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INTRODUCTIOANDPURPOSE

The CanadianCommunty Health Nursing Standards ofaetice (CCHN Standardsyere released in 200&nd
updated in 2008y the Community Health Nurses Asistion of Canada (CHNAG)owever,there has been no
researchto explore the capacity of nurses to meet these standardish the exception of the Phase 1 work that
was completed by thisesearchteam in2008(Schofieldet al, 2008. In addition, there ha been an identified need
to strengthen capacity of the community health workforce in Cand@ldAC, 2005 To support this aim, it is
necessary to understand community health nurséGHNs)education needs to inform the development of
professional developent programs to assist nurses in meeting the CCHN Standaiuks purposeof this second
phase of thestudywasto identify current practice activities of Cldicross all Canadidrovinces and Territories
and © measure their continuing education needsé@ationto the CCHN @ndards

The esearch questios for this Phase Il of the stuehiere as follows
1. What are thepractice activitieof CHNs irCanadan relation to theCCHNstandard8
2. What are thelearning need®f CHNs in Canada in relation tet6CHNStandard®

3. What differences are there i€HNS practice activities and learning needs by province and territory in
Canada?

4. What differencesare therein CHN practice activities and learning needs by place of work (home health,
public health and othecommunity health setting)?

The results of thipan-Canadian survewill inform the Public Health Agency of Canada (PHAC), the Community
Health Nurses Association of Canadaymmunity health nursing employers, and others who are involved in
continuing edeation program developmerith orderto build capacity in the community health nursing workforce

in Canada The report outlines methodsesults the development of an online version of the survayplications

for practice and researchimitationsand caclusions.



METHODS

THEINSTRUMENT

Phasel of this two-part study involvedthe developmentand pretestingof a learning needs questionnaies well

asan analysis of 329 responses from CHiN®ntario and Nova Scotaho were surveyedUsing explmtory

factor analysis, the reponses to this survey were used to further refine the instrument for Ph@sedtionnaire
development was done by the research teamho have expertise in community health nursing and the CCHN
Standards. Nursing practice actiwt statementswere developed as described in detail in our first reparhich
reflected the CCHNStandardsso that nurses could identify their needs for education in relation to gaelctice
activity and the frequency of engaging in the practice activithe finalactivity statements were based on
OSKI @A2dzNI £ LISNF2NXIyOS o0SIAYYAYy3I gAGK aLXé | FaR dzi
example, KS AGSY adGrdiSYSyid él1a aL RS@St2L) Ydzidz f €heé | 3
final activity statements were listed under the corresponding five core CCHN StandardsSt@mgdard 1:
Promoting HealthSandard 3: Building Relationshipt® assist respondents in associating the nursing activity with
each standard.

CHNS ctiliities vary to a certain degree depending on their workplace setting. For example, an occupational

health nurse may not conduct community assessments as a routine practice while a public health nurse may do so
frequently. Therefore, two survey questiomsSNBE RS @St 2LISR (2 RSGSN¥YAYS (GKS FN
practice activities as well as their corresponding needs for continuing education in relation to each activity. Stem
jdzSadAzya FT2NJ 0KS adaNSe 6SNBE 628RORCKYE a § gerorhhtBeS8zidi A 2 i S
stated activity¥ ¢ g & YSFyd G2 20GFAY AYyF2N¥IFGA2Y F062dzi GKS FNE
Al yRFNR ¢KAf S (il mé&d mdieSeducalionzr3eciaied @ yhis adlivity measured continuing

education needs for each activitfhis was important to capture since, a nurse who is not expected to conduct a

particular activity in her workplace would likely not identify it as a learning need. This would greatly impact on the
interpretation of theresits2 ¥ Yy dzZNES&Q f SFNYyAy3 ySSRao

Two scales were developed for each stem questidrscale was developed to measure the frequency thatesirs

conduct particular activitiegd perform the stated activityr)és follows: never, rarely, sometimes, frequgnénd
FfoF&aod Gb2dG LI AOIotSéE ¢La I RRSR (2 3IAQ@®asakS NBA L
performed in their current practice, but would allow the nurse to still recognize & laarning need. In addition,

Gdzy a dzNB ¢ ¢ | a redpoh@entdzRey®y. Ths response category could help nurses indicateath

uncertain about an activity in their current practice and would also allow them to then identify it as a learning

need. A scale was also developed to measure the continathgcation needs for each nursing activity.
Respondents were expected to review each activity statement and then indicate their level of agreement on the

201 G8SYSyd 4L ySSR Y2NB SRdzOFGA2y NBfI (SR z2alybdgdes | OGAD
neither agree or disagree, generally disagree and completely disagree.

Face and content validity testing was conductedthe Phase 1 toollTestretest reliabilitywasalsoconducted in

Phase 1respondents completethe tool twice at approximately a 2 weekinterval. The questionnaire had good
test-re-test reliability (scale dlearning need R=.890, p<0.01; scakcHvitiesr=.889, p<0.01).



Data from the survey in Phase | were used to refine the survey fddt, using correlation analis, we identified

all items that were highly correlated. For example, the following items were highly correlafgdn(®ylma Yy a

variety of contexts, including home, neighbourhood, workplace, school, and street, | utilize harm reduction
principles toidentify risk factorg I i R vadety of contexts, including home, neighbourhood, workplace, school,

and street, | utilize harm reduction principles reducerisk factors§ @ ¢ KSNBF2NBX 2yS 2F (KSa
dropped. We generally chose items that \agreed wereat a higher level conceptually. So in this example, we

dropped the first statement, since a nurse would have to figentify the risk factor in order taeduceit (see

Table 14 in Appendicgs

Second, we conducted factor analysis of all reniging items for each Standard. This procedure provided useful
information about the robustness of items to be included in each Standard in the revise(laimés 13.1 to 13.7

in Appendices Using this method each set of multiple items that loaded oa fawtor were viewed as measuring

a similar construct. For instance, under Standaia five items loaded on Factor 1 where the researctegreed

each item was conceptually important and relevalBach factomwill be named in our next stage of analysis
anticipate that this process may be useful in reviewing the CCHN Standards in future revisions. Items that did not
load on any factors were also carefully reviewed. Decisions were made whether or not to keep the item based on
the importance of the cor8 LJG @ C2 NJ S E | 64X aft Tiporii 18g8l obligatdis todreport to authorities
situations where care provided by caregivers (e.g., family, friends, or other individuals) to children or vulnerable
adults isunethicalé ¢ KA a AGSY gtwas fék Bt tbisIScRon was gxPpedtediof all nurses regardless

of their area of nursing workTrable 14)

There werel38activity statements in the Phase | questionnaire compared to 88 in the revised questionnaire used
in Phase Il. This analysis procaliewed for refinement and shortening of the tool. Some very minor edits were
also made to a few statements to adjust for grammar, which were required when some items were dropped.

The demographic items in the survey were also slightly adjusted to rieetparticular needs of regions. For
example, community health agencyutposts/nursing station, andommunity nursing clinic wereadditional
choices appendetb the question regardinglace of work.

French translation and reverse translatiorene completed for thesurvey in Phase A review of the final survey
was also conducted by a linguist to assist in the translation of items that wetearin the reverse translationin
Phase limaterials were translated again, whesalits were made, for examplén mail out materials (letters of
introduction, reminders, consents, etc.) and the questionnaiface validity testing was also conducted by
bilingual nurses on the French version of the questionnaire for phase II.

This report focuses on the Phase Il dstpywhich involved a random survey of CHNs across all provinces and
territories across Canada betwe&eptember2008 and March 2009.

SAMPLE

Participant€namesfor the surveywere obtained fromthe regulatoryAssociations ancollegesof Nursesfrom
eachof the provinces anderritories in Canadarlablel lists them all and includes tharget sample, the number
that met our criteria, the month of mailingthe type of mailing llocal=mail outs conducted at McMaster
University; Distance=mail outs conductdardugh the Colleggsand thetotal number of eligible nurses for the
study.



Table 1: Associations andColleges of Nues in Canada Used for Sampling, including Target Sample Size, Total
Number Sampled and Type of Mailing Strateiged

Province/ ParticipatingRegulatory | Target # # met Percentage | Month of Type of
Territory Association andCollege | Sample | sampled | inclusion | sampled of | maijling mailing**
criteria | CHNs who
met
inclusion
criteria
Québec Ordres des Infirmikes et | 350 350 6033 100 September | Local
Infirmiers duQuébec 2008
Newfound | Association of 350 307 307 100 September | Local
land & Registered Nurses of 2008
Labrador Newfoundland and
Labrador
British College of Registered | 350 350 1737 20 September | Distance
Columbia Nurses of BC 2008
Yukon Yulon Registered Nurse| 100 96 96 100 October Distance
Association 2008
New Nurses Association of | 350 350 1459 24 October Distance
Brunswick New Brunswick 2008
Alberta College and Association| 350 350 3262 10 October Distance
of Registered Nurses of 2008
Alberta
Manitoba College of Registered | 350 350 2264 15 October Distance
Nurses of Manitoba 2008
Saskatch Saskatchewan 350 350 1349 26 November Distance
ewan Registered Nurses 2008
Association
OntarioA College of Nurses of 350 350 13355 2.6 December Local
Ontario 2008¢
January 2009
PEI Individual Nurse 150 99 99* 100* December Distance
Managers 2008¢
January 2009
Nova College of Registered | 350 350 367 95 January 2009 Local
Scotigh Nurses of Nova Scotia
Northwest Registered Nurses 50 74 74 100 January Distance
TerritoriesA | Associatn of 2009
Northwest Territories February
and Nunavut 2009
NunavutA Registered Nurses 50 19 19 100 January Distance
Association of 2009
Northwest Territories February
and Nunavut 2009

**ocal=mail outs conductettom McMaster University; Distance=mail outs conductedally through the College
Arequired ethics review




Criteria for inclusion were as follows:

1 CHNswho agreel to participate in research when they registgiwith the registration body;

CHNwf any age, ethnicityrace, or gender;

1 anynurse who self identifi@ on the annual registration form as working with any of the following
employes: mental health centre, community health centregmmunity health agency, community
nursing clinichome care agency, public akh unit/department, private nursing agency, visiting nursing
F3Sy0es ydz2NEAY3A aGFEdA2y 062dziLl2ad 2NJ Of AYyAO0I LIK&&aAc
business/industry/occupational health, educational institution, association/government, self
employed/indegndent practice, extranural program, parish nursingutpost/nursing station)ndian
Reserve employed, First Nations and Inuit Health Brasuthed forces, addiction centrend other
community,

1 French or English speaking nurses

1 RNsPrimary Health Ga NPs, RN (EC), Graduate Nurses, Psychiatric NugePart Time and Casual
employees.

=

Criteria for exclusion were as follows:
9 Lcensed practical nurses (LPNs)
1 Retired nurses;

1 any nurse who self identified on the annual registration form as warkitth any of the following nursing
employers: hospital, rehabilitation/convalescent centre, extended care, long term care/nursing home

1 CHNSs from Ontario who already participated (by returning a completed questionnaire) in Phase 1 of this
study.[Note: CHNs in Nova Scotia were also included in Phase I; however, since there are fewer of them
in the province we could not exclude them from tkecondphaseas was done in Ontario to obtain
adequate sample size. Therefore, some of the Nova Scotia CHNs malyeeavivited to complete the
survey once in Phase | and once in Phase Il.]

Sample Size Calculation

Once a list of CHNs has been formed from each province/territory based on the above inclusion criteria, a random
sample of participantsvaschosen. To estiate the mean of needs assessment with a 95% confidence and with a
maximum error of 0.5 on standard score scale, we ekl sample size of 16 for each setting (using the formula

m= I:2'2'5'33”"“12). Allowing for a responseate of 40% (supported by Phaseofl the study) the sample size
increase to 40. To be able to conduct statistical testing for the second objective this samplevagaultiplied

by 4 (home health, public health, primary caasd other) sectorsTherefore, the maximum sample size for each
provincewas 160. To further increase the power of the study for confirmatory factor analysis we antidpate
randomly selecting 350 nurses from Nova Scotia, Newfoundland and Labrador, MeswiBk, Quebec, Ontario,
Manitoba, Saskatchewan, Alberta, and British Columbia; 150 nurses frani®Ehursesrom Yukon,and 50
nurses each from Northwest Territoriemnd Nunavut. Therefore, he total sample size for this studwas
approximately 3500 ENs across Canadd@his sample siz&/asenough to estimate the different components of

the education needs, to test the differences of these components between different sectors and based on
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different classifications, and to conduct a confirmatory facaalysis to reassess the factor analysis finding from
Phase.l

THE SURVERROTOCOL

The survey protocol followed a modified Dillman mettasdoutlined below:

1. Day 1: Prenotice PostcardA simple notification that the potential participant will be receiyia request
to complete an important questionnaire concerning the continuing education needs of CHNs across
Canada.

2. Day 4: First Questionnairé&n ethics approved information letter concerning the nature of the study and
providing answers to any ethics confidentiality issues, the questionnaire, and a stamped return
envelopewasincluded in this package.

3. Day 11: Thank you/Reminder Postcafdshort note thanking the participant for returning their
completed questionnaire or kindly reminding them to ratuit.

4. Day 2. Second Questionnairéd one page letter encouraging the participant to complete and return the
survey, a replacement survey, and a stamped return envelgggincluded in this package.

ErHICS

This study was approved by the Hamilton HeaBhiences/McMaster University Faculty of Health Sciences
Research Ethics Board, thiealth Sciences Human Research EfBmardof DalhousieUniversity andthe Aurora
Research Institute, Aurora College, Inuvik, NT.

DATAANALYSIS

Data wasentered into andanalyzed usingPS37.0 A data processing plan was developed including how records
would be kept and how to handle unclear or readable answeeda cleaningvascompleted and all refusalsere
noted. Descriptive statistics, frequency counts, measureseamtral tendermry, and measures of dispersion were
completed Further descriptive statictics, and testing between and among different gropsOVA was
completedto explore differences by sectatitle in nursing,province/territory and number of yearsipractice.A
confirmatory factor analyseswill be conducted to examiathe consstency of factorshat emerged from Phase 1
and toidentify the strength of the tool.

RESULTS

RESPONSRATE

Of all CHNs who were contact@@77responded resulting ina 49%response rateThe total number of useable
guestionnaires was 1344 or 4086 the total population surveyedSurveyresponseswere not includedwhere
respondents: ajlid not see themselves as CHNs (n=1B3)vere retired (n=26)¢) were not found athe address
provided(n=28),d) did not wishto participate (n=86), ange) were on leave or not working (n=14lthough some
nursesindicated that they were not CHNs, some were in fact consideag@HNbased on the nursing position
provided in their commentThehighest response ratesere fromNunavut (74%)Yukon (50%), Alberta (50%) and
PEI (48%) (TabB®. The lowest response rate was from the Northwest Territories (19%).
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TABLE2: RESPONSRATE BYROVINCBNDTERRITORIES

Province (# railed) Completed Response
returns Rate %
BC (350) 147 42
AB (350) 174 50
SK (350) 155 44
MB (350) 128 37
ON (350) 123 35
QC (350) 122 35
NB (350) 104 30
NS (350) 145 41
PEI (99) 48 48
NL (307) 122 40
NU (19) 14 74
NT (74) 14 19
YT (96) 48 50
Total(3395) 1344 40

STUDYPARTICIPANTS

The study participants were 94.5% femadmd 3.9% male with missing data dh6%. The mean age of the
respondents was 49.2 yearshe majority of nursewho responded to thesurvey were registered nurses (822
while 15.5% were either extended class registered nufsesse practitionergTable3).

TABLE3: TITLE INURSING

Title n %
RN 1105 82.2
RN Extended Class 160 11.9
Nurse Practitioner 48 3.6
Missing 31 2.3
Total 1344 100

The highest level of education athed in nursing was a Masters degreke5%), however the vast majority of
nursesheld a diploma 88.%4) or degree53.5®%0) in nursing. Almost had 1.5%) of the nursesvho were surveyed
were employed in nursing for more than 25 years #614% had beemi the field for 1625 yeargTable4).
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TABLEA: TOTALNUMBER ONEARS INNURSING

Range n %
Under 2 years 14 1.0
2-5 years 76 5.7
6-10 years 101 7.5
11-15 years 144 10.7
16-20 years 162 12.1
21-25 years 192 14.3
More than 25 years 639 47.5
Missing 16 11
Total 1344 100

Table5 illustrates that respondents had a broad range of years of experience of nursing inaimenunity; with
the largest group(21.4%6) working in the community for-B0 yearswhile 12.8% of nurses had worked in the

communityfor more than 25 yearand 8.2% hadkss than? years of experience

TABLES: NUMBER OF YEARS NWRSIN THE COMMUNITY

Range n %
Under 2 years 110 8.2
2-5 years 228 17.0
6-10 years 287 214
11-15 years 241 17.9
16-20 years 173 12.9
21-25 years 120 8.9
More than 25 years 172 12.8
Missing 13 1.0
Total 1344 100.0

Almosthalf of the nurses indicated that they worked either in a public health unit/departm2at®6) or in an
agency such as homeealth (CCAC/Extra Mural Program/ home health/privatesmg agency/visiting nursing
agency) 23.9%) (Table6). Other workplaces includegrimary care settingsLgK @ & A O A | affdc@mnirfitF A O S

health centre) (18.5%§ommunity health agency (9.9%@ndmental health centre (4.7%).

13



TABLEG: PLACE OF WORBASED ONDNEPRIMARY EMPLOYER

Place of work n %
Addiction Centre 6 0.4
Ambulatory 2 0.1
Armed Forces 4 0.3
Association/Government 28 2.1
Business/Industry/Occupational Health 45 3.3
CCAC (ON only) 14 1.0
Community Health Agency 133 9.9
Community Heah Centre 176 13.1
Community Nursing Clinic 38 2.8
Correctional Facility 5 0.4
5SyiAraiqQa hFTFF¥FAOS 2 0.1
Educational Institution 13 1.0
Extra Mural Program (NB Only) 32 2.4
First Nations and Inuit Health Branch 12 0.9
Home Health 190 14.1
Indian Resare Employed 19 1.4
Mental Health Centre 63 4.7
Outposts/Nursing Stations 40 3.0
t KeaAOAlyQa hFTFFAOSKkC|73 5.4
Private Nursing Agency 14 1.0
Public Health Unit/Department 305 22.7
SelfEmployed/Independent Practice 15 1.1
Tele HealtiCentre 11 0.8
Travel Clinic 1 0.1
Visiting Nursing Agency 67 5.0
Other Community 19 1.4
Missing 17 1.3
Total 1344 100

Themost common positions based on primary employers were public health nurses (21.2 %) followed by home
health nurses (14.1 %).oMever, it is not clear whether nurses in such positions as coordinator/case manager,
staff nurse, manager/supervisor, visiting nurse, and community health nurse could also be considered public
health nurses or home health nurses (Table 7).

TABLE/: POSITON, BASED ONPRIMARYEMPLOYER

Position n %
Public Health Nurse 285 21.2
Home Health Nurse 190 14.1
Coordinator/Case Manager 148 11.0
Staff Nurse 132 9.8
Manager/Supervisor/Administrator 107 8.0
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Visiting Nurse 72 5.4
Mental Health Nurse/Reg. Psyatric Nurse 55 4.1
Occupational Health Nurse 50 3.7
Outpost Nurse 43 3.2
Family Practice Nurse 42 3.1
Consultant 36 2.7
Clinical Nursing Specialist 35 2.6
Nurse Practitioner/Extended Practice 32 24
Clinical Resources Nurse/Clinical Educator 30 2.2
Community health nurse 23 1.7
Chief Nursing Officer/CEQ/Director/Asst Director 16 1.2
Tele Health Nurse 6 0.4
Self Employed/Independent Practice Nurse 5 0.4
Instructor/Professor/Educator 6 0.4
Other(Correctional NurselLiaison Nurse, Outreach/Stitee | 17 1.2
Nurse, Researcher, Policy or Informatics Analyst,

Addictions Nurse, Travel Clinic Nyrse

Missing 14 1.0
Total 1344 100.0

ACTIVITIES ANEEARNINNEEDS OEHNSIN CANADABYSTANDAR

This sectiorreports the resultsfor two researchquestionsto identify / | b B €urrent practice activities and)

their continuing education needs based on tGanadianrCommunity Health Nursing Standards of Practi@bles
8.1through87NB L2 NIi 2y | OG A @A (A S andicating sBeedfor mareeducatiodd lanyactisit) 2 NS &
wasequal to orgreaterthan 0.50. Activities which scored less th&®b0 on the learning needs scale were excluded

from the results below. The resulése presented in order of the CCHMaBdards.

STANDARO A: HEALTHPROMOTION

Table8.1 illustrates that CHNacross Canadhave a strong need for education related to all activities related to
the Population Health Promotion Model and the Ottawa Charter for Health Promotion. CHNSs indicated needing
education on tle item d facilitate planned change through applying theopulation Health Promotion Model
(MEAN4.09; n=1225 and of those who answered, they indicated that they performed the activity rather
frequently MEAN=3.16; n=534). CHNslsoindicated that they had a learning need farK S A iilnflemend
health promotion strategies based on ti@tawa Chartef (MEAN4.17; 1215 and reported performing the
activity frequently MEAN=8.43 n=389. Forthese two itemsmost respondents answeredot sure, not applicable

or skipped this gestion altogethetin relation to their activitieselatingto this model

Table8.1 also illustrates thaCHNshavelearning needsn relation tousing research findingaddressing the root
cause of illness and diseasmsing social marketing strategiés shift social normsandworking with stakeholders

to systematically evaluate health promotion prograr@$iNs also report rarely using social marketing strategies to
shift social norms and rarely evaluating health promotion programs in practice.
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TABLE8.1 STANDAROA: HEALTHPROMOTIONACTIVITIES WHERHEH NS IDENTIFIED BEARNINGNEED
(MEANX0.50)

Standard 1A: LEARNING NEED * ACTIVITY

HEALTH PROMOTION L YySSR SRdzalL LISNF 2 NY
G2 GKA& | OGAN! OGA@AGecE
*Learning needs only reported for iten| -2 completely disagree to

where Mean ist).50 +2 completely agree 1 ¢ Never to 5 Always
STATEMENTS Mean SD (n) Mean | SD (n)
| use research findings. 0.59 0.95 1249 | 3.52 0.91 | 1303

| address root causes of illness and disease 0.50 0.99 1229 | 3.88 0.95 | 1265
| use social marketing strategies to: shift 0.50 1.00 1192 | 2.40 1.05 | 1112
social norms.
In partnership with stakeholders, | evaluate | 0.53 1.02 1172 | 251 1.16 | 1066
population health promotion programs
systematically.

| facilitate planned change through applying| 1.09 0.98 1225 | 3.16 1.31 | 534
the Population Health Promotion Model
| implement health promotion strategies 1.17 0.97 1215 | 3.43 1.21 | 389
based on theDttawa Chatrter.

STANDAROB: PREVENTION ANBEALTHPROTECTION

Table 8.2 reports the learning needs for standard 1B and the level of activities assbaidtie each. Under
Standard 1BCHNsindicated that theyhave learning needs in relation tatilizing harm reduction princiles to
reduce risk factar(Mean=0.®) and that they perform these activities frequently (Mean=3.9M)ey alsespecified
they havea need to learn more abouengagingin collaborative intersectoral partnerships to address health
preventionissues Kean=0.50) and evaluating collaborative intersectoral partnerships (Meang0ahd reported

that they sometimegerform these activitiesMlean=3.27 and 349 respectively). Another key learning area under
the standard of Revention and Health Protection wapplying epidemiological principles in using strategies such
as a) screening, b) surveillance, ¢) communicable disease response, daguthanagement, and e) education
however, indicateheir performanceis frequent.

TABLES.2 STANDAROB:HEALTHPREVENTION ANBEALTHPROTECTIAMCTIVITIES WHERH NS
IDENTIFIED LEARNINGNEED(MEANX).50)

Standard 1B: LEARNING NEED * ACTIVITY
PREVENTION AND HEALTH PRCOHECTI aL ySSR dL  LISNF 2 NY
NBfFGSR G2 |! OGADAGRBE
*Learning needs reported for items when -2 completely disagree
Mean isx0.50 to 1¢ Never to 5 Always
+2 completely agree
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STATEMENTS Mean | SD (n) Mean | SD (n)

In a variety of contexts, including home, 0.50 0.98 | 1206 | 3.91 0.97 | 1224
neighbourhood, workplace, school and street,
utilize harm reduction principals to reduce risk
factors.

| engage in collaborative intersectoral 0.50 0.97 | 1194 | 3.27 1.12 | 1081
partnerships to addrespreventionissues.
| evaluate collaborative practice (i.e., persong 0.50 0.95 | 1208 | 3.49 1.08 | 1228
team, and/or intersectoral) in achieving
individual/community health outcomes.
| apply epidemiological principles in ngi 0.62 1.02 | 1202 | 3.66 1.10 1114
strategies (such as, a) screening, b) surveillan
¢) communicable disease response, d) outbre
management, and e) education).

STANDARMO C:HEALTHMAINTENANGHERESTORATION ANHBLLIATION

Under the Standard of Health &rention and Health Protection, CHNs identified needimgre education in
recognizing trends in epidemiological datslgan=0.75) and facilitating maintenance of health in response to
significant emergencies that negatively impact upon the health of cliviesan=0.5)(Table8.3). Theyreported
sometimes andrequently performing these activitiaespectively(Mean=3.29 and 3.80).

TABLES.3 ACTIVITIES WHERHHNS IDENTIFIED BEARNINGNEED(MEANY{.5) RELATED TSTANDARL.CHEALTH
MAINTENANGERESTORATION BIRALLIATION

Standard 1C. LEARNING NEED * ACTIVITY
HEALTH MAINTENANCE, RESOTORATION ¢ L Yy SSR SRdz aL foudS thé Stated
PALLIATION G2 GKA& | OG|!' OGAGAGRE

-2 completely disagree tq
*Learning needs reported for items wher +2 completely agree 1 ¢ Never to 5 Always
Mean isx0.50
STATEMENTS Mean | SD (n) Mean | SD (n)

| recognize trends in epidemiological data 0.75 0.9 1197 | 3.29 | 1.03 1100

| facilitate maintenance of health in response| 0.50 0.97 1196 | 3.80 1.02 1131
to significant emergencies that negatively
impact upon the health of clients.

STANDARL2: BUILDINANDIVIDUAL ANGOMMUNITYCAPACITY

Under Standard 2, CHNs identified that they have a need to learn more aooumnunity development skills
including whera) engaging ima consultative procegean=0.58)p) using empowering strategigdlean=0.9), c)

using facilitation skills to support group developméktean=0.52), andl) assisting the group or community in
marshalling available resources to support taking action beirtown issue{Mean=0.52)(Table 8.4). They
reported performing these activities sometimes (Means= 3.71, 3.74, 3.41 and 3.3 respectively). CHNs also
indicated a need to learn aboutsinga comprehensive mix of community/population based strategies (asch
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coalition building, intersectoral partnerships, and networking) to address issues of concern to groups/populations.
(Mean=0.5% and indicated that they sometimes performed this activity (Mean=3.02).

Similar to the findinggertaining to the PopulatioHealth Promotion Model and the Ottawa Charfier Health
Promotion the majority of CHNs identifiedacilitating action in support of the five priorities of th#akarta
Declarationas a strong learningeed Mear~1.31). In addition, respondents reported &h they rarely performed
these activities MearF2.64), however, it should be noted that only 230 respondents scored this néable9
illustrates that most respondents were unsure, found it not applicable or skipped replying to this item.

TABLES.4 ACTINTIES WHEREHMNS IDENTIFIED BEARNINGNEED(MEANX).5) RELATED TSTANDARL2,
BUILDINANDIVIDUAL ANGOMMUNITYCAPACITYMEAN STANDARIDEVIATION ANSAMPLE

Standard 2: LEARNING NEED * ACTIVITY
BUILDING INDIVIDUAL AND COMMUN é L YySSRion|aL LISNJF2NY
CAPACITY NEfFGSR G2 [ OGABAGeE

-2 completely disagreg
*Learning needs reported for items whel to 1 ¢ Never to 5 Always
Mean is¥).50 +2 completely agree
STATEMENTS Mean | SD (n) Mean | SD (n)

| use community development principles whe| 0.58 0.98 1188 | 3.71 1.01 1082
engage the individual/commuty in a
consultative process.

| use community development principles whel 0.50 0.99 | 1214 | 3.74 | 0.98 1185
use empowering strategies (such as mutual g
setting, visioning, and facilitation).

| use communitylevelopmentprinciples when || 0.52 1.00 1182 | 3.41 1.12 1052
use facilitation skills to support group
development.

| use community development principles wher] 0.52 0.98 1175 | 3.30 1.05 1040
assist the group/community to marshal
available resources to support taking action o
their health issues

| use a comprehensive mix of 0.5 1.01 | 1167 | 3.02 114 992
community/population based strategies (such
as coalition building, intersectoral partnershipg
and networking) to address issues of concern

groups/populations.

| use principles of social justice to support thoy 0.57 | 0.99 | 1215 | 3.54 1.13 | 1167
who are unable to take action for themselves.

| facilitate action in support of thBve priorities 131 0.90 | 1223 | 2.64 140 230
of the Jakarta Declaratian
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STANDARI3: BUILDINGRELATIONSHIPS

The only item identified as a learning need under standardBuilding Relationshigs wasbeing aware ofand
using culturally relevant communication in building relationslifdean=0.®). This activitywas reported as being
frequently performed by CHN$/Aean=4.29) (Table 85).

TABLES.5 ACTIVITIES WHERBHNS IDENTIFIED BEARNINGNEED(MEANX).5) RELATED TSTANDARI3:
BUILDINGRELATIONSHIKSMEAN STANDARIDEVIATION ANSAMPLE

Standard 3: LEARNING NEED * ACTIVITY

BUILDING RELATIONSHIPS alL YySSR aL LIS NJF 2 NI
NEtFGSR G2 | OGAQAGRE
*Learning meeds reported for items wherd -2 completely disagree

Mean isx0.50 to 1 ¢ Never to 5 Always
+2 completely agree

STATEMENTS Mean | SD (n) Mean | SD (n)

I am aware of culturally relevant 0.50 1.02 1246 | 4.29 0.77 1305

communication in building relationships.

STANDARME: FACILITATINBCCESS ANBQUITY

Similar to the learning need above under the Building Relationships standard, CHNs also idpruifididg
culturally relevant care in diverse communiteess a learning need under the standard for Facilitating Access and
Equity (Mean=0.5Q)Table 86). This waseported to bea frequently performed activity by CHNs (MEAN=3.72).

Taking action, based on ewidce, with individuals/communities at the federal level to address service accessibility
issuesvas another larning need (mean=0.5) for CHNéthough this activity was rarely performed (Mean= 1.91).

An additional itemidentified as a learning need wasdvocating for healthy public policy, by participating in
legislative and policymaking activities that infleenhealth determinants (Mean=0.p& his waseported asrarely
beingperformed by nurses (Ban=2.27).
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TABLES.6 ACTIVITIES WHERH NS IDENTIFED ALEARNINGNEED(MEANY).5) RELATED TSTANDARD!
FACILITATINACCESS ANEQUITY(MEAN STANDARIDEVIATION ANSAMPLE

Standard 4: LEARNING NEED * ACTIVITY
FACILITATING ACCESS AND EQUITY alL y' S S Ration | & L LIS NJFF 2 NI
NEtFGSR G2 | OGAgArdGece
*Learning needs reported for items where Meanky -2 completely disagree

0.50 to 1¢ Never to 5 Always
+2 completely agree

STATEMENTS Mean | SD (n) Mean | SD (n)

| provide culturally relevant care in diverse 0.50 1.00 1211 | 3.72 1.03 1192

communities.
To address serviaccessibility issues take action, | 0.50 1.04 1152 | 1.91 115 1000
based on evidence, with individuals/ communities
the federal level.

| advocate for healthy public policy, by participatin 0.54 1.01 1183 | 2.27 1.14 1094
in legislative and polienaking activities that
influence health determinants.

STANDARID: DEMONSTRATINEROFESSIONARESPONSIBILITY ANDCOUNTABILIRESULTS

Two itemsstood out as learning needs for CHigtated to Standard 5: Demonstrating Pesional Responsibility

and Accountability. CHNs reportetbarning needs forusng nursing informatics (i.e., information and
communication technology) which includes generation, management, and processing of relevant data to support
nursing practicMean= 0.73) and usingavailable resources to systematically evaluate community health nursing
practice (e.g., availability, acceptability, quality, efficiency, and effectiverigdsSAN=0.53) (Table8.7). Both of

these activities were reported as being perfadsometimes or frequently (MEAN= 3.67 and 3ré8pectively.

TABLEB.7 ACTIVITIES WHERHHNS IDENTIFIED BEARNINGNEED(MEANX).50) RELATED TSTANDARD
DEMONSTRATINPROFESSIONARESPONSIBILITY ARDCOUNTABILIRESULTSMEAN STANDARD
DEVIATION ANSAMPLE

Standard 5: DEMONSTRATING PROFESSI| LEARNING NEED * ACTIVITY
RESPONSIBILITY AND ACCOUNTABILITY G L ySSR dL  LISNF 2 NY
NBfFGSR (2 |! OGAGAGEE

*Learning needs reported for items where Me&@x | -2 completely disagreg

0.50 to 1¢ Never to 5 Always
+2 completely agree

STATEMENTS Mean | SD (n) Mean | SD (n)

| use nursing informatics (i.enformation and 0.73 0.96 1250 | 3.67 1.06 1255

communication technology) which includes
generation, management, and processing of relevan
data to support nursing practice).
| use available resources to systematically evaluate | 0.53 0.95 1208 | 340 1.05 1188
community health nursing praice (e.g., availability,

acceptability, quality, efficiency, and effectiveness).
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Table9 indicates that from49.%6 ¢ 68.4% ofall respondents werainsureabout whether they performed various
activities related to the Populain Health Promotion Model, the Ottawa Charter of Health Promotion, and the
Jakarta Declaration. In additior§.5% to 12.1% of all respondents indicated that these activities wenst
applicabé to their practice These two categories of responses comtimeake upbetween 60 and 8% of
respondents. It is unclear if CHNs are simply unfamiliar with these theoretical concepts, do not see their relevance
within their practice or for other reasons do not actually perform these activities. Further exploratitve above
findings will be conducted in the next phase of analysis to identify if those who answesedeor not applicable

for these theoretical concepts differed by practice setting, position or years working as a CHN.

TABLE9: FREQUENCY ANRERCENTREDISTRIBUTION @F NSURE ANDA TAPPLICABEERESPONSES FOR
SCALEL ¢ & BERFORM THE ACTIEITFORSTATEMENTRELATED TOHEORETICAIONCEPTEPOPULATION
HEALTHPROMOTIONMODEL OTTAWACHARTERJAKARTAECLARATIQN

Iltem 58 Item 59: Iltem 60:
Population Health Ottawa Charter Jakarta Declaration
Promotion Model
n (%) n (%) n (%)
Unsure 658 (49.0) 773 (57.95 919 (68.4)
N/ A 128 (9.5 152 (11.3 162 (12.7)
Score 15 534 (39.7) 389 (289) 230 (17.3)
Missing* 24 (1.7 30 (23 33 (2.5
Total 1344(100) 1344 (100) 1344(100)

*Missing includes items with errors

SUMMARY GLEARNING NEEDS ANS®@SIATED ACTIVITIES

Table10summarizes the learning needs which were identified by CHNs across Canada as a whole. The items were
selected based on mean scores0d0 or greater.



TABLELO: SUMMARY OEEARNINGNEEDS ANDEVEL OACTIVIYRELATED TCHESE LEARNINNEEDS FOR
ALLCHNMNsIN CANADA

The following mairtopicswere identified adearningneedsfor CHNSs including:

Standard 1aHealth Promotion
1 Applying the theoretical concepts of the Population Health Promotion Maatedthe Ottawa Charter of

Health Promotion.

Using research findings.

Using social marketing strategies to shift social norms

Addressing the root causes of #s and disease

Evaluating population health promotion programs systematically

=A =4 =4 =4

Standard 1b: Prevention and Health Protection
1 Utilizing harm reduction princlpsto reduce risk factors
1 Engaging in collaborative intersectoral partnerships to addresseptén issues
1 Evaluating collaborative practice in achieving individual/community health outcomes
1 Applying epidemiological principles

Standard 1cHealth Maintenance, Restoration and Palliation
1 Facilitating maintenance of health in response to emergenthat negatively impact upon client health
1 Recognizing trends in epidemiological data

Standard 2: Building Individual and Community Capacity
1 Using community development principles and principles of social justice
1 Using a comprehensive mix of comnity/population based strategies to address issues of concer
groups/populations
1 Applying the theoretical concepts the Jakarta Declaration.

Standard 3: Building Relationships
1 Being aware of culturally relevant communication

Standard 4: Facilitatg Access and Equity
91 Providing culturally relevant care
9 Taking action to address service accessibility issues at the federal level.
1 Advocating for healthy public policy by participating in legislative and policymaking activities

Standard 5: DemonstratinRofessionaResponsibility and Accountability
1 Using available resources to systematically evaluate community health nursing practice
9 Using nursing informatics to support practice

Of the learning needs identified above, GiHiported performing the adivities related to these learning need
sometimes or frequentlyExceptions werg¢he following activities, which CHNs reportedragely beingperformed.

Usingsocial marketing strategies to shift social norms

Systematicallyevaluatingpopulation healthpromotion programs in partnership with stakeholders
Facilitating action in support of the 5 priorities of the Jakarta Declaration.

Takingaction to address service accessibility issaies federal level.

Advocatingor healthy public policy

CHNSs someties implemented the concepts of the Population Health Promotion Model, and the Ot
Charter of Health Promotion, although the majority of respondents stated that these activities wer
applicable, they were unsure or they did not respond

=A =4 =4 -4 -8 -4
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LEARNING NEDSBYPRACTICEETTING

Separating CHNs by practice setting across Canada has been a difficult process. Many CHN workplaces across
I'TyFRALFY LINRPGAYOSa FyR GSNNARAG2NRASAE KI @S RAFTFSNByG Y2RS
¢ 2 NJDur demographic section was adjusted to include all labels of place of work that were found in the college

YR | & a 2eQigtrationif@rysa This resulted in mamprk places being listed in the questionnaire, some of

which may have been unclear to pmdents For example, community health centre, commurtisalth agency,

and community nursing clinrécmight not be similarly defined in all regions in Canddeerefore, it is uncleanow

accurately respondents answerdae workplace question

In Phase e were able toeasily capture the place of work and theeparate what was thought to represent
places of work in the following sectorgrimary care, public health, home health and other community health
nursing.These were used for comparisons in onalysisin phasdl, this has become much more difficufor this
phase, we haveeparatelycollapsed home care, public health and other since these categories were the clearest
groups to distinguishWe also examined learning needs rather than acésiti

The following tables (Table$l.1 through 11.4) report on results from oneway ANOVAs indicating where
statistically significant differencesere found in learning needs byector, number of years in nursing, title in
nursing and province/territory This was reviewedor the activities that were found to be théop 10 learning
needs(highest means scores for the entire sample). ANOVAs were also conducted for the questions related to the
theoretical modelqas a grouped mean for the 3 items) by secOne way analysis of variance (ANOVA) with the
posthoc Tukey test was conducted to examine if there is any statistically significant differences between means of
groups.

Out of the top 10 learning needs with means greater than 0.5, there was no signififeertence between the
sectors except for oneA G SY Indparerskip with stakeholders, | evaluate population health promotion
programs systematically which showed a significant difference between public healttd home health care
(p=0.046) Publichealth had a higher learning need than home health on this item

TABLELL1.1 LEARNINGNEED BYSECTOKMEAN STANDARD DEVIATIGNVALUES

Learning Need Public Health | Home Health | Other F
Mean (SD) | Mean (SD) | Mean (SD) | (df',df)
8. In partnership with stakehders, | evaluate 0.66 0.39 0.54 6.03
population health promotion programs (0.95) (1.1) (1.0) (2, 1156)
systematically
X Public Health differs from p=0.046
f  Home Health

In addition, Table11.2 illustrates that there was astatistically significant ifference found for the grouped mean

for the threetheoretical items (Jakarta Declaration, Ottawa Charter of Health Promotion and Population Health
Promotion Model). CHNSs in the public heattactorK F R £ 2 6 SNJ £ SI NYyAy 3 ySSRa 02YL}I NE
d G6SIA2NEE O
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TABLELL.2: DIFFERENCES BETWEERTOR ANDEARNINGNEEDS FOR THHEORETICAMODELEMEAN
STANDARD DEVIATI|GNVALUBS

Learning Neetl Public Health | Home Health | Other F

Mean (SD) | Mean (SD) | Mean(SD) (df,df)
58. | facilitate planned change through 1.09 1.22 1.25 3.6
applying thePopulation Health Promotion (0.82 (0.9 (0.88 (2, 1228
Model.
59. | implement health promotion strategies p=0.051

based on theDttawa Charter.
60.1 facilitate action in support of théve
priorities of theJakarta Ddaration.

x  Public Health differs from
M1 Other

*Mean score obtained for the 3 theoretical models

LEARNING NEEDS YEARS ITNURSING

Table 113 illustrates that in comparing there were statistically significant different learning needs. Nuities w

over 25 years had lower learning needs compared to nurses who worked 6 to 10 years for thedtem®H o 0 €
NEO23ayAT S (NBYyRa AYQBORIRSVYREZQFES RFZAN¥ OYRKSFHf GKe L)z f
legislative and policymakingCeli A @A GASa GKIG Ay¥FtdzsSyOS KSItfGK RSGSN¥YAY
significant[P=0.0D (Q.23); P=0.036 (®5c). Although not statistically significant, nurses who were in the nursing

workforce for less than 2 years also had higher learniggds than the other groups for theseo items.
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TABLEL1.3: DIFFERENCES BETWHBEWBER ONEARS INNURSING INOTALANDLEARNINGNEEDS
(MEANS STANDARIDEVIATIONS ANBVALUE$

Number of years in nursing in tota

Learning Need Under 2| 2-5 6-10 11-15 | 1620 | 2125 |25 +|F

years years | years | years |years |years | years | (df,df)
Mean Mean | Mean | Mean | Mean | Mean | Mean
(S.D (SD) | (S.D) |(S.D) |(S.D) | (S.D) | (S.D)

23. Irecognize trends in

epidemiology data. 1.14 0.79 1.01 0.90 0.71 0.76 0.86 247
x 25 + years diffeafrom (0.77) (1.02) | (0.84) | (0.97) | (0.92) | (1.99) | (1.04) | (6,1176)
1 6-10years p=0.020

55c. | advocate for: ¢) healthy
public policy, by participating in
legislative and policymaking 1.08 0.67 0.84 0.53 0.58 0.63 0.44 3.3%
activities that influence health | (0.76) (1.02) | (0.81) | (2.07) | (1.03) | (0.92) | (1.03) | (6,1163)
determinants.
x 25 + years diffefrom p=0.036
i 6-10years

LEARNINGNEEDS BYITLE INURSINGRNVERSUSIP/RNEXTENDEQLASS

There were no statistically significantffdrences inf S Ny A y 3 TiyeSrS MugsingqRN vérsus NP d’N
Extended Cla3s

LEARNINGNEEDS ANBCTIVITIES BBROVINCE AND TERRINOR

This sectiorreports theresultsfor two researchquestionsto identify/ | b B €urrent practice activities ah2)

their continuing education needs based on BE€H Standardsy province or territoryAs noted earlier, CHNs were

asked to report how often they performed an activity (1 =never; 2 =rarely; 3 =sometimes; 4 =frequently; 5 =always;
unsure; and not applable), where the activities were derived from the Canadian Community Health Nursing
Standards of Practice/ | bd ¢$SNB Ffaz2 FalSR AF GKS& FF3INBSR 2N RAal
SRdzOI GA2Yy NBt | iSHeomflaely disagréel +ederallydtilsapgiee; 0 gneither agree nor disagree;

+1 =generally agree and +2 =completely agr&tans and standard deviations for learning needs and activities

were reviewedfor all itemsby province and territory Results are reported belovand are presated by learning

needs followed by activities for all items in order of the CCHN standards. Detailed tables repogtingand
standarddeviations(Tables 2.1 to 12.14) can be found in the Appendices.

STANDARO A

STANDAROL A: HEALTHPROMOTION BACTIVTY
Tablel2.1illustrates the following key findings:
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1 CHNSs across Canacgorted frequently perforningindividualassessments in collaboration witheir
clients; however, they reportednly sometimes conduetl communityassessments, with the exception
of CHNs in Nunavut.

1 CHNSs in the majority of the provincesportedrarely usng social marketing strategies except in Ontario,
the Yukon, Northwest Territories and Nunavat where thegyorted sometimes used them.

1 CHNsin BC, Alberta, Quebec, PEI, NovaaSaoud Northwest Territories rarely reported systematically
evaluating population health promotion programs compared to other provinces/territories, although all
regions generally reported evaluating prograimgequently.

1 CHNSs across the countrgported frequently assishg the individual/community to take responsibility for
improving their health by increasing their knowledge of the determinants of health.

1 Research findingserereported asfrequently used by CHNs across Canada with lowest means reported
in Quebec and highest meairsNunavut.

1 CHNSs in Quebeaeported performing health promotion activities described in Standard 1A less frequently
overall compared to CHNs in Nunavat wkported performing these activities mordérequentlythan all
others.

1 Overall the majority of CHNs who responded to activities related to the Ottawa Cliartdealth
Promotionandthe Population HealttPromotionModel reported sometimes performing these activtie
with one exception. Quebec and PEI CiHorted performingactivities related to thedttawa Charter
rarely.

STANDARO A: HEALTHPROMOTION BYEARNINGNEEDS
Table 122 illustrates the following key findings:

I CHNSs across Canada, except for Nunavut, reported having very little or no need for learning about
conduding individual assessments; however, they all reported having a slightly higher need for learning
about conducting community assessments.
Using research findings was generally identified as a learning need amongst CHNs across Canada.
Nunavut CHNSs reportehaving higher mean scores for learning needs of most health promotion activities
listed under this standard. On the other hand, Ontario CHNs generally reported lower mean scores than
the other provinces and territories for items under this standard.
9 Ofall items in this standard, the highest reported learning needs for all CHNs except the Yukon, were
related to the implementation of the Ottawa Charter for Health Promotion and the Population Health
Promotion Model. As noted earlier, it is important tota that many respondents scored this item as
Gdzy 8dzNBé¢ 2N ay2id | LILIX AOlFof Soé
T ¢KS AGSY 4L dzaS NXaSkNOK TFAyRArghatedbyGahadianlCANsy 3 (G KS {2
although there were no statistically significant differences found for this ibgmprovince/territory
(p=0.259 (Table 11.4)
f C2NJGKS AGSY daLY LINIYSNEKALI ¢6AGK adl]1SK2f RSNERX L 8
a @ a i S Y lrdsgogsesiifferadssignificantly; the Territories (Nunavut, Northwest Territories and Yukon
combhned) had much higher learning needs compared to BC, Alberta, Ontario and Novg|S<ata1)
(Table 11.4).

= =

STANDARMA B

STANDARM B:PREVENTION ANBEALTHPROTECTIOBYACTIVITY
Table12.3 illustrates the following key findings:
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1 CHNSs across Canada rejgal frequently using varioutevels of preventiorand assisting individuals and
communities to make informed choices. They reported sometimes engaging in intersectoral partnerships
to address prevention issues, with Nunavut having the highest scoreifoadhivity.

1 Nunavut CHNs most frequently reported engaging in all prevention and health protection activities
compared to other provinces and territories.

STANDAROB:PREVENTION ANHEALTHPROTECTION BREARNINGNEEDS
Table 124 illustrates the followig key findings;

1 In general, Nunavut, Quebec and PEI CHNSs had the higleest learning needs scoreslated to
prevention and health protectioactivities while Ontarioand BACHNSs reportedhe lowestlearning
needsin this standard

f Statistically signk O y i RAFFSNBYyOSa o6& LINPGDAYOSK iSNNBali2NE 6 SNE
principlesin using strategies such as a) screening, b) surveillance, c) communicable disease response, d)
outbreak management and e) education; the Territories (NumaMorthwest Territories and Yukon
combined) had highelearning needs compared to §<0000) (Table 11.4.

1 The majority of CHNSs identified usihgrm reduction principleand evaluatingcollaborativepersonal and
team as well amtersectoral partneriipsaslearning need.

STANDARO C

STANDAROH. CHEALTHVIAINTENANGHRESTORATION ANRALLIATION BACTIVITY
Tablel25 illustratesthe following key findings:

1 CHNSs in Canada reported frequently performing most activities listed under Standard 1C such as
conducting assessments, collaboratively planning, supporting informed choice, and using a range of
AYIiSNBSyiGAz2ya 6AGK Ot ASydGa GKFIG YFEAYAT S loAftAGASaE
1 Nunavut CHNSs reported frequently recognizing trendsgidemiological datavhereas CHNSs in other
provinces and territories reported sometimes being involved with this activity.
1 CHNSs reported they less frequently adapted epidemiological principles in their health maintenance
activities with the exception of Nunavut.
1 They also reprted they less frequently facilitated health maintenance in response to emergencies with
little differences seen among regions.

STANDARO CHEALTHVIAINTENANGHRESTORATION ANRALLIATION BYEARNINANEEDS
Table 126 illustrates the following key findings:

1 The greatest learning need reported by CHNs across Camalbthis standardvas recognizing trends in
epidemiologcal dataand adapting epidemiological principles in screening, surveillance, communicable
disease response etc..

1 Lower mean scores for le@ng needs were seen on most topics under this standard in the western
region, compared to the eastern provinces and the Territories.

1 Nunavut CHNSs reported higher learning needs for all items lister this standard compared to all
other regions.

f TheiiSY aL NBO23yAT S G(NBYyRa Ay SLMARSYA2t238 RIGEHE 61 &
there were no statistically significant differences amdnhgvinces and Territories for this itergp=0.00Q
(Table 11.4)

STANDARL2

STANDARL2: BUILDINANDIMDUALCOMMUNITYCAPACITY BACTIVITY
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Table12.7 illustratesthe following key findingor activities

il

il

CHNs in the Northwest Territories reported the least activity in engaging in community development
compared to all other provinces and territories.

CHNsn BC, Alberta, Ontario, Nova Scotia, Yukon and Nunavut reported more frequently applying
principles of social justice than other provinces.

Ontario CHNs generally reported engaging in many individual and community capacity building activities
compared toother provinces.

CHNs in Quebec reported the least involvement witbup facilitation skills, supporting development of
selfadvocacy, and applying principles of social justice and the priorities of Jakarta Declaration
NunavutCHNSs reporte@ngagng more in facilitating action of the 5 priorities of the Jakarta Declaration
than all other provincedHowever,as noted previously, onl$89 (28.9 %L HNs scorethis item; of the
remainder,773 (57.5%) were unsure, 152 (11.3%) repottezlitemwas not appktable and 30 (2.3%)
were missing.

STANDARD 2:BUILDING INDIVIDUAL/COMMUNITY CAPACITY BY LEARNING NEEDS

Table 128 illustrates the following findings:

1

1

Nunavut CHNs reported the highest learning needs in all itamagr this standardollowed by the Yukon

and PEI

Saskatchewan CHNSs reported lovearning needs related to this standaogerallfollowed by Ontario

and the Northwest Territories

Learning needs related to using community development principles was identified as the highest in the
majority of provinces and territoriest KS A GSY daL dzaS O2YYdzyAdeé RS@St 2 LISy
the individual/commuiA G & Ay | O2 y wadzbné of thd t@p30 ledMidnSeisifér all CHNs and

also showed statistically significant @ifénces by psvince/Territory;Saskatchewa@HNsgad

significantly lower learning needs for this item compared to PEI and the Territories (Nunavut, Northwest
Territories and Yukon combined)~0.00§ (Table 11.4)

Similar to the finding above, the following item wasahmong the top 10 learning needs for all CHNS

GL dzaS O2YYdzyAie RS@OSE2LIVSYyld LINAYyOALX Sa ¢KSy L RO |
NB&2dzNOSa G2 adzZJll2 NI G 1 A yGHNgirGhie&rétofieshad highkr SarmMidg K S £ G K
needs compared to Saskatchewa*(.104fTable 11.%

¢KS AGSY aL dz&S LINAYOALX Sa 2F a20Alf 2dzaidA0S G2 &adz
was one of the top 10 learning needs for all CHNS; there were no statistically signifitexetdes for

this item by Province/Tetory (p=0.230 (Table 11.4)

¢KS AGSY aL dzaS || O2YLINBKSY&aADBS YAE 2F 02YYdzyAdleé« LR
building, intersectoral partnerships, and networking) to address issues of concern toJgreulLJ2 LJdzt | G A 2 y ¢
was one of the top 10 learning needs for all CHNSs; there were no statistically significant differences for

this item by Province/Territory §0.652)(Table 11.4)

STANDARI3

STANDARE3 BUILDINGRELATIONSHIRBY ACTIVITY
Tablel29 illustraes the following key findings:

1
1

Overall, CHNs in Canadgorted theyfrequently engage in activities related to building relationships.
Using culturally relevant communication in buildindatenships was reported to bieequently
performed by CHNs acse Canada.
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STANDARE3 BUILDINGRELATIONSHIAY LEARNING NEEDS
Table 1210 illustrates the following key findings:

1 Despite frequently using culturally relevant communication, compared to all other items listed in this
standard, learning about culturallglevant communication in building relationships was the highest
learning need for everyone without any major provincial/territorial differences.

1 Nunavut CHNSs reported higher learning needs than all other provinces and territories for all items in
Standard 3. PEI, the Yukon and Northwest Territories had slightly higher learning needs than others,
althoughall items under this standard were not identified as particularly high learning needs.

STANDARME

STANDARDB! FACILITATINBCCESS ANEQUITY BACTIVTY
Tablel2.11 illustrates the following key findings:

1 CHNSs across Canada rarely reported addressing accessibility issues at the municipal, provincial/territorial
and federal levels; in contrast, CHNs in Nunavut frequently or sometimes engaged inithig. ddtey
tended to engage at the organizational level the most frequently , with less frequent engagement at each
higher systems level (municipal, provincial/territorial and federal)

1 Referring and coordinating access to services and using indivigpidaches with vulnerable populations
were frequently performed activities reported by CHNs across Canada.

T ¢KS AGSY aL R@G20FGS F2NJ O0 KSIHfGKe LlztA0 LRtAOE:
GKIFG Ay Tt dzZSyOS KaS aniorigkhe RS0 Badvhi yeedy df all<CHMS; this learning need
differed significantly by Province/Territory where Quebec was found to have a much lower learning need
compared to PEI, Newfoundland and the Territories (Nunavut, Northwest Territorie¥wah
combined) for this item@=0.915 (Table 11.4)

STANDARDB! FACILITATINBCCESS ANEQUITY BY LEARNINGERS
Table 1212 illustrates the following key findings:

Nunavut CHNSs reported the highest learning needs related to all the items in this standard

Overall CHNs across Canada reported few learning needs related to facilitating access analithquity
little variation among the provinces/territories except for Nunavut

91 Providing culturally relevant care in diverse communities was recognized as theakeiyng need in
Ontario, BC, New Brunswick, PEI, the YultmnNorthwest Territorieand Nunavut

f
f

STANDARD

STANDARD DEMONSTRATINBROFESSIONARESPONSIBILITY ANDCOUNTABILITY AETIVITY
Table12.13 illustrates the following key findings:

1 CHNs amss Canada consistently reported frequently performing activities related to taking preventive
action, addressing factors that influenced quality of care, seeking professional development
opportunities, making ethical decisions, seeking assistance withligam solving, documenting, and
advocating effective/ efficient use of resources.

CHNs across Canada reported rarely advocating for healthy public policy.

Nunavut CHNs most frequently reported engaging in professional responsibility and accountability
activities, whereas Quebec CHBIS®red lower means compared to other provinces/territories for a large
number of activities under this standard.

= =
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¢CKS AGSY aL dz&aS ydzNAEAY3A AYF2NNIFGAO0A O0ADPSD AYTF2NNIGA
generation, mand SYSy (X FyR LINROSaaAy3d 2F NBtS@lryid RFEGE G2
10 learning needs for all CHNs; there were no statistically significant differencéssfaem by Province/

Territory (p=0.00Q (Table 11.4)

STANDARD DEMONSTRANG PROFESSIONARESPONSIBILITY ANDCOUNTABILITY BYARNINGNEEDS
Table 1214 illustrates the following key findings:

|l

|l

The highest learningeedidentified by CHNs across Cananfaler standard 3vas the use ofursing
informatics

Nunavut CHNkad thehighest mean scorefor most items related to this standarfdllowed by PEI and
the Yukon

Ovenll many items in this standamdere not identified as learning needs by most CHNs
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TABLEL1.4: DIFFERENCES BETWPRRVINCHERITORY ANCEARNINANEEDSMEANS STANDARIDEVIATIONS ANBVALUE}®

x
Top 10 Learning needs (mean >0.5) _ % <

O m N4 a z ©] m | ] — | T

] < n = (@] o z o z z ~ Lf’
23. | recognize trends in epidemiology 0.71 0.70 0.74 0.69 0.79 0.49 0.78 1.05 0.78 0.88 0.97 1.83
data. (1.07) (1.06) (1.00) (1.09) (1.00) (1.15) (0.88) (0.81) (0.93) (1.86) (0.89) (10,1186)
x  No significant Difference p=0.000
3. | use nursing informatics (i.e.,
information and communication
technology) which includes generator, 0.58 0.64 0.65 0.61 0.84 0.94 1.05 0.72 0.72 0.81 0.97 2.47
management, and processing of relevant 5\, | o3 | 097y | (Loz) | 0.96) | 084 | 082 | 096 | ©9) | (©95 | @78 | (101239
data to support mrsing practice. p=0.000
x  No significant difference
22. | apply epidemiologicatinciples in 0.60 0.51 0.42 0.50 0.53 0.71 0.70 0.88 0.65 0.79 0.92 2.31*
using strategies (such as, a) screening, b] (1.07) (1.04) (1.09) (1.11) (1.04) (0.96) (1.10) (0.84) (0.94) (0.87) (0.80) (10,1191)
surveillance, ¢) communicable disease p=0.000
response, d) outbreak management and ¢
education.
x  Territories differs fronBK
2. | use research findings. 0.46 0.57 0.55 0.58 0.44 0.69 0.73 0.53 0.57 0.70 0.81 1.50
x  No Significant difference (1.00) (0.88) (1.01) (0.91) (1.01) (0.97) (0.92) (0.88) (0.87) (0.96) (0.93) (10,1238)

p=0.256
25a. | use community development 0.67 0.51 0.34 0.69 0.52 0.52 0.58 0.90 0.51 0.61 0.93 2.68*
principles when I: a) engage the (1.03) (0.99) (1.05) (0.99) (0.91) (0.85) 1.02) (0.86) (1.02) (0.92) (0.83) (10,1177)
individual/community in a constative p=0.006
process.
x  Sask. differs frorRPEland the
Territories

28. | use principles of social justice to 0.67 0.52 0.46 0.47 0.56 0.50 0.59 0.72 0.512 0.66 0.81 1.18
support those who are unable to take (0.95) (1.03) (0.98) (0.96) (0.95) (1.02) 1.02) (1.08) (0.88) (1.05) (0.97) (10,1204)
action for themselves. p=0.230
x  No Significant difference




26. | use a comprehensive mix of 0.56 0.46 0.41 0.66 0.49 0.39 0.64 0.65 0.49 0.66 0.89 1.94
community/population based strategies | (1.02) (1.03) (1.02) (1.02) (0.98) (1.02) (1.02) (1.00) (1.02 (0.97) (0.88) (10,1156)
(such as coalition building, intersectoral p=0.652
partnershipsand networking) to address
issues of concern to groups/populations.
x  Territories differ fromSaskatchewan

andQuebec
55c. | advocate for: c) healthy public polig 0.58 0.41 0.56 0.62 0.57 0.18 0.53 0.79 0.57 0.71 0.70 2.57
by participating in legislative and (1.02) (1.03) (0.97) (0.10) (0.96) (1.02) (1.04) (0.97) (1.02) (0.99) (0.94) (10,1172)
policymaking activities that influence p=0.915
health determinants.
x  Quebec differs fronfPE] NLand the

Territories
8. In partnership with stakeholders, | 0.45 0.43 0.53 0.52 0.32 0.51 0.58 0.86 0.39 0.73 0.97 3.17*
evaluate population health promotion (0.97) (1.10) (1.06) (1.07) (1.06) (0.92) (1.01) (0.87) (1.04) (0.93) (0.84) (10,1161)
programs systematically p=0.001
x  Territories differs fronBC Albetrta,

Ontario, andNova Scotia
25d.1 use community development 0.40 0.47 0.39 0.57 0.41 0.57 0.57 0.86 0.51 0.51 0.86 2.055
principles when I: d) assidté (1.05) (1.01) (1.01) (1.04) (0.95) (0.85) (1.01) (0.84) (1.02) (0.92) (0.86) (2,1164)
group/community to marshal available p=0.104
resources to support taking action on thei
health issues.
x  Territories differs fronBaskatchewan

*significantwhere p<0.05
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Online Survey Research

This survey was also prepared for delivery in an online modality which can easily be made available to CHNAC or
any other agency who may wish to repeat thisv&y within their agency. It was prepared in SurveyMonkey which

is simple to transfeto another account upon requesPlease note, however, that this survey format has not been
tested for reliability and validity. Therefore, any reference to reliabdityalidity of the questionnaire which was
conducted on the papebased instrument camot be assumed for thenline version. A link to the SurveyMonkey

site can be found athttp://www.surveymonkey.com/s.aspx?sm=WUV7_ 2buT_ 2fOCI[FBR3xMUOAQ 3d 3d

PRACTICEBMPLICATIONS ANDTURERESEARCH

Consistent with Phase, THNs identifiecsimilar learning needs for topics under each of the Standaiigpics
identified astop leaming needssuggestcontent areas for continuing education programming (e.g. PHAC Skills
Enhancement Modules)for CHN orientation programs in the workplace as well umslergraduate nursing
programs.Nurses reported needing more education on ttieoretical concepts of health promotion(ittawa
Chater and Population Healtffromotion Model as well as the Jakarta DeclaratioHpwever, it was surprising
once againthat the bulk ofresponse about activities related to these concepts (unsure, not applicablel an
missing) indicated a lack of clarity about them in practies. the low percentage of CHNs who respedtb these
items, there were minimal provincial differenceseenexcept in Nunavutvhere CHNs repoed practice activities
related tothese theoretich concepts.Further $nce almost 47.5% of our respondents have been in the workforce
for more than 25 years, it is highly likely thrainy ofthese CHNs haweot had any exposure to these concepts in
their education It is also possible that they do not ¥& access to relevant literature about these theoretical
approaches to health promotiorit is not surprising that CHNs working in public health reported a lower learning
YySSR F2NJ KSaS GKNBS AidSvya ol a | 3NER daldsgromdtibrisoneind 2 NB 0
their major roles and it would be expected that they would be working with these theories to a greater degree.

Surprisingly, there were only two statistically significant differences in learning needs by number of years in
nursing which includeda) recognizing epidemiology trends arx) advocating for public policy for influencing
determinants of health. Younger CHNs1(® years) had higher learning needs for these activitiempared to
nurses with more than 25 years of experoe Therealso appeared to be aeneraltrend to nurses with less
experience reporting slightly higher learning needsthe top 10 items

Equally as surprising was the finding that there weoestatistically significantdifferences by position as an RN
NP/Extended Class Rdf the top 10 learning needsuggesting that programare equally needed for nurses with
advanced practice training as well as RNBese results need to be interpreted cautiously given the small numbers
of nurse practitioners participating in the survey (n=208). According to the Canadian Institute for Health
Information (2007)the total number ofnurse practitionersn Canada in 2007 was 1,346.

CHNSs reported that they frequentlysed culturally relevant communication in buiidi relationships. As waaso
foundin phasel therewas a need for more education on culturally sensitive communication and cardufthisr


http://www.surveymonkey.com/s.aspx?sm=WUV7_2buT_2fOCljFBR3xMU0AQ_3d_3d

stresses the relevance to practice in light of the changing Canadian demographic make up and the rise in
immigrant populations. The need for more education on program evaluation and the application of epidemiologic
data and service delivery may reflect the value placed on evidbased practice in nursinghe fact that home

health and public health differed sigid&ntly on their reportedlearning needin relation to the item on program
evaluation (public health had a higher learning need than home health) likely reflects the recent engrhtisss

activity in public health.

Of importancein phase 2are thetopicssuch as thaise of research findingstrategies to addressots cause of
illness and disease, harm reduction miples, emergency preparedness, community development, range of
community/population health approaches and healthy public policy advqaabich were not identified in our

first phase as learning needgreater than0.5). Though the results do indicate common learning needs across all
provinces and territoriesvariationssuggestthere are likelyunique characteristics of the nursing workée and
workplaces for CHNssuch as in Nunavut and Quebeand western compared to easterprovinces These
variations suggest that continuing education programs may need to be tailored at the prowndidéerritorial
level. Howeer, it is also importanto note there are substantial commonalities in learning needs of Canadian
CHN. Statistical analysief the top 10 learning neediy sector has shown that then@ere only two items with
statistically significantlifferences Nurses working in public healtreported higher learning needs fevaluaing
population health promotion programihan home health, yet public health reported lower learning needstier
theoretical items(Jakarta Declaration, Ottawa Charter for Health Promotion and Population Heedthotion
Mode)O2 YLIr NBR G2 /| ba A yhehdedto ldagnimire abbevalibtiorScauiiieR reflection

of a greater emphasis on program evaluation in public health as evidenced in the @renCompetencies for
Public Healthn Canadd.0document(PHAC, 2007)

There were activities which were performed rarddy CHNgworking at the provincial/ territorial and federal

levels social marketingengaging irhealthy public policy advocacgnd conductingprogram evaluation However

there was also interest shown in learning more about these topics. This may indicate that although nurses are keen
to learn more about these topics, these activities have been taken on by other members of the health caor team
are typical for particular psitions and thus nurses have fewer opportunities to perform them. Also, nurses
typically work at a local level and therefore may rarely see theiraelgorking at provincial andr federal levels.

Also, these activities may be often executed by otherltieprofessionals or organizational factors may hinder
CHNs from these rolesFurthermore, the reduced involvement in these activities may indicate thatGR#iN
Sandards no longer reflect current practice and require revision or that the role of comynhealth nurses has
changed since the standards were released in 2003.

ISSUES FOR CONSIDERMAOR REVISION OF THEHNSTANDARDS

A number ofissues were identified in the wording of tl&CHN t8ndards that may have caused difficulties when
these statenents were written for use in the survey. Problems that were noted follow:

THEORETICAL CONCEPTS

The nclusion of knowledgé@emssuch as health promotion concepts and frameworkthis CCHNt8ndardsmay
be confusing to nurses if they are unfamiliartwihem. $andardstypicallyrefer to tangible activities that are
related tolevel of services, interventions anoutcomerather than conceptualrameworks Theactivity items
listed under thesestandards assumethat nurses know thesgheoreticalconceps and conduct activities in relation
to them. The study resulteshich showed a high number ofsponse®f unsure and or non applicable, may
indicate a significant gap in knowledge related to eashcept that underliesthe various activitiestather thana
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lack of knowledge or skill in the activities themselves. The items below prthaedectual &tivitiesin the original
standardthat arise from the conceptual models.

Standard 1 A
Facilitates planned change with the individual/communitypodation through the application of the Population

Health Promotion Model

1 Identifies the level of intervention necessary to promote health
1 Identifies which determinants of health require action/change to promote health
1 Utilizes a comprehensive range ofategies to address healtelated issues.

Standard 1 A

Demonstrates knowledge of and effectively implements health promotion strategies based on the Qiteanter

for HealthPromotion.

1 Incorporates multiple strategies addressing: a) healthy publicydt) strengthening community action; c)
creating supportive environments; d) developing personal skills, and@jesting the health system

91 Identifies strategies for change that will make it easier for people to make a healthier choice.

Standard 2

Facilitates action in support of 5 Priorities of the Jakarta Declaration to:
Promote social responsibility for health

Increase investments for health development

Expand partnerships for health promotion

Increase individual and community capacity

Secure annfrastructure for health promotion.

=A =4 =4 -4 =4

SFEPARATION OF RELASERTEMENTS ACROSS EIORAN ONSTANDARD

Related tatements (related to epidemiology) in the Standards wepéaced under differentcomponents of
Standardl. Understanding and applying epidemigipmay be better clumpedogether under the same Standard
the example belowllustrates where items pertaining to epidemiology wéoeind under Standard 1B and 1C.

Standard 1 B
1 Applies epidemiological principles in using strategies such as screeningillance, immunization,
communicable disease response and outbreak management and education.

Standard 1C
1 Recognizes patterns and trends in epidemiological data and service delivery and initiates improvement
strategies

USE OF THE TERM CIIEN

TherewasriO2 Yy aA a G Sy (i dziadhd tRisvaried B My stadaridgkos yhdiddual, family, or community
Ly | RRAGA 2 vamordiwas$not dzéluBive dfffamdlies where activities were with famili€ee example
below.

Standard 1B

1 Helps individualsiemmunities make informed choices about protective and preventative health
measures such as immunization, birth control, breastfeeding, and palliative care.
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LACK OF LANGUAGE GTXR

The Anguagewasvagueoften with multiple conceptsand activitieswhich canlead to various interpretatiosand
confusion for the reader For example support and respect are different activities and it is unclear the
interpretation of diversity, unique characteristics and abilitigkare examples are noted below.

Standard 1C
f {dzLILI2NIAa AYyF2N¥SR OK2A0S I|yR NBalLlSoOGa G(KS AYyRAGA
acknowledging diversity, unique characteristics and abilities.

Standard 4
1 Assesses and understands individual and community capacities including norms, Jaliets,
knowledge, resources and power structure.

Standard A
1 Understands and uses social marketing and media advocacy strategies to raise consciousness of health
issues, place issues on the public agenda, shift social norms, and change behavidues éabling
factors are present.

EXAMPLES DO NOT AL\SEYEARLMATCH CONCEPTS

The ft between examplegrovided in the CCHN Standaraisd key concepts areometimesunclear andcanlead
to confusion. For example ptective and preventive measures avery different concepts. The alignment of the
examples with the concepts is nalwaysclear.

Standard 1B
1 Helps individual and communities make informed choices about protective and preventive health
measures such as immunization, birth control, breastieg and palliative care.

USE OFAMBIGUOUS LANGUAGE

The use of mbiguoustermsa dzOK | & & ImaylchhRiduieJo la iack éf clarity in ideas. Examples are shown
below.

Standard 1B
1 Collaborates in developing and using follapy systems within the @ctice setting to ensure that the
individual/community receiveappropriateand effective service.

Standard 1C
1 Adapts community health nursing techniques, approaches and procedureapppriate to the
challenges inherent to the particular community sition/setting.

NONSENSICAL STATEMENT
Somestatementsdo not make sense. For examplepw does a CHRhonitor access to the determinant of heakh

Standard 4
Monitors and evaluates changes/progress in access to the determinants of health and apprepriateunity
services.

Building on thefactor analysis which was conducted in Phas@dbles 11.1 to 11.8we plan to conduct further
confirmatory analysis to determine which items load under factors. This process will help to refine the items used
in the survey and may assist in the future revision of the CCHN Standards.
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LIMITATIONS

A number of limitations have been identified in this survey:

1 Thedefinition of ccommunity health nurseswas unclear and a number of CHN diot identify
themselvesas comnunity health nurse$10.7%)even though they worked in community health
settings. Though there were 18 different possible places of work in the community, nurses still
ARSYUGATASR YlIyeé 2G4KSNJ LX I O0Sa 2F ¢2N] Ay (GKS a2dGKS

1 The sampling method fdPEl wadifferent than the other provinces and territories. The PEI nursing
regulatory organization did not participate in circulating the questionnaire rather referred us to
various employers who hired community health nurses. Contact with each emplogemade
making out sampling strategy inconsistent across all provinces and territories

1 There was a duplication of questions 48a andFdr. analysigjuestion 51 was removed

1 Thedistance mailings were out of our control a@ are unsure ithe collegesandregulatory
associationgdheredstrictly to the mail outschedule

1 The findings related to learning needs for the items related to the health promotion models/theory
reflect a small sample of respondents and need to be viewed with caution. More osisarequired
G2 dzyRSNERGIYR (GKS KAIK ydzyYo SNJ 2 F LOLE sALJR2 yoR SEG aF 2NB |
items in the questionnaire.

I The language used in the original Canadian Community Health Nursing Standards of Practice lacks
clarity, which may hee resulted in a variety of interpretations by responderdg appling
epidemiological principles in Standard 1B and recognizing patterns and trend in epidemiology in
standard 1C However, face and content validity testing has helped to mitigate somehedet
concerns.

1 Though the length of the questionnaire was shortened from phase 1 resulting éarmnelational
analysis the length of the questionnaire was still potentially a disincentive for respondents to
complete

1 The esponse rate was relatively low

CONCLUSIONS

Results from phase Il suggest a number of important topic areas for continuing education of CHNs including a)
health promotion theory, b) program evaluation, c) engaging in collaborative intersectoral partnerships, d)
principles of epidemialgy, e) nursing informatics, f) culturally relevant carehaym reduction, h) emergency
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management, i) ddressing service accessibility issues at the federal,|pvaahd advocating for health public

policy. Resultsalso indicatehat there aresomedifferences by province and territory both in performing CHN

activities identified in the CCHN standards as well as learning needs related to them. For the top 10 learning needs,
results show statistically significant differences by province/terrimmymary of the itemswarranting tailoring of
continuing education progranfer certain provinces ordrritories. The general lack of differences seen by years in
nursing and title was somewhat surprising and indicates that there are more commonalities traerdiffs in

learning needs of CHNs across Canaddea. variety of roles that CHNs play as well as the large range of community
settings in which they work made it difficult to disaggregate CHNs into sectors. Farntgsisvill continue to be
conductedto disaggregate groupsnd therebyobtain astrongerunderstanding of differences by placewebrk.
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TABLEL2.1: STANDAROLA: HEALTH ROMOTIONACTIVITIES PERFORMEEDCHNS BY PROVINCEERRITORKMEAN(M) ANDSTANDARD
DEVIATION$SD).SCALE('] PERFORM THE STATEDINIT® 1=NEVER2=RARELY3 = SOMETIMES}= FREQUENTLS=ALWAYSN=1,344]

ltem BC AB SK MB ON QC NB PEI NS NL YT NT NU
N=
M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD
1. 41 08 (40 |08 |41 (08 |41 |09 |42 |08 |36 |11 |41 |10 (39 {09 |40 |08 |41 (08 |44 |06 |39 |09 |45 |08
. 36 (08 (37 |08 |[35]|09 |35 |10 |36 |08 {30 |10 |35 |09 |33 |10 (35 |09 |3.7 |08 |36 |09 [35 |09 |41 |0.6
4a 47 107 |47 |06 |46 (08 |47 |07 {46 {08 |45 |08 |46 (06 |45 |09 (47 |06 {43 |09 |46 [06 (45 |05 |49 |04
4b 43 |10 |45 |08 (42 |09 |42 |09 (42 |10 |40 |09 |42 {10 (44 |10 |43 |09 |40 (10 |44 |07 (42 |07 |46 |05
4c 38 (10 (36 |11 ({37 |10 |36 |11 (37 |11 (30 |12 |34 |12 |35 |11 (35 |11 |37 |10 |39 |10 (38 |10 (46 |0.8
4d 40 {09 |38 |10 |37 (10 |37 |10 |39 |11 |32 |12 |38 |11 (37 |11 |37 |10 |37 |10 (38 |09 |3.7 |08 |45 |09
5 40 {09 {39 |10 |39 |10 |39 |08 |41 |10 |35 |10 |39 |10 |36 |10 |38 |09 |39 |09 |40 |08 |38 |08 |42 |1.0
6 42 108 |42 |08 |41 (08 |43 |08 |42 |08 |44 |07 |43 |07 |41 |08 |42 |08 |41 |09 (43 |08 |40 |08 |46 |0.7
7a 27 (11 (26 |11 |27 |10 |27 |11 (30 |12 (20 |11 |26 (11 |25 |09 (24 |11 |28 |11 |30 (09 (3.0 |11 34 |10
7b 24 (10 (24 |11 |24 |09 |24 |11 (27 |11 |20 |10 |23 |11 |24 |10 (23 |10 |26 |11 |28 |10 (25 |08 |29 |10
8 24 (11 (23 |12 |25 |11 |25 |12 (28 |12 (22 |11 |27 (12 |24 |11 (24 |12 |29 |11 |28 |11 (24 |08 |3.1 |0.9
58 34 (12 |34 |12 (32 |11 |35 |12 |34 |11 (34 |11 38 |10 |32 |11 (33 |13 |35 |12 |32 (12 (25 |14 |38 |12
59 33 (14 |32 |13 (32|12 |32 |14 (33 |11 (21|13 |35 |13 |21 |12 (28 |13 |35 |14 |32 (12 (30 |11 |41 |11
Note: Boldedmean indicats highestor lowestscorefor item.
Item Legend
1. luse relevant information sources from multiple jurisdictional levels (e.g. 6. | assist the individual/community to take responsibility for improvingitth
local, regional, provincial/territorial, and national) health by increasing their knowledge of the determinants of health.
2. luse research findings. 7. luse social marketing strategies (i.e. media advocacy) to:
4. In collaboration with the individual/community, | conduct assessments of a. Raise consciousness of health issues
a. individual needs. b.  Shift social norms
b. individual assets, including available resources. 8. In partnership with stakeholders, | evaluate population health poton
c. community needs. programs systematically.
d. community assets, including available resources. 58. | facilitate planned change through applying the Population Health
5. laddress root causes of iliness and disease. Promotion Model.
59. I implement health promotion strategies based on the Ottawa Charter.




TABLEL2.2: STANDAROLA: HEALTHPROMOTION/ | I3 CEARNING NEEDSHROQ/INCETERRITORYMEAN(M) ANDSTANDARIEVIATIONESD).
& NEED MORE EDUCATIRELATED TO THIS ACTE (SCALE2 = COMPLETELY DISAGREE GENERALLY DISAGREENEITHER AGREE NOR
DISAGREE-1=GENERALLY AGRER =COMPLETELY AGREE

Item | BC AB SK MB ON QC NB PEI NS NL YT NT NU
(n=147 | (n=174) | (n=155) | (n=128) | (n=123) | (N=122) | (n=104 | (n=48) (n=145) | (n=122) | (n=48) (n=28) (n=14)
M |[SD/M |SD|M |SD|M |SD|M |[SD|M |SD |M |SD|M SD | M SD (M SD | M SD | M SD | M SD
04|11(05|10|03|10|04|10|03|10|05|100|06|10|06 |09 |05(210|04|10|05|10|06|08]|11]0.9
. 05|10|/06|09|06|10|06|09|04|10|07|10 |07/09|05 |09 |06|09|07|10|08|10|1.0|06|08 |11
4a |00|12|00|10|01|10|00|10|01|12|03|11 |021|21]03 |12 |02|10|00|1.1|03|09|02|06|05]|10
4 |01|121(02|10|01|10|01|10|/00|121|05|10 |03|21/03 |11 (02(210|03|11|03|09]|03|05]|0.7]|10
4c 04|11/04|09|03|11|05|10|02|10(04|10 |06|1.1|06 |10 |05(20|04|10|06]|09]|05|05|0.8]10
4d 04|11|/05|09(04|10|/04|121|02|11(04|11 |06|/10|07 |10 |05(20|05|10|05|09|06|05|0.8]10
5 03|11|/05|09|05|11|05|10|02|10(06|09 |05/09|06 |10 |06|09|05|10|06|09|06|08]|1.0]10
6 02|11(/04|10|02|10|03|11/03|09|06|10 |03|1.1/04 |09 |03|10|03|10|07|08|06|10/|0.7 |12
7a |05(10|04(10|04(20|{05|20|/04|211|03|10 (04|10|08 |09 |04|10|05|09|08|09|09|06|09]|1.0
7b | 05(10|04|10|05|20|/05|10|{05/10|03|10 (05|{11|07 |10 |04|10|06|29|07|10[09|07|09 |11
8 05(10(04|12|05|121|05|11/03|11(05|09 |06|/10|09 |09 |04|20|07|09|10|09|08|06]|1.0]10
58 11(10|10(09|09|10122|10|12|20|12({09 (11,1013 |08 |11|09|11|10|22|09|09 111011
59 11(11|12(20|10|210;23|09|12|10|14(08 |11|10|14 |08 |13|09|12|10|12|10(09|08|11 |11
Note: Boldedmean indicate highestor lowestscorefor item.
Iltem Legend 6 | assist the individual/community to take responsibility for improvi
1. 1use relevant information sources from multiple jurisdictional leve their health by increasing their knowledge of the determinants of
(e.g. local, regional, provincial/territai, and national) health.
2. | use research findings. 7 | use social marketing strategies (i.e. media advocacy) to:
4. In collaboration with the individual/community, | conduct a. Raise cosciousness of health issues
assessments of: b. Shift social norms
a. individual needs. 8 In partnership with stakeholders, | evaluate population health
b. individual assets, including available resources. promotion programs systematically.
c. community needs. 58. | facilitate planned change through applying the Population Healtl
d. community assets, including available resources. Promotion Model.
5. | addess root causes of illness and disease. 59. | implement health promotin strategies based on the Ottawa
Charter.
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TABLEL2.3 STANDAROLB: PREVENTION AND HEALARDTECTIONACTIVITIES PERFORMEDCHNS BY PROVINEEERRITORY(MEAN(M) AND

STANDARIDEVIATION$SD) . SCALEXY BERFORM THE STATETINITE 1=NEVER2=RARELY3 = SOMETIME#A=FREQUENTL%=ALWAYSN=

1,344]
Item | BC AB SK MB ON QC NB PEI NS NL YT NT NU
(n=147) | (n=174) | (n=155) | (n=128) | (n=123) | (N=122) | (n=104 | (n=48) (n=145) (n=122) (n=48) (n=19 (n=14)
M SD|M |[SD|M |[SD|M |[SD|M |[SD|M |SD|M |SD|M SD | M SD | M SD | M SD | M SD | M SD
9 41/10(42(09(40(10|41|10(41(11(41/09|43|08|40 (11|38 |11 |42 |10 (45|07 |45 |07 (47|05
10a 4.1/09|42|08|40[09|42|08[42/09|42]|07|43|07|44 |07 |41|08|40]|08[43|08 [41]07 |46]07
10b (42[08(43(08(41/09|43[07|42|09|43|06|44|/06|44 |08 |42 07|42 |07 |43|08 |42 |06 |47 |05
10c |43|0.7|/43|08|40|/09(43|0.7[42|0843(0.7|44/0.7|44 |07 |43 |08 |42 |07 |43|0.8|41 |05 |46 |05
11 41/10(39(10(39|09|39|10(39(10(39|09|40|11|41 (07|40 |09 |37 |10|41|10 |37 (09 (40|10
12a 1 40(09(37|11|/36(09(3.7(10(39|10|37/09(41/09|40 |09 (37 |10(40|09 39|09 38|09 |41 08
12b 33[|12|31]12|32[10[33|11[34|12|29]11|34[11|35|09 (3312|3611 [35[11 [31]10][37]10
13 [38[10[41|/09(37/09[(39[09|40|10/[37[11[41]/09|42 |07 [4009 36|10 42|06 [40]09][45]|0.8
14 34/110|135/12(34(10|35|11|36(11|31(12/38{10|34 (1038|1034 103511 |36 |10 (37|13
Note: Boldedmean indicats highestor lowestscorefor item.
Iltem Legend:
9. | select the appropriate level of preventative intervention [i.e. 12. 1 engage in collabotae

primary (immunization); secondary (screening); and tertiary
(treatment and palliation)]
10. I help individuals/communities:
a. Make informed choices about ptective measures.
b. Make informed choices about preventative measures.
c. To identify potential risks to health.
11. In a variety of context, including home, neighbourhood, workplace
school, and street, | utilize harm reduction principles.

13.

14.

a. Interdisciplinary partnerships to address prevention issue
b. Intersectoral partnerships to address prevention issues
To ensure that the individual/community receives effective servicg
collaborate in using followp systems.
| evaluate collaborativeractice (i.e.., personal, team, and/or
intersectoral) in achieving individual/community health outcomes.

McMaster University, School of Nursipril, 15,2009
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TABLEL2.4: STANDAROLB: PREVENTION AND HEALAROTECTIONCH) QLEARNING NEEDSHROVINCETERRITORYMEAN(M) ANDSTANDARD
DEVIATION$SD).SCALEG NEED MORE EDUCATIRBLATED TO THIS ACT¥ -2 = COMPLETELY DISAGREE GENERALLY DISAGREE NEITHER

AGREE NOR DISAGREE= GENERALLY AGRER=COMPLETELY AGREE

Item | BC AB SK MB ON QC NB PEI

(n=147) | (n=174) | (n=155) | (n=128) | (n=123) | (N=122) | ("=104 | (n=48)

NS

NL YT NT NU

(n=145) | (n=122) | (n=48) (n=28) (n=14)

M |[SD/M |[SD|M |SD|M |[SsD|M |SD|M |SD(M |SD|M SD | M SD | M SD | M SD | M SD | M SD
9 02|11(/03|10(02|10|03|10(01/10|0.7/10|02|12|05|08|03|10(01|11|04(09|04|08|09]|12
10a | 02(10(02(210{03(10|03|10|02|211|07|10/04|12|05|09(04|/09|03|10|04|09|04 08|06 |10
10b | 02(10(02|10|{02|10|04|210|{02|21|07|10|03|11|/06|09|04|09|03|10|04|09|04|07]0.6 |09
10c |0.2|10/03(10(02(09(/03(10(02|10(07|20/02|210|06|09|04|10|03|20|05(|09(|06|08]|08]0.9
11 03|11f/05|10|03|10|05|10({03|10|06|10|04|21|07|08|04|10|06|09|07|09|09|08|12]0.8
12a |02|/10/04(09(04/09(04(09|02|09(05|10/02|10|06|09|05|10|03|10(|05|09|05|08|07 |11
12b {04(/10|05(10{04(09|05|/10{04|10|04|212|05|10|08|09|06|10|05|09|07|10(07 |07 |10 |11
13 [ 03(10(02(10{03(10|/03(09|02|11|07|10|05|11|/06|09|03|10|05|09|06|08|04|09]0.7|0.8
14 | 05(/09/03(10{05(10|/04/09|04|10|05|09|05|10|06|09|04|10|06 |09 |07|08|03|1.0/|0.8]|0.8
Note: Boldedmean indicate highestor lowestscorefor item.
Item Legend 12. | engage in collaborative
a. Interdisciplinary partnerships to address
9. | select the appropriate level of preventative intervention [i.e. primary prevention issues
(immunization) secondary (screening); and tertiary (treatment and palliation)] b. Intersectoral partnerships to address
10. I help individuals/communities: prevention issues
a. Make informed choices about protective measures. 13. To ensue that the individual/community receives
b. Make informed choices about preventative measures. effective service, | collaborate in using follaw
c. To identify potential risks to health. systems.
11. In a variety of cotext, including home, neighbourhood, workplace, school, and 14. | evaluate collaborative practice (i.e.., personal, tean

street, | utilize harm reduction principles.

and/or intersectoral) in achieving
individual/community health outcomes.

McMaster University, School of Nursipril, 15,2009
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TABLEL2.5 STANDA® 1CHEALTH MAINTENANCRESTORATION AND PKWIION ACTIVITIES PERFORMEDCHNS BY PROVINCEERRITORY
[(MEAN(M) ANDSTANDARIDEVIATIONESD).SCALEX BERFORM THE STATEDINITY 1=NEVER2=RARELY3 = SOMETIMES}=FREQUENTL %=
ALWAYSN=1,344]

ltem | BC AB SK MB ON QC NB PEI NS NL YT NT NU
(n=147) (n=174) (n=155) (n=128) (n=123) (N=122) (n=104 (n=48) (n=145) (n=122) (n=48) (n=29 (n=14)
M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD
15a | 4.2 |10 {42 |09 (40 |09 (42|09 (40|10 (40|09 |41|09 (43|07 |42|09 (40|09 (43|08 |3.7|07 |39 |11
15b |43 |09 |44 |08 |[40|09 |41 |08 |42|09 |39 |10 |41|09 (44|07 (42|09 |40|09 |43 |08 (40|08 |41 |10
15¢c |42 |09 |43 |09 |39 (10 (40|10 (41|09 |39 |10 |40|11 (43|08 |42|10 (39|10 (41|10 |37 |07 |39 |10
16 44 /08 |45|08 |43 |09 |43 |10 |46 |08 |[40|10 |44)|09 |45|0.7 |46 |09 |42 |10 |44 |08 |42 |09 |45 |0.7
17 44 107 |43|109 |42|08 |[41|09 |42 |10 |40|10 |43|09 42|09 |44 |08 |42|08 |43 |07 |42 |04 |46 |0.7
18 43 |07 |43 |07 |41 |08 |[42|09 |42 |08 |44 |07 |45|07 |44 |06 |45|0.7 |42 |08 |44 |06 |42 |07 |44 |0.6
19a |47 |06 |46 |06 |45 |07 |46 |06 |47 |07 |41 |09 |46 |06 |46 |07 |46 |07 |45 |08 |47 |08 |46 |07 |46 |0.7
19b |47 |05 |46 |05 |45 |07 |46 |06 |47 |06 |44 |07 |47 |06 |47 |06 |47 |06 |45 |08 |47 |05 [45|07 |46 |0.7
20 47 |05 |46 |06 |46 |06 |46 |06 |47 |05 |46 |06 |47 |06 |47 |06 |47 |06 |46 |06 |46 |05 |45 |05 |4.7 |05
21 44 107 |43|08 |42 |08 |43 |07 |45|0.7 |43 |08 |45|0.7 {43 |08 |45|0.7 |43 |07 |46 |06 |44 |07 |4.7 |0.6
22 37|11 35,11 36|10 |36 |11 39|11 (32|13 37|10 |38 |10 37|11 38|10 (3.7 |10 |39 |13 |43 |08
23 33|10 (3210 {3409 |33|10 |35|10 (25|12 33|10 |34|09 |34 |11 35|10 (35|09 |35|10 |41 |10
24 39|10 {3811 36|10 |3.7|11 (40|10 |[39|10 |39 |11 |36|09 40|09 |36 |10 (38|11 |34 |12 |39 |09
Note: Boldednean indicats highestor lowestscorefor item.
Item Legend 19. L adzZlL2 NI AYyTF2N¥YSR OK2AO0S 2F (GKS
15, L FaasSaa GKS AyYRAGARdZA €k FEYALBK requests while recognizing their
a. Health status within the context of their envirorantal support. a. dlv_le_r_sny
b. Health status within the context of their social supports. b. N ’va' 'tlesv P N . L. ¢ _ t
c. Functional competence within the context of their environmenta| 20. L N\_B_a LJS_O u u KS AYRAOARd KFHYAL €K
support. recognizing thelr_ abilities _ _
16. | develop a mutually agreed upon plan of care with the individual /family. 211 sdﬁlpt com_mrlljmty healthhursmg t(lechmques/apprqachgs/procgdures to th
17. lidentify a range of interventia) including health promotion, disease challenges In grtlant_tolt e pa_rt:cu ar co_mmunlty s!tuatlonlﬁettlng. )
prevention, and direct clinical care strategies (including those related to 22. 1 adap_)t epidemiologica principles in using strategies [such as a) screenit
palliation) surveillance, c_) communicable disease response, d) outhmeatagement
18. | maximize the ability of an individual//family/community to take and e) education] oical
responsibility for their health needs according to availabkoreces. 23. | recognize tr(_ands in epidemio ogica data. A .
24. | facilitate maintenance of health in response to significant emergencies

negatively impact upon the health of clients.

McMaster University, School of Nursipril, 15,2009

45




TABLEL2.6: STANDAROLCHEALTH MAINTENANCEESTORATIOAND PALLIATIONCHY QLEARNING NEEDSHROVINCETERRITORYMEAN(M)
ANDSTANDARIDEVIATION$SD).SCALEY NEED MORE EDUCATIREBLATED TO THIS ACT¥ -2 = COMPLETELY DISAGREE GENERALLY DISAGREE
0 =NEITHER AGREE NORAWREE+1=GENERALLY REE+2=COMPLETELY AGREE

Item | BC AB SK MB ON QC NB PEI NS NL YT NT NU

(n=147) | (n=174) | (n=155) | (n=128) | (n=123) | (N=122) | (n=104 | (n=48) (n=145) | (n=122) | (n=48) (n=19 (n=14)
M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD | M SD

152 1021002100210/ 03(09|02{09|06[09|03|10|05{09|03[{10|04(10|05(09|03|06]0.7|0.9

50 10.1/10]02|10]02]10]03|09|02|/09|06]/09]03|10]05/09]03]10/04/10|/05]/09|01/0.8|0.8]|0.9

15¢ 1 03(10|03|10|04|10|04/09|03|09/06|09|04|11|/06|09|03|10|04|10|06|09|0.2|06/|09]0.8

16 61,11/01|10(02|10(02|20(012|20(05/2101]11|05|{09|00(10|00|10|03|08|0.2|09|0.8]|0.8

17 02(10(03(10(03|09|03|10(02(11|06(10(04(11(05/08(03(10(03(10|04(09|05|08|09]|0.8

18 03(11(02(10(02(20(02(21(01(10|05(09]03(10(05/09(04(10(0.2(10|04|09|04|09|0.7|1.0

19 |02|11|/02|10|00(10|02}211|02{20|04/210|02(09|05|{10|03({10|01({10|03(09|02|08/|0.7|1.0

i% 101(11(01(120|00|20|01|20|01|20(04|20|00|{09|04|210(02|10|01|2.0|04|08|0.2|0.7|0.7]|1.0

20 61,10(01|10(012|10(00|20(00|210(03|210/01]10|04|10|01/09|01/09|04|08|01|06|06]1.0

21 603|11/04|10(02|10({04|210(02|10(06/09]02]10|06(09|03]10|03|10|0.7{08|03|08|10]0.7

22 06(121(05(10(04(21(05(21(05(10|07(210(0.7{211(09/08|0.7(09|08|09|09|08|09|0.7|1.0|0.9

23 0r(11(07(21(07(20(07|21(08(10|05(12]08(09(11/08(08(09(09(09|10(09|06|08|1.1|1.0

24 04/10(05/10(03/11({04|11/04|09(06|09]|05|10|07{09|06[09|06/09|06[09|0.7|10|1.2|0.6

Note: Boldedmean indicate highestor lowestscorefor item.

Item Legend 19. L &dzZLJLIR2 NI AYyF2NY¥YSR OK2A0S 2F (KS
15, L L aasSaa GKS AYyRADARdzZ tk Tl YAf &k requests while recognizing their
a. Health status withintie context of their environmental support. a. diversity
b. Health status within the context of their social supports. b. Abilities L
c. Functional competence within the context of their environmenta 20 L NBalLlSOu UKS AYRAGARZ t kTl YALeEx
support. recognizing their abiliés.
16. | develop a mutually agreed upon plan of care with the individual /family. 21. I adapt community health nursing techniques/approaches/procedures to
17. I identify a range of interventions, including health promotion, disease challenges inherent to the particular community situation/setting.
prevention, and direct clinical care strategies (including those related to 22. | adapt epidemiological principles in using strategies [such as a) screenif
palliation) surveillance, c) communicablésdase response, d) outbreak management
18. | maximize the ability of an individual//family/community to take and e) education]
responsibility for their health neis according to available resources. 23. I recognize trends in epidemiological data.
24. | facilitate maintenance of health in response to significant emergencies
negatively impact upon the health of clients.
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TABLEL2.7 STANDARI® BUILONG INDIVIDUALCOMMUNITY CAPACITACTIVITIES PERFORMEDCHNS BY PROVINECEERRITORY(MEAN(M)
ANDSTANDARIDEVIATION$SD)(SCALEY BERFORM THE STATEDINIT® 1=NEVER2=RARELY3 = SOMETIMES}=FREQUENTLB=ALWAYBN=

1,344]
Item | BC AB SK MB ON QcC NB PEI NS NL YT NT NU
(n=147) | (n=174) | (n=155) | (n=128) | (n=123) | (N=122) | (n=104 (n=48) (n=145) | (n=122) | (n=48) (n=14) (n=14)
M |[SD|M |[SD|M (SD|M |(SD|M |(SD|M |(SD|(M |SD|M |SD|M |SD|M |SD|M |SD|M |SD|M |SD
25a (38(11(37|11|36{10|35|10|38|10|35|10|3.7|09|37|09|38|10(|39(10(38(10(33|09 37|11
25b (38(10(37(11|36|09|37|09|40|09|36|11|38|10|3.7|08|39|10|36|1.0(38|1.0(32|0.7|39]|0.8
25¢c {35(12|32(12|33|10|34|10(|38|11|31|12|34(11|34|10|34|12|36(10|36(12|32(08|34(12
25d {34(11(|30(11|31/09|33|10(|37|09|32|11|36(09(33(10(33(11|34(10(33(12|32(|07|35(12
26 34(11(30|11(31|09(33|10(37|09(32|11|36|/09|33(10|33(11|34|10|33|12(32|07|35]|1.2
27 31(11(28|12(|28|11|29|11(34|11(27|11|31|11|29|12|31(12|34|11|30|11(31|10(34]|1.2
28 39/10(39(10(35(10(37|10|39|09|32|11(38|10|38|11(39|10(37|11|39|09|34|12|39|10
60 37(11(35(12(33|11|35|11|36(11(31(13|36|11(37(11(38|11|36|11|36|11|35(1.0(43|1.0

Note: Bolded mean indicatesdtiest or lowest score for item.

Item Legend:
25. | use community development principles when I:

a. engage the individual/community in a consultative process

b. use empowering stratges (such as mutual goal setting, visioni

and facilitation).

c. use facilitative skills to support group development
d. assist the group/community to marshal available resourceg

support taking action on their health issues.

26.1

skills of seladvocacy.

use a comprehensive mixof community/population based
strategies (such as coalition building, intersectoral partnerships,
networking) to address issues of concern to populations/groups.
27.1 support individual/family/community/population in developin

take action for themselves.

28.1 use principles of social justice to support those who are unabl

601 facilitate action in support of the five priorities of the Jakal
Declaration.

McMaster University, School of Nursipril, 15,2009
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TABLEL2.8: STANDARI® BUILDINGINDIVIDUALCOMMUNITYCAPACITY/ | ISKBEARNING NEEDS BRCVINCETERRITOR{MEAN(M) AND
STANDARMEVIATION$SD)d NEED MORE EDUCATIRELATED TO THIS ACTE (SCALE2 = COMPLETELY DISAGREE GENERALLY DISAGHEE
NEITHER AGREE NOBATHREE+1 = GENERALLY AGRER =COMPLETEL\GREH

Item | BC AB SK MB ON QC NB PEI NS NL YT NT NU

(n=147) (n=174) | (n=155) (n=128) (n=123) (N=122) | (n=104 (n=48) (n=145) (n=122) (n=48) (n=14) (n=14)

M |[SD|M |SD|M |(SD|M |SD|M |SD |M |(SD |M |SD |M |(SD|M |SD |M |SD|M |SD |M |SD |M |SD
25a (07|10 |05(210 |03|11 |07|10 |O5|09 (05|09 (06|10 |09|09 |05|10 (06|09 |1.0|09 07|06 |[1.1]|0.9
250 |05|10 |04 |11 (03|10 |04|10 |03|09 |05|10 ([O5(|21 |07|09 |06|10 |05|11 |08|08 |04|05 |1.1]|0.9
25¢c {0510 |04 |11 (04|20 |06|11 02|10 |06|09 (06|21 07|10 |06|120 |0O5|10 09|08 |04]|07 |2.2|0.8
25d (04|11 |05(10 |04 |10 (06|10 |04 |10 |06|09 |06|20 (09|08 |05|1.0 |05|09 |09|09 |05|05 (11|10
26 (04|11 05|10 (04|10 |06|210 |04 |10 |06|09 |06|20 (09|08 |05|1.0 05|09 |09|09 |05|05 (11|10
27 06|10 |05|10 |04 |20 |07]|10 |O5|10 |04 |10 |O6|20 |07|10 |05|20|07|10 |120|08 |04]|10 |2.1|09
28 (05|10 |04(10 |04|10 |04|10 |0O4|10 |04]|10 (04|21 |06|09 |04|120 (04|10 |07|09 03|09 |[2.1]|09
60 (07|10 |05(210 |03|11 |07|2120 |O5|09 |05|09 (06|20 |09|09 |05|10 (06|09 |10|09 (07|06 |[21.1]|0.9

Note: Bolded mean indicates highest or lowest score for item.

Iltem Legend:

25. | use community development principles when I:
a. engage the individual/community in a consultative pisxe
b. use empowering strategies (such as mutual goal setting, visio
and facilitation).
c. use facilitative skills to support group development
d. assist the group/community to marshal available resourceg
support taking action on their health issues

| use a comprehensive mix of community/population based
strategies (such as coalition building, intersectoral partnerships, g
networking) to address issues of concern to populations/groups.

| support individual/family/community/population in developing
skills of seladvocacy.

26.

27.

28. | use principles of social justice to support those who are unable {

take action for themselves.
60. | facilitate action in support of the five priorities of the Jakarta
Declaration.
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TABLEL2.9: STANDARLIB BUILDINGRELATIONSHIRACTIVITIES PERFORMEDCHNS BY PROVINCEERRITORY(MEAN(M) ANDSTANDARD

DEVIATIONSSD)(SCALEY BERFORM THE STATEDINITY 1=NEVER2=RARELY3 = SOMETIMES}=FREQUENTLS=ALWAYBN=1,344]

Item | BC AB SK MB ON QC NB PEI NS NL YT NT NU

(n=147) | (n=174) | (n=155) | (n=128) | (n=123) | (N=122) | (n=104 | (n=48) | (n=145) | (=122) | (n=48) | (n=14) | (n=14)

M SD | M SD | M SD | M SD | M SD | M SD | M SOD/M |[SD|M |[SD|M |SD | M SD | M SD|M |SD
29 445 |06 |44 |06 [43|07(44,06(45[0.7,43(0.7|47[05|45(06|45|07|45|/06|45|05|46 |(05|46]|0.6
30 |43 |08 |42 |07 |42]07]43|08|44|07|42|08|44|08|44|07|44|07|43|06]|42|07]|44 |05]|44]08
31 44 |07 |42 |08 [43|07(45|06(44(0.7|3.7(10(42(09(42(09|44|0.7|143|07|47|105|45 |05|46]|0.6
32 42 |07 |41 |07 [41|07(41,08(42[0.7|42(07|42[07|43(07|43|07|42|07|42|07|41 (08|45]|0.9
33a {41 (08 |39 |08 [38(08|39|/08|40{08(42|07(40|/08|40[09|40(08(39|09|39|08|38 (084011
33b |45 |06 (44 |07 (41(07|43|07|44|08|40|08[44|06|45|/06[43|(0.7|43|07|45|06|4.1 |[05|46]|05
34 40 (09 |39 |11 |34|11(38|10(40(10|32(13|38(13(42(08|38(11|36|10|35|11|37 |10|4.1]|0.8
35 45 |06 |44 |06 [43|07(44,06(45[0.7,43(0.7|47[05|45(06|45|07|45|/06|45|05|46 |(05|46]|0.6
Note: Bolded mean indicates highest or lowest score for item.

Item Legend:

| recognize my own personal perspective (such as attitudes, be 3L.L GNMzadG FyR NBAaLISOO GKS thitf:RA D

assumptions, feelings, and values) about their potential effect a. Identify their health issues.

b. Solve their own problems.

interventions with individuals/communiis.

29.L ARSYyi(AFe (GKS AYRAGARdzZ fk O2
attitudes, feelings, and values) about health.

30. I am aware of culturally relevant communication in building
relationships.

32. | maintain awareness of community resources.

33. | negotiate an end to the individual/family/community relationship
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