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Oregon Health Science University : Portland, Oregon, USA
1. Introduction
Oregon Health Science University (OHSU) is a major university closely integrated with a large hospital complex covering Marquam Hill about one mile from downtown Portland as the crow flies. Approximately 10,000 people are on site any day during the week. It has an excellent reputation as a major league university in all aspects of health education and research ranging from medicine to nursing and other allied professions. They have been running a nurse practitioner Masters program there for many years and distance learning techniques figure prominently.

OHSU links to satellite sites at La Grande, Ashland, Eugene and Goose Bay. These are hundreds of miles away and separated by the Cascade Ranges of the Pacific Northwest. Roads are often blocked by snow in winter and there are the imposing remains of Mount St Helens clearly visible from OHSU to remind us of even more extreme forces of nature at work in this region. The NP team run courses on all 4 satellite sites in a rotation system so providing education across the whole state. The remoteness of many areas of Oregon means that NPs are often the only source of locally available primary health care for many people, hence the importance of getting education off the main campus. At OHSU the focus of the NP program is the Family Nurse Practitioner (FNP) role but students from other advanced practice courses such as midwifery share some of their courses.
2. Teaching by Videoconference

The principle technique used is videoconference teaching whereby when a course is taught at Portland, it is relayed live to any or all of the satellite sites. The classroom is therefore equipped as a broadcasting studio and at the satellite sites, a classroom is equally equipped so that students can watch the session on large monitors and interact, interrupt or ask questions as if they were in the Portland classroom. Students in Portland can also see the satellite students on large monitors. The key person in designing and operating this sophisticated system is Robert Schlick who is an educational technologist.  Robert has some very pertinent advice for those wishing to set up such a system which he was happy to share with me as follows.

.

1. For best results, only have 2 sites at a time working live. Adding a 3rd or 4th site to a broadcast causes technical problems and the system becomes unstable and likely to fail mid-broadcast.

2. You need to have a technician live in the classroom at the broadcast site assisting with the technical aspects and facilitating the teacher who then does not have to worry about microphones, visualisers, powerpoint etc. The technician becomes an integral part of the teaching as the ‘producer of the show’ looking after the technical aspects.

3. A technician is needed at the receiving site to set up the session and establish the link but s/he can then go off and do other things, providing s/he is readily accessible if there are technical problems.

4. It is essential to teach the students how to use this system. Broadcast site students need to know they have to involve the receiving site (e.g. switch on their mikes when they ask question so the other students can hear) and receiving site students have to be involved and made to feel an active part of the class not just passive voyeurs. They also have to switch their mikes on to ask questions! It helps if the satellite site students can visit the broadcast site as well so they can feel closer to where their class is coming from. OHSU were impressed by the teambuilding work which we undertake with distance learning (DL) students at St Martins College (SMC) on course induction and could see real benefits for their students if they could make that happen for their distance learners in Oregon. 

5. It is equally essential to teach the teachers also about how to use this system to its maximum effect. Important aspects for teachers are remembering to leave the technical stuff to the techs., involving the distant students with Qs and comments, and that this is a live TV broadcast which has to be done professionally. A particular point is the need to remember that when asking a question of satellite students, there will be a slight delay before they answer (typically 5 seconds at OHSU) and not therefore to get impatient and make remarks like ‘Anybody awake there in Ashland?’ Such a comment may be made as a joke, but it rapidly becomes tedious for the satellite students as I witnessed at La Grande campus when watching a session from the other end.
6. The system works best if numbers are <30 per class and the more equal the numbers at the 2 sites the better.

7. You need to invest properly in setting up the system, cheap cost cutting will leave you with an unreliable system that everybody hates.

Observing class at the La Grande campus 400 miles east of Portland close to the Montana state border brought these lessons home. Watching faculty such as Marie Napolitano who uses the technology regularly it was possible to feel part of the class in Portland. However later in the week, watching a guest lecturer at the OHSU end who was a specialist on pediatric cardiology, I felt she forgot all about the satellite students down in Ashland. She was a superb clinician (Pediatric Cardiology NP) and a mine of information, but she was struggling with the technology as a result of unfamiliarity. This is a key point there if a course is going to use guest speakers in this environment

In summary, Robert Schlick has been using this technology for about 10 years and would endorse this approach as a cost effective solution for working in a distributed environment providing staff remember the above points
3. Working Online

The online environment is used extensively to support both students attending class at OHSU and those at the satellite sites. The chosen system is eCollege which is similar to Blackboard (the system I am familiar with) and very easy to use. I was granted full access to all courses whilst there and found looking at the student work a fascinating experience especially when comparing it with my own Blackboard students back in the UK. 

Discussions with various faculty contributed the following experiences and thoughts.

Kimberley Brown spoke about the need for course handbooks to always have a section entitled ‘student responsibilities’ (NB the term ‘course’ is used across North America to mean module and I will use the North American sense throughout this paper for simplicity. A ‘module’ means a week’s session in North America). As Kimberley observed , students are very keen on the rights and entitlements, but they also need to be aware of their responsibilities, especially when there is little face to face contact. This point is equally valid in the UK, especially in distance learning. Kimberley was also keen to have a ‘paperless’ program with all information, assignment guidance, handouts etc. available online for students to download for themselves. This applied regardless of classroom attendance or not, as it produced a consistent and equitable approach for all students. It also saves a small fortune in printing costs. This was indeed the case at OHSU across the entire FNP program. Kimberley also talked at length about the need to use role play to teach health assessment skills and how this can be facilitated by use of a virtual environment. I will develop this theme later when I present Katia Shorb’s views.
Debbie Eldredge was very helpful in discussing the teaching of evidence based practice (EBP) to mixed groups and in the distance learning environment. Her main point was  that in teaching EBP, faculty should be prepared for students to have forgotten most of what they learnt in research methods! She has therefore designed a refresher introduction to her course which in the first 4 weeks goes back over basics such as reliability, sampling, probability etc before getting into EBP proper. The NP and midwifery students in particular has a fear of math which can make this course hard to teach, a familiar experience in the UK.
Her preferred approach to assignment work is to put together a short collection of papers on a popular topic, ask the students to find more, and then write a guideline which they justify (online) from the evidence out there. Another online approach is to ask the student to go find some publicly available demographic / epidemiological data that is relevant to the student’s practice, summarize it and explain what is significant about the findings. In this way students learn to access secondary data sources which are in the public domain 

A key aim of teaching EBP for Debbie is to ensure the student understands the different levels at which EBP works; what you need to know clinically to manage one patient and what you need to know to manage populations of pts. Students also have to learn the limitations of EBP. I wholeheartedly agree with this approach as it matches my own experience and I also concur with her final observation.  The best way to evaluate effectiveness of EBP is jointly from the perspective of the patient, the clinician and the organization. We really need to get away from simplistic patient satisfaction questionnaires and approach EBP evaluation in the more meaningful and sophisticated three dimensional style described above. This is where there is a real difference between the Masters and the UK BSc. (Hons.) level, as the latter rarely get beyond patient satisfaction questionnaires in their thinking.
 Janiece di Censo    specializes in teaching mental health across the advanced practice programs. Her favorite online activity is the ‘Grand Round’ In this, faculty role plays the part of a case presenter who has a difficult patient and is unsure of how to proceed. Faculty then asks class to comment and advise on patient management (online). Apart from getting the students to think out solutions of their own, by working in groups, she feels this encourages team work and support. One of Janiece’s criteria for grading the work is the extent to which she felt each student was supporting her in a collegiate way.
Given the multidisciplinary nature of her courses, Janiece was also keen to encourage the teaching of child mental health. This is an obvious area that has been sadly neglected in the UK where perhaps barriers imposed by our registration system and pre-registration branches prevent a holistic approach to child health.  The reality in areas such as primary care and A&E departments is that much child health care is not delivered by RNs qualified on the pediatric part of the UK register. I certainly came away from my meeting with her determined to develop child mental health as part of our NP program.
Mary Pate Discussed the practicalities of utilizing critical pathways and their teaching to advanced practice students. They are widespread in the USA and after extensive experience of their use Mary told me they are very effective and useful. The key to their success in her experience is they have to be multidisciplinary in development and execution., otherwise they do not work. They allow advanced practice nurses to manage complex situations due to their systems focus, whilst they encourage multidisciplinary education and practice.

Major advantages are the consistency they bring to care and above all the variance analysis which leads to continual quality improvement in a way that simple protocols / standard do not. Patients get really involved in their care with critical pathways (CPs) as they have their own version. Mary conceded that the use of pathways was largely confined to acute hospitals but could see no reason why they should not be extended into primary care. She gave me the example of a pediatric ICU she had worked on where the patient/family involvement idea was taken to a new level. The ICU had its own password protected website which was updated daily. Parents could log on and see a photograph of their child taken that morning, an update of clinical signs and progress plus a report over the last shift. This prevented a huge amount of stress and traveling, especially where parents were no longer together.
Staff developing CPs should work initially on common cases which are least complex and remember patients may ‘fall off’ a pathway if things take an unexpected turn. In Mary’s experience, the first draft version of a new CP usually reflects what staff are doing now. Their second version is what they would like to be doing and should utilize  EBP and benchmarking techniques. There is much potential to integrate primary and secondary care thru the use of CPs. They can also be applied equally well to areas such as pediatrics and elder care.

The key point about this discussion for me was that whilst I am familiar with the CP literature from North America which is very positive, I wanted to talk to nurses who have actually used them in real life. The positive views expressed here were reinforced when I crossed the border into Canada as will be seen later. There is a strong case for teaching CPs in NP education.
Kathy Crabtree is an old friend who first got me interested in what they were doing at OHSU when I met her at a conference in San Diego in 2000. I have met her several times since both in Portland and San Diego. She had just returned from a year working in Thailand on a US government funded project to help the Thai government establish NP education programs. Thailand has an ambitious target to train 10,000 NPs within the next 10 years.
Although still readjusting to life back in Oregon after her recent return, she did make one very good suggestion for the online environment. She feels it is important to get online groups interacting with each other as groups and learning from each other. A typical cohort has 5-10 groups of students who work very closely together within their own group on DL courses at OHSU and also at my own institution (SMC) where our programs are modeled on OHSU. An approach she has developed is to ask Group A to prepare something and then teach group B by means of an online presentation complete with power points, websites and references. Group B respond with questions and discussion ensues. The groups can then reverse roles for the next topic. Case studies are particularly suited to this method of online instruction.
Marie Napolitano  is the program leader at OHSU and organized my visit. She was a constant source of encouragement and help and also found time to discuss many things with me. An important topic we focused on was that of ensuring clinical competence, especially in a DL environment.

Students at OHSU are full time and as such are placed in several different clinical areas. There is a rule to the effect they cannot be placed in a practice area where they have worked in the past. I had to explain that generally in the UK the opposite was true, students were part time and carried out their studies while working in their regular jobs and they obtained most of their practical experience in these positions. I had a lengthy discussion with Marie about this and with many other faculty in both Portland and later in Canada. Arranging placements and preceptors is a major challenge for NP programs in the US and Canada.

Course fees are typically about three times higher at OHSU than the UK, reflecting differences in the way higher education is funded. The NP program is at Masters level and entrants are all educated to baccalaureate level unlike the UK where only a minority of RNs hold any kind of degree (ordinary or honors). Possession of a degree is accompanied by a higher level of knowledge concerning the biological sciences and the research process than generally found in the UK amongst NP students. British students have a lower base level from which they start.
Faculty visit OHSU students twice during their course to assess progress. This involves a great deal of time spent traveling, even when faculty at satellite sites visit students far away from Portland. The credentialing process by which NPs are licensed to practice does not require them to undertake an Objective Structured Clinical Examination (OSCE) as is the case with Royal College of Nursing accredited courses in the UK. However an OSCE is used internally as part of the health assessment course.

The main reason that OSCEs are not used for credentialing (final qualification and award of the NP title) is financial as they are expensive events. Reliance is therefore placed upon assessing performance at the 2 practice visits. One faculty will assess a student with real patients (usually 4 per visit) utilizing a set of objective criteria for performance. We had a fascinating discussion about the strengths and weaknesses of this approach. Some of the issues include lack of consistency and comparability between assessments, luck of the draw with the presenting patients, lack of moderation of the assessment process, creation of generic criteria that can be applied to any consult, possibility of ‘fixing’ the patients to be seen when a tutor is due.

 Maria Sistrom talked about the problems they encounter with multidisciplinary education as students share courses. In her experience pre-course learning is essential to bring all different students up to the same level before the course starts. The alternative is to have different learning outcomes for different students within the same class, which creates problems of its own. I felt reassured at the end of this discussion that the issues raised were all familiar from the UK.
My meeting with Katia Shorb allowed me to continue the dialog I was having with other faculty concerning the issue of clinical competence and its teaching/ assessment, especially in an online environment. She showed me their approach.
At present at OHSU a group of 8-10 students is split in two, A & B with maybe 4/5 students in each half. It then works like this:

Online in eCollege (equivalent to BBd) :

Group. A (students who will role play patients) are given a detailed script of a patient that they will each role play. They are then asked a series of questions about that patient and how they might examine them. They have a few days to study the script and think about the questions.

Group B (role playing NPs ) are given a bare statement of the presenting complaint they can expect to encounter from their ‘patient’.

A few days later, Groups A and B meet up and are paired off as diads, i.e. one member of A is paired with one member of B. Then each ‘NP’ has to take a history from each ‘patient’ and carry out a physical if needed. This part of the exercise is done in class with face to face contact and is very popular with students.

This approach can be readily adapted for distance learning groups using Blackboard and for UK  classroom students as at OHSU
4. Use of Case Studies

Kathryn Salveson and Diane Bauer were very interested in discussing case studies and how this approach can be developed further. They are involved in teaching RNs who undertook their training in the days before it became a degree standard qualification and who now wish to obtain degrees. Their students closely resemble many UK NP students.  They were talking to Robert Schlick about a new initiative he is leading in this field. He is  developing the pre-registration program to be integrated across all 4 satellite OHSU campuses in the State together with 13 other community colleges where various pre-registration courses are run, state-wide (n=17 locations). The plan is to create a ‘virtual neighborhood’ of families who will experience a wide range of illnesses and complaints. Students will learn to care for the health of these ‘patients’ (at pre-registration. level) online as actual examples to illustrate what they are taught in class.

This thinking takes case studies onto a whole new level. Imagine the potential for creating such a neighborhood for NPs to practice on and of course why not a pre-registration version?  I have already worked up a basic scenario involving some 53 individuals living in 3 streets with a wide range of conditions, grouped by factors such as ethnicity, family, age, gender, housing type, and occupation. This is work ongoing at present and could form the basis of a return visit to OHSU next year if I can obtain funding.
Vancouver; British Columbia, Canada
1. Introduction
The next leg of my journey took me on to Vancouver. Things did not get off to a good start as there was a general strike on my first day which prevented me taking the float plane to Vancouver Island and Victoria University, one of 4 universities that have just started NP education in BC.

The situation in BC is very different to the USA as NPs have only just been granted legal recognition with an Act of the Provincial Parliament dated August 2005. Their regulation is under the control of the British Colombia College of Nursing (BCCN) which acts as the NMC does for the UK. BC is the last province in Canada to recognize NPs and the BCCN has decided against a policy of ‘grandfathering’ which means that NPs with Masters degree from other Canadian provinces or from the USA are not allowed to practice as NPs and are denied full prescriptive and investigative authority. They are required to undertake further periods of supervised and assessed placement practice, written examinations and OSCEs before they can be credentialed as NPs. This all has major cost and time implications. The BC legislation also has two lengthy lists of conditions; on one list are those which an NP may treat autonomously and on the other are those s/he may only manage collaboratively with a physician. The education is at Masters level and there are voices within the BCCN openly talking of it being moved to Doctoral level.
There are important lessons here for the UK where the NMC are, at the time of writing, drawing up pragmatic and realistic arrangements for grandfathering and setting a generic standard which relies upon individual accountability to limit the scope of practice rather than a detailed list of disease, which has all manner of difficulties. 
· I did not find a single NP in BC who supported this blanket ban on ‘grandfathering’ 
· Nobody believed these two lists of disease were workable in practice.
· I could anybody who believed it was necessary to be talking about moving NP education to Doctoral level.
 These are early days in BC but the BCCN does seem to be pursuing a different policy from the rest of Canada and one which was not supported by a single NP I met in Vancouver and later in Toronto.

2. Clinical Visits
a) Visit to Community Health Center A
Here I met Diane and a student NP (Mike). Diane is an Alberta Masters NP but she is not allowed to practice officially as an NP by the BCCN (see introduction). Diane functions virtually as a NP with the full knowledge and support of the physicians, multidisciplinary team and her patients. She cannot however use that title and does have to get her physicians to sign prescriptions, investigation requests etc as she is not officially an NP and so has no prescriptive authority.

The area served by the health center is an inner suburb of Vancouver, laid out c.1910-20. It is a low income area with lots of elders but isolated patches of better off young families. Diane reported that patients greatly appreciate their NP and so do the individual doctors in the health center. However she felt organized medicine in BC is still a problem because of their negative attitude. This of course sounded very familiar to British ears. The FNP is crucial in primary health care and her case load reflects the wide range of ages in the area. She also sees a wide range of conditions with episodic illness being the most common. She was a keen advocate of the group approach to patient teaching pioneered at Stanford University and was running such a group for her diabetic patients. In Diane’s view the FNP role is all about teaching and empowering patients to care for their own health as far as possible.
Diane explained that there were significant politics with the Canadian Nurses Association trying to have a national (federal) representative role and competing with Provincial associations as a result. In her (Alberta) view, BC has a reputation for being elitist, especially in regards of NPs, where they were the last province in Canada to recognize and legislate for NPs. There seems to be real friction between the different nursing bodies and this seems (in Diane’s opinion) to be holding things back

Diane felt that although all the official legislation was passed by BC parliament in August, many parts of the health care system are not actually implementing it at present. Much needs to be done to translate it into practice. She cited the fact that NPs are finding it impossible to order XRays  even though legally they can. These views are the views of a single NP, however they were consistent with the views of Canadian NPs I had met in Ontario previously and at two international conferences during 2004. They were to be repeated several times during the time that followed. 
b) Visit to Health Center B
This is a rather more affluent area about 10km from downtown. Rosemary is also an Alberta qualified NP (like Diane) who like Diane has received a stern letter from the BCCN ordering her to ‘cease and desist practice as an NP’ as they will not recognize her Alberta Masters. She is effectively practicing as an NP but has decided to comply with the ‘retraining’ and exam requirements because of the problems she now faces in getting doctors to sign all her prescription. The ‘Reserved Functions’ of prescribing, diagnosis and treatment have now been placed outside her RN scope in BC, these are for NPs only. Prescriptive authority for NPs is very wide, excluding only narcotics and anti-cancer drugs while the only investigations NPs cannot order, theoretically, are MRI scans. She clearly feels very aggrieved at the BCCN decision and the way it has affected her practice by removing these functions from her.
She was originally appointed by the Health Board to research the potential barriers standing in the way of NP implementation 3 years ago. Conclusions were:

· Uncertainty amongst doctors and RNs re NP role

· Limitations imposed by (the then proposed) scope of practice which lists diseases which NPs can manage autonomously and another long list which they can only manage conjointly with a physician.

· Turf wars with medicine amongst medical fears that NPs will take over

· Other health care professions are not happy about working with NPs

· Misunderstandings concerning NP education.  Doctors wanted to see their curriculum for NPs with emphasis on subjects such as anatomy and pathology rather then a health focused approach. Medicine was also unhappy about the  variability between provinces in NP education compared to medicine which is  more standardized across the country
Rosemary thinks the BC government saw NPs as cheap substitutes for doctors (this view has not surprisingly antagonized the doctors) and so has insisted on a very biomedical model for their education which differs from the more health focused model she was familiar with in Alberta. 
She feels that what makes NP practice different is to help patients to help themselves, with a major emphasis on health education. She particularly likes to work with groups of patients as learning sets in practice eg. her diabetes group of 12 patients meeting monthly using the same model as Diane. Her work load is mainly episodic minor illness management.

c) British Columbia Institute of Technology : NP Program Leader Fiona Hutchinson
This course is post Masters entry only. There are 7 students on the first cohort which has just started. It is DL using the Web CT system. They use mostly web based textual material with a small number of ‘talking head’ guest lectures showing relevant power point on the same screen. I have to be honest that watching one such presentation was a little boring and fell short of the kind of thing that students received live at OHSU or on DVD at my own institution.. The online work Fiona showed me looked very similar to ours. Students do the course FT (cost $13,500 Cdn), they are working on developing a PT option.

FT course Summary:

Term 1  Pathology and Professional Issues ( 2 courses)
Term 2 Health Assessment  & Diagnostic Reasoning ( 2 courses supplemented by 2 one week residencies)

Term 3,4,5 are clinical placements with preceptors.

The main lesson Fiona thinks BC learnt by being the last province to regulate NP practice was the need for a full scale rigorous ‘must pass’ OSCE as part of the credentialing process. She thinks this is not carried out elsewhere in Canada.

Fiona gave me some more insights into the world of Canadian nursing politics by explaining the role of the Canadian NP Initiative Group. It is a Federal advisory body, and part of the Canadian Nurses Association. The CNPI is recommending that there should only be one kind of NP, the FNP, and the qualification should only be MSc. This recommendation is proving very unpopular as provinces such as Ontario have many acute care NPs (adult and pediatric) while there are numerous BSc level NPs in other provinces. In Ontario for example the FNP role is described as an RN(EC) meaning RN Extended Competency and is at baccalaureate level. In the Northern Territories are Remote and Rural Nurses practicing as NPs without even a basic degree. These are truly remote areas cut off for months on end in winter where most of the population are First Nation (the Canadian term for indigenous peoples such as the Innuit) and living in very poor conditions. Further, RN education in places has only just moved to BSc. The BCCN has recognized Acute Hospital and Pediatric NPs as well as FNPs, and so have joined with other provinces in opposing this proposal as well.
Fiona explained that at BCIT as elsewhere, physicians act as preceptors. She estimated the total number of practicing NPs in BC as ‘a few tens’. She explained that in some provinces the NP role is very much a delegated medical function like the old ‘Extended Role’ in the UK. Fiona feels that while BC has been heavily criticized for its stance on grandfathering and producing a limited list of conditions NPs can diagnose and treat autonomously, this has avoided the worst problems encountered elsewhere in Canada whereby NPs are only functioning by virtue of a ‘doctor delegated tasks approach’ which is very restrictive. She thinks the list will not work and will fall into disuse very quickly as unrealistic, however it is the price they had to pay to get recognition and legislation.
d) A Pediatric Nurse Practitioner (PNP) Role at Vancouver Children’s Hospital
Emma is a specialist PNP. She did her PNP program at the University of Toronto and felt the program then, had too much of an adult focus. She would have like direction and assistance with how to apply the principles they were taught to pediatrics. As a result she felt a little overwhelmed by adult acute hospital program. There are some important lessons there for UK institutions offering PNP education.
Her view of PNP practice is that it is about enabling and empowering families. Her patients have their own palm pilots into which they input their daily clinical data (funded via drug reps). Conversation with her made me very aware that we need to be teaching students about leadership for patient populations as well as leadership for health care professions/nurses. She is very much a leader for her hemophiliac patients for example. This is in addition to managing their care with their families on a day by day basis. Her hospital provides care for all children with specialist hematological disorders in coastal BC She also felt that students need to be educated about the role of technology in facilitating leadership.

Emma was very enthusiastic about Mary Pate’s idea (OHSU) of an ICU website with daily photos and updates for parental access only.

e) Gloria Joachim; Director of NP Program at University of British Columbia.
The University of British Columbia is a huge campus some 5 km across located on the coast a half hour bus ride from downtown Vancouver. There are approximately 70,000 students registered there. Gloria clarified for me the OSCE situation; most Canadian universities do OSCEs internally as part of their course., but BC is the only province that insists on another OSCE for credentialing. She feels this is excessive (Gloria is an American NP who has most of her experience in the US). She then handed me over to a class being run by Victoria Stafford who had organized the Vancouver part of my journey.
I then sat in on a class run by Victoria , a NP practicing at a health center which caters for a less affluent area of Vancouver with many First Native patients. Drug abuse, alcoholism and social problems are rife in the practice population.  Victoria does one day per week at UBC and kindly organized my week in Vancouver.  I am very grateful to her for everything, especially the chance to meet clinical practicing NPs in both primary and secondary care.

The class I sat in on had only 7 students aged 25-30. There is a second half to this class who were not around today, also numbering 7 and reported to be slightly older. I comment on the age because typically in the UK, NP students are over 40. Students were doing presentations which would be ideal for change /leadership courses . They had to present in 15 minutes a business case for their ideal NP role. They needed to identify the need for the role, how they would operate and why this would meet the need, resources required such as equipment, staffing facilities, cost benefit analysis and how they would evaluate the role. They were using SWOT. Adapting this to an online environment would be very easy.  

There were some fascinating presentations. Most outstanding perhaps was for a gay men’s NP service. Vancouver has the biggest concentration of gay men on the Pacific coast apart from San Francisco. The student presenting provided evidence to show that anal cancer has the same incidence in gay men as cervical cancer before the introduction of screening, (due to the same cause, HPV). Crystal meth use is a big gay problem (amphetamines) as is alcohol abuse due to the fact that gay men ‘party 3 times longer than straight men as they don’t marry and settle down at a relatively early age’. There are also big issues for the gay population which are very similar to the problems of migrants, i.e. disconnection from family and childhood friends, often these men have migrated from small town / rural Canada because of prejudice and homophobia, few are from the Vancouver area. Other student proposals included setting up an NP run community hospital in the remote Yukon area, a fast track NP service in downtown Emergency Rooms and setting up a walk in service on the Vancouver Island ferries.
e) An Orthopedic  NP service at St Pauls Hospital, Downtown Vancouver..

Faye and Michelle are both Masters educated NPs from other Provinces and also showed   the resentment felt about the BCCN position on grandfathering. As with others, they are practicing effectively as NPs without formal recognition as such. They are responsible for the day to day patient care on the trauma floor making  a wide range of clinical decisions (of the level an SHO would in UK). However unlike SHOs, they are there permanently  and do not change every few months or have to go to clinic or theatre. They have built up a huge level of experience and offer real continuity of care. Crucially, they also have the nursing/health perspective, rather than the orthopedic SHO medical view, and so offer a greatly enhanced service.

They prescribe a wide range of drugs under protocol with the hospital accepting indemnity even though they do not have formal NP prescriptive authority. They have decided to do all the exams in order to become the first 2 official acute care NPs in BC.

A major part of their work is to run the CPs and do the variance analysis. They are very enthusiastic about their value and feel that the combination of their role plus CPs has transformed care on the floor, especially for older women with hip fractures. They kindly gave me some examples of their CPs to take away.
Their hospital faces the same problem that the UK faced, 2 year waits for hip/knee arthroplasty surgery for OA and of bringing patients in only to find them unfit for surgery on OR day. Discussions are centering on a NP screening role to manage this but the orthopedic surgeons at present seem to be thinking only of a very limited role which is just about assessing/clerking and not doing a full diagnostic work up with authority to manage patient care/ refer as needed. The 2 NPs are working on them to try and change their perception and widen the scope of the role to a full NP.

They both confirmed the theme of the week of the rivalries and friction between different nursing bodies in Canada and how this was holding things back. However they also said they felt highly valued by the doctors and floor RNs. The enthusiasm of these 2 NPs was quite infectious and any British acute care NP who wants to see the role working effectively should visit their floor at St Pauls. I found them inspirational
Despite all the politics surrounding the NP role in BC and Canada, I found all the NPs I met to be dedicated and highly motivated. Their level of technical knowledge was outstanding and their dedication to a health focused model of practice made me feel the NP movement would be safe in their hands.

University of Toronto

Toronto Ontario.
Introduction
The University of Toronto (U of T) is situated in downtown Toronto and covers a large area with some 45,000 students registered on all courses. The institution dates back well into the 19th century and has many ivy clad, stone buildings of Victorian age as well as modern high rise. The Acute Care NP program covers both adult and pediatric areas but U of T does not offer an FNP qualification; that is undertaken by Ryerson University (see later). The Nursing school had just moved buildings a few days before my arrival so things were still a little chaotic and the NP team had undergone several recent staffing changes due to faculty leaving, including the NP program director.
1. Valerie Grdisa
Valerie has been Acting Course Director for the Acute (Hospital) and Pediatric NP Masters since last Fall and she organized my time at U of T. Discussions with her confirmed the picture that became clear in BC, the Canadian NP movement was being held back by factionalism. She criticized the position of the BCCN in its attitude towards NPs from the rest of Canada and its refusal to recognize qualifications from out of Province..

Students enter the U of T program with baccalaureate level RN education. The U of T program uses Blackboard and they have switched to an integrated approach bringing pathology, assessment, diagnostics, management and pharmacology altogether in two intensive full time courses each running for one term. This is the core of the NP program. A full time student completes 7 other courses (some of which are clinical placements) making a total of 9 courses in 20 months for the award of a Masters NP acute care qualification. Part time students require 32 months.  
At present the first year has 23 FT, 15PT adult NPs and 5FT, 5 PT PNPs. In total they have about 120 students across all years . Most students enter with a BSc Nursing but some are post Masters level who already have a Masters in Nursing.
Online work consists of putting students in groups of 5/6. Each group has to present one seminar to the others on a specific condition each term. The students are left to divide the work up between themselves and looking in on Blackboard discussions they do seem a little confused about what they are supposed to be doing. One of our early lessons derived from my first visit to OHSU in 2001 was that students need careful signposting and direction in the online environment or else they will quickly become confused (Robert Schlick). As a result at SMC, we have a far more structured and directive approach than seen here. The Blackboard work that I saw, did not have the same level of interaction from  other students outside the presenting group. This seminar scores 20% of the course mark for the term, the extent to which students participate when not presenting a seminar counts for 10%. Students are rather left to their own devices with regards to participation. On the limited evidence of a few weeks work, the 10% available does not appear to be a big motivator and at SMC, drawing upon Robert Schick’s advice, we make 30% of the course mark depend upon online interaction. 

Faculty running the 2 core NP courses both work at the University of Manitoba and this illustrates one of the great advantages of DL, teaching staff can be anywhere in the world. At SMC we have teachers who live up to 300 miles away teaching our DL students. I did like this idea of students presenting to other students, as had also been discussed with Kathy Crabtree at OHSU. I certainly intend implementing this with our own MSc program as a pilot and moving it onto the much bigger BSc (Hons) program if it is successful. An important ground rule is that the group mark is divided equally between all the students

As part of the course assessment, students undertake a one station OSCE with a standardized patient, but the student has to return 2 days later and make a reflective presentation about the patient which they are verbally quizzed on (viva voce). The final mark is based on both the OSCE performance and their viva voce 2 days later. They are hoping to use the sophisticated manikins present in their Simlab for OSCE next summer (see below).
Students also undertake online exams. They have 4 hours to answer what would be considered a 3 hour conventional paper. They sit the exam at home. The papers are a mix of multiple choice questions (MCQ) and short answers. Trust is the key, they sign an honor pledge to the effect this is all their own work. The exam is open book. All work is submitted to Turnitin, a software package that screens for copy and plagiarism. This system analyses the paper for the degree of identical text against the Turnitin data base and color codes each paper according to the percentage of text which matches verbatim with the data base, indicating copying or plagiarism. Some degree of ‘plagiarism’ is inevitable due to references being correctly cited, direct quotations from the literature and just by chance alone. A green rating of <10% is therefore considered perfectly acceptable, however as the coding progresses thru the yellow, orange and red zones the degree of copying is greater and considered unacceptable. The program also highlights copied sections in the student text. 

At U of T the approach is to use this tool initially as a formative feedback device so that students guilty of unconscious plagiarism thru poor essay writing technique can be shown their weaknesses. However, it is deployed later in the course in a summative mode and can lead to a student being failed with a mark of zero whilst in extreme cases the student may be dismissed from the program. Given the increasing risk of plagiarism in essay type assignments that we are experiencing in the UK, this approach is certainly worth investigating further and would be essential for online exams.
 2. Sandra Devlin (Simlab.)
The simulation laboratory or Simlab consists of a 15 bedded general ward set in the new School of Nursing building. Each bed has a manikin which can be used for pre-registration nursing and for advanced practice care (Nursing Annie, cost $12,000 Cdn. each). Nursing Annie will produce heart, breath and bowel sounds that are essential for learning HP health assessment skills. The instructor can run a series of programs involving changing vital signs according to a set clinical scenario which the student has to manage. The manikin makes realistic sounds such as vomiting, and may be used to practice urinary tract, wound dressing, intravenous and other surgical procedures. Nursing Kid is a similar 8yr. old manikin  and a baby is also available. 
The ward is equipped exactly like a real ward with nursing station, phones, trolleys etc and also has a two way mirror thru which faculty can film students performing without distracting them. Such video is a very powerful instructional tool when played back.

At the other end of the floor is a 6 bedded area containing critical care Sim Man manikins which cost approximately $40,000 Cdn. each. These simulate a wide range of conditions up to pneumothorax requiring chest drain insertion in real time interaction. Continual patient clinical data is displayed on monitors as it would be in critical care. Already faculty have used this equipment to simulate acute asthma, chest pain, diabetic ketoacidosis and shock plus the usual cardiac arrest scenarios. Advance Life Support training is carried out on the manikins and they are shared with the medical school to help spread the cost. One infant critical care manikin is kept in a separate side ward which can also be used for training in isolation procedures. 

A log is recorded of what the student did during any scenario which can be reviewed later with printed feedback on the right and wrong things that happened. Also available is a software package on license which allows students to practice at home managing various clinical scenarios in real time with feedback from the software about what they did right and wrong. This is very popular with NP students.
The total cost of this facility is over $1 million Canadian. Sandra stressed the importance of involving other professions such as medicine as not only does this spread the cost, but it is good politically, to be working collaboratively in advanced practice education.
Although the Simlab is still in its early days, important lessons have already been learnt. 
· Technical support is crucial as the manikins and their associated computer software can be temperamental. 
· Malfunctions are often computer related rather then being a problem with the manikin. 
· Another key lesson is that faculty need to be using  the manikins frequently as their complexity requires experience and familiarity. 

· The number of students per bed should be restricted to 4 as this is the maximum number for meaningful learning.

· A separate area within the lab, equipped with a table for debriefing sessions immediately after a practical, is essential.

 As a means of providing a practicum in which assessment and clinical management skills can be learnt by NPs, the Simlab is already proving an excellent investment. Pre-registration RN students are also making extensive use of the lab.
3. Julie Smith (EBP)
Julie is an American NP who holds a US Masters. We discussed the teaching of EBP and I found she had similar issues to those identified at OHSU and by my own practice at SMC. The value of 2x2 tables was an area we both felt strongly about. Students have to be able to interpret results of tests for patients and so need to know about the implications of sensitivity, specificity and prevalence data. Julie recommended a good link to Austin Texas (ACE) for EBP and a book out of their by Stevens (2005) titled ‘EBP for Nurses’. She took me to their website and we had an excellent discussion about the merits of the Austin center.
When I asked her about continuing education for NPs she immediately replied that  oncology should be a continuing education must for NPs. She argued that it needs to be taught to FNPs so they understand what is happening in hospital as oncology care changes so fast while hospital NPs need to learn about how cancer effects patients at home. She strongly recommended teaching all NPs together in a common continuing education course, especially given that cancer is one of the top 3 leading causes of death in the developed world. This was an important message for me and oncology will certainly be a priority as we develop our continuing education for NPs at SMC.
4. Charene Wood (ER)
We had a fascinating philosophical discussion concerning how Canadian NPs find themselves trapped between the ‘can do’ philosophy of the US and the more traditional approach of Canadian health care which she feels represents the effects of the British cultural influence. Many senior Canadian doctors trained in the UK and have brought their traditional cautious ways with them.
Charene has plenty of experience of fast track ER run by NPs. She works clinically over in Buffalo NY in this role, focusing on pediatrics. She has read the UK literature and while she is pleased to see NPs speeding up treatment and access for patients in the UK, she feels that they could do much more. She has rightly realized that many so called ‘NPs’ employed in A&E Departments and Minor Injury Units only have a limited ‘in house’ training which greatly restricts their scope of practice. In her view, NPs could manage much more serious pathology in the UK if they were properly educated. This is based upon her experience as a US graduate NP working in a busy NP led pediatric fast track ER service at Buffalo NY. I am in total agreement with her as the UK failure to recognize and regulate the NP role has held back practice in A&E as well as elsewhere.
5. Gail Wood
Gail is an NP working at St. Michaels Hospital employed on a 24 bed ITU covering medicine, surgery, neurology and trauma. There are 160 established RN posts on the unit but always 20-30 vacant. Gail is the only NP on the unit. St Mikes is a large downtown hospital a few blocks from the main medical school part of the U of T campus, it has 600 beds and there are 40 NPs across all areas.

In her role she provides continual care for ‘non-teaching value patients’. This term describes patients that are less suitable for the senior physicians to use for teaching junior doctors. As a result they are happy to allow Gail to manage their care. They tend to be long stay ITU patients with respiratory problems who cannot be easily weaned off ventilators. She has a wide range of prescriptive authority underwritten by her physicians and can also order investigations (although she needs a doctor’s signature for a CAT scan!).  Her role is also to acts as a coach for new RNs as well as managing her own patients.

When I asked her about continuing education needs, she said what would be most useful to her would be an M level research module which would enable her to evaluate changes in care rigorously. I feel this is an important lesson for the UK and links into the discussions at OHSU about evaluating change by rather more sophisticated means that a simple patient satisfaction questionnaire. All UK programs which prepare NPs for practice need to have an EBP course within them. However NPs need to be able to evaluate their care as they mature and develop, hence the need for a continuing education course such as that requested by Gail that could be at M level or Level 3. This is different from a research methods course and I do feel in nursing education we suffer from having health academics with no clinical background impose pure research methods courses upon us which are of little value to NPs, unless they were preparing to undertake a PhD.
Ryerson University : Toronto
Introduction
Ryerson is situated a few blocks from U of T between Yonge and Bay St. in downtown Toronto. It is a modern campus wedged tightly into a couple of city blocks and was the former Polytechnic University of Toronto. Ryerson is responsible for a large RN(EC) program (Registered Nurse Extended Competency) which is effectively an FNP program at baccalaureate level. They have also developed a program of continuing education (CE) for RN (EC) practitioners which has been commissioned by the Ontario government for the whole province. Luisa Barton leads NP education and she organized my time there.

1. Luisa Barton and General Nursing CE  
Discussions with Luisa and colleagues revealed that Ryerson are the CE provincial lead and deliver CE for all RNs on 33 sites across Ontario. Courses are typically delivered locally to minimize traveling with Masters level RNs teaching courses. A major group are RNs who qualified before nursing became a baccalaureate level qualification, have had a career break for family, and are now back in the workforce wanting to obtain their degree. A wide range of courses make up the degree (18 are required for a full degree) and 3 courses have to come from a list of liberal studies options which are not health related. Popular choices include language courses at various levels in French and Spanish together with a course in Latin American culture. The whole program is available in English and French to satisfy both the Anglophone and Francophone audience. It has to be remembered that Canadian cities such as Toronto and Vancouver have an immense degree of cultural and ethnic diversity.

A course may be largely taught face to face or may have a large online / distance component. Typically it lasts 12-13 weeks and involves one 3 hr class (or equivalent) per week. An extremely popular course is NUR816 Health Assessment which is accessed by many RNs who are not interested in becoming RN(EC) qualified. The course includes an OSCE in the form of demonstrating physical examination techniques on a standardized patient. The Nursing School would like to develop interdisciplinary studies but so far have not done so. Blackboard is extensively used to support their CE program.
They have just taken the decision to install Turnitin software to scrutinize student work. Staff are currently familiarizing themselves with its operation and they envisage it will mainly be used as an educational tool for students to learn good essay writing technique. Students coming on to the baccalaureate program begin by undertaking  2 day ‘Study and University Skills’ course. This is seen as very helpful as some students have been out of education for substantial periods of time.
When I went into their Blackboard work, the activities students were undertaking looked very similar to those which our own SMC students were doing. There were many similarities between ‘typical’ Ryerson students on the Post-Registration baccalaureate and many UK NP students in terms of age, educational attainment and career progression.

Discussion moved on to reconciling the widely different needs of Rural and Remote Nurses in Northern Territories and those working in urban Ontario. A possible ‘Environmental Health Course’ emerged. The model involved common subjects such as social networks, neighborhoods, the impact of alcohol and illicit drugs with two separate branches looking at zoonoses, hypothermia and exposure, farm hazards, firearms, first aid (Rural and Remote) or stress, commuting as a health hazard, air pollution and exercise in the urban environment (urban). This idea has great potential and will be on my list of CE courses to be validated as part of our own CE program at SMC.
Provincial funding has allowed them to develop 5 courses for RN(ECs) although they have been instructed to allow non-RN(ECs) to access them. Further information is given below.

2. Joanne Opsteen and Health Assessment
Joanne is a practicing RN(EC) who was leading a class on the RN (EC) baccalaureate program which is the equivalent of our typical BSc (Hons) NP program. Students were presenting prepared case studies which they had been assigned, to the whole class which involved not only assessment but also investigations, diagnosis and management. Joanne was facilitating the process. Some of the students were struggling with the technology (power point) and their timing. I joined in the class and was made to feel very welcome. There was a certain irony in traveling all the way to Canada to find myself teaching a class of Canadian students about the Ottawa Ankle Rules for assessing ankle injuries!
I formed the impression that there had been little input from faculty and students were drawing very much on their own prior knowledge together with what they had discovered from books and the web. A great deal of work had gone into this although there were some telling comments over coffee which suggested the students felt they had to do too much for themselves and wanted more faculty input and direction.

3 Luisa Barton : CE for the RN(EC) Students
The actual RN(EC) program is heavily student led and self taught. It sits within the Province wide framework of CE and rests largely upon a pre-program series of courses, which are not accredited, in the biological science (pathology, pharmacology etc.). These courses are in pdf format not Blackboard and therefore have no interactive component, relying on students downloading large documents and ‘learning them’. The level of content is equivalent to what would be found in the UK but the lack of faculty involvement in learning and any formal assessment of what should have been learnt would probably not be accepted in the UK.

The CE courses targeted at RN(ECs) are :

· Rural and Remote Care

· Mental Health

· Pharmacotherapeutics

· Elder care

· Fundamentals of Nursing (actually this consists of  a review of chronic illness management and so is a rather misleading title).

I was surprised to find that for political reasons these courses are offered in pdf format via a server in Ottawa. Content consists therefore of chunks of text, references to websites, case studies, and self-test quizzes. There are no residentials or face to face teaching and no use is made of Blackboard so this does not appear to be a very interactive package.

An interesting assessment tactic is the use of a telephone OSCE involving a standardized patient ringing the student with a health problem while the tutor listens in on a third party line and assesses the student’s performance. The courses are examined by bringing students into one of 10 satellite sites where they sit the exam under invigilation. However the exam is online with students working at their own terminals. No books are allowed and questions are a mixture of MCQ and short answers. The exam lasts 3 hours. Each student has their own password and emails their exam at the end of the 3 hours. Nothing may be ‘saved’ from the exam. This assessment strategy (telephone OSCE and MCQ online) does seem to leave certain key areas of student learning untested.
4 Therapeutic Interventions
This was another session I sat in on involving more senior students. One of the students had to present a case study (which had been featured in the previous health assessment class I had sat in on) and the whole session lasted 1 hour 20 minutes. The academic level was around what I would expect from my own senior students well on in their course. The student’s presentation was a very impressive piece of work as she explored the possible treatment options for a bad case of traveler’s diarrhea in a 25 year old female just back from a trekking holiday in Latin America. The class discussion was equally impressive. The facilitator took them back over the presentation and varied key factors such as how would possible pregnancy or aging the patient and making her 70 (and not a traveler), affect management.

I was struck by the power of the case study as a teaching tool and how the same one can be used again and again at different points in the course. This session also showed students confidently presenting their case with a good power point to a room full of peers. This was the third such presentation I had seen in Canada and I do believe this is a technique we should be picking up on in the UK.

On the other hand, during coffee, students were critical to me about the lack of interaction they have with faculty. The complained about lack of feedback and direction and feeling they were left to teach themselves. They wanted more didactic teaching to get them started on a course and felt they did not really know if they were on the right track until they got their grades after the course was finished, which was too late! In  the UK we are keen to make students take a more active role in their learning, but we have not traveled as far down this road as the Canadians seem to have. Student feedback is likely to be critical if this policy is followed even though their work was impressive.
My overall impressions of 2 very different universities in Toronto were that:

· U of T had a much bigger resource base from which to work.

· At both institutions students had less direction and interaction from and with faculty than might be found in the UK.
· Both universities had very high standards and impressive outputs

· There were some very interesting ideas for development in the UK such as topics for CE courses, the use of Turnitin and shared learning with other professions that could facilitate the use of a Simlab.

Summary of Main Findings

1) Videoconference teaching has a major part to play in distance learning but it has to be done properly with high quality equipment, training to use the systems and operates best on a point to point basis rather than with multi site involvement.

2) The case study has a major role to play in NP education especially in online learning, where the concept of the virtual neighborhood practice holds immense potential.
3) Distance education has to give students structure, direction, feedback and frequent interaction if it is to be successful. Simply posting pieces of text in pdf format is not using the technology to its full potential.

4) NP development will be impaired by factionalism and academic elitism. We need to work together and avoid competition and duplication of different sorts of ‘practitioners’ as this will cause confusion all round.

5) Grandfathering is essential and needs to be carried out in a pragmatic way that balances the needs to get a critical mass of NPs in practice with ensuring safe minimum standards.

6) Continuing education for NPs is essential and new topics which presented themselves to me on this trip were child mental health, oncology and environmental health (in addition to those already being developed at my institution)

7) Critical pathways have a major role to play not only in promoting high quality acute hospital care but also primary care and therefore NPs need to be taught how to develop and use them.

8) The Simlab approach has much to recommend itself as a means of teaching clinical skills. Demonstration of clinical competence to practice (OSCE) is essential as part of the NP educational process, whatever learning approaches are used.
9) NPs have their practice severely restricted if they do not have extensive prescriptive authority. This needs to be granted by the UK government but education for nurses to obtain prescriptive authority has to be at least equivalent to the content and outcomes currently delivered on UK NP programs. Failure to make this transition to North American standards will adversely affect patient care.
10) Educators need to think about the use of online examinations, they are both possible and regularly practiced in North America, while software such as Turnitin needs to be carefully explored as both an instructional tool as well as an anti-plagiarism safeguard.
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