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1. SUMMARY

To date, much of the research and initiatives developed within Canada to address rurd hedth human
resource issues have been regiond and profession-specific, and lacking in cohesion at both the nationa
and multiprofessond levels. For these reasons, the Canadian Medical Association (CMA), Canadian
Nurses Association (CNA), the Society of Rura Physicians of Canada (SRPC), and the Canadian
Pharmacists Association (CPhA) formed a partnership to develop anationa healthcare planning tool.
The outcome of this collaboration was a nationa, multistakeholder framework/index of rurdity (plesse
see Appendix |) — atool that could be used for healthcare planning purposes as well as ameans for
recruiting and retaining health care providersto rura and remote communities. It could aso help to
improve the hedth status of rural and remote populations by enabling communities to compare
themsdlves to other communities and to more easily identify barriersto achieving a sustaingble
hedlthcare workforce.

The various project activities undertaken to develop the index -- the nationa survey in particular — aso
generated other resources that would be very beneficia to government, policy-makers and rura
communities. Thisincludes dataon rurd hedth care professonds satisfaction with a broad range of
persona and professiond issues, aswell as community retention predictors based on feedback from
rurd and remote health care providers.

This project focused primarily on hesalth services as one of the determinants of health within the
population hedth moddl. Mgor activities for this project included an internationa scan on hedth human
resources, a national survey on rura hedth practice in Canada, and cross- Canada focus groups with
atizensliving in rurd and remote communities.

2. BACKGROUND

The poor hedth status of rural and remote populations compared with their urban counterparts, as well
as the challenges they encounter in accessing hedlth services, have been well researched. Unfortunately,
these health inequities are exacerbated by the difficulties that rurd and remote communities experiencein
retaining and recruiting hedlth care providers. The need to address hedth care workforce issues is
therefore a critical component in helping to amdiorate the hedlth status of rural and remote populations.

Whileliving and working in rurd or remote communitiesis very stisfying for many hedth care
professonds, they often face abroad range of chdlenges. These include breadth of practice, long
working hours, geographic isolation, lack of professiona back-up, and limited access to specidist
sarvices. These factors influence not only the recruitment and retention of hedthcare professiondss, but
a0 access to and the qudlity of care received by those who live in rura and remote aress.

3. PROJECT GOALS
The ultimate goa of the collaboration between the CMA, CNA, SRPC and the CPhA was to develop
anationa, multistakeholder framework/index of ruraity — atool that could be used for hedthcare
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planning purposes as well as ameans for recruiting and retaining health care providersto rurd and
remote communities. It could dso help to improve the hedlth status of rurd and remote populations by
enabling communities to compare themsalves to other communities and to more easlly identify barriers
to achieving a sugtainable hedlthcare workforce.

The project partners dso sought to ensure that this tool reflected input from a variety of hedth care
providers, members of rurad and remote communities, and government/district or regiona hedth boards.

4. ACTIVITIES

All of the project components that were outlined in the origina project proposa were implemented and
are described in the sections that follow. The on-going project involvement of rurd and remote
communities, aswell asrurd health care providers and other stakeholders, is aso explained here.

4.1  Environmental Scan on Health Human Resour ces

The objective of this activity was to collect information on, and analyze, health human resources policies,
programs and tools within Canada and internationaly. This environmenta scan was carried out using a
questionnaire tool that was sent in four protocols to 61 nationa and international governments and
organizations. The questionnaire included questions on:

definitions of “rurd”, “remote’, “nonturban”, “urban”, “northern”;

geographic didtribution of health care providers,

research addressing health human resource issues;

programs and initiatives planned or implemented; and

persond /family/professond issues affecting hedthcare professonas in non-urban areas.

Feedback to the scan and areview of the materias provided by respondents reveded that there are no
universally-accepted definitions or methodologies for determining whether a community is“rurd” or
“remote’, or for determining relative degrees of rurdity between communities. In some cases, such asin
Canada, varied gpproaches occur among jurisdictions.

There is agreement, however, that the recruitment and retention of health care professonals continues to
be agloba problem. A number of recruitment and retention initiatives have been put into action. Some
effort has been made to move beyond financia incentives and to devise plans that address the persond
aswdl as professond lives of hedth care professonas, however, many of these initiatives tend to focus
on physicians only.

Littleis known about the conditions of rurd nuraing practice including work satisfaction, educationd
needs and retention factors. While Canada has a Sizable rurd and northern population, the mgority of
rural nursing research and literature comes from the United States and Audtrdia For anurseto practice
inarurd setting in any country, however, wide clinica experience and flexibility to care for avariety of
patients are key. In Canada, attempts have been made to encourage careersin rura nursing through
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mentoring and preceptoring strategies, as well as through assistance with nursing education on the
undergtanding thet they will return to the rurd community upon graduation.

Whileit is suspected that rural and remote communities also face chalenges with the recruitment and
retention of pharmacig, this phenomenon is, unfortunatdy, not well documented.

Some initiatives to encourage rura practice are amed specificdly a students. There is some evidence
that students from rura backgrounds are more likely to go into rura practice; therefore, Australian and
Canadian programs have been devel oped to attract rurd high school studentsinto medicine. Similarly,
as early exposure to rura practice during undergraduate education is dso believed to help develop an
interest in rurd practice, many medical and nurang schools now provide such opportunities to their
students. Scholarship and bursary programs are dso common, whereby medica and nursing students
are offered financia support in exchange for the students agreeing to practice in pre-designated under-
served areas for aperiod of time after graduation.

Hedthcare planning, and the factors that define acommunity asrurd, are complex issues. Feedback to
the scan and the supporting literature reinforce the need for a framework/index of rurdity to include
some measure of the unique characterigtics and factors that make an arearura from a hedthcare
perspective. For example, distance to referrd centres, high levels of on-cdl, and the absence of
equipment and services should dl be included in determining relative “rurdness’. Recognizing the
professond and persond issues that influence the recruitment and retention of hedlthcare professonals,
and understanding that the concept of rura is not as Smple as measuring population dengty, are critica
when creating programs or policiesto ded with these issues.

A full report on feedback from the scan is attached as Appendix I1.
4.2  National Survey on Rural Health Practice in Canada, 2001

4.2.1 Introduction

The nationd survey of nurses, physicians, and pharmacistiswas carried out inthefdl of 2001. The primary
objective of the survey wasto seek input to the factorsthat best defineacommunity asrurd or remotefrom
a hedlthcare perspective. This feedback was used to develop the multistakeholder framework/index.

The survey instrument was designed by the Project Steering Committee, with input from arange of rurd
hedlth care providers. The survey aso sought to:

determine, from the perspective of hedth care professonasin rurd or remote communities, the
most important characterigticsin defining rura practice;

assess the full range and characteritics of hedth care communitiesin rural Canada;

and determine nurses, pharmacists and physicians satisfaction with their persond and
professond livesin rurd and remote communities.

3
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A copy of Survey on Rura Hedth Practice in Canada, 2001 is attached as Appendix I11.

4.2.2 Survey Methodology

A modified Dillman gpproach was used to conduct the 8-page survey. The survey was mailed on
October 10, 2001 to avaid sample of 1974 physicians, 722 registered nurses, 1024 licensed practica
nurses, and 2524 pharmacists working in rural and remote communities across Canada. For sampling
purposes, where possible, rura communities were defined as being outside a census metropolitan area
or acensus agglomeration. If thisinformation was not available, then rural communities were
determined using the Canada Post proxy of the second digit of the postal code equaling zero. The
mailing lists were obtained through the project’ s partner organizations as well as other organizations.

The Ordre desinfirmieres et infirmiers auxiliaires du Québec did not participate and thus results for
nurses do not reflect the opinions and situations in the province of Quebec. Aswadll, it was not possible
to include New Brunswick pharmacists or registered nurses in the sample.

The anonymous survey was followed up 2 weeks after the initid mailing with areminder card sent to the
full sample. Six weeks after the initid mailing a second reminder was sent, again to the full sample, dong
with a second copy of the survey.

NCS Canada Limited was retained to perform the key punching of responses, however, the results
were compiled and analyzed a the CMA — the project secretariat.

Nondemographic questions within the survey covered topic areas such as. satisfaction with rura
practice; types of services provided in the community; success in recruitment and retention; defining a
rura/remote community; and telehedlth.

The question on defining a rurd/remote community was akey component in the development of the
index of rurdity. Survey respondents were asked to select 5 of 16 predetermined factors that were
maost important in defining acommunity as rurd/remote from a healthcar e per spective. They were
not, however, asked to rank the 5 factors. Respondents were dso invited to suggest additiond factors
not included in thelig.

4.2.3 Survey Resultsand Interpretation

The survey yielded atota response rate of 47% (n=2962). The response rates by professon were
45% for physicians (n= 887); 72% for registered nurses and nurse practitioners (n= 521); 52% for
licensed practica nurses/registered practical nurses and nurse assistants (n= 535); and 40% for
pharmacists (n= 1019).
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With the exception of under-representation among Quebec physicians, the respondent group was very
representative of both the sample and the universe in terms of age, sex, region and FP/specidigt plit (in
the case of physicians).

4.2.3.1 Demogr aphic Profile

The average age of workersin each professond group was very smilar, but physicians were the oldest
a 48 years. The average age of nurses was 46 and for pharmacistsit was 45. Physcianswere
predominantly mae (71%), nurses dmost exclusively femade (96%), and pharmacists the most balanced
with 55% mae and 45% female.

Rurd pharmacists were mogt likely to live in communities of less than 2000 people (38%) compared
with nurses (29%) or physicians (21%). Over two thirds (66.9%) of al hedth care professionals polled
live a least 100 kilometres from a centre of 100,000 or more with little difference among the provider
categories.

Almogt al (96%) rurd nurses and pharmacists graduated from a Canadian program; this number was
much less (74%) for physcians.

4.2.3.2 Sdlected Findings

While responses to section 4 of the survey — “What Defines A Community as Rurd/Remote?” — was
the foundation for the development of the framework/index, feedback to other parts of the nationa
survey aso yielded important and useful information on avariety of other, relevant topics. These
selected findings are presented within Appendix IV of this report and cover the following issues:

persona and professional satisfaction with rurd practice;

hedlthcare services provided in rurd communities,

telehedth; and

retention predictors for hedlth care professonds in rura/remote communities.

A more detailed andysis of feedback to the “ Defining Rura/Remote’ section of the survey, including
factor ranking by professond group, isaso included.

4.3  Development of the Framewor k/I ndex

4.3.1 Introduction

The multistakeholder framework/index of rurdity expanded on the national framework of rurality
previoudy developed by the CMA in 1999 with funding from Hedth Canada (please see Appendix V).
The origind, nationa framework was based on the perspective of polled rura physicians asto what

factors most define a community asrurd. The scope of the framework, however, was limited to the
medica profession. It was believed that the framework would be strengthened if the perspective of

other rura hedlth care providers could be incorporated.
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The 2001 CMA, CNA, SRPC, and CPhA study reflectsinput from members of the community, health
care planners, physicians, nurses and other hedlthcare providers such as pharmacists. Thisinput was
sought via a nationd survey and through a series of focus groupsin rurd communities across the country
aswell as consultation with representatives from a variety of professona organizations and didtrict or
regiond hedth boards. The usefulness of the framework/index as a heath human resource planning tool
was assessed with the assstance of avariety of hedth professonds and community leeders.

4.3.2 Methodology

The national, multistakeholder framework/index of rurdity was developed on the basis of responsesto
one particular question in the 2001 rura survey. More specificaly, survey respondents —who
represented arange of professiona groups — were asked to select 5 factors (from atotal of 16) that
they believed were most important in defining a community as rura/remote from a hedthcare
perspective. The number of mentions for each of these 16 factors was then compiled by professond
group. Next, each factor was assigned aweight based on the number of mentionsiit received.

4.3.3 Overall Ranking of Factorsin Defining a Community as Rural/Remote from a
Healthcar e Per spective

The andyds of the 16 factors that may define a community as rurd/remote from a hedth care

perspective is based on the relative number of mentions by each professona group. Each respondent

was asked to salect 5 factors, in no particular order. Any reference to placement or ranking in the

andysisis based drictly on the aggregate number of mentions. Table 1 below outlines the differences

and amilarities in the ranking of the factors between the professond groups.

The number of responses from nurse practitioners and advanced practice nurses was too smal to
andyze separately. Responses from these practitioners have been included with those of registered
nurses. The term “licensed practica nurses’ adso denotes registered practical nurses (asthisis what
they aretitled in Ontario), but also includes nurse assstants for the purposes of this report.

All practitioner groups chose “long distance to a secondary referrd centre” often enough among their 5
factorsto have it place either first or second. “Barriers (geography/wesather/roads) to timely accessto
hedlthcare services’ aso placed among the top 5 as did “inability to provide services such as obstetrics,
anesthesa and surgery.”

Both the MD and RN list included “long distance to tertiary referrd centre” within the 5 most frequently
mentioned factors. Only in the physician list did “high on-cdl responshilities’ place within the top 5.
The other professona groups considered “insufficient hedth care providers’ as amore important factor
than did physicians and included it often enough to fall inthetop 5. In fact, pharmacists mentioned it
more often than any other factor. LPNs and pharmacists placed “ difficulty in obtaining locums’ in the
5™ position.
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All MDs RNs | LPNs | Phams

Factor n=2993 | N=887 | n=500 | n=535 | n=1019
Factor rank (1=most mentions)

Long distance to a secondary referra centre 1 1 2 1 2
Barriers (geography/westher/roads) 2 2 1 4 3
Insufficient hedlth care providers 3 6 4 3 1
Inability to provide obst, gen surg, anesthesia, etc. 4 5 5 2 4
Long distance to atertiary referrd centre 5 3 3 7 9
High leve of on-cdl responghbilities 6 4 7 9 7
Difficulty in obtaining locums 7 9 8 5 5
Lack of equipment such as x-rays, lab 8 7 11 10 6
L imited/non-existent public transportation 9 10 6 8 8
Sparsely populated catchment area 10 8 10 15 10
High turnover rate of hedthcare providers 11 11 14 10 11
Limited or restricted ambulance service 12 12 9 14 12
Lack of capacity to utilize equipment 13 14 13 6 13
Insufficient continuous professona devel opment 14 13 11 12 14
Lack of access to telecommunication 15 15 15 13 15
Limited opportunity for sabbaticals 16 15 16 16 16

Note: Rankings will repeat when number of mentions are identical.

There was strong sSmilarity between physicians and registered nursesin terms of what factors were

mentioned most often as defining arura community. Of the top 5, the only difference was the
placement of “high on-call responsihilities’ — fourth for physicians, but seventh for nurses.
Proportionately, there were twice as many mentions of this factor among physicians (11% of al
mentions) as there were among the registered nurses (4%). The other nonphysician groups, especialy
licensed practica nurses, did not consider on-cdl responghilities as strong afactor in defining a
community as rurd/remote as did the physicians. Like RNs, pharmacists placed it seventh while it

placed ninth onthe LPN lis.

The factors chosen by LPNs gppeared to dign more closely with those chosen by pharmacists than

those chosen by RNs, dthough thisis not based on any scientific andysis. Both LPNs and pharmacists

conddered “difficulty in obtaining alocum” to be a strong defining factor with sufficient mentionsto

placeit fifth, whereas for physicians and nursesit placed ninth and eighth, respectively. These 2 groups
did not see “distance to atertiary centre’ as particularly relevant in defining a community as
rurd/remote; it ranked severth and ninth compared with physicians and nurses where, in both cases, it

placed third.
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There was strong smilarity among dl the professiond groups as to the 10 most frequently mentioned
factors (athough not identical rankings). One exception was RNs, where “lack of equipment” did not
make the top 10 (it placed deventh) athough “limited/restricted ambulance service’ did. The only other
exception occurred among LPNs where “ sparsaly populated catchment ared’ rated only fifteenth, but
“lack of capacity to utilize equipment” placed sixth.

Please refer to Appendix IV for detailed andyses by individua professona group, and also see
Appendix IV, Table 2, for the ranking and analysis of the framework/index factors by region.

4.3.4 Calculating the Factor Weighting System

The survey question on defining rura/remote listed 16 factors and asked respondents to select only the

top 5 they believed were most important in defining a community as rurd/remote. The 10 factors that

received the most mentions recelved close to 80% of al mentions, regardless of the professond group.
For this reason, only these 10 factors were used in the framework/index.

Factor weightings were assigned separately for each professiona group. Each of the 10 factors was
assigned these weights based on the number of mentionsiit recelved relative to the tota number of
mentions for dl ten factors combined. The factor “long distance to secondary referrd centre’, for
example, received 557 mentions from physicians. This represented 15.4% of al the physician mentions
of thetop 10 factors. The percent distributions were converted to aweight by dividing by 100;
therefore, the physician weight for thisfactor was 0.15. The combined weights for al 10 factors sum to
1.0. Please refer to the tables below.

Table 2: Factor Ranks of Top Ten Factors (based on all respondents combined)

Al | MDs | RNs | LPNs | Pharm |

Factor Number of top 10 mentions

Long distance to a secondary referra centre 1713 557 273 329 554
Barriers (geography/wesather/roads) 1568 491 330 254 493
Insufficient hedlth care providers 1396 302 241 268 585
Inability to provide obst, gen surg, anesthesia, etc. 1264 336 216 275 437
Long distance to atertiary referrd centre 1107 463 248 148 248
High leve of on-cdl responghilities 1072 449 174 143 306
Difficulty in obtaining locums 971 265 115 162 429
Lack of equipment such as x-rays, lab 846 296 111 125 314
Limited/non-existent public transportation 766 178 176 146 266
Sparsdly populated catchment area 716 291 112 67 246
Tota 11419 3628 1996 1917 | 3878
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Table 3. Percent Distribution for Top Ten Factors

MDs | RNs | LPNs | Pharm
Factor % of dl top 10 mentions
Long distance to a secondary referra centre 154 13.7 17.2 14.3
Barriers (geography/wesather/roads) 135 16.5 13.2 12.7
Insufficient heglth care providers 8.3 121 14.0 15.1
Inability to provide obst, gen surg, anesthesia, etc. 9.3 10.8 14.3 11.3
Long distance to atertiary referral centre 12.8 124 1.7 6.4
High leve of on-cdl responghilities 12.4 8.7 75 7.9
Difficulty in obtaining locums 7.3 5.8 8.5 111
Lack of equipment such as x-rays, lab 8.2 5.6 6.5 8.1
Limited/non-existent public transportation 4.9 8.8 7.6 6.9
Sparsely populated catchment area 8.0 5.6 35 6.3
Tota 100.0 | 100.0 | 100.0 | 100.0

Table 4: Weightingsfor Top Ten Factors

MDs | RNs | LPNs | Pham
weight for top 10 mentions

Factor

Long distance to a secondary referra centre 0.15 0.14 0.17 0.14
Barriers (geography/weather/roads) 0.14 0.17 0.13 0.13
Insufficient health care providers 0.08 0.12 0.14 0.15
Inability to provide obst, gen surg, anesthesia, etc. 0.09 0.11 0.14 0.11
Long distance to atertiary referra centre 0.13 0.12 0.08 0.06
High leve of on-cdl responghilities 0.12 0.09 0.08 0.08
Difficulty in obtaining locums 0.07 0.06 0.08 0.11
Lack of equipment such as x-rays, lab 0.08 0.06 0.06 0.08
Limited/non-existent public transportation 0.05 0.09 0.08 0.07
Sparsdly populated catchment area 0.08 0.06 0.03 0.06
Tota 1.00 1.00 1.00 1.00

4.3.5 Factor Measurement

To gpply the framework/index at the community level, each factor must first be measured. While some
factors lend themsdves easlly to a quantitative measurement (e.g., distance to secondary referrd centre)
others are more chalenging. As such, some factors were assigned a measurement according to a
quditative based system (e.g., limited or no public transportation).
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Each factor can have a scoreranging from 1 to 5. The following tables indicate the score definitions for
each factor. Two possible methods of scoring were devised for Factor 9 (transportation). These
methods were tested in communities and with digtrict or regiond health boards (see sections 4.6 and
4.7). The option that most respondentsindicated as their preferenceis used in the fina
framework/index and shown here. Similarly, two methods of scoring Factor 6 (on-cal responghbilities)
were tested with digtrict or regiona health boards and the preferred method, shown here, was
incorporated into the framework/index. Based on suggestions recelved at the Multistakeholder Meeting
(see s=ction 4.5), some of the terminology within the framework/index was modified dightly to remove
negdtive or deficit phrasing.

FACTOR 1: Digtance to a secondary referra centre.

Distance category Distance score
Fewer than 20 km 1
20t0 49 kms 2
50 to 99 kms 3
100 to 199 kms 4
200 or more kms 5

FACTOR 2. Bariers (geography/westher/roads) to timely access to hedlthcare services.

Category of barrier Barrier score
Road access — closed fewer than 5 days per year 1
Roads access — closed 5 or more days per year 2
Access by train and air only — somewhat weather
dependent, limited schedule 3
Access by ar and water only — weather dependent 4
Access by ar only — westher dependent 5

FACTOR 3: Number of hedth care providers [full-time equivaents]

Physician FTE/pop category | Nurse FTE/pop category Pharmacist FTE/pop
category

# per 1000 pop Score | #per 1000 pop | Score | #per 1000 pop | Score
>2 1 >8.9 1 >1 1
16-20 2 6.0-8.9 2 0.8-10 2
11-15 3 45-5.9 3 05-0.7 3
06-1.0 4 3.0-44 4 01-04 4
0.0-0.5 5 <3 5 0 5

10
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FACTOR 4: Ability to provide services such as obgtetrics, generd surgery and anesthesa

avalable occasondly in town, norma ddivery/childbirth

town

deliverieg/childbirths

Category of service provison Service score
Genera surgery, anesthesiology, and speciaized obstetrica services
adways avalablein town 1

Generd surgery, anesthesiology, and specialized obstetrical services
available mogt of the time in town indluding norma delivery/childbirth 2
Generd surgery, anesthesiology, and specialized obstetrical services
No generd anesthesia, only normad ddlivery/childbirth availablein

No generd anesthesia, no hedlthcare provider available for

4

5

Note: “ Normal delivery/childbirth” could be by an obstetrician, family practitioner or
midwife. “ Specialized obstetrical services’ could include care for high risk pregnancies,

Caesarian sections etc.

FACTOR 5: Diganceto tertiary referrd centre

Distance score

Distance category

. Fewer than 20 km
20to 49 kms
50 to 99 kms
100 to 199 kms
200 or more kms

1

2
3
4
5

FACTOR 6: Leve of on-cal responghilities [of physciang].

On-cdl score

On-cal category

- Fewer than or equa to 1 in 6 days (120
hrs'month)
1in 5 days (144 hrsmonth)
1 in 4 days (180 hrmonth)
1in 3 days (240 hrs/month)
Morethan 1 in 3 days (more than 240
hrs'month)

A WNPE

11
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FACTOR 7: Difficulty in obtaining locums (temporary or casud professond gaff)

Difficulty in obtaining locums Locum score

- Never difficut 1
Sddom difficult 2
Sometimes difficult 3
Usudly difficult 4
Always difficult 5

FACTOR 8: Availahility of equipment such as x-rays and lab services

Rating of equipment

Equipment
score

town

No x-ray or laboratory servicesin town

Full suite of radiologica and lab services in town, 24 hrg/day 1
Full suite of radiologica and lab services in town, limited hours
Mog radiologica and lab services available in town, limited hours 3
Limited x-ray (chest, abdomina, bone), lab (routine blood) servicesin

N

I

(62}

FACTOR 9: Avallability of public transportation to healthcare services.

Availahility of public transportation

Transportation
score

Taxi only
No public transportation or taxi

Regular bus service within & between communities, taxi
Regular bus service between communities, hospita shuttle, taxi
Limited bus service between communities, hospital shuttle, taxi

a b wdNPkF

FACTOR 10: Size of catchment area

Catchment Area

Catchment score

<20 kmradius

20 —49 kmradius

50 — 99 kmradius

100 — 199 km radius
200 or more km radius

1

2
3
4
5

12



6788-15-2000/0390404
4.3.6 Applying the Weightsto the Factor M easurements
For each professiond group, the weight for each factor is multiplied by the factor score (110 5). Next,
the sum of dl ten weighted scoresis recorded. Thisresultsin arurdity index for each professond
group for a particular community.

4.3.7 Final Multistakeholder Framework/Index of Rurality
Appendix | comprises the complete index of rurdity and full ingtructions on how to complete the
framework/index at the community leve.

4.3.8 Interpretation of the Rurality Index

The framework/index of rurdity is not intended to determine if acommunity is rurd but rather to
determine how rurd/remote it is compared to another community, and to help communities more easly
identify barriers to achieving a sustainable hedthcare workforce.

The degree to which the community score for afactor affects the indices depends on the weighting of
the factor for each professond group. Pharmacists, for example, mentioned “difficulty in obtaining
locums’ much more frequently than the other groups when sdlecting factors that define arurd
community. If the particular community hasllittle or no difficulty finding locums, then it will receive alow
factor score and the weight difference will have amargind effect on theindex. If, on the other hand, the
community scores more highly on this factor, the impact to the index will be greeter, and the difference
between the index for pharmacists and the indices for other professona groups may aso be greater.

4.4  Community Focus Groups

4.4.1 Introduction

The next stage of the project was to determine the usefulness of the multistakeholder framework/index
of rurdity and to seek input on current gpproaches to recruitment and retention, based on input from
communities, avariety of hedthcare professionds and nonhealthcare professonals, hedth care
planners, and centraized hedlth care services (e.g. ambulance services). The broader context of rurd
community economic development issues and how that impacts the recruitment of al kinds of
professionals was also addressed.

4.4.2 Methodology

An interview protocol was developed by the Steering Committee, and input from the Ipsos-Reid
Corporation was sought. The Ipsos-Reid Corporation was retained to coordinate and moderate the
series of focus groups in the following 8 rural and remote locations across Canada:

Shawville, Québec (pilot)

O'Leary, Prince Edward Idand

Y dlowknife, Northwest Territories
Elkford, British Columbia

13
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Fort Qu’ Appelle, Saskatchewan
Lameéque, New Brunswick
Blanc- Sablon, Québec (2 focus groups were carried out here; one in French, onein
English.)
Moose Factory, Ontario

The population for the chosen locations was between 800 and 3000, with the exception of Y elowknife
where the population is greater than 17 000. Each of the following additiond criteriawas satisfied by at
least one of the locations:

aremote, but not rura town;

a French language community;

an aborigind community;

arange of geographica consderations (west to east across the country); and
acommunity consdered to be successful in the recruitment and retention of hedth
care professonals.

4.4.3 Focus Group Feedback

A report on focus group feedback was prepared by the |psos-Reid Corporation and isincluded as
Appendix VI. Table 5 below ligsthe 10 factors that define a community as rurd/remote from a
hedlthcare perspective, asidentified by survey respondents. It dso shows the number of focus group
participants who agreed or disagreed with these factors as they relate to their own community versus
other rurd/remote communitiesin generd.

Mogt focus group participants who completed this exercise agreed that the factors gpplied both to their
own communities, as well asto other rura/remote communities. The only mgor exception was “lack of
equipment such as x-rays and lab services’. While participants agreed that this factor isa concernin
rural/remote communities in generd, it did not seem to be an issue in the communities where the focus
groups were carried out.

Focus group participants were aso asked to list additiond characteristics that they felt might best define
communities as rurd/remote. For the mogt part, these characterigics fdl into the following categories.

distance from amgjor centre;

lack of facilities and resources;

culturd issues, and

professond education/training and advancement.

A complete list of verbatim comments on this question is included within Appendix VI.

14
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Table5: Top Ten Factors: Agreement/Disagreement by Focus Group Participants

Describes Rural DescribesMy
Communities Community
Factor s Defining Rural/Remote Agree | Disagree | Agree | Disagree
Communities from a Healthcare
Per spective
A. Long distance to secondary referral center 60 7 52 13
Barriers (geography/westher/roads) to timely 55 11 53 15
access to hedlthcare
C. Long distance to tertiary referra (definition on 58 9 56 8
attached shest)
D. High level of on-cdl responghilities 53 7 54 6
E Inability to provide services such as obstetrics, 62 5 52 10
generd surgery and anaesthesa
F. Insufficient heelthcare providers 47 13 46 14
G Lack of equipment such as x-rays and lab 45 17 19 43
services
H. Sparsdly populated catchment area (definition 54 12 48 14
on attached shest)
l. Difficulty in obtaining locums (definition on 55 7 49 9
attached shest)
J. Limited/non-existent public transportation 57 6 47 16

4.5 Meseting with Stakeholders

Twenty guests representing a variety of stakeholder groups joined the project Steering Committee for a
one-day meeting to discuss the survey and focus group results as wdl as the framework/index itsdlf.
The resulting didogue assigted in refining the framework/index and guiding the project towards its next
geps. Highlights of the discussion at this one-day meeting are attached as Appendix VII.

4.6  Tedingthe Framework/Index in Rural Communities

4.6.1 Introduction

The next stage of the project was to test the multistakeholder framework/index of rurdity through its
goplication in anumber of rurd or remote communities across the country.

Specificaly, the objectives of this exercise were:

to assess the feagibility of quantifying the factors;
to determine whether the process and ingructions for completing the index forms
were user-friendly;

15
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to assess the perceived usefulness of the index ratings,
to seek input to options for scoring some of the factors; and
to seek input to the components for a community assessment workbook.

4.6.2 Methodology

Either arura/remote community physician, nurse, pharmacist, hospital administrator/board member, or
community |leader was sdected to test the framework/index. An effort was made to ensure that the
framework/index would be tested by equal representation among each professiona group.

The 12 rura/remote communities listed below were chosen astest Sites, using Smilar selection criteriaas
that used for the focus groups, such as cultural (Aboriginal, French), geography, and remoteness. An
another criterion was choosing those provinces that were not visited during the community focus groups.

Vadleyview, Alberta : Pointe-Lebel, Québec*

Fort QU'Appelle, Saskatchewan : Parrsboro, Nova Scotia

Lac Du Bonnet, Manitoba : Souris, Prince Edward Idand
Moose Factory, Ontario : Nain, Labrador

Red Lake, Ontario : Ferryland, Newfoundland
Blanc-Sablon, Québec* : Y ellowknife, Northwest Territories

* Note: Participants from these communities did not return the framewor k/index
evaluation form.

The draft framework/index and an evauation form were trandated and disseminated viafacamile or
emall to the sdlected individudsin the rurd test communities. This process was both efficient and cos-
effective

The evauation form contained questions regarding the user-friendliness of the framework/index, its
perceived usefulness, and what other tools could be included in a hypothetica workbook aong with the
framework/index. Two different methods of scoring factor 9 (Transportation) were presented, and
respondents were asked to indicate their preferred option.

4.6.3 Results

All respondents agreed that the ingtructions for completing the framework/index were easy to
understand, and most dso agreed that the framework/index score and taly forms were also
unproblematic. Some minor issues that were raised regarding the completion of the forms were
addressed in the subsequent modification of the framework/index.

Interestingly, while most respondents indicated that the tool would not be useful for retention and
recruitment of health care professonds, they did believe it would be of vaue for health human resources
planning. Almog dl felt that the results of gpplying the framework/index would be helpful if compared

16



6788-15-2000/0390404
to a benchmark, and most believed it would be useful to compare the scores to other communities.
Many respondents aso indicated that comparing the scores of their own community at different pointsin
time could also be ussful.

Participants were also asked what kind of information, in addition to the framework/index, they would
find vauable to include in a hypothetica community assessment workbook. The mgority of
respondents felt that suggested drategies for deding with the chalenges in recruiting and retaining
hedlthcare professionas in rura/remote areas, as well as satistical data on professond and persond
satisfaction levels of rurd hedthcare professonas, would be most beneficid.

For details on the responses and comments of the evaluation participants, please see Appendix VIII.
4.7  Testing the Framework/Index with District or Regional Health Boards

4.7.1 Introduction

Respondents to the first phase of testing with communities indicated that the framework/index would be
of vaue for health human resources planning; as such, a second phase of testing was added to our
origind work plan. This stage involved testing the multistakeholder framework/index of rurdity through
its gpplication by various district or regiona hedth boards across Canada.

4.7.2 Methodology

Following permission from the provincid medical associations to gpproach the didtrict or regiona health
board in their province, atota of 11 health boards across the country were approached and agreed to
participate in the testing phase of this project. Attempts were made to seek input in each province;
however, thiswas not dways possible. Followingisalist of those digtrict or regiona hedth boardsto
whom the evauation forms were sent.

British Columbia
Vancouver Coagta Hedlth Authority*
Interior Hedlth Authority*
Joint Standing Committee on Rural Physicians**
Alberta
Aspen Regiond Hedth Authority
Pdliser Regiond Hedth Authority
Saskatchewan
Cypress Regiond Hedth Authority
Heartland Regiond Hedth Authority*
Manitoba
Burntwood Regiond Hedth Authority*
Interlake Regiond Hedth Authority

17
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New Brunswick

Acadie-Bathurst Hedlth Authority

South-East Regiond Hedth Authority
Nova Scotia

Cape Breton Didrict Hedth Authority

Colchester East Hants Digtrict Hedlth Authority*
Prince Edward I sland

West Prince Hedlth
Newfoundland and Labrador

Centra West Hedlth Corporation*

Health Labrador Corporation*

*Note: Participants from these District or regional health boards did not return the
framewor k/index evaluation form.

**Note: The BCMA recommended also testing the framework with this committee, which is
comprised of both government and British Columbia Medical Association (BCMA)
representation.

Some minor changes were made to the evauation form used for the community testing, and the form
aong with the draft framework/index was disseminated viafacamile or email.

The evauation form contained questions on topics Smilar to those outlined in section 4.6.2. In addition,
the respondents were asked if they would find a community assessment workbook useful. Two
different methods of scoring for both factors 6 (On-call) and 9 (Transportation) were presented, and
respondents were asked to indicate their preferred option for both.

4.7.3 Results

Aswith the community respondents, dmost al RHA respondents agreed that the ingtructions for
completing the framework/index were smple to understand, and most dso agreed that the
framework/index score and tally forms were easy to complete. Minor concerns raised were addressed
by the Steering Committee, and modifications were incorporated into the framework/index.

While community respondents indicated that the tool would be useful for health human resources
planning (as mentioned in section 4.6.3), the RHA respondents disagreed, indicating that it would be
better used as atool to help guide discussions around recruitment and retention. Most participants from
digtrict or regiond hedth boards believed that the framework/index scores would be helpful when
compared to other communities and benchmarks.

When asked if they felt a community workbook (containing the framework/index, ways to useit, and
suggested strategies for dedling with chalenges in recruiting and retaining hedthcare professondsin
rurd/remote areas) would be useful, most respondents agreed. The mgority of respondents aso
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believed that “ suggested srategies for deding with the chalengesin recruiting and retaining hedthcare
professondsin rurd/remote areas’ and “ satistical data on professond and person satisfaction levels of
rurd hedthcare professonds’ should be included in such aworkbook, as well as “potentia ways to use
the framework”.

For additional details on responses from thistest group, please see Appendix IX.

5. Participation of the Population Group
The primary population targets for this project were rura and remote communities and hedthcare
professionals.

All components of this project, i.e., planning, implementation, evaluation and dissemination, included a
rural community perspective. Thisincluded input from ather rural hedlthcare professionds (nurses,
physicians, pharmacists), rurd community citizens, or both. Please refer to the project activity
descriptions for more details.

6. Partnerships and I ntersectoral Collaboration

The Steering Committee for this project comprised the following key stakeholdersin rura hedth and
health human resources. the CMA, CNA, SRPC, CPhA and the federa government (Health Canada).
The shared interests and concerns of these groups made the collaboration a success. In addition, thein-
kind contribution of time and other resources from each of these participating organizations was
significant.

The project aso involved other stakeholdersin rurd hedth and health human resources, including
members of rura and remote communities, didtrict or regiona health boards, and participants at the
September 2002 Meeting of Stakeholders (see Appendix VII).

7. Results

This project focussed on health services as one of the determinants of hedlth within the population hedlth
modd. The mgor results and accomplishments arising from this project, aswell as the experiences and
knowledge gained through the application of a population health gpproach, are described in detail within
section “ 4. Activities’ of thisreport. In summary, these included:

an environmenta scan and report on hedth human resources;
the development of amultiprofessiond framework/index of rurdity;
selected survey results from rura hedlth care professonds (nurses, physicians and
pharmacigts) on:
. persond and professond satisfaction factors,
availability of, and gapsin, abroad spectrum of hedth care servicesin rud
and remote communities across Canada;
community success in recruiting and retaining hedth care providers,
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predictors for the retention of health care providers; and

availability of telehedith.
rurd community input on challenges and gpproaches to the recruitment and retention of
hedlth care professionals and access to hedlth care services,
broad stakeholder input to the draft framework/index and process issues; and
grassroots input to the draft framework/index through its evaluation by rurd hedth care
professionals, nonhealthcare professonals and district or regiona hedlth boards.

Resources or materia's emanating from the above-noted activities were shared (mostly through hard
copy) to avariety of groups for information or input. Please refer to section “4. Activities’, for

gpecifics.

Trave to the rurd community focus group Sites alowed project Steering Committee membersto fully
gppreciate, through didogue with rurd citizens, the hardships they face in accessing hedth services. In
addition, it was evident that the chalenges many communities ensure in recruiting and retaining hedth
care professionds are multi-faceted, and may include a number of inter-related economic, environmenta
(e.g., pollution — Lameque, New Brunswick) and other factors.

8. EVALUATION

8.1 Description of Activities

To date, much of the research and initiatives developed within Canada to address rurd hedth human
resource issues have been regiond and profession-specific, and lacking in cohesion at both the nationd
and multiprofessond levels. The god of this project was to develop amultistakeholder framework of
rurdity that could be used by governments or community planners as a hedlthcare planning tool as well
as ameans for recruiting and retaining hedth care providersin rura and remote communities. It could
aso help to improve the hedlth status of rural and remote populations by enabling communities to
compare themsdves to other communities and to more easly identify barriersto achieving a sustainable
hedlthcare workforce. The framework/index was developed with input from rura physicians, nurses,
and pharmacists aswell asrura communities and other stakeholders, such as didtrict or regiond hedth
boards.

Seeking input from various stakeholder groups was initiated at the conceptua stage of the project
through the partnership formed between the CMA, CNA and SRPC. Together, these three
organizations submitted a proposd to the Rurd and Remote Hedlth Innovations Initiative (Hedth
Canada) to develop the multistakeholder framework/index of rurality. Representatives from each
organization formed the project Steering Committee, which soon expanded to include representation
from the CPhA.

Section 4 of this report describes in more detail the various project activities undertaken by the Steering
Committes, induding:
20
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an internationa, environmenta scan and report on hedth human resources planning;
amultiprofessona survey on rurd hedth practice in Canada;

the development of the framework/index;

nationd, rurd community focus groups,

meseting with rurd health stakeholders;

testing the framework/index in rurd communities;, and

testing the framework/index with digtrict or regiona hedth boards;;

Through the implementation and evauation of these tasks, the multistakeholder framework/index of
rurdity was developed, refined and findized — and the project goal achieved. These project activities—
the nationd survey in particular — also generated other resources that would be very beneficid to
government, policy-makers and rurd communities. Thisincludes dataon rurd hedth care professonds
satisfaction with abroad range of persond and professiond issues, as well as community retention
predictors based on feedback from rura and remote hedlth care providers.

8.2 Reasonsfor Success

The project goa's and objectives were both redistic and relevant, and were carried out in accordance
with a project timetable and budget. The availability of afully-funded, full-time project coordinator aso
contributed to the success of the project.

The only main chalenge among the project activities was determining how best to incorporate input
from abroad range of rura hedth-related organizations. Ultimately, the Steering Committee determined
that this goa could best be achieved through ajoint meeting of dl of these groups, as such, Hedth
Canada gpprova was sought in thisregard. The meseting was eventualy convened on September 13,
2002. At thistime, the Committee shared the draft framework aong with rurd community focus group
feedback and an analysis of responses to the national rural hedth care provider survey. Feedback from
meeting participants was used to enhance the framework/index.

Another factor that influenced the success of this project was the nationa rurd community focus groups.
These forums engaged both hedlth care professiona's and community members and provided an
excdlent vehide for soliciting insghts and opinions. They dso served as a useful mechanism for
enhancing community knowledge of and support for the project. Thiswas dso the case with the testing
phase of the framework/index.

Finaly, the project Steering Committee worked very well together as a group and thisis probably
attributable to a number of factors. While the Committee comprised representation from severa
different professond groups, the shared concerns and issues among al created a sense of unity and
purpose. Secondly, the small size of the Committee (8 persons) hel ped to focus discussions and
decisons, while il dlowing sufficient opportunity for input.
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8.3 Impact
The project partners believe that this framework/index will ultimately contribute to improving accessto
hedlth care by Canadiansin rural and remote areas. In addition to assisting with hedthcare planning and
the recruitment and retention of healthcare professonadsin rura and remote aress, thistool can aso be
used to help facilitate community self-assessment from a healthcare perspective and identify barriers or
issues for change, or it could even help identify pogtive aspects of the community. The index could aso
be used as the basis for community discussions on hedth care issues and to assst in the development of
hedlthcare strategies.

The framework/index has the potentia to be linked with other health human resources tools or

drategies. In addition, implementation of the recommendetions outlined in this find report could generate
other programs, initiatives or tools, such as aweb site, benchmarks, and a community assessment
workbook.

While the framework/index was developed at the nationa leve, it was formed on the basis of broad
rurd hedthcare provider and stakeholder input at the community level. Assuch, thetoal is portable
across dl rura Canadian communities

It isimportant to note that feedback to the national survey tool used to develop the index aso generated
other resources that would be very beneficia to government, policy-makers and rurd communities.
Thisincludes data on rurd hedlth care professonads satisfaction with a broad range of persona and
professona issues, as well as community retention predictors based on feedback from rurd and remote
hedlth care providers.

8.4 Futureof Thisand Other Projects

While the multistakehol der framework/index of rurdity can help communitiesidentify areas for
improvement, or even aress of strength, it could aso be ussful as atool for comparing communities or
determining a community’ s status relative to an established, nationd benchmark. The tool could also be
used for hedlthcare planning purposes as well as ameans for recruiting and retaining hedthcare
providersto rurd and remote communities. It could also help to improve the hedth status of rurd and
remote populations by enabling communities to compare themsalves to other communities and to more
eadly identify barriersto achieving a sustainable hedthcare workforce.

As noted in the preceding section, a project could be developed to establish aweb-based version of the
framework/index as part of arurad community workbook. Thisworkbook could also include suggested
drategies for dedling with chalenges in the recruitment and retention of hedlth care professonas and data
on hedlthcare providers professona and persona satisfaction with rurd life. The on-line availability of this
information would make these resources easily and broadly accessible. In addition, the framework/index
itself would be more user-friendly because caculations and the andysis of results could be done
ingtantaneoudy. Additional resources and updated tools and information could be regularly added to the
web site, which could also serve as a database of information on Canada s rural communities.
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There are anumber of potential other research projects that could aso be devel oped, subject once
again to the avalability of sufficient financid and human resources. Nationda surveys of hedth care
providersin Aborigina and in urban communities could be carried out to assess arange of provider ad
hedlth care servicesissues. Results from these surveys could be compared with feedback from the
Rural Practice in Canada, 2001 survey. Smilarly, acomparative andysis of survey feedback from
providersin both rurd and remote communities could be undertaken.

With regard to cost- effectivenessin carrying out the ectivities for the Multistakeholder Framework of
Rurality project, thiswas an undercurrent of al activities. Asaresult, the project partners boast an
excess of approximately $30 000 in unspent funds. Some of the ways in which project costs were
minimized are asfollows.

Desktop publishing of the national survey — Project staff designed and findized the survey in-
house on Microsoft Word at no billable cost. This resulted in a savings of at least $1 795,
which had originaly been budgeted and estimated for this task.

Travel to focus group sessions — As much as possible, the least expensve flights were booked
and focus group sessonsin smilar parts of the country were scheduled in succession to avoid
multiple round-trip costs. In addition, the number of project Steering Committee members
travelling to the sessions was minima and ranged between 1-2 persons.

Testing the framework/index — The testing of the framework/index with both rurd hedth care
professonas and didtrict or regiona health boards was accomplished viafacamile, thereby
eliminating the need to incur travel costs for on-Ste interviews.

Accommodation — Where possible, the least costly accommodation was booked in
accordance with the Health Canada Policy Manud.

In-kind contributions — With the exception of the Project Coordinator role that was funded by
Hedth Canada, Steering Committee members provided a sgnificant amount of in-kind
contributions of time and other.

8.5 Useof Evaluation Results

The piloting of each of the project activities enabled the Steering Committee to make refinements prior
to implementation. Additiondly, an evauation phase following each activity, and the testing of the
framework/index by arange of stakeholders, asssted in modifying and refining project outcomes.

Evauation results, survey and project findings from the multistakeholder framework/index of ruraity
initiative have the potentia to expand and develop further into future projects, subject to the availability
of sufficient resources. These potentia projects are described in section 8.4, * Future of This and Other
Projects’ and include the establishment of aweb-based program, more detailed andysis of survey
findings, and complementary initiatives in partnership with other organizations and rurd community
research findings.
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9. RECOMMENDATIONS
Based on its experience with the multistakeholder framework/index of rurdity project, members of the
Steering Committee believe that the following initiatives would be beneficid next steps, subject to the
availability of sufficient resources (financia and human). The Committee also underscores the need to
ensure that stakeholder input, including both government and non-government organizations and
community groups, are included.

The Steering Committee recommends:

1. That ameeting of those groups that have developed rurd community frameworks/indices be
convened to: discuss the effectiveness of these tools, consider possible linkages, and determine how
these frameworks/indices could calibrate provider funding programs. Representation from
government and key stakeholder groups such as the Canadian Federation of Municipalities should
be induded at this mesting.

2. That the effectiveness of hedlth care provider incentive programs offered across the country be
evauated and results communicated to stakeholder groups, including governments (provincid and
regiona) and nor-government organizations, professonal associations, community groups and
others.

3. That, subject to sufficient resources, the multistakeholder framework/index of rurdity be expanded
to address the socid/lifestyle, cultural and economic aspects of rura/remote communities or be
leveraged with other tools already developed to address these issues.

4. That aresearch program be developed to facilitate a comparative analysis of heglth care provider
and service issues between rura and remote communities, rura/remote communities and urban
areas, and between rural/remote and Aborigind communities.

5. That, in response to evaluation feedback, a benchmark for rurd and remote community hedlth care
delivery standards (hedlth care providers and service availability/access) be developed. This
benchmark would optimize the usefulness of the multistakeholder framework of rurdity, enhance
comparisons between rurad/remote areas, and assst in identifying model communities.

6. That aweb-based, eectronic verson of the framework/index be developed along with other
community hedlth human resources planning tools. This would smplify framework/index cdculations
and make the tool broadly accessible.

7. That aresearch program be developed to seek input from a broad range of rural/remote health care

providers on issues such as satisfaction with the professona and persona aspects of rurd life,
sarvice ddivery, and other matters.
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