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Abstract

The purpose of this research was to investigate why GPs/FPs are having difficulty
collaborating with other health and human service professionals on matters of ‘child
protection. Since the symptoms of a child in need of protection are often hidden and can
easily be minimized or attributed to something else, an assertiveness to rigorously
investigate ambiguoﬁs symptoms is required. This research applied Organizational
Citizenship Behaviour theory to understand some of the barriers and facilitators to
assertive collaboration.

The research survey of 190 GPs/FPs in Vancouver BC, showed that the referral
process in child protection cases is lengthy (often a few hours over several weeks), and
the GP/FP is rarely remunerated for this time. Most GPs/FPs believe that it takes longer
to refer to non-MDs than to MDs. GPs/FPs who refer to non-MDs have more
interprofessional education (mentoring, CCFP certification), and work in group practices
more often than in solo practices. GPs/FPs who are paid by fee-for-service refer to non-
MDs less often than those who are paid by other methods (e.g., salary).

Abundant additional information was collected beyond the basic research question,
mainly for future research. Some of’these data are striking: many GPs/FPs have never
referred a child/family for a child protection concern; most child protection referrals are
to pediatricians and then to psychiatrists; the GPs/FPs who stated that non-MD referrals
take longer than MD referrals referred more to pédiatricians and psychiatrists than to non-
MDs; the GPs/FPs who refer to non-MDs stated that it took the same amount of time to
refer to non-MDs or MDs. Another distinctive finding was that the survey comments

showed strong GP/FP frustration with the lack of help for children and their families,

including some alarming examples.
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The work reported here provides data about MD/non-MD collaboration, discusses
practice implications, and offers suggestions about how to encourage child protection
referrals from GPs/FPs particularly to non-MD health and human service professionals.

GPs/FPs may be the province’s most accessible, powerful professional resource for

children and their families, and the least motivated to take action.
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Chapter 1: Background
Introduction
Better early intervention in child protection cases is needed - it does not occur enbugh
(Gos/e, 1995). Health and_ human service pfofessionals are not pooling known
information about families, and often do not individually realize the magnitude of
particular problems. Consequently, they often miss early and late opportunities to take
decisive action (Gove, 1995). Collaboration needs to be more effective and efficient
between General Practitioners (GPs) / Family Physicians (FPs) and other health and
human service professionals (e.g., nurses, psychologists, and social workers). The Gove
Inquiry did not explore the structural and organizational issues for GPs/FPs which could
be barriers to collaboration. Structural barriers (e.g., legal_ concerns surrounding
confidentiality) and organizational issues (e.g., unclear roles, time limitations, lack of
remuneration for their time) appear to significantly impede GPs/FPs from collaborating.
The research reported in this thesis focuses on these organizational issues from a
theoretical and practical perspective. Organizational Citizenship Behaviour (OCB)
theory, which addresses time limitations and fairness, is applied. OCB theory suggests
that if GPs/FPs believe that child protection collaboration is an “extra role” activity,
organizational issues will influence the extent to which it is done. The objectives of the
research were to learn whether collaboration patterns were accounted for by the
behaviour described in OCB theory, and to use outcomes to suggest further research for
practice implications. |

The Role of the General Practitioner / Family Physician

As the “gatekeepers” of the Canadian health care system (Gass, 1997), GPs/FPs treat

" most patients themselves, and refer some to other health and human service professionals,
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mainly other MDs. Some patients visit GPs/FPs solely to acquire these referrals, as
reqﬁired by the BC Medical Services Plan (MSP). Visits are for many reasons, often
involving psychosocial issues (McWhinney, 1989). Family practice residents currently
receive training in the management of psychosocial problems, in addition to their more
traditional bio-medical training. They are taught that these two areas often overlap.

Nevertheless, GPs/FPs appear to under-treat psychosocial distress.
“The prevalenée of psychosocial problems in primary care is estimated to be high.
Various studies, including several that asked physicians to estimate the burden of
psychosocial distress in their own practices, indicate that between 20 % and 47 % of
patients visiting family or general practitioners are suffering from significant |
emotional or psychological problems. Despite this high prevaience and physicians'
apparent awareness of it, the amount of time devoted to treatment of psychosocial
problems in daily practice tends to be low; in several Sﬁrveys, family ’physicians
themselves estimated that they do psychotherapy, céunseling, or "therapeutic
listening" in less than 5 % of all patient visits. Nor is the disparity between prevalence
and treatment accounted for by high referral rates. Studies indicate that family
physicians refer an average of only 5 % of patients with diagnoséd psycho‘social
problerhs to any rﬁental health resource and that only 1 % of all family physicians'
referrals are to non-rﬁedical_community resources. There could be many reasons for
thesé low referral rates; lack of time, inadequate community resources, poor previous
experience, assumptions about patient wishes, and negative attitudés about referral

have all been cited. Few studies have attempted to assess family physicians'

knowledge of social services” (Craven, Kates & Raso, 1990, p 443).
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Clearly there is a need for research that will examine whéther concerns about child
protection are one of the psychosocial problems on which GPs/FPs spend little time, and
if so why that is the case.-

GPs/FPs are in a unique position to assist children in profound ways, particularly
when more than one family member attends the practice, and when relationships can be
built over time. It is frequently the case that the GP/FP may be one of a few people
known to the child, who has the opportunity, legitimaqy and the power to intervene.

According to the Child, Family, and Community Services Act, 1997 (see Appendix I),
all suspicions of child abuse must be reported immediately. The Canadian Incidence
Study of Reported Child Abuse and Neglect ‘states that health professionals (defined as
hospital- and clinic-based physicians and nurses, and public health nurses) report 5 % of
the cases reported to child welfare services (Trocmé et al., 2001, p. 92 ahd 93).!

There are often other sitﬁations that may represent abuse-related symptoms, however,
which are not clearly reportable (e.g., a child with chronic nightmares and/or stomach:
aches). In such instances, options open to the GP/FP include:

¢ minimizing the concern that syfnptoms may be related to child abuse and doing
nothing;

o waiting until the child/family provides the opportunity to collect more data;

» seeking-out other professionals who know the child/family and discussing concerns

with them; and

referring the child and family to another professional.

It is not known how often each of these options is executed. What is clear, however, is
that the public outcry following the death of Matthew Vaudreuil, the focal point of the
Gove Inquiry, showed that society expects éll_ health and human service professionals,

including physicians, to do far more to protect children.

! The proportion of physicians versus nurses could be calculated separately, as the survey its'elf
distinguishes between the two (Trocmé et al., 2001, p. 124).
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“In five and one-half years Matthew had at least 60 doctor's office visits, and was
taken to emergency wards at least 20 times, usually for non-emergencies.
.Examinations of Matthew appear to have been perfo_rmed professionally, and the
medical records often identify (his mother) as a major source of Matthew's difficulties.
Each procedure seems to have been done adequately, but in almost all cases they were
isolated interventions. The immediate concern was addressed but Matthew's overall
safety and well-being were not” (Gove, 1995, p. 150).

How the GP/FP can collaborate with other health and human service professionals
more effectively is unclear. While 118 recommendations were made following the Gove
Inquiry (Morton, 1996) none of them describe spéciﬁc actions GPs/FPs might or should
take to improve collaboration. The recommendations repeatedly insist that collaboration
needs to be improved, but examples are only given for govemmenf offices and for ideal
government-organized community centres, not for practitioners in solo or small group
.practice. Note, for example, the vagueness of Recommendation 61: “Members of the
medical profession need to work with other child welfare professions and service
organizations to improve cross-disciplinary approaches to training and development"
(Morton, 1996). Also, the recommendations do not acknowledge that some physicians are
reluctant to report even clear cases of children in need of protection,.and even more
reluctant to act on cases of greater ambiguity (e.g., anonymous personai communication, |
Octobér 15, 1998; Vulliamy, 1998).

If a GP/FP chooses to collabdrate with other p;ofessiénals, forming alliances can be
difﬁcult. In some communities, other professionals often are not as accessiblé as they are

in structured locations, such as hospitals. Alliances formed in hospital settings are
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frequently not transferable into the community, since most non-MDé seldom work in
both environments. There are no organizéd mechanisms for individual practitioners to
connect with éach other in larger communities, such as cities. Connections are frequently
limited to social encounters on a casual basis, or may be non-existent. -

Whether the role of the GP/FP includes responsibility for other members of the health
and human services team is also unclear aﬁd problematic. The belief that medical doctors
are responsible for the. work of the entire professional team is widely held. For example,
Merton, Reader and Kendall (1957) state that: “The physician must collaborate with
others of the medical team rather than dominate them (nurses, social workers, .
technicians). But, he has the final responsibility for the team and must see to it that his
associates meet high standards” (p. 75). A competing belief is that each professional is an
equal team member. This misunderstanding was demonstrated recently.when a medical
student in a role play simulation at The University of British Columbia stated
emphatically that she was “in cﬁarge” to the 12 other health and human service students
on her team. Her belief was questioned afterwards by those in the other professions, .
inclﬁding a nursing faculty member. The medical student was puzzled and stated that this
is what she had been taught (personal communication, October 8, 1998).

Responsibility within collaborative teams currently appears to vary, particularly when
it is not clear who is a feam member (i.e., when members do not practice in the same
location). bAny team member can be in charge, a;ld the role may rotate. The most suitable
person to be in charge may, for example, be the most experienced professional; or the one

who knows the family best; or the one with the best rapport with the family; or the one

with the strongest team building skills; or the one who saw the family th'eb most recently;




 Referral Issues 6

or even a family member. Converéely, leadership may be assumed by no one, a state that
may' go unnoticed for years (as with the case of Matthew Vaudreil and his family). It is
unélear whether anyone from any of the professions wants to assumé the daunting role of
leading the entire team themselves, or chversely to fully respect the leadefship of
someone else. Not having a team leader, however, has proven to be dangerous for
children and their families (Gove, 1995).

The Benefits of Collaboration

The BC Mirﬁstry for Children and Families has identified several reasons why
interprofessional collaboration is particularly advantageous to children and families:
“Children and families have a wide range of often complex and inter-related needs.
These needs cannot be adequately addressed by individual service préviders working
in isolation. While the correct range of services may be provided, they can prove
ineffectigle. For example, when service providérs work in isolation, clients may have
td deal with mény different professionals who may or may not be in contact with each
other; information about a case may be missed; information may have to be repeated
by client and prov'ide.r; time may be wasted, and minor but vital links between services
~ may be overlooked” (BC Ministry for Childreﬂ and Families [BCMCF], 1997).
More Speciﬁc advantages, according to Anglin and Artz (1998, p. 7) are:
“1. better case assessment and planning through coordination and collaboration of
inputs from different disciplines;
2. the development of joint initiatives;
3. more informed decisions through greater information and multiple perspectives;

4. a higher level of productivity;
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5. increase staff satisfaction and professional stimulation;

6. more effective use and exchaﬁge of resources;

7. more holistic perspective and understanding of client and situation;

8. more creative thinking about client and situation;

9. can deal more effectively with complex and broad issues and questions;
iO. ability to solve problems beyond the scope of any one discipline;

11. enhanced competence of team members;

12. shared responsibility cushions the effect of failure;

13. power vparity and equity amongét team members; and

'14. emotional support for other team members.”

The Availability of Collaborators

The large number of health and human service professionals who work with children
and their families, appear to be readily available to GPs/FPs in many locations (see
Table 1).

- In Vancouver, there are dozens of pr_ofessional service options for families. For
example, The Red Book Directory of Services for the Lower Mainland has been
published annually since 1958 (Information Services, 1998, p iii). The 1998 edition lists
107 agencies as resources for fafnilies (p. 684-687), and several hundred more for various
related subjects (p. 581-849). Additionally, it includes 120 private practitioners
separately; 28 of them indicate that they specialize in family issues and/or family
violence (p. 945). Each practitioner is further described individually with common

headings: professional accreditation, services offered, theoretical orientation, areas of

“special interest, availability, fees, description of services, and special services. There are
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- other resources, which are not listed in the Red Book (e.g., additional private
practitioners listed in The Yellow Pages, programs offered through the Vancouver

Richmond Health Board such as “Nobody’s Perfect”).

Table la

Health and Human Service Professionals Who Work With Children/Families in the

Community

Professionals

Audiologists
Child and Youth Care Workers
" Counsellors/Psychologists
Dentists |
Dietitians
Mgdical Doctors
Ment.al:Health Workers
Nursés
~ Physical Therapists
Social Workers
Speech/Language Pathologists

Teachers
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Table 1b

Locations of Health and Human Service Professionals Who Work With

Children/Families in the Community

Locations

agenéies (private and public) |

daycar¢ centres (private and public)
cliflics (private and public)

family services teams (public and private)
group practices

_ health departments

schools

solo practices

universities

The recommendations from the Gove Inquiry, suggest that resources, such as those
described above are underutilized (Morton, 1996), although the reason is unclear.
Reasons may include the need for patients to pay for some of these services themselves,
or a perception that tﬁese services are reserved for acute cases only. More importantly,
for some professionals, an impersonal disregard towards clients as suggested in the

following statement regarding child protection in BC may be the reason:

“Relationship, long thought to be at the heart of helping, is hard to develop when no

preventive or early-supporf services are offered and the ministry is reduced to policing
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child maltreatment and adjudicating whether there is sufficient risk to warrant
removal” (Sullivan, 2000, Al ).
| Referrals
It is not known how often or how easily GPs/FPs refer childrén and families to other
health and human service professionals in the community for any reason, much less
specifically for child protection. The following related data, however, suggest that the
referral rate is low:

1. “...family physicians refer an average of only 5 % of patients with diagnosed
psychosocial problems to any mental health resource and only 1 % of all family
physicians’ referrals are to non-medical community resources” (Craven et al., 1990,
p 443).

2. “Epidemiological data suggest that approximately 20 % of children seen by
primary care physicians either meet criteria for psycnopathological disorders or

disturbance of role functioning. Physicians appear. to identify approxiniately one
half of these children as having psychosocial problems” (Lynch, 1981, p. 273).

3. “A survey of 255 family physicians and general practitioners in the Hamilton |
-Wentworth area, revealed that knowledge of social services and community -
treatment programs was often poor: 65% of 122 respondents did not know about
one or more points of access to social services information, and 26 % reporied that
they knew of appropriate social services for less than half of 13 psychosocial
problems commonly encountered in family practice” (Craven et al., 1990, p. 443).

4. «.pediatricians did not appear to know whether or not the child was safer because

they had reported” (Vulliamy, 1998, p. 70).
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- Studies such as these, suggest that GPs/FPs are not responding well to children who
| need protection. | |
" Some of the poor response by GPs/F Ps to children iﬁ need of protection can be
attributed to the difficulty in identifying children in neéd of perectionl For example:
e “..parents fail to disclbse psychosociél concerns to physicians, even whgn they are
asked by physicians” (Lynch, 1981, p. 278); and
o “._signs of possible abuse or neglect, ... particularly those of a behavioural natﬁre,
may be signs. of other problems” (BCMCF, 1998, p. 10).
Even if they do identify a child th may need protection, many GPs/FPs' do not appear
to have a viable action plan ready.

Medical Service Plan Coverage

Because the Medical Services Plan of BC does not pay for patient visits to most non-
MD health and human service profes_sionals, a decision to refer is frequently not taken,
even though limited funding is sometimes provided through clinics and government -

‘supported community agencies. If a G?/F P perceives that such agencies are meant only
for children in acute distress, or only for children who need to be apprehended, the GP/FP
may mistakenly believe that there are not available resources for a child with a more
ambiguous risk status. Since many families cannot afford to pay for spgcialized non-MD

services privately (e.g., for visits to a nurse, psychologist, or social worker in private
practice), this may encourage a GP/FP to either refer children and their families to
pediatricians or psychiatfists (who are funded by the MSP), or to minimi;e the neéd fér

support (i.e., do nothing).
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. Chapter 2: Supporting Literature

Health Collaboration

The literature repeatedly documents difficulties in collaboration between health and
human service professionals (e.g., Gilbert et al., 2000; Lynch, 1981; Poulton & West,
1996; Szasa, 1969; Weisbord, 1976). ‘;Bainbridge and Matthews (1996) found that
practitioners did not feel prepared for effective interprofessional teamwork” (Gilbert et
al., 2000, p. 224).

" Most of these difficulties, however, have been studied in large, structured settings
(e.g., hospitals, large rehabilitation clinics). Community interactions have been less well
observed — it is therefore unclear how hospital-based findings might be applied in
community settings.

Issues associated with collaboration were reviewed in five empirical research studies.
Four are published studies: two document physician. to physician referrals (Lanéley, .
MacLellan, Sutherland, & Till, 1992; Langley, Minkin, & Till, 1997); one documents
physician-social worker experiences in hospital settings (Abramson & Mizrahi, 1996); a
fourth describes interviews with six general practice teams (Field & West, 1995). A ﬁfth
study is an unpublished Master’s Degree thesis on pediatrician experiences of reporting
child abuse (Vulliamy, 1998). Although data from these projects do not directly address
referrals between GPs/FPs and other health and human service professionals in the
community for purposes of child protection, these data allow for the generating of
hypotheses. |

‘Langley and MacLellan et al. (1992) surveyed 41 GPs/FPs and 20 consultants in Nova

Scotia about nonmedical factors affecting referrals for consultation (1992) — the
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professional identity of the consultants is not, however, revealed in the article. It is
presumed that by “referral” the authors mean referrals by GPs/FPs to medical doctors
(MDs) who are not GPs/FPs. They conclude that the most influential factors leading to
referral and cited in unprompted interviews are (in descending orderv of prevalence):
patient wishes, FP capabilities, style of practice, FP wishes, availability of consultant,
family’s wishes, difficulties with travel, medicolegal issues, the FP’s geographic location,
and FP-patient relationship (p. 663). It can be assumed that some (or all) of these factors
may also influence GP/FP decisions to refer to non-MD health and human service
professionals.

Langley and Minkin et al. (1997) surveyed 125 GPs/FPs in 5 geographic regions in
Nova Scotié to determine the extent of regional variation of non-medical fgctors that
affect the decisions of GPs/FPs to refer to another health care provider. In this study, the
consultants were described as specialists, a term which in the context of the medical
literature generally means non-GP/FP MDs. They concluded that:

“Three factors affecting referral showed unequivocal variation across the 5 groups.

Access to hospital facilities and remoteness from specialist care, leading to local styles

of practice or treatment policies, and the FP’s relationship with specialist consultants

appéared to be important nonmedical factors affecting referral decisions. For sfmilar
case scenarios the physicians living in rural areas would refer only half as often
overall as those living in urban areas with tertiary care hospitals; for some cases, such
as a severe asthma attack, the difference was more than 7-fold” (Langley & Minkin,

1997, p. 265).
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Oﬁ the basis of these findings it might be presumed that similar factors may influence
| GP/FP decisions to refer to non-MD health and human service professionals.

Abramson and Mizrahi (1996) identified additional issueé that come into play when
MDs collaborate with non-MDs. Fifty three social workers and 50 physicians in 12
hospital settings were interviewed about their best and worst ekperiénces collaborating on
a case. The pérticipants were not randomly selected, and the dynamics in the hospital
setting may be very different than those found in a community setting. Nevertheless, the
conclusions reached in this study suggested topics for investigation in this research:

“Differences between the two professipns were greatest on.the interactional factors,

with social workers valuing them much more than physicians did. Communication

appeared to be the only intrinsic or universal aspect of collaboration equally important

to both groups in both types of cases” (Abramson & Mizrahi, 1996, p. 270).

Most of the ;:oncerns about collaboration were similar for béth social workers and the
physicians. Both were concerned about their dissimilar perspectives. There were four
categories in which social workers and physicians interviewed differed by a factor of
more than 10 out of 30 importance intervals in their ranking — thus (p. 274):
1. your capability not acknowledged (more of a concern to social workers than to
physicians);

2. disrespectful treatment by collaborator (more of a concem to social workers than

to physicians);

3. collaborator’s feedback not timely (more of a concern to physicians than to social

workers); and
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collaborator did not do paperwork (more of a concern to physicians than to social

‘workers) (Abramson & Mizrahi, 1996).

Field and West (1995) identified an e\}en largef number of issues when inore than two

professions were asked about collaborating together. Ninety six members of primary

health care teams in six practices were interviewed in a study “...designed to explore

attitudes to change, team-working, and team-building” (p. 123). Amongst other

conclusions, the following barriers to team-building were identified by the three practices

which had not worked on their team-building (Field & West, 1995, p. 126):

“1. (team-building activities scheduled during) their off duty time; -

2.
3.

4.

8.

9.

lack of undérstanding of the need for team-building;

skepticism about the quality of the initiatives offered;

difficulty in finding suitable timé...to attend;

doubt about the usefulness of events ihvolving only half a team;

fears regarding the process;

perceptibn’ that practice problems are too deep-seated to be helped by a workshop;
doctors perceive_d as not wanting to change; and

receptionists feeling that they are too old to make a contribution.

Vulliamy (1998, 2000) studied issues relating to collaboration that were specific to

child pro{ection. 50 pediatricians in Vancouver BC were asked their opinions regarding

reporting abused children to The Ministry of Children and Families. Their documented

concerns included: lack of confidence in the social workers, disruption to the family, and

loyalty to the child’s parent (Vulliamy, 1998, 2000). For example, 86 % of the 21
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respondents had negative comments about social workers. Their comrﬁents ¢! 998, p. 73).
included the following:
1. “Notably, sometimes I seem to have to convince them they should look in?o things
even with physical evidence reported”; -
2. “Initially I was frustrated that the worker would not do anything as “it would not
stand up in ‘court”; and |
' 3 “The social worker over-reacted, despite my every efforts to prevent this.”
Pediatricians were gurveyed rather than GPS/F Ps, and clearly reportable, rather than
ambiguous, cases were studied. The results of this study clearly suggested that further
research should be conducted with GPs/FPs, in particular, research that Would probé the

confidence of GPs/FPs in other health and human service professionals.

A Provincial Inquiry, Forums, and a Focus Group

. The purpose of the Gove Inquiry (Gove 1995) was to investigate the circumstancé that
led to the death of 5-year old Matthew Vaudreuil, caused by his mother, even though
Matthew and his mother had visited a large number of health and human service
professionals in the seyeral years preceding hié deéth. The inquiry made 118
recorﬁmendations targeted at prevention of such tragedies in the future. One of those
recbmmendatiogls was to teach health and human service -professionals how to collaborate
with each other (Morton, 1996). To further this recommendation, the Ministry of
- Advanced Education subsequently funded an interprofessional team from The University
of BC (UBC) vand The University of Victbria (UVic), of which I was a member, whose

task was to develop curricula focusing on child protection for students and practitioners.

Parts of the curricula were successfully piloted in April, 1999 and the entire curriculum
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(Harrison et al., 1999) was subsequently distributed for implémentation to educational
‘institutions throughout the province. Implementation, however, has been difficult. Some
disciplines cite academic topics of higher priority or an .inability to schedule a common
time convenient for students from sevéral disciplines to learn together (berson’al "
communication, August 15, 2000). Many other recommendations made by the Gove
Inquiry are also progressing slowly (Willcocks, 2000).

In the process of developing the aboife mentioned curricula, the UBC/UVic team
conducted two forums and a focus group in 1997-98. Almost 100 edupators from across
the province attended the forums, and approximately one dozen front-line health and
- human service professionals attended the focus group. One of the many concerns

expressed, particularly by focus group members, was the unwillingness of many GPs/FPs
to collaborate outside of hospital settings with non-MD health and human service
professionals. Participants suggested that this unwillingness to collaborate was primarily
due to two factors: GP/FP concerns about the legal requirements to maintain patient
confidentiality, and the reluctance of GPs/FPs to collaborate without remuneration.
Focus group members voiced frustration about their inability to obtain crucial |
| information from GPs/FPs about the families with whom they were working. Théy were
also frustrated about “not being treated vresvpectfully as a fellow préfessional” (anonymous
personal communication, June 10, 1998). Focus gfoup participants were particularly
éupportive of my research interest. | |
This health and human services research provides a practical perspective to the issue

of interprofessional child protection collaboration. Research from commerce and

~ sociology provides a theoretical perspective.
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Organizational Theories

Organizational behaviourists and sociologists have explored various facilitators and
barriers to collaboration in the workplace, which are applicable to GP/FP collaboration.
According to Peter Robertson (1998): "In general terms, collaboration refers to the
process through which two or more actors intentionally work together to accomplish a
- specified objective....Four main prerequisites (are) necessary for organizations and their |
membérs to collaborate; incentive, willingness, ability, and capacity” (p. 70). It is not
khowﬁ to what extent GPs/FPs possess each of these prerequisites. As health aﬁd human
service professionals can minimize their collabora‘tion' with each other if they wish (since
GPs/FPs are not requireci to work with non-MDs in the community), some insight may be
found in a theory which looks at “extra-role” behavibur - Orgé.nizational Citizenship
Behaviour theory.

Organizational Behaviour Theory

Orgahizdtional Citizenship Behavior (OCB) was developed in a Schqol of Business
doctoral thesis (Smith, 1983) and in a.subseql'xent article (Smith, Organ & Near 1983).
Smith summarized OCB as “...innovative and spontaneous activity that goés beyond role
prescriptions”, which is actually essential to the operation of the organization (Smith et
al., 1983, p. 653). This concept was subsequently studied extensively by W. Dennis
Organ (Bateman & Organ, 1983; Farh, Podsakoff & Organ, 1990; Hui, Organ & Crooker,
1994; Konovsky & Organ, 1996; Mobrman, Niehoff & Organ,1993; Organ, 1988; 'Organ,
1990; Organ, 1994; Organ. & Konovsky, 1989; Organ & Lingl, 1995; Organ & Moorman,

1993; Organ & Ryan, 1995 ; Smith, Organ & Near, 1983). Although much of Organ’s

research attempted to describe factors which facilitate or impede OCB, the conclusions
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he reached were somewhat mixed. The most important findings relate to positive job
attitudes and sub-categories that include perceptions of workplace fairness and
organizational commitment. Some of the other hypotheses include personal issues,
organizational iﬁcentives, and issues of leadership.

In the first description of OCB, Smith et al. (1983) credits the contribution of Katz
(1964) with inspiring the development of OCB. Katz acknowledged that one of the basic
types of behaviour essential for a functioning organization, is behaviour which Smith
summarize.d as: “...innovative and spontaneous activity that goes beyond role
prescriptions....Every factory, office, or bureau depends daily on a myriad of acts of
cooperation, helpfulness, suggestions, gestures of goodwill, altruism, and other instances
of what we might call citizenship behavior” (Smith et al., 1983, p. 653).

Smith also credits Roethlisberger and Dickson (1964) With introducing the term
cooperation, and differentiating it from productivity. Smith (Smith et al., 1983, p. 653)
summarizes this distinction:

“Cooperation thus included the day-to-day spontaneous prosocial gestures of
individual accommodatidn to thé work needs of others (e.g., co-workers, supervisor,

~ clients in other departments), whereas productivity (or efﬁcieﬁcy) was determined by
the formal or economic structure of the organization.”

Several authors havé identified antecedents to OCB,; for example, Altruism, Social
Exchange Theory, Social Psychology, and Equity Theory:

1) Altruism

“Mood state influences the probability of prosocial gestures. Subjects in whom a

mood of positive affect had been induced — whether by prior success on a
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challenging task, the good fortune of regeiving some windfall, or simply quiet
meditation on past enjoyable experiences — were more likely to behave
altruistically”(Srﬁith et al., 1983, p. 654). |
2) Social Exchange Theory .
“To the extent that a pefson’s satisfactio;l results from the efforts of
organizational officials and such efforts are interpreted as volitional and
nonmanipulative in intent, the person will seek to reciprocate those efforts”
(Bateman & Organ, 1983, p. 58-8).
3) Social Psychological Experiments
“Social psychological experiments strongly support the contention that prosocial
gestures are most likely to occur when a person experiences a generalized mood
state characterized by positive affect. To the extent that job satisfaction, as
conventionally measured, reflects this positive affective state, it is likely that more
satisfied persons display more of the prosocjal, citizenship behaviors” (Bateman
& Organ, 1983, p. 588).
4) Equity Theory
~ “Both early and more recent work on equity theory has shown that employée job
pérformance' may iﬁcrease or decrease in relation to perceptions of inequitable
outéomes” (Moorman, 1991, p. 845).
Smith synthesized several of these antecedents and concluded that “Citizenship
behaviours are important because they lubricate the social machinery of the organization.

They provide the flexibility needed to work through many unforeseen contingencies; they

enable participants to cope with the otherwise awesome condition of interdependence on
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each other” (Smith et al., 1983, p. 653-4). Smith contended that “Good citizenship
behaviour could be accounted for by characteristic mood state and the extent to which
certain environmental forces and individual diffefence variables could independently
predict citizenship behavior (anith et al., 1983, p. 656).

Smith studied 422 bank employees. She concluded thét leader supportiveness and job
satisfaction facilitated OCB. She was unable to reach conclusions, however, about the
effects of education, urban/rural origin, generalized compliance, task interdependence,
extraversion, belief in a just world, ér birth order. These preliminafy findings led her to
conclude that OCB was worthy of further study (Smith et al., 1983). |

OCB theory was in an initial, exploratory phase, from 1983 until 1993-1995, and was
summarized by Organ in three review articles (Organ, 1994; Organ & Moorman, 1993;
Organ & Ryan, 1995). In 1993, he concluded that “fairness, rather than job satisfaction, |

~ accounts for OCB” (Organ & Moorman, 1993, p. 5). In 1994, he concluded that “a
review of the research on personality measures and OCB does not support the case for |
dispositional affectivity as an important determinant of OCB. A stronger case emerges
for the role of some variant of conscientiousﬁess” (Organ, 1994, p. 465). In 1995 he
compiled a meta-analysis of 55 OCB articles and concluded that:

“The relationship between job satisfaction and OCB is stronger than that between
satisfaction and in-role performance, at least among nonmanagerial and
nohprofessional groups. Other attitudinal measures (perceived fairness, organizational
commitment and leader supportiveness) correlate with OCB at roughly the same le§e1 ‘

as satisfaction. Dispositional measures do not correlate nearly as well with OCB, with

the exception of conscientiousness” (Organ & Ryan, 1995, p. 465).
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He also warned that self- versus other-ratings of OCB differ widely (Organ & Lingl],
1995).

Organizational Citizenship Behaviour Research

Few studies of OCB were published immediately following Smith’s thesis and article
(perhaps reflecting the fact that she died prior to publication and received her degree
posthumously). Several studies, howéver, have been published recently, which suggests

| that investigators are developing an interest in the theory of OCB as a useful descriptive
framework. |

At least 18 studies have been published which have investigated the application of
OCB. I focus on six that centre on: identification of extra-roles (Morrison, 1994; Latharﬁ, :

~ Millman & Karambayya, 1997), fairness (Farh ét al., 1990; Moorman, 1991; Niehoff &
Moorman, 1993) and time limitations (Hui et al., 1994). Other studies characterize:
leadership (Deluga, 1994; Morrison & Phelps, 1999; Van Yperen, van den Bert &

' Willéring, 1999), organizational commitment (Williams, 1991; Gregerson, 1993),
organjzational incentives (Deckop, Mangel & Cirka 1999; Skarlicki & Latham, 1995;
Werner, 1994), and personal issues (Organ & Konovsky, 1989; Pearce & Gregersen,
1991; Eastman, 1994; Witt & Silver, 1994). These numerous characteristics of behaviour
likely cén also be applied to the decisions made by GP’s/FP’s to initiate referrals. The
characteristics: extra-roles, faimess, and time limitations were sele‘cted for study because

they appeared most relevant to GPs/FPs.

The identification of extra-roles is a logical starting point.
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| The Identification of Extra—Rbles

The literature warns that the distinctioh between a prescribed role and an extra-role is
often unclear. Employees, mariégers, and'researchers define numerous activities
differently.

In a survey of 317 clerical workers, Morrison (1994) reported that embloyees differed
in what they defined as in-role and extra-role behavior. Differences were related to
commitment and social cues (i.e., employees were more likely to display OCB if they
defined the behavior as in-role rather than extra-role). The results of this study indicate
fhat “the boundary between in-role and extra-role behavior is not clearly defined and that
OCB is a function of how broadly employees define their job responsibilities” (Morrison,
1994, p. 1543). |

Latham et al. (1997) also found confusion of the definition associated with particular
extra-role behaviours - employees are unclear about which activities constitute extra-role
behaviour, as are their managers, and investigators of OCB.

“59 researchers, scholars, managers, and union emﬁloyees were surveyed ...using

scales designed to measure OCB, altruism, bollectivism, and organizational

commitment. The results showed that only OCB researchers could distinguish OCB
items from the other three‘ content domains. Managers were only able to distinguish

OCB items from altruism. Union members perceived the OCB scale items to be és

indicative of altruism, collectivism, and organizational commitméht as they are of

OCB. (Scholars) perceived OCB items to be as indicative of collectivism and

organization commitment as they are of OCB. Thus it would appear that items that
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purportedly measure OCB are not perceived as falling in a unique content domain”

(Latham et al., 1997, p. 206-7).

This investigation calls into question all OCB studies which do not rigorously address
these different perspectives.. It is therefore essential that investigators who use OCB
theory, acknowledge that in-role and extra-role behaviours are often deﬁned differently.
This difference in definition leads to an inconclusiveness in results.

~ The secqnd OCB characteristic selected for study is fairness.
Fairness

In addition to the review by Organ and Moorman (1993), three studies focusing on
fairness and OCB cqncluded that fairness was a key compoﬁent of job satisfaction which
léd to OCB (Farh et al., 1990; Moorman, 1991; Niehoff & Moorman, 1993).

Farh et al. (1990) found that fairness was distinct from satisfaction. She studied leader
fairness in relation to satisfaction and task scope, and its influence on OCB in 195
Taiwanese Ministry of Communications workers. “Overall, the data do not support the
view that satisfaction is in any sense a direct cause of antecedent bf either Altruism or
Compliance....Leader fairness and task characteristics are the relevant causal variables”
(Farh et al., 1990, p. 716-717).

Fairness was also the most important component of job satisfaction leading to OCB
according to Moonnan (1991). Moorman assessed 225 erhployee self-ratings and ratings
from their managers, in two painting industry companies. When perceptions of fairness

were measured separately from job satisfaction, job satisfaction was not related to OCB

(Moorman, 1991, p. 845).
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Niehoff and Moorman (1993) supported the finding of fairness as a key issue. They
studied the impact of perforrriance monitoring on OCB in 213 employees of a national
movie theatre company. Both negative and positive effects on OCB were documentéd. |
Monitoring restricted employees from performing some extra duties, but also increésed
the percepﬁon of workload fairness which increased performing extra duties pveréll
(Niehoff & Moorman, 1993, p. 527).

The third OCB characteristic selected for study is time limitations.

Time Limitations

The effect of time limitations on OCB behaviour has not b.een well studied, despite
their logical connection (i.e., how can anyone do anything extra without having extra
time?). Only one study was found which addressed time limitations (Hui et al., 1994).

* Hui et al. (1994) conducted a study of 77 undergraduate students, in which time

pressure was manipulated in a laboratory task. The objective of the study was to test
' Whetﬁer time limitations a;nd personality contributed to OCB. Participants were asked to
corﬁplete a personality questionnaire, and to perform a calculation. Half of the
participants performed the calculation under time pressure, and the other half performed
the calculation without time pressure. After each participant was thanked and left the test
area, s’he was asked by a stranger in the hall to comblete a seemingly unrelated survey.
Completing this survey for the stranger was deemed to be a demonstration of OCB. Three
variables were studied:

e Type A personalities versus Type‘ B personalities. “Type A scorers exhibit an

attentional style that fixes upon stimuli central to their assigned task.

Compared to their opposites (Type B scorers), they show less sensitivity to
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peripheral cﬁes....Type A persons have a higher threshold for sensing, or even
caring about what is not relevant to their tasks at hand” (Hui et al., 1994, p.
201); |
e Time pressure versus no time pressure; and
- o Completing the seemingly unrelated survey or not.
The results of this study indicated that Type A scores did not correlate with completing
the seemingly unrelated survey less often; but time pressure did correlate with completing
it less often. The authors concluded that time pressure, rather than personality, facilitates
OCB. | |

OCB Research Summary

The OCB literature is still developing and sbme of the findings in that literature are
difficult to reconcile. While a matrix of complex contribqting factors and implications is
exciting to _contemplate, a well-defined matrix does not yet exist. In 1997, Latham et al.
wérned that “OCB is curréntly in danger of degenerating into a contentless construct to |
the extent that it defines everything aﬁd anything and hence cannot advance our
understanding of employee behaviour” (Latham et al., 1997, p. 207). Although three
review articles by Organ attempted to consolidate the researqh findings, a more focused
theory needs to be developed.

Studies to date are also limited because only a segment of the workforce has been
studied. Organ acknowledges this limitation in the main conclusion of his most recent
meta-analysis: “job attitudes are robust predictors of OCB ... at least among

nonmanagerial and nonprofessional groups” (Organ & Ryan, 1995, p. 775). Few attempts

to study managers and professionals have been made, and those that have are weak. For




Referral Issues 27

example; surveys of executive MBA students, while a convenient pophlation to sample,
are not representative of managers (e.g., Williams & Andersoﬁ, 1991; Morrison &
Phelps, 1999). |

Despite its limitations, OCB may be applicable in understanding GP/FP referrals to
non-MD health and human service professionals for child protection concerns. For
example, it may be the case that GPs/FPs who make these referrals are'better
brganizational citizens than those who do not make such referrals, or perhaps those who
have learned to reduce the time demands of these referrals and those who are fairly
remunerated for this time make these referrals more often.

.Determining whether the pursuit of child protection issues is considered to be an
extra-role or an in-role behaviour for GPs/FPs is difficult. Most GPs/FPs are likely to
respond that it is their legal responsibility to report suspicious cases, and therefore it is an
| in-role behaviour. But, the symﬁtoms of a child ih need of protection are ‘often
nonspecific and can easily be minimized or attributed to something else. This reQuires'an
assertiveness to rigorously investigate symptoms which may not imrhediately‘cause
concern. This assertiveness would be an extra-role behaviour for‘ a GP/FP.

This assertiveness was not investigated in this research, as it is »impossible to quantify
~ in a self-administered survey (i.e., are GPs/FPs able to judge their individual levvel of |

assertiveness?). Rather, the factors which support extra-role behaviour were investigated.
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Chapter 3: Research Methodology
The time required of the GP/FP to refer concerns about child protection and related
issues, were the focus of this research. A research question, propositions, concepts,
hypotheses, and a survey were developed over a 2 year period. The Survey was
implemented during the summer of 2000.

Research Question

In this research I asked whether time and related issues are significant factors in the
decision of GPs/FPs to refer or not refer children and their families tovhealth and human
service professionals for concerns about child protection. Posing this question allowed
simultaneous collection of demographic and descriptive data associated with referral

patterns.

Propositions

1. When referring children and their families to non-MD health and human service
professionals for concerns about child protection, a significant amount of time is
required for most GPs/FPs to complete the referrai process.

2‘. When referring children and their families for concerns about child protection,
more time is required for the process when GPs/FPs refer to non-MD health and
human service professionals than when referral is made to other MDs.

3. When referring children and their families to non-MD health and human service
professionals for concerns abdut child protection, interprofessional edu(;ation
facilitates the referral process. |

4. Group practice settings facilitate the referral process for GP/FP referrals to

non-MD health and human service professionals for concerns about child
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protection.
. Fee-for-service payment does not sufficiently compensate GPs/FPs for the ﬁme -'
required to refer children and their families to non-MD health and human service
professionals for concerns about child protection.

| Definitions
1. General practitioners: general pfactitioners have graduated from medical school
but have not passed the certification examination of the Canadian College of
Family Physicians (CCFP). |
. Family physicians: family physicians have graduated from medical school and
have passed the CCFP certification examination. Most have graduated from a
* family practice residency program; others study independently in vafious ways for
the examination.
. Child protection: advocating an individual child’s legalv rights, according to the
Child, Family and Community Service Act (see Appendix II). |
. Concerns: defined by each individual GP/FP.
. Health and human service professional: a licensed or certificated professional in
one of the health or human service professions.
. Refer: to arrange for another health and human service professional to see a

particular child/family.

. Referral process: a series of components including:
e deciding to which professional d child/family should be referred;
e asking the professional if they.would be willing/able to see the child/family;

. enéouraging the family to see another health and human service professional;
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¢ providing the professional with adequate background information; and
. leafning the initial opinidn of the professional (e.g., through a report from the
professional or a conversation with the professional).

8. Interprofessional: weaving professional expertise, recognizing that this weaving is
not executed side-by-side but rather by sharing knowledge with ea'ch}ovther, and
recognizing thaf each pro_fession draws from many disciplines.

9. Interprofessional Education: includes three types:

a. preparing for the College of Family Physicians of Canada certification
examination (CCFP): usually by attending a family practice residency
progra.m; others study independently in various ways for the examination
(the family practice residency prograrhs include some interprofessional

| education);

b. ' training: formal training, further defined by each GP/FP; and

c. mentoring: demonstrating wisdom/skills by an experienced and trusted
advisor. |

Hypotheses
1. When.GPs/F Ps refer children and their families for concéms about child protection,
the process takes less than 30 minutes. |
2. There is no significant difference in perception of the time required for th¢ referral
process when GPs/FPs refer children and their families to another MD or to a
. non-MD health and human service professional.

3. There is no significant correlation between interprofessional education and referrals

to non-MD health and human service professionals for child protection concerns.
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4.4 There is no signiﬁcant correlation between practice set/ting and GP/FP referrals of
chilciren and their families to non-MD health and human service professionals for
concerns aliout child protection.

5. There is no significant correlation between payment by fee-for-service versus other
methods of payment, and GP/FP referrals of children and their families to non-MD
healih and human éervice professionals.

Survey Development

The survey and its cover letter incorporated suggestions from two pilot tests, and frorn_
several UBC professors in different disciplines. Pilot tests were conducted on general
practitioners, family physicians, and social science researchers (six pai’ticipants in tctal_).
The survey was restricted to two double-sided pages, to respect time constraints on
physicians, and used language consistent with thc education of physicians and with
conventional medical terminology (see Appendices III - V). The survey responses were
designed for coding into the coinputer program SPSS.

The survey was difficult to develop. Initially, case studies were developed to limit
interpretations of “a child protection concern”. The first pilot test showed that the case
studies confused respondents and diverted attention from the key research questions. For
example, half-page cnse studies could not provide all of thé details needed for objective
assessment (i.e., respondents replied: “can’t answer - not encugh information™). Another
issue is that case studies which clearly provoke concern, by law must be reported to the
Ministry of Children and Families (see Appendix I). Therefore, the case studies

inadvertently focused on whether the case was reportable rather than on referrable to

another health and human service professional.
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Asking questions about hovs} respondents collaborated with other health and human
service professionals (e.g., by telephone, in writing, in person) was‘a second approach
which was abandoned. This method proved to be too complex for this particular survey
because of the diversity of circumstances of patients and service providers. For example,
sometimes the families are well-known to both service providers or not knowﬂ at all;
sometimes the service providers know each other well or not at all; sometimes service
providers share office space or are on the other side of town from each other. These
examples could form the basis for future research questions.

Every reﬂzision of the survey iﬁcreased my understanding of the issues, and the
_difficulties associated with applying quantitative research methodology to such variable
questions. Most of the questions I wanted to ask proved to be ambiguous and
circumstantial, despite the most ;:areful wording, as in the example: “Which conce'rﬁs do
you refer to non-MDs; which concerns do you refer to MDs?” Therefore, my survey
might easily have frustrated respondents and lead to meaningless results. I therefore
focused on those pieces of information which were quantifiable across the large sample.

A qualitative approach was considered, particularly because several illuminating
individual inteﬁziews with GPs/FPs were conducted during the design phase. Because
many of the perceptions of the GPs/FPs were so different each from the other, my interest
in learning about the patterns of referrals rather than individual circumstances was
reinforced and»a quali;[ative approach was also abandoned.

The solution for the survey was to use broad wording which would accommodate

different respondent interpretations and circumstances. For example, the final version of

the survey allowed the phrase “child protection” to be defined by each respondent.
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Another example was the utilization of the phrase: “if you had protection concerns about
- achild” rather than providing case studies.
The second pilot survey was successful and therefore formed the basis of this study.

Survey Sampling

It was difficult to obtain an accurate sampling frame, as confidentiality restrictions
limit access to lists of active physicians in the province. The 1999-2000 BC Medical
Directory offered the best staring point. The Directory lists physicians by location and
specialty, but does not differentiate physicians who do not see patients. For example,
many physicians listed occupy administrative, teaching or research roles. In addition, the
Directory goes quickly out of date. Many physicians listed in the Directory, therefore,
would be ineligible or no longer at the address listed. The Ministry of Health (MoH)
agreed to delete inactive names if | submitted a list to them. Therefore, I sent the MoH a
list of those physicians in the 1999-2000 BC Medical Directdry who:

1. were listed as practicing in the City of Vancouver (p. 192-228);

2. did not have a specialty indicated next to their names (Family Medicine is no

longer identified as a specialty in the Directory); and

3. were not listed on the Temporary Register.

I ideritiﬁed 1,084 such names, entered them onto an Excel spreadsheet in aIphabetical
order, and sent the spreadsheet to the MoH in the spring of 2000. The MoH deleted 163
names. [ numbereci the remaining 921 alphabeticélly, and listed in ascending order. I
randoinly selected 600 of the 921 numbers, using thé computer program SPSS. When
more than one address was listed for the physician selected, the first address listed was

used.
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I chose a sample size of 600 for a conservative estimation of the response rate, and to
allow for limitatibns imposed by the UBC Ethics Cqmmittee. I estimated a 22% response
rate, and estimated that 25 % of those who responded would be ineligible (e.g., those who
do not see batients at all, those who do not see children). Theréfore, out of the sample
size of 600, I anticipated 134 responses, with 33 being ineligible, for a total of 101
eligible responses. This ensured that I would receive the 100 responses necessary for the
statistical analysis I had planned. The low anticipated response rate considered the
historically low response rates of social science surveys, the high volume of requests
received by GPs/FPs, and the requirements of the UBC Ethics Committee that restricted
me to two contacts with physicians, contrary to standard survey methodology (e.g., Gray
& Guppy, 1994). My inability to send a follow-up postcard between a first and second
mailing, make a follow-up phone call after. the second mailing, and conduét a third
mailing to those expressing interest during the phone céll, considerably reduced the
probability of a high response rate (see Appendicés VI -IX).

Survey Data Collection

The survey was sent on Jﬂne 1, 2000 and again on July 31, 2000. A special stamp was
affixed to each outgoingv envelope, as studies have shown that using such a device
increases survey responses (Dillman, 1991). The stamp was a colourful Boys and Girls
'Club stamp portraying three smiiiﬁg children. Business ?eply envelopes were provided,
and were directed to The Office of the Coordinator of Health Sciences at UBC. Thése
reply envelopes included a code number on the outside indicating the originating

respondent, to reduce the size of the second mailing. The code numbers were written in

black ink on the first mailing envelopes and in blue ink on the second mailing envelopes,
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to be able to record from when the response originated. Surveys were separated from
their envelopes immediately upon receipt, well before the data was entered, to ensure the
confidentiality of the respondents. If a survey envelope was returned by Canada Post
indicating return to sender, an attempt was made to obtain a more recent address and fe-
send the survey whenever possible (e.g., I looked up the physician in the Telus telephone
book for a more recent address).

Expenses for the survey were approximately $1,000 plus the use of office equipment,
and were shared by The Office of the Coordinator of Health Sciences at UBC aﬁd The

UBC Department of Family Practice.

Survey Participants

Response Rate

The survey response was more than double that anticipated (47.8 % vs. 22 %).
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Table 2

Response Rate

Mailing # Sent # Received % Received
1% Mailing - 600 185  30.8%
2" Mailing 413 : 92 153 %
Unknown* 7 _ 1.7 %
Total 1013 284 47.8 %

Note. Fifteen surveys were returned by Canada Post; one was successfully resent.
*Seven surveys were not returned in a coded reply envelope, and therefore I was unable

to determine which mailing the respori‘se was from.

More responses were ineligible than anticipated (33.1 % versus 25 %).

Tabl? 3

Ineligible Responses

~ Reason for Ineligibility o Number (percent)

No direct contact with patients in a community office practice ever 46 (1 ?.2 %)
Had not seen at least one child in the past month 37 (12.7 %)
Other (e.g., left section blank, stated “no time for surveys”) 12 ( 4.2 %)

Total Incligible - | 94 (33.1 %)
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There were 190 eligible responses, well above the 100 responses required for the
statistical analysis planned. Many respondents did not answer every question, however,
and therefore most of the results reported in the following tables do not account for all of

the 190 respondenfs (i.e., the totals are frequently less than 190). .

Demographics

The demographics of the eligible respondenté were diverse. There were more male
respondents tha.n female: 105 male (55.3 %); 83 ferﬁale (43.7 %).

The age of respondents ranged from 29-76 years old and all local areas were

represented.

Table 4

Respondent Age

2534 35-44 45-54 . 55-64 65 plus

23(121%)  53(Q27.9%)  64(337%)  32(16.8%) 15 (7.9 %)
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Table 5

Reépondent Local Area

Low Income

Medium Income

High Income

Strathcona 7(3.7%)
Granview 15(7.9%)
Mt. Pleasant 11(5.8%)
wantown 16(8.4%)
~West End 7(3.7%)
Marpole  2(1.1%)
Kensington 2(1.1%)

Hastings 3(1.6%)

Renfrew 5(2.6%)
Sunset 2(1.1%)
Victoria -~ 13(6.8%)

Fairview 16(8.4%)

‘Kilarney  2(1.1%)

Riley Park 2(1.1%)

Kitsilano  22(11.6%)

South Cambie 1(0.5%)
Oakridge 4(7.4%)
Arbutus 2(1.1 %)
W. Point Grey 7(3.7%)
Dunbar 5(2.6%)
Kerrisdale 3(1.6%)

Shaughnesséy 3(1.6%)

Note. Local area names are those used by Statistics Canada.

Income area based on the 1996 Statistics Canada Census (see Appendix X)
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The number of years in practice ranged from 2 — 45 years.

Table 6 -

Respondent Years in Practice

1-10 11-20 -~ 21-30 31-40 41 plus

63(33.2%) 64(33.7%) - 43(22.6%) 14(7.9%) 3(1.6%)

Most respondents saw less than 100 patients 18 years of age or under, in the month

prior to completing the survey.

| Table 7

Apprbximate Number of Children Séen in the Past Month

1-99 100-199 ~200-299 | 300-399 400 or more

131(68.9%)  32(16.8%) 15(7.9%) 526%)  5(2.6%)
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Chapter 4: Results

Time Required for the Referral Process

The survey asked the following question: If you had protection concerns about a child,
and decided to refer the child and his/her family..., approximately how long do you
estimate it would take you to do all of the following:

e decide which professional to refer the child/family to;

e ask the professional if they would be willing to see the child/family (if necessary);

e encourage the family to go; |

. prcvide the professional with adequate background information; and

e learn the initial opinion of the professional (e.g., through a report from the

professional or a conversation with the profecsional).
Physicians were asked to respond in two circumstances:

1. if the referral v;fas to another MD; aﬁd .

2. if the referral was to a health and human servicc professional who was not an MD.

Few resbondent; indicated that the referral process takes less than 30 minutes (9.5%
for referrals to MDs and 7.4% for referrals to non-MDs). The median referral time was
between 30 minutcs and 2 hours, although respondents also indicated that referrals to
non-MDs required more time than referral to MDs. This was statistically significant

(Pr>= S| 0.0010) according to the Wilcoxon signed rank test for pairs (an analogue for

" the t test, for related non-parametric measures such as this categorical data utilizing an

ordinal scale, which compares pairs of data by each respondent).




Table 8

Time Required for the Referral Process

Amount of Time

For Referrals to MDs

For Referrals to Non-MDs

< 30 minutes

> .30, < 60 minutes

18( 9.5%)

60(31.6%)

14( 7.4%)

48(25.3%)
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> 1, <2 hours 54(28.4%) 54(28.4%)
> 2, <3 hours 16( 8.4%) 24(12.6%)
- 23, <4 hours 4( 2.1%) 5(.2.6%)
4 hours or more .22(1 1.6%) 28(14.7%)
missing : 16( 8.5%) 17( 8.9%)

Interprofessional Education and Referrals

The survey looked at three different types of interprofessional training and referrals:
preparing for the College of Family Physicians of Canada certification examination
(CCFP), formal training related to non-MD referrals, and'mentorship.

Preparing for the CCFP

Most respondents had passed the CCFP examination (59.5 %), but a substantial

number had not (40.5 %). Those who had passed the examination referred to non-MDs

more often than those who had not passed (r = .30, p<.01).
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Table 9

CCFP Examination and Non-MD Referrals

Refer to Non-MDs Passed CCFP Exam Not Passed CCFP Exam
yes : 80(72.7%) 32(42.7%)

no ' - 30(27.3%)  43(57.3%)

Formal Training

Some physicians (16.8 %) received a few hours of formal training (numbér of hours
‘on file) on referrals to non-MD health and human service professionals. This training
occurred either during medical school (7.7 %), during family practice residency training
(7.4 %), during their careers (6.1 %), or during more than one of these.
| Those with a few hours of formal training did not refer to non-MDs more often than

~ those without formal training.

Table 10

Training on Referrals to Non-MDs and Non-MD Referrals

Non-MD Referrals A Few Hours of Training -~ * No Training

yes 20(62.5%) : 94(60.3%)

no | 12(37.5%) 62(39.7%)
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Mentoring

Almost half of the physicians (47.3 %) had mentors who referred children to non-MD »
health apd human service professionals. This mentoring occurred either during medical
schoolnor family practice residency (38.4 %), during their f)rofessional career (31.4 %) or
during both.

Mentorship at any time increased referrals to non-MDs (r = .15, p<.05).

Table 11

Mentorship and Non-MD Referrals

Non-MD Referrals Had Mentorship No Mentorship
yes . 59(67.8%) 52(53.6%)
no _ 28(32.2%) 45(46.4%)

Practice Settings and Referrals

Most respondents worked in group practices (63.7 %) while approximately one-third
worked in solo practice settings (32.1 %). The types of group practices included: GP/FP
groups (50.5 %), various MD groups (3.7 %), and multidisciplinary groups (9.5 %).

‘GPs/FPs who worked in multidisciplinary groups did not refer to non-MDs

significantly more often than those in solo practice. However, those in any one of the

three types of group practices collectively did refer more oftfen (r = .20, p<.01).




Referral Iss1_1es 44

Table 12

Practice Settings and Non-MD Referrals

Non-MD Referrals Group Practice | . | Solo Practice
yes : 81(66.9%) . 28(45.9%)
no 40(33.1%) 133(54.1%)

Method of Payment and Referrals

The primary method of payment was overwhelmingly fee-for-service (87.9 %). Only
10.5 % received a different form of payment.

Those who were paid by fee-for-serﬁce referred to non-MDs less often (57.5 %) than
those who were paid in other ways (85.0 %), (r=.17, p<.05).

Additional Information

Extensive additional information was obtained in process of obtaining the data for the
research question. Some of them are included here to benefit future research.

Types of Referrals for Child Protection Concerns

Respondents indicated that they had referred to a range of individual professionals and

to professional teams, for concerns about child protection, throughout their careers. They

- referred to pediatricians and psychiatrists most often. ' )
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Table 13

-~ Number of Referrals to Whom

At Least One Referral

Rank - Referrals to Number of Referrals

1 Pediatrician 1517* 85
2 Psychiatrist 891* 61
3 | Social Worker 460.5* 39
4 Child Protection Team 343.5 34
5 Psychologist 198* 36
6 ~ Mental Health Team - 175.5% 51
7 : School Counsélor : 168* 35
8 Family Services Team 119.5* 40
9 Community Health Team 111.5 34
10 Nurse 91+ 1
11 - | Child & Youth Care Worker | _ 3 1

Note. *These numbers would be higher if 22 respondents had not used a word describing

the number of referrals in these categories, rather than an approximate number as.

requested (e.g., “hundreds”, “over 100”, “many”).

GPs/FPs Who Have Never Referred

Thirty percent (57/189) of the respondenfs indicated that they had never referred to

anyone (MD or non-MD) for concerns about child protection. |
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Table 14

Demo,qraphi_cs of GPs/FPs Who Have Never Referred Versus Those Who Have -

Never Referred

Demographic Category Have Referred
Sex Male 35(62.5%) 69(52.7%)
Female 21(37.5%) 62(47.3%)
Age 25-34 7(12.5%) 16( 8.4%)
35-44 9(16.1%) 44(23.2%)
45-54 21(37.5%) 43(22.6%)
55-64 13(23.2%) 19(10.0%)
65 plus 6( 3.2%) 8( 4.2%)
Years in Practice 1‘-10 18(32. 1 %) 45(34.4%)
11-20 17(30.4%) 47(35.9%)
21-36 16(28.6%) 27(20.6%)
31-40 5( 8.9%) _10( 7.6%)
41 plus 0C 0 %) 2( 1.5%)
Children Seen/Mohth 1-99 _44(77.2%) 86(66.2%)
100-199 7(12.3%) 25(19.2%)
200-299 5( 8.8%) 10( 7.7%).
300-399 1( 1.8%) 4 3.1%)
400 plus 0( 0 %) 5( 3.9%)




Referral Issues 47 .

Referrals by the Income of Local Areas

" The survey asked respondents to identify their Local Area. Local Areas are terms used
by Statistics Canada for categorizing the census, and were used in the survey instead of -
another measure, such as postal code, to be able to cross-tabulate the findings with the
census. I’ sfratiﬁed Vancouver’s 22 Local Areas into three average income categories
using data from the 1996 Canadian cehsus and labeled them as low income, medium
income, and high income (see Appendix X).

The low aﬁd medium income areas were equally represented by respondents (33.7 %
and 32.6 % respectively); the high incoﬁle area was represented approximately half as
often (17.9 %).

Comparing referrals from the three income areas, there were more referrals overall
from the low income area. Also, referrals to non-MDs decreased as area income
iﬁcreased (i.e., the lower the income area, the more referrals to non-MDs; the higher the

‘income area, the more referrals to MDs).

Table 15

Referrals by Income Area

Income Area Referrals to Anyone Referrals to Non-MDs
low | ‘ 49/64(76.6%) ‘ 41/64(64.1%)
medium ' . 39/62(62.9%) 37/62(59.7%)

high | 23/34(67.6%) 17/34(50.0%)
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Survey Comments

The last survey question was a request for comments. Comments were added by 14 %

eleven were miscellaneous comments, and seven were the following:

of the respondents. Nine comments were further descriptions of their practice settings;
|
|

L

N

“MDs are more understanding. Non MDs work in programs to which access is
limited. I find I am quizzed much more by non MDs.”

“Many children are referred to these teams by their psychiatrists or
pediatricians.”

“Often’non MDs are not covered by MSP and patients cannot afford them.”

“It is very difficult to be aware of all the cémmum'ty resources available - the "Red

Book" is helpful but difficult to use due t0 it's (sic) organization.”

- “None of the non MD professionals have ever paid a visit to my office to advise on

child protectiqn services....Indeed, in this office (and in others as verified by
discus;ion with colleagues) theré appears to be a "run on your own attitude"...”.
“My experience in dealing with Communitj/ Health Services is that, other than the
nursing profession, one farely if ever receives any informal or formal report on
referrals of any type. Nearby Community Health Clinic and no professional from
there has paid a visit.”

“Few (GPs) know who to refer to.... Huge waiting lists. 1 did refer bﬁe family,

where my pt a 15 yo girl was being knowingly abused, I referred to social services

' & NOTHING came out of this. The abuser & abused continue to live in the same

house!!”
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Chapter 5: Discussion and Conclusions
Discussion

Better early intervention in child protection cases is needed. The welfare of children is
multi-factoral and challenging — a conclusion reached by the Gove Inquiry (Gove, 1995).
Significant contributions are therefore nééded from many different health and human
service professions (as well as many other groups. e.g.,b families, communities aﬁd
govemmenté); When no single resource is comprehensive, unless there are obstacles to
collaboration, it would appear intuitively correct. This thesis does not support or refute
the prerﬁis'e of collaboration; rather, it accepts it asa given. A survey of a sample of
Vancouver General Practitioners (GPs) and Family Physicians (FPs) was developed to
investigate some possible obstacles to effective and efficient collaboration.

‘The Data Overall

Data from the survey are imprecise. Despite the large sample (600) and a 48 %
response rate (showing considerable interest in the topic), it is probable that responsés are
likely to be from those most interested in fhe topic. The 52 % of the sample who did not
resporid may have a very different perspective.

Respondent bias and the generality of the findings are of concern. In particular, the
key responses are a retrospective estimation only. In some cases, for example,
respondents were reéollecting select cases out of thousands of patients, over a time span
of more than 40 years — estimates are therefore approximéte. The estimates are
informative, however, since no similar data appear to exist.

How well respondents understood the questions asked, particularly given the
likelihood that the physicians were busy and probably read the questions quickly, is also
of concern. Despite carefully chosen, pilot tested wording, it is possible that individual
physicians varied in their interpretation of some qliestions. For example, in the question: - - . )

“Have you ever referred a child and his/her family to any of the following licensed health

- and human service professionals for a child protections concern: ...”, it is not known
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which box they indicated when reporting a concern to the BC child 'protection system.
Were those reports categorized as referrals to a child protection team, to a social worker,
or were they not included at all? This lack of clarity was identified prior to mailing the
survey. The question was recoristi'ucted numerous times, sometimes indicating which
optipn to choose for reporting, sometimes adding specific institutions/agencies into the
list of professionals, sometimes adding an “other” selection, and sometimes it was left
open ended (i.e., several blank lines for respondents to fill in their own wording
preferences). Ultimately, a limited choice of select professionals was provided, to focus
attention on professionals and professional teams rather than on institutions/agencies.
The Vancouver-centric perspective of the respondents was also of concern. It is
possible that a province-wide survey might shoiv very different results fiom rural
communities, and even other urban areas. Referral practices might differ widely in each
community. The Vancouver respbndent sample does, however, provide a perspective
from BC’s largest city. |
In summary, the data are approximations. Interprofessional collabbratiori and child
protection are both difficult, unwieldy topics and difficult to 'study individually.
COmbining them in é quantitative research study was therefore particularly ambitious.
Given the highly variable circumstances of families and physicians, and so much
interpretive terminology, it was inevitable that results would be limited. This was
accepted a priori as partially unavoidable. Nevertheless, the value of these results,
however broad, was recbgnized to bé sufﬁciently important to withstand some
predictable criticism. The survey and its results does not purport to be definitive. The

results suggest possible trends with consequent hypotheses that can be tested in future

research.
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|
|
|
\
- | A Research Questions
~ One primary and four secondary hypotheses were tested in this research. Results
obtained from a written survey showed that when GPs/FPs refer patients to hon-MD
| health and human service professionals for child protection, such referréls: |
1) take a significant amount of time;
2) take more timé than referrals to MDs;
3) occur more often when the GP/FP has had interprofessional education than witho;it '
interprofessional education;
4) occur more often when the GP/FP works in a group practice setting rather than a
solo practice; and |

5) occur more often when the GP/FP is not paid by fee-for-service.

Time Required for the Referral Process

The primary research hypothesis was based on the theoretical possibility that GPs/FPs
‘may perceive the plirsuit of ambiguous concerns about child protection as not clearly
within their mandate for patient care (i.e., an “extra-role” according to Organizatidhal
Citizenship Behaviour theory). The amount of time required to perform an extra-role is a
pivotal factor in the decision for or against performing that extra-role. The primary
objective of the survey was thus to assess the amount of time required for GPs/FPs to
engage in the referral process in instances of child protection.

The referral process for child protection takes most GPs/FPs between 30 miﬁutes and
2 hours (62 %). Some respondents stated that it took more than 4 hours (14 %). This is an
exceptionally large amount of time for a GP/FP, considering the most common billing
option is for visits which average approximately ten, minutes in length. A second billing
option, Counseling Visits, are longer at 20 minute visits but are limited to 4 visits per
year according to the Medical Services Commission Payment Schedule (BC Ministry of

Health and Ministry Responsible for Seniors [BCMHMRS], 1999). A several hour

unpaid task therefore requires a considerable commitment from the referring physician.
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Consultatidns, a third billing option, do not include verbal consultations, consultations for
child protection concerns, or consultations with most health and human service
professionals.” Therefore, GPs/FPs who are paid by fee-for-service are not paid for the
. time required to collaborate with nurses, psychologist_s, or social workers (é. g., verbal
consultations with them, referral notes/letters to them, or meeting attehdaﬁce with them).
The extensive time required for the referral process and the lack of financial |
compensation for this time possibly discourages GPs/FPs from pursuing child protection
concerns. |

Time Required to Refer to a non-MD versus an MD

A further possible deterrent to pursuing concerns about child protection is the
additional time required to refer to a non-MD compared to an MD. GPs/FPs undoubtedly
realize that refefring to a non-MD may often be an appropriate néxt step, but possibly
have reservations about the additional time required to refer. This is supported by the data
and by several written éomments:

e “MDs are more understanding”

e “I find I am quizzed much more by non-MDs”

; “Other than the nursing profession, one rarely if ever receives any informal or

formal report on referrals of any type”.

Those who refer to non-MDs indicated that it took the same amount of time to refer to
non-MDs as MDs. This is the most meaningful finding of the survey; that is, GPs/FPs
who refer to non-MDs, seem to know how to v;zork with them efficiently. The 44 % of the

respondents who indicated that referral to non-MDs takes longer, may refer their child

2 «A consultation applies when a physician, or a registered midwife (for obstetrical or neonatal related
consultations), or a non-physician practitioner (chiropractor, for orthopaedic consultations; optometrist, for
opthalmology consultations; oral/dental surgeon, for diseases of mastication) in the light of his/her
professional knowledge of the patient and because of the complexity, obscurity or seriousness of the case,
requests the opinion of a physician competent to give advice in this field. The service includes the initial
services of a consultant necessary to enable him/her to prepare and render a written report, including his/her
findings, opinions and recommendations, to the referring physician/practitioner/midwife. A consultation
must not be claimed unless it was specifically requested by the attending physician/practitioner/midwife
and unless the written report is rendered.” (BCMHMRS, 1999, p. 1.13).
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protection concerns to pediatricians and psychiatrists because they believe that such

referral is a faster route to resolution of the family’s problem.

Interpfofessional Education and Referrals

Particular types of training and all mentoring related to non-MD referrals, increases
reférrals to non-MDs. A few hours of lecture does not increase referrals to non-MDs,
while residency training in Family Practice does increase referrals. This is of particular

,93 (one

interest to medical schools. Relying upon “an hour lecture on the Redbook (sic)
survey comment) is inadequate. Medical students and family practice residents clearly
need training demonstrating non-MD interaction and mentorship on how to refc_ar to non-
MDs. This training might be achieved through clinical placements in interdisciplinary
settings, and courses with interactive exercises between students from other professions,
taughf by a team of interprofessional practitioners/professors (e.g., Gilbert et al., 2000).
It is likely that most MDs who have passed the College of Family Physicia.ns of
Canada certification examination (CCFP) have had clinical placements in
interproféssional settings, since most will have graduated from a family practicé
residency program. However, some certificants are “practice eligible” without formal
residency training; they will prepare for the examination in various ways. General
praétitidners (those who have not passed the CCFP examination) may not have received
any training/mentoring regarding non-MD referrals, since medical schools tend to delay
such training until residency. Because of this, many GPs and their patients, are deprived
of considerable non-MD expertise. Interpfofessional education as core content in
undergraduate medical education would add to the experience gained in the now

compulsory family practice residenc':y.prog'rams that must be completed for general

licensure.

* The Red Book Directory of Services for the Lower Mainland lists community agencies and professionals
(See Chapter 1).
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| Practice Settings and Referrals

Group practice settings increase GP/F P referrals to ﬂoﬁ-MDs. Once can speculate that
such settings develop a culture of collaboration across professional boundaries.

It is unlikely that pre-existing “collaborative-fype”. personalities explain group practice
culture, since many other fact(;rs drive GPs/FPs into group practices. For example, some
GPs/F Ps may prefer to work alone, but find they cannot afford the additional overhead of
a solo practice (they may be just starting to build their practice, or they may not be able to
generate enough “business” on their own). Those raising a young family may prefer to
work part-time, which is difficult in a solo practice. A GP/FP may work in a local area |
with a small medical centre fath¢r than solo offices.

Demographics, however, may significantly influence choices to work in a éolo
practice and subsequent decisions not to refer to non-MDs. Those in solo préctices may
be older, more established at a later stage in their careers and may be unaware of the
-competency of non-MD professionals. | |
" The data analy.sed did not provide insight into these possibilities, as only one question
on the survey related to type of practice.

A sub-group analysis of the group practices showed no statisticél difference in
referrals between each type of group'practice and solo practices (i.e., the result only
beéame significantly more when all three types of group practices were compared
together against solo practices). Initially, it was surprising that the sub-set of
multidisciplinary practices (where at least one practitioner is not an MD) did not refer to
non-MDs more often than solo practices. I would have thought that the proximity of an
independently paid, non-MD professional would remind physicians of the existence of
independently paid, non-MD professionals: However, many mﬁltidisciplinary practices
include non-MD professionals who are not indepéndently paid (e.g., the salaries of most
office nurses are paid out of the MD’é Medical Services Plan payments). The survey did

not differentiate the various financial arrangements within the multidisciplinary practices.
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It remains unclear why group practice settings encourage referrals to non-MDs for
concerns about child protection.

Method of Payment and Referrals

Method of payment also influences referrals. Fee-for-service is based on a ﬂaf rate per
- patient viéit and is the standard method of payment by The Medical Services Plan of BC
(MSP). It encourages physicians to see more patients each for the shortest period of time,
therefore, lengthy visits are avoided. A child who requires a few hours of physician time
is thus very “costly” given that most physicians could bill for dozens of other visits
during that time period. As the referral process to non-MDs is reported to require more
time from most GPs/FPs than the referral process to MDs, it is not surprising that those
who réceive payment via other payment formats refer more to non-MDs. -

Other methods of payment, such as salary, encourage refetrrals to non-MDs for
concerns about child protection. -

Other Deterrents to Referrals

The survey did. not address two other key issues which may well be even greater
barriers to collaboration than those studied. They are noted here to encourage further
research: B

1. visits to non-MDs are not covered by the MSP; and

| 2. some GPs/FPs have legal concerns about collaborating with non-MD

professionals.

Additional Information and Future Research
The survey produced much that was not analyzed. .Comprehensive demographic data
was obtained ih the hope that it could be used by future researchers. However, édditional-
information is needed to interpret most of it. For example, I cannot determine whether the
respondents were representative of the Vancouver GP/F P‘population without knowing the

demographics of the entire Vancouver population (e.g., how many Vancouver GPs/FPs
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are male/female, their ages, their average number of years in practice, how many work in
| each lo;:al area).

Some cross-tabulations were conducted that lead to Vsor.ne suggested preliminary

research questions, as listed below:

1. | Thirteen perceht (36/284) only see adults in a community office praétice. How
extensive are sub-specialties within Family Practice? Is child protection a sub-
specialty within Family Practice?

2. Thirty percent of those who do see children (57/189), have never réferred a child
and his/her family to anyone for a concern about child 'protection. Are many
GPs/FPs missing opportunities or are the families in some practices “low risk”?

3. Most referrals are to pediatricians and then to psychiatrists (see Table 8). Do
GPs/FPs prefer to deal with “their own kind” or does the MSP structure dictate
referrals to other MDs? Are other MDs the bést qualified to treat child protection

| concerns? What are the cost implications of referrals to MDs versus non-MDs
versus care feams? |

4. There are more referrals from the low income area versus the medium and high
areas (77 %, 63 %, and 68 % respectively). This disparity is also evident in The
Canadian Incidence Study of Réported Child Abuse and Neglect (Trocmé et al.,
‘2.OO>1).4 Are there more problems in the low‘ income area or are the problems better
hidden in the higher income areas? Is available help more prominently advertised
and promoted in lower income areas than in higher income areas?

5. Referrals to non-MDs decreased as income area increased (64 % low, 60 %
medium, 50 % high). Are there fewer non-MDs available in higher income areas?

Do high income earners prefer appointments with MDs? Are MDs seen as more

* «(In reported) child maltreatment investigations, ...thirty-six percent involved children from families that
received social assistance or some other form of benefits, an additional 10 % involved children who lived
in families relying on part-time employment/multiple jobs or seasonal employment, ...and in 2% no
reliable source of income was reported” (Trocmé et al., 2001, p. xxvi).
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corﬁpeteﬁt? Is it less embarrassing to visit an MD than a non-MD for a concern
about child protection? Are non-MDs available at no charge in lower income areas
but not in higher income areas?

6. Th¢ range of professionals referred to suggests an inconsistent relationship
between GPs/FPs and other health and human service professioﬂals régarding
concerns about child protection (i.e., concerns are channeled through nﬁmerous
differeﬁt roﬁtes). Are more children likely to be overlooked without standardized
referrals routes? Is there a best route? | |

7. The comments strohgly “suggest GP/FP frustration and danger to children with the
status quo. For example: “Few (GPs) know who to refer to. ...huge waiting lists. I
did refer one family, where my pt a 15 yo girl was being knowingly abused, 1 |
referred to social services & NOTHING came out of this. The abuser & abused
c_onﬁnue to live in the same house!!” What do the GPs/FPs suggest? What do
children and families suggest? |

Implications for Improving Practice

Methods should be explored to assist GPs/FPs to collaborate with non-MD
professiohals on matters of child protection. Additional research is needed to make
_ professional policy recommendations. In particular, service providers and sefvice users
need to be consulted (e.g., holding focus groups of GPs/FPs, nurses, social workers,
psychologists, child and youth care workers, children, and families). The results of this
survey suggest several options that need further study. They include:

1. provide the necéssary services from non-MD health and human service
professionals, funded by the provincial government; which are timely and
affordable for children and their families, and are not seen to be child
apprehension services. The development of cfedible, reliable teéms of

professionals could be funded by the savings incurred by fewer referrals tb solo

pediatricians and psychiatrists;
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2. revise the preamble in the Medical Services Commission Payment Schedule

regarding “consultations” in the General Practice section, to include:
a. consultations for “family concerns”
b. consultations with nurses, psychologists, and social Workers, Aénd '
c. verbal consultations, meeting attendence, and writfen reports.
3. implement measures to reduce GP/FP administrative time for referrals; :
For example:

e A regular newsletter from the regional health boafd describing: available
professional services for children and their families in the region, which
children and families are eligible, how GPs/FPs can contact them, and
whether children and families need referrals from GPs/FPs for MSP
coverage;

e A local phone number for GP/FP receptionists (and children and families) to
call to receive information contained in the newsletter. The phone number
could be on a sticker applied to the receptionist’s phone; and

e Referral forms (with a signed consent section from the patient) and progress |
report forms for practitioners to exchange, which meet the needs of several
professions. | | | .

4. incorporate the well-piloted 2-day interprofessional workshop (Gilberf et al, 2000),
in all of BC’s university-based teaching programs for health and human service
programs. The interactive exercises between students/practitiohers/faculty from
several professions, and use of the child protection case option are particularly
important; |

5. conduct further research on referral patterns from group practices ‘compared with
solo practices; | |

6. fund more GPs/FPs by salary; and
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7. seek support for these ideas, and solicit additional ideas, from The British
| Columbia Association of Social Workers, The BC Medical A.ssociation,.The BC
Psychological Association, The Registered Nurses Association of BC, and an
organization which represents Child and Youth Care workers.
| Conclusions
The purpose of this research was tobinvestigate why GPs/FPs are having difficulty
“collaborating with other health and human service professionals on matters of child
protection. Since the symptoms of a child in need of protection are often ambiguous and
can easily be minimized or attributed to something else, an assertiveness to rigorously
investigate possible symptoms of child abuse is required. This research ;'ipplied
Organizational Citizenship Behaviour theory tdvunderstand some of the barriers and
facilitators to assertive collaboration.

The research sui'vey of 190 GPs/FPs ih Vancouver BC, showed that the referral
process in child protection cases is lengthy (often a few hours over severél Weeks), and
the GP/FP is rarely remunerated for this time. Most GPs/FPs believe that it takes longer
to refer to non-MDs than to MDs. GPs/FPs who refer to non-MDs have more
interprofessional education (mentoring, Family Practice residency), and work in group
practices more often than in solo practices. GPs/FPs who are paid by fee-for-service refer
to non-MDs less often than those who are paid by other methods (e.g., salary).

Additional information was collected beyond the basic research question, that can be
utilized for futﬁre research.. Some of these data are striking: many GPs/FPs have never
referred a child/family for a child protection concern; most child protection referrals are

“to pediatricians and then to psychiatrists; the GPs/F Ps who stated that non-MD referrals
take longer than MD referrals referred more to pediatricians and psychiatrists than to

non-MDs; the GPs/FPs who refer to non-MDs stated that it took the same amount of time

to refer to non-MDs or MDs. Another distinctive ﬁnding was that the survey comments
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showed strong GP/FP frustration with the lack of help for children anci their families,
including some alarming examples. A
Six years ago, in presenting the resu_lts of his Inquiry, Judge Gove wrote:
“If the physicians who atténded to Matthew had been governed by protocols for the
handling of cases of suspected abuse, and if they had had access to child abuse experts
.or had been working in a multi-disciplinary environment, Matthew’s need for
protéction would have been identified” (Gove, 1995, p. 151).
Since then, it is not clear that much has changed. “...Children’s Advocate Joyce Preston
“and ovthers have warned répeatedly that the ministry has failed to meet the needs of
families and children, with staff shortagés, poor training and inadequate management
support leaving thousands of children at risk” (Willcocks, 2000, p. A14).
The work reported here provides data about MD/non-MD collaboration, discusses
‘practice implications, and offers suggestions about how to encourage child protection
referrals from GPs/FPs particularly to non-MD health and human service professionals.
GPs/FPs méy be the province’s most accessible, powerful professional fesource for

children in need of protection and their families, while limited in their utilization of

trained professionals outside the medical profession.




Referral Issues 61

References
Abramson, J. S., & Mizrahi, T. (1996). When Social Workers and Physicians

Collaborate: Positive and Negative Interdisciplinary Experiences. Social Work 41 (3).

270-281.
Anglin, ., & Artz, S. (1998). Multidisciplinary Team-Building Tool Kit. The Ministry

for Children and Families. Victoria, BC.

Bainbridge, L., & Matthews, M.L. (1996). Towards New Strategies for Managing

Change in the Health Professions: A Joint Initiative. Health Management Resources

Group. Vancouver, BC.
Bateman, T.S., & Organ, D.W. (1983). Job Satisfaction and the Good Soldier: The

Relationship Between Affect and Employee Citizenship. Academy of Management

Journal, 26:4. 587-595.

BC Ministry for Children and Families. (1997). Building the Ministry for Children

and Families. Victoria BC: Queen’s Printer for British Columbia.

BC Ministry for Children and Families. (1998). The BC Handbook for Action on

Child Abuse and Neglect. Victoria BC: Queen’s Printer for British Columbia.

BC Ministry of Health and Ministry Responsible for Seniors. (1999). Medical

Services Commission Payment Schedule. Victoria BC: Queen’s Printer. for British

Columbia.

Child, Family and Community Service Act, Revised Statute BC. Chapter 46 (1997).'

Victoria, BC: Queen’s Printer for British Columbia.

College of Physicians and Surgeons of British Columbia (1999-2000). Medical

Directory. Vancouver, BC: The College of Physicians and Surgeons of British Columbia.




Referral Issues 62

Craven, M.A., Kates, N. & Raso, P. (1990, March). Assessment of Family

Physicians' Knowledge of Social and Community Services. Canadian Family

Physician, 36. 443-447.
Deckop, J.R, Mangel, R. & Cirka, C.C. (1999). Getting More Than You Pay For:
Organizational Citizenship Behavior and Pay-For-Performance Plans. Academy of

Management Journal, 42:4. 420-428.

Deluga, R.J. (1994). Supervisor Trust Building, Leader-Member Exchange and

Organizational Citizenship Behaviour. Journal of Occupational and Organization

Psychology, 67. 315-326.

Dillman, D.A. (1991). The Design and Administration of Mail Surveys. Annual

Review of Sociology, 17. 225-249.

Eastman, K.K. (1994). In the Eyes of the Beholder: An Attributional Approach to

Ingratiation and Organizational Citizenship Behavior. Academy of Management

Journal, 37:5. 1379-1391.

Farh, J.-L., Podsakoff, P.M., & Organ, D.W. (1990). Accounting for Organizational
Citizenship Behavior: Leader Fairness and Task Scope versus Satisfaction. Journal of

Management, 16:4. 705-721.

Field, R. & West, M. (1995). Teamwork in Primary Health Care. 2. Perspectives

From Practices. Journal of Interprofessional Care, 9:2: 123-130.

Gass, D.A. (1997). Gatekeeping in Primary Health Care. Challenging a Sacred

Myth, editorial. Canadian Family Physician, 43. 1334-5.




Referral Issues 63

Gilbert, J.H.V., Camp, R.D., II, Cole, C.D., Bruce, C,, Fielding, D.W., & Stanton, S.J.

(2000). Building the Concept of an Interprofessional Team. Journal of Interprofessional

Care, 14:3. 223-235.

Gove, T.J. (1995). Report of the Gove Inquiry into Child Protection in British

Columbia, Volume 1. Victoria BC: The Government of BC.

Gray, G. & Guppy, N. Successful Surveys. Toronto, Canada: Harcourt Brace &

Company, Canada.
Gregersen, H.B. (1993). Multiple Commitments at Work and Extrarole Behavior

During Three Stages of Organizational Tenure. Journal of Business Research. 26. 31-47.

Harrison, L, Cole, C.D., Hubberstey, C., Hume, S., Tate, B., Artz, S., Borgen, W.A,,
Callahan, M., Ericksen, J., Gilbert, J.H.V. Goelman, H., Hartrick, G., & Sullivan, R.

(1999). Interprofessional Practice with Children and Families. Victoria, BC: Province of

British Columbia Ministry of Advanced Education, Training and Technology.

Hui, C., Organ, D.W., Crooker, K. (1994). Time Pressure, Type A Syndrome, and
Organizational Citizenship Behavior: A Laboratory Experiment. Psychological
Reports,‘75. 199-208.

Information Services. (1998). The Red Book Directory of Services for the Lower

Mainland. Vancouver, BC: Information Services Vancouver.
Katz, D. (1994). The Motivational Basis of Organizational Behavior. Behavioral

Science, 9. 131-133.

Konovsky, M. & D. Organ . (1996). Dispositional and Contextual Determinants of

Organizational Citizenship Behaviour. Journal of Organizational Behaviour, 17:3: 253-

266.




Referral Issues 64

Langley, G.R., MacLellan, AM., Sutherland, H.J., & Till, J.E. (1992). Effect of
Nonmedical Factors on Family Physicians’ Decisions About Referral for Consultation.

Canadian Medical Association Journal, 147:5. 659-666.

Langley, G.R., Minkin, S., Till, L.E. (1997, August). Regional Variation in
Nonmedical Factors Affecting Family Physicians’ Decisions About Referral for

Consultation. Canadian Medical Association Journal 158:3. 265-272.

Latham, G.P., Millman, Z., Karambayya, R. (1997). Content-Domain Confusion
Among Researchers, Managers, and Union Members Regarding Organizational

Citizenship Behaviour. Canadian Journal of Administrative Sciences 14:2. 206-213.

Lynch, B.L. (1981, November). Team building: Will it Work in Health Care? Journal

of Allied Health, 10:4. 240-247.

McWhinney, LR., (1989). Textbook of Family Medicine. New York: Oxford
University Press.

Merton, R.K., Reader, G.G., & Kendall P.L. (1957). The Student-Physician:

Introductory Studies in the Sociology of Medical Education. Cambridge, Published for

the Commonwealth Fund by Harvard University Press.
Moorman, R.H. (1991). Relationship Between Organizational Justice and

Organizational Citizenship Behaviors: Do Fairness Perceptions Influence

Employee Citizenship? Journal of Applied Psychology, 76:6. 845-855.
Moorman R., Niehoff, B. & Organ, D.W. (1993). Treating Employees Fairly and

Organizational Commitment, and Procedural Justice. Employee Responsibilities

and Rights Journal, 6:3. 209-255.




Referral Issues 65

Morrison, E.W. (1994). Role Definitions and Organizational Citizenship

Behavior: The Importance of the Employee’s Perspective. Academy of Management

Journal, 37:6. 1543-1567.

Morrison, E.W., and Phelps, C.C. (1999). Taking Charge at Work: Extrarole Efforts to

Initiate Workplace Change. Academy of Management Journal, 42:4. 403-419.

Morton, C. (1996). British Columbia's Child, Youth and Family Serving System:

Recommendations for Change. Victoria, BC: Queen's Printer for British Columbia.

Neihoff, B.P. & Moorman, R. (1993). Justice as a Mediator of the Relationship
Between Methods of Monitoring and Organizational Citizenship Behavior. Academy of

Management Journal, 36:3. 527-556.

Organ, Dennis W. (1988). Organizational Citizenship Behavior: The Good Soldier

Syndrome. Léxington, MA: Lexington Books.
Organ, D.W. (1990). The Motivational Basis of Organizational Citizenship Behavior.

In B. Staw & Cummings L (Eds), Research in Organizational Behavior. (pp. 43-72).

Greenwich, CT: JAI Press.
Organ, D.W. (1994) Personality and Organizational Citizenship Behavior. Journal of

Management, 20:2. 465-478.

Organ, D.W. & Konovsky, M. (1989). Cognitive Versus Affective Determinants of

Organizational Citizenship Behavior. Journal of Applied Psychology, 74:1. 157-164.

Organ, D.W. & Lingl, A. (1995). Personality, Satisfaction, and Organizational

Citizenship Behavior. Journal of Social Psychology, 135. 339-350.

Organ, D.W. & Moorman, R.H. (1993). Fairness and Organizational Citizenship

Behavior: What Are the Connections? Social Justice Research 6:1. 5-18.




Referral Issues 66

Organ, D.W. & Ryan, K. (1995). A Meta-analytic Review of Attitudinal and

Dispositional Predictors of Organizational Citizenship Behavior. Personnel Psychology

8. 775-802.

Pearce, J.L. & Gregersen, H. (1991). Task Interdependence and Extrarole Behavior: A

Test of the Mediating Effects of Felt Responsibility. Journal of Applied Psychology.

76:6. 838-844.

Poulton, B.C. & West, M.A. (1996). The Determinants of Effectiveness in Primary

Health Care Teams. Unpublished Manuscript.

Robertson, P.J. (1998). Interorganizational Relationships: Key Issues for Integrated

Services. In J. McCroskey & and S.D. Einbinder (Eds.) Universities and

Communities: Remaking Professional and Interprofessional Education for the Next

Century. (pp. 67-87) Westport, CT: Praeger.

Roethlisberger, F. & Dickson, W. (1964). Management and the Worker. New York:

Wiley Science Editions.
Skarlicki, D.P. & Latham, G.P. (1995). Organizational Citizenship Behaviour and

Performance in a University Setting. Canadian Journal of Administrative Sciences

12:3. 175-181.

Smith, C.A., Organ, D.W., & Near, J.P. (1983). Organizational Citizenship Behavior:

Its Nature and Antecedents. Journal of Applied Psychology 68:4. 653-663.




Referral Issues 67

Sullivan, R. (2000, April 4). The Two-decade-long Road to Child Neglect: Thousands
of BC Children Under Government Superviéion Have Been 11l Served by Cost-Cutting
and Changes in How Care is Delivered, According to a Social Work Professor. The

Vancouver Sun. p. All.

Szasz, G. (1969). Interprofessional Education in the Health Sciences. The Milbank

Memorial Fund Quarterly, XLVII. 449-475.

Trocmé, N., MacLaurin, B., Fallon, B., Daciuk, J .,v Billingsley, D., Tourigriy, M.,
Mayer, M., Wright, J., Barter, K., Burford, G., Hornick, J., Sullivan, R., McKenzie, B.

Canadian Incidence Study of Reported Child Abuse and Neglect: Final Report. Ottawa,

Ontario: Minister of Public .WOrks and Government Services Canada.
Van Yperen, N.W., van den Berg, A.E., & Willering, M.C. (1999). Towards a Better
Understanding of the Link Between Participation in Decision-Making and

"Organizational Citizenship Behaviour: A Multilevel Analysis. Journal of

" QOccupational and Organizational Psychology 72. 377-392.

Vulliamy, A.P. (1998). Physician's Experiences with the Child Protection

System as a Factor in the Decision to Report Child Abuse. Unpublished master's

thesis. Vancouver, BC: The University of British Columbia.

" Vulliamy, A.P.& Sullivan, R. (2000). Reporting Child Abuse: Pediatricians’

Experiences with the Child Protection System. Child Abuse and Negleét 24:11. 1461-
1470.

Weisbord, M.R. (1976) Why Organizatioh Development Hasn’t Worked (So Far) In

Medical Centers. Health Care Management Review, Spring. 17-28.




Referral Issues 68

Werner, J.M. (1994). Dimensions That Make a Difference: Examining the Impact of

In Role and Extrarole Behaviors on Sup.ervisory Ratings. Journal of Applied Psychology |
79:1.98-107.
- Willcocks, P. '(2000, Dec 20). The North Needs Another Gove Inquiry. The

Vancouver Sun. A14.

Williams, L.J., & Anderson, S.E. (1991). Job Satisfaction and Organizational
Commitment as Predictors of Organizational Citizenship and in-Role Behaviors. Journal

of Management, 17:3. 601-617.

Witt, L.A., & Silver, N.C. (1994). The Effects of Social Responsibility and

- Satisfaction on Extrarole Behaviors. Basic and Applied Social Psychology, 15:3. 329-

338.



Referral Issues 69

Appendix I

Duty to Report Need for Protection

Child, Family and Community Service Act (1997) Section 14

1. A person who has reason to believe that a child
a) has been, or is erly to be, physically harmed, sexually abused or sexually
exploited by a parent or other person, or
b) needs protection under section 13 (I)(e) to (k)
must promptly report the matter to a director or a person designated by a director.
2. Subsection (1) applies even if the information on which the belief is based
(a) is privileged, except as a result of a solicitor-client relationship, or
(b) is confidential and its disclosure is prohibited under another Act.
3. A person who contravenes subsection (1) commits an offence.
4. A person who knowingly reports to a director, or a person designated by a director,
false information that a child needs protection commits an offence.
5. No action for damages may be brought against a person for reporting information
under this section unless the person knowingly reported false information.
6. A person who commits an offence under this section is liable to a fine of up to
$10,000 or to imprisonment for up to 6 months, or to both.

7. The limitation period governing the commencement of a proceeding under the

Offence Act does not apply to a proceeding relating to an offence under this section.
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Appendix 11

Definition of A Child in Need of Protection

Child, Family and Community Service Act (1997) Section 13

1. (a)if the child has been, or is likely to be, physically harmed by the child’s parent;

(b) if the child has been, or is likely to be, sexually abused or exploited by the
child’s parent;

(c) if the child has been, or is likely to be, physically harmed, seXually abused or
sexually exploited by another person and if the child’s parent is unwilling or
unable to protect the child;

(d) if the child has been, or is likely to be, physically harmed because of neglect by
the child’s parent;

(e) if the child is emotionally harmed by the parent’s conduct;

(f) if the child is deprived of necessary health care;

(g) if the child’s development is likely to be seriously impaired by a treatable
condition and the child’s parent refused to provide or consent to treatment;

(h) if the child’s parent is unable or unwilling to care for the child and has not made
adequate provision for the child’s care;

(i) if the child is or has been absent from home in circumstances that endanger
the child’s safety or well-being;

(j) if the child’s parent is dead and adequate provision has not been made for the

child’s care;
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(k) if the child has been abandoned and adequate provision has not been made for
the child’s care;

(1) if the child is in the care of a director or another person by agreement and the
child’s parent is unwilling or unable to resume care when the agreement isno
longer in force.

For the purpose of subsection 1(e), a child is emotionally harmed if the child

demonstrates severe

(a) anxiety
(b) depression

(c) withdrawal

(d) self-destructive or aggressive behaviour.
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Page 1 ..
SECTION o K " Your Contact
A | -~ 5 - with Children

1.How long have you had direct contact with patients in a community office practice?
years
If zero, please dlscontmue the survey now and mail it back in the return envelope

2. Approxxmately how many of your community office practxce patzent visits in_the past
month were wzth patzents 18 years.of age or under? )

[ ] none: please dlscontmue the survey now and mail it back m the return
envelope :

[1 1-99

.. ~.
[ 1100-199
[ ]200-299 "
[1300-399
[ ]400 or more

SECTION . o _ Referrals
B . , , B

Have you ever referred a ch11d and hls/her farmly to any of the followmg licensed health
and human service professionals for a child protection concern. (“referral” is defined as
recommending another professional to a ch11d/fam1ly, “child protection” is defined by

- you):

approximate # of times - Never
3. Child protection team \ . ' [1]
4. Community health team []
- 5. Family services team [

6. Mental health team_ [1
7. Nurse B 1] -
- Pediatrician - o [1

9. Psychiatrist LY

10. Psychologist T[] -
... 11.School counsellor (1 -
*-* 12. Social worker e

'13. Someone w1thadegree [

“chlld and youth care’
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14. If you had protection concerns about a child, and decided to refer the child and

his/her family to another MD, approxzmately how long do you estimate it would take
you to do all of the following:

decide which professional to refer the chtlcﬂfamtly fo .

ask the professional if they would be willing to see the chzld/famzly (if necessarjy)
encourage the family to go

provide the professional with adequate background information

learn the initial opinion of the professional (e.g.: through a report from the
professional or a conversation with the professional). kE : :

[ ]less than 30 minutes : - :

[ ] 30 minutes or more, but less than 60 mmutes
[ ] 60 minutes or more, but less than 2 hours

[ 12 hours or more, but less than 3 hours

[ 13 hours or more, but less than 4 hours

[ 14 hours or more.

15. If you had protection concerns about a child, ana decided to refer the child and ’

.
e 0 & o o

his/her family to a licensed health and human service professional who was_not an
_MD, approximately how long do you estimate it would take you to do all of the
followzng

decide which professional to refer the chzld/famtly to

ask the professional if they would be willing to see the chzld/famtly (if necessary)
encourage the family to go

provide the professional with adequate background mformatlon

learn the initial opinion of the professional (e.g.: through a report from the
professional or a conversation with the professional). :

[ ]less than 30 minutes ‘ .
[ 130 minutes or more, but less than 60 minutes”

[ 160 minutes or more, but less than 2 hours
[ 12 hours or more, but less  than 3 hours
[ 13 hours or more, but less than 4 hours
[ ] 4 hours or more. «
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SECTION R Demographlcs
C ’ . p -
16. When were you born? 19 - : | e
17. Please indicate your sex.:
[ ]'male
[ ] female
18. Please mdzcate the local area of your current commumty office practzce
[ ] Arbutus Ridge [ ] Kllarney ’ [1] Rlley Park v
[ 1 Downtown [ IKitsilano ; ' [ ]Shaughnessy -
[ ] Dunbar-Southlands [ 1Marpole ' [ ] South Cambie
[ ] Fairview - [ ] Mount Pleasant [ ] Strathcona
[ ] Grandview Woodlands [ ] Oakridge ' T ] Sunset
[ ] Hastings-Sunrise [ ]Renfrew-Collmgwood [ 1 Victoria-Fraserview
[1] Kensmgton—Cedar Cottage . [ 1WestEnd

[] Kemsdale " [ ] West Point Grey

. 19. What is your primary method of payment for your community office work with
" children and families?

[ ] “fee for service”
[]other

20. Which type of practzce is the community oﬁ‘ ice in which you spend the majortty of
your time? ,

[ ] solo practice
[ 1 family physician group practice
(2 or more family physicians’ sharing office space)
[ ] family physician/specialist group practice
(2 or more MDs sharing office space)
[ ] multidisciplinary practice ' '
(2 or more licensed health and human service professmnals sharing office
space from at least 2 different disciplines, and at least one is not an MD).

[ ]Other v |

21. Are you pracnce elzgtble

CCFR.,.by_.ezc‘;'ﬁ? L

[lyes: =
[lno
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22. Have you ever had any formal training reIatmg to referrals to non-MD lzcensed
health and human service professionals?

11 no: please g0 on to question # 26

[ ]'yes = . 23 Was the SJormal training during Medical School? L

[ Ino
[] yes, hours in total

24. Was the formal training durmg a Family Practtce Reszdenc27

L [ Ino A
- o ‘ [lyes,___hoursintotal =~ = "7 .- S
" 25. Was the formal training darin our professional career?
| [ Ino . S -
' [ 1yes, - hours in total -

26. How many “mentors” have You had who referred children to licensed non-MDheaIth
and human service professionals during any of your training? (Mentor is def ned as

an expertenced and trusted advisor who demonstrates wisdom/skills).” -

[]O-
[]1-3
[ ] more than 3

27. How many “mentors” have Yyou had who referred children to licensed non-MD health

and human service professionals durmg your professional career?

[]0
[11-3
[ Im

ore than 3

28. Please add ahy comments you may have:

- o4

. Thank you for your ‘co-operation. We are conﬁdent that this information wnll assist -

us to understand more about child protectlon issues in the Vancouver community

P Lo
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i(u,;n I Fhe Gniversity of British Columbia ) For Administrative Use Only
Pesdeatt  Office of Research Service Protocol Number: Date Rzceived:

- Behavioural Researeh |hics Board
Room 323 = 2104 Tealth Senenees Mall, Vaneouser, B VaT 175
Phone (ol X2223385 1 oy ooy R22.5063
REQUEST FOR ETHIC AL REVIEFAWW

The Principal Investigator must have a UBC Faculty Appointment.

1, Principal Investigator / Faculty Adviser | 2. Co--westigator : Student

Surname: Gilbert Suina Cole

Given Name(s): John C 1 Giver iame(s: Carol Diane
Academic Rank: Professor Acadanic Rank: MSe Candidate

UBC Faculty / Department: Health Sciences UBC Facuity / Department: Interdisciplinary Studies

3. Source of Funds: The UBC Office of the Coordinator of Health Sciences and The UBC Department of Family Practice

4. Project Period (YY-MM-DD). _From: 00-06-01 To: 31-01-U8

5. Indicate the Institutions where the Research will be Carried Out:
4 usC Campus [JviHsc []spH [ ]BCWH [Iscen [Jecca []other

6. Mailing Address for Correspondence: Phone Number: 822-8021
D Principal Investigator / Faculty Advisor Co-Investigator / Student Fax Number: 822-2495
UBC. The Office of the Coordinator of Health Sciences E-Mail Address: ccole@interchange.ube.ca

#400-2194 Health Sciences Mall
Vancouver, B.C. V6T 123

7. Title of Project: Family Physician Motivation to Initiate Early Child Protection Support

s sy i ey o

s ommavrss s

PUR—

8. Summary of Purpose and Objectives of Project

This project is designed to begin to understand the perspective of the Family Physician (FP) in the community, who is
considering initiating early child protection support. In 1995, the report of the Gove Inquiry into Child Protection identified
the lack of collaboration between health and human service professionals. [t did not report on the current logistics of this
collaboration nor did it recommend specific ways in which it could be improved. It did, however, recommend that
collaboration skills be taught during professional training programs and to practitioners. Educational materials have
subsequently been developed but only a few students and practitioners have received theim, as they are not part of their
required training. Morc importantly, students and practitioners they are not required to implement what is advocated in the
materials, nor is it clear whether they could in the current organizational structure in the community.

Furthermore, community collaboration will be unsuccessful if practitioners are not motivated to participate. In particular,
if Family Physicians are not motivated to participate collaboration will continue to be poor, as Family Physicians are pivotally
placed in the organizational structure of health care.

This research project only addresses some of the many factors contributing to Family Physician motivation to participate in
interprofessional, early child protection support. A starting point is the research question: Is the perceived time required to
complete the referral process a significant factor in the FP's decision to refer or not refer families to community health and
human service professionals for early child protection support. This issue will be studied through a self-administered survey of
Vancouver FPs and will yield descriptive results as well.

@ Research for a Graduate Degree

All Information Requested in this Form must be Typewritten in the Space Provided.

Note: If the project is limited to one of the foilowing. please check the appropriate box and complete and submit the original plus three copies of pages 1
and 2 (sections 1-17 inclusive) of this form:

D Observation without intervention, i.e. no tests, interviews, or questionnaires;
D Interviews of professional colleagues in the fields fo law or business (not education) in which no invasion of an individua!'s personal privacy or
possible jeopardy of employment status is involved. Summarize interview / questionnaire content in item #12 or attach a copy. Also attach copies of

the introductory letter or consent form;

D UBC course or programme evaluation.


mailto:ccole@interchange.ubc.ca
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12, Summary ot Methodology and Procedures. Note: If your study involves deception. you must also complete page 7. the ‘Deception Form’,

A self-administered questionnarie (attached) will be sent to a randomized sample of family physicians/genceral practitioners.
The survey has been developed aver aone year period and has incorporated sugaestions from pilot tests of two zenerad
practitioners. one family physician, and three social scienee researchers. and from suggestivns from several UBC professors.
Every cffort is planned to maximize the response rate. including deseriptions of the support from several UBC departments
and the importance of the rescarch. Ithas been kept short. to respect the time limitations of family physicians. 1t also uses
intelligence and terminolouy of physicians. Business reply envelopes will be provided and

language which is consistent with the
planned: initial mailing. veminder posteard. second mailing. reminder phone call. and

up to 5 contacts with cach physician are
a third mailing.

300 general practitioners/family physicians will be sent survevs (see item [4 below). At least 193 responses are anticipated, a
o, Of these 193. 25 % arc anticipated to be ineligible, however, in that they will be from

response rate of approximutely 64 %
physicians who do not have direct contact with children in a community office practice. Therefore, 48 are anticipated to be
mplete the analysis (as

ineligible, leaving 143 surveys cligible for detailed analysis. This allows sufficient additional data to co
100 surveys are required for most of the statisitical calculations planned), should the response be less. Therefore, a 33 %
eligible response rate would be acceptable, butan eligible response rate of approximately 60 % is possible.

Data analysis will include univariate, bivariate. and multivariate analysis. Data will be entered by the co-investigator onto
an SPSS spreadsheet. Statistical calculations will include frequency tabulation, cross-tabulation, and linear regression
tabulation. Extensive interpretation will be conducted and repoivted.

Description of Population

13. How many subjects will be used? 300 How many in the control group? 0

14, Who is being recruited, and what are the criteria for their selection?

A few thousand physicians are listed alphabeticaily in the 1999-2000 BC Medic
Vancouver. 1097 do not have a specialty indicated next to their names (Family Medicine is no longer identified in this
category), and are listed as not on the Temporary Register. Therefore these 1097 are considered to be either General
Practitioners or Family Physicians. Each of these 1097 names will be numbered, in alphabetical order, from 1 -1097. 300 of
these numbers will then be selected using a Table of Random Nrmbers. The names corresponding to these numbers will be

selected to be surveyed.

al Directory, as being located in the City of

15. What subjects will be excluded from participation?
Specialists and those on the Temporary Register will be excluded.

16. How are the subjects being recruited? If the initial contact is by letter or if a recruitment notice is to be posted, attach a copy. Note that UBC policy
discourages initial contact by telephone. However, surveys which use random digit diaiing may be allowed. If your study involves such contact, you must

also complete page 8, the ‘Telephone Contact’ form.
Selected physicians will be contacted up to 3 times, depending upon how quickly they reply:
1. An Initial letter (attached)
2. A reminder posteard
3. A second mailing
4. A phone call asking if they received the survey
5. A third mailing

17. If a control group is involved, and their selection and/or recruitment differs from the above. provide details:
NA
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18. Where will the project be conducted (room or area)? IRC #4078, Office of ... Health Sciences

19. Who will actually conduct the study and what are their qualifications?
The Co-Investigator, Carol Cole will actually conduct the study. Her qualifications are:
Extensive experience as an RN for 25 vears:
- 6 vears working with children and families in a Vancouver Family Practice
- 9 vears working with Family Physicians and specialists as a rescarch coordinator and as a regional research monitor
- 3 vears coordinating the developmentof several interprofessional courses for UBC students and BC practioners as the
Coordinator of the UBC Division of Interprofessional Education. Three of these courses have been: A Youth Health
Curriculum. Interdisciplinary Practice with Children and Families, Interprofessional Teamwork Workshops.
Extensive education including health sciences, research. statistics. organizational behaviour, conflict resolution,
and sociology courses.,

20. Will the group of subjects have any problems giving informed consent on their own behaif? Consider physical or mental condition, age, language,
and other barriers.

NA

21. If the subjects are not competent to give fully informed consent, who will consent of their behalf? NA

22. What is known about the risks and benefits of the proposed research? Do you have additional opinions on this issue?
NA

23. What discomfort or incapacity are the subjects likely to endure as a result of the experimental procedures?
NA

24. If monetary compensation is to be offered to the subjects. provide details of amounts and payment schedules.
NA :

25. How much time will a subject have to dedicate to the project? 200 minute survey

26. How much time will a member of the control group., if any. have to dedicate to the project? NA
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27. Who will have access to the data? .

Ouly the co-investigator and investigator will hay e access to the data.

28. How will the confidentaiity of the data be maintained?
The surveys will be keptin a locked office. and none of them include any identifying questions.

A separate spreadshect will kept for tracKing purposes only. and will not include any of the survey responses. The Tracking
Spreadsheet will be based upon code numbers written on the survey return envelopes. When the envelopes are received. the
surveys will be separated immediately.

: : 20, What are the plans for the future use of the raw data beyond Ihat described in this protocol? How and when will the data be destroyed?
The surveys will be destroyed when all of the data has been entered, analysed, and compiled into a report. The surveys will be
i shredded in the summer of 2001,

»
' ‘%’ 30. Will any data which identifies individuals be available to persons or agencies outside the University?
. No
Ty
i
il
B
I
31. Are there any plans for feedback to the subject?
i Aggregate summaries will be available to subjects upon request.

32. Will your project use: E] Questionnaires (Submit a copy);
D Interviews (Submit a sample of questions);
E] Observations (Submit a brief description);

Tests (Submit a brief description).
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33. Funding Information

Acency / Source of Funds:
Internal D External
Funds Administcred by (] usc [ Jvhnse [1spr 5] escwH [7]sccr T lBcca
UBC or Hospital Acceunt Mumber:
Status: D Awarda I:] Panding
Peer Review: D Yes D No
Start Date (YY-MM-DDy: 00-06-01  Finish Date e (-M-DDY ()1 —ry5- 3 |

Informed Consent

34. Who will consent?

D Subject.

D Parent or Guardian, (Written parental consent is always required for research in the schools and an opportunity must be presented either verbally or
inwriting to t* students to refuse to participate or withdrav/. A copy of what is ‘written or said to the students should be provided for review by the
Committee.) ]

[:] Agency Officials.

35. In the case of projects carried out at other mstitutions, the Committee requires written proo! that agency consent has been received. Please specify
below:

[:] Research Carried Out at a Hospital - Approval of hospital research or ethics committee.

D Research Carried Out at a School - Approval of school board and/or principal. Exact requirements depend on individual school boards. Check with
Faculty of Education committee members for details.

D Research Carried Out in a Provincial Health Agency - Approval of Deputy Minister.

[:] Other - Specify:

Questionnaires (Completed by Subjects)
36. Questionnaires should contain an introductory paragraph or covering letter which includes the following information. Please check each item in the
_following list before submission of this form to insure that the instruction contains all necessary items.

UBC Letterhead.

Title of Project.

Identification of the Investigators, Including a phone number.

A Brief Summary that Indicates the purpose of the project.

E The Benefits to be derived.

E A Full Description of the Procedures to be carried out in which the subjects are involved.

E] A Statement of the Subject's Right to Refuse to Participate or Withdraw at any time without jeopardizing further treatment, medical care or class
standing, as applicable. Note: This statement must also appear on explanatory letters involving guestionnaires.

The Amount of Time required of the subject.

E] The Statement that if the questionnaire is completed it will be assumed that consent has been given. This is sufficient if the research is limited to
questionnaires; any other procedures or interviews require a consent form signed by the subject.

@ An Explanation of how to return the questionnaire.

X] Assurance that the Identity of the subject will be kept confidential and a description of how this will be accomplished: e.g. "Don’t put your name on
the questionnaire”.

< Eor Sirveys cirerlated by mail a copy af the explanatory lefter as well a5 a capy of the guestionnaire
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Consent Forms

37. UBC policy requires written consent in all cases other than those iimited lo guestionnaires which are compteted by the subject. (See tem #36 (or
consent requirements.) Please check each item in the folfowing list before submission of this form to ensure that the written consent form attached
contains ali necessary items. If your research involves initial contact by telechnne. . u do not need to filt out this section.

D UBC Letterhead.

(] Title of the Project.

D Identification of investigators. ncluding a telephone number. Research for a < :aate thesis should be wientified as such and the name and
telephone number of the faculty advisor included,

D Brief but complete description in lay language of the purpose of the project andt =i all procedures to be carried out in which the subjects are involved.
Indicate if the project involves a new or non-traditional procedure whose efficacy has not been proven in controlied studies.

D Assurance that the identity of the subject will be kept confidential and description of how this will be accomplished. i.e. describe how records in the
principal investigalor's possession will be coded, kept in a locked filing cabinet. or under password if kept on a computer hard drive.

[:] Statement of the tctal amount of time that will be required of a subject.

D Details of monetary compensation, if any, to be offered to subjects.

[_—_l An offer to answer any inguiries concerning the procedures to ensure that they are fully understood by the subject and to provide debriefing, if
appropriate.

D A statement that if they have any concerns about their rights or treatment as research subjects. they may contact Dr. Richard Spratley, Director of
the UBC Office of Research Services and Administration, at 822-8598.

[] A statement of the subject's right to refuse to participate or withdraw at any time and a statement that withdrawal or refusal to participate will not
jeopardize further treatment. medical care or influence class standing, as applicable. Note: This statement must also appear on letters of initial
contact. For research done in the schools, indicate what happens to children whose parents do not consent. The procedure may be part of
classroom work but the collection of data may be purely for research. .

D A statement acknowledging that the subject has received a copy of the consent form including ali attachments for the subject's own records.

D A place for signature of subject consenting to participate in the research project, investigation, or study and a place for the date of the signature.

[:] Parental consent forms must contain a statement of choice providing an option for refusal to participate, e.g. I consent/ | do not consent to my
child's participation in this study.” Also. verbal assent must be obtained from the child. once the parent has consented.

D If there is more than one page. number the pages of the consent, e.g. page 1 of 3, 2 of 3. 3 of 3.

Attachments

38. Check items attached to this submission, if applicable. Incomplete submissions will not be reviewed.
@ Letter of Initial Contact. (item 16) .
I:I Advertisement for Volunteer Subjects. (Item 16)

D Subject Consent Form. (Item 37)

D Control Group Consent Form. (if diferent from above)

D Parent / Guardian Consent Form. (If differenct from above)

D Agency Consent. (Item 35)

Questionnaires. Tests, Interviews. efc. (Item 32)

Explanatory Letter with Qestionnaire. (item 36)

D Deception Form, including a copy of transcript of written or verbal debriefing.

D Telephoﬁe Contact Form.

[ Other - Specify:
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12. Summary of Methodology and Procedures. Note: If your study involves deception, you must also complete page 7, the 'Deception Form'.

A self-administered questionnarie (attached) will be sent to a randomized sample of family physicians/general practitioners.
The survey has been developed over a one year period and has incorporated suggestions from pilot tests of two general
practitioners, one family physician, and three social science researchers, and from suggestions from several UBC professors.
Every effort is planned to maximize the response rate, including descriptions of the support from several UBC departments
and the importance of the research. It has been kept short, to respect the time limitations of family physicians. It also uses
language which is consistent with the intelligence and terminology of physicians. Business reply envelopes will be provided.

600 general practitioners/family physicians will be sent surveys (see item 14 below). At least 180 responses are anticipated, a
response rate of approximately 30%. Of these 180, 25 % are anticipated to be ineligible, however, in that they will be from
physicians who do not have direct contact with children in a community office practice. Therefore, 45 are anticipated to be
ineligible, leaving 135 surveys eligible for detailed analysis. This allows sufficient additional data to complete the analysis (as
100 surveys are required for most of the statisitical calculations planned), should the response be less. Therefore, a 22 %

eligible response rate would be acceptable.

Data analysis will include univariate, bivariate, and multivariate analysis. Data will be entered by the co-investigator onto
an SPSS spreadsheet. Statistical calculations will include frequency tabulation, cross-tabulation, and linear regression
tabulation. Extensive interpretation will be conducted and reported.

Description of Population

13. How many subjects will be used? 600 How many in the control group? 0

14. Who is being recruited, and what are the criteria for their selection?

A few thousand physicians are listed alphabetically in the 1999-2000 BC Medical Dlrectory, as being located in the City of
Vancouver. 1084 do not have a specialty indicated next to their names (Family Medicine is no longer identified in this
category), and are listed as not on the Temporary Register. Therefore these 1084 are considered to be either General
Practitioners or Family Physicians. According to the Ministry of Health, 163 of these MDs are not currently i in active practlce
The remainining 922 names will be entered into SPSS, and a random sample of 600 names will be generated.

15. What subjects will be excluded from participation?
Specialists and those on the Temporary Register will be excluded.

16. How are the subjects being recruited? If the initial contact is by letter or if a recruitment notice is to be posted, attach a copy. Note that UBC policy
discourages initial contact by telephone. However, surveys which use random digit dialing may be allowed. If your study involves such contact, you must
also complete page 8, the ‘Telephone Contact’ form.

Each selected physician will be contacted up to 2 times:

1. An initial letter and survey(attached)
2. A second mailing, if they have not already responded.

17. If a control group is involved, and their selection and/or recruitment differs from the above, provide details:
NA
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Appendix X: Average Income of Local Areas

1996 Statistics Canada Census and My Stratification

Low Income ‘ Medium Income High Income

Strathcona 18,895 Renfrew 45,825 | South Cambie 60,562
Granview 32,398 Sunset 45,959 Oakridge 62,621
Mt. Pleasant 32,888 Victoria 47,275 Arbutus 67,426
Downtown 34,497 ‘ Fairview 48,957 W. Point Grey ' 82,658
West End 34,397 | - Kilammey . 49,414 Dunbar 87 , 132
Marpole 43,318 - . | Riley Park 51,615 . Kerrisdale 87,267
Kensington 44,337 Kitsilano 53,877 ' Shaughnessey 131,148

Hastings 45,630



