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EDITORIAL / EDITORIAL

The rural scholar: Anathema or

archetype?

hose in rural practice tend to

distance themselves from

scholarship. It’s something
that is done elsewhere, at the ivory
tower. I'm too busy at the coalface.

There 1s something to be said for
that. What matters for us is our
patients and our community. This is
where we ground our values and
apply our skills. This is what is
important for us. You can certainly
do research or something similar
(not everyone will hunt and fish for a
hobby), but few will care if you buff
your CV with a list of publications. If
people do care about your CV, it will
often be in dismay at the prospect that
you are about to leave for a post in the
city. The work of dealing with the
medical needs of the community,
despite limited resources, can and
must remain central.

Perhaps if you are “academically
minded” you should not be in rural
practice. Perhaps you would be better
off in the city.

However, the a priori stance that
rural doctors are not suited to be
scholars may be a bit disingenuous.
True, publications in journals such as
this one are not common currency.
Still, beyond the unidimensional
measure of publication count, I would
propose the stance that we, in rural
medicine, are precisely suited to the
activity of the scholar, as we practise
our art.

© 2016 Society of Rural Physicians of Canada

The scholarly questions of integra-
tion and application are particularly
relevant to us. Every day we ask how
(f at all) the knowledge of medicine
in urban populations relates to rural
settings. After all, our populations are
different. The resources we have, par-
ticularly in people and their scopes of
practice, are different. Rural medi-
cine is not just urban medicine in
smaller centres.

The scope of our scholarly work is
more than just reviewing literature
based in urban medicine for material
that is adaptable for us. We are so few
that proportionately many more of us
are involved in hospital- or practice-
level administration suggesting areas
for innovation and improvement. We
look at our own methods and protocols
with a critical eye and draw inspiration
from other institutions. The work of
asking questions and finding the
answers, evaluating outcomes, reflect-
ing and presenting our findings among
those in the community who need to be
engaged to allow for change is quintes-
sential academic work.

Ultimately, although work has to be
disseminated to add to the pool of rural
knowledge, when one is focused on the
local cornrnunity as we are, the work
doesn’t have to go far. If, however, you
do have something that many others in
rural practice could benefit from, please
do consider publication. We at the CJRM

are always welcoming of submissions.

Can ] Rural Med 2016;21(1)
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La publication savante issue d’'une
pratique rurale : Anathéme ou archétype?

es praticiens des milieux ruraux

tendent a se distancier de la

publication savante, pergue
comme une activité qui se pratique ail-
leurs, dans une tour d'ivoire. Je suis trop
occupé aux premieéres lignes.

Voila qui n’est pas déraisonnable, car
ce qui compte pour nous, ce sont nos
patients et notre communauté. Clest la
que sont ancrées nos valeurs et que nous
mettons nos compétences en pratique.
Clest ce qui nous importe. Bien entendu,
on peut faire de la recherche ou se livrer &
toute autre activité semblable (apres tout,
la chasse et la péche ne conviennent pas a
tout le monde), mais peu se soucient des
publications qui enrichissent un CV. Et si
les gens s’y intéressent, ce sera souvent
parce qu'ils sont consternés a l'idée que
I'on cherche peut-étre un poste en ville.
Répondre aux besoins de la communau-
té, en dépit de la rareté des ressources,
voila ce qui peut et doit demeurer central.

Si vous penchez pour la recherche et
la publication savante, il se peut que la
pratique en milieu rural ne soit pas pour
vous. Il se peut que la ville vous con-
vienne davantage.

Toutefois, affirmer d’entrée de jeu
que les médecins qui exercent en milieu
rural ne sont pas faits pour I'érudition
serait quelque peu fallacieux. Il est vrai
qu'il se publie peu d’articles savants dans
un journal comme celui-ci. Pourtant, au-
dela de I'évaluation unidimensionnelle
qui consiste & compter le nombre
d’articles publiés, j'oserais affirmer que
les activités savantes nous conviennent
particuliérement bien, & nous qui prati-
quons notre art en milieu rural.

La question de l'intégration et de
I'application de la recherche est tout
particuliérement pertinente pour nous.
Tous les jours, nous nous demandons

comment appliquer au milieu rural les
connaissances médicales acquises
aupres des populations urbaines — et si
méme il est possible de le faire. Apres
tout, nos populations sont différentes.
Les ressources a notre disposition sont
différentes, surtout en ce qui concerne
le Champs de pratique et les ressources
humaines. Pratiquer la médecine rurale
ne consiste pas simplement a appliquer
la médecine urbaine aux populations
des petites localités.

Notre exploration du savoir ne doit
pas se limiter & chercher dans les arti-
cles savants portant sur la médecine
urbaine des éléments a adapter & notre
contexte. Nous sommes si peu nom-
breux que, toutes proportions gardées,
beaucoup plus d’entre nous sont impli-
qués dans I'administration d'un héptial
ou d'une pratique, ce qui nous ouvre
des possibilités d'innovation et d’amé-
lioration. Nous examinons d'un ceil
critique nos propres méthodes et proto-
coles et nous nous inspirons d’autres
établissements. Poser des questions,
trouver les réponses, évaluer les résul-
tats, réfléchir & nos constatations et les
présenter aux instances de la commu-
nauté qui ont le pouvoir d'intervenir
pour faire des changements, voila la
quintessence du travail de recherche.

S'il faut bien str diffuser les résultats
d’'un travail pour qu'il soit incorporé au
bassin du savoir sur la médecine rurale,
lorsqu'il se concentre sur la communauté
locale, comme le nétre, sa diffusion peut
trés bien étre restreinte. Si toutefois vous
souhaitez diffuser vos résultats a plus
grande échelle pour en faire bénéficier
vos nombreux collégues en pratique
rurale, veuillez songer a les publier. Au
JCHR, nous sommes toujours heureux
de recevoir des articles.

© 2016 Society of Rural Physicians of Canada
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EDITORIAL / EDITORIAL

President’s message. Who provides
emergency care in most of Canada?

anada is about 90% rural by

geography and slightly less

than 20% by population.
Canadians living in rural areas need
the same access to emergency services
and emergency physicians as those in
urban areas. The SRPC Emergency
Committee has determined that 71%
(407/573) of Canadian emergency
departments are in communities with
populations of less than 20 000
(Dr. Etienne van der Linde, SRPC
Emergency Committee: personal com-
munication, 2015). Specialists with
fellowship training in emergency
medicine work in urban areas. Only
17% of family practitioners with a
CCFP(EM) designation work in com-
munities of less than 20 000, and sub-
stantially fewer work in communities
of less than 10 000 (Dr. van der Linde:
personal communication, 2015). Most
emergency medicine in rural Canada
is provided by family physicians with
no official emergency medicine
designation.

Physicians who work in rural
emergency settings must work as gen-
eralists with a wide set of skills that
may be seldom used. They must rely
on their clinical judgment in the
absence of high-tech equipment. They
must deal with the challenges of trans-
ferring patients to a higher level of
care. Many family practice graduates
admit that the_y wouldn’t feel comfort-
able working in a rural emergency
department with no respiratory techni-
cian, no computed tomography and a
potentially long transfer before defini-
tive care. The Advancing Rural Fam-
ily Medicine Task Force of The Col-
lege of Family Physicians of Canada

© 2016 Society of Rural Physicians of Canada

and the SRPC will need to look specif-
ically at how we can better train our
family doctors in emergency medicine
so they are more comfortable and
capable in the rural emergency depart-
ment. This will play a large role in
recruitment and retention of rural
family doctors.

To ensure that new family doctors
will be able to provide excellent emer-
gency care in rural areas with reason-
able confidence and comfort, we
require a multifaceted solution. We
need to choose students and residents
who are able to work in a setting of
uncertainty. We need to ensure that
their training in urban emergency set-
tings involves a variety of very sick or
injured patients, with some degree of
responsibility. We need to expose
them to low-resource settings while
they are supported by skilled precep-
tors. Where possible, we need to
expose them to settings of high vol-
ume and low resources, which are
hard to find within Canada. We need
to support them once they are In prac-
tice, both locally and regionally. We
need to be sure that mechanisms for
transferring patients in rural Canada
are driven by the needs of the patient
and the rural emergency physician,
and are enhanced as much as possible.
We need ongoing training with spe-
cific courses and simulations to help
rural emergency physicians develop
and maintain skills.

I am always impressed by the skill
and knowledge of new family practice
graduates. We need to support them in
all ways as they become more comfort-
able. I know they can do it; they also
need to know that they can do it.

Can ] Rural Med 2016;21(1)
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Message du président. Qui fournit les
soins d'urgence dans la majeure partie

du Canada?

N

e Canada est formé a environ

90 % de régions rurales, et un peu

moins de 20 % de sa population
habite ces régions. Les Canadiens qui
vivent dans les régions rurales ont besoin
du méme accés aux services d’urgence et
aux urgentistes que ceux qui vivent dans les
régions urbaines. Le comité d'urgence de la
Société de la médecine rurale du Canada
(SMRC) a déterminé que 71 % (407/573)
des services d'urgence au Canada se trouvent
dans des communautés comptant moins de
20 000 habitants (D" Etienne van der Linde,
comité d'urgence de la SMRC, commun-
ication personnelle, 2015). Les médecins
qui ont suivi une formation spécialisée en
médecine d'urgence travaillent dans des
régions urbaines. Seulement 17 % des mé-
decins de famille qui ont une désignation
CCMF (MU) travaillent dans des commu-
nautés de moins de 20 000 habitants, et
ceux qui travaillent dans des communautés
de moins de 10 000 habitants sont encore
moins nombreux (D van der Linde, com-
munication personnelle, 2015). La méde-
cine d'urgence au Canada rural est pratiquée
en majeure partie par des médecins de
famille qui n’ont pas de désignation officielle
dans ce domaine.

Les médecins qui travaillent dans les
services d urgence en région rurale agissent
a titre de généralistes ayant une vaste
gamme de compétences qui peuvent n'étre
que rarement utilisées. Ils doivent se fier &
leur jugement clinique en l'absence
d’équipement de pointe. Ils doivent relever
les défis liés au transfert des patients vers
un niveau de soins plus élevé. De nom-
breux diplémés en médecine familiale
reconnaissent qu'ils ne se sentiraient pas
l'aise s'ils devaient travailler dans un ser-
vice d’'urgence rural sans un technicien en
inhalothérapie, sans tomographie par ordi-
nateur et avec une attente potentiellement
longue avant que les patients puissent rece-
voir les traitements indiqués. Le Groupe de
travail sur I'avancement de la médecine
familiale rurale formé par le College des

médecins de famille du Canada et la
SMRC devra étudier expressément com-
ment nous pouvons mieux former nos
médecins de famille en médecine d'urgence
pour qu'ils soient plus a l'aise et plus com-
pétents s'ils travaillent dans un service
d'urgence rural. Cela jouera un réle impor-
tant dans le recrutement et la rétention des
médecins de famille ruraux.

Si nous voulons nous assurer que les
nouveaux médecins de famille soient en
mesure de fournir d’excellents soins
d'urgence en région rurale en se sentant
raisonnablement a l'aise et siirs d'eux,
nous devons trouver une solution & multi-
ples facettes. Nous devons choisir des étu-
diants et des médecins résidents capables
de travailler dans un cadre caractérisé par
I'incertitude. Nous devons nous assurer
que leur formation en service d'urgence
urbain prévoit une diversité de patients
trés malades ou gravement blessés, et leur
demande un certain degré de responsabili-
té. Nous devons les exposer a un cadre ot
ils ont peu de ressources alors qu'ils sont
soutenus par des formateurs qualifiés. Si
possible, nous devons les exposer & un
cadre ou 1l yaun fort roulement, mais peu
de ressources, ce qui est rare au Canada.
Nous devons les soutenir quand ils com-
mencent 3 exercer, autant sur la scéne lo-
cale que régionale. Nous devons veiller &
ce que les mécanismes de transfert des pa-
tients au Canada rural solent axés sur les
besoins du patient et de I'urgentiste, et & ce
qu'ils soient optimisés. Nous avons besoin
d’'une formation continue, avec des cours
et des simulations spécifiques, afin d’aider
les urgentistes ruraux & acquérir et & main-
tenir les compétences requises.

Les compétences et les connaissances
des nouveaux diplémés en médecine fami-
liale m’impressionnent toujours. Nous
devons soutenir ces derniers par tous les
moyens possibles & mesure qu'ils devien-
nent plus strs d’eux. Je sais qu'ils en sont
capables, mais ils ont aussi besoin de
savoir qu'ils peuvent le faire.

© 2016 Society of Rural Physicians of Canada
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ORIGINAL ARTICLE
ARTICLE ORIGINAL

Location decisions of family physicians
in Saskatchewan: What really matters?

Introduction: Residents of Saskatchewan, particularly those in rural communities, have
less access to family physician services than people in other parts of the country. This is
partly due to the difficulty of attracting and retaining physicians. The objective of this
study was to understand the major factors that influence the location decisions of family
physicians in Saskatchewan.

Methods: We employed a mixed-methods approach, including a questionnaire survey
of family physicians and interviews with individuals from stakeholder health agencies.
We used interpretive description to analyze interview responses.

Results: Neither family physicians nor interviewees from health agencies named com-
pensation as the most influential factor in location decisions. More important factors
were family influences, work-life balance and community influences.

Conclusion: We recommend that recruitment of family physicians be regarded as a
matching process, in which family physicians and communities are strategically matched.
Compensating incentives should be targeted at communities that cannot meet the
requirements of family physicians.

Introduction : Les résidents de la Saskatchewan, en particulier ceux qui vivent dans des
communautés rurales, ont un acces plus limité aux services d'un médecin de famille que
les Canadiens des autres parties du pays. Cela s’explique en partie par la difficulté d’attirer
et de retenir les médecins. Le but de cette étude était de comprendre les principaux
facteurs qui influencent les médecins de famille de la Saskatchewan quand ils choisissent
I'endroit ot ils vont exercer.

Méthodes : Nous avons utilisé diverses méthodes, notamment un sondage par
questionnaire auprés des médecins de famille et des entretiens avec du personnel
des organismes de santé visés. Nous avons analysé les réponses aux entretiens en
faisant une description d'interprétation.

Résultats : Ni les médecins de famille ni les représentants des organismes de santé n'ont
dit que la rémunération était le principal facteur influengant leur décision. Les facteurs les
plus importants sont l'influence de la famille et de la communauté, et 'équilibre vie-travail.
Conclusion : Nous avons recommandé que le recrutement des médecins de famille soit
considéré comme un processus de jumelage, selon lequel les médecins et les communau-
tés sont jumelés de fagon stratégique. Des mesures incitatives devraient étre offertes aux
communautés qui ne peuvent pas répondre a la demande de médecins de famille.

INTRODUCTION

A strong workforce of family phys-
icians is important for the health status
of citizens.! Family physician services
are particularly important for rural and
small communities, where there is often
a shortage of health practitioners and a
lack of health care facilities.?

© 2016 Society of Rural Physicians of Canada

There has been an uneven distribu-
tion of family physicians among the
Canadian provinces.” With only 100
family physicians per 100 000 people in
2012, Saskatchewan fell below the
national average of 109, and this trend
has persisted for many years.” The
uneven distribution of family phys-
icians also exists between urban and
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rural communities in Saskatchewan (and other
provinces). As shown in Table 1, rural and smaller
communities, such as Sun Country, have less access
to family physicians than urban centres, such as
Saskatoon and Regina.

This distribution of family physicians may be
explained by myriad factors, including the geo-
graphic location, the socioeconomic characteristics
of a community, the demand for and supply of fam-
ily physician services, the practice environment,
financial incentives, family ties and culture.®!°
Many of the existing studies on this issue are quan-
titative.!'"13 Most of the research is also limited to
the views of family physicians and omits the per-
spectives of health agencies that trained or recruited
family physicians. In this study, we aimed to pro-
vide a more comprehensive understanding of the
location choice of family physicians by using mixed
methods to integrate the views of physicians and
individuals from stakeholder health agencies.

METHODS

In this study, we employed a mixed-methods
approach. The qualitative part of the study involved
interviews with representatives of selected health
agencies during the fall of 2012. The quantitative part
of the study was a questionnaire survey of family
physicians conducted during the summer and fall of
2012. Quantitative and qualitative data were inte-
grated during data analysis. The intent of using this

Table 1: Distribution of family physicians in regional health
authorities in Saskatchewan

No. family
Total no. family  physicians/100 000

Health region physicians population
Sun Country 36 65
Five Hills 51 95
Cypress 42 98
Regina Qu'Appelle 278 103
Sunrise 44 81
Saskatoon 377 113
Heartland 25 58
Kelsey Trail 40 101
Prince Albert Parkland 79 99
Prairie North 85 116
Mamawetan Churchill 14 64
River
Keewatin Yatthé 17 146
Athabasca 1 40
Saskatchewan 1089 101

Adapted, with permission, from the Canadian Institute for Health
Information.*

Can ] Rural Med 2016;21(1)

mixed-methods approach was to gain a comprehen-
sive understanding of family physicians’ location

decisions. 17

Participants

Stakeholder agencies were invited to be part of
the interviews. The agencies were selected based
on the roles they play in family physicians’
recruitment and retention in the province. One
key informant, an individual in a management
position with extensive knowledge about the topic
under study, was targeted from each agency. All
family physicians who were licensed and actively
practising in Saskatchewan were invited to take
part in an online survey.

Data collection

A semistructured interview guide was used for the
interviews with stakeholder agencies. Interviews
were conducted either by phone or face-to-face,
according to the preference of the key informant.
The stakeholder agencies involved in the interviews
are referred to by the letters A to F to preserve their
confidentiality and anonymity.

For the survey of family physicians, we
designed a questionnaire with both open- and
close-ended questions. The questionnaire was
divided into 4 parts: general information, educa-
tion and professional background, location and
migration information, and information on recruit-
ment and retention. An invitation email for the
survey was sent to all family physicians who were
licensed to practise in Saskatchewan through the
Saskatchewan Medical Association.

Data analysis

Data from stakeholder interviews were transcribed
and analyzed using interpretive description. We
chose this method because it identifies the common
themes observed during data analysis.'® Results of
the analyses of survey data and interview data were
then integrated to draw the final common conclu-
sions; the quantitative data were used to validate the
responses from the interviews.

Ethics approval
The University of Saskatchewan Research Ethics

Board gave ethics approval for this study (Behav-
ioural Research Ethics no. 12-94).



RESULTS

Individuals from 9 stakeholder agencies were
invited to be part of the interviews. The response
rate for the interview was 67%, with the participa-
tion of 6 stakeholder agencies: the Saskatchewan
Medical Association; the Physician Recruitment
Agency of Saskatchewan; the Division of Continu-
ing Professional Education, College of Medicine,
University of Saskatchewan; College of Medicine
Alumni Office of the University of Saskatchewan;
the Saskatoon Health Region; and the Regina
Qu’Appelle Health Region. Of the 6 key inform-
ants, 3 were men and 3 were women. Three in-
formants identified that they had medical back-
grounds. All 6 informants were in management
positions.

A total of 991 physicians were sent the online
survey. The survey recorded a low response rate of
6%; 54 of the 991 licensed family physicians
responded. Among the 54 respondents, 28 (51.9%)
were women and 26 (48.1%) were men.

The largest age group among the responding
family physicians was the group between 45 and
55 years of age (17 family physicians, 31.5% of
all responding family physicians). Among the
54 respondents, 46 (85.2%) were married and
34 (63.0%) had children.

Overall, 4 themes were identified as the most
important influences on location decisions of fam-
ily physicians in both the interviews and the sur-
vey. The themes, drawn from the qualitative data
and supported by the quantitative data, were
family influences, work-life balance, community
influences, and compensation and incentives

(Table 2).

Table 2: Major themes influencing the location decisions of
family physicians

Theme % of influence
Family influences 36
Children’s education 16
Spouse’s employment 10
Family in general 10
Work-life balance* 32
Lifestyle 13
Workload 10
Satisfaction and balance 10
Community influence 19
Compensation and incentives 13
Total 100

*Values under work-life balance do not sum to 32 because of rounding.

Family influences

The theme of family influences was identified as the
most influential factor for physicians’ location deci-
sions. This was noted in the comments of key
informants. For example: “This type of [practice
location] decision cannot be made in isolation; it is
always the family that has the final say” (key
informant from agency B).

As shown in Table 2, 16% of respondents
expressed concern about children’s education, 10%
about spousal employment and 10% about “family
in general,” including children, spouses, parents and
friends. In a separate question, in which partici-
pants were asked whether their spouses and chil-
dren influenced their choice of practice location,

83% responded “yes.”
Work-life balance

In the interviews, work-life balance emerged as the
second most influential theme. Four of the 6 key
informants reported that the major challenge for fam-
ily physicians was the ability to balance a heavy
workload with family life, to maintain quality of life
for themselves and their families. The interviews also
identified workload and on-call schedule as the issues
that affect the work-life balance of family physicians.
For example, agency A’s key informant stated,

The number 2 reason, we think, relates fairly closely to that
[family] and is the concept of work-life balance, so it’s about
hours of work and call rotations. ... Call rotations are probably
the biggest issue affecting physicians’ relationships with their
families because they are on call every second day, even every
third day; that is very onerous of the time that you have to spend
with your family. Family physicians rank lifestyle, type of prac-
tice, call rotation, workload much higher [than compensation].

The problem of a heavy workload appears to be
particularly acute for rural family physicians. Our
results support the idea that rural family phys-
icians tend to work longer hours and have higher
on-call frequencies, partially due to the inadequate
supply of family physicians. Agency B’s key in-
formant explained:

There’s just not enough doctors in rural areas; the work-life
equilibrium is heavily weighted toward work. ... Most of the
doctors who leave Saskatchewan go to Alberta and British
Columbia, and most of them are leaving because they believe
they can work less and earn the same amount or more.

To address the issue of heavy workload and work—

life balance, key informants suggested family

Can ] Rural Med 2016;21(1)

9

L



10

physicians be recruited in groups of a minimum size.
For example, the key informant from Agency F stated,

The reason they [family physicians] leave rural is because the
model of care delivery there is not sustainable. If they are in a
group practice with a team support, then they don’t leave rural ...
but the vast majority of our turnovers in rural are from single
physician practice or 2 physician practices where it is impossible
to maintain any work-life balance and do a good job of the work,
because of the demand. Unless you can have a group of 5 as a
minimum together, it is not sustainable.

The key informant from agency C added,

There need to be more opportunities to practise in larger groups so
we are not recruiting into 1-, 2- and 3-physician practices but more
into 4- and 5-person practices, so that we can end up with more ...
and I think that there needs to be ongoing engagement and dialogue.
You can't just hire somebody and leave them there unsupported.

As shown in Table 2, family physicians highly
valued work-life balance. The respondents consid-
ered lifestyle (13%), workload (10%), and satisfaction

and balance (10%) important in their location choices.
Community influences

In the interviews, when key informants were asked
about the role of community influences in recruit-
ment and retention of family physicians, agency B’s
key informant asserted that

Communities have personalities, so you want to make sure the
community’s personality and that physician’s personality are a
match, so we strongly advise people and physicians and commun-
ities to do site visits more than once.

In particular, the interview results show that
family physicians want to practise in communities
where they have access to social and recreational
amenities. For example, agency A’s key informant
mentioned that “being in a community that has the
amenities to support what you want to do when you
are not working” was important in recruitment and
retention of physicians.

As shown in Table 2, 19% of respondents identified
community influences as an important factor when
they choose a practice location. Various community
characteristics were examined in the survey through an
open-ended question: “Which community characteris-
tics are important to you and/or your family in choos-
ing your location?” Of the respondents, 44% identified
nature, infrastructure and amenities in the community;
25% suggested community support and acceptance;
17% identified safety; 8% mentioned climate; and 6%
cited the possibility of being isolated in a practice loca-
tion due to workload or inability to integrate.

Can ] Rural Med 2016;21(1)

Compensation and incentives

In terms of compensation and incentives, the key
informant in agency F stated,

I believe even the worst-paid doctor is rich, and so there is no
doctor who doesn’t make enough money to make a living and
be happy and healthy in our country. The problem there is that
we again have too much disparity; that we say some doctors can
take this amount and other doctors can take 5 times as much,
and that’s the problem.

In the survey, only 13% of the respondents
regarded compensation and incentives as an import-
ant factor in their location choices. Our results indi-
cate that compensation was not the most important
factor for the location decisions of family physicians,
and even if it were, location decisions were influenced
not only by the average compensation level, but also
by the disparity in payments within a province.

Respect and appreciation for family physician
services

The survey did not ask physicians about respect and
appreciation of family physician services. This theme
emerged in the interviews of the key informants,
some of whom have previously practised as family
physicians. For example, agency E’s key informant
explained,

The issue of respect is very important; there’s been apathy
toward family physicians. Making them feel like a second-best
practice. Some people have been told through residency that
they are too good to do family medicine.

The key informant from agency B had this to say:

Family physicians can’t have hospital admitting privileges, or
if they do have hospital admitting privileges, there are only
5 beds in the whole city that family doctors can put patients
into. These kinds of things send a very strong message to
family physicians that they are not valued and they are not

welcome.

Key informants suggested that family physicians,
especially those in rural practice, need to be better
appreciated and supported, and also to be given the
opportunity to put into practice the full medical
knowledge and skills they acquired in school. For
example, the key informant from agency E men-
tioned the following:

Another of the reasons that we left was that the hospital, the
things we were able to do in our hospital was going down,
down, down. When we first got there we could do deliver-
ies, minor surgeries, we had an operating room. Nowadays



that isn’t possible. The small rural hospitals don’t have
strong hold to do that. And so you have become office prac-
tice physician. I think, support physician skills, encourage
them to use them, give them education opportunities wher-
ever they are to make them feel confident in the way that
they can practise.

DISCUSSION

Recruitment and retention of family physicians in
Saskatchewan, and particularly in its rural com-
munities, has been a daunting policy challenge for
the provincial health agencies. To achieve the goal
of recruitment and retention of family physicians,
various programs and policies have been adopted.

The most common recruitment and retention
strategy emp]oyed by the pr‘ovincia] government has
been directed at compensation and financial incen-
tives. Although compensation and financial incentives
may be an effective recruitment strategy in the short
term, they are not always cost-effective in the long
term because family physicians often leave the prac-
tice location after the incentives expire. Our finding
about the limited role of compensation in recruit-
ment and retention of family physicians is interest-
ing because many previous studies have identified
higher income in the destination province as the
major cause for the migration of family phys-
icians.'*!* Saskatchewan is also increasingly recruit-
ing international medical graduates to offset the net
outflow of family physicians to other provinces, but
this has only limited success.® In the search for more
effective recruitment and retention strategies, it is
useful to understand what attracts family physicians
to a practice location and what motivates them to
stay there.

One key finding of this study was the import-
ance of physicians’ interactions with their com-
munities in their choice to stay or leave. Although
previous studies pointed to the importance of com-
munities in physicians’ location decisions,”*! the
results from the interviews and survey suggest that
family physicians have expectations of communities,
and communities in turn have expectations of the
physicians.

The results from this study inform 2 policy rec-
ommendations for the recruitment and retention of
family physicians, especially in rural communities.
The first recommendation is that recruiters ensure
communities can match the expectations for income
level, workload, opportunities and amenities of fam-
ily physicians and their families. The rnatching can
be done by assessing the characteristics of the com-

munities against the important factors identified by
family physicians and their families. As noted in the
interviews, communities have personalities and
these personalities should be compatible with the
personality of family physicians and their families.
Further, the community must have a client base suf-
ficient to support the minimum viable practice size
of 4 to 5 family physicians, such that the require-
ments of family physicians regarding family, work-
load, quality of life and professional practice can be
met. This physician—community matching is par-
ticularly necessary in an environment of tightening
government budget constraints.

The second recommendation is that financial
incentives be provided to ensure access to family
physician services in communities that cannot match
the requirements of potential family physicians.
First, incentives should be provided to encourage
cooperation among communities that could jointly
provide the required client base and amenities for a
group of 4 to 5 family physicians. Second, there
should be compensating incentives or programs
aimed at improving the attractiveness of a commun-
ity. For example, there should be programs such as a
relocation allowance for family physicians, spousal
support programs, a professional development
allowance, mentoring and/or supervision, and provi-
sion of information about professional networks.

Limitations

Although the online survey was fast and inexpen-
sive, it could not ensure the desired number and
type of people who participated in it. The timing of
the invitation for the survey, in the summer, also
limited the number of participants. As a result, most
family physicians in Saskatchewan were unable to
participate in the survey. Based on this small sam-
ple, the results may be biased and should be inter-
preted with caution.

CONCLUSION

In this study, we integrated the views of individuals
from stakeholder health agencies and family phys-
icians to understand the major factors that influenced
the location decisions of family physicians in Sas-
katchewan. The analysis of the qualitative data and
quantitative data revealed that the location decisions
of family physicians depend on family influences,
work-life balance, various community influences,
level and disparity in compensation, and the public’s
respect and appreciation for family physician services.

Can ] Rural Med 2016;21(1)
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Every community is unique, with a particular
personality that has an impact on family physicians’
location choices. Therefore, a one-size-fits-all
approach is not appropriate for recruitment and
retention. Further studies are required to develop a
deeper understanding of the relationship between
family physicians and their practice communities.
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Country Cardiograms
Have you encountered a challenging ECG lately?
In most issues of CJRM an ECG is presented and questions are asked.
On another page, the case is discussed and the answer is provided.

Please submit cases, including a copy of the ECG, to Suzanne Kingsmill,
Managing Editor, CJRM, 45 Overlea Blvd., P.O. Box 22015, Toronto ON M4H 1N9;

manedcjrm@gmail.com

Cardiogrammes ruraux
Avez-vous eu a décrypter un ECG particuliérement difficile récemment?

Dans la plupart des numéros du JCHR, nous présentons un ECG assorti de questions.
Les réponses et une discussion du cas sont affichées sur une autre page.

Veulillez présenter les cas, accompagnés d'une copy de 'ECG, & Suzanne Kingsmill,
rédactrice administrative, JCHR, 45, boul. Overlea, C. P. 22015, Toronto (Ontario)
M4H IN9 ; manedcjrm@gmail.com
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Practice locations of longitudinal
integrated clerkship graduates:
a matched-cohort study

Introduction: Longitudinal integrated clerkships (LICs) have been introduced as an
innovative model to impart medical education. In Canada, most LIC experiences are
situated in rural communities. Studies have reported equivalence in graduates from
rural LICs and traditional rotation-based clerkships (RBCs) in their performance in
residency, as well as in national medical licensure examinations. We sought to deter-
mine the impact of rural LICs in terms of practice location of graduates.

Methods: A matched cohort was developed on the basis of student background and
sex to compare practice location of rural LIC and RBC graduates. We used the ? test
to assess the association between type of clerkship stream and practice location.
Results: We found an association between participation in a rural LIC and rural practice
location.

Conclusion: Rural LIC programs play an important role in introducing students to rural
medicine and may be an effective tool in responding to the shortage of rural practitioners.

Introduction : Les stages cliniques longitudinaux intégrés (SCLI) ont été introduits a
titre de modéles de formation médicale novateurs. Au Canada, la plupart des expériences
de SCLI se déroulent en milieu rural. Des études ont fait état d'une équivalence entre les
diplémés ayant opté pour un SCLI en milieu rural ou 'habituel stage clinique hospitalier
(SCH) pour ce qui est de leur rendement durant leur résidence et de leurs résultats aux
examens nationaux menant a 'obtention du permis d’exercice. Nous avons voulu mesu-
rer 'impact des SCLI en milieu rural sur le lieu de pratique des diplémés.

Méthodes : Une cohorte assortie a été formée sur la base des antécédents et du sexe
des étudiants afin de comparer le lieu de pratique des diplémés selon qu'ils avaient fait
un SCLI en milieu rural ou un SCH. Nous avons utilisé le test du %> pour évaluer le
lien entre le type de stage clinique et le lieu de pratique.

Résultats : Nous avons découvert un lien entre la participation & un SCLI en milieu
rural et la pratique en milieu rural.

Conclusion : Les programmes de SCLI en milieu rural sont importants pour initier les
étudiants & ce type de pratique et pourraient étre un outil efficace pour répondre 2 la
pénurie de médecins en milieu rural.

INTRODUCTION

Longitudinal integrated clerkships
(LICs) were introduced as a new edu-
cational model to impart medical train-
ing, primarily to senior undergraduate
medical students. Although LICs have
existed since the 1970s,! most programs
have been created in the past decade.
Longitudinal integrated clerkships

© 2016 Society of Rural Physicians of Canada

have been extensively described in the
literature.”

In Canada and Australia, LICs have
generally been implemented in rural set-
tings, allowing students to spend most of
the clerkship year at a designated site,
training under the supervision of a gen-
eralist. Rural LICs have been shown to
provide a robust experience to students.’
Longitudinal integrated clerkships

Can ] Rural Med 2016;21(1)
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appear to be having a significant impact on medical
education and are being recognized nationally and
internationally as viable and effective alternatives to
traditional rotation-based clerkships (RBCs).?
Contemporary studies have reported equiva-
lence in the performance of graduates from rural
LICs and RBCs on various platforms, including in-
training evaluation reports,” Medical Council of
Canada Qualifying Examination Part 1,° Part II°
and in residency.® Because the rural LIC is a rela-
tively recent development in medical education, lit-
tle is known about its potential impact on rural com-
munities in terms of practice location selected by its
graduates. In this study, we compared practice loca-
tions of rural LIC and RBC graduates within the

discipline of family medicine.

METHODS

Setting

The Cumming School of Medicine at the University
of Calgary has a 3-year undergraduate medical cur-
riculum in which the clinical clerkship comprises
the final year of study. Internationally, it is the only
LIC offered in the final year. Beginning with the
graduating class of 2009, there have been 2 clerk-
ship streams: a traditional RBC and a rural LIC.
Details of the University of Calgary program are
outlined elsewhere.® The current study was part of a
comprehensive 3-year evaluation of the rural LIC
that studied various outcomes at both undergradu-

ate and postgraduate levels for the classes of 2009,
2010 and 2011.

Participants

A total of 34 students in the classes of 2009-2011
completed the rural LIC. Each student in the rural
LIC was prospectively matched at the start of the
clerkship (first by background and then by sex)
with students from the traditional RBC stream for
comparison. Background was defined by the size of
the community where students graduated from high
school and consisted of 3 categories (rural, regional
or urban). These categories were based on the pop-
ulation censuses of cities and towns. Communities
with a population of 25 000 or less were classified as
rural, communities with a population between
25000 and 200 000 were classified as regional and
communities with a population greater than 200 000
were classified as urban.

Can ] Rural Med 2016;21(1)

Students are randomly selected to the rural LIC
from the applicant pool, which is populated by stu-
dents who self-select for the program. Consequent-
ly, a matched cohort was created to eliminate poten-
tial selection bias. Matching was done primarily by
background because studies suggest individuals
reared in a rural community are more likely to prac-
tise in a rural area.”” Sex was also considered in
matching because rural physicians tend to be
male.!”!! To increase statistical power, we chose
4 RBC controls for each rural LIC student.'”
Because postgraduate training varies from 2 years
for family medicine to 6 years or more depending on
the specialty chosen, practice locations were avail-
able only for practising physicians in the discipline
of family medicine.

Materials

We developed a database that included records of
both rural LIC and RBC graduates, and we entered
practice locations using information from websites of
provincial colleges. Practice locations were divided
into categories of rural, regional or urban. Categories
were based on the same criteria used to establish stu-
dent background. We reviewed official websites of
towns and city councils to confirm population.

Procedure

This prospective matched-cohort study took place
over 3 years. We created our cohort of rural LIC
students before the start of clerkship, and gathered
career and location data on the students as the first
group of rural LIC students (class of 2009) com-
pleted residency and entered practice. The practice
locations were entered about 1 year after the com-
pletion of residency, beginning with the class of 2009
and ending with the class of 2011 (until Nov. 30,
2014). The University of Calgary Conjoint Health
Research Ethics Board approved the study.

Statistical analysis

We used the y”? test to study the association
between the dependent variable of practice loca-
tion (rural/regional/urban) and the independent
variable of clerkship stream (rural LIC v. RBC).
We carried out secondary analyses by performing
3 x* tests to study the various pairwise compari-
sons. Bonferroni correction was applied to adjust
for the multiple tests. We used SAS version 9.3 for
statistical analyses.



RESULTS

The database contained records of 170 graduates. Of
the 34 rural LIC participants, 12 (35.3%) had urban,
14 (41.2%) had regional and 8 (23.5%) had rural
backgrounds. Of the 136 RBC participants, 48
(35.3%) had urban, 58 (42.6%) had regional and 30
(22.1%) had rural backgrounds. Nineteen (65.9%)
of the rural LIC participants were women, and 77
(66.6%) of the RBC participants were women.
Twenty-five (73.5%) of the 34 rural LIC graduates
and 43 (31.6%) of 136 RBC graduates are practising
family medicine. The results of the analysis are sum-
marized in Table 1.

A 3x2 %’ test examining type of clerkship and
practice locations was significant (Pearson %% =
11.85, p = 0.003). Subsequently, we performed three
2 X 2 pairwise comparisons of practice location and
clerkship stream. The significance level was adjusted
to 0.017 (o = 0.05/3). The association between type
of clerkship and rural versus urban practice location
was significant (Pearson )% = 9.56, p = 0.002), where-
as the association between type of clerkship and rural
versus regional practice location (Pearson %2 = 0.05,
p = 0.8), and urban versus regional practice location

(Pearson % =4.60, p = 0.03) were not significant.
DISCUSSION

We found an association between type of clerkship
stream and practice location. Upon completion of
residency, rural LIC graduates tended to practise
family medicine at a rural rather than urban site.
The rural LIC graduates were trained under the
supervision of generalists and completed most of
their core clerkship training in a rural community.
Their clerkship experience was very different from
that of the RBC students, who trained primarily in
urban hospitals and moved from discipline to disci-
pline at various sites. No association was found
between type of clerkship and practice at a regiona]
versus urban or regional versus rural site.

461515 comparing rural LIC

and RBC students have demonstrated the equiva-
lence of performance on various outcome measures.

Numerous studies

Our results suggest that rural LIC participants who
pursue family medicine may be more likely to settle
in rural communities. Consequently, the impact of
this type of educational experience on rural phys-
ician human resources appears to be positive. Com-
pared with practitioners in large urban communities
and academic centres, practitioners in small rural
communities bear a relativel_y larger burden in teach-
ing individual students. Our findings demonstrate
the result of their efforts in increasing health care
access in rural communities as a whole.

Funding to further expand the presence of LICs,
especially in rural areas, may be an important strat-
egy to increase the number of family medicine prac-
titioners willing to apply their skills in rural Canada.

Limitations

This study had limitations that should be consid-
ered. Our research cannot confirm that participa-
tion in rural LICs causes graduates to practise in
rural sites. There may be other factors beyond com-
munity background and sex that could play a role in
this decision (e.g., motivation or spousal influences),
and these are Worthy of further stud_y.

We had a small sample of rural LIC participants
from a single medical school. Furthermore, the Cum-
ming School of Medicine has a 3-year curriculum in
which the LIC is offered in the final year of medical
study. Therefore, the findings may not be generaliz-
able to 4-year curricula in which LICs occur in the
penultimate year of training. Because practice loca-
tion can change during a physician’s career, these
findings represent only the initial practice location.

CONCLUSION

In this matched-cohort study on the practice location
of rural LIC graduates, we found an association

Table 1. Proportion of graduates from rural longitudinal integrated clerkships
and rotation-based clerkships practising family medicine in rural, regional

and urban locations

Type of Total in family
clerkship medicine

Rural LIC 25

RBC 43

Total 68 27

Rural

15 (60)
12 (28)

Practice location; no. (%) of graduates

Regional Urban

7 (28) 3(12)

8 (19) 23 (53)
15 26

LIC = longitudinal integrated clerkship; RBC = rotation-based clerkship.
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between type of clerkship stream and practice location.
Rural LIC programs may be a significant educational
tool to facilitate change in the maldistribution of phys-
icians due to the association between practice location
and clerkship type. Given that rural practitioners and
communities bear a relatively larger burden than

~

urban practitioners in teaching students, our findings
demonstrate the result of these efforts in increasing
health care access in rural communities as a whole.
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COMMENTARY
COMMENTAIRE

Closing rural maternity services: Is it

worth the risk?

omen from rural and
remote communities

with no local access to
maternity services have worse mater-
nal and newborn outcomes than
women from similar communities
with local access to even limited
birthing services.! Canadian studies
have demonstrated that distance to
services affects maternal and new-
born outcomes.” Perinatal mortality
is higher for populations of women
who are more than 4 hours away
from maternity services.! Women
who live 2-4 hours away from the
nearest maternity service show
increased rates of interventions, and
women living 1-2 hours away from
services have increased rates of
unplanned out-of-hospital deliveries.'
There are trends across all these
groups toward increased prematur-
ity.® Parturient women from com-
munities with no local intrapartum
services are 7.4 times more likely to
report moderate to severe stress than
women from rural communities with
local birthing services.® Loss of local
maternity services in a rural or
remote community is more than just a
social and financial challenge. Trans-
lating these research findings into
policy is essential: how do these
issues affect clinical care, health ser-
vices planning and risk management?

Clinical decision-making optimally
follows full discussion of the diagnos-
tic and therapeutic choices available
with an exploration of the various
risks and benefits, including social
risks, as well as a discussion of alterna-
tive choices.” Although this approach
may be possible in a well-resourced

© 2016 Society of Rural Physicians of Canada

urban environment, a different set of
issues arises in a rural and remote
environment, where choices for birth-
ing women are limited by access.®’
Decision-making will be influenced by
the financial costs or the social and
cultural challenges resulting from an
absence from home.®!*!" This may be
particularly significant for women liv-
ing in areas with limited birthing ser-
vices (without local surgical backup).
In rural and remote settings, maternity
care providers and their patients
weigh possible clinical risks associated
with birthing locally against the social
and other challenges involved in trav-
elling away from home to access ser-
vices. Women may elect to accept
some potential clinical risk to mitigate
an apparent social or financial risk.
This leads to difficult decisions for
maternity care providers in small com-
munities who may be without the sur-
gical backup needed to manage an
unexpectedly complicated delivery.
The question of whether or not a
maternity care service should be sup-
ported adds another layer of complex-
ity to analyzing risk. If a decision is
made by health authorities to cease
maternity services in a rural commun-
ity, clinical decision-making is simpli-
fied. Services are no longer available
to women, so they must travel to
access services somewhere else. This
is particularly challenging, however,
for rural women with uncomplicated
pregnancies, previous vaginal deliv-
eries and young children at home.
Although health professionals may be
relieved by no longer being asked to
manage the uncertainty of birth in a
low-resource environment, they also

Can ] Rural Med 2016;21(1)
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need to cope with the recognition that, beyond the
inevitable precipitous deliveries, some women will
choose to birth locally against professional advice
or by turning up at the hospital in advanced
labour.'” Most challenging is the evidence that
shows that it is safer for the community to provide
maternity services than not.!

Across rural Canada and Australia, health care
planners and administrators continue to struggle
with the challenges of sustaining rural maternity
services in small communities. Assuming a popu-
lation of birthing women is large enough to sus-
tain local services (e.g., a community catchment
area with greater than 100 pregnancies per year
more than 1 hour from the next nearest service),
there are 3 possible scenarios.

First, services can be closed. If this choice is
made, all parturient women are required to travel
to access services at a larger centre, often an
administratively compelling option owing to effi-
ciencies of scale. Research suggests that these
women will experience increased social and finan-
cial risk and personal stress from being separated
from family'* and that overall there will be an
increased risk to the population as evidenced by
increased rates of adverse outcomes.>'*!¢ Providers
who work in the community may actually experi-
ence decreased stress in their role in that some of
the uncertainties and challenges of providing
maternity services on site — particularly with lim-
ited resources — are no longer part of their scope
of elective practice. Conversely, dealing with
unplanned births, with little or no antenatal care or
resources, creates other risks and anxiety.

The second alternative is that health system
leaders and planners can maintain a primary care
service (with no local access to cesarean delivery).
There is evidence that most women can birth rela-
tively safely in their home community, and the
women requiring specialist medical care are still
encouraged to travel.'”!® The social risks are miti-
gated because the women who have the most diffi-
culty in travelling (i.e., multiparous women with
children at home) are often the safest to deliver
locally.”® The risk to the population is decreased.
There is some increased stress and risk for provid-
ers who face responsibility for unforeseen events
with limited on-site support. There is also some
increased risk for the health services system in that
rarely there will be a bad outcome locally. There
are risks associated with urgent intrapartum trans-
fer and possible risks to transport teams due to
inclement weather and chal]enges of rural travel.

Can ] Rural Med 2016;21(1)

The third alternative is to keep local maternity
services open, with the benefit of local surgical care
when needed, probably provided by general practi-
tioners with enhanced surgical skills. This is an opti-
mal solution if the population is large enough to sus-
tain surgical services and the infrastructure for
cesarean delivery is in place.” Most local parturient
women can deliver safely in these communities,
diminishing risk and stress to the population and
providers, and lowering known risks to the health
system. Intrapartum transfer is uncommon, and out-
comes are good.

Ideally, policy supporting the planning of rural
maternity services requires a rational approach based
on the population defined by number of birthing
women, their social vulnerability and distance to
other maternity services. Rural maternity services
should not close based on the assumptions that partu-
rient women will somehow be able to access services
in another community. It’s not worth the risk.
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THE PRACTITIONER

LE PRATICIEN

The occasional intrauterine device

insertion

INTRODUCTION

The intrauterine device (IUD) and
hormone-containing intrauterine
system (IUS) are effective, long-
lasting and reversible methods of
contraception. Failure rates are 0.6—
1.2 per 100 woman-years for copper
IUDs and 0.04-0.1 per 100 woman-
years for levonorgestrel-containing
IUSs, as compared with 0.2-2.0
with perfect use of combined oral
contraceptives.!™ Although more
than 26% of women worldwide have
used an IUD, in North America less
than 2% of women use this form of
contraception.! Use of IUDs has
been affected by economics, beliefs
regarding the mechanism of action,
the risk of pelvic inflammatory dis-
ease (PID) and ectopic pregnancy,
and the lack of insertion training for
physicians.>® Appropriate education
about IUDs is needed to help prac-
titioners provide counselling about,
and insertion of, these devices.
Upfront costs of IUDs and IUSs
can be striking for patients, because
the devices are not usually covered by
medicare. However, they become less
expensive than combined oral contra-
ceptives after 3 years of use.” Copper
IUDs are cheaper, ranging from $60
for Mona Lisa 5-year models to $80
for Flexi-T (lasts 5 yr), Mona Lisa 10
(lasts 10 yr) and Liberté (lasts
5-10 yr). Mirena costs about $350 and
lasts 6 years. Flexi-T and Liberté UT
models are covered by Health Can-
ada’s Non-Insured Health Benefits
Program for First Nations and Inuit
people. Mirena is also occasionally
available through the Society of
Obstetricians and Gynaecologists of

Canada’s (SOGC’s) Compassionate
Contraceptive Assistance Program.

Concerns regarding infection and
PID were more significant with old-
model IUDs that had a braided
string, which may have increased the
ability of bacteria to ascend into the
uterine cavity, and a former lack of
testing methods for asymptomatic
sexually transmitted infections
(STIs).®! New IUD models do not
have braided strings, and studies
have shown that the risk of infection
is increased only in the first 20 days
following insertion, when the uterus
becomes contaminated with endocervi-
cal bacteria.®’ This risk is only 9.7 cases
per 1000 woman-years, and drops to
1.4 after 20 days.®

Copper IUDs cause changes to the
endometrium in response to the copper
that inhibits sperm transport and have
direct effects on sperm motility."!0-1?
Progesterone IUSs cause changes to
endometrial thickness, thickened cer-
vical mucous and, in some women,
ovulation suppression.!

Insertion of these devices is a rela-
tively simple procedure that can be
performed by rural physicians in the
office setting. The focus of this article is
the levonorgestrel-containing 1US
(LNG-IUS) by Mirena and the
copper-containing IUDs Flexi-T,
Mona Lisa 10 and Liberté UT380.
Other copper IUDs share insertion
methods with one of the 3 devices
described in this article. New IUDs are
coming on the market; one of these,
Jaydess, has already been approved for
use in Canada. Jaydess also contains
levonorgestrel but is smaller than
Mirena and lasts 3 years. Insertion is
identical to that for Mirena.

© 2016 Society of Rural Physicians of Canada



INDICATIONS FOR IUD INSERTION

There are many indications for IUD insertion. Despite
popular belief, IUDs can be used in nulliparous wom-
en and adolescents, as well as multiparous women, as a
method of long-lasting contraception, particularly in
women with adherence issues.*®! Intrauterine devices
can be inserted postpartum in breastfeeding women.

Levonorgestrel-containing IUSs can also be used
for menorrhagia in perimenopausal women, includ-
ing those with fibroidal bleeding, and for dysmenor-
rhea in all age groups. There is a substantial reduc-
tion in blood loss, up to 97%, and improvement in
hemoglobin levels.! Newer evidence has shown it
may be used for endometrial protection during estro-
gen replacement therapy or tamoxifen use.

The copper IUD has a unique role in postcoital
emergency contraception and can be inserted within

7 days of unprotected intercourse. !

Copper IUDs and LNG-IUSs can also be used
in women with contraindications to estrogen-
containing contraception, including those with a
history of thromboembolism.®

CONTRAINDICATIONS FOR IUD
INSERTION

The World Health Organization and SOGC have
supported a list of absolute and relative contraindi-
cations to IUD or IUS insertion."®

Absolute contraindications are
® pregnancy
® current, recurrent or recent (3 mo) PID or STI
® puerperal or postabortal sepsis
e severely distorted uterine cavity
* unexplained vaginal bleeding
e cervical or endometrial cancer
® gestational trophoblastic disease
e copper allergy (for copper ITUD)
® breast cancer (for LNG-IUS)

Relative contraindications include risk factors
for HIV or STI, HIV seropositive status, recent
(48 hr to 4 wk) childbirth, ovarian cancer and

benign gestational trophoblastic disease.’

PREPROCEDURE ASSESSMENT AND
COUNSELLING

Women should be informed of the risks of TUD inser-
tion. These risks include uterine perforation (0.6-1.6 per
1000 insertions), infection (as discussed above, due
mostly to contamination with endocervical bacteria and
exposure to STIs), expulsion (10% in the first year,

declining to 6% in the first 5 years) and failure of device
(in women who become pregnant with IUD in place,
ectopic pregnancy should be excluded and referral for
consideration of removal of IUD should be arranged).!’

Routine testing for STIs before insertion will
depend on the patient and provider; however, evi-
dence has shown that testing for chlamydia and gon-
orrhea at the time of insertion is reasonable, given the
low risk of PID when ITUDs are inserted with infec-
tion present (0%-5%).5%!5 If chlamydia or gonorrhea
cultures return positive after insertion, the infections
can be treated early, leaving the IUD in place.®*!3

Women should also be counselled that initially
bleeding patterns may be irregular and that, with
levonorgestrel IUS, they may become amenorrheic
after several months of use. Menstrual pain can
worsen with the copper IUD but usually lessens
with the LNG-IUS. Although the concentration of
hormone in Mirena is low, patients may also experi-
ence some adverse effects, such as acne and breast
tenderness.! Finally, patients should be counselled
that IUDs do not protect against STIs, and thus
they should continue barrier methods such as con-
doms to prevent these infections.®

Although it is common practice to insert during
menstruation, an IUD may be inserted at any time
during the menstrual cycle, provided pregnancy has
been ruled out.! If the LNG-IUS is inserted more than
7 days after the menstrual cycle, backup contraception
should be used for 1 week after insertion.® Postpartum
insertion is usually best performed 4-6 weeks after
delivery to reduce the risk of perforation and expul-
sion. However, emerging evidence suggests insertion
may occur immediately postpartum or postabortion.®

EQUIPMENT

Aside from the TUD or IUS, the following should
be gathered for the procedure (Fig. 1):

e sterile gloves

* 4 x4 gauze pads soaked in povidone—iodine

e speculum and light source

* ringed forceps

* single-toothed tenaculum

e uterine sound

e cervical dilator (optional)

®  scissors

PROCEDURE

After reviewing the procedure with the patient, obtain-
ing consent and ensuring that pregnancy is ruled out,
place the patient, draped, in the lithotomy position.'®

Can ] Rural Med 2016;21(1)
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1. After donning gloves, insert the sterile speculum
and visualize the cervix. If indicated, samples for
a Pap smear and chlamydia and gonorrhea tests
can be obtained at this point.

2. Use ringed forceps with iodine-soaked gauze to
clean the surface of the cervix 3 times.

3.Grasp the anterior rim of the cervix with the
tenaculum, enough to prevent tearing out during
insertion (this step is optional if the cervix is less
mobile but preferred to help guide insertion).

4.Gently pull on the tenaculum to straighten the
cervical canal, insert the uterine sound into the
cervix and apply steady, firm pressure to
advance it through the canal into the uterine

fundus (generally 5-8 cm) (Fig. 2).

5.1f the sound does not advance easily, the smallest
cervical dilator or os finder can be tried. If this is
successful, use progressively larger dilators until
the sound will pass.

6. Once the uterus is successfully sounded, have an
assistant open the IUD package, or do this yourself
and then reglove.

7.For the Mirena IUS (Evolnserter):'®
a. Slide the slider to the most distal position to

load the IUS into the inserter.
Set the flange to the depth sounded.

c. Grasp the tenaculum and provide counter-
pressure while using steady gentle pressure
to advance the inserter into the cervix, not
quite all the way up to the flange (Fig. 3).

d. Move the slider part way back to the mark,
to release the Mirena arms.

e. Gently advance the inserter so the flange is at
the cervix.

f.  Pull the slider all the way back to release the
device into the uterine cavity.

g. Carefully remove the inserter, sliding it all
the way off the strings.

h. Using scissors, cut the threads 2-3 cm from
the cervix.

1. Carefully remove the tenaculum and the
speculum.

8. For the Flexi-T 300:"

a. Slide the cervical stop to the centimetre mark
corresponding to the depth sounded; in this
model the arms will still be in a T position
outside of the inserter and the strings will be
visible at the end of the insertion tube.

b. Grasp the tenaculum and provide countertrac-
tion while inserting the whole device into the
uterine cavity, until you reach the fundus and
the cervical stop rests against the external os.

c. Gently pull on the strings to ensure the arms

Can J Rural Med 2016;21(1)

Fig. 1. Equipment for insertion of an intrauterine device,
from top to bottom: ringed forceps, tenaculum, uterine
sound and curved scissors.

Fig. 2. Tenaculum applied to anterior lip of the cervix and
pulled gently to straighten the cervical canal, while the
uterine sound is advanced with steady pressure into the
uterine cavity.

Fig. 3. Steady counterpressure is applied to the tenaculum
while the inserter is advanced into the uterine cavity with
steady pressure.



are unfolded and the device is stable within
the uterus.

Gently push the inserter toward the fundus,
then rotate and pull out to remove the insert-
er, while leaving the IUD in place.

Cut the strings 2-3 cm from the cervix.
Carefully remove the tenaculum and the
speculum.

9. For the Liberté UT380:!2

a.

b.

1.

J)-
k.

Position the flange at the distance sounded.
Pull the nylon threads at the bottom of the
inserter to pull the IUD into the inserter
(Fig. 4).

Gently insert the plunger into the insertion
tube to the base of the TUD; be careful not to
expel the IUD out the end of the inserter.
Grasp the tenaculum and provide counter-
traction while inserting the device into the
uterine cavity until the flange is about 1.5 cm
from the external cervical os (Fig. 5).

Push the plunger farther into the inserter, up to
the black mark, to release the arms of the IUD.
Gently advance the whole device to the fundus;
the ﬂange should move closer to the external os.
Holding the plunger steady, pull the inserter
back until it touches the ring on the plunger
to release the IUD from the insertion tube
(Fig. 6).

Pull out the plunger.

Gently remove the insertion tube.

Cut the strings 2-3 cm from the cervix.
Carefully remove the tenaculum and the
speculum.

10. For the Mona Lisa 10:!!

a.

b.

70

Slide the flange to the distance sounded.
Ensure the strings are hanging straight out the
bottom of the device and gently insert the
plunger, pushing the IUD up into the inser-
tion tube until the ends of the arms project just
past the end of the tube, giving a rounded end.
Grasp the tenaculum to provide countertrac-
tion while inserting the device into the uter-
ine cavity until the flange is flush with the
external os.

Holding the plunger steady, pull the insertion
tube back to the base of the plunger, to expel
the IUD into the uterus.

Remove the plunger, keeping the insertion
tube steady.

Gently remove the insertion tube.

Cut the strings 2-3 cm from the cervix.
Carefully remove the tenaculum and the
speculum.

Fig. 4. Load the intrauterine device by pulling the strings
while holding the inserter tube. You will see the arms of the
device tucked into the inserter and the flange set to the
appropriate uterine depth.

Fig. 5. Insert the intrauterine device (IUD) inserter into the ‘
uterus. You can see in this step, the flange is not quite flush

with the surface of the cervix; the plunger is advanced into the 25
tube to release the ITUD and the entire device is advanced to

the fundus. Pull back the tube until it touches the ring and L
remove the plunger and then the insertion tube.

Can ] Rural Med 2016;21(1)



OTHER CONSIDERATIONS

Insertion of an IUD can cause pain, particularly if
cervical dilation is required. Predictors for increased
pain include nulliparity, history of dysmenorrhea,
and increased time since last pregnancy or last men-
ses.®!¥1” Many providers have used nonsteroidal
antiinflammatory drugs pre- and postprocedure,
although there is little evidence to support the effec-
tiveness of this practice. Paracervical blocks are
used by many gynecologists during insertion, but
again studies are lacking. The best evidence comes
from communication of the steps of the procedure
and reassurance to decrease anxiety.

Difficult insertions can also be encountered with
tight cervical canals. These are more common in
nulliparous women and adolescents. Some provid-
ers have attempted to circumvent this by prescrib-
ing misoprostol before insertion to ripen the cervix.
Again, few studies have been completed; however,
one study using 400 png sublingual misoprostol
before insertion improved ease of insertion and did
not increase expulsion rates after 1 month.® Further
studies are needed before this becomes routine
practice. Using a tapered os finder before uterine
sounding may also help.

Fig. 6. Intrauterine device in situ with strings exiting the cervix.
These are trimmed to the appropriate length.

Can J Rural Med 2016;21(1)

Amenorrhea can occur with LNG-IUS. Women
should be counselled that this is a normal occur-
rence and should also have a pregnancy test com-
pleted at first onset of amenorrhea to rule out
pregnancy.

Testing for STIs does not need to be com-
pleted before IUD insertion. If you elect to screen
for STIs, swabs may be done just before insertion
at the same visit. If the results are positive, the
patient can receive antibiotics with the IUD left in
place."”” However, in women who have a known
STI, the insertion should be delayed until
3 months after treatment. In the event of PID, the
patient should be given appropriate antibiotics;
in mild to moderate cases, the IUD may be left
in place unless there is no improvement after
72 hours of treatment.”'8

CONCLUSION

Intrauterine devices and systems are underused
methods of contraception and menstrual cycle
control. Misinformation about IUDs and lack of
provider confidence in counselling about these
devices have limited their use. Rural physicians
can become more comfortable with counselling
about, and insertion of, these devices to help
decreased barriers to access.

Competing interests: None declared.
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CALL FOR PAPERS

The Canadian Journal of Rural Medicine (CJRM) is a quarterly peer-reviewed journal available in print
form and on the Internet. It is the first rural medical journal in the world indexed in Index Medicus,
as well as MEDLINE/PubMed databases.

CJRM seeks to promote research into rural health issues, promote the health of rural and remote com-
munities, support and inform rural practitioners, provide a forum for debate and discussion of rural
medicine, provide practical clinical information to rural practitioners and influence rural health policy
by publishing articles that inform decision-makers.

Material in the following categories will be considered for publication.
® Original articles: research studies, case reports and literature reviews of rural medicine

(3500 words or less, not including references)

* Commentary: editorials, regional reviews and opinion pieces (1500 words or less)
® Clinical articles: practical articles relevant to rural practice. Illustrations and photos are encouraged

(2000 words or less)

e Off Call articles: a grab-bag of material of general interest to rural doctors (e.g., travel, musings on

rural living, essays) (1500 words or less).
e Cover: artwork with a rural theme

For more information please visit srpc.ca.
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OFF CALL / DETENTE

Rural reflections: a year of practice

t wad in. Eight attempls. Three methods.

Two Google searches. One YouTube clip.

The shoulder was back in. Scars from
preor surgery were smooth again. I was more
aurprised than the patient.

Just over a year has passed since |
began my rural practice as a roving
locum in Saskatchewan. Fate has
dropped me back into the same com-
munity where I first practised and where
I had the first on-call weekend of my
fledgling medical career. Things were
different then. There was more fear. |
recall planning to work the Friday night
on-call so that I could have the Saturday
and Sunday off to quickly review all of
the things that I might need to know
over the next week in clinic. The thought
of it, reviewing all of family and emer-
gency medicine in one weekend so |
wouldn’t be caught out as the new,
young, incompetent physician.

As luck would have it, the physician
who was supposed to cover the week-
end became my patient that night. An
acute abdomen and more morphine than
I had ever ordered before. A phone con-
sult to a surgeon about someone who
would have been my attending only a
week before, who was now my patient.
No one to call for help. No safety net.
This was not going well, nor to plan.

Looking back now, things went
okay. I reticently answered the call
from the medical manager, knowing the
question I was about to be asked. “Can
you cover the weekend now as well?”

I covered it. I didn’t get to study, and
somehow everyone survived. If there is a
testament to the resiliency of the human
being and the human spirit it is that it
takes a lot more than a green physician

to kill you. Things could only get better.

Travelling from one small solo-physician
town to the next, I slowly gained an
appreciation for the variety of medicine
that would walk through my door. Pity—
riasis rosea, systolic hypertension, osteo-
arthritis, insurance forms and then a
massive epistaxis to put a bloody end to
the day — the variety astonishes. If you
let your guard down for a moment, you
will miss that zebra in the stampede of
horses that fill your mornings and
extend your afternoons.

The self-directed learning and direct
learning in residency and medical school
was nothing Compared to the pressure of
knowing everything. I tried so hard at
the start. Multiple medical references on
multiple devices, moments stolen away
to read and regurgitate knowledge to
patients. Then slowly, imperceptibly, I
realized it was okay to say those horrible
words — “I don’t know.”

Even slower was the realization that
patients would respect you for reaching
the end of your knowledge base. I
describe mine as large but shallow; if you
are swimming and diving in the deep
end, I'll need a specialist to make sure
you don’t drown. I need to look up cer-
tain things less often now; I am able to be
confident about a subconjunctival hem-
orrhage. I can sleep at night knowing
that I haven't overstepped the edges of
my knowledge puddle. If I can’t sleep at
night, then I know something is wrong.
Not everything goes well in your first
year of rural practice. Patients die; your
patients. There is an artificial separation
during medical school and residency.
Things are different when your name is
in the blank space next to “Attending

© 2016 Society of Rural Physicians of Canada



physician.” I remember my first death, and then I
remember most of those that followed. Death in rural
areas seems more natural to me now. If you talk to a
farmer near the end of his days, he knows what is
coming. There are no drastic measures; there is a
peace and acceptance. There are no restrictions on
visiting hours. The community comes to say goodbye.
To speak of the good harvests, the bad years, and the
many bonds that brought them together, from the
credit union to the Chinese takeaway.

I made a wheat field in a farmer’s room once. I
don’t think the public or hospital health staff would
have approved, nor would anyone in the hospital
with allergies. Metastatic prostate cancer, bones as
fragile as early-spring puddle ice. He yearned to see
the fields, one more time. To see how the seeds had
done with the weather that he could only sense
through the separating glass. A final insult: there
was no field to see from his window, only trees.

It started small. One day on the drive to work,
I stopped at the side of the road and cut a small
handful of crop. I didn’t know what it was.
Wheat? Barley? When I walked into his room his
face lit up. His aged and knowledgeable hands
broke the kernels up. He rolled them in his hands
and then asked which field it was from. “Oh, 1
know him. He'll be happy with this.” Later, I stole
a bit more field. A handful of this and a handful of
that from the roadside, I thieved my way to the
hospital. I don’t know whether he smiled as I left,
but he was happy again.

The humerus popped back in. There was no telltale
“thunk”; it happened quietly, imperceptibly.

When I think of that shoulder out of place, I think
of my first year of rural practice. I began with all the
scars of past experience and a feeling that T was out
of place, out of my depth. Prior life experiences had
made their emotional and physical marks on who I
was as | stepped in to practise rural medicine. Was |
ready? Was it going to be painful? Why am I here?

Some more sedation of the patient would have been help-
Sul, I am sure. As the first attempts failed, and I caused my
palient pain, I realized that many of my first attempts had
failed and caused me mental pain. I recalled making frantic
phone calls back to the hospital as I drove home. An after-
thought that became a worrwome concern. In most cases, it
wad okay; people are resilient.

I had to go back and learn. Not only medical
knowledge but the hidden curriculum of politics and
personalities that can not only make a hospital run
smoothly but also make it stop in its tracks. I tried
different methods of doing the same things; some
worked and some didn't.

But then with patience, time and practice things
slowly fell into place. It’s never perfect after it’s
reduced — there are imperceptible scars, a greater
risk that it will happen again — but it works.

I guess in the end it doesn’t matter what the scars
look like on the inside or the outside, just that it works.

Competing interests: None declared.
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RESIDENTS’ CORNER
COIN DES RESIDENTS

Point-of-care ultrasonography training
for rural family medicine residents —

its time has arrived

CASE PRESENTATION

A 53-year-old man presented to our rural
emergency department with a 2-day hist-
ory of progressive, intermittent pain in his
right upper quadrant that radiated to
his back. This pain was sharp, rated 7/10
on a pain scale and had woken the patient
from sleep. There was no nausea, vomit-
ing, diarrhea or change in symptoms with
eating. His medical history was remark-
able only for a Cholecystectomy 6 years
earlier. He had quit smoking but had a
40-pack-years history. He consumed
26 oz of alcohol per month. His family
history was noncontributory. On physical
examination, he had an average build and
was In no acute distress. Vital signs were
stable except for an initial blood pressure
reading of 175/103 mm Hg that decreased
to 139/88 mm Hg without treatment. His
epigastrium and right upper quadrant
were tender to palpation, and there were
no signs of acute abdominal pulsation.
The pain worsened with flexion and
extension of the patient’s lumbar spine.
Distal pulses were equal and present
bilaterally. The physical examination was
otherwise unremarkable.

Blood tests revealed a normal com-
plete blood count, and normal amylase,
creatinine and liver enzyme levels. Uri-
nalysis and electrocardiography were
noncontributory. The patient’s pain set-
tled with a single intramuscular dose of
ketorolac. Before discharge, the patient
was asked if point-of-care ultrasonogra-
phy could be performed for training pur-
poses by the principal author (T.M.),
who was a first-year family medicine resi-
dent at the time and had recently com-
pleted training in point-of-care ultraso-

nography at Memorial University. The
scan revealed a 5.1-cm abdominal aortic
aneurysm (AAA) (Fig. 1). Sue' provides
a detailed explanation on how to perform
ultrasonography for suspected AAA.
Emergent computed tomography
with contrast confirmed a 5.1-cm AAA;
the provisional report suggested either a
contained leak or impending rupture
(Fig. 2). A vascular surgeon was con-
sulted by telephone, and the patient was
airlifted to a tertiary referral centre in
St. John's, NL, for further assessment.

MEMORIAL UNIVERSITY’S
POINT-OF-CARE
ULTRASONOGRAPHY COURSE

In October 2014, Memorial University’s
Faculty of Medicine formally integrated
point-of-care ultrasonography training
into its rural family medicine training
program. To the authors’ knowledge,
this distributed training program is the
first of its kind in Canada. Training con-
sisted of online lectures introducing basic
skills and concepts, followed by 1.5 days
of competency development. Specific
skills included focused assessment with
sonography for trauma (FAST), early
pregnancy assessment, detection of AAA
and limited cardiac echocardiography.
Competency standards were defined as
per the Canadian Emergency Ultra-
sound Society Independent Practitioner
(CEUS IP) guidelines, requiring 50
supervised and determinate scans in each
area, followed by written, visual and
practical examinations.”

At the end of the course, family
medicine residents had completed on
average 10 to 15 supervised scans before

© 2016 Society of Rural Physicians of Canada



moving to their rural placements to work on their
competency training. A total of 7 rural sites in New-
foundland and Labrador (Clarenville, Gander,
Grand Falls-Windsor, Twillingate, Corner Brook,
Channel-Port aux Basques and Happy Valley—
Goose Bay) have been identified as training sites for
competency development, with CEUS [P—certified
physicians working in the rural emergency depart-
ment. Additional efforts are currently underway to
enhance these centres and bring additional rural

training sites onboard.

Spine shadow

Fig. 1. Ultrasonography image showing the lumen of the
abdominal aorta (L) and extent of the abdominal aortic
aneurysm (AAA). The spine shadow is the key landmark and
represents an artifact produced by the vertebral body.

Fig. 2. Transverse view of the abdominal computed tomogra-
phy scan with contrast showing a 5.1-cm abdominal aortic
aneurysm with calcification of the aneurysmal wall (arrow). A
circumferential thrombus has formed (T) within the aneurys-
mal sac adjacent to the abdominal aorta (A). A vertebral body
can also be seen (V).

RESIDENT REFLECTION

This experience has had an immeasurable impact on
my medical practice (T.M). I was able to diagnose this
man’s potentially life-threatening condition with a bed-
side examination that took less than a minute to per-
form. His undiagnosed AAA could have ruptured at
any time. This single encounter validated why 1
received this training and illustrated the potential
impact it could have on my clinical decision-making.
Since then, I have achieved my CEUS IP certification,
completing the 200 required scans in a span of
3 months while on my emergency medicine and
obstetrics—gynecology rotations. During my emer-
gency medicine rotation, I was able to apply my ultra-
sonography skills to patients presenting with trauma,
abdominal pain and first-trimester vaginal bleeding.
While on my obstetrics—gynecology rotation, I have
been able to confirm intrauterine pregnancies in newly
pregnant women who had been referred to our service
via consultation. Using this technology has helped to
solidify my theoretical textbook knowledge with prac-
tical, real-time patient anatomy and pathology.

I will definitely be using point-of-care ultrasonog-
raphy in my future family practice to screen for
AAAs, as the Canadian Society for Vascular Surgery
advocates a single examination for all men older than
65 years of age and for women with multiple risk fac-
tors for vascular disease.’ I will continue to develop
more advanced ultrasonography skills (e.g., detection
of cholecystitis or pleural effusions) and apply these
skills in the rural emergency department, where
obtaining more advanced imaging can be difficult.
Had I not received Memorial University’s point-of-
care ultrasonography training, I would never have
acquired the skills and confidence to use this technol-
ogy so early in my residency training. In the future, 1
intend to be a rural instructor in point-of-care ultraso-
nography and use my skills to teach the next genera-
tion of medical students and residents. I strongly
encourage other rural family medicine residency pro-
grams to offer this training to their residents, so that
they may experience the same benefits that I have.

Competing interests: None declared.
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INTERIOR HEALTH OPPORTUNITIES

FAMILY PHYSICIAN: BC — Barriere. Family physician
to join private clinic starting Oct. 5, 2015. Clinic with an
attached ER and laboratory and x-ray open during
office hours. Doctors rotate call. ER patients seen in
between regular office bookings; between one and ten
ER patients a day. Very supportive MOAs. Med Access
EMR. Own private office with two examination rooms.
Office hours — Monday to Friday, 8:30 am to 17:30 pm.
Remuneration — fee-for-service; estimated gross
income $300,000+/-. Incentives under the Rural
Subsidiary Agreement. Relocation funding available as
per IHA policy. The community of Barriere is located 66
km north of Kamloops where all the conveniences of a
city can be found. Barriere is a great choice for outdoor
enthusiasts since it is close to lakes, rivers and ski hills.
View detailed posting at Web site www.betterhere.ca or
contact email physicianrecruitment@interiorhealth.ca
for more information. —RM-338

FAMILY PHYSICIAN: BC - Clearwater. Family
physicians wanted to join the medical team in this
beautiful community. Rural setting, relaxed pace of
work, newer hospital, and an amazing provincial park
as your backyard. Known for world-class recreation,
enriched culture, and vibrant community life, Clearwater
offers the balanced lifestyle you have been looking for.
Enjoy working in a single group practice with electronic
medical records, a modern acute care facility, and a 21-
bed residential care facility. Payment structure is fee-for-
service plus multiple incentives: The Rural Physicians
for British Columbia incentive provides a one-time
incentive payment of $100,000 for a 3-year return of
service; recruitment incentive $20,000; retention fee

premium 21.14%; retention flat fee $18,482.40; and
relocation reimbursement. For more information contact:
email physicianrecruitment@interiorhealth.ca or view us
online at our Web site www.betterhere.ca -RM-281a

FAMILY PHYSICIAN: BC — Lillooet. Five-physician,
unopposed fee-for-service practice seeks sixth family
physician with ER skills. Clinic group focus is on balance
of work and lifestyle. Easy access to lower mainland,
Whistler and interior of province. Call currently 1-in-5.
Regular schedule includes one week off every fifth week.
Full Rural Physician Recruitment and Retention benefits
eligibility, including 38 days rural locum coverage for
holidays. World-class wilderness at your doorstep for
skiing, hiking, fishing, whitewater kayaking and mountain
biking. Full service rural hospital with GP Surgeon and
Anesthetist on staff. For more information email
physicianrecruitment@interiorhealth.ca or view online at
Web site www.betterhere.ca —-RM-282b

FAMILY PHYSICIANS: BC — Merritt. Rolling hills,
sparkling lakes and over 2,030 hours of sunshine every
year make Merritt a haven for four-season outdoor
recreation. We have a need for family physicians in
their choice of clinic. Nicola Valley Hospital and Health
Centre is a 24-hour Level 1 community hospital with a
24-hour Emergency Room. Also, only 86 km away is a
tertiary level hospital, Royal Inland Hospital, Kamloops.
Remuneration is fee-for-service $250-$450,000+, rural
retention incentives and on-call availability payment.
For more information email physicianrecruitment@
interiorhealth.ca or view online www.betterhere.ca
—RM-311

www.betterhere.ca ° ) Interior Health
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Opportunity to make a lifetime of differences

With Amdocs staff support, I've been URGENT: FLY-IN PHYSICIANS

able to extend my scope of family NEEDED IN NORTHERN MANITOBA

practice to include addiction medicine. & ONTARIO
As a result, I've been making significant
improvements for patients, families Amdocs offers dynamic, challenging opportunities for
and their community. physicians with experience working in federal nursing
stations and are comfortable with all aspects of family
medicine practice.
You will make a difference in the lives of First Nations
Dr. David Folk people whose health-care needs are complex and
Amdocs Physician where the remoteness of the community can be the
biggest challenge.

= Balanced workload: Monday-Friday, manageable patient

For more information about Amdocs encounters/day
practice opportunities, please contact = Shared group practice with supportive colleagues
Kathy V. Harlos = No day-to-day practice administration or overhead
Recruitment Specialist, Health Products & Services lexibl . full-ti . |
kharlos@northwest.ca = Flexible, attractive contracts: full-time, part-time, locums

1.888.934.1556 * Generous incentive package

+
AM DOCS = Relocation and travel assistance

WE CARE WITH CARE amdocshealth.com * Furnished accommodations and meal allowance

RM-342

f [ ] [ ] [ ) N
Family Physicians
It's more than a practice
«.it’s a lifestyle!

Northern BC - where
diverse medical
practice meets
outstanding lifestyle!

Northern Medical Services is seeking family physicians for full-
time, itinerant contract and locum positions available in northern
Saskatchewan. Experience practice in a remote setting and
receive a competitive remuneration package (compensation
in excess of $287,000-$380,000 per annum depending upon
qualifications and employment location) plus additional personal
and professional benefits too numerous to mention. Locum rate:
$1500-$1800 per day plus on-call stipend.

v Lucrative rural incentives
v Innovative primary care models
v Family friendly lifestyle

i ettt Kerri Balon, Recruitment Coordinator

Northern Medical Services
Division of Academic Family Medicine
404, 333 — 25th Street E.

v Endless opportunities for
outdoor recreation and
adventure

Saskatoon, SK Canada §7K0L4  CTRINREIETREes
Learn more at: e 3
physicians.northernhealth.ca ) z Tel 306 665-2898 * Fax 306 665-6077
“(. Toll Free 1-866-NMS-DOCS (667-3627)
E-mail: Sheilagh.Wilson@northernhealth.ca h health Email balon.nms@usask.ca -
Phone: 250-649-7117 northern health i g
‘ www.northerndocs.com :
% ' y
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FAMILY PHYSICIAN OPPORTUNITIES
Vancouver Island, B.C.

Your career can be a demanding one ... so why not consider a location where the benefits are naturally distracting?

Family Practice opportunities are available in rural and urban locations, including Port Hardy, Campbell River, Comox Valley,
Oceanside, Cowichan Valley and Pender Island. With expansive natural beauty, access to amazing recreational activities and one of
the best climates in Canada — Vancouver Island is a mecca for outdoor enthusiasts and offers a quality of life second to none!

An Alternative Payment contract is available in some locations and in designated communities, a range of attractive Rural Benefits are
provided including:

* $10,000 - $20,000 Recruitment Incentive * Annual Retention Payment
* Up to $15,000 Relocation Reimbursement * Annual CME Allowance
* Fee-for-Service Premium ¢ Rural GP Locum Program

View all our current opportunities at www.viha.ca/careers/physicians, follow us on Twitter @VIphysicians or contact us directly for
more information:

Sheila Leversidge, Physician Recruitment Coordinator
Tel: 250-740-6972 « Email: physicians@viha.ca

Discover Vancouver Island ... with unlimited possibilities for your career, family & future!

AN

island health

RM-344
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o« Surgery chirurgl

We have partnered with Sheridan Press!

Rural ~ médecine
Medicine  rurale

To purchase commercial article reprints and
e-prints or to request a quote, please contact

Matt Neiderer —
Content Sales 800 635-7181 x8265
Sheridan Content Services matt.neiderer@sheridan.com
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RURAL & THE SOCIETY OF RURAL
REMOTE

PHYSICIANS OF CANADA'S
2 O 1 6 24 ANNUAL RURAL AND
REMOTE MEDICINE COURSE
2
=May 5™ to 702016 ~

_ RURAL . . .
e e T REMOTE Registration Online:

"exceptional for both its | = 201 6 www.srpc.ca/rr2016

educational programming s=
and social events.”

“Amazing... 156)
conference for,
~ everybody.” l

"

Great CME and much more:

- Over 200 sessions « Online booking for easy shuttle

- Peer to peer teaching service between hotel and airport

« Small, hands-on workshops « Online booking for local attractions
- Great line up of pre and post courses - Free daycare

« Collegial learning environment « Fun evening social events

Registration and information at: www.srpc.ca/rr2016
Fairmont Le Manoir Richelieu
Charlevoix Québec

registration@srpc.ca

¥ Society of Rural Physicians of Canada
-

www.srpc.ca/rrzo1 6 = Société de la Meédecine Rurale du Canada






