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Depressive and anxiety disorders are the most com-
mon psychiatric disorders; from a public health per-
spective, they are associated with the highest burden 

of disability.1,2 Evidence-based treatment guidelines for these 
common psychiatric disorders recommend brief structured 
psychotherapies as first-line treatment options, particularly 
for mild to moderate disorders.3–5 In Ontario, access to pub-
licly funded psychotherapy is provided mostly by primary 
care physicians (PCPs) with psychotherapy-focused practices 
and psychiatrists. A PCP psychotherapist (sometimes 
referred to as a general practitioner psychotherapist) is a pri-
mary care physician who has a practice focused on psycho-
therapy. There is an opportunity for training,6 but no certifi-
cation or specific training is required to become a PCP 
psychotherapist.

In August 2018, the Coalition of Ontario Psychiatrists 
asserted there was a “crisis in access to mental health services” 
in Ontario, and they attributed this crisis to a shortage of psy-
chiatrists.7 They made 3  recommendations, all with the goal 
of increasing the number of psychiatrists: to increase exposure 
to psychiatry in medical school, to train more psychiatrists and 
to increase the payment for psychiatrists’ services. However, 
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Background: Psychotherapy is recommended as a first-line treatment for the management of common psychiatric disorders. The 
objective of this study was to evaluate the availability of publicly funded psychotherapy provided by physicians in Ontario by describ-
ing primary care physicians (PCPs) and psychiatrists whose practices focus on psychotherapy and comparing them to PCPs and 
psychiatrists whose practices do not.

Methods: This was a population-based retrospective cohort study. We included all PCPs and psychiatrists in Ontario who submitted 
at least 1 billing claim to the Ontario Health Insurance Plan between Apr. 1, 2015, and Mar. 31, 2016, and categorized them as psy-
chotherapists if at least 50% of their outpatient billings were related to the provision of psychotherapy. We measured practice charac-
teristics such as total number of patients and new patients, and average visit frequency for 4 physician categories: PCP nonpsycho-
therapists, PCP psychotherapists, psychiatrist nonpsychotherapists and psychiatrist psychotherapists. We also measured access to 
care for people with urgent need for mental health services.

Results: Of 12 772 PCPs, 404 (3.2%) were PCP psychotherapists; of 2150 psychiatrists, 586 (27.3%) were psychotherapists. Pri-
mary care physician nonpsychotherapists had the highest number of patients and number of new patients, followed by psychiatrist 
nonpsychotherapists, PCP psychotherapists and psychiatrist psychotherapists. Primary care physician nonpsychotherapists had the 
lowest average annual number of visits per patient, whereas both types of psychotherapists had a much greater number of visits per 
patient. Primary care physician and psychiatrist nonpsychotherapists saw about 25% of patients with urgent needs for mental health 
services, whereas PCP and psychiatrist psychotherapists saw 1%–3% of these patients.

Interpretation: Physicians who provide publicly funded psychotherapy in Ontario see a small number of patients, and they see few 
of those with urgent need for mental health services. Our findings suggest that improving access to psychotherapy will require the 
development of alternative strategies.
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the existing supply and practice patterns of physician psycho-
therapists is currently unknown. It is critical to know the exist-
ing human resource capacity of physician psychotherapists in 
Ontario in order to better understand the availability of 
resources to meet demand for psychotherapy.

To address this question, we conducted a study of the exist-
ing physician-based availability of psychotherapy in Ontario. 
We categorized all Ontario PCPs and psychiatrists as psycho-
therapists or nonpsychotherapists, which resulted in 4 physician 
categories. We characterized the practices of physicians within 
these 4 categories and determined whether patients with urgent 
need for mental health services were seen within 30 or 180 days 
of the index event by physicians from each of these 4 groups.

Methods

We conducted a population-based retrospective cohort study 
of physicians in Ontario between Apr. 1, 2015, and Mar. 31, 
2016. We categorized physicians as psychotherapists if at least 
50% of their outpatient billings were related to the provision 
of psychotherapy. The Ontario Health Insurance Plan billing 
codes used to capture psychotherapy are listed in Appendix 1, 
Supplemental Table S1 (available at www.cmajopen.ca/
content/8/1/E105/suppl/DC1). We then compared practice 
characteristics between 4 physician categories: PCP nonpsy-
chotherapists, PCP psychotherapists, psychiatrist nonpsycho-
therapists and psychiatrist psychotherapists. 

Data sources
We obtained PCP and psychiatrist characteristics from the 
ICES Physician Database. We obtained physician practice 
patterns and the characteristics of their patients from the 
Ontario Health Insurance Plan database (outpatient billing 
information), National Ambulatory Care Reporting System 
(information on emergency department visits), Ontario Mental 
Health Reporting System and Canadian Institute for Health 
Information Discharge Abstract Database (information on 
psychiatric hospital admissions), Registered Persons Database 
(sociodemographic characteristics) and Immigration, Refu-
gees and Citizenship Canada (immigration data).

These data sets were linked by means of unique encoded 
identifiers and analyzed at ICES. They are routinely used for 
research purposes. The universal access to physician and 
hospital care in Canada means that information is captured 
routinely when people use health care services (e.g.,  via 
phys ician billings, and information captured systematically 
for emergency department visits and hospital stays).

The Immigration, Refugees and Citizenship Canada data-
base includes application records for people who applied to 
land in Ontario. The current data set contains data from 1985 
to May 31, 2017. The linkage rate (proportion of applications 
that were linked successfully to the health administrative data 
held at ICES) between 1985 and 2012 was 86.4%.8

Study sample
Primary care physicians and psychiatrists who submitted at 
least 1 billing claim to the Ontario Health Insurance Plan 

between Apr. 1, 2015, and Mar. 31, 2016, were included. We 
focused on outpatients who were provided care and excluded 
all billings related to inpatient care for both PCPs and 
psychiatrists.

Physician characteristics
We assessed the following physician characteristics: sex, age, 
medical school attended and region of practice based on 
Local Health Integration Network (LHIN). Local Health 
Integration Networks were categorized as high supply 
(Toronto Central and Champlain), medium supply (South 
West, South East and Hamilton Niagara Haldimand Brant) 
or low supply (the 9 remaining LHINs).9 These supply cate-
gories are based on whether the per capita supply of psychia-
trists is much higher than the provincial average (high supply), 
at or near the provincial average (medium supply), or below 
the provincial average (low supply)9 (Appendix 1, Supplemen-
tal Figure S1). We also determined whether physicians were 
full-time using the Canadian Institute for Health Information 
definition: having annual billings above the 30th percentile 
for all Ontario PCPs or psychiatrists, respectively.10 Measur-
ing the proportion of full-time physicians in each category 
accounts for variability in the capacity for physicians to provide 
patient care.

For each physician, we measured the number of unique 
outpatients, new outpatients (defined as no visits in the 12 mo 
before the first visit in the study period) and mean number of 
annual visits per patient. Finally, we measured the number of 
physicians in each of the 4  physician categories with fewer 
than 200, 100 and 40 patients seen annually.

Patient characteristics
We measured characteristics of outpatients seen by physicians 
in the 4 categories. If a patient was seen by more than 1 phys-
ician of a given category during the study period, he or she 
was assigned to the physician with the highest visit frequency 
for that patient within each of the 4 categories. We measured 
the following patient characteristics: sex, age, neighbourhood 
income quintile based on 2011 census information and resi-
dential region (using the same categories as for physicians).

We also assessed the proportions of patients who experi-
enced any of the following events in the 24 months before 
Apr. 1, 2015: a mental health and addictions admission, an 
emergency department visit for a mental health reason, an 
emergency department visit for self-harm, or 2 or more emer-
gency department visits for substance use.

Access to physicians for patients with urgent need 
for mental health services
We measured the number of patients who had a mental 
health and addictions admission, emergency department visit 
for a mental health reason, emergency department visit for 
self-harm, or 2 or more emergency department visits for sub-
stance use between Apr. 1, 2014, and Mar. 31, 2016. These 
patient groups are representative of patients in urgent need of 
mental health services. For patients seen twice in the emer-
gency department for substance use, we used the second visit 
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to measure access to care. For the 3 other patient groups, we 
used the emergency department or hospital discharge date. 
These 4 patient groups were not mutually exclusive.

We assessed whether patients from these groups were seen 
by physicians in each of the 4  categories within 30 and 
180 days. If a patient saw more than 1 type of physician, each 
of the physicians seen was credited for the visit. Visits to 
PCP nonpsychotherapists were determined to be related to 
mental health and addictions based on a previously validated 
algorithm.11

Statistical analysis
For each variable, we examined the mean and standard devia-
tion, median and interquartile ratio, or number and propor-
tion. We used standardized differences to assess differences 
between psychotherapists and nonpsychotherapists separately 
for PCPs and for psychiatrists. With large samples, p  values 
are often significant with very small differences, whereas a 
standardized difference is less sensitive to sample size. A stan-
dardized difference of greater than 0.1 is considered clinically 
significant.12 We used SAS Version 9 (SAS Institute) for all 
statistical analyses.

Ethics approval
The use of data in this study was authorized under section 45 
of Ontario’s Personal Health Information Protection Act, which 
does not require review by a research ethics board.

Results

Physician characteristics
Between Apr. 1, 2015, and Mar. 31, 2016, there were 
12 772 primary care physicians who were clinically active in 
Ontario, of whom 404 (3.2%) met our criteria as PCP psy-
chotherapists and 12 368 (96.8%) as PCP nonpsychothera-
pists. During the same time period, there were 2150 psychia-
trists in Ontario, of whom 586 (27.3%) were psychiatrists who 
met our criteria for psychotherapist and 1564 (72.7%) who 
were psychiatrist nonpsychotherapists. The demographic and 
regional characteristics, practice patterns and medical school 
of the 4 physician categories are presented in Table 1.

Both PCP and psychiatrist psychotherapists were about 
9–10 years older than their nonpsychotherapist colleagues 
(Table 1), and a higher proportion of both types of psycho-
therapists were in the oldest age category (≥  60  yr). A 
smaller proportion of PCP psychotherapists (54.0%) met 
the definition of a full-time physician than the other 3 cate-
gories of physicians, which were all about 70% full-time. 
More than a quarter of both types of psychotherapists grad-
uated from the University of Toronto medical school, 
whereas a higher proportion of nonpsychotherapist phys-
icians graduated from non-Canadian medical schools. Both 
categories of psychiatrists were more likely than PCP non-
psychotherapists to practise in high-supply LHINs. Primary 
care physician and psychiatrist psychotherapists were more 
likely than their nonpsychotherapist counterparts to practise 
in high-supply LHINs.

Physician practice characteristics
The total numbers of outpatients and new outpatients were 
highest for PCP nonpsychotherapists, followed by psychiatrist 
nonpsychotherapists, PCP psychotherapists and psychiatrist 
psychotherapists (Table 2). The visit frequency followed the 
reverse pattern, with psychiatrist psychotherapists having the 
highest visit frequencies, and PCP nonpsychotherapists hav-
ing the lowest. This pattern of patient number and visit fre-
quency translated into 143 (24.4%), 79 (19.6%), 201 (12.8%) 
and 525 (4.2%) psychiatrist psychotherapists, PCP psycho-
therapists, psychiatrist nonpsychotherapists and PCP nonpsy-
chotherapists, respectively, who saw fewer than 40  patients 
annually. The average annual visit frequency for nonpsycho-
therapist physicians was 3 or fewer, whereas the average visit 
frequency for psychotherapist physicians was much higher, as 
high as 40 in some cases. A total of 9.8% of visits to PCP 
nonpsychotherapists were related to mental health and addic-
tions admissions.

Patient characteristics
The patients of both types of psychotherapists were slightly 
more likely to be female than those of nonpsychotherapists 
(Table 3). The mean age of patients across the 4 physician 
categories was similar. Psychotherapists saw a slightly higher 
proportion of patients from high-income quintile neigh-
bourhoods, and psychiatrist nonpsychotherapists saw a 
slightly higher proportion of patients from neighbourhoods 
with the lowest income quintile. The regional pattern of 
patients was similar to that of physician practices, with 
patients seen by psychotherapists predominantly living in 
high-supply LHINs.

The 2 categories of psychiatrists had similar proportions of 
patients in the 4 groups with urgent need for mental health 
services. Primary care physician psychotherapists had a 
smaller proportion of patients in the 4 groups than the 2 cate-
gories of psychiatrists but a larger proportion than PCP non-
psychotherapists. However, in terms of absolute number of 
patients, PCP nonpsychotherapists saw the highest number of 
patients for mental health and addiction reasons, including 
those with urgent needs, followed by psychiatrist nonpsycho-
therapists. Primary care physician psychotherapists saw 
slightly more patients than psychiatrist psychotherapists, 
including more patients with 2 or more substance-related 
emergency department visits in the prior 12 months. How-
ever, psychiatrist psychotherapists saw more patients in the 
other 3 groups of patients with urgent need.

Access to physicians for patients with urgent need 
for mental health services
Table 4 shows the proportion of patients in the 4 groups of 
patients with urgent need who were seen within 30 and 
180 days of the index event by physicians within each of the 
4 categories. In each patient group, about half of the patients 
did not have any visit to a PCP or psychiatrist within 30 days, 
and one-quarter to one-third did not have any visit to a PCP 
or psychiatrist within 180 days. Primary care physician and 
psychiatrist nonpsychotherapists saw a similar proportion of 
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patients, about one-quarter, with the exception of the patients 
with 2 or more emergency department visits for substance-
related issues: PCP nonpsychotherapists saw more than twice 
as many of these patients as did psychiatrist nonpsychotherapists 
(29.8% v. 13.9%). Primary care physician and psychiatrist 
psychotherapists saw very few patients with urgent need for 
mental health services (2%–3%).

Interpretation

There were just under 1000 physicians with practices focused 
on psychotherapy in Ontario in 2015/16, about 60% of 
whom were psychiatrists. The psychotherapist physicians 
were older than their nonpsychotherapist colleagues and were 
clustered in 2 large cities (Toronto and Ottawa). They saw a 
much smaller number of patients and saw them much more 

frequently. They served only a very low proportion (1%–3%) 
of patients with urgent need for mental health services.

Our findings address the question of whether physician 
psychotherapists can meet the population need for psychother-
apy in Ontario. Using a conservative 1-year prevalence of 
major depressive disorder of 4%13 and the number of Ontari-
ans more than 14  years of age in 2016 (slightly more than 
11  million14), there were about 450 000  people with major 
depressive disorder. With at least a similar number with anxi-
ety disorders or adjustment disorders, one can estimate that at 
least 900 000 Ontarians could have benefitted from psycho-
therapy. Psychotherapist physicians saw about 176 000 patients 
in 2015/16, including a substantial number of patients seen 
only once. The existing complement of Ontario psychothera-
pist physicians cannot meet the need for psychotherapy for 
common mental disorders.

Table 1: Characteristics of physicians providing psychotherapy in Ontario, 2015/16

Characteristic

No. (%) of physicians*

SDiff†

No. (%) of physicians*

SDiff†

PCP 
psychotherapists

n = 404

PCP 
nonpsychotherapists

 n = 12 368

Psychiatrist 
psychotherapist

 n = 586

Psychiatrist 
nonpsychotherapist

 n = 1564

Female sex 206 (51.0) 5712 (46.2) 0.10 239 (40.8) 659 (42.1) 0.03

Age category, yr

    < 30 0 (0.0) 136 (1.1) 0.15 0 (0.0) 0 (0.0) –

    30–39 24 (5.9) 2173 (17.6) 0.37 16 (2.7) 208 (13.3) 0.40

    40–49 47 (11.6) 2628 (21.2) 0.26 49 (8.4) 386 (24.7) 0.45

    50–59 121 (30.0) 3038 (24.6) 0.12 146 (24.9) 372 (23.8) 0.03

    ≥ 60 204 (50.5) 2992 (24.2) 0.57 367 (62.6) 443 (28.3) 0.73

    Missing 8 (2.0) 1401 (11.3) 0.38 8 (1.4) 155 (9.9) 0.38

Age, yr, mean ± SD 59.8 ± 11.5 51.2 ± 12.3 0.73 63.0 ± 11.0 52.9 ± 11.8 0.88

Full-time 218 (54.0) 8721 (70.5) 0.35 417 (71.2) 1088 (69.6) 0.03

Medical school

    University of Toronto 115 (28.5) 2615 (21.1) 0.17 148 (25.3) 185 (11.8) 0.35

    University of Ottawa 34 (8.4) 914 (7.4) 0.04 23 (3.9) 82 (5.2) 0.06

    Queen’s University 25 (6.2) 656 (5.3) 0.04 17 (2.9) 82 (5.2) 0.12

    McMaster University 65 (16.1) 1104 (8.9) 0.22 47 (8.0) 145 (9.3) 0.04

    Western University 38 (9.4) 1140 (9.2) 0.01 31 (5.3) 76 (4.9) 0.02

    Northern Ontario 0 (0.0) 74 (0.6) 0.11 0 (0.0) 0 (0.0) –

    Other Canadian 60 (14.8) 1433 (11.6) 0.10 138 (23.5) 251 (16.0) 0.19

    Non-Canadian 67 (16.6) 4432 (35.8) 0.45 182 (31.1) 743 (47.5) 0.34

LHIN region of practice‡

    High supply 178 (44.1) 2951 (23.9) 0.44 401 (68.4) 632 (40.4) 0.59

    Medium supply 77 (19.1) 2515 (20.3) 0.03 63 (10.8) 363 (23.2) 0.34

    Low supply 149 (36.9) 6901 (55.8) 0.39 122 (20.8) 569 (36.4) 0.35

    Missing 0 (0.0) 1 (0.0) – 0 (0.0) 0 (0.0) –

Note: LHIN = Local Health Integration Network, PCP = primary care physician, SD = standard deviation, SDiff = standardized difference.
*Except where noted otherwise.
†A standardized difference of greater than 0.1 is considered clinically significant.12

‡Based on whether the per capita supply of psychiatrists is much higher than the provincial average (high supply), at or near the provincial average (medium supply), or 
below the provincial average (low supply).9
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Based on the observed proportion of patients with urgent 
mental health need who accessed psychotherapist physicians, 
a very small proportion of patient populations with urgent 
need have access to psychotherapist physicians compared to 
nonpsychotherapist physicians. As has been discussed in 
prior studies on psychiatrist supply in Ontario,9,15 the cur-
rent Ontario Health Insurance Plan payment process is 
entirely fee-for-service and does not stipulate limits on visit 
frequency or the type of patient who should receive services. 
This may explain the low-volume practices where patients 
are seen with high frequency. The low rate of access 
observed more generally (e.g., 50% and 60% of people with 
emergency department visits for self-harm or substance use, 
respectively, saw no physician within 30  d of their emer-
gency department discharge) suggests a broader problem of 
access to mental health services.

Even if financial incentives were better aligned with popula-
tion need, publicly funded physician psychotherapists will most 
likely not meet the need for evidence-based psychotherapy. 
Other jurisdictions have developed system responses to meet 
this need. In England, Improving Access to Psychological 

Therapies is now a well-established system that uses teams of 
trained lay therapists and measurement-based care processes to 
provide evidence-based psychotherapies such as cognitive 
behavioural therapy and interpersonal psychotherapy16 for a 
variety of mental disorders.17 In the United States, health main-
tenance organizations run by private insurance companies 
employ nonphysicians to provide evidence-based psychother-
apy, with psychiatrists largely providing consultations and 
pharmacotherapy.18 These are all examples that improve access 
in some capacity but have limitations. The need for innovation 
to improve access to and quality of mental health care is urgent.

The Ontario government is in the midst of a pilot project 
that is based on a model of a population-based psychotherapy 
intervention that has been evaluated extensively and shown to be 
successful.16 This model of service delivery adheres to evidence 
and uses nonphysician psychotherapists. It may increase access 
to publicly funded psychotherapy equitably and efficiently.

Limitations
This study focused on outpatient visits among PCPs and psy-
chiatrists. It has both strengths and limitations. Strengths 

Table 2: Practice patterns of physicians providing psychotherapy in Ontario*

Variable

PCP 
psychotherapists

n = 404

PCP 
nonpsychotherapists

n = 12 368 SDiff†

Psychiatrist  
psychotherapists

n = 586

Psychiatrist 
nonpsychotherapists

n = 1564 SDiff†

No. of outpatients

    Mean (SDiff†) 218.27 (300.20) 1425.64 (1416.39) 1.18 131.76 (165.34) 274.40 (286.26) 0.61

    Median (IQR) 105 (48–272) 1118 (604–1732) 1.76 77 (40–165) 189 (87–376) 0.74

No. of new outpatients

    Mean ± SD 125.12 ± 219.42 869.31 ± 1161.39 0.89 55.74 ± 85.64 162.06 ± 200.36 0.69

    Median (IQR) 40 (14–146) 516 (278–939) 1.65 26 (9–69) 107 (41–210) 0.95

Annual no. of visits per 
outpatient

    Mean ± SD 8.56 ± 7.50 2.84 ± 2.80 1.01 13.77 ± 12.72 4.22 ± 3.97 1.01

    Median (IQR) 7 (4–11) 2 (2–3) 1.31 10 (5–18) 3 (2–5) 1.49

Annual no. of visits per 
patient, no. (%) of 
physicians

    ≤ 3 112 (27.7) 10 792 (87.3) 1.51 77 (13.1) 998 (63.8) 1.22

    4–16 244 (60.4) 1475 (11.9) 1.17 340 (58.0) 534 (34.1) 0.49

    ≥ 17 48 (11.9) 101 (0.8) 0.47 169 (28.8) 32 (2.0) 0.80

No. of single-visit 
outpatients, mean (SDiff†)

84.23 (183.55) 772.25 (1051.97) 0.91 31.95 (51.62) 117.78 (158.94) 0.73

< 200 outpatients annually, 
no. (%) of physicians

275 (68.1) 1383 (11.2) 1.43 478 (81.6) 810 (51.8) 0.67

< 100 outpatients annually, 
no. (%) of physicians

198 (49.0) 917 (7.4) 1.04 350 (59.7) 441 (28.2) 0.67

< 40 outpatients annually, 
no. (%) of physicians

79 (19.6) 525 (4.2) 0.49 143 (24.4) 201 (12.8) 0.30

Note: IQR = interquartile range, PCP = primary care physician, SD = standard deviation, SDiff = standardized difference.
*Includes all billing data for psychotherapists, not just psychotherapy data.
†A standardized difference of greater than 0.1 is considered clinically significant.12
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include the use of population-based data that captured all 
physicians in Ontario providing psychotherapy and the 
patients they served.

There are several limitations to this approach. Regis-
tered (nonphysician) psychotherapists are an alternative to 
physician psychotherapists but are not included in this 
study. Some of these nonphysician psychotherapists work 
in hospital and community settings, where they are paid 
with funds from the Ontario Ministry of Health and Long-

Term Care and thus provide therapy free of charge to 
patients. We were unable to determine the scope of this 
supply of psychotherapy in Ontario. Thus, our study 
underestimates the total supply of publicly funded psycho-
therapists in Ontario, but we do not believe the number of 
these therapists is large enough to invalidate our main 
findings.

Second, we do not know what type of psychotherapies 
were provided by physician psychotherapists. It is likely that 

Table 3: Patient characteristics by physician type*

Characteristic

No. (%) of patients

SDiff†

No. (%) of patients

SDiff†

PCP 
psychotherapists

 n = 95 569

PCP 
nonpsychotherapists

 n = 10 600 008

Psychiatrist 
psychotherapists

n = 80 028

Psychiatrist 
nonpsychotherapists

 n = 403 929

Female sex 55 893 (58.5) 5 743 955 (54.2) 0.09 46 075 (57.6) 217 493 (53.8) 0.08

Age category, yr

    < 18 9030 (9.4) 1 901 785 (17.9) 0.25 8029 (10.0) 46 044 (11.4) 0.04

    18–29 15 675 (16.4) 1 523 601 (14.4) 0.06 12 276 (15.3) 73 738 (18.3) 0.08

    30–39 15 213 (15.9) 1 344 577 (12.7) 0.09 11 651 (14.6) 60 516 (15.0) 0.01

    40–49 16 578 (17.3) 1 470 261 (13.9) 0.10 13 875 (17.3) 64 414 (15.9) 0.04

    50–64 24 838 (26.0) 2 385 287 (22.5) 0.08 24 122 (30.1) 98 124 (24.3) 0.13

    > 64 14 235 (14.9) 1 974 497 (18.6) 0.10 10 075 (12.6) 61 093 (15.1) 0.07

Age, yr, mean ± SD 43.7 ± 19.8 42.1 ± 23.1 0.07 43.8 ± 18.4 43.1 ± 20.3 0.04

Immigrant 12 396 (13.0) 1 643 862 (15.5) 0.07 10 776 (13.5) 48 013 (11.9) 0.05

Income quintile

    1 (lowest) 17 603 (18.4) 1 903 886 (18.0) 0.01 16 144 (20.2) 96 729 (23.9) 0.09

    2 18 224 (19.1) 2 024 154 (19.1) 0.00 14 787 (18.5) 81 261 (20.1) 0.04

    3 17 667 (18.5) 2 134 174 (20.1) 0.04 13 970 (17.5) 74 383 (18.4) 0.02

    4 19 323 (20.2) 2 331 854 (22.0) 0.04 15 571 (19.5) 75 913 (18.8) 0.02

    5 (highest) 22 197 (23.2) 2 150 212 (20.3) 0.07 18 930 (23.7) 72 734 (18.0) 0.14

    Missing 555 (0.6) 55 728 (0.5) 0.01 626 (0.8) 2909 (0.7) 0.01

LHIN region

    High supply 32 946 (34.5) 1 882 733 (17.8) 0.39 33 082 (41.3) 87 269 (21.6) 0.43

    Medium supply 17 824 (18.7) 2 203 072 (20.8) 0.05 8448 (10.6) 95 488 (23.6) 0.35

    Low supply 44 718 (46.8) 6 500 401 (61.3) 0.29 38 366 (47.9) 220 478 (54.6) 0.13

    Missing 81 (0.1) 13 802 (0.1) 0.01 132 (0.2) 694 (0.2) 0.00

Mental health services 
need

    MHA hospital admission 4086 (4.3) 81 199 (0.8) 0.23 6713 (8.4) 43 902 (10.9) 0.08

MHA emergency 
department visit

5819 (6.1) 166 951 (1.6) 0.24 9659 (12.1) 60 503 (15.0) 0.09

≥ 2 emergency 
department visits for 
substance abuse

1168 (1.2) 13 421 (0.1) 0.13 888 (1.1) 5714 (1.4) 0.03

Emergency department 
visit for self-harm

1149 (1.2) 26 216 (0.2) 0.11 1784 (2.2) 10 648 (2.6) 0.03

Note: IQR = interquartile range, LHIN = Local Health Integration Network, MHA = mental health and addictions, PCP = primary care physician, SD = standard deviation, 
SDiff = standardized difference.
*Includes all billing data for psychotherapists, not just psychotherapy data.
†A standardized difference of greater than 0.1 is considered clinically significant.12
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some of these psychotherapies were unstructured and did 
not adhere to an evidence-based framework, which would 
further reduce the impact of and access to psychotherapies.

Third, we do not know which patients from the 4 groups 
with urgent need would benefit from access to psychotherapy. 
However, we believe that a proportion far greater than the 1 
in 33 to 1 in 85 who were seen by physician psychotherapists 
would benefit from evidence-based psychotherapies.

Finally, with respect to data quality, the immigration data 
we used have not been validated but, as an administrative 
data source, are likely to accurately capture relevant infor-
mation on immigrant and refugee status for the majority of 
Ontario residents.

Conclusion
Evidence-based psychotherapy should be available to pa-
tients with the most prevalent mental disorders. Our find-
ings suggest that there are far too few publicly funded phys-
ician psychotherapists in Ontario to meet the needs of these 
patients. Moreover, existing physician psychotherapists are 
not equitably distributed geographically in the province, and 
most have adopted practice styles that further impede access. 
The Coalition of Ontario Psychiatrists’ recommendation to 
increase the number of psychiatrists in Ontario, although 
relevant to areas with critical shortages, will not address the 
existing poor access to psychotherapy. Our findings suggest 
a need to develop initiatives to increase access to psycho-
therapy that integrate the existing physician psychotherapists 
and adopt innovations that have been proven to improve 
access.
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