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Introduction: Both Canada and Australia are facing severe shortages of primary
health workers, and these shortages are exacerbated in rural and remote communities.
This literature review highlights similarities and explores the factors that serve to
attract and retain family practitioners in underserved regions of Canada and Australia.
Methods: We used MEDLINE on OvidSP to review the literature between Jan. 1,
2000, and June 30, 2012. We excluded sources if the primary objective did not consider recruitment or retention of general practitioners.
Results: We found a total of 114 sources, 28 of which were excluded, leaving 86
sources for review. We organized results according to 5 life stages of family physicians
in rural practice and graded the literature according to the strength of the methodology and the relevance of the findings. We chronologically categorized Canadian and
Australian literature that discussed recruitment and retention of family practitioners
into rural practice.
Conclusion: Various factors that pertain to each life stage of a family physician have
been shown to positively correlate with the eventual decision to commence and remain
practising in rural areas. Training programs should be better structured to attract candidates who are more likely to enter rural practice. Policy-makers should be mindful of
these findings, because improvements in retention will deliver large financial savings.
Introduction : Le Canada et l’Australie font tous deux face à de graves pénuries de travailleurs en soins de santé primaires, pénuries qui sont exacerbées dans les communautés
rurales éloignées. La recension des écrits met en évidence des similitudes et explore les
facteurs qui servent à attirer et à fidéliser des médecins de famille dans les régions mal
desservies du Canada et de l’Australie.
Méthodes : Nous avons utilisé MEDLINE sur OvidSP pour revoir les documents publiés
entre le 1 janvier 2000 et le 30 juin 2012. Nous avons exclu les sources si leur objectif principal ne tenait pas compte du recrutement et du maintien en poste d’omnipraticiens.
Résultats : Nous avons trouvé au total 114 sources et nous en avons exclu 28, ce qui laissait 86 sources à analyser. Nous avons organisé les résultats en fonction de 5 stades de la
vie des médecins de famille en milieu rural et nous avons coté les documents en fonction
de la force de leur méthodologie et de la pertinence des constatations. Nous avons classé
par ordre chronologique les communications canadiennes et australiennes où il était question de recrutement et de maintien en poste de médecins de famille en pratique rurale.
Conclusion : Il y a une association positive démontrée entre divers facteurs liés au stade
de la vie des médecins de famille et la décision éventuelle de commencer à pratiquer en
région rurale et d’y demeurer. Il faudrait mieux structurer les programmes de formation
pour attirer des candidats plus susceptibles de se lancer en pratique rurale. Les stratèges
devraient tenir compte de ces constatations parce qu’une meilleure fidélisation des
médecins produira d’importantes réductions des dépenses.

© 2013 Society of Rural Physicians of Canada

Can J Rural Med 2013;18(1)

13

INTRODUCTION
Developed nations currently face severe shortages of
medical workers and even greater maldistribution of
primary health care services between metropolitan
and rural regions.1–3 The World Health Organization
(WHO) acknowledges this problem by recommending that institutions train health professionals to
address the priority health needs of the surrounding
communities.4,5
Canada and Australia have similarly low population densities with large geographical areas inhabited by relatively few people outside of urban centres.6,7 With both countries experiencing physician
shortages, rural and remote communities are working hard to retain their current physicians, while
creating innovative incentives to actively recruit and
retain recently trained doctors.
Recently established undergraduate and postgraduate medical training programs have emphasized provision of health services in rural areas.
These programs have generated interest among new
family practitioners in providing services to rural
and remote regions,1,8–13 although this interest is relatively recent and resides largely in newer graduates.
The ratio of registered family physicians to population in both countries is similar, with a more
favourable ratio seen in metropolitan zones relative
to regional and rural areas6,14–17 (Table 1). There continues to be a large maldistribution of family physicians in rural and remote areas of both countries,
whereas urban regions continue to have increased
recruitment and retention of medical practitioners
in all specialties.5,18–22 Such trends are expected to
reduce the number of Canadian and Australian doctors who serve aging rural populations.23,24
Attempts at rectifying these disparities are being
made in different settings and manners. For example, various Canadian provincial return-of-service
agreements allow family physicians to work anywhere but in urban centres.25 The Australian remedy
was to create the Rural Incentives Program, which
Table 1. Ratios of family physicians to population in Canada
and Australia, by degree of rurality16,17
No. of physicians per 1000 population
Census area*
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Canada (1993)

Australia (1991)

2.6
1.9
0.9

1.8
1.1
0.9

Metropolitan
Regional
Rural/small town

*Metropolitan area population: > 100 000; regional area population:
10 000–99 999; rural/small town area population: 1–9999.
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offers financial incentives to undergraduate medical
students, general practice registrars (i.e., family
practice residents) and registered practitioners.26
Research shows that key issues considered by practitioners when deciding to begin or maintain a rural
practice include the availability of collegial support
and links to the academic community,12 the beauty of
the rural environment,27,28 increased demand for procedural work,29,30 access to primary and secondary
educational facilities, access to various social and
recreational amenities, the availability of diagnostic
and treatment facilities, and public and private
remuneration offers.12,31–36
In this literature review, we explore the factors
that attract and retain family practitioners in rural
and remote areas of Canada and Australia and highlight the similarities and differences between the
countries. We also examine the rationale and successes of programs and policies, and make recommendations to address shortages of family physicians in
rural areas.

METHODS
We conducted a literature review of original research and relevant meta-analyses to gain a better
understanding of present knowledge about the
recruitment and retention of family physicians in
rural and remote areas. The definition of “rural and
remote” varies, and we did not control for the definition of this concept.
We used MEDLINE on OvidSP to search for
relevant publications from Jan. 1, 2000, to June 30,
2012. We used exploding keywords (i.e., terms used
to initiate the literature search led to the inclusion of
related key words) and the following medical subject headings: general practitioner, GP, doctor, family doctor, family practitioner, rural, remote, health,
recruitment, retention, Canada, Australia, workforce and manpower.

RESULTS
We collected and analyzed a total of 114 sources.
After further consideration of the inclusion criteria we
excluded 28 sources, leaving 86 for analysis (Table 2).
Many of the sources were qualitative studies
that examined the thoughts and opinions of key participants by means of one-on-one interviews or
focus group discussion. Considerable data have also
been collected using quantitative methods, such as
questionnaires, to gather participant demographic
and statistical information. The vast majority of

work in this field has been cross-sectional, instead
of the preferred longitudinal method of analysis.
This limitation remains unaddressed.
Determining what factors are important in the
recruitment and retention of family physicians in
rural and remote regions may be examined using a
longitudinal approach.
Previous literature suggests that the analysis
should consider all stages in a doctor’s experience,
including commencement of undergraduate medical
school and establishment as a rural practitioner. We
examine the 5 stages (Box 137) as follows, with a
view to the literature.37
1. Life before medical school
Research shows that various factors, including attributes pertaining to life before medical school, increase
the likelihood that a medical graduate will decide to
work in a rural or remote area. Much of this research
was conducted in Canada and Australia (Box 213,38–45).
Whatever the cause, the enrolment pattern of
Canadian medical students is of concern, with only
6% of medical students coming from rural regions
and about 30% of Canada’s population classified as
“rural.”46 This discrepancy has been partially addressed in Australia, where in the year 2000, 25% of

all medical students country-wide were from a rural
area.39,45 Although this figure is better than Canada’s,
it does not reflect the fact that 35% of Australia’s
total population resides in rural areas, again demonstrating ongoing underrepresentation of rural and
remote areas.40
2. Experiences during medical school
a. Demographics
Research has shown that, regardless of their rural
elective experiences, some medical students are
more likely than others to choose to practise in rural
settings. Whereas many investigations have cited
length of time spent living in a rural area before
medical school as a strong corollary, Feldman and
colleagues47 found that Canadian medical students
Box 1. Life stages of a family practitioner in rural practice
1.
2.
3.
4.

Life before medical school
Experiences during medical school
Experiences during postgraduate training
Recruitment and retention after completion of fellowship
qualifications
5. Maintenance action plan: remaining satisfied

Table 2. General inclusion and exclusion criteria
Category
Type of report

Themes

Location

Publication date

Inclusion criteria
•
•
•
•

Systematic reviews
Randomized controlled trials
Cohort studies
Cross-sectional descriptive
studies
• Single case studies
• Recruitment and retention
• General practitioners
• Workforce turnover
• Education program description*
• Australia
• Canada
• New Zealand
• South Africa
• United Kingdom
• United States
• “Rural and remote”†
Published between Jan. 1, 2000, and
June 30, 2012

Exclusion criteria (no. excluded)
Anecdotal reports (9)

• Survey/method implementation
• Allied health
• Nursing
• Social accountability (9)
Metropolitan‡ (1)

Published before Jan. 1, 2000, or
after June 30, 2012 (9)

*Some sources described the elements of an undergraduate or postgraduate medical education program. These sources
were included if the objective of the article was to highlight how education programs were increasing rural and remote
recruitment and retention.
†The term “rural and remote” is used by many sources, but not controlled in this study. The distance from urban centres
may therefore vary from one source to another.
‡Sources dealing with metropolitan workforces were excluded, unless the article compared this workforce with family
practice in rural, remote and regional areas.
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were also more likely to practise in a rural area if
older, male and in a relationship with someone who
was also interested in living in a rural area. Importantly, an Australian study showed that medical
graduates were likely to practise in a rural area if
they had a partner with a rural background.48 These
students were also thought to have an appreciation
for the rural atmosphere.48
b. Elective experiences
Because of the underrepresentation of rural student
applicants, medical school programs are currently
promoting rural medical practice. This often involves
the provision of core and elective rural rotations.

The balance between a student’s positive and negative rural elective experiences has been repeatedly
shown to influence a medical graduate’s decision to
practise in a rural area (Box 39,10,19,37,39,49–56).
These findings highlight the importance of placing students in rural settings where practices (and
practitioners) are closely linked with academic program activities.57 Although rural elective placements
may be more agreeable to students who come from
a rural background, the medical school must nevertheless consider aspects beyond the clinical realm.58
c. Career aspirations
A longitudinal survey analysis conducted by med-

Box 2. Factors before medical school that affect future rural recruitment and retention
Canada
• Completion of high school in a rural area38*
• Decreased proportion of rural students applying to medical school42,43†
Australia
• Completion of high school in a rural area39*
• Living in a rural community for at least 6 years during childhood40,41
• Decreased proportion of rural students applying to medical school13,44‡
*Canada and Australia have acted on this factor by having family medicine residents speak to high school students in
rural communities in an effort to generate interest among students.42
†Students with a rural background are not disadvantaged relative to students with an urban background when applying
for entry to medical school. The decreased proportion of rural students applying to medical school is likely because of
45
financial reasons.
‡Some progressive medical schools in Australia are making an effort to narrow the gap between medical school
applicants with urban and rural backgrounds by adjusting an applicant’s grade 12 entry score requirements to account
for the rural student’s “context score,” which measures the degree of rurality and/or remoteness of the student’s
upbringing.

Box 3. Positive and negative predictors of graduates practising in a rural area
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Positive
• Completion of undergraduate rotations in family medicine49
• Completion of family medicine electives in rural regions49
• The rural elective was perceived to be a positive experience by the medical student49
• Completion of satisfactory electives in rural areas combined with having a personal and family rural
background10,19,39,52,53
• Exposure to appropriate rural elective terms54
• Completion of elective terms in which clinicians acted as good role models54
• Gaining an understanding of the needs of people living in rural areas54
Negative
• Noting a lack of collegial support among rural general practices50,51
• Lack of opportunity to take vacations for personal reasons or continuing medical education50,51
• Undesirable on-call arrangements50,51
• The misconception that rural practitioners are less qualified than urban specialists50,51
• Unsatisfactory rural elective experiences37
• Desire for a metropolitan lifestyle37
• Having a partner who wants to live and work in a metropolitan environment37
• Small rural hospital setting with underdeveloped infrastructure9,55
• Elective experiences in which clinicians were reluctant to allow students to partake in procedural
work9,55
• Inadequate accommodation facilities9,55
• Few social and recreational activities to enjoy56
• Perceived difficulty in being accepted by the local community56
• Remaining located far from family and friends over an extended period56
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ical school deans across Australia and New Zealand
found that most medical graduates gravitate to
metropolitan-based hospitals to complete internships, with few students choosing regional centres.59
Furthermore, the creation of a model led the authors to suggest that medical students are most
likely to practise in rural areas if they leave medical
school with the following attributes: intentions of
becoming a generalist, ample rural elective experiences and bonded scholarship agreement (i.e., the
medical student accepts an offer for medical school
enrolment in exchange for an undertaking to practise in an underserved region for a designated period). Conversely, the model predicted the opposite if
students intended to specialize or if they were financially supported by their parents.
These findings are consistent with those of Veitch
and colleagues,60 who found that students were more
likely to complete an internship in a regionally based
hospital if they had substantial and meaningful rural
elective exposure throughout the entire medical
school program. This was even more likely if the student was from a nonmetropolitan area.60
A qualitative study revealed that some Canadian
students were often interested in family medicine
even before the start of undergraduate medical
studies.61 Coming from communities where practitioners were highly regarded and actively involved
in community life was thought to be a factor contributing to this finding.
d. Community-based medical education
Abundant data show the importance of matching
medical students to rural placements where they are
likely to have a positive experience, irrespective of
whether the student is from a rural area. However,
equally important is the medical school’s clerkship
program as a whole and how this may influence a
student’s decision to practise in a rural area. Many
of the rural clinical schools, including Canada’s
Northern Ontario School of Medicine and Australia’s Flinders School of Medicine and James
Cook University School of Medicine and Dentistry,
all share the same socially accountable mission of
providing a medical school curriculum that considers the health needs of the surrounding community.1,62 In these programs, the final 2 years of clinical
education are integrated in the rural/regional setting, as opposed to the traditional model, in which
the core rotations of the various specialties are completed in large, metropolitan-based tertiary care
centres. These programs are thought to be success-

ful because of their use of facilities based in rural
areas, with committed and motivated preceptors,
while remaining linked to the academic activities
provided by the medical school. Furthermore, these
programs ensure that students are placed in communities where they are likely to encounter clinical
presentations that match core curriculum learning
requirements.63–65 Similar findings were evident in
earlier work that considered the viability of creating
integrated clinical medical education opportunities
for medical students in South Australia.66
3. Experiences during postgraduate training
Canada and Australia differ in the immediate
options available for medical graduates entering
postgraduate training pathways. Canadian graduates apply directly into a specialty training program
and, on entry, immediately begin their specialty
training. Australian graduates must first complete a
year of internship, in which the doctor is employed
as a hospital generalist with no specific specialty. A
second year of work as a junior doctor is then
required, before he or she can apply for a position in
a designated training pathway. Despite these preregistrar training requirements, the data suggest
Australian interns may choose regional training
experiences if they have been exposed to positive
rural experiences and if they were educated in a
school committed to serving underserved geographical areas.19 Hence, what is currently known about
the relation between positive rural experience and a
graduate’s choice to intern in a nonmetropolitan
hospital will likely have a positive impact on the
recruitment of trainees into generalist programs in
rural Australia. Evidence to support this hypothesis
comes from a 2003 Australian retrospective cohort
study that found bonded medical students who had
agreed to complete 2 out of the 3 years of their initial postgraduate training in a rural location were
more likely to be practising in a rural location more
than 5 years later.39
Another notable difference between Canada and
Australia is the substantial remuneration paid in the
Australian rural generalist training pathway that is
not available in Canada.67 Furthermore, the Australian College of Rural and Remote Medicine has
developed a 4-year specialist training pathway
toward a fellowship award. As such, trainees may
complete their training while working at remote
sites through the Remote Vocational Training
Scheme. 68,69 Conversely, many Canadian family
medicine residency programs offer the standard
Can J Rural Med 2013;18(1)
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2-year training program, with options to complete
an extra year of training in a specialty, giving the
newly certified family practitioner additional
focused training. The options available include
obstetrics, anesthetics and emergency medicine.
The lack of a rural generalist training pathway
may be one of many factors that explains why
Canada has more difficulty with the recruitment
and retention of doctors into rural areas. Rourke
and colleagues46 reported that 28% of family medicine training programs in Canada were designated
rural, with only 10% of all family medicine doctors
practising in rural areas. These figures demonstrate
the underrepresentation of rural communities, considering that 30% of Canada’s population lives in
rural or remote areas.46
At present, family medicine residency programs
have, for the most part, created streams that permit
students to elect whether to complete most of their
training in either an urban or rural area. Similar to
the Australian model, all Canadian family medicine
training programs include a mandatory 2 months of
rural service in an attempt to attract residents into
rural medicine.70–72 Unfortunately, the definition of
what is deemed rural is left up to individual residency training programs, without any control measures
in place. Chan and colleagues70 surveyed Canadian
doctors who had completed postgraduate family
medicine training from 1991 to 2000, asking the
doctors to state whether they were satisfied with
their rural training experience. Median results
showed that doctors who were unsatisfied with their
level of rural training stated that they would have
preferred at least 6 months of rural-based training.
Conversely, doctors who were satisfied with their
level of rural experience stated that 6 months was
adequate exposure to rural medicine.70
As is the case with medical students who have
had positive experiences with rural electives, it
follows that such experiences are more likely to
increase recruitment of postgraduate trainees into
rural practice, whereas negative experiences will
have the opposite effect. Program directors should
therefore consider the possibility that postgraduate
rural training may not always be a positive experience for all trainees owing to differences in what
communities can offer and other factors outside of
one’s control. Elliott and colleagues73 explored the
thoughts and expectations of Australian postgraduate trainees before and after their placement in a
rural setting. The authors concluded that prerotation briefings on the possible negative aspects of
rural rotations may increase success at recruiting
Can J Rural Med 2013;18(1)

new doctors to rural medicine, even in the presence
of subsequent negative experiences (Box 4).73
As reported by Medves and colleagues,74 the
expectations of postgraduate trainees may differ
depending on the individual trainee, what he or she is
hoping to learn and gain from the rural rotation, and
his or her personal circumstances. For example, a
trainee who leaves home and a few friends may have
a different experience than a trainee who leaves
behind 3 children.74
Female postgraduate trainees in Australia were
surveyed to determine whether they were encouraged to stay in a rural area after they completed rural
electives.75 The researchers found that most of the
trainees enjoyed the rural term, but those who did
not were likely to remain in urban practice and tended to avoid rural practice (Box 5).
Comparison of data provided by Charles and
colleagues75 relative to that of Elliott and colleagues73
suggests that one of the most important factors
requiring attention to attract postgraduate trainees
into rural practice is social isolation. Compensating
Box 4. Expectations before placement and experiences after
placement of Australian postgraduate trainees73
Expectations before placement
Positive
• Establishing good relationships with rural patients
• Rural lifestyle outside of practice
• Opportunity to work with specific rural supervisors
Negative
• Family issues
• Relocation logistics
• Dealing with emergency and trauma situations without
much collegial support
• Lack of supervisor support
Experiences after placement
Positive
• Lifestyle was enjoyable
• Clinical presentations were challenging
• Supervisor level of support
• Social experience
Negative
• Separation from partner and family

Box 5. Positive and negative attributes of rural practice
reported by female postgraduate trainees75
Positive
• Ability to provide whole-patient and multigenerational care
• Nature of the clinical work is challenging and varied
• There is a sense of connectedness to the patient and the
community
Negative
• Pressure to work full-time, a lot of on-call time and afterhours consultations
• Social isolation, away from family and friends

for this issue by attracting the family to the rural
town, providing suitable housing and employment
for the partner, and ensuring that the children
receive quality education are some of the ways in
which communities may be able to increase the
recruitment of trained family practitioners.76,77
4. Recruitment and retention after completion of
fellowship qualifications
Investigations have cited many reasons as to why
doctors may or may not choose to practise in rural
areas (Box 678–85). Much of this work has focused on
recruitment efforts in the Australian and Canadian
rural primary health care sector, but some work has
also been conducted in the United States, the United Kingdom and South Africa, with similar findings
reported.47,56,86
Poor retention must be addressed to avoid problems inherent in frequent staff turnover if under-

served communities continue putting resources into
recruiting family practitioners. Although the solution to a retention problem is specific to each individual community and what it has to offer, Rourke
and colleagues85 outlined a set of recommendations
that were based on practitioner responses provided
in a cross-sectional survey (Table 3). Chauhan and
colleagues34 had similar findings after surveying
Canadian rural doctors (Table 4). Interestingly,
Table 3. Factors favouring retention of family physicians in
underserved communities85
Solution
Medical
education

Rural practice

Box 6. Positive and negative correlatives associated with the
recruitment of doctors into rural practice in Canada and
Australia
Canada
Positive
• Positive rural experiences during postgraduate training18,34,78,85
• Availability of financial incentives79–81
• Partner satisfaction and integration into the rural
community27
• Access to desirable child care and education facilities27
Negative
• Experiencing burnout in rural practice*34
• Inability of partner to find employment in the rural
community27
• Difficulty in achieving a balance between having a
professional relationship with the patient and a personal
relationship with the community33
• Excellent training received in rural areas, but long-term plan
always included practising in urban regions because of
one’s family situation32,34
Australia
Positive
• Adequate collegial support57
• Desirable on-call arrangements57
• Strong professional relationship with academic institutions57
• Group practice arrangement with other clinicians
(especially important for female physicians)84
• Good variety of clinical presentations82,83
Negative
• Perceived lack of collegial support82,83
• Lack of undergraduate or postgraduate training in rural
medicine82,83
• Social isolation from family and friends28
*A lack of locum coverage was found to place Canadian doctors at risk
of burnout because of inability to take a personal holiday or attend
sessions for continuing medical education. Despite this, financial
incentives that aim to look after the doctor’s family (e.g.,
accommodation, spousal employment and child daycare) may make
the doctor more resilient to burnout.

Description
• Trained rural clinical teachers
• Undergraduate medical return-of-service
agreements
• Increased mandatory and elective
postgraduate rural training opportunities
• Advanced skills training
• Continuing medical education
• Friendly specialist referral network via
telephone, fax and Internet
• Improvements in information technology
with electronic databases of patient
records
• Access to allied health professionals
• Increased remuneration
• Improved call shift arrangements

Table 4. Reasons cited by family physicians for remaining
in rural practice34
Reason
Incentives

Intrinsic value to
practising and living in
a rural area

Positive rural
experiences during
postgraduate training
Personal and
professional satisfaction

Description
•
•
•
•
•
•
•
•
•
•

Cash incentives
Tuition repayment
Accommodation
Paid vacations
Assistance with finding spousal
employment
Child daycare
Opportunity to practise full skill
set
Community has health needs
that match career interests
Enjoyment of the rural lifestyle
Very important for younger
doctors relative to older doctors

• Recreational activities are
abundant and enjoyable
• Time away only possible with
locum coverage

Improvements in
opportunities for
continuing medical
education and continuing
professional development
Improved hospital
infrastructure and
availability of services
Improved earning
potential and regular
work hours

19
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many of these recommendations are congruent with
several suggestions offered by South African rural
doctors,86 reflecting the commonalities of current
intercontinental rural and remote medical workforce issues.
Social relationships are only one of many factors
that can influence a practitioner’s decision to leave
rural and remote practice. Levels of satisfaction
among practitioners have been the focus of work
conducted by Gardiner and colleagues,87 wherein
questionnaires completed by doctors in South Australia revealed that almost 10% of sampled practitioners had expressed “quite a lot” of distress attributable to being in a rural practice. The vast majority
of respondents reported being either “not at all” or
“somewhat” distressed.87
5. Maintenance action plan: remaining satisfied
The literature suggests that doctors who choose to
remain in rural practice are very satisfied with their
jobs. A Canadian cross-sectional survey of family
practitioners working in small towns, regional areas
and metropolitan centres found that those individuals who worked in small towns and rural areas
were more satisfied with their practice arrangement
relative to metropolitan doctors, despite being
busier and having to accept a higher number of
patients.31,88 Australian literature reveals similar
results.89 Box 729,30,89–94 highlights the positive and
negative factors that have been shown to contribute
to a general practitioner’s level of satisfaction while
in rural practice.
Box 7. Positive and negative factors that contribute to the
maintenance of a family practitioner’s level of satisfaction

20

Positive
• Increased breadth of clinical presentations30,90
• Increased demand for procedural work30,90
• Working in a cohesive and supportive team environment
within the rural practice93
• A high sense of satisfaction among support staff at the
practice93
• Increased clinical and managerial autonomy89,94
• Appropriate remuneration89,94
Negative
• Lack of appreciation for services provided29
• Poor relationships encountered with hospital administration
and hospital-based clinicians29
• Suboptimal remuneration29
• Long working hours29
• Poor on-call arrangements with other general practitioners
in the area29
• Inability to find locum coverage when wanting to take a
vacation or undertake activities for continuing medical
education91,92
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DISCUSSION
In this literature review we examined research that
focused primarily on 5 stages in the professional
development of a doctor. Although much of the
research originated in Australia or Canada, similarities were found in recruitment and retention factors
for family practitioners in underserved areas of countries such as the US, South Africa and the UK. The
evidence strongly suggests that doctors are likely to
start and continue practising rurally if they have
spent a substantial part of their childhood formative
years in a rural or remote area. This is an important
factor that begs consideration by medical schools and
postgraduate training programs working on the
WHO recommendation for socially accountable
medical education. Additionally, a curriculum that
highlights the health needs of underserved communities, combined with enriching and desirable clinical
placements at all training levels, positively correlates
with rural recruitment and retention of doctors.
Solutions to the disparity between rural and
urban services are complex and multifaceted. Moreover, doctors in rural practice become vulnerable to
burnout owing to the high workload and low level
of collegial support. Although perhaps this service
disparity is inevitable, the provision of financial
incentives, suitable housing, partner employment
arrangements and access to childcare facilities could
be effective countermeasures. As communities successfully recruit multiple doctors, the burden on
individual health practitioners eases. Thus, better
collegial support and after-hours arrangements,
with increased opportunity for personal vacation
and professional development, can be expected.
One literature review challenged the hypothesis
that exposure to rural practice settings increases
uptake of family practitioners into rural medical
practice throughout the country.26 These authors cited the variation in what defines “rural” and what
constitutes “rural exposure,” although they agreed
that this limitation cannot be easily addressed.26
Limitations
The limitations of the current literature review are
common in research about family practitioner recruitment and retention: because of the nature of the field
of research, no randomized control trials are available.
Qualitative studies collected data by use of interview
and/or focus group methodology. Most of the quantitative research used cross-sectional surveys, with very
few using a longitudinal approach to data collection.

Therefore, longitudinal and high-quality cohort
studies are required to further efforts to increase rural
and remote primary health care delivery.
Most of the cited work was completed in either
Australia or Canada, with a few sources from South
Africa, the UK or the US. Whereas the objective of
this review was to highlight the similarities and differences in recruitment and retention of family
physicians into underserved regions of Australia
and Canada, future work should make a stronger
effort to compare other developed nations that have
large rural populations.

CONCLUSION
The aging populations of rural and remote areas of
Australia and Canada are in greater need of health
care services. Strategies designed to increase the
recruitment and retention of a general practice
workforce into underserved regions of both countries cannot solely take into account the immediate
factors that are thought to be important to doctors.
Longitudinal efforts should be made at various
points in the “making” of a family practitioner,
beginning with steps to generate interest in pursuing
a medical career among secondary school students
through to practice certification and up to time of
retirement. Medical education programs and underserved communities can both prosper when these
factors are considered. Many opportunities for intervention exist at each stage of developing a doctor.
A direct comparison between the attitudes and
behaviours of currently practising Canadian and
Australian rural doctors should be made, as this will
make more apparent the successes and failures of
each country. Future work to look at the success of
individual incentive programs is indicated if governments and communities are going to continue allocating resources toward the recruitment and retention of
health professionals. Finally, further follow-up of the
above highlighted educational programs is warranted
to ensure continued refinement of socially accountable policies and initiatives.
Acknowledgements: The authors thank Michael Jong, Joel
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