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Physician work hours directly influence patient access to health 
care services and play a vital role in physician human resource 
planning, but the current understanding of work hour trends 
among physicians in Canada is limited. Changes in the work pat
terns of physicians can affect the effective supply of physician 
services and, subsequently, patients’ access to care. Tradition
ally, phys ician workforce planning, and health workforce plan
ning broadly, has focused on demographic considerations, 
evalu ating the age and sex composition of the workforce to 
determine the supply required to replace retiring professionals.1 
Examples of such planning models in Canada include the Can
adian Medical Association’s Physician Resources Evaluation 
Template and the Ontario Ministry of Health’s Assessing Doctor 
Inventories and NetFlows models.2,3

In absolute terms and adjusted for population, the existing 
physician supply is considered high compared with previous 
years, but people in Canada are encountering challenges in 
accessing physician services.4,5 As seen in the United States, cur
rent difficulties may not stem from changes in physicians per cap
ita (i.e., extensive margin) but rather from decreases in physician 

labour supply (i.e., intensive margin), specifically, the number of 
hours worked per physician and its impact on service availabil
ity.6 Several explanations for the decline in hours have been pos
ited, including that physicians may be seeking improved work–
life balance6,7 or are reducing work hours in association with 
increased remuneration.8 Traditional planning models have pri
marily focused on the extensive margin. To enhance the effect
iveness of these models, a broader range of behavioural factors 
that underpin labor market choices should be incorporated, 
including hours worked.7,9,10

Most of the available information on hours worked has 
derived from surveys conducted by the Canadian Medical Associ
ation and affiliated organizations.11 However, these surveys suf
fer from inconsistent survey instruments or methodologies and 
irregular or infrequent data collection, impeding rigorous analy
sis of trends. One notable study, focusing on direct patient care 
hours provided by family physicians, observed a secular decline 
in hours worked from 1982 to 2003.12

Incorporating work hour trends into planning models can 
provide insights to inform the medical profession, the public, 
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Abstract
Background: Physician work hours 
directly influence patient access to 
health care services and play a vital role 
in physician human resource planning. 
We sought to evaluate longterm trends 
in hours worked by physicians in Can
ada, overall and by subgroup.

Methods: We used Statistics Canada’s 
Labour Force Survey to identify phys
icians via occupation and industry 
 coding information. We estimated 
descript ive statistics and performed 
graphical analysis of the average weekly 
hours worked by physicians over the 
1987–2021 period.

Results: Overall, weekly physician work 
hours remained stable from 1987 until 
1997, after which they declined. Average 
weekly hours decreased by 6.9  hours 
(p  <  0.001), from 52.8 in 1987–1991 to 
45.9 in 2017–2021. Among male phys
icians, work hours declined notably after 
1997, while those of female physicians 
remained relatively stable at around 45 
per week. Hours worked by married phys
icians declined significantly, amounting 
to 7.4 fewer hours per week (p = 0.001). In 
contrast, unmarried physicians displayed 
a statistically insignificant decline of 
2.2  hours (p  =  0.3). The COVID19 pan
demic was associated with a sharp but 

brief disruption in weekly hours; by the 
end of 2020, physicians’ work hours had 
returned to prepandemic levels.

Interpretation: These findings may indi
cate a longterm shift in work preferences 
among Canadian physicians; male phys
icians may be seeking a better work–life 
balance, which, in turn, has narrowed the 
gap in hours worked by sex, with poten
tial implications for pay equity. Policy
makers and planners should carefully 
consider changes in hours worked, rather 
than just the total number of physicians, 
to ensure an accurate evaluation of the 
physician workforce. 
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and governments. We sought to evaluate longterm trends in 
work hours for physicians in Canada, overall and by subgroup, 
particularly by sex.

Methods

Study design and setting
We employed annual crosssectional data sets from Canada, 
spanning 1987 to 2021, to evaluate temporal trends in physician 
work hours. These data sets incorporated individuallevel data 
on hours, alongside a range of physician characteristics.

Data sources
Our analysis employed data on demographics and hours worked 
from Statistics Canada’s Labour Force Survey (LFS), a mandatory 
monthly survey that sampled about 54 000  households 
(110 000 people) in 2020. Respondents were interviewed in 6 suc
cessive months, typically midmonth; we employed the first 
interview for each respondent.13 We accessed and analyzed the 
confidential LFS master file (personlevel data) through the Sta
tistics Canada Research Data Centre (RDC) at McMaster Univer
sity. We aggregated monthly files into annual ones. Hours of 
work were selfreported and collected in a consistent framework 
(Appendix  1, available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.231166/tabrelatedcontent).

The first part of our analysis covered the period from 1987 to 
2019. We also evaluated trends during the COVID19 pandemic 
with quarterly data covering January to March 2020 (Q1) to Octo
ber to December 2021 (Q4), compared with prepandemic data. 
We used corresponding quarters averaged over 2015–2019 for 
comparison rather than 2019 only to provide a more statistically 
stable basis for comparison. We employed sampling weights pro
vided by Statistics Canada.

Using the LFS to analyze physicians is not common, but we 
are aware of 1 recent study using this rich data source.10

Trends in physician income
To study whether trends in hours worked were coincident with 
trends in physician incomes, we constructed indices based on 
annual data from the Canadian Institute for Health Information 
(CIHI) on physician payments and supply.14 We calculated annual 
average payments by dividing total physician payments by the 
number of physicians, and adjusted average payments for infla
tion using the allitem Consumer Price Index.4,15 We calculated 
hourly payment rates using data on hours worked from the LFS 
and assumed that physicians worked 48  weeks per year. Pay
ment data from CIHI spanned 1990 to 2019, and did not disaggre
gate by sex.

Statistical analysis
We estimated descriptive statistics and performed graphical 
analysis of hours worked per week by physicians in Canada. We 
determined average hours worked in 4 5year blocks during the 
35year study period (1987–1991, 1997–2001, 2007–2011, 2017–
2021). We also created figures showing mean weekly hours 
worked, calculated annually and reported as 3year centred 

moving averages to smooth idiosyncratic oscillations (e.g., the 
2000 estimate is the average of 1999, 2000, and 2001). We esti
mated the overall trend and, to identify associated variables, 
trends for various subgroups by sex, specialty, work status, mar i
tal status, or region. We tested whether the mean hours worked 
during the latest 5year period (2017–2021) were equal to those 
of the first 5year period (1987–1991) using univariate ordinary 
least squares regression with heteroskedasticityconsistent stan
dard errors and LFS weights. We performed statistical analyses 
using STATA version 17.0 SE.

Ethics approval
Our analysis did not require institutional review board approval 
because the microdata were handled within an RDC.

Results

Table  1 depicts the characteristics of physicians in Canada 
over the past 3  decades. The proportion of female physicians 
doubled from 1987–1991 to 2017–2021, and that of self
employed and incorporated physicians tripled. The proportion 
of physicians with young children (aged ≤ 5 yr) declined, as did 
the percentage of married physicians. Mean hours worked per 
week by phys icians — shown as a 3year moving average in 
 Figure 1 and reported at 5year intervals in Table 2 — changed 
markedly during the sample period (p  <  0.001). The 3year 
moving average of physician weekly hours worked dropped 
13.5%, from 52.7 (95% confidence interval [CI] 50.6–54.8) hours 
per week in 1988 to 45.6 (95% CI 44.3–46.9) hours per week in 
2019. Weekly hours worked by female, and especially male, 
physicians remained fairly flat until the mid1990s, although 
the overall average declined slightly as the proportion of 
female physicians increased (Figure  1). Starting around 1997, 
the average hours worked by male physicians declined mark
edly, although the rate of decrease fluctuated and the trend 
was not monotonic.

Table 2 provides data on mean weekly hours worked across 
several physician characteristics. Overall, the decline from 1987–
1991 to 2017–2021 totaled 6.9  hours per week or 13.0% 
(p  <  0.001). Declines were recorded for both family physicians 
and other specialists (p < 0.001). We observed no discernable dif
ferences in the declines in weekly hours for physicians in urban 
versus rural locations, those who were incorporated versus 
un incorporated, those aged 45  years or younger versus those 
older than 45 years, and those with versus without children aged 
5 years or younger.

Trends by sex and marital status
Notable differences were evident in the work patterns of male 
and female physicians (Figure 1). Although the work hours of 
male physicians decreased markedly after 1997, no decline was 
observed among their female counterparts, whose hours 
remained relatively stable at around 45 hours per week. From 
2003 onwards, female physicians’ work hours declined slightly 
to around 43 hours per week, a level that persisted until 2019. 
Overall, the mean weekly hours worked by male physicians 
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decreased by 7.5  hours or 13.6% (p  <  0.001), while females 
exhibited a statistically insignificant decline of 1.0  hour 
(p  <  0.3). The decline in overall weekly hours worked repre
sented a combination of the decline for each sex, and the 
changing sex composition of the workforce. We calculated that 

the overall decrease in work hours was predominantly driven 
by male physicians, accounting for 5.7 of the 6.9hour decline 
or 83% of the reduction. Consequently, the gap in weekly hours 
worked by sex, which was around 10  hours in the mid1990s, 
narrowed to about 4 hours by 2019.

Table 1: Physician workforce characteristics in Canada, 1987–2021

Characteristic

No. (%) of physicians*

1987–1991 
n = 1769

1997–2001 
n = 2419

2007–2011 
n = 3187

2017–2021 
n = 3425

Tenure†, yr, mean ± SD 12.1 ± 10.8 12.5 ± 10.6 13.5 ± 11.0 11.7 ± 11.4

Age, yr, mean ± SD 43.3 ± 11.7 44.6 ± 11.6 47.3 ± 12.1 46.2 ± 12.7

Sex, female 416 (23.5) 798 (33.0) 1131 (35.5) 1534 (44.8)

Family physician 973 (55.0) 1414 (58.5) 1697 (53.1) 2063 (60.2)

Fulltime employment‡ 1642 (92.8) 2213 (91.5) 2914 (91.4) 3128 (91.3)

Married 1623 (91.8) 2098 (86.7) 2582 (81.0) 2724 (79.5)

Based in Ontario 733 (41.4) 935 (38.6) 1276 (40.0) 1538 (44.9)

Urban location§ NA 2115 (87.4) 2813 (88.3) 3098 (90.4)

Selfemployed and incorporated 297 (16.8) 362 (15.0) 1094 (34.3) 1745 (50.9)

Child aged ≤ 5 yr 401 (22.7) 565 (23.4) 615 (19.3) 616 (18.0)

Born in Canada NA NA 1971 (61.8) 2043 (59.7)

Note: NA = not available, data not collected by Statistics Canada’s Labour Force Survey during this period; SD = standard deviation.
*Unless indicated otherwise.
†Tenure is defined as years in current job.
‡Fulltime employment is defined as working 30 hours per week or more.
§Rural or urban location in the Labour Force Survey follows the Canadian census definitions.
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Figure 1: Threeyear moving average of physician weekly hours worked, by sex.
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Table 2 (part 1 of 2): Mean hours worked per week by physicians in Canada, 1987–2021*

Group
Total no. of 
physicians

1987–1991 1997–2001  2007–2011 2017–2021

Change from 
1987–1991 to 

2017–2021,  
h (%)

No. of 
physicians

Hours per 
week, 
mean 

(95% CI)
No. of 

physicians

Hours per 
week, 
mean  

(95% CI)
No. of 

physicians

Hours per 
week, 
mean 

(95% CI)
No. of 

physicians

Hours per 
week, 
mean 

(95% CI)

All physicians 10 800 1769 52.8 
(51.9–53.6)

2419 50.4 
(49.7–51.2)

3187 47.5 
(46.9–48.2)

3425 45.9 
(45.3–46.5)

–6.9 (–13.0)¶

Sex

   Male 7105 1399 55.2 
(54.3–56.2)

1687 53.2 
(52.3–54.2)

2106 49.7 
(48.9–50.5)

1913 47.7 
(46.9–48.5)

–7.5 (–13.6)¶

   Female 3695 370 44.7 
(43.0–46.5)

732 44.7 
(43.4–46.0)

1081 43.5 
(42.4–44.6)

1512 43.7 
(42.8–44.6)

–1.0 (–2.3)

Marital status

   Married 9205 1667 53.1 
(52.2–54.0)

2150 50.9 
(50.1–51.7)

2638 47.8 
(47.1–48.6)

2750 45.7 
(45.0–46.4)

–7.4 (–14.0)¶

   Not married 1595 102 49.1 
(45.7–52.6)

269 47.4 
(45.2–49.6)

549 46.1 
(44.6–47.6)

675 46.9 
(45.4–48.4)

–2.2 (–4.6)

Marital status 
by sex

   Married  
   male

6299 1323 55.4 
(54.4–56.4)

1541 53.8 
(52.8–54.8)

1833 50.0 
(49.1–50.9)

1602 47.5 
(46.6–48.4)

–7.8 (–14.8)¶

   Not married  
   male

806 76 53.6 
(49.9–57.2)

146 48.6 
(45.5–51.8)

273 48.1 
(46.0–50.2)

311 48.5 
(46.3–50.7)

–5.1 (–9.5)

   Married  
   female

2906 344 45.5 
(43.7–47.3)

609 44.5 
(43.0–45.9)

805 43.3 
(41.9–44.6)

1148 43.2 
(42.2–44.3)

–2.3 (–5.0)

   Not married  
   female

763 NAS – 123 45.9 
(42.9–48.9)

276 44.2 
(42.1–46.3)

364 45.3 
(43.3–47.3)

–

Physician type

   Family     
   physician

6301 1011 53.0 
(51.8–54.2)

1431 49.8 
(48.8–50.7)

1796 47.7 
(45.8–47.5)

2063 45.1 
(44.3–45.9)

–7.9 (–14.9)¶

    Other  
    specialist

4999 758 52.5 
(51.2–53.7)

988 51.4 
(50.0–52.7)

1391 48.5 
(47.5–49.5)

1362 47.2 
(46.2–48.2)

–5.3 (–10.1)¶

Employment†

   Fulltime 9930 1657 55.1 
(54.3–55.9)

2218 53 
(52.3–53.8)

2930 49.8 
(49.2–50.5)

3125 48.1 
(47.5–48.8)

–7.0 (–12.6)¶

   Parttime 870 112 22.9 
(20.8–25.1)

201 22.2 
(20.6–23.8)

257 22.9 
(21.3–24.5)

300 22.5 
(21.0–24.0)

–0.4 (–1.8)

Location‡

   Urban 9288 NA – 1987 50.4 
(49.6–51.3)

2663 47.5 
(46.8–48.2)

2869 45.8 
(46.8–48.2)

–

   Rural 1512 NA – 432 50.4 
(48.4–52.4)

524 47.5 
(45.8–49.3)

556 46.9 
(45.2–48.6)

–

Incorporation 
status

   Incorporated 3689 323 54.5 
(52.4–56.5)

379 53.4 
(51.4–55.5)

1205 50.1 
(49.0–51.1)

1782 47.3 
(46.4–48.1)

–7.2 (–13.2)¶

   Not  
   incorporated

7111 1446 52.4 
(51.5–53.4)

2040 49.9 
(49.1–50.7)

1982 46.2 
(45.3–47.1)

1643 44.5 
(43.6–45.4)

–7.9 (–15.1)¶

    ≤ 45 yr 5488 1099 53.9 
(52.8–55.0)

1334 51.4 
(50.4–52.4)

1409 47.7 
(46.7–48.7)

1646 47.0 
(46.1–47.9)

–6.9 (–12.8)¶

     > 45 yr 5312 670 50.9 
(49.5–52.4)

1085 49.1 
(47.9–50.3)

1778 47.4 
(46.5–48.3)

1779 44.8 
(43.9–45.7)

–6.1 (–12.1)¶
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We also observed diverging trends between married and 
unmarried physicians by sex (Table 2). The weekly work hours of 
married physicians declined significantly, amounting to 7.4 hours 
or 14.0% (p < 0.001). Within the subset of married physicians, the 
primary driver of the decline was male physicians, who exhibited 
a reduction of 7.8 hours or 14.8% (p < 0.001). The estimated 2.3
hour reduction in weekly hours among married females was not 
statistically significant.

Regional variation in trends
The regional data revealed notable disparities in both average 
weekly hours worked at the beginning of the study period and the 
extent of declines observed until 2019. In 1987–1991, the average 
weekly hours worked varied considerably across regions, ranging 
from a low of 48.2 hours in Quebec to a high of 61.0 hours in Mani
toba and Saskatchewan. However, this disparity narrowed signifi
cantly over time. By 2017–2021, the range spanned from 
42.7 hours in British Columbia to 48.5 hours in the Atlantic region. 
All regions had doubledigit percentage decreases in weekly 
hours, except for Quebec, where time worked declined by only 
2.0 hours or 4.2% (p = 0.08). Other regions gradually converged 
toward the level of hours worked by physicians in Quebec and 
interregional differences declined over time.

Impact of the COVID-19 pandemic
Figure 2 illustrates the weekly hours worked by physicians, by sex, 
following the onset of the COVID19 pandemic. The overall reduc
tion in hours worked in the second quarter of 2020 was about 
15%, with a 20% decline observed among female physicians 
(p < 0.001) compared with the 11% (p < 0.001) decline observed 
for their male counterparts. However, this decline in hours 
worked was temporary. By the end of 2020, hours had fully recov
ered to prepandemic levels. Hours worked since the end of 2020 
were not significantly different from the corresponding 2015–
2019 levels for all physicians, male and female (Appendix  2, 
 available at www.cmaj.ca/lookup/doi/10.1503/cmaj.231166/
tabrelatedcontent).

Trends in payment
During the 1990s, average physician payments on an hourly and 
annual basis were relatively stable, closely matching inflation 
(Figure 3). However, from about 2000 to 2010, physician pay
ments showed rapid growth, increasing by about 65% on an 
inflationadjusted hourly basis and about 45% on an inflation
adjusted annual basis. Since 2010, inflationadjusted payments 
declined slightly on an annual basis and were close to flat on an 
hourly basis. The past 3 decades saw periods of both increased 

Table 2 (part 2 of 2): Mean hours worked per week by physicians in Canada, 1987–2021*

Group
Total no. of 
physicians

1987–1991 1997–2001  2007–2011 2017–2021

Change from 
1987–1991 to 

2017–2021,  
h (%)

No. of 
physicians

Hours per 
week, 
mean 

(95% CI)
No. of 

physicians

Hours per 
week, 
mean  

(95% CI)
No. of 

physicians

Hours per 
week, 
mean 

(95% CI)
No. of 

physicians

Hours per 
week, 
mean 

(95% CI)

Young children

   Child ≤ 5 yr 2307 450 53.2 
(51.4–54.9)

583 49.2 
(47.6–50.8)

617 47.7 
(46.2–49.2)

657 45.1 
(43.6–46.5)

–8.1 (–15.3)¶

   No child  
   ≤ 5 yr

8493 1319 52.6 
(51.7–53.6)

1836 50.8 
(49.9–51.7)

2570 47.5 
(46.7–48.2)

2768 46.1 
(45.4–46.8)

–6.5 (–12.4)¶

Region

   Manitoba and 
   Saskatchewan

1567 274 61.0 
(58.4–63.6)

299 53.8 
(51.3–56.2)

472 50.7 
(48.9–52.5)

522 44.8 
(43.1–46.5)

–16.2 (–26.5)¶

   Atlantic§ 1896 355 58.1 
(56.0–60.3)

419 54.2 
(52.4–56.1)

596 49.9 
(48.3–51.5)

526 48.5 
(46.7–50.3)

–9.6 (–16.6)¶

   British  
   Columbia

1252 162 55.8 
(52.8–58.9)

257 51.2 
(48.6–53.8)

424 46.9 
(45.1–48.6)

409 42.7 
(41.0–44.3)

–13.1 (–23.6)¶

   Alberta 892 195 54.2 
(51.4–57.0)

151 52.1 
(48.9–55.4)

235 49.4 
(46.6–52.2)

311 46.2 
(44.0–48.3)

–8.0 (–14.8)¶

   Ontario 3249 451 52.1 
(50.5–53.8)

774 51.3 
(49.9–52.7)

942 46.5 
(45.2–47.7)

1082 46.6 
(45.5–47.7)

–5.5 (–10.6)¶

   Quebec 1944 332 48.2 
(46.7–49.7)

519 46.9 
(45.5–48.4)

518 47.4 
(45.9–49.0)

575 46.2 
(44.7–47.7)

–2.0 (–4.2)

Note: CI = confidence interval; NA = not available, data not collected; NAS = not available, sample size is below Statistics Canada’s minimum observation release restriction. 
*Means and 95% CIs were calculated using survey weights; the number of physicians are unweighted counts.
†Fulltime employment is defined as working 30 hours per week or more. Parttime employement is defined as working less than 30 hours per week.
‡Rural or urban location in the Labour Force Survey follows the Canadian census definition.
§Atlantic region includes Newfoundland, Prince Edward Island, Nova Scotia, and New Brunswick.
¶p < 0.001.
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and stable average physician payments, even though the aver
age weekly hours worked by physicians have consistently 
declined overall.

Interpretation

We observed that male physicians have been working fewer 
hours per week over the last 3 decades, representing a change in 
the intensive margin of physician labour supply. In contrast, 
work hours among female physicians have declined nonsignifi
cantly. Declining hours worked does not appear to coincide with 
a decline in earnings.

Medicine has historically exhibited a culture of long hours of 
work, with an expectation of roundtheclock availability, which 
has contributed to unhealthy work environments. Although we 
did not not attempt to determine the causes behind the decrease 
in physicians’ work hours, we propose that a shift in male phys
icians’ preferences toward achieving better work–life balance is 
an important contributing factor. The question of whether these 
trends are related to phys ician burnout is relevant. Characterized 
by emotional exhaustion, depersonalization, detachment from 
work, and reduced personal accomplishment,16–19 burnout can 
lead to negative effects on health, lower productivity, reduced 
work hours, and even exiting medical practice.20 A recent study of 
Ontario physicians cited improved work–life balance among the 
top 3  potential solutions to burnout.21 Even after the observed 
decline, compared with the entire Canadian workforce, physi
cians worked more hours per week. In 1987, workers aged 
25 years and older who were employed fulltime reported work
ing 41.4 hours weekly in their main job; this declined by 4.6% to 

39.5 hours by 2021.22 Relative to other fulltime workers, in 2021, 
physicians worked about 20% more hours per week. We specu
late that, in part, the decline in working hours may be a response 
to burnout.23

Declining physician work hours is not unique to Canada. Com
parable trends exist in the United States,24 where average weekly 
physician hours dropped 7.6% between 2001 and 2021, predomin
antly because of the decline in hours worked by male phys
icians,6 and in the United Kingdom, where average hours for gen
eral practitioners and hospitalbased physicians dropped by 25% 
and 21%, respectively, between 1998 and 2020.25 Similar obser
vations in jurisdictions with different health care systems sup
port our suggestion that these trends reflect a cultural shift, pri
marily among male physicians, toward more balanced home and 
work lives.

Another potential explanation for the decrease in physician 
hours could be the impact of payment increases exceeding tar
get incomes.8 Like others, physicians make decisions regarding 
time allocation between work and other pursuits. The effect of 
hourly pay raises on these decisions can vary depending on indi
vidual preferences, resulting in either an increase in working 
hours (substitution effect) or a decrease in working hours 
(income effect).26 However, we found no evidence that increased 
physician payments and the resulting income effect contributed 
to reduced work hours. The decline in work hours occurred in 
periods of both rising and stable payments. The way forward will 
likely involve policymakers increasing the size of the medical 
workforce — including physicians and other occupations 
involved in interdisciplinary care — faster than population 
growth to accommodate historical and potential future hour 
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reductions (and increasing demand from an aging population).10

Evidence documents an earnings gap between female and 
male physicians; in Canada, female physicians earn about 10%–
15% less than their male counterparts.27 The convergence in 
hours worked by sex will need to be considered in policies aimed 
at narrowing disparities in pay by sex. The gap in pay should 
have narrowed with the gap in hours.

More research is needed to establish the causes of declining 
hours and the resultant supply of physician services, as well as 
related changes in physician labour market behaviours, such as 
retirement ages.

Limitations
Although Statistics Canada’s LFS has the advantage of being con
sistently defined and implemented, it measures selfreported 
hours of work and does not allow direct patient care to be dis
aggregated from, for example, administration and research. 
Meas uring hours worked does not account for technological 
advances that may have improved physician efficiency and offset 
any decrease in patient access. Although the LFS provides esti
mates from a sample, and therefore should not be expected to 
match CIHI’s counts exactly, it appears to systematically over
estimate the share of physicians who are family physicians. For 
illustrative purposes, CIHI reported that 52% of all practising 
physicians were family physicians in 1987; this proportion was 
50% in 2021.5 In contrast, the LFS estimates in the relevant per
iods were 55% and 60%, respectively. We speculate that phys
icians who responded to the relevant occupation question with 
full information were correctly coded. However, some respond
ents may have provided limited or incomplete information, in 

which case they were coded as family physicians. Furthermore, 
the LFS is limited to these 2 broad specialty categories whereas a 
finer specialtylevel examination would be informative. More 
broadly, although we limited the sample to those who reported 
working as practising physicians, some misclassification may be 
present. We do not know how any such misclassification may 
have evolved over time or their effect on our trend estimates.

Conclusion

Physicians continue to work longer hours than the average of the 
Canadian workforce, but over the last 3 decades, work hours 
have decreased among male physicians. Policymakers and 
health workforce planners should consider the hours worked by 
physicians, rather than relying on counts of practitioners. Given 
reasonable expect ations regarding productivity, the medical 
workforce likely needs to increase in size to offset the decline in 
work hours while gender pay equity in medicine should be 
addressed. Policy makers and health workforce planners can 
leverage the timely LFS timeseries data to monitor physician 
work patterns.
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