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ABSTRACT
Context: Changing medical education to realign it with societal needs has become a
renewed priority in many countries. Advanced training in rural settings to prepare
physicians to better serve rural areas has received particular attention around the world.
Such initiatives are usually targeted at primary care practitioners. Few initiatives have been
designed to enhance specialist training in a rural setting, let alone adapt specialist
competency frameworks such as the CanMEDSTM roles of the Royal College of Physicians
and Surgeons of Canada to non-urban medical education.
Issue: We describe an innovation in medical training for rural competence for specialist
physicians using the CanMEDS framework near London, Ontario, Canada. Since 1997, the
University of Western Ontario has established its Multi-Specialty Community Training
Network (MSCTN) to provide rural and regional training opportunities for specialty residents
in anaesthesia, general surgery, internal medicine, paediatrics, obstetrics and psychiatry. It
became the first program in Canada to fully adapt the new CanMEDS roles into learning
objectives and evaluations.
Lessons learned: Competency-based frameworks like CanMEDS are important because
they provide a comprehensive tool to organize outcome-based curricula. The CanMEDS roles
framework has been very useful in developing educational goals for rural/regional specialty
resident rotations as well as forming a constructive basis for resident, preceptor, and
program evaluations. Our experiences with this program may provide lessons for others
planning training for specialists in rural settings, and those adopting the CanMEDS
competency framework.
Key words: Canada, CanMEDS, competency; competency frameworks, medical education,
rural, specialist.
ARTICLE

Context
Since the 1990s there has been increasing attention paid to realigning the training of
healthcare professionals to meet the needs of rural populations. There have been numerous
developments incorporating rural medical education as a method to ensure rural physician
competence and promote rural physician retention1-5. The majority of these have focused
on primary care. However, the 1990s witnessed growing awareness of shortages of rural
and regional specialist physicians. It was recognized that the practice skills and knowledge
needed for rural/regional specialist physicians’ practice setting were considerably different
from the university hospitals where traditionally most, if not all, of the training for specialist
physicians in Canada had taken place. There was a need to develop new approaches for
specialist medical education that would better address these societal needs. Although rural
learning experiences have been described in some specialty training programs, none appear
to have focused on a societal needs competency framework6-22.
Issue
In the 1990s, the Royal College of Physicians and Surgeons of Canada (RCPSC)
commissioned a task force to re-examine its core curriculum for specialist postgraduate
medical education. The RCPSC (established in 1929) is the legal standard-setting body for
specialist physicians in Canada, and is responsible for accrediting the specialist training
programs at Canada’s 17 medical schools. The RCPSC task force of the Societal Needs
Working Group became the 'CanMEDS 2000 Project', commissioned to examine Canadian
healthcare needs and assess their implications for postgraduate specialty training programs.
CanMEDS’ official goal was to ‘…identify the core competencies generic to all specialists to
meet the needs of society’23. This project defined clusters of competencies referred to as
‘physician roles’. These roles included: Medical Expert (the central role), Communicator,
Collaborator, Health Advocate, Manager, Scholar, and Professional (Fig 1). In 1996, the
RCPSC adopted the new framework which now forms the basis for the educational mission
of the Royal College and has been incorporated into its standards for curriculum,
accreditation, evaluation, examinations, and continuing professional development24-27. The
roles and their key competencies are outlined (Fig 2). CanMEDSTM is described further
elsewhere, and has subsequently been adopted by jurisdictions around the world28.

Figure 1: The CANMEDS roles framework.

Figure 2: The 1996 CanMEDSTM Competency Framework. Copyright Royal College
of Physicians and Surgeons of Canada 1996, reproduced with permission.
It was in response to the needs identified for rural specialist education and for societalresponsive CanMEDS competencies that the University of Western Ontario (London, Ontario,
Canada) Faculty of Medicine and Dentistry (now the Schulich School of Medicine)
established the Multi-Specialty Community Training Network (MSCTN) in 1997. The program
was created to enhance the rural relevance of specialist education and to provide specialty
residents the opportunity to perform part of their training in rural and regional settings. The
MSCTN was designed to provide a rural and regional community-based component of
specialty training that was evidence-based, needs-driven, and outcome-measured. It
directly addressed the inherent challenges of adapting specialty training standards to rural
settings. We describe the design, activities, evaluation tools, and preliminary outcomes of
the MSCTN. Given the recent worldwide attention given to competency frameworks,

CanMEDS, and rural medical education, we believe these findings will be of use to others
interested in rural/regional and specialist medical education.
Program description
In Canada, there are 17 medical schools that provide the postgraduate residency training
programs. These postgraduate residency training programs must meet the accreditation
standards set by the College of Family Physicians of Canada for Family Medicine programs.
These are 2 years in length but also include separate, optional 3rd year programs, such as
emergency medicine. The postgraduate specialty training programs are usually 5–6 years in
length and the accreditation standards are set by the Royal College of Physicians and
surgeons of Canada.
The MSCTN was a collaborative consortium for postgraduate medical education based in and
around the Southwestern Ontario region of Canada. The partnership included the University
of Western Ontario (UWO) and a variety of communities and physicians in the region. The
MSCTN had three principle goals:
1. to enhance the rural competence of specialist residents
2. to provide exposure to rural and regional community medical practice in order to
promote rural and regional specialist recruitment
3. to increase the understanding of rural and regional patient care among all specialty
residents and university hospital faculty.
Program and evaluation design
One of the first important challenges faced in designing this program was to set objectives
and evaluations that would be relevant to the residents involved the rural and regional
settings and their preceptors, as well as the main full-time university specialty faculty.
Through systematic consensus-building, the new RCPSC CanMEDS roles were adapted with
the productive input of both university and community teaching faculty. Every effort was
made to ensure the objectives were relevant to the rural and regional setting and to link the
evaluations to the objectives in a simple form to facilitate completion, discussion, and
analysis. These instruments are displayed (Appendix I).
After the resident objectives and evaluation form was developed, it was then felt to be
congruent to include a section of the CanMEDS objectives in the form developed for
evaluation of the preceptor (clinical teacher) to be completed by the resident
(Appendix II). We added a question on the clarity and appropriateness of the objectives to
the overall learning experience and site evaluation form to be completed by the residents
(Appendix III).
The objective and evaluation tools were designed to be used by residents and preceptors
during rural/regional rotations. Rotation length would be flexible, from one to six months,
usually in the third postgraduate year of specialty training. Placement community population
varied from 7500 to 75 000. All communities were in Southwest Ontario, a predominantly
rural but not remote part of Canada with a shortage of both family physicians and
specialists.
From July 1997 to June 2004, 174 residents completed 287 rural/regional placement
months. All residents were in specialty training programs (general surgery, paediatrics,
internal medicine, anaesthesia, obstetrics, psychiatry and other) except emergency

medicine residents, who were undergoing a postgraduate year three program following
completion of a 2 year family medicine residency training program. Community preceptors
were predominantly RCPSC fellowship certified specialists in the above listed disciplines,
practising in rural/regional communities.
For further program description and evaluation is published separately29. See also
‘SWORRM: The First 5 Years and into the future’, Section 8 Postgraduate: Multi-Specialty
Community Training Network30. This detailed report can be accessed directly or through The
University of Western Ontario, Schulich School of Medicine and Dentistry website31.
Lessons learned
The CanMEDS roles of physicians have provided a useful framework for adapting learning
objectives and evaluation tools for UWO's rural and regional Multi-Specialty Community
Training Network program. In the establishment of the program, the process of developing
and aligning the CanMEDS roles was very positive in that it involved university and regional
faculty; it helped solidify the learning objectives of the program and the evaluation process
and so gained acceptance.
The use of objectives that have been developed to be relevant to the rural/regional setting
have made them more useful to the participating residents and preceptors. Residents (n =
66) ratings of the clarity and appropriateness of the MSCTN objectives were high initially
(5.37 on a Likert scale of 1–7 in the first year 1997–1998) and have increased since then
(6.13 in 2001–2002).
Modifying the CanMEDS roles and competencies to be the MSCTN rural/regional specialty
training objectives enabled residents' MSCTN training to fit into the overall specialty
training, teaching and learning paradigm much better than separate unlinked objectives.
This has become much more important over time for residents, preceptors and central
faculty because the CanMEDS competencies have been accepted nationally as the core
educational framework for RCPSC accredited specialty training
programs30.
Conclusion
The UWO MSCTN illustrates how the CanMEDS physician roles provide a very useful
framework that can be specifically adapted to rural and regional specialty training. This
adaptation has been useful for residents, regional faculty, departments, sites and programs
involved as we strive to provide the most relevant, highest quality rural and regional
training for our specialty residents. We believe that our experiences will be useful to other
programs interested in further development of these roles and competencies and evaluation
tools.
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