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Editorial / Éditorial

Competency in rural practice 
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In response to the Cochrane re -
port,1 which arose from a situa-
tion where diagnostic images

were being interpreted by a physician
who did not have the necessary train-
ing, the BC government has proposed a
new profession-wide quality assurance
(QA) process.2 A minimum number
of hours performing anesthesiology,
babies delivered, cesarean deliveries
performed and so on, will be expected.
Although we fully support a QA sys-
tem, this particular approach has the
potential for unintended consequences
that could damage family practice in
rural settings.

Rural family practice is substantially
different from urban family practice by
virtue of its generalism. The rural family
physician may run a clinic, deliver a
baby, give an anesthetic, manage the
oncology outreach program and cover
the emergency department within a sin-
gle day. In rural practice, generalism is
the norm. Because so many facets of
medicine are involved, the numbers of
specific procedures performed are typ -
ically low compared with those of a
physician with a single area of expertise.
Despite these low numbers, the out-
comes of rural health care have been
consistently shown to be good in obstet-
ric and surgical reviews.3–5

The proposed use of numbers to
determine whether rural physicians are
current or competent has no evidence
to support it in the literature. There is,
however, evidence to show that use of
numbers for a QA system has done
substantial damage to rural health care
services historically.6–9

Some years ago, The Society of
Obstetricians and Gynaecologists of
Canada (SOGC) recommended that a
minimum of 25 deliveries per year was

necessary for a physician to remain
competent in obstetrics.10 The College
of Physicians and Surgeons of Sas -
katchewan introduced this require-
ment, with the consequence that most
rural physicians left maternity care.
Saskatchewan went from 80% of births
being attended by family physicians to
less than 20% of births (JANUS data-
base of The College of Family Phys -
icians of Canada: unpublished data).11–13

Most important, despite the SOGC
subsequently reversing its position and
explicitly stating that there is no min -
imum number of deliveries required to
remain competent,14,15 the damage was
done, and the number of deliveries by
family phys icians in Saskatchewan
never recovered.

Rural physicians are generalists. At -
tempting to measure specific skills using
a numbers-based QA system ignores the
realities of the broad scope of rural prac-
tice, the teamwork and the transference
of skills among procedures. Such a
 system has the effect of shutting down
services rather than enhancing and ex -
panding the services provided to rural
populations. The loss of any part of a
rural medical community has conse-
quences for the entire population that are
not seen in the urban environment.16,17 In
the risk-averse climate that now exists, to
be advised that your numbers have not
reached an arbitrary threshold will be
sufficient to cause many rural physicians
to cease providing that service, as was
seen in Saskatchewan.

There is no evidence that numbers
support QA in rural Canada, and num-
bers-based QA systems have the poten-
tial to cause substantial damage. There
are other very successful models for
continuous quality improvement, such
as the MOREOB Program (Managing
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Obstetrical Risk Efficiently; moreob .com) and The
CARE Course (The Comprehensive Approach to
Rural Emergencies; thecarecourse.ca), which
should inform governments if they intend to protect
and promote rural health care.
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