregarding the definition of aconcept or term
that is key in research are often driven by the availability of data’ (p. 48).

Some of theidentified research gaps are undoubted due to the unavailability of appropriate data. We have
shown that the population-to-physcianratio, in itsrudimentary form, isan unsatisfactory measure and that
refinements can be made by factoring in various relevant variables. However, as a measure or an index
becomes more el aborate, the amount of data required increases. One of the gppeals of the population-to-
physician rétio is the very low leve of data requirement. Data availability dso partly explains the
atractiveness of using province, county, hedlth region or census divisonasthe geographic unit of andyss
since most population and health data are reported at the province, county, health region or censusdivision
level even though such units of andys's may betoo aggregated or too “atificid” to be meaningful from the
perspective of hedth sarvices ddivery. Definitions of “rurd” are Smilarly dependent on deta availability.
Whileit may beoverly smplistic to definerural areasas placeswith lessthan 10,000 residentsor thosewith
a“0" as the second digit in the posta code, such definitions are smple to operationdize and apply.
Conversdy, complex definitions, no matter how conceptually sophisticated and e egant they may be, often
require SO much datathat they areimpractical or evenimpossibleto use. Accessto un-aggregated datathat
can subsequently be aggregated without the limitations of pre-defined geographica unitsismost desirable.
Unfortunately, that form of dataisal too frequently unavailable or not made avail able because of concerns
over confidentidity.

Asacaein point, it is now fifteen years since Joseph and Philips (1984) argued that there was a great
need for more empirical studies on the impact and measurement of distance (however defined) on
access bility to hedth care. They were speaking of the need to refinethe numerica coefficientsin the extant
meathematica mode s defining theinfluence of distance. Ten yearslater, in asmilar review of theliterature,
the same cdll for more studies of this nature was made by Ricketts et d. (1994). During the intervening
years, few researchers have had access to data and software tool s necessary to undertake those studies.
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The future directions of research on physician distribution depend, to aconsderable extent, on what kinds
of dataare to be collected and made ble. Even when data are available, they may not be ble
for research and planning purposes as exemplified by the reluctance on the part of a few provinces to
release provincia physician FTE datafor the present project. Thetradeoff between conceptud or anaytica
soundness on the one hand and feasibility or practicdity on the other is a problem that will continue to
plague researchers and hedlth services planners.

4.3.3 Electronic“Traveling”

We have discussed the mohility of both patients and physicians and the complicationsit hasintroduced to
the andlysis of physician digtribution. More specificaly, patient and physician mobility has made andysis
based on a defined geographic area untenable. This problem is going to become even more difficult to
handle in thefuture astelehedth islikely to become more pervasive and play anincreasingly important role
in rurdl hedlth care. Broadly defined, telehedth is the use of telecommunications technology to overcome
geographic distances between hedlth care practitioners and service users for the purposes of diagnoss,
trestment, consultation, education and hedlth information transfer. To date, physician and patient mobility
means, with few exceptions, travels fromonelocation to another. In the not too distant future, mobility will
mean both travels by cars, planes and trains and “travels’ on the eectronic highway. As telehedth
technology becomes more powerful and affordable, interactions over long distances between physicians
and paients, as wdl as between physicians and their colleagues, for medical purposes will become
commonplace. Increasingly, face-to-face contacts will be replaced by “virtud” contacts.

How soon telehedth will be widely adopted in Canada depends on a number of factors. The technology
isdtill being refined and tested to ensure safety and clinicd efficacy. Aswell, anumber of policy issueslike
practitioner reimbursement, practitioner licensure, service sandards, protection of privacy, ligbility
insurance coverage, etc. till need to be addressed. Interestingly, anumber of advisory bodieshave aready
predicted or promoted the wider use of telehedth. For ingtance, the Saskatchewan Working Group on
Physician Need (1997) has commented on the potentia of telehealth to increase specidty servicesin
remote aress. Likewise, the Northern and Rural Health Task Force (1995) has recommended the use of
teleradiology, video-conferencing and other innovative technologies in order to make available more
gpecidty servicesto rura communities.

Teehedth could have amagor impact on physician workforce policies and planning, especialy concerning
physiciandistribution. In their sudy on physician licensureissuesin reation to telehedth, Pong, Hogenbirk
and Pearson (in press) have noted that some provinces (e.g., New Brunswick, Ontario and Quebec) have
introduced differentid fee schedules, hospital-privilege granting and other mechanismsin order to effect a
more equal geographic digtribution of physicians. Aswell, some provinces have restricted theissuance of
hilling numbersto new physciansasaway of indirectly controlling medica care spending. But such policies
and approaches could become largdly ineffectud if telehedth is widely adopted because it transcends
distance and geopalitica boundaries. A physician in another region, province or even country can provide
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ome sarvices to patients in a rurd community without being there in person. The notion of geographic
digtribution of physicians may have to be reconsdered in light of the advent of telehedth.

Inaway, telehedth can be seen asaform of mobility, involving long-distance“traveing” by patientsto see
their physicians or vice versa by means of telecommunications (Pong, Hogenbirk and Pearson, in press).
The mgor differences between eectronic “traveling” and conventiond traveling are ease of access, cost
savings by patients and volume. Asaresult, the shgpe of rura medica service ddivery could be dteredin
substantia ways. If physica mobility has made the task of describing physician distribution more complex
and difficult, electronic mobility will likely bring bigger headaches to researchers. However, those
headaches should not be insurmountable if data are made available and innovaive tools of analyss
continue to be explored and introduced.

4.3.4 Physician Availability, Utilization and Health Status

The concern about the uneven geographic distribution of physicians is partly based on the belief that
physician availability, medica care utilization and the hedlth status of residents are closely rdlated. The
conventiond wisdom is that the availability of physiciansin acommunity facilitates accessto medicd care
which, in turn, enhances hedth status. In redity, the relationships between these three sets of varigblesare
cons derably morecomplex and theavailableempirica evidenceisnot entirely cons stent. Researcherswho
wish to study the consequences of the uneven digtribution of physicians will have to overcome additiona
chdlenges.

Withrespect to utilization of medica services, some studies show that rura residents have lower utilization
rates. Wennberg and Gittel sohn (1973) were among the first researchers to document regiond disparities
in medica care access and their potential negative consequences. Relying on Medicare data, they found
that counties in the northeastern part of the US which had more surgeons exhibited higher utilization rates
for some surgical procedures. Studies that report comparable findings include those by Braden and
Beauregard (1994), Chiu et a. (1981) and Miller et d. (1995).

However, other researchershave reported no or very weak rel ationshipsbetween physician availability and
medica care utilization. Studies belonging to this category include those by Horne (1987), Kleinman and
Wilson(1977), McConnel and Zetzman (1993) and Shapiro and Roos (1984). Horne (1987), for instance,
compared the age-adjusted utilization rates of nine“underdoctored” and 16 * undoctored” communitiesin
Manitoba with Winnipeg, Brandon, the province as a whole and other communities in their respective
regions. Hisresultssuggest that whilethe* underserviced” communitieshad rel atively low per capitamedica
care cogtsreative to Manitoba, Brandon and Winnipeg, their use of publicly insured medical serviceswas
not subgtantialy below smilarly szed communitiesin the sameregion which had adequate physician supply.
Findings such as these have apparently prompted Barer and Stoddart (1992) to assert that athough the
uneven digtribution of physicians across Canadais well recognized, it is lesswell known that the variation
in medica sarvice utilization per capitais consderably smdler.
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The fact that resdentsin rural and remote communities have poorer hedth Statusis|ess subject to debate.
What is till debatable is the sources of poorer hedlth status among rura residents. Thereis no consensus
among researchers that less access to medica care isthe cause of poorer hedth status. Most believe that
the relative lack of hedth care resources, including physician resources, in rurd and remote areas is a
contributing factor, but not the only one and may not even be the most important one. Weller (1981),
among others, has identified the broader problems of deteriorating community infrastructure, inadequate
socioeconomic development and adverse effects of culturd change among indigenous populations as
reasons for poor hedlth conditions among residentsin northern communitiesin Canada. Heisof the opinion
that unlessthere are substantial improvements in the standard of living, expangon of hedth servicesaone
will not change the blegk picture. Smilarly, Barer and Wood (1997) have argued that while differentia
access to physician services is commonly Seen as contributing to regiona variations in population hedlth
status, the relationship between physician availability and population health statuswithin awide observable
range of physician supply isnot obvious.

Intheir study of contactswith physiciansin Ontario, Pitblado, Pong and Jacono (1995) havefound that low
utilization of physician servicesis not an exclusively rura phenomenon and that the relationships between
hedlth behaviours, utilization of physician services and hedth status are not smple and straight-forward.
Such complex relationships suggest that while the uneven digribution of physicians is an important issue,
enauring theavailability of physciansand reasonable accessto medicd careisjust thefirst sepin enhancing
rurd hedth. The kind of medica care provided, appropriateness of utilization, integration or lack of
integration of medicd care with other hedth services, promotion of a hedthier lifestyle, etc. are equaly
important. A broader perspective has been advocated by some authors. For instance, Rosentha and
Frederick (1984) have suggested that the physician/population ratio should be changed to the
physician/population health status ratio. Inasmilar vein, Taylor et a. (1994) have noted an emerging
focus on the hedlth caresystem, and not just on the number of individua physcianspractisnginaparticular
areain relation to the number of people living there.

4.4  Suggestionsfor Further Research

The identification of research gaps in Section 4.2 and the discussion of future chalengesin Section 4.3
have provided some clues to where future research is deemed necessary. A number of suggestions are
presented as follows.

i The ability to measure physician supply in terms of FTES is an important advance in medical
workforce research and planning. However, as noted previoudy, there are fill gapsin how FTES
are cdculated, such as the excluson of non-fee-for-service physicians or dinica care not funded
through fee-for-service. This problem will become more serious as an increasing number of
physdans are shifting to non-fee-for-service payment schemes. Fortunately, as the Canadian
Indtitute for Hedlth Information will soon collect data on non-fee-for-service physicians, this
problem may be partiadly addressed.



-/

Another problem is the inability to identify physcians in one specidty who provide services in
another. The need to address thisissue is particularly important for rurd physicians who tend to
perform a much wider range of procedures as part of their medica practice than their urban
counterparts. Although thereis no consensus among health services planners on whether or not to
count uncertified specidists as pecididts, the issue of specidty subgtitution is an important onein
undergtanding or documenting physician ditribution.

Thereis even less information on the extent of discipline subgtitution. In fact, we are not even sure
if midwives, nurse practitioners, etc. are subgtituting for, supplementing or complementing
physicians, or duplicating physicians work. The roles of these practitioners and their implications
for physician supply, particularly in rurd areas, need to be examined. It would be useful to examine
the efficiency and effectiveness of different configurations of health practitioners, their acceptance
by rura resdents and their implications for physician resources planning.

Traveling long distances to seek medicd careisafact of life for many peopleliving outsde mgor
urban areas. Although researchers are increasingly taking patient travel sinto consderation, travel
behaviours have not been studied extengvey. For ingance, most sudies, including our anadlysisin
Chapter 3, use as-the-crow-flies distance to represent the distance between patient and physician.
Thisisnot dways satisfactory because many communities are separated by rivers, lakes, mountain
ranges and wilderness. There is a need to replace straight-line distance with road distance and/or
with distance measurements that reflect dternative modes of trangportation. Technicdly, with the
rapid developmentsin the science of geographica information systems and computer hardware,
this should not be difficult. To date, however, except for selected sub-provincid areasand asmall
number of provinces, detailed digital road networks have not been available for the country as a
whole. Even the currently available commercid network datasets are relatively crude and very

expensve,

Thereis also a need to examine the very concept of “distance’. Distance may be expressed in at
least the following ways. Geodesic distance, i.e., km between two points; time needed to cover
distance via a specified mode of transportation; actua transport costs in terms of dollars;
“perceived distance’ asreflected in how individuas or groups view distances; or combinations of
these. These various perspectives on distance are not new, but few of the dternatives or
combinations have been used by researchersbecause of thedifficulty inacquiring appropriate data.
For ingtance, are there Canadian dataon how far people arewilling to travel to accessthe services
of a GP/FP or a specidist?

Itisprobably truethat to date, most of thetraveling isdone by patientswho seek medica care. But
the popularization of telehedth technology will likely change the picture. Increasingly, physcians,
particularly specidists, will “travel” to where patients are located by means of telecommunications.
As noted earlier, this will likely have a mgor impact on rurd hedth care ddivery and our
understanding of physician digtribution. Research in this areais urgently needed.

4-9



-/

-/

Physician digtribution in mogt areas will continue to bein a state of flux. Thisis not only because
of personne turnover, population growth and decline, retirement and recruitment, expansion and
contraction of services, etc., but dso because of changes in hedlth care policies. Mgor policy
initiatives, such asthe adoption of non-fee-for-service payment models or resource-based relative
vaue schemes, changes in medica education, etc. could affect the practice patterns and activity
leves of physicians, which inturn could dter the production of clinical services. Thus, the study of
physician distribution goes beyond the andysis of workforce and population data; it also involves
examiningtheimpact of hedlth care policiesand the rdl ati onshi ps between physician distribution and
other aspects of the hedlth care system.

Thefindingsfrom theliteraturereview and the analysis of physcian supply datahave suggested that
there may not be a single standard of adequacy regarding physician supply or asingle solution to
the problem of inadequate accessto physdician services. Resdents, aswdl asphyscians, indifferent
communities may view and respond to the problem differently, depending on their individua
experiences, their hedth status, locd or regiona arrangements in the provison of hedlth services,
provincia hedlth care policies, the broader socioeconomic and political context, the community
structure, etc. The quest for the dusive one-size-fits-dl solution is likely to be unfruitful, if not
misguided.

Studies based on nationd or provincid data on physician supply, such as the present one, can
identify broad trends and the “big picture’, but cannot reved the uniqueness of individua
communitiesand the complexity of the many factorsthat interact and impinge on accessto medica
care. They cannot answer questions like: Why some communities can attract and keep physicians
while others cannot? Why two communitieswith smilar physcian-shortage problems exhibit very
different hedth-status conditions? How do residents in different communities cope with physician
shortage. Anecdota evidence and mass-mediastories suggest that different communities dedl with
their unique problemsin different ways.

It would be extremdy useful to conduct a comparative study of eight to ten rurd communitiesin
different parts of the country in relation to accessto physician services. In addition to documenting
the number of physiciansand wherethey arelocated, it would examine what the physiciansdo and
how they practise; physicians concerns and how they think medica care can be improved; how
residents in the studied communities access services and to what extent they access services, the
resdents assessment of their health care needs, their knowledge of the availability of hedth
sarvicesand thelr perceptions of the adequacy of medical care; resdents travel patternsinrelaion
to physician vigts; etc.

In addition, as hedth care ddlivery is not an isolated activity, the study would examine how the
seeking and ddivering of medica care interrelate with other activities and how hedlth care as an
inditutionis meshed with other indtitutions. In other words, a cons derable amount of “contextual”
data would need to be collected. Needless to say, such a study would have to rely on both
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quantitative and quditative research methodologies. Where feasible, it would use secondary data
fromvarious sources. Aswell, it would rely on primary data collected through surveys, interviews,
focus groups and observation.

A comparative study of this nature should yield a wedth of information about the avalability of
physcians and the problems of accessto physician servicesin rura areas and how such problems
are perceived and dedt with in different communities. As well, the ways physicians see the
problems can be compared with the ways patients or the community understand the Situations.
Such information supplements the types of data used and the kinds of andys's conducted in the
present study. The information and findings of such a study could inform policy decisions and
program design.

Last but not least, more in-depth research will not be possible without adequate data. Aswe have
suggested, some of the research gaps could betheresult of datainadequacies. Research and data
development can be seen as complementary activities, one feeding the other. In suggesting future
research, we aso urge more effort be devoted to generating and making available the necessary
data to support research and planning efforts.
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