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Abstract

Introduction: Health advocacy is a well-defined core competency recognized
by medical education and regulatory bodies. Advocacy is stressed as a criti-
cal component of a physician’s function within his or her community and
also of performance evaluation during residency training. We sought to assess
urology residents’ perceptions and attitudes toward health advocacy in residen-
cy training and practice.

Methods: We administered an anonymous, cross-sectional, self-report question-
naire to all final-year urology residents in Canadian training programs. The sur-
vey was closed-ended and employed a 5-point Likert scale. It was designed
to assess familiarity with the concept of health advocacy and with its appli-
cation and importance to training and practice. We used descriptive and cor-
relative statistics to analyze the responses, such as the availability of formal
training and resident participation in activities involving health advocacy.

Results: There was a 93% response rate among the chief residents. Most resi-
dents were well aware of the role of the health advocate in urology, and a major-
ity (68%) believed it is important in residency training and in the urologist’s role
in practice. This is in stark contrast to acknowledged participation and for-
mal training in health advocacy. A minority (7%-25%) agreed that formal train-
ing or mentorship in health advocacy was available at their institution, and only
21%-39% felt that they had used its principles in the clinic or community. Only
4%--7% of residents surveyed were aware of or had participated in local uro-
logical health advocacy groups.

Conclusion: Despite knowledge about and acceptance of the importance of
the health advocate role, there is a perceived lack of formal training and a dearth
of participation during urological residency training.
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Introduction

There was a sea change in medical education in North America in
the 1990s, with the addition of the concept of formal education to
the broader roles a physician fills in practice and in the community,
beyond simply being a medical expert. The Royal College of Physicians
and Surgeons of Canada (RCPSC) initiated its CanMEDS program in
1996, and the Accreditation Council for Graduate Medical Education
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(ACGME) Outcome Project formalized its
general competencies in 1999."* CanMEDS
details 7 physician roles (medical expert,
communicator, collaborator, manager, health
advocate, scholar and professional); the 6
general competencies of the Outcome
Project (patient care, medical knowledge,
practice-based learning and improvement,
interpersonal and communication skills, pro-
fessionalism and systems-based practice)
encompass similar objectives.

The RCPSC definition of health states that
“as health advocates, physicians responsibly
use their expertise and influence to advance
the health and well-being of individual
patients, communities and populations.”?
This includes the concepts of health pro-
motion, disease prevention, resource identi-
fication and access as well as the modifi-
cation of the determinants of health at the
patient and community level. This role has
been the subject of some scrutiny and found
to be fraught with difficulty both in terms
of its definition and its practical teaching.**
A recent Canadian study identified difficulty
on the part of faculty and residents in defin-
ing the health advocate role as well as trou-
ble learning and evaluating the role in
resident education.”

With the adoption of these roles and com-
petencies by the major accrediting bodies as
well as their incorporation into undergraduate
and postgraduate curricula, there is no ques-
tion that teaching, learning and evaluating
these roles becomes important. They have
become part of residency objectives and eval-
uation and part of residency program accred-
itation, and they remain part of medical prac-
tice. While some roles easily fit classical
models of medical education focusing on
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knowledge and skills development, others have
proven more frustrating to educators and students.*>’

In our study, we sought to assess urology resi-
dents’ perceptions and attitudes toward health
advocacy in training and practice.

Methods

Our prospective study surveyed PGY-5 residents
in English-speaking Canadian urology training pro-
grams (n = 32) participating in a review course.
Participation was completely voluntary and con-
fidentiality was maintained at all times as no iden-
tifying information was recorded in the survey
results. We obtained ethics approval from the
Queen’s University Institutional Review Board.
We distributed explanations of the study objec-
tives and assurance of confidentiality to the resi-
dents responding to the survey.

The questionnaire consisted of 33 closed-ended
questions designed to explore the residents’ expe-
riences and attitudes involving health advocacy in
the urology training programs (Appendix 1). This
included their familiarity with the concept of health
advocacy as well as its application and perceived
importance in training and practice. The first 5
questions assessed the residents’ demographic
information, background and career aspirations as
well as their past local or international experience
with health promotion or disease prevention pro-
grams and organizations. The remaining questions
addressed the above-described objectives, includ-
ing attitudes and experiences regarding formal
training and resident participation in advocacy-
related activities. The questionnaire developed as
the result of an initial experience with a previ-
ous survey design that assessed similar attitudes
for specialty residents. Residents and educators
involved in both undergraduate and postgraduate
programs were asked to assess and modify the sur-
vey for clarity.

We used descriptive statistics to analyze respon-
dents’ demographic and background character-
istics. For the purposes of reporting the questions
using the 5-point Likert scale, the agreement
responses 4 and 5 were grouped together, as were
the disagreement responses 1 and 2. Depending
on the normality of the distribution, we used either
Spearman or Pearson tests to demonstrate corre-
lations of respondents to questions using the Likert
scale. We used the GraphPad Prism 4 statistical

software package (GraphPad Software Inc., San
Diego, Calif.) for analysis.

Results

Our survey had a 93% response rate. Eighty-two
percent of the respondents stated that they were
likely to undertake fellowship training upon grad-
uation from their urology program. Forty-six per-
cent indicated a desire or strong desire to enter
a community-based practice.

Familiarity with health advocacy

Of respondents, 57% were aware of the health
advocate role as defined by the RCPSC in
CanMEDS (21% stated that they were not aware
of the role). Of the 28 respondents, 17 (61%) were
aware that the concept of health advocacy was
part of their in-training evaluation reports.

Importance of the role

Nineteen (68%) respondents agreed or strongly
agreed that health advocacy is an important role
to address in residency training. The same propor-
tion noted a feeling of personal obligation to con-
tribute to the advancement of the practice of urol-
ogy through health advocacy, and that health
promotion and disease prevention will be impor-
tant in their future practices. Fewer respondents
(12 of 28, 43%) felt that formal training in health
advocacy during residency would be valuable in
practice. Six respondents disagreed with sugges-
tion that formal training in advocacy issues was
important to a urological residency.

Experience in health advocacy

Before beginning residency training, only 5 (18%)
respondents had participated in health promotion
or disease prevention activities. Thirty-nine per-
cent of respondents had identified opportunities
to employ health advocacy strategies with their
patients; 36% had not. Twenty-one percent had
identified opportunities to do so at the commu-
nity level. Surprisingly, a minority of residents (7%)
agreed that they were well informed about urolog-
ical health advocacy groups in their community,
and only 1 respondent (4%) had participated in
the activities of such a group.
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Of respondents, between 7% and 14% were aware
of formal training in health advocacy and of the
health advocacy role available in their program,
at their institution or as electronic teaching mod-
ules. Twenty-five percent of respondents felt that
their program had an appropriate approach to
teaching and evaluating health advocacy; 3 of
28 (11%) felt that health advocacy was frequent-
ly addressed by their attending staff in the clinical
setting; and 46% felt that they did not have a men-
tor to emulate in health advocacy in urology.

Attitudes toward health advocacy

Twenty-five percent of respondents agreed or
strongly agreed that formal training in health advo-
cacy should be mandatory in residency training
programs, while 29% disagreed with the notion.
Thirty-eight percent welcomed the idea of
increased rotation time on health advocacy spe-
cific experiences, although an equal number of
respondents (36%) felt that such a rotation would
not be beneficial. Less than one-half of respon-
dents (46%) felt that formal health advocacy train-
ing would be meritorious as it pertains to their
future practice.

Residents who stated a preference for a com-
munity-based practice tended to report that they
had more formal training in health advocacy in
their program (r = 0.48, p = 0.03). They were
also more likely to have participated in health
advocacy groups in their community (r= 0.48, p =
0.001). Those who agreed that health advocacy
would play a significant role in their future prac-
tice noted that they had had formal training in it
during residency (r=0.46, p = 0.01), that they had
a health advocacy role model (r=0.42, p=0.03)
and that they would like to spend time on local
rotations concentrating on health advocacy (r =
0.45, p = 0.02). Respondents who felt health advo-
cacy training should be a mandatory part of res-
idency reported having a mentor (r = 0.49, p =
0.01) and having had formal training in health
advocacy during residency (r = 0.45, p = 0.02).

Discussion

Through new initiatives and perspectives in med-
ical education, the notion of expanded physician

Health advocacy training in urology

roles or competencies has gained a foothold and
has become part of individual resident training and
evaluation as well as residency program accred-
itation."* Such a role exhorts the physician to par-
take in health promotion and disease prevention
strategies, to help the patient to access and navi-
gate the often complex broader health care sys-
tem and to help modify the social and biologi-
cal determinants of health. This survey of senior
residents in Canadian urology training programs
was intended to identify awareness of and attitudes
toward the role of the health advocate in urology,
a role that is among the least well understood.*s
Several interesting and enlightening observations
have been made.

Residents are aware of the concept of health
advocacy, as defined by CanMEDS, in their train-
ing; however, it is of concern that T in 5 PGY-5 res-
idents in urology programs stated that they were
not aware of this definition of the role, despite like-
ly having been officially evaluated within its frame-
work. In addition, there was a general appreciation
of the merits of the role as it pertains to the physi-
cian as a health care practitioner and community
member. Two-thirds of respondents agreed that
there is a personal obligation to participate in health
advocacy activities as a physician and surgeon.

Despite this appreciation of health advocacy’s
presence and importance, there is a dearth of par-
ticipation in advocacy-related activity among this
cohort of trainees, both before and during residen-
cy. This may relate to the revelation that there is
a perceived lack of availability of resources and
formal training in health advocacy and a percep-
tion that mentoring and staff participation are lack-
ing. This has been suggested in a previous study,
which suggested that while attending staff feel that
they are actively participating in health promotion
and other advocacy activities, their trainees are
not seeing or appreciating this is happening.*

Another interesting finding of our survey is that
the residents who acknowledge health advocacy
is important and relevant but feel they are sub-
optimally trained are not particularly willing to
support an increase in formal training activities.
Nearly equal numbers of respondents support
increased time devoted to health advocacy as feel
that this is not desirable.

The etiology of this disconnect is not clear, and
itis likely multifactorial. There is certainly a signif-
icant experiential and academic burden in specialty
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residency training, and it may be that given a fixed
amount of time available in training that residents
feel they cannot afford to lose time spent on the
well-appreciated medical expert role. Verma and
colleagues have described a notion that health
advocacy amounts to “charity work” and thus is
somehow less deserving of attention.* A lack of
mentorship and formal training may foment a laissez-
faire attitude; or residents may feel that the prac-
ticalities of health advocacy participation are not
teachable in a formal didactic or Socratic sense.

Correlative analysis yielded some insight as
well. It showed an agreement between formal train-
ing and individual mentorship during the urolo-
gy residency and an attitude that supports the inte-
gration of health advocacy into residency and
urological practice. This suggests that those resi-
dents who are adequately exposed to the concept
of health advocacy in training develop a more pos-
itive attitude and likely a greater desire to further
promote it. This would seem to potentially bridge
the gap between acknowledgement and integra-
tion of health advocacy otherwise demonstrated
in the survey results.

Our study was conducted with the participa-
tion of PGY-5 urology residents. This may not be
a fully representative sample of postgraduate
trainees, and we acknowledge that this survey was
conducted within several months of their RCPSC
certification exams, and therefore their focus may
have been on the “medical expert” aspects of their
specialty. This may be countered by the fact that
these residents had been part of postgraduate train-
ing for more than 4 years and as such had been
maximally exposed to the range and scope of their
discipline. They were also close to the beginning
of independent practice, when these roles and
competencies are expected to become integrat-
ed into their practice.

Although residents acknowledge the importance
of their role as advocate and appreciate that it is
part of their evaluation process, there appears to
be a scarcity of formal training and participation
in advocacy-related activities. Further, the resi-
dents we surveyed reported significant ambiva-
lence with respect to their interest in more dedi-
cated training time spent on health advocacy. This
survey highlights the difficulties of determining the
appropriate type and amount of training and eval-
uation required in these expanded physician roles
in our formal training objectives in Canada.

From the Department of Urology, Queen’s University, Kingston, Ont.
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Appendix 1. Health advocacy in urology training survey

January 20, 2006
Department of Urology
Kingston General Hospital
Queen’s University

76 Stuart Street

Kingston, Ontario K7L 2V7

Dear Urology Resident,

We are conducting a survey of residents in urology training programs across Canada. Our
objective is to investigate residents’ attitudes and opinions regarding the role of the health advocate
in residency training. \We would greatly appreciate your input on this endeavour. [f you have any
guestions or concerns regarding this survey, feel free to contact Dr. Rob Siemens at 613 548-2411 or
Dr. Darren Beiko at 613 548-2498.

This questionnaire should take no longer than 10 minutes of your time. Of course, your
participation in this survey is voluntary and will be kept completely anonymous. There will be no
identifying information on this survey so that no data will be related back to the respondents. Any data
that will be published will be done so in aggregate, again protecting the confidentiality of our
respondents. This survey has been reviewed for ethical compliance by the Queen's University Health
Sciences and Affiliated Teaching Hospitals Research Ethics Board. If you have any concerns about
your rights as a research subject please contact - Dr. Albert Clark - Chair of the REB at - (613) 533-
6081.

We want to thank you for all your time and help in this study.

Yours Sincerely,

Darren Beiko Rob Siemens

1. How many hours, on average do you spend in the hospital per week?

< 40 hours 41-50 hours 51-60 hours 61-70 hours 71-80 hours > 81 hours
2. How likely are you to do a fellowship?
Not At All Likely Extremely Likely
1 2 3 4 5

3. How likely are you, given all opportunities, to ultimately practise urology in the community
setting versus the academic setting?

Most Likely Community Most Likely Academic
1 2 3 4 5
4. 1 have had the opportunity to participate in local/national health promotion or disease
prevention programs/organizations prior to my residency.
Strongly Disagree Strongly Agree
1 2 3 4 5
5. | have had the opportunity to participate in international health promotion or disease
prevention programs/organizations prior to my residency.
Strongly Disagree Strongly Agree
1 2 3 4 5

Continued on next page
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6. | am aware of the health advocate role of residency training as defined by CanMEDS.

Strongly Disagree Strongly Agree
1 2 3 4 5
7. CanMEDS has clearly defined for you the role of a health advocate.
Strongly Disagree Strongly Agree
1 2 3 4 5
8. It is clear in my mind what is required of my role as a health advocate in urology.
Strongly Disagree Strongly Agree
1 2 3 4 5
9. | believe that the “Health Advocate” is an important CanMEDS role to address during a urologic
residency.
Strongly Disagree Strongly Agree
1 2 3 4 5

10. | feel that formal training in health advocacy during residency will be valuable when I
eventually begin practice in urology.
Strongly Disagree Strongly Agree
1 2 3 4 5
11. | feel that health promotion and disease prevention will play a substantial role in my future
practice in urology.
Strongly Disagree Strongly Agree
1 2 3 4 5
12. As a resident, | feel a personal obligation to contribute to advancing the practice of urology
through health advocacy.
Strongly Disagree Strongly Agree
1 2 3 4 5
13. I have had a significant mentor/role model to emulate during residency in urology regarding
health advocacy.

Strongly Disagree Strongly Agree
1 2 3 4 5
14. | feel that formal training in health advocacy should be a mandatory part of residency training
in urology.
Strongly Disagree Strongly Agree
1 2 3 4 5

15. There is formal training available in Health Advocacy at my university from the post-graduate
department/ core curriculum.

Strongly Disagree Strongly Agree
1 2 3 4 5
16. There is formal training available in Health Advocacy at my university from the Urology
program.
Strongly Disagree Strongly Agree
1 2 3 4 5

17. 1 am aware of training modules (web-based) regarding Health Advocacy available from the
Royal College.
Strongly Disagree Strongly Agree
1 2 3 4 5

18. | have had the opportunity in my residency to identify opportunities for health advocacy,
health promotion and disease prevention with my patients.
Strongly Disagree Strongly Agree
1 2 3 4 5

19. | have had the opportunity in my residency to identify opportunities for health advocacy,
health promotion and disease prevention as part of the community that | serve.
Strongly Disagree Strongly Agree
1 2 3 4 5

Continued on next page
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20. | have had the opportunity in my residency to identify and discuss the impact of public policy
on the health of the population as a whole.
Strongly Disagree Strongly Agree
1 2 3 4 5
21. During my residency, | have had formal exposure to the ethical and professional issues
inherent in health advocacy.
Strongly Disagree Strongly Agree
1 2 3 4 5

22. During my residency, | have had formal teaching of the ethical and professional issues
inherent in clinical research.
Strongly Disagree Strongly Agree
1 2 3 4 b

23. During my residency, | have had formal teaching of the ethical and professional issues
inherent in clinical practice of urology.
Strongly Disagree Strongly Agree
1 2 3 4 5
24. During my residency, faculty frequently addressed health advocacy during clinical learning
experiences.
Strongly Disagree Strongly Agree
1 2 3 4 5
25. During my residency, faculty frequently formally addressed health advocacy during explicit
sessions or role modeling.

Strongly Disagree Strongly Agree
1 2 3 4 5
26. | am well informed of different urologic health advocacy groups in my community.
Strongly Disagree Strongly Agree
1 2 3 4 5

27. During my residency, | have had the opportunity to attend or participate in urologic health
advocacy groups in my community.

Strongly Disagree Strongly Agree
1 2 3 4 5
28. | am aware that aspects of health advocacy are part of the objectives in my residency.
Strongly Disagree Strongly Agree
1 2 3 4 5
29. 1 am aware that aspects of health advocacy are part of the evaluation reports in my residency.
Strongly Disagree Strongly Agree
1 2 3 4 5

30. | feel that more formal exposure/education in health advocacy should be implemented in a
urologic residency.

Strongly Disagree Strongly Agree
1 2 3 4 5

31. | feel that my program’s approach to teaching and evaluation of health advocacy is
appropriate for urologic training
Strongly Disagree Strongly Agree
1 2 3 4 5

32. 1 would support the opportunity to spend more time during my residency on local rotations
concentrating mostly on health advocacy experiences.
Strongly Disagree Strongly Agree
1 2 3 4 5

33. 1 would support the opportunity to spend more time during my residency on international
rotations concentrating mostly on health advocacy experiences.

Strongly Disagree Strongly Agree
1 2 3 4 5
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