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ABSTRACT:

Introduction: Youth from rural communities face significant
challenges in the pursuit of healthcare training. Healthcare trainees
with a rural background are more likely than those without to
practice rurally as healthcare professionals. The Healthcare
Travelling Roadshow (HCTRS) is an initiative in Canada that
provides rural youth with exposure to healthcare careers, while
providing healthcare students with exposure to rural opportunities,
and an interprofessional education experience. To the authors’
knowledge, this is the first description of an initiative for rural
university-high school healthcare career outreach that involves
near-peer teaching, highly interactive sessions, and an
interprofessional focus.

Methods: Ten HCTRSs took place throughout northern rural and
remote British Columbia between 2010 and 2017. Questionnaires
were delivered to youth in a pilot research project in 2010.
Healthcare students and community members completed
questionnaires for ongoing program evaluation from 2010 to
2017. Quantitative elements were graded on a five-point Likert
scale. Qualitative elements were analyzed thematically.

Results: Participants indicated that the program was very
successful (4.71, 95% confidence interval (Cl) 4.63-4.79), would
likely encourage healthcare students to consider rural practice
(4.12, 95%Cl 3.98-4.26), and that it inspired local youth to consider
careers in health care much or very much (4.45, 95%Cl 4.35-4.55).
Qualitative analysis led to description of four themes: (1) sincerity
and interactivity sparking enthusiasm, (2) learning through rural
exposure and community engagement, (3) healthcare student

personal growth and (4) interprofessional collaboration and
development. Open-ended feedback identified successes outside
of the primary goals and illustrated how this program could act in
a multi-faceted way to promote healthcare recruitment and
retention. Constructive comments emphasized the importance of
taking a balanced approach to planning the HCTRS, ensuring the
goals of the HCTRS are best met, while meeting the needs of the
host communities as much as possible.

Conclusions: The HCTRS is an interdisciplinary experience that
successfully engages rural youth, healthcare students, and
community stakeholders. Participants consistently indicated that it
encouraged rural youth towards healthcare careers and healthcare
students towards rural practice. Success of the program requires
meaningful engagement with multiple academic and community
stakeholders.
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Introduction

There have long been geographic maldistributions of healthcare
professionals, which contribute to the health disparities
experienced by rural peoples worldwide' 4. This is particularly
evident in countries such as Canada, where about 95% of the
geography is rural3. While some 16.8% of the population of
Canada lives in a rural environment, their health needs are served
by only 8.2% of physicians®. This disparity is similarly observed in
other countries and in other healthcare fields2. Current evidence
suggests students with a rural origin and students trained in a rural

context are more likely to consider rural health careers?-16

yet rural
candidates are underrepresented at medical schools, most of
which are urban based”17. Efforts to deal with this maldistribution
have led to the creation of a number of different models of
distributed medical education, which collectively strive to increase
the number of students training and practicing in rural
locations8-20_ Students of rural origin face many barriers not
shared with their urban counterparts in attaining admission to
healthcare training®17. They are less likely to pursue post-
secondary education and may be disproportionately
underrepresented in health-related programs?!. Rural youth are
less likely to believe that they could gain admission to medical
school and may also be relatively unaware of career options in
health care, compared to their urban counterparts?2.

Many different initiatives exist within the spectrum of rural
healthcare pipeline programs2324. University—high school outreach
programs are at the earliest stage of the pipeline, and there
remains a relative paucity of initiatives that visit youth in their rural
communities®. Some of the initiatives described previously include
a Mini-Med School program that focused on interactive stations
delivered by experienced clinician educators?®, a Mini-Med School
focused on Indigenous youth, with interactive stations facilitated
by medical students2é, a rural secondary school outreach program
with both lectures and interactive stations facilitated by medical
students?’, and a high school outreach for nursing student
recruitment where practicing nurses, educators, and administrators
provided information on opportunities at various different rural
targeted venues'2.

The Healthcare Travelling Roadshow (HCTRS) was conceived in
2009 at a rural healthcare workforce symposium held in Prince
George, British Columbia (BC), in response to workforce shortages.
Rural communities were to provide students with a rich learning
context for understanding interprofessional collaboration and rural

healthcare opportunities and challenges. The interprofessional
healthcare student team was to engage local youth and provide
education and encouragement towards healthcare training and
careers. Each roadshow was to be customized to the communities
and schools to be visited, striving to meet the needs of the region,
and involve Indigenous students and healthcare providers
wherever possible.

This article reports the outcomes of the program from 2010-2017.
To the authors’ knowledge, this is the first description of an
initiative for rural university—high school healthcare career
outreach that involves near-peer teaching, highly interactive
sessions, and an interprofessional focus.

Methods
Study design and setting

Since 2010, the HCTRS has occurred once or more annually in
northern rural and remote BC communities (population

~500-20 000), with presentations at local high schools on different
healthcare careers. A typical roadshow consisted of 7 days of
travel, visiting three communities and conducting 10 high school
presentations (Fig1). Presentations were delivered to all youth
within a cohort (typically grade 10, depending on community size
and needs). The goals were to:

® showcase healthcare careers as options for rural students

® showcase the rural community as a career option for
healthcare students

® provide an interdisciplinary experience for healthcare
students.

This was to be accomplished through highly interactive

presentations, and involve near-peer teaching?82°

, using medical
equipment similar to that used in everyday healthcare situations
(Table 1). A collaborative model was conceived, requiring an
academic champion to engage with the academic partners, and
work closely with a community champion who engaged with the
various community partners to identify the specific needs of the
community and how best the HCTRS may be tailored to address
those needs during the timeframe of the proposed roadshow and

on an ongoing basis (Fig2).

The evaluation used data from both the 2010 pilot and ongoing
program evaluation. Qualitative data were analysed using a
thematic analysis approach, as described below3°.



Table 1: Sample equipment inventory

Anatomical model Full skeleton, knee (arti andior cervical spine (with nerves),
lung, heart, ‘nonyhmﬂnnuwnsl bunyluotnnum thorax and abdomen, full arm, skull, brain,
hal’r\sadmdneck large mner ear, large eyeball.
dumny, kar Tube and stylet, bag valve mask,

, trainer and blood pressure cuffs, wound management supplies.
Microbiclogy Plates, swabs, inoculation loops, urine vials, syringes, various blood collection fubes, paraffin
lissue blocks, various demonstration slides (blood smear, parasites, etc.), chem strips, allas,
larminated exa

Radiology Light box, demonstration X-rays (pre- and post-surgery, firearms acci traffic
{200 X fay s

ir, crutches, cane, quad cane, immobilization walking boot, ankde foot orthasis

inermomould plastic, knee brace, shoulder pulley, green therapy band, transfer beit, wobble
cushion, wobble board, gomsomeler, bosu ball, anatomical fool model, spme model wth
deformity.

Crxapational theragy | Dymamic splinbbracs, dorsal extension hand brace, dynamic finger flexor splint, leather wrist
working splint, thumb splint (thermo = Velcro), modified plate and ulensils, reacher, sock aid

Dental Jaw and tooth development medets, dentoforms, mid-sagitial head and neck model, skull model,
dental dnill, explorer, caning tooks (hollenback, discoidicleoid).
Michwifery Bi modeds, abdomen model, breast models (regular, lactal
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Figure 1: Summary of healthcare travelling roadshows 2010-2017. Dark bubbles indicate the year of the trip, the total distance
travelled, and the communities visited. The years 2010 and 2012-2015 each had one annual trip, 2016 had two, and 2017 saw
three annual trips, including the first trip based outside of Prince George.
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Figure 2: Elements of planning and ongoing engagement.

Sampling

Convenience sampling was utilized both during and immediately
after each annual HCTRS trip. Three separate populations were
targeted to ensure that the data obtained represented all parties
involved. Students registered in healthcare career training
programs in the province of BC, at any stage of training, were
invited to apply to participate in the HCTRS. Participants were
selected based on a combination of criteria including desire to
inspire youth to consider healthcare careers, knowledge of or
desire to learn about rural health care, and diversity of applicants
(careers, training locations, gender, backgrounds). A preference
was given to involving new healthcare students on each trip but a
few students participated in more than one trip. Students were
given minimal guidance on developing their presentations, and
commonly the student presentations evolved throughout the trip.

In 2010-2017, students were from 20 different healthcare training
programs, located in small and large centers across the province
(Table 2), with different combinations of careers represented on
each trip. Typically, eight different healthcare careers were
represented on each trip, and healthcare students were generally
in their mid-20s, consistent with a near-peer teaching
approach?822_ Key community members (teachers, administrators,
hospital staff, town councillors, etc.) were identified based on
previous interaction, and then invited, either by email or in person,
to submit feedback on their experiences. Healthcare students were
invited to provide feedback at the end of their week partaking in
the HCTRS. Youth were also asked for feedback, facilitated by their
school (2010 only). Participants in the study were youth (high
school students; n=22), community members (n=62) and
healthcare students (n=57).

Table 2: Careers represented in the healthcare travelling roadshow (2010-2017)

Audiology Midwifery
Biomeadical anginearing fechnology Nuclear madicing tachnology
Dental Mursing
Denlal hygiene Occupational therapy
Denlistry Oplomelry
Family nursa practifioner Pharmacy
Licansed practical nurse Physical tharapy
Medical laboratory technology science Registered massage therapy
Medical radiegraphy technology Respiratory therapy

Spaach palhology

Data collection

The questionnaires developed in the pilot study were designed for



three separate populations (youth, community members, and
healthcare students) and formed the basis for those used in
ongoing program evaluation. The data presented are a composite
of both pilot and ongoing program evaluation. Questionnaires
contained both quantitative and qualitative elements. Respondents
were asked to answer three quantitative questions each on a five-
point Likert scale, with healthcare students answering an additional
question. Two open-ended narrative questions asked respondents
to articulate strengths of the HCTRS and areas for improvement.
Data were collected using either paper or electronic forms. These
data were transcribed into separate documents based on
respondent type and question being asked. These documents were
then transferred into NVivo v11 (QSR International;
https://www.gsrinternational.com/nvivo/home) to facilitate the
generation of codes and themes. Data collection occurred between
2010 and 2017, on 10 different trips, resulting in a total of

141 respondents between all three populations. Non-participation
was not a concern and specific number of refusals to participate
was not tracked.

Analysis

Quantitative data are shown with Likert scale averages and
confidence intervals calculated using Microsoft Excel. Qualitative
data were coded iteratively by three investigators (SBM, KM and
JQG) in NVivo. These codes were then analyzed by a single author
(KT) to ensure congruity and comprehensiveness. An inductive
approach to coding was used, basing codes on the data and not
on any existing framework3®. Codes were generated
simultaneously for all respondent types and were not separated
based on this parameter. Themes were generated through a

semantic approach to summarize the data without much
interpretation3?. Themes that emerged are based on collective
data from all respondents across all years.

Ethics approval

A pilot study was conducted with youth in 2010, with both student
assent and parental consent for youth to complete the
questionnaire and be filmed for promotional film development.
Ethics approval was granted by the University of British Columbia
Research Ethics Board (protocol H10-01345) and the University of
Northern British Columbia Research Ethics Board (protocol
E2010.0520.089). Program evaluations were conducted with
healthcare students and community members from 2010 to 2017,
for the primary purpose of program improvement.

Results
Quantitative analysis

Youth, healthcare students, and community members consistently
indicated that the HCTRS was successful or very successful

(Table 3). When asked whether they thought this initiative would
help encourage healthcare students to consider one day taking up
practice in a rural community, youth and healthcare students
thought this was likely or very likely, whereas the community
members felt this was only somewhat likely to likely. Regarding
whether the HCTRS achieved the aim of inspiring local youth to
consider careers in health care, all groups felt the HCTRS did this
very much. Healthcare students consistently rated the overall
experience very highly.

Table 3: Quantitative evaluation of the healthcare travelling roadshow. Average of responses to program evaluation questions,
with 95% confidence intervals presented by population: youth (n=22), community members (n=62), healthcare students
(n=57), and total (n=141 or n=57 total for question 4)

Cl, confidence mlerval

Qualitative analysis

Four major themes arose from the analysis: (1) sincerity and
interactivity sparking enthusiasm, (2) learning through rural
exposure and community engagement, (3) healthcare student

Question Youth Community Healthcare Total

(n (95%C1)) members. students (1 (95%C1})

(n (95%CI)) (n (95%C1))

How successful do you think this project was in 4.68 4.68 4.75 4.1
genaral? (1 = Not very, 5 = Vary) (4.44-4.92) (4.55-4.81) (4.64-4.86) 14.83-4.79)
Do you think this project will encourage 4.14 3.86 4.58 4.12
healthcare students to consider settling in a (3.84-4 44) (3.46-3,86) (4.43-4.73) (3.98-4.26)
rural community after graduation?
(1 = Not likely, 5 = Very likely)
Do you think this project has encouraged local 4.55 43 4.54 4.45
youth to consider caraers in healthcare? (4.30-4.80) (4.15-4.47) (4.39-4.69) (4.35-4.55)
{1 = Not much, 5 = Very much)
Please rate your overall experience of the 4.82 4.82
project (healthcare students only). (4.71-4.93) (4.71-4.93)
(1 = Poor, 5 = Excellent)

personal growth, and (4) interprofessional collaboration and
development. The first two themes arose across all three
populations, while the last two arose only with the healthcare
students. Quotes representing the variety of perspectives
encompassed within each theme are shown in Table 4.



Table 4: Highlights of program evaluation. Representative quotes organized by theme

Sincerity and interactivity sparking enthusiasm

‘Everything was pretty great. | liked that everything was hands on, and that we got to leam a bit
about everyone.' — Youth

‘| think the range of backgrounds/life experiences/career choices each student had was great for
kids to see.’ — Community member

‘Inspiring and educating the high school students ... Seeing their “aha” moments and enthusiasm.”
— Healthcare student

“All the hands-on work that we were able to see. | liked how all the medical students personalized
their work.” — Youth

‘The interactive tables were great for kids to actually see what might be involved, as many of these
kids have probably never been exposed to most of the professions incorporated in the roadshow.’ —
Community member

‘I liked the connection obtained by talking to the people who had come for my sake ' — Youth

Learning through rural exposure and community engag: t

‘Having healthcare students from all over BC ... allows us to showcase our community and what we
have to offer professionals coming to the [region].’ — Community member

‘Itis inevitable that students will all encounter patients at some point in their career who have come
from a smaller community and have faced some of the health care challenges that comes along
with that. Having at least some idea of what those challenges are will allow students to be better
equipped to care for these patients.” — Healthcare student

‘I can genuinely say that because of this opportunity, | would consider working in a more rural area
as a healthcare professional.’ — Healthcare student

‘The Roadshow gave me incredibly valuable insight into what this sort of medical path would be like
and | feel like firsthand exposure is really the only way to obtain this sort of insight " — Healthcare

student

Healthcare student personal growth

Healthcare student

‘It's great to learn what brought people to their career of choice and it's inspiring to know there are
lots of options to be shared with not only youth but anyone looking for a rewarding career.’ —

‘Learned about how to effectively describe my own
role/scope of other fields.” — Healthcare student

profession to others, learned about the

‘Talking to the students from other training programs helps me to communicate with other health
professionals better in my future work.” — Healthcare student

‘That personal sense of bringing this important cause to a region that requires this work so acutely
and desperately was satisfying.’ — Healthcare student

Interprofessional 1 and dev

sustainability.’ — Healthcare student

‘.. | realized while travelling to these small towns that teamwork is key. It can be daunting and
overwhelming to manage the health of an entire community, which is why support networks and
interprofessional cooperation among different health professionals is vital for long-term

‘I learned a little more about what is involved in the

Healthcare student

easier for me to understand how | can incorporate partnerships later on when | am in practice.” —

different professions as well, which makes it

‘I was impressed with the depth of knowledge across all different disciplines and how much we can
leamn from each other and how our work with patients connects.” — Healthcare student

Healthcare student

1] learned that everyone brought a lot to the table and was able to gain more insight into how other
people’s programs worked and it broadened my own understanding of a healthcare team’ —

*__ the most enjoyable part of the roadshow has been learning from the other students that have
been alongside me on the tour. | have found it incredibly informative to learn about the professions
that influence healthcare in the clinical setting.’ — Healthcare student

Sincerity and interactivity sparking enthusiasm

This theme was the most prominent across all populations. Nearly
all youth valued interactivity when asked their view of the best part
of the HCTRS. Healthcare students often commented that they
most enjoyed the enthusiasm they were able to elicit from
students during the small group presentations. The most common
key ideas within this theme included inspiring youth, mentoring
through sharing stories, sincerity of the healthcare students, and
enjoyment of the interactive stations. The community members
also found the presentation of the diversity of healthcare career
options to be powerful.

Learning through rural exposure and community engagement

Healthcare students as well as community members viewed rural
exposure and community engagement as paramount in the impact
of the HCTRS. Healthcare students from both smaller and larger
centers often remarked on how the HCTRS opened their eyes to
rural life and its benefits as well as its challenges. Some students
were profoundly impacted by the resource scarcities in rural towns
and how this was managed by the local healthcare teams.
Community members often wrote about their positive interactions
with the healthcare students during the HCTRS and specifically
during tours of community healthcare facilities, when community

leaders showcased their communities. Community members were
optimistic that, by following such robust engagement with the
community, students would be more likely to consider rural
practice as a viable career option in the future.

Healthcare student personal growth

A less common but still prominent theme that arose was the
personal growth of the healthcare students. This stands out as a
major ancillary benefit of the HCTRS beyond achieving its three
goals. Students articulated being inspired to be better people,
gaining confidence in describing their career to others, and
increasing their cultural competency. Personal growth came from
the interprofessional interactions, high school presentations, and
community exposure.

Interprofessional collaboration and development

The theme of interprofessionalism was unique to the healthcare
students. Interprofessionalism was one of the most commonly
occurring themes throughout the data, suggesting that the
healthcare students regarded this as one of the most impactful
aspects of the HCTRS. Students talked mostly about their
interactions with the other healthcare students, and how the
experience of learning with, from and about each other helped



them to develop a better, more holistic understanding of
interprofessionalism in health care.

The majority of constructive comments from all three populations
were operational recommendations. However, these were largely
contradictory. Some wanted larger presentations to include more
students; others wanted smaller presentations for more
engagement. Some wanted more time for interaction; others
wanted more presentations to happen. These paradoxical ideas
were represented across populations and illustrate the importance
of taking a balanced approach to planning the HCTRS, ensuring
the goals of the HCTRS are best met, while meeting the needs of
the host communities as much as possible. Finding this balance
requires thoughtful planning and communication on the part of
the academic and community champions.

Discussion

The present data show that the HCTRS was uniformly well received
and largely successful in achieving its goals. Participants mostly
rated the success of different aspects of the initiative at greater
than 4 out of 5. One notable exception was that community
members felt it was only somewhat likely to likely that the HCTRS
would encourage healthcare students to consider rural practice.
The community members may have had a more realistic
perspective, given their lived experience with the realities of rural
healthcare recruitment and retention. It is also possible that they
may not have understood the full scope of the HCTRS, as few
community members were engaged in all aspects (school
presentations, community tours, hospital tours, and social events).
Additionally, community members may have had a more sceptical
perspective than the healthcare students, who were typically two
to three decades younger. Community involvement and fit" is
important in rural recruitment for practitioners of both rural and
urban background3'. Younger healthcare practitioners have
different career aspirations than their senior colleagues and
working with these different aspirations contributes to success in
recruitment and retention®. If community members believe it is
unlikely that their youth will go into health care or that the HCTRS
students are unlikely to choose rural practice, their attitudes could
decrease the success of the initiative. As the HCTRS grows and
engages community members in discussion about rural healthcare
recruitment, a desirable outcome would be building community
optimism about rural healthcare recruitment.

In the qualitative analysis, all three populations articulated that the
HCTRS was successful in achieving the three goals set out by the
program. Furthermore, all community respondents, when asked
whether they hoped the roadshow would return to their
community, responded in the affirmative, often emphatically. This
illustrates how well the HCTRS was received by communities, and
their belief that it may help to address rural healthcare shortages.
In addition, through open-ended feedback, novel benefits outside
of the three main goals were identified. These include personal
growth for healthcare students and positive engagement with the
community leaving a lasting impact on their understanding of rural
health care. The interprofessional design was a high impact aspect

of the HCTRS for the healthcare students. Interprofessional
initiatives have many benefits for rural health care at the post-
licensure level, including patient care cost savings, and recruitment
and retention of healthcare professionals32. Whether
interprofessional rural exposure at the trainee level is associated
with long term rural recruitment and retention is not currently
known32, but is an important area for future HCTRS research.

Constructive feedback illustrates the complexity of trying to meet
the diverse needs of the stakeholders. Many details need to be
negotiated in the planning of each trip, including number of
presentations, presentation size and duration, target grade, nature
or extent of community and healthcare facility tours. Meaningful
community engagement is key in the planning and execution of
the roadshow, as in other areas of rural health sciences
education33. Community members shared how speaking to the
healthcare students about their community, its strengths and
needs, allowed them to showcase their community and shed light
on the healthcare disparities specific to their community. Based on
the community and academic champions’ suggestions to ensure
success, the program needs to continue to tailor its
implementation, and be flexible to best address the needs of the
various stakeholders involved in each trip.

One of the most common ideas to emerge from the data was that
of personal interaction, and the power therein. This was brought
up in many different instances, which show how opening a
narrative on rural health care between secondary school students,
healthcare students, and communities can act to bring about a
change in mindset that could see rural healthcare shortages lessen
in the future. Secondary school students remarked on how hearing
the stories of healthcare students gave them a better
understanding of each career and brought realism to the
intangible idea of pursuing healthcare in their future careers.
Community members shared how speaking to the healthcare
students about their community, its strengths and needs, allowed
them to showcase their community and shed light on their specific
healthcare disparities. Healthcare students spoke often about how
amazing it was to share their stories with secondary school
students as well as with each other; thereby giving them a
framework for how to view themselves and their role within the
healthcare team. The HCTRS has worked to open the narrative of
healthcare disparities in rural communities, which may help to
address this gap in the future.

Limitations

This article describes the evaluation of an innovation to address
rural healthcare workforce shortages. The analysis summarizes
participants’ impressions at the time of the HCTRS, but cannot
infer success in improving rural healthcare workforce recruiting.
Further study of the impact of the HCTRS over the long term is
warranted.

Conclusions

The barriers to recruiting healthcare professionals to rural regions
are multifaceted, thus effective strategies to address this issue



must also be multifaceted®12. Since 2010 the HCTRS has been
visiting rural communities throughout BC, with the aim of exposing
rural youth to healthcare career options and healthcare students to
rural health care and communities. Feedback from key community
members, healthcare students and secondary school students has
been overwhelmingly positive, indicating that the HCTRS has been
successful in achieving its goals. Suggestions for improvement
demonstrate the need for taking a balanced approach and
tailoring the program to each community. Open-ended feedback
identified successes outside of the primary goals and illustrate how
this program could act in a multi-faceted way to promote

healthcare recruitment and retention. Through continual program
improvement and widening recognition, the HCTRS will continue
to grow into the future, while working to improve rural healthcare
workforce recruitment and retention in rural BC.
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