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EXECUTIVE SUMMARY

INTRODUCTION

Although Canada has a well developed health care system, it also has one of the highest rates of
institutionalization in theworld. But it has become evident that health careis more than institutional
care. It encompasses a much wider range of services and activities, including self-care, disease
prevention, health promotion, community support, ambulatory care, acute and speciaized
treatment, long-term care and rehabilitative services. In many western societies, including Canada,
the determination to control health care costs, the need to be more accountable and the attempts to
make services more accessible, aong with the realization that medical care is just one of many
factorsthat sustain population health, have coal esced to reshape the health care systemin substantial
ways. The closing and downsizing of some hospitals and psychiatric institutions, reform of the
long-term care system and the emphasis on primary health care have meant a greater reliance on
community-based hedth care. At the same time, technological advances, changes in practice
organization and a better informed public have made it possible for many medical services
traditionally provided in institutions to be delivered in community settings.

Whilethereisno universally accepted definition of community-based health care, most would agree
that it means bringing health services as close as possible to where people live and work and
providing health services outside hospitals and other institutions. It emphasizes consumer
participation, holistic and team approaches, a more rational use of heath resources, greater
responsibility by individualsfor their well-being and a prevention and health promotion orientation.

Health care is a labour-intensive industry and personnel account for 70 percent or more of health
care cost. Human resources play an even more prominent role in and account for an even greater
share of the cost of community-based health care as it relies less on facilities and advanced
technologies. In developing a framework for evaluation and policy decisions in relation to
community-based health care, it is, therefore, imperative to pay special attention to health human
resources i ssues.

LITERATURE REVIEW APPROACH

The purpose of thisliterature review isto determine if there is documented evidence showing how
health human resources are conceptualized, utilized, devel oped, regulated and managed affect the
outcomes of community-based health care. To this end, an extensive literature review was
conducted, involving on-line database keyword searches, additional searches for other studies,
contacting knowledgeableindividuals, screening of abstracts, assessing the methodol ogical strength
of the studies and integrating the findings. The findings of the literature review were organized and
presented by means of a modality-outcome matrix. Modalities refer to the conceptual dimensions
used in understanding or analyzing health workforce issues. Six modalities have been identified:

O Health human resources continuum;
O Rolesof providers and role substitution, expansion and diversification;
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O Education and skills acquisition;

O Models of personnel configuration and provider remuneration;
O Statutory regulation of health occupations and

O Management of the health workforce.

Asthe six dimensions are much-discussed themes in the health workforce literature, they represent
the major issues or concerns for policy-makers, planners and researchers. Outcomes, on the other
hand, refer to results expected or achieved. In this case, they are the criterion dimensions according
to which community-based health care is evaluated. The five outcomes are:

O Senseof control;
O Fairness,

O Valuefor money;
O Quality of care and
O Quality of worklife.

MAJOR REVIEW FINDINGS AND POLICY ISSUES

Onthe basis of thefindingsfrom the literature review, four major policy issues have been identified
- health human resources continuum, human resources substitution, regulation of health occupations
and human resources management and enhancement - and broad policy directions are suggested for
consideration. While there is considerable empirical evidence to support the general thrust of these
suggested policy directions, further policy developments around these four issues should be given
top priority.

Health Human Resources Continuum

Literature Review Findings. Self-care and informal caregiving are widespread
phenomena. As medical technologies become more sophisticated and as health care
consumer s become better informed, individual s can now perform many health care tasks
that were at one time the exclusive responsibilities of formal caregivers in institutional
settings. In most of the studies reviewed, self-care and informal care have been shown to
be useful and effective in response to a variety of health problems. Sudies have shown
that as long as they receive appropriate training, supervision and monitoring, informal
caregivers can provide counselling, health education and promotion, rehabilitation,
long-termcare, etc. as effectively asformal caregivers. Snce self-care and informal care
are, by definition, free (at least fromthe per spective of gover nments and other third-party
payers), they are cost effective as long as the care does not aggravate or prolong the
health problem of the care recipient. However, it would be an over-generalization to say
that self care or informal careiseffective. It isnecessary to specify what kind of self-care
provider or informal caregiver is capable of doing what under what conditions
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Health human resources need to be reconceptualized if community-based health care is to become
effective, holistic and client-focused. The traditional view of health human resources, which tends
to focus almost exclusively on formal caregivers with extensive formal training, must be replaced
by one that sees health human resources as a continuum, ranging from those who keep themselves
healthy to those who look after their sick or disabled relatives and friends, and from indigenous
health care workers with mostly on-the-job training to the highly qualified specialists.

The question is not whether self-care providers and informal caregivers form part of the health
human resources continuum. The evidence that they play an important rolein buttressing the health
care system is substantial in certain areas and under certain conditions. Without them, the formal
health care system would collapse becauseit isunlikely to have enough resources to meet al health
care needs and demands of all citizens. As the focus of health care increasingly shifts to health
promotion, disease prevention, rehabilitation, health maintenance, long-term care and psychosocial
well-being, the role of self-care providers and informal caregivers become particularly important
becausethey have been shown to be effectivein many of these areas. A workforce policy framework
to support community-based health care will not be effective without taking into consideration the
whole spectrum of providers.

Instead, the question is how self-care, informal care and formal care should be integrated and how
they can be made to complement each other. A related question is how providers of self-care and
informal care can be supported. A comprehensive and integrated health workforce policy or
planning framework that takesinto account the entire human resources continuum does not exist in
Canada. The development and implementation of such a framework must become one of the top
priorities in community-based health care planning and implementation.

Human Resources Substitution

Literature Review Findings. There is ample and strong evidence to support the use of
mid-level providers, such asnursepractitionersand midwives, especiallyinprimary care.
It has been shown over and over again in many jurisdictions that the care provided by
these practitioners, working under the supervision of or in cooperation with physicians,
is safe and of high quality.

Literature Review Findings: Research has generally shown that it is cost effective to
use mid-level providers such as nurse practitioners and midwives. But it should be noted
that, with the exception of some studies of nurse practitioners in the 1970s, most of the
research in thisarea hasbeen conducted in other countrieswhose systems or approaches
of health care financing and practitioner remuneration are quite different fromthose in
Canada. Caution is needed in extrapolating the research evidence to the Canadian
context.

Literature Review Findings: Role substitution is not restricted to mid-level providers.
Although the amount of evidence available and the strength of the evidence vary from
one occupational group to another, it is safe to say that considerable role substitution is
feasible and effective when it is done properly.
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Comparedto many other countries, Canadalagsbehind in using health human resources substitution
asapolicy tool in health care reform. Use of nurse practitionersin Canadais relatively rare except
in isolated communities and in the far north. The official recognition of midwifery has occurred
very recently and only in afew provinces. In fact, “reverse substitution” is often practised in this
country. Highly qualified or extensively trained practitioners are taking over functions that have
been adequately performed by lower-level personnel.

Much of the empirical evidence on role substitution pertains to mid-level providers. Evidence
concerning role substitution in other areas or disciplines is less systematic and abundant. While
more research and eval uation should be encouraged, the relative paucity of empirical evidence must
not be used asan excuseto prevent experimentation on moreinnovative waysof using health human
resources.

Human resources substitution is a policy instrument that can be used to achieve some of the goals
of community-based health care like cost effectiveness, service accessibility and equitable
distribution of resources. But it is important to ensure that substitution is adopted not just to save
money. Substitutionisdonebecauseit hasbeen shown or can bedemonstrated that the samefunction
can be performed just as competently and efficiently by a provider with less extensive training or
without formal credentials. If cost savings can be achieved at the same time, so much the better.

Regulation of Health Occupations

Literature Review Findings: Although very little research on the statutory regulation
of health occupationsisdirectly related to community-based health care, the importance
of occupational regulation must not be overlooked. If one of the hallmarks of
community-based health care is a more flexible use of health human resources, related
resear ch findings suggest that this may be difficult to accomplish unless there are major
changes in the way health occupations are regulated. A number of studies have found
that rigid regulation inhibits the use of mid-level providers. The same could be true for
other forms of role substitution and the use of multiskilled workers. Thereisalso evidence
that excessive regulation raises service costs and reduces service access. Where
occupations are allowed to set restrictive entry-into-practice criteria and other practice
conditions, costs of service tend to increase and service utilization tends to decrease.

Reform of the existing system of occupational regulation is a sine qua non for developing and
implementing a health human resources policy that supports community-based health care. Thisis
particularly important because statutory regulation of health occupationsisusually taken for granted
and is seldom seen as an important policy tool for health system reform. Without changes to the
way health occupations are regulated, it would be difficult to practise human resources substitution
or use multiskilled workers. If community-based health care means becoming more responsive to
the needs of the consumers, it is necessary to have amoreflexible workforce. This, inturn, requires
an occupational regulatory system that allows experimentation and innovative approachesin human
resources utilization, devel opment and management.

Component 1 vii



However, it must be noted that occupational regul ation isjust oneaspect within acomplex regul atory
system that encompasses, among other things, program or facility accreditation, government
policies and malpractice insurance. It would be quite futile to make changes to occupational
regulation without at the same time adjusting the other aspects of this complex regulatory
mechanism. Also, it isimportant to emphasi ze that reform of occupational regulation does not mean
doing away with standardsand safeguards. Thechallengeistofind alternativesto the present system,
which enhance flexibility, appropriate use of human resources, consumer choice and quality
assurance.

Health Workforce Management and Enhancement

Literature Review Findings: If self-care providers and informal caregiversare seen as
an integral part of the health human resources continuum, they must be given the
opportunity tolearn howto take car e of themsel vesand othersand to enhancetheir caring
capability. Sudies and demonstration projects have shown that some types of training
are effective. But given divergent objectives, the wide range of training approaches used
and the diversity of caregivers, it is understandably difficult to produce a consistent body
of research evidence on thistopic.

Literature Review Findings: With respect to thetraining of formal caregivers, thefocus
of this literature search and review is on preparing or reorienting formal caregiversto
work in community settings. This includes redesigning educational programs or
curricula, moving classrooms and practicum sites from institutional to community
settings, providing opportunitiesto learn in a multidisciplinary environment and helping
providers cope with job transfers from institutions to community agencies. Generally
speaking, the studies show positive results.

LiteratureReview Findings: Inrelationto workforce management, oneresearch finding
that has special significance for community-based health care is the characteristics of
work in community settings which are conducive to positive quality of worklife. Many
studies have found that practitioners working in home care and community health like
their work and they regard autonomy, flexibility, freedom to manage work and direct
contacts with patients/clients as the most rewarding aspects of their job.

The effectiveness of practitioners providing community-based health care and their quality of
worklife could be improved by various management and educational measures. Similarly, theways
providers are organized, deployed and remunerated could affect the quality and cost effectiveness
of their services. However, there is neither a magic formula nor a one-size-fits-all solution. The
studies reviewed show that some measures are effective in one program or one health service centre
or one community, but not necessarily in others. Likewise, the review of studies of education and
skills acquisition suggests that while experts generally agree on a number of things that need to be
done, there is not a consensus on how they should be done. As community-based health care
encompasses a wide array of services, providers, agencies and organizational forms, it must
experiment with different strategies, using experiences gained in other programs and jurisdictions
as a guide and a source of inspiration. A trial-and-error approach and incremental improvements
seem to be a prudent way to introduce appropriate educational models and management practices,
at least until more definitive models and approaches can be identified.
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1 INTRODUCTION

Over the past decade, Canadian provinces and territories have conducted extensive reviews of their
health care systems. Current provincial and territorial reform initiatives linked to these reviews
attempt to enhance the quality, cost effectiveness, accountability and equity of health care.

Although Canada has a well developed health care system, it also has one of the highest rates of
ingtitutionalization in the world. Institutionalization tends to be associated with or lead to
unnecessary centralization, specialization and hierarchy, as well as an undue emphasis on curative
care. However, it has become evident that health careismorethan institutional care. It encompasses
a much wider range of services and activities, including self-care, disease prevention, health
promotion and protection, community support, ambulatory care, acute and specialized treatment,
long-term care and rehabilitative services. In many western societies, including Canada, the
determination to rein in cost escalation, the need to be more accountable to consumers and the
attempts to make services more accessible, along with the realization that medical careisjust one
of many factors that sustain population health, have coal esced to reshape the health care systemin
substantial ways, one of which is the growing emphasis on community-based health care. For
instance, major health care reforms implemented across Canada, such as community health
strategies, hospital reform, mental health reform, reform of long-term care and rehabilitative
services strategy, rely heavily on community-based services. Technological advances and changes
in practice organi zation have also madeit possible for many medical servicestraditionally provided
in institutions to be delivered in community settings (Stoeckle, 1995). While there is not a
universally accepted definition of community-based health care, most would agree that it means
bringing health services as close as possible to where people live and work and providing health
services outside hospitals and other institutions. Predicated on the belief that most health care needs
can be met in community settings and do not require specialist interventions, the notion of
community-based health care emphasizes decentralized decision-making and service provision,
consumer participation, holistic and team approaches, a more rational use of health resources,
greater responsibility by individuals for their well-being, self-help and a prevention and health
promotion orientation. However, it isnot easy to accurately assess the economic and other benefits
of these models and approaches.

In order to more fully understand the nature of community-based health care and develop a useful
framework for assessing future initiatives, the Federal/Provincia/Territorial Advisory Committee
on Health Human Resources has commissioned a study entitled A Framework for Evaluation and
Policy Decisions for Community-based Health Care in Canada - Focus on Health Human
Resources. The objective isto develop aflexible and practical framework based on goals similar to
those set out in Planning for Health: Toward Informed Decision-Making (Health and Welfare
Canada, 1993):

O Improvement of community health status;
O Effectiveness and efficiency of services provided;
O Integration and coordination;
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O Equity of accessto health care;
O Responsiveness to community needs and wants; and
O Community involvement in health system management.

The entire project has three deliverables. Thefirst is a systematic review of the literature on health
human resources issues in relation to community-based health care. The second involves asimilar
review of the literature on community-based health care organizational models. The third entails
the development of a framework for evaluating and establishing policies related to
community-based health care. This Component | report examines issues pertaining to the health
workforce in community-based health care, based on a selective review of relevant literature.

Health care is a labour-intensive industry and personnel account for 70 percent or more of health
care costs. Human resources play an even more prominent role in and account for an even greater
share of the costs of community-based health care as it relies less on facilities and advanced
technologies. The shift to community-based health care inevitably affects how health human
resources are conceptualized, utilized, managed and regulated. The way health human resourcesare
handled, in turn, affects how community-based health careis delivered and how effectiveit will be.
Thus, it isnot coincidental that as the health care system undergoes major changes, many landmark
reports of premier’s councils, commissions and task forces have recommended review or reform of
the health workforce (Angus, 1991). In developing aframework for evaluation and policy decisions
for community-based health care, itis, therefore, imperativeto pay specia attention to health human
resources i ssues.

Although thisComponent | report can betreated asastand-al one document, it should be emphasized
that it is an integral part of the entire project. Its primary purpose is to inform and guide the
development of a framework for establishing and evaluating policies related to community-based
health care. Because of the magnitude of thetopic, it isnot possibleto conduct an exhaustive review
of the literature on every aspect of community-based health care (see Section 2.2 for further
discussion) and to assess the strength or weakness of the evidence in toto (although an assessment
of individual comparative studies has been attempted). Instead, it seeksto find out, based on afairly
extensive review of the literature, what is generally known about health care providers working in
community settings. More specifically, it examines how and the extent to which various aspects of
health human resources contribute to achieving a number of community-based health care
objectives. Thefindingsof thisstudy and theissuesidentified, together with those of the Component
Il study, are then used to help frame questions for the site visits and focus group session which are
part of the Component |11 activities.
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2 LITERATURE SEARCH AND REVIEW
METHODOLOGY

In this section, the literature search strategies and process, as well as the various sources of
information, are described. Also discussed is the inclusiveness or representativeness of the studies
reviewed. Lastly, the presentation of the findingsis discussed. The findings of the literature review
are organized by means of a modality-outcome matrix.

2.1 Literature Search Process
The literature search process includes the following major steps:

Development of keywords and search strategies;

Review of the references sections of articles and books already in possession to identify
potentially useful studies;

On-line searches of databases for potentially relevant articles,

Canvassing of selected academic experts, organizations and government departments for
additional studies and/or unpublished documents,

Creation of a computerized database of potentially relevant articles;
Screening of the abstracts to identify studies for further review; and

Review of references sections of selected articles, books and reports for additiona
potentially useful studies.

aaa a4 aa

Some of these steps are described in greater detail as follows.

2.1.1 Literature Search Strategies and Keywords

Literature search strategies were developed, in cooperation with librarians skilled in on-line
searches, for the following substantive areas:

O community-based care,
O heath human resources modalities and
O outcomes.

The on-line searches were limited to the English and French languages, countries belonging to the
Organization for Economic Cooperation and Development (OECD) and comparative studies. These
criteriawere used in order to make the literature search and review tasks manageable. Only studies
conducted in member nations of the OECD were included as the health care systems of those
countries tend to resemble that of Canada. Only comparative studies were selected through on-line
searches because they are most likely to yield empirical results that are vigorous.

The search terms originaly developed were refined during the course of the on-line searches to
reflect the terms and keywords used by various on-line services. Several test runs were conducted
before researchers and library specialists were satisfied that a sound initial on-line search strategy
had been established. Appendix 1 shows the keywords used in the on-line searches.
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Searches were conducted on the following databases: Medline (1966-1994), Healthplan
(1974-1994) and CINAHL (1982-1994). Where possible, duplications were eliminated through the
on-line process. Once the searches for all articles concerning each category had been completed,
they were combined in the following way: community-based + health human resources modalities
+ outcomes + English/ French + comparative studies.

2.1.2 Screening of Abstracts

A total of 2,282 abstracts were identified for further screening from the health human resources
combined search. Thiscore body of literature was downloaded into Reference Manager, acomputer
software program specifically designed for handling literature searches. Reference M anager ensures
the elimination of duplications in the database. A list of all entries in the database was generated.
The screening of the abstracts was guided by the research team’s understanding of what
community-based health care meant. Three broadly-defined characteristics were used to determine
if the service was community-based:

O Close to Home: This refers to services that are delivered within the context of daily life.
Thisincludesnot only physical proximity (i.e., servicescloseto where peopleliveand work),
but also services characterized by cultural, linguistic and other forms of affinity (e.g., native
healing centres for aboriginal clients).

O Non-Institutional: This refers to services that are not delivered in hospitals, psychiatric
ingtitutions or long-term care facilities. Certain institution-initiated services that are
delivered externally could be considered as faling within the parameters of
community-based hedlth care, such as hospital-based home care service, extra-mural
hospital's, hospital-sponsored ambulatory care clinics.

O Spectrum of Services: Thisrefersto two or more services within acontinuum of health and
related services with some demonstrable linkages among them.

The abstracts were blindly screened by two researchers. If there were disagreements regarding the
inclusion or exclusion of an article, the researchers discussed and resolved their differences by
consensus. Studies dealing with interventions that embodied the above-noted characteristics were
chosen for review. Others were disregarded.

2.1.3 Other Searches

Realizing that the on-line searches would be constrained by the coverage of the databases and the
keywords adopted by the databases, the research team identified other potentially relevant articles
from existing hard-copies while the on-line searches were in progress. Furthermore, the references
sections of articles selected for review were scrutinized for potentially useful studies. The titles of
these studies were added to the Reference Manager database.

Tofind out if unpublished studies had been conducted on community-based health care, theresearch
team selectively contacted the foll owing categories of informants: research centres and researchers,
provincial and federal government departmentsand provincial/state/national health serviceagencies
in Canada and the United States. Appendix 2 lists the individuals and organizations contacted.
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It is worth pointing out that the selection criteria used in the on-line keyword searches were
considerably relaxed in the “other searches’. Thisis particularly true with respect to two criteria,
namely, “community-based health care” and “comparative studies’. Although thisresearch project
is about community-based health care, many workforce studies are not conducted in community
settings, but may have bearing on or policy implications for the heath workforce in
community-based health care. Similarly, while it is the conviction of the research team that
comparative studies tend to offer the most vigorous empirical findings and the strongest evidence,
it is recognized that the majority of health workforce studies are not comparative in design. If all
non-comparative studies are disregarded, a lot of useful information and insights would be
overlooked.

2.1.4 Review of Articles and Documents

Articles selected for review and synthesis were obtained from the following sources: the Northern
Heath Human Resources Research Unit, Laurentian University library, University of Western
Ontario library, University of Alberta library, inter-library loan and, in the case of unpublished
documents, individuals, research centres, associations and government departments. As of April
14, 1995, atotal of 607 articles/documents have been identified as potentially useful, of which 231
have been reviewed and found to be useful for inclusion in the study. Appendix 3 presents the
literature search statistics.

Each dligible article was then classified according to its methodology into one of the following
categories. informed opinion article, descriptive study, quasi-comparative study and comparative
study. Thisisintended as ahierarchical classification where, generally speaking, informed opinion
articles are considered to provide the least valid evidence and comparative studies the most valid
evidence for the relationship between an intervention and an outcome.

i I nformed opinion article: Thiscategory includesarticlesof relevanceto the study but whose
purposeisnot to describethe methodsor resultsof original studies. Examplesincludearticles
which discuss the pros and cons of different approaches of training practitionersto work in
interdisciplinary teams, but provide no original data. These articles may cite findings from
other studies. Non-systematic review articles are also included in this category.

ii. Descriptive studies. These are studies which describe the methods and results of original
studies, but whose purpose is not to compare the outcomes of different interventions. This
category includes awide variety of study designs such as survey and case study.

iii. Quasi-comparative studies (without contemporaneous local comparisons): These are
original studies whose purpose is to compare the outcomes of different interventions. In
these studies, the outcomes occurring in the intervention group are compared with the
outcomes in historical or non-local controls. Differences in group characteristic and data
collection methodology, as well as other external factors, tend to decrease the validity of
such studies.
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V. Comparative studies. These are origina studies designed to compare the outcomes of
different interventions. The outcomes are compared between groups, which are integral to
the study, with similar selection criteria and measured in a similar manner. Comparative
studies are further classified as follows:

m  Cross-sectional : Outcomes and interventions are measured at the same time.

m Case-control: Participants with positive and negative outcomes are compared for
differencesin intervention.

m Cohort: Participants with different interventions are followed longitudinally and
compared for outcomes.

m  Pre-/post-test: Participants are compared for outcomes before and after interventions.

m Clinical trial: Subjects are randomized to receive different interventions and are
compared for outcomes.

m  Communitytrial: Community membersor groups are randomized to receive different
interventions and are compared for outcomes.

m Systematic review. Results from several origina comparative studies are
systematically compared and synthesized.

Comparative studies were also rated according to their methodological strength. Two reviewers
blindly assessed each comparative study for similarity of the comparison groups, explicitness of
the definition, correctness of the allocation of the intervention, accuracy of outcome measurements,
completeness of follow-up and samplesize. Each articlewas qualitatively rated asmethodol ogically
strong, moderate or weak. The rating of the two reviewers were then compared. Differences were
resolved by discussion and consensus. A methodologically strong study in this context is one that
provides convincing evidence for the relationship between an intervention and an outcome, which
is not due to bias, confounding factors or chance. Thisrating is not intended as a judgment on the
quality or overal value of the article. The circumstances surrounding the study may have made it
impossible to conduct a methodologically strong study. In addition, the study may provide other
valid or useful information such as policy insights or practical recommendations.

2.2 Comprehensiveness of the Literature Review

Thescope of thisstudy isextremely broad. An examination of the modality and outcome dimensions
(see Section 2.3) showsthat most major aspectsof health human resourcesare covered. Thedilemma
facing the research team was between comprehensiveness and manageability. In order that the
research project was manageable, certain criteria were adopted for the on-line keyword searches.
On the other hand, in order not to overlook many other studies that were potentially useful, some
of the conditions imposed were later relaxed for additional literature searches. All comparative
studieswereincluded in theliterature review. Informed opinion, descriptive and quasi-comparative
studies judged most relevant to the objective of the present research project were also included.
Whileit is possible to claim that a comprehensive search has been conducted for studies that meet
all the selection criteria, no such claim can be made for additional studies due to the vastness of the
scope of the project, the immensity of the literature and the constraints of time and resources.
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Another strategy used to maketheresearch manageableistorely on existing review or meta-analysis
studies that have summarized or integrated many individual studies.

No attempt was made in the literature review to include every study that had been selected or
examined. Studiesmentionedin Section 3wereintended for illustration purposes. Studiesthat report
empirical findings and that were cited in the review section were summarized for setting, target
population, research design, intervention and outcome. These brief descriptions of studies can be
found in Appendix 4.

2.3 The Modality-Outcome Matrix

Human resourcesissuesin relation to community-based health care were analyzed by means of the
modality-outcome matrix (see Figure 1 on p. 10). Modalities refer to the conceptual dimensions
used in understanding or analyzing health workforce issues. Six modalities (modality labels used
in Figure 1 are shown in parentheses) were identified as follows:

i Health human resources continuum (Human Resources Continuum)
ii. Roles of providers and role substitution, expansion and diversification (Provider Roles)
iii. Education and skills acquisition (Education)

iv. Modelsof personnel configuration and provider remuneration (Personnel Configuration and
Remuneration Models)

V. Statutory regulation of health occupations (Occupational Regulation)
Vi. Management of the health workforce (Workforce Management)

Asthese six dimens onsare much-discussed themesinthe healthworkforceliterature, they represent
the major issues or concerns for health human resources planners, policy-makers and researchers.
It should also be noted that many of these modalities have been identified in the Request for
Proposals as salient policy issues.

Outcomes refer to results expected or achieved. In this case, they are the dimensions according to
which community-based health care is to be assessed. Not much has been written about how
community-based health care should be evaluated, but a number of writers have commented on
factors essential to the practice of primary health care. Asthere is considerable conceptual overlap
between primary health care and community-based health care, some of the evaluation criteria
suggested for the former could be applied to the latter. For instance, according to the Agency for
Health Care Policy and Research (1993), quality in primary care may be characterized along three
dimensions. First is the perception by the patient that health needs are being met. Thisistypically
measured by patient satisfaction. Second is the achievement of optimal outcomes. Third is the
judicious use of health care resources. Longo and Daugird (1994) have proposed to evaluate the
quality of ambulatory primary health care by taking into consideration the following attributes:
accessibility, accountability, availability, coordination, comprehensiveness and continuity. These
and other ideas have been synthesized and modified to form the following outcome dimensions:
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I Sense of control

ii. Fairness

iii. Value for money
V. Quality of care

V. Quality of worklife

“Sense of control” means accountability on the part of service providers and a sense of being in
charge on the part of patients or clients, both individually and collectively. This outcome includes
concepts such as citizen/consumer/lay participation in decision-making, consumer sovereignty, etc.
“Fairness’ refers to the supply or availability and equitable distribution of health services. This
outcome includes concepts such as equity and service accessibility. “Vaue for money” refers to
service costs, cost effectiveness and efficient service delivery. “Quality of care” denotesclinical or
health status outcomes, quality and appropriateness of care, consumer satisfaction, etc. “ Quality of
worklife” refers to job satisfaction of the caregivers. While the other outcomes are
patient/client-oriented, “quality of worklife” is provider-oriented. However, upon further analysis,
one could seethat “quality of worklife” isclosely related to or could impinge on cost effectiveness,
guality of care or equitable distribution of health human resources. For instance, low morale or
dissatisfaction could lead to high staff turnover which, in turn, could adversely affect the quality of
patient care or cost of service delivery. It should be pointed out that these five outcome dimensions
are used in both Component | and Component Il reviews.

It isworth noting that not every cell in the modality-outcome matrix contains pertinent information.
Despite extensiveliterature searches, no or very few studieswere found for some modality-outcome
cells. For instance, no health workforce studies that pertain to “sense of control” were found. Thus,
all the cells pertaining to “ sense of control” are blank. This could mean that none of the modalities
isrelated to “sense of control” or that “sense of control” has not been seen as an important issue by
researchers. Similarly, very few studies of occupational regulation were identified and most of the
studies found belong to two cells: “Occupational Regulation - Fairness’ and “Occupational
Regulation - Value for Money”. There are at |east two reasons. First, it seems that most studies of
occupational regulation pertain to the health care system as awhole. Thus, when community-based
health careis used as a selection criteria, most articles on occupational regulation are screened out.
Second, it also appearsthat most studies of occupational regulation are published in social sciences,
public policy and legal journals, not in health sciences/services journals. Since the computerized
keyword searches were confined to Medline, CINAHL and Healthplan, it is not surprising that few
studies have been located.
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Figure 1
THE MODALITY - OUTCOME MATRIX
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3 FINDINGS FROM THE LITERATURE REVIEW

The purpose of this literature review is to determine if there is documented evidence that
interventions based on any of the human resources modalities achieve any of the desired outcomes.
The findings of the literature review are organized and presented according to the cells in the
modality-outcome matrix (see Figure 1). Each cell refersto the relationship between amodality and
an outcome. In addition, policy issues that have been identified by the authors are noted following
the presentation of the review findings.

3.1 Modality I: Health Human Resources Continuum

Health human resources continuum refers to the range of practitioners or caregiversrelied upon to
deliver health care or to achieve health objectives. Thisis an important issue because although the
number of health occupations has increased substantially as new technology develops and
occupations splinter, the formal health care system traditionally recognizes a small segment of the
potential health human resources supply. What has largely been overlooked are self-care providers
and informal or lay caregivers. Similarly, in the health workforce research and planning literature,
very little attention has been paid to examining the roles, contributions and limitations of such
caregivers, aswell as their linkages with the formal health care system. When institutional careis
the dominant concern of the health care system, this* benign neglect” is understandabl e as attention
isusually on acute care, specialist intervention, medical technology, etc. The emerging salience of
primary health care and community-based services requires a new and broader understanding of
health human resources as more emphasisis being placed on health promotion, disease prevention,
continuing care and health maintenance.

A broader point of view is, however, slowly emerging in health human resources discourse. For
instance, the World Health Organization (1990) has declared: “The term ‘human resources for
health’ encompasses all those who contribute to the objectives of the health system, whether or not
they have formal health-related training or work in the organized health sector” (p. 45). Inasimilar
manner, Frenk (1993) has convincingly argued that “...the concept of human resources is broad
enough to include not just health personnel but al individuals, families, and groups who do
something for health. Indeed, the self care movement is predicated on the notion that every
individual is a fundamental human resource for its own care. In addition, families are the setting
for the domestic production of health services, which in every country represents a substantial
proportion of the total health care product” (p. 316). Likewise, the Community Health Framework
project of the Ontario Ministry of Health, in its statement on health system reform, asserts:

“In terms of health human resources, physicians will continue to play a key role in
delivering thefull range of essential health services, but other providers, with other skills,
must also be involved. And more attention must be given to coordinating these services
in the community. It also emphasizes self-help, mutual aid, and other support services
run by volunteers and professionals’ (Ontario Ministry of Health, 1994).
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Self-care and care provided by volunteers, including family members, are very common. Dean et
al. (1983), Hickey et al. (1986) and Russell and Iljon-Foreman (1985) have pointed out that about
70 percent of all health careisprovided by lay personswithout theinvol vement of formal caregivers.
TheNational Birth Centre Study, which was conducted by the National Association of Childbearing
Centres between 1985 and 1987 and which involved nearly 18,000 women in the United States,
found that three-quarters of the women participated in and assumed responsibility for some aspects
of their own prenatal care (Rookset al., 1992). In aDanish study of 1,462 persons, the most frequent
behavioral reaction to six common illnesses was some form of nonmedication self-treatment.
Approximately 80 percent of the respondents who reported influenza, depression, lumbar pain and
cold practised one or more nonmedication self-treatment. Responses in the form of medication and
professional consultation were reported more often than nonmedication self-treatment only for skin
rash. Chest pain, on the other hand, was the condition for which the largest proportion of the
respondents, 29 percent, did nothing (Dean et al., 1983).

The growing recognition of self-careisaso reflected in the proliferation of self-care health groups.
Such groupsgenerally provide assistance, encouragement and needed servicesfor personssuffering
from chronic, disabling conditions. The growth of the self-help movement in the United Stateswas
tracked by Gussow and Tracy (1976). The authors examined a number of self-help organizations
including the International Laryngectomee Association, United Ostomy Clubs and Alcoholic
Anonymous and found that the number of chapters of these organizations grew at an average rate
of three percent per year over the three decades since 1942.

The literature on family members who look after their aging, disabled or sick spouses, parents,
children and relatives is equally sizeable. For example, health diary studies have found that many
mothers make decisions about their young children’s minor health problems one or more times per
week, usually with no medical advice. Thus, mothers constitute an important health human resource
in the care of young children’s illnesses (Rasmussen, 1989). A study by Dahlquist et al. (1987),
conducted in a Stockholm suburb, has reported similar findings. Data from the 1982 National
Long-Term Care Survey conducted in the United States show that in 1982, approximately 2.2
million caregivers aged 14 or over were providing unpaid assistance to 1.6 million
noninstitutionalized older persons with one or more limitations in activities of daily living (Stone
et al. 1987).

In light of all this, it is suggested that the health human resources continuum in the context of
community-based health care should be seen as comprising three main categories. self-care
providers, informal caregivers and formal caregivers. The difference between informal and formal
caregivers is not necessarily based on training, competency or the nature of the work. The most
important differentiating factor is gainful employment status. Whereas formal caregivers are
remunerated for their work, informal caregiversprovidetheir serviceson avoluntary basis. Another
factor islegal sanction. While many health occupations are legally recognized by the state through
licensure, certification or registration, informal caregivers receive no such form of recognition.
Within the formal caregiver category, providers range from highly qualified specialists to workers
who have received minimal on-the-job training. Not surprisingly, much of the health workforce
literature focuses on formal caregivers, particularly those who are highly qualified.
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The inclusion of formal caregivers in the health human resources continuum is obvious and does
not require further justification. In order to counter-balance the traditional but one-sided emphasis
given to formal caregivers by health care policy-makers and researchers, Modality | pays special
attention to those at the other end of the health human resources continuum.

3.1.1 Human Resources Continuum - Value for Money/Quality of Care
(I-C and I-D)

Because many studies examine cost effectiveness and quality of care together, these two outcome
dimensions are discussed in the same section. The results are reported separately for self-care
providers and informal caregivers.

3.1.1.1 Self-care Providers

Self-careservesat |least four functions: to aleviateillness, to aleviate symptoms, to prevent diseases
and to regulate bodily processes (Barofsky, 1978). According to Dean et al. (1983), although few
studies have been done to evaluate self-care practices, those that have done so show that they are
generaly appropriate and effective.

The use of self-care in handling minor, symptomatic health conditions is a common occurrence.
Ondreglka (1983) reported a self-care medication program in an industrial plant. Data collected over
a 33-month period suggested that there was negligible risk in implementing such a program in
dealing with minor health conditions like headaches, colds, sore throats, sinus congestion and
stomach upset even with very little health education being provided to assist the self-treatment
process. Theself-care medication program resulted in areductionin non-occupational health-related
visits by 65 percent and it appeared to be aviable aternative capable of saving significant amounts
of money in terms of time saved and freeing up the time of formal providers for other purposes. It
should be noted that the health outcomes of the program were not evaluated.

But technologica advances and better patient education have enabled self-care to go beyond the
management of minor symptoms. Increasingly, self-careis used to replace care formerly provided
amost exclusively by formal caregiversand oftenininstitutional settings. Thereisagrowing body
of literatureon self-carein rel ation to anumber of chronic diseasessuch asasthma, diabetes, arthritis,
hypertension and cystic fibrosis. Generally speaking, these studies show that, given appropriate
training (to be discussed under Modality 111) and support, most patients can adequately managetheir
conditions. For example, astudy compared changesin asthmasymptoms, knowledge about asthma,
metered-dose inhaler (MDI) technique and self-management behaviours for 323 patients with
moderate to severe asthma who were randomly assigned to self-management or control groups.
Subjects in the intervention groups showed significant improvements in control of asthma, MDI
technique and environment control practices (Wilson et al., 1993). In another study, 12 children
with primary immunodeficiency were enrolled in a 9-month study to evaluate the feasibility and
safety of home self-infusion of intravenous immunoglobulin (1V1g). The children or their parents
were taught the techniques of home administration of 1V1g and the recognition and management of
adverse reactions. All 12 children completed the study according to protocol and no adverse
reactions occurred. It was estimated that the cost saving was $195 to $355 per infusion (K obayashi
et al., 1990). Other similar controlled trials to test the efficacy of self-care include Cohen et al.
(1986), Glasgow (1992) and Rubin et al. (1989).
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Thereare many studieson theclinical and cost effectiveness of homeintravenous antibiotic therapy.
For instance, Wiernikowski and Dawson (1991) conducted a study to see whether intravenous
antibiotic therapy for the management of febrile neutropenic episodes among children with cancer,
which was traditionally administered in hospital, could be delivered at home. During a six-month
period, 13 children/families participated in the successful treatment of 22 episodes of infection. The
program proved to be considerably cheaper than in-hospital treatment and was well-received by
participating parents. Other studiesof asimilar nature (e.g., Grizzard, 1985; Kind et al., 1985; Rehm
and Weinstein, 1983) have shown that home intravenous antibiotic therapy can be undertaken safely
and effectively and results in substantial cost savings.

Other typesof monitoring, treatment and carethat have generally been shownto be safeand effective
procedures in the hands of self-care providers include taking blood pressure, physical therapy for
arthritis, breast self-examination, cervical self-examination, total parenteral nutrition, home
haemodialysis, self-administration of anti-hemophilic globulin, intravenous chemotherapy and
continuous ambulatory peritoneal dialysis.

3.1.1.2 Informal Caregivers

Like self-care providers, informal caregivers have been shown to be effective in many health care
tasks. Because theliterature on informal caregiving isvery extensive, only selected studiesin afew
areas are reported.

After reviewing morethan 80 studies of the use and effectiveness of volunteersin programs serving
the mentally ill, Carkhuff (1968) concluded that volunteers could be trained in a relatively short
time to facilitate constructive changes in mental patients and that the support of volunteers was
particularly effectivein hel ping patientsdevel op skillsfor productive functioning in thecommunity.
His review study also found that patients who worked with selected lay people demonstrated
changes as great as, or greater than, those who worked with formal caregivers.

V olunteers have been shown to be able to provide health information and counselling to the public.
Trained volunteers were used in the Heart Information Service, a community-based telephone
information and referral service in Los Angeles designed to disseminate information about
cardiovascular diseases. Theinformation service was evaluated by means of aretrospectiveanalysis
of 4,351 calls, amail survey of information recipients and an analysis of responses to simulated
calls. Theresultsindicated that lay volunteerscould effectively providetel ephoneinformation about
heart disease, its prevention and treatment, and limited psychosocial support to cardiac patients and
their families(Dracup and Frerichs, 1986). A similar study was conducted to assessthe effectiveness
of trained volunteers who provided crisis and mental health counselling. It compared volunteers,
formal caregivers and control-group subjects with respect to the effectiveness of responses to
simulated telephone calls. Theresults suggested that carefully selected and trained volunteers could
function as effectively asformal caregiversin counselling distressed callers and community mental
health centre clients (O’ Donnell and George, 1977).

Many innovative projects have attempted to use lay persons to undertake health promotion and
education. One such project was initiated in Hamilton, Ontario, which targeted immigrants and
refugees. Public health nurses worked with English-as-a-second-language (ESL) teachers to help
them incorporate a preventive and promotive health focusin their classes and develop the skills of
the students as health advocates for their immigrant communities. Although aformal evaluation of
the initiative was hampered by language barriers and other technical difficulties, the study reported
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anecdotal evidence of ESL students acquiring new health knowledge and behaviours (Edwards et
al., 1992).

The ability of ordinary citizens to save lives is documented in a series of studies of bystander
cardiopulmonary resuscitation (CPR). Onesuch investigation wasdonein Bel gium which examined
over 3,000 cases of out-of-hospital cardiac arrests between 1983 and 1987. The survival rate was
significantly higher among cardiac arrest victimswho had received bystander CPR. In cardiac arrest
events where response time of advanced life support exceeded 8 minutes, the beneficia effect of
bystander CPR was especially evident (Bossaert et al., 1989). Similar findings have been reported
by Eisenberg et al. (1979), Ritter et al. (1985) and Sobel (1991), among others. The options to
reduce the time lapse between cardiac arrest and initiation of CPR include increasing the number
of ambulances staffed by emergency medical techniciansand increasing the number of citizenswho
can perform CPR. In the opinion of Eisenberg et al. (1979), the latter option is economically much
more feasible as citizen CPR training can be done inexpensively in a three-hour session. Other
studies have gone one step further in demonstrating the feasibility of using lay persons to operate
automatic external defibrillators. They have shown that lay persons can learn to safely operate these
devices and that the acquired skills appear to have good retention.

Severa comparative studies have been conducted to examine the relative effectiveness of using
informal and formal providersto treat aphasic or dysphasic patients. One such study was conducted
by Meikleet al. (1979). Two groups of stroke patientswith serious communication difficultieswere
compared. Onegroup received conventional treatment from qualified speech therapi stsin outpatient
clinics and the other from volunteers working in the patient’ s home under the guidance of a speech
therapist. Patients were randomly assigned to the two treatment groups. The volunteers received
some brief training on the nature of stroke and dysphasia. Results of thetrial showed no significant
differences in outcome between the two groups. The volunteers were no less effective than the
speech therapists. The authors, however, advised caution in generalizing the findings since their
study involved relatively few subjects. But similar resultshave been reported by Shewan and K ertesz
(1984) and Wertz et al. (1986), among others.

3.1.2 Human Resources Continuum - Fairness (I-B)

Health resources, including human resources, are often unevenly distributed. Those who could
benefit most from the services provided by formal caregivers - the disadvantaged, minorities,
residents in remote communities - often have the greatest difficulty accessing services. Indigenous
caregivers, particularly those from the same backgrounds, can play an important role in redressing
the balance as they appear to be better suited to bridge the socioeconomic, ethnic, linguistic or
cultural gaps. A number of pilot projects have been conducted which utilize indigenous health care
workersto reach the hard-to-reach popul ations. Generally speaking, indigenous health careworkers
are informal or formal caregivers who are given limited training and are used to deliver health
services to their peers or within their own communities. Many different titles have been used to
describe them: neighbourhood outreach worker, peer health worker, indigenous counsellor, village
healthworker, community health aide, community health representative, etc. Varying fromsituation
to situation and from program to program, their rolesinclude advocacy, community empowerment,
outreach, health promotion, disease prevention and direct care provision (Pew Health Professions
Commission, 19944).
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An Hispanic outreach worker program was established in a large midwestern metropolitan areain
the United States in the late 1980s. Bilingual and bicultural workers were given three weeks of
training and periodic in-service refresher courses. Working within the framework of primary health
care, the outreach workers offered basic health information to Hispanic residents and facilitated
their access to community resources. An evaluation showed that the program resulted in increased
numbers of individuals receiving services, more women registering earlier for prenatal care and
increased numbersof infantsreceiving regular medical attention. Therewereincreasesin knowledge
and positive changesin people’ s health behaviours. Aswell, with the help of the outreach workers,
the public health nurseswere able to care for more families without sacrificing quality of care (Bray
and Edwards, 1994). Birkel et al. 1993; Herbert et al. (1974), Kahn (1981), May et al. (1991) and
Warrick et al. (1992) have reported similar experiments or initiatives with varying degrees of
success.

A community-based mental health program started in 1981 to serve six Indian reserves in
northwestern Ontario. The objective of the program was to foster the transfer of mental health
services to native people by teaching local residents diagnostic and counselling skills. These
indigenous counsellors, most of whom had little or no formal schooling, gradually assumed control
of mental health servicesthat had previously been offered by non-Indian and non-resident providers.
According to Timpson (1983), the program enjoyed enthusiastic acceptance by local residents.

Although these and other similar programs are mostly experimental in nature and the evaluation of
their effectivenessis, in many cases, not very vigorous, they offer some initia evidence to support
the use of indigenous health care workers to complement the work of formal caregivers and to
deliver health care to special population groups that have difficulties accessing services.

3.1.3 Policy Issues

I It isimportant to ensure that self-care and informal care are in fact effective. Thereis some
evidence to suggest that self-care is not always without problems. For example,
self-medication with both over-the-counter and prescription drugs has been found to be
problematic in some cases (Dean, 1986). Ondrejka (1983) has noted that it is uncertain how
much knowledge alay person would need in order to adequately treat himself or herself. It
is, therefore, important to make sure that people know when to and when not to rely on
self-care and self-medication. Levin (1976) has half-jokingly pointed out that one device
not availablein self-careis malpractice insurance! Health education may have acrucial role
to play in thisregard.

ii. Self-care is ubiquitous and should be encouraged. But Hickey et al. (1986) have likened it
to a“two-edged sword” that presents a potential dilemmafor society. For the healthier and
better-off people, self-care is a means of prevention and health maintenance. But for the
chronically-impaired, thevery old and the morevulnerabl e, self-treatment may betheir only,
and often inadequate, recourse. Particularly at difficult economic times when spending is
under control and services are cut back, self-care initiatives and self-help movements may
only contribute to widening inequities in accessto care.

iii. Another policy consideration is the kind and extent of support that is needed to encourage
or sustain informal care. Informal caregiving often resultsin physical, psychological, social
and/or financia strain for the caregivers, particularly if care is provided for a protracted
period of time or if the recipient of care is severely handicapped or cognitively impaired.
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Many studies have examined the physical and psychiatric morbidity effects of informal
caregiving (e.g., Baines, 1984; Baumgarten et al., 1992; Bull, 1990; Jutras and Veilleux,
1991). Onthebasisof aliteraturereview, Schulz et al. (1990) have found evidence showing
increases in self-reported psychiatric symptomatology and increases in psychiatric illness
among informal caregivers when they are compared to the general population or control
groups. The care burden of those who are employed is particularly heavy (Stone and Short,
1990; Stone et al. 1987). The fallure to provide adequate support could result in the
discontinuation of caregiving or the unnecessary institutionalization of the dependant (Jones
and Salvage, 1992).

Support servicesfor informal caregivers, intheform of home care, adult day-careand respite
care, tend to be episodic in nature and uncoordinated. Some corporations and organizations
have introduced workplace support programs for their employees who have assumed the
informal caregiver role, such as policies for leave time, flexible work schedules, and
information and referral services (Barr et al., 1992). But overall and consistent policies are
often lacking. Even researchers have rather superficial viewson thismatter. After reviewing
21 studies of the relationship between social support and the well-being of informal
caregivers, Levesgue and Cossette (1991) have found that researchers tend to have avery
limited notion of social support. The weakness of their research is reflected in their
measurement tools which typically consist of afew ad hoc questions on socia support.

The National Advisory Council on Aging (1990) has made a series of recommendations on
informal caregiver support. It has strongly advocated, among other measures, the linking of
informal caregivers and the formal service network. This involves preparing and assisting
health care practitionersto work with informal caregiversand apprising informal caregivers
of therolesand limitations of theformal servicesector. Equally important isthe devel opment
of community-based support services, such as counselling, skillsdevelopment and self-help
support groups, to enhance informal caregiving.

Demographic trends and socioeconomic changes are likely to pose a threat to informal
caregiving, particularly in view of the fact that the majority of those who provide hands-on
care are women. Researchers (e.g., Gee, 1990; Gee and McDaniel, 1993; Stoneet al., 1987)
have identified a number of factors that could limit the extent of informal caregiving: an
increasingly unfavourable dependency ratio created by declining birth rates and longer life
span, a surging labour force participation rate among women, rising incidence of divorce
resulting in the separation of spouses and the possible attenuation of the sense of filial
responsibility on the part of children, etc. Asaresult, major reconsideration of taxation and
pension policiesis needed (National Advisory Council on Aging, 1990).

With respect to indigenous health care workers, the Pew Health Professions Commission
(19944a) hasidentified a number of barriersto their expanded use. These include the lack of
astandard definition and conceptualization of what they are and what they do. On the other
hand, the institutionalization or standardization of programs may threaten what makes
indigenous health care workers unique and effective. The strength of these programs and
providers appears to be their flexibility and innovative approaches to meeting changing
health needs and circumstances of the community. Structural and other constraints may
minimize the effectiveness of these workers. Other barriers are their lack of legitimacy in
the health care system and distrust of their work by some formal providers.
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3.2 Modality Il: Provider Roles and Role Substitution, Expansion
and Diversification

The previous section argues that because self-care providers and informal caregivers have an
important role to play in the health care system, they should be seen asan integral part of the health
human resources continuum. In this section, the focusis on the roles of formal caregivers. Current
changes and reforms in the health care system have ushered in a state of uncertainty among many
health occupations. As a result, some have called for the reaffirmation of accepted occupational
roles. But as sociologists have maintained all along, occupational roles are neither a given nor
immutable. Instead, they evolve and are often vigorously contested among various occupational
groups, resulting in incessant turf battles over occupational title, scope of practice, jurisdiction,
gualifications and standards.

The shifting of emphasis from institutional health care to community-based health care will likely
intensify the debate over provider roles because compared to the former, the latter islessrigid in
structure and less formalized in approach. This relative fluidity may encourage the emergence of
new providersand provider roles, which may arouse opposition from more established occupational
groups. Hutchison (1994) captures the essence of this situation when he offers this observation:

“Theissue of who should and will provide primary careis currently the subject of active
-and sometimes acrimonious - debate. In Canada, family physicians and general
practitioners have been the dominant providersin the formal primary health care system.
The medical dominance is being strongly challenged by other health care providers and
policy-makers alike. Research evidence is frequently cited in discussions of thisissue...
The ‘haves (i.e.,, physicians) tend to interpret the available evidence as woefully
inadequate to justify system-level changes, while the ‘have nots' (i.e., other health care
providers) are likely to see the evidence as justifying full steam ahead...” (p. 21;
parentheses added).

Two themes dominate this area of research: role substitution and expansion and role diversification.
With respect to role substitution and expansion, research efforts have tended to focus on what many
American writers call “mid-level providers’, e.g., nurse practitioners, physician assistants and
midwives. Recent discussions on role diversification, on the other hand, focus on multicompetent
or multiskilled workers. A multiskilled worker refers to a health care practitioner who is
cross-trained to perform procedures and functions in two or more disciplines.

3.2.1 Provider Roles - Quality of Care (lI-D)

The number of studies of mid-level providers is very large. Edmunds (1978) reported that as of
1978, therewerewell over 600 articles and books dealing with some aspects of the nurse practitioner
role. Today, the number of studiesdealing with al types of mid-level providersisbound to be many
times larger. There is no need for this review to revisit the issue of effectiveness of mid-level
providers since several magjor review studies, including some using meta-analysis methodol ogy,
have synthesized many comparative studies and have explored thisissue in depth.
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According to Abelson and Hutchison (1994), studies evaluating the impact of using nurse
practitionersin primary caredelivery settingsare both abundant and of high methodol ogical quality.
The same can be said about physician assistants and midwives. For instance, after reviewing 21
studies in which care given by nurse practitioners or physician assistants was compared with that
given by physicians, Sox (1979) concluded that office-based care provided by these mid-level
practitionerswasindistinguishablefrom physician care. However, the author cautioned that because
the studies were limited in scope, there was no basis for extrapolating the conclusion to care given
outside the office setting, unsupervised care or care of the serioudly ill. These views were shared
by the Office of Technology Assessment (1986) which, after reviewing many studies of physician
assistants, nurse practitionersand nurse midwives, concluded that when practising within their areas
of competence, they could deliver primary care that was equivalent to the care provided by
physicians, often more cost-effectively. Other review studies include Brown and Grimes (1993),
Edmunds (1978) and Record et al. (1980).

Role substitution and expansion isnot confined to the del egation of certain medical actsto mid-level
providers by physicians. Some of the functions or roles of other practitioners can also be delegated
or substituted. For example, some of the work performed by audiologists, physical therapists,
occupationa therapists and speech-language pathologists can be delegated to rehabilitation
technicians or assistants (Hagler et al., 1993). Studies have examined the roles and effectiveness of
dental nursesin New Zealand. On the basis of a number of studies, Larkin (1980) concluded that
despite opposition from organized dentistry, entrusting dental nurses with primary responsibility
for school children had been a success. School dental nurses in New Zealand worked without
immediate supervision from dentists and undertook local infiltration anaesthesia, fillings,
extractions and preventive dentistry. Similar findings on dental assistants with expanded functions
in the United States and on native dental therapists in the Northwest Territories (NWT) have been
reported by Abramowitz and Berg (1973) and McDermott et al. (1991), respectively. The latter
study, however, contains no detailed data on the assessment of quality of care.

Similarly, someroles of registered nurses could be assumed by registered/licensed practical nurses.
In 1989, the Intravenous Nurses Society supported integrating licensed practical/vocationa nurses
(LP/VNSs) into the specialty of intravenous therapy nursing. The rationale was that by allowing
LP/VNs to do certain intravenous therapy tasks, registered nurses would be able to devote more
time to more complex aspects of intravenous therapy care. Roth (1993) examined thetraining needs
for LP/VNs to do intravenous therapy nursing, but did not examine the effectiveness of such role
substitution.

Y oung (1988) performed a* natural experiment” by comparing the health status of residentsin two
typesof native communitiesin the Sioux Lookout Zonein northwestern Ontario: those with nursing
stations and those without (the “ satellites’). Residents in both types of community belonged to the
same cultural group and lived in comparable conditions. The nursing stationswere staffed by nurses
and had far better equipment and facilities than the health stations in the satellite communities. In
the satellites, primary care services were provided by health aides who had considerably less
training. The author found no statistically significant differences in the mean crude death, infant
mortality, accidental death, hospital admission and tuberculosis incidence rates between the two
groups in the 1970s. The mean number of physician-days per 1,000 population per year was 90
days in communities with nursing stations, compared with 50 days in the satellites. While
acknowledging the crudeness of theindicators used, the author concluded that the | ess sophisticated
medical care availableto residents of satellite communities did not seem to have anoticeable effect
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on their health status. Y oung’ sfindings appear to suggest that the care provided by health aideswas
as effective as that provided by nursesin the environment described.

Even health care providerswith minimal training can provide effective careunder certain conditions.
The effectiveness of “health assistants’ in a Boston diabetes clinic was evaluated. Health assistants
wereindividua swith no medical background but weregiven four weeksof trainingtolearnalimited
rangeof clinical skills. A study comparing the caregiven by these providersusing clinical algorithms
for diabetes, hypertension and related diseases with care provided in a“traditional” system where
physicians delegated few clinical tasks found that both groups provided care with little difference
in quality (Komaroff et al., 1976). According to a meta-analysis conducted by Berman and Norton
(1985), paraprofessionals with no formal training were no more and no less effective in
psychotherapy than professionally trained therapists.

An extensive review of the literature on health human resources substitution has been done by
Mangaand Campbell (1994). By marshalling evidencefrom alarge number of studiesand controlled
trials, the authors have been able to show that many forms of role substitution are possible and in
many instances role substitution is safe and cost effective. The authors have concluded that nurse
practitioners, dental hygienists, midwives, pharmacy technicians, nurse anaesthetists and
chiropractors can al safely and effectively provide some expanded functions that are typically
provided by practitioners with considerably more extensive training. For example, pharmacy
technicians can function in a broad range of non-judgmental tasks in community and hospital
pharmacies, thus freeing pharmacists to be more appropriately used in patient counselling and
clinical pharmacy activities. Inthe case of nursing, the authors have noted that whilethereisadearth
of research regarding appropriate nursing skill mix, registered/licensed practical nurses have
substituted for registered nurses in varying degrees for many years. In addition, some of the work
typically done by physician specialists can be done just as effectively by general practitioners.

3.2.2 Provider Roles - Fairness (lI-B)

Thereisalso considerableevidencethat role substitution by mid-level providerscan partly overcome
the effects of physician shortages in some underserviced areas, resulting in a somewhat more
equitable distribution of services. According to Robyn and Hadley (1980), the proportions of nurse
practitioners and physician assistants practising outside standard metropolitan statistical areas in
the United States exceeded the percentage of physicians located in those areas. A study of the use
of nurse practitioners, physician assistants and nurse-midwives in rural communities and migrant
health centres in the United States by Shi et al. (1993) showed that 77 percent of the 243 centres
surveyed employed such providers. The fact that the number of physicians was inversely
proportiona to the number of mid-level providers except physician assistants suggest that the
predominant role of nurse practitioners and nurse-midwiveswas physician substitution. The authors
concluded that mid-level providers could help mitigate the consequences of physician shortagesin
underserviced areas.

A number of studies have been done to gauge the human resources impact of mid-level providers
inrural areas and their acceptance by rural residents. Voltmann (1975) showed that comprehensive
health care could be provided in rural and poor areas despite a decreasing number of physiciansin
rural America, because by using nurse practitioners as the main “person of contact” for patients,
physicians could delegate 50-75 percent of their usual tasks, thereby increasing the number of
patients they could see. Ramsey et al. (1993) studied patient satisfaction with nurse practitionersin
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arural Tennessee community by means of a survey. They found that nurse practitioner-managed
care was highly rated by 97 percent of the survey respondents.

In a retrospective study using health status and administrative data, Levy et al. (1971) examined
newborn health indices before, during and after a demonstration nurse-midwife program that was
introduced to relieve personnel shortageinarural county in California. During the program, prenatal
care increased and prematurity and neonatal mortality rates fell. After the termination of the
three-year program, prenatal care decreased while prematurity and neonatal mortality rose. No
significant changes occurred in the same indices for births elsewhere in the county throughout the
entire study period. The researchers concluded that the discontinuation of nurse-midwifery services
wasthemajor factor in these changes asthe termination of the program created new human resources
shortages which, in turn, brought about both lower quantity and probably lower quality of care for
mothersandinfants. Another study, by Reid and Morris(1979), also showed that theimplementation
of anurse-midwife program hel ped reduce neonatal mortality and low birthweight in rural Georgia.

Although the use of nurse practitionersin Canada has not been as extensive asin the United States,
Spitzer and Kergin (1973) have pointed out that the deployment and use of outpost nurses as the
principal providersof health care have been documented extensively by the Department of National
Health and Welfare in remote northern communities, by the International Grenfell Association in
Newfoundland, by the United Church of Canada in British Columbia and by most provincial
ministries of health.

Some research on nurse practitionersin rural areas was done in the 1970s before they more or less
retreated from the mainstream Canadian health care system. For example, a household survey ina
medi cally underserviced region in south-central Ontario was conducted in 1971 to find out peopl€e's
attitudes toward nurse practitioners as primary care providers. The survey found that people were
supportive of nurse practitioners giving services in health maintenance and sickness surveillance
situations. The authors (Chenoy et al., 1973) suggested that the introduction of nurse practitioners
to medically underserviced areas could be one approach to filling known gaps in health care. A
related study by Batchelor et al. (1975) showed that the introduction of acopractitioner arrangement
involving family physicians and nurse practitioners into Smithville, Ontario made health services
more accessible and convenient to rural residents and generally enhanced their satisfaction.

The Saskatchewan Nurse Practitioner Demonstration Project was established by the provincial
government in 1973. Four nurses with special preparation were placed for a two-year period in
selected rura communities where there were no resident physicians to function as the health care
provider of first contact. A program evaluation showed that residents were quite enthusiastic about
this arrangement. Some communities saw the nurse’s role as that of a substitute physician, while
otherswanted her to becomeinvolved in coordinating community health services (Cardenas, 1975).

An evaluation study by Chambers et al. (1977) compared rural Newfoundland communities with
and without nurse practitioners. Primary carevisitsincreased by 186 percent after the establishment
of thefamily practice nurse community clinic and attendance at the hospital decreased by 35 percent.
Acute care days in the hospital decreased five percent in the intervention community but increased
by 39 percent in the control community. Acceptance of the nurse by patients and other health care
providers was very good and there was no measurable change in the quality of care provided. In
another pilot project in Newfoundland, Black et al. (1976) found that the use of anurse practitioner
appeared to have improved greatly the quality and availability of primary medical care in rura
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communities. It turned medical servicesthat were often distant and impersonal into ones that were
readily available and highly personalized. It also put greater stress on preventive medicine.

Although many of these and other similar studies are small scale, sometimes involving only one
subj ect, together they have demonstrated thefeasibility of using mid-level providersto deliver many
primary care services in rural areas. In communities with insufficient physicians, they could
supplement physician services; and in small, isolated communities, they could function asphysician
surrogates.

In very isolated, aboriginal communities, indigenous health care workers are very often the only
resident health care providers available. In the NWT and other native communities in Canada, for
example, there are community health representatives (CHRS). In rural Alaska, there are community
health aides (CHAS). According to a survey of the graduates of the Alberta VVocational College
Community Health Representative Program by Adebayo (1995), the majority of the CHRs surveyed
wereemployedinremoteareasof Alberta. In 1990, therewere about 440 CHA s serving some 45,000
people living in 171 communities scattered over 586,585 square miles (Calderaet al ., 1991). Also,
becausethey are often selected from and by the communitiesin which they live and work, they have
cultural and linguistic affinity with the people they serve. In many ways, they are similar to the
indigenous health care workers described in Section 3.1.2, but CHRs and CHASs are part of the
formal health care system and are considered as formal caregivers.

Although most of the published studies of CHRs and CHA s are descriptive in nature (Adebayo,
1995; Caldera 1991; Caldera et al., 1991; McLean, 1991) and do not contain detailed evaluation
data, according to these and other authors, CHRs and CHAs provide quality care and are well
accepted by members of their communities and other health care practitioners. Service users
responding to a survey conducted by Quick and Bashshur (1991) indicated that the care provided
by CHAscompared favourably to that provided by other practitionersintermsof quality. Itisworth
noting that although CHRs and CHAs receive similar amount of training, their responsibilities are
very different. While CHAsin Alaskaprovide basic primary health care, including emergency care,
for 85 to 90 percent of the patients seeking services, CHRs in Canadatypically do not get involved
in direct, hands-on treatment. Instead, they serve a secondary health carerole by engaging in health
education and health promotion.

3.2.3 Provider Roles - Value for Money (lI-C)

The cost effectiveness of using alternative providers has received considerable research attention.
The Reid and Morris (1979) study, reported in Section 3.2.2, shows that besides demonstrating
clinical effectiveness, nurse-midwives helped reduce the costs of perinatal care. Similarly, a
randomized controlled trial conducted by Gileset al. (1992) demonstrated the cost effectiveness of
using midwives to provide antenatal carein Australia. But it did not examine the health outcomes
of midwifery care. The cost effectiveness of using clinical nurse specialists to deliver low risk
prenatal carewasexamined by Graveley and Littlefield (1992). Threeprenatal clinic staffing models
were compared: physician-based, mixed staffing and clinical nurse specialists with physicians
availablefor consultation. Thelast staffing model had the greatest client satisfaction and the lowest
cost per visit.

An evauation of the cost effectiveness of physician assistants in the Kaiser-Portland Health
Maintenance Organization (HMO) concluded that each physician assistant saved the system at |east
$15,000 annually by providing outpatient care that otherwise would have been rendered by a
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physician. Further savings were considered possible through more efficient use of the physician
assistants (Robyn and Hadley, 1980). Bentley et al. (1984) compared three types of dental practice
with respect to costs of delivering dental careto children. Thefirst was aschool-based team practice
using two expanded function dental auxiliaries, together with a dentist, receptionist and chair-side
assistant. The second was a school-based solo practice, involving only a dentist, receptionist and
chair-side assistant. The third was a group of unrelated private dental practices operating
independent of the school system. In terms of relative value units, the school-based practice using
expanded function dental auxiliaries was more economical than the two other practices. However,
the use of dental auxiliaries may not be the only reason. The differencesin cost could aso be due
to differences in types of dental procedures performed in the school-based versus the private
practices.

An analysis was conducted by Begley et al. (1989) to determine the cost effectiveness of nine
primary health care projects serving low-income personsin Texas. The study compared the average
cost per encounter of diagnosis, treatment, emergency, family planning and preventive health
screening services. After adjusting for differencesininput price and patient volume, cost differences
were found to be a function of personnel mix models. Personnel mix refers the ratio of physicians
to aternative providers (e.g., registered nurses, nursing assistants, health educators, physical
therapists and nutritionists). The results indicated a tendency for projects with high
physician-to-non-physician personnel mix to have higher average costs. According to the authors,
this strong correlation of cost with personnel mix suggested that substituting alternative providers
for physicians would result in cost savings. However, standard of care was not examined in this
study. Thus, it is not determined whether the lower cost attributed to role substitution was achieved
at the expense of quality of care.

The cost effectiveness of using alternative providersis duelargely to the enhancement of physician
productivity (Office of Technology Assessment, 1986). On the basis of an exploratory study,
Golladay et al. (1973) suggested that the productivity of a physician could increase by as much as
74 percent by using a physician assistant. Spitzer (1978), likewise, believed that nurse
practitioner-physician teams could augment primary care resources. On the basis of the Burlington
controlled trials, he concluded that such teams could assume responsibility for 41 percent more
patients and increase the volume of services by 24 percent while holding cost constant. Citing other
studies, Lomas and Stoddart (1985) noted that 40-90 percent of primary care physician visits could
be del egated to nurse practitioners. They further estimated that 20-32 percent of general practitioners
in Ontario in 1980 could have been replaced by nurse practitioners. If the replacements were to be
phased in over a 20-year period, reductionsin the number of general practitionerswereinthe 10-16
percent range in 1991 and in the 20-32 percent range by 2001. The potential cost savings of human
resources substitution of such a magnitude could be substantial. Using econometric modelling,
Denton et al. (1983) were able to show that the use of nurse practitioners could bring about
substantial savings. They estimated that 10 percent of all medical costsand 15.9 percent of the costs
of ambulatory care could have been saved in 1980 had nurse practitioners been used in the provision
of all servicesfor which the substitution of physicians by nurse practitioners had been shown to be
safe and feasible.

Although the concept of multiskilling is not without its critic (see, e.g., Cameron, 1995), it appears
that the use of multiskilled workers is growing. But possibly because official recognition of
multiskilling is a fairly recent phenomenon, its human resources implications have not been
extensively researched, particularly in relation to community-based health care. A few studies,
however, have shed some light on the extent to which multiskilled workers are utilized. Blayney et
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al. (1989) havecited a1980 survey of family medicine practices conducted by the American Medical
Association, which found that 70 percent of the 703 respondents utilized multiskilled personnel.
The most sought after skills for multiskilled practitioners were nursing, laboratory, ECG testing,
medical records, patient education, radiology, vision and pulmonary function testing and
audiometry. Over 69 percent of the respondents indicated they would hire multiskilled workers if
they were available. A more recent survey conducted in South Carolina sought to identify the need
for multiskilled allied heath workers (Hernandez and Samuels, 1990). Although the majority of
those surveyed were institutions such as hospitals, the sample included many specialty clinics,
free-standing clinics and multiple physician practices. Closeto half of those surveyed indicated they
employed somecross-trained providers. The most frequently utilized and desired skill combinations
were multicompetent practical nurses, respiratory therapy technicians, ultrasound technicians and
radiography technicians.

A survey of group and staff model HMOs found that the multiskilled workers most frequently
employed by HMOs were medical assistants, medical technologists, radiologic technologists and
nursing personnel. Radiologic technology, medical technology and nursing were most frequently
mentioned by the survey respondents as basic skills possessed by multiskilled practitioners in
HMOs. Some HMO administrators indicated that they were not content with single-skilled
practitioners because they were not cost-effective (Rudmann, 1989). In another study, Gibeau
(1993) described the needsfor psychiatrically skilled home care ai des who were competent not only
in providing personal care but also in the mental health area. Other studies of multiskilled providers
inthe United Stateswhich have yielded similar resultsinclude Beachey (1988); Hedrick (1987) and
Low and Weisbord (1987). Most of these studies conclude that cost effectivenessisone of themain
reasons for using multiskilled workers.

A survey was conducted in Albertain 1994 to determine the extent of utilization of multiskilled
personnel in that province (Billey, 1994). Questionnaires were sent to hospitals, medical clinics,
community health units, home care agencies, long-term care facilities and outpatient medical
services. Results of the survey showed that dightly less than half of the agencies and institutions
employed multiskilled workers. Community health units employed the greatest number of such
personnel, followed by home care agencies and medical clinics. Cost effectiveness, staff flexibility
and staff efficiency were the three main reasons given by the respondents for using multiskilled
providers. Agenciesand organizationsthat employed multiskilled workersindicated that their needs
for such personnel would either remain unchanged or increase.

It should be noted that the literature searches did not find any large-scale evaluation of the quality
of care provided by multiskilled workers. Also, although the cost saving potentia of using
multiskilled workers has been aluded to by some authors (e.g., Hernandez and Samuels, 1990),
because thereis no vigorous research comparing various personnel models, conclusions on the cost
effectiveness of multiskilled workers should be seen as tentative at this time. Finaly, with a few
exceptions, most of the studiesand surveysof multiskilled workers havefocused on hospitals. Thus,
the applicability of multiskilling to community-based health care is still largely unknown.
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3.2.4 Provider Roles - Quality of Worklife (lI-E)

The expansion of community-based health care is likely to bring about maor changes in role
definition as new providers enter the scene and as traditional roles and functions are cast aside or
challenged. Role confusion and disagreements could engender conflicts among practitioners and
occupational groups, which, in turn, could lead to low morale and antagonistic working
relationships.

Kethley et al. (1982) conducted a survey of role perceptions of nurses and social workers employed
in home carein Washington state. The survey results pointed to potential turf battles between these
two groupsof providers. Nursestended to see themsel ves as capable of handling all patient-directed
tasks and saw few home care tasks as the unique domain of social work. Thiswasin sharp contrast
to the views held by social workers, particularly regarding tasks in the psychosocial realm.

In a study of role perceptions, Davidson et al. (1981) attempted to determine the amount of
agreement concerning patient care roles that existed among physicians and nurse practitioners
working together in ambulatory care settings. Agreements on roles were assessed by asking nurse
practitioners and physicians working together to comment on the appropriateness of each clinician
providing care for patients described in aseries of vignettes. Disagreements on the role of the nurse
practitioner was most often in the direction of the nurse practitioner feeling capable of providing
more care than the physician felt she could provide. Another important finding was that agreement
on patient care roles was strongly correlated with job satisfaction. The authors speculated that
workers might be more satisfied with their job if their roles were more clearly delineated.

On the other hand, Spitzer (1978) found that in the southern Ontario controlled trial, there was no
observed declinein job satisfaction among physicians and nurse practitioners who worked together.
Job satisfaction of physicians and nurses in both experimental and control groups was assessed by
means of a questionnaire with 67 items that explored, among other things, relationships with
colleagues, challenges, achievements, prestige and remuneration. With the exception of
remuneration, satisfaction scores were high in all dimensions for physicians and nurses of both
experimental and control groups.

3.2.5 Policy Issues

i As Manga and Campbell (1994) have observed, role substitution as a strategy to improve
efficiency and contain costs has not been seriously attempted in Canadadespite considerable
evidence of its effectiveness and cost saving potentials. According to these authors, there
are four mgor obstacles to role substitution: occupational governance and regulation,
workforce supply policies, delivery organization and financing and public attitudes. They
believe that since role substitution does not occur by itself, it is up to governments to
implement human resources substitution policies. Instruments at the disposal of
governments include reform of occupational regulation, changes to the structure and
financing of health care delivery and the promotion of astrong, coordinated primary health
care system.

ii. To date, the quality of care provided by multiskilled workers has not been researched
extensively and systematically, particularly in community settings. It appears that the
introduction of multiskilled providers is often driven by cost concerns. This view is
supported by Billey’s (1994) observation that “the quality of patient care and improved
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patient service are not the prime reasons for implementing multiskilled personnel in health
careorganizations. Cost containment and overall operational cost effectivenessaretheforces
influencing the staffing role changes’ (p. 4 of Executive Summary). In light of this, it is
critical to demonstrate that the use of multiskilled workersisnot only cost effective, but also
conducive to quality care and efficiency in the health care system.

Assuming that multiskilling is compatible with community-based health care, there are a
number of implementation issuesthat still need to be addressed. V arious impediments have
been identified, such as “territorial imperatives’ in organizations which prevent the sharing
of personnel across departmenta lines, “turf guarding” and fear of encroachment by
practitioners in various affected disciplines, restrictive accreditation standards, practice
restrictions arising from licensure, liability implications and administrative problems that
discourage the development of common training courses (Bamberg and Blayney, 1984,
Beachey, 1988; Hedrick, 1987). Unless these and other obstacles are removed, the use of
multiskilled workersislikely to be highly circumscribed. There are other yet to be answered
guestions. What are the job descriptions of multiskilled workers? Should multiskilled
workersemerge asanew occupation or should existing practitionersexpand their knowledge
and skills to become multicompetent?

Traditional health workforce planning has tended to focus on one occupational group at a
time. But the supply and demand of different types and levels of providers are interrelated
as occupations are in many instances interdependent and substitutable. Some authors (e.g.,
Lomas and Stoddart, 1985) have suggested that over-production of high-level providers
hindersthe use of human resources substitution. For instance, an ample supply of physicians
may maketheuseof mid-level providerslesslikely. Ontheother hand, assome of the studies
cited earlier have shown, if mid-level providers are used optimally, fewer physicianswould
be needed to provide the same amount or level of services, as aresult of human resources
substitution or enhancement of physician productivity. Golladay et al. (1973), therefore, see
the need to redirect discussions of human resources requirements from an emphasis on
practitioner-to-population ratios to an emphasis on efficient systems of health care delivery
and the implied personnel requirements.

Role substitution and redefinition in community-based health care settings are bound to
generate unease among practitioners and disagreements, or even hostility, between
occupational groups. For example, Kethley et al. (1982) have documented turf battles
between nurses and social workers in home health care (see Section 3.2.4). Langsley and
Barter (1983) have discussed the “marginalization” of and dissatisfaction among
psychiatrists in community mental health centres as aresult of the taking over of many of
their traditional roles by psychologists, social workersand other mental health practitioners.
The ability to limit or resolve such conflicts will become an important issue in
community-based health care management. There are no hard and fast rulesin dealing with
inter-occupational rivalry. Kethley et al. (1982), for instance, have urged that groups
involved in turf disputes be encouraged to dialogue and have recommended the use of
conflict management models aimed at assisting team members to resolve their differences.

Component 1 25



3.3 Modality lll: Education and Skills Acquisition

The formation and continuing development of the health workforce depend on the acquisition of
knowledge, skills and competency by those engaging in the production of health care. In the health
workforce literature, attention focuses primarily on the education and continuing education of
formal caregivers. But, asit has been pointed out earlier, the health workforce comprises more than
formal caregivers. Self-care providers and informal caregivers are equally important, particularly
from the perspective of community-based health care. Therefore, in reviewing the literature on
education and skills acquisition and their relationship to community-based health care, one must
pay equal attention to providers of formal care, informal care and self-care.

Most of the studies from the literature searches are related to the “quality of care” dimension,
although a few studies address the “fairness’ issue. There are aso studies that deal with policy
concerns in the area of health workforce development.

3.3.1  Education - Quality of Care (llI-D)

The findings on the relationship between education and quality of care are reported separately for
self-care providers, informal caregivers and formal caregivers.

3.3.1.1 Self-care Providers

Research in this area yields conflicting results. While many studies show that health or patient
education leads to more extensive or appropriate self-care, others find no evidence that education
produces desirable health behaviours or benefits in health status. Because there is a large body of
literature on this topic, the following discussion relies mostly on a number of review studies to
synthesize the major research findings. A few typical case studies are reported as illustrations.

Glasgow et al. (1992) reported a 10-session self-management training program that was designed
for persons over 60 years of age with Type |l diabetes. The eight-week training program was led
by an interdisciplinary teamincluding psychologists, adietician, certified exercise leaders and other
educators. One hundred and two adults were randomly assigned to the intervention and control
groups. At posttest, subjectsin the intervention group showed statistically significant reductionsin
caloric intake and percent of calories from fat, in comparison to the control-group subjects. The
program was generally judged to be effective in producing desirable behavioral changes. The
effectiveness of using adiabetes education videotape wastested by Brown et al. (1992) on asample
of 30 Hispanic diabetic adults. A moderate effect size wasfound when comparing knowledgeresults
between theexperimental and control groups, indicating that the videotape was somewhat successf ul
in increasing knowledge about diabetes. A similar study of the effects of self-study educational
approach on diabetes self-management techniques was conducted by Jones (1990).

Vickery et al. (1983) examined the impact of a self-care education program on medica care
utilization in a Rhode Issand HMO. Over 1,600 households took part in the randomized controlled
trial. Participants were divided into three experimental and one control groups. The three
experimental groups differed in the intensity of intervention. All experimental groups showed
statistically significant decreases in total ambulatory care utilization as compared with the control
group. The authors concluded that an inexpensive system of written communication could produce
substantial impact on utilization behaviours. Other studies that show a positive impact of health or
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patient education on self-care behaviours include Bush et al. (1989), Goeppinger et al. (1989),
Jenkinson et al. (1988), Roberts et al. (1983) and Rubin et al. (1989).

A number of other studies, on the other hand, fail to show the effects of education on self-care
behaviours. A controlled trial conducted by Webb (1980) randomly assigned 123 low-income,
black, rural, hypertensive patients to one of three intervention groups. patient education in group
and regular physician visits; individual psychosocial counselling and regular physician visits or
regular physician visits only. The last group was the control group. Results show that neither
vigorous patient education nor psychosocia counselling, both in addition to high quality baseline
medical care, was found to improve compliance or diastolic blood pressure control better than
baseline medical care alone. In other words, education and counselling did not in themselves
significantly improve patient compliance or blood pressure control when they occurred in addition
to regular medical care by family physicians.

In another study by Redman et al. (1991), 142 women and their partners participated in antenata
classes in Australia and were surveyed before and after the intervention. The antenatal education
program was intended to increase informed participation in decision-making during labour, early
parenting skills and performance of preventive health behaviours. Increases in knowledge were
evident following the program and satisfaction with the program was high. But, overall, antenatal
education did not appear to have animpact on preventive behaviours, such asintention to breast-feed
or feelings of control during childbirth. Other studies belonging to this category include Cohen et
al. (1986) and Parcel et al. (1994).

Several review studies were conducted which assessed and synthesized many empirical studies of
the role of health or patient education in changing behaviours and clinical outcomes. Like the
individual trialscited, thesereview studiesyielded no clear-cut conclusions. According to Mazzuca
(1982), patient education was most effective in altering compliance. Among the more successful
interventions was daily self-carerituals. However, the effect of the intervention tended to diminish
over time. Another meta-anal ysisof 23 eval uationsof patient education al so showed that compliance
was most strongly affected by the programs (Posavac, 1980).

A meta-analysis of studies dealing with diabetes patient education found that structured education
improved patient knowledge, compliance with prescribed treatment modalities and metabolic
control (Brown, 1988). Another meta-analysis of studies of educationa and psychosocial
interventions in the treatment of diabetes mellitus was conducted by Padgett et al. (1988). The
review indicated moderate but significant improvements for all intervention subjects. Physical
outcomes and knowledge gain were most affected, followed by psychological status and
compliance.

Mullen et al. (1985) conducted a quantitative synthesis of 70 published eval uations of educational
programs for people with long-term health problems and regimens that included drugs. The effects
of seven types of educationa techniques were compared. The effect-size values derived were
sufficiently large to convince the authorsthat there were substantial benefits from patient education
programs among the chronically ill. Bartlett (1980) conducted a major review of empirical studies
of the effects of health education for such conditions as hypertension, diabetes, congestive heart
disease and streptococcal infections. Some of these studies showed that health education contributed
to parents taking their children requiring dental work for appropriate care, following therapeutic
regimen by patients, improving follow-up for families of pediatric patients, adhering to
antihypertensive regimen, etc. Education was also shown to be effective in reducing delays in
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seeking medical care for serious symptoms. However, some of the reviewed studies measured no
significant effects of health education activities. In another review, Rasmussen (1989) found that
studies of the effects of self-care educational material, such as booklets, showed conflicting results.

3.3.1.2 Informal Caregivers

Studies in this category generally show that education has a positive effect on informal caregivers.
For instance, The Clark Institute of Psychiatry in Toronto established a volunteer program with a
10-week intensivetraining component as part of amultidisciplinary approach to rehabilitate chronic
psychiatric patients in the community. Using films and lectures, the training program imparted
information on psychiatric illness and community resources. Although no detailed data were
presented, theauthors (Brookset al., 1989) reported that pre- and post-training survey scores showed
gain in knowledge. As well, some of the volunteers indicated increased tolerance for the mentally
ill. A similar approach was used by the Mid-Eastern lowa Community Mental Health Centretotrain
“natural helpers’ to support rural mental health delivery (Kelley et al., 1977). Thetraineesincluded
housewives, high school students, a general practitioner, a public health nurse, a high school
guidance counsellor and a service station manager. The training involved 24 sessions. The
effectiveness of the training was measured in a number of ways including the use of the Personal
Orientation Inventory and a mail survey of the trainees. Again, no detailed evaluation data were
presented, but it wasthe opinion of the authorsthat the training demonstrated that lay persons could
be trained to function effectively in rural mental health service delivery.

Seltzer et al. (1992) evaluated the effectiveness of atraining program designed to enhance the case
management ability of family caregivers. It found that family memberswho had received thetraining
performed a greater number of case management tasks on behalf of their elderly relatives than
untrained family members. A study by O’ Donnell and George (1977) examined the effectiveness
of volunteers who provided telephone counselling services in a community mental health centre.
Volunteersinitialy received 15 hours of didactic and experiential training in crisistheory, effective
interpersonal communication and use of community resources. This was followed by another 15
hours of closely supervised on-line experience with callers. Refresher training was then made
available at regular intervals. The evaluation showed that carefully selected and trained volunteers
could function as effectively asformal caregiversin providing supportive and emergency telephone
servicesfor distressed callersand clients of the community mental health centre. Nicoletti and Flater
(1975) have reported similar findings in their study.

The benefit of a mass-distributed booklet and a discussion session about young children’s minor
illnesses was investigated in a controlled trial conducted by Rasmussen (1989) in Sweden.
Knowledge about care of their children was measured by the mothers' answers to questions based
on seven vignettes. The mothers who had read the child care booklet would follow the
recommendations about when to seek and when not to seek medical care significantly better than
those who had not read it. Those who had read the booklet were less prone to seek medical care
when not recommended. The mothers who had read the booklet and participated in a session were,
however, more prone to rely on self-care when medical attention was recommended, compared to
those in the control group. Casey et al. (1984) conducted a controlled trial of an educational
intervention to improve parental understanding and management of fever in aprivate group practice.
Parents in the intervention group received an interview in which the management of fever was
discussed, demonstrated and practised. In addition, they received an information sheet for
reinforcement two months later. Parents in both the control and intervention groups showed an
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increase in knowledge about fever, but only in the intervention group was there a reduction in
medication errors and contacts with physicians for minor, transient febrile illnesses.

A community-based program for family caregivers of impaired older adults was devel oped to teach
caregivers skills and techniques with a view to enhancing their sense of competency and reducing
their risk of physical strain. Skills ranged from giving a bed bath to solving complex
care-management problems. All participants were interviewed by telephone between the first and
second sessions of the training program and three and six months following program completion.
All participants responded positively to the overall program and the curriculum content. But no
behaviora outcome measurements were reported (Mahoney and Shippee-Rice, 1994). Sheehan
(1989) evaluated the Caregiver Information Project which was designed to providereligious|eaders
and social service workers with information concerning the elderly and their caregivers. Results of
the evaluation showed that the training was successful in improving knowledge about aging and
caregiving issues. The project also succeeded in increasing the number of caregiver support
activities.

3.3.1.3 Formal Caregivers

Formal caregivers are mostly trained to work in institutions since institutional care has been and
still isthe mainstay of the health care system in most countries. But as more health services shift to
community-based settings, there is a need to give formal caregivers a broader understanding of
health care issues, to familiarize them with community-based care and to prepare them to work in
the community sector, if necessary. Recognition of such a need is growing. For instance, Hamad
(1991), aWorld Health Organization consultant, commented on the shortcomings of conventional
medical education:

“The usua state of affairsisthat not more than 10% of patients visit the hospital and not
more than 1% are admitted. Why do we then continueto limit our clinical teaching within
thewalls of the hospital and claim to be producing competent doctors? For these doctors
to be competent it isvital that they receive abalanced training in all levels of health care:
primary, secondary and tertiary as well as having familiarity with the culture, traditions
and other psychosocial aspects of the families and communities within which they are to
practise medicine” (p. 20).

Theinadequacy of conventional medical training in preparing physiciansto work in the community
setting isillustrated by astudy of 30 primary care physiciansinvolving in or supervising home care
services as part of their daily work with HMO patientsin the United States (Polich et al., 1990). In
the interviews, the physicians repeatedly mentioned that they had minimal knowledge about and
understanding of Medicare home health care criteria, that they were inadequately trained in home
health care and that they tended to be uncomfortable outside the office or hospital setting.

Realizing the changing needs in health care and the limitation of conventional medical education,
the World Federation for Medical Education, in its Edinburgh Declaration, has called for a
substantial transfer of undergraduate medical education from teaching hospitals to the community.
In the World Summit, the Federation has again recommended the use of wider settings to enlarge
and enrich the hospital experience (see Murray et al., 1995).
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Many studies have reported on demonstration projects and new initiatives conducted in various
jurisdictions. But the magjority of these studies are descriptivein nature or lack vigorous evaluation
of their effectiveness or impact. A sample of these are mentioned in order to illustrate the types and
scope of educational programs with a community-based health care orientation.

Since 1991, the University College London Medical School has instituted a community-based
genera medical practicum to replace ahospital-based junior medical practicumfor first-year clinical
students. This new approach has the same objectives of teaching medica students the basic skills
of history-taking, physical examination and communication skills (Murray et al., 1995). Cermak
(1976) described aprogram introduced by Boston University to provide senior occupational therapy
students with a community-based field work experience. Focusing on prevention and early
intervention for young children and their parents, the program gave the students an opportunity to
experience the complexity of health service delivery in the community and to develop skills for
effective intervention.

A similar approach in dental education was reported by Balzer et al. (1980). Five dental schoolsin
the United States devel oped training programs for dental and dental auxiliary studentsin planning
and delivering preventive dental servicesin acommunity setting using the team approach. A team
consisted of, at a minimum, one dental student and three auxiliaries. The evaluation results were
generally positive. The students reported that the program offered an excellent interdisciplinary
training experience and that the programs offered strong management training opportunities. But
another initiative developed by the Department of Community Dentistry, University of Texas at
San Antonio wasless successful, in the opinion of Miller and Heil (1976). The program, acombined
20-hour course including classroom instruction and field experience, was introduced with a view
to modifying dental students' attitudes toward patients with special needs. Based on pre-and
post-intervention results, it appears that the program failed to produce the desire attitudinal changes
in the students.

As more health services are being provided in non-institutional settings, an increasing number of
formal caregiverswill have to shift their employment from institutions to community settings. The
resultant career changes and the adjustments required may be difficult for some practitioners, and
education could play apart in facilitating the transition. Ceslowitz and Loreti (1991) examined the
experience of 80 registered nurses with exclusively hospital experience who were recruited into
home care nursing. The study described the nurses’ concerns and the six-week home care rotation
that was designed to facilitate the career transition. Concerns expressed included fear of the
unknown, the complexity and scope of the required patient assessments, the need to function as a
generalist and personal saf ety during homevisits. The authorsproposed acomprehensive orientation
program, coupled with continued support for staff members.

Another study examinesthetraining of family physiciansto conduct homevisits(Nealeetal., 1992).
As an emphasis on community-based care may increase the demand for home visits by physicians,
thereisaneed for systematic training of family physiciansin the proper use of the homevisit asan
integral part of patient care. The Department of Family Medicine, Wayne State University devel oped
a structured and supervised home visit experience for its residency curriculum. It required each
resident to perform between six and eight supervised home visits during each three-month rotation
in the second and third years of residency training. Program evaluation data suggested that after the
training, the residents had less concern about personal safety and were more likely to agree that
home visits were important. However, whether the positive effects of such training would manifest
in subsequent medical practice is not known. Studies of similar training initiatives in community
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settings include Couser et al. (1990), Gravdal and Glasser (1987), Key et al. (1973), Osborn et al.
(1986) and Osterweis et al. (1980).

As community-based health care tends to emphasi ze the multidisciplinary or interdisciplinary team
approach, formal caregivers need to learn how to work cooperatively with practitioners in other
health fields. According to G. Szasz, a pioneer of interdisciplinary learning at the University of
British Columbia, interdisciplinary educationisameansto prepare studentsfor collaborativeservice
relationships (Szasz, 1974). Many attempts have been made to introduce or strengthen
multidisciplinary training of health care providers. A survey was done in the United States of all
physician assistant and nurse practitioner programs recognized by the National Commission on
Certification of Physician Assistants in 1975. The results showed that mixing of students in the
classroom was a commonly used technique in mid-level provider programs. McCally et al. (1977)
reported that 70 percent of the physician assistant programs and 38 percent of the nurse practitioner
programshad at | east one classroom activity shared with at |east one other health discipline. Baldwin
and Baldwin (1978) described the development of an interdisciplinary health sciences program at
the University of Nevada, Reno, which featured a common core curriculum for all studentsin the
health field. Szasz (1974), likewise, described the attempts at the University of British Columbia
to introduce the Interdisciplinary Education in the Health Sciences program.

In 1984, the Department of Family and Community Medicine of the Eastern Virginia Medical
School introduced a year-long interdisciplinary continuity-of-care elective for students in a
medi cally underserviced inner-city neighbourhood. Thisel ectiverequired each participating student
to spend one evening aweek in the project over an entire year to learn the skillsneeded in long-term
health care. The student provider teams consisted of pre-clinical medical, third-year medical, socia
work, nursing and nurse practitioner students. An evaluation showed that the students strongly
supported the team approach. The success of the program from the patients perspective was
assessed by a survey administered to a random sample of the patients at the end of the year. All
reported that the care was generally better than the care they had previously received (Berger and
Shaffer, 1986). Other studies of multidisciplinary training involving medical studentsincludethose
by Bassoff (1983), Howard and Byl (1971) and Tanner et al. (1972).

3.3.2 Education - Fairness (llI-B)

Shortages of certain types of health personnel or the uneven distribution of personnel are important
issues in health workforce planning. A few studies have examined the effects of formal education
on the supply and distribution of health human resources in relation to community-based health
care.

Thelack of primary care physiciansin the United States has been alongstanding concern and efforts
have been made to encourage more medical students to become primary care physicians who are
more likely to practisein community settings and rural areas. A study by Rabinowitz (1988), using
educational datafrom 123 medical schoolsin the United States, showed that students who attended
medical schoolswitharequiredthird-year clerkshipinfamily practiceweresignificantly morelikely
to enter family practice residency training (16.8 percent) than students who attended schools with
arequired fourth-year clerkship (14.5 percent), or who attended a school with no required family
practice clerkship (12.1 percent). But, as recently as 1986, only 27 percent of American medical
schools had arequired third-year clerkship in family medicine.
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In response to the new requirements of the National League for Nursing and the American Nurses
Association, many nurse practitioner programs in the United States have converted from the
certificate to the master’ s degree level. Such a change could become a barrier to enrolling certain
types of students, such as nursesin rural areas and those who are members of minority groups and
who may also be the ones most likely to practise in underserviced areas. An analysis was done by
Fowkes et al. (1994) to examine the effect of the graduate level programs on deploying graduates
to underserviced areas. Programs were defined as successful if more than 60 percent of their
graduates were in primary care practice and a substantial number were in medically underserviced
areas. The results showed that only three (or 14 percent) of the 22 graduate-level programs were
classified as successful. The two non-graduate level nurse practitioner programs were both
successful. In other words, graduates of certificate programs were much more likely than their
graduate-level program counterpartstowork in primary care or underserviced areas. The same study
also showed that nurse practitioner, certified midwife and physician assistant programs need to use
comprehensive strategies to encourage their graduates to practise in underserviced areas. Such
strategies include recruiting students who are committed to underserviced populations, providing
classroom and clinical experiences that support their goals and prepare them for work in these
communities and hiring faculty members who model similar practice. The students and graduates
interviewed identified clinical experience in underserviced areas, curriculum on other cultures and
public health, faculty role models and the program’s emphasis on primary care as providing the
preparation they would need to practise in underserviced areas.

3.3.3 Policy Issues

Various policy issues related to the education and training of health care providers have been
identified.

I Although no consensus exists on the kind of educational model that would help foster
community-based hedlth care, there is a genera realization that existing approaches are
flawed in a number of ways. The above review has identified a number of problems, such
as compartmentalized training, training that is mostly confined to institutional settings and
lack of emphasis on primary health care.

In addition to these issue-specific criticisms, there are critiques that aim at health human
resources training in general. Slayton (1978), for instance, has assalled “traditiona
professional education” asaninflexible model unableto respond to changing circumstances.
According to him, the requirement that such education be consisted of liberal education and
extensive training in a body of theoretical knowledge may result in ignorance of or lack of
interest in lower-level, practical activities. The presumption of autonomy may result in
practitioners who are unable or unwilling to engage in certain kinds of work which require
interdisciplinary skills. He also points out that over-education tends to put such careers
beyond the grasp of many, produce a uniform and narrow range of skills and lead to high
costs of services. While Slayton’ sbroad concerns may not be shared by everybody, hisidea
of appropriate learning with multiple entry and exit points and interdisciplinary and
service-oriented curriculaappearsto be compatible with the obj ectives of community-based
health care.
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One of themost critical issuesisthelack of community-based training. Whilethere are some
innovative initiatives, some of which have been described previously, much of formal
educationinthe healthfield isstill firmly entrenched in the traditional paradigm. In the case
of medicine, as Woolliscroft and Schwenk (1989) have opined, a model of ambulatory
teaching of medical students has yet to exist. Their view is echoed by Murray et al. (1995)
who have noted that there has been little attempt to develop genuine community-based
medical education. They believe that a three- to six-week attachment to general practiceis
not adequate.

Realizing the often inadequate preparation of health care providers to work in community
settings, the Pew Health Professions Commission (1994b, 1994c) has advocated increased
opportunities for undergraduate and graduate medical education in ambulatory, rura and
other community settings and the use of restricted state funding to redirect the current
individual, curative orientation of heath care education toward more community- and
prevention-oriented curricula.

In order to give medical trainees educationa experience beyond the walls of teaching
hospitals, many medical schools look for ambulatory teaching sites. Such sites are thought
to be more suitable for learning the skills of physician-patient communication and for
devel oping collaborative working relationships with other health personnel. Thus, it is not
surprising that of the 77 HMOs surveyed in the United States in 1977, 48 (or 62 percent)
were involved in medical student teaching programs. Many also taught students in other
disciplines (Osterweis et al., 1980). But, as Gordon et al. (1977) have discovered, there are
educational and practical problems associated with community-based teaching. These
include using community-based instructors who typically are not closely connected to the
university and who have limited background in instruction, ensuring comparability of the
experiences of students who are in different learning sites and monitoring students
performances in widely dispersed locations.

A relatedissueisthe appropriateness of existing educational curricula. Inthe case of medical
education, it has been suggested out that what is taught in medica schools may not
correspond to what is needed most in medical practice, particularly in community settings.
Bartlett (1980), for example, noted that the percentage of direct patient care time devoted
to health education and counselling by primary care physicians ranged from 19.3 to 35.4
percent. Physicians also viewed patient education as an important therapeutic modality.
Thus, Bartlett found it ironic that health education was not taught as a separate required
course in any of the 120 medical schools in the United States, according to the 1979/80
curriculum directory of the Association of American Medical Colleges.

Multidisciplinary training has become trendy. But as Kindig (1975) has pointed out,
although a wide variety of didactic and experiential interdisciplinary initiatives have been
carried out, certainly nothing as concrete as educational principles are in place. Bassoff
(1983) is equally sceptical. He has noted that empirical studies that could justify the cost
effectiveness of the team approach are conspicuous by their absence. According to the
author, there islittle evidence that the movement has had any substantial impact on health
sciences education.
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On the other hand, Shepard et al. (1985) have been ableto distil from existing research ideas
for organizing and implementing effective multidisciplinary training. Similarly, Kindig
(1975) has offered a number of practical suggestions on strengthening multidisciplinary
training. These include placing different disciplines in close proximity in order to increase
social interaction, integrating the teaching and learning of basic sciences and making
avalable interdisciplinary clinical experiences for interested students. More
experimentation and research in thisareaare called for.

Vi. Thebroadening of community-based health carewill likely require caregiverswith abroader
range of skills. But, how should multiskilled providers be trained or how should existing
caregivers beretrained to be multicompetent? Rudmann et al. (1989) have offered anumber
of possible models, such as combining two or more programs into a single program,
developing anew program with uniquetraining for specific health care delivery settingsand
adding basic skills to existing single-discipline curricula. Other alternatives include
continuing education programs, apprenticeships and on-the-job training. To date, very little
discussion on this and related issues has taken place in Canada. The survey in Alberta
conducted by Billey (1994) has shown that informal, on-the-job training is most frequently
used by agencies and facilities to cross-train their workers. But such an approach may not
be adequate if the demand for multiskilled workers continue to increase.

vii.  Asnoted earlier, the evidence is inconclusive with respect to the effectiveness of health or
patient education for self-care. The same can be said about strategies for health or patient
education. Russell and Iljon-Foreman (1985) have pointed out that no one educational
strategy has been consistently shown to have a clear advantage. While there is a growing
interest in transferring information, knowledge and skills to service consumers, thereis no
clear guidance about which techniques are most effective for particular problems and
patients. Bartlett (1980) has identified a number of factors that may explain the
ineffectiveness of some health educational efforts, such as the unwarranted assumption that
knowledge alone leads to behavioral changes, over reliance on one or two educational
strategies and efforts directed solely at the individual patient when the target behaviour is
not under his’her complete valitional control. In designing health education strategies and
programs, some of these factors need to be taken into consideration.

3.4 Modality IV: Models of Personnel Configuration and
Provider Remuneration

Although there are many possible models of personnel configuration in community-based health
care, such as solo practice, group practice, partnership, hierarchical structure and team, the model
that has captured the attention of many researchers and planners is the multidisciplinary or
interdisciplinary team model. Also, because of the way community-based health careis defined by
the present study and the way the literature searches were conducted, most of the studies selected
for review emphasize the multidisciplinary team approach. The World Health Organi zation defines
the primary health care team as a*“ group of persons who share acommon health goal and common
objectives determined by community needs, to which the achievement of each member of the team
contributes, in a coordinated manner, in accordance with hisher competence and skills and
respecting the functions of others’ (quoted in Abelson and Hutchison, 1994: p. 28).
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With respect to how providers are remunerated, much of the discussion in the research literature
focuses on the differences between fee-for-service and non-fee-for-service payment schemes in
relation to service utilization, health outcomes and health care costs.

There are many studies that describe personnel configurations in community-based health care
organizations or programs. For example, the Reach Community Clinic in Vancouver had five
part-time physicians, two nurse practitioners, two licensed practical nurses, one pharmacist, one
nutritionist and three medical receptionists. One of physicians was the medical coordinator (Sheps
and Robertson, 1984). The Extra-Mura Hospital in New Brunswick has a service mandate that
combinestraditional long-term, low-intensity home care with more active hospital -at-home type of
care (Ferguson, 1993). Its servicesinclude short-term active care, continuing active care, sustaining
care and palliative care. As of 1993, it had 514 employees, of whom 422 were involved in direct
patient care. The visiting staff comprised clinical nutritionists, nurses, occupational therapists,
physical therapistsand respiratory therapists. Social workersalso became an increasingly important
part of the health care teams. Although physicianswere not employees of the Extra-Mura Hospital,
each patient had a designated attending physician. Asin conventional hospitals, physicians had to
apply to the Extra-Mural Hospital board for admitting privileges.

Reinke and Greenley (1986) examined three community mental health programsthat used different
types of personnel and that organized personnel in different ways. Three personnel configurations
were identified: the “caseworker model”, the “paraprofessional-extender model” and the “team
model”. A study of 12 community support programs for mental health clients in small cities and
rural areas of Wisconsin revealed considerable variations in the use of paraprofessional caregivers.
The authors (Hollingsworth et al., 1993) found that programs ranged from having no
paraprofessionals to having the vast majority of the caregiving staff in that category. Also, it was
found that the use of paraprofessionals was much more prevalent in rural programs.
Paraprofessionalswere defined by the authors as workersin supportive roles such as case aides and
psychiatric attendants.

Haig et al. (1994) described the “Quick Program” in the United States, which specialized in
outpatient assessment and planning for rehabilitative treatment of personswith various disabilities.
The assessment and treatment planning were conducted by community-based multidisciplinary
teams consisting of such disciplines as physical therapy, occupational therapy, social work,
rehabilitation nursing, physiatry, speech-language therapy, therapeutic recreation, psychology and
dietetics. Community-based rehabilitation programs also exist in Canada. Sullivan et al. (1993)
described 17 out-reach rehabilitation programs in various Canadian provinces. Some of these
programs consisted of teams of providers who were based in urban rehabilitation institutions and
travelled to rural communities to provide services. Others were not based in urban institutions but
functioned primarily by coordinating the delivery of regionally-based or urban-based specialized
rehabilitation services. The composition of these out-reach teams reflected the range of
rehabilitation disciplines found in urban rehabilitation centres. Physical therapy, occupational
therapy and speech therapy were the most commonly represented disciplines. Other disciplinessuch
as medicine, nursing, orthotics, social work and psychology were also present in some of the
programs.

In addition to these descriptive studies which look at individual or a small number of agencies or
programs, there are several studies using national or large-scale surveys to identify personnel
configurations in community-based health care agencies or programs. For example, the National
Birth Centre Study by Rookset al. (1992) surveyed 84 birth centresin 35 statesin the United States
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between 1985 and 1987. Major primary care providers in these birth centres were: certified
nurse-midwives (70.2 percent), obstetricians (13 percent), family practitioners (4.8 percent),
obstetricians and certified midwives (4.8 percent), lay/licensed midwives (3.6 percent), physicians
other than obstetricians and family practitioners (2.4 percent) and certified midwives and
lay/licensed midwives (1.2 percent). According to another survey conducted in the United States
by the National Association of Community Health Centres (1994), community and migrant health
centre staff included physicians, mid-level practitioners (i.e., nurse practitioners, nurse midwives
and physician assistants) and dentists. On the average, these centres employed 5.8 full-time
equivalent (FTE) physicians, 2.2 FTE mid-level practitionersand 1.1 FTE dentists. But the numbers
and types of providers varied widely. Urban centres were more likely to employ a wide array of
practitioners including social workers, health educators and outreach workers.

Similar national or large-scale surveys have been conducted in Canada. In a study of 365 local
community health and social service centres in Canada in 1988, Robichaud and Quiviger (1991)
reported that these centres had an average of 24.5 positions. Centres offering integrated services
generaly had more staff than those providing health or socia services only. Community centres
employed various types of personnel. The 36 centres with an exclusive health mandate employed
primarily nurses (40 percent), physicians (8 percent) and other health care providers (8 percent). In
addition to paid staff, there were volunteers who provided community services. Community social
service centres (with aratio of 2.6:1) made more extensive use of volunteers than do health care
centres (0.9:1) or integrated services centres (1.1:1). According to Bozzini (1988), centres locaux
des services communautaires (CLSCs) or local community services centres in Quebec had an
average staff of 56, including formal caregivers and administrative personnel, varying from 25 in
the smallest ones to 75 in the largest ones. Personnel included physicians, nurses, nutritionists,
dentists, dental hygienists, laboratory technicians, social workers, psychol ogistsand domestic aides.

3.4.1 Models of Personnel Configuration and Provider Remuneration -
Quality of Care

3.4.1.1 Models of Personnel Configuration -Quality of Care (IV-D)

Besides descriptive studies, there is a body of literature that examines the effectiveness of
multidisciplinary teams. Readers should be reminded that many of the comparative studies that
examinetheeffectivenessof mid-level practitioners(reportedin Section 3.2.1) alsoindirectly assess
the effectiveness of using multidisciplinary teams since most mid-level practitioners work under
the direction of or in close cooperation with physicians. A study can be cited as an illustration.
Duttera and Harlan (1978) studied 14 primary care practices in the rural southwest of the United
States. The researchers observed three practice patterns involving physicians and physician
assistants: (1) the physician assistants saw virtually al patientsinitially, and the physician followed;
(2) both physicians and physician assistants handled patients relatively independently, with the
physicians seeing patients of the assistants only when consultation was solicited and (3) patients
were selectively assigned to the physician assistant by the physician. The results showed that when
properly managed, each of these practice patterns resulted in competent care.

Seven antenatal care programsin British primary care settings - health centres, general practitioner
surgeries or community clinics - were examined by Wood (1991). Each program used a
multidisciplinary team consisting of, e.g., general practitioners, community midwives, health
visitors, social workers, part-time obstetricians and dietitians. In each case, comparisons with
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respect to pregnancy outcomes were made between two groups of women, one receiving integrated
community-based care and the other receiving traditional shared care. Results of the evaluation
showed that integrated care improved accessibility, uptake, communication between women and
caregivers and client satisfaction. Aswell, pregnancy outcomes for both mother and infant were at
least as good as those of traditional shared care. Baldwin et al. (1993) evaluated a multidisciplinary
care centre in Seattle. A multidisciplinary approach to provide care to the elderly was developed
with the hope of maintaining them in their homes. Service providersincluded internists, physician
assistants, home health nurses, part-time psychiatrists, mental health counsellors and rehabilitation
podiatric and laboratory personnel. Theintervention group patients made significantly more annual
visits to their primary care physicians than the control group subjects. But both emergency room
use and inpatient care were higher in the control group. Various indices suggested that quality of
care and satisfaction were comparable or superior among the intervention group subjects. It isthe
view of the authorsthat coordination rather than the availability of multidisciplinary services might
be largely responsible for differences in utilization between the two groups.

Vohlonen et al. (1989) evaluated the “ Personal Doctor Program” in Finland. The goal of thislarge
demonstration project, conducted between 1983 and 1987, was to achieve the clinical advantages
and performance incentives of enrolling individuals on a specific general practitioner’s list, but
within the broader team-based framework of a primary health centre. By re-structuring primary
medical services so that one particular physician became the provider of all primary care to the
patient, policy-makers hoped to move from an episodic to a more holistic approach of patient care.
Three experimental groups representing three separate organizational models were compared. In
addition, the population outside the demonstration project was used as a control group. Results of
this comparative study suggested that the program was most successful in heath stations where
service delivery was based on small teams consisting of a general practitioner, two nurses and a
social worker. The change from an “assembly line” approach to a team model appeared to have
improved the quality of primary care.

This brief review can be summed up by the conclusion reached by Abelson and Hutchison (1994)
who have reviewed studies that examine different forms of practice organization, e.g., solo, group
and partnership practice, community health centre/health service organization/CLSC and HMO.
They conclude that the “review of the literature evaluating physician-centred models of primary
health care delivery has reveded findings of decreased hospital utilization among
vertically-integrated health care organizations that have a strong primary care base. In addition,
group (as compared with solo or partnership) practice was found to be associated with features of
practice organization that are likely to promote the delivery of quality and appropriate care” (p. 15).

3.4.1.2 Models of Remuneration - Quality of Care (IV-D)

Thereare someindicationsthat physiciansin community health centre settings provide better patient
care. Severa groups of Quebec primary care physicians were examined by Battista and Spitzer
(1983) with respect to preventive activities related to cancer: fee-for-service physicians in rural
settings, salaried CLSC physicians and physicians on sessional payment in Family Medicine
Teaching Centres (FMCs). The results showed that physicians in CLSCs and FMCs followed
patterns of preventive practice that were closer to those recommended and practised prevention in
awider spectrum of patient-physician encounters than did fee-for-service physicians. In asimilar
study, Renaud (1980) attempted to determine whether physicians practising in CLSCs managed a
medical problem differently than thosein private group practiceclinicsinthe Montreal area. Results
showed that CL SC physicians provided a higher quality of care than did private clinic physicians.
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However, both studies failed to isolate the cause(s) of the differences between the various groups
of physicians. The authors of both studies suggested that multiple causes might be operating,
including reimbursement schemes, use of multidisciplinary teams, self-selection factors that
attracted physicians to one or the other practice settings and ideological differences surrounding
these practice settings. Equally noteworthy is the fact that the number of Canadian studies is too
small to allow definitive conclusions be drawn at thistime.

3.4.2 Models of Remuneration - Value for Money (IV-C)

Hastings et al. (1973) compared the one-year utilization of medical and hospital services by some
3,300 steelworkers and their familiesin Sault Ste. Marie, Ontario who belonged to aprepaid group
practice plan (Sault Ste. Marie and District Group Health Association) with utilization by members
of the same union local and their families whose care was provided by independently practising
physicians. Whereas physicians of the Group Health Association (GHA) were on saary, the
independently practising physicians received afee for each item of service they provided. Benefits
covered under the two plans were aimost identical. Although the study did not examine costs and
health outcomes, some of the findings have “value for money” implications. Compared with those
who received their medical care from fee-for-service physicians, members of the GHA were found
to spend 24 percent less time in hospital, to have fewer surgeries, more likely to receive
immuni zations and check-ups, more likely to have seen a physician at least once during a 12-month
period and to undergo more radiologic and laboratory investigations. The GHA was more likely to
delegate specific tasks to non-physicians. For example, whereas practically all the refractions for
GHA members were performed by optometrists, aimost two-thirds of the refractions for the other
group were performed by ophthalmologists. On the other hand, general practitioners provided 38
percent of the obstetric care given in independent practice, compared with only 15 percent in the
GHA. Similarly, 22 percent of surgical operationson patientsof independently practising physicians
were performed by general practitioners compared with less than one percent of the operations on
GHA members.

In addition to testing the team approach, the Personal Doctor Program in Finland (see Section
3.4.1.1) was intended to examine the differences between salaried physicians and their
self-employed counterparts. Thethree experimental groupsrepresented different organizational and
reimbursement models. In Model 1, physicians worked in public health stations on a fixed salary
system. Model 2 introduced anew salary framework involving a basic allowance for education and
experience, acapitation allowance and acoverage allowance. Model 3 used private practice general
practitioners, but with no co-payment requirementsfor patients. Results of the demonstration project
showed that publicly employed physiciansproduced at | east the same overall valueasdid physicians
in private practice. In the words of the authors (Vohlonen et al., 1989), “public physicians can
provide as high a quality and as cost-effective patient care as private physicians once the
impediments created by inappropriately bureaucratic administrative structures have been
eliminated” (p. 78).
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3.4.3 Models of Personnel Configuration -Quality of Worklife (IV-E)

Thereisnot alot of research on how different models of personnel configuration affect the quality
of worklife of the caregivers. One study by Spitzer et al. (1973) involved asmall number of primary
care practices in southern Ontario. The nurses of 14 family practices applied for training as nurse
practitioners. Seven applicants were randomly selected to received training and their corresponding
practicesbecametheintervention group, while the remaining nursesand practiceswerethe controls.
During the subsequent year of investigation, important changes occurred in the professional roles
of the intervention group. The physician and the nurse practitioner worked as copractitioners, and
their job satisfaction did not decline after the adoption of the new practice model.

A randomized design was used to examine the cost effectiveness of a Veterans Administration
hospital-based home care program. The intervention model was different in several ways from
conventional home care. First, the physician was an active participant in planning and implementing
the home care plan. Second, the team members (primarily nurses and social workers) also actively
participated in inpatient care, facilitating hospital discharge planning and monitoring continuity of
care. Third, care provided in the intervention group was more comprehensive and continuous.
Initially, caregivers in the intervention group reported significantly lower satisfaction with care at
the baseline than control group caregivers. But at one- and six-month posttests, the satisfaction level
wasreversed. | ntervention group caregiverswere significantly more satisfied with care (Cummings
et al., 1990).

3.4.4 Policy Issues

I While the multidisciplinary team approach is amost universally praised, particularly for
community-based health care, the successful implementation of such an approach is often
easier said than done. Baldwin and Baldwin (1978) have pointed out anumber of challenges,
including the difficulty in explicating the concept of teamwork in primary care, the fact that
leadership is not vested in any one discipline and the problem of occupational turf-guarding
or territorial imperatives.

Themost problematic aspect of thisbody of literatureisthefailurein many studiestoisolate
the effects of the team approach. While most researchers are convinced of the desirability
of the team approach, it isnot clear if the beneficial effects are due to the multidisciplinary
nature of the team, to some other characteristics or to acombination of factorsincluding the
team approach. Similarly, it is not clear how it produces the observed effects. The
multidisciplinary team approach is not unique to community-based health care. It is not
known, for example, how community-based health care teams differ from, say, operating
room teams or teamsin private dental practices.

This uncertainty is shared by others. For example, Seacat (1977) states that the
“neighbourhood health centres have invested considerable efforts in developing the team
approach. However, there has beenlittle documentation on the effectiveness of thisapproach
intermsof costs, improvementsinthequality of care, or improvementsin patient compliance
as a consequence” (p. 158). Langsley and Barter (1983) express similar sentiments when
they say, “Despite the popularity of the term ‘mental health team’, there is no accepted
definition of the composition of the team or roles of the team members, and no clear
conceptual model for the team’s operation. Thus team function often gives way to an
individual practicemodel or competitive strugglesover turf and authority” (p. 731). Abelson
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and Hutchison (1994) are somewhat more charitable when they comment, “Despite
widespread support for multidisciplinary and collaborative approaches to primary health
care delivery across numerous jurisdictions, only weak evidence exists to indicate that this
approach leads to the delivery of more effective or efficient care” (p. 30).

Some studies have offered suggestions on how the team approach can be made workable.
In reviewing the work of the Quick Program (see Section 3.4), Haig et al. (1994) have
attributed the success of its team approach to a number of factors. For instance, individual
team members are educated on the team concept prior to the development of the program.
As well, a communication meeting with all team members and a meeting with the patient
and family assure a coordinated approach. According to Rubin and Beckhard (1972), some
attempts to help team members look at their goals, tasks, relationships, decision-making
norms and backgrounds are essential for team effectiveness. They point out that it is naive
to bring together a highly diverse group of individuals and expect ateam to become redlity.
The authors further suggest that certain team members will need to develop membership
skills such as listening and collaborating. The importance of training practitioners in the
requirements of team work and the inappropriateness of traditional training of physicians
and nurses to work as team members have also been emphasized by Wise (1972).

Having examined the reimbursement of mid-level providersin the United States, Robyn and
Hadley (1980) raise a humber of questions. For instance, should there be universa
reimbursement for services provided by nurse practitioners and physician assistants or
should there be reimbursement only for mid-level providersworking in underserviced areas?
If the services of nurse practitioners and physician assistants qualify for reimbursement, the
issue then becomes at what rate. A number of approaches have been suggested, including
full reimbursement, fractional reimbursement, modified full reimbursement and cost-based
reimbursement. Other related i ssues concern direct versusindirect reimbursement. Thelatter
refers to mid-level providers receiving payment through physicians under or with whom
they work. There are pros and cons for each of these options. It is the view of the authors
that the most feasible method for employing nurse practitioners and physician assistants
may be through public or quasi-public facilities such as Area Health Education Centres,
Neighbourhood Health Centres or National Health Service Corps sites - facilities that are
capable of using such providers efficiently and have the explicit objective of serving
populations with inadequate access to health care. As some Canadian provinces have
introduced nurse practitioners and midwives, such payment issues need to be addressed
becauseresearch conducted inthe United States has shown that i nappropri ate reimbursement
policies often inhibit the optimal use of mid-level providers.

Bicknell et al. (1974) have argued that the fee-for-service medical care model may not be
conduciveto the effective and large-scal e use of physician assistants and nurse practitioners
in the United States. Mid-level providers can perform one of two possible functions: in
concert with the physician, they can broaden the scope of the care provided, affording time
to manage each patient’s medical conditions and psychosocial needs or they can become
mere technicians who see a narrow range of cases. Fee-for-service reimbursement
encourages the latter and mid-level providers may inadvertently aggravate the negative
aspects of the fee-for-service system. Thisis because since most mid-level providersare on
saary, they represent a fixed cost to their physician-employers. Their financial value is,
therefore, directly proportional to the number of patient encounters they can generate.
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35 Modality V: Statutory Regulation of Health Occupations

Theconventional health human resourcesliterature payslimited attention to occupational regulation
or the statutory regulation of the heath workforce. This is surprising because occupational
regulation can have major impacts on health human resources and, indirectly, on service delivery
and service users. It dictates who can do what; it sets entry-into-practice requirements; it often
stipulates conditions under which practitioners must perform their functions; it specifies who can
use what kind of title; etc. All this affects, directly or indirectly, the supply and distribution of
providers, cost, availability and quality of service, aswell as how occupational groups relate to one
another.

Occupation regulation seldom works in isolation, particularly in health care which is one of the
most regulated sectors of the economy. As Gaumer (1984) has observed, occupational regulation
often goes hand in hand with or is reinforced by accreditation requirements, granting of practice
privileges by institutions, peer reviews, malpractice actions, and the like. Together, they create a
complex and often overlapping array of regulations. While these measures are ostensibly justified
by the need to protect the health and safety of the public, many authors (e.g., Economic Council of
Canada, 1981; Freidson, 1970; Gaumer, 1984; Gross, 1984; Ministére de la Santé et des Services
sociaux, 1989; Muzondo and Pazderka, 1980; Olley, 1978; Ostry, 1978.) have noted the negative
consequences of inappropriate or excessive regulation, including occupational monopoly, barriers
to entry and mobility, rigidity in the occupational structure, inefficient use of human resources,
higher service costs, personnel shortages, lack of accountability, stifling of innovation, etc. Tallying
up the balance sheet on occupational regulation, the Economic Council of Canada (1981) has
concluded that “ occupational regulation in Canadais not working aswell asit could, or should. The
evidence that we have gathered suggests that a number of regulatory restrictions are imposing costs
in excess of the benefits provided” (p. 118). In view of all this, it is important to examine how
community-based health care could be aided or impeded by occupational regulation.

The literature search has found very few studies that specifically address the relationship between
occupationa regulation and community-based health care. Writers tend to discuss the effects of
occupational regulation on the health care system as awhole or on a particular health occupation,
regardless of whether the formal caregivers work in ingtitutional or community settings.
Furthermore, few studies of occupational regulation are comparative in nature. Thus, only a small
number of studies meet the rather stringent inclusion criteria of the present review. But because of
the importance of occupational regulation, several studies concerning non-institutional services
have been selected for review. Also selected areanumber of more general studieswhich haveraised
important policy issues that are relevant to community-based health care.

3.5.1 Occupational Regulation - Fairness (V-B)

A number of studies have examined the reasons behind considerable inter-state variations in the
availability and use of nurse practitioners, physician assistants and nurse-midwives in the United
States. The results of these studies indicate that legal constraints are a major determining factor.
Legal constraintsrefer to, among other things, the legal recognition of the practitioners, conditions
for certification, requirements for physician supervision, whether practice location is defined by
law and whether practitioners are allowed to prescribe certain drugs. Weston (1980) found that
states liberal in legal sanctions attracted more mid-level providers. Similarly, Sekscenski et al.
(1994) discovered that there were wide variations in both state practice environment scores and
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practitioners-to-population ratios for three categories of mid-level provider. For example,
practice-environment scores for nurse practitioners ranged from 100 in Oregon to 14 in Ohio and
lllinois. States with restrictive practice environments had fewer practitioners per 100,000
population. Conversely, states with favourable practice environments tended to have higher
practitioner-to-popul ation ratios.

A nation-wide survey of nurse practitioners in primary care and their employers was conducted
between 1973 and 1976 by Sullivan et al. (1978). The purpose of the survey wasto identify barriers
to the employment and utilization of nurse practitionersin the United States. Legal restriction was
the barrier mentioned most often by both nurse practitioners and employers. Robyn and Hadley
(1980) identified excessive restrictions on what nurse practitioners and physician assistants could
do as amagjor problem. For instance, some states failed to legally recognized physician assistants,
thereby virtually precluding their practice. In other states, the scope of dutiesthat physicians could
delegate was often so vaguely or narrowly defined as to make hiring a physician assistant
problematic, or even risky from the standpoint of malpractice threat. Dean (1973) documented
attempts by some occupational groupsin the United Statesto restrict what physician assistantswere
allowed to do. The fear was that physicians might delegate functions considered to be the “turf” of
other health occupations. To prevent the usurping of roles, some occupational groups introduced
provisionsin their own statues, forbidding physician assistants from performing certain functions.
Optometric associations were most active in limiting the functions of physician assistants. Other
groups followed suit. For example, five statues prohibited them from practising pharmacy, six from
practising dental hygiene and two from practising chiropractic.

The difficulties created by rigid occupational regulation are not confined to mid-level providers. It
posessimilar impedimentsto theintroduction and use of multiskilled workers. Blayney et al. (1989),
for instance, suggested that the relative absence of rigid licensure and certification requirementsin
the 1950s encouraged the use of cross-trained personnel.

Occupational regulation invariably means the setting of educational and other requirements that
must be met by those seeking admission to the occupation. One consequence of occupational
regulation, particularly self regulation, is “credentia creep” or the incremental elevation of
educational requirements. Although thisis often justified by the need for better-prepared providers,
there are prices to pay for raising the entry-into-practice requirement. One of the consequencesis
that highly-qualified providers tend not to practise outside major urban centres, resulting in the
unequal distribution of personnel and service access difficulties for rural residents. A study by
Fowkes et al. (1994), reported in greater detail in Section 3.3.2, has looked at the effects of the
conversion of nurse practitioner training from certificate level to master’ s degreelevel, in response
to the new requirements set by the National League for Nursing and the American Nurses
Association. The authors have found that graduates of the master’s degree programs were much
less likely to work in underserviced areas than their certificate program counterparts.

3.5.2 Occupational Regulation - Value for Money (V-C)

A study by Shepard (1978) looked at how licensing practices by state dental licensing boardsin the
United States influenced the costs of dental services. Special attention was paid to the refusal of
some boards to recognize licences granted in other states. Average feesfor 12 dental serviceswere
compared between states that recognized out-of-state licences and those that did not. For 11 of the
12 most common services, fees were found to be higher in states that did not have reciprocity.
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Dentists in nonreciprocity states also tended to have higher net income. This study showed that
whereregulatory authoritiesused competition barriersto limit the entry of nonresident practitioners,
dentists systematically raised feesto increase their earnings. It was estimated that the price of dental
services and mean dentist income were between 12 and 15 percent higher in nonreciprocity
jurisdictions when such other factors as cost of living were accounted for.

Inasimilar study, Conrad and Emerson (1981) analyzed the effects of dental practice acts on denta
feesand dentist incomesin the United States. Threetypes of practice act provisions were examined:
restraints on advertising and soliciting of patients, limits on the scope of practice and number of
dental hygienists per dentist and restrictions on the form of organization and ownership of dental
practices. The results indicated that limits on the number of offices per dentist and absence of
reciprocal licensing arrangementswere associated with higher feesand net incomes among dentists.
Restrictions on the number of hygienists per dentist were positively related to dental fees, but not
with net income. Restrictions on advertising, on the other hand, were associated with higher net
income, but not fees. It should be noted that neither the study by Shepard (1978) nor the one by
Conrad and Emerson (1981) looked at quality of dental care.

Begun (1979) examined the effect of professionalization of optometry on the price and content of
optometric servicesin the United States. One of the factors examined by the author was “ structural
professionalization” which refers to the extent to which a state imposes restrictions on type of
employment, prohibition of price advertising by optometrists and opticians and continuing
education requirements. The data showed that price differences of over 20 percent existed between
states that were categorized as high and those that were low in structural professionalization.

Theeffects of occupational regulation on the practice of optometry were al so examined by anumber
of other writers (Begun and Lippincott, 1980; Benham and Benham, 1975; Bond, 1983). More
specifically, they studied the effects of ethical prohibitions on the cost and quality of and accessto
optometric care. Ethical prohibitions refer to restrictions placed by occupational associations or the
state on commercial practices such as advertising and price competition. Generally speaking, these
studiesand the one by Begun (1979) showed that ethical prohibitionsand professionalization efforts
increased service complexity and raised costs quite substantially. Higher prices for optometric
services eventuated even after controlling for the increased length and complexity of eye
examinations. These higher prices were, in turn, associated with reductions in service utilization.

3.5.3 Occupational Regulation - Quality of Care (V-D)

The relationship between occupational regulation and quality of careis an important one since the
need for quality control and consumer protection is the justification most frequently used by
practitionersand policy-makers. A number of authors have maintained that occupational regulation
does not guarantee service quality. For instance, Frech (1974) has stated that “it has not yet been
clearly demonstrated that licensure regulation really doesresult in higher quality” (p. 121). Shepard
(1978) has also challenged the claim that licensing examinations increase the proficiency of
practitioners. However, these authors have offered no empirical evidenceto support their assertions.

In astudy conducted in the United States, Bond et al. (1983) investigated the effects of advertising
and commercia practice on the price and quality of optometric services. Data were collected by
actually purchasing eye examinations and eyeglasses from optometrists in “restrictive cities’ and
“non-restrictive cities’. In restrictive cities, optometrists were not allowed to advertise in the media
or work for large chain firms. Non-restrictive cities, on the contrary, allowed advertising and
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working for chain firms. Results of the study showed that advertising and chain-firm optometrists
produced prescriptions no less appropriate than those of non-advertising optometrists, in both
restrictive and non-restrictive cities. Also, adequate eyeglasses were prescribed with about the same
frequency in both types of cities. Lastly, such commercial practices did not adversely affected the
accuracy or quality of eyeglasses. On the basis of their findings, the authors concluded that such
commercial practices lowered prices but did not lower the quality of eye care.

3.5.4 Policy Issues

i The Pew Hedth Professons Commission (1994b) has stressed the importance of
occupational regulation in reforming the health workforce in the United States. While it
recognizes the success of occupational licensing in weeding out incompetent practitioners
and bad apples, it has raised a number of concerns:

“The (occupational regulatory) system is... coming under increased scrutiny
over its effectiveness in protecting the health and welfare of the public.
Regulatory processes dea imperfectly with complex issues of professional
jurisdiction, the proliferation of new health occupations and changing models
of care delivery. Furthermore, areview of the literature suggests that licensure
brings higher costs to consumers, reduced access to health care services, and
reduced managerial flexibility. Moreover, it demonstrates a weak relationship
to outcome quality” (p. 10, parentheses added).

If the success of community-based health careis partly contingent upon a more rational use
of health human resources through appropriate task delegation and interdisciplinary
cooperation, Quebec’' s experience in regulatory reform illustrates the kinds of problem that
occupationa self regulation could create. According to the Ministere de la Santé et des
Services sociaux (1989),

“...the mission of the Office des professions has proved difficult to put into
practice. Some 15 years after the legidator’s decision to make the delegation
of acts mandatory, only three of the seven corporations involved had adopted
regulations in this regard. Contrary to what had been intended, the delegation
of actshasallowed some del egating corporationsto enlarge and strengthen their
fieldsof practice. Whereasthismechanismwasintended tointroduceflexibility
in the definition of exclusive fields, it has rather had the effect of maintaining
the hierarchy of professions and encouraging turf-battles and legal conflicts
between professions. Asaresult, professional regulations have very often been
a constraint in the organization of work, and an obstacle to cooperation and
multi-disciplinary work, and have sometimes even disrupted the labour
climate” (p. 69).

One of the most important policy issuesisto determine the kind of occupational regulation
that is compatible with the objectives of community-based health care.
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A number of alternatives have been proposed to improve the way health occupations are
regulated. Theseincludereplacing individual regulatory boardswith acomposite board with
responsibility for oversight of the individual occupations, regulatory bodies with a higher
proportion of public members and consumersto represent the public’ sinterest, institutional
credentialing, abolition of exclusive scopes of practice for occupational groups, regulation
of potentially risky procedures instead of occupations, replacing credentialism with a
competency-based approach in assessing qualification, ensuring the adoption of the least
restrictive form of regulation consistent with the protection of public health and safety, etc.
(see Castonguay, 1978; Cohen, 1980; DeVries, 1986; Economic Council of Canada, 1981;
Fulton, 1988; Gross, 1984; Ministere dela Santé et des Services sociaux, 1989; Pew Health
Professions Commission, 1994b).

AsMangaand Campbell (1994) have correctly pointed out, merely amending occupational
regulation legidation is not enough. For instance, while the Regulated Health Professions
Act of Ontario has moved one step in the right direction by replacing exclusive scopes of
practice with control over potentially harmful actsand procedures, it does not ensure amore
efficient useof personnel. It merely allowsproviders, both licensed and unlicensed, tolegally
perform tasks and procedures that are not designated as controlled acts. But if employers
and service consumersinsist on hiring or using only licensed, credentialed or themost highly
qualified practitioners, even if other providers can be shown to be just as effective, a more
rational and cost-effective use of personnel is unlikely to eventuate. For a similar reason,
the Economic Council of Canada (1981) believes that although, as a form of regulation,
certification islessrestrictive than licensure, the consequences of certification could be just
as serious and negative if employers are compelled to hire those with the appropriate
certification. In short, reform of the occupational regulatory system is anecessary but not a
sufficient condition for effecting a more efficient use of health human resources.

Ensuring quality of careistheultimatejustification for occupational regulation. But asmany
studies have shown, existing systems of regulation have not come close to eliminating
professional judgment errors, careless practice and even fraud and abuse (Gaumer, 1984;
Pontell et al., 1982; Rayack, 1983; Wilson et al, 1986). It isimperativeto ask if the existing
occupational regulatory system is suitable for safeguarding quality of care. Also, since
existing regulatory regimes are put in place to deal mostly with issues arising from
conventional service delivery approaches, what changes would be needed in view of the
shift toward community-based health care? Fooks et al. (1990) have conducted a
Canada-widesurvey of five self-regulating health occupations (dentistry, medicine, nursing,
optometry and pharmacy) on their quality assurance activities. Two types of activities
-complaints program and routine audit program - were most preval ent. Both programs assess
care provided by individualsrather than care delivered by teams of providers. The emphasis
ison competency and safety rather than on outcomes. The authors described thisasthe “ bad
apple” approach which tends to look for poor performers and direct remedial actions only
a them. They advocate a complementary approach, the emphasis of which is on
understanding and continually revising the process of health care provision. It also focuses
on different aspects of care, a wider population and using a different knowledge base to
determine appropriateness. It is worth examining if this broader and outcome-oriented
approach would be more suitable for community-based health care.

Component 1 45



3.6 Modality VI: Management of the Health Workforce

Workforce management, as used in the present context, is a broad concept, encompassing such
aspects as leadership, management style, administrative process and personnel deployment. The
way health care workers are managed has important human resources implications. For instance,
personnel deployment could make a program or service more or less efficient and could affect
quality of care. In particular, workforce management can influence quality of worklife in many
ways. Infact, itispossiblethat theimpact of workforce management on service outcomeis mediated
through quality of worklife. In other words, poor management could adversely affect quality of
worklife. Low morale and dissatisfaction among workers may lead to high turnover of employees
which, in turn, could cause personnel shortages and poor quality of care.

The literature searches did not find many studies on workforce management in community-based
health care. Most of the studies identified deal with quality of worklife issues, particularly
concerning the satisfaction or dissatisfaction of workers providing home care. Thisisnot surprising
since home care is one of the fastest growing sectors in health care as a result of population aging
and the shift toward community-based care.

3.6.1 Workforce Management - Quality of Worklife (VI-E)

Review findings on the relationship between workforce management and quality of worklife are
presented separately for formal caregivers and informal caregivers.

3.6.1.1 Formal Caregivers

It isinteresting to note that despite the growth in the number of community health centresin Canada
and other countries, there have been relatively few published studies on workforce management
issues in such organizations. One study examines the turnover and retention of physicians in
neighbourhood health centres in the United States. Although the study did not explicitly deal with
quality of worklife issues, a high turnover rate could be seen as a symptom of discontent among
physicianswith working conditions. Having examined therecordsof 1,055 physiciansin 40 centres,
Tilson (1973) found that two administrative characteristics were associated with the likelihood of
physicians remaining in a neighbourhood health centre for at least 24 months. Physicians who
worked more than half time but less than full time were found to have lower turnover rates. Also,
heavy involvement of para-medical personnel teams in the provision of services and extensive
involvement of consumers in centre policy matters also contributed to physician retention. The
author, however, did not explore why these factors were related.

There are anumber of studies dealing with working conditions of and quality of worklife in home
care. This relatively new research interest is a welcomed phenomenon since research on job
satisfaction hastraditionally targeted hospital personnel (Juhl, 1993; Riordan, 1991; Shuster, 1992).
With the growing emphasis on community-based health care, more and more health care workers
are expected to shift employment from hospitals and nursing homes to community and home care
settings. The transition from a familiar to a new environment could be unsettling to some. As
reported earlier (Section 3.3.1.3), astudy by Ceslowitz and Loreti (1991) looked at the concerns of
home care nurses whose prior work experience was exclusively with hospitals. Besides proposing
acomprehensive orientation program for nurses who were making a career transition to home care,
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the authors recommended continued supervisory support, including letting the new home care
nurses know how their initial adjustment process was viewed by supervisors and preceptors.

The importance of feedback from supervisors is emphasized in another study (Beck-Friis et al.,
1991). The entire staff, comprising five physicians, nine registered nurses and 21 nurse’s aides, of
a home care program that served terminal patients participated in a study concerning work stress
and job satisfaction. Although caring for dying patients could be stressful, most of the staff members
found their work meaningful and stimulating, and there werefew sick leavesand low job turnovers.
They identified positive management measures as the factor contributing to job satisfaction. Such
measures included feedbacks from supervisors, freedom to provide care in the manner the
practitionerssaw fit and the practice of distributing “boring” tasksequally among all team members.

A number of studies have examined job satisfaction or dissatisfaction among home care nurses.
Factorsthat have been found to contribute to positive quality of worklife include independence and
autonomy of practice (Chubon, 1991; de Savorgnani et al., 1993; Riordan, 1991), flexibility and
freedom to manage work (Baldwin and Price, 1994; Chubon, 1991; de Savorgnani et al., 1993),
concern for practitioners expressed by the agency or employer (Hood and Smith, 1994), respect,
acceptance and prestige accorded by peers and other practitioners (Baldwin and Price, 1994;
Chubon, 1991; Riordan, 1991), client contacts (Baldwin and Price, 1994; de Savorgnani et al., 1993;
Shuster, 1992), ability to make a differencein clients' lives (Baldwin and Price, 1994) and rapport
devel oped with clientsand their families (Chubon, 1991). On the other hand, home care nursestend
to be frustrated by administrative and management chores that are not directly related to the care of
clients such as paperwork, documentation and supervision of aides (Baldwin and Price, 1994;
Shuster, 1992; Wal cott-McQuigg and Ervin, 1992). Some complain about heavy workload that does
not permit appropriate attention to each case (Baldwin and Price, 1994; Walcott-McQuigg and
Ervin, 1992).

There are also anumber of studies concerning the quality of worklife of home care support workers
(i.e., home care aides, home care workers, home-makers, community care workers, personal care
workers, persona support workers, etc.). The research attention received by these workersisfairly
recent and islikely dueto thefact that they are growing rapidly and that there are serious recruitment
and retention problems. According to Gilbert (1991), there were approximately 300,000 home care
support workersin the United Statesin the early 1990s and their average annual growth rateisover
30 percent. At the same time, the turnover rate is estimated to be about 60 percent industry-wide.
Thisislargely dueto the fact that their employment is characterized by low wages, minimal fringe
benefits, job insecurity and lack of opportunity for advancement. As well, most are hired on a
temporary basis with minimal training and supervision (Donovan, 1989).

Despite such disma employment conditions, many home care workers are satisfied with and find
personal fulfilment in their work (Roberts and Sarvela, 1989). Aspects of home care work that
contribute to their job satisfaction include autonomy and ability to set their own pace and deciding
how work is to be done (Donovan, 1989), flexible work hours (Gilbert, 1991), one-to-one
relationships with clients (Chichin, 1992; Gilbert, 1991), opportunity to help others (Gilbert, 1991;
Roberts and Sarvela, 1989), appreciation by their clients (Roberts and Sarvela, 1989), supportive
leadership and concern expressed by the agency for workers (Hood and Smith, 1994; Smith et al.,
1994), tangible results from their work (Donovan, 1989) and belief that their work isimportant to
the health care industry (Donovan, 1989). According to several researchers, these positive aspects
of home care work contribute to job retention. Conversely, the negative aspects of home care work
include low wages and poor fringe benefits (Donovan, 1989; Roberts and Sarvela, 1989), lack of
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advancement opportunities (Donovan, 1989; Gilbert, 1991), unstableworking hours (Gilbert, 1991)
and lack of influence in shaping care plans and agency policies (Donovan, 1989; Gilbert, 1991).

Feldman (1993) reported four worklife demonstration projects designed to upgrade the empl oyment
of home care support workers and reduce personnel turnover. The evaluation was conducted using
randomly sel ected experimental and control groupsin home care agenciesin Milwaukee, New Y ork,
San Diego and Syracuse. Differing from one agency to another, the interventions included
specialized training in serving difficult cases, a guaranteed 35-hour week, subsidized health
insurance, status enhancement (e.g., speciadl titles, badges), on-going support from the program’s
trainer and increased supervision. The interventions achieved a 10- to 44-percent reduction in
personnel turnover in the experimental group agencies, but added from $.09 to $1.43 to the hourly
wages of the workers.

Community health nurses aso work in non-ingtitutional settings. Temple-Smith et al. (1989)
surveyed community nurses in Victoria, Australia regarding their working conditions and job
satisfaction. Community nursesin Australiawere responsible for the delivery of health promotion
and primary care. Subjects reported a high degree of job satisfaction. The three things the nurses
liked most about their job were patient contacts, independence and working conditions. On the other
hand, the difficult aspects of their job were excessive workloads, inadequate staffing levels,
unhelpful management and lack of contact with other workers. Weber et al. (1993) compared the
nursing employees of ahospital and a non-profit community health care organization in an eastern
Ontario city with respect to job satisfaction. Compared to their hospital counterparts, nursesworking
in the community health care organization had more autonomy in their work, had more control over
their work schedules and received more information about their jobs. They were more satisfied with
their work environment, their co-workers and their work as awhole than nursesin the hospital. The
hospital nurses, however, expressed greater satisfaction with pay. Fairly similar findings have been
reported in another study of public health nursesin South Carolinaby Lucas et al. (1988).

3.6.1.2 Informal Caregivers

Quality of worklifeisimportant not only for formal caregivers, but also for informal caregivers as
the latter provide most of the care for those who are not institutionalized but who cannot ook after
themselves. Many informal caregivers require support to enable them to continue to provide care
at home or in the community. The Informal Caregivers Survey, conducted as part of the 1982
Long-term Care Survey in the United States, showed that the typical informal caregiver of the frail
elderly wasa57-year-old married woman who wasin poor health. Many al so experienced emotional
stress and socia isolation (Oktay and Volland, 1990). Similarly, a survey using a convenience
sample of 89 francophone wife caregivers of men with chronic obstructive pulmonary disease in
Montreal showed that nearly 40 percent of the wives used psychotropic drugs. The need for constant
supervision caused the caregivers to fed trapped and this, in turn, might affect their mental
well-being (Cossette and Levesque, 1993).

There are many programs to support family caregivers, such as respite care, adult day programs,
information and counselling services, in-home support services, self-help support groups for
caregivers and workplace programs. But many of these programs have not been evaluated, using a
rigorous methodology. Oktay and Volland (1990) described a study that was designed to determine
the effectiveness of a support program for informal caregivers. A coordinated approach was
provided by a nurse-social worker team. Services included assessment, case management,
counselling, respite, education, support group, medical back-up and on-call help. The focuswas on
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the caregiver-patient configuration and not primarily on the patient. A comparison between
caregivers in the intervention group and those in the control group showed that the program was
only partially successful. There was evidence of some reduction in caregiver stress, but it was not
impressive.

A controlled trial conducted by Drummond et al. (1991) in southern Ontario examined the
effectiveness of a support program for informal caregivers of the demented elderly. Caregiversin
the control group received education about dementia and caregiving. The intervention included a
four-hour block of scheduled weekly in-homerespite, with additional respite on demand. Caregivers
were also encouraged to attend a monthly two-hour self-help support group. In the control group,
conventional community nursing was provided, which focused on the care of the demented patient,
rather than on the caregiver. The quality of life of the informal caregivers increased in the
experimental group, but decreased inthe control group. At theend of thetrial, therewasasubstantial
difference between the experimental and the control groups.

3.6.2 Workforce Management - Value for Money (VI-C)

Few studies have been found which examine how workforce management contributes to cost
efficiency in community-based health care. In one study (Balinsky and LaPolla, 1993), the notion
of cluster care is explored. Cluster care, which originated in Sweden, refers to the deployment of
home care support worker teamsto serve clusters of clients. As amember of a home care team, an
individual worker’s job is arranged to focus around specific tasks (e.g., bedmaking, cooking and
bathing) performed for a number of clients, rather than around a block of time spent one-on-one
with anindividual client. Where acluster care program has been implemented and work divided by
tasks rather than by time, a reduction of 20-35 percent in hours of services needed has occurred,
resulting in maor cost savings. By reducing the worker-to-client ratio, the cluster care approach
also helps address the issue of labour shortage in the home care industry.

It has been well documented that job satisfaction isrelated to personnel turnover and that excessive
turnover could adversely affect the cost of serviceprovisionsinceit isexpensiveto recruit and orient
new staff. A survey of registered nurses in home care was conducted in Illinois and Ohio by de
Savorgnani et al. (1993) to look at job satisfaction, recruitment and retention issues. The home care
nurses were asked to identify factors that they thought were related to recruitment and retention.
Therespondents emphasi zed the areas of autonomy, paperwork reduction, positive staff interaction,
evaluation and career advancement. The factor most conducive to job satisfaction and personnel
retention was autonomy in the work place. Other studies cited in Section 3.6.1.1, although not
dealing specifically with “value for money”, indirectly support the notion that good management
practices help achieve cost efficiency by enhancing worker morale and lowering personnel attrition.

Stress, burnout and attrition tend to be major personnel problemsassociated with health caredelivery
in remote and isolated communities, largely as a result of isolation, lack of collegial support and
sometimes excessive workload. A study by Morewood-Northrop (1994) discusses staff turnover of
community health nurses in the NWT. Nurses play an important role in health care in northern
Canadasince they are among the few health care providersin small, isolated communities and they
are often the point of entry into the health care system. At the time of the transfer of health services
from thefederal to the NWT government, the turnover rate of nurses within asix-month period was
about 70 percent. A recruitment and retention survey was conducted in 1989 to find out why this
rate was so high and what could be done about it. The three priority recommendations were to
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introducein-servicetraining programs, job sharing and independent living quartersfor nurses. Since
theimplementation of the recommendations, there was a 30-percent reduction in turnover. It should
be noted, however, that because no data were reported in the study and no control group was used,
it is not possible to determine if the improvement was due to the implementation of the
recommendations, other factors or a combination of both.

3.6.3 Policy Issues

50

Many of the policy issues raised by the authors pertain to quality of worklife enhancement,
particularly for home care support workers. Although constituting the largest segment of
the home care workforce, home care support workers tend to experience recurrent
recruitment and retention problems due mostly to unfavourable employment conditions.
Given growing demands for home care and the need to contain costs, substantial pay
increases and incentives may not be feasible. Realizing this, some researchers have
considered other approaches to enhance the job satisfaction of home care support workers.
For instance, career laddering have been recommended by Gilbert (1991). He has aso
suggested using ateam or shared delivery approach in order to reduceworker isolation while
increasing mentoring possibilities. Since many home care support workersfind their hel ping
relationships with clients rewarding, Chichin (1992) has proposed that agencies provide
opportunities for the nurturing of such relationships. In asimilar vein, Roberts and Sarvela
(1989) have suggested that attitudinal tests be administered to prospective employees in
order to help managers screen applicants as to their disposition toward the elderly.

With respect to nurses, the other mgjor group of home care providers, it appearsthat, besides
retraining and reorientation, career transition assistance is needed to encourage and help
nurses move from institutional to community or home care settings. The objective of such
assistance is to help overcome or reduce nurses apprehension about functioning as a
generalist, dealing with a wide range of health and related problems and working
independently. In view of research findings showing that nurses enjoy the autonomy and
flexibility associated with community-based care and that they are averse to paperwork,
agenciesmust find innovative approachesto promote autonomous practice and flexiblework
arrangements, and to reduce unnecessary administrative chores.
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4  SYNTHESIS OF FINDINGS AND
POLICY ISSUES

The maor findings from the review of the literature and the important policy issues identified are
summarized and synthesized in this concluding section.

4.1 Summary of Major Research Findings

i Self-care and informal caregiving are widespread phenomena. As medical technologies
become more sophisticated and as health care consumers become better informed,
individuals can now perform many health care tasks that were at one time the exclusive
responsibilitiesof formal caregiversininstitutional settings. In most of the studiesreviewed,
self-care and informal care have been shown to be useful and effective in response to a
variety of heath problems. Studies have shown that as long as they receive appropriate
training, supervision and monitoring, informal caregivers can provide counselling, health
education and promotion, rehabilitation, continuing care, etc. as effectively as formal
caregivers. Since self-care and informal care are, by definition, free (at least from the
perspective of governments and other third-party payers), they are cost effective aslong as
the care does not aggravate or prolong the health problem of the care recipient. While some
of the studies are descriptive in nature, there are many quasi-comparative and comparative
studies that offer strong evidence of the effectiveness of self-care and informal care.

However, it would be an over-generalization to say that self careor informal careiseffective.
It is necessary to specify what kind of self-care provider or informal caregiver is capable of
doing what. Most of the studies and controlled trials in this area deal with specific health
problems and caregiving tasks. It cannot be assumed that a caregiver who is effective in
doing one thing is equally effectivein performing other functions. It is equally important to
specify the conditions under which self-care and informal care are efficacious.

ii. The use of indigenous health care workers as both informal and formal caregivers has been
shown to be quite successful in dealing with some service access problems facing ethnic,
linguistic and cultural minorities and residents of remote and isolated communities. In this
sense, indigenous health care workers hel p overcome an endemic problem in the health care
system, namely, the unequal distribution of resources, including human resources. They are
especially successful in bridging the chasm between minority groups and the mainstream
health care system. However, most of the studies are descriptive in nature and assessment
of effectiveness either does not exist or tends not to be vigorous. Many of the indigenous
informal caregiver initiatives appear to be pilot or demonstration projects that may be too
small-scale or ephemeral to yield systematic and generalizable findings. The CHR and CHA
programs in Canada and Alaska, on the other hand, have longer history and are more
established. But while CHRs and CHA s have been shown to provide useful services and to
be well received by the people they serve, vigorous and systematic evaluation of their
effectivenessis lacking.
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Vi.

Vii.

viii.
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Thereisample and strong evidence to support the use of mid-level providers, such asnurse
practitioners, physician assistants and midwives, especiadly in primary care. It has been
shown over and over againinmany jurisdictionsthat the care provided by these practitioners,
working under the supervision of or in cooperation with physicians, is safe and of high
quality.

Much of the research on the cost effectiveness of role substitution pertains to mid-level
providers. Research has generally shown that it is cost effective to use mid-level providers
such as nurse practitioners, physician assistants and midwives. But it should be noted that,
with the exception of some studies of nurse practitionersin the 1970s, most of the research
in this area has been conducted in other countries whose systems or approaches of health
care financing and practitioner remuneration are quite different from those in Canada. Also,
since physician assistantsdo not exist in Canadaand midwifery hasbeenin official existence
inthiscountry for avery short period of time, caution is needed in extrapolating the research
evidence to the Canadian context.

Role substitution is not restricted to mid-level providers. Although the amount of evidence
available and the strength of the evidence vary from one occupational group to another, it
is safe to say that considerable role substitution is feasible and effective when it is done

properly.

Rolediversification in the form of multiskilling is gaining in popularity and the demand for
practitioners who are competent in more than one discipline appears to be growing. Cost
saving potentials seem to be one of the major reasons for using multiskilled workers. But,
to date, there are few published studies showing that multiskilled workers are more cost
effective than conventional providers, particularly in community-based health care. Also,
systematic and vigorous assessment of the quality of care provided by multiskilled
practitionersislacking. Thiscould bedueto thefact that multiskillingisafairly new concept
and there is insufficient time to allow the idea to crystallize and for systematic evaluation
to take place.

Studies of the effect of health or patient education on self-care produce no consistent results.
While some studies show that education leads to more extensive or appropriate self-care,
others find no relationship between education and positive health behaviours or status. This
isnot surprising in view of the fact that the research effort in thisareais very diffused. The
scope of patient or health education ranges from changing attitudes to altering behaviours,
from coaching healthy young children to instructing disabled older persons, from
distributing promotional pamphletsto using conventional classroom approaches. It appears
that the outcomes depend on what training model or technique is used, the content of the
training and who is doing the training and who is being trained. It is an over-generalization
to say that health or patient education is or is not effective in promoting high-quality
self-care.

It standsto reason that if informal caregiversare seen asapart of the health human resources
continuum, they must be given the opportunity to learn how to provide care or to enhance
their caring capability. Many studies and demonstration projects have shown that training
can motivate individuals to become informal caregivers or can help informal caregivers
improve the quality of their care. But given divergent objectives, the wide range of training
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Xii.

approaches used and the diversity of caregivers, it is understandably difficult to produce a
consistent body of research evidence on thistopic.

With respect to thetraining of formal caregivers, thefocusof thisliterature search and review
is on the experience of preparing or reorienting formal caregivers to work in community
settings. This includes redesigning educational programs or curricula, moving classrooms
and practicum sites from institutional to community settings, providing opportunities to
learnin amultidisciplinary environment and hel ping providers cope with job transfersfrom
institutions to community agencies. Generally speaking, the studies show positive results,
but there are few vigorous and large-scale comparative studies.

Although there are many possible models of personnel configuration in community-based
health care, the one that has received most research attention is the multidisciplinary team.
There is considerable evidence that the multidisciplinary team approach is workable and
effective in providing quality care in community settings. Besides specific studies of the
team approach, research on the effectiveness of mid-level providerslendsindirect empirical
support since most mid-level providers work with physicians, and possibly other
practitioners, as ateam. The problem in this area of research is with the all-encompassing
concept of team. The team approach is not unique to community-based health care. It is not
clear how does ateam in a community mental health centre or a home care program differ
fromthat in, say, an operating room or adentist’ soffice. It isalso not clear from theliterature
what makes ateam tick. Isit because of its multidisciplinary composition? Is it because of
the way decisions are made? Is it because of internal group dynamics? Unless the factors
that makeamultidisciplinary team successful can beteased out, thetermisquite meaningless
because in modern day health care, solo practice, in the strict sense of the term, does not
exist.

There is some evidence that the care provided by physicians in community health centres
or comparable settings is as good as, if not better than, the care given by fee-for-service
physicians. However, because very few Canadian studies have been reviewed and because
of theinability of the researchers of these studies to rule out competing hypotheses, such as
self selection of physicians working in community health centres, any conclusion reached
at this time must be accepted with caution.

Although very little research on the statutory regulation of health occupations is directly
related to community-based health care, the importance of occupational regulation must not
be overlooked. If one of the hallmarks of community-based health careisamoreinnovative
or flexible use of health human resources, related research findings suggest that thismay be
difficult to accomplish unless there are major changes in the way health occupations are
regulated. A number of studies have found that exclusive scope of practice provisions or
regul ations designed to protect occupational turfsinhibit the use of mid-level providers. The
same could be true for other forms of role substitution, role expansion and the use of
multiskilled workers. There is also evidence that where occupations are allowed to set
restrictive entry-into-practice criteria and other practice conditions, costs of service tend to
increase and service utilization tends to decrease. In addition, excessive or inappropriate
occupational regulation tends to exacerbate unequal distribution of health personnel, inhibit
workers career and geographic mobility, rigidifies the occupationa structure and create
management and labour relations problems. All this has maor implications for
community-based health care.
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4.2

In relation to workforce management, one research finding that has special significance for
community-based health careisthe characteristics of work in community settingswhich are
conducive to positive quality of worklife. Many studies have found that practitioners
working in home care and community health like their work even though they are generally
paid less than comparable hospital workers, and they regard autonomy, flexibility, freedom
to manage work and direct contacts with clients as the most rewarding aspects of their job.

Research findings have also pointed to the likelihood of conflicts between providers and
occupational groups as a result of role substitutions, role redefinitions and the use of new
typesof providersin community-based health care. How thisproblem ismanaged will affect
the quality of worklife, productivity and the success of a truly interdisciplinary approach.
Although a number of strategies have been suggested, there is as yet no tried recipe.

Major Policy Issues

Four major policy issues have been identified and some broad policy directions are suggested for
consideration. Although there is considerable empirical evidence to support the general thrust of
these suggested policy directions, further policy developments around these four issues should be
given top priority. Other issues raised by various authors have been presented in previous sections.
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Health Human Resour ces Continuum

Health human resources need to be reconceptualized if community-based health careisto
become effective, holistic and client-focused. The traditional view of heath human
resources, which tends to focus amost exclusively on formal caregivers with extensive
formal training, must be replaced by one that sees health human resources as a continuum,
ranging from those who keep themselves healthy to those who look after their sick or
disabled relatives and friends, and from indigenous health care workers with mostly
on-the-job training to the highly qualified speciaists.

The question is not whether self-care providers and informal caregivers form part of the
health human resources continuum. The evidence that they play an important role in
buttressing the health care system issubstantial in certain areasand under certain conditions.
Without them, the formal health care system would collapse because it is unlikely to have
enough resources to meet al health care needs and demands of all citizens. Instead, the
guestion is how self-care, informal care and formal care should be integrated and how they
can be made to complement each other. A related question is how providers of self-care and
informal care can be supported. Self-care and informal care havereceived mostly lip-service
recognition. But, as Robinson (1980) has astutely observed, “ Self-help is misperceived,
however, if it is seen as a poor second best to ‘fill the gap’ for people who are starved of
‘real’ services. Infact, it isthe professional serviceswhich should be seen as the stop-gaps,
filling in where basic mutual self-help needs specific technical, organizational or expert
assistance” (p. 420).

A workforce policy framework to support community-based health carewill not be effective
without taking into consideration the whole spectrum of providers. As the focus of health
care increasingly shifts to health promotion, disease prevention, rehabilitation, health
maintenance, long-term care and psychosocia well-being, the role of self-care providers
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and informal caregivers become particularly important because they have been shown to be
effective in many of these areas. The concept of human resources continuum is also
congruent with the concept of continuity of care.

A comprehensive and integrated health workforce policy or planning framework that takes
into account the entire human resources continuum does not exist in Canada. The
development and implementation of such aframework must become one of thetop priorities
in community-based health care planning and implementation.

Human Resour ces Substitution

Compared to many other countries, Canada lags behind in using health human resources
substitution as a policy tool in health care reform. Use of nurse practitionersin Canadais
relatively rare except in isolated communities and in the far north. The officia recognition
of midwifery has occurred very recently and only in a few provinces. In fact, “reverse
substitution” is often practised in this country. Highly qualified or extensively trained
practitioners are taking over functions that have been adequately performed by lower-level
personnel. The gradual displacement of registered/licensed practical nurses by registered
nursesin many hospitals, the demise of the Dentacare Program in Saskatchewanwhichrelied
mostly on dental therapists and the shifting of an increasing proportion of uncomplicated
births from family physicians to obstetricians are just a few cases in point. The usual
justification isthat adequate care can only be provided by those with more extensivetraining.
This literature review has shown that this is not necessarily true in many cases.

Much of the empirical evidence on role substitution pertains to mid-level providers.
Evidence concerning role substitution in other areas or disciplines is less systematic and
abundant. While more research and evaluation should be encouraged, the relative paucity
of empirical evidence must not be used as an excuse to prevent experimentation on more
innovativeways of using and deploying health human resources. Thefailureto adopt human
resources substitution could result in higher costs to the health care system, the educational
system, consumers and society at large. It could also mean less occupational mobility for
health care workers, an increasingly rigid workforce and lack of service providersin many
rural and more remote aress.

Human resources substitution isapolicy instrument that can be used to achieve some of the
goals of community-based health care like enhancing cost effectiveness, service
accessibility and equitable distribution of resources. But it is important to ensure that
substitutionisadopted not just to save money. Substitution isdonebecauseit hasbeen shown
or can be demonstrated that the same function can be performed just as competently and
efficiently by a provider with less extensive training or without formal credentials. If cost
savings can be achieved at the same time, so much the better.

Regulation of Health Occupations

Reform of the existing system of occupational regulation is a sine qua non for developing
and implementing a health human resources policy that supports community-based health
care. This is particularly important because statutory regulation of health occupations is
usually taken for granted and is seldom seen as an important policy tool for health system
reform. As this literature review has shown, there is some evidence indicating that
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inappropriate occupational regulation could result in higher service costs and personnel
shortages or maldistribution.

Without changesto the way health occupationsareregulated, it would be difficult to practise
human resources substitution or use multiskilled workers. It may not be a coincidence that
midwifery was officially recognized in Ontario right after the introduction of the Regulated
Health Professions Act which replaced exclusive scopes of practice with controlled acts. If
community-based heath care means becoming more responsive to the needs of the
consumers, it is necessary to have a more flexible workforce. This, in turn, requires an
occupational regulatory system that allows experimentation and innovative approaches in
human resources utilization, devel opment and management.

However, it must be noted that occupational regulation is just one aspect within a complex
regulatory system that encompasses, among other things, program or facility accreditation,
government policies and malpractice insurance. It would be quite futile to make changesto
occupational regulation without at the same time adjusting the other aspects of this complex
regulatory mechanism. Also, it is important to emphasize that reform of occupationa
regulation does not mean doing away with standards and safeguards. The challenge is to
find alternativesto the present system, which enhance flexibility, appropriate use of human
resources, consumer choice and quality assurance.

iv. Human Resour ce M anagement and Enhancement

The effectiveness of practitioners providing community-based health care and their quality
of worklife could beimproved by various management and educational measures. Similarly,
the ways providers are organized, deployed and remunerated could affect the quality and
cost effectiveness of their services. However, there is neither a magic formula nor a
one-size-fits-all solution. The studies reviewed show that some measures are effective in
one program or one health service centre or one community, but not necessarily in others.
Likewise, thereview of studiesof education and skillsacquisition suggeststhat whileexperts
generally agree on anumber of things that need to be done, there is not a consensus on how
they should be done. Ascommunity-based health care encompasses awide array of services,
agencies, providers and organizational forms, it must experiment with different strategies,
using experiences gained in other programs and jurisdictions as a guide and a source of
inspiration. A trial-and-error approach and incremental improvements seem to be a prudent
way to introduce appropriate educational models and management practices, at least until
more definitive models and approaches can be identified.

4.3 Concluding Remarks

If community-based health care isto provide quality and accessible services, to achieve economic
efficiency in service delivery and to forge effective community linkages, it cannot afford not to pay
specia attention to various health workforce issues. The community-based health care system in
Canadais still evolving and its defining characteristics will largely be shaped by how it mobilizes
and manages health human resources, its most important asset. Health human resources are the
means by which it can contribute to improving individual and population health.
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In devel oping aconcept of coordinated health and human resources devel opment, the World Health
Organization (1990) has identified various problems that characterize traditional health human
resources policies, planning and practices.

“During the 1960s and 1970s, much human resources policy and planning tended to be
overly concerned with numerical targets to the detriment of qualitative aspects such as
competency levels, assigned tasks, conditions of employment, motivation, and
management capabilities. Economic, distributional, and political realities were often
overlooked or minimized to such an extent that planned targets were manifestly
unrealistic. Workforce profiles tended to resemble an hourglass, with large numbers of
high-level professionals at the top and support personnel with limited training at the
bottom, and relatively few with intermediate technical and nursing skills.... Many
participants in the human resources development process tended to maintain their
commitment to traditional patterns of service delivery and professional training. There
was excessive emphasis on hospital-based training, on high technology, and on curative
services. There was too much reliance on didactic teaching methods and slow adoption
of more effective community-based and student-centred methods. Training for the
different occupational categorieswascompartmentalized eventhough they were expected
to work asteams. It was almost as if the health services system and the human resources
system, despite their seeming interdependence, were unalterably independent of each
other, with each sector free to devel op according to its own traditions and priorities’ (pp.
14-15).

This is a powerful indictment. Unfortunately, many of the shortcomings identified by the World
Health Organization are also evident in Canada. In order to rectify or avoid these problems, there
is a need to revisit such salient issues as the production, continuing development, utilization,
deployment, regulation, management and financing of health human resources. Even the most
fundament question - What constitutes health human resources? - needs rethinking. The growing
recognition and expansion of community-based health care offer not only an opportunity to deliver
health servicesin a different way, but also an opportunity to consider health workforce issuesin a
different light.
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APPENDIX 1

SEARCH STRATEGIES AND RESULTS OF ON-LINE SEARCH FOR HEALTH

HUMAN RESOURCE MODALITIES

Database: Medline 1990 to December 1994

Set Search Results
1 | *deinstitutionalization/ 277
2 | exp *primary health care 2575
3 | community based.tw. 1742
4 | exp community health centers/ 1072
5 | exp community mental health centers/ 307
6 | maternal-child health centers/ 90
7 | *community health services/ 1170
8 | exp *community health services/ 11198
9 | *ambulatory care facilities/ 426
10| 1or2or3ord4or5or6or7or8or9 16986
11 | *health promotion/ 2249
12 | *health education/ 2550
13 | hedthfarg/ 51
14 | exp *health behavior/ 1865
15 | *holistic health/ 462
16 | *self caref 903
17 | *preventive medicine/ 325
18 | *primary prevention/ 518
19 | *primary health care/ 2073
20 | caregivers 1016
21 | exp *home nursing 773
22 | *preventive health services/ 536
23| exp *school health services 846
24| 11or120r130r140r150r16o0r17or18or19 12903
25 | area health education centers/ 26
26 | competency-based education/ 70
27 | exp*education/ 29752
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Set Search Results
28 | edfs 15996
29 | exp inservice training/ 1494
30| 250r 26 or 27 or 28 or 29 37172
31 | exp *"feesand charges'/ 705
32 | capitation fee/ 157
33 | exp group practice/ 911
34 | exp “salaries and fringe benefits’/ 1545
35 | exp reimbursement mechanisms/ 1963
36 | physician incentive plans 57
37 | single provider$.tw. 2
38 | exp income 2998
39 | fees, medica 626
40 | user fee$.tw. 27
41 | program funds$.tw. 34
42 | exp budgets/ 749
43| 310or 320r 33 0r 34 0r350r36o0r37o0r38or39 6487
44 | program development/ 831
45 | total quality management/ 151
46 | program design.tw. 85
47 | program organization.tw. 5
48 | organizational objectives/ 1762
49 | exp organizational innovation/ 1071
50 | organizational culture/ 443
51 | product line management/ 70
52 | “organization and administration”/ 78
53 | models, organizational 476
54 | *public health administration/ 445
55 | exp *personnel management 4916
56 | 44 or 45 or 46 or 47 or 48 or 49 or 50 or 51 or 52 9194
57 | exp credentialing/ 3250
58 | exp *legidation/ 1880
59 | exp peer review/ 928
60 | 57 or 58 or 59 5928
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Set Search Results
61 | exp *patient care team/ 2268
62 | *alied health personnel/ 475
63 | community health aides/ 180
64 | exp dental auxiliaries/ 828
65 | exp *nurses aides 210
66 | pharmacists aides/ 35
67 | exp physician’'s assistants/ 154
68 | *nurse midwives/ 727
69 | *nurse anesthetistsy/ 280
70 | nurseclinicians/ 802
71 | midlevel practitioner$ or mid level practitione 8
72 | physical therapist$.tw. 217
73 | chiropract$.tw. 344
74 | exp *socia work/ 567
75| 61 or 62 or 63 or 64 or 65 or 66 or 67 or 68 or 69 5847
76| 7lor720r 73 0r 74 0r 75 6906
77| 24 or 30 or 43 or 56 or 60 or 76 66276
78| 77 and 10 7857
79 | exp *health services accessibility 2809
80 | *waiting lists/ 180
81| 790r 80 2964
82 | *self caref 903
83 | exp *consumer satisfaction/ 1247
84 | accountability.tw. 357
85 | consumer advocacy/ 213
86 | empowerment.tw. 309
87 | 82 0or 83 or 84 or 85 or 86 2994
88 | cost alocation/ 151
89 | cost-benefit anaysis/ 3804
90 | exp cost control/ 2389
91 | economic value of life/ 219
92 | 88 0or 89 or 90 or 91 6279
93 | exp peer review/ 928
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Set Search Results
94 | program evaluation/ 2471
95 | patient satisfaction/ 2358
96 | provider satisfaction.tw. 9
97 | exp *quality assurance, health care/ 6676
98 | *quality of health care/ 1706
99 | exp *"outcome and process assessment (health care)" 1600

100 | 98 or 99 or 93 or 94 or 95 8658
101 | evaluation studies/ 18917
102 | 100 or 101 27329
103 | 81 or 87 or 92 or 102 37496
104 | 103 and 78 1345
105 | comparative study/ 187044
106 | program eval uation/ 2471
107 | cross-sectional studies/ 8631
108 | exp case-control studies/ 37269
109 | exp evaluation studies/ 55036
110 | exp cohort studies/ 81367
111 | reproducibility of results/ 12443
112 | 105 or 106 or 107 or 108 or 109 or 110 or 111 311726
113 | 104 and 112 798
114 | limit 104 to clinical trial 79
115|113 0r 114 814
116 | limit 115 to English language 725
117 | limit 115 to French 16
118 | 116 or 117 739
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Database: Health 1975 to November 1994

Set Search Results

1 | *deinstitutionalization/ 856

2 | exp *primary health care/ 6493

3 | community based.tw. 2670

4 | exp community health centers/ 2279

5 | exp community mental health centers/ 1507

6 | maternal-child health centers/ 272

7 | *community health services/ 4490

8 | exp *community health services/ec,ma,mt,og,st,sn 25951

9 | *ambulatory care facilities/ 1295
10| 1or2or3ord4or5or6or7or8or9 40589
11 | *heath promotion/ 4829
12 | *health education/ 8486
13 | hedthfars/ 168
14 | exp *health behavior/ 1711
15 | *holistic health/ 855
16 | *self caref 1813
17 | *preventive medicine/ 1050
18 | *primary prevention/ 884
19 | *primary health care/ 5852
20 | caregivers 998
21 | exp *home nursing/ 1768
22 | *preventive health services/ 1433
23| exp *school health services/ 2400
24| 11or120r130r140r150r16o0r17o0r18or19 29810
25 | area health education centers/ 167
26 | competency-based education/ 343
27 | exp *education/ 65713
28 | edfs. 38329
29 | expinservicetraining/ 5813
30| 25 0r 26 or 27 or 28 or 29 85 555
31 | exp *"feesand charges'/ 3603
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Set Search Results
32 | capitation fee/ 701
33 | exp group practice/ 8027
34 | exp “salaries and fringe benefits’/ 7882
35 | exp reimbursement mechanisms/ 8584
36 | physician incentive plang/ 207
37 | single provider$.tw. 3
38 | exp income/ 12987
39 | fees, medical/ 2258
40 | user fee$.tw. 53
41 | program fund$.tw. 82
42 | exp budgets/ 3653
43| 310or 32 0r 33 0r 34 or 350r 36 or 37 or 38 or 39 32076
44 | program development/ 1230
45 | total quality management/ 423
46 | program design.tw. 161
47 | program organization.tw. 35
48 | organizational objectives/ 3557
49 | exp organizational innovation/ 3005
50 | organizational culture/ 947
51 | product line management/ 656
52 | “organization and administration”/ 3568
53 | models, organizational/ 987
54 | *public health administration/ 1533
55 | exp *personnel management/ 19918
56 | 44 or 45 or 46 or 47 or 48 or 49 or 50 or 51 or 52 32586
57 | exp credentialing/ 11699
58 | exp *legidation/ 8928
59 | exp peer review/ 2936
60 | 57 or 58 or 59 22871
61 | exp *patient care team/ 4385
62 | *allied health personnel/ 2922
63 | community health aides/ 722
64 | exp dental auxiliaries/ 4636
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Set Search Results
65 | exp *nurses aides 595
66 | pharmacists aides 172
67 | exp physicians assistants 1365
68 | *nurse midwives/ 1030
69 | *nurse anesthetistsy/ 466
70 | nurseclinicians/ 1414
71 | midlevel practitioner$ or mid level practitioner 34
72 | physical therapist$.tw. 433
73 | chiropract$.tw. 285
74 | exp *socia work/ 2415
75| 61 or 62 or 63 or 64 or 65 or 66 or 67 or 68 or 69 17353
76| 7lor720r 73 0r 74 0r 75 20336
77| 24 or 30 or 43 or 56 or 60 or 76 183548
78| 77 and 10 19180
79 | personnel loyalty/ 208
80 | personnel turnover/ 833
81 | *workload/ 411
82 | *burnout, professional 744
83 | exp personal satisfaction/ 4958
84 | *life style/ 1213
85 | *health status/ 2872
86 | *"outcome assessment (health care)"/ 737
87 | *attitude of health personnel/ 7329
88| 79 or 80 or 81 or 82 or 83 or 84 or 85 or 86 or 87 18291
89 | 88and 78 449
90 | exp peer review/ 2936
91 | program evaluation/ 3185
92 | patient satisfaction/ 2376
93 | provider satisfaction.tw. 17
94 | exp *quality assurance, health care/ 20021
95 | *quality of health care/ 5057
96 | exp *"outcome and process assessment (health care)"/ 3402
97| 950r 96 or 90 or 91 or 92 16179
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Set Search Results
98 | evaluation studies/ 18690
99 | 97 or 98 34057

100 | 99 and 78 1755
101 | 89 not 100 393
102 | comparative study/ 50690
103 | program evaluation/ 3185
104 | cross-sectiona studies/ 7550
105 | exp case-control studies 18329
106 | exp evaluation studies/ 47940
107 | exp cohort studies/ 42867
108 | reproducibility of results/ 3676
109 | 102 or 103 or 104 or 105 or 106 or 107 or 108 138673
110 | 101 and 109 41
111 | limit 101 to clinical tria 3
112 | 1100r 111 41
113 | limit 112 to English language 38
114 | limit to French 0
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Database: Cinahl 1982 to October 1994

Set Search Results

1| exp*community health services/ 16753

2 | deinstitutionalization/ 196

3 | community based.tw. 453

4 | exp ambulatory care facilities/ 725

5 | home health agencies/ 299

6 | primary health care/ 1064

7/ 1or2or3ordor5or6 18580

8 | health promotion/ 1698

9 | exp *hedth behavior/ 1672
10 | holistic health/ 336
11 | wellness/ 252
12 | *preventive health care/ 490
13 | exp health education/ 8256
14 | *<elf caref 1088
15 | *caregivers 812
16 | *home nursing/ 504
17 | exp health information/ 412
18 | patient centered care/ 191
19 | *hedlth beliefs/ 283
20 | health belief model/ 200
21| 8or9or100r1lor12or13o0r15o0r 16 or 17 13618
22| 180r190r200r 21 13995
23 | exp *alied heath personnel/ 4204
24 | community health workers/ 30
25 | hedlth personnel, unlicensed/ 70
26 | home health aides/ 103
27 | multiskilled health pratitioners/ 56
28 | volunteer workers/ 446
29 | practica nurses/ 430
30 | first assistants/ 32
31 | *nursing assistants/ 414

84 Component 1



Set Search Results
32 | nurse midwives/ 237
33 | nurse anesthetists/ 376
34 | exp *nurse practitioners/ 1247
35 | physical therapy assistants/ 33
36 | physicians assistants/ 528
37 | chiropractic/ 33
38 | exp *patient care team/ 823
39 | expinterprofessiona relations/ 1644
40 | practitioner.hw. 26
41 | practitioners.hw. 2028
42 | exp nursing manpower/ 17687
43 | exp * health manpower/ 19242
44 | 23 0r 24 or 25 0r 26 or 27 or 28 or 29 or 30 or 31 5502
45 | 33 0r 34 0or 350r 36 or 37 or 38 or 39 or 40 or 41 24822
46 | 44 or 45 25055
47 | manpower.hw. 606
48 | 46 or 47 25074
49 | legidation, medical/ 68
50 | exp legidation, nursing/ 586
51 | exp credentialing/ 2501
52 | exp peer review/ 322
53| 49 or 50 or 51 or 52 3383
54 | exp “feesand charges’/ 458
55 | capitation.tw. 14
56 | exp “sadaries and fringe benefits’/ 1356
57 | provider mix.tw. 0
58 | reimbursement.tw. 523
59 | exp income/ 1487
60 | user fees.tw. 4
61 | 54 or 55 or 56 or 57 or 58 or 59 or 60 2419
62 | organizational.hw. 1596
63 | decision making, organizational/ 51
64 | organizational policies/ 111
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Set Search Results
65 | allied health organizations/ 72
66 | *management styles/ 254
67 | *shared governance/ 178
68 | organizational objectives/ 237
69 | governing boards/ 63
70 | product line management/ 54
71 | program planning/ 707
72 | administration.hw. 3443
73 | organization.hw. 333
74 | *management/ 446
75 | “health and welfare planning”/ 236
76 | health resource allocation/ 364
77 | *marketing/ 523
78 | *national health programs/ 610
79 | exp strategic planning/ 728
80 | 62 or 63 or 64 or 65 or 66 or 67 or 68 or 69 or 70 2767
81| 720r730r740r750r 76 or 77 or 78 or 79 or 80 8767
82 | part time study/ 14
83 | adult education/ 237
84 | education, clinical/ 397
85 | refresher courses/ 109
86 | *educational status/ 68
87 | skill acquisition/ 68
88 | exp *professional competence/ 1278
89 | multiskilled health practitioners/ 56
90 | exp *staff development/ 1741
91 | exp *teaching methods, clinical/ 484
92 | exp education, continuing/ 1888
93 | education, dlied health/ 487
94 | education, nurse midwifery/ 198
95 | 82 or 83 or 84 or 85 or 86 or 87 or 88 or 89 or 90 4131
96 | 92 0or 93 or 94 or 95 6349
97 | 22 or 48 or 53 or 61 or 81 or 96 51370
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Set Search Results
98| 7 and 97 9197
99 | cost benefit analysis/ 722
100 | exp *"costs and cost analysis'/ 2104
101 | exp cost control/ 807
102 | cost savings/ 132
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APPENDIX 2
CONTACTS

Community Health Centres

1.

T. Kaufman
Federation of CLSCs
Montréal, Québec

Association of Ontario Health Centres - Toronto

P. Sullivan
Manitoba Association of Community Health Centres

Community Health Centre Federation of Saskatchewan

Carol Ann Wright
Federation of CHCs of Nova Scotia

McAdam Community Health Centre Pilot Project
Health Region 3, New Brunswick

Kate Kellenberg

Senior Health Policy Advisor

National Association of Community Health Centers
Washington D.C.

Academic Research Centres

1.
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Dr. Noralou Roos

Manitoba Centre For Health Policy Evaluation
Department of Community Health Sciences
Faculty of Medicine, University of Manitoba
S-101 - 750 Bannatyne Avenue

Winnipeg, Manitoba

Dr. T. Kue Young

Northern Health Research Unit,

Department of Community Health Sciences,
Faculty of Medicine

University of Manitoba

Dr. RégisBlais

Groupe de Recherche Interdisciplinaire en Santé
Université de Montréal

Montréal, Québec
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10.

11.

12.

Jonathan Lomas

Centre for Health Economics and Policy Analysis
McMaster University

1200 Main Street west

Hamilton, Ontario

Dr. Chris Woodward
Professor, Department of Epidemiology & Biostatistics
McMaster University

Dr. Gina Browne

Health & Socia Service Utilization Research Unit
McMaster University

Hamilton, Ontario

John Dorland

Health Policy Research Unit
Queen’s University
Kingston, Ontario

Nancy Edwards

Community Health Research Unit
Ottawa Public Hedlth

451 Smyth Road,

Ottawa, Ontario

Dr. Rhonda Cockerill

Hospital Management Research Unit

Faculty of Medicine and Health Administration
2nd Floor, McMurrich Building

University of Toronto

Toronto, Ontario

Dr. Linda O’ Brien-Pallas

Quality of Nursing Worklife Research Unit
University of Toronto

Toronto, Ontario

Dr. Irv Rootman

The Centre For Health Promotion
University of Toronto

100 College Street, Suite 207
Toronto, Ontario

Hector Ouellet

Centre de recherche sur les services communautaires
Université de Lava

Québec, Québec
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13. Nicole de Dobbel eer
Université de Montréal
(associated with GRIS)

14. Brigitte Maheu
Département de médecine sociale
Université de Montréal
(associated with GRIYS)

15. Karen Wade
North York Teaching Health Unit
North Y ork, Ontario

16. Dr. Arminee Kazanjian
Health Human Resources Unit
University of British Columbia
Vancouver, British Columbia

17. Dr. Pran Manga
Administration Health Sciences Medicine,
University of Ottawa
Ottawa, Ontario

18.  Beth Cunningham
Thames Valley Family Practice Research Centre for Studies
in Family Medicine
University of Western Ontario
London, Ontario

Government Agencies

1. Daniel Poirier
Chef du service de la planification des
ressources humaines,
Direction générale de la santé,
Ministére de la santé et des services sociaux
Québec, Québec

2. Jane Bartram
Executive Director,
Health Strategies Office
Ontario Ministry of Health

3. Anne Premi
Project Manager,
Community Health Framework Project
Ontario Ministry of Health
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4. Sue Hartman
Senior Policy Analyst
Health Service Organization Program
Ontario Ministry of Health

5. Brenda Johnson
Alberta Hedth

6. David Thornley
Program Associate
Community Health Centre Program
Ontario Ministry of Health
Professional Associations

1. Stephen Vail
Health Policy Consultant
Canadian Nurses Association

2. Lenore Mills, Director, Teaching and Speciality Hospitals
Colin Smith, Consultant, Community Hospital Division
Heather Stewart, Consultant, Small Hospital Division
Ontario Hospital Association

Others

1. John Harwood
President and Chief Executive Officer
Group Health Centre
Sault Ste. Marie, Ontario

2. Lucio Fabris
Home|.V. Program
Sudbury General Hospital
Sudbury, Ontario

3. Sharon Baiden
Victoria Order of Nurses
Sudbury, Ontario

4, Shirley Sharkey
Executive Director
St. Elizabeth Visiting Nurses
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APPENDIX 3

LITERATURE SEARCH AND REVIEW STATISTICS

(As of April 14, 1995)

Total number of references/abstracts from on-line literature

search 2282
Total number of articles selected from #1 through screening 304
Total number of articles/reports/documents from other sources

(i.e., from references sections of articles, telephone contacts,

etc.) 303
Total number of articles from #2 and #3 reviewed and found to

be useful for inclusion in the study as of April 14, 1995 231

92
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SUMMARY OF SELECTED STUIDES'

2 .
Author </ Study . - Intervention/ Strength of
vear Design Modality Participants Exposure Outcomes Stud y3
Abelson, J/1994 Review study Provider role n/a Primary health cafithe review shows that the Strong
delivery models literature fails to point to an

“ideal” primary health care
delivery model and there is a
paucity of rigourous evaluation
research in this area

Abramowitz, J/1973] Comparative study Provider roles -United States Use of dental teams The study’s findings indicate that| Moderate

-Dental auxiliaries

with expanded
function dental
auxiliaries

employment of expanded functio
auxiliaries was feasible in terms
of quality, amounts and types of
service, and economic
considerations.

h

Adebayo, AB/1995

Descriptive study

Provider roles

Graduates of the
Community Health
Representative
Program at Alberta
Vocational College at
Lac La Biche

Characteristics of
community health
representatives

Study shows employment status,
location of employment and scop
of duties were consistent with the
original purpose of the training
program.

1Only studies containing empirical findings are summarized. Studies that are mostly of an informed opinion nature are excluded.

2OnIy first author of the study is shown.

3OnIy comparative studies are assessed in terms of their methodological strength.

4n/a = not applicable.
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Author/ Study Modality Participants Intervention/ Outcomes Strength of
Year Design Exposure Study
Angus, D/1991 Descriptive study n/a n/a n/a Study summarizes major findings
and recommendations of
provincial commissions and task
forces on health care.
Baines, E/1984 Descriptive study Human resources -Nonrandom sample of Effects of The study identifies a series of
continuum- 50 family caregivers caregiving on stressors experienced by older
Southeastern -Average age 73 years, family caregivers family caregivers of the
United States male and female physically disabled older adult.
But for this sample, the stressors
were within tolerable limits.
Baldwin, DC /1978 | Descriptive study Education/ School of Medical Interdisciplinary The study contains some
Personnel Sciences of the education and information on the effect of
configuration- University of Nevada, | health team training| interdisciplinary education, but na
Remuneration Reno detailed evaluation data are
reported. Some useful ideas on
health care teams.
Baldwin, DR/1994 Descriptive study Workforce -Southeastern United | Factors The study suggests certain
management States contributing to management innovations which
-176 registered nurses| work excitement could lead to better quality of
worklife.
Baldwin, LM/1993 Cohort Study Personnel -Seattle, Washington | Use of muti- Clinic patients made more annual Moderate
configuration - -109 patients at the disciplinary care visits but both emergency room
Remuneration/ Pike Clinic and 164 of | team and inpatient use were lower thar
Workforce their near-neighbours their neighbours. Quality of care
management -Aged 60 years or oldef and satisfaction were high among
clinic patients. The study suggests
that it is coordination of care that
is responsible for differences in
utilization.
Balinsky, W/1993 Descriptive study Workforce Home care programs | Shared Aide The study shows that the shared
management and workers in New Program in home | aide program was effective in

York City

care

terms of cost efficiency and job
satisfaction.
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Author/ Study . - Intervention/ Strength of
Year Design Modality Participants Exposure Outcomes Study
Balzer, JA/1980 Descriptive study Education 228 dental and 576| Interdisciplinary The study concludes that the

dental auxiliary
studentsin 5 U.S.
dental schools

training of dental
and dental auxiliary
students

interdisciplinary preventive
dentristry programs were

successful. The students thought
that the programs offered an
excellent interdisciplinary training
experience.

Bamberg, R/1984

Descriptive study

Provider roles /
Education

-University of Florida
College of Health
Related Professions
-264 allumni of

baccalaureate program

Multicompetent
allied health
professionals

n

The study examines graduates
from baccalaureate programs in
dietetics, medical technology,
occupational therapy and physica
therapy. Most graduates stated
they felt a need to be competent i
areas outside their disciplines. Th
article also describes current
approaches to the education of
multicompetent allied health
professionals and suggests new
strategies for educating these
personnel.

D 5

Barr, JK/1992 Descriptive study Human resources Employees of mayor | -Workplace The study discusses workplace
continuum companies in the U.S. | programs for programs for family caregivers of
employed the elderly who are employed and
caregivers describes such programs offered
by some major companies.
Bartlett, EE/1980 Review study Education n/a Consumer health The article reviews empirical
education in studies of the role of health
primary care education in improving outcomes
for some diseases. Some
educational efforts were found to
be successful.
Bassoff, BZ/1983 Descriptive study Education University of Interdisciplinary The study suggests that

Pennsylvania

-Students in six health-

related professional
schools

education

interdisciplinary training had
some positive effects. No
empirical data were presented.




| Jusuodwo)

Author/ Study . - Intervention/ Strength of
Year Design Modality Participants Exposure Outcomes Study
Batchelor, Comparative study Provider roles -Smithville-McMaster Introduction of The study demonstrated certain | Weak
GM/1975 Family Medical Centre | nurse practitioner | positive shifts in public attitudes
and Township of West | as co-practitioner | toward nurse practitioners after 2
Lincoln, Ontario with physicianina | years of exposure.
-Primary health care | family medical
patients centre
Battista, RN/1983 Comparative study Personnel -Quebec Physicans The study shows that CLSC Weak
configuration- -fee-for-service urban | providing adult physicans provided better and
remuneration practitioners(165), cancer preventive | more preventive care.
fee-for-service rural medicine in Remuneration and a multi-
practitioners(165), primary care disciplinary approach may be
CLSC salaried settings possible explanations.
physicians(81), and
physicans of Family
Medicine Centres paid
on a session basis(69)
Baumgarten, Descriptive study Human resources | Family caregivers of Effects of Caregivers had significantly
M/1992 continuum dementia patients and | caregiving on higher levels of depression and

family members of
cataract patients

psychological and
physical well-being
of caregivers

physical symptoms than
non-caregivers.

Beachey, W/1988

Descriptive study

Provider roles

Employers of healtl
care personnel in
Kansas

h Multicompetent
health professionals

The study examines the need for
multicompetent practitioners, the
relationship between hospital size
and perception of this need and
feasible combinations of skills
from the employer’s perspective.
A general approach to multi-
competency curriculum

'}

development was also suggested.
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Author/ Study Modality Participants Intervention/ Outcomes Strength of
Year Design Exposure Study
Beck-Friis, B/1991 | Descriptive study Workforce -Motala Hospital, Work stress and job| The study shows that those who
management Sweden satisfaction were allowed to take initiatives of
-35 staff members, their own more often regarded
including 21 nurse’s their jobs as stimulating, resulting
aides, 9 registered in low job turnover.
nurses and doctors
Begley, CE/1989 Description study Provider roles/ | 9 primary health care | Effects of Those projects with the highest
Personnel projects serving low organizational ratio of non-physicians to
configuration and | income persons in model and physicians proved to be more
renumeration Texas personnel mix on cost-effective.
cost-effectiveness
Begun, JW/1979 Descriptive study Occupational Optometric profession | Professionalization | Price of optemetric services
regulation inthe U.S. in optometry and correlated with professionaliza-
service costs tion. The financial costs of
professionalization were huge.
Begun, JW/1980 Descriptive study Occupational Optometrists in 4 U.S. | Optometry and Practice standard controls
regulation states occupational imposed by professional
regulation associations increased service
complexity and price.
Benham, L/1975 Descriptive study Occupational Optometrists in U.S. Ethical prohibitions The study indicates that ethical
regulation imposed by prohibitions imposed by the
professional optometric profession raised
associations prices and reduce utilization.
Bentley, JIM/1984 Comparative study Personnel -Pennsylvania Dental treatment The study finds that private Moderate
configuration- -1859 school-aged for children practice dentists provided more
remuneration children delivered by economical dental care to school

expanded function
dental auxiliaries
and private practice
dentists.

children than school-based
practice.
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Berger, A/1986 Descriptive study Education Preclinical medical | Interdisciplinary The study found that both
students at Eastern education students and patients reacted
Virginia Medical positively to the interdisciplinary
school training.

Berman, JS/1985 Review study Provider roles n/a ParaprofessionalThe review study found that Strong
therapists vs paraprofessionals and profes-
professionals. sionally trained therapists were

equally effective in doing
psychotherapy.

Billey, /1994 Descriptive study Provider roles Health care facilities| -Use and training The study’s purpose is to

and agencies in Alberta of multiskilled determine whether health care

practitioners organizations in Alberta

employed multiskilled
practitioners, and what
professions are currently engaging
in multiskilling activities. Results
suggest that cost containment and
overall operational effectiveness
are the forces influencing staffing
role changes.

Birkel, RC/1993 Comparative study| Human resources -Laredo, Texas; San | Use of indigenous | The study demonstrates that the | Weak

continuum

Diego, California; San
Juan, Puerto Rico
-1616 Hispanic drug
users

-Aged 13 to 82 years

outreach workers to
educate targeted
group on AIDS
prevention

use of indigenous outreach
workers is somewhat effective.

Black, DP/1976

Descriptive study

Provider roles

Family practice nursddse of family

in the Baie Verte
Peninsula Health
Centre, Newfoundland

practice nurses in
primary care

The involvement of nurse
practitioners appears to greatly
improve the quality and
availability of primary medical
care.

Blayney, KD/1989

Descriptive study

Provider roles

n/a

n/a

The study discusses the histg
development of multiskilling in
health care.

rical
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Bond, RS/1983 Comparative study Occupational -United States Ethical prohibitions | The study shows that advertising| Moderate
regulation -Optometrists in optometry and commercial practice in
optometry lowered price but did
not lower quality of care.
Bossaert, L/1989 Descriptive study Human resources Cardiac arrest patients| Bystander CPR The study shows that bystander
continuum and lay people with CPR increased survival rates for
CPR training in cardiac arrest victims.
Belgium
Bozzini, L/1988 Descriptive study Personnel CLSCs in Quebec n/a The study describes the Local
configuration- Community Service Centers in
remuneration Quebec, including human
resources characteristics.
Bray, ML/1994 Descriptive study Human resources| -Outreach workers Use of Hispanic The study shows the effectiveness
continuum/ -Prenatal women outreach workers as of the Hispanic outreach workers
Provider roles -Public health nurses | nurse extenders in improving service access and
utilization.
Brooks, S/1989 Descriptive study Human resources -Volunteers at Clarke | Training of The study describes a volunteer
continuum/ Institute of Psychiatry, | volunteers to work | training program and its results.
Education Toronto with the chronic
mentally ill
Brown, SA/1988 Review study Education n/a Effects of patient Results of a meta-analysis of 47 | Moderate
teaching on know- | studies support the notion that
ledge, self-care patient teaching has positive
behaviours and outcomes in diabetic adults
metabolic control
Brown, SA/1992 Comparative study|  Education -Rural Texas-MexicoDiabetes education| The study demonstrates that Weak

border community
-30 diabetic patients,
over 18 years of age

using videotape

videotape health education is
effective.
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Brown, SA/1993 Review study Provider roles n/a Care provided by | Nurse practitioners and Strong
(meta-analysis) mid-level providers | nurse-midwives had patient
outcomes equivalent to or slightly
better than those of physicians.
Study concludes that nurses
practising in advanced practice
roles are cost-effective providers
of primary care services.
Bull, MJ/1990 Comparative study| Human resources -Northeastern United | Caregiver burden The discharged patient’s health;, Moderate
continuum States the caregiver’s health and
-Caregivers of ill functional ability, etc. were found
persons discharged to be inversely related to
from hospital caregiver burden.
-45 years of age or
older
-55 caregiver-recipient
dyads
Bush, PJ/1989 Comparative study Education -District of ColumbjaA course on The study shows that health Weak

United States

-1041 black students,
male and female
-Average age 10.5
years

cardiovascular risk
factor prevention

education improves health status

Caldera, D/1991

Descriptive study

Provider role

Community health
aides in Alaska

Use of community
health aides

The study describes the
development of the community
health aide program and the

impact of community health aides.

Caldera, D et
al./1991

Descriptive study

Provider roles

Community health
aides in Alaska

Use of community
health aides

The study describes the roles andl
characteristics of community
health aides in Alaska.
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Cardenas, BD /1975 Descriptive study Provider roles -Residents in rural| Nurse practitioners | Impressionistic results suggest
southern Saskatchewanproviding primary | that nurse practitioners were well
-Nurse practitioners care in a rural accepted by the residents.
setting
Carkhuff, RR/1968 | Review study Human resources n/a Lay helpers vs. The review shows that generally
continuum professionals in speaking, lay caregivers were just
helping people with| as effective as professionals in
mental health helping people with mental health
problems problems.
Casey, R/1984 Comparative study Education -Children’s Hospital Bducational The study found that patient Moderate
Philadelphia intervention for education reduces unnecessary
-108 children and their| parents in the physician contacts.
parents management of
fever
Cermak, SA/1976 Descriptive study Skills acquisition -Senior students of[a@ommunity-based | 20 students participated in the
occupational therapy | field work community-based field work
program at Boston experience experiences at the time of the
University study. No evaluation data were
reported.
Ceslowitz, SB/1991| Descriptive study Education/ -United States Training nurses in | The study suggests ways to ease
Workforce -80 registered nurses | home health care | the transition of nurses from
management hospital setting to home care
setting.
Chambers LW/1977 Comparative study Provider roles -Rural Newfoundlanbhtroduction of a The study shows that the Moderate

-Two groups of
patients: experimental
group (1167) and
control group (1146)

family practice
nurse in arural
primary care setting

introduction of the family practice
nurse resulted in more primary
care services being provided to
the experimental group, a shift in
the location of services from
hospital to community, and a
greater emphasis on preventive
services. There was no
measurable change in the quality
of service.
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Chenoy, NC/1973 Descriptive study Provider roles -Rural south-central Nurse practitioner | People accepted nurses providing
Ontario in a primary care services in health maintenance
-1616 subjects, male | setting and sickness surveillance
and female situations. Personal primary care
delivered in homes was highly
acceptable, while physican
services were preferred in
worry-inducing situations.
Chichin, ER/1992 Descriptive study Workforce -New York City Management The study discusses possible
management -487 home care practices in home | management approaches to
workers care enhancing job satisfaction.
Chubon, SJ/1991 Descriptive study Workforce -Southeastern United | Job satisfaction The study examines useful
management States among home care | management strategies for
-25 nurses and 7 workers improving working conditions for
homemaker/home home care workers.
health aides
Cohen, JL/1986 Comparative study Education -Chapel Hill, North| An arthritis The study found that patient Moderate
Carolina self-management | education led to differences in
-Arthritis patients, course delivered by| knowledge, but no difference in
male and female laypersons vs. a behaviour and outcomes.
-Mean age 65.5 years | course delivered by
health professionals
Conrad, DA/1981 Descriptive study Occupational Dental practice acts in | Effects of dental Limits on number of offices per
regulation u.S. practice act dentist, absence of reciprocal

provisions on
dental costs and
dentist income

licensing arrangements, restraints
on number of hygenists per
dentist and restrictions on
advertising were found to be
related to higher dental fees
and/or higher net incomes among
dentists.
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Cossette, S/1993 Descriptive study Human resources-Montreal, Quebec, Stress factors The study examines the mental
continuum -89 French-speaking | experiences by health/stress factors associated
wife caregivers of men| informal caregivers | with informal caregiving as
with chronic ob- predictors of satisfaction. The
structive pulmonary number of supervision tasks and
disease living at home amount of disturbance were
related to mental health of family
caregivers.
Couser, S/1990 Descriptive study Education -Santa Clara County;Training for The study shows that continuing
California community health | education produces desired
-12 community health | nurses working outcomes.
nurses with frail elderly
Cummings, JE/1990 Comparative study  Personnel -The Edward Hines Jr | Hospital-based The study compares different Strong
configuration- VA Hospital home care services| models of human resources
remuneration -244 severely disabled managment. Different levels of
patients caregiver satisfaction are reported.
-Mean age 66

Dahlquist, G/1987

Descriptive study

Human resources

continuum

185 suburban families
in Sweden

Actions taken to
deal with health
problems

Families handled a huge amount
of health problems without
communication with health
professionals.

Davidson, RA/1981

Descriptive study

Provider roles

-North Carolina,
Tennessee, and New
York
-Physicians and nurse

Disagreement in
roles between nurse
practitioners and
physicians

The study found that there were
disagreements between physicians
and nurse practitioners over their
roles and that clear role definition

practitioners could lead to greater job
satisfaction.
Dean, KJ/1983 Descriptive study Human resources -Denmark Self-care illness Age, sex, perceived health status,

continuum

-Random sample of
2236 citizens, male
and female

-Aged 18 - 78 years

behaviours

and a reliant attitude toward
physicians were the more
important variables related to the
illness behaviours.
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Dean, WJ/1973 Descriptive study Occupational State laws and Effects of state Restrictive regulations limit the
regulation regulations in relation | laws and use and effectiveness of physician
to physician assistants| regulations on assistants. Study recommends that
inU.S. functions, all states should consider enacting
supervision, etc. of | legislation that will permit
physician assistanty physician assistants to be utilized
to their greatest capacity.

Denton, FT/1983 Descriptive study | Provider roles n/a Use of nurse The study shows that the use of
(econometric practitioners nurse practitioners in Canada
modelling) could effect quite substantial

health care cost savings.
de Savorgnani, Descriptive study Workforce Homecare nurses in Factors influencing | Autonomy in practice, freedom to
AA/1993 management U.S. job satisfaction manage work, client contacts etc.
were found to be conducive to jok
satisfaction and personnel
retention.

Donovan, R/1989 Descriptive study Workforce -New York City Working conditions | The paper presents data on

management -404 home care of home care working conditions in the home
workers workers care industry and suggests that
reform is urgently needed in the

employment system.

Dracup, K/1986 Descriptive study Human resources -Los Angeles, A community- The study shows that volunteers

continuum California based health can effectively provide health
-Trained volunteers information service | information on cardiovascular
specializing in diseases.
cardiovascular
diseases.
Drummond, Comparative study | Workforce -Southwestern Ontario| Lay caregiver The study shows that caregiver | Moderate
MF/1991 management -42 subjects, male and| support support programs provide needed

female
-60 caregivers, male
and female

assistance to lay caregivers and
are cost effective.
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Duttera, MJ/1978 Comparative study Personnel -Rural southeastern Different practice The study shows that physican | Weak
configuration- United States patterns involving | assistants can provide competen
remuneration -14 primary care physicians and care when properly supervised.
practices using physician assistants
physician assistants
Economic Council | Descriptive study Occupational Provincially regulated | n/a Report concludes that although
of Canada/1981 regulation occupations, including there are benefits attached to
(Chapter 10) health occupations occupational regulation, the cost
of the most restrictive form of
regulation - licensure - apears to
be significant. This applies as well
to certification, when it is
accompanied by restrictions that
compel employers to hire those
with appropriate certification.
Edmunds, Review study Provider roles n/a Use of nurse The study summarizes studies or
MW/1978 practitioners in U.S.| nurse practitioners, identifying

research trends and shortcoming

1<

Edwards, N/1992

Descriptive study

Human resource
continuum

5 -Hamilton, Ontario,
-94 ESL students, male
and female

-Mean age 29.5

Health promotion/
advocacy for and
by immigrants in
ESL classes

ESL teachers and immigrants
could be used to promote health.
Study did not provide detailed
evaluation data.

Eisenberg, MS/1979

Descriptive study

Human resource
continuum

5927 cardiac arrest
patients in King
County, Washington
State

Relationship
between time
receiving cardio-
pulmonary
resuscitation and
survival from
cardiac arrest

If CPR was initiated within 4
minutes and if definitive care was
provided within 8 minutes, 43%
of cardiac arrest victims survived.
Author suggests that a realistic
option to improve cardiac arrest
survival rate is widespread citizen
CPR training.
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Feldman, PH/1993 | Comparative study Workforce -San Diego, New Four worklife The study found that work life Moderate
managment York, Milwaukee, and | demonstration enhancement initiatives could
Syracuse projects reduce staff turnover and improve
-11 home care agencies continuity of care.
Ferguson, G/1993 Descriptive study Personnel Extra-Mural hospital n/a The study describes the New
configuration- in New Brunswick Brunswick Extra-Mural Hospital,
renumeration particular personnel use and
service delivery.
Fooks, C/1990 Descriptive study Occupational 5 self-regulating health| Quality assurance | The study shows that current
regulation professions in Canada| activities are done | approaches to assuring quality of
in 5 professions care are too strongly focused on
identifying poor performers. The
authors argue that this is
insufficient and suggest
alternatives.
Fowkes, VK/1994 Descriptive study Education Mid-level provider | Preparation for The study describes strategies to
training programs in practice in encourage graduates of mid-leve
u.s. underserviced areas provider education programs to
practise in underserviced areas.
Gaumer, GL/1984 Review study Occupational n/a Regulation of The study summarizes many
regulation health care studies dealing with the adverse
practitioners effects of excessive regulation.

The review concludes that tighter

controls do not necessarily lead to

improvements in quality of
service. Restricitve practices
invariably contribute to higher
fees and practitioner incomes. As
well, existing systems of
regulation do not effectively
control initial or subsequent
competency of practitioners.
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Gee, EM/1990 Descriptive study Human resources -Canada Demographic The four birth cohorts are
continuum -4 birth cohorts in changes and examined from two points of view
1860, 1910, 1930, and| informal caregiving | - as children and as parents. The
1960 analysis highlights the ways in
which demographic change
influences care-giving and
care-receiving in an aging society.
Gee, EM/1993 Descriptive study Human resources n/a Issues pertaining to, This study discusses the general
continuum informal caregiving | issues associated with population
aging. Selected social policy
issues related to an aging society
are examined, including
intergenerational equity, child
care policy and informal
care-giving.
Gibeau, JL/1993 Descriptive study Provider -Franklin Medical The training of The study shows that home care
roles/Education Center, Massachussettsparaprofessionals | aides can successfully be trained
and Bridgeport for psychiatric to deal with some psychiatric
Visiting Nurse support in the home| problems.
Association,
Connecticut
-homecare aides
Gilbert, NJ/1991 Descriptive study Workforce -Western Turnover among The study discusses various
management Massachusetts home care workers | factors that influenced homecare
-66 participants workers’ decision to resign. The
-Aged 20-68 years findings have implications for
practice, education, research and
public policy.
Giles, W/1992 Comparative study Provider roles 89 women receiving Midwives vs. The midwives’ clinic achieved a | Moderate

antenatal care at an
antenatal clinic in
Sydney, Australia

obstetricians in
providing antenatal
care

28% to 68% saving in salary cost|
Patients cared for by midwives
appreciated the continuity of care
and the information given by the
midwives.
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Glasgow, RE /1992| Comparative study Education -University of OregoA 10-session, Study indicates that patient Strong
Slocum Sports self-management | training improves self-care
Medicine Laboratory | training program management.
-102 patients with for persons over 60
diabetes, male and with Type Il
female diabetes
-Aged over 60 years
Goeppinger J/1989| Comparative study Education -United States Self-care education| The study finds that patient Moderate

-374 arthritis patients,
male and female
-Aged 27 - 88

for persons with
arthritis

education supports self-care
behaviour.

Golladay, FL/1973

Descriptive study

Provider roles

n/a

Impact of physicial

n The simulation model reveals tha

[

(simulation extenders on the physician extenders could
modelling) productivity of increase the productivity of a
primary care representative primary care
practices practice by up to 74%. Substantial
increases in physician
productivity might be obtained
through delegation of functions.
Gordon, MJ/1977 Descriptive study Education University of Undergraduate The study argues that
Washington School of | clerkship in family | community-based medical
Medicine medicine teaching can be effective.
Gravdal, J/1987 Descriptive study Education -The Community | Training program | The study presents a model of

Health Center of the
University of Illinois

College of Medicine at

Rockford
-Undergraduate
medical students

for students in
ambulatory primary
care

ambulatory primary care
education in medicine.
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Graveley, EA/1992 | Comparative study Provider roles -3 clinics in U.S. Delivery of Use of clinical nurse specialists | Weak
serving a low-risk prenatal substantially reduced the cost of
predominantly care by physicans | providing prenatal care while
Hispanic clientele of and clinical nurse | maintaining quality, thereby
low socioeconomic specialists saving valuable resources.
status
-156 pregnant women

Gussow, Z/1976 Descriptive study Human resources Self-help groups in Establishment, Self-help health groups have
continuum u.S. growth and serviceg proliferated rapidly, apparently in

for self-help health | response to the increasing
groups and their importance of chronic illnesses
articulation with and the failure of the health care
the institution of system to develop an adequate
medicine coninuous form of care.

Hagler, P/1993 Descriptive study Provider roles Rehabilitation Support personnel | The study presents the views of

therapists in Canada | in rehabilitation rehabilitation therapists on the
roles and use of support personnel
in rehabilitation, as well as how
such personnel should be trained.

Haig, AJ/1994 Descriptive study Personnel -United States Multidisciplinary The study concludes that
configuration- -41 patients, 13 men | rehabilitation team | comprehensive rehabilitation
remuneration and 28 women planning for patients who have

-Aged 27 to 87 limited access to a
multidisciplinary rehabilitation
team can be accomplished in a
single visit.

Hastings, JEF/1973| Comparative study  Personnel -Sault Ste. Marie, Prepaid group The study found that, on Moderate
configuration- Ontario practice vs. comparing the frequency of
remuneration -3300 steelworkers and fee-for-service different types of service rendered

their families practice under the two systems, the Grouy

belonging to GHA and
steelworkers who did
not

Health Association placed greate
emphasis on health protection.
The two types of practice utilized

human resources differently.
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Outcomes

Strength of
Study

Herbert, GK/1974

Descriptive study

Provider roles

-Rio Grande State
Center for Mental
Health and Mental
Retardation in
Harlingen, Texas
-31 indigenous health
workers

Use of indigenous
mental health
workers

The study reports that the use of
indigenous mental health workers
was successful.

Hernandez, R/1990

Descriptive study

Provider roles

Health service
provider organizations
in South Carolina

Usage of and future
need for
multicompetent

Survey results show that
multicompetent workers were
used in about half of the agencies

providers surveyed and that there was a
large potential market for such
workers. There were also
indications of potential savings in
using multicompetent workers.

Hollingsworth, Descriptive study Personnel -Wisconsin Use of para- The survey findings show that
EJ/1993 configuration- -12 community professional and 38% of all caregivers were
remuneration support programs professional staff | paraprofessionals and that use of
these personnel were more
common in rural programs .
Hood, JN/1994 Descriptive study Workforce -Southwestern United | Effect of Personal concern for workers by
management States management’s management increased job
-146 registered nurses| concern for staff satisfaction and personnel
licencensed practical retention.
nurses and home-
makers
Howard, J/1971 Descriptive study Education University of Interdisciplinary The study highlights some of the

California Medical

Center in San Francisco

teaching

problems in interdisciplinary

education of health care providers.
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Jenkinson, D/1988 Comparative study Education -United Kingdom | Use of a booklet The study finds that increase in | Weak
-177 asthmatic patients and audiocassette | the patient’'s knowledge of asthma
-Aged 3 -49 to teach asthmatic | helped in self- management of the
patients self- condition. Specially prepared
management book or tape can be used to
techniques increase knowledge of use of
drugs.
Jones, DA/1992 Descriptive study Provider roles -United Kingdom | Perceived stress by| The study found that carers who
-1066 elderly people, | informal caregivers | felt that their caring role caused
aged 70 years and over of the elderly them high levels of stress were
-256 informal carers more likely to accept institutional
care for their dependents.
Jones, PM/1990 Comparative study Education -United States A course on The study demonstrates the Moderate
-34 patients with techniques for effectiveness of a self-study
diagnosis of diabetes | self-monitoring of | course in increasing patients’
mellitus blood glucose capacity for self-care.
-Aged 25-65, male and
female
Juhl, N/1993 Descriptive study Workforce -Rural midwestern Job satisfaction The study compares home health
management United States among rural public | nurses to public health nurses. It

-258 registered nurses

practicing in public

health and home health

settings

and home health
nurses

identifies a number of manage-
ment and job satisfaction issues.

Jutras, S/1991

Descriptive study

Human resource
continuum

s 294 informal

caregivers in Quebec

Factors influencing
caregiver burden

The level of assistance provided,
participation in personal care
activities of daily living,
interaction with professionals on
behalf ot the elderly, the elderly
person’s functional independence
and health status, the caregiver’s
age, etc. all were found to
contribute to informal caregiver’s
burden
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Study

Kahn, MW/1981

Descriptive study

Provider roles

Indigenous mental

health workers in U.S.

Use of indigenous
mental health

The study examines the use of
indigenous mental health

workers technicians on an Indian
Reservation and argues that it is
an effective approach.
Kelley, VR/1977 Descriptive study Human resources| 20 “natural helpers”in | Training of Community helpers can be trained

continuum/educatio

na community mental

health centre in rural
lowa

non-mental health
providers to deliver
mental health

to function effectively in rural
mental health service delivery.

services
Kethley, A/1982 Descriptive study Workforce -Washington state Perceptions of The study shows potential turf
management -31 home health care | provider roles by conflicts between nurses and
agencies nurses and social | social workers. Strategies for
workers identifying and overcoming
potential professional turf conflict
in home care agencies are
discussed.
Key, JC/1973 Descriptive study Education Medical education | Community-based | The study discusses initial efforts

program in North
Carolina

medical education

to develop community-based
educational experiences in a rural
setting for medical and other
health science students.

Kind, AC/1985

Descriptive study

Human resources
continuum

-Park Nicolet Medical
Center in Minneapolis
-315 patients with

various infectious

diseases

Outpatient
intravenous therapy

The study shows that
self-administered IV antibiotic
therapy is feasible and cost
efficient with no adverse health
effects.

Kindig, DA/1975

Review study

Provider roles/
Skills acquisition

n/a

Interdisciplinary
education for
primary care team

The study argues that the
effectiveness of the team
approach has not been well
demonstrated and suggests ways
to enhance interdisciplinary
education.
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Kobayashi, Comparative study | Human resources| 12 children, aged 2 - | Home The study found no difference in | Weak
RH/1990 continuum 17 with primary self-adminstration | frequency of infection and

immunodeficiency in
u.s.

of intravenous
immunoglobulin
therapy

antibiotic use during study
compared with previous period.

Komaroff, AL/1976

Descriptive study

Provider roles

Physician assistants
Diabetes Clinic,
Boston City Hospital

ibse of physican
assistants for the
management of
diabetes and
hypertension

The study found that physician
assistants could perform tasks
adequately.

Langsley, DG/1983

Descriptive study

Provider roles/

n/a

Changing roles of

Psychiatrists increasingly played

D

Workforce psychiatrists in “marginal” role in community
management community mental | mental health centres as their
health centres former functions were taken over
by other mental health providers.
Larkin, GV/1980 Descriptive study Occupational -Dental profession Use of dental The study examines the strategies
regulation/ -Dental auxiliaries auxiliaries employed by the dental profession

Provider roles

-Britain

in Britain to shape the dental
division of labour. The
elimination and controlled
re-introduction of dental
auxiliaries are discussed, togethe
with an analysis of some of the
consequences of role restriction.

=

Levesque, L/1991 Review study Human resources n/a Informal caregivers| The study examines the
continuum of people suffering | relationship between social
from dementia support and well-being of

informal caregivers and raises a
number of policy and research
issues.

Levy, BS/1971 Quasi-comparative Provider roles Madera County Midwives vs. The study demonstrated the

study Hospital, California physicians in effectiveness of prenatal care

-Women seeking
prenatal care

providing prenatal
care

provided by midwives.
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Lomas, J/1985 Descriptive study Provider roles n/a Using nurse Authors have developed a

practitioners to
provide services
currently provided
by general
practitioners

relatively simple method of
estimating potential replacement
of general practitioners by nurse
practitioners. The model suggests
that 20-32% of Ontario GPs in
1980 could have been replaced.

Low, G/1987

Descriptive study

Provider roles

14 directors of
community health
organizations and 12
private practice
physicians

Use of multi-
competent
practitioners

The study’s results indicate that
multicompetent practitioners are
already working in some health
care agencies. There is support for
the development of multi-
competent practitioner training.

Lucas, MD/1988

Descriptive study

Workforce
management

-South Carolina
-741 public health
nurses

Factors related to
job satisfaction
among public
health nurses

The study measures the level of
job satisfaction among public
health nurses. Important factors
conducive to job satisfaction were
job importance, interpersonal
relations and achievement.

Mahoney, DF/1994

Descriptive study

Education

-United States
-Family caregivers,
mostly white, female

Training program
for family care-
givers of older

Study demonstrates usefulness aof
lay caregiver training.

and married adults
Manga, P/1994 Review study Provider roles n/a Health human | The review examines studies of
resources the efficacy and cost-
substitution effectiveness of human resources
substitution. It supports the
appropriate use of role
substitution in health care.
May, KM/1991 Descriptive study Human resources| -Arizona A community- The authors argue that the use of

continuum

-9 volunteers, aged
22-45

based prenatal
programme using
volunteer
neighbourhood
outreach workers

neighbourhood volunteers seems
desirable but that a number of
difficulties have been encountered.




| Jusuodwo)

Ll

Author/ Study Modality Participants Intervention/ Outcomes Strength of
Year Design Exposure Study
Mazzuca, SA/1982 | Review study Education n/a Patient educationTine study shows that patient Moderate
treatment of education programs can assist
chronic disease patients with their self-
management plan.
McCally, M/1977 Descriptive study Education -United States Interprofessional 70% of physician assistant
-54 physician assistant| training of students and 38% of nurse
programs and 60 nurse physician assistants practition students had at least one
practitioner programs | and nurse classroom activity shared with
practitioners another health profession group.
But there was a lack of evaluation
of such inter- disciplinary training
activities.
McDermott, Descriptive study Provider roles/ Dental therapists in Use of dental The study examines the use and
PT/1991 Education Northwest Territories | therapists in remote| training of indigenous dental
communities therapists to overcome manpower
shortages in northern Canada. The
authors argue that native people
can be successfully trained to
perform a variety of dental
procedures.
McLean, CL/1991 Descriptive study Provider roles Community health | Use of community | The study describes the roles and
representatives in health characteristics of para-
Canada representatives professional indigenous
community health workers.
Meikle, M/1979 Comparative study Provider roles -University College | Professional vs The study found that volunteers | Moderate
Hospital, London, UK | volunteer treatment| and speech therapists yielded
-31 patients of dysphasia similar outcomes in treating
-Speech therapists and patients of dysphasia.
volunteers
Miller, SL/1976 Comparative study | Education -Department of 20-hour course on | The results suggest that the Weak

Community Dentistry,
University of Texas
Health Center at San
Antonio

-Senior dental students

dental care for
chronically ill and
aged patients

program failed to produce the
desired attitudinal changes in the
student in relation to provision of
care.
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Year Design Exposure Study
Morewood- Descriptive study Workforce Nurses in Northwest | Training and other | Besides providing a general
Northrop, M/1994 management Territories initiatives to description of the roles and work
improve quality of | of nurses in NWT, the study
worklife reports that various initiatives
such as job-sharing and inde-
pendent living quarters for nurses
helped reduce turnover by 30%.

Mullen, PD/1985 Review study Education n/a Patient education The study reviews a number of
studies dealing with educational
programs for people with
long-term health problems.

Different educational techniques
are compared. Educational rating
score is found to be the strongest
predictor of effect size of both
knowledge and drug errors.

Murray, E/1995 Descriptive study Education University College | Cost of Teaching basic clinical skills in

London Medical community-based | the community is not cheap, but
School, U.K. medical education | there are a number of benefits.
Muzondo, TR/1980| Descriptive study Occupational n/a Occupational The study suggests that ethical
regulation licensing and prohibitions such as restrictions
professional on advertising and price
incomes competition raise the incomes of
practitioners.
Neale, AV/1992 Comparative study Education Family medicine Home visit training | The study suggests that the Weak

residents

for physicians

Residents were more likely to
view home visits as an important

program was generally successful.

part of medical practice.
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Nicoletti, J/1975 Comparative study|  Education -Arvada, Colorado | Intensive training Study indicates that training Weak
-11 female volunteers | in communication | increases volunteer effectiveness.
at the Jefferson County and other aspects in
Mental Health Center, | a community
-Aged 24-40 mental health centef
O’Donnell IM/1977 | Comparative study]  Human resources -Ben Gordon Volunteer vs The study shows the effectivenegsWeak
continuum/ Community Mental professional staff | of volunteer mental health
Education Health Center, delivering mental emergency services.
DeKalb, Illinois health emergency
-40 subjects, male and| telephone services
female
Office of Review study Provider roles n/a Use of nurse The review study examines Strong
Technology practitioners, quality of care, access to care,
Assessment/1986 physician assistants cost effectiveness, etc. It
and nurse-midwives concludes that mid-level
providers provide care where
quality is equivalent to that of
care provided by physicians.
Oktay, JS/1990 Comparative study Workforce -Johns Hopkins Post-hospital The study shows that the support Weak
management Hospital, Baltimore, support program program produced conflicting

Maryland
-93 comparison group

patient/caregiver pairs

-98 treatment group
pairs
-Aged 65 or over

for the frail elderly
and their caregivers

outcomes, although it was
effective in reducing utilization.
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Ondrejka, D/1983 Descriptive study Human resources Workers in industrial | Self-care The study shows that self-care
continuum plant in the United medication pro- medication program was
States gram in industry successful in saving time for
workers and nurses.
Osborn, EHS/1986 | Descriptive study Education Public health studenfBraining in The author claims that the
from University of community-oriented students involved in the program
California School of primary care have increased their knowledge
Public Health at base.
Berkeley and School
of Medicine at San
Francisco
Osterweis, M/1980 Descriptive study Education Georgetown Training medical Students trained in the project
University Community | and nursing acquired good clinical skills and
Health Plan Inc., students for developed skills in professional
United States primary care team | role negotiation and
in an HMO setting | communication.
Padgett, D/1988 Review study Education n/a Educational and The results based on a review of | Strong
psycho-social 93 studies demonstrate the
interventions positive effects of patient
education.
Parcel, GS/1994 Comparative study Skills acquisition 199 patients and the8elf-management | The study shows that knowledge| Weak

primary caregivers at 2

cystic fibrosis centres
inU.S.

of cystic fibrosis

alone is insufficient to encourage
self-management.

Polich, C/1990

Descriptive study

Education

-HMOs in United
States with Medicare
contracts
-HMO physicians

Provision of home
health care through
HMOs

The study examines the problem
faced by physicians in home care
including their lack of training in

this area.
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Pontell, HN/1982 Descriptive study Occupational California’s Medi-Cal | Process dealing The study reveals the problems
regulation program with abuse by associated with the influence of
physicians physicians’ professional power on
the enforcement of ethical
behaviours.
Posavac, EJ/1980 Review study Education n/a Patient education | The Review Study Shows That | Weak
(meta-analysis) programs Patient Education Programs Have
Effects in a number of areas.
Quick, R/1991 Descriptive study Provider roles Community health | Use of community | The study describes the
aides in Alaska, U.S. health aides characteristics of community
health aides. Community health
aides are well received by
consumers and other providers.
Rabinowitz, Descriptive study Education -United States Family practice The study demonstrates, through
HK/1988 -31,652 medical schoo| clerkships statistical analysis of
graduates administrative data, that a family
practice clerkship has an influence
on choice of family practice and
practice in underserviced areas.
Ramsey, P/1993 Descriptive study Provider roles Mountain City Use of nurse Family nurse practitioners
Extended Hours practitioners provided effective and
Health Center, satisfactory health care in a clinic
Tennessee setting.
-101 subjects
Rasmussen, F/1989  Comparative study  Education -Uppsala county, | A self-care booklet | The study shows that education | Weak
Sweden and educational improves self-care

-572 mothers with
children 6-12 months
of age

session for mothers
about young
children’s minor
illnesses

appropriateness.
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Record, JC/1980 Review study Provider roles n/a Use of nurse The review examines studies of | Moderate
practitioners and the clinical and cost effectiveness
physician of nurse practitioners and
assistants physician assistants. Review
shows that these providers
perform a large percentage of
primary care services at a high
level of quality and productivity.
Redman, S/1991 Comparative stud Education -Australia Antenatal education The study’s findings suggest that| Weak
-360 women programme health education fails to lead to
behavioral change.
Rehm, SJ/1983 Descriptive study Human resources -Cleveland Clinic Home intravenous | Study shows the positive effects
continuum Hospital antibiotic therapy and cost effectiveness of home |
-Patients suffering antibiotic therapy.
from various forms of
infection
-Aged 24-44, male and
female
Reid, ML/1979 Comparative study Provider roles A nurse-midwife Implementation of | As the program developed, infanf Moderate

program in rural

a nurse-midwife

mortality rate of the 4 affected

Georgia program countries showed a decrease.
There were also decreases in the

rate of neonatal mortality, low
birthweight and short gestational

age.

Reinke, B/1986 Descriptive study Personnel 3indigenous Different personnel | The 3 models (caseworker mode
configuration- community support organizational paraprofessional-extender model

renumeration programs in U.S. models and team model) all have their

strengths and limitations. Each
program has tailored its
organizational process to suit the
types of clients it sees, the size of
its catchment area and the
availability of other human
resources.
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Renaud, M/1980 Comparative study Personnel -Montreal area, Quebec Different forms of | The study shows that CLSC Weak
configuration- -111 general physician physicians performed better than
remuneration practitioners from renumeration their private group practice
CLSCs and private counterparts.
group practice clinics
Riordan, J/1991 Descriptive study Workforce -Midwestern United Job satisfaction The study shows that prestige wa
management States among community | highly correlated with job
-104 nurses health nurses satisfaction among community
health and home care nurses.
Other factors contributing to job
satisfaction included autonomy
and social interaction.
Ritter, G/1985 Descriptive study Human resources -Lucas County, Ohio | Bystander The study demonstrates that
continuum and Kent County and | cardiopulmonary bystander CPR improves surviva
Southfield, Michigan | resuscitation rate of cardiac arrest patients.
-2142 cardiac arrest
patients
Roberts, CR/1983 Comparative study Skills acquisition 433 families attendirigtroduction of a The subsequent rate of Moderate

a family practice clinic
in Columbia, Missouri

brief health
education program

unnecessary clinic visits for uppe
respiratory tract infections was
44% lower in the intervention
groupas compared with the
control group. No increase was
seen in complications.

Roberts, DN/1990 Descriptive study Workforce -Rural southern lllinois| Job satisfaction and The study suggests certain
management -393 community care | retention among management strategies for
workers, female and community care improving workers’ job
male workers satisfaction.
Robichaud, JB/1991 Descriptive study Personnel 365 local community | Relationship Besides describing staffing
configuration- health and social between types of patterns, the study shows that
renumeration service centres in services offered number and type of workers in a

Canada

and personnel use

centre was related to the types of
services provided.
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Rooks, JP/1992 Descriptive study Human resources 18,000 women in 89 | n/a Study describes characteristics af
continuum/ birth centres in U.S. women using birth centres, types
Personnel were surveyed of services used, number and
configuration-renum types of prenatal care providers in
eration birth centres, etc.
Roth, D/1993 Descriptive study Provider roles/ -United States A proposed Study discusses how licensed
Education -Licensed Practical education program | practical/vocational nurses can be
Nurses and Licensed | to train LPNsand | trained to perform IV therapy.
Vocational Nurses LVNs to perform
intravenous therapy
Rubin, RR/1989 Comparative study Education -Johns Hopkins Self-care education| Study shows that diabetes Moderate

Diabetes Center,
Baltimore
-165 diabetes patients

program for
diabetes patients

education increases self-care.

Rudmann, SV/1989

Descriptive study

Provider roles

-United States
-197 group and staff

Use of multi-
competent allied

Many group and staff model
HMOs employed multicompetent

model HMOs health care workers| workers, most of whom received
in HMOs “in-house” training.
Russell, EM/1985 Review study Human resources n/a Self-care or The study offers a number of
continuum self-help groups policy implications in relation to
self-care.
Schulz, R/1990 Review study Human resources n/a Stress experienced| The study examines prolonged o

continuum

by informal
caregivers

cumulative consequences of
exposure to the stress of
caregiving. The findings suggest
increased vulnerability to physical
illness among care- givers.
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Seacat, M/1977 Descriptive study Personnel n/a n/a Study describes the nature,
configuration- organization and staffing
renumeration problems of neighbourhood health
centres in U.S. Evaluation studies
generally show that centres
compare favourably with other
methods of providing similar care|
Sekscenski, Descriptive study Occupational Regulations governing| Effects of practice | There are wide variations in state
ES/1994 regulation the practice of environment on regulation (i.e., legal status,
mid-level providers in | supply of mid-level | reimbursement approach and
50 states of U.S. providers authority to write prescriptions) of
physician assistants, nurse
practitioners and nurse-midwives|
Favourable practice environments
were found to be strongly
associated with a larger supply of
these practitioners.
Seltzer, MM/1992 Comparative study Education 175 outpatient elderhA program to train | Study shows that the experimentalModerate
patients and their family members to | group family members performed
family members at the | serve as case significantly more case
Beth Israel Hospital in | managers for their | management tasks on behalf of
Boston elderly relatives their elderly relatives than did
family members in the control
group and there was not an
increase in caregivers’ level of
caregiving burden.
Sheehan, NW/1989, Comparative study Education Hartford, Conn. Training in ways of | Project was successful in Weak
-200 clergy, volunteers| disseminating mobilizing participants to respond
and social service information to to the information needs of
providers family caregivers caregivers and increasing their
knowledge about aging and
caregiver issues.
Shepard, L/1978 Descriptive study Occupational State licencing Effects of licensing | The study argues that licensing
regualtion authorities in U.S. practices by state | restrictions raise dental service

authorities

costs and reduce dental manpower

supply.
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Sheps, S/1984 Descriptive study Personnel -The Reach Use of the The method of primary care
configuration- Community Clinic in Burlington assessment used was found to be
renumeration Vancouver, B.C. Randomized both practical and inexpensive.
Controlled Trial
criteria and rating
system for
evaluation
Shewan, CM/1984 Comparative study Provider roles -Ontario Speech pathologists The study shows that there were | Moderate

-100 aphasic patients,
male and female
-Aged 29 - 85

vs. volunteers in
treatment

few differences between speech
therapists and trained volunteers
in the effectiveness of treating
aphasic patients.

Shi, L/1993

Descriptive study

Provider roles

-United States
-243 rural community
and migrant health
centers

The use of nurse
practitioners,
physician assistants
and nurse midwives
in rural community
and migrant health
centers

The study shows that demands,
geographic location and the
centers’ staffing policies were
significant determinants of the us
of nonphysician providers.

4%

Shuster, GF/1992 Descriptive study Workforce -Southeastern United | Job satisfaction in | The study shows that the type of
management States home health care | work nurses do affects their job
-129 nurses from nursing satisfaction.
urban and rural home
health care agencies
Smith, HL/1994 Descriptive study Workforce -United States Leadership and The study shows that leadership
management -52 nurses, 94 quality of work life | behaviour is strongly associated

homemakers and 41
support staff

in home health care

with staff members’ job satis-
faction, job involvement and
propensity to remain with the
organization. These, in turn, are

related to higher job performance.

Y
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Sox, HC/1979 Review study Provider roles n/a Use of nurse The review study shows that NPs Moderate
practitioners and and PAs provide office-based care
physician assistants that is indistinguishable from
physician care in quality.
Spitzer, WO & DJ | Descriptive study Education -Nurse practitioner | Educational 22 of 23 students fulfilled the
Kergin/1973 training program at program for nurse | overall training criteria.
McMaster University, | practitioners
Ontario
-Students of the
program
Spitzer, WO et Comparative study | Personnel -South-central Ontario | Care provided by | The study found that important | Moderate
al./1973 configuration- -Nurses of 14 family nurse practitioners | changes occurred in the
remuneration/ practices and family experimental group. NPs spent
Education/ physicians more time in clinical activities
Provider roles than control group nurses. The
shift was not at the expense of
time devoted to clinical work by
physicians. Doctors delegated
more professional activities to
NPs than to other nurses.
Spitzer, WO/1976 Comparative study Provider roles -Ontario, Canada | Use of nurse The results show the Moderate

-Nurse practitioners

practitioners

effectiveness, cost-savings and
provider/patient satisfaction
associated with the use of nurse
practitioners.

Spitzer, WO/1978

Descriptive study

Provider roles

Burlington and
Smithville, Ontario

Nurse practitioners
vs physicians in
service provision

The study shows that
physician-nurse practitioner team
are cost efficient, and that the
model could survive in a
fee-for-service environment.

Stone, R/1987

Descriptive study

Human resource
continuum

-United States
-1924 caregivers

Lay caregivers of
the frail elderly

The study describes the
characteristics of informal
caregivers. Informal caregivers
are predominantly female, a
sizeable proportion of whom is
over age 65. A minority uses
formal services.
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Stone, RI/1990 Descriptive study Human resources -United States Effects of caring The competing demands of work
continuum -1003 nonspousal on informal and elder care are the subject of
caregivers, younger caregivers this study. Those caring for elders
than age 65 with greater care needs are more
likely to take unpaid leave, reduce
work hours or rearrange their
work schedule to assume elder
care responsibilities.

Sullivan, JA/1978 Descriptive study Occupational -State University of Employment and The perception of the nurse
regulation New York at Buffalo use of nurse practitioner’s legal status held by

-1101 nurse practitioners NPs and employers is the major
practitioners barrier to their employment and
utilization.

Sullivan, MJL/1993 | Descriptive study Personnel Outreach rehabilitation| Activities and Most respondents to the survey
configuration- programs in Canada | organization of noted that the primary
renumeration out-reach responsibility for treatment

rehabilitation provision remained at the

programs community level. A need to
expand both the types of service
offered and the number of
communities served by out-reach
programs was also identified.

Szasz, G/1974 Descriptive study Education An interdisciplinary| Interdisciplinary The study describes an

education program at | education interdisciplinary education

University of British program at University of British

Columbia Columbia and identifies problems
in developing interdisciplinary
education.

Tanner, LA/1972 Comparative study| Education -University of Miami Interdisciplinary The study shows that training is | Moderate

Department of Family
Medicine and School
of Nursing

-61 students

training of health
team

effective in changing or
developing certain attitudes.




| Jusuodwo)

Author/ Study : - Intervention/ Strength of
Year Design Modality Participants Exposure Outcomes Study
Temple-Smith, Descriptive study Workforce -Australia Reasons for The study reports on the areas of
MJ/1989 management -689 community nurses becoming job entry, job satisfaction, job
community nurse mobility and perceived career
options, as well as educational
preparation.
Tilson, HH/1973 Descriptive study Workforce -United States Factors influencing | The study shows that the
management -40 neighbourhood physician retention | organizational characterisitics of
health centers neighbourhood health centers
-1055 physicians have a bearing on physician
retention. This could have
management implications.
Timpson, J /1983 Descriptive study Education Federal Sioux Lookotitaining program | The study describes training of
Zone Hospital, Sioux | for indigenous and services provided by
Lookout, Ontario mental health indegenous mental health workers.
workers
Vickery, DM/1983 | Comparative study| Education 1,623 households | Self-care All 3 experimental groups showed Weak
enrolled in the Rhode | educational statistically significant decreases
Island Group Health programs in medical care utilization as
Association compared with the control group.
The average decrease was 36.4%
Vohlonen, 1/1989 Comparative study]  Personnel Residents and Different methods | The study found that salaried Strong
configuration- physicians of 4 cities | of reimbursing physicians produced at least the
remuneration in Finland physicians same overall value as their

privately employed counterparts.

Voltmann, JD /1975

Descriptive study

Provider roles

6 nurse practitione
Jamestown, New York

sluse of nurse
practitioners in
rural and poor
areas

The study argues that rearranging
MD and NP roles and responsi-
bilities could help to deal with
MD shortages.

Walcott-McQuigg,
JA/1992

Descriptive study

Workforce
management

-Midwestern United
States

-67 community health
nurse

Stress factors
affecting
community health
nurses

The study shows that management
issues are related to community
nurses’ stress.
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Warrick, LH/1992 Descriptive study Human resources, -Southwest Arizona Prenatal care and | The study indicates that the
continuum -Mexican-American outreach by peer program was generally effective,
females, aged 15 - 38 | health worker but no detailed data were reportegd.
years
Webb, PA/1980 Comparative study Education -United States Patient education | The study demonstrates that Weak
-123 low income, vs. psychosocial patient education does not lead to
black hypertensive counselling vs. improved health outcomes over
patients, male and family physician and above the care provided by
female care family physicians.
-Mean age 30 years
Weber, CL/1993 Quasi-comparative Personnel -Canada Job satisfaction in | The study found that workers in g
study configuration- -120 employees of hospital vs. community health care organiza-
remuneration community health care| community tion were generally more satisfied
organization and 1365 | healthcare with their jobs than their
hospital employees, organization counterparts in hospitals.
female and male
Wertz, RT/1986 Comparative study]  Human resources -United States Speech therapists | The study found that speech Strong
continuum -121 aphasic patients, | vs. trained therapists and trained volunteers
aged 75 years or volunteers produced similar improvements in
younger aphasic patients.
Weston, JL/1980 Descriptive study Occupational n/a State variations in | There is a correlation between
regulation legal contraint and | state policies on reimbursement

reimbursement of
nurse practitioners
and physican
assistants

and legal constraints and the
distribution of nurse practitioners
and physician assistants.
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Wiernikowski, JT Descriptive study Human resources | -Chedoke-McMaster | Home intravenous | The study points to the
/1991 continuum/ Hospitals, Hamilton, antibiotic therapy effectiveness of a home
Education Ontario in pediatric intravenous antibiotic program.
-13 children and their | oncology
families
Wilson, PR/1986 Descriptive study Occupational n/a n/a Study suggests that policing of
regulation fraud and abuse by peer review

processes has not worked well
with medical practitioners.

Wilson, SR/1993 Comparative study Human resources -Northern California Two forms of The study demonstrates that Strong
continuum -323 adult Kaiser self-management | patient education is effective in
Permanente patients | education for adults| enhancing self-management of
with moderate to with asthma asthma symptoms.
severe asthma
-Aged 18-50
Wise, H/1972 Descriptive study Personnel Health care teams of | Training and The study suggests that
configuration- the Dr. Martin Luther | functioning of inappropriate traditional training
remuneration King Jr. Health Center,| primary health care | of physicians and nurses leads tg
Bronx, New York team poor health care team functioning.
Wood, J/1991 Descriptive study Personnel 6 antenatal care Antenatal care The results of the study indicate
configuration- initiatives in the delivery in primary | that integrated community-based
remuneration United Kingdom care settings antenatal care improved
pregnancy outcomes.
Young, TK/1988 Quasi-comparative | Provider roles Native communities in Differences inthe | Communities with health stations
(Chapter 7) study the Sioux Lookout availability of and nurses and communities with
Zone, Ontario health resources, | only health aides have no
including health significant differences in various

human resources measures of health status.
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