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BACKGROUND AND OBJECTIVES: The College of Family of Physicians of Can-
ada’s Certificates of Added Competence (CACs) denote enhanced-skill family
physicians who function beyond the scope of family practice or in specialized
areas fundamental to family medicine practice. The credential provides recogni-
tion for skill development in areas of need and is intended to augment compre-
hensive care; however, there are concerns that it increases focused practice and
decreases commitment to generalist care. To inform credentialing policies, we
elucidated physician and trainee motivations for pursuing the CAC credential.

METHODS: We conducted secondary analyses of interview data collected dur-
ing a multiple case study of the impacts of the CACs in Canada. We collected
data from six cases, sampled to reflect variability in geography, patient popu-
lation, and practice arrangement. The 48 participants included CAC holders,
enhanced-skill family physicians, generalist family physicians, residents, spe-
cialists, and administrative staff. We subjected data to qualitative descriptive
analysis, beginning with inductive code generation, and concluding in uncon-
strained deduction.

RESULTS: Family physicians and trainees pursue the credential to meet com-
munity health care needs, limit or promote diversity in practice, secure per-
ceived professional benefits, and/or validate their sense of expertise. Notably,
family physicians face barriers to engaging in enhanced skill training once their
practice is established.

CONCLUSIONS: While the CACs can enhance community-adaptive compre-
hensive care, they can also incentivize migration away from generalist practice.
Credentialing policies should support enhanced skill designations that respond
directly to pervasive community needs.

(Fam Med. 2022;54(6):431-7.)
doi: 10.22454/FamMed.2022.213612

he College of Family Physi-
T cians of Canada (CFPC; “The

College”) credentials fami-
ly physicians with enhanced skills
via a suite of Certificates of Added
Competence (CACs).! Through de-
fined eligibility criteria, a structured
review process, and CFPC Board of
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Examiners-approved standards of
assessment, the CAC recognizes the
achievement of additional compe-
tence in a set of health care domains:
emergency medicine (EM), palliative
care (PC), care of the elderly (COE),
family practice anesthesia (FPA),
sports and exercise medicine (SEM),

addictions medicine (AM), enhanced
surgical skills (ESS), and obstetri-
cal surgical skills (OSS). As of Au-
gust 2021, the College has awarded
6,045 CACs (EM=3,842; PC=617,
COE=425; FPA=430; SEM=360;
AM=292; ESS=26; 0SS=53). The
CACs are roughly equivalent to the
Certificates of Added Qualification
(CAQs) offered by the American
Board of Family Medicine, which
designate enhanced skills for fam-
ily physicians in 10 domains of spe-
cialized or subspecialized medicine.?
Designations such as these are one
way of denoting family physicians
who provide services that fall out-
side the traditional scope of family
physician skills (eg, family practice
anesthesia, enhanced surgical skills)
or that are associated with special-
ized advances in aspects of care that
are considered fundamental compo-
nents of family medicine practice (eg,
palliative care, care of the elderly).
In establishing training and cer-
tification standards in the CAC do-
mains, the CFPC aims to incentivize
skill development and practice in
areas of particular need in Canada.
Furthermore, the College has an
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explicit expectation that those who
hold the certificates will apply this
added competence to support com-
prehensive community-adaptive care
that avows the principles of family
medicine® and that relies upon a col-
laborative interdependence between
health care professionals.*® That is,
the College hopes that CAC hold-
ers will align themselves with local
generalist practices to expand the
comprehensiveness of care within
communities. However, this creden-
tialling policy, like all policies, is po-
tentially challenged by unintended
consequences.® Indeed, there is con-
sternation that the certificates are
having a confounding effect: stimu-
lating an increase in focused practice
and promoting a decreased commit-
ment to generalist care.”!! In this
regard, our research team recently
completed a large, pan-Canadian,
multiple case study of the impacts of
the CACs on comprehensive, commu-
nity-adaptive care in Canada. This
work affirmed the notion that some
CAC holders focus their practices in
a way that is not aligned with the
needs of the community and its lo-
cal generalist family physicians.!?
Notably, this tendency is seemingly
influenced by the practitioners’ per-
sonal and professional interests, a
perspective that resonates with other
research highlighting that work-life
balance and remuneration are tre-
mendously influential on the choices
that physicians make about family
medicine practice,”*® most typically
discouraging comprehensive, gener-
alist practices.

To determine how the College
might better align the CACs and re-
lated policy to support their vision
for family medicine practice in Can-
ada, there is a clear need to better
understand what motivates family
physicians and resident trainees to
pursue a Certificate of Added Com-
petence. Accordingly, we present here
a secondary analysis of data collect-
ed through our pan-Canadian study
that offers a detailed qualitative de-
scription of the personal perspectives
and experiences that influence deci-
sions about undertaking a CAC. In
doing so, we elucidate the reasons
practitioners and trainees wish to at-
tain the certificate, their perceptions
of its professional relevance, and the
barriers that they may experience
in their pursuit. On this foundation,
we make normative recommenda-
tions that may enhance the degree
to which the certificates support the
delivery of comprehensive, communi-
ty-based care in Canada.

Methods

Study Design

This is a secondary analysis of data
generated through a multiple case
study of how the CACs impact pri-
mary care in Canada. This secondary
analysis adheres to the methodologi-
cal details published in the original
study.’? In summary, the study began
with four exploratory case studies
and progressed through two addi-
tional exploratory-explanatory case
studies.!® We defined a case as a col-
lective of family physicians working
in an interconnected community,
having contact with the same group

Table 1: Overview of Case Features

of patients. We determined explor-
atory cases in consultation with
representatives from regions with a
high concentration of CAC holders;
selected on the basis of maximum
variation in geography, population
density, language, patient population,
and practice models. Invitations to
participate were issued by the CFPC
on behalf of the research team. We
similarly selected exploratory-ex-
planatory cases with consideration
for maximal variation, but also for
the way in which their particular
characteristics afforded the oppor-
tunity to test the analytic generaliz-
ability of the propositions developed
in the exploratory case studies. Table
1 details case characteristics.

Data Collection

In all cases, the selected practice
groups were invited to participate
in semistructured interviews. Eli-
gible participants were profession-
als whose work was related to the
identified case, including CAC hold-
ers, other enhanced skill family
physicians (ES), generalist family
physicians (GEN), resident train-
ees, specialist physicians, nonphysi-
cian clinicians, and administrative
staff. Our approach to recruitment
combined purposeful, criterion, and
snowball sampling techniques that
ensured that selected participants
were appropriately situated to offer
insight into specific features of our
emerging understanding of the im-
pact of CACs in Canada. We ceased
recruitment when data sufficien-
cy was determined, related to data
completeness within each case.'® Our

Case Region No. of Family Physicians Geography Community or Academic# Terl.tli:srz;tLaelvel
1 Ontario 36 Urban Academic X
2 Manitoba 51 Rural Academic X
3 New Brunswick 9 Urban Academic
4 Yukon 20 Remote Academic
5 British Columbia 35 Rural Academic
6 Ontario 100 Suburban Community X

# Academic cases included practices with affiliations to post-graduate training programs.
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first interviews were guided by a set
of initial theoretical propositions!?
that were based on a review of rel-
evant literature,”12922 the 4 Prin-
ciples of Family Medicine,® and the
goals for family medicine practice
articulated in the CFPC’s Patient’s
Medical Home vision statement*and
Family Medicine Professional Pro-
file.

Data Analysis

All interviews were audio recorded
and transcribed verbatim. Once in
textual form, we first analyzed data
within case, and then across cases.
We used a descriptive approach to
qualitative analysis, engaging in
a staged process of coding. For the
exploratory cases, this involved in-
ductive code generation that was si-
multaneously mindful of our initial
theoretical propositions as well as
any codes generated through ear-
lier cases. Initial coding summa-
rized the content and condensed it
into categories concerning individ-
ual motivations. Subsequent itera-
tions of analysis refined the coding.
We used an unconstrained deductive
approach to analyze the two explor-
atory-explanatory cases based on the
coding framework developed from
the first four exploratory cases.?? Au-
thor L.G. led the analysis with as-
sistance from authors I.LA. and M.V.
The full research team met regu-
larly to acknowledge, discuss, and
reconcile the impacts our positions,

perspectives, and preconceived bi-
ases may have had on the analysis.
Furthermore, we engaged regularly
with CFPC stakeholders to incorpo-
rate perspectives from the College’s
academic, research, education, and
CAC committees as we progressed
(see Grierson et al'? for details about
our engagement with the College).
We managed data via N-Vivol2 soft-
ware. Analysis concluded with the
development of a cogent articulation
of the motivations, perceptions, and
barriers that family physicians and
resident trainees in Canada have
concerning CACs.

Ethics Approval

The Hamilton Integrated Research
Ethics Board approved this study
(HIREB #5151). All participants pro-
vided informed consent prior to join-
ing the study.

Results

In total, data included contribu-
tions from 48 individuals, including
six trainees and several early-career
family physicians who described the
factors that influenced their deci-
sions during training. Table 2 pro-
vides an overview of participant
characteristics associated with each
case. We describe the variety of mo-
tivations articulated by family phy-
sicians and resident trainees as
influential of their choice to pursue
enhanced skill training.
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To Meet the Health Care Needs of
the Community

For many of the established fami-
ly physicians that we interviewed,
the motivation to pursue enhanced
skill work was to be responsive to
the health care needs of their com-
munity:

“I feel heavily committed to this one
location so if I was going to pursue
extra training, it would be in con-
versation with the other physicians
who work here.” (Case 2 Participant
3, GEN)

This idea was mirrored by many
trainees who indicated that they as-
pire to the certificate because they
intend to work in regions where en-
hanced skill work is anticipated to
be particularly useful. For instance,
individuals who hoped to work in
rural contexts perceived enhanced
skill practice as important to address
gaps in health care delivery in these
communities:

“The whole reason I did anaes-
thesia in the first place was to be
comfortable working in a rural
emergency room.” (Case 2 Partici-
pant 2 CAC, FPA)

To Limit or Promote Diversity in
the Scope of Clinical Practice

A strong motivation represented in
the data was that enhanced skill

Table 2: Overview of Participants, by Number and Type, Within Each Case

Case Nur!ﬂ_)er of Gender* CAC Holders Resident | RCPSC Admin
Participants F | M | PC | COE | FPA | SEM | EM | AM ES GEN Trainee | Specialist Staff
1 6 4 | 2 1 1 0 1 0 0 2 0 1 0 0
2 15 3 12| 1 0 3 0 0 1 5 2 1 0 2
3 7 1 2 0 0 0 0 0 3 2 0 0
4 1 1 0 1 1 0 0 1 1 0 0 0
5 4 0 1 0 0 1 0 3 1 1 1 0
6 1 1 1 0 1 0 0 1 1 1 0 0
Total 48 20 28| 5 5 4 3 1|1 12 8 6 1 2

* Participants self-identified their gender.

Abbreviations: F, female; M, male; CAC, Certificate of Added Competence; PC, palliative care; COE, care of the elderly; FPA, family practice anesthesia;
SEM, sports and exercise medicine; EM, emergency medicine; AM, addictions medicine; ES, enhanced scope family physician; GEN, generalist family
physician; RCPSC, Royal College of Physicians and Surgeons of Canada.
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work was desirable because it fa-
cilitated approaches to practice that
avoided difficult and/or underre-
sourced aspects of generalist fam-
ily practice:

“T also think people just want to get
away from family practice. That’s
why I feel like we're going to see
more people wanting to get into
these little niches.” (Case 5 Partici-
pant 8 ES, Oncology; application for
CAC PC denied)

For resident trainees and recent
graduates, this idea of managing
practice scope through enhanced
skill practice was also salient. Some
felt a particular affinity for one part
of family practice, while others ar-
ticulated interest in bringing an en-
joyable diversity to their generalist
practice through the incorporation of
enhanced skill work:

“I really enjoy it, I like the variety
of the practice. I also, I love clinic,
but I can’t do it that many days in
a row.” (Case 2 Participant 1 CAC,
FPA)

Other trainees and recent grad-
uates were attracted to the idea of
feeling confident within a well-de-
fined scope of practice:

“I think that is a major draw in the
way youre trained in anaesthesia
is to have a sense of all the pos-
sible ways things could go wrong
or all the things that you have to
do. And there’s a bit of a security
in knowing, well, I know these are
the things that I can do, and these
are the things that I would do in
these situations and it falls into
this narrow spectrum. Whereas in
family practice and clinic practice,
it seems endless. The breadth is
just daunting. So, there’s a draw
to a more focused part of medicine
where you can feel more comfort-
able, even if it is more acute and
maybe more dangerous but you
know where your limits are, and
you know what you can do.” (Case
2 Participant 3 Trainee)
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Numerous trainees and early-ca-
reer physicians described a percep-
tion that enhanced skill practices
would permit better remuneration
and better work-life balance:

“I didn’t want to be office-based, I
preferred to be hospital-based. I
enjoyed being in the hospital and
when I was in the hospital I was
working and when I wasn’t work-
ing, I would go home. I didn’t have
to go to the office and secretaries, I
didn’t have to worry about expens-
es, so for my personality it was a
good fit.” (Case 5 Participant 3 ES,
FPA)

Others expressed a desire to be-
come academic, community, and/or
clinical leaders and felt strongly that
the certificate would facilitate this
goal:

“I think the CAC program provides
us, as continuing trainees, a little
bit of expertise in that specific field
and taking on more leadership roles
and academic roles, in terms of fur-
thering the field that way.” (Case 6
Participant 4 Trainee)

To Secure the Perceived
Professional Benefits Associated
With the College’s Accreditation
Many held the idea that the Col-
lege’s backing of the CAC was indica-
tive that the certificate would bring
a variety of advantages, including
becoming an explicit standard for
attaining focused-practice designa-
tions. Indeed, most trainees and re-
cent graduates interviewed held the
belief that those responsible for hir-
ing and privileging would value the
CAC credential preferentially:

“Some positions are quite com-
petitive now in terms of job op-
portunities. So, in the region I live
currently, its actually quite difficult
to get a nursing home position, for
example, so I thought having ex-
tra training and extra experience
in this field would provide me
with the skills needed to be more

competitive in the job market.”
(Case 1 Participant 3 CAC, COE)

Most participants—established
physicians and trainees alike—in-
dicated an expectation that the
College will lobby provincial and
territorial authorities and advocate
for CAC holders in their pursuit of
practice designation, access to bill-
ing codes, and the organization of
more favorable remuneration struc-
tures. The potential for this advo-
cacy is perceived as a key benefit
of pursuing the CAC designation
where it is available. Indeed, many
participants perceived incentives to
focused, enhanced skill practice in-
cluding higher remuneration, sala-
ried fee structures, and improved
control over work hours. They de-
scribed that generalist care is pri-
marily encouraged through policy
edicts and contract agreements, rath-
er than incentives. These were clear-
ly motivating factors for the pursuit
of enhanced-skill work:

“These certificates have created this
playing field where those of us with
them are going to get potentially fi-
nancial advantages and job security,
contract advantages with govern-
ment.” (Case 4 Participant 2 CAC,
COE)

In light of this, our data also re-
vealed that participants recognize
numerous options for pursuing en-
hanced skills practice, and that
they need to make decisions about
the programs and designations that
best facilitate their goals. In this re-
gard, that the College established
the CACs served as a major moti-
vator toward this particular desig-
nation:

“In general, I like official stuff.
When this was offered to me, I
thought, well, why not? Because
this is one more paper confirming
that I'm trained to do what I do.
But also, because it’s something
pan-Canadian and that’s coming
from my direct origin, you know,

FAMILY MEDICINE



family physicians of Canada.” (Case
4 Participant 3 CAC, SEM)

To Feel That Their Expertise is
Valued

Across all cases, we heard that es-
tablished family physicians were
motivated to pursue the certificate
because of the way it seemed to vali-
date the quality of the enhanced skill
work that they are already doing:

“So, when the opportunity to get
a CAC came about, that was real-
ly important to me, because I felt
that it validated the work that I
had done, and it actually gave me
the credentials I felt that I proba-
bly had worked at. So, that other
people would recognize that I knew
what I was doing.” (Case 3 Partici-
pant 2 CAC, COE)

This validating power was also ev-
ident in the experiences described
by those practitioners that we inter-
viewed who had made application for
the CAC but were ultimately unsuc-
cessful. In these situations, the indi-
viduals felt that the decision not to
certify their added competence was
an indication that the College does
not value their enhanced skill work:

“[Having application for a CAC
via the leadership route denied]
made me feel devalued. I think
it made it feel like you’re not do-
ing... [pause]... I'm not the only
one. I know there was a colleague
of mine that also had the same re-
jection and actually was told the
same kind of thing, that it makes
you feel like the work you do is not
valued because it’s not in a hospital
system. It also makes you feel like
well everybody could do what you're
doing so it’s not a big deal.” (Case
6 Participant 3 CAC, COE; applica-

tion for CAC PC denied)
Barriers to Pursuing a CAC

The interviews with family physi-
cians and trainees also revealed

FAMILY MEDICINE

that the motivations to pursue the
CAC designation are strongly in-
fluenced by the barriers inherent
to this pursuit. In this regard, the
data reveal how family physicians
experience barriers to pursuing addi-
tional training once they are embed-
ded in a practice and a community,
including the personal and profes-
sional cost to leaving one’s practice
for training, the lack of coverage for
patients, and the impact on their
families’ lives:

“I think what makes it challenging
for people to go back when they’re
out in practice is if you have a fam-
ily practice, what the heck do you
do with your family practice? Then
knowing that you’re getting extra
skills, what are you planning to do
afterwards, and can you continue
to meet the demands of that family
practice? ... Then you have to fig-
ure out what your new role is going
to be coming back. It’s a lot if you've
got a family at all. Moving your
family just for one year is a big ask,
or not moving them and then trav-
elling them back and forth. Chang-
es to income structure as a resident
salary is not the same as a work-
ing physician’s salary so you have
to plan for what that means to your
lifestyle and maintaining skills that
you're not practising very often if
you want to keep using them af-
terwards is a challenge.” (Case 4
Participant 1 CAC, PC; CAC, FPA)

In some places, these barriers
were addressed in part or in full by
provincial and territorial support via
formal programs:

“In the territory, if someone goes
and does the training, there is sup-
plemental income support for them
while they’re away for the time of
their training, and also support for
them to find locums and things.”
(Case 4 Participant 1 CAC [PC]
CAC [FPA])
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In other instances, enhanced skills
training is supported informally by
colleagues who recognize the com-
munity need:

“We have actually had docs that
have practiced for many years and
gone back and done the anesthesia
program. If there is a need, we have
figured out how to make it happen.
... In some cases, it was just man-
aging their patient load that they
had established for this period of
time while they were away. The
rest of the group picked them up
and took care of them and said we
would manage that for them. We,
as a clinic, have provided some fi-
nancial support for them while they
have been away.” (Case 2 Partici-
pant 10 Administrator)

However, this informal approach
was considered untenable in some
rural communities where attending
extra training would require reloca-
tion:

“There are a ton of people on a
waitlist for a doctor so there’s no
way that any physician here could
manage my patients. I have 1,200
patients. Some physicians here,
that do more other work at the hos-
pital, only have 500 patients so they
can’t take 1,200 of mine and look
after them so they would be stuck.
I would have to probably figure out
a way to get my most sick and com-
plicated patients and spread them
out amongst a few people. Then
everyone else would probably just
have to go to the walk-in.” (Case 2
Participant 9 ES Obstetrics)

Discussion

Participants across Canada noted
their perception that the CAC is a
credible marker of enhanced clinical
skill. This has several implications.
The credibility of the designation in-
fluences motivations to pursue the
certificate, including for the purpos-
es of enhancing professional identity,
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validating skills, and securing more
favorable work arrangements.
Through this conferment of cred-
ibility, the CACs have an indirect,
or downstream, impact on health
care delivery practices above and
beyond the direct outcomes of the
enhanced-skill work. The certificate
is perceived as having the potential
to support individuals in negotia-
tions related to hiring, privileging,
billing, and funding for programs. It
is believed to enhance perceptions
of physician expertise or leadership
in the field. The impacts on pro-
fessional identity can also be more
intangible, altering a physician’s con-
fidence in their own ability or legiti-
macy. In this regard, we highlight
that the formal relationship between
the CFPC and the CACs is the main
distinction between CAC holders and
those family physicians who provide
enhanced skills with non-CAC cre-
dentials or without credentials. This
association leads to the idea that the
College will prioritize advocacy for
health systems and hiring practices
that favor CAC holders, a perception
that influences practicing physician
and resident trainee motivations
for pursuing the certification. No-
tably however, we did not identify
any such lobby or policy specific to
the certificate. Yet, through percep-
tions of preferential arrangements
for CAC holders, the certificate may
promote a perceived devaluation of
generalist family physicians and en-
hanced-skill family physicians with-
out the certificate.

By altering perceptions of the ex-
pertise of generalist versus CAC
family physicians, the certificates
also alter perceptions about the
types of challenges and rewards a
family physician can reasonably ex-
pect to encounter through their work
within a community. These expec-
tations, in turn, influence the way
physicians balance decisions against
their personal and professional as-
pirations. Through this mechanism,
the CACs may create some risks
for the delivery of comprehensive,
community-adaptive health care in
Canada. In particular, an increased

JUNE 2022 - VOL. 54, NO. 6

focus on specialization may serve to
erode morale and exacerbate existing
challenges associated with uphold-
ing the values of generalist family
medicine.?*? That is, the standards
for added competence serve to com-
municate a desired demarcation
between comprehensive generalist
family medicine skills and additional
competence worthy of a CAC. With
respect to trainees, this is potentially
problematic because it may shift the
focus of the professional base away
from generalism. Trainees who per-
ceive family medicine to lack pres-
tige may be particularly vulnerable
to credentialism.?

To offset these risks, we offer a
few recommendations. First, the Col-
lege should consider ways to ensure
that the pursuit of the certificate is
tied to prevailing community needs.
This may mean developing systems
of training that afford family physi-
cians who are established in commu-
nities with noted health care needs
greater access to gain certification.
Given the evidence of the difficul-
ty that midcareer physicians expe-
rience with engaging in training,
any such system would need to of-
fer support to these individuals that
facilitates their education in a way
that does not compromise their cur-
rent practices and livelihoods. An-
other important recommendation is
to develop incentives for generalist
practice. Given that accessible pri-
mary health care systems that ad-
dress most personal health care
needs in the context of continuous
relationships with patients, families,
and communities are associated with
the most robust and equitable popu-
lation health outcomes, there is good
reason to encourage the work of gen-
eralist family physicians who provide
services across the full scope of fam-
ily medicine practice.?®

This work is situated within the
Canadian context, which stands as
a potential limitation to the gen-
eralizability of the presented find-
ings to jurisdictions without official
certification of subspecialties with-
in generalist family medicine. In
this regard, we recognize that the

motivations and barriers associat-
ed with practice arrangements, re-
muneration structures, and personal
and community tensions described
herein reflect uniquely Canadian
perspectives. However, we do antic-
ipate that the expressed concerns
about the value of peer recognition
and the overwhelming nature of full-
scope generalist practice will reso-
nate broadly with family physicians
across North America and around
the world. In this regard, we recom-
mend that the impact and influence
of enhanced skill work and creden-
tialing be a key feature of any ju-
risdictional policy commitment to
primary care and family medicine.

Conclusion

As focused practice is increasing-
ly perceived as associated with im-
proved quality of professional life,
family physicians may move away
from generalist practice, reduc-
ing access to comprehensive family
medicine for patients. The Canadi-
an CAC, in some instances, is en-
couraging this migration, yet also
has the potential to influence phy-
sicians towards community-adaptive
comprehensive care. In this regard,
the CFPC may advocate for corre-
sponding incentives for generalist
practice and incentives for enhanced
skill practice that align with perva-
sive community needs. In the latter
case, the CAC designation may serve
as one such incentive that has the
power to confer a sense of validation
to practitioners while also facilitat-
ing the way they interact and lobby
with local health authorities.
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