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Abstract
Evidence of De-skilling and Procedural Skill Competence in Relation to Rural Physicians
PURPOSE:
The purpose of this systematic review is to determine if the state of the available evidence reflects the current process to successfully maintain practice standards. Rural health regions need to identify the most successful methods for supporting rural physicians to maintain best practice and quality assurance standards.
RESEARCH QUESTION:
What is the state of the evidence regarding “de-skilling” and/or procedural skill requirements and/or competence for rural physicians in rural practice?

BACKGROUND:
“De-skilling” is a buzzword applied to the alleged gradual loss of skills through their infrequent practice. There is a belief supported by accreditation standards that continuing competence in procedural medicine requires the consistent practice of a minimum number of procedures.  “These practice standards may not pose a risk of loss of licensing to a physician working in an urban environment, but they may be impossible to meet in a rural general practice due to volume of clients seen.” (Levitt L.K 2001)
“The majority of learned medical colleges in the developed world have established continuing medical education or professional development programs for their members and fellows in response to a recognition that modern medicine develops at a very rapid rate.” (Crampton & Wilkinson D, 2002)
“Licensing procedures are frequently viewed as lengthy, complex and costly processes that may delay or prevent integration into a workforce.” (Dr. John Hnatuik Nov 2005)

“If opportunities to practice skills are deemed to be below the recommended standard this may be used to justify the downgrading and potential closure of rural facilities.”(Levitt L.K 2001) These barriers may lead to changes in the health care delivery model for rural and remote regions. 
The Health Services Mission for East Central Health promotes safe, healthy environments in partnership with communities, at the same time providing accessible and appropriate care based on unmet needs. The mission includes promoting health, wellness and improved quality of life while achieving public satisfaction and public confidence with the health system in East Central Alberta. East Central Health assures that the clients in our care are provided with a skilled team of professionals. Rural doctors are trained in appropriate procedural skills to effectively serve their communities. If there is a lack or a diminished use of appropriate skills our communities may be under serviced.
METHODS:
A systematic review with in the Search engine library was done using the key words de-skilling AND Rural Physicians, General Practitioner, rural Doctor, retention OR recruitment of rural physicians was conducted. The terms Clinical Competence AND professional practice location were added for more specific results.  The search was further defined by adding the words rural health service. The databases of EBSCO, PUBMED, OVID, Google Scholar and Grey Literature were searched between July and Dec 2005.  Through a network developed through SEARCH Canada the David Thompson Health Region library staff members were solicited, utilizing the same key words to reveal two new findings.
Articles were included based on currency for example less then seven years old, geographical location and relevance such as only related to rural physicians.

CONCLUSIONS:
Of the seventeen articles found five met the inclusion criteria. Supportive literature is inclusive of information in relation to procedural skill competencies. Findings showed the initial learning phase of the procedural skill set has a great impact on the actual maintenance of the skills later on, which speaks to the importance of initial training in medical schools. There were other indicators evident in the literature that had an impact on sustaining competency in practice and that had an impact in relation to quality assurance.
Research indicates that adequate numbers of skills performed are not the only consideration when establishing the mark of competence.
1. The findings support the idea of continuous professional development as an integral component that will lead to competency.

2. The literature reviewed determined the existing health care team’s skill and knowledge base are of great importance and relevance when maintaining the competency skill set of the rural physicians working with in those teams. The multidisciplinary nature of rural and remote practice leads to substantial differences in the process of care from urban facilities which may have specialist readily accessible.
3. The findings indicate that a continuous medical education program would be a support mechanism that would allow sustainable practice over time. 
4. Key learning’s indicated that other challenges in sustaining and retaining physicians in rural practice, inclusive of forced deskilling, included suitable access to continuing medical education, overwork, professional isolation, lack of locum relief and lack of specialist back up in emergencies.
5. The literature revealed that factors such as continuous patient care, the ability to practice procedural medicine and professional satisfaction in doing a special job for the communities assisted in retaining physicians in rural practice. Building a positive relationship with the health service organization was also evident as a key factor in retaining practitioners.
6.  The literature identified that a consistent process in granting clinical privileges would increase satisfaction according to the physicians.

Introduction
 
 There is a belief that would be supported by accreditations standards that continuing competence in procedural medicine requires the consistent practice of a minimum number of procedures.  “These practice standards may not pose a risk of loss of licensing to a physician working in an urban environment but they may be impossible to meet in a rural general practice due to volume of clients seen.” (Levitt L.K 2001)

“The majority of learned medical colleges in the developed world have established continuing medical education or professional development programs for their members and fellows in response to a recognition that modern medicine develops at a very rapid rate.” (Crampton & Wilkinson, 2002, p. 952)
“Licensing procedures are frequently viewed as lengthy, complex and costly processes that may delay or prevent integration into a workforce.” Dr. John Hnatuik, Medical Service Director ECH (November, 2005).
“If opportunities to practice skills are deemed to be below the recommended standard this may be used to justify the downgrading and potential closure of rural facilities.”(Levitt L.K 2001) These barriers may lead to changes in the Health care delivery model for rural and remote regions. 

Question: What is the state of the evidence regarding “de-skilling” and/or procedural skill requirements and/or competence for rural physicians in rural practice?

Context

Purpose 


The purpose of this systematic review is to determine if the state of the available evidence reflects the current process to successfully maintain practice standards. Rural health regions need to identify the most successful methods for supporting rural physicians to maintain best practice and quality assurance standards. Barriers, experiences and opportunities identified in the literature reviewed will provide insight in the hope of assisting East Central Health in addressing some of the issues associated with assessing and supporting competency and evidence-based practice for our rural physicians.


The Health Services Mission for East Central Health promotes safe, healthy environments in partnerships with communities at the same time providing accessible and appropriate care based on unmet needs. The mission includes promoting health, wellness and improved quality of life while achieving public satisfaction and public confidence with the health system in East Central Alberta. The East Central Health organization assures that the clients in our care are provided with a skilled team of professionals. Rural doctors are trained in appropriate procedural skills to effectively serve their communities. If there is a lack or a diminished use of appropriate skills our communities may be under served.

East Central Health serves over 110,000 residents in approximately 84 communities. East Central Health provides health services through eight Health centers, five care centers, nine Mental Health clinics and sixteen offices that provide Public Health, Home Care and Rehabilitation services.  In order to support the community, medical competence can not be compromised.

“We believe the standards of care must match or exceed those in urban care centers. In order to accomplish best practice and evidence based medicine in East Central Health we continually work with our colleagues on new initiatives in every field of medicine.” P. Crumley Medical Services Coordinator East Central Health (Feb 20, 2006) 
Background
“The case for doctors’ performance and maintenance of competence are issues of increasing importance for the profession, governments, and communities. There is a public expectation that the medical profession will be pro-active in protecting clients from under functioning doctors”. (Crampton & Wilkinson 2002) Commitment to ensuring rural and remote doctors are able to maintain and enhance their performance and competence throughout their careers and, in turn, deliver high quality care to their patients is paramount to health but in particular rural health regions such as East Central Health. The need for physician involvement in clinical, technological and structural changes in both their profession and rural health will allow continued autonomy in their chosen profession. This continuation of autonomy is of critical importance in the maintenance of the highest quality care standards.
                                                     Literature Review
Literature Identification and Selection


In order to consider the issue and relevance of the buzz word “de-skilling” I, the searcher, had to identify determinants that directly and indirectly impact the subject of de-skilling. The next focus with regard to those determinants was to reveal information that may be of relevance for decision makers in the East Central Health organization.
From July to Dec of 2005 the literature was scanned for relevant information. The databases of EBSCO, PUBMED, OVID, and Grey Literature were searched using key words. The key words were inclusive of de-skilling AND physician AND general practitioner AND rural doctor AND physician recruitment OR physician retention OR Rural Health Services AND professional practice location OR community was conducted using a systematic method. The search was further defined by adding the word rural to physician, recruitment and retention.
An additional attempt was made to search unpublished literature for articles that pertain to Canadian sites; Google Scholar was utilized for this search. The expertise of the David Thompson Health Region Library staff was sought. Utilizing the same key words, they were able to locate two articles of additional literature. In total seventeen full text articles were received and reviewed by the searcher. Of the seventeen articles five were utilized for this project as determined by the inclusion and exclusion criteria.
 Inclusion Criteria

The inclusion criteria used to determine if the full text article received would be utilized for the purpose of this literature review was if the article indicated relevancy to de-skilling and was in relation to competency, quality assurance, and supportive environments in which to practice. Another consideration was if the article spoke of rural practice inclusive of safe, competent delivery of rural health care. Included was the literature that considered recruitment and retention and the impact that diminishing privileges may have on the physician’s decision to stay or leave rural practice settings. Also included was the article which focused on the service delivery in rural remote areas and indicated determinants of what type of services the rural communities required in keeping with and defining accessible appropriate service. If the article’s reference list was detailed and included information from reliable sources (i.e. not letters or responses from readers).

Quality articles included competency reviews for accreditation and editorial commentary. Information was considered for its relevance to the topic as well as the sources of information used by the authors. The study was utilized if the applications of findings that applied and indicated sample populations similar to the one in question in the East Central Health population. Information was considered using cross case analysis with the goal of identifying similar themes, patterns and findings. Particular attention was given to determining if opinions were similar from source to source. Articles that offered findings different from the majority were critiqued and included if the sources of information were well detailed. This was to ensure that outliers were identified and considered.

Exclusion Criteria

Literature was excluded that focused on the discussion of urban practice only as the focus of this particular review was on rural practice issues. Urban practice settings may see a larger number of clients and therefore allow for more frequent use of specific skill sets. The urban setting may also have greater access to specialists. The literature that focused on financial goals was exempt due to the fact that financial goal issues must not impose constraints in relation to the cost of providing quality and safe care to our rural community populations. The literature that contained position statements or opinions by non-rural practitioners on perceptions of the decision making practice, roles, responsibility and skill set requirements of a rural practitioner was also dismissed.
Data Extraction and Summary 

MacDonald J ;( 2002) Recruiting and Retaining General Practitioners in Rural Areas: Improving Outcomes through Evidence-Based Research and Community Capacity Building.
The population being studied was the Australian Rural General Practitioners. The intervention included reviewing research in the area of rural GP recruitment and retention and producing it in an evidence-based format to enable evaluation of survey and qualitative research. This study acknowledges the comparison and the combination of diverse research as this review is limited by the differing methodologies, sample compositions, definitions of rural, data analyses, geographical locations and individual communities. The hope for this review was aimed at obtaining a general overview of common topics and findings arising in the literature, achieving a synthesized estimate of the main problems and attractions of rural practice.
Most of the studies are cross-sectional and involved asking the doctors why they stay in or leave rural areas and the general disadvantages and advantages they see in rural practice. The review itself is divided into six main sections: predictors of recruitment, predictors of retention, barriers to recruitment and retention, attractions of rural practice and evaluations of programs and services.

The outcomes of this study concluded that lack of locum relief, lack of specialist support, lack of other professional people with whom to exchange ideas and lack of peer support were all identified as barriers to entering rural practice.

Booth B & Lawrence R; Quality Assurance and continuing education needs of rural and remote general practitioners: How are they changing?

The population being reviewed was rural and remote general practitioners in Australia. This document reviewed how the quality assurance and continuing education needs have changed over the past 12 years. The South Australian Health commission in the 1990’s found that 33% of female practitioners and 15.6% of male practitioners felt inadequately prepared for rural practice.
The intervention was inclusive of a needs assessment of rural and remote general practitioners across Australia. This project was conducted in four stages and the methodology included networking with stakeholders and literature search, focus groups, structured interviews, and quantitative surveys. 
The top ten topic areas in which the rural and remote general practitioners felt under serviced were emergency medicine, dermatology, computers/IT, small business management, office management, ear nose and throat, psychotherapy, and surgical skills. Preferred learning formats included interactive lecture and practical sessions followed by formal lecture. The most conducive time for learning needs to be met was indicated to be evening seminars or weekend workshops.                                   


Choudhry, MD; Flecher Robert, MD MSc; Soumerai Stephen; Systematic Review: The Relationship between Clinical Experience and Quality of Health Care (2005)
This systematic review related medical knowledge and health care quality to the years of practice and the physician’s age. Data synthesis of the evaluations reported decreased performance with the increasing years of practice which was indicated in 32 out of 62 evaluations.
The final outcome of this systematic review indicated that physicians who have been in practice longer may be at risk for providing lower-quality care. Therefore, this subgroup of physicians may need quality improvement interventions.
Indicated is that the findings may actually be a reflection of the environmental changes that have occurred in medicine over the past several decades. More experienced physicians may have less familiarity with these strategies and may be less accepting of them. This may in turn represent a cohort effect.

Crampton M & Wilkinson D; (Oct 2002) the Professional Development Program of the Australian College of Rural and Remote Medicine.
This paper outlined the performance and maintenance of competence issues and determinates of a Professional Development program. The program is designed to be flexible and responsive to the range of practice characteristics in rural Australia as well as to the practitioner’s individual needs. The professional development program identifies elements of continuing medical education, quality assurance and clinical assessment, practice assessment, educator’s activities and educational development activities. The continuing education activities that enhance their clinical, management and professional skills are reviewed.

In keeping with the realization that modern medicine develops at a very rapid rate, the developed world has established continuous medical education (CME) or professional development programs (PDP). There is a move away from CME toward continuing professional development that includes medical, managerial, social and interpersonal skills.  Most CPD are based on hours related credit system and CPD is an integral part of the system where validation and recertification of the practitioner is a requirement.

Indicators of the greatest success of behavioral changes of the medical practitioner have been learner centered and facilitated learning, based on the educational needs identified by the individual. The practitioner is responsible for initiating and directing their own learning plan. This is in contrast to the traditional teacher centered, didactic approaches that deliver education at events and instruct the doctor on what should be known.

Documentation is the key to determine and indicate to patients, peers, government and community the rural/remote doctors are active participants in continuing education and quality assurance activity. This documentation may also be a required for the purpose of vocational recognition, licensure, clinical privileges and revalidation.

Kamien M, Staying in or leaving rural practice: 1996 outcomes of rural doctors’ 1986 intentions.
The population reviewed in this literature is Western Australian rural doctors who, in 1986, had indicated their intention to stay in or leave rural practice. The intervention was inclusive of a postal questionnaire survey in December 1996, semi-structured interview and feedback by doctors. The comparison was the 1986 results compared to 1996 results in relation to staying or leaving rural practice.

The results indicated 22/45 (49%) of doctors who intended to leave had stayed and (11/46) 24% who intended to stay had left. In 1986 the main concerns were workload, lack of locum relief, professional contact with colleagues, specialist backup in emergencies, downsizing of hospitals, continuing medical education and income. By 1996 some problems had been resolved. The doctors still intending to leave were unable to solve these remaining problems and felt defeated. The most potentially solvable problems were workload, forced de-skilling and conflict with other healthcare professionals. This study concluded that the main reason for rural physicians determining to stay in or leave rural practice was professional satisfaction. Some of the satisfaction indicators determined were the ability to provide full and continuous patient care as well as to practice procedural medicine. A third determinate was in relation to a personal sense of whether they felt that they were doing a special job for their community.

Analysis

Beyond sheer numbers of procedures to maintain physician competency, the literature reviewed indicates that there are other predictors of competency and quality standards of practice. The literature also details that there is a clinical, academic and management need for rural practitioners to be supported, in relation to the domains of continued education. Rural physicians need, and are receptive to, a variety of practice support and continuing education.
Physicians need to develop their own goals for staying current. This development of their own goals would include a systematic and periodic search of literature for high quality material relevant to the topics on their agendas. To maintain a standard of expertise and the responsibility for this is probably no where more critical, or more difficult than in the profession of medicine.

                                                         Conclusion
It is clear that ECH senior leaders, the East Central Health organization and community leaders must support the rural physicians in a manner that is responsive and respectful to the important role they play in health care and in our communities. There are methods of support that were uncovered in the literature that would be of relevant to enhancing performance and maintaining competent skill sets. East Central Health, in partnership with our rural physicians, may take the opportunity to explore these findings further.
In collaboration with the expertise of East Central Health human resources and the educational department or alternative agencies there is the potential of developing an educational framework. This framework and educational opportunity enhancement by co-development must be related to professional standards, including educational standards and quality of care standards for physicians. This framework may be supported by developing a regional task force with membership inclusive of both general practitioners and specialists in rural practice. Opportunities in the region could be identified and physicians would determine what their self directed learning requirements would be. In turn this would be supported by the regional health authority, understanding that the personal fund of knowledge for a physician is one of the most formidable challenges a physician can face during the course of their career in practice. The support from the regional health authority validates the individual physician and the issues we face in relation to recruitment and retention may lessen over time.
East Central Health region may want to consider supporting the development of a learning portfolio/learning planner to assist doctors to define their learning needs and to identify appropriate strategies to meet these needs. The focus on development would include three domains: clinical, academic and management. The literature identified some of the most effective methods of educational activities. They included: interactive educational meetings, outreach visits and utilizing opinion leaders and multifaceted activities (outreach plus reminders). Previous experiences and learning would support decreased use of education tools that have proven to be less effective: audit with feedback, the distribution of educational material and local consensus processes. The literature reviewed also states that physicians do not respond well to formal conferences and lectures that do not include a range of enabling or practice reinforcement strategies.

Common threads through out the literature determined lack of continuous medical education opportunities to be one of the professionally most unattractive features of rural practice. It was also noted that provisions for better CME opportunities would be one of the most important steps to attract more general practitioners to rural practice. Linked to this lack of exposure is the fact 27 percent of GP’s viewed “lack of skills (real or perceived)” as the main barrier to entering rural practice. Inability to access CME may contribute to this feeling. (McDonald et al, Oct 2002, page 24-29)
The challenge for the region and for the system as a pillar of government is to ensure that the healthcare system is effective and caring, not just efficient. Physicians are part of the care team and should be aligned with regional programs and opportunities. An example of this concept may be for a physician to attend a regional orientation that would provide an overview of programs, systems and processes region wide.

Quality assurance and performance evaluation have become central issues in medicine.  Delivering high quality of care is deemed important to all physicians. The issue of quality of care in particular may receive greater attention by a certain subgroup with less specialized training and those who may see smaller volume of patients. 
“The strength in skills and knowledge of the multidisciplinary team was deemed to be of great importance in determining quality outcomes in the rural practice environments. Professional support, including specialist access, clinical support and informal communications with peers, was rated of high importance to the satisfaction for rural physicians in the Canadian study” (Kazanjian & Pagliccia, 1996). In contrast, it was not rated as highly by urban physicians.
All studies that examined positive aspects of rural practice reported scope and variety of the work to one of the most important professional aspects of rural practice.  Indicators of what symbolizes rural practice to rural general practitioners found the two most frequent responses were all round professional competence, multi-skilling and medical variety.

Rural health care can not ignore the significance that these findings hold in relation to providing appropriate care to our rural communities. The findings determine, and the literature would support, that de-skilling and competency issues do play an integral role in determining if a physician will stay or leave rural practice. All efforts must be made by health organizations to determine how to best support the rural practitioners that will in turn provide safe competent care to our communities.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 
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