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ABSTRACT

This study consists of a prospective policy analysis of the issue of eliminating the
exclusive nursing scope of practice from existing health profession legislation. The intents
of the study were to describe the historical background and present status of the public
policy issue of eliminating the exclusive practice clause from the Nursing Profession Act in
Alberta; to explore the desirability and feasibility of eliminating this clause as one means of
working towards decreasing barriers between health profession groups; to identify
alternative approaches or policy solutions to the proposed legislative change acceptable to
stakeholders; and to provide recommendations for policy forn.1ation based on thesis

findings.

This study was conducted as a qualitative case study, utilizing a conceptual model
which incorporates Dunn’s (1981) Model of a Policy System. Data collection occurred
through semi-structured interviews and document and literature review. Fourteen
participants, representing the nursing profession, the licensed practical nurse profession,
the Departments of Labour, Health and Advanced Education and Career Development,
and members of the public were included in the study. Content analysis and comparative
analysis procedures were used in analysis of both the document and interview findings.
Categories for data reporting and analysis were developed based on the conceptual

framework and the research questions.

Measures to ensure validity and reliability of the study included triangulation,
external audits, and provision of detailed descriptions of the context of the study,
stakeholder perspectives, and the research processes. Recommendations unfolded as
context-bound reflections evolved from an in-depth understanding of the issues rather than
a series of generalizable truths or theories. Formal consent to use the interview data and
assurance of anonymity and confidentiality other than as specifically approved by the

interviewee were the major measures used to address the ethical concerns.



There are several major conclusions from this study. First, the elimination of
exclusive scopes of practice from health profession legislation in Alberta is a significant
policy issue. Second, the central tenant of professional regulation has always been, and
remains the protection of the public from potential harm incurred by incompetent or
unethical practitioners. Third, exclusive nursing legislation has been regarded by the
nursing profession as the ultimate symbol of success in the achievement of professional
status and is not perceived by nurse leaders to be restrictive of service delivery by other
professions. Fourth, the existing model! of health profession legislation characterized by
exclusive professional jurisdictions is not in keeping with the contemporary need for more
flexible scopes of practice which recognize that different types of competent practitioners

may provide the same health services.

Two policy implications were evident from this study. First, greater emphasis on
professional competency was perceived to be a more viable alternative to protecting the
public interest than the pursuit and protection of exclusive jurisdictions. Second, without
alternate models of remuneration, it was predicted that there would be little change in

relation to the provision of professional services.
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CHAPTER 1

OVERVIEW OF THE STUDY

Any searching examination of privilege is unwelcome. Privileged groups

are naturally aggrieved; from their pcint of view, privilege, once gained, is

best forgotten. The professions operate in an atmosphere of almost

sacerdotal reverence: the stillness of the courtroom, the antiquity of the

solicitor’s office, the silence of the doctor’s surgery. How unseemly to

apply . . . analysis to all that! (Lees, 1966, p. 4)

Unseemly, or not, the regulation of professionals has become a controversial and
critical issue in society today. Until recently, the growth of health professions and the
corresponding increase in self-regulating licensure have been subject to a public policy
stance of benign neglect (Young, 1988). For half a century the traditional professions have
enjoyed relatively uncritical public esteem, significant influence on legislation, and
economic rewards less dependent on the marketplace than other occupations (Ostry, 1978,
Freidson, 1983). Licensing of professionals has been accepted as a necessity to protect the
public health and safety of uninformed consumers; its social value has seldom been
questioned. While there has been historic concern over the monopolies of professional

services, it is only recently that the uncritical acceptance of professional self-regulation has

been questioned (Lomas and Barer, 1986; Light, 1988).

Understanding the extent and types of occupational regulation requires that we
distinguish among three forms of legislative policy. Occupational regulation appears in
provincial statutes in three forms (Young, 1988). The simplest form of regulation is
registration, which requires an individual to be listed on an official roster. Certification is
acquired once an individual has graduated from an approved training program, completed
related work experience, passed qualifying examinations, and provided proof of good
moral character. Certification frequently limits the use of a title, but does not restrict

others from engaging in a given occupation. The more sought after and rigorous of



regulations is licensure, which requires qualifications similar to certification but prohibits
others from practising within an occupation without a license. It is this latter regulation

which is the focus of this policy issue.

In Canada, many of the health professions have been delegated Icgislative authority
for a system of self-regulation that substantially influences who may provide service, the
manner in which service is provided, who may receive service, and the nature of the
service received (Rose, 1983). In Ontario, at least twenty-four health professions have
achieved some measure of self-governance (Health Professions Legislation Review, 1989).
In Quebec, twenty-one health occupations have exclusive practice restrictions or reserved
titles (Contandriopoulos, Laurier, & Trottier, 1986). Currently in Alberta, public policy
regulates 29 health occupations. Fourteen of the health professions, e.g., medicine,
nursing, physical therapy, have free standing statutes. Eight of these statutes provide the
respective profession with exclusive legislation prohibiting practice without a license.
Fifteen professions are governed by an umbrella statute with right-to-title legislation

(Alberta Health Workforce Rebalancing Committee, 1994).

Since the late 1970s, several factors have come together to bring about an
emerging public policy focus on the regulation of health professionals: rising health care
costs, increasing consumer demand for choice in health service and participation in policy
development and charges of professional self-interest and monopolistic practices (Hogan,
1983; Light, 1988; Young, 1988, Coburn, 1993; Boase, 1994; Manitoba Law Reform
Commission, 1994; Pew Health Professions Commission, 1995; Sutherland, 1996). Critics
claim that professional regulations have not ensured quality service, licensing boards have
failed to discipline unethical practitioners and actions against the unlicensed limit
competition, not incompetence (Rottenberg, 1980; Carroll and Gaston, 1983; Derbyshire,
1983; Gross, 1988). In particular, licensing laws increase the cost of professional services,

increase practitioner income, limit practitioner mobility, create manpower shortages and



ineffective use of paraprofessionals, and impede needed reform in training processes,
service provision, and payment structures (Ostry, 1978; Kleiner, Gay, & Greene, 1982,
Lomas and Barer, 1986; Young, 1988; Manga, 1993; Manitoba Law Reform Commission,

1994; Pew Health Professions Commission, 1995; Sutherland, 1996).

Proponents of regulation, namely professionals, argue that in order to protect the
public, it is necessary to prevent unlicensed persons from engaging in any aspect of the
licensed occupation. Professional groups have been wary of government attempts to revise
professional practice legislation long considered cornerstones which define a professional
body and ensure safe and ethical practices to a public generally unable to evaluate health

services (Trebilcock, 1978; Dussault, 1986; Coburn, 1993).

Over the past three decades, at least four Canadian provinces have introduced
significant changes to health profession legislation. In Ontario, the Commission on Civil
Rights (1968) undertook a review of procedural and administrative issues pertaining to all
self-governing professions. Two years later, a Quebec Commission of Inquiry on Health
and Social Welfare released the Castonguay Report (1970), noteworthy in its attempt to
increase government and public involvement in the regulation of professions. The resultant
Quebec Professional Code, enacted in 1973, reflected a ‘moderated self-regulation of the
professions’ and became a model for future professional legislation in Quebec
(Castonguay, 1978). In Ontario, the Committee on the Healing Arts (1970) examined
many aspects of the regulation of the health profession, culminating in umbrella legislation
under the Health Disciplines Act in 1974. The Ontario Health Professions Legislation
Review was established in 1982 in response to a series of concerns surrounding existing
provincial legislation. /. decade-long review process culminated in the passage of the
Regulated Health Professions Act in 1991 which captured the interest of other provincial
governments. In 1990 the Government of Manitoba established the Manitoba Law Reform

Commission to initiate a review similar to that undertaken in Ontario. A final report,
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released in 1994, expressed many of the same principles inherent in the review in Ontario

(Manitoba Law Reform Commission, 1994).

Beginning in 1972. the Government of Alberta undertook a series of activities with
the appointment of the Special Committee of the Legislative Assembly of Alberta on
Professions. The resultant Chichak Renort provided a series of recommendations related
to future health profession legislation in Alberta. A policy paper in 1978 largely reiterated
the recommendations of the Chichak Report. In 1984 the enactment of the Health
Disciplines Act enabled groups of professions pressing for recognition to be governed
under this single statute with right-to-title legislation. In 1994 the Alberta Health
Workforce Rebalancing Committee was established by the Ministers of Health and Labour
to review existing health profession legislation. In the same year, a controversial Health
Professions Act, similar to the Regulated Health Profession Act in Ontario, was proposed
and continuzs to be discussed with health profession groups. In both of these statutes, all
exclusive practice clauses contained in free-standing statutes were eliminated and replaced
with a list of ‘restricted activities’ (Ontario Health Profession Review, 1990; Alberta
Health Workforce Rebalancing Committee, 1994). It is the elimination of the exclusive
scope of practice clause from the Nursing Profession Act in Alberta which is the subject of

this research study.

Despite the proliferation of commissioned reviews and policy papers, professional
groups have successfully thwarted any serious attempts to alter the practice of health
professionals or the relationships between professional groups (Contandriopoulos et al.,
1986; Dussault, 1986; Tuohy, 1986; Boase, 1994). Regulatory changes have largely
focused on the structures and processes of professional regulation, providing for lay
representation on professional governing councils, cabinet approval of regulations, and

mechanisms of appeal by nonmembers regarding decisions of professional bodies.



However, these changes have had little effect on the allocation of functions among health

care personnel (Lcmas and Barer, 1986; Tuohy, 1992; Boase, 1994, Sutherland, 1996).

The most recent framework for professional legislation, implemenied in Ontario
and proposed in Alberta, represents a radical departure from the traditional occupational-
based model of health profession legislation to a task-based model. This shift in focus has
been acclaimed by policy-makers as providing the means for greater regulatory flexibility
than has been possible in traditional legislation (Health Professions Review Committee,
1989; Alberta Health Workforce Rebalancing Committee, 1994; Manitoba Law Reform
Commission, 1994). At present, this claim is unsubstantiated until this model of health

profession legislation is fully operationalized and evaluated.

Any single model of professional regulation is unlikely to attract consensus
amongst key stakeholder groups. Inevitably, formation of public policies directed at the
professions will result in collectivities of diverging interests (Trebilcock, 1978). The
question is not whether there will continue to be professional regulation and control,
instead, the question is one of balance and degree. As controversies over the regulation of
the health professions persist and indeed heighten, the outcome of this research study is

intended to focus the issues and inform the debate.

PURPOSE OF THE STUDY

The purpose of this study was to conduct a prospective policy analysis to
determine if eliminating the exclusive practice clause from the Nursing Profession Act is a
feasible policy solution to the perceived need to eliminate barriers to the provision of
professional services, or if other solutions are more desirable and feasible. The study
describes the historical background and present status of the public policy issue of
eliminating the exclusive practice clause from the Nursing Profession Act in Alberta;

stakeholders’ perceptions of the desirability and feasibility of eliminating this clause as a
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means of decreasing barriers between health profession groups; and the desirability and

feasibility of alternate mechanisms or policy solutions to the proposed legislative changes.

Reflections on policy formation were developed from the findings.

RESEARCH QUESTIONS

The study addressed the following questions and sub-questions:

1. What is the history of exclusive scope of practice legislation as applied to nurses

and related paraprofessional groups in Alberta?

a. When did exclusive scope of practice legislation first become a policy
issue?
b. Who promoted exclusive scope of practice legislation and why?
c. Historically, what have been the expressed positions of stakeholders in
relation to exclusive practice legislation and why?
2. Is the proposed strategy to eliminate exclusive practice legislation a feasible or

desirable policy to remove barriers to delivery of services?

a. Is there a need to increase access to service delivery?
b. What factors are contributing to the increased demand for changes in
legislation?
c. What are the expressed positions of various stakeholders?
d. Why do stakeholders hold these positions?
3. What alternatives to the proposed legislative changes do stakeholders perceive as

desirable and feasible ?

a.

b.

To what extent do stakeholders support the proposed policy changes?
Are there other policy solutions which could resolve this issue?
Why do stakeholders hold these positions?

What factors affect resolution of this issue?



SIGNIFICANCE OF THE STUDY

The present study can be justified on scientific, professional and political grounds.
First, health profession legislation, from an economic, political, and social perspective, is a
current and controversial issue in every Canadian province, having gained the attention of
policy makers and professionals. Second, the nursing profession is the largest group of
licensed health personnel in Canada, augmented by at least two paraprofessional groups

i.e., licensed practical nurses and nursing aides, which are directly linked to the

professional group. Third, changes to nursing legislation have occurred gradually over the
past fifty years, often amidst considerable debate. Fourth, the changes that are proposed to
the Nursing Profession Act are identical to those proposed for eight other health
professions with exclusive practice regulations and similar to seven other health
professions that also have free-standing non-exclusive legislation. Therefore, through the
description of the stakeholder perspectives on this issue, and the identification of potential
solutions, representatives of health professionals and the Departments of Alberta Health

and Alberta Labour should be assisted in future policy development and long-range

planning.

RESEARCH FRAMEWORK

This study was designed as a qualitative case study of public policy issues involved
in the proposed changes to health profession legislation in Alberta. The key stakeholders
were defined as representatives of: the nursing profession, licensed practical nurses, the
Departments of Alberta Health and Alberta Labour, and the informed public. A model for
prospective policy analysis was developed which utilized Dunn’s (1981) Model of a Policy

System.

Data were gathered by semi-structured interviews and document analysis. Data

analysis procedures incorporated content analysis and comparative analysis methods. The



scholarly reflections were based on an analysis of documents, literature and participant
interviews. Specific recommendations regarding policy-making in relation to health

prcfession legislation are described.

ASSUMPTIONS

The major assumption of this study is that the proposed elimination of the
exclusive scope of practice clause from the Nursing Profession Act is an important issue in

the political context of future legislative changes.

A second assumption underlying this study is that the information obtained from
stakeholders and documents are the most valid sources in determining the background to

the issue, perceptions of the issue, and key factors related to resolving the issue.

A third assumption is that participants will recall and report as accurately as

possible, events and perceptions which are central to the study.

DELIMITATIONS

This study is delimited by the fact that it is focused in Alberta on one health
profession, and on one proposed change to existing legislation. Therefore, it must be

interpreted within that prevailing political and socioeconomic context.

Secondly, the focus of this research is on one political issue. The perspectives on
circumstances surrounding the proposed legislative change and the feasibility of policy
alternatives may have applicability to other similar policy issues. However, no such

generalizability can be claimed with certainty.



LIMITATIONS

The main limitations of this study relate to the reliance on a single researcher to
collect and analyse available data. The small sample size and the selection of participants

may influence the replication of findings.

Secondly, the perceptions of stakeholders, including the researcher as a member of
one of the stakeholder groups, may be biased in relation to professional and organizational
affiliations. Data obtained from interviews and documents may be presented in a manner

which promotes a particular viewpoint.

Finally, all of the data relevant to the policy issue may not be available to the

researcher because of intended or unintended omission.

DEFINITIONS

A number of common terms or phrases used in relation to professional health

policy are defined as to their specific application in this study.

Discipline: A profession or occupation with a recognized body
of specialized knowledge or expertise; e.g., health
disciplines, dental disciplines.

Exclusive scope of practice: A statutory provision that limits the right to provide
services to licensed members of a given profession
or occupation. Exclusive scopes of practice can be
narrow, as in the case of opticians’ exclusive right to
dispense eyeglasses, or broad as in the case of
physicians’ exclusive right to practice medicine
(Alberta Health Workforce Rebalancing Committee,

1994, p. 30).



Free standing legislation:

Health profession association:

Licensed professionals:

Occupation:

Profession:

Public interest:

10

An act, or statute, which governs a single
profession; e.g., Nursing Profession Act.

An association representing members of a health
profession which has statutory respossibility for
registration and discipline; e.g., Alberta Association
of Registered Nurses (Alberta Health Workforce
Rebalancing Committee, 1994, p. 31).

Practitioners who are authorized by legislation to
practice within the scope of practice of a named
profession. Unlike the certification process,
individuals who are not eligible to register with a
professional association can not perform functions
within the scope of practice of the profession
(Gross, 1988, p. 5).

A group which may include a profession, trade or
discipline.

A selected group distinguished in status from an
occupation on the basis of such factors as the level
of education required of its members and the control
its members exercise over the provision of services.
The term, in most contexts, is used interchangeably
with discipline or professional occupation (Alberta
Health Workforce Rebalancing Committee, 1994,
p. 31).

A phrase which broadly refers to the protection of

all persons who are the recipients of health services,



Regulatory body:

Right-to-title legislation:
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based on the assumption that the consumer of
service does not have sufficient knowledge to judge
professional practice. The phrase usually includes
four aspects: (a) the public must be protected from
unqualified, incompetent and unfit health care
providers to the extent possible, (b) mechanisms
must be in place to encourage the provision of high
quality care; (c) the public should have freedom of
choice within a range of safe health care options;
and, (d) there should be scope of evolution in the
roles played by individual professions, and flexibility
in how individual professions can be utilized, in
order that the health system functions with
maximum efficiency (Ontario Health Professions
Legislation Review, 1989, p. 6).

A professional association or statutory board
responsible through legislation for the registration
and discipline of an occupation/profession.

A form of legislation which restricts the use of a title
to registered members of a professional group; e.g.,
registered nurse, licensed practical nurses.
Individuals who are not registered may practise
within the defined scope of practice of the
profession but may not use the title reserved for the
profession (Alberta Health Workforce Rebalancing
Committee, 1994, p. 5).



Scope of practice:

Self-governance:

Stakeholders:

Umbrella act:

12

A phrase which defines the practice area of a named
profession. The statement or description generally
includes what the profession does, the methods it
uscs and the intended outcome of its practice
(Ontario Health Professions Review, 1989, p. 15).

A privilege that is delegated by government through
legislation to some professions; e.g., nursing,
medicine, dentistry. These professions are then
responsible to the public for carrying out a range of
statutory functions, e.g., granting a license to
practice, discipline of members (Alberta Health
Workforce Rebalancing Committee, 1994, p. 31).
Individuals or groups who have a stake in policy or
issue resolution because they affect and are affected
by government decisions (Dunn, 1981, p. 60).

A single act which governs more than one
professional group, e.g., Health Disciplines Act,

Dental Disciplines Act.

ORGANIZATION OF THE THESIS

This study describes the perceptions and positions of key policy stakeholders in

relation to whether the elimination of the exclusive scope of practice clause from the

Nursing Profession Act is a feasible policy solution to the perceived need to eliminate

barriers to the provision of professional services; explores possible alternative solutions

and stakeholder responses to these solutions which may be more desirable and feasible;

and provides reflections for policy formation based on the findings.
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Chapter 2 establishes the general policy context for the study through review of
the relevant literature. Policy analysis and policy research are discussed in relation to
prospective policy analysis. The discussion of the policy system surrounding health
profession legislation includes a descripiion of the policy stakeholders, the policy
environment and the public as consumers of health services. The issues which have arisen
in relation to health profession legislation and the perspectives regarding the need, and the
feasibility of reforming health profession legislation are explored. The second section of
the chapter provides an overview of the process by which occupations achieve
professional status and the changing conceptualizations of professions. The final section of
the chapter provides a description of professional licensure as background to the

emergence of professional regulation and exclusive practice jurisdictions.

Chapter 3 describes the conceptual framework, research design, and data
collection and analysis procedures used in conducting the study. This chapter includes a
description of the research process, the decisions made during the study, and the methods

used to enhance the reliability and validity of the study.

Chapter 4 provides an historical and current overview of the policy context in
Alberta. This chapter includes a discussion of policy papers which have been central to
health profession legislation in Alberta. The final section of the chapter describes the
policy context in Alberta following the appointment of the Alberta Health Workforce

Rebalancing Committee in 1994 and the proposed Health Professions Act.
Chapter 5 describes the perspectives of the selected nursing participants.

Chapter 6 describes the perspectives of the government participants and the public

representatives.
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Chapter 7 provides a summary of the findings from the four groups of participants
and identifies the commonalities and differences in perspectives. Possible alternative

models or policy directions are discussed.

Chapter 8 summarizes the intent of the study and the circumstances which were
operational as the study evolved. The final section of the chapter includes a collection of
scholarly reflections presented in the form of an ‘open letter’ to each of three groups: the
health professions, the nursing profession and government policy-makers. Within these

reflections are embedded recommendations for further research.



CHAPTER 2
REVIEW OF THE LITERATURE

This chapter initially provides an overview and description of the field of policy
analysis as a background to the development of the research framework utilized in the
study. The second section includes a discussion of health profession legislation as a policy
system. Based on Dunn’s Model, this section includes a description of the key stakeholder
groups, the policy environment and the health policies which have shaped the development
of health profession legislation and provided the context within which the proposed
elimination of the exclusive scope of practice clause from nursing legislation can be
conceptualized as a public policy issue in Alberta. The third section provides an overview
and description of the cluster of attributes thought to distinguish professions and the
process by which occupations achieve professional status. A description of the more
recent shift to an ideological focus on the social and economic aspects of
professionalization concludes this section. The discussion is included to provide the
background to issues which have evolved in relation to health profession legislation. The
fourth section of the chapter provides a description of professional licensure as the central
component in the achievement of professional self-governance and the delineation of
exclusive practice areas. Included in this discussion is a brief historical perspective on
professional regulation and the issues surrounding professional licensure. A brief summary

of the literature review concludes the chapter.

POLICY AND POLICY ANALYSIS

A policy is a program of action or non-action pursued in response to a particular
problem or issue, according to Jackson and Jackson (1988, p. 565). Nagel (1980)
described a policy as a government decision with regard to ways of handling various

problems generally considered to require collective rather than individual action. Tuohy

15
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(1992) described a policy as a pattern of purposive actions typically involving a wide
variety of efforts in which political institutions address societal problems. Many others
have advanced similar descriptions (Easton, 1965; Lindblom, 1968; Lowi, 1970; Laswell
and Kaplan, 1970; Dror, 1971a), engendering what Dye (1992) concluded was a futile
attempt at defining the “proper” definition which diverts attention from the study of public
policy itself (p. 3). In advancing what he considered to be a summation of earlier attempts,
Dye concluded that a policy was simply whatever governments choose to do or not to do
(p- 3).

Worth (1978) believed that policies “stemmed from ill defined goals, alternatives
were frequently ignored, superior choices tended to give way to the acceptable, and
careful data analysis was displaced by expedient interpretations” (p. 3). In his view, policy
was apt to emerge from the interaction of groups and interests in a power relationship.
Thus, policy formation involved a process of conflict management, enhanced by policy

research which incorporated an understanding of the political aspects of the policy issue.

According to Dye (1992), policy analysis is concerned with “who gets what” in
politics and “why,” and “what difference it makes” (p. xiii). In terms synonymous with
policy analysis, Majchrzak (1984) described policy research as the “process of conducting
research on, or analysis of, a fundamental social problem in order to provide policy makers
with pragmatic, action-oriented recommendations for alleviating the problem” (p. 12).
Hogwood and Gunn (1984) defined policy analysis as the determination of characteristics
of an issue and the organizational and political setting of the issue. In their view, policy
analysis did not resolve conflicts or determine political priorities, but was particularly
applicable to ill-defined problems where there were a number of actual or potential policy
interests, and where the issue did not fit neatly into a single organizational responsibility
(pp. 263-264). Dunn (1981) described policy analysis as “an applied discipline which used

multiple methods of inquiry and argument to produce and transform policy-relevant
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information that may be utilized in political settings to resolve public problems™ (p. 60).
Dror (1971) defined the term policy analysis as “an approach and methodology for design

and identification of preferable alternatives in respect to complex policy issues” (p. 3).

What was evident from these, and other preferential descriptions of pelicy analysis
was the interchangeable nature of the terms policy analysis, policy research and policy
studies. What was also evident was a primary concern with description rather than
prescription. It was the descriptive nature of policy analysis, according to Dye (1992, p. 7)
which encouraged scholars to explore policy issues through systematic inquiry. The
implied assumption was that developing scientific knowledge about the forces shaping
public policy, and the consequences thereof, was itself a socially relevant activity and a

prerequisite to a prescriptive focus.

Despite the varied attempts to define policy analysis, the intended value was to
provide information to decision makers by isolating and clarifying overt and covert issues,
revealing inconsistencies in aims and efforts, and generating and translating new
alternatives into feasible and practical outcomes. Kalisch and Kalisch (1982) claimed that
the primary contribution of public policy research was the yielding of insights in regards to
possible solutions, thus enhancing the knowledge and experiential database of decision
makers. In their own view,

By making information available and exposing hidden assumptions and

value preferences, public policy analysis can widen the area of informed
judgement and counter the purely subjective approaches of program

advocates. . . . This prevents the mere expression of personal opinions with
general statements, thereby raising the quality of pablic discussion.
(pp. 91-92)

Such research can occur in a variety of ways including examination of individual
policies to determine what policy makers intended to accomplish and what actually was

accomplished, examination of the process of policy development and implementation, or
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through extrapolation of future societal needs and potential problems which will require
policy development, and ident.fication of potential policy solutions to these problems
(Montgomerie, 1990). The latter form of policy research is generally called prospective

policy analysis.

Prospective Policy Analysis

Prospective policy analysis, as a specific form of policy analysis, involves the
production and transformation of information prior to initiation of policy actions (Dunn,
1981, p. 51). Such analysis describes and determines relationships between phenomena,
and identifies policy alternatives and preferences based on quantitative and qualitative data
analysis to form a basis for policy decisions (W. Williams, 1971; cited in Dunn, 1981,
p. 51). Prospective policy analysis can include the use of such techniques as problem-
structuring, forecasting, feasibility assessment, scenario writing, and recommendation of

preferred alternatives (p. 363).

Dunn (1981) contends that policy structuring is the most critical phase of policy
analysis, since policy analysts fail more often because they solve the wrong problem or
create ‘errors of the third type’ (p. 109). Inappropriate solutions are typically generated
for policy problems which are frequently so complex that they seem to defy systematic
treatment. The formulation of a problem is heavily influenced by the assumptions that
different policy stakeholders bring to a given problematic situation. While many
stakeholders may agree on the broad definition of a policy problem, there is often
disagreement about its scope, severity, and importance. Yet, it is the assumptions
surrounding the policy problem which are “crucial to the understanding the different ways
that common experiences are translated into disagreements about the actual and potential

courses of government action” (p. 101).
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Policy problems may rarely be decomposed into independent, discrete, and
mutualiy exclusive parts. In fact, policy problems are generally whole systems of problems,
or messes, as Ackoff (1974) aptly labeled them. Mason and Mitroff (1981) described the
same phenomenon as characteristic of wicked problems. Perhaps somewhere between
these two descriptors lies the true description of health profession regulation, which some
might connote as a ‘wicked mess.” Nevertheless, it was the multiplicity of complex policy
problems that had the potential to generate “unanticipated consequences that may follow
from policies based on the right solution to the wrong problem” (Dunn, 1981, p. 100). In
addition, these systems of problems were largely characterized by the interdependence of
subgroups wherein the properties or behavior of each subgroup had an effect on the

properties and behavior of the whole group (p. 100).

Dunn (1981) claimed that the clarity of problem definition was dependent on the
complexity of the problem and the degree of interdependency of the issues. Well-
structured problems reflected stakeholders who were in agreement with the goals and
policy alternatives. Moderately structured problems were those involving a small number
of decision makers, with a limited number of uncertain policy alternatives. However, the
majority of policy problems were ill-defined and reflective of conflicting goals, objectives
and alternatives. Accordingly, since policy makers were frequently unable to define the
nature of the problem, or predict the range of positive and negative consequences
associated with each policy alternative, Dunn (1981) warned that there was a tendency to

choose a course of action which differed only marginally from the status quo (p. 106).

Health Profession Legislation as a Policy System

According to Dunn (1981), policy analysis takes place within an integrated policy
system comprised of stakeholders, policy environment and public policies (p. 46). It is the

integrated policy analysis framework advanced by Dunn (1981) which provides the
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framework for this research study. A detailed description of this framework is provided in
Chapter 3. The remainder of this section provides a description of the stakeholders, the
policy environment and public policies which have influenced the development of health

professicn legislatici.
Policy Stakeholders

There are three groups which have vested interest in health profession regulation:
health professionals as the providers of services, government as the policy-maker and
‘payer’ of services and the public as the recipient of health services. Each of these
stakeholder groups is discussed in relation to their sphere of influence. Since
professionalism and licensure are pivotal to any discussion of professional regulation and
provide the template on which the issues associated with health profession legislation have
evolved, these two components have been ‘pulled out’ for a more detailed discussion

presented in sections three and four, respectively, of this chapter.
The Health Professions

Tuohy and Wolfson (1978) have suggested that the extent to which a group is
considered a profession is related to three criteria: (a) the degree of knowledge asymmetry
between the patient and the professional, (b) the degree to which the patient delegates
decision-making authority to the professional, and (c)the degree to which self-
governance, or the authority for the regulation of the practitioners, has been delegated
from government to the profession. In the latter case, self-governance is commensurate
with a defined practice area in which a profession may have exclusive control over who
can provide specific services. Since professional status can usually be translated to mean
enhanced social, political, and economic status, groups strive to enhance their position in
relation to one or more of the above defining criteria. Furthermore, if there is a perception

of “slippage” regarding any one of the criteria, particularly any emphasis on increased
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government control, or intrusion by others into designated practice areas, a reaction from

the profession can be assured (Boase, 1994).

The pursuit of professional status is characterized by several well recognized
stages: defining an area of practice, expanding the educational base, defining an exclusive
practice area, developing specialities, training assistants, and acquiring social and
economic status (Goode, 1960; Wilensky, 1964; Millerson, 1964; Moore, 1970; Freidson,
1970a; Larson, 1977). As these stages evolve, they frequently become the focus of
interprofessional conflicts. In particular, efforts to acquire ancillary workers, as part of a
professional group, have ultimately led to conflicts as these groups inevitably pursue their
own professional journey. The licensed practical nurses are an example of a group that

was subordinate to registered nurses prior to obtaining professional status.

For many health care professionals the achievement of self-governance and the
exclusivity of practice represent the pinnacle of professionalism. This structure of modern
professions emerged in the early part of the century at a time when most professionals
were in engaged in private practice and isolated in geographically scattered settings with
little reliance on technology (Hogan, 1983; Rose, 1983; Lomas & Barer, 1986). In the
unlikely event wherein scopes of practice overlapped between professional groups,
resolution was easily achieved by subordination of related workers to a dominant group
within a specified field of practice. For examnle, nurses became subordinate to physicians
and dental assistants were subordinated to dentists. In the absence of knowledge on which
to judge the competence of practitioners, government delegated to the few existing
professions the authority to regulate its members commensurate with the responsibility to
protect the public. Thus emerged the rudiments of self-regulation, with the professions,
namely medicine and dentistry, acting on behalf of government, on the condition that this

authority be exercised in the public interest (Tuohy & Wolfson, 1978).
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Self-regulation has endured; however, professional roles and relationships have
changed. With the emergence of other health professions, the traditionally dominant role
of the medicai profession has declined gradually, although physicians continue to be
influential in the provision of health services. In explaining this transition, the Ontario

Committee on the Healing Arts (1970) stated,

Since a wide range of health services are now regarded as essential to any

modern community, and since many new healing professions have emerged

in this century as significant and necessary contributors to health care, it is

no longer proper that the medical profession alone should possess the

single most decisive influence on patterns and policies of health service.

(vol. 3,p.7)

By the mid-1960s there were at least three other phenomena which contributed to
changes in relationships between professional groups and between professions and
government: the increasing proportion of salaried workers, the increase in technology and
the related proliferation of manpower categories, and increasing government intervention
in the delivery of essential public services (Dussault, 1978). Much of the resultant strife
was related to the importance which the professions attached to maintaining their self-
regulatory status and commensurate economic reward (Boase, 1994). However, many
argued that the traditional view of professions as autonomous with monopolistic control
over practice areas was incompatible with a changing policy environment (Tuohy, 1992;

Pew Health Professions Commission, 1995; Manitoba Law Reform Commission, 1994;

Decter, 1997).
The Public as Stakeholders

All discussions which extol the virtues of professional regulation do so on the basis
of the ‘public interest’ despite the fact that those who advocate regulation are, in most
cases, the providers rather than the consumers of the service (Wolfson et al, 1980;

Lieberman, 1978). The fundamental argument is that given the asymmetry of information,



23

consumers of health care are unable to make reasonable choices with respect to
practitioners and services (Benham & Benham, 1978). As Olley (1978) expressed it, “To
expect that the user could have even minimal capacity to assess [professional services] . . .
is simply unrealistic” (p. 78). The corollary, therefore, is that some form of regulation of
health professionals is necessary to protect the public from incompetent practitioners

(Trebilcock, 1978; Tuohy & Wolfson, 1978; Castonguay, 1978; Pew Commission, 1995).

The meaning of ‘public interest’ in any particular context is rarely a matter of
general agreement (Schubert, 1960). In a historic study of professionalism in Quebec,
Dussault (1978) revealed that the notion of ‘protection of the public,” a phrase
synonymous with ‘public interest,” was “just as imprecise and subjective as the notion of
profession” (p. 103). In attempting to advance a sense of meaning to the phrase, Wolfson,
Trebilcock and Tuohy (1978) concluded that the terms were generally taken to mean that
(a) the policy achieves a just balance among all the relevant interests that should be taken
into account, and (b) the policy is consistent with generally accepted principles of
efficiency, accountability, fairness, and practicality (p. 182). That is, “members of society
want economic entities to minimize waste of society’s resources, their governments to be
accountable, their systems of justice to be impartial and nonarbitrary, and their

administrative systems to be manageable” (p. 183).

Wolfson et al. (1980) pointed out that althnugh reference to public interest was
often a prerequisite to an endorsement of a particular viewpoint, it was not a magical
formula to rationalize multiple interests. What individual professions brought to any policy
debate were those principles they judged to be most appropriate, and which were attentive
to the ‘individual public interest’ (Lomas & Barer, 1986). Indeed, where matters of a
scientific, professional, or technical nature were central to the debate, the principle of self-

regulation, wherein professions maintained substantial autonomy, best applied (Olley,
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1978; Freidson, 1994). However, as Castonguay (1978) noted, “when the general

objectives of society [were] being pursued, this principle takes second place” (p. 69).

It is in relation to the broader societal needs in which a nimber of authors refer to
the ‘collective public interest’ (Lomas and Barer, 1986; Pew Health Professions
Commission, 1995). In addition to the public interest in ensuring adequate quality of care
provided to each individual, there was a ‘collective’ public interest in ensuring that
resources were used in a technical and resource-efficient manner in the delivery of health
services to populations. As Lomas and Barer (1986) pointed out, governments were more
likely to possess information concerning the resource consumption by the aggregation of
patient-professional encounters and the distribution, roles and incentives of the overall
health care system, information which was not available to the professions Thus, it is
ultimately the responsibility of government to strike a socially acceptable balance of
individual and collective interests once the debate has been heard. It was the latter case
which was most likely to be perceived by professional groups as jeopardizing the principle

of self-regulation.

Although the protection of the public has been the hallmark of the professions,
there has been little in the way of research to determine those factors which are most
contributory to the safety of the consumer. Four aspects of professional activity which
have been traditionally recognized as important for the protection of the public are:
discipline, continuing education, public information, and standards of practice (Dussault,
1978). However, findings from at least two studies suggest that the claim of public
protection may exceed the capacity of the mechanisms employed. In a study of twenty-
nine health professions in Quebec, eleven had not taken action in any of the four areas and
only two had taken initiatives in all four fields. In fact, the characteristic found to be most
associated with the protection of the public was the number of years a profession had been

in existence (Dussault, 1978). In a later review of five health professions in Canada
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(dentistry, medicine, nursing, optometry and pharmacy), mechanisms established to
protect the public were considered to be in a developmental stage and primarily focused
on the identification of poor performers (Fooks, Rachlis & Kushner, 1990). However, any
such conclusion has been couched in the knowledge that the number of patients injured or
harmed by incompetent practitioners is exceedingly small. Thus, by whatever means, not
yet clearly defined, professionals, by and large, provide safe and ethical service. This could
suggest that circumstances other than those directly related to activities of the professional
associations may be of significance, such as professional characteristics of specialized

knowledge, a service interest, and a work ethic.
The Government as Stakeholder

Government-promoted commissions and committee reviews of health care services
have been an enduring part of the Canadian health care system. In fact, according to
Tuohy (1992), measures to reallocate functions among health personnel and establish
alternatives to fee-for-service funding have been on governmental agendas since the
introduction of a national health insurance system for medical care in 1966 which
effectively “locked in” existing patterns of delivery by underwriting their costs (p. 403).
With the passage of the Medical Care Act in 1966, provincial governments recognized the
need to reconcile the insatiable drive of occupations in their pursuit of professional status,
and a burgeoning health workforce responding to an increasingly demanding public, both
of which have prompted spiralling health costs and continuous fiscal concerns. Thus began
the proliferation of government-initiated commissions, committees and taskforces, an

activity which has continued to the present day in every Canadian province.

The earliest of these reviews began in the provinces of Quebec in 1966, hastily
followed by several reviews in Ontario, also beginning in 1966, and later by Alberta, in
1972. Although these reviews may, by some standards, be considered ‘old,” the spirit of

the recommendations, along with their successes and failures, has continued to pervade
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similar efforts in other provinces over the ensuing decades. Recommendations or findings
germane to this present study will be highlighted in the following section. The evoclution of

health profession legislation in Alberta will be discussed in Chapter 4.

Two of the earliest commissions to review provincial health services werc the
Quebec Commission of Inquiry on Health and Social Welfare (1970), known as the
Castonguay Commission, and the Ontario Committee on the Healing Arts (1970), both
culminating in revised professional legislation in 1973 and 1974, respectively. These
endeavours were remarkable in their similarity, yet noteworthy in that few of the
recommendations were implemented successfully. In providing a rationale for the reviews,
both commissions pointed to the changing social context in which professions have
evolved: the transition from private practice to salaried positions, expanding fields of
practice and the emergence of paraprofessionals, and increased government funding of
public services (Castonguay, 1978). Thus, the overriding objectives of each of these
commissions were improved access to service, and greater integration of what had been
autonomous professional services in order to respond to an anticipated increase in public

demand for insured services.

Each of the committees struggled with the need to reconcile the central issues of
professional self-regulation, government control, and the public interest, acknowledging
that some degree of self-regulation was both desirable and necessary. Both reports were
critical of the extent of self-governance which had been accorded the professions, referring
to this as an abdication wherein governments had surrendered responsibility to the
professions, to the detriment of the public interest. The Commission on the Healing Arts
was particularly direct, noting that “society can no longer afford to tolerate a total
abdication by government of the right to guide, direct, and, in some areas, become directly
involved, in the affairs of the professions” (vol. 3, p. 29). The concern with the failure of

the government to supervise delegated authority had been expressed previously in the
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McRuer Commission of Inquiry into Civil Rights (1968) in Quebec. Although not
primarily concerned with health professional regulation, their recommendations were
paraphrased in many subsequent reports. Responding to the proliferation of professions,
even apparent in the mid-sixties, the report cautioned that “the power of self-government
should not be extended beyond the present limitations, unless it is clearly established that
the public interest demands it and that the public interest can not be safeguarded by any

other means” (p. 1209).

Policy development in Quebec. The Castonguay Commission, which commenced
in Quebec in 1966, was the first provincial review to attempt to place legislated controls
on the professions, opting for what it called “moderated self-regulation” (Castonguay,
1978, p. 63). The resultant legislation, the Professional Code (1973) was significant in
two ways. First, the main function and reason for existence of a profession was formally
established as ‘protection of the public.” This was the first review to establish this
fundamental principle which has appeared in all subsequent legislation reviews in other
provinces. Second, the Code included provision for the formation of the L’Office des
Professions du Quebec, an independent, non-professional body with the authority to
regulate new professions and to recommend the continuation, amalgamation, or de-
regulation of established professions (Dussault, 1978). This model of ‘umbrella’
administration over clusters of professions later became evident in Ontario and Alberta. As
the first chairman of L’Office, Dussault (1978) acknowledged that the unprecedented
authority to “supervise” the professions was based on the publicly stated assumption that
“the producers [professionals] cannot, alone and without external supervision, assume the

defence of the interest of consumers and of the general public” (p. 101).

Once established, L’Office was compelled to respond to the pressure from
professional groups for exclusive practice authority. In reviewing circumstances

surrounding these request, L’Office came to the conclusion that exclusive practice
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mechanisms did provide enhanced public protection by reducing the possibility of
incompetent practitioners providing services (Dussault, 1978). However, they also
discovered evidence of friction betwecn professions, and concluded that the difficulties
were “unresolvable when it came to specifying fields of practice” (p. 108). Since this
circumstance had yet to be grappled with in other provinces, the ‘resolution’ of this issue
was conducted under the watchful eye of provincial governments and professions. The
policy which was formulated granted reserved title to those professions who practiced in
structured environments and were subject to various institutional controls. Authority for
exclusive practice areas was granted to those professions wherein professional activities
were unobserved by other practitioners (Dussault, 1978). In order to minimize barriers
between exclusive jurisdictions, professions were required to authorize practitioners other
than their members to execute certain tasks which they would otherwise be restricted from
performing. The objective of this mechanism, according to Dussault, was to reduce the
rigidity of practice delimitations and “to eliminate one of the major barriers to an improved

distribution of professional services” (p. 67).

The three central themes of the Castonguay Commission, i.e., primacy of the
public interest, formation of an independent body responsible for professional regulation,
and a means of tempering barriers surrounding exclusive practice domains have continued
to be evident in subsequent legislative endeavours in other provinces. However, in
reflecting on the outcome of the Professional Code thirteen years after its inception,
Dussault (1986) acknowledged that the overall attempt at regulatory control had “failed”
(p. 327). Specifically, the innovative requirement in the Code, that exclusive professions
specify duties that could be safely delegated to other personnel, had been effectively
sidestepped or simply ignored by the professions. In fact, in his view, the professional

associations responded to the legislation by redefining their respective fields of practice in
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a more precise, detailed and exhaustive fashion, thus further entrenching practice

boundaries with no evidence of task delegation to alternate practitioners.

The Quebec experience demonstrated the first, but not the last, of the difficulties
associated with a regulatory approach to the rationalization of professional work. As
Dussault concluded, “The strength of the major professions often makes regulatory action
more harmful than useful. The alternative approach involving the negotiation of collective
agreements with professional associations seeking to protect their rights, however, may

not be any less difficult” (p. 328).

Policy development in Ontario. Although Ontario cannot be credited with the
first legislation review process, it is distinguished for having undertaken the largest of the
provincial review processes and perhaps the greatest number of subsequent legislative
review processes, having been continuously engaged in some form of review process since
the mid-1960s. The Commission on the Healing Arts (1970), comprised of Ian R. Dowie
(Chairman), Professor Horace Krever, and Professor M. C. Urquhart, was a four-year
endeavour culminating in the Health Disciplines Act in 1974. The 1,000-page, three-
volume report, completed in 1970, with 354 recommendations, has been widely cited by
governments, health disciplines, and academics as being the most substantial and visionary

review of professional regulation completed in Canada.

Similar to the Castonguay Report, the Ontario Commission was particularly
concerned with the proliferation of health profession groups and the related licensing

issues. In an apparent apology for the over-statement of their concerns, they stated,

We are prepared to risk the impatience of the reader in our emphasis on it.
Our investigations have made it clear to us that the primacy of the licensing
or regulating body’s duty to the public has not always been understood by
the body and its practitioners, or, if understood, not always acted upon. It
is not true, in our opinion, that what is good for a profession is necessarily
good for the country. (Commission on the Healing Arts, vol. 3, p. 44)
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It was the proliferation of health professions, and the related legislation, which was
perpetuating what this outspoken Commission described as a “wonderland of regulation”
reflecting the “confusion, inconsistencies and outright nonsense that has resulted from the
separate treatment of the various professions as though they were distinct entities in
unrelated industries” (vol. 3, p. 46). In its analysis of what seemed ambiguous, unclear,
and questionable regulations, generally passed with little government attention to the
coordination of existing and proposed legislation, the Commission advised that “the
legislative machinery can only be described as sloppy and, in our view, this sloppiness
results from a failure to supervise or recognize any responsibility for supervision of the
legislation respecting health professions and occupations” (vol. 3, p. 48). Attention was
drawn to the peculiar Drugless Practitioners Act, an umbrella act governing a large
number of health disciplines such as chiropractors, physiotherapists, massage therapists,
occupational therapists, and naturopaths. Introduced in 1925 with subsequent
amendments, the Commission cited it as the “final illustration of chaos in the existing
legislative regulation of the healing arts . . . and, a designation which surely is confusing

and ought never to have been authorized” (vol. 3, p. 47).

In reviewing the overall efficacy of both government and professional actions, the
Commission was struck by the extent to which practitioners had been entrusted with
powers to exclude unqualified practitioners, to oversee the education of students, and to
discipline members, noting the difficulties in definirg all practice areas, but particularly the
nursing disciplines (vol. 1, p. 89). These circumstances were considered an outcome of the
apparent lack of central control, promoting what seemed a troubling amount of bitterness,
open conflict, and seemingly intractable jurisdictional disputes between professional

groups (vol. 1, p. 90).

The Report of the Commission on the Healing Arts was the precipitant for the

Health Disciplines Act introduced in 1972. The uniqueness of the Act was in the proposed
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sixteen colleges for the health disciplines and the inclusion of the twenty-seven groups
within this structure, “making possible the provision of consistent procedures and
requirements for all disciplines” (Boase, 1994, p. 72). When the Act was finally passed,
however, it contained only five colleges: medicine, dentistry, nursing, pharmacy, and
optometry (Coburn, 1993). The explanation by the Minister of Health for the retreat from
what had appeared to be significant reform indicated that restrictions placed on the powers
of the professional associations were a “quantum leap” in progressive legislation and
therefore the modifications were an adequate first step in an incremental process (Boase,
1994, p. 72). However, according to Coburn (1993), the revision was the result of

strenuous opposition by the professions of medicine and dentistry.

Despite the modification, the new Health Disciplines Act retained several
structural changes proposed by the Commission. The percentage of lay representatives on
governing councils, and complaint and disciplinary committees was increased. A Health
Disciplines Board was established similar to that of L’Office du Professions in Quebec. In
addition, the Act removed from the colleges the authority to specify minimum admission
requirements or a minimum curriculum of studies, transferring the responsibility to the
Health Disciplines Board (Ontario Commission on the Healing Arts, 1970). Not
surprisingly, the legislation was not met by a rush of professional support, particularly
from the influential Colleges. Boase (1994) described it as a time of “ferocious interest
group activity” which may have motivated the Minister responsible to commission yet

another professional regulation review.

By the end of the 1970s, it was clear to policy-makers and professionals that the
Health Disciplines Act had not resolved the confusion, dissatisfaction, and acrimony
among health care workers and immobilization at the policy level (Boase, 1994, p. 128).
Members of the public were expressing doubts about professional investigations of patient

complaints, a number of unregulated health care groups were pressing for recognition,
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health professions regulated by outdated statutes were seeking regulation under the Health
Disciplines Act, and hospital administrators were expressing frustration with the rigidity of
the existing regulatorv system imposed on their deployment of health workers. The five
‘major’ disciplines perceived the existing Act to be inflexible, interest group input was
intense and adversarial, and the existing patchwork of legislation disallowed a coordinated
policy direction (Health Professions Legislative Review, 1989, p. 5). In short, there was

very little perceived as ‘right’ by stakeholders.

Thus, the Health Professions Legislation Review (HPLR) was commissioned in
1982, directed by A. Schwartz, a lawyer and former consultant on government policy,
with a broad mandate to produce draft legislation that was in the ‘public interest’ (p. 6).
The extensive consultative process included a review of 200 groups and 75 health
occupations and occurred over the course of three changes in government and the
appointment of a total of six Ministers of Health (Health Professions Review Committee,
1989, p. 5). Each change prompted another round of ministerial briefings as each
professional association expressed anew their concerns that the proposed legislation would
threaten their autonomy and erode their self-regulatory authority (p. 5). In 1991 the
decade-long process culminated in the passage of the omnibus Regulated Health
Professions Act along with profession-specific Acts (Bohnen, 1994). The Act represented
a radical departure from traditional professional legislation, and became a template for
other provinces, including Alberta. What distinguished the review process from its
predecessors was the apparent ‘no-nonsense,” judicial-like approach by the review
committee and their relentless efforts to verify vague charges against another profession or

predictions of potential harm to the public (Boase, 1994).

A unique feature of the Regulated Health Professions Act was the distinction
between exclusive scopes of practice and ‘controlled’ acts. Exclusive practice jurisdictions

were eliminated and replaced by list of 13 ‘controlled’ acts which include: communicating
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a diagnosis, performing procedures below the skin, setting fractures, manipulating the
spine, administering injections, prescribing drugs, and others. Only regulated health
professions were authorized to perform these acts in accordance with the terms and
conditions in regulations. All non-restricted acts could then be performed by any
professional or non-professional. This significant departure from previous forms of
legislation was based on the assumption that only a small number of acts or procedures,
performed by professionals, placed a patient at serious risk. Therefore, to authorize
exclusive practice areas was to restrict, unnecessarily, the performance of relatively safe
practices by competent practitioners (Health Professions Legislation Review, 1989). Since
every profession had their own Act as part of the omnibus Regulated Health Professions
Act, this policy direction was arguably an attempt to ameliorate professional rivalries
centered on broadly defined exclusive practice jurisdictions (Bohnen, 1994). It also
permitted areas of overlap, narrowing the range of exclusivity from what had, in some

cases, been a broad field of practice to what were specific prohibited activities.

After nine years of legislative debate, the views of professions reflected the full
gamut of responses. As Boase (1994) concluded, “If the object of public policy making in
a highly controversial area is to fully satisfy no one and totally alienate no one, then, in this
sense, the review was reasonably successful” (p. 158). Seven years after the passage of the
Act, the development of regulations for each of the 25 professions continues. How the
government will feel in the future when called upon to administer the results of Schwartz’s

(1982) work remains to be seen.

In concluding the discussion of the commissioned reviews in both Quebec and
Ontario, 1 find it evident that the complexity of the health care system had created an
enormous challenge to governments to try and disentangle professional arguments
legitimately based on the public interest from those motivated by self-interest. As Boase

(1994) noted, “Governments are compelled to make decisions which are .. . politically
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expedient, scientifically sound, and economically wise” (p. 15). In reality, the attendant
contradictions have been so acute they have engendered “innumerable studies,

ambivalence, indecision, equivocation, even paralysis” (p. 91).
Policy Environment

As Dunn’s model would suggest, the circumstances surrounding health profession
legislation is best understood within the context of national intervening events and
ideologies. Provincial legislation determines the manner in which professionals provide and
are remunerated for health services to the public. However, although health services are a
provincial matter, the dependence on transfer payments from the federal government
ensures that federal-provincial relations significantly influence health policy formulations
and the regulation of health professionals. Since health care is a publicly financed service
and professionals and paraprofessionals absorb a substantial proportion of health care
funding, controversies over the regulation of the health disciplines are qualitatively
different from those of other professions. With the introduction of cost-sharing federal-
provincial responsibilities in the 1960s, health economics, intergovernmental relations, and
the regulation of the health disciplines have been inextricably linked (Starr & Immergut,

1987; Boase, 1994).

Historically, the provision of health services and the regulation of health
professionals have been monopolized by the medical profession, a circumstance which is
now being challenged by many other well-educated groups; e.g., nurses, chiropractors,
optometrists, pharmacists, and physical therapists (Blishen, 1991; Boase, 1994; Benoit,
1995). An industrialized society is a professionalizing society, according to Goode (1960).
Thus, as predicted, technological change has resulted in a proliferation of these highly
educated groups, each with a legitimate claim to professional stature, inclusive of a body
of specialized knowledge, an exclusive practice domain, and a desire to enhance their

economic opportunity through inclusion in the health care network as a provider of
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insured services. This pursuit of professional status has become fundamentally
incompatible with the efforts of the medical establishment to protect its threatened
position from incursions by a number of professional groups. In attempting to redefine the
position of physicians, these groups have rejected the traditionally hierarchical,

superior/subordinate relationships within the health field (Coburn, 1993).

Physicians have been tenacious in their efforts to resist advances made by non-
physician groups into arenas hitherto the exclusive domain of medicine. In protecting their
own position as gatekeepers of the health system, this approach by the medical profession
has become increasingly outdated (Blishen, 1991; Freidson, 1994; Abelson, 1997).
Advances within health sciences has precluded their claim to comprehensive knowledge of
all forms of traditional medical practice. This circumstance has been exacerbated, if not
aggravated, by the technological complexity of the health care field, requiring government
to depend on a variety of professional groups, in addition to medicine, to aid in the
formation and implementation of health policy (Boase, 1994). Yet, in adding a pluralistic
dimension to the health policy process, these complicated relationships have become both
cooperative and competitive (Tuohy, 1992). According to Boase (1994), the central issue
has become the increasing conflict between professional groups within a shifting
environment, provoking provincial governments to re-examine regulatory legislation in an
attempt to unravel professional arguments and bring rational planning to a complex and

historically resistant problem (p. xx).
Public Policy

In retrospect, the catalyst that led to the shifting policy environment for health
professions was the Medicare Act first introduced in Saskatchewan in 1962 and federally
in 1966 (Taylor, 1987). Although the introduction of a national and comprehensive

insured health service profoundly altered the course of health service delivery, it was
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positioned centrally amongst other factors affecting the context and evolution of health

care policy in Canada.
Health Policy Prior to 1945

Prior to 1945, private enterprise predominated in a health care system led by
physicians who were free to define a broad scope of practice and establish a fee schedule.
As the ‘hand-maidens’ of physicians, nurses vacillated between a dependent and
independent role, receiving remuneration largely on the basis of a patient’s ability to pay
(Cashman, 1966). During this period, government policy was primarily dictated by the
medical profession, who established not only their own regulatory legislation, but also

controlled the legislation of the nursing profession.
Health Policy From 194S to 1970

From 1945 to the mid-seventies, health services were transposed from the private
to the public realm with Canada’s adoption of comprehensive government-sponsored
insurance for hospital services in 1957 and for medical services in 1966 (Tuohy, 1986).
With the introduction of these insured services, comprehensive coverage of health care
quickly came to be viewed by Canadians not only as a social right but as a politically
popular program which no government in the future would seriously ~onsider dismantling
(Taylor, 1978; Manga, 1993). However, for health professionals, particularly physicians,
this was a turbulent period, and one marked by a bitter strike by physicians in
Saskatchewan following the introduction of the first tax-supported, publicly administered
medical care insurance plan in North America in 1962 (Boase, 1994, p. 15). In essence,
physicians had moved from autonomous private practice to becoming, in a sense,
employees of the government. And, health professionals, in general, became more
involved in the administrative constraints of health services, a circumstance which

increasingly became the antithesis of professional autonomy (Taylor, 1978; 1987).
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Nevertheless, the political control of health care remained limited by the power and
authority of the medical profession, a position reinforced by the reticence of governments

to confront a well-organized pressure group (Starr & Immergut, 1987).

By the early 1970s, shortly after the introduction of Medicare, both federal and
provincial governments were viewing with alarm the escalation in health care costs. At
least three factors were identified as contributory: (a) the relatively open-ended funding
mechanisms generated by federal-provincial cost-sharing policy agreements, (b) the
increasing demand by consumers for expansion of medical services and the resultant
growth in health care facilities, and (c) the dramatic increase in the number of health
professionals and the accompanying demand by professional associations for inclusion as
an insured service (Weller, 1980). Van Loon (1978) and others have argued that once
health care was financed through a public authority, public finance considerations have
remained a dominant theme. As Manga (1993) noted, “Cost containment has become the
touchstone of virtually all health care policy decisions, . .. dominating the health care
reform agenda of all provinces” (p. 177). Faced with concerns regarding the financing of
the health system, governments engaged in federal-provincial cost-sharing disputes, with
secondary attention given to substantive health issues and restructuring of the system,
although the Canadian Nurses Association and other groups were attempting to promote

such discussion (Boase, 1994, p. 42).

With financial concerns predominating, governments came to the realization that
self-regulating professions seemed in conflict with the goals of publicly funded services.
What had been a health system predicated on a private and personal patient-practitioner
relationship had evolved into a political and public discourse. The prerogative of
professions to define issues as technical and scientific, and therefore cutside the purview

of political decision-making, was challenged by governments, awakened to a pressing need
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for political and bureaucratic leadership (Starr & Immergut, 1987; Blishen, 1991; Manga,
1993). As Manga and Weller (1983) stated,

The cause of greater economic efficiency cculd be better served by having

the state take back increasing amounts of the power it earlier delegated to

the dominant professionals, and to use that power to effect a shift toward

less expensive forms of delivery, and away from profession-dominated,

technology-oriented, high-cost medicine ... and to impose a number of

regulatory and control devices. (p. 515)

During this period a pluralist framework of policy analysis depicted the prevailing
policy environment wherein the presumption was that public policy was the result of
competition among groups pursuing their own interests (Pross, 1975). Some suggested
that this paradigm was akin to elitist theory (Dye, 1992), others refer to the influence of
policy communities (Rhodes, 1986), policy networks (Pross, 1992), or Gilbs’ (1966)
earlier depiction of ‘private governments.’ As relatively synonymous terms, these concepts
all referred to groups who, by virtue of their functional responsibilities, restricted

membership, vested interests, and specialized knowledge, had acquired a dominant voice

in determining public policy.

Under this pluralistic framework, governments were generally characterized as
reactive in response to pressure group influence (Atkinson & Coleman, 1989; Manga,
1993; Boase, 1994). Regulatory decisions were generally decentralized to the self-
regulating professions and were characterized by a competitiveness amongst non-medical
professions to achieve legislation similar to that of physicians. Legislative achievements in
areas such as direct access, private practice status, duration of university education
programs, licensing requirements, exclusive scopes of practice, and restricted titles were
all sought after by professions, often on a win-lose basis, and always requiring the sanction
of the medical profession. Thus, the pressure group or bottom-up theory of policy making

was prone to “dysfunctional consequences” with policies providing short term solutions
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reflective of dominant interests, and which contradicted previous decisions (Atkinson &
Coleman, 1989, p. 60). The resultant policies were therefore characterized as non-
comprehensive, changing only incrementally from those already in existence (Weissert &
Weissert, 1996). However, as Hayes (1992) suggested, a nonincremental policy approach

was “simply impossible” given the diversity of professional interests (p. 36).
Health Policy Since 1970

Beginning in the 1970s, the stage of ‘government regulation’ evolved, founded on
the belief that health resources should be publicly allocated and accountable and that
governments ought to be more proactive in establishing long term policy directions
(Lomas & Barer, 1986; Contandriopoulos et al., 1986). Thus, after a long period of
‘hands-off policy,” federal and provincial governments began to pass a series of new
regulatory and reform measures to improve access to services and control health care cost
(Starr & Immergut, 1987, Decter, 1997). Of significance during this time was the
successful lobby effort of the Canadian Nurses’ Association to amend the Canada Health
Act (1984), permitting health care practitioners (as distinct from the medical practitioners)
to provide insured services external to an institutional setting (Boase, 1994, p. 48).
Ironically, this was also a period in which an escalating number of professions were
successful in their lobby efforts to be recognized as a regulated service as a prerequisite to
inclusion as an insured service provider. Since wages, salaries, and fees comprise
approximately 75% of health care expenditure, the increases in regulated practitioners
paralleled rising health costs (Manga, 1993). As Boase (1994) concluded, governments
would be compelled to re-examine their health care systems, specifically the regulatory

legislation governing the health professions (p. xx). In her view,

governments, faced with the need to make decisions in a technologically
complex, publicly funded and increasingly expensive field, where there are
high expectations of practitioners for career satisfaction and of the public
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for accessible and competent care, will be [compelled] to move towards
proactive rather than reactive decision making. (p. 175)

In more recent times, there has been a shift away from a medically-dominated,
competitive, pluralistic ideology io a corporatist model of policy development (Boase,
1994; Tuohy, 1976). Acknowledged as an elusive term, it is a model which encourages
cooperation and consensus, and particularly the involvement of interest groups in policy
formulation and implementation. In its application to changes in the health care
environment, this shift constituted a more balanced relationship between the health care
sector and government. Cawson (1985) best described it as one in which “organizations
representing monopolistic functional interests engage in political exchange with
governments over policy outputs which involves those organization in a role which
combines interest representation and policy implementation through delegated self-
enforcement” (p. 38). In furthering this description, he depicted an interventionist
government role as a requisite to what has become a trend toward the “fusion of
representation and intervention in the relationship between groups and government”
(p. 39). Despite this trend, professions have continued to successfully guard their
considerable autonomy to control not only the content of their practice, but also the
context within which they practice (Lomas & Barer, 1986). Conflict, therefore, is
inevitable in relation to policy-making processes. An examination of the nature of
professionalism leads to a better understanding of the conflictual dynamics of health
profession legislation. The following section, therefore, focuses on the transition of

occupations to professions and the ideologies which emerge.
THE ROOTS OF PROFESSIONALISM

[Professions] inherit, preserve, and pass on a tradition. . . . They engender
modes of life, habits of thought and standards of judgement which render
them centres of resistance to crude forces which threaten steady and
peaceful evolution. . . . The family, the church and the universities, certain
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associations of intellectuals, and above all the great professions, stand like

rocks against which the waves raised by these forces beat in vain. (Carr-

Saunders, 1933, p. 497)

Many of the issues which have evolved in relation to health profession legislation
have been rooted in the fundamental ideologies and interests of professionals. The familiar
matrix of tasks involving specialized knowledge, high levels of formal training and
regulation and licensing by professional associations have shaped the standards and
patterns of provision of health services and the legislative authority to do so in a manner
largely outside the scrutiny of external observers. The following section is a discussion of
the conceptualization of professions as a background to understanding the principles of

work organization in the health field, and the means by which professionals have sustained

fields of practice.

The Trait-Functionalist Era

The attempt to define a profession has captured the attention, if not the obsession
of sociologists for decades. Until the early 1970s the literature was replete with efforts to
define the term ‘professional’ and delineate the differences between professions and other
occupations. Following the initial efforts by Flexner (1970, p. 155) to define the essential
elements constituting a profession, the discourse over definitions, lists, criteria,
characteristics, and functions of professions generated little in the way of a scholarly
synthesis (Carr-Saunders, 1933; Cogin, 1953; Parsons, 1954; Millerson, 1964; Durkheim,
1966; Greenwood, 1966; Goode, 1969; Moore, 1970; Freidson, 1971). Models of this
‘functionalist-trait’ era consumed the literature, imbedded in statements which Haug
(1975, p. 198) described as “drearily familiar” and Johnson (1972) claimed generated
“confusion so profound that there is even disagreement about the existence of the
confusion” (p. 22). Typical of the confusion, were the acclaimed writings of Goode (1960)

who pronounced that “if one extracts from the most commonly cited definitions all the
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items which characterize a profession . .. a commendable unanimity is disclosed. There
are no contradictions and the only differences are those of omission” (p. 903). In contrast,
and also of considerablc scholarly stature, Millerson (1964) disagreed, asserting that “of
the dozens of writers on this subject, few seem able to agree on the real determinants of
professional status” (p. 15). In the midst of the rhetoric, another group of scholars
(Hughes, 1958; Haberstein, 1963; Elliot, 1972; Halmos, 1973) advised that the seemingly
endless argument over the defining configuration of a profession was best abandoned,
since the concept was indistinguishable from most other occupations and merely a
symbolic label for a desired status. Thus, in recapping this era, Freidson (1994),
considered to be the prolific ‘dean’ of professionalism, declared that “scholarship

concerned with the professions was in an intellectual shambles” (p. 5).

Nevertheless, despite a lack of consensus about which traits constituted the
essential elements of a profession, theorists of this early era relied on the core
characteristics of specialized knowledge, work autonomy, and a service ethic, as central to
what seemed to constitute a profession (Stinson, 1969). Of these characteristics, the
specialized body of knowledge seemed primary, and the basis from which other attributes

emerged.
Specialized Knowledge

Wilensky (1964) observed that in the minds of lay public and professional groups,
the criteria of distinction seemed embedded in the notion that the job of the professional
was based on knowledge acquired through a formal and lengthy prescribed training
process in an exclusive occupational jurisdiction (p. 138). This technical knowledge was
not necessarily scientific, according to Wilensky, but distinguished by rigorously defined
and enforced standards of training designed to impart the distinctive features of each
profession’s functions and background. The success of the claim to a ‘technical’ base was

the greatest where society evidenced strong, widespread consensus regarding the
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knowledge or doctrine to be applied (p. 138). The authority over this sphere of technical
expertise was the base from which professional occupations controlled their practice and
gained leverage in relation to social power (Brint, 1994). As Freidson (1971) noted,
“Knowiedge itself does not give special power: only exclusive knowledge gives power to
its possessors” (p. 28). However, expert knowledge was, of itself, not influential. The
influence of professional knowledge depended on what Larson (1977) termed the
“monopoly of credibility” with the public (p. 17). As Krause (1977) described it, “The

power of expertise lies in the fact that it is a necessity” (p. 237).

Much of the specialized professional knowledge was intentionally shrouded in
mystique as a tactical device to establish prestige and power. According to Freidson
(1986), this formal knowledge remained separate from common, everyday knowledge,
rooted in “languages known only to a few, and expressed in terms unfamiliar to many”
(p. 2). This “mystery,” said Goods (1966), was beyond the capacity of the ordinary man
(p. 34). In order to acquire and retain the confidence of his patient, and believing that the
patient was incapable of appreciation for the art of medicine, the physician conveyed a
“pompous assumption of knowledge and authority,” wrote Carr-Saunders and Wilson
(1966), “surrounding himself with an atmosphere of mystery and miracle” (p. 104). Not
exclusive to physicians, “the art and rituals of the court, performed with brilliance and
finesse, might be less a procedural necessity than a need to dazzle the client,” claimed
Hughes (1951, p. 324). However, it was Caplow (1954) who first warned that the mutual
incomprehensibility of “occupational languages” and the proliferation of rigidly organized
occupational specialty groups would produce the unintended consequence of barriers to

communication in the general society (p. 29).
Professional Autonomy

The idea of specialized knowledge generating autonomy was reflected in

Wilensky’s (1964) contention that a profession represented a “monopoly of beliefs
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justifying a monopoly of activity linked to exclusive possession of competence in a
specified area” (p. 141). However, the extent to which professionals made independent
decisions was not necessarily an index of autonomy, claimed Hughes (1963). It was “the
right to make judgments that was most sought after and jealously guarded” (p. 650). The
main instrument of professional authority was the capacity to claim esoteric knowledge
and identifiable skills, or to create and control a cognitive and technical base. The claim of
expertise was directed towards gaining social recognition and prestige, enabling
professionals to assert authority and engender respect (Kimbel, 1992). Thus, wrote
Hughes (1963), “Each profession considers itself the proper body to set the terms in which
some aspect of society, or life, is to be thought of” (p. 651). Licensing of members, or the
“charter of autonomy” given by a legislative act, ascribed authority to define the terms of
practice and “a legal, moral, and intellectual mandate to determine for the individual and
society what is healthy, moral, ethical, normal, or abnormal” (Reiff, 1974, p. 452). It was
this claim to exclusive knowledge that became a strategic factor in the pursuit of self-
governance and the ultimate goal of autonomous practice (Larson, 1977). Justification for
this pursuit was always predicated on the professional assumption that the public was not
sufficiently informed to adjudicate professional practice, nor could those of related

disciplines be trusted to engage in such judgement (Gouldner, 1979).

It was the professional association which provided the structure and legitimating
influence for the autonomy of its members. The early rudiments of professional
associations became the embodiment of formal organization among the professions and
the means by which the collective interests of its members could be expressed politically.
Shortly after their inception, they sought freedom for their members from undue
government influences, encroachment of other occupational groups, and interference of
the public (Goode, 1960). Millerson (1964) argued that what ultimately distinguished

professional associations from other types of occupational organization was the scope and
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depth of authority over technical skills and ethical standards. It was the high degree of
specialized knowledge which provided the source of cohesion in professional occupational
groups, and the legitimating basis for autonomy as the professional association “attempts
10 gain individual and collective freedom from those who might otherwise dictate to him”
(Gilb, 1966, p. 54). Justification for the claim to exclusive possession of knowledge and
the associated autonomous practice was further embellished by an image of altruistic

service provision.
Altruistic Service

A service orientation, according to Goode (1966), meant “that the professional
decision is not properly to be based on the self-interest of the professional, but on the need
of the client” (p. 36). In contrasting business and the professions, Parsons (1954) noted
that there were elements common to both. Indeed, professions were to be distinguished
from the business community by a membership which was restricted to those with a high
degree of honour and motivated by the pure ideal of rendering service. Professional
practice hinged on a system of standards embodied in a code of ethics requiring exemplary
behavior by the members of the profession. The source of this legitimating ideology was
rooted in the traditions of upper-class altruism and religious leadership, commanding the
professional obligations of being honorable, generous, and responsible (Collins, 1979).
The image portrayed was of selfless dedication to the community good and service-
orientated attitudes—to do no harm, to act in the client’s interest, and to preserve the

client’s trust and confidence (Gross, 1977).
A Shift in Focus From Professions to Professionalism

By the 1960s scholars were struggling to decipher the contradictory mass of
writings that had accumulated over the previous decades. Dissatisfaction with attempts to

discern the defining characteristics of a profession on the basis of trait theory stemmed
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from the realization that many of the attributes were contrived arbitrarily to justify desired
outcomes. In addition, since many occupations satisfied at least some of the attributes,
such as formal training programs, professional associations, and licensing requirements,
the trait-functionalist approach blurred the distinctive meaning of the term (Johnson,

1972).

The 1960s were characterized by what Freidson (1994) called a “watershed of
scholarly writings on professionalization” (p. 13). Attention shifted from a substantive
preoccupation with definition to the process by which occupations were professionalized
(Vollmer & Mills, 1966). This shift in ideology was aptly described in an often quoted
statement by Hughes (in Vollmer & Mills, 1966):

In my own studies, [ passed from the false question, “Is this occupation a

profession?” to the more fundamental one, “What are the circumstances in

which people in an occupation attempt to turn it into a profession, and

themselves into professional people?” (p. v.)

Over the next decade, a series of scholars became identified with a brief,
circumscribed period in the historical development of professions. In fact, Carr-Saunders
first referred to the notion of “professional progressiveness” in what was considered a
classic work published in 1933 (p. 496). However, Caplow (1954) was one of the first
writers who maintained there were sequential stages involved in the process of
professionalization: (a) the establishment of a professional association, with definite
membership criteria designed to keep out the unqualified, (b) a change of name to reduce
identification with the previous occupational status, (c) development of a code of ethics,
and (d) political agitation to obtain the support of the public in maintenance of

occupational barriers.

Goode (1960) was another of the prominent scholars of the era seemingly best

known for his often quoted claim that “an industrializing society was a professionalizing
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society” (p. 902). He also suggested that there was a natural history to the professions,
promulgated by an elitist membership and which included: formulation of a code of ethics,
founding of a professional association, publicizing the unique contribution of the
occupation, lobbying for favourable legislation, and development of a university-based

training program.

The stages of professionalism, as described by Caplow and Goode, were not
dissimilar from those of Millerson (1964), Wilensky (1964), Moore (1970), and Harries-
Jenkins (1970). Of these, Wilensky has been the most enduring. In an often-cited article,
“The Professionalization of Everyone?” he pointed to the phenomenon of
professionalization as increasingly affecting every occupation. However, while there was a
tendency for occupations to seek professional status, he predicted few would succeed
since many occupations asserted claims to professional status not recognized beyond the
group. In an attempt to answer the question, “Is there an invariant progression of events,
or path, along which they [professionals] travel to the promised professional land?”
(p. 142), Wilensky identified stages which became a classic model for the pursuit of
professional development (p. 142). Initially, workers engaged themselves in an occupation
on a full time basis, staking out a jurisdiction. Participants then became concerned about
standards of training, establishing a training school, which, if not located in a university at
the outset, ultimately occurred. Through such connections, educators and activists
achieved success in promoting a more effective organization, first local, then national,
through either the transformation of an existing occupational association or the creation of
a new one. Legal protection of the monopoly of skill was promulgated by the association,
licensure or certification requirements were defined and a formal code of ethics was
adopted. If, according to Wilensky’s model, professions went through this process and
adhered to professional norms, extraordinary autonomy, or the authority and freedom to

regulate themselves and act within their spheres of competence was the eventual reward
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(pp. 144-146). Whether or not the model was appropriate for all evolving occupations, it
was a stereotype familiar to the lay public and professional groups and, as such, provided
a framework to understand the historical development of occupational groups aspiring to

become professions. or as a means to analyse their failures.

Wilensky’s (1966) work was significant. In essence, it drew the line between the
older functionalist and idealizing view of professions and what some came to be viewed as
the ‘revisionist’ theories of professionalization. His model was itself a theory about
differences among occupations, based on specific conditions which collectively charted the
path to professional autonomy. Although it looked backwards in laying out a sequence
through which professions pass, it looked forward in the sense of providing a model of
occupational development based on power. Those who followed emphasized the dynamics
by which professional status developed, privileges obtained in the achievement of
professional stature, and the political, cultural and economic influence of occupational

elites.

Although the focus on professionalization in the 1960s brought to an end decades
of confusing if not contradictory preoccupation with the emerging ideology of professions,
there was a remarkable unanimity that professions represented a distinct kind of
occupation which were growing in number and importance (Trebilcock, 1978), were of
importance to the effective and humane functioning of modern society (Freidson, 1994),

and which would continue to exert increasing importance in the future (Bell, 1976).
Conceptualizations of Professions

By the early 1970s, theorists were directing their attention to conceptual views of
professionalism (MacDonald, 1995). The legitimacy of professional authority was
challenged as deflecting attention away from the more fundamental pursuit of power and

prestige. This normative shift in the general assessment of professions was likewise
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accompanied with a theoretical shift as scholars began to emphasize contextual and
structural factors in analyzing how professionals gained authority over a domain of
practice. Whereas the trait-functionalist approach explained professions in terms of the
validity and utility of expertise, the more contemporary structuralist approach emphasized
the socio-economic structures that sustained professional associations. Attention shifted to
such ideologies as professional power, control and dominance, themes which in one form
or another have dominated the literature to the present day and formed the basis for
emerging criticisms. In fact, the ‘power approach’ included a range of emphases,
becoming a label to refer to all those who had abandoned the earlier orthodoxy (Kimbel,

1992).
Organized Autonomy

Freidson (1970) himself made little use of the word ‘power,’ preferring the term
‘organized autonomy,’ reflecting its license and mandate to control its work, granted by
society by virtue of winning the support of a political, economic or social elite (p. 71).
However, his six textbooks and numerous articles gave a strong impetus to a new kind of
study of the professions with a focus on power and conflict (1970a; 1970b; 1971; 1980;
1986, 1994). Although his work was based on health professions and primarily the
practice of medicine, he believed his work was a model for the analysis of professions in
general. The themes of his work reflected an analysis of the ideology of professional
claims, unjustified aspects of monopolistic privilege, how the medical profession attained
its autonomy and extended its dominance over clients and neighbouring occupations, and

the formal control of members with ostracism of the non-compliant.

Perhaps his greatest contribution was to clarify the nature and process of
professional privilege. His examination of the “archetypal” profession led him to conclude
that, unlike other occupations, professions were “deliberately granted autonomy,

including the exclusive right to determine who can legitimately do its work and how the
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work should be done” (1970b, p. 72). Autonomy was, however, only “technical, not
absolute” (Freidson, 1970, p. 72). While a profession was subordinated to the state in
relation to the social and economic organization of work, control over the technical aspect
of their work or the sphere of specialized knowledge, remained with the profession. Thus,
as long as a profession was free of the technical evaluation and control of other
occupations, the lack of control over the socio-economic terms of work did not
significantly change its essential character as a profession (Freidson, 1970, p.25).
However, Freidson warned that autonomy could foster insularity. “Professionals live
within ideologies of their own creation, which they present to the outside as the most valid

definitions of specific spheres of social reality” (p. 73).
The Professional Project

More recently, writers have referred to the progressive attainment of professional
monopoly as the ‘professional project’ (Larson, 1977, Burrage & Torstendahl, 1990) or
the professional imperative (MacDonald, 1995). This approach was concerned with the
ways in which professionals constructed a specialized knowledge domain and established a
monopoly of services derived from it. Inherent to the project were recognizable stages of
development common to most professional groups: demarcation and protection of
junisdictions within which professionals were entitled to practice, control of training
programs and entry to practice standards, and the protection and enhancement of
professional status (Burrage & Torstendahl, 1990). Although there was seldom overt
reference to the pursuit of practice monopolies as a professional goal, the intent was

apparent.

Larson’s (1972) conceptualization of professions built on the work of Freidson.
She depicted professions as interest groups, linked to the class system of capitalist
societies and professionalization as a “collective mobility project” in which occupations

seek to improve their economic position and social standing (p. xvi). The central theme of
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Larson’s work was how professions organized themselves to attain market power. She
conceptualized professionalization as the process by which producers of special services
sought to constitute and control a market for their expertise. Professionalization was a
means of earning an income on the basis of transacted services, in a society that was being

reorganized around the centrality of the market (p. xvii).
Professions as Jurisdictions

Abbott (1988) conceptualized professionalism as a system of competitive
occupational relations centering on jurisdictional claims and disputes. As if a reflection of
Turner and Hodge’s (1970) early prediction that it would be unlikely that any group could
enforce a monopoly over all services to which it lay claim, Abbott described the struggles
between occupations for jurisdiction over realms of expertise as the “determining history
of the professions” (p. 2). According to Abbott, experts were continuously engaged in
making claims and counter claims for jurisdiction over existing, emergent and vacant areas
of expertise. In claiming jurisdiction, a professional group sought recognition for the right
to a monopoly of practice, self-discipline, unconstrained employment, and control of
professional training, recruitment, and licensing. However, since the professions were a
part of the social system of work, he predicted that a “fundamental fact of professional life
included continual thwarting of jurisdictional disputes” (p. 2). However, if a profession
was successful in convincing public policy-makers of the need for the legislated right to an

exclusive jurisdiction, professional autonomy was assured.
Attributes, Ideologies, and Health Policy

The description of attributes and ideologies which have been central to the
emergence of professions and professionals is more than a preoccupation of academic
interest. It has significant implications for health policy. The model of professionalism

which emerged around the turn of the century remains the image of professionalism to the
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present day: a body of specialized knowledge acquired through a university education,
dedication to the interests of patients, development of provincial associations and lobbying

government ministers (Manitoba Law Reform Commission, 1954).

Professions continue to argue convincingly that only individuals who have
completed the requisite years of university and are engaged in practice are capable of
setting and enforcing appropriate standards for practitioners. They have contended, with
success, that non-professionals are not able to identify improper conduct on the part of
professionals and so cannot be trusted to control the activities of practitioners. Therefore,
they have taken the position that, while government is able to administer regulatory
regimes for other occupations, its only option in relation to professions is to delegate to
professionals the power to administer their own affairs (Rose, 1983; Trebilcock, 1983;
Tuohy, 1986; Gross, 1988). Moreover, they have argued that because professionals are
individually and collectively devoted to the best interests of the public the delegated
authority to set and enforce their own standards is justifiable. Accordingly, professional
bodies have typically been granted the authority by legislatures in Canada to set and
enforce standards for initial membership in the professional body and for standards of
professional conduct after entry (Manitoba Law Reform Commission, 1994; Sutherland,

1996).

The power of self-government, particularly in the achievement of licensing
regimes, gives practitioners a great deal of authority to define the services which members
have the exclusive right to perform (Lieberman, 1978; Tuohy & Wolfson, 1978).
Legislation is often vaguely worded, thus allowing professions to expand its scope of
practice with minimal legal opposition. By controlling the number of new practitioners, a
profession can control the competition faced by its members by establishing fee schedules
and restricting advertising. In addition to power and financial benefits, obtaining

professional legislation also represents status and respect, and is usually the culmination of
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what has been the primary objective of a group to raise the standards of service of the
occupation and acquire the related recognition (Benham, 1972; Ostry, 1978; White, 1983;

Gross, 1988)

For most professions, regulatory legislation has been obtained without serious
difficulty. The occupation is usually well organized and well financed, commaiiding the
attention of legislators (Young, 1988; Gross, 1987). In the absence of significant
opposition by another professional group whose interests are threatened by the regulation
being sought, there is little reason for government not to support the legislation. Groups
who oppose legislation of other groups always claim that their opposition is in the
interests of the public which the legislation is intended to protect. The result is a political
struggle which is usually resolved either by negotiation between the competing groups, or

by a legislative choice as to which approaches to support (Brint, 1994).

This traditional approach to occupational regulation has resulted in the
proliferation of professions, largely because of the increasingly specialized programs in
universities, the advantages of professional status to graduands and little public or
bureaucratic opposition to the process (Rubin, 1980). At the same time, however, doubts
surfaced about the wisdom of granting self-governance authority particularly in relation to
an emerging body of literature which challenged the basic rudiments of professionalism

(Manitoba Law Reform Commission, 1994).
Professions Under the Microscope

No particular turning point marked the passing of what some felt was a naive view
of professionals and professionalism (Friedman, 1962; Young, 1988). For more than fifty
years, many, including professionals, assumed that professionalism, although manifesting

some abuses, served the public interest. Nevertheless, the transition from unchallenged
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acceptance of professions to scepticism about its social benefits can be traced through a

series of initially innocuous events to more public debate.

By the 1950s, a few scholars were distancing themselves from their benevolent
colleagues. They were introducing the possibility of unflattering interpretations of
professions, suggesting that professionalism was a device by which the self-interest of a
work group could be furthered (Cogan, 1953; Friedman, 1962). The first evidence of
criticism towards the professions appeared in 1945 when Friedman and Kuznets published
a study on the effects of professionalism and income levels. Although their research was
the first to provide empirical evidence challenging professional licensure laws, the findings
were largely ignored by the social scientist community. It wasn’t until Gellhorn (1956) and
Friedman (1962) later addressed the issues of licensure that scholars began to view
government regulation as a malevolent force restricting competition and raising costs to
consumers. In 1958 the Journal of Law and Economics appeared as the first publication
to contain articles on the effects of regulation. Beginning with articles by Kessel (1958) on
the cost of medical regulation, and Moore (1961) on the covert purposes of licensure,
publications, particularly on the economics of professional regulation, flourished. Stigler’s
(1971) economic model of regulatory behavior, which contravened the traditional public-
interest view, furthered the curiosity and scepticism about the assumptions of professional

regulatory practices.

Yet, despite pockets of criticism, the number of health professional groups
proliferated at unprecedented rates, seemingly impervious to outside forces. The public
had a need for, if not dependency on, the knowledge and skills of professionals, sustained
by the inability to evaluate the technical merits of services provided and justifying the
prohibition of practice by anyone who has not undergone the scrutiny and approval of
licensure (Rubin, 1980). The political successes at the legislative level resulting from the

dynamics of small, well-organized, and special interest lobbying have become a critical
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ingredient supporting continued professional control of the professions (Tuohy, 1992).
And legislative committees, in the absence of concerted opposition, have continued to rely
on professional assertions that regulatory controls were necessary to protect the public

(Young, 1988).

Since the 1970s, two forces seem to have co-existed, each aware of, but relatively
unaffected by the other. Professional groups have continued to pursue, and succeed in
attaining, broadened, and in some cases, exclusive scopes of practice. Various attempts by
government to revise regulations have had virtually no effect on the allocation of functions
among health care personnel (Castonguay Commission, 1970; Ontario Commission on the
Healing Arts, 1970; Tuohy, 1994; Sutherland 1997). External to the professions,
economists and sociologists continue to generate a dramatically different body of literature
challenging the cornerstones of professionalism, remarkable in the relative absence of

published support for the public interest theory of self-regulation.

The earliest and primary target of such criticism was medicine—how it dominated
social policy, other related occupations, and patients; and how it had medicalized personal
and social problems (McKinlay, 1973; Berlant, 1975; Illich et al., 1978). As other health
professions came to be viewed under a similar lens, the literature turned to a variety of
themes: the decline, or at least the loss of status of professions in general; the decline of
autonomous practice (Blishen, 1991; Coburn, 1993; Brint 1994), the impact on
professions of financial and administrative policies undertaken by public and private
institutions, including governments; changes in the health labour market; the influence of

consumer movements; and the effects of licensure regulations.

In wvirtually every industrial nation, professions were undergoing unprecedented
turbulence (Blishen, 1991; Coburn, 1993; Freidson, 1994; Johnson, Larkin, Saks, 1995;
MacDonald, 1995; Decter, 1997). A few writers inco-rectly predicted the demise of

professions (Haug, 1975); a greater number prophesied reorganization of existing
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structures (Coburn, 1993; Johnson, Larkin, Saks, 1995) Nevertheless, Freidson (1994)
predicted that the shift in focus from a theoretical discourse on professional power to the
social and economic influence of professional work wouid remain the dominant theme in
evaluating professionalism today “because the high cost of health, legal, education, welfare

and other professional services has become a critical policy issue” (p. 4).

In the general context of an “irreverent age” (Ostry, 1978, p. 18), certain factors
can be more specifically identified which have cast the professions into sharper public
focus. Most stakeholders groups, including professions, agree that control of escalating
health costs is desirable. This belief has been reflected in recent health policy through a
near universal preoccupation with cost-containment (Manga, 1993; Blishen, 1994; Decter,
1997; Johnson, Larkin, Saks, 1995). Whether or not this is a primary motivating force
driving proposed changes in professional legislation is uncertain. What is clear is a number
of other factors which are also contributory: greater formal education in the health
workforce; more knowledgeable and assertive consumers who are desirous of greater
access to services and greater choice in the selection of treatment alternatives; the
explosive growth in the number of licensed professionals and the number of occupations
seeking professional status, mounting societal complexity and the resultant increase in the
demand for professional assistance and expertise; inefficiencies in professional service
delivery; underutilization of less costly but competent practitioners; unremitting increases
in professional service costs, overlapping of what have traditionally been exclusive
practice jurisdictions; and the apparent inefficiencies of professional licensing regimes.
Then, too, there has been a general shift in political values away from extensive and costly
regulatory structures in favour of private initiative and enterprise (Ostry, 1978; Dolan,
1980; Haug, 1980; Rubin, 1980; Young, 1988; Tuohy, 1992; Coburn, 1993; Brint, 1994;
Freidson, 1994; Sutherland, 1996).
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All of these factors have coalesced over the past few decades to explain a
sustained interest, if not preoccupation, in public policy and the health professions. The
greatest attention has been devoted to what has become a voluminous collection of
debates on the controversial issue of licensure, as the cornerstone of professional self-

regulatory status. The following section is devoted to that discussion.

PROFESSIONAL SELF-REGULATION AND LICENSURE

All of the traditional health professions, generally understood to include those
groups with free-standing Acts, i.e., medicine, dentistry, nursing, chiropractic, pharmacy,
and others, have been granted the legislative authority or autonomy to manage their own
discipline, that is, to be self-governing. There are two types of occupational regulation:
licensure and certification, usually referred to as right-to-title (Bohnen, 1994). Licensure
requires that an individual must obtain a license in order to engage in a practice area. This
regulation, which applies to the free-standing health professions, gives members of the
profession the exclusive right to provide a particular service to the public and prohibits all
others from engaging in the defined practice area. It also assumes right-to-title authority.
The second form of occupational regulation is certification which gives members of the
profession the exclusive right to use a title but does not prohibit non-professionals from
providing the service. In Alberta, all health professions governed under the omnibus
Health Disciplines Act have right-to-title legislation. (See Table 2, p. 108, Health
Profession Regulation in Alberta, for a list of health professions with free-standing statutes

or umbrella statutes.)

Professional self-regulation is a much sought after privilege, enhancing the
political, social, and economic power of an occupational group (Gross, 1988; Tuohy &
Wolfson, 1978; Rottenberg, 1980; Shimberg, 1982; Gross, 1988; Freidson, 1994).

Through this delegated function, self-regulating professional associations have acquired
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the statutory power to license, govern, and control those persons who assume membership
and engage in designated activities. With the authority granted through self-regulatory
status, professional associations exercise significant influence over the activities of its
members. They define the professional scope of practice, acceptable standarcs of practice,
codes of ethical conduct, and establish the boundaries of exclusive scope of practice
activities. In addition, they maintain the exclusive right to discipline members by revoking,
suspending, or altering the membership status of individuals who fail to comply with
established standards (Tuohy & Wolfson, 1978; Young, 1988). Through a formalized
system of professional credentialing, professional associations have established standards
for the preparation of practitioners and requirements for licensure which ensures at least
minimum qualifications for safe practice and excludes those who are unqualified. In short,
professional associations have acquired the legal authority to influence substantially the
terms on which the consuming public receives services—the nature of services received,
who can offer the services, and the methods by which they are provided (Rose, 1983;

Gross, 1988).

Forces Supporting Professional Regulation

The tradition of granting self-regulatory status to professional groups has long
been considered the unquestioned right of the traditional health professions (Gross, 1988).
During most of this century, the public perception of licensing, as the visible instrument of
professional self-governance, has been favourable. Licensing of practitioners has always
been accepted as a form of public protection; its social value has seldom been questioned

(Rottenberg, 1980).

Although most writers point to the vigorous efforts of professional associations as
instrumental in the successful pursuit of self-governance (Horowitz, 1980; Haug, 1980;

Rose, 1983; Gross, 1988), there are at least three additional factors which have promoted
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and sustained a reliance on this form of professional control. First, there is a long-standing
and traditional acceptance of professional self-regulation. As previously described, the
roots of this tradition date as far back as the medieval guilds, when the professions formed
private professional gicups to advance mutual interests. In more inodern times, licensing
authority has been considered the unquestioned right and hallmark of a profession,
thought to be the concern of only the professional individuals and organizations that were
affected by them (Gross, 1988). Beyond the heritage of tradition, the unchallenged

argument has been that without some type of regulation,

the citizenry would suffer irreparable physical harm, emotional injury, or
financial loss at the hands of practitioners whose lack of skill, knowledge,
or ethics makes them unable or unwilling to foresee or forestall the
commission of hurt to those they are supposed to serve. (Gross, 1988,

p. 16)
Embedded within this description are the fundamental elements of specialized
technological knowledge and skills, largely unavailable to those seeking health services. In
fact, it is in regard to this latter circumstance that the system of self-governance and
licensing has, until recently, met the needs of patients and the public (Olley, 1978;

Ehrenreich, 1978; Freidson, 1994).

Second, the public has a need for, if not dependency on, the knowledge and skills
provided by professionais, augmented by the inability to evaluate the technical merits of
the services provided. Owing to both the complex and esoteric knowledge involved and to
the emotional and physical incapacitation that often accompanies illness, Freidson (1994)
and others concluded that patients were not in a position to be adequately informed and
fully rational consumers who were capable of looking after their own interests in the
medical market-place. Such a notion has persisted for some time, as noted in the earlier

view of Lieberman (1978), who suggested that
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In a complex, technological society we are all at the mercy of experts. The
layman cannot protect himself against the misuse of the professional’s
expertise, and except within the narrow bounds of our own specialties we
are all laymen facing a world of diverse and mammoth mysteries. To
require that we take responsibility for judging all those whose services we
require is utopian; no such responsibility can exist in the modern world.

(p. 90)
In fact, any reliance on consumers to identify improper professional behaviour contradicts
a basic tenet that a non-professional is incapable of judging the behaviour of a professional
(Manitoba Law Reform Commission, 1994; Brint, 1994). As noted by Ehrenreich (1978),
the public condoned, if not welcomed, a dominant-submissive relationship with health
professionals in the knowledge that gaining information necessary for self-determination
was not possible. In turn, the payoff for the public was that professionals were seen to
bring order to an otherwise technically complex and confusing world. It was for these
reasons that Freidson (1994) further concluded that restrictive licensing which limited the
patient’s freedom to choose health practitioners was justified. Such justification was
premised on the notion that most of the value of choice was dependent on the user’s
ability to assess variation in alternatives. Without adequate knowledge, the idea of choice
was largely empty of practical significance (Olley, 1980, p. 78). Thus, these attitudes
towards experts and expertise provided significant support for professional dominance and
led to the third force, that of government sanction, if not promotion, of professional self-

governance.

Each of the primary professions has wide fields of specialized knowledge and
practice in a variety of settings. Ensuring the competence of individuals within the
profession, therefore, has presented a challenge to government. The assumption was that
both patients and government had inadequate knowledge to judge the competence of the
provider or the quality of the service. Also, governments had neither the funds to educate

the public nor the knowledge to monitor the scattered practice settings. Furthermore,
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governments were aware that peer review would be more acceptable than alternate forms
of external enforcement. Thus, when faced with a supportive public who had traditionally
raised little opposition and professional associations who advanced convincing claims,
cxerted strenuous lobby efforts and were willing to absorb the administration costs of
regulation, governments welcomed the opportunity to delegate authority (and the financial
responsibility) for the management of professional jurisdictions to the professional
associations. In the absence of any third party interests in the financial or social aspects of
the professional-patient interaction, and in the face of fairly uniform and accepted forms of
service delivery, this seemed to be a reasonable policy solution. In fact, it could be
described as an unusually satisfactory solution, wherein all stakeholders supported the
policy direction (Tuohy and Wolfson, 1978; Lomas and Barer, 1986; Manitoba Law

Reform Commission, 1994).

Issues Surrounding Licensure of Professionals

The uncritical acceptance of licensing began to lose ground in the early 1970s as
research efforts brought occupational regulations, in general, into sharper focus
(Trebilcock, 1978; Ostry, 1978; Gross, 1988; Brint, 1994). The earliest critics were
political scientists and economists who, sceptical of the social benefits of occupational
regulation, charged that licensure operated as a legally sanctioned cartel, restricting entry
of would-be professionals and restraining competition among competent professionals
from different fields (Stigler, 1971; Peltzman, 1976). In addition, exclusionary practices by
licensing boards were being linked unfavourably to professional incomes and rising

consumer costs (White, 1979; Shimberg, 1982).

In 1976 in response to growing public concern about regulatory agencies, the first
‘sunset’ laws were passed in the United States, and sometime later in Canada, stipulating

that regulatory agencies were to be abolished according to a predetermined timetable
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unless they could demonstrate evidence supportive of continuation (Martin, 1980).
Although these laws were later to prove ineffective in constraining regulatory practices,
they had two significant effects. The public was alerted to the financial impact of licensing
agencies, an awareness which coincided with the rise of consumerism and increasing
interest in the cost, quality, and availability of essential services. And legislators, who had
previously paid little attention to licensing practices, developed an interest in the
relationship between health care expenditure and the assumptions underlying regulatory
health policy. As professional regulation and licensure came under increasing scrutiny,

basic assumptions were challenged.
Public Interest and the Demand for Licensure

Occupational licensure is an instrument of public policy, and is singularly and
vigorously defended on the basis of public interest (Young, 1988; Rottenberg, 1980). In
fact, it would be difficult to find any argument for regulatory intervention in a professional
area that was not based on the theme of public interest (Wolfson, Trebilcock, and Tuohy,
1980). When campaigns are conducted either to secure the initial passage of a licensing
statute, to increase entrance requirements, or to broaden the definition of professional
practice, it is invariably true that professionals will argue that legislation will protect the

public by excluding those considered to be “charlatans or quacks” (Young, 1988, p. 15).

Professional associations or boards protect the public interest by either screening-
out those who are unqualified to practice or disciplining those who are in breech of
practice standards. The goal of this ‘preventive enforcement’ is to exclude unqualified
individuals from practising, thus reducing the likelihood of injury to the public.
Associations also protect the public by monitoring the competency of members and
investigating complaints received from consumers and other professionals. Licensees who

do not adhere to acceptable standards of practice or conduct can be disciplined by means
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of a reprimand, a suspension, or the revocation of the individual’s license and thus the

permanent or temporary loss of the right to practice (Shimberg, 1982, p. 101).

Proponents of regulation argue that licensing assures the public that the quality of
the service or product they are purchasing is maintained through the exclusion of those
unqualified to practice and enhanced through the strengthening of requirements for those
seeking entry to practice. Although a number of economists (Maurizi, 1974, Stigler, 1971;
White, 1979) support the notion of the free-market economy, others contend that on the
basis of information asymmetry, the public is not an adequate regulator of harmful
conduct, particularly in relation to professional services. The lay person, it is believed,
cannot protect himself against the misuse of professional expertise or discriminate between
a variety of services, other than within the narrow bounds of personal knowledge or
experience. Licensing requirements, therefore, assure the public that practitioners are

competent to practice (Freidson, 1994).

Two theories have been advanced to explain the phenomenon of licensing. Wilson
(1980) refers to the ‘public interest model’ in which regulation is introduced for the
benefit of the public, ideally at the urging of consumers. Stigler (1971) referred to an
‘acquired or economic model’ wherein occupations sought to acquire regulation for their
own benefit rather than public benefit. Licensure, he believed, served the economic
interests of occupational groups because it became the means by which members were
protected from the inherent risks of unregulated markets, an observation which Benham
(1980) later referred to as “career insurance” (p. 17). Other critics of the public interest
theory believe that self-interest has been and remains the primary motivator of regulatory
legislation (Friedman, 1962; Benham, 1980; Hogan, 1983; Gaston and Carroll, 1983;
Young, 1988). Consumers rarely engage in campaigns to license occupations. In an often
quoted observation, Lieberman (1978) pointed out that although professional licensure

was always articulated in public interest terms, regulation was sought by professionals
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rather than the public whose interests were said to be in jeopardy in the absence of such
protection. Puzzled by these circumstances, Lieberman noted that “the claim to self-
regulation is strange. We don’t ask non-playing members of a football team to referee
zames involving their teams. Why, then, do we, with such nonchalance, let professionals

assume similar power?” (p. 90).

The ‘control’ function of licensure and the inhibition of competition have attracted
many critics. One of the earliest and most vocal was Friedman (1962), who attacked
licensure on the zround of economic inefficiency and infri‘;lgement of freedom of both
consumers and providers of services. In his view, “Licensure almost inevitably becomes a
tool in the hands of a special producer group to obtain a monopoly position at the expense
of the rest of the public” (p. 148). Further, economic and social costs were incurred when
individuals who wanted to practice were restricted from doing so, and when the public
was deprived of a variety of services, some potentially less costly. At the time, Friedman

was described as radical in his views; however, many of his statements have been revisited

in later decades (Wright, 1978, p. 126).
Restrictions on Entry to Practice

In order to protect the public, professional licensure is intended to prevent those
who are unqualified from practising in a given occupation. Thus, licensing laws typically
require that practitioners meet four requirements: (a) graduation from a recognized
program of study, (b) successful completion of an examination, (c) evidence of supervised
experience or apprenticeship, and (d) proof of residency or citizenship (Gross, 1988;
Young, 1988). Enforcement of these requirements is the responsibility of the professional

association or licensing board.

Critics argued that many requirements found in licensing statutes have been

historically and arbitrarily established, and are not based on evidence of minimum levels of
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knowledge and skill necessary to ensure adequate service (McClelland, 1973; Collins,
1979; Hogan, 1983). Historically in nursing, a diploma in nursing has been obtained at the
completion of a two, three, or four year training program. Data do not indicate
unaccepiable performance among any of these graduands (Dolan, 1980). Collings (1988)
theorized that skill requirements of jobs were largely the result of organizational politics
and that credential requirements were more related to availability of manpower than job

requirements (p. 175).

Once licensure regulations have been introduced White (1979) claimed that
“escalator” or inflationary effects were likely to result in demands for additional regulatory

requirements (p. 25). However, as Shimberg (1982) observed,

Beyond a certain point, additional training does not mean a higher quality

of service. What it may mean instead is that the practitioner can charge

more for his or her service because of the long time spent in training and

because the supply of practitioners may have been thinned out because of

the unnecessarily long training requirements. (p. 40)

In some areas, citizenship status and residency requirements are required as a
condition for licensure. Defenders of these standards argue that the practice of a
profession is closely associated with the history and traditions of a jurisdiction and
therefore licensees should be citizens (Young, 1988). As Shimberg (1982) has noted,

residency requirements, although considered unconstitutional, at least serve as an

intimidating effect on those wishing to apply for a license.

Licensing examinations have also served to restrict mobility, creating
maldistributions in the supply of practitioners and inflated professional incomes. In Canada
and the United States reciprocity does not exist in all areas. Professionals wishing to appiy
for a license to practice may be required to write a qualifying examination and seek

licensure initially in an alternate jurisdiction. Several studies have also correlated restricted
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mobility with higher than average earnings for resident practitioners (Boulier, 1980;

Kleiner et al., 1982).
Role of Licensing Boards

Although licensing bodies have been entrusted with the responsibility of protecting
the public from incompetent practitioners, they have been described as more zealous in
prosecuting unlicensed practitioners than disciplining licensees. Young (1988) reported
that despite the increase in disciplinary actions taken by medical boards, most actions were
imposed because of violations related to competitive behaviour rather than malpractice or
incompetence. There have also been historic reluctance by all professional groups to
provide data on disciplinary actions against members. While there is support for issues of
confidentiality, critics argue that preservation of professional solidarity and public image
may also be operational (Hogan, 1983). Derbyshire (1983), an authority on medical
licensing, and himself a physician, has been critical of the effectiveness of medical licensing
boards. He reported that in a typical year, 0.16% of physicians were disciplined. Actual
evidence of unethical or incompetent physician practice was estimated to range from 2-

10% (Young, 1988).

Similar circumstances have been documented in the legal profession. A report from
an independent review of the American Bar Association concluded that disciplinary action
was virtually non-existent, supported by the finding that in a year selected as typical, only
0.1% of lawyers were disciplined. Other evidence suggested that observed misconduct,

although not reported, was much higher (Young, 1988).

Licensing boards have also been delegated the function of periodically assessing
practitioner competence (Hogan, 1983; Gross, 1988). The most common vehicle has been
the adoption of required continuing education credit. Weaknesses in this system have

included insufficient resources to oversee mandatory programs and ambiguous grading
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standards. Physicians correctly charged that there was no relationship between the quality
of patient care, physician performance and continuing education requirements (Derbyshire,
1983, p. 200). Shimberg (1982) observed that courses on public speaking, assertiveness
training, and accountancy were primarily chosen on the basis of personal interest rather

than to coirect clinical deficiencies.
Effects of Licensure on Income and Costs

Friedman and Kuznets (1945) were the first researchers to document the effect of
occupational regulation on entry restriction and income, concluding that incomes were
disproportionate in relation to the training and skill of professionals. Trebilcock (1978)
came to a similar conclusion, noting that the high cost of health services, largely related to
professional incomes, seemed to reflect less than fully effective regulatory constraints on
the economic behaviour of professionals. Other studies have supported a similar theme. In
a study of licensed laboratory workers, income levels were found to be 16% higher than

those with less mandatory regulations (White, 1980). He concluded that

in the absence of any evidence that occupational licensure increases the
quality of laboratory tests, the results [of licensure laws] suggest that policy
makers should be cautious in introducing new laws, or strengthening old
ones; these actions may sharply increase costs and leave quality unchanged.

(p. 102)

Where jurisdictions have established non-reciprocity, dental fees have been shown
to be higher than in those areas which recognized out-of-state licenses. Shepard (1978)
estimated that the price of dental services and incomes of dentists were 12% to 15%
higher than in non-reciprocity states, with an accumulated cost to consumers of

$700 million.

Available Canadian data have yielded similar results. In a series of studies by

Muzondo and Pazderk (1980) on professional groups, restrictions on advertising were
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found to increase earnings by one-third. Restrictions on fee competition were also found
to increase income by 10% and restricted mobility increased professional income by 4%.
Taken together, the net effect of these restrictions to the Canadian consumer was

estimated at $350 iuillion.
Licensing and Quality Assurance

Proponents of licensing defend professional regulation on the basis that it is the
only means by which optimal standards of quality can be maintained (Dingwall and Fenn,
1987). While this assumption has, until recently, not been challenged, there is little
evidence to substantiate or negate such a claim. Some evidence has supported the
argument that licensing restrictions enhance quality. In a study of optometrists (Begun,
1981) and pharmacists (Martin, 1982), licensing requirements have been associated with
higher quality of service. In contrast, a study comparing services performed by opticians,
ophthalmologists, and optometrists revealed similarities in quality with variation in cost.
Despite these studies, most evidence seems to indicate that licensing, of itself, has a
neutral effect on quality (Young, 1988). Licensing regulations have been designed to
ensure the public that practitioners have achieved a minimum standard of practice.
However, Carroll and Gaston (1983) claimed that licensure did not guarantee that a higher

quality of service would be received by the public.

The relationship between quality service and licensure remains elusive and largely
assumptive. A number of studies of non-professional occupations have disputed the claim
that licensed trade workers provide a better quality of service (Maurizi, 1980; Carroll and
Gaston 1981; Leland, 1980). Such findings have been inappropriately extrapolated to the
professions in the absence of substantiating evidence. However, Carroll and Gaston
(1981) found evidence of quality service within specific professional and paraprofessional

groups, irrespective of licensure regulations.
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Licensing and Scope of Practice

One of the most contentious issues related to professional regulation is that
associated with scope of practice. Licensing laws are commonly referred to as ‘practice
acts,” because they grant authority to licensees to engage in defined practices within a
profession. Exclusive scopes of practice legally exclude anyone without 2 license from
performing any of the defined activities. Tuohy and Wolfson (1978) noted that professions
may define an exclusive scope of practice more broadly than is warranted by its specialized
knowledge base, thus inhibiting a rational and cost-effective allocation of functions in its
sphere (p. 116). Alternatively, practice acts can be very definitive such that legal
determination is necessary to determine if performing a particular task constitutes a
violation. Using the common example of providing medication, medical acts stipulate that
only physicians may “prescribe” or “furnish” drugs, pharmacy acts authorize pharmacists
to “dispense” drugs; and the nursing practice acts allow nurses to “administer” them.
Aside from a matter of semantics, interpretation of these directives affects the behaviour
of health personnel (Roemer, 1970, pp. 48-49). Thus, the conclusion by Trebilcock (1978)
and others has been that exclusive licensing regimes have been used “too pervasively and
indiscriminately in the past . . . suggesting greater caution in its use than has hitherto been

the case” (p. 11).

It has been the concerns over escalating health care costs which have generated
interest in the use of paraprofessionals. However, since the allocation of manpower has
been closely linked to scopes of practice, realignment of the workforce has remained
largely unchanged (Ontario Commission on the Healing Arts, 1970; Castonguay, 1978,
Tuohy, 1994; Sutherland, 1996). As Hogan (1979) noted,

By defining in extremely broad terms the practices restricted to fully
licensed practitioners, and by making no provision, or very rigid or narrow
provisions, for delegating functions to others, licensing laws unnecessarily
limit those who can provide auxiliary services. (p. 277)



70

There is substantial evidence that alternate practitioners can provide cost-effective
and safe service provision within specific parameters. A Canadian government survey of
dental practice showed that as much as 80% to 90% of the work performed by dentists
could be perfcrmed safely by auxiliary practitioners with approximately 20 months of
related training. Although the effectiveness of dental nurses in remote areas of northern
Saskatchewan was unchallenged, the program disappeared due to the opposition of the
Saskatchewan Dental Association (Boase, 1994; Sutherland, 1996). Another study
estimated that dental care costs in Ontario could be reduced by 40% if dentisis were to
make optimal use of paraprofessional (Evans, 1980). Paraprofessional training for those
providing health services in the military have historically been of shorter duration than for
civilians, without compromising quality (Arhoff, 1971, cited in Hogan, 1983, p. 128).
Lave and Lave (1970) estimated that 80% of pediatric practice could be done by

practitioners with lesser training than pediatricians.

The demonstrated acceptance of the nurse as a primary health care practitioner in
the United States and Canada has been the subject of much discussion, recommendation
and conclusive evidence (Health and Welfare Canada, 1971; Spitzer and Kergin, 1971,
Boudreau, 1972; Spitzer, 1978; Sutherland, 1996). In a Canadian study by Spitzer (1978),
in which nurses and physicians were co-practitioners, the cost of care was reduced, quality
of care was maintained, and patients were satisfied. Other studies have found that
physician assistants were able to provide quality care for elderly populations and
disenfranchised groups (Young, 1988). And Scandinavian studies have demonstrated that
increasing the regimen of standard preventive procedures which can be performed by
dental hygienists reduced the incidence of dental caries and periodontal disease (Dolan,

1980).

The effective utilization of these practitioners has been restricted largely because of

the legal and traditional implications of medical practice acts which identify the diagnosis
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and treatment of illness as the exclusive right of physicians (Storch, 1994). Further,
independent practice is hampered by the legal fequirement that many non-physician
practitioners, i.e., nurse practitioners and physician assistants, are required to work under
the supervision of a physician or other designated professional (Leitch & Mitchell, 1977,
Sullough, 1978), and reimbursed on the basis of substitute, rather than add-on service
provision. This latter circumstance has rarely been satisfactory to physicians, and has been
projected to remain a restriction under existing fee schedules (Tuohy, 1992; Boase, 1992,
Manga, 1993; Decter, 1994). Similar requirements apply to dental hygienists and
denturists. Such requirements have effectively eliminated independent practice, particularly
intended for service provision in rural and remote areas and for disadvantaged populations

(Dolan, 1978).

Debates over the utilization of alternate professionals and extended practice have
spanned decades, leaving an observer to ponder over the reticence in light of the evidence.
Perhaps Dolan (1978) came the closest to capturing the spirit of the explanation when he
stated,

Many legislators simply do not wish to take the personal responsibility for

adverse results and therefore take the path of greatest confidence—the

status quo. Virtually no one is willing to abolish licensing laws; and having

conceded this, one is left in the quagmire of line-drawing in scopes of
practice, supervisory requirements, and barriers to entry. (p. 239)

CHAPTER SUMMARY

The opening section of Chapter 2 defines policy analysis, describes the design of
effective policy research, particularly those considerations related to prospective policy
analysis design, and the application of these concepts within this study. Dunn’s Model of
Policy Analysis (1981) provides the framework within which proposed elimination of the

exclusive scope of practice clause from nursing legislation can be conceptualized as a
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public policy issue in Alberta. The three components of the model—the stakeholders, the
policy environment and the related public policies—were discussed in relation to those
influences which have or are contributing to the current proposed change to existing

health profession legislation.

The three groups of policy stakeholders were identified as the health professions,
government policy-makers and the public as the consumer of health services. The
discussion of the health professions highlights the importance which professions attach to
self-governance and exclusive practice areas. Historically, a small number of autonomous
professions have controlled large practice areas. However, the emergence of new health
profession groups has precipitated changes in interprofessional relationships and

stimulated a changing policy environment.

The primary purpose of health profession regulation is the protection of the public
interest. The discussion of this premise included the basic assumptions on which this
purpose is based. The argument most repeatedly advanced is that some form of regulation
of health professionals is necessary to protect the consumer of health care who, because of
lack of knowledge, is unable to evaluate practitioners or the services provided. The
collective public interest was also described in relation to the necessity of ensuring that
resources are allocated in a technically and resource-efficient manner for populations. It
was in this regard that governments rather than professions were seen to possess
knowledge of resource consumption by the aggregation of patient-professional encounters

and the distribution, roles and incentives of the overall health care system.

Policy-makers as stakeholders were seen to be central to the introduction of
proposed changes to health profession legislation. Concerns over rising health care costs
and the proliferation of health professions have prompted a number of provincial
governments to commission reviews of existing legislation. The earliest of the these

reviews was the Castonguay Commission in Quebec and the Commission on the Healing
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Arts in Ontario, initiated shortly after, and prompted by the passage of the national
Medical Care Act in 1966. Each of the commissions struggled with the need to reconcile
the conflicting issues of professional self-regulation, government control, and the public
interest. The resulting legislation, the Professional Code (1973) in Quebec and the Health
Disciplines Act (1974) in Ontario, reflected modifications to professional self-governance
authority and revisions to exclusive practice jurisdictions. With apparent disappointment in
the outcome of the legislative changes in Ontario, the Health Professions Legislative
Review was established in 1982, Nine years later the resultant Regulated Health
Professions Act depicted a marked change from previous legislation with the elimination
of exclusive practice jurisdictions and the introduction of thirteen ‘controlled’ acts. This
model has been viewed with interest in other provinces and is evident in the proposed

legislative changes in Alberta.

The discussion of the policy environment surrounding health profession legislation
highlighted the jurisdictional disputes which have characterized inter-professional
relationships as scopes of practice expanded and overlapped. While the medical profession
has been tenacious in their resistance to intrusions within their exclusive jurisdiction, an
increasingly well-educated cohort of professionals has challenged this claim. The resulting
issue has been the increasing conflict between professional groups within a fundamentally
changing environment, motivating governments to bring about rational planning to a

complex and historically resistant problem.

Discussion of health policy focused on the evolution of policy strategies as they
have been transposed from a pluralist to corporatist approach. The pluralist approach to
policy-making, largely reflecting the outcome of competition among professional interest
groups, was seen to dominate the policy environment resulting in uncoordinated policy
directions. More recently, governments were becoming more proactive in establishing long

term policy directions. The corporatist model was described as reflective of the
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cooperative involvement of all interest groups and a more balanced relationship between

the health care sector and government.

The second section of the chapter provides an overview and description of the
process by which occupations achieve professional status and the more recent shift in the
conceptualizations of professions. Sociologists have generated a large body of literature in
attempting to define an ideal profession. The dominant theme of these writings seemed to
converge around three defining characteristics: specialized knowledge, autonomous
practice and an altruistic view of patients. After decades of inconclusive debate over
definition, attention was directed towards the process by which occupations become a
profession. Occupations in pursuit of professional status were seen as progressing through
a series of predictable stages: defining a jurisdiction, establishing a professional
association, initiating education programs, establishing standards of practice and codes of
ethics and licensing requirements and ultimately achieving the authority of self-governance

over an exclusive practice area.

Through the process of professionalization, professional groups became the
controllers of expert knowledge and areas of practice. Professional associations evolved
steadily into influential organizations, becoming the formal and collective means by which
the interests of its membership and the public interest were expressed. They defined
professional scopes of practice, codes of ethics, and claimed the right to exclude those
who were unqualified from practising within a defined area. Standards of practice,
together with the authority to influence labour markets by means of credentialing and
licensure requirements, combined to shape the pursuit of professional autonomy and self-

governance.

One of the striking features of the politics of professions was the rapidity with
which views appeared to change. Beginning in the 1970s, professional power replaced

expertise as a central theme in the literature. Economists noted the closed, monopolistic
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character of the professionalized labour market and political scientists were
conceptualizing professions as privileged private governments. And policy-makers were
portraying the process of professionalization as insular in its vision of what was perceived
as good for the public. Attention shifted from an interest in professional norms and role
relations to an analysis of professional control over the work place and the role of power

in maintaining such control.

In more recent decades, the theme of professional power has been redirected at the
social and economic influences of the professions. Professions have become exposed to
public scrutiny in relation to their numbers, their costs, and their benefits. Shifts in the
ideological climate have lead to pressure to reduce professional control over the allocation
of practitioner functions, often sustained by exclusive licensing. Proponents of licensure
laws have argued in support of the necessity to ensure a certain quality of professional
service and to protect the consumer from fraud and incompetence. Others questioned their

purpose and utility.

The final section of the chapter provides a description of professional licensure as
background to the emergence of professional regulation and exclusive practice areas. The
discussion includes a review of the substantial literature on occupational licensure, much
of which cites a variety of research studies conducted primarily by economists and
sociologists who challenged the underlying assumptions of regulatory practices. In this
body of literature, professionals have rarely been ‘heard from.” However, the consensus of
the published views is that licensure is almost always sought by professionals, creates
barriers between professions, is not directly related to the quality of service, unnecessarily

restricts service provision and increases health care costs.



CHAPTER 3

RESEARCH DESIGN AND METHODOLOGY

Chapter 3 provides a detailed description of the theoretical framework, research
design, data collection and data analysis procedures utilized, and a description of the
process of conducting the research. Decisions made in the data collection and analysis
process are identified, and the rationale underlying each decision is described. Validity,
reliability and generalizability of the findings are discussed, along with a description of the
specific measures taken to address these elements. The ethical considerations implicit in

the study, and strategies adopted to address these considerations are addressed.

CONCEPTUAL FRAMEWORK

The conceptual framework of this study embodies the concepts of prospective
policy analysis. The specific model utilized as the framework is an application of Dunn’s
(1981) Model of a Policy System to the issue of eliminating the nursing exclusive scope of
practice and identification of policy alternatives for resolution of this issue. Figure 1 is a

diagrammatic representation of the conceptual model.

Policy

stakeholders

Policy > Public

environment [& policies

Figure 1. Three elements of a policy system (adapted from Dunn, 1981, p. 46)
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In Dunn’s (1981) model, a policy system is described as the overall institutional
pattern within which policies are made, including the interrelationships among three
elements: public policies, policy stakeholders, and policy environments. Public policies are
a series of related choices, including decisions not to act, which are made by government
in response to public issues. A policy issue is the result of diverse definitions of a policy
problem, and is influenced by actual or potential courses of government action that
involves conflicts among different segments of the community. The definition of a policy
problem is shaped by policy stakeholders; that is, individuals or groups that have a stake
in the policies as they affect and are affected by governmental decisions (pp. 46-48).
Examples of policy stakeholders are elected leaders, labour groups, citizen groups,
political parties, government agencies, professional associations, and consumer or client
groups. A policy environment is the specific context in which events surrounding a policy
issue occur. This context is influenced by policy stakeholders who may define policy

problems differently in response to perceived policy environments.

In the context of this study, public policy refers to the current proposed change to
the Nursing Profession Act, and the variety of legislated changes which have been a
precursor to the proposed change. Policy stakeholders are those individuals and groups
with a vested interest in the proposed legislative change. The policy environment is the
historical and socio-political context which is influencing the policy issues. Each of these

elements formed the basis for the research questions and the framework for data analysis.

STUDY DESIGN

This study was designed as a qualitative case study of the issue of elimination of
the nursing exclusive scope of practice. As Dunn (1981) noted, an issue case study deals
primarily with the formulation of a problem and possible solutions, and only rarely reaches

definitive conclusions (p. 362). Case studies generally form the first phase of an in-depth
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policy analysis and include the background of the problem, the perceptions of the
significance of the issue in a policy context, description of the issue, analysis of the issue,

and development and analysis of possible solution (p. 363).

Yin (1984) characterized case studies as empiricai inquiries that used multiple
sources of evidence to investigate complex phenomena within their real-life contexts.
According to Gay (1987), case study research is a particularly useful methodology to
determine the relationships among factors that result in the current behaviour or status of
the subjects of the study. Thus, its purpose is “to determine why, not just what” (p. 207).
There are four characteristics of a case study which are central to this objective. First, case
studies are particularistic, having a specific focus on a process. Second, case studies are
descriptive, providing a rich, “thick” description of the phenomenon under study. Third,
case studies are hewristic in that they illuminate an understanding of the phenomenon
under study. And fourth, case studies are inductive in that generalizations, concepts, or

hypotheses emerge from an analysis of data (Merriam, 1988, pp. 12-13).

Case study research has proved particularly useful for the analysis of policy
formation. In describing the strengths of this type of research, Lincoln and Guba (1985)
noted that case study research facilitates an understanding of human action and interaction
within given contexts. Since a change process is fundamental to policy analysis, case
studies are, according to these researchers, “better able to assess social change than more

positivistic designs (p. 33).”

One must also recognize certain limitations in the use of case study research.
Although a rich, thick description and analysis of a phenomenon may be desired, the time
or money for such an undertaking may be limited. Merriam (1988) cautioned that the
amount of data selected for analysis may lead the reader to erroneous conclusions which
overly simplify or exaggerate a situation. Thus, as the principal instrument of data

collection and analysis, the researcher is reliant on personal sensitivity and integrity to



79

guide the investigation. An additional limitation is related to the “unusual problems of
ethics” wherein a researcher could select from among available data only that information
which is supportive of a particular position (p. 34). Careful design of the study and
externai review of data analysis and conclusions were recommended as assisting in the
control of these limitations (p. 36). A final limitation is related to the political nature of
case studies.

At all levels of the system, what people think they are doing, what they say

they are doing, what they appear to others to be doing, and what in fact

they are doing, may be sources of considerable discrepancy. (MacDonald
& Walker, 1977, as cited in Merriam, p. 34)

DATA COLLECTION METHODOLOGY

Data were gathered by document analysis and semi-structured interviews. The
investigation focused on obtaining factual information, opinions, and perceptions of key
informants representing the nursing profession; the Departments of Health, Labour, and

Advanced Education and Career Development; and the public.

Interviews

Semi-structured interviews were conducted with all participants. In recommending
this form of data collection, Borg and Gall (1983) claimed that “it provides a desirable
combination of objectivity and depth and often permits gathering valuable data that could
not be successfully obtained by another approach” (p. 442). Similarly, LoBiondo-Wood
and Haber (1998) supported this methodology as a means of collecting richer and more
complex data by allowing the interviewer the opportunity to probe for greater

understanding of a particular response.

According to Morse and Field (1995) three sources of error affect the validity of

data collected through interviews. The attitude or predisposition of the respondent will
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directly affect the quality of the response. They suggest that careful attention to the design
of the study and the format of the interview will eliminate or minimize the effect of
respondent predisposition. Similarly, the predisposition of the interviewer, involving
confidence, ability to establish rapport, and recognition of stereotyped expectations of
people and their responses can bias data collection. The explanation of the study,
techniques utilized to achieve respondent comfort and openness, and the conduct of the
interview itself affect the validity of the data collection. Finally, interview bias wherein the
interviewer unwittingly leads the respondent to answer questions in a certain way is a
possibility, particularly in an unstructured interview. In this regard, interviewer awareness
of non-verbal responses to participant comments increases the validity of the

methodology.

Document Analysis

Relevant literature and government documents were subjected to the process of
document analysis. In what Strauss and Corbin (1990) describe as a constant comparative
method, data are continuously compared with other data for evidence of similarities and
differences. According to these researchers, this process of cross-validating research
findings is a recommended method to increase the level of confidence in the validity of the

data.

Concerns of validity, reliability, and generalizability of collected data are
associated with document analysis. Validity and reliability are related to the accessibility of
information, the representativeness of the information collected, and possible biases in the
interpretation of responses. Generalizability is related to the context in which the data
were generated, and determination of whether the responses were unique to a participant

or reflective of a broader perspective (Strauss & Corbin, 1994).
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THE DATA COLLECTION PROCESS

Data were collected through literature and document analysis, and through

participant interviews in three distinct phases.

Selection of Respondents

Fourteen participants were chosen by a purposive sampling technique, that is, the
individuals chosen were those who the researcher believed were the most knowledgeable
in the field of health profession legislation and regulation and were aware of the proposed
Health Professions Act. Each study participant was selected from one of four stakeholder
groups considered to be central to the elimination of the exclusive nursing scope of
practice from existing legislation. The following section describes the four stakeholder

groups and the participants selected within each group.
The Nursing Profession

Determining which health profession groups to include in the study presented
difficulties for the researcher. The concern was that by focusing on one profession an
incorrect assumption could be made that proposed legislation changes applied only to the
nursing profession when in fact proposed changes were uniformly applied to all health
profession legislation. However, there was a necessity to limit the study to ensure its
completion within the time and resources available, but also a need to ensure that the
study resulted in a full description and analysis of the issue of eliminating the exclusive
nursing scope of practice. Thus, the nursing profession was chosen from amongst thirty-
one health professions for several reasons. First, this group is the largest health
professional group and is characterized by strong and diverse interest groups representing
practitioners, educators, researchers, and administrators, and also by a vocal and
influential union organization. Second, the nursing profession has a long and well

documented history of regulatory changes including the achievement of exclusive practice
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legislation. Third, the nursing exclusive scope of practice was functionally different from
the other seven health professions with similar legislation. Fourth, the researcher is familiar
with and was involved previously in health profession legislation discussions pertaining to
this discipline. And, fifth, because of the traditionally broad and non-definitive scope of
nursing practice, this profession may experience greater role transition because of the

proposed changes in health profession legislation than would other professional groups.

Seven nursing participants were chosen to participate in the study. These
individuals represented the professional nursing association, nursing unions, educational
institutions, and practice settings and were selected on the basis of their knowledge of
existing and proposed nursing legislation. Each of the participants had been actively
involved in the nursing profession at the time the exclusive nursing scope of practice was
instituted in 1984, and most had been involved in, or were knowledgeable about, other
discussions concerning nursing legislation prior to or following that period of time. All of

the potential interviewees who were initially approached agreed to participate in the study.
Licensed Practical Nurses

One representative of the Professional Council of Licensed Practical Nurses was
chosen to participate in the study. The licensed practical nurse group was included in the
study for two reasons. First, the registered nurses and the licensed practical nurses have
held complementary roles since the late 1940s. Since that time, the scope of practice of
licensed practical nurses has expanded to include tasks traditionally considered within the
scope of practice of registered nurses. Some of these tasks include taking temperatures
and blood pressures and more recently, administering oral medications. This circumstance
has been of concern to the Alberta Association of Registered Nurses. And, second, with
the proposed elimination of the nursing exclusive scope of practice and the introduction of
restricted activities, these concerns have escalated amongst registered nurses. The concern

is that licensed practical nurses will assume a larger portion of the scope of practice of
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registered nurses. Thus, because of this background and the proximity in which these two

groups practice, it seemed prudent to include a representative of the Professional Council

of Licensed Practical Nurses in the study.
Government Representatives

Three participants, each representing one of the Departments of Health, Labour,
and Advanced Education and Career Development, were selected to participate in the
study. The Department of Health is officially responsible for legislation governing six
health professions with free-standing statutes, one of which is the Nursing Profession Act.
Therefore, a bureaucrat from the Department of Health who was the spokesperson for the
Nursing Profession Act was selected to participate in the study. The Department of
Labour is responsible for legislation governing the remaining eight free-standing health
profession statutes and the umbrella Health Disciplines Act. The participant chosen from
the Department of Labour was included because of her long-standing involvement with
health profession legislation dating back to the introduction of the exclusive nursing scope
of practice to the Nursing Profession Act. The Department of Advanced Education and
Career Development has traditionally been represented in discussions pertaining to health
professional legislation because of its mandate to approve funding for educational
programs and to approve credentialling requirements for entry to practice in all health
professions. The participant chosen to represent this department was an individual with
extensive government and educational administration experience related to the registered
nurses, the licensed practical nurses and other allied health groups. This individual had also
been a member of the Health Workforce Rebalancing Committee which had been
established by the Ministers of Health and Labour in 1994 and given a mandate to oversee
changes to existing health profession legislation and to recommend changes in funding

allocations.
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Public Representation

Since the fundamental purpose of health profession legislation is to protect the
public interest, it seemed essential to incorporate a public perspective. The difficulty was
to identify individuals who had substantial knowledge about health profession legislation,
were knowledgeable on the proposed Health Professions Act, yet were non-practising
professionals who could provide a public and non-partisan perspective. Three participants
were chosen to represent this perspective. The first participant was an individual who had
recently retired from a lengthy career in health service administration. The second
participant was a well-known public figure, highly regarded as a former Cabinet Minister,
and influential as a member of a number of commissioned provincial health studies. The
third participant was a prominent, non-practising physician, with experience as an
educator, administrator, and policy advisor. Although a two-month wait was required to
meet with the latter participant, it was felt that the perspective which this individual would

contribute warranted the delay.

Document Analysis

Documents and current literature related to the historical and current status of
health profession legislation in Alberta were selected and reviewed. Government
documents, government and professional position papers, journal articles, published books
and conference proceedings related to the historical development of professionalism and
the emergence of health profession legislation, the proposed changes to the Health
Professions Act, and the issues surrounding these proposed changes were initially
reviewed to establish a background for the study. These published perspectives on factors
affecting the issue of eliminating the exclusive nursing scope of practice formed the basis

for the interview schedule. Recently published newspaper articles and reports were
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reviewed and incorporated into the findings. The findings of the document analysis are

reported in Chapters 3 and 4.

During each interview, the professional and government participants were asked if
any relevant institutional documents, position papers or minutes of discussions were
available which reflected the perspective of the organization the interviewee~ represented.
Both official and unofficial documents were provided by the respondents if such were
available. Analysis of these documents is incorporated into the data analysis of each

stakeholder group response as presented in Chapters 5 and 6.

Pilot Interviews

The data obtained from the literature and document review formed the basis for a
pilot interview with a nurse who had substantial experience with health profession
legislation, and informal conversations with a senior official from the Department of
Labour and the Department of Advanced Education and Career Development. These
interviews established that the elimination of the nursing exclusive scope of practice was a
significant issue in the province and provided additional information on the aspects of this
issue which required assessment in the study. A growing demand from employers and the
public for revisions to existing health profession legislation was identified. Barriers to the
efficient allocation of health professionals was seen as a major concern in the province,
particularly in terms of the capability and interest of employers and government in
ensuring the effective utilization of health professionals at reasonable cost. The existing
exclusive practice jurisdictions was seen as unnecessarily restrictive in relation to many
tasks and processes, such an approach generally exceeded the intention of public
protection. However, these respondents believed that the health professions were not of a
single mind about the need for and the desirability and feasibility of shifting from an

occupational to a task-based model of regulation.
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The Interview Process

The format of the interviews reflected the major research questions and the factors
identified from the literature and document review which were related to the issue of
eliminating the exclusive nursing scope of practice. An effort was made to ensure that
each of the participants was asked to respond to the same basic questions. The question
focus was modified slightly for the respondents representing the public perspective since
this group did not have an in-depth understanding of historical factors related to the
introduction of exclusive nursing legislation. The focus of questions also changed slightly
for the interviews conducted with government bureaucrats so as to better address the
issues which had been generated in previous interviews. The formats for the interviews are

provided in Appendices A through D.
Phase 1 Interviews

The first phase of interviews was conducted with the seven participants
representing the nursing profession group and the one participant representing the
Licensed Practical Nurse group. These participants were chosen as the initial group of
interviewees in order to obtain as complete a description as possible of the historical
factors which had influenced the introduction of exclusive nursing legislation in 1984 and
to obtain a full description of the current issues in relation to proposed changes in
legislation. No difficulties were encountered with arranging interviews within a reasonable
time frame. All respondents agreed that the interviews could be tape-recorded, and
subsequently signed release forms granting permission to use the data from these
interviews. Since some of the interviewees did not wish to be personally identified it was

decided to identify participants by a pseudonym.

The interviews were conducted in accordance with the order of questions on the

interview schedule. Several of the participants had prepared written notes which they
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referred to during the interview. Although all participants provided responses to all
questions, some aspects of the interview were emphasized more by one respondent than
another. All respondents provided additional information in responding to the interview
questions, and volunteered their perception of apparent differences in perspectives
between the registered nurses and the licensed practical nurses. Several participants

recommended additional documents which the researcher might find useful.

For the most part, the first two groups of questions, that is those which pertained
to the historical background and those pertaining to issues surrounding the elimination of
the nursing exclusive scope of practice were answered directly. In relation to the last
group of questions, that is, those which pertained to alternate solutions to removing
barriers to practice between different professional groups, participants became much less
grounded and direct in their responses. All of the participants tended to discuss their
perception of a desirable future for the nursing profession rather than focusing on specific

questions related to alternate models of health profession legislation.
The findings of these interviews are reported in Chapter 5.
Phase 2 Interviews

The second phase of interviews included those participants who were selected to
represent the public interest. No difficulties were encountered in arranging interviews with
two of these participants. The third interview in this group took place at a later time in

accordance with the availability of the participant.

All of the participants asked that their responses be considered their personal
opinion, although one participant felt his views also reflected that of the professional
group of which he was a member. All were willing to have the interview tape-recorded,
and subsequently signed the release forms permitting the researcher to utilize the data.

Since one of the participants was not comfortable in being identified by name, it was
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decided that all participants in this group would be identified by a pseudonym. No

additional documents were referred to during this phase of data collection.

The format for the interviews with this group reflected the basic research questions
developed for the study with the exception of those questions pertaining to the historical
development of exclusive nursing legislation. The questions primarily related to the issues
surrounding exclusive scopes of practice and the desirability and feasibility of removing
the barriers to practice between professional groups and their personal view of other
models of health profession legislation. Although this group was aware that the focus of
the study was on the elimination of the nursing exclusive scope of practice, each
participant acknowledged a preference to speak in terms of health professions as a

collective rather than restricting comments to one discipline.
The findings of these interviews are reported in Chapter 6.
Phase 3 Interviews

The participants representing the Departments of Health, Labour, and Advanced
Education and Career Development were the last group to be interviewed. The interview

questions were modified slightly in relation to the data collected in Phase 1 and Phase 2.

In these interviews the researcher focused on specific questions as to the particular
Department’s view of the major issues regarding eliminating the nursing exclusive scope
of practice which had been identified by the nursing and public representatives. Because all
of the participants were very familiar with nursing legislation, they were able to focus their
comments on the nursing profession. However, all of the participants made reference to
the commonality of issues relative to all those professions with exclusive scopes of

practice.

At the time the participants were contacted to participate in the study, they seemed

more comfortable in having their responses remain anonymous. They indicated their views
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would reflect that of the Department they represented unless otherwise noted. No further
concerns were expressed about confidentiality of information. At the time of the interview,
participants signed the consent form granting the researcher permission to use the
information contained in the interview transcripts with the understanding that they would

be identified by a pseudonym in the reporting of the data analysis.

The findings of Phase 3 interviews are reported in Chapter 6.

Data Analysis Procedures

Both the transcribed interviews and the documentary data were subjected to
content analysis procedures. Categories for data reporting and analysis were developed
based on the conceptual framework and the research questions. Sub-categories in each
data collection phase varied slightly due to the particular perspectives of the participants.

The major data reporting categories and the sub-categories in each were as follows:

1. The History of the Introduction of Exclusive Nursing Scope of Practice Legislation

This category reflected the component of public policies as one of the three
elements of Dunn’s Model of a Policy System. The sub-categories include the
circumstances surrounding the introduction of the exclusive nursing legislation, how the
exclusive practice clause was interpreted to other health disciplines, and the expressed
position of stakeholders in relation to the exclusive legislation. This data category was
primarily addressed to the nursing and government participants, since the public
participants did not have a detailed knowledge of the historical development of exclusive

nursing legislation.
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2. Perceptions of the Desirability and Feasibility of Eliminating the Nursing Exclusive

Scope of Practice

This category reflected the element of policy stakeholders as included in Dunn’s
Model of a Policy System. The sub-categories included perspectives on the adequacy of
existing legislation, the socio-economic factors associated with the elimination of exclusive
legislation, and the expressed positions of the nursing community and other stakeholders

in relation to the elimination of exclusive scopes of practice.

3. Alternate Models for Removing Barriers to Practice Between Health Professions

This category reflected a synthesis of what Dunn described as the policy
environment. Respondents’ perspectives on alternate models of policy solutions to
respond to the issue of removing exclusive practice jurisdictions and the desirability and
feasibility of these alternate models for implementation in Alberta formed the basis for this

category.

These data categories and the content analysis were reviewed by the researcher’s
thesis advisor. This review assisted in verifying that the choice of content for the data
categories and the reporting style were accurate reflections of the interview responses.
These data categories formed the framework for the report of the findings of the nursing
participants in Chapter 5, the government and public participants reported in Chapter 6

and the summary of findings reported in Chapter 7.
Comparative Analysis

Comparative analysis of the interview and documentary data was conducted
throughout the data collection process, in the data analysis conducted at the end of each
phase of interviewing, and determining the synthesis of data forming the final aspect of
data analysis. As described by LoBiondo-Wood and Haber (1998) this constant

comparative method allowed the researcher to assess the frequency of responses or events
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which assisted in the identification of the significant elements in the policy system. The
utility of this method as described by Viera and Pollock (1988) is to enable researchers to
avoid bias, check facts, examine their data for consistencies and inconsistencies, and

discover the most salient features of their research settings (p. 219).

The researcher’s advisor assisted in the comparative analysis process through
review of findings, identification of issues, and perspectives which required further
exploration as interviews evolved and the document analysis and literature review
progressed. This process increased the confidence of the researcher as to the accuracy and
completeness of the data collection and analysis. Comparative analysis also assisted in the
development of the research questions, the development of data reporting categories, and
in determining the potential of feasible solutions to the issue of eliminating the nursing

exclusive scope of practice legislation.

Validity and Reliability Considerations

The focus of qualitative case study research is to attempt to make sense of or
interpret phenomena in terms of the meanings informants bring to them (Denzin &
Lincoln, 1994). Merriam (1988) stated that “if understanding is the primary rationale for
investigation, the criteria for trusting the study are going to be different than if discovery
of a law or testing a hypothesis is the study’s objective” (p. 166). Thus most writers argue
that qualitative research, because it is based on different assumptions about reality, should
have different conceptualizations of validity and reliability. Although lists of specific
criteria vary slightly (Lincoln and Guba, 1985; Leininger, 1994; Morse and Field, 1995),
the general themes of credibility, transferability and dependability persist as criteria for

judging the scientific rigor of qualitative research.

Stake and Trumbull (1982) believed that the validity or trustworthiness of case

study research involved plausibility, consistency, interconnectedness, and accurate detail.
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These aims could be achieved by “including procedures in the research design to
corroborate information, checking accuracy of perceptions and insights, and validating the
thick description of the data against the judgments of knowledgeable, multiple sources”
(p. 4). Smith and Glass (1987) noted that “logical validity” was evident if “conclusions
have a convincing and carefully reasoned connection with the descriptive data” (p. 278).
Reality, according to Lincoln and Guba (1985), is a multiple set of mental constructions.
The validity or truth of a case study therefore rested on the investigator’s “adequately
representing those multiple constructions or perspective” (p. 296). Thus, for the case
study researcher, validity is enhanced to the extent that descriptions capture and portray
the world as it appears to the people in it (Merriam, 1988). In this portrayal, what seems
true is more important than what is true as the researcher presents an honest rendering of

how informants actually view themselves and their experiences (p. 168).

Several strategies are suggested to further enhance the validity of qualitative
studies. As described by Patton (1990), comparative analysis, or the triangulation of
multiple data sources, allows the researcher to validate information by corroborating
reports of respondents with other written evidence. He concluded that “the preponderance
of judgement by experienced researchers is that it is worth using multiple methods,
comparison analysis, and convergent validity checks to enhance the quality and credibility
of findings” (p. 157). Triangulation or comparing, contrasting and verifying information
collected from a variety of informants and sources obtained through a variety of
methodologies were identified as enhancing the trustworthiness of the findings (Morse and
Field, 1995). Lincoln and Guba (1985) encouraged the use of member checks as a means
of enhancing the plausibility of the interpretations. Long-term observation at the research
site, repeated observations and discussions of the same phenomenon and gathering data
over an extended period of time were identified by Merriam (1988) as research practices

which enhanced the validity of observations and findings.



93

Reliability, in the traditional sense, is concerned with the replicability of findings.
However, Merriam (1988) believed the term, reliability, was something of a “misfit” when
applied to case study research (p. 172). As Merriam described it,

Because what is being studied is assumed to be in flux, multifaceted, and

highly contextual, because information gathered is a function of who gives

it and how is was obtained . . . achieving reliability in the traditional sense

is not only fanciful but impossible. (p. 171)

Thus, Lincoln and Guba (1985) advised that the dependability or consistency of the results
obtained from qualitative data was more reflective of scientific rigor than was the

replication of findings by an outside source.

The external reliability or dependability of data could be enhanced through the use
of several strategies. LeCompte and Goetz (1982) advised the researcher explain the
assumptions and theory behind the study, the researcher’s position in relation to the group
being studied, the basis for selecting informants and a description of them, and the social
context from which data were collected (pp. 214-215). The use of multiple methods of
data collection and analysis and the process of triangulation strengthened reliability as well
as internal validity according to Merriam (1988). The use of an audit trail which described
in detail how data were collected, how categories were derived, and how decisions were
made throughout the inquiry were described by Lincoln and Guba (1981). With this
detailed description of the methodology, other researchers could then use the report “as an

operating manual by which to replicate the study” (LeCompte & Goetz, 1982, p. 40).

The extent to which the findings of a case study can be generalized to other
situations continues to be the subject of debate. As Merriam (1988) noted, “One selects a
case study approach because one wishes to understand the particular in depth, not because
one wants to know what is generally true of the many” (p. 173). Although thorough

knowledge of the particular allows one to see similarities in new contexts, Kennedy (1979)
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believed that “generalizability is ultimately related to what the reader is trying to learn
from the case study . . . and should be left to those who wish to apply the findings to their
own situations” (p. 672). To facilitate the reader’s interpretation, external validity can be
enhanced by “providing a rich thick description” so that anyone interested in transferability

has a base of information “appropriate to the judgment” (Lincoln & Guba, 1985, p. 124).

Measures to Enhance Scientific Rigor

There were a number of strategies utilized to increase the validity of the study. A
semi-structured interview format was developed based on the literature and document
review. All interviews were tape-recorded and a verbatim transcript was produced for
each. An abstract describing the intent of the research study along with the rationale on
which the participant had been selected was discussed with each participant at the time of
initial contact. This discussion was followed up with a copy of the research questions sent

to each participant in advance of the interview meeting.

The content analysis procedures applied to both documents and recorded
interviews involved development of coding categories which were consistent with the
conceptual framework and the research questions. The categories, a selected sample of
verbatim transcripts, and the report of the findings were reviewed by the researcher’s
advisor to verify their validity. In order to enhance the accuracy of the data, with minor
exceptions, all of the information provided by the interviewee was included in the data
analysis, and direct quotes were included in order to capture accurately participant
responses. A comparative analysis process was continuously utilized throughout the study
and the similarities and differences were included in the data analysis and the concluding

study reflections.

A detailed description of the context in which the study was conducted, including

both historical and contemporary factors, and a full description of the design and conduct
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of the study were the measures used to increase reliability or dependability of the findings.
The description of the assumptions and theory underlying the study, the political and
socio-economic context of the participant environment, the description of the strategies
used for decision-making in data collection and data analysis, and the description of the
coding categories and conceptual framework were regarded by the researcher as the
appropriate means to increase the reliability of the study. The cross-validation of the
findings with the document and interview data by the researcher’s advisor was utilized to

further enhance the dependability of the findings.

Given that the study provided a comprehensive description of the context in which
the study occurred, the selection of respondents, and the data collection and analysis of
procedures, the reader or user generalizability, as Merriam described it, was as best left to
those who wish to apply the findings to their own situations (Merriam (1988). In this
regard, Patton (1990) suggested that the findings of case study research should “provide a
perspective rather than truth, empirical assessment of local decision makers’ theories of
action rather than generation of universal theories, and context-bound information rather
than generalizations” (p. 490). It was not the intention that the findings of this study be
generalized to comparable situations, but rather to understand the “particular slice of life”
under study (Guba and Lincoln, 1982, p. 236). Thus, the extent to which the findings can
be transferred to another setting could be ascertained only after the degree of fit has been

assessed.

ETHICAL CONSIDERATIONS

Merriam (1988) advised that ethical dilemmas in qualitative research were most
likely to occur during the collection of data and the dissemination of findings. In

particular, these issues were:
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1. the researcher becoming involved in the issues, events, or situations
under study

2. problems with maintaining confidentiality of data

3. problems stemming from competition between different interest groups
for access to and control of data

4. problems concerning publication, such as the need to preserve the

anonymity of subjects

5. problems arising from the audiences being unable to distinguish between

data and the researcher’s interpretation. (p. 179)

This study was designed to conform to the ethical guidelines established by the
University of Alberta Faculty of Graduate Studies and Research and by the Department of
Educational Policy Studies. Consent to tape-record the interview and to utilize the data
was obtained from each of the participants. Each participant was assured of the
confidential and anonymous nature of his or her comments and that a profile of the
participant would be in the form of a general biographical description to protect the
possibility of identification by association. Participants were also fully informed as to the

purpose of the study, the reason for selection as a participant, and how their responses

would be reported.

SUMMARY

The intent of chapter 3 was to provide a detailed description of the conceptual
framework, the study design, the decisions made, and the measures taken to address the

validity, reliability and ethical concerns during the conduct of the study.

The conceptual framework for the study was based on Dunn’s (1981) Model of a
Policy System which was comprised of policy stakeholders, the policy environment and
public policies. The study was designed as a qualitative case study to determine if
eliminating the exclusive scope of practice clause from the Nursing Profession Act was a
feasible policy solution to the perceived need to eliminate barriers to the provision of

professional services, or if other solutions were more desirable and feasible. Following an
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initial literature and document review to establish that elimination of the exclusive nursing
scope of practice was a significant policy issue in Alberta, an interview schedule was

established for the participant groups and pilot tested.

Fourteen participants were selected by a process of purposive sampling. Each
study participant was selected from one of four stakeholder groups considered to be
central to the elimination of the exclusive nursing scope of practice from existing
legislation. The four groups were: registered nurses, licensed practical nurses, policy-
makers and the public. Seven registered nurse participants and one licensed practical nurse
participant were selected on the basis of a) their knowledge of health profession legislation
and regulation; and b) their knowledge of the proposed Health Professions Act. Three
participants representing the Departments of Health, Labour and Advanced Education and
Career Planning were included based on the responsibility of these departments for health
profession legislation in Alberta. Three participants who were not actively engaged in a
profession, but were knowledgeable regarding health profession legislation were selected

to represent the public interest.

Data collection was carried out through document analysis prior to and concurrent
with the interviews. Semi-structured interviews were conducted with identified
participants in three phases: nursing respondents, public respondents and finally the
respondents for the Departments of Health, Labour, and Advanced Education and Career
Development. Content analysis and comparative analysis procedures were used in analysis
of both the document and interview findings and in determining the slight variation in
formats for each group of participants. A continuous review of the data collection
procedures, development of coding categories, and interpretation and reporting of findings

was conducted throughout the study.

The analysis of data was conducted according to an analytical framework

consisting of three components. The first component focused on the historical description
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of the introduction of the exclusive nursing legislation. The second component focused on
the desirability and feasibility of eliminating the nursing exclusive scope of practice clause
from the Nursing Profession Act. This section included the factors contributing to the
proposed change in legislation and the perceptions of stakeholders to the proposed
legislation. The third component included the determination of feasible policy alternatives

and the development of recommendations for policy development.

The reliability and validity of the study were enhanced through the utilization of
methods such as triangulation, external review, and the provision of a detailed descriptions
of the context of the study, the stakeholder perspectives, and the research methodologies
and decisions. The assurance of confidentiality of interviewees and the provision of formal
consent to use the interview data were the major strategies utilized to address the ethical

concerns of participant involvement.



CHAPTER 4

THE ALBERTA CONTEXT

Chapter 4 provides a description of the changing policy environment for the
regulation of health professions in the Province of Alberta, based on a review of historical
documents, government position papers, relevant literature, conversations with
professionals and policy-makers and related work experience. The historical development
of health professional legislation reviews, final reports and government policy directions
evolving during the period between 1970 and 1990 is discussed. Secondly, a description of
the exclusive practice legislation, particularly as it related to the registered nurses in
Alberta and nursing associations in other Canadian provinces, is provided. Finally, the
health profession policy environment and the proposed changes to existing legislation in
Alberta in the 1990s is described. The major factors affecting issue resolution and policy

developments based on the analysis are outlined in the last section of the chapter.

HISTORICAL PERSPECTIVES

Subsequent to major studies undertaken in the provinces of Ontario and Quebec,
the provincial government of Alberta perceived a need to review their legislation in light of
the proliferation of professions and their increasing social, political, and economic
importance. Although other provincial reviews concluded with specific recommendations,
early policy directions in Alberta reflected a series of general principles which new or

revised profession-specific legislation were expected to reflect.

Special Legislative Committee on Professions and Occupations

In 1972 the Special Legislative Committee on Professions and Occupations was
established with the appointment of eight members representing the Government of

Alberta and the opposition party. The final report, completed in 1973, is considered the

99
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first formal attempt to review all regulated professional groups in Alberta, and continues
to be referenced as the ‘Chichak Report,” named after the chairperson, Mrs. Catherine
Chichak. Under its terms of reference, the legislative committee was to conduct a review
of existing legislation pertaining to professions and occupations and to examine the

policies and principles underlying such legislation.

The Alberta review was much less ambitious than its predecessors in other
provinces, with the final report of 23 pages, significantly shorter than the three-volume,
984-page report generated by the Ontario Committee on the Healing Arts two years
earlier. The report focused on the principles and rationale for professional legislation,
excluding specific discussion or recommendations regarding specific professional groups
as did other provincial reviews. The impetus for the review centered on a number of
concerns which had become apparent to government bureaucrats: the proliferation of
professional groups and the number of requests for self-governing authority; a lack of
public understanding as to what services specific professions provided, and the process for
initiating complaints regarding professional conduct or fee schedules; practices related to
training, retraining and other licensing requirements; the lack of uniformity in the
administration of legislative acts; and jurisdictional disputes between related professional

groups.

In attempting to balance the need to ensure protection of the public interest with
the professional benefits of self-regulation, the Committee linked the increasing number of
requests for self-regulation to what they perceived as a lack of clearly defined self-
regulation criteria and the pursuit of misdirected professional interests. Early into their
review, they concluded that self-governance authority should only be granted after careful
review and only on the basis of public interest. To substantiate their views, the Committee

made direct reference to three of the studies generated in Ontario and Quebec:
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The power of self-government should not be extended beyond the present
limitations, unless it is clearly established that the public interest demands it
and that the public interest could not be adequately guarded by other
means. (Ontario Royal Commission on the Inquiry into Civil Rights, 1968,
p- 1209)

That as a general rule, the pressure created by occupational groups . . . to
be given self-regulatory powers ought to be resisted. (Ontario Committee
on the Healing Arts, 1970, p. 51)

That designation be limited to professional bodies after careful

consideration, and to delegate the power to regulate, in varying degrees,

the conditions of professional practice in the public interest. (Quebec

Commission of Inquiry on Health and Social Welfare, 1970, p. 77)

The Committee also drew attention to a relationship between licensing and
manpower availability, suggesting that licensing standards could be associated with
artificial shortages in the skilled workforce. In further articulating their point, the
Committee quoted Milton Friedman’s (1962) stern warning that “licensure almost

inevitably becomes a tool in the hands of a special producer group to obtain a monopoly

position at the expense of the rest of the public” (p. 148).

Although professional jurisdictional disputes and ‘turf protection’ had been central
to other reviews, the Alberta report did not accord these issues similar emphasis. The
Committee observed that there was a “certain amount of conflict between parent
professional groups and sub-groups . . . [stemming] from a disagreement over who should
do certain types of work” (Interim Report, 1973, p. 10). The exclusive right to perform
designated tasks was identified as the basis for the conflict, and described as arising from
the parent group’s attempt to prevent infringement on what was perceived as an exclusive
work jurisdiction. The result, according to the Committee, was that the control of one
professional group by another “creates unnecessary problems and does little to enhance
the public interest” (Report of the Special Committee of the Legislative Assembly of

Alberta on Professions and Occupations, 1973, p. 8). In their view, it was desirable to
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have a spectrum of practitioners including specialists, general practitioners, para-
professionals, technicians, assistants and aides, all of whom could advance from entry-

level to advanced training programs.

In this first attempt at reviewing professional legislation in Alberta, the mandate
was broad and intended to establish, or reaffirm, guiding principles of self-regulation.
These principles, in the form of recommendations, formed the framework for future
revisions to all professional and occupational legislation (Report of the Special Committee
of the Legislative Assembly of Alberta on Professions and Occupations, 1973, pp. 19-22).
The resulting twenty-one generally stated recommendations had a familiar ring and, similar
to other provincial reports, were not readily adopted. Nevertheless, in retrospect, most of
the recommendations have continued to be central to discussions on professional

regulation for over 25 years.

One of the proposed recommendations was to subsume all self-governing health
professions, or broad groups of related professions and occupations, under umbrella
legislation or cluster Acts as a means of administering the projected increase in health
profession groups (Report of the Special Committee of the Legislative Assembly of
Alberta on Professions and Occupations, 1973, p.22). Reaction to the concept,
particularly from free-standing professions, was swift and negative, contributing to the
temporary sidelining of the recommendation. However, 10 years later, umbrella legislation
incorporated 15 professional groups under the Health Disciplines Act (Health Workforce
Rebalancing Committee, 1994, p. 20). Although this Act did not include the traditional
professions, all of whom were regulated under free-standing statutes, the concept of a

single act for all health professions remained a preferred alternative to existing legislation.

A number of recommendations focused on the use of para-professionals (Report of
the Special Committee of the Legislative Assembly of Alberta on Professions and

Occupations, 1973, pp. 7-8). The Committee, perhaps naively, hoped that jurisdictional
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disputes between professional groups “could be kept to a minimum” in the future (p. 9).
Anticipating a trend toward team practice, they emphasized that “flexibility in areas of
practice will become more important in the future” (p. 7). Although this principle was
often reiterated in forthcoming years, the number of exclusive practice jurisdictions
increased. In addressing the inevitability of jurisdictional disputes, the Committee made
only a general reference to the need for “some specific mechanism to be developed”
although they did recommend that no professional group should be controlled by members
of another professional group, except for matters of work supervision (p. 9). Although
this principle had little immediate impact, the intent was later applied to the historic
relationship between registered nurses and licensed practical nurses. In 1983 the licensed
practical nurses (at that time called nursing assistants) were included under the Health
Disciplines Act. In more recent times, the impact of this principle has also been evident in

the shift away from the traditional monopolies accorded physicians and dentists.

Consistent with all other commissions, the Alberta report emphasized the
proiection of the public interest as being the only legitimate purpose for professional
legislation, and that the granting of professional self-governing powers should occur only
when “the public interest would be better served if such legislation were passed” (Report
of the Special Committee of the Legislative Assembly of Alberta on Professions and
Occupations, 1973, p. 19). In this regard, the Committee made reference to compulsory
membership in professional associations, “which in some cases may be necessary to ensure
that the public is adequately protected” (p. 20). However, specific mention of mandatory
registration was omitted from the final list of recommendations. Although this notion was
casually mentioned in this Report, it was another of the recommendations which would be
returned to at a later date, and become the focus of vigorous debate, particularly for the

nursing profession.
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The remaining recommendations were vaguely worded proposals similar to those
espoused by other Commissions:

that [new] services are not mereiy fragmentations or duplications of more

comprehensive services of associations already recognized; ... that

standards of conduct be as clearly defined as possible; . . . that professions

develop formalized continuing education programs for their members; . . .

that professional groups publicize more effectively the complaint

procedures available; ... and that a Council for Professions and

Occupations be established to make recommendations to the Minister on all

new or amended legislation. (pp. 19-22)
With the exception of the last recommendation, which eventually became a reality for
some professional groups, most of these principles produced little evidence of change. The
number of designated health professions and exclusive practice jurisdictions steadily
increased following the release of the Report and the public has remained relatively
unaware of service availability or complaint procedures. Further, it is only recently that

professional groups have begun to face the complexity of ensuring the continued

competency of its membership.

The impact of the Chichak Report was not evident until many years following its
completion. Some of the recommendations are only beginning to be realized more than 20
years later. Nevertheless, the report was the first attempt to review professional legislation
issues and served notice that future legislative initiatives would be based on a number of

principles, similar in their application to all professions.
Policy Governing Future Legislation for the Professions and Occupations

Subsequent to the report of the legislative committee, a policy paper entitled
Policy Governing Future Legislation for the Professions and Occupations was released in
1978. Memories of present civil servants are sketchy in relation to circumstances

surrounding the development of this document. Since many of the recommendations were
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extrapolated from the Chichak Report (1973), it is probable that the policy paper was
intended to reaffirm the direction which had been proposed in the Chichak Report (1973),

particularly in an era of proliferating professional groups.

The stated intent of the policy paper was that “a systematic approach shall be
established for the regulation and the control of standards pertaining to the professions
and occupations. The primary reason for such standards and regulations will be to protect
the public” (Government of Alberta, 1978). As with other reports, there was a
discretionary reference to self-governance, cautioning that authority would be delegated
only when it was clear that the public could best be served by the delegation of such
authority (p. 1). In keeping with this stated direction, the development of criteria to
determine which professions and occupational groups would require legislation was

considered a priority.

The tenor of the 12 policy statements depicted an urgency to establish what was
described as “uniformity, continuity and consistency in legislation,” appealing for the use
of common terminology and format, clearly defined fields of practice, publicized public
complaint and disciplinary procedures, inclusion in regulations of standards for licensure,
and the development of formalized continuing education programs (Government of
Alberta, 1978, p. 1). Other recommendations referred to in the Chichak Report, such as a
formalized structure to approve educational programs and the need for reciprocity and
portability of credentials, were also reiterated in the policy statements. All of these policy
directions, some of which were later implemented in the Health Occupations Act (1980),

have continued to have a presence in current discussions.

Two of the policy statements may have inadvertently compounded, rather than
resolved, the problem of increasing requests for legislative recognition and escalating
interdisciplinary struggles. The policy stated that “all persons practising a regulated

profession or occupation must be licensed ... and that the field of practice of a
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professional group seeking legislative recognition must be clearly described” (Government
of Alberta, 1978, p. 1). In effect, both of these statements promoted the pursuit, by
professional groups, of defined and exclusive practice. Ironically, this was not a direction
which the Chichak report had endorsed (Special Committee of the Lcgislative Assembly of
Alberta, 1973, p. 7). It is not clear why this particular recommendation was included given
the inherent potential for professional struggles to emerge as a result of exclusive
jurisdictions. However, as several of the traditional health professions seized the
opportunity to obtain exclusive practice legislation, it had become difficult for government
to withhold such approval since the principle had been ‘legitimized’ in the policy statement
(Government of Alberta, 1978, p. 1). Although reluctant to reverse an apparent policy
direction, some bureaucrats were predicting that exclusive practice legislation would

inevitably precipitate interdisciplinary disputes.
Introduction of Umbrella Legislation

By the 1980s there was a growing need to establish a mechanism to regulate the
large numbers of groups seeking designation and to curtail the approval of exclusive
scopes of practice (Health Workforce Rebalancing Committee, 1994). Regulatory
discussions were reflecting a shift away from the formation of more exclusive jurisdictions
to the possibility of right-to-title legislation. Under this form of legislation, a practitioner
retained the option of registering with an association, thus assuming the right to refer to
themselves as a registered practitioner. This designation was intended to enable the public
to determine who was deemed competent by a professional association, much like a ‘seal
of approval.’ The advantage to this form of legislation was that the public could chose to
obtain service from a regulated or non-regulated practitioner, and practitioners were
permitted voluntary registration with their association depending on whether they wished
to benefit from use of a restricted title. In addition, right-to-title legislation, while

restricting who could use specific titles, did not perpetuate monopolies created by
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exclusive practice areas. Table 1 provides a comparison of exclusive scope of practice and

protection of title legislation.

In 1981 the /lealth Occupations Act was proclaimed, “to provide a means for
regulating a wide variety of health disciplines requesting legislative recognition” (Health
Disciplines Board, 1985, p. 1). The intent of this umbrella legislation was to prevent the
proliferation of separate pieces of legislation by incorporating, under one Act, all health
disciplines who were in the process of seeking designation as a profession. Remaining
outside the umbrella legislation were the fourteen free-standing professional groups, eight
of which continued to have exclusive scopes of practice. Table 2 depicts Health

Professional Legislation in Alberta as it evolved between 1982 and 1993.

Shortly after the proclamation of the Act, a number of limitations prompted
amendments which were incorporated as the Health Disciplines Act, proclaimed in 1984.
The Health Occupations Act was renamed the Health Disciplines Act in response to
concerns that the term ‘occupation’ implied a low status. The regulation-making powers
of the Health Disciplines Board were expanded to include educational and registration
qualifications, scopes of practice, and standards of conduct. And, in recognition that some
of the disciplines were able to assume the duties considered to be the mandate of the
Health Disciplines Board, provision was made for the delegation of governance authority
to the professional association. One of the earliest groups to be designated under the
Health Disciplines Act was the nursing assistants (renamed licensed practical nurses in
1991). Following the approval of regulations, authority to regulate practitioners was
transferred to the Professional Council for Registered Nursing Assistants in 1986 (Health

Disciplines Board, 1986, p. 11).



Table 1

Comparison of Exclusive Scope and Protection of Title*
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Exclusive Scope

Protection of Title

Purpose

Scope

Titles

Who may

Practice

Consumer
Choice

Exclusive scope is intended to prevent
individuals, not registered with a particular
association, from offering services to the
public. Its purpose is to control markets for
professional services.

Traditionally, exclusive scopes of practice
were very broadly defined: (e.g., the
diagnosis of illness and treatment of
disease).

Only registered members are entitled to use
the title reserved for these professions.

Only individuals authorized by legislation
may practice within the exclusive scope
(licensed professionals or others with
legislative sanction). Practising without
being registered is an offence and an
individual may be subject to a fine or
imprisonment.

Consumer and employer choice is limited.
They may choose between licensed
practitioners but they cannot choose
between the services of registered and
unregistered practitioners.

Protection of title is not intended to
prevent other types of professionals
from practising, but rather to afford
a means for the public to distinguish
practitioners who have met certain
qualifications from those who have
not. Its purpose is to provide
information.

Protected titles are generally very
specific and are in some cases further
limited by the adjectiveregistered.

Only registered practitioners are
entitled to usc title reserved for these
professionals.

Individuals who are not registered
may practise within the defined
scope of practice.

Consumers and employers may
choose to retain the services of a
registered practitioner who must
have certain qualifications and
comply with the standards in
legislation, or they may choose a
practitioner offering similar services
who is not registered.

*  Adapted from Alberta Health Workforce Rebalancing Committee, 1994, p. 5.






