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Executive Summary

Med-Emerg Inc (Med-Emerg) was retained by the Atlantic Health Human Resources
Association (AHHRA) to conduct a regional education/training program planning study
for the four Atlantic Provinces (Nova Scotia, Newfoundland & Labrador, Prince Edward
Island and New Brunswick). The objective of the Atlantic Health Education Training
Planning Study (AHETPS) was to carry out a comprehensive study of the requirements
for health professionals in Atlantic Canada, and the requirements for available
educational/training programs in and outside Atlantic Canada. The scope of the study
included 30 provider groups. The information generated by this study provided the
background needed to insure balanced and well prepared health care and health education
policy for Atlantic Canada.

There were two phases in the overall study. Phase | consisted of studies undertaken by
the Atlantic Provinces’ Departments of Health on their current supply of and future
demand for specific health care occupations, encompassing both the public and private
sectors. The Phase Il study, which Med-Emerg was retained to conduct, consisted of
seven steps that address the overall goal as stated above. They included the following:

= Carry out a comparative analysis of the Phase | studies, (Task 1 Report)

= Roll-up data contained in the provincial supply and demand studies, (Task 2
Report)

= Compile an inventory of health education and training programs,(Task 3
Report)

= Compile an inventory of health continuing education and training programs,
(Task 3 Report)

= Conduct an environmental scan of health education/training issues, (Current
Report)

= Develop a reusable, scenario-based education and training planning tool, and
(Task 6 Report)

= Populate the planning tool and make recommendations on how to address any
identified shortages or surpluses in training capacity predicted for the
specified occupations. (Final Report)

This report documents the process and outcomes of the environmental scan only. The
recommendations based on the planning tool are presented in the final report of this
project. The purpose of the scan was to identify trends and issues that affect the supply of
and need for health education/training programs. The focus of the scan was general in
that it identified those trends and issues that are applicable across the professions. Such
trends informed the development of the general simulation model by identifying policy
scenarios that must be accommodated by the general model.
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The environmental scan consisted of two key components, a detailed literature review
and in-depth consultations with key stakeholders (educators, regulators of health
professions, funders, employers and unions). To ensure that the literature reviewed was
comprehensive and systematic, a framework of topics was developed to guide the search.
The framework included sub-topics such as entry-to-practice requirements, education
credentials, competencies; areas related to training programs including curriculum,
teaching methods and continuing education; and areas related to faculty, students and
graduates. The report consists of nine chapters which highlight both the literature and the
important stakeholders’ points of view. Recommendations are offered for consideration
to enhance HHR planning in the future.

Educating for Changing Health Care Delivery Models

There has been a large investment made in recent years to renew Canada’s publicly-
funded health care system. The primary focus of these efforts has been primary health
care (PHC) reform. According to the Romanow report, one of the main drivers of this
reform is an examination of PHC delivery teams. As the report noted, a change in health
care delivery must also be met with a corresponding change in the education and training
of the various health care providers (Romanow, 2002). The trend to which the Romanow
report refers is the shift from a doctor driven approach to primary care to a larger
interdisciplinary team approach to primary health care. Recognizing this trend, and based
on the recommendations of the Romanow report, Health Canada has begun a more
targeted campaign towards collaborative teams and the interprofessional education
structure that may support them. This trend was highlighted in a recent report by the
Health Council of Canada (2005).

A conceptual framework for interprofessional education for collaborative practice has
been developed by D’ Amour and Oandasan (2004). The framework consists of two
circles, one representing interprofessional education with the learner at the centre, and the
other representing collaborative PHC practice with the patient/client at the centre. A
critical feature of the framework is the interdependency between the two circles. The
concept is that interprofessional education will generate graduates with collaborative
competencies. Such competencies, together with their professions’ core competencies,
will enable the graduates to work more effectively in the team environment. Finally,
effective interdisciplinary PHC teams will generate improved patient, provider and
system outcomes.

The framework identifies the factors that must be considered when planning for such an
approach to educating health professionals. These factors, if not managed effectively, can
operate as barriers to interprofessional education and/or collaborative practice. For
example, this approach to education and training requires a different learning structure
which incorporates clinical settings where collaborative practice is modeled. Increasing
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time in clinical settings may replace the time spent on other aspects of a health provider’s
education, such as the basic sciences. This presents the challenge of seeking trade-offs in
curriculum content.

One of the key factors in determining whether the trend toward interprofessional
education will maintain momentum is evidence of its’” effectiveness in improving health
care system outcomes. The literature review identified six randomized, controlled trials
that found an association between collaborative practice and reduced hospitalization,
increased access to care, improved client and provider satisfaction, and improved clinical
outcome (Borrill et. al., 2001). However, there is currently a paucity of evidence that
interprofessional education will generate effective collaborative practice. Thus, the need
remains for research to demonstrate the effectiveness of interprofessional education in
terms of the impact on patient/client, provider and system outcomes.

Education and Credentialing:

Of the many issues in health human resource planning, the increase in entry-to-practice
credentials seems to be the most controversial. Many of the stakeholders had differing
views on the legitimacy of credential increases as well as the control over who makes
these determinations. While there is a great deal of concern over this issue, it is an issue
that needs to be addressed in a controlled manner. The various perspectives are presented.

Stakeholders on both sides of the issue expressed that they have legitimate reasoning for
their positions. Some suggested that a greater examination of the need of increasing
credentials is required. They also shared that increasing credentials could be justified if
they resulted in enhanced patient and system outcomes.

Many stakeholders interviewed in this study stressed that dialogue regarding increasing
entry-to-practice credentials must occur among departments of health and education,
universities, colleges, licensing bodies, and professional associations. If legitimate
credential increases can be separated out, the benefits to patients can be realized while
keeping the discussed costs to a minimum.

The Federal/Provincial and Territorial Ministries of Health and Ministries of Post-
Secondary/Advanced Education (2004) have recently developed a set of principles to
manage proposals for changes in entry-to-practice credentials. The new Entry-To-
Practice (ETP) Credentials review process consists of a mix of reviewers from
academics, employers, and health professionals. It is argued that both the make up of the
review team and the criteria for review will make the process a comprehensive and
objective one.
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Certification, Licensure and Scope of Practice

There is a widespread perception that the existing structures for professional regulation,
particularly legislated scopes of practice create an unnecessary barrier to the development
of a more integrated health care system in general and to interdisciplinary practice in
particular. A critical examination of the scopes of practice of regulated health professions
by several provinces is contributing to the view that current scope of practice protections
are framed in overly exclusive and restrictive terms. Romanow (2002) also commented
on the long-standing tradition of carefully guarded scopes of practice and its relationship
to PHC reform. Governments and health care CEOs are increasingly citing scopes of
practice and traditional professional boundaries as impediments to their efforts to
improve health care delivery. They claim that an alternative system of jurisdictional
regulation and bureaucratically mandated scopes of practice with fewer reserved acts
would help them design and implement more effective systems and ensure adequate
supplies of the right level and mix of provider.

There is, however, little in the way of empirical evidence to support this position. While
the relevant literature often mentions scope of practice issues and regulatory barriers as
possible inhibitors to health care, this is reported with little explanation of the precise role
they play in this regard. Despite the lack of supportive evidence, governments are looking
closely at creating new health professions regulatory models based on broad, non-
exclusive scope of practice provisions which reserve only those acts which present a
significant risk of harm.

Scopes of practice and the reserving of specific acts are best considered in the context of
competency-based education. It may be helpful to consider these issues using the more
inclusive language of “shared competencies” rather than the exclusive language of
“restricted acts” and “scopes of practice.” A detailed assessment of professional
competency profiles with a view to determining areas of actual or potential overlap
would seem a rational starting point for continued dialogue on these issues. These could
then form the basis of interprofessional education as well as inform discussions about
scopes of practice.

Recruitment and Retention of Students and Faculty

In this report recruitment refers to the acquisition of students into health
education/training programs which will lead them to a degree or diploma in a health
discipline. Retention refers to both the ability to retain students within the program (i.e.,
minimize attrition) and retain graduates following completion of their educational
programs. Both recruitment and retention are critical to producing a sufficient supply of
health professionals in the Atlantic Region.
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Anticipated demographic trends have the potential to impact the number of young people
available for recruitment into health care professions. For example, overall negative
growth is expected in the Atlantic Region over the next decade in the 18-21 year age
group; this is the cohort from which most post secondary enrollment has traditionally
been drawn. Initiatives to attract young people to health professions are, therefore, of
strategic importance. Coupled with this is the need to have screening criteria for program
entry that may help to ensure the completion of the program by those that enter.

Environmental scan stakeholders noted that when students go outside the provinces to
obtain their education, they will often stay where they studied or go elsewhere without
returning to their own province. For most professionals the greatest retention success is
in-province education. Other factors that have impact on the retention of health
professionals in the Atlantic Region is the availability of full-time positions in areas
where the new and current professionals wish to practice. In addition, the essentials of
quality work environments must be addressed in order to recruit health professionals and
retain them in the health care system.

French Lanquage Health Service Delivery

A key health care issue in Atlantic Canada during the last decade has been access to
French language health services. There are limited education/training programs offered in
French in Atlantic Canada. Of those offered, almost all are offered in New Brunswick.
Further, as a result of demographic trends mentioned above, the number of qualified
students available to fill seats is declining because of the decreasing numbers of students
going to francophone high schools. In New Brunswick, this number is expected to
decrease by 20% over the next few years.

It is also difficult to retain minority francophones in their communities after they have
been trained. In many instances, minority francophones who pursue education in health
care do not return to their community to practice. This can occur partly because of a
combination of the limited number of programs available and the lack of clinical training
partnerships with the smaller communities. This is intensified by the difficulty in finding
francophone preceptors and providing continuing education programs, not only in the
rural communities but also in the urban centers.

In an effort to address some of these challenges, the province of New Brunswick
implemented a unique clinical education program for family physicians, audiologists,
occupational therapists, pharmacists, physiotherapists and speech language pathologists.
The resulting network of on-site, clinical experiences within New Brunswick’s health
facilities, involving hospitals, out-patient clinics and other community settings, has
helped in addressing this issue. As such, students enrolled in “out-of-province” health
programs are exposed to New Brunswick’s health system throughout the course of their
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training, while, at the same time, developing a sense of “belonging” to the New
Brunswick health team.

In 2003, the Federal Government became directly involved with the Atlantic Provinces
by funding a number of programs and seats in French health education and training
programs until 2008-2009. Funding was also increased to each of the provinces to
increase the number of seat purchase agreements with institutions outside of Atlantic
Canada. New Brunswick has historically had such agreements with Quebec. Other
Atlantic provinces are using New Brunswick as a hub to purchase seats for all of Atlantic
Canada.

Major interventions with respect to education and training programs have been identified
through previous workshops, studies and consultations with key stakeholders. The
interventions can be summarized in four main categories:

= Community participation,

= Increased collaboration with institutions and organizations,
= Promotion of health professions and the health sector, and
= Recruitment and retention strategies.

Education/Training for Underserved Rural Communities

Ensuring an adequate supply of health care providers for underserved, remote and rural
communities (URR) is a problem in many jurisdictions around the world (Strasser et al.
1995). Financial incentives aimed at relocating providers to these communities from
areas of relative over-supply have had only limited success (Barer and Stoddart 1991).
Given that there appears to be little support for the effectiveness of financial incentives,
increasing attention has been paid to the education and training of new professionals in
recent years.

The Romanow Report noted a range of factors that have been found to be associated with
a greater probability of providers choosing to practice in URR communities. These
factors are based on an ‘evidence-based’ review of international experiences. They
include:

Student recruitment:

Students who grow up or attend high school in a URR community are found to be more
likely to choose a URR practice setting.
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Course content and design:

Factors associated with an increased probability of choosing a URR practice setting
include frequent and early exposure to URR practice in a training program, streamed
education aimed at developing ‘customized” skill sets for URR practice, and a significant
portion of graduate training in a URR community.

Post training support:

The impact of these training-specific factors is greater where rewarding practice
opportunities and career pathways are available to support URR practice. This is not
restricted to the level, stability and security of income and career development but also
includes support for the provider to pursue a ‘balanced’ lifestyle in terms of professional,
personal and family responsibilities.

Stakeholders consulted in this project identified various educational strategies that are
being followed to address the problems of URR populations. These range from policies
on recruitment to training programs to the design and organization and location of those
programs.

Continuing Education

The education that health care professionals undergo can be categorized into two phases:
formal training and post-license continuing education. Formal education combines the
theoretical and practice-based learning that develops an individual’s knowledge, skills
and values in a particular discipline. To date, the curriculum has been very specific and
focused on training the student with the fundamental competencies required to practice in
the profession. Continuing education (CE), however, is usually more self-directed and
focused on areas of the professional’s interest. CE refines the existing skills that the
professional possesses in addition to developing new skills and expanding their
knowledge base and expertise.

Educational institutions are sometimes limited in their involvement in delivering CE
programs; the responsibility primarily lies with the professional associations (Daniels &
Walters, 2002). These associations provide CE through annual, national, and regional
conferences and training events that are usually based on the maintenance of
competencies that they identify. In this context, a challenge is that the input with respect
to employers, providers and other professions is not taken into account when the
associations identify competencies. This can lead to a “siloed” approach to providers’
continuing competencies in an era where interdisciplinary teams and practices are
becoming increasingly the methods of health care delivery.
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Educational institutions are sometimes limited in their involvement in delivering CE
programs. The limited interaction between the institutions, employers and professional
associations may not facilitate appreciation by the educational institutions of the
profession’s needs in terms of continuing competencies. While some of the stakeholders
felt that educational institutions should be more involved in delivering CE, many such
institutions noted that they had neither the time nor the funding for these types of
programs.

Bennett et al. (2000) note that creating an ideal setting for CE is necessary for a
program’s success. They identified the following as key components:

= Methods of learning and development — educators have to determine what
motivates adult learners;

= Translating experience into knowledge and linking professional development with
practice changes;

= Problem-based/practice-based learning — approaches to CE should mirror
decisions that professionals make in their daily encounters with patients;

= Organizational behavior — educators need to understand how employer
organizations work;

= Team development and health goal-setting are increasingly relevant; and

= Educators must maintain their competencies, and must be current and up to date.

A cooperative effort from employers, education institutions, professional organizations
and other colleagues is needed to help ensure that the above are in place. Such efforts are
emerging in some of the Atlantic Provinces, whereby annual interprofessional workshops
are being sponsored in partnership between the employers, the professional associations,
the Unions, and the provincial government.

Summary

From a general perspective, the environmental scan reinforces that the context, goals, and
partnerships in health education/training are very important. The most prominent specific
issues are the momentum toward interdisciplinary PHC teams, the increasing entry-to-
practice credentials in some professions, and the shrinking population of young people to
recruit into the health profession training programmes.

The issues and trends identified in the environmental scan provided insight for the
development of the simulation model in this project by influencing both the structure of
the simulation model and the policy scenarios tested. This is an important step because
the simulation model is intended to allow policy-makers to test scenarios and determine
their impact on the education and utilization of health providers prior to full
implementation of the policy agenda.
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Recommendations

1.

The changing health care needs of the population should form the basis
(although not the sole consideration) of all decisions and practices regarding
health care provider education, certification, licensure and full scope of
practice. Population health needs and evidence of outcomes must inform what
providers do, and what providers are required to do must inform how they are
educated and trained.

Educational programmes across health care disciplines and roles need to foster
the skills, attributes, and dispositions necessary for effective interdisciplinary
team work. There must be emphasis placed on research to determine how to
best prepare health care professionals to work in such teams. While the impact
of interprofessional education on patient, provider and system outcomes in a
variety of practice settings needs more research attention, there is evidence
that collaborative PHC teams do improve such outcomes.

Educational programmes for all health care providers should offer
interprofessional classroom and clinical learning opportunities to prepare them
to work effectively in teams.

Health care provider education must be informed by knowledge of the
competencies required to positively contribute to the health of individuals or
populations. Detailed competency profiles provide an important basis for
curriculum development and continuing education in each health care
provider group.

A national regulatory framework would be the most effective way to influence
the establishment of collaborative competencies. Appropriate regulatory
frameworks for the adoption of interprofessional teams are required.
Collaborative competencies will form an important part of the core
competencies for professional groups to ensure appropriate outcomes for both
learners and patients. A regulatory framework among the Atlantic provinces
could be an important first step.

Key stakeholders must engage in the necessary discussion about appropriate
changes in the liability of health care providers associated with
interdisciplinary team practice.

The need to evaluate provider remuneration models is required to support the
adoption of collaborative practice.
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8.

10.

11.

In the face of uncertainty regarding the impact of increased entry-to-practice
requirements on system as well as client and provider outcomes, dialogue
must occur among departments of health and education, universities, colleges,
licensing bodies, and professional associations. Such changes must be driven
by changes in the needs of populations and the efficient delivery of health care
services to meet those changing needs.

Changes to methods of certification, licensure and regulation should be
considered with full knowledge and transparency as to what evidence exists to
support these changes.

As needed, the recruitment of students into health professions programmes
must form part of the recruitment mandate for some provincial governments,
regional health authorities, professional associations, unions, employers, etc.
Exposure must start at an early age. While programmes for high schools are
common place, perhaps grade school may offer another strategic target to
capture the imagination of potential future health professionals.

Use the inventory of Atlantic Canada health education/training programmes
developed and delivered in this project as a model for an interactive resource
that can be embraced by the educational institutions and supported by
provincial governments. Determine where the inventory is to be housed and
who will be responsible for administering and maintaining the database.
Finally, establish an Atlantic Canada understanding for data sharing and
upkeep of the inventory, including key stakeholders from educational
institutions.
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Chapter 1: Introduction

Med-Emerg Inc (Med-Emerg) was retained by the Atlantic Health Human Resources
Association (AHHRA) to conduct a regional education/training program planning study
for the four Atlantic Provinces (Nova Scotia, Newfoundland & Labrador, Prince Edward
Island and New Brunswick). The objective of the Atlantic Health Education Training
Planning Study (AHETPS) was to carry out a comprehensive study of the requirements
for health professionals in Atlantic Canada, and the requirements for available
educational/training programs in and outside Atlantic Canada. The scope of the study
included 30 provider groups, as indicated in Table 1. The information generated by this
study will help to inform health care and health education policy for Atlantic Canada.

Table 1: Professions Included in the AHETPS
Occupational Classification

Audiologists

Chiropractors

Combined Lab/X-Ray
Technologists

Continuing Care Workers

Dental Hygienists

Dentists

Denturists

Dieticians and Nutritionists

Dosimetrists

Health Records
Administrators/Technicians

Health Managers

Home Support Workers

Licensed Practical Nurses

Medical Laboratory
Technologists

Medical Radiation Technologists

Nurse Practitioners

Occupational Therapists

Orthotists

Paramedics/EMTSs

Pharmacists

Family Physicians

Physiotherapists

Prosthetists

Psychologists

Public Health Officers

Radiation Therapists

Registered Nurses

Respiratory Therapists

Social Workers Speech Language Pathologists

There are two phases in the overall study. Phase | consisted of studies undertaken by the
Atlantic Provinces’ Departments of Health on their current supply of and future demand
for specific health care occupations, encompassing both the public and private sectors.
The Phase Il study, which Med-Emerg was retained to conduct, consisted of seven steps
that address the overall goal stated above. They included the following:
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= Carry out a comparative analysis of the Phase | studies, (Task 1 Report)

= Roll-up data contained in the provincial supply and demand studies, (Task 2
Report)

= Compile an inventory of health education and training programs, (Task 3
Report)

= Compile an inventory of health continuing education and training programs,
(Task 3 Report)

= Conduct an environmental scan of health education/training issues, (Current
Report)

= Develop a reusable, scenario-based education and training planning tool, and
(Task 6 Report)

= Populate the planning tool and make recommendations on how to address any
identified shortages or surpluses in training capacity predicted for the
specified occupations. (Final Report)

The planning tool informing this study was, fundamentally, a needs-based health human
resources (HHR) planning model. Traditional HHR planning approaches consist of
applying the current provider to population ratios to projected future populations in order
to estimate future demand for providers. By estimating the entrance of graduates to the
practice pool minus exits due to retirement, etc., the future supply of providers is
estimated. In this way a classic supply and demand gap analysis is generated.

While this traditional approach is conceptually and analytically easy, it has some
fundamental flaws. One flaw is that it assumes that the health status remains constant in
the population for which one is planning. However, we know for example that the
prevalence of smoking is declining in many Canadian populations, and smoking is
associated with numerous illnesses. Further, the provider-to-population approach to
planning assumes that the productivity of providers remains the same. But with new
technology, productivity does not remain constant. At the push of several buttons, for
example, a single nurse can adjust the level of a bed in an orthopedic ward, allowing the
patient to grasp overhead rails and adjust their position. What once took three or four
nurses to accomplish is now being accomplished by one. The planning model applied in
this study does not make assumptions on the health status of the population or the
productivity of providers, or even of entrance and exit rates from the practice pool.

From a needs perspective, the model starts with the changing population size by age and
sex category (i.e. the demography) of the Atlantic Region. Applied to this is the health
status (i.e., the epidemiology) of that population. The model incorporates the health status
indicators that most reflect need for services of the profession under consideration. For
example, for respiratory therapists the rate of chronic obstructive lung disease may be
used and, for medical radiation therapists, cancer incidence may be used. Finally from a
needs perspective, the model incorporates the level of service. For example, should there
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be a shift in practice such that a higher proportion of diabetic patients are getting their
urines tested for protein, this is an increase in the level of service and would require more
service providers (e.g., more medical laboratory technologists).

The population size, the health status of that population and the level of service applied to
the illnesses of that population each constitute the service requirements modeled. When
these service requirements are applied to a measure of productivity of the providers under
consideration, the model thereby estimates the number of those providers that are
required.

Simultaneously, the model incorporates data on the training programs for that profession.
The number of seats, the length of the program, the attrition rates, and the graduation
rates are put into the model. Thus, the rate of graduates entering into the practice pool
(provider stock) is determined. In-migration (e.g. of international graduates) is also
incorporated. EXits due to out-migration, retirement, disability, mortality, etc are
calculated, and the net effect is an estimation of the size of the provider stock. Applied to
the provider stock is the distribution of providers by hours worked in order to account for
those who work more than full-time, those who work full-time and those who work less
than full-time (i.e., work-force participation). The provider stock and the hours worked
are used to calculate the providers supplied.

Hence, the model generates both the providers supplied and the providers required, and
permits the gap to be determined. Further, it permits HHR planners to simulate policy
scenarios to determine what policies are most effective in closing the gaps, such that the
providers supplied by the health care system meet, but do not exceed, the service
requirements of the population served by that system. For example, if the number of seats
was increased, what does that do to the gap in the short term and in the long term?
Alternatively, if a new service delivery model was introduced (e.g., interdisciplinary
primary health care teams) that increased the productivity of existing providers (e.qg.,
family physicians), what does that do to the gaps?

The model is developed as a general simulation model; that is, it is applicable to every
profession for which data are available. Once the general model is developed, profession-
specific data can be entered and profession-specific scenarios can be simulated.

The present report is a summary of the environmental scan that was carried out for this
study. The objective of the environmental scan was to identify trends and issues that
affect the supply of and need for health education/training programs. The focus of the
scan was to identify trends and issues that are applicable across the professions. Such
trends will inform the development of the general simulation model by identifying policy
scenarios that must be accommodated. The environmental scan consisted of two key
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components, a detailed literature review and in-depth consultations with key

stakeholders.

Literature Review:

To ensure that the literature reviewed was comprehensive and standardized for each
profession, we developed a classification framework to guide the search. This framework
is outlined in Table 2. The framework started with the regulatory context of the
professions including sub-topics such as entry-to-practice requirements, education
credentials, competencies etc. It then directed the search to aspects of the training
programs, including curriculum and teaching methods. Faculty, student and graduate
topics were searched. Continuing education was also searched.

Table 2: Framework for the Literature Search

Category
Licensing/Regulation

Sub-topics
Entry-to-Practice requirements
Core competencies
Education credentials
Patient relations
Quality assurance
Professional misconduct

Training Program

Strategic plan
Stakeholders
Partners
Accreditation
Health care system
Human resources

Curriculum

Technology

Scope of practice

Collaborative and core competencies
Interdisciplinary primary health care teams

Teaching Methods

Interprofessional education
Urban/rural

Technology

Teaching strategy
Integrated learning

Faculty

Surplus
Shortage
Perspectives
Interdisciplinary
Demographics

Student

Retention
Recruitment
Prior Education
Prior Career
Diversity
Demographic
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Category Sub-topics
Graduate Work + satisfaction
Retention
Recruitment
Location
International
Gender
Distribution
Demographics
Competencies
Continuing Education Effectiveness
Best Practices

The categories and sub-topics included in the framework were used as keywords crossed
with each profession. The search was further refined by limiting the citations to those of
the past five years (1999-2004), though on review of these articles the authors did follow-
up on some earlier references. Articles with specifically Canadian content were
emphasized. The literature databases searched were PubMed (formerly Medline) and
ERIC.

Additional search terms were applied as the authors required more specific information.

Additional searches were conducted using the same filtering criteria (published between
1999-2004; preference towards Canadian content). The additional keywords for PubMed
included:

Category | Sub-topics
Profession Productivity
Shortage
Leadership Curriculum Change
Health Services Francophone
Knowledge Transfer
Modeling Simulation Forecasting

Scope of Practice
Delivery Models

Education Primary Health Care Interdisciplinary team
work

Education Canada Remote

Education Canada Northern

The keywords for the ERIC literature search included:
Profession + Leadership + Curriculum Change

For grey literature (documents available on websites), searches were conducted online
using the same search terms used on PubMed and ERIC. The search was completed using
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the search engine “Google”. The “Google” search was performed with a number of limits
including Canadian content and the caveat that the page had been updated within the last
year. The results included material more than one year old as the websites that had been
updated still contained material from previous years. However, websites that have been
recently maintained generally provide higher quality information.

Stakeholder Consultations:

The second part of this environmental scan consisted of stakeholder consultations.
Stakeholders were identified and interviewed for their perspectives on health
education/training specifically in the Atlantic Provinces. As such, there were five
categories of stakeholders:

Educators (deans/directors),

Regulators (of health professions),

Funders (officials from Health and Education Ministries),
Employers (e.g., RHA CEOs), and

Unions.

To identify the stakeholders Med-Emerg requested suggestions from the AHETPS
Steering Committee members. A list of the AHETPS Steering Committee members is
provided in Appendix 1. Five to seven stakeholders per province were identified. A list of
stakeholders consulted is provided in Appendix 2.

The questions used to guide the discussions with stakeholders were developed through a
partnership with the Steering Committee. Trends and issues identified in the literature
were presented by the consulting team to the Steering Committee, as were draft questions
for stakeholders. Questions were drafted in a form that would stimulate stakeholders’
thinking without directing their responses. In general, the questions focused on health
education/training programs in/for Atlantic Canada. For example, questions on
recruitment and retention were targeted at recruiting and retaining students and faculty.
The stakeholder questions are provided in Appendix 3.

Once the questions were determined, letters were mailed to the stakeholders who had
been identified. The mailing included an introductory covering letter from the AHETPS
Project Coordinator (Appendix 4) plus a letter requesting their participation (Appendix
5). Also included were the questions to be discussed. Once the letters were mailed,
members of the Med-Emerg staff followed up to set appointments for a one hour
teleconference. While the majority of the stakeholder consultations were conducted in
English, two letters in French were sent to stakeholders at I’Universite de Moncton.
Interviews with these stakeholders were conducted in French. Teleconferences were
conducted by two or three members of the consulting team. This information was then
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integrated into the corresponding sections of the literature review, yielding the chapters
of this report. The result is a picture of health education trends and issues which are
anticipated to impact the Atlantic Regions in the years to come.
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Chapter 2: Educating for Changing Health Care Delivery
Models

The prediction of health care workforce requirements has proven to be imprecise at best.
Such predictions have generally used assumptions based on historical data and practice
patterns, but this approach has been unable to accommodate unforeseen changes in either
client/patient care delivery or the broader health care system.

Complex, integrated health care systems are emerging to deal with the needs of a
growing and aging population. The increasing sophistication of health care consumers is
leading toward a consumer-provider interdependence model for care delivery. Rather
than intermittent care for illness and injury, the movement is toward life-long care that
includes health teaching, health promotion, disease prevention and early detection of
potential threats before treatment is necessary.

Technology, including the explosion of the information age created by the internet, has
dramatically affected the delivery of health care in our society and the approach that
consumers and providers take in responding to the delivery of health care services.
Twenty years ago, patients were often willing to accept the diagnosis and treatment
suggested by their family doctor. Today, with the almost
infinite supply of information available online, as well as

the increasing inventory of alternative therapies available, Stakeholder
the case is quite different. Clients/patients are less willing to Observations
accept their health care provider’s opinion about their
condition, and often arrive at their appointment equipped “The knowledge in
with the necessary information to have their provider medicine is broad -
confirm what they believe to be their differential diagnosis. and it doubles every
12 months - so it
This new paradigm places existing and new health care would be imprudent
providers in a challenging position with respect to the to not expand your
fundamental education they have received and their ability knowledge. This is
to keep abreast of new findings and decipher the different from how it

information that is credible from that which is not. The was historically.”
constant reports of findings and products from the research

and development community are difficult for both providers
and consumers to interpret, understand and apply to their individual situations.

While this may create a problem for providers, there are a number of new instructional

technologies being developed to aid practitioners and learners. These technologies allow
for the development of clinical experience, procedural skills and perceptual interpretation
to be developed through the use of a range of tools. These tools include, among others, a
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full body anesthesia simulator to test real time decision-making, a cardiology simulator to
he interpretation of heart sounds, programs such as Primum that are designed to test the
ability of practitioners to monitor a patient over time, and virtual reality programs that
allow for the testing of surgical skills (Irby, 2003). These multimedia simulations help
develop patient care skills among the learners who are exposed to them. Once in practice
there are a number of new technologies which can aid in the process of keeping abreast of
new medical developments. Web courseware and web databases have been developed to
provide access to updated medical information, discussion groups, and new policies and
procedures (Irby, 2003). These new databases allow practitioners to access new medical
trends in a controlled and simplified manner.

All health providers must be capable of contributing to client/patient care by virtue of
their knowledge, skills and their ability to adapt as new information, techniques and
procedures develop. It is evident that health care provider education programs must
transfer not only knowledge to its students, but develop the skills that allow the health
care provider to critically develop their capacity to remain up to date with changing
times.

During the last two or three decades, health professional
education has been criticized for not being able to adjust
quickly enough to changes in health care delivery systems Stakeholder
in ways that are responsive to people’s needs and Observations
expectations. For instance, the introduction of nurse

practitioners into the health care delivery team has only

recently been met with some change in the way “It sometimes takes
physicians are trained to be part of the health care delivery up to 15 years to
team. However, even today the majority of medical change education to

schools do not include nurse practitioners in the care reflect practice.”
teams that are used to teach medical students the
advantages of the integrated primary health care model
(Health Council of Canada, 2005).

Health education in many countries has not kept pace with changing demographic and
health conditions, which should, ideally, influence curriculum development and
educational delivery models (Bruntland, 2003). Epidemiological transition away from
acute illness towards chronic, lifestyle conditions and aging populations are well-known
facts and these changes will take place, “overnight” from a historical perspective.
(Kalache, 1999). Caring for these patients is quite different than caring for patients with
acute illness. Care requires a level of treatment which is continuous between various
settings and health care providers. Collaboration is required between health care
providers of various levels as well as the consumer of care. Patients require concrete
plans to ensure consistency whether they visit a physician, physiotherapist or other health
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care provider (Pruitt, 2005). While it will always be necessary to treat patients with acute
illness, a health care education model which focuses exclusively on acute illness is
inadequate (Pruitt, 2005).

In Canada a sustainable health care system is fundamental in view of these changes. Our
main recourse to assure sustainability is through the process of community involvement
in health promotion activities. This is a process through which people become more
aware of and have better control of the causes of illness, and choose to improve their
health and attain a better quality of life. The challenge for those promoting health within
the communities lies in a deeper understanding of both biomedical indicators of health
and their social determinants.

Society’s changing needs, advancing knowledge, and
innovations in education require constant changes to the health Stakeholder
education/training curricula. A review of the literature by Bland TR
et al, (2000) suggests that successful curricula change occurs
only through the dedicated efforts of effective change agents.
Their study systematically searched and synthesized the
literature on educational curricula changes at all levels of
instruction, as well as organizational changes to provide
guidance to those who direct curricula change initiative.

Observations

“There is a lack
of partnership.
There needs to
be more
cooperation

between
governments,
educational
institutions, and
professional
associations.”

In spite of the highly diverse literature reviewed by Bland et al,
a consistent set of contributing factors emerged as being
associated with successful curricula change. Specifically, these
characteristics are in the areas of the educational organization’s
missions and goals, history of change in the organization,
politics (internal networking, resource allocation, relationship
with the external environment), organizational structure, need
for change, scope and complexity of the innovation, cooperative
climate, participation by the organization’s members,
communication, human resource development, evaluation and leadership.

Many of these same factors are at play in what appears to be the most prominent
emerging trend in Canadian health professional education and training, interprofessional
education for collaborative PHC practice.
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Interprofessional Education for Collaborative Practice

There has been a large effort in recent years to renew Canada’s publicly-funded health
care system. The primary focus of these efforts has been PHC reform. According to the
Romanow report, one of the main drivers to this reform is an examination of primary care
delivery teams. As the report noted, a change in health care delivery must also be met
with a corresponding change in the education and training of the various health care
providers (Romanow, 2002). The trend to which the Romanow report refers is the shift
from a doctor and nurse driven team to a larger interdisciplinary team. Recognizing this
trend, and based on the recommendations of the Romanow report, Health Canada has
begun a much more targeted campaign towards collaborative teams and the
interprofessional education structure that may support them. This trend was highlighted
in a recent report by the Health Council of Canada (2005). One of the key factors in
determining whether this trend will maintain momentum is the effectiveness of
interdisciplinary PHC teams in improving health care system outcomes. This matter is
examined in the next section.

Effectiveness of Interdisciplinary Primary Health Care Teams:

There has been preliminary research that supports the effectiveness of collaborative PHC
teams. In 2001, Borrill et al. published a report entitled “The Effectiveness of Health
Care Teams in the National Health Service”. The report was commissioned by the UK
National Health Service, and was conducted by investigators at Aston University, the
University of Glasgow, and the University of Leeds. The authors described the literature
up to year 2000, and made the following summary statement, “[T]eams have been
reported to reduce hospitalization time and costs, improve service provision, and enhance
patient satisfaction, staff motivation and team innovation” (Borrill, 2001).

The present review of the effectiveness literature examined only those articles that
reported on health outcomes (including client satisfaction), service provision (including
provider satisfaction), hospitalization and costs. All such articles cited by Borrill et al
were reviewed as were all additional articles identified in our search between the years
1999 and 2004. The identified studies are described below in categories of increasing
strength of methodology: uncontrolled studies, controlled but not randomized, and
randomized controlled trials.
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Four uncontrolled studies were reviewed. Jackson et al.
described the comparison of service provision before and
after the introduction of a mental health team into a UK
community. They reported increased “inception to care”

Stakeholder
Observations

and increased availability of specialist care (Jackson, “\We need to look at
1993). Ross et al. interviewed UK nurses with recent some effective
experience working as part of on primary health care demonstration

teams (PHCTSs) and they reported that team approached projects for

care reduced duplication, streamlined patient care, and collaborative teams
increased use of specialist skills (Ross, 2000). In studying —to track and see
PHCTSs from the Health Service Primary Care Authority in how practitioners are
Navarre, Spain, Goni reported that higher functioning able to cope and
teams achieved greater perceived quality by users, greater address patient

job satisfaction for the employees, and greater efficiency needs.”

for the administration (Goni, 1999).

Borrill et al. collected quantitative and qualitative data from approximately 400 teams
(primary and secondary health care teams) in the UK between 1998 and 2000. Using a
program logic-like model, they collected data on input indicators (e.g., resources, team
task, organizational context, team composition), process indicators (e.g., clarity of
objectives, leadership, reflexivity, communication), and output indicators (e.g., team
effectiveness (self & externally rated), clinical outcomes and cost effectiveness). They
found that the clearer the team’s objectives the more innovative they were, and the more
effective they were across virtually all domains of functioning. The found that the greater
the role clarity the better the peer support, and the better the satisfaction of providers.
Lack of team leadership was associated with low levels of team effectiveness and
innovation. Professional diversity on teams increased innovation. (Borrill, 2001)

Several non-randomized controlled studies were reviewed. Sommers et al. compared
PHCTs with traditional physician care across 18 private practices in the UK, focusing on
elderly patients with chronic illness. The prominent observations of this study were
reduced hospitalization and costs associated with the PHCTs (Sommers, 2000). Jones
compared UK families receiving team care with control families, noting not only fewer
hospitalizations but more visits to the primary care physician for health supervision in the
families receiving team care (Jones, 1992).

Jansson et al. (1992), reporting on PHCTs introduced in one region in Sweden but absent
in a comparison region, documented a reduction in emergency room visits, a rise in the
number of patient contacts with the district nurse, and improved accessibility to care.
Similarly, Sharma et al. (2001) reported on the evaluation of the Liverpool Primary Care
Mental Health Project (PCMHP). Data were collected on all patients who came into
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contact with the PCMHP team during a three-year period and compared with data
available for the five neighbouring conventional practices. The number of referrals
remained the same over the three years in both groups. While the use of inpatient beds by
the study group dropped by 38%, there was an increase in the comparison group in the
same period. Waiting time between referral and assessment for new patients reduced
from six weeks to between one and two weeks, while in the comparison group the wait
time did not change. General practitioners and patients were very satisfied with the
PCMHP service (Sharma, 2001).

Solberg et al. conducted a before-after study of three volunteer intervention clinics and
six control clinics in the greater Minneapolis-St. Paul area to learn whether a
collaborative care intervention improved the process and outcomes of care for patients
with depression. The intervention included a set of five management options that primary
care physicians could order for their patients. However, few physicians selected the
collaborative care management option, and therefore few patients actually experienced
the team-based service delivery option. Thus the study’s failure to demonstrate
effectiveness of collaborative care can be attributed to provider non-compliance.
(Solberg, 2001)

Six randomized controlled trials were identified, each of which demonstrated a positive
effect of PHCTSs. The key observation in two of these was reduced hospitalizations and
costs: Eggert et al. (1991), compared team-based case management with individual case
management of elderly US patients with chronic illness; and Hughes et al.(1992),
compared team-base home care with customary home care for 171 terminally ill patients
from a US Department of Veterans Affairs hospital. Other such trials have documented
increased access (Samet, 2003), improved patient and provider satisfaction (Hughes,
2000), and improved clinical outcomes (Unutzer, 2002; Burns, 2000).

Only one study was identified that documented no effectiveness of PHCTs. This may
reflect a publication bias such that null findings did not make their way into the literature.
It is also possible that the review by Borrill et al, which we relied upon for identification
of articles published prior to 1999, did not include negative studies. If so, that represents
a deficiency of the present review. This point notwithstanding, the consistency of positive
observations, particularly among the reported randomized controlled trials, does present a
case for the effectiveness of PHCTSs. It also demonstrates, however, the need for further
research into the overall effectiveness of PHCTSs.
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A Framework of Interprofessional Education for Collaborative Practice:

Health Canada and other stakeholders have recognized that collaborative teams may have
a number of benefits in the delivery of PHC. It has also recognized that collaborative
practice may require collaboration among health care service professionals at a learning
level. As a result, Health Canada has adopted an initiative on interprofessional education
for collaborative patient-centred practice (IECPCP). The specific goals of this initiative
include:

= Promoting and demonstrating the benefits of interprofessional education for
collaborative patient-centred practice;

= Increasing the number of educators prepared to teach from an interprofessional
collaborative patient-centred perspective;

= Increasing the number of health professionals trained for collaborative patient-centred
practice before and after entry-to-practice;

= Stimulating networking and sharing of best educational approaches for collaborative
patient-centred practice; and

= Facilitating interprofessional collaborative care in both the education and practice
settings (Health Canada, 2003).

Health Canada has provided funding for the study of IECPCP, including $19.3 million
for institutions interested in developing IECPCP programs. The programs, in order to be
funded, must include a number of different institutions and practice sites, and must have
involvement from patients and stakeholders (Health Canada, 2004). It is anticipated that
the research and development that arises from this initiative will lead to a more
responsive PHC system.

As part of the IECPCP initiative, Health Canada commissioned a study to identify the
possible correlations between collaborative patient-centered practice (CPCP) and
interprofessional education. The study concluded that interprofessional education and
CPCP, while independent entities, were very much interdependent. Another result of the
study was the development of a framework for IECPCP (D’ Amour and Oandasan,
2004). This framework is presented in Figure 1.
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Figure 1
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The first circle in the framework deals with the learner/health service professional. There
are several factors which may act as barriers to interprofessional education at this level.
Such education requires a different learning structure which frequently exposes the
students to clinical settings where collaborative practice is modeled (D’ Amour, 2004).
Another possible barrier is the question of timing. Health service professionals will
acquire knowledge and proficiency at different stages. Some suggest that if
interprofessional education is instituted too early it may be ineffective as the learners will
not have the proper grounding in their own disciplines (Curran, 2004). Others feel that it
is something that should be instituted as soon as possible to provide team experiences
throughout all levels of learning (Pipas, 2004 and Steele, 2001). In all cases,
interprofessional experiences may replace the time spent on other aspects of a health
provider’s education. This in turn can lead to resistance among affected faculty.

Faculty attitudes and beliefs may also serve as a barrier to interprofessional education.
There may be a reluctance to participate in these programs due to the time involved in
their establishment (Szarek, 2001). Interprofessional education will involve members
from varying faculties. These relationships take a great deal of time to establish (Muller,
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2001). These delays may cause some faculty members to
drop out of the process prematurely or refrain from Stakeholder
participating from the outset.

Observations

AKin to this, faculty may be influenced by competition
for organizational resources, they may have vastly
different teaching philosophies, and there may be
preconceived notions of power and control which bar
them from working in interprofessional teams (Dyer,
2003). Finally, there are apprehensions among faculty
about criteria to judge performance for promotion and
tenure. Often, these criteria do not consider teaching and
doing research in interdisciplinary teams. There are
concerns among faculty members of being caught
between their departments and the new interprofessional
education program (Muller, 2001). If there is not clarity
about roles and risks involved then faculty may be very
reluctant to participate in interprofessional education

programs. Stakeholder
Observations

“Although students
may not be able to
bring in their sense of
discipline until later on
in the program, there
is still added value to
have it in the
curriculum from the
earlier stage.”

Barriers at the institutional level can include a lack of
leadership or resources, or a lack of the proper
administrative processes. Institutions are structured on a
discipline basis which promotes segregation, not
collaboration between the various health service programs
(Curran, 2004). Building on this problem are the varying
requirements for admissions, time-tabling issues, methods
of administration, and the differing powers of deans for
the various health service faculties (Gilbert, 2004).
Another barrier has to do with attitudes in the institution.
If the deans of the various departments are not supportive
of an interprofessional education program, and do not
provide adequate financial support, then the programs will
likely have little or no chance of success.

“We all study the
same body, so why
can’t we be more
successful in
promoting an
interdisciplinary
curriculum for core
elements? Some
have evolved from a
silo approach to a
systems approach.”

If the barriers mentioned above can be overcome, learners exiting the first circle will
posses the following collaborative competencies which are necessary for interaction with
PHC teams. These competencies include:

= Understanding roles and cognitive structure of other professions;

= Health goal directedness-goals that transcend disciplinary boundaries;

= Disciplinary articulation - respect knowledge of own and others’ roles;

= Communication skills;
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= Role negotiations;

= Information sharing;

= Collegial support;

= Flexibility - open-mindedness and tolerance, willingness to pursue
innovation;

= Cooperation and coordination;

= Conflict resolution skills;

= Group skills including collective accountability; and

= Leadership skills (D’Amour, 2004).

The second circle in the model (Figure 1) represents the
patient/client served by the interdisciplinary PHC team. In this

circle the competencies acquired by the learners are put into Stakeholder
practice. However, if collaborative practice is not present or Observations
encouraged at the practice sites then the competencies acquired at
the learner level may not be exercised. This was a point echoed “There needs
by a number of the key stakeholders. Some stakeholders to be an
articulated that if the practice setting was not changed, articulation of
interprofessional education would not be an effective means of public policy,
training health service professionals. preferably a
national one
The barriers to collaborative practice operate mainly at the which puts oral
professional level. Many health professionals lack effective health care
training in teamwork and do not know how to pursue a leadership ||| under the
role in developing a team (Gilbert, 2004). Another challenge is umbrella of

the hierarchy between health professionals, coupled with an total health.”
inequality of the status of the various disciplines within the health
care system (Curran, 2004). There are a number of disciplines for
which services are not covered by the PHC system. For example,
a child with a cleft lip will have the surgery covered. However, the consultation and X-
Rays completed by the oral health professional will not be insured. Disparity between
insured and non-insured health professionals can serve as a barrier to the development of
PHC teams. Teamwork may also involve a redrawing of professional boundaries which is
never an easy process to achieve (Curran, 2004). As some of the stakeholders noted, there
is a great deal of “turfism” in the health field. Finally, there are serious challenges
regarding medical liability. If health service professionals are practicing in teams there
may be serious questions over liability insurance.

There is a tendency for the law of torts to focus on individual responsibility. This may
cause problems for the courts when trying to determine liability for a primary health care
team (Lahey and Currie, 2004). The fundamental difficulty is that lawyers and the courts
are used to the historical interpretation of scopes of practice where a physician or other
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provider acted independently. This interpretation allowed courts to examine the relevant
case law to determine how liability had been decided in the past (Lahey and Currie,
2004).

If the_ courts are not kept informed_ abou_t h_ow scopes of Stakeholder
practice are impacted by the new interdisciplinary teams,
then determining liability may be a major challenge.
There is, however, some evidence that courts will be able
to make the adjustment given the proper guidance. In
1999, the case of DeJong v. Owen Sound General was
decided. This case involved an interdisciplinary team on
the psychiatric ward of the hospital in question. The
court found that there was individual liability among the
practitioners as they had failed to properly monitor the
patient resulting in his injuries. However, they also found
negligence in the fact that the team had not functioned

Observations

“The medical field
may have advanced,
but regulatory bodies
are 19" century in
their thought.”

effectively, failing to determine a treatment strategy or “Tort law is a large

even to conference on the patient’s care (Lahey and piece of the culture of

Currie, 2004). It appears that the courts will be able to scopes of practice/

develop some strategies for dealing with collaborative practice

interprofessional teams. because many
procedures are

The final problem of liability revolves around health care dependant on who

institutions. There is a concern that hospitals and carries the liability.”
regional health authorities could bear more than
vicarious liability for the actions of interdisciplinary
teams. Courts could interpret the policies and procedures
for interdisciplinary teams as major contributors to team negligence, and therefore find
direct liability.

The other possible legal challenge centres around the standard of care required for the
various health care professionals. A standard of care is the legal determination by which a
defendant’s actions are measured. Generally speaking, common law courts, such as those
in Canada, use the reasonable person standard for determining the provision of care. For a
medical practitioner the standard is whether the person acted “in accordance with the
conduct of a prudent and diligent doctor [or other provider] in the same circumstances”
(Lahey and Currie, 2004). The challenge for interdisciplinary teams is what standard of
care will be applied. For example, if a nurse practitioner is performing an act previously
undertaken by a physician, will s/he be held to the physician standard of care? In general
courts have erred on the side of the patient holding health care providers to a higher
standard of care (Lahey and Currie, 2004). Also, physicians may be held to their
traditional standard of care when in fact they do not have as much control over patient
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treatment in a team environment. As with many of the barriers to interprofessional
education and practice, there are certain ways in which the challenges of medical liability
can be addressed. The record keeping of the teams can be done in such a way to present a
clearer picture of the treatment to the courts. Records should clearly indicate the role of
each provider (Lahey and Currie, 2004).

Tort reform may be another avenue to disarm the medical liability issue. This could
involve the formulation of regulated standards of care (Lahey and Currie, 2004). This
would allow courts to apply the actions of health service providers to concrete statutes
rather then case law which do not reflect the reality of interprofessional teams. The
ultimate problem is that courts rely on case law in formulating their decisions. It often
takes courts some time to catch up with the advances in the health care sector. If
governments and health care provider organizations are proactive in informing the courts
of the changes inherent in interprofessional practice, e.g. changes in legislation and
regulatory practices, the concerns over medical liability may be greatly alleviated.

If the above mentioned barriers can be overcome, and the learner and patient circles of
the framework in Figure 1 can be made to operate effectively, the previously mentioned
patient, provider and system outcomes may be sustained. Outcomes for the patient
include improved clinical outcomes, quality of care, and satisfaction; for the provider,
satisfaction and well-being; for the organization, efficiency and innovation; and finally
for the system, cost effectiveness and responsiveness.

Influencing both learner and patient outcomes are macro level forces that directly affect
the health care system itself. These forces can include such measures as government
policies and funding (D’ Amour, 2004). The issue of funding models is certainly an issue
that needs to be addressed. For example, the models as they exist today in most
jurisdictions do not encourage collaborative practice. Capital funding may be required for
office structures that support team functions, and the funding model must accommodate
managerial staff support for the team. Governments also need to provide funding for
further research to inform and evaluate IECPCP so that we can understand the processes
and measure key outcomes related to teaching and practicing collaboratively (Oandason,
2003).

The framework in Figure 1 suggests that IECPCP can have positive outcomes for both
patients and the health service professionals who work with them. While the work by
D’Amour and Oandason display the possible connection between interprofessional
education and improved patient outcomes, there is still a need for further research.
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Many of the stakeholders interviewed suggested that
although the idea of interprofessional education was Stakeholder
intriguing, they wanted further proof of the positive
impact on patients. Some felt that further research may
lead to a greater acceptance of interprofessional
education and collaborative practice.

Observations

“We need evidence
for providers — the
patients/public are
there — we need to
show how a team
effectively works on
the ground.”

The following section highlights a number of Canadian
initiatives which have been successful in implementing
some form of interprofessional education.

Canadian Interprofessional Education Initiatives

Recognizing its importance, various institutions within Canada have developed initiatives
for implementing interprofessional education.

. Nova Scotia introduced a program as part of it’s initiative to strengthen
PHC. They set up sites for generalist physicians and nurse practitioners to
work in collaboration in the delivery of PHC. The process was facilitated
by an initial educational session on roles and responsibilities as well as a
number of continuing education sessions to address any issues that had
become apparent in the collaborative practice (Martin-Misener, 2004).

o Memorial University established the Centre for Collaborative Health
Professional Education in 1999. The main goal of the program is to
facilitate collaborative educational experiences for students in various
health professional programs. The Centre aims to provide education-
related training, and it plans to develop simulated patient/client programs
for training and assessment (CCHPE, 2003).

. Dalhousie University offers an interprofessional program. This program
offers opportunities for students from the Faculties of Dentistry,
Medicine, and the Health Professions to learn first hand through team
approaches to learning. In this way they learn about other’s roles and
responsibilities (Samland, 2004).

. Interprofessional Education Initiative in Northern Ontario aims to allow
students to explore collaborative practice in a northern setting through
tutorials and other learning experiences (Samland, 2004).

. The University of Saskatchewan has a number of interprofessional
education initiatives. They are working on interprofessional courses at the
undergraduate level, the postgraduate level, interprofessional continuing
education, and interprofessional clinical education (Samland, 2004).

. The University of Alberta has established a program which introduces
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interprofessional learning into courses related to rehabilitation (Samland,
2004).

. The College of Health Disciplines at the University of British Columbia
(UBC) offers education through a collaborative process (Gilbert, 2002).
The professions involved need to set up a framework which facilitates
interprofessional education. The College of Health Disciplines at UBC
serves as an effective model for institutional structure. In this model (see
Figure 2), the interprofessional education runs across the professional
education programs. There is a neutral college which administers the
interprofessional education piece. Institutions also need to restructure
faculty reward systems to include recognition of interdisciplinary
scholarship.

Figure 2: The UBC Model of Interprofessional Education
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Competency-Based Approach to Education and Workforce Development

Competencies, according to the D’ Amour and Oandason (2003) model, are a necessary
output of the learner circle. Identifying professional and team-based competencies may
help to inform educational programs and even practice models. The American Council of
Medical Colleges (2001) describes the well-rounded health care professional as someone
who demonstrates the following attributes:
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Literacy, clinical competence, lifelong learning skills, evidence-based
practice, interdisciplinary teamwork, balance between healthcare and
disease prevention/promotion, inculcation of professional values and
ethical behavior in practice, optimal use of resources and consciousness of
well-being of self and colleagues.

If health care providers are to contribute effectively to the health care needs of the
population, the basic clinical competencies of each health care provider group must be
identified and used as the basis for curriculum development and continuing workforce
development. Competencies are defined as the knowledge, skills, and abilities
demonstrated by organizational or system members that are critical to the effective and
efficient function of an organization or system (Moloughney, 2004).

In a variety of health disciplines extensive competency profiles exist and are regularly
revised through formal processes. In the majority of cases the competency profile is used
by educational institutions as the basis of curriculum development and by accrediting
bodies to ensure practitioners are educated and trained in ways that match current trends
in health care delivery. The Canadian Medical Association Conjoint Committee on
Accreditation, for example, requires as a basic standard that educational institutions
clearly cross-reference each competency to a specific course or learning experience
within a program’s curriculum.

In nursing competencies serve as the basis for curriculum development and program
approval for education programs that prepare entry level RN’s (College of Registered
Nurses of Nova Scotia, 2003). Entry-level competencies continue to evolve to reflect new
directions in the health care system. However, the increasing complexity of health care
has placed increasing demands on practitioners to provide competent care, learn new
skills and practice in various and evolving health care settings.

This has made the transition from new graduate to practicing health professional more
difficult than in the past, and has made it imperative to identify essential competencies
needed for initial and continuing practice (College of Registered Nurses of Nova Scotia,
2003). Preparation of beginning practitioners requires a dynamic and responsive
educational system. It is critical that those in education and practice sectors collaborate to
identify these essential required competencies (CRNNS, 2003).

Health care providers do not provide care in isolation as they use their knowledge and
skills in combination with other human and non-human resources to meet health care
needs (Birch, O’Brien-Pallas, Alksnis et al., 2002; Tomblin Murphy & O’Brien-Pallas,
2002). Current initiatives in primary health care further highlight the need for providers
to work in integrated teams and networks focused on meeting patients’ needs. As
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mentioned above, research is showing that an interdisciplinary approach to care provision
has the potential to improve patient outcomes.

Part of the appeal of the competency-based approach is
that it provides a foundation to describe and convey
professional practices that are often perceived as a group

Stakeholder

of disparate activities without much coherence (Bach, Observations

2001). It has also been suggested that there are sets of

core competencies applicable to a significant cross-section “The competency-

of entry-level health professions. A primary challenge in based model is the

preparing care providers for the future is the identification way to go —there is a

and development of core competencies that can need to have clearly

reasonably be shared across professions to enable them to defined outcomes.

practice effectively and collaboratively (Ehnfors & Grobe, However, it is

2004). important to note that
sometimes the

The competency-based approach, which involves focusing outcomes established

primarily on behaviour rather than on qualifications and nationally are not

fields of professional practice, has the potential to help always written well

deconstruct barriers between occupations and encourage and clear. They need

interdisciplinary work and flexibility on the part of to include both

professionals (Dallaire & Normand, 2002). The U.S. educators and

Institute of Medicine (2003) for example, has outlined employers in

five core competencies for health professionals and has designing outcomes

recommended that education programs be altered to which have clear

prepare entry level practitioners to use core competencies standards and

in providing patient care (Long, 2003). conditions”

To determine a core set of competencies applicable to a “Competency-based

range of health professions it will be necessary to conduct education may

a detailed assessment of each existing competency profile facilitate movement

with a view to determining areas of actual or potential from the silo

overlap; these could then form the basis of approach, but this

interdisciplinary education as well as inform discussions will depend on how

about scopes of practice. Recently the World Health the programs are

Organization (WHO) presented five core competencies delivered.”

for effective care of patients with chronic conditions.
They agreed upon: patient-centred care, partnering,
quality improvement, information and communication technology, and a public health
perspective. The acceptance of these competencies will necessitate a greater acceptance
of collaborative practice (Pruitt, 2005).
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Provider groups that do not at present have detailed
competency profiles should be encouraged and supported in Stakeholder
their development. A number of the stakeholders interviewed
felt that the competency-based approach would be the right
avenue to pursue. The development of these core

Observations

competencies may significantly impact the development of “A competency-based

both interprofessional education and collaborative practice. skills assessment must
be something that we

The following section examines some of the possible costs ‘hang our hat on’.”

associated with changing the way that health care providers
are educated.

Cost Implications of Changing Learning Methods:

As was noted earlier, the teaching methods employed in training health care providers
may have a large impact on the success of any interprofessional education program. It is
likely that the traditional teaching methods employed in individualized health programs
will not be as effective for team-based learning.

There are a number of alternatives to the traditional didactic teaching methods including
problem-based learning (PBL) and case-based learning. These learning methods employ
small-group instructional models. A group of students is brought together to examine
problems/cases and participate in discussions to share knowledge and build
understanding (Irby, 2003). PBL techniques encourage discussion and critical thinking,
and enable the integration of theory with clinical components. This approach also leads
to greater communication and collaboration. Case-based learning, a variation of PBL, is
currently the most popular method used in Canada to facilitate interprofessional
education (Curran, 2004). According to Curran (2004), learners must be able to transfer
what they have learned to the real-world and the use of cases is helpful in establishing a
real world context in which the new learning is to be used. Working with cases "exposes
students to problematic, real-world situations and challenges them to apply course
knowledge to analyze the issues and formulate workable solutions."

PBL has been adopted in some medical and nursing programs. Considerable attention
has been given to the comparison of the skills and performance of graduates of PBL with
graduates of traditional, large group lecture-based methods. However, much less
attention has been given to the implications of these alternative methods for the costs of
training health care professionals.

A comparison of PBL with the traditional approach in a US medical school found that the
total costs to the medical school of producing a graduate was roughly the same under
both approaches although PBL involved a considerably greater proportion of faculty time
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in direct contact with students (i.e., a smaller preparation/contact ratio) (Menin and
Martinez-Burrola, 1986). However, the authors noted that the study did not include any
estimate of the considerable time required by community physicians in their roles as
preceptors under the PBL model. Although this time was provided on a voluntary basis,
it is an important opportunity cost of the program (it reduces the potential supply of
physician services from the available stock of physicians). Hence, the consideration of
adopting alternative models of training should quantify the full resources required for the
effective delivery of these programs. For example, where there is excess demand for
family physician services, as is the case in many parts of the country, models of
education that require the input of substantial amounts of family physician time risk
exacerbating current problems in the delivery of primary care.

A shortage of sufficient preceptors has been presented as a reason for the reduction in
admissions to the pharmacy program at Memorial University while the Nursing program
faces similar challenges (Newfoundland and Labrador Health Boards Association 2003).

It might be argued that physicians are unlikely to volunteer this time at the expense of
service provision since under fee-for-service systems of remuneration this will involve a
loss of potential income. In other words, time would only be volunteered where there is
no market demand or publicly-funded need for more service delivery. However,
physicians and other providers are not motivated by only income. Non-pecuniary
motives, such as a sense of obligation towards training future providers might explain a
provider’s willingness to volunteer time to training even in the presence of demands for
income-generating services. Moreover, the increasing adoption of alternate payment
methods (e.g., capitation, salary) among health care
professions may mean that there is no direct impact on
provider income for devoting less time to service delivery
and more time to education.

Stakeholder
Observations

Similarly, a UK based study calculated the costs of
decentralizing medical training among community-based
general practices with two students per practice (Murray et
al. 1995). Although no direct comparisons were made
with the traditional approach, the authors concluded that
the estimated cost per session of approximately 60 UK
pounds indicated that community-based education was not
a cheap option.

“Challenges that

they are faced with
are the resources to
carry such a program
out- problems of
funding.”
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Jones and Korn (1997) reviewed the literature on the costs of medical education and
found that the cost of training a physician ranged from $72,000 to $93,000 in 1996 US
dollars. Instruction costs made up approximately two thirds of this figure. They noted
that observed trends in training such as PBL, small group teaching, use of information
technology, ambulatory settings offered no savings for medical education.

These possible costs may have an impact on the development of interprofessional
education programs. As identified earlier, one of the key determinants of an
interprofessional program’s success is the ability for students to have hands on
experience with providers practicing in a collaborative setting. If there are difficulties in
identifying a sufficient number of preceptors then interprofessional education programs
will be largely ineffective. Additionally, if the new programs do not reduce the training
costs of health providers there may be less incentive for educational institutions to
establish case-based or problem-based interprofessional education programs.

Summary:

There has been a great deal of focus on reforming Canada’s primary health care system.
Providers need to be able to adjust to increasing technology, changing population health
needs and other practice modifications. One of the key trends that has been examined is
the possibility of collaborative practice teams. Health Canada commissioned a study to
examine their possible effectiveness. The result was a conceptual framework for
interprofessional education for collaborative practice. (D’Amour and Oandason, 2004)

This framework consists of two circles, one representing interprofessional education and
the other representing the patient served by the collaborative practice model. The model
suggests that the competencies acquired through interprofessional education affect
directly the effectiveness of collaborative practice. It also suggests that effective
interdisciplinary health care teams may lead to improved outcomes for patients,
providers, employers, and the health care system itself.

There are some possible challenges to interprofessional education and collaborative
practice. These include faculty support, medical liability issues, scope of practice, and
curriculum conflicts among others. There have been some Canadian initiatives that have
shown that interprofessional education is feasible. However, there needs to be more
research on interprofessional education. If increased patient, provider and system
outcomes can be demonstrated, interprofessional education may obtain the momentum
that it requires.
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Chapter 3: Education and Credentialing

Of the many issues in HHR planning, the increase in credentials seems to be one of the
most controversial. Many of the stakeholders have differing views on the legitimacy of
credential increases as well as the control over who makes these determinations. While
there is a great deal of concern over this issue, it is an issue that needs to be addressed in
a controlled manner. The various perspectives presented below need to be thoroughly
addressed and a compromise reached. This issue needs to
be diffused to allow for debate and discussion on other

pressing matters. Stakeholder

_ Observations
There is a current trend among many health care

provider groups to increase the educational requirements “National accrediting
necessary to gain access to provincial or national bodies are increasing
certification exams, thereby altering entry-to-practice the entry-to-practice
requirements. Recent examples include the Canadian requirements for
Association of Medical Radiation Therapy requiring a health professionals
baccalaureate for entry-to-practice to the fields of and this causes
Radiological Technology, Radiation Therapy and concern for both post-
Nuclear Medicine Technology by 2005; the Canadian secondary educational
Society of Medical Laboratory Sciences will require institutions and
baccalaureate preparation by 2010; the Canadian governments, and
Alliance of Physiotherapy Regulators and the Canadian holds the health
Physiotherapy Association (2002) have recently provider groups

mandated an entry-level Masters Degree standard that ransom.”
will require all Canadian universities to comply prior to

2010. One must question the

motivation behind
increasing credentials;
i.e., is it just to increase
the profession’s stature?
It does not seem to be
responding to the needs
of the system because
there is no dialogue
with the system. The
health system has not
changed as dramatically
as seems to be
indicated.”

Provider groups and professional associations promote
the need for enhanced educational requirements as an
honest response to the growing complexity of their role
within the health care system, as well as recognition of
current market trends (particularly those emerging in the
U.S.). For example, the Executive Director of the
Canadian Association of Medical Radiation Therapists
(2003) has cited reasons having to do with potential
benefits to patients, technologists and management, as
well as the results of an environmental forecast, as
justification for a baccalaureate entry-to-practice
requirement.
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Governments worry that changes in entry-to-practice requirements are proposed and
implemented unilaterally by professional groups without consultation and with little
informed consideration of the potential broader implications (e.g. increased salary
expectations). The more well-established and powerful professions have reacted to the
prospect of enhanced educational preparation for emerging professions with a degree of
defensiveness similar to that encountered when their traditional scopes-of practice are
challenged.

Regrettably, the language employed by those opposed to the current trend to heighten
entry-to-practice requirements is often pejorative (e.g., creeping credentialism, piling-on,
keeping up with the Joneses, etc.); while those in favour suggest that opponents are
reactionary and interested in maintaining the status quo for reasons of political
expediency. The combative tone of the debate is itself creating a barrier to the
cooperative and well-informed assessment of the educational, certification and licensure
needs of health care providers.

In response to the fear that increased entry-to-practice
requirements will create a barrier to dealing with current

and future health human resource needs, it has been Stakeholder
proposed that training programs be shortened, made Observations
more task-specific, and that locally determined
competence requirements and certification processes be “The responsibility for
introduced that would be under the substantial control of determining the length
jurisdictional governments and local health care is outside of
organizations (Tomblin Murphy & O’Brien-Pallas, government, but there
2002). However, there appears to be no evidence to should be an increased
suggest that this solution would do more than provide a role for the
very short-term fix for a long-term HHR planning issue. government -
primarily because the
Further, while task-specific learning can be government is the
accomplished equally well in a variety of settings or employer - otherwise,
program delivery models, other competencies and where is the
attributes are best learned within a university setting accountability?”

(Tomblin Murphy & O’Brien-Pallas, 2002). From a
survey of employers, Anderson and colleagues (1997)
were able to compile a list of competencies valued in the work and ranked according to
how well graduates in the radiological imaging field performed in the relevant areas.
Those competencies in regard to which providers performed least well are those that go
beyond essential tasks and which are typically included in university-based health
professions curricula but not in traditional educational settings.




e Chapter 3:39
: MERG

Trends and Issues in Health Education

Studies in nursing continue to empirically demonstrate the advantages of broad-based
health profession education programs (Tomblin Murphy & O’Brien-Pallas, 2002). In the
community sector, clients cared for by baccalaureate prepared nurses required fewer
visits, and the odds of improved outcomes related to health knowledge and behaviors
were 2.2 and 1.7 times greater than when cared for by other staff (O’Brien-Pallas et al,
2001, 2002). In the hospital sector, baccalaureate prepared nurses left fewer interventions
undone or delayed than did the rest of the nursing workforce (O’Brien-Pallas, Thomson
et al, 2003). Freeman (2004), in a study of family caregivers of hospitalized patients,
found that family members were more apt to participate in the family member’s care
when patients were cared for by baccalaureate nurses. Estabrooks et al, 2005, found that
hospitals with greater proportions of degree prepared nurses versus diploma prepared
nurses had lower 30 day mortality rates. Thus, a body of evidence is building for nursing.
There remains, however, a need for testing the outcomes of such educational
enhancements in other professions as well.

While there may be many potential benefits to increasing credentials and entry-to-
practice requirements, it is important to balance these potential benefits against the
possible increased costs of such changes and the permanent reduction in supply that it
may generate. In particular, an increase in the length of a training program may result in:

1. Anincrease in the average cost per graduate of the program,
2. A reduction in the annual supply of graduates, and
3. Arreduction in the maximum potential years of output by each graduate.

For example, consider a three year training program that admits 100 students a year. If
each graduate were on average to contribute 25 years of service to the health care system,
assuming 100% of entrants complete the program, this
would produce 2500 person years of service for the
health care system (or 833 person years per year of the Stakeholder
program). Suppose the training program is increased Observations
to five years with the same admission and completion
rates. Each graduate now has only 23 years to
contribute, because two more years are absorbed by
training. Hence, the program will produce only 2300
person years of service (or 460 person years of service
per year of the training program).

“Increasing credentials
shrinks the pool

available, delays
readiness and increases
the cost. I’m not sure

. . that the process that we
In other words, the addition of two years to the training currently have is the

program reduces the returns to training at least in terms best ”
of the years of service. This can be expressed as an
increase in the amount of training per 1000 person
years of service from 1.2 years to 2.2 years, an increase of 83%. As a result, admission to
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the program would need to increase by over 8% and, assuming a constant cost per student
year of training, expenditure per student by 66%, simply to ‘stand still’. One stakeholder
suggested that increasing the amount of hours taught in a day could be a solution. This
would increase time for knowledge delivery while not increasing the number of months
necessary for completion of a given program. However, given the content of many health
professional programs, additional hours may not be feasible.

In addition to the years lost for additional training, it might be that increased training
provides the individual with a wider range of alternative employment options (i.e., s/he
becomes more marketable). In this case the average number of years each graduate
contributes to the system might be reduced further as the probability of employment
outside the health care sector increases. It is difficult to place numbers on this factor, but
it is important to recognize that the above calculations represent conservative estimates of
the impact of extending the period of training.

However, the skills acquired by graduates of enhanced training programs might be
sufficient to permit reductions in the needs for other health care professions (e.g.,
substituting highly trained nurses for fewer family physicians). If so, the reductions in
training costs associated with the lower need for this type of provider must be offset
against the higher costs of enhanced training programs. However, it is difficult to find
evidence of enhanced training leading to a substitution between types of health care
provider. Instead, the additional skills produced by enhanced training are more generally
an add-on supporting improvements in either the quality or quantity of services provided
or new developments in the way services are delivered (Richardson et al. 1998). Clearly
such improvements need to be considered in the context of the additional investment in
resources that they require.

To summarize, increasing the length of training results in a permanent reduction in the
supply of providers and requires both increased expenditure per entrant to the program
and an increasing number of admissions to the program in order to maintain the current
supply of services. The levels of increases required will depend on the precise
parameters of the extended training program and the prevailing context of education and
training programs. For example, where admissions to programs have been reduced at the
same time as the length of training has been increased, such as occurred in the training of
family physicians, the impact on the stock of providers is even more severe (Chan 2002,
The Standing Senate Committee on Social Affairs, Science and Technology 2002).

To date we have assumed that sufficient students will be available to fill the training
programs. However, enhanced training might impact adversely on recruitment to the
program for two reasons. Firstly, enhanced training might be associated with higher
standards for entry to the program. As a result, the pool of potential candidates might
change with the pool of potential entrants for enhanced training facing a different, and
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potentially wider, range of alternative opportunities. For example, students with
sufficient qualifications to enter a degree-level health professional program may also be
qualified to enter a range of other degree level programs. As the required entrance
qualifications increase, the competition for students is also likely to increase. Secondly,
increasing the length of a training program increases costs of training to the student in
terms of both the direct out-of-pocket costs of the program and the period of time a
student must forgo earnings in the labour market. In this way the opportunity cost of the
program to the student increases. Hence, the expected returns to graduation from the
program (pecuniary and/or non-pecuniary) may need to increase in order to mitigate the
opportunity costs.

Similar problems arise where continuing education is used to enhance or upgrade skills.
Despite opportunities for continuing education being an important strategy in recruitment
and retention among health professions, they involve both direct costs and the reduction
in service delivery. Lack of funds for the former, and lack of replacement staff for the
latter have been noted as barriers to continuing education (Fujitsu 2002).

The issues surrounding the increase of credentials are some of the most contentious in the
current HHR debate. It was a key issue discussed by many of the stakeholders. Both sides
feel that they have legitimate reasoning for their positions. Some suggest that a greater
examination into the need of increasing credentials is required. They also shared that
increasing credentials could be justified if they resulted in enhanced patient and system
outcomes. Others felt that there needed to be much more communication between
funders, educators and providers. They felt that since increasing credentials impacted
many players, all stakeholders should have a say in the process.

It is clear from the debate that some solution needs to be
reached to alleviate this tension between the various

health service providers and the different levels of Stakeholder
government. There is a clear and pressing need to Observations
establish criteria that will help separate justified
educational enhancements (together with appropriately “It is acceptable if the
commensurate credentialing) from purely arbitrary and increased credentials
unwarranted credentialing standards. are producing higher
quality professionals.
The Federal/Provincial and Territorial Ministries of But we need to see a
Health and Ministries of Post-Secondary/Advanced link between the
Education (2004) have recently developed a set of increasing credentials
principles to manage proposals for changes in entry-to- and the necessity from
practice credentials. The new Entry-To-Practice (ETP) the service aspect.”

Credentials review process will consist of a mix of
reviewers including academics, employers, and health
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professionals. Therefore, it is argued that both the make up of the review team and the
criteria for review will make the process a comprehensive and objective one.

Governments have determined that issues requiring work in this area include: 1) the
relationships with the legal/regulatory environment surrounding organizations involved
or impacted by ETP credential changes; 2) the introduction of new educational programs
at a higher academic level with subsequent elimination of the lower level program; and 3)
the need for evidence to support the analysis of requests for ETP credential change
(including the data and evidence of the economic impacts of ETP credential changes).
While this “pan-Canadian” process expresses an attempt to establish criteria for
evidence-based decisions regarding new entry-to-practice requirements, it should also be
noted that it will be beyond the reach of many “emerging” professions to provide the
required evidence. This is because they are either too small and under-funded to
commission the required studies, or lack the research capacity within their ranks to
conduct it for themselves (the “catch 22" is that they will not be able to develop the
required research capacity until the educational standards are enhanced, but the
educational standards will not be enhanced until they are able to provide the requisite
evidence).

Many stakeholders interviewed in this study stressed
that dialogue regarding increasing entry to practice Stakeholder
credentials must occur among departments of health Observations
and education, universities, colleges, licensing bodies,
and professional associations. These changes must be

driven by changes in the needs of populations and “I am not opposed to
driven by system changes. One stakeholder reinforced increasing credentials —
that “increased education may be a waste of time in but there have to be
certain scenarios where the increased options because you
education/training is not required. Competencies don’t necessarily need
should be at different levels — licensing bodies should the increased

have various ‘stepping out’ levels from which education/training for all
professionals can enter the workforce - then employers situations.”

can hire individuals at the skill level required.” This
suggestion may serve as a start to resolving the
credentialing conundrum. If legitimate credential
increases can be separated out, the benefits to patients may be realized while keeping the
discussed costs to a minimum.

It would be incorrect to suggest that there are not challenges associated with increasing
ETP credentials. At the same time it would be unwise to say such increases should not be
considered just because of these challenges. Part of the problem is that proposals to
increase ETP credentials often do not provide cogent evidence of the anticipated benefits.



Chapter 3:43

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

The pan-Canadian ETP Credentials review process mentioned in this chapter should help
to address this situation.

Summary:

It is clear that the issue of entry-to-practice requirements is one of the most controversial.
Both sides feel that their arguments have a great deal of merit. It appears that there is
evidence to support both sides of the argument. There is beginning to be a body of
evidence which suggests, for example, that baccalaureate prepared nurses have a more
positive impact on patient outcomes than their college trained counterparts. Conversely,
however, there are increased system costs by delaying entry-to-practice because of
increased educational requirements.

Stakeholders on both sides commented that increasing entry-to-practice requirements
would be supported if they provided legitimate improvements to patient, provider, and
employer and or system outcomes. The new Entry-To-Practice (ETP) Credentials review
process may help to alleviate some of the conflict. By consulting relevant stakeholders
and examining outcome indicators, it is hoped that legitimate entry-to-practice increases
will serve to enhance PHC for all Canadians.
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Chapter 4: Certification, Licensure and Scope of Practice

There appears to be growing concern within several health care jurisdictions that existing
policies and practices related to the regulation of health professions present barriers to
desired change and positive outcomes in the system (Tomblin Murphy & O’Brien-Pallas,
2002). Further, although initial licensure exams in the health occupations attest to the
knowledge and skills required to provide minimally safe care, there is debate as to
whether licensure should confer a lifelong “ticket to practice” (Gray, 1998 in Cary, 2000;
Whittaker, 2000).

Certification has also arisen as an issue due to the increased specialization in health
occupations that has taken place in recent decades (Beitz, 2000). Changes and
technological advances in health care in the past 20 years have increased the demand for
specialization within several health care provider groups (Joel, 2002; Stevens Barnum,
1997). Certification/registration is a level of regulation which affords title protection to
individuals who meet specific qualifications; it may be used for credentialing by
government or non-government associations that have established professional
competence requirements that a person must meet to use the designation (Flook, 2003).

In some contexts (e.g., nursing), certification is used to document distinctive levels of
practice preparedness following general professional licensure/regulation (Cary, 2000).
This credentialing process is often voluntary and is undertaken to signify completion of a
program of learning in which additional knowledge and skills related to a specific area of
“specialty practice” have been obtained (Beitz, 2000). There are few extant studies that
explore the relationship between certification in specialty practice areas and patient,
provider or system outcomes (Holcombe, 2003; Cary, 2000). In the absence of clear
empirical evidence that current educational, competency or certification requirements
create a real barrier to meeting population health needs, approaches that involve
significant change to current policies and practices should be undertaken only with
widespread discussion and consensus among relevant stakeholders (Tomblin Murphy &
O’Brien-Pallas, 2002).

Scopes of Practice

There is a widespread perception that the existing structures for professional regulation,
particularly legislated scopes of practice create an unnecessary barrier to the development
of a more integrated health care system in general and to interdisciplinary practice in
particular (Lahey & Currie, 2004). A critical examination of the scopes of practice of
regulated health professions by several provinces is contributing to the view that current
scopes of practice protections are framed in overly exclusive and restrictive terms.
Romanow (2002) also commented on the long-standing tradition of carefully guarded
scopes of practice and its relationship to primary health care reform (Royal Commission
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on the Future of Healthcare in Canada, 2002). Governments and health care CEOs are
increasingly citing scopes of practice and traditional professional boundaries as
impediments to their efforts to improve health care delivery; and claim that an alternative
system of jurisdictional regulation and bureaucratically mandated scopes of practice with
fewer reserved acts would help them design and implement more effective systems and
ensure adequate supplies of the right level and mix of provider.

There is, however, little in the way of empirical evidence to support this position
(Tomblin Murphy & O’Brien-Pallas, 2002; Lahey & Currie, 2004). While the relevant
literature often mentions scope of practice issues and regulatory barriers as possible
inhibitors to health care, this is done with little explanation of the precise role they play in
this regard (Lahey & Currie, 2004). Despite the lack of supportive evidence, governments
are looking closely at creating new health professions regulatory models based on broad,
non-exclusive scope of practice provisions which reserve only those acts which present a
significant risk of harm (Government of B.C., 2003).

Another issue related to scope of practice is the growing overlap in scopes of practice
among health professions, and the confusion and tension this appears to be creating.
There are currently more than 30 “regulated” health professions in Canada (Armstrong &
Armstrong, 2002) with distinctive, yet often overlapping roles. There are also a number
of new and emerging health professions, and the emergence of these other new, highly
trained occupations will require an ongoing reassessment of the scopes of practice of
existing health care providers and a re-balancing of the
mix of skills among the various providers (Romanow,
2002). It is likely that the more the health care system in Stakeholder
Canada changes, the more traditionally accepted scopes of Observations
practice will be challenged.

“When considering
other allied specialties,
very few come out of
school working with

As scopes of practice continue to evolve for all health
professionals, and as disciplines begin to work to their full
scope of practice, there should be a greater acceptance of
the boundary blurring within and across the professions
(College of Registered Nurses of Nova Scotia, 2003).
Changing scopes of practice will nonetheless be a
challenge as there are existing tensions between and
among health care professions that are complicated by
union contracts and issues related to self-regulation. There
is, however, mounting evidence for positive patient,
provider, and system outcomes associated with multi-
skilled workers, higher ratios of Registered Nurses
working in advanced practice roles, and baccalaureate preparation (Horrocks, Anderson
& Salisbury, 2002; Needleman, Buerhaus, Mattke et al., 2002).

complex groups of
patients — yet all patient
populations, across the
spectrum, must be
served by competent
health care providers.”




Chapter 4:46

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

Issues of scope of practice are further complicated by failure to properly differentiate
between professional scope of practice and scope of employment. Scope of practice
refers to the range of roles, functions, responsibilities, and activities which members of a
discipline are authorized to perform. In contrast, scope of employment refers to the range
of roles that are defined through job descriptions, policies and procedures, orientation
processes, education and evaluation (College of Registered Nurses of Nova Scotia, 2003).
Inconsistencies between these two domains result in some health professions being
unable to practice to their full professional scope, and make it difficult to integrate
advanced practice roles in some organizations. For example, respiratory therapists are
trained to intubate patients and to draw arterial blood specimens as part of their basic
competency requirements, yet in some jurisdictions and institutional settings they are
prohibited from performing these tasks.

Scopes of practice and the reserving of specific acts are best considered in the context of
what has been said in Chapter 2 of this report about competency-based education. It may
be helpful to consider these issues using the more inclusive language of “shared
competencies” rather than the exclusive language of “restricted acts” and “scopes of
practice.” Again, a detailed assessment of professional competency profiles would seem a
rational starting point for continued dialogue on these issues.

Health Professions Regulation (Controlled Acts Model)

Across Canada there is a wide disparity in how health professions are regulated and the
extent of legislative protections and professional autonomy. In general, the difference is
between jurisdictions that use traditional models of licensure and/or certification, and
those that have adopted a controlled-acts model. Each model is thought to offer certain
advantages and challenges. In each case the notion of public protection is central. Under
licensure, legislation prohibits all who are not licensed from providing the services that
fall within the scope of practice of that profession. Under certification, the legislation
contains no such prohibition. The function of the scope of practice in certification models
is limited to authorizing members of the regulated health profession to provide services
that fall within it. Whereas licensure provides a legislated monopoly to members of a
regulated profession, certification provides only a competitive advantage (Lahey &
Currie, 2002).

The controlled acts model is similar to certification in that the function of each scope of
practice is to enable the provision of designated services by a particular group rather than
to prohibit the delivery of the service by others (Lahey & Currie, 2004). Overlap between
and among scopes of practice is an accepted and valued aspect of the model. A list of
“controlled acts” is used to restrict those acts which pose a significant risk of harm to
patients/clients to members of a regulated profession that has been authorized (under the
legislation) to perform the act(s) in question (Lahey & Currie, 2004).
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In a recent (2004) proposal for legislative change, the Province of Nova Scotia cites
challenges with the existing licensure model which have to do with its profession-
centredness, needless rigidity around scopes of practice, higher costs, and the perception
that it is a barrier to effective HHR planning. The current licensure model is also linked
anecdotally with difficulties in coordinating policy direction, the lack of prescribed
criteria for decision-making, the volume of legislative items, and issues with
accountability. Each of the perceived inadequacies with the current model in Nova Scotia
lack empirical support and require further investigation, and widespread consultation
with affected stakeholders.

The impetus for the move to a controlled-acts model in Alberta, Ontario and British
Columbia has been the previously cited perception that
legislated scopes of practice are a significant barrier to the

development of collaborative and interdisciplinary Stakeholder
practice (Lahey & Currie, 2002). Existing legislation Observations
governing the health professions is seen to create
persistent jurisdictional disputes and a distinct lack of “How do we respond to
cooperation among the health professions (Epstein, and participate in
Kazanjian, & MacAulay, 2000). Provinces, including discussion around
Nova Scotia, are exploring the notion of creating a scopes of practice? The
controlled-acts model under what is commonly referred to goal must be to better
as “omnibus” or “umbrella” legislation. Umbrella meet needs of system.
legislation is a single statute under which all relevant Legislation that has
existing health professions regulations would be protected acts allows
subsumed. Such legislation would include a set of policy for a huge amount of
principles; prescribe a process for determining the activity by people that
regulation of new and emerging health professions; and are not qualified. Health
deal with scopes of practice in a coordinated manner profession legislation
(Government of Nova Scotia, 2004). should provide general
guidance on the scope
While it is too early to assess adequately whether the of practice; the rest
umbrella legislation implemented in Alberta, Ontario and should be based on the
British Columbia has resulted in the desired outcomes, it educational

Is important to stress that a controlled-acts model alone accreditation process.”
will not facilitate interdisciplinary practice. The barriers to
interdisciplinary practice are not only regulatory in nature.
As pointed out in Chapter 2 of this report, there are numerous variables that inhibit
interdisciplinary work, including a tendency to focus on the many barriers to, rather than
the opportunities for, such work.
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Summary:

The varying structures for professional regulation are often perceived as barriers to
improvements in the PHC system. Many argue that traditional guarded scopes of practice
prevent or severely inhibit the development of interprofessional teams. Some feel that
reducing the number of reserved acts would provide benefits for all users of the health
care system in Canada. There is little evidence, however, to support this position. While
this issue is often raised when discussing health care barriers, there is no clear picture of
its precise role.

Governments are pursuing many options to deal with professional regulation including
umbrella legislation which would work closely with profession specific acts.
Alternatively, there are a number of competencies which various professions share. A
clear examination of this overlap may be an effective means for addressing the challenges
of certification, licensure, and scope of practice.
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Chapter 5: Recruitment and Retention of Students and Faculty

In this chapter recruitment refers to the acquisition of students into health
education/training programs which will lead them to a degree or diploma in a health
discipline. Retention refers to both the ability to retain students within the program (i.e.,
minimize attrition) and retain graduates following completion of their educational
programs. Both recruitment and retention are critical to producing a sufficient supply of
health professionals in the Atlantic Region.

While not central for the educational programs, retention of graduates in the Atlantic
Region once educational responsibilities are complete is of critical importance and
clearly influences the workforce supply. If there is a large amount of out-migration of
newly minted health providers from the Atlantic Region, then the cost of educating health
professionals is shouldered by the region while its supply of such professionals continues
to be threatened. The result is an increased demand on the educational system to produce
an increased number of health professionals.

Enrolment Policies and the Aging Workforce

Admission rates to health provider educational programs are in large part a function of
the success of recruitment efforts into a particular profession. A prospective student’s
interest in the health care field will typically precede their selection of an educational
program or institution. Individuals are unlikely to enroll in a health professional
education program if they perceive little opportunity in the employment sector, and can
be affected by such factors as continued labour strife and continued media attention to
health care cutbacks.

It has been noted that there is often a disparity between published admission requirements
and what it actually requires to gain admission to a particular program (HCHRSC, 2003).
Some students are faced with the specter of requiring a first degree for admission that
leads to what has been called a “double degree/double debt” problem for students. This
may act as a disincentive for students who would otherwise consider entering a health
profession. Typically, however, the disparity between actual and published admission
criteria reflects competition for a limited number of seats in health care education
programs. High demand is associated with high admission standards. During periods of
low demand admission standards drift downward toward published minimums.
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Anticipated demographic trends have the potential to impact
the number of young people available for recruitment into Stakeholder
health care professions. For example, overall negative growth
is expected in the Atlantic Region over the next decade in the
18-21 year age group; this is the cohort from which most post
secondary enrollment has traditionally been drawn. In
addition, the traditionally high proportion of enrollments of
female students which have sustained the overall enrollment
growth in health related programs is beginning to level off as
young women increasingly enter other professions (HCHRSC,
2003).

Observations

“There has been
and will continue
to be a significant
decline in high
school graduates.
This will have an
impact on

Strategies used to attract young people to health professions enrollment.”

include “career fairs” for high school students, and financial
incentives including lowered tuition and scholarships. Work is being done with guidance
counselors to provide them with the entry requirements for different health professions.
They in turn can provide early guidance to students in high school.

As mentioned by some of the stakeholders, a new initiative
“Access to Success” has been implemented in Newfoundland Stakeholder
and Labrador. This initiative requires students to complete an Observations
awareness inventory and begin early on to take responsibility -
for their own education. In addition, a recent strategy in Nova

Scotia, funded by Health Canada, is the development of “Begin recruitment
career advisement materials on allied health professions in grade school or
appropriate for grade nine students. There are several health as early as possible
disciplines that, by virtue of their work, are not visible to the before students
general public and therefore not readily recognized as make career
possible careers (e.g., Med Lab Techs, Nuclear Medicine, decisions.”

etc.) The target populations for a pilot delivery in 2006 will
include several rural, urban and First Nations' schools in
Nova Scotia.

Enrollments in many programs for health professionals declined over the mid and late
1990s. As a result, the expected future flow of new health professional graduates is less
than at previous times (O’Brien-Pallas et al, 2003). For example, the Newfoundland and
Labrador report notes that the proportion of new graduates in the registered nurse
workforce fell from 5% to 3.2% over the 1990s. An increase in the number of seats in
2002 together with reduced rates of attrition means that this trend is expected to be
reversed. In 2005, however, the contribution of new graduates is anticipated to remain
under 4% (Newfoundland and Labrador Report, 2003).
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Increased enrolments, however, are not anticipated to offset retirements from the provider
stock in the near future. The baby boomer bulge approaching retirement age will have a
significant impact on the stock of HHR. A substantial number of individuals are leaving
the workforce at age 55 as a consequence of early retirement policies. These policies
were implemented in the mid to late 1990s to reduce the future workforce because of
health care restructuring. This is particularly apparent in the nursing workforce but has
impacted other professional groups as well (O’Brien-Pallas & Baumann, 2000).
According to the New Brunswick Task Force on Physician supply, despite recent
increases in enrolments at Canadian medical schools, by 2008 retirements among
physicians will exceed the number of new graduates (Fujitsu, 2002).

Even after allowing for losses to early retirements, substantial proportions of the health
care workforce remain concentrated in the older age groups. For example, in the New
Brunswick HHR inventory database, 40% of individuals in 2002 were age 45 or over
(Fujitsu, 2002). In both Nova Scotia and PEI, half of the registered nurse workforce is
either eligible for retirement or will become eligible in the next 10 years (Health Human
Resources Sector Council, 2003; Atkinson, 2001). In addition, over one third of all
physicians in Nova Scotia are 50 or older. A recent national study found that more than
70% of all nursing groups were 40 years or older, confirming that age distribution will be
a challenge in the very near future (O’Brien-Pallas, Tomblin Murphy, et al., 2004). While
the retirement age is increasing for many health professions, the proportion of people 40
or older will lead to a greater retirement rate even if an increased retirement age delays its
arrival.

Based on actual simulation of the nursing workforce, adding new seats is not the only
strategy for success. It is also necessary to retain nurses of all types in the workforce
beyond early and even normal retirement age. Nurses in Newfoundland and Labrador are
the youngest of any age cohort in nursing groups. Therefore, the impact of the
demographic shift in Newfoundland and Labrador will be felt a little later then the other
Atlantic Provinces (O’Brien-Pallas, Tomblin Murphy et al, 2004). Nurses and physicians
are not the only occupational groups to experience a demographic shift. Most health
service providers will experience similar challenges in the near future.

To address the increasing shortage of providers, decision-makers have looked to increase
supply through increasing the capacity of local training programs as well as purchasing
additional seats in training programs in other provinces. Enrolments in many training
programs have now generally increased across all provinces in Canada. The rates of
increase have varied among programs and professional groups but there is a time lag
between entry to program and graduation. This time lag is exacerbated with any
increases in the lengths of training programs. For example, the training program for
nurse practitioners in Newfoundland and Labrador was increased from 12 months to 16
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months in 2000 leading to the program producing no
graduates in 2001 (Newfoundland and Labrador Health
Boards Association, 2003).

Consistent with the cutbacks in the 1990s, care delivery
programs and educational programs also saw reductions
in their budgets. This resulted in fewer seats in the
educational programs until early 2000. Seat enrollments
in many health professional programs have since
increased.

Program Attrition Rates

While seats may have increased in the past few years,
attrition rates during any year of the program result in a
reduced number of graduates produced. A few
stakeholders indicated that some health programs do not
have screening criteria for program entry that would
predict completion of the program. This, in part, accounts
for the high attrition rates from some programs. The
retention of students in programs is critical to maintaining
a robust stock of individuals who will form the future
supply of health professionals for the Atlantic Region.
When programs loose a significant percentage of their
students prior to graduation this does not add to the
supply of new professionals in the local labor markets.
One stakeholder noted that the greatest losses in health
programs occur in the first few years but level out by the
final year.

Getting reliable attrition data has been challenging in
many Canadian provinces because of differences in
definitions of how attrition is reported by schools and, in
some instances, the lack of a centralized database where
such information can be readily accessed. This requires
researchers to go to each educational facility for the
required data. There is no guarantee that these data are
reliably and consistently collected at each location. These
data, if accurate, would allow the monitoring of trends
over time. It would also allow researchers to identify
patterns that occur in different programs in response to

the broader environment in which health care is delivered.

Stakeholder
Observations

“HHR planning is an
ongoing iterative
process and not just
something that can be
dealt with on an ad
hoc basis at election
time.”

“During election
periods politicians
make big promises
about enhancing
educational capacity
yet when the day
comes they do not
follow through on
their promises.”

Stakeholder
Observations

“Better screening
methods for incoming
students may reduce
high attrition rates
from programs.”

“We do not have any
problems in either
recruiting or retaining
students in our health
professional programs.
The demographics of
our student population
IS getting more mature
so we do not see the
attrition rates often
associated with
students just out of
high school.”
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Out-Migration of New Health Professionals to other Provinces and Countries

If permanent full-time positions are not available to new
graduates and/or the work arrangements do not meet the
needs of the new professional then individuals may leave
the provinces/region for other areas in Canada or other
countries. In a recent study completed as part of the
nursing sector study, Bauman et al, (2004) identified that
Newfoundland and Labrador and Prince Edward Island
retained the lowest percentage of RNs at 72.6% and 69.7
% respectively, while LPN out-migration from the
Atlantic Region was not known. New Brunswick,
however, had one of the highest retention rates of nurses
educated in that province (92.6%) in Canada. Thisisin
stark contrast to the situation for physicians. There is no
medical school in New Brunswick and as a result, the
government purchases seats from training programs in
other provinces. However, only 35% of graduates of these
New Brunswick funded seats are working in New
Brunswick two years after graduation (Fujitsu, 2002).

Environmental scan stakeholders noted that when students
go outside the provinces to obtain their education, they
will often stay there or go elsewhere without returning to
their own province. Return-of-service bursaries are one
way of bringing students back. Strategies such as summer
work programs in their home province have also had some
success in retaining students in their province of origin.

For most professionals the greatest recruitment success is
in-province education. When training programs are
offered in the province and region of potential
employment, the out-migration of personnel can be
reduced if full-time, worker-friendly jobs are available. An
Atlantic Health Region initiative is currently under
development by the Departments of Health and

Community Services and Post Secondary Education (Newfoundland and Labrador Health

Stakeholder
Observations

“One idea is to have
student nurses earn
seniority for work
that they do before
graduation. They
will be covered by
the union and be
assigned to a unit
rather than an
individual nurse.
This might make
them more willing to
work after
graduation because
of earned seniority
and rapport with the
staff.”

“There is a need to
provide education as
close to where an
individual will be
practicing as
possible.”

Boards Association, 2003). The goals of this initiative is to consider capacity to increase
enrollments by province, and to examine issues such as the ability to share programs,
program funding, faculty recruitment, infrastructure, and clinical capacity including

viability of preceptor programs.
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Participation Rates of those Professionals who Remain in the Workforce

One of the factors that may have an impact on the retention of health professionals in the
Atlantic Region is the availability of full-time positions in areas where the new and
current professionals wish to practice. Even when full-time positions are available, nurses
and physicians express concerns about their ability to take on the workload demands
(Canadian Labour Business Centre, 2003; O’Brien-Pallas et. al, 2003; Baumann et al,
2004).

The essentials of a quality work environment must be
addressed if we want to recruit health professionals and Stakeholder
retain them in the health care system. These essentials Observations
include manageable workloads for all groups,

the human and non-human resources needed to be able to
get the job done, opportunities for rest and relaxation
with family or significant others, support from
management in the decisions made by practitioners,
praise for a job well done, constructive feedback when
there is need for improvement, and adequate
reimbursement that is comparable with others in similar
disciplines across Canada (Baumann and O’Brien-Pallas
et al, 2001).

“Enhance the work
environment by
reducing the work
demands on a daily
basis, providing strong
leadership, functional
equipment, time for
meals and coffee
breaks, reduce
overtime, provide
access to ongoing
education.”

Stakeholder interviews highlighted the need to make the
work environment pleasing in order to attract and retain
health professionals in the workplace. In order to do this
there needs to be an investment in a culture of change.
Employer expectations of health personnel need to be balanced with education program
content to ensure that there are no false expectations on anyone’s part once a student
enters the workforce. There needs to be community-driven and employer-driven
recruitment strategies.

Faculty Availability

Just as the workforce of health professionals is aging and retiring, so are those who
prepare health professionals. The Newfoundland and Labrador report notes that in 2003,
53% of the nursing faculty was 45 years of age or older (Newfoundland and Labrador
Health Boards Association, 2003). This is causing potential limitations in the ability to
expand programs that prepare future health professionals.

Some stakeholders noted that finding faculty is very difficult, and that the best students
get snatched up for senior management positions in the practice environment. The best
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solution for Newfoundland and Labrador, New Brunswick and Prince Edward Island has
been to “grow their own” faculty. A new PhD nursing program is being considered in
Newfoundland and Labrador, which should help expand the professoriate. However, the
biggest problem may well be space and support (both research dollars and staff support)
in order to retain faculty in the programs.

Many stakeholders commented that faculty should do Stakeholder
rotations through different work areas to keep clinical Observations
skills current. Others suggested joint appointments for -
faculty between University and clinical work areas. They
stress that faculty not loose sight of the reality of the
workforce environment. While these are important issues,
University guidelines for promotion and tenure stress the
importance of research and publication. There will always
be a tension between research and teaching and clinical
relevance as long as promotion committees use the
accepted measures for assessing movement through the
ranks.

“There is difficulty
in hiring clinical
faculty because the

clinical component
is in 5 week blocks.
We are looking at
options of clinical
placement 1-2 days
per week to aid this
problem.”

Summary

The anticipated demographic trends in Atlantic Canada point to a decrease in the number
of students entering health education programs. They also point to a possible increase in
the number of health providers leaving practice through retirement. Additionally, there is
also a trend of students leaving the Atlantic Provinces once they have completed their
programs.

There are a number of ways to address these potential challenges. Health education can
be introduced to students at a younger age thereby encouraging them to pursue health
education once they have completed high school. Programs to encourage graduates to
stay in the region have been developed and are presently being implemented. It appears
that the most successful approach is to train students in their home region. What is
evident is that something needs to be done. As the exit rates begin to surpass the entry
rates, the viability of PHC in the Atlantic region may be undermined.
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Chapter 6: French Language Health Service Delivery

A key health care issue in the last decade has been access to French language health
services. In 1998, la Fédération des Communautés Francophones et Acadienne (FCFA)
commissioned a study on health in Francophone and Acadian communities. The study
found that in many of the communities there was a shortage or complete absence of
French speaking health care professionals and that the availability of services was
influenced by a range of demographic, educational, social and historical factors (FCFA,
2001). In 2000, the FCFA further identified that key challenges in providing access to
French language services included a difficulty in recruiting and retaining staff in rural or
outlying areas and a weak community involvement in bringing the professional to the
community (FCFA, 2001).

The Federal Minister of Health established the Consultative Committee for French
Speaking Minority Communities (CCFSMC) in 1999 to provide advice on strategies for
the development of the official language minority communities. The CCFSMC produced
a report to the Federal Minister of Health on an overview of the health care situation for
Francophone minority Canadians in 2001. The report indicated that at present, there is a
difference in the level of health care services available between Francophones and
Anglophones. For example, the aging of the minority francophone population suggests
that the need for French language health care services is going to increase more than the
Anglophone population. Furthermore, in 71 community studies, health care services
were three to seven times more accessible in English. Almost 50-55% of Francophones
have little or no access to health care services offered in their mother tongue (CCFSMC,
2001)

As a component of the larger report, the FCFA coordinated a study for the CCFSMC on
improving access to French language health services. The essential focus was to improve
access in French to PHC. The study called for the implementation of five levers of
intervention (FCFA, 2001):

Networking,

PHC,

Use of technology,

Availability of information, and
Training of health professionals.

A key finding from the FCFA study was the correlation between the quality of health
care and the ability of the health professional to assist, advise, guide and educate the
service users. Thus, the ability to understand and to be understood is an essential
component of any relationship between health professionals and health services patients
and clients.
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Further, language barriers have been linked to the following (FCFA, 2001):

= Reduction in the use of preventive services;

= An increase in amount of time spent on consultation, number of diagnostic tests
ordered, and probability of confusion;

= Greater influence on service quality (e.g., mental health services - wherein
effective communication is crucial);

= A decrease in compliance with treatment; and

= Reduction in satisfaction with care and services.

A key driver of access to French language health services is the availability of French
speaking health professionals. The supply of these professionals is clearly dependant on
the education and training programs available to them.

Francophones in Canada

Francophones live all across Canada, however their population size and concentration
varies between provinces and even communities within these provinces. Table 3
summarizes the percentage of Francophones (defined by those who speak French at home
on a regular basis) by province in Atlantic Canada (Statistics Canada, 2001). Itis clear
to see that of the 13% of Francophones in Atlantic Canada, the largest population and
highest concentration exists in New Brunswick. Beyond these figures, there is little
reliable information that is applicable to these minority Francophone communities.

Table 3: Population Percentage of Francophones by Province in Atlantic Canada.
Province Total Population Francophone Percentage
Population (French

spoken at home on
regular basis)

New Brunswick 719,710 245,500 34%
Newfoundland 508,080 2,975 1%
Nova Scotia 897,570 33,675 4%
Prince Edward 133,385 5,190 4%
Island

Total 2,258,745 287,340 13%

In targeting both French and English linguistic minority communities across Canada, the
Federal Government passed the 1988 Official Languages Act. The Act provides for
equal status, rights and privileges for both French and English in federal institutions;
supports the development of English- and French-language minority communities to
encourage the acceptance and use of both English and French in Canadian society; and
establishes the powers and duties of federal institutions in the area of the official
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languages (Official Languages Act — In Brief, 1993). The Act has been a driving force in
ensuring that services in French are available to minority communities — health services
being a major focus.

In addition to the national Act, each province may be subject to a provincial French
language service policy. Since each province governs their health care system, the
influence of their provincial language policy is vital in examining access to French
language services. As of January 2005, New Brunswick is the only province that is
officially bilingual. Prince Edward Island and Nova Scotia have a policy on French
language services, but the policy is a general policy with no particular reference to health
services. Newfoundland and Labrador does not have any policy on French language
services.

Identified Challenges for French Language Training Programs

A report released in December 2002 by the Standing Senate on Social Affairs, Science
and Technology identified three major challenges in meeting the education/training
requirements to enhance and sustain French language health services. First, the number
of enrolments in the French health education and training programs currently is
insufficient to meet the needs of the francophone communities. Second, even if
enrolment numbers increased, the problem would not be rectified. Many young people
migrate to large urban centres which exacerbates the problem in many of the rural
francophone communities. It has been noted that students do not tend to return to their
community to practice if they move to an urban centre for their education/training. The
programs tend to be offered in the urban centres with very little community outreach.
Finally, there is an imbalance in the availability of these health programs. Most of the
health education/training programs are offered in Quebec and Ontario. Western
provinces provide very little access to programs offered in their region. Although there
are some programs offered in New Brunswick, further advancement can be made in
Atlantic Canada.

French Language Health Education/Training Programs and Initiatives

The number of French language programs offered across the country are limited and, as
just mentioned, concentrated in Quebec and Ontario. In 1999, the Consortium National
de Formation en Santé (CNFS)? was established to facilitate access for students to these
health science and medicine programs across Canada. Currently, the membership
consists of ten Canadian francophone minority institutions at the university

2 Formerly Centre national de formation en sante
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and college level across Canada that offer French
language health education/training programs. These

programs are listed in Table 4 and 5. The CNFS Stakeholder
implements strategies to recruit and train future health Observations
professionals and does so by trying to tailor these

programs to the needs of their communities. The CNFS “New Brunswick has
does this by ensuring that the appropriate intake just started up a
infrastructure begins at the community level to dedicated francophone
accommodate the needs of potential students. Affiliated program in Moncton
with the University of Ottawa, the CNFS has been with the New
instrumental in not only creating a decentralized training Brunswick

network for Francophone students, but also in developing Community College in
partnerships in clinical training with the Montfort Campbellton and the
Hospital in Ottawa, as well as in the students’ own University of
communities. In fact, by 2002, the CNFS enabled over Moncton.”

150 Francophones outside of Quebec to participate in
clinical training opportunities in their communities. CNFS
continues to provide opportunities for Francophone students (Standing Committee,2002).

An Action Plan for Official Languages was developed in 2003 that awarded minority
Francophone and Anglophone communities $119 million over five years for training,
recruitment and retention of health professionals; networking; and primary health care
(Dion, 2003). Training, recruitment and retention received a share of $75 million, of
which $63 million was given to the CNFS to help alleviate the shortage of French health
professionals, increase French language health training capacity and help ensure that
future practitioners can work in their own language and in their communities of origin.
This is expected to be accomplished through better access to programs through mediated
and distance teaching and by strengthening universities and colleges that serve
francophone communities (Dion, 2003).
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Table 4: French Language University Health Education Programs Offered at
Francophone Minority Institutions (modified from CFNS, 2005).

.D <}
B £2,%
Universités E § ‘7’ 3 3 < ':L%
Baccalauréat
Ergothérapie i i
Nutrition A
Physiothérapie Y | Y |
Psychologie i i
Sage-femme |
Sciences de la santé | |
Sciences de l'activité physique / Kinésiologie A 4| 4
Sciences du loisir y |
Sciences infirmiéres A 4d) 4 4 y
Service social / Travail social Fag |
Sciences de laboratoire médical |
Techniques radiologiques |
Thérapie respiratoire Y |
Certificat
Infirmiere et infirmier praticien y y
Certificat - Double concentration
.+ Gérontologie
Post-diplome
.+ Sciences infirmieres |
Maitrise
Audiologie A
Nutrition y
Orthophonie
Pharmacie A
Psychologie F W |
Sciences de I'activité physique Y
Sciences infirmiéres y
Sciences infirmiéres - infirmiére ou infirmier praticien |
Service social / Travail social d| 4 4
Médécine
ler cycle y | y |
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Psychologie A
Psychologie clinique
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Table 5: French Language College Health Education/Training Programs Offered at
Francophone Minority Institutions (modified from CFNS, 2005).

c [<B]
o o 1
B
] 4 ©
Etudes collégiales Q@ @
Programs
Aide en santé / Préposé aux services de soutien personnels | 4 |4 [ (.4
Aide physiothérapeute A |4
Conseiller en service a la personne ‘
Etudes en loisirs y
Formation en services funéraires A
Hygiéne dentaire J |4
Infirmiére auxiliaire / Soins infirmiers auxiliaires A |4 |4
Massothérapie A
Pré-sciences de la santé J
Santé et services de soins continus y |
Sciences infirmiéres | A
Services a la personne A
Soins ambulanciers paramédicaux A .4 y |
Soins ambulanciers paramédicaux avancés A
Soins dentaires |
Soins palliatifs Y| A
Sciences de laboratoire médical Y
Techniques d'éducation spécialisée Y|
Techniques pharmaceutiques 4 | 4
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D
g3 ¢
] o ‘©
Etudes collégiales Q@ @
Techniques radiologiques A
Technologie en radiation medicale |
Thérapie respiratoire | Y|
Travail social J | .d
Travail social/gérontologie V|

With respect to Atlantic Canada, there are limited Stakeholder
education/training programs offered in French. Of those Observations
offered, almost all are offered in New Brunswick.

In addition, New Brunswick has existing agreements with
Quebec for programs offered at the Universities of
Montreal, Sherbrooke and Laval in programs such as
audiology, occupational therapy, medicine, dentistry,
optometry, speech therapy, pharmacy and physiotherapy.

“It is a challenge to
get French trained
nurses.”

In 2003, the Federal Government became directly involved with the Atlantic Provinces
by funding a number of programs and seats in French health education and training
programs until 2008-2009. ° For example, at the University of Moncton there was the
creation of a kinesiology program and a nursing program. Funding was also increased to
each of the provinces to increase the number of seat purchase agreements with
institutions outside of Atlantic Canada. New Brunswick has historically had existing
agreements with Quebec, therefore other Atlantic provinces are using New Brunswick as
a hub to purchase seats for all of Atlantic Canada (Personal Communication: M. Pascal
Robichaud, September 7, 2004).

Current Issues

Although these initiatives are in the right direction and seem promising, there are many
challenges regarding their feasibility, success and sustainability. For example, the
Federal Government funding previously mentioned may not be renewed after 2009. The
challenge is that if a province accepts the funding, they may be left with the responsibility

® There has been some suggestion that this funding by the Federal Government will be made permanent.
However, there has not been confirmation that this is in fact the case.
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of continuing after 2009 without any additional assistance. Some provinces may not be
willing to accept the current funding because they are not able to make the commitment
to maintain the increased number of programs and seats.

There are also challenges that arise from seat purchase
agreements, most notably the difference in provincial
health care systems. For example, the programs in which
New Brunswick purchases seats in Quebec are based on
Quebec’s health care system. Although New Brunswick
does try to fit their policies to accommodate Quebec’s
education/training system, at times this synchrony is not
possible. This also leads to the incompatibility of
programs with respect to provincial credentialing
requirements.

Stakeholder
Observations

“It is most useful to
maintain contact with
students and maintain
contact with the
province of origin
while studying in
Quebec- need to have
them come back and
do clinical rotations
etc.”

Specific to Atlantic Canada, the number of qualified
students available to fill seats is declining because of the
decreasing numbers of students going to francophone high
schools. In New Brunswick, this number is expected to
decrease by 20% over the next few years (Personal
Communication, M. Pascal Robichaud, September 7, 2004).

It is also difficult to retain minority francophones in their communities after they have
been trained. Most minority francophones who pursue education in health care do not
return to their community to practice. This may occur because of a combination of the
limited number of programs available and the lack of clinical training partnerships with
the smaller communities. This is intensified by the difficulty in finding francophone
preceptors and providing continuing education programs, not only in the rural
communities but also in the urban centres.

In an effort to address some of these challenges, the province of New Brunswick
implemented to very unique clinical education programs for family physicians,
audiologists, occupational therapists, pharmacists, physiotherapists and speech language
pathologists. The resulting network of on-site, clinical experiences within New
Brunswick’s health facilities, involving hospitals, out-patient clinics and other
community settings, has helped in addressing this issue. As such, students enrolled in
“out-of-province” health programs are exposed to New Brunswick’s health system
throughout the course of their training, while, at the same time, developing a sense of
“belonging” to the New Brunswick health team.

Major intervention with respect to education and training programs have been identified
through previous workshops, studies and consultations with key stakeholders (CCFSMC,
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2001; FCFA, 2001; Personal Communication — M. Pascal Robichaud, September 7,
2004). The interventions can be summarized in four main categories:

= Community participation,

= Increased collaboration with institutions and organizations,
= Promotion of health professions and the health sector, and
= Recruitment and retention strategies.

Community Participation

The FCFA recognized that participation at the community level is the beginning and the
end of any partnership project and health service is no exception. Recommendations
were made to increase cooperation and partnership among francophone and Acadian
communities and with partners in Quebec in order to achieve training, recruitment and
French language service quality goals. Further, concrete community based projects and
national initiatives need to be developed in order to bring health professionals back to the
community. In this light, the practical training component needs to be expanded to
provide training for students as close to their communities as possible. This type of
program tailoring, as well as other methods including training with a community focus,
may provide opportunities for these francophone communities. Incorporating financial
incentives to settle in francophone communities may also encourage young students to
explore French language health education and training.

Increased Collaboration with Institutions

Other key partners in promoting French language health education training programs are
the educational institutions. The CNFS, as previously mentioned, has already begun
efforts to decentralize professional training in health, and will continue to expand to
encompass as many programs and institutions as possible. Increasing partnerships with
universities in Quebec would also enhance the access to French language programs.
These partnerships as well as networking among other health related organizations should
provide a solid foundation to build the infrastructure necessary for French speaking
health professionals.

The institutions can also incorporate some incentives in the education of French speaking
students. Scholarships and fellowships recognizing French language may be one method
to attract students into health professions. The stakeholders interviewed noted that some
provinces were pursuing the idea of scholarships for French language students. Even
within English language programs, an incorporation of communication skills laboratory
sessions would be beneficial. This type of course is offered at the University of Ottawa
and has proven to be very successful in training medical students to become effective
communicators with a linguistic minority group (Drouin & Rivet, 2003). Although there
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has not been follow-up on this study to see if the students will set up their practice in
Francophone communities, it was clear to see that the educational activities designed to
meet the societal needs were well received by the community, preceptors and students.

Promotion of Health Professions and the Health Sector

Creating awareness of the health sector and the types of professions that are involved in
delivering health services is an essential factor in attracting students to a particular
program. It is imperative to promote and enhance the prestige of health professions to
students. It is also necessary that communities realize that the health sector is a key
component of their economic development. By creating awareness, communities will be
more likely to support the expansion of training programs into the communities based on
the needs of the community and the students who wish to return.

Recruitment and Retention

Recruitment and retention to not only the program but also

to the communities in which there is a need is a critical Stakeholder
component that must be addressed when creating an Observations
infrastructure for French language health services. The
training programs must give a student as much exposure to “\We need to look at
their home region as early as possible in their training how co-op seats are
program. allocated. Presently
language is not a
Recruitment and retention of qualified faculty and determinant and
preceptors is another key component to this infrastructure. names are drawn at
Without qualified, dedicated teachers, it is very difficult to random. As a result,
create a solid teaching environment to address francophone the two French
communities. This point is developed further in the next speaking nurses have
chapter of this report. ended up with
Anglophone
Summary: students.”

Access to French language health services in Atlantic
Canada falls far behind access to English health services. Many communities are unable
to support French language providers due to a lack of programs or clinical placements.
Adding to this challenge is the fact that the majority of French language programs offered
in the Atlantic region are offered in New Brunswick.

In 2003 the Federal government began to fund a number of seats and programs in French
health education. The funding was to be in place until 2008-2009. There has been some
suggestion, however, that this funding will be made permanent. There are a number of
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other avenues that have been identified to promote French language health education.
These include community participation, increased collaboration with institutions and
organizations, promotion of health professions and the health sector, and recruitment and
retention strategies. These initiatives will help to ensure greater access to first language
health services for the nearly 300,000 Francophones living in Atlantic Canada.
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Chapter 7: Education/Training for Underserved Rural
Communities

Ensuring an adequate supply of health care providers for underserved, remote and rural
communities (URR) is a challenge in many jurisdictions around the world (Strasser et al.
1995). Policies aimed at relocating providers to these communities from areas of relative
over-supply have had only limited success (Barer and Stoddart 1991). The literature on
addressing service shortages in URR communities has largely focused on physician
services. Barer and Stoddart (1999) note that in the case of physician human resource
policy, initiatives in the area of education and training have traditionally received little
attention compared to financial incentives aimed at attracting and retaining physicians to
URR communities. Yet as the same authors noted in their study of physician human
resource policies in Canada (Barer and Stoddart 1991), the perception of stakeholders in
the present study was that educational issues form the biggest source of the problem of
service provision in URR communities. As there may be little support for the
effectiveness of financial incentives, increasing attention has been paid to the education
and training of new professionals in recent years.

Several aspects of traditional approaches to education and training have been identified
that create barriers to providers choosing to practice in these communities.

First, as noted by McKendry (1999), training programs generally provide only limited
exposure to URR communities. Moreover, where such exposure occurs, it is often
presented only towards the end of those programs. At this stage, however, students may
have already established clear preferences and plans for career paths.

Second, training programs often do not reflect the distinctive needs of URR communities
(Hutten-Czapski 2001). The geographic, social, economic and cultural environments of
URR communities give rise to particular epidemiological profiles of populations that may
not correspond to the major health care needs of the larger metropolitan populations.

Third, as a result of the inadequate attention provided to URR populations and their needs
in training programs, graduates often lack the skills and confidence for practicing in URR
populations (Barer and Stoddart 1991, Wetmore and Stuart 1999).

Finally, entry-to-practice education requirements are often not based on the needs of
populations. As noted in the Newfoundland and Labrador report (Newfoundland and
Labrador Health and Community Services Human Resource Planning Unit, 2003) the
trend towards specialization may increase the problems of recruitment and retention in
URR communities with needs for ‘generalists’.
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The impact of these factors on the location decisions of new graduates is greatest where
the approaches to funding service delivery are independent of considerations of
population needs (Barer and Stoddart 1991). For example, in the UK National Health
Service a funding formula that explicitly incorporated measures of need within
populations was introduced for the allocation of hospital resources. However, access to
hospital-based services is largely by referral from primary care providers (i.e.
‘gatekeepers’ to hospital-based services). Because resources for primary care services
were not allocated on a similar population needs basis, but largely followed the location
preferences of family physicians, access to hospital-based services remained ‘unequal’
relative to needs and created perceptions of hospital shortages in ‘low needs’ populations
and hospital surpluses in high needs populations (Birch and Maynard 1987). As a result,
PHC funding policies failed to support the needs-based resource allocation policies in the
hospital sector. Therefore, policies aimed at influencing the location preferences of
graduates should be supported by resource allocation and remuneration policies that
support these preferences.

Factors Associated with URR Practice

The Romanow report (Commission on the Future of Health Care in Canada 2002)
reported on a range of factors that have been found to be associated with a greater
probability of providers choosing to practice in URR communities. These factors are
based on an ‘evidence-based’ review of international experiences. They include:

Student recruitment:

Students who grow up or attend high school in a URR community are found to be more
likely to choose a URR practice setting (Easterbrook et al. 1999)

Course content and design:

Stakeholder

Factors associated with an increased probability of Observations
choosing a URR practice setting include frequent and “There is evidence in
early exposure to URR practice in a training program, Ontario (medicine)
streamed education aimed at developing ‘customized’ that 30% of those
skill sets for URR practice, and a significant portion of from rural areas go
graduate training in a URR community (Rolfe et al. 1995, back to rural areas;
Easterbrook et al. 1999, Pathman et al. 1999, Rabinowitz only 10% of urban
et al. 2000) students go to rural

areas.”

The introduction of clinical education centers in URR
communities may provide greater exposure to the needs of
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URR communities. It may also increase the application of skill sets to meet the needs of
students in metropolitan colleges and universities.

There has been some progress in terms of implementing policies aimed at increasing
programs directed at URR education. In British Columbia a Northern Medical Program
with a first year intake of 24 students in 2005 has been established at the new Northern
Health Sciences Centre in Prince George. Medical training in Alberta already involves a
mandatory four week family medicine rotation in a rural area with further proposals to
increase both recruitment to these programs from rural areas and exposure to these
communities within the program (Alberta Rural Physician Action Plan Co-ordinating
Committee 2003). Memorial University in Newfoundland and Labrador established a
Northern Family Medicine Residency program in 1992 based on a 28 weeks rotation in
the Northern part of the province (Jong and Beach 1997). Similar programs developed at
McMaster and Ottawa Universities in Ontario have reported around 70% of graduates of
these programs go on to practice in these communities (Commission on the Future of
Health Care in Canada 2002). Ontario has also seen the opening of a new Northern
Ontario Medical School as well as the development of an ‘offsite’ medical program in
Windsor provided by the University of Western Ontario. The program is based upon the
recommendations of the Expert Panel on Health Human Resources (2001).

Post training support:

Stakeholder

The impact of these training-specific factors is greater Observations
where rewarding practice opportunities and career o
pathways are available to support URR practice. This is “We are finding that
not restricted to the level, stability and security of many do not want to
income and career development but also includes support work in rural areas
for the provider to pursue a ‘balanced’ lifestyle in terms because there is no
of professional, personal and family responsibilities opportunity for
(Strasser et al. 1995, Commission on the Future of continuing education
Health Care in Canada 2002). - still an issue even
with internet, email,
These factors are generally supportive of the more telemedicine. They
comprehensive and detailed list of strategies proposed by feel they will be
the World Organization of Family Doctors (WONCA) working in
(Strasser et. al.1995) as a means to improve rural health isolation.”

services.

It is worth noting that health professional training programs have traditionally not been
designed with these characteristics in mind.



Chapter 7:70

-, MED-
2 B

Trends and Issues in Health Education

Stakeholders consulted in the present project identified
various educational strategies that are being followed to
address the problems of URR populations. These range
from policies on recruitment into training programs to the

Stakeholder
Observations

design and organization and location of those programs. “We give a lot of
In some cases intake is ‘weighted” towards students from exposure to our
URR populations. For example, it was mentioned that students through
40% of the medical program intake at Memorial distributive learning
University is made up of students from URR populations. 5o that the have
In addition, this University offers a summer school (the experience in rural
Medquest program) to high school students from URR areas and get
populations to provide exposure to the various health exposure to rural
disciplines’ training programs. practice, specialty

i L . practice in a rural
In terms of the design and organization of training hospital setting, 112
programs, stakeholders mentioned “partnership’ sites across the

approaches to the delivery of training programs. In most Maritimes.”
cases these involved partnerships between educational
institutions (primarily university/college partnerships).
An example is the Integrated Nursing Access program for

the Labrador Inuit at Newfoundland and Labrador’s “We have campus
College of the North Atlantic. This is a collaboration locations in 13 sites
between the Labrador Inuit Association, the Health across the Atlantic
Labrador Corporation, the College of the North Atlantic provinces, plus

and a consortium of schools of nursing to provide a
culturally sensitive nurse training program for students
from the Inuit population. At present this remains a pilot
program with a one-time intake of 18 students. The
program involves new faculty hired specifically for the program as well as a large part of
training being located in Goose Bay.

satellite sites.”

University/college partnerships to create ‘virtual universities’, the use of satellite
‘training hubs’, and the use of web-based distance learning to improve access to training
programs were mentioned by stakeholders. However, it was argued that often
universities and colleges were left “in the dark’ about the precise needs for the type and
number of health care professionals required to serve URR. Moreover, in some cases
these programs were considered to be too costly to implement. An alternative approach
was to use contracted training programs where the employer contracts with the trainer to
produce a customized training program. One such example was a contract with the
College of the North Atlantic to train 56 cross-functional X-ray and laboratory
technologists. The training program combined distance learning, college-based courses
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and preceptorships, to produce graduates that are regulated as limited practice
technologists.

It is important to note that these strategies generate challenges of their own. In particular,
the adoption of a greater level of ‘on-site’ training, through either ‘satellite’ education
centers linked to existing programs and/or new ‘stand alone’ programs, creates demands
for faculty and preceptors in these communities. It is anticipated that recruitment of
faculty to URR-based programs will need to be at least as great as the recruitment of
health care providers to practice in the communities. The use of local professionals as
faculty or preceptors for these programs may involve an opportunity cost of forgone time
for service provision by these providers. Hence, solving the problem of ‘trainers’ by
calling on local providers may only increase the problem of provider shortages, at least in
the short term (i.e., until the programs begin to graduate a flow of new providers willing
to practice in the URR communities).

Strong stakeholder support was found for the use of preceptorships in URR populations.
In general it seems that finding suitable preceptors is not a widespread problem.
However, where this was a problem the use of itinerant preceptors covering several
smaller communities was found to be a possible solution.

Summary:

Meeting the population needs of URR communities is a challenge in many jurisdictions
around the world. While there have been some attempts to recruit providers through the
use of financial incentives, it has not been enough to appropriately address the problem.

Some jurisdictions have focused on educating new professionals for practice in URR
communities. There have been, however, three main barriers identified in traditional
education and training programs. These barriers may prevent professionals from choosing
to practice in an URR area. The barriers include a limited exposure to URR practice, a
failure to reflect the distinctive needs of URR populations, and a lack of the skills and
confidence required to practice in URR communities.

Based on international experience some enablers to URR practice have also been
identified. Students who grow up in URR communities, for example, are much more
likely to return when they are ready to practice. It has also been noted that education and
training programs which include early exposure to URR practice and significant training
in URR communities are more likely to produce graduates who will practice in URR
areas. Finally, if isolation can be reduced and a balanced lifestyle can be provided, it
appears that more health providers will choose to practice in URR communities.
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Chapter 8: Formal Continuing Education

Health care systems around the world are constantly changing, whether it is the roles of
providers, the methods of care delivery, or the system itself. These types of changes
stress the importance of training and retraining the clinical workforce (Daniels & Walter,
2002). The education that health care professionals undergo can be categorized into two
phases: formal training and post-license continuing education. Formal education
combines the theoretical and practice-based learning
that develops an individual’s knowledge, skills and

values in a particular discipline. To date, the Stakeholder
curriculum has been very specific and focused on Observations
training the student with the fundamental competencies
required to practice in the profession. Continuing “Goals and objectives
education (CE), however, is usually more self-directed of continuing
and focused on areas of the professional’s interest. CE education (CE) are to
refines the existing skills the professional possesses in maintain/upgrade
addition to developing new skills and expanding their competencies to keep
knowledge base and expertise (Daniels & Walter, up with changes in
2002). population need. CE
has to be designed to
While the bulk of this report has focused on formal keep the skills of the
education/training programs, it is appropriate to bring existing workforce
the report to a close with a chapter dealing with the current, making sure
continuing education component of a health that we have an
professional’s education and training experience. The effective and efficient
purpose of this post-license education is to create a labour force.”

forum where professionals have the opportunity to
learn about emerging technigues, innovations and
advances in clinical practice (Bennett et al, 2000). The knowledge gained from these
activities help to ensure professional growth and competence (Aiga & Banta, 2003).
Many of the skills and knowledge acquired from these sessions may be applied and tested
quickly by the health professional making it an effective method of disseminating current
practice knowledge (Aiga & Banta, 2003).

Many licensing bodies require professionals to participate in a set number of CE
activities in order to maintain their licensure. However, many professionals actively
participate in CE for a variety of other reasons, including: enhancing professional
knowledge, advancing professionally, and providing relief from their daily routine
(Cullen, 1998). The benefit of CE to the health care system is that it aids in maintaining
standards of care, it may help to improve the health of the population, and it may also be
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helpful in the recruitment, motivation, and retention of high quality staff.(Brown et al,
2002).

Format of Continuing Education

Educational institutions are sometimes limited in their involvement in delivering
continuing education programs; the responsibility primarily lies with the professional
associations (Daniels & Walter, 2002). These associations provide CE through annual,
national, and regional conferences and training events that are usually based on the
maintenance of competencies that they identify. The format of CE has traditionally been
didactic in nature with very little participant interaction (Daniels & Walter, 2002). Not
many CE activities have involved repeated exposure to a topic, other than the advanced
training courses that are offered by educational institutions. A review conducted by
Daniels & Walter’s (2002) found that these types of instructional activities do not show
an immediate positive effect in changing a professional’s performance or patient related
outcomes.

There has been a recent shift from the traditional didactic model (in which the experts
determine what the professional should acquire) to a learner-focused interactive model.
The expert, in this latter model, adapts his or her teaching curriculum to the
professional’s needs (Borduas et al, 2001). The model includes techniques such as role-
playing, patient discussions and other interactive approaches that Daniels & Walter
(2002) identify as having an increased likelihood of modifying practitioner behaviour.
This literature is similar to literature found on adult and apprenticeship learning.

Continuing education can be costly and difficult to access, thus there has been a move
towards developing other methods to reach the needs of health professionals. Health care
professionals are seeking the latest, most current health information, and the internet is
becoming a key source of information (Cobb, 2003). However, development here is in its
early stages. Other web-based applications, as well as videoconferencing and distance
education are enabling practitioners in rural or remote settings to access CE.

Current Issues

The development and delivery of CE varies greatly between professions in terms of
method, content and requirements. As a result of this variability, a number of issues
come to light.

In Canada, core competencies are usually identified by the professions’ regulatory
bodies. However, the challenge is that the input with respect to employers, providers and
other professions is not taken into account when the professions’ competencies are
identified. This can lead to a “siloed’ approach to provider competencies in an era where
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interdisciplinary teams and practices are becoming increasingly the methods of health
care delivery.

Another issue is that the pressures of their work
environment do not enable practicing professionals to take
the time to participate. Many health professions face
shortages, thus the professional is unable to be relieved of
hi§ or hz_ar dutie_s. S_ome of the stakeholders consultgd in “CE is a shared
this project maintained that employers and professional
organizations should play a role in the support and
cultivation of CE programs.

Stakeholder
Observations

mandate - depending
on level of
competency -
pursued by
partnerships with
employers,
educational
institutions and
professional
organizations. All
derive benefit from
the relationship.”

Additionally, health care professionals need to be
motivated to participate in CE activities. Bennett et al.
(2000) indicate that the following need to be in place in
order for professionals to want to take part in CE:

= Promote activities for professionals to learn from
their clinical experience,

= Provide appropriate resources,

= Provide high quality educational activities,

= Establish a meaningful educational continuum, and

= Develop new systems to measure the impact of
learning.

Bennett et al. (2000) also note that creating an ideal setting for CE is necessary for a
program’s success. Bennett et al. identified the following as key components:

= Methods of learning and development — educators have to determine what
motivates adult learners;

= Translating experience into knowledge and linking professional development with
practice changes;

= Problem-based/practice-based learning — approaches to CE should mirror
decisions that professionals make in their daily encounters with patients;

= QOrganizational behavior — educators need to understand how employer
organizations work;

= Team development and health goal-setting are increasingly relevant; and

= Educators must maintain their competencies, and must be current and up to date.

A cooperative effort from employers, institutions, professional organizations and other
colleagues is needed to help ensure that the above are in place. This may serve to
encourage CE among health care professionals.
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Private organizations, such as the pharmaceutical industry, have also become involved in
delivering continuing education and training activities. The pharmaceutical industry
continues to fund speakers, workshops and advertising for many CE programs. However,
there is some concern of the potential adverse effects related to the promotion of specific
products and brands through these activities (Daniels & Walters, 2002).

As mentioned earlier, educational institutions often do not play a large role in the
delivery of CE programs. The limited interaction between the institutions, employers and
professional associations may not facilitate appreciation by the educational institutions of
the profession’s needs in terms of continuing competencies. While some of the
stakeholders felt that educational institutions should be more involved in delivering CE,
many such institutions noted that they had neither the time nor the funding for these types
of programs.

The effective delivery of CE has been a challenge because of limited administrative
commitment and faculty support (Eustace, 2001). The organization of CE is such that
there are few preceptors and educators that are willing to provide the administrative and
teaching commitments required. The cost-effectiveness and patient outcomes have not
been fully studied. Although the notion of continuing education is well-received, the
method and content require more research to determine their effectiveness.

Summary:

Formal continuing education is an important component of practice for many health care
providers. However, there are some significant challenges. These include a lack of access
or funding and also the inability to take the time off work to pursue educational
opportunities. Additionally, there is little or no collaboration between educational
institutions, employers, and professional groups as to the content of the CE programs.

In order for CE to overcome these challenges, providers need to have the right resources
and be involved in programs with high quality educational content. It has also been found
that creating the right setting is necessary for a program’s success. This includes finding
appropriate methods of learning and development, mirroring decisions with actual
practice situations, team development, and linking professional development with
practice changes. Lifelong education is important for many professions but it is especially
important for health care providers. CE can help to ensure that health care professionals
will provide the most effective and efficient care to patients/clients of the Canadian PHC
system.
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Chapter 9: Recommendations

From a general perspective, the environmental scan made it clear that the context, goals,
and partnerships in health education/training are very important. The most prominent
specific issues are the momentum toward interdisciplinary primary health care teams, the
increasing entry-to-practice credentials in some professions, and the shrinking population
of young people to recruit into the health profession training programmes.

The issues and trends identified in the environmental scan provided insight for the
development of the simulation model in this project by influencing both the structure of
the simulation model and the policy scenarios tested. This is an important step because
the simulation model is intended to allow policy-makers to test scenarios and determine
their impact on the education and utilization of health providers prior to full
implementation of the policy agenda.

1. The changing health care needs of the population should form the basis
(although not the sole consideration) of all decisions and practices regarding
health care provider education, certification, licensure and full scope of
practice. Population health needs and evidence of outcomes must inform what
providers do, and what providers are required to do must inform how they are
educated and trained.

2. Educational programmes across health care disciplines and roles need to foster
the skills, attributes, and dispositions necessary for effective interdisciplinary
team work. There must be emphasis placed on research to determine how to
best prepare health care professionals to work in such teams. While the impact
of interprofessional education on patient, provider and system outcomes in a
variety of practice settings needs more research attention, there is evidence
that collaborative PHC teams do improve such outcomes.

3. Educational programmes for all health care providers should offer
interprofessional classroom and clinical learning opportunities to prepare them
to work effectively in teams.

4. Health care provider education must be informed by knowledge of the
competencies required to positively contribute to the health of individuals or
populations. Detailed competency profiles provide an important basis for
curriculum development and CE in each health care provider group.

5. A national regulatory framework would be the most effective way to influence
the establishment of collaborative competencies. Appropriate regulatory
frameworks for the adoption of interprofessional teams are required.
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10.

11.

Collaborative competencies will form an important part of the core
competencies for professional groups to ensure appropriate outcomes for both
learners and patients. A regulatory framework among the Atlantic Provinces
could be an important first step.

Key stakeholders must engage in the necessary discussion about appropriate
changes in the liability of health care providers associated with
interdisciplinary team practice.

The need to evaluate provider remuneration models is required to support the
adoption of collaborative practice.

In the face of uncertainty regarding the impact of increased entry-to-practice
requirements on system as well as client and provider outcomes, dialogue
must occur among departments of health and education, universities, colleges,
licensing bodies, and professional associations. Such changes must be driven
by changes in the needs of populations and the efficient delivery of health care
services to meet those changing needs.

Changes to methods of certification, licensure and regulation should be
considered with full knowledge and transparency as to what evidence exists to
support these changes.

As needed, the recruitment of students into health professions programmes
must form part of the recruitment mandate for some provincial governments,
regional health authorities, professional associations, unions, employers, etc.
Exposure must start at an early age. While programmes for high schools are
common place, perhaps grade school may offer another strategic target to
capture the imagination of potential future health professionals.

Use the inventory of Atlantic Canada health education/training programmes
developed and delivered in this project as a model for an interactive resource
that can be embraced by the educational institutions and supported by
provincial governments. Determine where the inventory is to be housed and
who will be responsible for administering and maintaining the database.
Finally, establish an Atlantic Canada understanding for data sharing and
upkeep of the inventory, including key stakeholders from educational
institutions.



78

= - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

References

Aiga H & Banta JE (2003). Emerging crisis of continuing professional education:
becoming a dead letter between external pressure and personal incentive? _International
Journal of Health Planning and Management. 18: 267-271.

Alberta Rural Physician Action Plan Co-ordinating Committee (2003) Undergraduate
Medical Education. Alberta Rural Physician Action Plan.

Armstrong, P. & Armstrong, H. (2002). Planning for care: Approaches to health human
resource policy and planning. Discussion Paper No. 28. Commission on the Future of
Health Care in Canada. Ottawa, ON

Association of Registered Nurses of Newfoundland and Labrador (2000). Guidelines
regarding shared scope of practice with Licensed Practical Nurses. ARNNL.: St. Johns,
NF

Atkinson, AM, Hull, S. (October 31, 2001) Health Human Resources Supply and
Demand Analysis, Prince Edward Island Advisory Committee on Health Human
Resources, DMR Consulting.

Barer M, Stoddart G. (1999) Improving access to needed medical services in rural and
remote Canadian communities: Recruitment and retention revisited. McMaster
University, Hamilton, Ontario.

Barer M, Stoddart G. (1991) Toward integrated medical resource policies for Canada.
Report to the Federal/Provincial/Territorial Conference of Deputy Ministers of Health.
McMaster University, Hamilton, Ontario.

Bauman, A., Blythe, J, Kolotylo, C, Underwood, J (2004). Immigration and Emigrations
Trends in Canada. Building the Future an integrated strategy for nursing health Human
resources in Canada._The Nursing Sector Study.
http://www.buildingthefuture.ca/e/whatsnew/progressreport/Step14-Final%20English-

Oct22.pdf

Baumann, A., O’Brien-Pallas, L., Armstrong-Stassen, M., Blythe, J., Bourbonnais, R.,
Cameron, S., Irvine Doran, D., Kerr, M., McGillis Hall, L., Vezina, M., Butt, M., &
Ryan, L. (June, 2001). Commitment and care: The benefits of a healthy workplace for
nurses, their patients and the system. Ottawa: Canadian Health Services Research
Foundation and the Change Foundation (Commissioned Report).




79

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

Beitz, J. (2000). Specialty practice, advanced practice, and WOC nursing: Current
professional issues and future opportunities. Journal of Wound Ostomy and Continence
Nursing. 27, 55-64

Bennett NL, Davis DA, Easterling Jr. WE, Friedmann P, Green JS, Koeppen BM,
Mazmanian PE & Waxman HS (2000). Continuing medical education: a new vision of
the professional development of physicians. Academic Medicine. 75(12): 1167- 1172,

Birch, S., O’Brien-Pallas, L., Alksnis, C., Tomblin Murphy, G., and Thomson, D. (2003).
Beyond demographic change in health human resources planning: An extende
framework and application to nursing. Journal of Health Services Research and Policy.
8(4), 225-229.

Birch S, Maynard A. (1987) The regional distribution of family practitioner services:
Implications for National Health Service equity and efficiency. Journal of the Royal
College of General Practitioners, 37: 357-359.

Bland CJ, Starnaman S, Wersel L, et al. Curricular change in medical schools: how to
succeed. Acad Med 2000. 75:575-594

Boaden, Noel and Joanna Leaviss (2000), Putting teamwork in context. Medical
Education. 34 p.921-927

Borduas F, Gagnon R, Lacoursiére Y & Laprise R (2001). The longitudinal case study:
From Schon’s model to self-directed learning.

Borrill CS, Carletta J, Carter AJ et al. (2001). The Effectiveness of Health Care Teams in
the National Health Service. Aston University, UK.

Brown CA, Belfield CR & Field SJ (2002). Cost effectiveness of continuing professional
development in health care: a critical review of the evidence. British Medical Journal.
324: 652-655.

Brundtland HG. (2003), Challenges in World Health and Medical Education, Opening
Address, World Federation of Medical Educators.

Burns, R., Nichols, L. O., Martindale-Adams, J. & Graney, M. J. (2000). Interdisciplinary
geriatric primary care evaluation and management; two-year outcomes. J Am Geriatr Soc
48, 8-13.

CCFSMC (2001). Report to the Federal Minister of Health — Consultative Committee for
French-Speaking Minority Communities.



80

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

Canadian Alliance of Physiotherapy Regulators & Canadian Physiotherapy Association
(2002). Physiotherapy health human resources background paper. Submitted to Health
Canada Health Human Resource Strategies Division. Ottawa, ON

Canadian Health Services Research Foundation (2001) Listening for direction: a national
consultation on health services and policy issues. Ottawa: Canadian Health Services
Research Foundation.

Canadian Labour and Business Centre (2003) Physician Workforce in Canada: Literature
and Gap Analysis Final Report. Task Force Two. A Physician Human Resource Strategy
for Canada.

Cary, A. (2000). Data driven policy: the case for certification research. Policy, Politics &
Nursing Practice. 1(3), 165-171

(2003) Centre for Collaborative Health Professional Education: Annual Report 2003.
Memorial University of Newfoundland.
http://www.med.mun.ca/cchpe/resources/pubs/CCHPE_report2003.pdf

Chan B. (2002) From perceived surplus to perceived shortage: What happened to
Canada’s physician workforce in the 1990s? Ottawa: Canadian Institute for Health
Information.

Cobb SC (2003). Comparison of oncology nurse and physician use of the internet for
continuing education. The Journal of Continuing Education in Nursing. 34(4): 184-188.

College of Registered Nurses of Nova Scotia (2003). Entry — level competencies for
Registered Nurses DRAFT 2. College of Registered Nurses of Nova Scotia: Halifax, NS

Cullen P (1998). Delaware RN’s reasons for nonparticipation in continuing education.
The Journal of Continuing Education in Nursing. 29: 228-233.

Curran, Vernon. (2004), Interprofessional Education for Collaborative Patient-Centred
Practice: Research Synthesis Paper. Health Canada Online. http://www.hc-
sc.gc.ca/english/hhr/research_synthesis.html

Dallaire, C. & Normand, S. (2002). Changes and a few paradoxes: Some thoughts on the
health system personnel. Discussion paper No. 38. Commission on the Future of Health
Care in Canada. Ottawa, ON



81

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

D’Amour, Danielle and vy Oandasan (2004), Interprofessional Education for
Collaborative Patient-Centred Practice: an evolving framework. Health Canada Online.
http://www.hc-sc.gc.ca/english/hhr/chapter10.html

Daniels AS & Walter DA (2002) Current issues in continuing education for
contemporary behavioral health practice. Administration and Policy in Mental Health.
29(4/5): 359-376

Dion, Stephane (2003). The health component of the action plan for official languages: a
story of exemplary cooperation. Notes for an address by the Honourable Stephane Dion,
President of the Privy Council and Minister of Intergovernmental Affairs. May 23, 2003.

Drouin J & Rivet C (2003). Training medical students to communicate with a linguistic
minority group. Academic Medicine. 78(6): 599-604

Dyer, Jean A. (2003), Multidisciplinary, Interdisciplinary, and Transdisciplinary
Educational Models and Nursing Education. Nursing Education Perspectives, VVol.24,
No.4, 186-188.

Easterbrook M, Marshall G, Wilson R, Hodgetts G, Brown G, Pong R, Najgebauer R.
(1999) Rural background and clinical rural rotations during medical training: effect on
practice location. Canadian Medical Association Journal 160: 1159-1163.

Eggert, G.M., Zimmer, J.G., Hall, W.J. & Friedman, B. (1991). Case management: A
randomised controlled study comparing a neighbourhood team and a centralized
individual model. Health Services Research, 26 (4), 471-507.

Ehnfors, M., & Grobe, S. (2004). Nursing curriculum and continuing education: Future
directions. International Journal of Medical Informatics. 73(7-8), 591-598

Emerson, Tony (2004), Preparing placement supervisors for primary care: an
interprofessional perspective from the UK. Journal of Interprofessional Care. VVol.18
No.2, p.165-182

Samland, Sharon 2004) Environmental Scan Of Interdisciplinary Education. Halifax:
Nova Scotia Department of Health.

Epstein, 1., Kazanjian, A., & MacAulay, D. (2000). Health Professions Council
Registered Nurses shared scope of practice preliminary report. Report to the Government
of British Columbia Ministry of Health Planning March 2000. Retrieved at
http://www.healthplanning.gov.bc.ca/leg/hpc/review/part-i/scope-regnurse.html




82

~

MED-
EMERG

www.med-emerg com

Trends and Issues in Health Education

Estabrooks, C.A., Midodzi, W., Cummings, G., Ricker, K.L., & Giovannetti, P. (2005).
The Impact of hospital nursing characteristics on 30-day mortality. Nursing Research,
54(2), 74-84.

Eustace LW (2001). Mandatory continuing education: past, present and future trends and
issues. The Journal of Continuing Education in Nursing. 32(3): 133-137.

Expert Panel on Health Human Resources (2001). Shaping Ontario’s Physician
Workforce: Building Ontario’s Capacity to plan, educate, recruit and retain physicians to
meet health needs. Toronto: Ontario Ministry of Health and Long Term Care.

FCFA (2001). French language healthcare — Improving access to French language health
services. Study coordinated by the Federation des communatues francophones et
acadienne due Canada for the Consultative Committee for French-Speaking Minority
Communities.

Freeman., T. (2005) Assessing the Role of Formal and Informal Caregivers in the Current
Tertiary Health Care system, Factors influencing Care Role and Satisfaction with Care..
A Thesis submitted in conformity with the requirements for the Degree of Doctor of
Philosophy, University of Toronto. Toronto, Canada.

Flook, D. (2003). The professional nurse and regulation. Journal of Perianesthesia
Nursing. 18(3), 160-167

Fujitsu (2002) Health human resources supply and demand analysis. New Brunswick
Department of Health and Wellness.

Gilbert, John and Lesley Bainbridge (2003), University Elements of Interprofessional
Education. College of Health Disciplines, University of British Columbia.
http://www.health-
disciplines.ubc.ca/chd_site_files/publications/University%20Elements%200f%20Interpro
fessional%20Education.pdf

Gilbert John, and Lesley Bainbridge (2002), Interprofessional Education and
Collaboration: Theoretical Challenges, Practical Solutions. College of Health Disciplines,
University of British Columbia. http://www.health-
disciplines.ubc.ca/chd_site_files/publications/InterprofEduc&Collab.pdf

Goni S. (1999). An analysis of the effectiveness of Spanish primary health care teams.
Health Policy, 48, 107-117.



83

~

MED-
EMERG

www.med-emerg com

Trends and Issues in Health Education

Government of British Columbia (2002). Health Professions Council shared scope of
practice model working paper. Ministry of Health Planning. Retrieved at
http://www.healthplanning.gov.bc.ca/leg/hpc/review/shascope.html

Government of Nova Scotia. (2004). Health professions regulation: Proposal for
legislative change. Nova Scotia Department of Health. Halifax, March 2004.

Gray, B. (1989). Collaborating: Finding multiparty ground for multiparty problems.
Jossey Bass Publishers: San Fransisco, CA

Health Care Human Resource Sector Council (2004). Entry-level competencies for
Registered Nurses, Licensed Practical nurses, and Continuing Care Assistants in Nova
Scotia. Report prepared by Wayne Marsh & Gail Boone, March 2004. Halifax, NS

Health Council of Canada. (2005) Health Care Renewal in Canada: Accelerating Change.
Ottawa, Ontario

Health Human Resources Sector Council. (2003) A Study of Health Human Resources in
Nova Scotia 2003. Halifax NS.

Holcombe, R. (2003). Eliminating scope of practice and licensing laws to improve health
care. Journal of Medical Ethics. 31(2), 236-246

Hughes, S.L., Cummings, J., Weaver, F., Manheim, L., Brawn, B. & Conrad, K. (1992).
A randomised trial of the cost effectiveness of VA hospital-based home care for the
terminally ill. Health Services Research, 26 (6), 801-817.

Hughes, S.L., Weaver, F.M., Giobbe-Hurder, M.S. et al. (2000). Effectiveness of team-
managed home-based primary care; a randomised multicenter trial. JAMA 284, 2877-
2885.

Hutten-Czapski P (2001) The state of rural health care. Presentation to the Standing
Senate Committee on Social Affairs, Science and Technology. Society of Rural
Physicians of Canada.

(2004) Interprofessional Education for Collaborative Patient-Centred Practice: Call for
Proposals. Health Canada Online. http://www.hc-
sc.gc.ca/english/hhr/interprofessional/iecpcp cfp.html

(2003) Interprofessional Education for Collaborative Patient-Centred Practice. Health
Canada Online. http://www.hc-sc.gc.ca/english/hhr/interprofessional/




84

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

Irby, David M. & LuAnn Wilkerson (2003) Educational Innovations in Academic
Medicine and Environmental Trends. Journal of General Internal Medicine. 18: 370-376

Irvine Doran, D., Sidani, S., Keatings, M., & Doidge, D. (2002). An empirical test of the
nursing role effectiveness model. Journal of Advanced Nursing. 38(1), 29-39

Jackson, G., Gater, R., Goldberg, D., Tantam, D. Loftus, L. & Taylor, H. (1993). A new
community mental health team based in primary care: A description of the service and its
effect on service use in the first year. British Journal of Psychiatry, 162, 375-384.

Jansson, A., Isacsson, A. & Lindhom, L.H. (1992). Organization of health care teams and
the population’s contacts with primary care. Scandinavian Journal of Health Care, 10,
257-265.

Joel, L. (2002). Education for entry into nursing practice: Revisited for the 21* Century.
Online Journal of Issues in Nursing. 7(2) 8 -16

Joel, L. (2002). Reflections and projections on nursing. Nursing Administration

Quarterly. 26(5), 11-17

Jones, R.V.H. (1992). Teamworking in primary care: how do we know about it? Journal
of Interprofessional Care, Vol 6, p25-29.

Jones R, Korn D. (1997) On the cost of educating a medical student. Academic Medicine
72: 200-210.

Jong M, Beach D. (1997) NorFam - training residents for rural practice. Canadian
Journal of Rural Medicine. 2: 120.

Kalache, A. (1999), Active aging makes the difference. Bull WHO 77 (4). 299.

Lahey, W. & Currie, R. (2004). Regulatory and Medico-Legal Barriers to
Interdisciplinary Practice. Ottawa: Health Canada.

Larivaara, Pekka and Anja Taanila (2004), Towards interprofessional family-oriented
teamwork in primary services: the evaluation of an education program. Journal Of
Interprofessional Care. VVol.18 No.2, p.153-163

Long, K. (2003). Health professions education: A bridge to quality. Policy, Politics and
Nursing Practice. 4(4), 259-262




85

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

Long, K.A. (2001). A reality — oriented approach to interdisciplinary work. Journal of
Professional Nursing. 17(6), 278-282

Martin-Misener, Ruth and John McNab et al. (2004), Collaborative Practice in Health
Systems Change: The Nova Scotia Experience with the Strengthening Primary Care
Initiative. Nursing Leadership. VVol.17 No.2, p.33-46

McKendry R. (1999) Physicians for Ontario: Too Many? Too Few? Ontario Ministry of
Health and Long-Term Care, Toronto.

Menin S, Martinez Burrola N. (1986) The cost of problem-based learning vs. traditional
medical education. Medical Education. 20: 187-194.

Moloughney, B. (2004). The development of a draft set of public health workforce core
competencies. A report prepared for the F/P/T Public Health Human Resources Joint
Task Group. August 2004

Muller, Jessica and William B. Shore et al. (2001), What Did We Learn about
Interdisciplinary Collaboration in Institutions? Academic Medicine. VVol.76 No.4, April
Supplement s55-s60

Murray E, Jinks V, Modell M. (1995) Community-based medical education: Feasibility
and cost. Medical Education. 29: 66-71.

(July, 2003) Newfoundland and Labrador Health and Community Services Human
Resource Planning Steering Committee Final Report. Online.
http://www.nlhba.nf.ca/hr/documents/Final Report.pdf

Nursing Effectiveness, Utilization and Outcomes Research Unit. Final Report to
Canadian Health Services Research Foundation. http://www.hhr.utoronto.ca

Oandasan, Ivy and Danielle D’Amour et al. (2004), Executive Summary. Health Canada
Online. http://www.hc-sc.gc.ca/english/hhr/exec_summ.html

O’Brien-Pallas, L., Alksnis, C., Wang, S., Birch, S., Tomblin Murphy, G., Roy, F.A. &
Sajan, P. (2003). Early retirement among RNs: Estimating the size of the problem in
Canada. Longwoods Review. 1(4), 2 -9.

O’Brien-Pallas, L., Tomblin Murphy, G., Laschinger, H., White, S., Wang, S.,
McCulloch, C. (2004). Canadian Survey of Nurses From Three Occupational Groups,
Step 6, Building the Future. Step 6: An integrated strategy for nursing human resources in
Canada. Ottawa.




86

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

O’Brien-Pallas, L., Alksnis, C., Wang, S., Tomblin Murphy, G., & Meyer, R. (2003).
Trouble on the horizon: Nursing human resources in Ontario, Canada. International
Nursing Perspectives. 3(2), 85-94.

O’Brien-Pallas, L., Irvine Doran, D., Murray, M., Cockerill, R., Sidani, S., Laurie-Shaw,
B., & Lochhass Gerlach, J. (2002). Evaluation of a client care delivery model part 2:
Variability in client outcomes in community home nursing. Nursing Economics, 20(1),
13-21.

O’Brien-Pallas, L., Irvine Doran, D., Murray, M., Cockerill, R., Sidani, S., Laurie-Shaw,
B., & Lochhass Gerlach, J. (2001). Evaluation of a client care delivery model part 1:
Variability in nursing utilization in community home nursing. Nursing Economics, 19(6),
267-276.

O’Brien-Pallas, L., Thomson, D., McGillis Hall, L. Pink, G., Kerr, M., Wang, S., Li, X.,
& Meyer, R. (2003). Evidence based standards for measuring nurse staffing and
performance. Report for the Canadian Health Services Research Foundation. Toronto,
Ontario:, Nursing Effectiveness, Utilization and Outcomes Research Unit.

Official Languages Act — In Brief (1993) http://www.canadianheritage.gc.ca/progs/lo-
ol/legislation/EPO2.pdf

Pathman D, Steiner B, Jones B, Konrad T. (1999) Preparing and retaining rural
physicians through medical education. Academic Medicine. 74: 810-820.

Personal Communication, M. Pascal Robichaud — Senior Policy Advisor, Post Secondary
Affairs Branch, New Brunswick Department of Education. September 7, 2004.

Pesut, B. (2000). Leadership through interdisciplinary teams: A case study of an acute
pain service. Canadian Journal of Nursing Leadership. 13(4), 5-10

Pipas, Catherine F. et al. (2004) Collaborating to Integrate Curriculum in Primary Care
Medical Education: Successes and Challenges From Three U.S. Medical Schools. Family
Medicine. 36(January suppl)s126-s132.

Pruitt, S., and Epping-Jordan, J.E. (2005) Preparing the 21% century global healthcare
workforce. British Medical Journal. 330:637-639 (19 March)

Rabonowitz H, Paynter N. (2000) The role of the medical school in rural graduate
medical education: pipeline or control valve? Journal of Rural Health. 16:249-253.




87

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

Ray, M. (1998). Shared borders: Achieving the goals of interdisciplinary patient care.
American Journal of Health — System Pharmacy. 55(13), 1369-1374

Rice, A. (2000). Interdisciplinary collaboration in health care: Education, practice and
research. National Academic Practice Forum 2(1), 59-73

Richardson G, Maynard A, Cullum N, Kindig D. (1998) Skill mix changes: substitution
or service development. Health Policy. 45: 119-132.

Rolfe I, Pearson S, O’Connell D. (1995) Finding solutions to the rural doctor shortage:
the roles of selection versus undergraduate medical education at Newcastle. Australia
and New Zealand Journal of Medicine. 25: 512-517.

Romanow RJ, Commissioner (2002) Building on Values: The Future of Health Care in
Canada-Final Report. Ottawa: Canadian Government Printing.

Ross, F., Rink, E. & Furne, A. (2000). Integration or pragmatic coalition? An evaluation
of nursing teams in primary care. Journal of Interprofessional Care, 14 (3), 259-267.

Samet, J.H., Larson, M., Horton N, J. et al. (2003). Linking alcohol- and drug-dependent
adults to primary medical care: a randomised controlled trial of a multi-disciplinary
health intervention in a detoxification unit. Addiction, 98, 509-516.

Sharma, V.K., Wilkinson, G., Dowrick C. et al. (2001). Developing mental health
services in a primary care setting: Liverpool Primary Care Mental Health Project. Inter J

Soc Psychiatry, 47, 16-29.

Solberg, Leif I., Fischer, L. R., Wei, F. etal. (2001). A CQI intervention to change the
care of depression: A controlled Study. Effective Clinical Practice, 4, 239-249.

Sommers, L.S., Marton, K.I., Barbaccia, J.C. & Randolph, J. (2000). Physician, nurse and
social worker collaboration in primary care for chronically ill seniors. Archives of
Internal Medicine, 160, 1825-1833.

Standing Senate committee on Social Affairs, Science and Technology (2002). Report on
the document entitled: Sante en francais — pour un meilleur acces a des services de sante
en francais.

Standing Senate Committee on Social Affairs, Science and Technology (2002). The
Health of Canadians - The Federal Role. Ottawa: The Senate.




88

u - MED-
E EMERG

wwramed-emerg.oom

Trends and Issues in Health Education

Steele, David et al (2001) What Did We Learn about Student and Faculty “Backlash” to
the Interdisciplinary Generalist Curriculum Project? Academic Medicine 76 (4 suppl)s61-
S67.

Stevens Barnum, B. (1997). Licensure, certification and accreditation. Online Journal of
Issues in Nursing. August 1997. Retrieved at:
http://www.nursingwrld.org/ojin/tpc4/tpcd_2.htm

Strasser R, Rourke J, Anwar I, Naidoo N, Rabinowitz H, McLeod J, Newberry P. Policy
on training for rural practice. World Organisation of Family Doctors (WONCA).

Szarek, John, Patricia Kelly and Jessica Muller (2001), What Did We Learn about the
Impact on University-based Faculty? Academic Medicine. VVol.76 No.4, April
Supplement s72-s77

Tomblin Murphy, G., & O’Brien-Pallas, L. (2002). How do health human resources
policies and practices inhibit change? A plan for the future. Discussion Paper No. 30.
Commission on the Future of Health Care in Canada. Ottawa, ON

Unutzer, J, Katon, W.K., Callahan, C.M. et al. (2002). Collaborative care management of
late-life depression in the primary care setting: a randomised controlled trial. JAMA, 288,
2836-2845.

Wetmore S, Stewart M. (2001) Is there a link between confidence in procedural skills and
choice of practice location? Canadian Journal of Rural Medicine. 6: 189-194.

Whittaker, S., Carson, W., & Smolenski, M. (2000). Assuring continued competence —
policy questions and approaches: How should the profession respond? Online Journal of
Issues in Nursing June 2000. Retrieved at
http://www.nursingworld.org/ojin/topic10/tpc10_4.htm

Winskill, R. (2000). Is competency based training / education useful for workplace
training? Contemporary Nurse. 9(2), 115-119

Zwarenstein et al. 2001. Interprofessional education: Effects on professional practice and
health care outcomes. The Cochrane Library 3. Oxford: Update software.




u - MED-
E EMERG

wwramed-emerg.oom

89

Trends and Issues in Health Education
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Appendix 2: List of Stakeholders
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Brunswick

Dr. Katherine Bigsby, PEI Medical Society
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Nouveau-Brunswick (francophone) / Training and Employment Development
Dr. Harold Cook, Dean, Faculty of Medicine, Dalhousie University

Mr. Richard Corey, Executive Director, New Brunswick Community College
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Dr. Kim Critchley, Dean, School of Nursing, University of Prince Edward
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New Brunswick Department of Health and Wellness
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Appendix 3: Stakeholder Questions

Interprofessional Education
It has been suggested the involvement of interdisciplinary primary health care teams
requires more interprofessional education. Based on an environmental scan conducted on
behalf of Health Canada, the following are possible policy initiatives to promote
interprofessional education (IPE):
I. Restructure an envelope of funding for professional education
o Tie it to conditions such as:
= Must apply across faculty jurisdictions
= Housed in a central, neutral unit
= Evidence of support from deans and chairs
= Must generate collaborative competencies
I1. Restructure faculty reward system to include recognition of interdisciplinary
scholarship
I11. Fund the inclusion of IPE in accreditation standards/criteria
IV. Direct profession regulatory bodies to include collaborative competencies in
their core competencies

1. Which of these initiatives would you consider implementing or supporting?

2. What magnitude of impact might these initiatives have on the quantity and
quality of health outcomes (e.g. improved access to care, increased provider
satisfaction, decreased hospitalization)?

3. Are there other policy initiatives that might be effective in promoting quantity
and quality of health outcomes?

Trends in Education and Training Programs
1. What processes are used to determine length, method and content of health
education and training programs?
2. What factors are considered in determining these processes?

Recruitment and Retention

1. What are strategies in recruiting and retaining students in health
education/training programs?

2. What are strategies for recruitment and retention of students from diverse
communities?

3. What are strategies in recruiting and retaining faculty in health
education/training programs?

4. Are these strategies working?
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Education for Underserved, Rural And Remote Populations
1. What education and other policies are used to address problems of access in
underserved, rural and remote populations?
2. How do Departments of Health and Education work together to plan
education/training programs for underserved, rural and remote populations?

French Language Health Education and Training
1. What strategies/policies do you have in place to increase the number of
available health education and training seats for francophones?
2. What recruitment and retention strategies do you have in place for students in
French language health education and training programs?

Formal Continuing Education
1. What is the need for continuing education?
2. Whose mandate is it to offer continuing education and training programs?
3. What are the funding bodies for continuing education?
4. What are the goals and objectives of continuing education?

Certification, Licensure and Scope of Practice
1. Do you believe it is important to achieve a competency based approach in
educational programs?
2. What are the pros and cons of using a competency based framework?
3. How should Departments of Health and Education respond to pressures for
changing scopes of practice?
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Education interprofessionnelle
On a laissé entendre que I’intervention d’équipes interdisciplinaires de soins primaires
nécessite plus d’éducation interprofessionnelle. D apres une analyse de la conjoncture
effectuée au nom de Santé Canada, différentes orientations stratégiques peuvent étre
prises pour promouvoir I’éducation interprofessionnelle :
I.  Restructuration d’une enveloppe budgétaire pour I’éducation professionnelle
o L’assortir de conditions, par exemple :
= S’applique aux différentes facultés, indépendamment de leurs
compétences
= Administrée dans un service central et neutre
= Bénéficie de I’appui des doyens et des détenteurs de chaires
= Doit générer des compétences de collaboration
I1. Restructuration du systeme de récompense des facultés pour y inclure I’octroi
de bourses interdisciplinaires
I11. Ajout de I’éducation interprofessionnelle aux normes d’accréditation/criteres
IV. Encouragement des organismes de normalisation des professions a inclure les
compétences de collaboration dans les compétences de base.

1. Lesquelles de ces mesures envisageriez-vous de mettre en ceuvre ou
d’appuyer?

2. Quelle est I’'importance des répercussions de ces mesures sur la quantité et la
qualité des résultats en santé (p. ex. : meilleur accés aux soins, satisfaction
accrue des fournisseurs de services, diminution des hospitalisations)?

3. Y a-t-il d’autres orientations stratégiques qui pourraient s’avérer efficaces
pour promouvoir la quantite et la qualité des resultats dans le domaine de la
santé?

Tendances dans les programmes d’études et de formation
1. Quels sont les procédes utilisés pour déterminer la durée, les méthodes et le
contenu des programmes d’études et de formation en santé?
2. Quels facteurs sont considérés pour déterminer ces procédes?

Recrutement et conservation

1. Quelles sont les stratégies de recrutement et de maintien aux études dans les
programmes d’études et de formation en santé?

2. Quelles sont les stratégies de recrutement et de maintien aux études des
étudiants provenant des diverses communautes?

3. Quelles sont les stratégies de recrutement et de maintien en poste des
professeurs dans les programmes d’études et de formation en santé?

4. Ces stratégies fonctionnent-elles?
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Education pour les populations rurales, éloignées et mal desservies

1.

Quelles politiques en matiére d’éducation ou autres invoque-t-on pour
résoudre le probleme de I’acces pour les populations des régions rurales,
éloignées ou mal desservies?

Comment les ministéres de la Santé et de I’Education peuvent-ils travailler de
concert pour planifier des programmes d’études et de formation s’adressant
aux populations rurales, éloignées et mal desservies?

Education et formation en francais dans le domaine de la santé

1.

2.

Quelles sont les stratégies et les politiques mises en place pour augmenter le
nombre de places pour les étudiants francophones dans les programmes
d’éducation et de formation en santé?

Quelles sont les stratégies de recrutement et de maintien aux études mises en
place pour les étudiants des programmes d’études et formation en francais?

Education continue

1.
2.

3.
4.

Quels sont les besoins en éducation continue?

A qui revient le mandat d’offrir des programmes d’éducation et de formation
continue?

Quels sont les organismes pourvoyeurs en éducation continue?

Quels sont les buts et les objectifs en éducation continue?

Certification, licence et champ de pratique

1.

2.

Croyez-vous a I’importance d’une approche axée sur les compétences dans les
programmes d’études?

Quels sont les pour et les contre de I’utilisation d’un cadre de travail axé sur
les compétences?

Comment les ministéres de la Santé et de I’Education devraient-ils réagir aux
pressions exercées pour modifier les champs de pratique?
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Appendix 4: Project Coordinator’s Cover Letter

Dear

Earlier this year, your organization was appraised that the Atlantic Departments of Health
and Education agreed to jointly manage the Atlantic Health Education Training Planning
Study (AHETPS). This study, which builds on recently completed provincial health
workforce profiles, is designed to provide decision- makers with information at a regional
level to permit the assessment of various health education policy alternatives.

The attached letter is being circulated by Med-Emerg International Inc (MEII) as primary
contractor for AHETPS. The Atlantic Health Human Resources Association and MEII
are requesting your assistance in providing information that will be incorporated into the
study’s recommendations for managing health program capacities to meet the anticipated
needs of Atlantic Canada.

The AHETPS Executive Steering Committee recognizes the importance of previous
contributions to provincial health workforce studies (Phase I) and appreciates your
continued support in responding to this request to assist in the completion of this
important study.

Should you wish further information regarding the objectives and scope of the study, you
are encouraged to contact the AHETPS Project Coordinator, Glenn Davis, at (902) 424-
7606 or via email at gdavis@cap-cpma.ca.

Y

< :
Glenn Davis, Project Coordinator
For

Susan MacKenzie/Susan Graham
Co-Chairs AHETPS Steering Committe
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Chére madame, cher monsieur,

Un peu plus tot cette année, votre organisation a été informée que le Département
Atlantique de Santé et Education a accepté de gérer conjointement la “Atlantic Health
Education Training Planning Study » (AHETPS). Cette étude, qui s’appuie sur des
profils provinciaux récents sur la main d’ceuvre en soins de santé, est congue pour fournir
de I’information de niveau régional aux décisionnaires afin de leur permettre I’évaluation
de diverses politiques alternatives d’éducation en soins de santé.

La lettre ci-jointe est envoyee par Med-Emerg International Inc (MEII) en tant que
contractant principal pour la AHETPS. L’Association Atlantique des Ressources
Humaines en Santé et MEII vous demandent votre collaboration pour recueillir
I’information qui sera incorporée aux recommandations de cette étude afin de gérer les
capacités du programme de santé et rencontrer les attentes de Canada Atlantique au
niveau des besoins.

Le Comité Exécutif de Coordination de la AHETPS reconnait I’importance des
contributions précédentes aux études sur la main d’ceuvre en santé (Phase 1) et apprécie
votre appui continu en réponse a cette demande d’aide dans I’élaboration de cette étude
importante.

Si vous avez besoin de plus d’information concernant les objectifs et la portée de cette
étude, n’hésitez pas a contacter le Coordonnateur du Projet AHETPS, M. Glenn Davis, au
(902) 424-7606 ou par courriel a gdavis@cap-cpma.ca.

c |

Glenn Davis, Coordonnateur de Projet

pour

Susan MacKenzie/Susan Graham

Membres du Comité Exécutif de Coordination de la AHETPS
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Appendix 5: Letter to Stakeholders

Dear

Med-Emerg International Inc. was contracted by the Atlantic Health Human Resources
Association (AHHRA) on behalf of Atlantic provincial governments to a complete an
assessment of regional health human resources by March 31, 2005. The Atlantic Health
Education-Training Planning Study (AHETPS) will forecast future supply of and demand
for specified health care occupations at an Atlantic level and assess the implications for
the corresponding education/training programs. AHETPS is the second phase of a
regional cooperation initiative of the Departments of Health and Education. AHETPS
will build on primary data collection conducted during the provincial health workforce
studies.

The primary objective of AHETPS is to develop a regional health workforce forecasting
and education planning tool that can be used to ensure that Atlantic Canada can provide
the appropriate mix and quantity of health care providers when needed. It is anticipated
that during the study, issues will be identified that impact the supply of and demand for
education and training programs to prepare new graduates to meet the changing
requirements for health care delivery.

You have been identified as a key stakeholder who can assist us in identifying and
understanding the issues that will affect the education and training of health sector
graduates. Med-Emerg invites your assistance in offering your expertise on the issues in
the attachment to this letter.

Dr. Rob Alder (Project Manager), Dr. Gail Tomblin Murphy (Consultant, Dalhousie
University), Dr. Linda O’Brien-Pallas (Consultant, University of Toronto) and | will be
the members of the team that will be involved in the consultation process. The
consultation process will involve a one and a half to two hour teleconference with you (if
you agree to participate) and three of the four individuals listed above. During this
teleconference, we hope to focus on three or four of the attached topics that you are
comfortable addressing.

Your involvement will serve to enhance the relevance and value of the findings of this
work. Through this process the issues impacting health education and training programs
in Atlantic Canada will be examined and the implications for the management of health
education programs will be analyzed.

I will be contacting your office shortly to determine your availability to participate and to
coordinate a teleconference to take place during the last two weeks of October. At this
time, if you are able to participate, please indicate which of the topics you would like to
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discuss during our meeting. Should you have any questions please contact me at the
numbers or addresses below. Your cooperation in providing information that will
enhance the value of this study is greatly appreciated.

Sincerely,

Shoba Ranganathan

Med-Emerg International

Project Coordinator

Atlantic Health Education Training Planning Study
P: 902-765-3980

F: 902-765-2581

Email: sranganathan@med-emerg.com
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M.,

Med-Emerg International Inc. a été mandatée par I’ Atlantic Health Human Resources
Association (AHHRA), au nom des gouvernements provinciaux de I’ Atlantique, pour
effectuer une évaluation des ressources humaines régionales en santé d’ici le

31 mars 2005. L’Atlantic Health Education Training Planning Study (AHETPS) pourra
ainsi prévoir I’offre et la demande futures au niveau des métiers spécialisés en santé pour
la région atlantique et ainsi mieux en évaluer les répercussions sur les programmes
correspondants d’études et de formation. L’ AHETPS représente la deuxiéme phase d’une
mesure de coopération régionale des ministéres de la Santé et de I’Education. L’AHETPS
s’appuiera sur une premiére base de données recueillies lors des études sur la
main-d’ceuvre provinciale en sante.

Le but premier de I’AHETPS est de mettre au point un outil de planification permettant
de prévoir les besoins d’éducation et de main-d’ceuvre en santé dans la région afin de
s’assurer que les provinces de I’ Atlantique peuvent fournir un ensemble, tant quantitatif
que qualitatif, de fournisseurs de services de santé pour répondre a la demande. Il est a
prévoir que dans le courant de cette étude, certains points seront souleves concernant
I’offre et la demande de programmes d’éducation et de formation pour préparer les
nouveaux dipldmes a répondre aux exigences changeantes dans la fourniture des soins de
santé.

Vous avez été désigné comme un partenaire-clé pouvant nous aider a cerner et a
comprendre les enjeux et les obstacles qui pourront affecter I’éducation et la formation
des dipldmés du secteur de la santé. Med-Emerg vous invite a collaborer avec elle en
offrant votre expertise sur les sujets abordés dans la piece jointe a cette lettre.

Nous avons contracte Mme Aldéa Landry pour conduire la consultation en francais avec
vous. Cette consultation, qui ne devrait pas durer plus d’une heure et demie, portera sur
trois ou quatre des sujets ci-joints selon votre convenance.

Votre participation servira a augmenter la pertinence et la valeur des résultats de ce
travail. Dans ce processus, les points ayant une incidence sur les programmes d’études et
de formation en santé au Canada atlantique seront examinés et les répercussions pour la
gestion des programmes d’études en santé seront également analysées.

Si possible, nous aimerions vous consulter, en méme temps. Mme. Aldéa Landry
contactera votre bureau sous peu pour déterminer votre disponibilité. Actuellement, si
vous décidez de participer, voudriez-vous nous indiquer quels sont les sujets que vous
désirez aborder lors de cette entrevue. Si vous avez des questions, n’hésitez pas a
communiquer avec moi ou Mme. Landry aux coordonnées ci-dessous. Nous vous savons
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gré de votre collaboration et de I’information que vous nous fournirez, qui augmentera la
pertinence de cette étude.

Recevez, Monsieur, I’expression de mes sentiments les meilleurs.

Shoba Ranganathan

Med-Emerg International

Coordonnatrice du projet

Atlantic Health Education Training Planning Study
Téléphone : (902) 765-3980

Fax : (902) 765-2581

Courriel : sranganathan@med-emerg.com

Aldéa Landry

Landal Inc.

Téléphone : (506) 861- 6350

Fax : (506) 855 -1646

Courriel : alandry@Ilandalinc.com




