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PREFACE

The publication of the formal report on the results
of a research project is always an occasion to look back
over the history of the project and to speculate about
its implications.

As Program Coordinator of Phase I of the "Medinform"
project, I shall confine myself to a survey of the wide
variety of contributions made over the past three years
by a very large number of people. One cannot hope, of
course, to single out every contribution of significance
in such a complex operation, kut on behalf of the School
of Library and Information Science at the University of
Western Ontario, I would like to express thanks to all
those who made this report possible.

On June 16, 1970, an informal meeting was held in the
School at the request of the Ontario Council of Health
Committee on Library Services to discuss the implications
of the report of the Ontario Council of Health on Library
Services, "Annex E", June 1969. Representatives of the
Ontario Council of Health and of the Health Sciences
Library Committee of the University of Western Ontario
met with representatives of the School and as a result of
the discussion, approval was given in principle at a meet-
ing of the Health Sciences Library Committee on July 9
for a pilot Regional Health Services Network Project to
be centred on the University of Western Ontario. At that
meeting, an ad hoc sub-committee of the Health Sciences
Library Committee and the School of Library and Information
Science was formed to identify the general details cf the
project and to act as a Steering Committee. Medinform owes
a debt of gratitude to that sub-committee for its continuing
advice and ‘encouragement. :

The Health Sciences Library Committee was represented
on the Steering Committee by Dr. W.S. Hunter, Paediatric
Dentistry, Dr. O.H. Warwick, Vice-President, Health Sciences,
Dr. R.E. Lee, University Librarian, and Miss Anne Seheult,
Health Sciences Librarian; the School of Library and Infor-
mation Science was represented by myself and Professor G.R.
Pendrill. Dr. Hunter and I were asked to act as co-Chairmen.
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This Steering Committee also included at a later date
Professor J.H. Mantle, Nursing, and Mr. J.F. Macpherson,
Libraries. Contributions of Professor Pendxill and

Miss Seheult during the development stage of the specific
proposal for a Demonstration Model Grant of the Ontario
Department of Health deserve special acknowledgement.

The provision of factual information and technical support
by the Research and Planning Branch of the Ontario Depart-
ment of Health must also be acknowledged, especially the
services of Dr. J.R. Smiley, Senior Research Officer in
that branch.

In November, 1971, a grant (Demonstration Model Grant
DM 27) was made by the Ontario Department of Health under
the Ontario Health Resources Development Plan to enable us
to mount Phase I of the project. The initial grant was
for the period December 1, 1971, to March 31, 1972. A con-
tinuation grant was made for the period April 1, 1972, to
June 30, 1972. To help us cope with unforseen circumstances
during the data collection period, this continuation grant
was then extended to March 31, 1973. Thus, the work of
Phase I falls roughly into two periods, December 1, 1971,
to June 30, 1972, and July 1, 1972, to March 31, 1973.
During the first period, Professor G.R. Pendrill served
as Project Director through half-time secondment from
his position as professor in the School of Library and
Information Science. Miss Vicky Man served as full-time
Research Assistant. Dr. J.M. Tague, professor in the
School, and Dr. J.M. Wanklin, Community Medicine, provided
helpful advice on statistical techniques, and Mr. W.H.
Hudgins, Computer Specialist in the School, gave freely of
his services in data processing.

During and prior to this first period, several students
within the School contributed to the work of the project, in
particular Mr. David Jones and Miss Judy Sidlofsky who under-
took preliminary research work under the direction of Pro-
fessor Pendrill. Mrs. Nancy Stuart contributed both as a
student and later as a lecturer in the School to both pre-
liminary research and to a review of the results of that
preliminary research.

During the second period, Dr. Elaine Svenonius, who
joined the School as Assistant Dean on July 1, 1972, assumed
responsibility of the general direction of the project, with
special emphasis on analysis of the data already collected
and writing of the reports based on the analysis. She was
assisted by Professor Pendrill as Consultant during July,
August, and September, by Dr. E.E. Olson (Visiting Professor
in the School from the University of Maryland)} as Consultant
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during July and August, by Mrs. Vicky Mok (nee Man) as
full-time Research Assistant from July to December, and

by Ms. Heidil Sivertz as full-time Research Assistant
during January to March, 1973. Ms. Mary Westell, a
student in the School, assisted in the analysis of ques-
tionnaire data and the reporting of findings. Ms. Barbara
Bruser, also a student in the School, undertook the inter-
viewing reported in Chapter VI. Mrs. Nancy Stuart con-
tinued to give support by visiting libraries and by bring-
ing her continued experience to bear on the development

of the project. Mr. Mike Nelson, Computer Specialist in
the School, and Mr. Hudgins, contributed significantly to
statistical analysis and programming for the computer.
Professor S.D. Neill assisted, at the end of this period,
with criticism and comment on the report writing.

Outside the School, Miss Seheult and one of her library
staff, Mrs. Eva Borda, provided advice and acted as consul-
tants on the development of the Union List of Periodical
Holdings in hospital libraries in the Study Region. Dr, J.
M. Wanklin, Community Medicine, continued to provide very
helpful advice on statistical analysis.

All members of the research team owe a great debt of
gratitude to the cooperation of health workers in the pro-
ject area and have continually expressed their delight with
the spirit of cooperation, understanding, and interest shown
by all librarians and information workers in the field.

As Program Coordinator, I am especially grateful to
those who have taken the day-to-day burden of administration
of the project. Mrs. Betty McCamus, Administrative Officer
in the School, has dealt with all budget and accounting
arrangements with great goodwill and tact. Professor D.D.
Sudar has acted as Editorial Assistant on behalf of the
Publications Committee of the School. Above all, I wish
to thank Professor Pendrill for his role in research and
questionnaire design and data collecticon, and Dr. Svenonius
for her role in organizing the data analysis and report
writing.

Throughout the whole complex operation we have always
enjoyed the willing cooperation and helpful suggestions of
the Research and Planning Branch of the Ontario Department of
Health, the University's Research Officer, Dr. H.W. Baldwin,
the Health Sciences Library Committee, and individual members
of the now disbanded Committee on Library Services of the
Ontario Council of Health.

| | St Ve

Dean,
. : School of Library and
April 2, 1973. Information Science.
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SUMMARY CONCLUSIONS

1. Background Of 1505 questionnaires distributed to
allied health personnel in the counties of Middlesex,

Elgin and Oxford, 1071 were returned giving a response

rate of . 71.2%. A significant distinguishing characteristic
in the backgrounds of the respondents is whether or not

they are employed in hospitals. Generally hospital health
workers are younger and less educated than their profession-
al counterparts working alone or in informally structured
environments, They are less apt to have professional
qualifications or to belong to professional organizations,

2. Current Awareness Information In studying the infor-
mation~-seeking ‘behaviour of allied health personnel it
was found that superiors, colleagues and periodicals
are the sources usually used for current awareness infor-
mation. Paramedical personnel working in hospitals feel
that they learn more about new developments in their

field from their superiors than from the reading of perlodl-
cals. While colleagues are a usual source of current
awareness, they are thought relatively ineffective in
providing it. There is more professional isolation and
consequently less dependence upon superiors for current
avareness information by health workers not associated

with hospitals. These people tend to rely to a considerable
extent on professional organizations to keep them updated.

3. Information for a Particular Purpose Looking information
up in a book i1s the most frequently cited means of obtaining
information co satisfy a particular need. Generally this

is the first step taken in an information search. Para-
medical personnel in hospitals are an exception; more

often they turn first to a colleague for help. One action
which is decidedly not taken when information is needed

is to go to a library. Only 2% of the health personnel
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surveyed thought to go iimediately to a library when

they last needed information. The fact that books are

so often referred to and libraries are so seldom visited
suggests that the books used are not found in libraries
but are housed in private offices or departmental collec-
tions.

4. Use of the Library Despite the fact that so few of

the respondents report going to a library first to find
specific information, a good number of them have at least
made some use of the library where they work. More use

of the library is made by paramedics in small hospitals
than in large hospitals. One reason for this, suggested

by the data, is that in small hospitals information is

more likely to be sought in print form since there are
fewer superiors and colleagues, that is, fewer human
resources to depend upon. It was hoped that distinguishing
between country hospitals, which have fairly poor library
resources, and London hgspitals, which have comparatively
better resources, would show that London hospital libraries
were used more. Unfortunately, no significant differences
were found between the use of hospital libraries by health
workers in the country and in London, thus questioning the
common assumption that where resources exist they are used.

5. Preferences in Library Services The library service
most likely to be used for work-related information is,
not surprisingly, the borrowing of books and periodicals.
The borrowing of tapes and films is popular among para-
medical personnel in hospitals and takes precedence over
using reference materials in the library. Outside the
hospital there is considerably less interest in borrowing
audio-visual materials, and a much greater interest in
SDI and telephone enquiry services. The predominate
interest of Doctors and Dentists is for print materials.

6. Preference for Location of Library Services For Doctors
and paramedical personnel in hospitals the preferred lo-
cation for an information service is the local hospital.
Health personnel associated with small institutions such

as school boards and health units as well as Dentists and
Pharmacists would prefer to see an information service
located in a public library. -

7. Continuing Education Doct-ors and Dentists do not

for the most part involve themselves in programmes of
continuing education (10 to 20%), and, when they do, they
do not depend especially on library resources. Somewhat
over a third of the other professionals surveyed actively
participate in programmes of continuing education. For
paramedical personnel working in hospitals there is a
positive correlation between participation in continuing
education courses and the use of the library.
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8. Information Needs of Doctors Often Doctors need
information immediately, such as answers to questions
about drug dosage and symptom significance. There is
some doubt amcong Doctors as to whether or not such
information could be easily obtained in a library.
Non-use of the library by Doctors, however, is also a
function of simply not having time. The most overriding
concern of Doctors interviewed was the difficulty of
keeping up to date in their own field and knowledgeable
enough in peripheral fields. All said that they would
like to be able to phone a library and ask for five or
six articles on the latest developments in a certain
field, and have the photocopies on their desks the next
day.

9. Hospital Library Resources and Services Of the
fourteen hospital libraries surveyed only one meets

the minimum standards proposed in Annex E for the
following categories of operation: Personnel, Objectives,
Services, Collection and Physical Facilities. Many of
them are so small as to be no more than unattended
reading rooms. There is only one professional medical
librarian employed in the fourteen libraries and she
works only half time. While four of the libraries

meet and even exceed minimum standards for collections
of books and periodicals, the other ten fall far below.
To bring a typical one of these ten libraries up to
standard in a two year period, 186 books and 35 journal
subscriptions would be required.

10. Implications for a Network Presently the library
does little to serve paramedical personnel working in
hospitals. Many of th:se personnel are nonautonomous and
they expect their sureriors to fulfill information-providing
functions. It can be asked where their superiors, the
so-called "gatekeepers", obtain their information. The
chief gatekeepers, the Doctors, make little use of the
library in that they simply do not have time to seek for
information beyond what they can obtain quickly from
colleagues or in reference books and periodicals in their
private collections.

Th:: implications for the future success of a network
are obvious. A network will not be cost effective if
no effort is made to change present patterns of
information-seeking b haviour. A possible means of
changing this behaviour is to introduce programmes of
continuing education. To date the library's role in
actively supporting such programmes has been minimal.
A network might be viewed as a catalyst to change -
change in the information-~seeking behaviour of allied
health personnel and change in the role of the library,
with the ultimate objective of improving health care
service and contributing to national development.
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CHAPTER 1

INTRODUCTION

This report documents the findings of a study into
the information - seeking behaviour of allied health
personnel in a three county region in Ontario and also
a survey of the resources and services which already
exist to satisfy the information needs of these people.
The study, sponsored by the Ontario Ministry of Health,
was undeftaken for the purpose of gathering decision-
making information prior to the establishment of a med-
ical library network in Ontario. The original suggestion
for such a network was made in June 1969 by the Committee
on Library Services of the Ontario Council of Health.

This suggestion was embodied in the Report of the Ontario

Council of Health on Library Services,l also referred to

as "Annex E".
The medical network as envisioned by the Committee

would fulfill three functions: ‘

1 Report of the Ontario Council of Health on Library
Services, "Annex E" (Ontario Department of Health, June, 1969).




1. Allow a health worker to ask a single query to
set the whole retrieval function into operation,
regardless of who or where he may be.

2, Integrate, where possible, special collections
and services within the province into the system.

3, BRave, as'Central Resource, federal health library
services, which would providea access to MEDLARS
and other international information resources.

The constantly changing nature of health care patterns
makes it imperative that good library service be available
to all people involved, either directly or indirectly, in
the care of patients. The proposed information network
would aim to provide quick and effective service to all
health personnel in thg province of Ontario. It was felt
by the Committee that‘efficient service would act as a
motivating force for people to use the network.3

¢ The network proposed by the Committee on Library Ser-
vices would comprise three levels of responsibility:

l, the primary contact library

2. the health rescurce library, usually a medical
school

3. the central resource (the Bibliographic Centre
for the Medical and Health Sciences at the National
Science Library, Ottawa)
A Primary Contact Library (PCL) might be the library
of the health worker's own institution, the library of an
ingtitution or aBBociafion with which the health worker is

connecta2d, or the hearest library which can give effective

2
3

Ibido, pc 9!
Ibidq, ppo 10-11.




information service. The following are the different
types of medical libraries involved:

1. Basic health information units (general hospitals,
public health services).

2., Research and teaching libraries (health science
centres, teaching hospitals, research institutes).

3. Professional association libraries (the libraries
of associations such as the Canadian and Ontario
Medical Associations, Canadian Dental Association,
Registered Nurses' Association of Ontario, Medical
Academies, etc.).4
It is expected that for the majoritv of users the PCL's would
normally, though not necessarily, be the first point of
access to the network.
The Health Resource Library (HRL) would cischarqge a
a multiplicity of functions. In addition to serving as a
primary contact library for the members of its own academic
institution, it would effect co-ordination between the other
PCL's in its designated region and would-act as a link to
other HRL's in the province, and to the National Science
Library. It would, moreover, act as a PCL for direct access
by health care personnel working in isolated areas of the
region.
The Central Resource Library (the National Science
Library) Qould serve as a back-up =ervice by nroviding mat-

erials, bibliographic assistance, and access to the inter-

national information network.

4 Ibid., pp. 20-21.



The network would try to achieve an 85% level of
adequacy of service using only the provincial resources,
and for a 95% level when working in conjunction with the
National Science Library.5 With the incre-sing inter-
disciplinary nature of the health sciences it would be
necessary for the libraries in the network to promote
liaison on a reciprocal basis with other information
sources in the province and throughout the nation.

The "Annex E" report contains recommendations as
well for the stock, staff, and services of different kinds
of libraries. Standards are proposed for physical facilities,
services, and training of personnel. Estimates are given
of the total number of staff required for the network in
Ontario, which amounts to 90-125 professional librarians,
180-220 technicians, and 190-220 assistants.6 The estimate
given for the ctotal number of users of the network is 112,583.
This figure includes 61,351 physicians, nurses and dentists,
17,854 students, plus 33,373 workers from the allied health
disciplines.7

The Committee felt it was important to make use of
existing resources in establishing the network. The present

resources would be organized and expanded for optimum use.8

Ibid.. p. 31.

Ibid., pp. 74-76.

Ibid., p. 456.

0 ~N o Wun

Ibid,, p. vii.
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The Committee points out that for the network to
operate effectively, many libraries would nave to want
to participate; they could not be compelled to share their
resources with other libraries. This means that their
co-operation would have to be actively sought.9

Organization of the network would be effected through
a Provincial Co-ordinator heading a unit within the Ontario
Ministry of Health, and by regional co-ordinators located
in the five health sciences libraries acting as HRL's for

the regions. A network operating and co-ordinating

committee would be formed, comprised of the chief

librarians of the HRL's and other appropriate persons

under the chairmanship of the Provincial Co-ordinator.

This is in accordance with the practice already established

by Ontario universities for similar purposes of library co-
operation.10 During the implementation phase, and subsequently,
a review and advisory commitee would oversee the project in
order to evaluate, to make suggestions for development, and

to give advice to the Ontario Council of Health.ll A group

of librarians in each regional unit would provide advice and
assistance to network libraries and also to health sciences

information centrés outside the network.12

9 Ibid., p. 4Ll.
10 1pig., p. 40.
11 1pid., p. 4l.
12

Ibid., pp. 29 73.
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In the beginning stages of the network, communications
would be based on an "Inward WATS" telephone service at the
local level and Telex at the HRL level. While a province-
wide, on~line computer file interrogation system is seen
as a future possibility, the Committee did not believe that
this would be practicable without a very thorough investigation
to ensure general compatibility of bibliographic reco:és and
computer systems. However, it did recommend that certa a
preliminary steps be taken toward this ultimate objective
by agreement on a machine-readable catalogque system and the ex-
change of compatible bibliographic records hetween the HRL's.13

The Commitee on Library Servies felt that the proposed
system would be a dynamic one and would require constant
evaluation and feedback, especially in the formative stages.
Further, it proposed a small-scale trial:

to test the feasibility of the proposed information

system, demonstrate specific aspects of its operation,

and indicate the probable parameters of demand for

the information service it provides. ... Such projects

could serve to work out the basic principles of the

... network, identifying problems calling for solutions,

and demonstrate specific aspects (e.g. financial im-

plications)."14

In March of 1971 in response to the "Annex E" Report,

the School of Library and Information Science of the

University of Western Ontario proposed a three-phase pilot

13 Ibid., pp. 29-3i.

14 Ibid., p. 40.
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13 Taking as its study region the three counties

project.
of Middlesex, Elgin, and Oxford, the School proposed to:
Phase I: survey known and latent information needs
of health workers in the area, and survey
and evaluate the resources and services
already available for satisfying those needs,
Phase II: develop an information network from existing
resources and services based on standards
derived from the investigation in Phase I,
and from ongoing surveys and evaluation,
Phase III: vary experimentally either the resources or
services in parts of the network in order
to measure their effect on the oberation
of the network as a whole and 6n the
information needs of the healti: workers in
the area.
Funding for Phase I was granted in November of 1971, and
the results of information gathered during the course of
this phase form the subject of the follnwing report.
Various methods were used to collect information.
A questionnaire survev was conducted to investigate the in-
formation-seeking hchaviour of allied health personnel.
The questionnaire survey also inquired into the extent
to which these persons participated in continuing education
programmes. From this it was hoped to determine how in-
formation-seeking behaviour and involvement in continuing
education programmes are related to the availability, use,
and desirability of library resources and services. The

method of on-site inspection was used to evaluate hospital

libraries in the Study Region with respect to the resources

15 Proposal for Establishing a Demonstration Model of a
Health Services Information Network (London, Ontario: School of
Library and Information Science, University of Western Ontario,
March, 1971).
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and services they were able to provide to satisfy the in-
formation nezds of the hospitals' personnel. In conjunction
with this evaluation, a union list of periodicals held by

the various hospital libraries was compiled for the purpose
of giving an overview of holdings in the region and for

the usefulness of such a list to the hospitals involved in
the study. Based on a study of the recent literature on
health workers in Ontario, an analysis of the individual
health professions in terms of education, training, and res-
ponsibilities was made for the purpose of planning research
and interpreting its findings, and for a better understanding
of the people for whom the proposed network is to be designed.
Finally, to achieve better insight into what exactly are the
"information needs" of allied health personnel, some pre-
liminary interviews were conducted on the basis of which

hypotheses could be developed for further study.




CHAPTER II

METHODOLOGY FOR THE QUESTIONNAIRE SURVEY

Study Region

The population under study was allied health personnel
in the three Ontario counties of Middlesex, Elgin and Oxford
(see Fiqure 1). These counties cover an area which could
be contained within a rectangle approximately 80 miles from
east to west and 60 miles from north to south. The city of
London (population 220,000) is in the center of this rec-
tangle.

It was largely convenience to the Project Headguarters
that dictated the choice of the Study Region. Strictly
speaking, it cannot be presumed with the information we
have that what is true of the use of information by health
personnel in the Study Region would be true of all allied
health persons, nor even of all such persons in the Province
of Ontario. The region does not include representation of
peculiarities characteristic of some of the more isolated
and unsettled areas of the Province. For instance, the
information needs and information-seeking behaviour of

health personnel in rural towns in Northern Ontario are
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constrained by a drastic lack of resources not characteristic
of the more populated regions in the south.

However, it might be arqued that, by virtue of its size
and heterogeneity, at least a useful representativeness is
achieved in the Study Region: in 1972, the region contained
15 public hospitals,l 68 private hospitals and nursing homes
and two small organizations which did not fit precisely into
either of the former categories.2 There were also three
county health units, four school boards which employed
health personnel, a laboratory of the Provincial Health
Department and a number of private laboratories. In addition
the area contained approximately 847 medical doctors, 30
chirépractors, two osteopaths, 188 dentists, 28 optometrists,
48 V.0.N.'s (Victoria Order of Nurses) and 221 pharmacists.

Certain qualifications of this "representativeness"
must be made, however. One has already been mentioned, viz.,
the region is atypical of rural areas in Northern Ontario,

a factor which limits generalization to the Province as a
whole. Perhaps a more annoying qualification is the fact
that while most allied health professions are represented

in the Study Region, some of these are represented by so

1 When the study began there were 15 public hospitals.
By the time the study was completed one of these, Beck
Sanatorium, no longer existed as a separate institution.
The questionnaire survey reports results for 15 hospitals.
The survey which examines facilities and resources reports
on 14 hospitals.

Madame Vanier Children's Service and Western Ontario
Therapeutic Community.
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few members (e.g. there are three osteopaths), that generali-
zation with respect to a particular professional category

is necessarily limited. It would have been desirable to
compare the information-seeking behaviour of chiropractors

to osteopaths, but with there being only three osteopaths,
such a comparison would not have been valid statistically.
Ideally, the Study Region should have been larger so as to
include more representatives of the various health pro-
fessions. Practically, however, given the money, manpower,
and time available, the region had to be limited as it was.

Sampling Frame

The determination of sampling units proved difficult.
It was not easy to locate and contact accurately all allied
health personnel in the Study Region. Resources for doing
this were relatively scattered, consisting of lists of
personnel employed in institutions, directories and alhanacs,
association membership lists, "yellow pages", and the infor-
mation files of libraries and of "Information London". Letters
were sent to administrators of institutions in the Study
Region, the hospitals, health units, boards of education,
etc., requesting information about the numbers of personnel
employed in each of certain tentatively designated occupational
categories. (They were asked to aad any additional categories
which might have been overlooked in the preliminary tentative
designation.) Similarly, letters were written to the profes-

sional associations, such as those for chiropractors, osteopaths,
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optometrists and pharmacists, asking their assistance in
providing current lists of members in the Study Region.

The Membership List3 of the Royal College of Dental Surgeons

supplied a fairly complete list of dentists in the region
and the Department of Continuing Medical Education of the
University of Western Ontario provided a current list of
practicing doctors from which it was possible to select
those located within the Studv Region.

Certain categories of persons working in health care
environments were excluded from enumeraﬁion‘ First were
those whose requirements for medical or paramedical infor-
mation were considered to be marygyinal. These included
housekeepers, food service and ceneral catering staff,
secretaries, clerks, data processing operators and hospital
engineering staff. No attempt was made to inquire into the
information needs of veterinarians. Also excluded were
staffs of private hospitals and nursing homes, only a few
of which, in response to initial inquiries for lists of
personnel, indicated a willingness to participate in the
survey. A final exclusion were medical doctors not engaged
at least minimally in private practice.

Sampling Design

The problem in samrling is to select a fair sample; that

3 Royal College of Dental Surgeons of Ontario. Member-
ship List. (Toronto: Royal College of Dental Surgeons of
Ontario, June, 1972).
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is, oné which is representative of the population being
sampled. Simple random sampl:ng -.ight be one way of
drawing such a sample., However, it seems generally be-
lieved that simple random sampling can be improved upon
by bringing relevant knowledge about "representativeness"”
to bear on the sample design, such as knowledge of the
characteristics of health professions which are related
to their use of information. Such characteristics may

be used to define different (mutually exclusive} and
homogeneous population strata within which to sample.

By sawmpling within strata defined by these relevant
characteristics, the likelihood is increased that all
meaningful differences in the use of information resources
in the pcpulation will be adequately répresented in the:
sample.

It was felt that the type of work done by an individual
would bé‘the most important single characteristic affecting
his information needs and his use of information resources.
To take an obvious example, the needs of a doctor and those
of a hospital orderly are in general hardly likely to coin-
cide. However, a basic division into "Doctors" and "Others"
would have been too simple, inasmuch as "Others" is by no
means a homogeneous group. It comprises people working in
a number of identifiable subgroups such as nurseé, therapists,
and technicians. These, in turn, could be analyzed into
yet further groups composed of: nurses with a degree, non-

ERIC
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graduate nurses, nursing assistants, etc.; physiotherapists,
occupational therapists, etc.; dental technicians, laboratory
technicians, radiological technicians, etc. The categori-
zation of groups that was finally decided upon is given
below. (Table 2).

Another distinction that was felt to be important as
it related to information-seeking behaviour was whether a
health worker was affiliated with a hospital, whether he
belonged to some other kind of institution, or whether he
was engaged in private practice. Hospitals are generally
compact, self-contained communities, often largely com-
posed of people who live and work together and have access
to some kind of organized information source, however prim-
itive. The private practitioner, on the other hand, will
live and work in different places; he may work in complete
isolation or, at best, in a building shared with others doing
guite similar work.

Intermediate between allied health personnnel working
in hospitals and those in private practice are those who
are affiliated with institutions of a decentralized character
such as health units and school boards. These "semi-ins£itutions"
generally lack the compactness and "24-hours-a-day, 7-days-a-
week" character of a hospital and usually bring together a
much narrower range of professions. Generally, they also

seem to lack any kind of organized information source.
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A still finer dis cimination can be made within the
group of health workersy affiliated with hospitals. It
seems generally accepted that the number of beds in a
hospital is indicative. of many of a hospital's character-
istics; for instance, the information resources in its
library and the kinds of expertise in human information
sources which are available; Also there is apt to be
greater heterogeneity among the health personnel working
in large hospitals. Whether a hospital is located in the
city or in the country might be considered a factor affec-
ting the use of information by persons working in the hos-
pital. ‘Again, whether the hospital is a general hospital
or a special one might be a relevant consideration.

An attempt was made in designing the sampling to take
into account as many of the above factors as possible.
First, paramedical health personnel allied with hospitals
were singled out. Being "allied with a hospital" was
operationally defined as being among a hospital's full-time

4 The Hospital sample was then stratified into

employees.
paramedics associated with small, medium, and large hospi-
tals. The Nonhospital category was stratified into health

personnel who were self-employed and those who were allied

An exception was pharmacists employed by hospitals.
See the following paragraph.
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with semi-institutions (Figure 2}, The self-employed sample
includes medical doctors and dentists. Many doctors are

not strictly self-employed in that they are not wholly en-
gaged in private practice but have ties with hospitals;

they may, for instance, be involved in teaching in hospitals.
However, insofar as they are relatively autonomous whether
within or without the hospital setting, they may be considered
self-employed.

The Semi-institutional category is somewhat of a mixed-
bag; it includes all health professionals who could not!'
clearly be classified as being a paramedic employed by a
hospital or being self-employed. In actual fact, most of
the persons sampled in this group are affiliated with labor-
atories, school boards, or health units, and the rubric
"semi-institutions" may not be unwarranted. However, also
classed into this category were professions difficult to
classify elsewhere, notably dental hygienists, with whom
were also grouped dental assistants, and pharmacists. Dental
hygienists working with privately practicing dentists are
neither self-employed nor employed in hospitals. While it
was possible to obtain names of pharmacists in the area
from association membership lists, it was not possible to
determine before sampling whether they were self-employed,
employed by a small business, or employed in a hospital,

All fifteen public hospitals were included in the

sample. Conveniently, these hospitals fell evenly into the
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Fig. 2.~ First Stratification of the Population

EMPLOYED IN HOSPITALS

In Small Hospitals

In Medium Hospitals

In Large Hospitals

Self-Employed

tmployed in Semi-Institutions

NOT EMPLOYED IN HOSPITALS
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three size-groups, small, medium and large, where size was
measured in terms of number of beds. The number of beds
ranged in the different hospitals from 55 to 1520. The
mean number of beds in the small hospitals was 92, in
the medium hcspitals 317, and in the large hospitals 804.
Table 1 gives the distribution of number of beds among the
15 hospitals in which personnel were surveyed as well as
their general location and their type. Also conveniently,
eight hospitals were county hospitals and seven were London
hospitals, assuring thus a balance with respect to location
as well as size. There was as well a fairly even division
between special and general hospitals: seven general
hospitals and eight special hospitals (Table 1).

The categorization of professions was considerably
more problematic.l The professions to be sampled within
the hospitals were restricted to paramedical professions.
These were first divided into nine broad categories:
Therapists, Social Workers, Nurses, Registered Nurses Assist-
ants {R.N.A.'s), Technicians, Medical’Record Personnel,
Dietitians, Hospital Administrators and Miscellaneous. Each
of these broad categories was in turn subdivided into smaller,
more specific subcategories. For example, within the
broad category of Therapists the subcategories Audiologists,
Speech Therapists, Physiotherapists, Occupational Therapists,
and Prosthetists were recognized. A specification of the sub-

categories within each of the nine broad categories can be
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seen in the first column of Table 2.

In the Nonhospital samples, the Self-employed category
was subdivided into Dentists, Medical Doctors, and Others,
including Osteopaths, Chiropractors, and Optometrists. The
category "Employed in Semi-institutions" was subdivided
into Dental Hygienists/Assistants; Pharmacists; Public Health
Inspectors; and Psycho-social Personnel, including School
Social Workers, Psychological Consultants and Guidance
Counsellors; Nonhospital Technicians, including Audiological,
Medical Laboratory, and Visicn Technicians; and Nonhospital
Nurses, including Registered Nurses (R.N.'s), R.N.'s with
a Degree, R.N.'s with a Diploma, Pubiic Health Nurses, and
members of the Victoria Order of Nurses (V.O.N.'s).

The above classification was based on a study of the
allied health professions. This study, which aims to
characterize the different professions, is given in Appendix A.
Roughly, the classification was determined using criteria
such as educational level, length of training, amount of
direct contact with patients and the degree of personal
responsibility. Degree of responsibility was a measure of
whether the individual carried out set procedures according
to the instructions of a physician or could prescribe
directly how to deal with a patient.

As was noted earlier, the population under study, the
"allied health professions", is vaque in that there are

professions which do not easily fall into "natural"” groups.
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The consequence of this is that at all stratification levels
some of the decisions as to whether a profession belonged to
one group or another could not help but be somewhat arbitrary.
In designing a stratified sample it is required that the
strata defined be distinct and nonoverlapping. This condi-
tion is violated by the fact that within the Hospital sample
the boundary between Therapists and Technicians is fuzzy: in-
halation therapists were first classified as Therapists, but
then, when they chaﬁged their name to "respiratory techno-
lcgists", they were included with Technicians. The con-
dition is also violated in that the distinction between the
Hospital and the Nonhospital samples is not clean-cut. As
was indicated, pharmacists may be privately employed or
employed by a semi-institution or public hospital. There
are, therefore, instances where the design was compromised,
though every effort was made to be vigorous.

Determination of Sample Size

For the purposes of the questionnaire survey the total
population of health professionals was determined at 6772,
of whom Y165 were associated with hospitals, 511 with health
units, school boards and laboratories, and 1096 self-employed.
The professions to be sampled within the 15 hospitals
were nine in number: Therapists, Social Workers, Nur s,
R.N.A.'s, Technicians, Medical Record Personnel, Dietitians,

Hospital Administrators, and Miscellaneous. Since the

categories of Medical Record Personnel, Dietitians, Hospital
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Administrators and Miscellaneous were small, 100 per cent
of members in all these categories were surveyed in cach
of the 15 hospitals.

The numbers in the remaining categories were large:
Therapists (115); Social Workers (213); Technicians (417);
Nurses (2280); and R.N.A.'s (1982). The sampling of these
large categories was based on the following considerations:

1. a 50 per cent response might be expected,

2. for the purpose of statistical analysis, there
should be a minimum of 30 respondents in each
professional category,

3. each profession shouln e sampled in each hospital,

4. sampling of a profe  .ional category should be
proportional to th. size of the category, the
assumption being t:..at the larger the category
the more heterogeneous is is likely to be,

5. sampling of a hospital should be proportional to
the number of beds in the hospital, again the
assumption being that size is correlated with
heterogeneity.

The professions t» be sampled were divided into three
groups by numbers of members: 1) Therapists and Social
Workers (small professions), 2) Technicians (medium-sized
profession), and 3) Nurses and R.N.A.'s (large professions).
Likewise the hospitals were divided into three grouns by
numbers of beds; there were five small hospitals, five
medium-sized hospitals and five large hospitals.

According to the sampling plan, which was based on

the above considerations, two therapists (small profession)

were to be surveyed from each of the five small hospitals,
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four from each of the medium-sized hospitals and six from
each of the large hospitals, giving 67 as the total number
of bherapists to be surveyed over all 15 hospitals.4
Similarly 60 Social Workers were to be surveyed. The Tech-
nicians represented a larger professional category (medium-
sized profession) and for these the plan prescribed that
four be surveyed in each small hospital, eight in each
medium-sized hospital and 12 in each large hospital, giving
a total for all 15 hospitals of 60. For the largest professional
categories, Nurses and R.N.A.'s, the prescription was that
8ix, 12 and 24 respectively be surveyed in each of the small,
medium and iarge hospitals giving a total sample size of 120
Nurses and 120 R.N.A.'s.,

Having determined which professiens to sample and,

within these, how many persons to select, the next step was

4 Sample size for a given profession was determined
according to the following formula: -

Sample Size = 5(x) + 5(2x}) + 5(3x)

where the variable x was assigned the value 2 for small
professions, 4 for medium-sized professions and 6 for

large professions. The values in parentheses (x), (2x) and
(3x) denote the numbers of a given profession to be selected
repectively from small, medium and large hospitals. Because
there were five hospitals in each of these categories, the

x factors were each multiplied by 5 and summed to get the
total sample size. The reason the value x = 2 was assigned
for Therapists was that this was the smallest value x could
have to insure a sample size of 60, which is required if a

50 per cent response ig expected and a minimum of 30 respons:as
is desired. The value x = 4 was assigned to Technicians,

and the value x = 6 to Nurses and R.N.A.'s in rough proportion
to the number of members in these professional categories.
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to number each person in each professional group within
each hospital of a given size and to select the actual
sample according to a random number table. Unfortunately,
it was not always possible to to this. Six of the 15
hospitéls refused to supply names of their employees

on groﬁnds of limited time and resources. In these six
cases all that could be done was to ask the hospitals to
select the persons to be surveyed, giving them specific
instructions as to how these persons should be chosen and
hoew many persons should be chosen in each professional
category.

Another difficulty in the carrying out of the sampling
plan was that some hospitals did not have as many persons
in a given professional category as was required by the
plan. For instance, in the Oxford Mental Health Centre
the total number of therapists was five whereas the plan
called for six. In tlhis case all five therapists were
sampled.

The result of not having names of personhel in some
of :zhe hospitals and of not finding the requisite number
of rembers of given professional grcup to sample is tnat
the actual sample taken was more like a quota sample than
a probability sample, insofar as there were instances when
absolute randomness could not be achived. It was felt
that this was not particularly serious, in that there were
relatively few such‘instances. In any case, care was

taken to achieve as realistic a representation of the pop-

ERIC
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ulation of allied health personnel working in hospitals
as was practicabl§ possible. Table 2 shows the population
and actual sample sizes for the ﬁine main categories of
professionals and the subcategories within these. Table 3
also shows population and sample sizes, this time with
raspect to the nine broad categories distributed over
hospitals of different sizes.

The sampling procedure for the Nonhospital samples
followédd a somewhat different plan. There were so few.
membeérs in many of the Self-employed and Semi-institutional
professions that there was no choice but to survey all
of them.5 This was not the case, however, for Doctors,

Dentists and Pharmacists. Lists of members of these

> It might be noted that from the point of view of

analysis of results many of these small categories would
have to be ignored - at least in this study. It would

not be statistically meaningful, for instance, to compare
the information-seeking behaviour of three audio- -

logical technicians with that of three osteopaths. How-
ever, as indicated earlier, from the point of view of
sampling it is desirable to sample distinct homogeneous
categories separately to the purpose that greater re-
presentativeness is assured. The categories of Audiological
Technicians, Chiropractors, etc., while not analyzable in
themselves, by their presence contribute to the representa-
tivenesss of the whole sample. Also it might be noted that
there is no problem caused by nonproportional sampling;
that is, by taking a 100 per cent sample of one profession
and only a fractional sample of another. It is required

in sampling not that every member of the total population
have an equal chance of being selected, but that every
member have a known chance. The disproportionality can

be rectified by weighting the different samples in pro-
portion to the populations sampled. (see p. 42).
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TABLE 2

Professional Categories

Population Size

Sample Size

Iherapjsts 115 34
Audiologists 3 1
Spaech Therapists 7 2
Physiotherapists 60 29
Occupationai YThrerapists 40 22
(Prosthetists) 5 0

Social Workers 213 34
Play Therapiats 46 10
(Child care Workers) 10 0
Vocational Rehabilitation Counsellors 102 4
Medical Social Workers 55 20

Nursges 4280 180
Nurses
R.N.'s
R.N.'s with Degrees
R.N.'s with Diplomas
Public Health Nurses

R.N.A,'s, Orderlies, Aides 1982 180
R.N.A.'S
Hospital Orderlies, Aides

Technici&ns 417 87
(Audiological Technicians) 1 0
Dental Assistants 10 4
E.C.G. Technicians 21 5
E.E.G. Technicians 12 3
Inhalation Technicians/Therapists 26 4
Medical Electronics Technicians 6 2
Medical Lab, Technclogiats 217 41
Nuclear Medicine Technologists 11 i
Radiographers 9 1
Radiological Techniciins 103 25
Medical Photographers 1 1

Medical Record Personpel 30 30
Medical Records Librarians 22 22
Medical Records Technicians a8 8

Di s 6 36
Dietitians

Hogpital Administration 43 43
Hospital Adminstrative Officers

Miscellaneocus 43 49
Clinical Psychologists 16 16
Paychometrista i8 18
Biologists 12 12
Pharmacologisats 2 2
Btatisticians 1 1
Total 5165 693
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TABLE 3

Population and Sample Sizes
by Professional Categories by Hospital Size (Hospital Sample)

Professional Categories By Population Size Sample Size
Hospital Size

Therapists
small hospitals 13 9

medium hospitals 20 ) 16

large hospitals 82 29
Social Workers

small hospitals 111 3

medium hospitals 30 4

large hospitals 72 27
Nurses

small hospitals 208 30

medium hospitals 659 60

large hospitals 1413 90
R.N.A.'s :

small hospitals 173 30

medium hospitals 384 60

large hospitals 1425 90
Technicians

ama hospitals 40 15

medium hospitals 49 29

large hospitals 328 43
Madical Record Personnel

smali hospitals 9 9

medium hospitals 7 7

large hospitals 14 14
Dietitians

small hospitals ‘ . 5 5

medium hospitals 8 : 8

large hospitals i 23 23
Hospital Administrators

small hospitals 15 15

medium hospitals 9 9

large hospitals 19 19
Miscellaneous

small hospitals 13 13

medium hospitals 7 7

large hospitals 29 : 29

Totals 5165 693
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professions practicing in the area were compiled in the
manner described on p. 12, and a selection from these lists
was made according to a random number table. The number of
persons to be selected from these lists was calculated using
a standard formula6 and assuming:
l. 2 standard error of .05 (s.e. = .05)
2. a 95 per cent confidence (z = 2)
3. a 50 per cent chance that a yes/no type question
would be answered in the affirmative (p = .5,
q = .5).
The calculations gave the following sample sizes: for
Pharmacists and Dentists, n* = 133, and for Medical Doctors,
n* = 264. Again, actual sample sizes fell somewhat short
of those theoretically determined (Table 4).
A total of 1505 qu:stionnaires were distributed to

health professionals in the Study Region: 693 to the Hos-

6 a sample size n was cstimated for each of the categories,
Doctors, Dentists, and Pharmacists according to the formula:

2
n = 2 pq_ - 4 x .5 x .5 = 400

(s.e.)2 .5 x .5

Since n = 400 is more than 10 per cent of the populations
(N's) of Doctors or Dentists or Pharmacists, a correction
for finite population was used:

where roughly for Pharmacists, N = 200, for Dentists, N = 200,
and for Medical Doctors, N = 850.
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TABLE 4

Population and Sample Sizes (Nonhospital Samples)

Professional Categories Population Size Sample Size

A. SBelf-Employed Sample
Doctors - 847 224
Dentists 88 117
Other 61 €1
steopaths -3 3
Chiropractors a0
Optometrists 28 28
Total Self-Employed 1096 402
B. Semi-Institution Sample
Nonhospital Nursges 177 1771
Public Health b¥I) 179
R.N.'s :
R.N.'s with Degree
R.N.'s with Diploma
V.O.N.'s 48 48
Pharmacists 221 120
Dental Personnel 40 40
vglenists 7% %
Assistants 14 14
Public Health Inspectors 26 26
Nonhospital Technicians 40 40
Audiological 3 3
Madical Laboratory as 35
Vision 2 2
Psycho-Social Personnel 7 7
School Soclal Workers 7 2
Psychueducational Consultants 3 3
Guidance Counsellors 2 2




31

pital group, 410 to the Semi-institutional group, and 405
to the Self-employed group.

The Questionnaire

The questionnaire7 (see pp. 34-38) had basically three
objectives: 1) to Jdetermine how allied health persons seek
and use information; 2) to determine the extent to which
these persons are involved in programmes of continuing edu-
cation; 3) to determine how information-seeking behaviour
and involvement in continuing education programmes are related
to the availability, use, and desirability of‘library resources
and services.

The questionnaire was divided into four sections. The
first section asked for descriptive information such as the
respondents' age, sex, educational background, employing
institution, and professional qualifications (Questions
1-14).

The second section inquired into aspects of continuing
education: whether the respondent knew of current programmes
in his own field; whether he was engaged in or teaching in

such a programme; the nature of the programme, short refresher

7 Actually, two different qguestionnaires were used in
the survey. A modified version of the original questionnaire
was distributed to the Self-employed groups, to Doctors,
Dentists, Chiropractors, Osteopaths and Optometrists. The
modified questionnaire asked fewer questions about continuing
education programmes and laid greater emphasis on eliciting
data about specific requests for information.
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course, correspondence course, etc.; and where it was held.
Questions were also asked about the bibliographic resources
required.for continuing education courses and how they were
obtained (Questions 15-22).

The third section of the questionnaire was designed to
investigate the information-seeking behaviour of health
professionals, the main objective being to discover their
information needs. However, it was felt that asking persons
directly what their needs are can result in answers misleading
or okfuscating. It was therefore decided that a better
approach would be to determine how, in fact, these persons
seek and use information and, from this, to infer something
about their needs. Distinguishing current awareness in-
formation from information specific to a particular need, two
central questions were asked: "How do you usually become
aware of new developments in your field?" and "On the last
occasion you had a specific need for information what action
did you take?" Several other questions were asked to elicit
preferred ways of obtaining information and to assess the
importance of current awareness information to the respondent
and the frequency with which specific information needs
arose (Questions 23-25, 33-35),

The final section of the questionnaire was concerned
with the availability, use, and desirability of library
services and resources. Respondents were asked whether

there was a library at their place of work and, if so, when
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they had last visited it. They were asked what library
services they would be likely to use for information re-
lated to their work, and at what times and places they would
like to have these services available. Finally they were
asked whether they felt libraries were useful in providing
information or books connected with their work. It was
felt that answers to these questions would be especially
relevant in indicating potential readiness to use a medical
information network.

At the end of the questionnaire zome miscellaneous
questions were asked about willingness to participate in
further studies,_and comments on the survey in general were
requested. The questionnaire in near-final form was pre-
tested in three hospitals in London where the staff was
sufficiently large to provide a broad range of health
professions. Thirty-five questionnaires were distributed,
all of which were returned. The answers to the questions
and the comments made on the questionnaires led to the making

of minor revisions.
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}
b A
%ﬁ Medical Information Survey

o~ rrens THE UNIVEREITY OF WESTERN ONTARIO, CANADA nmnnnnn.

School of Library and Information Science

The University of Western Ontario
London 72, Ontario

ALL REPLIES WILL BE TREATED AS STRICTLY CONFIDENTIAL. NO-ONE WILL BE IDENTIFIED.

1. Employing Institution or Organization
2. Name (Please Print) 3. Sex 1. M E] 2. F []
4. Year of Birth: 1. before 1915 [ ] 2. 1916-1925 [ ] 3. 19.0-35 ]
4. 1936-45 J 5. atter 1945 []
5. What 1s the official title of your position?
6. Please give gome typical examples of the sort of things you do ‘jreterably
based on what you did today and yesterday).
How long have you been employed in this kind of work?
7. A. here since 19 7.B. elsewhere trom 19 (I
8. Would you say that the work of your profession —
1. is fairly static ‘ 1.
2 changes very slowly 2.1
3. changes, but not too fast 3
4. changes fairly rapidly 1.0
5. 18 constantly changing 5. |
9. What was your highest grade completed at high schuol?

s [ 10 [J [ 2 [ O
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Medical Information Survey Page 2

10. How did you train for your work? (More than one alternative maT:ie mar ked;
l. in-service training l:] 2, full-time course
3. part-time course [] 4. correspondence course []

11. If sti1ll in training, mark here [:]

12. Do you have any professional qualifications (certificate, diploma, degreg,?
1. yssr_-l 2. NG
If YES, please give details

13. In what year did you qualify? 19
iIf you gqualified outside of Canada, please mark here * D s

(-
14. Are you a member of any professional organisation{s)? 1. YES [:] 2. ONCOE
1f YES, please give name(s) hero

15. Do you know of any current programne of turther
professional education and training 1n your own
ficld i1eg. learninyg about new apparatus or pro-
cedures, preparation for an advancod=level
qualification, and sa on)? 1. YE! E] N

0

16 Are you engaqed in any such progr.amnme? 1. YES LJ i
It you are traching the course, please mark here 'D

17. If you answered "YES" to Question Ih, how is it presentod?

1. day classces
2. evening c¢lasses <.
3. short refresher courses k]
4 petrodic conferences, "wor kshops" (o ete. i,
5 Colrespordence courses
18, It you marked 1, 2, 3, or 4 in Questaon 17, where are then. heblg
Item (Liam o 17,0 ) it 4 !
Lucat 1un )
1. at your plave of woark —1
2 tn the game tawn 2,
3. ar another town 1.

19. Ate bhaoks toegquited tor gtudy an connection with this e oo g

Vo YES [:] 2t [:]

ERIC

Aruitoxt provided by Eic:
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Medical Intormation Survey Page 13

20. If YES, do you have to buy them, or can you obtain them otherwise?

1. buy [] 2. provided by teaching institution [:l 3. bozzow[:]
2l. If borrowed, where do you normally get ther. from?

1. teaching institution [:] 2. hcespital library %E}

3. professional society, etc. [:] 4. public library

5. other source (please specify)

22. How easy 1s it to borrow the books you neced?
1. very easy 2. satisfactory 3. very difficult[]

23. How do you usually become aware of any new developments 1in
your field of work? (more than one may be marked)

1 through i1nstructions given by your sujariors 1.
2. by notification from your professional organisation 2.
3. by reading articles in periodicals connected with P
your work
4. by attending courses or classes a.
S. by attending meetings of your professicnal organisation 9.
6. by reading articles in newspapers or magazines L.
7 trom radio or television programmes ..
8 by talking to your colleagques .

24 Whach of the foregoing methods are most effective i1in your becoming ,ware
of new developments? (In appropriate boxes, place the numbetrs 1Aptesent-
iny up to threce of the items chosen in Question 213.

1 Most eftective D 2. 2nd most effective D 3. 3rd most "!!u(‘!ru-D

25. So tar as your everyday work is concerned, how important 1s i1t tor /o
to have knowledge of new developments i1n Your field?

1 not really necessary D 2. uscful D J. very important D

26 Is there a library in the place where you work?
1 ves [] 2. o ] 3. oon'r knvow []

27. 1t you answered "YES" to Question 26, have you ever used 1t?

1. YES [:] 2. NUI:]

28. Ir vou answered "YES" to Question 27, when did you last qo thers
laok somcthing up or to borrow baoks?

1. within 24 hours 2. witthin 7 days []
3 wirthin 4 weeks [] 4. over 4 weeks aqo []
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Medical Information Survey Page 4

29.

30.

31.

32.

How valuable do you think & library might be in providing information
or books connected with your work? (Please select one value on the
following 5-point sc

).
l: not useful at allﬁ Z.D J.D 4.D 5. extremely usefulD

If the following library services were available to you, which ot
them would you be most likely to use for information related to your
work? (More than one may be marked).

1. books for reference only

telephone enquiry service

1.
2. periodicals for reference only 2. e
3. books and periodicals for borrowing 3.
4. tape-recordings of talks, lectures, etc. 4. |- _]
5. slides S (.
6. films 6. |
7 photocopies 7.
8. .
9.

personal notification of current publications
{eg. books or articles in periodicals) of [::]
interest to you 9.

If a library service were available to you for information c¢ nnecued
with your work, which location would you find most convenient tn . 181t
lassuming 1t was not at your place of work)?

1. in a local hospitai 1.

2. in the public library premises ¢.
J. at some other place (eg. health unit, community 1
callege, etc.} Please specity 3.

At what times would you find it easiest to visit a library?
(More than one may be marked.)

1. during the morning i
2 during the lunch hour 2.
3. during the afternoon 3.
4 at the end of the afternoon 4.
5 during the evening 5.

33,

In the course ol your daily work, how often do situations arise,
{other than medical emergencies) tor which you need iaformatacn bee-
yond what you already possess because of your previous traininy and
experience? (Examples, a patient with an unusual disease; a pro-
¢edure or equipment you are not already familiar with; a pollution
cri1ais caused by some previously unsuspucted aqent).

1:] 3. rarely []

1. trequently (:) 2. occasionally



38

Medical Information Survey Page 5

34. On the last such occasion that you can recall, what action did you
take to get the necessary information?

1. ask one of your colleagues on the spot 1. (]
2. ask a colleaque nearby (but not in the same room) 2. [::
3. phone someone about it 3. L]
4. write to someone about it 4.

S. 1look up the information in a book 5. ||
6. go to a library to find out 6 |

35, Do you remember which of the above was the first thing you did?
{(Give number here)

36. Do you subacribe to any periodicals dealing with your field of work
(or do you receive any from professional orgyanisations)? 1. ﬂff 2. NO

37. what was the subject of a recent article related to your work that
you have read?

38. Pleage mas- :ce if you would be willing to take part in further studies
of informai.ion use, either by gquestionnaire or interview.

1. QUESTIONNAIRE [] 2. INTERVIEW []

39, If you would like to make any comments, either about the guestions
we have asked, or about the general subject of this study, we
would be interested to hear your views,

Please mark here and write them on the back of this page.

Thank you for your help, which is much appreciated.
ey 2. Pudall

Geoffroy R. Pendrill
Associate Professor
and Project Leader




CHAPTER III

RESPONSE RATES AND INFORMATION ABOUT THE RESPONDENTS

Response Rates

The distribution of responses according to professional
categories sampled is shown in Table 1. Table 1 also shows
response samples as a percentage of the populations sampled
andé the standard errorsl associated with each of the response
samples. Altogether, 1505 questionnaires were distributed to
health personnel in hospitals and semi-institutions and to
those who were self-employed. Of these 1505, there were 1071

useable returns, giving. a response rate of 71.2%. For the

1 When a result is expressed as a percentage (e.g. 53%
of health professionals working in hospitals are under 26
years of age), the standard error of the percentage (e.g. 1%)
gives an indication of the reliability of the sample in terms
of adequacy of size. Rather than report standard errors for
each percentage separately (e.g. 53 * 1%), maximum standard
errors were computed corresponding to percentages of 50 per
cent. Standard errors were calculated assuming a confidence
of 95.44%, and computing for p = 0.05 according to the for-

mula: ,
= VE& - Dx
s.e. 2 Nig X (1 Nx )

where p is the percentage of one type of responses, say a "yes
response, q is the percentage of the opposite response, Ny the
total population represented by the sample, and nyx the number
of sample responses. In reading the analyses of results in
this report, answers to the questions of the yes/no type given
in terms of percentages are to be interpreted with respect to
the standard error appropriate to the sample being discussed.
In most cases the actual standard error is less than the

@ approximation given by the maximum standard error.

39
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TABLE 1

Response Rates

—_——— — — —
Aqgr:qate P°p°;:ti°" R;:E\;;‘:e g::ggr;:::g: ° A;:‘::cil:;gd
X Population Error
Total 6772 1071 18% 0.01
Nospital 5165 622 12% 0.01
Semi-instisutional 511 268 | 52% 0.02
Self-employed , 1096 181 17% 0.02
Nonhospital 1607 449 39% 0.02
Hospital Sample
Therapists 115 47 41% 0.06
Social Workers 213 28 13% 0.06
Hospital Nurses 2280 166 7% 0.02
R.N.A.'s 1982 166 8% 0.02
Hospital Technicians 417 85 20% 0.04
Medical Record Personnel 30 27 90% 0.02
Dietitians 36 il 86% 0.02
Hospital Adminiatrators 43 35 8l% 0.03
Miscellaneous 49 37 74% 0.04
Semi-institutional Sample
Nonhospital Nurses 177 124 70% 0.02
Pharmacists 221 63 28% 0.05
Dental Paersonnel 40 25 63% 0.06
Public Health Inapectors 26 24 92% 0.02
Nonhospital Technicians 40 25 634 0.06
Psycho-social Personnel 7 7 100% 0.00
Self-employed Sample
Msdical Doctors 847 115 14% 0.03
Dentists 188 49 26% 0.05
Others 61 17 27% 0.09
Hospital S_mple by Size )
. Small 587 112 19% 0.03
Medium 1173 189 16% 0.03
Larga 3405 321 9% 0.02
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Hospital category, 693 guestionnaires were distributed and
655 returned. Of those returned, 20 were withdrawn because
of faulty identification of the occupational category (for
example, a Doctor filling in a questionnaire intended for

a Hospital Administrator, or a Food Service Supervisor a
questionnaire for a Dietitian). Another 13 were returned
without having been filled in. 1In some cases it was stated
that the designated individual was sick or on holidays.
Although it was not stated whether any of the recipients
had declined to fill out a questionnaire, this is a possi-
bility. Nevertheless, the 622 "useable" questionnaires
represent the high response rate of 89.8%. And the standard
error associated with the llospital sample is acceptably
small, 0.01.

The response rate for the Self-employed category was
not so gratifying. There were 402 questionnaires distri-
buted to Doctors, Dentists, and Others (Osteowpaths, Chiro—
practors and Optometrists), but only 181 were returned,
giving a low response rate of 45.0% and a standard error
of 0.02. There were particularly few returnc from Osteopaths,
Chiropractors and Optometrists, professions snarsely repre-
sented in the Study Region in any case. cConsequently, the
reliability of results reported for these three:ﬁrdféssions

individually considered is questionable.2

2 As can be seen from Table 1, the standard error for
the "Others" category (Chiropractors, Ontometrists and
Osteopaths) is rather large (s.e. = 0.09).

L
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The response rate for the Semi-institutional category

was somewhat better, 65.3%. Of the 410 questionnaires dis-
tributed, 268 were returned. Since 100% samples were taken
of all professions in this category except Pharmacists, the
number of regpohses viewed as a percentage of the population
samples was quite high (52.0%).

Looking at responses of the individual professions, it
can be seen from Table 1 that they represent differing pro-
portions of the population samples. For reporting results
for a broad category, which is an aggregate of individual
professions, this disproportionate representation can be
evened out by weighting the aggregating subsamples.3 Weight-
ing was done for the Hospital sample andjthe Self-employed
sample; it was felt that weighting would be unnecessary for
the Semi-institutional sample since i£ represented ober half

of the population sampled.

3 The weighting fornula used was
np X Nx
Nt Ny
where N, is the population from which the subsample is taken,
Np is €Ny, ‘
n, is the number of responses in subsample x, and
nT = gnx.
Given unweighted "yes" responses, the formula to obtain the
average percentage of weighted "yes" responses is

100 € (2L w0 /g

where fxY is the number of "yes's" in subsample x.
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Information about the Respondents

The complete background information about the res-
pondents which was obtained in questions 1-14 of the
questionnaire can be found in Tables 2, 3, and 4. It will

be summarized only briefly below.

Hospital Sample (Paramedical Personnel)

Although four-fifths of the respondents in the Hospi-
tal sample are female, the male-female ratio varies widely
according to the }ndiviunal nrofessions.4 For instance,
most of the Hospital Administrators are male, while all of
the Dietitians are female.

Thirty per cent of all the respondents say they were
born since 1945. The profession with fewest young people
is the Hospital Administrators, with only 2.9% of the
respondents born after 1945. The Therapists include the
highest percentage of young people, with over 40% under
26 years of age.

It is interesting that in the cverall sample, slightly
over one-quarter of the respondents did not complete Grade
12. Only 30% finished Grade 13.5 The group with the highest
percentage of graduates from fGirade 13 is the Therapists

(77.3%).6 The R.N.A.'s are the least well educated; onlv

4 Throughout, percentages are calculated excluding the

re5pogdents who did not answer each question.
This questionnaire did not ask about education bevond

the Ggade 13 level.
, Throughout, significance is determined using the Chi
Square Test. The difference between the number of Therapists
who finished Grade 13 and the next highest group (Miscellan-
eous) is significant at 0.010 (6.9, 1 d4f).
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4.5% of the respondents in this group rennort having commnleted
Grade 13.

The question which asked how the respondents trained
for their work allowed multiple answers to be given: in-
service training, full-time courses, part-time courses and
correspondence courses. Less than three-quarters of the
overall sample (71%) report having trained for their work
by taking a full-time course. The Therapists, as well as
having the highest nroportion of Grade 13 graduates, include
the highest percentage of respondents whn took full-time
courses (93.6%). As well, more than three-quarters of the
Dietitia~s, Miscellaneous, Nurses and Social Viorkers pre-
pared for .neir work with full-time courses. At the same
time, every professional group includes fairly large numbers
of respoadents who had in-service training; this varies
from the Therapists at 21% to the Technicians at 69%. Part-
time and correspondence courses, however, proved not to be
very common types of training. Part-time courses were most
often attended by Technicians and Hospital Administrators,
while significantly more Medical Record Personnel report
having taken correspondence courses (50%) than any other
group.7

Although only 71% of the respondents premnared for their
work by taking a full-time course,-93% say that they have
professional qualifications: certificate, diploma, or degree.

Even the groups having the smallest number of members with

7 The difference between the number of Medical Record
Personnel who took correspondence courses and the next two

O jhest groups (Hospital Administrators and Nurses) is
ERi(ﬁnificant at 0.001 (21.1, 2 df).

Aruitoxt provided by Eic:
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professional qualifications are well over B80% qualified, and
none of the Therapists, Dietitians or Miscellaneous group
includes any respondent who is not qualified. This is not
surprising, perhaps, in that thare are légal requirements
which health wa;kers must meet in order to be able to prac-
tice (see Appendix A).

The question asking in what year the health workers
qualified is perhaps the most important of the background
. questions since it indicates the percentages of people sur-
veyed who are most likely to need up-dating information,
courses of continuing education, and so on. In the overall
Hospital sample, ovci 60% of the paramedics qualified since
1960. The percentages of recently trained respondents vary
greatly from one group to another. The groups with the
highest proportion of members who qualified since 1960 are
the Miscellanéous, the R.N.A.'s and the Medical Record Per-
sonnel. Fewer Dietitians than any other group qualified
in the last 13 years.

Slightly less than two-thirds of those surveyed in the
hospitals belong to one or more professional organizations.
But again, the individual groups vary greatly, with the
Therapists having the greatest tendency to join their
associations (97.8%) and the R.N.A.'s the lowest (40.5%).

Analyzing background information from the point of
view of hospi:al size, it is found that the differences
between the results for small, medium and large hospitals

are generally insignificant, and no obvious pattern emerges.
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The only significant difference is in the male-female

ratio; medium hospitals having the highest percentage of
females (85.6%), followed by the small hospitals (79.5%),

and finally the large hospitals (73.3%).8

Semi~institutional Sample

Slightly over two-thirds of the respondents in the Semi-
institutional sample are female. The Hospital samnle has

12% more females. This result, which is sigﬂificant at 0.005,9

can at least partly be-explained by the presence of the
Pharmacists (86.4% male) in the one sample and not in the
other. It is interesting, nevertheless, that none of the
Nonhospital nurses are male, while there are a few males
among the Hospital nurses (5.5%). In addition, a smaller
percentage of Hospital technicians is female than of the
Nonhospital technicians. 1In the Semi-institutional sample,
all of the Health Inspectors are male, while all of the
Dental Personnel (hygienists and assistants) are female.
The respondents of the Semi-institutional samnle are
significantly older than those of the Hospital sample,lo
(13.7% fewer born since 1945). Pharmacists are the oldest
professional group; only 3.2% of them were born since 1945.

At the other extreme, over half of the Dental Personnel and

over one-third of the Techniclans are under 26 years of age.

g significant at 0,010 (10.5, 2 df).
0 (7.9, 1 af).
10 significant at 0.001 (13.9, 1 df),
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The Nonhospital nurses are older than the Hospital nurses
(13.9% and 24.4% respectively born since 1945), but the
reverse is true of the two groups of technicians.

This sample has a much higher proportion of respon-

dents who completed Grade 13ll

than the Hospital sample,
One factor influencing these results might be that the
Semi-institutional sample does not include any R.N.A.'s
or orderlies and does, on the other hand, include Pharmacists.
It is not surprising that In this sample the Pharmacists are
the best educated group (93.0% finished Grade 13). Techni-
cians and Health Inspectors have the fewest Grade 13 gracduates
(52% and 26% respectively), A very much lafger percentage
of the Nonhospital nurses finished Grade 13 than of the
Hospital nurses, but slightly more Hospital technicians
finished Grade 13 than Nonhospital technicians.

The results for this sample of the question ashing
about type of training undergone show a pattern quite similar
to the Hospital sample, except that significantly more Semi-
institutional respondents took full-time courses than did
those from hospitals.12 This is true both of the Nonhos-
pital nurses and technicians as compared to the Hospital
nurses and technicians. These results, along with the
results about high schocl grade completed, indicate that
the Semi-institutional sample is, on the whole, better

educated and better trained than the Hospital sample,

1?;_ Significant at 0,001 (81.4, 1 df).
12 gignificant at 0,001 (16.9, 1 df).
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Looking at the individual professions of the Semi-institu-

tional sample, it is found that at least 70% of the respon-
dents from every group say they trained by taking full-
time courses. Part-time courses were taken least often
by Pharmacists and Nurses, and most often by the Psycho-
§ocial Personnel. Correspondence courses were taken by
very few respondents in any group except the Health Inspec-
tors, one-third of whom report having had this type of
training. In-service training seems to be commnon to all
groups, ranging from the Dental Personnel (28%) to the
Pharmacists (66.7%).

Likewise, significantly more respondents of the Semi-
institutional sample report having professional qualifica-

tions (certificate, diploma, degree) than of the Hospital

.y
EA J

sample;13 however, their respondents qualified, on the
average, significantly longer ago than the Hospital para-

14 All of the Pharmacists, Health Inspectors and

medics.
Psycho-social Personnel, as well as over 9%. of the Nurses,
say they are qualified in the Semi-institutional sample.
Even the other two groups, Dental Personnel and Technicians,
report being 88% qualified. About 85% of the Dental and
Psycho-social Personnel qualified since 1960; Pharmacists
hawve the fewest recently-trained respondents in this sample
(26% qualified since 1960).

Finally, significantly more Semi-institutional respon-

dents belong to professional organizations than Hospital

13

14 Significant at 0.025 (5.8, 1 df).

Significant at 0.001 (17.6, 1 df). .
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respondents.15 This is true both of the groups of nurses

and technicians. Perhaps this reflects a need on the

part of health care workers in health units and school
boards to overcome a feeling of professional isolation
which is not experienced by the hospital paramedics. Over
90% of the respondents in every group say they belong to
their associations except the Nurses, 77.9% of whom are
members,

The picture which emerges of the "average" Semi-
institutional health carec worker is a person who is clder,
better educated and more apt to have professional qualifi-
cations and to belong to professional organizations than

her (his) counterpart working in the hospital.

Self-emvloved Sample

Roughly half of the raspondents in the felf-employed
sample have qualifications other than the M.D. or the D.D.S.
These qualifications are shown in Table 5. Only 29% of the
respondents report having fqualified since 1960. The Dentists
and the Others have more recent qualifications than the
Doctors (see Table 4 for the actual percentages).

To one question which asked if respondents have any
special professional interests, nine-tenths answer affirma-
tively. However, only a little over one-third actually
report the name of the specialty certificate or fellowship
which they possess. Almost half of the Doctors give the

name of their area of specialization - most common are

15 gignificant at 0.001 (26.3, 1 df).
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TABLE 4

Background Information about Respéndents
(Self-Employed Sample)

—— =7
|
o Hours per week
-5 of office hours
o ~ - O
© s v wn
(<) = 03 7]
~ (o] 0. 0 M
1) wn ~ o
Q 1] ~ (o}
0 ) - o P )
= Q o M ] N 0
] Lo 4] (=] o] M
) ow 0 N ol ~ 0 o
Y] £ 0 + £ o)
o] o0 ] 3 o) S
o o g ] o o
ol ~N M -1 O M L - (=]
- L) W o + )
o ol 4 o (o)
~ v e O o) -0 + M
] Q- H N ~ ) o
e Q, o Q Q < 8
o w & w0 - —
Doctors 22,.5% }90,9% ]46.1% |50.6% [J6.1% | 59,2% ] 34.7%
Dentists 50.0% |88.6% 8.2% |88.1% |2.1% | 60.4% | 37.5%
Others 42.9% 84.6% 64.7% 58.8% | 41.2%
Sample Total | 29.3% [90.3% |37.3% [58.5% [5.0% | 59.4%( 35.6%
Time devoted Hours per week
to other activities devoted to study
2 n ﬂ
- M g
0 o) 0
Al o £
M4 e )
om M o
3 M n o ~
e o)
Qw0 o) S o)
o Q- £ o o
=) da 3] £ (<) <]
ot o M + ~ Es
G 28 o Ay ) o) 0
BN EEE RN
8 8 ~ (o] ~ N E
Doctors 29.6% |44.3% [49.4% [26.9% [37.8% (44.1% | 18.0%
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TABLE 5

Qualifications Other than the M.D., or D.D.S.
(Self-employed Sample)

Qualification Doctorsﬁ[Dentists Others
Certificate . 20.0% 2.0%
Diploma 13.0% 6.1% 5.9%
Fellowship 31.3% 11.8%
Membership 6.1% )
Other Qualifications 3.5%
B.Sc. 7.8% 10.2%
M.Sc. 2.6% 4.1%
Ph.D. (Sciences) 3.5%
B.A. 8.7% 4.1%
M.A. ' 2.6%
Ph.D. (Arts) 1.7%

Ny (total respondents) = 181
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psychiatrists, radiologists, anaesthesiologists and

specialists in internal medicine, pathology, and preventive
medicine - while only 8.2% of the Dentists and none of the
Others do so.

Over half of the respondents have practices by them-
selves, without partners. Eightly-eight per cent of the
Dentists are in private practice alone, while significantly
less of the Others and the Doctors (65% and 50% respec-
tively) practice without colleagues.16 This means that
the Dentists have clearly the greatest tendency to be
professionally isolated.

One group of questioéé asked how much time the respon-
dents spend on various activities. Only 5% of them have
less than ten office hours a week, while over one-third
have more than 40 office hours. Over one-quarter of the
respondents are engaged in teaching; over one-third devote
time to committee work and administration, and 46% are
involved in, or contemplating, research. One-quarter are
also involved in other activities such as lab work, repre-
sentation on Boards of Governors; coroner's duty, consulting
work, and visits to nursing homes. Doctors tend to have
fewei office hours a wgek than Dentists who, in turn, have
fewer office hours than Others. This difference (not
significant anyway) can'probably be explained by the fact
that the Doctors are more heavily involved in the various

other activities mentioned above.

16 The difference between the number of Dentists in solo
@ "actice and the next closest group (Others) is significant

ERIC 0.050 (4.36, 1 df).
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When asked how many hours a week they are able to

devote to private study, including attending meeﬁings,
lectures, and taking courses, two-fifths of the resvon-
dents say they spend less than five hours, about an equal
number say five to ten hours per week, and 15% say they
are able to Jdevote more than ten hours a week to current
awareness and continuing education activities. The break-
down by profession shows that two-thirds of the Dentists
devote less than five hours a week to private study, while
just under half of the Others and slightly more than one-
third of the Doctors do not spend over five hours a week
on study. Eighteen per cent of the Doctors, 6.3% of they
Dentists, and none of the Others are ahle to spend over )

ten hours. a week on private study.17

The Sélf-employed groups have a higher tendencv to
belong to professional organizations than the Hospital
and Semi-institutional qroups.18 In fact, only two out
of 181 respondents report that they do not belong to any
of these. The Dentists and Doctors belong, on the average,
to three or four professional orqanizationé, with some
belonging to as many as eight or nine. Thé Nsteopaths,

Chiropractors and Optometrists have a sliqghtly lower average

{two to three 6rqanizations per respondent).

17 pifferences are significant at 0.050 (61.9, 2 4&f).

18 Significance comparisons were not made between the
Self-employed sample and the other samples in that the
guestionnaire sent to the Self-employed samnle differed
somewhat from the guestionnaires sent to the Hospital and
Semi-institutional samples.
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Comparing the percentage of respondents of the Self-

employed sample who qualified since 1960 with the percen-
tages in the other two samples, it is seen that the former
is much smaller than either of the latter. Similarly, a
much smaller percentage of the Self-employed respondents is
involved with courses of continuing education. The Self-
employed group would seem to need continuing education more
than the other two groups, both because they have a greater
professional responsibility and because they qualified, on
the whole, longer ago. However, their lower participation
in courses may be offset by continuing education obtained
through a greater participation in professional organizations

and through the reading of more professional journals.




CHAPTER IV

INFORMATION~SEEKING BEHAVIOUR

¥

In desianing any information svstem, it is important
to discover the informatinn-needs nf its potential users.
As was mentioned in Chanter 1T, needs are difficult tn
determnine in that thev are often unperceiverd., It was decided,
theréforc, to tri an indirect approach and ask not about needs
per se but about information-sncking behavinur and, from this,
to infer sornecthina about needs, This chapter then deals with
the information-sccking behaviour of héalth persnnnel in the
Study Region. TParamedical onersonnel in hospitals are con-
sidered first, then health nersonnel associatned with seni-

institutiohs, and finally, those who are self-employed.

Hospital Sample (Paramedical Personnel): Overview

Two questions can be asked to distinauish current aware-
ness information from information specific to a need. The
first is: How do vou usually become aware of any new develop-
ments in your fiecld? The second is:  What specific action
did you take on the last occasion you nceded information?

That there is a need for becoming avare of new develop-

ments is evidenced by the respondents' nerception of change

57
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in their profession. Fairly rapid or constant change is
perceived by 55.9% of the hespital paramadical personnel.
Table 1 shows that for th.se perrons superiors represent

the most popular source of cirre,.t awareness information.

Of the three sources usually used (or current awareness,

two are human resources: sug2riovs and coileagues. 1In
other words, current awarenes- among paramedics in hospitals
depends largely upon a social context which fosters communi-
cation.

Whether human resources are more "important" than
printed materials for current awarzsness is a question that
comes to mind. Indicative of :mportance are answers the
respondents gave when asked about the effectiveness of
current awareness sources (Table 1). Superiors are ranked
most effective by 35.6% of the respouadents; periodicals
are judged most effective by 22.0%; and, rather surprisingly,
oﬁly 5.8% find colleagues the most effective source of
current awareness info;mation.l (It is surprising that
colleagues should be so usually used and found so little
effective.) But as to the general question of human
resources vs. printed resources, it would seem that the
former are more important judged both by their frequent
use and by positive judgﬁgnts of their effectiveness in
providing current awareness information. While current

awareness among health personnel in hospitals is a function

1 The difference between the judged effectiveness of
superiors and periodicals is significant at 0.001 (19.7,
1 df); between periodicals and colleagues the difference
is significant at 0.001 (58.9, 1 df).
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TABLE 1

Information Sources Used for Current Awareness (Hospital Sample)*

Source Percentage Using Percentage Judging
Source Source "Most Effective"

Superiors 77.6% 35.6%
Colleagues 74.8% 5.8%
Pericdicals 72.4% 22.0%
Newspapers, 47.3% 1.6%

Magazines
Courses 43.6% 13.2%
Professional

Organizations 37.2% 7.6%
Professional

Meetings 32.5% 2.9%

*nT (total responding) = 622
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of a social context which fosters communication, it would

seem that the communication which is relevant is not that
between colleagues, but between superiors and those that
are responsible to them.

Paramedical hospital personnel were asked how often
they find themselves in situations for which they need
information beyond what they already possess‘from previous
training and experience. Only few (14.0%) find themselves
"frequently" in such situations. Such situations are more
likely to occur "occasionally" (58.6%) or only "rarely"
(30.0%). What is of interest, however, is not so much how
often such occasions arise, but rather the nature of £he
information-seeking behaviour which occurs when they do
arise. Thus the question was asked: On the last occasion
you had an information need what action did you take to
obtain the necessary information? Table 2 shows that for
information specific to a need, printed resources rank
higher than human resources. Nearly two-*thirds of the
respondents (65.6%) reported that they looked in a book
when they last had need for specific information, while
only 43.4% turned to a colleague for the information. Very
few (9.1%) considered going to a library. The fact that
books are so often referred to and libraries are so seldom
visited indicates that the books used are not found in
libraries but are housed in private office or departmental
collections. The implication of these results for the

feasibility of a network based on existing information-
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se&king behaviour is surely obvious,

More than one action is taken in the seeking of infor-
mation, as more than one source is uscd for current aware-
ness information. For this reason, the percentages in the
first column of figures in Table 1 and in Table 2 do not
add up to 100%. It was felt that by asking those surveyed
for the first action taken in their search for information,
some indication would be given of a preferred behaviour.
The second column of numbers in Table 2 shows that while
looking in a bopok is a frequent response to the need for
specific information, it is not a preferred one. The pre-
ferred response is to approach a colleague.2 Presumably
colleagues are approached first as being the easiest path
to information, even though it seems that for specific
information, as well as for current awareness information,
c011éagues are viewed as nnt particularly effective. It is
necessary, eventually, to resort to recorded information,
to books, but not necessarily books in the hospital library.
Of the over 600 people surveyed in the Hospital sample,
only 15 went to their hospital library as a first step in
a search for information and over 18% had never at any time
used their hospital library.

Why are libraries approached only reluctantly? Is it

because the libraries are not good, or because there is

2 The difference bhetween approaching a colleague and
looking in a book is significant at 0.001 (30.4, 1 df).
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sometiiing in human nature that prefers not to use libraries?
To explore the potential use of hospital libraries, as dis-
tinct from present information--seeking modes, another
question was asked: What types of library services would
you be likely to use for work-related information? (Table 3).
The answers are not uninteresting. Clearly the borrowing

of books and periodicals has priori*v ranking - what seems
surprising is the large intcrest in media. The borrowing

of films and tape recordings takes preference even over

the use of reference books and periodicals in the librarv.
The low likelihood that health personnel working in hospitals
would telephone inquiries to the hnspital library suggests
thevy do not view the Jibrary as a source of quick reference
information.

These are the overall results having to do with the
information~seeking behaviour of paramedical perconnel in
hospitals. The following pages report the results of finer
analyses of the Hospital sample, by hosoital size, type, énd
location, and by profession. 1In order that the overall
results not be lost sight of in the discussion of these
analvses, they may be briefly revicewed:

1) As sources of currcni awarcenes: of information,
superiors rank 7irst, i.e. the most popular, followed by
colleaques and the. periodicals. Superiors are judged
considerably more eftcctive than periodicals, and colleagues
verv significantly less so.

2) To obtain information to satisfy a particular nced,
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TABLE 3

Library Services Likely to be Used for Work Related
Information (Hospital Sample) *

Service Percentage Likely to Use the
Service

Books and Periodicals

foc Borrowing 63.3%
Films 50.8%
Tape Recordings 44.0%
S.D.I. 43.1%

Books fo. Referen.e
Only 36.6%

Slides 21.1%

Periodicals for Reference

Only 20,9%
Photocopy 16.5%
Telephone Inquiry 8.7%

*

N, (total responding) 622
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the usual first step taken is to ask a colleague. Presum-~
ably, this is only a beginning step in many information
searches since the action most frequently resorted to is
"looking in a book". Going to or telephoning the hospital
library is simply not an instinctive reaction when infor-
mation is needed.

3) When paramedical personnel do use the library, the
service they are most likely to use for work-related infor-
mation is the borrowing of books and periodicals. Borrowing
tapes and films is notablyv popular and takes precedence over
using reference books and reference periodicals in the
library.

Hospital Sample {(Paramedical Personnel): By Size

The size of the hospital in which a paramedical person
is located is a factor that quite definitely affects his
information-seeking behaviour. Health personnel in small
hospitals seem to be more inclined to vse library services
than are those in large hospitals. Table 4 shows that the
question. Have vou ever used the library? was answered
affirmatively by 89.7% of the respondents in small hospitals,
85.3% of those in medium hospitals and by 77.9% of those in
large hospitals. The percentage difference is significant
at 0.025.3 Alsc there is a difference, but not a significant
one, in the percentage of persons in small hnspitals (as
compared to the number in medium and large) who indicate
"going to the library" as an action taken in obtaining infor-

mation (5.0%, 4.2% and 1.8% respectively). Byv way of explan-

(8.64, 2 df).
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ation, it might be observed that, at least as far as current
awareness information is concerned, hcalth personnel in

small hospitals rely significantly less on their superiors
than do their colleagues in medium and large hospitals.

What this suggests is that there are either fewer or less
structured opportunities for communication in small hospitals
?nd that here libraries provide the information function
performed by dialogue with superiors and colleaqgues in large
hospitals. Recorded information is substituted for verbal
communication.

Actually, to say that size of hosbital is indeed a
factor affecting the use of hospital libraries, it must be
shown that there is no hidden third factor involved. For
instance, it might be arqued that small .iospitals are different
from large ones, in that they tend to be special hospitals or
that they tend to be in the country rather than in London.
However, this is not the case, as can be seen from Table 5.
Table 5 shows that whether in London or in the country,
whether special or general, small hospitals show a greater
record of library use than do large hospitals. At least as
"use" is measured bv the respondents' answers to the guestion:

Have you ever used the library?4

4 Table 5 shows the library is used least by personnel in
large hospitals and within these, geographically, least by
those located in London hospitals. This result, however, is
suspect because the data does not allow a distinction to be
drawn between small hospitals in London and special hospitals
in London. They are the same. And small hospitals in the
country happen all to be general hospitals. To say then that
library use is least in large hospitals and attribute this to
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TABLE 5

Library Use of Small, Medium and Large Hospital
Libraries Cross Classified According to General-Special
and London-Country (Hospital Sample)

Library n Use of Library Action Taken to
Type X Obtain Information:
Go to Library

General 295

Small 88.5% 16.9%

Medium 84.4% : 11.3%

Large 71.7% 8.1%
Special 327

Small 91.1% 25.5%

Medium 86.3% 13.3%

Large 81.6% 7.6%
London 324

Small 91.1% '25.5%

Medium 86.3% 13.3%

Large 74.7% 7.7%
Country 298

Small - 88.5% 16.9%

Medium 84.4% 11.3%

Large 82.6% 7.9%




69

The main result Lhen still holds, that there is greater
use of the library by health personnel in small hospitals
than in. large hospitals, whether the hospitals are in London
or the country, or whether they are special or.general. And
this is true even though it is generally the case that large
hospitals have better libraries than small hospitals.5

Hospital Sample (Paramedical Personnel): By Type

A distinction was made between general and special
hospitals. Unfortunately the distinction proved to be not
particularly useful. The only significant result seems to
be that personnel in special hospitals are more likely to
telephone someone for information than are personnel in
general hospitals.6 Personnel in general hospitals seem
more likely than their special hospital counterparts to
look for the needed in‘ormation in a book (28.2%, 23.6%);
the difference, however, is not significant. Moreover, with
respect to éoﬁrces for current awareness information and
library use there are no interésting differences.

Initial perusal of the data suggested that a distinction

between one type of special hospital, viz. psychiatric hos-

the fact they are in London may be misleading. The causal
factor may be not that they are in London but that they are
general. Actually, as much as one can say is that possibly
some combined weighting of "special" and "London" makes the
differences in library use significant firstly between small
hospitals in London and in the country, and secondly, between
small special and small general hospitals. This is borne out
by a result to be discussed later, viz. that on a grosser level
the special-general and London-Country distinctions are in
themselves not significant.

5 For an evaluation of Lhe libraries surveyed, see Chapter
7. Generally, large hospitals have better libraries. C.P.R.I.,
a small hospital, is an exception to the general case.

6 significant at 0.025 (5.3, 1 4f).
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pitals, and all the others, might have some'value. Personnel
in psychiatric, as distinguished from other hospitals, use
the library more. The difference is significant at 0.001.7
They are, however, less likely than their colleagues to use
reference books or media in the form of tapes or films, and
more likely to borrow books and periodicals. When in need
of specific information, personnel in psychiatric hospitals
follow the general pattern of preferring to use books. They
do this; however, less than personnel in all other hospitals,

and in their search for information they use the phone more.

Hospital Sample (Paramedical Personnel): By Place

It was hoped that a distinction between hospitals in
London and those in the country would reveal that there was
greater use of hospital libraries in London than in the
country. Indirectly this would argue for the need for in-
creased service in country hospitals. The assumptiop here,
of course, was that in London, hospital libraries would be
used because they were adequate; and in the country they
would not he used, because they were inadequate. There was
a more general assumption here also, viz. that if an adequate
library exists, it is used."

The London-country distinctiosn, however, did not lead
anywhere, suggesting that there might be something wrong
with the assumptions just stated. Table 6 shows that per-

sonnel in country hospitals have a slightlyvbetter record

(13

7 (14.3, 1 af).
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of library use than their coﬁﬁterparts in London hospitals,
as measured by overall library use ("Have you ever used the
library?")8 and recent library use ("Have you used the lib-
rary within the last 24 hours?").? This is somewhat a
reversal of what was hoped.

Some explanation for this reversal may be found in
the responses to the question: On the last occasion you
had an information need, what action did you take to obtain
the necessary information? Significantly, personnel in
London hospitals are more likely to ask their colleagues (on
the spot) for information than &re personnel in hospitals
outside of London; the percentages are 46.0% and 32.2% res-
pectively.10 This again leads to the interpretation that
where human resources are available, as presumably in London
hospitals, they are preferred to book or library resources.
Possibly the reasbn that library use is as heavy as it is
in the country is simply that human resources are lacking.

There are differences in the preferences for library
services between health workers in London and country hos-
pitals. Table 7 shows that in the country hospitals there
is a greater deﬁand for audio-visual mater.als, in particular
tape recordings and films. Though probably véry unrelated,
there seems tq,be a greater demand for photocopying services

in London hospital libraries than in libraries in country

8 Not significant.
9 significant at 0.005 (10.2, 1 df).
10 gsignificant at 0.001 (12.3, 1 df).
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hospitals.ll

Hospital Sample (Paramedical Personnel): By Profession

The nine professional groups surveyed in the hospital
sample are the following: Nurses, Registered Nursing Assis-
tants, Technicians, Medical Record Personnel, Therapists,
Social Workers, Dietitians, Hospital Administrators, and
Miscellaneous. There are differences in information-seeking
behaviour among the nine professional groups; however, the
recognition of patterns of behaviour is somewhat difficult.

It will be remembered that colleagﬁes, superiors and
periodicals are the information sources usually used by
hospital personnel for current awareness. Social Workers,
Technicians, Nurses, and Registered Nurses' Assistants rank

ahead of the other professions in their dependence on superiors

11 1f we hold size fixed., and compare London and Country
hospitals, we do find some interesting differences, especi-
ally when the size is fixed at "small". For instance, in
action to obtain information, 25.5% in London-small hospitals
as compared to 16.9% in country-small hospitals elected to
"g0 to the library". And 9.5% in Londcn, as compared to 1.8%
in the country, indicated "going to the library" as the
likely first step in a search. However, no information can
be drawn from this data, since, as mentioned earlier, the
small hospitals in London are also special hospitals, and
in the country the small hospitals are general hospitals.

That is, the observed difference may ba attributable to the
fact that the hospitals being compared were special and
general, and not to the fact that they were in London and
tiae country. And, as mentioned previously, since in the
larger pictu.e the special-general and London-Country dis-
tinctions are not significant, it is probably some combined
weighting of "special" and "London" which makes the difference
significant between small hospitals in London and the country.
This is confirmed by looking at medium hospitals in London

and the countr/, and then at the corresponding large hospitals.
There are no sigrificant differences to be found. In general,
then, it is not possible to arque for a London-Country effect.™™
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- and, as it turns out, in their positive judgment of the

effectiveness of superiors fdr current awareness information.
Table 8 shows these four professions lie well abocve the méan
(19.4%) in their percentage response to the question asking
for the most effective source of current awareness information.
Interestingly, these same professions rank below the general
mean -in their dependence on colleagques for this information.
Except for technicians, the same professions rank below the
mean in their use of periodicals for current awareness infor-
mation.

Dietitians, Medical Record Personnel, Hospital Adminis-
trators, Therapists, and Miscellanecous display a quite different
profile. Unlike the professions just discussed, they rank
below the general mean in their dependence on superiors and
in positive judgment of their effectiveness. Also unlike
these professions, they rank above the mean in their depen-
dence on both colleagues and periodicals for current awareness
information. .

The above observations indicate that dependence upon
colleagues and dependence upon superiors for current aware-
ness information are inversely correlated. tn most cases,
if hospital personnel rank aone the mean in their dependence
on superiors, they will rank below the mean in their depen-
dence upon colleagues and upon periodicals, and vice versa.

An exception is the Medical Reco.sd Perscnnel who rank below

the mean with respect to both kinds of depenAdence.
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TABLE 8

Percentages Judging Superiors the Most Effective Source .
of Current Awareness Information (Hospital Sample)

Profession Ty |  superiors Myst Effective
Dietitians 31 3.2%
Medical Record

Personnel 27 3.8%
Miscellaneous 37 B.1%
Therapists 47 B.9%
Hospital

Administrators 35 15.6%
Social Workers . 28 22.2%
Technicians 85 25.0%
Nurses 166 ~32.4%
Registered Nursing

Assistants 166 55.3%

Weighted Mean = 19.4%, Median = 15.6%, s.e. = 0,01
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Further, on the basis of the above observations, para-
medical personnel working in hocpitals may be classified
into those for whom information-seeking is an autonomous
activity and those for whom i1t is not. The definition of
autonomous wouid be those professions whose dependence upon
superiors (as measured by their positive judgment of superiors'
effectiveness as sources of current awareness information) rank
below the general mean. Dietitians, Therapists, Hospital
Administrators, Medical Record Personnel, and Miscellaneous
fall into the autonomous group; the other professions, Regis-
tered Nurses' Assistants, Social Workers, Nurses and Technicians
fall into the nonautonomous group. The difference between the
autonomous and nonautonomous groups with respect to dependence
upon superiors is significant at 0.001.12 Generalizing, it
can be said that autonomous information-seekers o.pend mostly
on periodicals as well as on their colleagues for current
awareness informatisn; nonautonomous information-seekers tend
to rely on their superiors for this information.

It is interesting at this point to look at the question:
Which library services would you be most likely to use for
information related to your work? in terms of autonomy.

Table 9 shows that the general sample result holds for both
groups, viz. the first preference is for the borrowing of
bqpks and\g?riodicals. There are differences, however. The

nonautonomoué gtoup has a special inierest in audio-visual
N .

.
\

o
ERIC 12 (58.7, 1 4af).
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TABLE 9

Library Services Likely to be Used for Work Related
Information by Autonomous and Nonautonomous
Hospital Personnel (Hospital Sample)*

Source Auvtonomous Nonautonomous
]
1
Books and Periodicals
for Borrowing 73.4% 61.8%
Films 21.7% 30.9%
Tape {lecordings 24.4% 29,6%
S.D.I. 36.6% 30.4%

Books for Reference
Oonly 33.0% 27.9%

Periodicals for

Reference Only 35.6% 30.9%
* hotocopy 24.08% 12.0¢%
Telephone Inquiry 14.1% 7.9%
Slides 12.8% 14.8%

4
* iy (total autonomous responding) = 177

n (total nonautonomous responding) = 445
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materials. The only library services they are more likely

to use than the autonomous group are films, tape recordiujs

and slides. Breaking down by profession, Nurses and Regis-
tered Nursing Assistants are the ones particularly interested
in films and <ape recordings, while Technicians are interested
in slides.

2 tinal question addressed to the paramedical personnel
working in hospitals sought to determine preferences for the
location of library services. ("If a library service were
available to you for information connected with your work,
which lccation would you find it most convenient to visit -
assuming it was not at your place of work?") Nearly half
(47.6%) would “i~d the public library a convenient location,
while only 38.8% woild prefer location in a local hospital.
The difference is significant at 0.025,13 but not much
should be made of this in that the question barred respon-
dents from choosing the library in the hospital where they

work as the most convenient location.

Semi-institutional Sample: Overview

The information-seeking behaviour of health personnel
in semi-institutions is rather similar t. those in hospitals.
Over 50% in both groups perceive their field as being in a
state of rapid or constant chénge, but whereas hospital
personnel depend first on superiors as the usual source of

current awareness information, for semi-institutional personnel

O
FERIC 13 (5.1, 1 af).

IToxt Provided by ERI
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it is periodicals that rank first, with superiors falling to
fourth place (see Table 10).-14 ‘The difference in dependence
upon superiors:is hardly surprising in that many semi-
institutionél‘personnel work in environments which are not
highly stfuctu:ed: one would expect them on the whole to be
more autonomous than hospital personnel, depending lass on
sﬁperiors and more on periodicals and colleagues for current
information. Semi-institutional personnel tend also to rely
moré than hospital personnel on notices from professional
organizations to keep them up to déte on neﬁ developments in
their field.

As to the effectiveness of the various sources of
current awareness infdrmation, the two sample groups are
similar in doubting the effectiveness of their colleagues,
though continuing to depend upon them for current awaieness.
Only 7.8% of the semi-inétitutiohal personnel judge their
colleagues to be the most important source of new information,
while 73.5% regard them as a usual source. For both samples,
the source found most effective is periodicals (by 33.6% in
tﬂe Se&i-institutioﬁal sample and 35.6% in the Hospital
sample); and for both samples, superiors second in effective-
ness.15

Health personnel in semi-institutions #re also similar
to those in hdSpitalé in their response to the quéstion: On

the last occasion you had an information need, what action did

14 77.6% of the hospital paramedical personnel regard
superiors as a usual source of current awareness information
compaged to 57.8% of the semi-institutional personnel.

15 the differences are not significant.

Q

]
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TABLE 10

Information Sources Used For Current Awareness
(Semi-institutional Sample)*

Souce Percentage Using Percentage Juding Source
Source "Most Effective”
Periodicals ‘ 88.1% , 33.6%

Colleagues 73.5% 7.8%

Professional
Organizations 59.7% 13.5%

. Superiors 57.8% 25.4% .

Newspapers,

Magazines ‘ 56.3% 2.5%
Professional )
Meetings 48.5% o . 6.6%
Courses ' 39,2% . 10.7%
f;?

ng (total responding) = 268
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you take to obtain the necessary information? Both groups

cite "looking in a book" as the obvious first action, but
the semi-institutional personnel do so significantly more
than paramedics in hospitals (T#ble 11).16 - Going to a
library is a most unusual action. Semi-institutional per-
sonnel seem to be as reluctant as hospital personnei to

seek information in a library. Out of a sample of 268, only
sixl(three of whom wére nurses) thought of going to a library
as the first step in obtaining needed information. ‘However,
a high percentage of the semi-institutional'personnei have
at some time made use of their "iibrary" (83.5%) and nearly.
half (47.6%)v¢oncéée that it is extremely useful.l? The
coréesponding percentages for the Hospital sample are‘82.1%
and 56.3%.

Like paramedics working .in hospitals, most semi-institu-
tional personnel find only occasionally do they need infor-‘
mation in their daily work beyond what tyey already possess.18
The few who frequently find themselves in this situation say,
_quite natufally, they find it very important to keep updated,
and cite periodicals as the most effective means of becoming‘
aware of new developments in their fieid.

Compared with the Hospital sample, a somewhat different

ranking of 1ibiary services likely to be used is given by

the Semi-institutional sample (Table 12). While both semi-

16 significant at 0.001 (11.0, 1 4f).

17 The difference in judging the library extremely useful
is*éianificant at 0.025 (6.2, 1 df).’ _ '

1 Frequently 16.1%, occasionally 57.6%, rarely 26.3%.
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‘nstitutional and hospital personnel see the borrowing of
books and periodicals as their most likely use of the library
(63.1%, 63.3%), the semi-institutionals seem much less in-
terested in borrowing audio;visual materials, such as tapes
and films. On the other hand, they are considerably more
interested in Selectivé‘Dissemination sf Information (S.D.I.)
and telephone enquiry services, bespeaking more than hospital
personnel a wish for informatioh tailored to their needs.

The semi-institutional personnel were asked at yhich
location théy would find & library convenient, assuming there
was none at their place of work. The public library is pré-
ferred by 44.8%, while only 17.9% favour a local hospital.
library.

Semi-institutional Sample: By Profession

Looking at the Semi-institutional sample not as an
aggregate but in terms of the individual professions reprs;
sented, it is seen that the Pharmacists and Psycho-social
Personnel are least dependent on their superiors fof current
awareness information. The percentages are 22.2% and 0.0%
respecpively, while the sample mean is 88.1%. For fhe most
part, Pharmacisss have no superiors. As for the Psycho-
social Personnel, their hierarchical relationship to superiors
may be more administrative than informative in function.1?

The prdféssions which are most dependent upon their superiors

for current awareness information are the Nurses and Dental

19 Strictly, it is not possible to generalize about Psycho-
social Personnel as the sample taken was small. '

ERIC

IToxt Provided by ERI
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Hygienists (78.2%, 72.0%).

The usual reply to the question about the first step
taken in a search for information is "look in a book". The
Dental Hygienists are an.exception. Neither are they inclined 7
to Qisit a library, write a letter, or telephone for information.
Generally they wiil ask a colleague on the spot or one nearby
for the information they need. Not surprisingly, nearly twéf
thirds of the Dental Hygienists report having np.library
available to them where they work; 72.7% report no£ having
. used a lib;ary and ohly 16.0% could imagine a library being
extremely useful. However, they rank high-in their interest
in having an S.D.I. service (56.0%, sample mean 53.0%).

Though Nurses in the Semi-institutional sample are as
dependent as Dental Hygienists upon superiors for current
awareness information (59.2%),‘when it is information they
need for a specific purpose, they are unlike Dental Hygienists
in that they will look in a book or telephone someone. They
are not apt to ask colieagues for the information. Nurses'
use of the library is high;‘.Only.7.4% raport not having used
the'librér;‘at their‘pl#ce of work. (The sample mean is 16.5%).

. Public Health Inspectors and Pharmacists rely more than
o;her respondents on professional organizations to keep them
inéormed of new developments in'their work. Public Health
Inspéctors use the library at their place of work more than

any other of the professions in the Semi~-institutional sample

(95.8%). 1In the listing of library services likely to be
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used, they rank before the other professions in their interest
in using reference books and periodicals in the library, borrow-
ing films and having an S.D.I. service. .

The profile for Pharmacists is similar to that for the
Public Health Inspectors but not quite so exaggerated. They
are second in.their frequency of using the library (following
Public Health Inspectors) and in their interest in using
reference' books in the library. Unlike Public Health Inspec-
tors, they are not particularly interested in borrowing films.

Technicians more than the other semi-institutional
professions rely on colleagues,fbr information specific to a
need. ‘They are particularly uniikely to use reference books

and periodicals, and generally they rank below the sample

mean in their likelihood of using any library services.

Self-employed Sample

Like. the 'Hospital sample and the Semi-institutional
samble, approximately half (53.3%) regard the library as
’extremely useful. This sample includes the most highly
educated of the professions samﬁled; Doctors, Dentists and
Others (Optometrists, Chiropractors and Osteopaths). It
might have been expected that a larger percentage of these
professions ;ould find the library extremely useful. Breaking'
down the results by profession, considerable variance is seen:

61.5% of the Doctors find the library extremely useful, while

only 31.9% of the Dentists hold the library in such regard.
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the difference is significant at 0.001.20 Possibly there is
not much need for these peeple to depend on libraries;
possibly personal collections are-sufficient to satisfy
their information needs.

As to action taken Qhen information is needed, the
respondents in the Self-employed sample reacted much the
same as other respondents in ranking "looking in a book"
first (Tables 13 and 14). ‘However, in this sample a siﬁnifi—
cantly higher percentage cite "looking in a book" - 71.68% as’
compared with 65.68 for the Hospital sample and.65.§\ for
the Semi- 1nst1tut10nal sample. Breaking down the percentages
for Doctors and Dentists 1nd1v1dua11y, agaln varlance is
shown (73.9% and 59.2% respectxvely). Also Doctors more than
Dentists are apt to ask colleagues on the spot for infornation
(36.5% and 16. 3%), while Dentists are more likely to telephone
for needed 1nformation (27.2%, 8.4%). 21 Por both Doctors and
Dentists any action to obtain information other than looking
in a book or asking a colleague would be unusual, most of
all going to a library.

Concerning library services likely to be used for work-
related information, the Self-employed sample shows a greater
reliance on print materials than is evidenced by the Hospital

and Semi-institutional samples (Table 15). For all three

20 (12.4, 1 af).
21 Only the difference with respect to telephoning is
significant: 0.010 (7.0, 1 df).
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samples the first priority is for the borrowing of books and

periodicals. But unlike the.semi-institutional and hospital
personnel, the self-employed are also very likely to use
reference books and periodicals in the library and, except
for the Others category, they are singularly ﬂginterested
in films. '

Of the Doctors sampled, 75.5% would find information
services wmost conveniently housed in a local hospital. The

first location preference for LCentists is the public library.

(30.6%).

Summary Conclusions

1) The most frequently cited sourcés of current awareness
information are superiors, colleagues and periodicals. In the
Hospital sample su;eriors are cited most freqﬁently, followed
by colleagues, and then periodicals. Superiors are judged
considerably more effective than periodicals and colleagues
significantly less so. 1In the Semi-institutional sample;
periodicals are cited most often as the usual source of current
awareness information. For the Semi-institﬁtional sample there
is less dependence uéon.supefiors; though superiors are judged
effective in providing awareness‘of currenﬁ developments; and
professional organizations have a greater role to play in
supplying such informatioh. As in the Hospital sample, colle-
agues are cited as a usual source of current awareness infor-

mation and they are thought relatively ineffective in providing
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2) To obtain information to satisfy a particulacr
need, the action most frequently cited in all three
samples is "looking in a book". Looking in a book is
also the usual first step taken in an information search,
except for members of the Hospit;l sample who more often
turn first to a colleagde £o£ help. Onec action which is
decidedly not taken when information is needed for a
specific purpose is to go to a library. Only 15 of the
622 in the Hospital sample and six of the 268 in the Semi-
institutional sample thought to go immediately to the
library when they last needed information.

3) Despite the fact that so few of the respondents
report going to the library when they have an information
need, a good number of them have at least made some use
of the library where they work, 81.2% in the Hospital
sample and.83.5% in the Semi-institutional sample. Within
the Hospital sample there is more use of the library by
~ personnel in small hospitals.

4) For all three samples the library service most
likely.to be used for work-related information 1is borrow-
ing books and periodicals. In the_ hospital samplé the
borrowing of tapes and films is quite popular and takes
precedence over using reference books end periodicals in
the library. In the Semi-institutional sample there is
considerably less interest in boffdﬁing audio-visual

materials, and a much greater interest in S.D.I. and tele-
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phon;wénQﬁiry services. The predominate interest in.the
Self-employed sample‘is for print materials. After
"borrowing books and'periodicals", their preference is

for using books and periodicals in the library. For

Dentists as well as the professions in the Semi-institutional
sample, the preferred location for an information'service is
the public library. For all others the preference is for

a local hospital.

Comment

Although the déta is not structured in such a way as
to give conclusive eQidence, the suggyestion is given that
a health professional's information-:eeking.behaviour,
including his use of the library and his preferences in
library services, is related to his autonomy and the
structure of his working environment. Autonomy ahd social
structure are not independent factors and it is difficult
to tell the degree to which each is operative. In a societal
environment such as a large hospital, colleagﬁes and super-
iors are turned to for current and spécific information. 1In
environments where there is a less structured community of
workers, such as in small hospitals and semi-institutions,
these kinds of information must be obtained from other
sources, including the library. Except for £he provision.
of audio-visual materials, the library can be, perhaps of

little use to nonautonomous professiohs in supplying
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current awareness information or information specific to
a need. For instance, nonautonomousqhospital profeésiuns
seem to expect their superiors to fulfill informétion—
providing functions, whereas the more autonomous hospital
professions turn to periodicals and colleagues. Semi-
institutional professicas, which for the most part are
autonomous, expect professional organizations to update
them in their work and they are interested in S.D.I. and
telephone enquiry services. The most autonomous of all
professions sampled , the Doctors, show a étrong preference
for print materials and little inciination to believe the

library is extremely useful.




CHAPTER V

CONTINUING EDUCATION

The queétionnaire was concerned with three aspects of
continuing education: (1) the use of the library by those
enrqlled in continuing education courses, (2) the extent to
which books are required and borrowed for these courses,
and (3) the use of the library and the requirement for books
of those actually teaching continuing education courses.1

Hospital Sample (Paramedical Personnel): Overview

Of the entire hospitél.sample, 36.5% are enrolled in
a course. Of these, 90.7% use the library at their place
of work 2 (Table 1). The need for books in connection with
continuing education courses is relatively little. Only
60.8% say that they require books for their courses. This
is perhaps beéause ﬁany.of the courses include practical
work, as well as acadeﬁic; some seminars or workshops may

hot require bnoks at all. In fact, of those who teach

See questions 15 to 22 on the questionnaire.
Library use is measured by the question: "Have you
ever used the library at the place where you work?"

96
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courses, only 84.2% indicate that they assign readings.

Where books are required, however, almost half of the para-
medical personnel in hospitals (43.3%) borrow them from the
hospital library (Table 2).

In connection with the continuing education variable
a question of special interést'is,whether‘enrollment in
continuing education courses affects library use. Table 2
shows that in the use of the library, in the borrowing of
books and, in particular, in the borrowing of books from the
hospital library, continuing education has a significant role
to play. Between those enrclled in courses and those who are
not, the difference in library use is significant at 0.001,3
and the difference in the borrowing of books is significant
at 0.001.%

In their response to a question about the ease of
borrowing books (very easy, satisfactory, very difficult),
hospital workers{enrolled in courses and those who are not
differ significantly in their answers.5 Both groups generally
find it "easy to borrow the books they need" (34.1% and 35.9%
respectively). However, of the two groups, more of those
not enrolled in a course say that they fiﬁd it very diffi-
cult to borrow books (25.6% compared to 8.7%). Interestingly
enough, similar percentages (94.3%, 90.8%) find the library

moderately to extremely useful (Table 3). In other words,

while difficulty of borrowing books is significantly afiected

i (8.1, 1 df).

(93.7, 1 4f).
Significant at 0.005 (13.2, 2 df).
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TABLE 3

Use of Library at Place of Employment
and Subjective Evaluation of its
Worth (Hospital Sample)*

Continuing ligrzgersh:re Have you How useful did you
Education Y used it? - find it?
you work?

‘Not useful 0.0%
Enrolled 5.7%
in a 96.0% 83.4% Moderately 13.5%
Course 18.8%
Extremely useful 62.0%
i 5.9%
Cln a 93.1% 77.7% Moderately 19.7%
ourse . 18.2%
Extremely useful 52.9%

*nT (total responding) = 622
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by the continuing education variable, opinion of the library's
usefulness is not. This may be an attitudinal dimension.
‘Hedical personnel who ar: involved in continuing education
courses may simply be more familiar with the library and

thus find it less difficult to use.

Those enrolled in continuing education coufgéé’and tﬁaéé
not enrolled have similar preferences for library services
(Table 4). For insﬁance, in response to "library services
they would be likely to use", 68.0% of those taking courses
indicate a preference for circulating materials; of those
not taking courses the percentage is 64.0%. Similarly for
other types of library servicgs-- no interesting differences
in preferences can be discerned between the ‘continuing educa-

tion and the noncontinuing education groups.

Hospital Sample (Paramedical Personnel): By Hospital Size

The largest number of hospital personnel engaged in con-
tinuing education is found in the medium hospitals (44.1%) -
almost iO% more than in large hospitals, and 15% more than
in small hospitals~6 (Table 5). One might speculate about
the reason for this difference. Small hospitals may lack
facilities, either in the hospital or in the surrounding
community, forhcontinuing education courses. Large hospitals
which présumably have these facilities may, in'addition, have
éersonnel who are already highly trained and thus do not have

such a great need for continuing education courses.

6 The difference is significant a‘ 0.10 (10.1, 2 df).
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The fact that personnel in small hospitals are least
involved in continuing education prog:rammes is surprising
in light of the finding that it is these péople who use
the library the most (Table 5). However, it may be that
these who are not taking a course are precisely the ones
who need to use the library most for current awareness
information and who have the most time to use the library.
This may also be true especially because people in small
hospitals include fewer recently qualified health workers.

When involvement in continuing education is correlated
with library use, there is virtually no difference with
respect to hospital size. 1In hospitals of all sizes, about
88% of those enrolled in continuing education courses use
the library (Table 6). Library use is 20% less in small,

30% less in medium, and 25% less in large hospitals for
‘those not én;olled in contihuing education éourses.

There is no significant difference with respect to
hospital size on the question of book requirements fof
courses. Of those in small hospitals who are enrolled in
courses, 73.1% say that they require books for these courses;
in medium hospitals, 53.2% require books and in large hos-
pitals 63.5%, giving additional support to the finding that
book resources assume a greater importance in small hospitals
where human resources may be limited. Of those teaching
courses, in large hospitals, only 76.9% say that books are
required for their courses, while in small and medium hospitals

1008 require them (Table 6).
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Of those who borrow books for their courses, the highest

percentage is in medium hospitals (77.3%). Large and small
hospitals follow closely with 72.1% and 66.7% respectively.
The differences are not significént. Again, when it comes to
borrowing fron the hospital library, the medium hospital group
ranks first. Of those engaged in continuing education in
medium hospitals, 76.3% borrow materials from the hospital
liﬁrary, compared to 64.4% in large hospitals, and 57.1% in
small hospitals. Not surprisingly, more of those in medium
hospitals find it easy to borrow books - 60% compared to 54.5%
in small hospitals and 40% in lé;ge hospitals (Table 7).

Hospital Samp'e: By Professional Groups

-As was mentioned, of the entire Hospital sample, 36.5%
are enrolled)in ¢ continuing education course. The breakdown
by professional groups can be seen in Table 9. No distinct
categorization can be applied to lib;ary use among the;pro-
fessional groups. It can be said, however, that the group
with the iargest percentage of its members involved in con-
tinuing education is the Dietitians. Nurses, Technicians, and
Miscellaneous also rank above the mean. More thagﬂ]S% of all
groups except R.N.A.'s (69.7%) have used the libgary at their
place of work.

Referring specifically to libraryﬂuse by the individual
professional groups involved in continuing education courses,
a pattern similar to that of the entire sample emerges. 1In
comparing library use by those enrolled in courses with library
use by those who are not, it is found'that,enroilment in courses

Q" 1+ correlated with increased library use in every case but one,
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where 100% of the Miscellaneous group use the library whether

they are involved in cou-ses or not (Table 10).

Semi-institutional Sample

Similarly to the Hospital sample, 36.6% of those in.the
Semi-institutional sample are enrolled in continuing education
courses, Nearly 40% use the library, and as many feel that
they require books. The breakdown by professional groups

"can be seen in Table 12.

Of those respondents enrolled in a course, 38.9% use
the library; compared to 61.2% who use the library but are
not enrolled in courses.7 A somewhat larger percentage than
in the Hospital sample reqﬁires books in connection with
courses they are taking (67.1%).. Significantly, books are
borrowed by almost twice as many of those in a course as
those nog in a course.8 About the same number- in the two
groups borrow books from a hospital library (Table 11).

More of those enrolled in a course, than those who are not,
find the borrowing of books to be “yery easy" (81.8%, 18.2%).
However, about the same percentage iﬁ both groups find it
-"very difficult™ (Table 11). Overall differences with
respect to ease of borrowing are not significant.

Ip the Semi-institutional sample, enrollment in a
continuing education course is not correlated with increased

library use. 1In fact, more of those not enrolled in a course

7 The difference is not significant (0.82, 1 df).

Significant at 0.001 (14.3, 1 df).
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use the library. This finding is not consistent with what
might be expected or with results for the Hospital sample.
The difference in library use by the continuing education
and noncontinuing education groups in the Semi-institutional
sample is not significant. Moreover, a fairly high number
of respondents did not answer the question about library
use. Nevertheless, some. explanation might be given why R
continuihg education dqes not affect library use in the
Semi-institutional sample. Possibly many members of this
sample have no libraries close at hand and must obtain their
materials elsewhere. Possibly their continuing education

courses are of a practical nature; they may not be tradi-

. . 9
tional courses, but workshops or short seminars.

Self-employed Sample

Enrollment in courses varies greatly between the
Doctors and Dentists, and the Other group. What is notable
is that excluding the Other category, over 86% of the Doctors
and 73% of the Dentists questioned are not formally enrolled
.in continuing education courses. This contrasts with the
results for the Hospital and Semi-institutional samples,
where the percentages not invqlved in continuing education
are respectively 73.5% and 61.1%. A plausible explanation
for this is that Doctors and Dentists have little time to

participate in programmes of continuing education.10

et

See the conclusion to this Chapter.

10 See Chapter VI.

[Kc
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The location of the library used by private practitioners
enrolled in courses varies considerably: 14.4% of the Den-
tists and 19.2% of the Doctors use the University of Western
Ontario medical library:; over 11.4% of the Doctors use a
hospital library, while 20% of the Dentists indicate that
they use a hospital library; only 7.1% of the Doctors use
the public library, compared to 40.0% of the Dentists. 1In
other words, Dentists involved in continuing education use*
all types of libraries more than do Doctors taking courses.
It seems that Doctors simply do not, for the most part, in-
volve themselves in programmes of continuing education, and
when they do, they do not depend especiully on library

resources.

Comments

Comments on continuing education were written on some
of the returned questionnaires. Fiftecn persons in the
Hospital sample wrote of the need for professional updating
by means of short refresher courses, day seminars, in-service
education, workshops, or staff meetings, owing to the rapid
change in the nature of their work and new developments in
their professional field. Four expressed a wish to learn
of and attend such courses. Eight voiced deterrants to
attending such courses, such as the distance from the place
where courses are held, night-shift work, and lack of incen-

tive or job satisfaction. One nurse commenting on her
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present situation wrote:
I have worked previously in a very modern hospital
... which offered extremely good in-service courses
and which was constantly changing for the better.
Every day there were changes in the nursing pro-
fession which we as nurses were given a chance to
try and evaluate. Most of them have proven effective
and are used, and so much time has been saved in
which we were able to give better patient care.
Where I work now everything seems static. There is
not time to read printed matecrial at work and you
aren't allowed to take it home. There are very
rarely any demonstrations or staff meeting to dis-
cuss new techniqgues.

Conclusion

In the medical setting, continuing education has a
special meaning. In addition to the traditional definition
of day or evening.classes, the allied health professions
make use of short seminars, workshops, and special lectures.
The questionnaire, although it recognized this difference,
was unclear as to its importance. For instance, although
only 262 of the 622 respondents said that they were directly
involved in a continuing education course, more than 400
described the type of course they were presumably involved
in, including short refresher courses, and conferences.
This discrepancy suggests either that some of those engaged
in continuing education are taking two or more types of
courses, or that the definition of continuing education is
unclear not only in the questionnaire, but also in the minds
of the respondents. This problem of definition must be kept
in mind when considering the impact of continuing education

on library use. The intormation-seeking behaviour of hospital
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workers taking regqularly scheduled courses may be signifi-
cantly different from that of those attending seminars,
workshops or special lectures.

In connection with this, it has been postulated that
the type of training can have a strong impact on continuing
education behaviour.11 Those professions whose preliminary
training stresses current awareness via some continuing
education method may be more prone to enroll in continuing
education courses. This factor might also be related to
.library use, especially if libraries are seen as'a method
of continuing education.

Other factors which may directly affect continuing
education are membership in a professional organization, the
need for current awareness on the job, and the perceived
rate of change in the profession, Professional organizations
stressing continuing education can make it compulsory for
their members to update their credentials periodically,
through courses sponsored by the professional association.12

Those respondents who feel that their job requires continuous

11 The Report of the University of Western Ontario, Faculty
of Medicine's Committee on Continuing Medical Education sug-
gests that there is a strong relationship between participation
in programmes of continuing education and whether an appro-
priate understanding of its methods and importance have bee:
inculcated at the undergraduate level. [Committee on Continu-
ing Medical Education, Report (London: University of Western
Ontario, Faculty of Medicine, 19%71-72).]

The U.W.0. Report also suggests that professional
organizations have an obligation to define and to meet con-
tinuing education needs by sponsoring such programs, and
that periodic recertification of all health ‘workers would
i{~~rease the importance of continuing education programmes.

ERIC
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-

updating may be more prone to seek this updating through
courses than through other current awareness methods.

Since the information-seeking behaviour of those
engaged in continuing education courses has a direct bear-
ing on-libraries, the motivations for continuing education
are very important. The questionnaire does not delve into
such motivations, and before any final analysis is made
concerning the role of hospital library users taking
continuing education courses, this area must be puvrsued
further. For example, 60.6% of the Hospital sample taking
continuing education courses conrf.ders that their profes-
sion is changing fairly raéid]' or constantly. This
could represent an implicit .elt need for more informa-
tion, a need which could be answered by continuing edu-
cation courses.

As was noted with the Hospital sample, enrollment in
continuing education courses is correlated with a signifi-
cant increase in libr.ry use. Also, gor this sample,
there is a positive correlation between enrollment in
courses and the borrowing of books. It is interesting to
speculate on the use of audio-visual materials in the
teaching of continuing education courses. While the data
are not revealing in this respect, it may be that slides,
films, tapes, etc., would be especially appropriate for
courses of a nontraditional nature such as workshops,
seminars and refresher courses. Possibly if the hospital

library concentrated more on acquiring audio-visual mate-
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rials, its use both by those enrolled in courses and those

not enrolled in courses would be meésurably increased.




CHAPTER VI

SPECIFIC CLINICAL INFORMATION NEEDS OF MEDICAL
DOCTORS: A PILOT STUDY

né

]

Tﬁé purpose of the study undertaken in this chapter is
to determine as specifically as possible the clinical infor-
mation needs of ph;sicians and to suggest the implications
of such needs for a medical information network. This
chapter represents an analysis of these needs as expressed
in, (1) the responses to a question directed to medical
doctors as part of the main questionnaire, and (2) agﬁumher
of personal %nterviews conducted seven months later Gith
questionnaire respondents. In analyzing the responses, it
was discovered that the reasons for seeking information
affected the selection of the information source. This was
particuiarly noted in thg~responses to the interview ques-
tions. Since these reas&ns for seeking information will
determine, in part, the implications of the findings for an
information network, the responses given in the questionnaire
and in the interviews will be analyzed separately. After a
brief discussion of the questionnaire responses, this chap-
ter will concern itself primétily with the results of the

‘personal interviews,
121
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Since the ultimate objective of any medical information

system is to improve the quality of health care delivery, a
thorough understanding of the information required to reach
this objective is a necessity. One means of obtaining suéh
an understanding is by a classification of the information
needed in the clinical situation. Moreover, such a classi-
fication might be viewed as prerequisite to the creation of
any information service that may be offered. Once such a
classification has been established, it is hoped that
medical libraries and librarians will be able to respond
with better information ser&ices and programmes for current
awareness and continuing education for practicing physicians.
In order to develop a scheme for classifying, the
following definition of clinical information has been adopted
in the ;;;;;;t nf this study: that information which is
needed by the physician to diaénose and treat specific
patients, which goes beyond data collected ahd detailed on
medical records,1 and beyond the knowledge and experience

which has already been accumulated by the physician.

Questionnaire

A preliminary classification of clinical information
resulted from the analysis of the questionnaires. There
were 61 responses to the question "In the last two weeks ’

what types of [clinical] information related to your work

1 Much has been reported in the literature about clinical
" information defined in terms of medical records. The central
problem is that of reducing clinical records to logical sets
and subsets of the whole body of clinical information. 1In this
context, "clinical information" refers to that data which is
o ~ecorded about a patient in a medical record. This is not the
ERICefinition of clinical information used in this study.’

IText Provided by ERIC
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have you needed?", out of a total of 181 questionnaires (the
other 120 either responded with a "nil" or left a blank).
The classification scheme outlined in Table 1 was ;rrived
at by an analysis of each response for its explicit or
implicit contents, e.g. while one response was "procedures"
(explicit), another was "reference regarding injection of.
a shoulder joint", which implies, rather than states, that
it is procedural; both are classified as procedural infor-
mation.

It is easy to see from the figures that the most
commonly sought-after information is general information
about drugs, disease, and treatment. In descending order
from most sought-after to least, the categories and quanti-
ties are "Drugs" (34); "Disease" (21); "Treatment" (14);
"Diagnosis" (9); and "Other" (6). While these figures are
in themselves important, they tell us nothing about the
‘conditions surrounding the application of the information
being sought. This understanding is necessary if the impli-
cations of the information needs for a network are to be
determined. For example, if information %egarding drug
dosage is needed immediately in order to save a patient's
life, 2.,9. an injection of adrenalin for a cardiac patient,
it will not help the physician or the patient if it is
necessary to phone the library and wait for the answer. But
drug information is rather easy to obtain quickly in a refer-
ence text, The situation becomes far more acute when'the

information is needed immediately and is not in a form which

O
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TABLE 1

Classification of Information and Number
of Requests in each Category

Major Class Sub-Class Number

Drugs
General ST 21
Dosage
Effects

New Drugs

Diagnosis
General

Symptom significance
Lab test significance

Treatment
General 11_
Procedure 3

Disease ,
General 15
Complications '
History/Prognosis

Causes

Other
Biochemistry
Poisons

General clinical
(inter-specialty) 3

Since several physicians responded with more
than one information need, the total exceeds 61.
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makes it readily available for consultation. A good example
of this is procedural information. The surgeon who operateé
tomorrow has time to review the literature on the finer
points of inserting a pace maker, or better yet, he can
discuss it at length with an experienced colleague. But
the doctor on call in a rural area who has never inserted
a pace maker and must ao SO immediately in order to save a
patient's life, does not havelﬁiﬁe to do a literature search,
and he has no one knowledgeable in the field to assist him.
For this country doctor, who neéds the information right
awai, it is important that it be in an easily accessible
form. w

These exampies should be sufficient to make us realize
that it is necessary to know the conditions surrounding the
application of *he clinical information if one is to be’
able to supply adequate services. While these conditions
or purposes ﬁay not be cause for changes in the presentation
of information in some of the categéories outlined, they may
well be in other categories. For this reason, it will be
helpful to look more élosely at the interviews with the
physicians. ’
Interviews

_Since it was decided that interviews were necessary
lin order to determine the specific nature of clinical infor-
~mation needs, those physicians who expressed a willingness

to be interviewed, by so responding on their questionnaires,

[
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were selected to be contacted for this purpose.2 It should
be noted that of the 181 guestionnaires received from medi-
cal doctors, only 36 respondents indicated an interest in
being interviewed; out of these, only 13 were actually
interviewed. The others were not interviewed for various
reasons such as unavailability at the time of the study,
retirement from practice, death, or relocation beyond the
sample area. Therefore, it should be borne in mind that
the resuits reported here are limited to a small number of
doctors, and do not pretend to be representative of medical
information needs in general. Furthermore, the presence in
the Study Region of large teachihg hospitals, the proximity
of a medical school, and the presence of medical research
institutions, all contcibute to a certain bias in the types
of response§ obtained. It is hoped, however, that the
results of this study will suggeét some hypotheses about
clinical information needs which could later be tested on
a wider scale. PR

The sample group of physicians interviewed numbered
thirteen. Eight of these were specialists; five were in
general practice. Nine worked in London, three in surroun-
ding areas in which there was at least one hospital, and
one practiced in a rural area about 35 miles from the

closest hospital (in London).

2 Medical doctors only were selected since this is a
pilot study interided to generate hypotheses, and time did
not permit a study of all categories of medical personnel.

[Kc '
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As indicated in Table 2, the physicians have been
grouped into five categories according to their place of
medical practice, and into four categories according to
the type of activity they performed. These categories
were created as a result of the data obtained from the
pﬁysicians on their questionnaires and in their interviews.
All of those in private practice were in family medicine,
while all of those in othar types of practice were specia-
lists. This rather neat breakdown is, unfortunately, some-
what misleading. Had»it been possible to have specialists
~in private practice included in the interview sample group,
perhaps different results would have been obtained.

There are other areas of bias represented in this
group as well. While the majority of physicians in private
practice, regardless of location, are not engaged iﬁ teaching,
three of the five in this category were actively engaged in
academic medicine. The requirements of teaching medicine
are such that one would be more likely to be au éourant with
one's field than someone not ianlved in teaching. In addi-
tion to this, two of the private practitioners were active
on hospital staffs on a_part-time basis; this, too, léhds
another dimension to their informatici needs. Only one
physician wés not practicing clinical medicine. He was
included in this study because hot only was he a questionnaire
respondent, but his answers were interesting since he was
involved in clinical research and had practiced clinical

medicine in the pasi.
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TABLE 2

Number of Physicians in each Category

Type of Practice

Activity

Clinical Fesearch Lab Teaching

Private Practice

Full-Time 3 0 0 3

Part-Time plus

Hospital staff 2 0 0 0

Full-Time Medical

School staff 0 1 1 1
Full-Time University

Hospital staff 1 1 1 1
Full-Time Other

Hospital staff 6 5 2 4

Totals 12 7 4 9
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The sample group represents 36% of the total who wished
to be interviewed; it represents 7% of the total number of
questionnaire respondents in the M.D. category.

The Interview Questions

In order to determine whether or not a knowledge of
the reasons for obtaining information is necessary in order
to classify the information being sought, four questions were
asked of each interviewee:
1, What type of information have you needed recently
in a specific clinical situation, and for what
specific reason have you needed it?
2. How do you usually obtain this type of information?

3. How would you like to be able to obtain it?

4. What kinds of information could you not obtain in
a library?

It was hoped that the answers from all questions would suggest
what clinical information is, how it is sought, how it is
used, and whether or not the conditions of use of the infor-
mation are of fundamental importance with respect to the
implications' for services which'may be provided.
: The first question was not intended to elicit a structured
response; for this reason it was not specific. A definition
of clinical information was not introduced intc the interview;
it was expected that the interviewee would supply his own
notion of clinical information - types and functions - and
relate it to his own professinnal practice.

- Questions two and three were asked primarily for the

'purpose'of determining the implications of clinical informa-
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tion needs for a medical information network. It was
hoped that the responses to these two questions would
reveal how doctors prefer to be informed of different
types of information.

Question number four was asked to determine if there
was a type of information which a library could never hope
to provide, given the current state of lnformation services.
It was also anticipated that the responses to this question
would suggest new ways in which information of various
types could be presented.

Analysis

The responses to the interview questions were first
analyzed in terms of a classification of the clinical
information needs expressed. The categories of information
which resulted’ from this analysis are almost'identical to
those which resulted from the analysis of the questionnaires.
However, the interviews revealed three aspects of the infor-
mation being sought that the questionnaire did not: 1) when
‘the information is needed - either immediatelonr not;

2) why the information is Aeeded - whether for a specific
case or for current awareness, and; 3) how or where the
information can easily be obtained, i.e. through a library
or not. Preferred source and/or form was also indicated.

It was felt that these three dimensions, when correlated

to the types of information requested, would suggest impli-
cations for informatioﬁ services within a medical information
network.

ERIC
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Table 3 classifies each information request according
to its type, when it was needed, why it was needed, .and how
it could or could not be obtained. The numbers indicate the
number of times each type of request for information was
expressed in the interviews. With the following exceptions,
the categories of information are the same as those derived
from the analysis of the questionnaires: "Poisons" were
not included in the interview sample; ."General clinical™
was broken down into "General clinical” and “Clinical out-
side one's area of specialization".

Table 4 gives examples of information needs in each
of the categories outlined above, with the exception of
the "Geg;;al” categories, taken from the interviews.

Looking first at the' "need im@ediate" category, there
are five types of information which were sought where there
was an immediate need only: "Drugs - General"; "Drug dosage";
"Symptom significance"; "Complications"; and "Disease -
causes". Looking next at availability of information, in
the case of "New drugs to use", "Diagnosis - General",
"Symptom significance", "Treatment - General”, "Procedure”,
"Complications", and "History,/Prognosis", there was doubt
as to whether or not this information could easily be
obtained in a library, with some respondents answering
in the affirmative and some in the negative. 1In the case
of "Drug effects", "Assessment pf data" (a general pulling
together of all patient-related information and data), and
"Clinical outside one's own area of specialization", the
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TABLE 3

Classification of Information Needs from Interviews

When Wh How/Where
- Easily NGt
Type of Information Immediate [Neaed not Specific | Current '| obtain- easily
. Need Immadiate Case |Awareneas | able in :gi:i?;
library library
Drugs - General 3 3
Drug dosage 3 3
Drug effects 2 3 3
New drugs to use 3 1 2 2
Diagnosis - General 1 3 4 3
Symptom significance 6 6 4
Lab test significance 2 3 ' 3
Assessment of data 3 7 7
Treatment - General 4 9 4 10 3
Procedure 2 4 1 3
Disease - General 2 1 1 2
Complications 3 3 1
History/Prognosis 3 "3 1
Disease - Causes 1 1 1
General clinical 6 6 6
Clinical outside one's
own area of 2 k] 5 5
specialization
Biochemistry 1 1
Statistics 4 6 5 1
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TABLE 4

Examples of Information Needs

Category

Example

Drug dosage

Drug effects

New drugs to use
Symptom significance
Lab test significance
Assessment of data
Procedure
Complications

History/Prognosis

Diseases - cause
diochemistry
Statistics

Amount of adrenalin for a cardiac
patient

Are high dosages of drug x safe for
a pregnant woman?

Is the new drug thalydomide really
effective?

Significance of continually elevated
serum levels in hepatitis

Will test x tell us anything we don't
already know?

How do you interpret clinical data
that defy all the rules of textbook
cases?

How do you insert a Blakemore tube?

How do you manage an obstetrics
patient when there are endocrine
complications?

Uterine cancer recovery when treated
with cobalt

What causes hypertension?
What is copper uptake of liver?

What are the chances of rheumatic
fever developing from a streptococcus
infection?
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responses indicated that this type of information is not
easily obtainable in a library, although these types of
information were not always needed immediately. Several
.of the physicians interviewed indicated that with respect
to "Drug effects" and "Assessment of data" it is usually
necessary to see the patient and have a colleague discuss
the condition with him in order to assess the significance
of symptcms, response to medication, and the possibility
of complications. One described this assessment as "the
art of medicine rather than the scienée of medicine". hs
for the "Clinical outside one's own area of specialization"
category, all five of the doctors who talked about this
type of need indicated that not obtaining the information
in a iibrary v largely a function of time. Although
this type of intormation could be obtained in the library,
it was felt by the physicians to be‘easier and faster to
obtain the source of such information, or the information
itself, directly from a colleague who is familiar with the
literature of %he field.

The Curréqt awareness category is int?rgsting in that
only information about new drugs, genergzmggzgémént, disease,
and clinical medicine are to'be found in it. The physicians
seeh to indicate in their answers that if they keep up with
éhe general develo&ments in their fields, they are usually
able to find the type of information which is highly depen-

dent on the individual case when they need it.
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General Comments by the Physicians

o - .

On information not easily obtainable in the libra;y:

.Time to conduct the search for information was the most
often mentioned reason for not seeking orlfinding information
in the library. Two physicians noted that procedural in- |
formation presented peculiar problems. The necessity of
having visual presentation of procedure was noted. One
physician suggested that a series of pamphlets, updated a
annually,.describing and illustfating ("with lots of pictures")
procedures like the insertion of a pace maker or a Blakemore
tube would be most valuable if, for instahce, one was called
upon to use such a procedure in an emergency situation
haVing never done it before.

An up-dated handbook of clinical statistics was mentioned
as a possibility in order to avoid the necessity of searching
through several journals (after consulting £he appropriate
indexes}, which is costly in terms of time.

Several of the doctors noted that information on the
effectiveness of ne@ treatments or drugs is also difficult
to obtain because, while the existence of the treatment or
drug is made known through the literature, it is often a
period of more than two years before any follow-up studies
appear. In such cases, the most common practice is to ask
a colleaque who has used such a treatment or drug, or to
contact a nearby clinic or hospital. One family physician
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did just this before deciding whether or not to prescribe
thalydqmide, in the years before its effects on pregnant
women were published. This doctor noted, with relief,
that he was not convinced of its usefulness after talking
with his colleagues and so did not prescribe the drug.to

any pregnant woman.,

On information services they would like to see:
All théjéoctors interviewed said that they would 1like
to be able to phone the library_and ask for five or six
articles on the latest developments in a certain field, and
have the photocspies on their desks the next day. One called
it a désire for "an instant library", which would, in addition,
provide answers to quick reference questions immediately.
Although most of the doctors (primarily the specialists)
expressed an uncertainty about whether any librarian, except'
"one trained in ail aspects of clinical medicine, could find
all of the most important articles (there was a great fear
of missing something), all of the physicians neveftheless
indicated by the smiles on their faces that they would
indeed be receptive to such a service.
One specialist said that he considered as part of any
library's normal function a provision for a "continuing
search service". An example of what he would like to see

is an automated search of Current Contents so that he

would not have to waste too much time leafing through it
himself.
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The phdne service approach to quick reference services
and the photocopying of articles were well received by the
group of doctors. One physician fancifullyAsuggested that
a phone service which would put one in touch immediately
with a specialisﬁ in whatever area of specialization was
desired would be very useful. The idea of having taped
lectures over the phone was not so well received, for as
one doctor put it, "you might spend fifteen minutes listen-
ing to everything you already know and not what you need
to kﬁdw; 6;“;B;£ more often might be the case, someone on
the other end will put on the wrong tape". Another noted
that one could easily skim a page and determine if the in-

formation was relevant, but that is not so easily accomplished

with tapes such as Audio-Digest or Medifacts.

One physician showed the interviewer a series of symptom-

oriented flow charts currently being printe¢ by Patient Care.

He said that he found these extremely useful, which prompted
the interviewer to ask other doctord if they would find such
aids helpful. All of the family physicians and two of the
specialists indicated that these would be very valuable to
them. The one family physician who ﬁade use of them said
that they made diagnosis easier for him, that this was sig-
nificant because diagnosis is rather difficult in as many
as 25% of the patients he sees.

Several physicians were unaware of the existence of
cértain services, e.g. MEDLARS, preparation of bibliographies
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by reference librarians, etc., and were pleased to be notified
of them in the interview. But in addition to the problem of
informing doctors of the services presently available to
them, there is the very real need of orienting them towards
using the library; this need was expressed frequently. One
physician suggested thaf the library should prepare a series
of videotapes instructing the library user how to search in
each subjectlarea. While all of the doctors indicated that
they could find most of the clinical ihformation that they’
need in the library or through library rescurces, a truly
effective search takes too much time, time which they do

not have to spare. They felt that by learning to use the
library properly the efficiency of any search could be

greatly improved.

On continuing education and current awareness:

By far the most overriding'concern of every doctor
: iﬁterviewed was the difficulty of keeping up to date in his
own field and knowledgeable enough in peripheral fields.-
Each physician has his own Qay of accomplishing this, with
reading thémmajor medical journals being common to all.
Some of the methods are very intereéting and bear looking
at individually. -

Two of the specialists, who were the only consultants

for their fields in the entire sample area, kept extensive

files of articles and letters. The practice is a simple

O
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one, and one of the doctors said that.he felt all medical
students should be trained to do this. It involves tearing
out or photocopying articles relevant to one's field, but
perhaps-.not of immediate use, and filing these under subject
headings of one's own devisihg. These articles are then
referred to when the problem-Ease arises. Letters from
other consultants are treated in the same way. This amounts
to keeping one's own personal library and is especially
effective because the doctor knows what he means by each
subject heading. As one of these two doctors pointed out,
é keyword search on a file or index that somecne else has
set up inevitably leads to an oversuéply of irrelevant
articles.

Of course, there are oﬁly so many journals that one
has the ﬁime to--read or peruse. One specialist has overcome
this limitation by participating in a journal club. This is
a groﬁp of s;x physicians, all in the saﬁe area of spéciali-
zation, who meet once a week and discuss interesting érticles
thaq_they have read. Each reads different journals, so each
is able to increase his coverage of the literature signifi-
cantly by this practice. As well, not only can the colleague
comment on the usefulness of the article, but he can also

~relate it to his own clinical experience; similarly, one can

ask if the other's experience has bcrne out the truth of an
article recently published.

All of those interviewed commented on the usefulness of
refresher days and brief post-graduate courses. The biggest
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complaint here was that too often these amount to a day
here, or an afternoon there. All indicated that they
~would prefer to take three or four days in a row to
participate in an up-dating course. '

The one family physician who practiced in the country
said that his most important post-graduate education was
in the form of his contact with specialists. Since all of
his patients requiring in-hospital treatment were referred
to specialists in London, he had "the benefit of a specialist'’'s
opinion and method of treatment for [his] patients." For
example, he had come to know from his contacts with spec-
ialists that if he uncovers a positive pap smear in a

tient, he can safely tell the patient that she will

need an endometriotic biopsy, and that if this test is
positive, radiation treatment followed by a hysteregtomy,
or vice versa, will be required. His colleagues also
keep him informed about new drugs and effective treatments.
The effectiveness féctor appears to be the more important.
It is one thing to know of the existence of something
and another to be assured of its value. For this reason,
the contact with colleagues has definite advantages over
the literature.

However, thererwas a counter-argument expressed by
haiﬁ of the sample group. While they all showed an interest
in hearing their colleagues' views on the value of certain

drugs and treatments, there was a fear expressed that one
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physician cannot posaibly have had experience or a large
enough sample group on which to call in order to give an
opinion which needs no qualification, and a reluctance to
accept the accuracy of another's memory. For these reasons,
the physicians prefer to verify the information given to

them by their colleagues by going to the literature. One
doctor said that he just feels more comfortablé if he has
read it himself. Some even prefer to go to the literature
first because, as one nofed, "in a library you have the
advantage of calling upon the literature from five continents"
and if similar -~tudies are keing conducted by three different
research grouéé a.ound the globe, one is more likely to

find accurate information. .

The greatest complaint of the family physician was that
the medical per%ﬁﬁical literature all too often concentrates
on the rare or exotic in clinical medicine., His need is
for information on the current treatments of common con-
ditions.3 This‘seems to indicate that current awareness
centres around the reiatively common conditions with which
one deals about 85% of the time, and that the need for
patient-specific-clinical information arises when the
case is unusual or rare, or when the "best" treatment varies
from year to year, or when the information is of a quanti-

tative or statistical nature which is either forgotten

3 The preferred source of such information is the
"review article”,

ERIC

IToxt Provided by ERI



142

easily or is highly dependent upon the individual being

treated.

On libraries in general:

All of the doctors interviewed said with enthusiasm
that they felt that libraries can be very useful to them
and commented on the high quality of service that they
receive at present. One specialist noted that "it doesn't
happen very often that information cannot be gotten in the
library". The only difficulty he found was that the search
time was often so long that the "immediacy of the need [was]
gone by the time [he got] the information".

All of the physicians interviewed were very library-

oriented and eager to see an expansion of library services.




CHAPTER VII

ANALYSIS OF HOSPITAL LIBRARIES'
RESOURCES AND SERVICES

. Most library and information networks are developed i
from a basis of existing resources, It seems reasonable
that the "Medinform" Survey might also follaw such a pattern,

1

as indeed was recommended by the authors of Annex E and

Supplement No, 4 of the Report of the Ontario Council of

Health on Library and Information Services;2 In order to

ascertain the feasibiljity of building a network upon exis-
ting resources in the Study Region, several cateqoriés of
operation in the 14 hospital libraries were defined and
surveyed, It is by no means presumed that all hospital
libraries will be involved in the proposed network as Primary
Contact Librariea; However, it was felt necessary to attempt
to measure the potentiality of each of them to serve as PCL's,

The criteria and suggestions for minimum standards given in

1 Report of the Ontario Council of Health on Library
Services, Annex "E" (Ontario Department of Health, June,
1369},

Report of t%e Ontario Council of Health on Library
and Information Services, Supplement No, 4 (Ontario Depart-
ment of Health, 1970).
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an appendix to Annex E were used to measure the adequacy of
selected categories of operation in the different libraries.
These categories include Personnel, Objectives, Physical
Facilities, Services and Collecéions.

No formal methodolbgical tool was employed as such a
tool was demonstrated to be superfluous by the Sidlofsky
Report.3 The Sidlofsky Report showed that certain questions
could be overly sophisticated; for example, asking a medical
record librarian, who devotes several hours a week to the
medical collection, the question of whether the lib:aiy per-
forms citation services, such -3 verifying titles or compiling
bibliographies, when the library is involved in neither tech-
nical services nor circulation control, is really missing the
point. Hence a combined technique of direct and indirect
observation with the use of inforﬁal questions, "plaving it
by ear", was used.

As part of the survey of the adequacy of medical collec=-
tions in hospital libraries, journal subscriptions and hold-
ings were obtained in order‘to produce a union list of health-
care serials. This list (Appendix B) includes periodicals,
irregular serials and annuals. Interviews were uhdertaken
to determine the potential ability and readiness of the

hospital libraries to share their serials collections among

3 Judith Carol Sidlofsky, "A Scheme of Evaluation of
Services for the System of Primary Contact Libraries Discuss-
ed in the Report of the Ontario Council of Health on Library
Services, Annex E" (Research paper, School of Library and

o  1formation Science, University of Western Ontario, 1970).
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theﬁgelves. The types of questions asked were whether the
library records its serials holdings, whether it has a policy
to hold back-runs of serials Ffor a certain number of vears,
and whether it organizes the serials collection; whether it
engages in exchanges with other libréries; and whether those
in charge of the libraries are familiar with the tools for

Interlibfary Loan; for instance, the Union List of Scientific

¢ Serials in Canadian Libraries.4 The results will be shown

and discussed in later sections,

The overall picture of the hospital libraries is that
they' are wanting very severely in resources and services, at
least compared to standards set out in Annex E. As was men-
tioned, Annex E provides standards for health sciences
libraries with respect to the following categories: Personnel,
Objectives, Physical Facilities, Services and Collections.
Assuming that these cateqgories of library operations, al-
though discrete in themselves, do form an integrated whole
in providing lib;arv services for the users, it seems
reasonable to believe a library would have to meet standards
for most of the categories before it could be regarded as
adequate from the point of view of providing service. The
hospital libraries in the "Medinform" Survey will, therefore,
be examined according to each of these cateqgories in the

sections that follow.

Union List of Scientific Serials in Canadian Libraries
(4th ed.; Ottawa: National Science Library, 1971).
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Personnel

The category of personnel is considered first because
whether there is any library service at all depends most
upon this single factor. The catergories of personnel in
charge of the hospital libraries surveyed are remarkable for
their diversity. They include one half-time professional
Yibrarian, 6ne trained library technician, four experienced
library technicians, five medical record librarians/clerks,
one director of nursing, and one doctor.

Only one hospital library is overseen by a professional
medical librarian and she works only half-time. She is a
graduate of the School of Library and Information Science,
University of Western Ontario.

The only other librarian in charge of a hospital library
who has had formal training is a graduate of the library
technician's course at Fanshawe College of Applied Arts
and Technology. She is active on her job, currently
converting the library's classification from the Boston
Medical Library Classification ta the National Library of
Medicine Classification. She is also beginning to make
a subject catalogue. She is actively engaged in Interlibrary
Loan with the University of Western Ontario, the University
of Toronto, York University, and the Canadian Hospital
Association Library.

Three 6f the experienced library technicians have
working experience in the Health Sciences Library (formerly
the Stevenson Library of the Medical School on Hill Street)
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of the University of Western Ontario. They have had no

formal library training, .but have had non-professional
experience ranging from five to eleven years. The
"librarian” at Westminster Hospital, on the other hand,
does not have any training or previous working experience.
She has been in charge of the library for five years.

There are three medical record librarians and two
medical record clerks assigned to be in charge of the medical
libraries of the hospitals. Four of these are primarily
hired to look after medical records. The medical record
librarian at Strathroy-Middlesex General Hospital, however,
spends half of her time in public relations and administraéion.
She is the only one who has her office in the library, or
rather, the library is in her office. The medical record
librarian at St. Thomas-Elgin General Hospital and the
medical record clerk at Tillsonburg District Memorial Hospital
are new on the job, and their roles as librarians of the
medical libraries are akin to that of custodians. Their
offices, as well as that of the medical record clerk at
Woodstock General Hospital, are in adjacent rooms; whereas,
the office of the medical record librarian in charge of
the medical library at st. Thomas Psychiqtric Hospital is
physically far removed from the library.

The directors of nursing at Four Counties Ceneral
Hospital and at §t, Mary'§ Hospital sometimes act as
librarians, but no one is specifically assigned in either
place to man the 1libraries.

The physician who is in charge of the library at

O
ERJ()xandra Hoapital is not formally appointed. The library
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is a purely personal interest of his.

According to the formula of minimum standards for
personnel in different hospital libraries supplied in
Annex E, support of assistants and clerk/typists is
necessary in the larger hospital libraries. The actual
distribution of manpower is listed in Table 1. Onlv one
of the fourteen hospital lipraries m%ets the minimum
requirements for personnel. This library, which is the
Children's Psychiatric Research Institpte (C.P.R.1I.), even
exceeds the minimum requirements by having one half-time
assistaht, a clerk/typist, and three one-day-a-week volun-

teers. The reason fpr this is that, despite its small

bed-size (110), C.P.R.I. is a provincial research institute.
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TABLE 1
Personnel in the 14 llospital Libraries

I. Categories of Personn=1 in Chargé of the Libraries
A. Professional Librarians

London, London Psychiatric Hospital
Staff Reference Library
Medical Librarian, Mrs. Catherine Barr

B. Trained Library Technicians

Woodstock, Oxford Mental Health Centre
Medical Library
Medical Librarian, Miss Gayleen Brown

C. Experienced Library Technicians

London, Victoria lospital
Stevenson Medical Library
Hospital Medical Reading Room
Medical Librarian, Mrs. Edith Logis

London, St. Joseph's Hospital
Medical Library
Director of the Library, Mrs. Bernice Rowcliffe

London, Westminster Hospital
Medical Library
Librarian, Miss Atkins

London, Children's Psychiatric Research Institute
Library
Supervisor of the Library, Mrs., Asta Hansen

D. Medical Record Librarians/Clerks

St. Thomas, St. Thomas-Elgin General Hospital
Medical Library .
Medical Record Librarian, Miss Anne-Marie Talgves

St. Thomas, St. Thomas Psychiatric Hospital
Medical Library
Medical Librarian, Miss Anne McCartney

Woodstock, Woodstock General Hospital
Medical Staff Library
Medical Record Clerk, Miss Mae Osman

Tillsonburg, Tillsonburg District Memorial Hospital
‘Medical Library
Medical Record Clerk, Miss Anne Jennings

. Strathroy, Strathroy-Middlesex General Hospital

Medical Library .
Medical Record Librarian, Mrs. Margaret Blais
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E. Directors cf Nursing

Newbury, Four Counties General Hospital
Medical Collection
Director of Nursing, Mrs. G. Anderson

London, St. Mary's Hospital
Medical Library

Supervisor of Nursing, Sister St. Anthony
b

F. Physicians -
Ingersoll, Alexandra Hospital
Medical Collection.
Active Medical Staff and Feneral Practitioner,
Dr. J. Lawson

II. Support Personnel in the Libraries
A. Clerk/Typists

London, St. Joseph's Hospital
Medical Library
Library Assistant, Miss Rebecca Domnohue

London, Children's Psychiatric Research Institute
Library
Clerk/Typist (half-time), Mrs. Thompson

London, Victoria Hospital
Stevenson Medical Library
Hospital Medical Reading Room
- Clerk/Typist, vacant
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Objectiveé

It is stated in Appendix.B of Annex E that "the health
library actively supports the philosophy and day-to-day
activities of the health care facility, by providing and
making accessible adequate educational and.informational
library materials. The size and type of health care facility,
and the range of disciplines répresented, determine the
character and direction of the service 6ffered."5 This
category of objectives is by far the most difficult to
define and tabulate, as most of the hospital libraries do
not have a written statement of objectives. However, some-
tﬁing about objectives might be inferred from answers given
to the question, "who are the primary cliéntele of your
library?". This question was asked by Sidlofsky in hér
questionnaire, and the answers (see Table 2) give a quite
disappointing picture measured against thé criteria set
out in Annex E. and the general philosophy of this report.
Ten out of fourteen of the hospital libraries have as
primary clientele medical staff and studeﬁts. Among these
ten hospitai libraries, three also benevolently indicated

"and others". As for the remaining four libraries, Four

Counties Hospital has no formal designation of a medical

-

Library; St. Thomas Psychiatric Hospital is open to all staff,

but the library itself is not very useful as there is no

> Annex "E", op. cit., p. 53.
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TABLE 2

Primary Clientele of the 14 Hospital Libraries

Primary Clientele

Hospitals

Four Counties
Alexandra

C.P.R.I.

Stflthroy

Tillsonburg

St, Mary's

Woodstock

St. Thomas-Elgin

London Psychiatric

St. Joseph's

. Oxford Mental Health Centre
Westnmins ter

Victoria

St. Thomas Psychiatric

No medical library
The library is in the Doctors' Lounge

Staff, students, community professionals,
patients' parents

Medical staff and "others"

Medical staff and doctors in’ town

Medical staff

Staff doctors and interns

Medical staff and students

Medical at;ff, students. and "others*"

Medical séaff, studentq and other staff members

Medical aﬁd nureing ataff, doctors in town
3 ) .

4,

Staff resﬁdenta and consultants
Chiefs of departmentes, senior residents, resi-
dents, interns, and medical students

All staff members
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shelf arrangement for the severely out-of-date medical
collection; Alexandra Hospital has a medical collection in
tﬁe Doctor s' Lounge, which implies it is for the“use of
doctors only; and finally, C.P.R.i., states in its library
policy that the library is available and'staffed to assist,
1) C.P.R.I. staff members, 2) university and college students,

3) community professionals, and 4) patients' parents on

recommendation of the staff.
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Physical Facilities

St. Joseph's Hospital, Medical Library

The library is located on the second floor near the
end of a wing in thé old building. It has a seating capa-
city of approximately 20. Books and bound journals are
arranged on sections of shelves to the right of the doorway.
Current issues of journals, and abstracts and indexes, are
separately displayed at both ends of the shelves. The card
catalogue is in the ceﬁtre of the room.

London'Psychiatric Hospital, Staff Reference Library

The hospital has scattered buildinés and the: library
is in the main building, located in the corridor of one
wing. It is a reading room with a seating capacity of about
20 and a very small lounging area. Current issues of journals
are displayed at one end of the room and books are on shelves
at the opposite end of the room. Bound journals are on shelves
along one wall.

Westminster Hospital, Medical Library

The hospital building is a horseshoe shapbed structure,
and the library is loéaéed at the very tip of the building on
the grQund floor. Current issues of journals are kept both
in enclosed book cases aud on shelvés:

Victoria Hospital, Stevenson Medical Library

The library is not situated in the hospital but in a sep-
arate building adjacent to the Victoria School of Mursing on
Hill Street, London, one block‘north of the hospital. It is
connected to the libréry of the School of Nursing by a passage-

ERIC
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way. - It is a narrow, rectanqular room divided into alcoves
by shelves, with bound journals along one side and books
along the other. Current issues of journals are displayed
on shelves right by the passageway. The catalogue is

nearby.

Victoria Hospital, Hospital Medical Reading Room

The library is situated on the ground floor near the
end of the Victoria block complex. It is a very nafrow room
with books and journals along the four walls and a long table
in the middle. At the time of the visit, the library was in
the process of being physicelly rearranged.

Children's Psychiatric Research Institute, Library

The library is in the basement. It is a fairly large
room with regular shelving for books at one end of the room
and journals at the other. Current issues of journals are
displayed on shelves at the far end, and back issues of the
current year journals are stored in boxes along an adjacent
wall. Bound journals are on the opposite wall. Indexes and

abstracts are kept in enclosed book cases next to the journals.

St. Thomas-Elgin General Hospital, Medical Library

The lib?ary is centrally located next to the Medical Re-
cords Department. It must be reached throhgh the Medical
Records Department. Current issues of journals are displayed
along one wall and books are kept in enclosed book cases.
There are a few bound joﬁrnals kept in the éupboards at the

bottom of the book cases,. Other than these, no back issues
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are kept. The room has more lounging area than study area,
and is used for film shows and conferences. It has a vport-
able card cataloque.

St. Thomas Psychiatric Hospital, Medical Librarv

Although the library is normally under the authority
of the Medical Records Department, it 'is quite far removed
from the Department, and no control whatsoever is exercised.
Books and journals are randomly shelved. There are no bound
journals. The room is used mainly for meetings and conferences.

Iy

Oxford Mental Health Centre, Medical Library

The library is very centrally located on the ground floor.
Books and bound journals are shelved along the walls, and
current issues of the journals are arranged on display shelves
in the centre of the room. Also in the centre of the room is
the card catalogque. There is very limited study and lounging
area. The library technician's work room is next to the library.

Woodstock General Hospital, Medical Staff Lihrary

‘The library is a very small, narrow room next to the
of fice of the Medical Record Clerk. Books are shelved along

the long wall, with back issues of Index Medicus on shelves

and back issues of journals in a cupboard below. Current
issues of the journals are dispiayed along the shortest wall.
The only table in the room is usually placed aqainst the wall
and moved into the middle of the room for various meetings.

otrathroy-Middlesex General Hospital, Medical Librarv

The medical library is located at the doctors' entrance
to the hospital, across from the Medical Records Department.

ERIC
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The library consists of one wall of a room. The room serves
also as the office of the librarian/PR-administrative assist-
ant. The bulk of the library's collection is scattered among
the various departments.

Four Counties General Hospital, Medical Collection

The medical collection consists of one section of shelves
in a multi-purpose room designated as a Consultation Room.

Alexandra Hospital, Medical Collection

The medical collection is in the Doctors' Lounge. Books
are on shelves against one wall, while loose journals are
displayed along an adjacent wall.

;

Tillsonburg District Merorial Hospital, Medical Collection

The medical collection consists of two sections of shelves
in the filing room for medical records opposite the doctors'
mail boxes.

St. Mary's Hospital, Medical/Patients' Library

The medical collection consists of one section of shelves
in the Medical/Patients' library, which is on the ground floor

to the left of the main entrance.
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Services

The services which a library provides ave largely
dependent upon its collection, its physical facilities and
its personnel. From what has been so far discussed, it

will be fairly obvious that most of the libraries in the

Pl

study region are no£ in a position to provide any but
the most basic services. Indeed, many services that

are usually considered essential in libraries cannot be
provided in most of these fourteen hospitals. The ques-
Lions relating to services focused on factors felt to be
of basic importance in considering a medical information
network, viz., on Interlibrary Loan and on a unian list
of holdiﬁgs of health care periodicals for the hospital
libraries of this region.

The seventh and eighth questions of the interview dis-
cussed in the "Collection" section asked: "Do you borrow
from or lend to other libraries?" and "If so, how often?"
Only eight libraries, five in London and three in the coun-
try, had participated in Interlibrary Loan. The personnel
in charge of five of these seven libraries stated that
they had borrowed quite frequently from the Canadian Hos-
pital Association lLibrary, the University of Toronto, York
University, and the National Science Library. At a later
date, what was available in the way of Interlibrary Loan
records for xeroxed articles at the Health Sciences Librarv

at the U.W.0. for the months January-October of 1972 were

examined. Unfortunately, the library does not keep records

¥
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of interlibrary loan requests from hospital libraries in
the London area, since these are teaching hospitals affil-
iated with the University Clinical Program, and requests
for materials are simply handled by the circulation desk
as ordinary loans. Hdwe»er, the investigation revealed
some interesting facts. The record showed only three of
the eight "country" hospitals had borrowed from the Health
Sciences Library at U.W.0. The requests from one hosnital,
Woodstock General Hospital, had all come dirnctlvy from
individuals in thc hospital rather than through the medical
library. To a certain extent the same held true for the -
Strathroy-Middlesex General Hospital. Half of the requests
from this hospital were signed by libraries and half by
individuals. The quuastion of why the libraries were bypassed
suggests iﬁself. The apparently obvious answer that library
service 1is not effective remains, however, to be proven. The
third hospital, Oxford Menﬁal Health Centre, among other
requests, had only one request from an individual. More
recent records showed that this had not recurred, possibly
because of the subsequent appointment ¢f a full-time library
technician who could mediate interlibrary loan requests.
Question nine asked which libraries used the Union List

-

of Scientific Serials in Canadian Libraries and its supole-

ment, Canadian Locations of .Tournals Indexed in Index Medicus.

This question was intended to determine the amount of actual
and potential use of a union list. Only two libraries have
the 1969 edition of both publications and one has the most

recent 1971 edition. One other library has onlv the sunple-
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ment. None of the non-subscribing libraries indicated
interest in subscribing.

In response to the tenth question on what would be a
convenient format for a union list of seriais, three per-
sons indicated that the minimum elements should bhe the
volumes' and years of the journal holdings as well as the
locations; the librarian at C.P.R.I., who had obviouslv

used the Union List, suqggested that the addresses of the

participating libraries also be included. There was no
comment from ten of the persons in charge of the libraries.
As regards the arrangement of the proposed union list
of medical serials in the hospital libraries, question
eleven, the majority of personnel in charge of the libraries
(10) preferred an alphabetical listinqg by title. Whiie
four library personnel advocated annual up-dating of the
proposed union list, three said that they would be sat-
isfied with up-dating intervals of one toc five years. As-
surance of cooperation in maintaining a union list was
obtained from only five of the libraries (question twelve).
Interestingly, none of the personnel in charge of the lib-
raries which had decentralized serials collections felt the
' physical locations of these journals need be indicated in
the proposed union list.
Some other basic aspects of library service were in-
vestigated during the interview. It is interesting that
all the hospital libraries are open from 9:00 a.m. until
5:00 p.m. (except London Psychiatric Hospital, which is onlv

ERIC
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open in the mornings), because the results of the question-
naires show & very clear preference among health care
workers for evening, and to a lesser extent, afternoon,
hours of opening.

Eleven of the libraries have access to photocopying
facilities. Eight of these stated that there is no charge
whatsoever for photocopyinqg, and three said that charges
are sent to the department to which the individual staff
belongs. |

Table 3 shows that only about two-thirds of the lib-
raries perform one of the most basic of services, that o~
classification and cataloguing. Those that do not are St.
Tgomas Psychiatric, Woodstock Generai, Strathroy-Middlesex,

Alexandra, and Four Counties.

About half of the libraries have Index Medicus and

other tools with which they could provide indexing and
abstracting services. Those that would not be capable of
providing these services include St. Mary's Hospital
Library .n the city, and all of the county libraries ex-
cept Oxford Mental Health Centre. It is more difficult
to judge which libraries provide citation and reference
services, but an inference might be made based upon each
library's personnel and its collection. The libraries
which are in the best pasition to give these services are
St. Josephis, London Psychiatric, C.P.R.I., and then

possibly Victoria and Oxford Mental llealth Centre.
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TABLE 3

Description of Libraries' Classification Schemes and

Catalogs
TYPE CLASSIFICATION
HOSPITAL
OF CATALOG SCHEME
St. Joseph's card-Dictianary-Author/Title/Subject N.L.M.

London Psychiatric

Westminster

Victo. 1a
c.P.R.I.

St. Thomas~Elgin

St. Thomas Psychiatric

Oxford Mental Health

Centre

Woodstock General

Strathroy-Middlesex

Four Counties

’

Reprinte-Medlars Search Records

No up-to-date main catslogue
New one in progress

Card-Dictionary-Author/Title/Subject
(One 1n office by author oniy)

Card-Dictionary-Autho: /Title/Subject
Card-Dictionary-Author /Title/Subject
Card-Dictighary-Author/Title.
Card-Dictionary-Author/Title

Not up-to-date

Card-Dictionary~Author /Title
In process of doing subject hcadings

Oonly a list ot books in a folder
Scparate list wcach year

Book list on cards by subject,
with locations

Only lists of annual acquisitions

N.L.M. as of 1971

D.D.C.

L.C. & N.L.M.
L.C.
D.D.C.

None (Psych. Dept.
~arranged by author)}
Bostonv- N.L.M.
None

None

Broad subject area

Alexandra None None
Tillsonburg Card-Dictionary-author/Subject N.L.M.
Q
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Collections

Personnel in the fourteen hospital libraries were
interviewed in order to obtain information about the
collections of books and.journals available and about the
services provided by each library. Information about library
services will be dealt with in the next section.

Question one asked, "Do you have é list of journals
to which your library subscribes?" and question two asked,
"Do'you also have a record of back igsues Wﬁich you keep
in your library?" It was found that only two libraries
have a list of journal subscriptions with holdings; three
have-a list of journal subscriptions plus holdings on Kardex
or "Library has" cards; three others have only }Libréry has"
cards; two have only a list of journal subscriptions; and
four have neither.

The number of monographs and of serials in eaéh hospital
library is shown in Table 4. These figures of actual ﬁoldings
are compared with the minimum standards described in Annex
"E" in Tables 5 and 6. Although some of the hospital
libraries have met and excceded the.minimum standards, most
of them fall well below.

The number of monographs and serials in the libraries
should not be considered independently from the methods used
to organize them. The third question asked, “"How are the
joﬁrnals arranged?" The results show that ten-collections
are oredominantly unnrgaﬁizod, while'only four are arranged

4

in alphabetical order by title. Table 3 shows the type

2
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TABLE 4

Number of Monogriphs and Journals in Hospital Libraries

Hoépitals'. Monographs Current Periodical
Subscriptions

St. Thomas=Elgin ‘ 115 16
Woodstock General 150 : 13
Oxford Mental Health 1,160 .42
Strathroy 275 37
Sv. Joseph's 1,214 235
Victoria “ 1,045 ‘ 175

(Stevenson) ‘ (800) (128)

- (Medical Reading Room) (245) (108)
Westminster 510 ‘ 98
London Psychiatric 1,500 88
C.P.R.I. | 1,400 155
Tillsonburg 60 8
Alexandra | .42 8
Four Counties 70. 9 .
St. Thomas Psychiatric 316 ; 58
St. Mary’s 100 22

. Bound journals which the libraries keep, but which are no
longer subscribed to, are not included.
These figures include journal titles which are in the
departmenial collections of decentralizéd libraries.
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of catalogue used (if any), as well as the classification
scheme. Faur of the libraries use no classification system
at all, and two-more merely group the books according to
broad subject areas.

The fourth question asked, "Are there any scattered
collections loc:ted ou£side of the library but still under
control of the library?" The collections ranged from
greatly decentralized to greatly centralized., The collections
at St. Thomas Psychiatric Hospital, St. Joseph's Hoépital,
and Strathroy-Middlesex General Hospital are decentralized,
and are more thoroughly discussed later. At St., Thomas
Psychiatric Hospital,.the departmental serials are ordered
by the Medical Record Librarian who, however, does not
service the collections, whereas the personnel in charge of
the other two libraries do. The remaining eleven hospital
libraries all have centralized collections of some sort.

The fifth and sixth questions asked, "Are any of your
journals donated?" and "Can you tell which ones are donated?"
These questions again relate to the library's organization
and control over its source of supply. For six of the
fourteen libraries it was indicated that some journals in
the libraries were donated. However, only the personnel in
charge of the lihraries at St. Joseph's Hospital, C.P.R.T.
and Alexandra Hospital could indicate specific titles that
were donated,

C.P.R,I, seems to be the only hospital which keeps the

rese2arch publications of its gtaff in the library. These
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are not catalogued and included with the monograph collection,
but are kept separately, and are recorded in a list arranged
alphabetically by author.

Only three of the libraries included a significant number
of reprints and pamphlets in their collections: Victoria,
St. Joseph's and C.P.R.I. ﬁone of the libraries in the
survey have extensive collections of non-print materials;
most have nothing at all. However, two county hospital
libraries (Strathroy-Middlesex and St. Thomas-Elgin) and
one city library (St. Joseph's) have Audio-Digest tapes.
In addition, St. Thomas-Elgin's library has the use of few

film projectors and St. Joseph's has some slides.

In addition to the libraries' collections, there are
in the hospitals surveyed small collections of books and
journals in an office.or a doctors' lounge which are acces-
sible to at leaét departmental staff. The size of these |
collections vary, ranginé from 10 books to 160 books
(apprbﬁimate), and the number of journals from 5 to 39;‘host'
of which are relevant to the particular department. Most
of Ehese’departmental collections are mixture of permanent
loans from the medical libraries and personal dollections.
A small number of the departmental collections, however,
have éepafate rooms, usually manned by'a secretary: They

also have a separate budget, with restricted lending policies.

Some of these, as in Victoria Hospital, are superior to the

Q .dical library, in physical lay-out, decor, and quality of

E119
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the collections, A brief description of the departmental

libraries is given in the following.

St. Joseph's Hospital

Four departmental collections .at St. Joseph's Hospital
in the subject areas of Pathology (50 books), Bacteriology
(100 books), Biochemistry (160 books), and Radioclogy (100
books) are located in offices. Library materials are mixed
with personal collections. ‘"he books are on permanent
loan from the medical library and are catalogued. Book
spines are not marked but title pages are stamped. Only
the Biochemistry Laboratory has current issues of journals
(6) from the medical libfary.

St. Thomas Psychiatric Hospital

There is a departmental collection in Psychology in
St. Thomas Psychiatric Hospital. Twenty-seven journals
are currently subscribed to and there are 366 hooks on the
shelves. The journals -re randomly displayed, while the
books afgiarranged alphabetically by author. Loose issues
of the current year's journals are stored in green boxes
and back issues are piled up compactly on shelves, A

secretary looks after the collection,

Alexandra Hospital

Insignificant in terms of size are four departmental
ccllections at Alexandra Hospital. These are located in
:he Nursing Director'a office (20 boaks), the Bactefiology
Laboratory (40 books), the Physiotherapy and Occupational
Therapy Department (10 books), -and thé Maternity Nursing

Station (12 books),
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Tillsonburg District Memorial Hospital

In the office of the Director of In-Service Training
are 104 books, all on nursing, accumulated at the time Tt
when the hospital had a school of R.N.A.'s. Ten journals
are displayed;‘back issues are not kept,

Victoria Hospital

At Victoria Hospital, the Cancer Clinic, the Depart-
ment of Clinical Neurological Sciences, and the Anaesthesia
Department all have separate libraries because they all
-have special grants for library facilitiés. Cancer Clinic
has 600 books and 39 journals. The Department of Clinical
Neurological Sciences has 740 books and 31 journals. The
Anaesthesia Department has 120 books and 12 journals. A
fourth deéartmental collection, Physiotherapy, has 60
books and 5 journals. The first two collections are very
specialized research collections and are restricted to
staff members. The Anaesthesia collection is inferior,
perhaps because the financing for it is provided by the
university and not by research grants. The Physiotherapy
collection is an example of a paramedical departmental
collection and is similar to the departmental collection
in the country hospitals. The only difference is that there
are mcre people in and around the room, since the
Physiotherapy studgnts ffém U.W.0. do their clinical

p-xercises thgre.
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Departmental collections also exist in the Physiotherapy
Department at London Psychiatric Hospital and in the
?gpartment of Obstetrics and Gynaecolbgy at St. Thumas-
:Elgin General Hospital. St. Thomas Psychiatric ﬁéspital
has collections consisting mostly of journals in the
following departments: Nursing, Pharmacy, Laboratory,
Occupational Therapy, Social Service, Dental Department
and the ﬁusiness Office, Strathroy-Middlesex General
Hospital has small book collections on permanent loan from
the medical library in the following departments: Surgery,
Physiotherapy, Pharmacy, Obstetrics and Gynaecology,
Laboratory, Radiology, Operating Room, Nursing, Dietary
Department, Paediatrics, Maintenance, Housekeeping,
Administration, Emergency, Medical Records, and Medical

fard.
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The following gives a description of the professions
~—
which were included in the three surveys. Each profession

is discussed in terms of the degree of autonomy'with'which
it operates, the kinds of works it performs, its relation-
ship with other profescsions, the type of education‘which
it entails, the influence which professional organizations
have on it, and the possibilities for further education

open to it.
PARAMEDICAL HEALTH WORKERS IN HGSIPITALS

The health workers in hospitals who respondci to the

. oo 1 . .
questionnaires™ are arranged in the categories below.

Therapists
Audiologist
Speech Therapists
Physiotherapists
Occupational Therapists

Social Workers
Play  Therapists
Vocational Rehabilitation Counsellors
Medical .Social Workers

Nurses
R.N.
R.N.'s with Degrees
R.N.'s with Diplomas
Public Health Nurses

R.N.A.'s, Orderlies, Aides \“‘\\
Technicians

E.C.G. Technicians
E.E.G. Technicians

- w——r—

lAudlologlst*a, Speech Therapists and Radiographers
have not been included in the following descrivotions,
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Inhalation Technicians/Therapists
Medical Electronics Technicians
Medical Lab. Technologists
Nuclear Medicine Technologists
Radiographers

Radiological Technicians

Medical Photographears

Medical Record Personnel
Medical Record Librarians
Medical Record Technicians

Dietitians

Hospital Administrators
Hospital Administrative Officers

Miscellaneous
Clinical Psychologists
Psychometrists
Biologists

Oswald Hall, in a study commissioned by the Committee
on the Healing Arts, gives three definitions, decreasing
in scope, of the paramedical professions:

1. all the occupations that have grown up around
the 'healing' practitioners, ... they include
all people who offer nelp to the ill, including
even the quacks and charlatans

2. those helping occupations that are part of the
accepted framework of scientific medicine. ...
In this context the paramedicals represent
only the occupations that have arisen around
the established medical profession in modern
society.

‘ 3. Those occupations which are gractised mainly
within the hospital setting.

= . | o
“Uswald Hall, The Paramedical Occupations i3 Ontario
(Toxronto: Queen's Printer, 1970), p. 1.
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Hall's stud; ie focused on a number of specific
professions and is based on the third and narrowest

definition of paramedical occupations:

The people who follow these occupations work
almost entirely in the hospital setting. 1In

a very real sense the hospital generated them;
now they are essential to its operation and
survival. Most of modern medicine is possible
only in the hospital situation. The emergence
of highly skilled expert medical specialists
has been paralleled by the vast proliferation
of technical equipment which is central to the
modern hospital.3

In discussing paramedical departments in hospitals Hall
discerns:

three differentiated kinds of activities ...
The most numberous group ... is the technicians
who man the laboratories and other diagnostic
facilities ... ext ... are various kinds of
therapists, who provide for patients certain
services which lie on the margin of those
provided by doctors. The third group

provides clerical services, handling those
hospital records which are distinctively
medical in character.4

However, he goes on -to admit that the lines of demarcation are
often blurred. 1In discussing medical departmeats in hospitals,
Hall writes:

A medical department is readily distinguished

from the non-medical sections of the hospital

in terms of its organizatlonal form., Its

members tend to view themselves as individua-
lists, each going his own way to do what .s

*1bid., p. 2.

41rid., p. 10.




176
required for his patients. Each sees himself

as autonomous, and not subordinate to the
commands and orders of another.

In contrast, he says of the paramedical departments that
although they are fairly autonomous and not supefvised directly
by the administrative staff, as are the clerical occupations,
théy do not have the complete independence that the doctors
havea6

This question of autonomy is pérhaps the key factor
.in the activities of paramedical personnel. Their function
is to carry cut the instructions of a medical man, and their
actions are subject to his supervision. To this extent they
lack true autonomy, although it must be recognized that
within this general restraint there exist Qide variations
in the degree of personal responsibility enjoyed by individual
professions. In some cases the doctor will minutely specify
the actions to be taken by the paramedical; in others, these
actions may be specified in general terms but resolve them-

selves into a number of very routine procedures:; others,

however, appear to be free to exercise their own discretion

~—~

within the limits of highly generalized instructions which
perhaps comprise no more than a statement of the patient's
condition. Possibly creater freedom of operation accompanies

a higher level of education and professional preparation.

5Loc. cit,

61bid., p. 11.
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TheraEists

Hall discusses the relatively new field of "rehabil-
itation medicine", whose practitioners include physio-
therapists, occupational therapists, speech therapists,
audiologists and rehabilitation nurses.

The therapist treats a physical problem in a
physical sense, rather than surgically or chem=-
ically. The various techniques used by a
physiotherapist - for example, exercises,
hydrotherapy, electrotherapy - are simplv
different ways of treating an injury. Bas-
ically the therapist deals with movement,
with the exercise, patterning and restor-
ation of function of the muscles and limbs
of patients who are 09 the mend after an ac-
cident or operation,

The aim of the occupational therapist is restoration of
function, partly social and partlv physical.

They attempt either to teach a patient how

to accept his disability or to take him by

stages to the point where he can carry out

the tasks he did before his injury or op-

eration. By doing something functional, the

patient's attention is diverted while the

therapist is achieving the strengthening and

conditioning desired. &~
The speech therapist deals with patients with disorders
of the voice, speech, or lanquage formation caused by
organic, neurological, or physiologicai disturbances.,
Rehabilitation nursing is a very new profession and is

still evolving,

Physiotherapists

The work of the physiotherapist is affected through

7 Ibid., p. 104.

B Ibid., p. 1l05.
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various kinds of treatments - exercises, hydrotherapy
(exercise in heated baths), electrotherapy (the use of
electricity for muscle stimulation or for heating of
tissues), breathing exercises, and proprioreceptive
neuromuscular facilitation (the re-creation of reflex
patterns of "instructive" movements such as standing,
walking, eating, in persons with brain damage). The
treatment is requisitioned by the patient's doctor, but
often it is specified in the most general terms and it

is the physiotherapist who decides the precise nature and
duration of the treatment actually given. 1In some of the
largest hospitals the physiotherapy department may be under
the direction of a physiatrist (a doctor specializing in
physical medicine), in which case supervision will prob-

ably be much closer. Otherwise, the physiotherapist appears
to enjoy a high degree of freedom for the exercise of judg-
ment and initiative. There are several reasons underlying
this. The physiotherapists are mostly university-trained,
although not necessarily graduates. They consider themselves
as "professionals", i.e. requlated by a code of ethics.
Treatment tends to be specific in the sense that it is geared
to each patient, and much of it is carried out at the patient's
bedside rather than solely in special departments. Hence

a hospital physiotherapist enjoys :a high degree of freedom
of movement and the freedom to function as an individual
practitioner. The results of her work can, moreover, be

seen in the individual patient's progress. An important

factor is that physiotherapists are leqallv required to
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register under the Drugless Practitioner's Aqt.

Candidates for a career in physiotherapy require good
Grade 13 standing, with mathematics and science. Thev
can take either a three-year diploma course or a four-year
course for a degree. An internship in a hospital is also
required for registration with the Canadian Physiotherany
Association, which is legally compulsory. The University
of Toronto offers a combined courée in both physiotherapv
and occupational therapy. Advanced courses are available
to practitioners of three years' standing to prepare them
for teaching and supervisory functions. There are also
courses on special aspects such as amputation or precnriore-
ceptive neuromuscular function, althouqh these usually have
to be taken at .i.e therapist's own expense and in her own
time, and do not necessarily bring a higher salary or pro-
motion. They may, however, increase her ahility to move to
another hospital. Informal training is given in some hos-
pitals, and Association meetings also provide an opportunity
for updéting information.

According to Hall, physiotherapists tend toc be voung
and female.9 Part of the reason for this is that salaries
do not offer sufficient incentive to men, because they are
lower ‘than for most other positions requiring a university

education. Working conditions are generally good, as well

% Ibid., p.112.
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as job opportunities, although the prospects for promotion

are limited and tend to be the reward of long service ra-

10

ther than ability. There is some indifference towards

the professional association, to which all physiotherapists
must belong, and meetings are poorly attended.ll

Occupational Therapists

The broad objective of the occupational therapist is
the physical and mental recovery of the matient. However,
two specific areas of her activity are of special impor-
tance: one.is to enable the handicapned (e.g. naraplegics
or amputees) to become independent and self-reliaﬁt in
their daily life; the other is the relief of emotional stress
and the stimulation of new interests and social adjustment
in psychiatric patients. In long-stay hospitals such as
tuberculosis sanatoria, a large nart of the work may be
directed towards giving patients "something to do with their
hands", without any more directlv purposive aim connected
with treatment. Occupational therapy ih psvchiatric in-
stitutions seem to have become something of a specialty,
and the therapist has the obportunity of assisting in the
diagnostic process by observing and reporting the patient's
behaviour patterns or motor abilities. Treatment here can

also be of direct therapeutic value because the therapist

10 1pi4., p. 114.

11 1pid., p. 115.
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encourages the patients to work with other people, and in
addition, pravides them with a means of expressing them-
selves.12

The educational and training requirements are very
similar to those of physiotherapists. A two-year postgra-
duate course is also availahle for occupational therapists
with three years' practical experience to qualify them for
a post in teaching or as heads of departments.

The remarks about the professional avtonomy of physio-

therapists also apply to the occupational therapists.

Social Workers

It would be something of an understatement to say that
‘this is an area beset by problems of definition of scope
of the various kinds of practitioners, and of the relation-
ships between them and the other professionals with whom
they work. Recognizing this, the Committee on the Healing
Arts commissioned two studies which cover the general,
medical, and psychiatric aspects of social work and which

deal extensively with these problems.l3’14

121pid., p. 106.

13
1970) .

14C. Hanly, Mental Health in Ontaric (Toronto:
Queen's Printer, 1970).

Michael Landauer, Social Work in Ontario (Toronto,
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One of the definitions of social work quoted by

Landauer reads:

the system of organized activities carried
on bv a person with particular knowledge,
competence and values, designed to help
individuals, groups or communities towards
a mutual adjustment between themselves

and their social environment,l5

Its implication for health care stems from recognition of
the fact that:

The social and psycheological, as well as
the physical characteristics of the total
environment, in large rart affect the
disease patterns of the community. ...
The practitioner tries to evaluate the
health of the individual, not only in
terms of symptoms, but by taking into
account the physical, biological and
social forces which impinge upon the sick
person and which may affect the course
of his complaint ... Modern medicine is
-—increasingly associating mental and
psychological disturbances with the emotional
tension created by the points of social
stress inherent in a rapidly chan?ing
and increasingly compl.x society. 6

Hand in hand with this appronach have gone the positive

concept of health (defined by the World Health Organization

15Charles Hendry, Social Work MNeeds People Who Care

(University of Toronto School of Social Work, 1965), p. 2,
as quoted in M. Landauer, op. cit., p. 1.

16Report of the Royal Commission on Health Services
(Ottawa: OQueen's Printer, 1964), I, 98, as quoted 1in M,
Landauer, p. 23.




183

as "a state of complete physical, mental and social well-

being and not merely the absence of disease or infirmity"17

),
and an enhanced appreciation of the interest of the community
in minimizing the impact of disease on individuals. These
have led to community health pragrammes and the introduction
of comprehensive schemes for medical care and welfare. It
is in this peripheral area where medicine and the social
sciences meet and interpenetrate, and which receives 1little,
if any, attention in the training of'the medical practitioner,
that the social worker finds scaope for the application of
his special compegencies. However, just what these
competencies are, and how thev should be applied, give
rise to conflicting views between physicians and social
workers. Many doctors appear to view the social worker's
role as being little more than that of a clerk who will
arrange for his patients to receive welfare assistance
or improved housing conditions, whereas the social workers
tend to reject this as their responsibility. Thus a
serious source of disagreement is:

the aspiration of many of these highly

qualified social workers for an independent

final judgement in the practice of social

therapy. Many ... insist that social work

in health settings shonld not be considered

a paramedical profession ... They maintain

that while the nurse or therapist cannot

demand an independent final judgement in
her field of practice, the social worker

17Landauer. op. cit., p. 22.
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must insist on it in his field. ... The
graduate social worker often views his
function as that of a skilled therapist
concerned more with the intra-psychic and
interpersonal aspects of the social problems
of medical patients than with the financial
and material aspects of the social problem.

The situation is further complicated by the problems of
demarcation which arise between graduates and other social
wOrkers:

. many graduate social wnrkers recommend
establishing limits on the range of tasks
and degree of responsibility allowed to
graduates of vocational and colleae soci.
welfare programs. ... the crucial question
is whether those who claim professional
training have academic competency that
distinguishes them from the vocational or
non~p-ofessional. There is significant
evidence that even for social workers with
the M.S.W. degree this distinction is not
a simple or unambiguous one,

Oswald Hall states that in developing suitable training
programmes, "a large part of the difficulty seems to arise
from the fact that social work is currentliy evolving
into several distinct occunations, each massive enough

to occupv the full lifetime of a persnn".20

Furthermore,
there is an argqument between different parts of the

profession over the generalist and the specialist:

18,pid., o. 32-3.

191pi4., p. 20.

0Oswald Hall, Manpower Needs in the Field of Social
Welfare (Ottawa, 1967), p. 20, as quoted in Landauer, op.
cit., p. 18.
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The formal position of the ... profession is
that social work in whatover setting it is
practised is basically generic - that 1is,
the elements of practice common to altl
settings are far more significant than the
elements particular to any one setting.

A significant minority, however, ...
practising in the medical and psychiatric
settings, consider their work sufficiently
different from social work practised in
any other setting to warrant specialized
education and registration as medical
or psychiatric social workers. 2

Landauer also refers to sugqgestions that other professions
may participate in social work activitics. Examples of
these others are family phvsicians, public health or
psvchiatric nurses trained in casework methods, or neople
with an education in the liberal arts who are trained

to perform simple social work services. IHe stresses

the need for rescarch and expcriments:

to define casework, to distinguish levels
of complexity and criticality in casework,
to assess the possibilities of speciali-
zation for social workers by level of
responsibility and by setting, and to
define programs of cducation and training
appropriate to different job categories.
... results should not 'he anticipated

by an early and arbitrary restriction

of certain functions to social workers
with specific types of cducation.?22

The composition of the membership of the medical

2
social work section of the Nntario Hospital 7\ssr>ciation"3

21Landauer, op. cit., p. 27.

221pia., p. 40.

231pid., p. 49.
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was found to be as follows:

M'S"q' 29%
B.S.W. 8% tQualified 43%
Diploma or Certificate in Social Work 6%
Nursing degree 21% } unqualified 56%
B.A. or high school diploma 35%

Pgrt of the explanation for this imbalance may be attributed
to the admission of some members without formal training

in social work under a "grandfather clause" in 1964. 1In

some hospitals which do not have a social service department,
the work is done by nurses.

These extracts will have indicated some of the problems
deriving from the lack of precision in the role and function
of social workers in the health field. In a general
comment, the Committee on the Healing Arts observes:

In no area is [a study of the roles of health
care workers] more difficult or more
necessary than in the case of disciplines
which are concerned in part with the

state of mind of the patient, whether in
mental or in physical ill health, and we
urge that priority be given to role
evaluation studies of such disciplines ...
In the case of social workers, these
problems are already serious; and they 24
appear likely to become steadily worse ...

Medical Social Workers

A basic curriculum drawn up by the Council of Social
Work Education embraces the following elements: a study

of individual human growth and the social environment;

24Regort of the Committee on the Healing Arts
(Toronto: Queen's Printer, 1970), II, 324.
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social policy and services; methodology (casework, group

work, and community organization, with the addition later

on of administration and research); and field work.

| The M.S.W. course is two years following a first

degree, preferably in social sciences. At the Bachelor's

level, students study for three academic years plus three

l12-week summer courses, and receive a general B.A. degree

plus a diploma of Social Work. Ryerson Polytechnical Institute

offers a two-year course for the Social Service Certificate.

A programme is available at the University of Toronto for

"unqualified” social workers of proven ability, which

parallels the M.S.W. course, though it does not confer the

degree. Various continuing education and extension

courses are also arranged by universities and by the

Ontario Association of Professional Social Workers.25
There is no system of registration or licensing for

social workers, or mandatory membership of a professional

association; however, both the Canadian Association of

Social Workers and the Ontario Association of Professional

Social Workers require prospective members to meet certain

professional educational requirements.

Vocational Rehabilitation Cc’unsellorsz6

The concept of rchabilitation, originally concerned

solely with helping the physically disabled, has been

25Landaver, op. cit., p. 18 ff,

zeggalth Careers (Don Mills, Ontario: Ontario
Hospital Association, 1971), pp. 22-3.
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enlarged in various ways. It has cxtended its scope to
embrace, on one hand, the patient's mental, social and
economic rehabilitation, and on the other, to include
the emotionally disturbed as well as the physically
‘handicapped. |

The rehabilitation counsellor helps the patient to
overcome fears that his capacity for productive employment
has not completely disappeared. He advires the patient
and assists him to find a work situation suitable to his
needs and abilities, He also an-igts the patient to
develop self-confidence énd independence in the home
situation. The counsellar usually has a university
education with emphasis in the areas of psychology and
sociology, and will often have worked in industry, commerce
or a public service agency. Part of his task is to keep
abreast of developments relevant to his work in both
industrial and educational areas. For those already
employed in this field, some colleges offer evening
courses for certification.

Play 'I‘hergpists27

In recent times it has been recognized that a re-
creation leader can make a therapeutic contribution to
the recovery of pa:tients by adapting recreational

activities to meet their specific physical, emotional

271bid., p. 6.
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and social needs. The objective of thg;ﬁpeutic recreaction
is to praomote the growth and development of the individual
by providing an opportunity for patients to engége in
activities which will enhance their feeling of well-
being. All patients benefit from the opportunity to
participate in group activities such as games, sports,

and dramatics. Recreation gives them an opportunity

to constructively release energy and anxiety, as well aé
to develop social skills and awareness. This is parti-
cularly important in connection with psychiatric patients
and children. For patients with a physical disability,
therapeutic recreation.can help to improve motor aptitude
and performance.

The responsibility of the therapeutic specialist is
to conduct recreational programmes, teach skills, and
help develop the attitudes which will enable the patient
to be a participant in social activities. He requires
appropriate qualities of leadership, imagination, and
resourcefulness, Training for the profession is
available in two-year diploma programmes at community
colleges, or four-year degree programmes at certain

universities,

Nurses

(These] health workers ... constitute the
largest and most diverse group of employees
in the health industry. [It is] difficult
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... to generalize about them. The various
categories of 'nurses' range from the un-
trained ward aides ... through the diploma-
school prepared registered nurses, to
university educated specialists ...

The 'practice' of nursing with which
these diverse workers are engaged has
never been unambiquously defined.

Even the more restricted 'professional'
practice of nursing seems to be defined
more by the formal limitations on entry
to it than by any clear understanding

of the duties and responsibilities it
entails. Consequently, no one today can
say with certainty that 'this is nursing,
that is not'.

... in general terms 'nursing' has been
moving steadily away from being a
charitable, service-oriented 'vocation'!
towards becoming a 'professional' career
... requiring more and more formal education,
'registration' of formally qualified
practitioners, and a large measure of
self-control by the profession over the
education and discipline of members. But
(it] has differed in several important
ways from other occupations whose members
have sought ... professional status. 1In
their work, nurses have remained sub-
servient to anoSher professional group -
the physicians. 8

These remarks summarize the difficultiés encountered
by the Committee on the Healing Arts when it turned its
attention to this sector of the health professions. To
assist it in its work, it commissioned a special study on

this area.29

28Report of the Committee on the Healing Arts, op. cit.,
II' 211-120

29V.V. Murray, Nursing in Ontario (Toronto: Queen's
Printer, 1970).
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In dealing with the problem of drawing boundary lines
around the work done by different categories of nurses,
Murray conaiders that it is possible to distinguish three
classificatione of nurses according to the nature of
patients' nursing needs:

1) Simple physical and psychological care for
patients who are not seriously ill (the
R.N,A. level)
2) More complex physical and psychological
care and simple physician-assisting cure
activities for patients who are
moderately ill (the basic diploma K.M.
level),
3) Complex physical and psychological care
and relatively complex physician-
assisting cure activities for critically
111 patients: olus performance of complex,
specialized functions such as adminis-
tration, teaching and public health nursing
{R,N, level with pnst-basic prepara_tion).3
Although it must be emphasized that this is merely a
proposed classification, it does represent an experienced
outside observer's analvsis nf the functinns performed
by different categories of nursing personnel, The
classification omits one category altogether, viz.,
orderlies and aides whanse "role as nurses is very poorly
defined".31
Murray assumes that "the essence of nursing is the

direct application of skill, knowledge and judgement to

30¢pid., pp. 202-3,

,&;%? 31;_13_151.': p. 49,

k3




132

the provision of physical and psychological comfnrt
for the sick; aiding the physician in effecting a cure;
and aiding the patient in re-establishing and maintaining

32 This may be compared with the statement

his own health.
of the Saskatchewan Ad Hoc Committee on Nursing Education
that "the prime concern of nurses is the provision of |
patignt care, the knowledgeable provision of comfort
measﬁres, predictably directed at reducing to manageable
proportions the psychological and physical stress of
discomfort, a function which is not the prime concern

of others on the health.team."33

The fields of employment for registered nurses in

Ontario in 196734 were as follows:

Hospitals 82.9%
Nursing Schools ‘ 0.9
Private Practice 7.0
School ilealth 1.1

Public Health (excluding School Health) 2.8

Occupational Health 1.2
Office (e.g. physicians or dentists) 3.5
Other Specified Fields . 0.1
32Loc. cit,

33

Report of the Committee on the Healing Arts,
op. cit., II, 157.

34

Ibid., p. 166,
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The general characteristics of nursing practice have
been outlined above. However, thev may be analyzed
further, and Murray proposed the following scheme:

1. Direct care activities

(a) physical .

(b) psychological
2. Direct cure activities 35
3. Adjunct activities supporting the preceding.

He divides 1 (a) and 2 further into -he aspects
"Judgement and Evaluative" and "Procedures". He gives
due emphasis to the first of these, which is perhaps a
major factor in the nurse's claim to professional status.
For instance, in 1(a), the nurse has to judge when the
patient needs attention, and how much, if anything, he

is capable of doing for himzelf. In regard to 2, he

says about the registered nurse:

... she is the doctor's most valued assistarc,
She is his eyes, ears and hands for the
twenty-three and three-nuarter hours per
day that he is not with the patient, ...
she must have some of the training that he
has to be able to judge how the patient

is responding to treatment. In a sense,
she often does take the first step in
diagnosis, which is to make a preliminary
and temporary judgement about how sick a
patient is. On the basis of such a judge-
ment she may or may not decide to call

a phvsician ... 36

The "procedures" involved in care include bed-making,
bathing, positionirq, etc., and in cure, the administration
of medicines and the application of dressings, as well as

indirect activities such as assisting physicians during

35Murray, op. cit., pp. 9-14.

361pi4., p. 12.
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operating procedares, His description of 1 (b),
"psychological care”, is a little vague, and he admits
that "nursing activities designed to provide psychological

37

care ... are as yet very poorly developed." It could

perhaps be summarized as developing a satisfactory re-
lationship with the patient, building and maintaining
his morale, and generally promoting a frame of mind
which will assist his recovery.

The remaining activities include clerical work
(related to patients' recoris and medical supplies) and
logistics (fetching and distributing supplies and medicines,
and traffic control). Some nurses are involved in ad-
ministration, teaching, and research as well. Further
information about the work done by nurses is to be found
in activity studies carried out by the Ontario Health
Services Commission and others.38

The nurse is truly unique because she is
the one and only person who ... will attend
the pat‘ent on a continous basis. To do
this, she must be willing to perform, in
part, the role of almost every other health
occupational group, as well as be the care
specialist ... so that she is a bit of a
physician, a bit of a dietitian, a bit of

a physiotherapist and social worker, as
well as the primary care giver.39

371pid., p. 11.

381bid., pp. 14-22, pp. 243-51, and Report of the
Commission on the Healing Arts, op. cit., II, 159,

39

Murray, op. cit., p. 31.
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This leaves the nurse's specific areas of competence
somewhat diffuse. Two interrelated trends characterize
current thinking about how to define the roles of the
various nursing personnel more precisely and how to make
best use of the training of each group. One trend is to
broaden the responsibility of the nursing assistants, to
allow them to do some nf the procedures at present restricted
to registered nurses, and to re-allocate to other
personnel, such as ward clerks and ward managers, many

40 The

of the non-nursing tasks which nurses perform.
other is to allow the nurse to participate more fully in
cure activities by doing some of che things at present
reserved for doctors. The medical profession is ahead
of the nursing profession in wanting fuller cooperation

41 Such trends would raise the professional

from nurses.
status of the R.N. to a level approaching that of the
more autonomous therapist.

Arrangements for educating the prospective nurse are
quite diverse, There are five variants of the diploma
course, mostly comprising three years and including the
equivalent of one year's internship; three variants of
the B.Sc.N. programmes, lasting four or five years; and

"post-basic" programmes for the M.Sc.N. or for specialist

certificates.

4Q;bido' ppo 41-47.

4!
-‘Ibido' P. 3.
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The minimum entrance requirement for the diploma
course is a Secondary School Graduation Diploma (Grade 12)
with science options, t*ough some schools impose higher
standards such as minimum grade averages, or even Grade 13
in whole or in rart. The nature and quality of the
instruction offered varies enormously, particularly in
the balance between theory and clinical practice. With
the formation of some schools in community colleges and
similar non-hospital settings, clinical practice has
naturally presented some problems. The common syllabus
items are "some instruction in basic physical sciences,
social sciences, the traditional clinical nursing subjects
(medicine, surgery, obstetrics, paediatrics and psychiatry},
nursing history and philosophy, and public health."42
Additional items may include operating room, intensive
care, or emergency ward nursing. Changes in pedagogy
have included, greater emphasis on theory and principle
rather than technique; unification of subjects by areas
(e.g. the inclusion of nutrition as appropriate to other
topics, rather than as an individﬁal subject) ; broadening
of the syllabus to include non-nursing subjects, particularly
social sciences; and emphasis on health rather than
sickness.

The university programmes are similar to the better

diploma'pfbgrammes, but include more from the natural and
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gsocial sciences, together with further elective courses
which may be drawn fram these areas or from the humanities,
Murray states that B.Sc.N. students "receive considerakly
more instructicn and practice ... in the specialized
areas of public health, nursing service, leadership and

administration, and nursing education."43

They receive
an amount of clinical practice similar to that of the
diploma students, but there is no attempt at clinical
specialization at this stage.

Although various specialist certificate programmes
have been offered by university nprsing schools, these
have been greatly curtailed because the schools were
obliged to concentrate their resources on basic B.Sc.N.
training. However, the Committee on the Healing Arts
recommended that these programmes should be continued
{Recommendation 92)44 and that programmes for updating
and improving their qualifications and skills, together
with apprcpriate financial incentives, be made available

to nurses (Recommendation 93).44

In particular, they
recommended that "mature” diploma nurses be encouraged
to enter degree courses, and that they should not he

barred from this by lack of formal educational entry

requirements {(Recommendations 94 and 95).45 If Lhese

31bia , p. 144. g

44ggport of the Committee aon the llealing Arts, op. cit.,
11, 199,

45

Ibido' [—'~ 201.
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recommendations are accepted, an increase in the number
and quality of continuing education programmes can be

expected.

Registered Nursing Assistants

In the same way that the Registered Nurse has, in
practice, a somewhat ambiguous relationship to the doctor
with regard to area of responsibility, so too does
the R.N.A. often encounter confusion in recognizing which
duties are strictly reserved for the R.N. The profession
of Registered Nursing Assistant was created in the 1940's
to alleviate a shortage of R.N.'s. The suggestion is
now being made that, as a corollary te increasing
specialization among Registered Nurses, the work of the
R.N.A. be upgraded to the R.N. level.
Nursing Assistants work under the direction
and supervision of a Registered Nurse,
giving nursing care to convalescent and
mildly ill patients and to patients re-
quiring extended care, [and] help the R.N.
with the care of more acutely ill patients.
Their duties include taking temperature,
pulse and respiration, giving simple
treatments6 and feeding and bathing
patients.

It seems that the R.N.A.'s duties lie mainly in the

physical care and non-nursing areas, although Murray refers

several times to R.N.A.'s carryiag out procedures for

which they are not formally prepa-red,47 such as taking

blood pressures and administering some medications.

46Health Careers, op. cit., p. 25.

471pid., pp. 38, 49.
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The admission requirement is completion of Grade 10,
or of Grade 8 for applicants who are over 25 yearé old.
Full-time courses thirty-five weeks long are given in
hospitals, Ministry of Health training schools, and
colleges of arts and technolngy. Some 1l2-month evening ‘

courses are also available. High schools sometimes offer

two~vear courses spafially designed for prospective P.N.A.

with appropriate acadéhic subjects being studied at the
Grade 11 and Grade 12 levels. All courses include a
period of clinical practice, and some hospital-b&sed
programmes include special procedures authorized for

R.N.A.'s in those hospitals.

Orderlies and Aides

Beyond the 'registered' nursing groups, there
is a wide assortment of non-registered

persons who perform varying amounts and kinds
of care and cure activities. The most

common of these non-registered groups are
orderlies and nurse's aides. ,.. Nurse's

aides perform the most routine and un- 48
skilled of care duties on hosnital wards

The term "practical nurses" also seems to be used for
people carrying out this kind of wnrk.49

Murray describes the category of orderlies as:

81bid., p. 124,

49 Ibid., p. 169, and Report of the Committee on the
Healing Arts, op, cit., 11, 203.

'SI
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among the most diversely organized and
trained work groups doing nursing in Ontario
hospitals. There seems to be no clear-

cut policy in the province as to whether
these men are responsible for nursing the
sick or are just odd-job men.

Orderlies are males who perform simple
direct nursing functions; however, their
role as nurses is very poorly defined.

As a result, they are either inadequately
trained or they are used_mainly as medical
janitors and messengers.

This is not always the case, though, and Murray points out
that some hospitals do distinguish between "trained" and
"untrained" orderlies:

In the best-run hospitals [some orderlies

are] given a program of in-service training

comparable in many cases to that given to

R.N.A.'s., These trained ordgslies are then

paid and worked accordingly.
Murray is extremely critical of programmes of in-service
training generally because of their lack of.uniformity
of quality:

The vast proportion of such training as

these people receive is on-the-job and

hence would range in quality from abysmal

to possibly as good as that of an R.N.A.>3
The quality and extent of training depend upon various
factors: first, the availability of staff qualified to
do the training, and of the necessary facilities; second,

the acuteness of the need for orderlies and aides on the

wards; and third, the kind of work expected of the orderlies

50Murray, op. cit., p. 20.
*l1pid., p. 49.

321phid., p. 124.
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or aides after training., In some cases the training
offered might amount to "little better than a job

orientation programme of a few hours a day for three or

four weeks."54

Summing up, he concludes that:
regarding the situation for the training
of orderlies and aides, there is, if any-
thing, less concern among all relevant
parties at the provincial level than there
is over R.N.A. education. They seem to

be the truly forgotten people in nursing.55

Nevertheless, the Committee on the Healing Arts did

not seem to feel that the situation was a cause for concern:

the kind of work they are called upon to

do probably does not require a more formal

kind of education programme than that

being provided at the present time55
and furthermore, considering the large numbers of aides
and orderlies now required,

it would seem desirable to impose as few

formal educatinnal requirements as possible

upon those who might be attracted to these
employments.56

However, it is interesting to note that the Ontario

Hospital Association's bonklet, Health Careers, stated

that "a number of formal programs of four to five months

in length have bheen established at selected centres in

Ontario."57

41pid., p. 170.

S51bid., p. 171.

56ReEort of the Committee on the Healing Arts,
92. cit.' ' 203-40

57Hea1th Careers, op. cit. pp. 16-17.
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Technicians

Electrocaruiography Technicians

The position of electrocardiography technician
involves a few basic procedures and the operation of a
machine. This requires only a very slight knowledge of
medicine which can be learned on the job.58 There are
no formal training programmes or advanced courses
available for E.C.G. technicians, and the requirements
for beginning this work are basic, usually completion
of Grade 12. From time to time there are advances in
E.C.G. technology, but these changes come from doctors
and researchers and are not difficult for the technicians
to adapt to.

Ele~trocardiography technicians have virtually no
autonomy: the doctors requisition the cardiograms; the
technicians carry out the necessary procedures, which
include mounting the tracings on cards and making reports;
the doctors read and interpret the tracings. Again in
this profession, a tendency for the majority to be females
(often former nurses) is linked with a pattern of low
remuneration and very limited career prospects. There
is no professional association for E.C.G. technicians.
Several of the technicians in Hall's sample expressed
interest in a special course which would include

"additional medical training and patient care."59

>85swald Hall, op. cit., p. 94

>d1bid., P. 95.
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Electroencephalograph Technicians

The work of the E.E.G. technician usually takes place
in a very small department with two to four staff. Al-
though registration is pnssible, many hospitals employ
unregistered technicians. They are not fussy about
registration, especially since registered technicians
must be paid more than the others.60 Some hospitals
prefer to train nurses for this work, because they can
administer medications when appropriate, which a technician
is not legally allowed to do.

Electroencephalograms are taken in connection with
many neurological and psychiatric conditions, with head
injuries, and sometimes as an accompaniment to brain
surgery. The patient has to be calmed and relaxed, which
may require considerable skill if he is frightened, very
ill, seriously disturbed, or very young. Electrodes are
applied to the head, and in some cases the patient may
be given'a drug by a doctor or a nurse for certain special
procedures. Usually several recoridings are made, with
variations of alectrode positioning and/or the patient's
amount of activity. The technician marks the tracing to
show the varioua phases nf the test, and forwards it to
the neurologist to be read. 1In addition to these fundamental
aspects of his job, the technician also carries out

routine maintenance of equipment, and writes and files reports.

601pig., p. 90.
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E.E.G.'s are taken after they have been regquisitioned
by doctors. As is the case with E.C.G. technicians,
E.E.G. technicians do not make diagnoses or prescribe

treatment; their work is purely technical.61

Supervision
is exercised indirectly by the doctor or neurologist who
interprets the electroencephalogram.

Ideally, technicians should have Grade 12 education
and two vears of practical experience, and then should
pass in the examinations of the Society of E.E.G. Technicians.
However, Hall notes that "there is litfle in the way of
formal or structured training programs.“62 An obstacle to
some individuals taking the examination is the requirement
that their two years of practical experience take place
under the supervision of a registered technicain, which
for many people in smaller hospitals is not possible.
Training generally occurs on the job, rather than in a
school, and its quality varies considerably. Chief
technicians usually have the responsibility for training
assistants.

Currently the work is not undergoing a phase of rapid
development and continuing education courses are lacking;

Moreover, the tendency of hospitals not to be too

concerned about employing registered techricians -

especially as they command higher pay - and the fact that

6lrpid., p. 89.

621pida., p. 90.
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upwards of half the profession are unmarried females and
turnover tends to be high, also contribute to a lack of
incentive for further educatinn. 1In spite of this, some
members of the prdfessinn at least are aware of the need
for centralized theoretical training to supplement on-

the-job experience.63

Inhalation Technicians/Therapists64

This is a relatively new occupation which has grown
out of the work formerly done by oxygen orderlies. The
function of these technicians is to administer a treat-
ment known as "intermittent positive pressure breathing",
which consists of forcing a patient to breathe a gaseous
mixture in a certain rhvthm by the action of a respiration
machine, as prescribed by doctors. They have to know how
to deal with medical gases, and in some hospitals they
mix the chemicals for the méchine. The technologists
also sterilize and service their equipment, which is
generally not complicated in its mechanical or electrical
design.

Their professional responsibility is somewhat ill-
defined. They administer treatment directly to the patient:
in some hospitals they may do this under supervision of a
nurse, while in others they mix the drugs themselves and

take orders only from the doctors.

631pid., p. 91.

64yhid., pp. 58-66.
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As inhalaticon technology is a relatively new specialty,
the formation of a professional association (Canadian
Society of Inhalation Therapy Technicians) and the development
of qualifications and a syllabus of study are recent.
Training programmes were originally provided in the
hospitals by the chief technologists. However, courses
are now available in technical and community colleges
such as Fanshawe College of Applied Arts and Technology,
which has provided training since 1969. As the profession
is new, qualified technicians have good chances of
employment and promotion, although Hall observes that the
technicians he studied were "on the whole, younger and
leas well educated than the other paramedical groups."65
The entry requirement at Fanshawe Colleée is Grade 12
education, and the course lasts for one year. Most tech-
nicians are male and have a strong career orientation.
There is a possibility in the future of lucrative employment
for them in private practice. Consequently professional
motivation among inhalation technicians is fairly high.

Medical Electronics Technicians66

With the enormous increase in the number of electronic
. devices used in hospitals for diagnosis, treatment, and
physiological monitoring, the operation of these devices

has become a specialized area of activity in electronics.

651bid., p. 64.

661bid., pp. 53-4.
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The medical electronics technicians have to acquire a
knowledge of certain medical procedures and sterile
techniques, since they may have to work in operating rooms
or be present when these procedures are carried out on

the patient. In some cases they design and calibrate

new equipment. A two-vear course_is available at Algonquin
College for applicants with Grade 12 education and

previous training in electronics. A postgraduate course

is also available at the University of Toronto's

Institute of Biochemical Electronics.

Medical Laboratory Technologists

Hall observes that these formed the largest and the
fastest growing group in his sample, and also the highest
in demand and the shortest in supply. They are, moreover:

the most significant occupation in terms

of the proliferation of new specialties.

Although the pace of change in most of

the other paramedical fields is guite

rapid, it does not match that of

laboratory technology.67
The main fields of laboratory work are comprised of
bacteriology, biochemistry, cytology, histoclogy, and
blood bank work. Although the laboratory mav be headed
by a doctor or a graduate scientist,

the real responsibility for vproducing

accurate results rests with the tech-

nicians themselves. ... This is not an
unusual expectation. Most of the

671bid., p. 16.
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testing is highly standardized and routine.
By prerforming the same relatively simple
operations day after day the technicians
learn where to expect mistakes and how to
correct them. They know very well what
range of results will be forthcoming.6

The technician's professional ability is based on a
practical knowledge of biology and chemistry, as well
as mastery of the skills of laboratory technique. In
addition to these are-specialized knowledge and skills
relevant to the particular field of activity - he-
matology, bacteriology, etc. However:

regardless of whethei the superimposed
component 1is primarily a matter of manual
skill or practical knowledge, it quickly
becomes reduced to a routine or series

of routines which are repeated every day.
After a short time the technician no
longer needs the 'cookbook®' [laboratory
manual] to guide him. Unless his
equipment becomes faulty or an unusual
case arrives, his activity consists of
reflex repetition of a few well-learned
techniques ... When special cases do
arise, his capacity to deal with them 1is
limited. The ordinary technician has
neither the background depth in theory

to do his own scientific trouble-shooting,
nor the mechanical knowledge to repair
the mure complicated machinery.

Entry to the profession requires seven Ontario
Grade 13 credits or their equivalent. Training for the
general certification of the Canadian Society of

Laboratory Technologists usually consists of a year's

681pid., p. 28.

691pid., . 33.
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lectures covering in a general way the fields of anatomy,
physiology and mathematics and with more detail clinical
chemistry, microbiology, hematology, blood banking and
histology. This is followed by a year of instruction
on the job. Trainees may attend a central school or
be trained in their own hospital, though some hospitals
operating training programmes are not certified by the
Society. An advanced qualification can be taken three
to five years later by eligible candidates. There is
a parallel course for qualification in a specialty.
Further progression is possible to the level of
Licentiateship (by examination) and Fellowship (by
election). When a new recruit enters a laboratory he
normally goes through a period of informal on-the-ijob
training in the techniques used in that particular
laboratory.. Specialization may not be extreme: in
small laboratories technicians may do tests from differant
fields, and in large laboratories technicians are
deliberately rotated.70
Although refresher and advanced cnurses are
available, some of which can be taken by ~~rresvondence,
attendance at an institution other than the hnspital may
be required for part of the course and for sitting the

examinations. This may be inconvenient and financially

701pid., po. 32-3.
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impossible for many technicians since many hospitals do
not provide paid leave of absence or financial support
for this purpose, nor do they encourage their technicians
to seek further qualification, and may offer no incentive
by way of promotion or salary increase. Few laboratory
technicians are willing to make the necessary sacrifices

71 Many of

for advanced education in their profession.
the technicians are young women who take the job as a
temporary step on the road towards marriage, and then
retire permanently. Those who do make a career in this
work usually have to be content with subordinate posts,
as men are usually preferred for the higher positions.
Even in these posts the salary differentials are not
very great. Understandably, the profession is
characterized by high turnover and relatively low
professional motivation among the large majority of
techniciaﬁs, with very little interest in continuing

education.

Nuclear Medicine Technologists

This branch of paramedical technology is discussed

by Hall72 in a chapter headed "Radio-isotope Techni :ians",

which is possibly a more restricted term in its connotation.

"1bid., p. 46.

.721bid., pp. 67-72.
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The work involves the use of radio-active substances
for diagnosis and treatment, the results being obtained
through chemical and biochemical tests, and through
electronic.scanning devices. The radio-isotopes are
usually administered by inﬂection. All the departments
in Hall's survey were under the supervision of medical
directors. The technicians, most of whom are female,
come from diverse backgrounds such as nursing, radio-
graphy, and laboratory technology, and their specialized
training is acquired in about six months of on-the-job
experience; some of these technicians are graduates in
chemistry or pharmacy. At the time of Hall's study,
there were no specific training programmes, though some
senior téchnologists had taken courses °*n nuclear
medicine. However, the Ontario Hospital Association's

booklct Health Careers73 indicates that information on

programmes in nuclear medical technology can be obtained
from the Ontario Society of Radiological Technicians.
Its parent (Canadian) society has formed a nuclear
medicine branch to cater to this new profession, which
does not have an association of its own.

Radiological Technicians

X-ray work has developed considerably in recent
years with the advent of new equipment, technigues and

procedures. This has led to expansion of departments

73Hospital Careers: Requirements and Schools of Study
(Don Mills, Ontario: Ontario Hospital Association, May 1972).
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and to specialization in the larger hospitals; for
instance, some registered technicians will specialize

in cardiovascular work, while film processing is done
by darkroom technicians, instead of by the radiographers
as is the case in small hospitals, In some hospitals,
"x-ray nurses" have taken over the preparation of

patients for radiography. The technicians feel that

74

the nurses' help is not necessary, that they themselves

are guite capable of handling the whole domain of x-ray
work:

The technician must be versatile, an
efficient and careful operator of
complex technical equipment; she must

be a capable and friendly handler of
human beings, many of whom are ill; and
she must be able to develop film, judge
its quality, and see any flaws. ...
Unlike the physiotherapist, however, the
technician has no latitude in choice of
treatment. A specific x-ray has been
ordered by a doctor; that x-ray must be
taken. ... The degree of independence of
the technician is, therefore, strictly
limited. She is very much the technician,
guided by specific orders from a medical
man and trained in a limited number of set
procedures. The relationship to the
patient is transitory and brief - one of
cooperation rather than healing. ...
All her work is judged daily ... under
the close scrutiny of the doctor.75

On the other hand, technicians enjoy a considerable

amount of independence in the actual execution of their

74Hall, op. cit., p. 73.

751bid., p. 77.
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duties, as generally only students are subject to direct
supervision. Supervision may be said to be delayed to
the stage when the results of their work are scrutinized
by the doctors. The degree of autonomy of radiological
technicians is midway between that of laboratory
technicians and that of physiotherapists.76
X-ray technicians have quite uniform qualifications
and training. Entry to the training programme, which is
usually in hospitals, requires completion of Grade 12 or
13. After two years of this programme, a student becomes
a junior technician. There are no specialized or advanced
courses for radiological technicians, and promotion is

77 In Ontario, plans

based on experience and performance.
are being made for a centralized training orogramme
outside the hospitals.

Medical Photographers

The work of the medical photographer is of special
importance in teaching and research, both inside the
hospitals and in connection with publication of the
results. It may embrace photography of patients in the
ward, or operating room or studio, or of anatomical and

pathological specimens and microbial cultures, as well

761bida., p. 80.

77ﬂoc. cit.
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as the preparation and photography of diagrammatic and

illustrative material for films, slides, and books.

This work requires a knowledge of sterile technique and
an understanding of the medical procedures or conditions
which are to be portrayed. Training in basic photography
is obtained at a community colleqge, and followed by a
period of apprenticeship in a hospital, where medical

aspects of the work are learned.
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Medical Record Personnel

The medical record departments serve a dual function:

maintaining a continuous record of each patient for the
attending doctor's use and providing material for re-
search being done by the medical staff. These tasks
fall somewhere between the highly technical work done
by technicians in the laboratories and the independent
'professional' work done by physiotherapists, occunation-
al therapists, and speech therapists. ... The medical
record librarians have close contact with the medical
staff, but there do not appear to be formal relation-
ships whereby the medical staff is given authority to
influence the work of the medical recosds department.
Indeed, one of the responsibilities of the devmartment
involves initiating disciplinary action against members
of the medical staff who are derelict in their duties
relating to completing_charts and maintaining accurate
records of their work.

The medical records departm' .t thus stands in the position
of providing service botlF to the hospital administration
and to the medical personnel of the hospital.

Medical Record Librarians

The function of the medical record librarian is to compile
and maintain record~ of the patient's condition and treatment;
this information then is used for clinical, research, and
administrative purposes. Originally a purely clerical oner-
ation, it has developed over the years with the sophistication
of coding systems:

The tasks... require a combination of professional and

lay competence. The worker must know medical terminoloqy

and operations in order to perform an essentially adminis-
trative task, that of filing and coding information on

78

Report of the Committee on the Healing Arts, op. cit.,
I1, 40.
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patients. While the work is not highly technical [likel]

radiography, ... it is not largely 'social' as is occupa-

tional therapy. It appears to be a hybrid area that

combines both features.?9

The medical record librarian, who has recently b¢jun
to be called a medical record administrator, is assisted by
medical record technicians and clerks. The principal work
of the librarian is to analyze the charts, assigning codes
from the ICDA Index, which is an international classification
system adopted for the indexing of hospital records. Indexes
are made for diagnoses, for operations and for names of phy-
sicians. Statistical summaries are also prepared. All this
information is then incorporated into a master index. The
technicians check charts and do filing, while the clerks per-
form typing and similar activities.

In order to be able to do the coding, the medical record
librarian should have some knowledge about most of medicine,
from diagnosis to operations and prognosis. In some hospitals
the librarians even verify that the diagnosis conforms to
laboratory results and that the treatment indicated is correct
in relation to the diagnosis. Hall points out that although
it would appear that intensive training is necessary for this
work, the librarians have to become familiar with only a few

of the common surgical operations.80

7% Ha11, op. cit., p. 96.

80 11id., p. 99.
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Entry requirements for the training programme are
completion of Grade 13 and the ability to type. The 12-
month course covers such topics as anatomy, physiology,
and microbiology, medical terminology, statistics, coding,
filing, committee work, clinical photography and micro-
filming. Both theoretical and practical aspects are covered.
The course is usually held in a hospital or a school associated
with a hospitai, with working librarians as teachers. Suggest-
ions have been made for extending the course to two years.
Students take the examination of the Canadian Association of
Medical Record Librarians, success in which entitles them to
become Registered Record Librarians.

Medical Record Technicians

Courses of training for medical record technicians

have recently been made available. There are two ways of
becoming accredited for this position. First, for personnel
already working in a dewmartment, the Canadian Hosmpital Associ-
ation offers a nine-month extension course by corresnondence.
This is followed by a three-week practicing session in a hos-
pital. Candidates must continue to be emploved in a records
dej artment for the dufation of the course. Alternatively,
caniidates with a Secondary School firaduation Diploma can
enter a full-time course in a commurity colleqe, which lasts
for one or two years. In both cases, the student may then
write the examination of the Canadian Association of Medical

Record Librarians to obtain the qualification of Accredited
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Record Technician.

Dietitians

The scope of the dietitian's work may include healthy
as well as sick persons. Typical conditions where the diet-
itian's advice may be required are allergies, metabolic
disorders, vitamin and mineral deficiencies, diabetes, and
gastro-intestinal disease. The therapeutic dietitian may
also do preventive work in connection with health education
for children, adolescents, and old peovle, and mav develop
special diets for groups such as athletes or the noor.

It can be seen that the dietitian requires a sound
knowledge of nutrition and its varied relationships with
health and éisease, together with an appreciation of its
economic aspects. In a hospital the dietitian also exercises
an administfative function, with overall resnonsiblitv for
food services for both patients and staff. With these mav
be coupled teaching, staff traininqg, health education, and
perhaps research.

The dietitian works with the phvsician or surqgeon,
whose instructions are usually.of a very general nature and
are interpreted in the light of the dietitian's special
expertise. The dietitian thus enjoys considerable personal
responsibility and autonomy. The work may also involve direct

contact with patients and their families in explaining how to
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maintain specific nutritional and dietarv patterns.

The prospective dietitian must have completed Grade 13,
with mathematics and science courses, and must undergo a
three- or four-year course in foods and nutrition at a
university accredited by the Canadian Dietetic Association.
Registration as a "Registered Professional Dietitian" is
available optionally upon completion of an additional vear's
internship in a hospital or upon meeting other similar condi-
tions 1laid down by the Canadian Dietetic Association. As
this is not a legal requirement, some dietitians may not be

registered.

Hospital Administration
81

Hospital Administrative Officers

The internal organization of a hospital is composed of
two branches, medical and lay, which are linked bv the Board
of Governors. The lay branch, comprising the nurses, para-
medical and "non-professional" staff, is headed by the Chief
Administrator. He does not have authority over the full-time
medical staff, who are not hospital "emplovees", exceot that
he can act in aﬁ advisory capacity to the Medical Director
or the Chief of Medical Staff.

The administrator is appointed by the hospital Board

of Governors, and is responsible to it. His task is to ensure

Bl Health Careers, op. cit., pp. 28-9.




220

the proper organization and maintenance of the facilities
provided for the use of patients and medical staff. He is
responsible for interpreting and implementing the policies
of the hospital as established by the Board of Governors
and must record and report to them all activities within
the hospital. He acts as a coordinator of all departmental
activities and supervises and controls all financial mattefs.

He must be aware of the social and economic asmects of
health care and social welfare and must keep himself informed
on developments in the field of public health. The adminis-
trator must have a broad knowledge of all aspects of patient
care. He should be familiar with medical technoloqy, the
clinical aspects of disease, and commonlvy used diagnostic tests,
along with therapeutic measures and the use of clinical =2quip-
ment. In addition, he must be aware of the leqgal aspects
of hospital adﬁinistration as they relate to medical and
nursing practice. He must also be competent to look after
the financial affairs and business management of the hospital,
including the variety of schemes for health insurance, and
he must handle the public relations of the hospital. He must
be aware of the possiblities for the estabishment of educational
and research programmes.

Needless to say, one individual could not be expected
to cope single~handed with all the above, and the Chief

Administrator usually has a staff of assistants with quali-
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fications similar to his. 1In the larger hospitals, finance,

purchasing, personnel, and public relations mayv be handled
by specialists qualified in these fields. Individual services
such as houskeeping, catering, laundrv, engineering, and data
processing may also be headed by appropriately qualified staff.
There is a special relationshin in the case of the nursing
personnel, who are responsible to the administrator through
the ’latron or Director of Nursing, but who also execute the
instructions of the medical staff directly.

Training for hospital administrators is provided through
a two-year postgraduate university course, including one year's
residency, or a two-year correspondence course from the Canadian
Hospital Association, including two-month resident suﬁmer
sessions. Administrators are usually laymen, though some

originally gnalified as doctors or nurses.

Miscellaneous

Clinical Psychologists

Clinical psychology is a branch of anplied psvcholoqy,
which uses knowledge of human behaviour:

to produce the most effective development of human noten-

tial and the alleviation of human disabilitg arising

from mental, emotional or nhysical causes.8
Psychologists are mcstly employed in w»svchiatric and general
hospitals, guidance and addiction clinics, and in penal and

reform institutions. In most hospitals and clinics the

psychologist spends his time making msychological diaqnoses

82 Report of the Committee on the Healing Arts, op. cit, II,

83 Ipida., 11, 296.

27-8.



222

through tests and assessments. The range of activities
for those emplayed in mental health institutions is far
greater than in general hospitals and clinics, and may
include the conducting of various kinds of therapy ses-
sions for individuals and groups, involvement in pro-
grammes of treatment, the training of other sfaff, and
research. Many clinical psychologists feel that when
working in a hospital situation thev face the problem of
faulty demarcation of areas of authority which tend to
inhibit the optimum use of their capabilities. Such
difficulties seem to occur less often in other work sit-
uations such as addiction centres and reform institutions.84

The education of clinical psychologists takes place

in universities ard may comprise a three-year general arts

plus a two-year Master's programme, or a four-year honours

undergraduate degree in psychology and a one-year Master's
programme, either of these then being followed by ‘. three-
year Ph.D. programme. The Committee on the Healing Arts is
severely critical of several aspects of the situation in
which practising clinical psychologists find themselves,
especially the fact that there are no "established minimum

standards in academic and clinical work or in specialist

84 1bid., p. 300 f£f.
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Further, they criticize the absence of:

adequate internship programs for applied psycholoay

from which the student can gain exoerience in

dealing with people and handling clinical situations.853
It is felt that most students finishing their doctoral
work in psychology have not had much experience with clinical
practice, including the diagnosis and treatment of behaviour
disorders. This lack of experience in clinical work is one
of the reasons why peorle from other discinlines in the
mental health fiel” hesitate to accept psychologists.86

At present, c ical psvchologists can only deal with
patients referred to them bv doctors. The Committee on
the Healing Arts recommended that they should be able to
take patients directly, provided thuat thev arrange for
a medical examination to exclude prssible ohysical or
organic causes of psychological symptoms.87

Although psychologists must be registered by the Onta-
rio Board of Exaniners in Psycholoqv in order to practise,
they can become registered regardless of their area of
specialization at university. The Committee recommended
that only those who have had clinical training in a univer-
sity be allowed to practise in the field of mental health,
and that a Clinical Psycholoqists Certification Board be

created to enforce this.88

85

Ibid., 301.

86

Ibid., 300.
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P
p
Ibid., p. 305.
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P

Ibid., 306.
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A further recommendation was that a programme of continuing
education be made compulsory, and that maintaining regis-
tered status be depéndent upon the successful completion
89

of periodic courses of study in the universities.

Psychometrists

The customary function of psychometrists is to:

carry out the more routine diagnostic tasks and

participate in treatment proqrams under supervision

in psychological settings. ... In general, they

administer, score and interpret tests of intelle-

gence, aptitude and personality. They perform record

keeping and other clerical duties related to psycho-

logical treatment. Under supervision thev partici-

pate in psychotherapeutic and activity programs of an

individual or group nature, and assist in the applic-

"ation of research technigues and in the training of

non-professional staff.?

For various reasons discussed by the Committee on
the Healing Arts a serious shortage of clinical psychologiste
in Ontario has been countered by the employment of other
psychological personnel.91 As a result, the ratio of
psychometrists, and the general level of the functions thev
perform, are somewhat higher than would ordinarily be the
case.

Generally the psychometrist has a Bachelor's or Master's
degree, usually in psycholbqy but sometimes in a related dis-

cipline such as sociology or anthropoloqv. The only programme

in Ontario whicin is specifically in psychometry is offered by

89 Ibid., p. 307.

90 1pi4., pp. 308-9.

91 Loc. cit.
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the University of Waterloo, and according to the Committee

it has a strong practical orientation.

Biologists

In the administrative structure, graduate scientific

personnel like biologists and clinical chemists inhabit
a no-man's-land:

While they may hold a B.A. or an M.A. or even a Ph.D.,
they do not have the medico-legal status of an M.D.
and so cannot officially assume the same degree of
authority and responsibility as a medical director.
Despite their superior professional experience they
are legally responsible only to the same limited
extent as are head technicians. 1In those laboratories
with a doctor and a scientist on staff, the latter

is always subordinate to the former. He is, however,
universally placed in a higher position of authority
than the head technicians. ... The scientist may

have to sign outgoing reports but he does little
direct supervising. Most of his time is devoted to
special testing, methods development, or research.92

Some laboratories which are sub-units or denartments of
larger laboratories are in the charge of a graduate scien-
tist who may in turn have other graduates working under

him, as well as technicians.

92 Oswald Hall, op. cit., pp. 27-8.
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PHARMACISTS, HEALTH UNIT PERSONNEL, AND SCHOOL BOARD HEALTH
WORKERS

The professions which were included in the second

survey are the following:

Pharmacists
Nurses
R.N.'s

R.N.'s with Degrces
R.N.'s with Diplomas
Public Health Nurses
V.O.N.'s
Health Inspectors
Audiometric Technicians
Medical Lab. Technicians
Dental Assistants
School Social Workers
School Psyehometrists
Guidance Counsellors
Approximately a fifth of the pharmacists who responded to
the questionnaire are employed in hospitals, while the
other four-fifths are retail pharmacists. The nurses have
been discussed earlier, pp. 189-~198. The Victorian Order of
Nurses and Public Health Nurses as such are not given special
consideration. Similarly, medical laboratory technicans,
social workers and psychometrists have already bheen described.
Although there were three dental assistants included in the
hospital survey, there were more in the survey of oharmacists,

health unit personnel and school board health worker; they are

dealt with, then, in this section. Part of the category of
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Guidance Counsellors, the Vocational Rehabilitation Counsellors,
have been discussed previously; they are not given further
treatment here. Neither has consideration been given to Health

Inspectors and Audiometric Technicians.

Dental Assistants

There is a tendency for pcor development of dental de-
partments within hospitals, and hence the auxiliary personnel
are usually employed by dental practitioners rather then by
institutions. Moreover, dental auxiliaries have found a less
ready acceptance by the profession which emnloys them than
is the case with auxiliary personnel in medicine. The dental
profession has tended to be "prétectionist“ in its outlook -
an attitude which received considerable criticism from R.K.

1,2

House and the Committee on the Healing Arts. This had tend-

ed to restrict the employment of auxiliaries and to impose
severe limitations on what they are allowed to Ao.
The terms "Dental Nurse" and "Chairside Assistant" are
often used to mean "Dental Assistant", who:
looks after the sterilization of instruments, assists
with the taking of x-rays, and prepares such materials
as are necessary for the remedial work which the dentist
carries out.?

In addition, she may act as a secretary-recentionist, "arrang-

ing appointments, answering the telenhone, maintaining adequate

Report of the Committee on the Healing Arts, op. cit.,
IT, 121-22.

2 R.K. House, Dentistry in Ontario: A Study for the
Committee on the Healing Arts (Toronto: OQueen's Printer, 1970),
p. 81 ff.
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supplies and handling such matters as patient records and
monthly statements."3

It is possible to learn much of these functions on the
job, but one-year courses are available from community colleges
and in certain high schools at the Grade 11 and 12 levels.

The Ontario Dental Nursgses and Assistants Association offers

certification to graduates of these courses,

Pharmacists

The role and function of the pharmacist are in general
fairly well known and have recently been stullied by the
Committee on the Healing Arts.4 The summary given here is
based mainly on the study, together with information derived
from an interview with Mr. Harvey Sullivan who, at the time,
was Director of Pharmacy in Victoria Hospital, London.

The profession's most familiar image is that of the
retail pharmacist from whom the public buys proprietorv drugs
and medicines or has prescriptions dispensed. A similar
function is carried out in hospitals by the hospital pharmacist.
These two categories, particularly the former, account for the
large majority of the profession. Other members of the pro-
fession, though a much smaller number, are engaged in phar-
maceutical manufacture and marketing (mainly research) and

in teaching.

3 Health Careers, op. cit., p. 7.
4 "Pharmacy," Report of the Committee on the Healing Arts,
op. cit., II, 216-47.



229

Pharmacy is a profession which requires legal reqist-
ration because, in the covrse of his work, the nharmacist
must act in accordance with numerous federal and provincial
Acts and Regulations governing the dispensing and sale of
drugs, poisons, and narcotics. He is also responsible for
checking that prescriptions are written by qualified nrac-
titioners and for verifving with the practitioners anv
prescription he considers doubtful. He must be narticularly
watchfu!. for overdosage and incompatibilities hetween drugs.
Since the pharmacist is a highly trained orofessional who
protects the public, he is in return granted considerable
powers of self-regulation and self—discioline.5 A curious
legal anomaly is that there is no statutorv reauirement that
hospital pharmacies be operated by registered Dharmacists.6

The character of the larger section of the profession,
retail pharmacy, has changed qreatly, since the nreoonderance
of prescriptions is now for proprietory drugs; the nharmacist
now does little compounding himself. Studies made in the
1960's also showed that 33% of retail pharmacists spent less
than half their time filling prescriptions, and that on the
average, only half of the retail pharmacist's time "is
occupied in functions which are his direct and/or professional

n?

responsibilities under the Pharmacy Act. In the smaller

pharmacies, ot course, the pharmacist spends much of his iime

® 1bid., p. 225.

7 Ibid., p. 223.
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selling general merchandise, which he is obliged to do
in order to obtain an adequate livelihood. Despite this
¥
trend, the Committee on the Healing Arts makes some interest-
ing comments:

We believe that the pharmacist should be regarded as

a professional practitioner and not a mere technician.

(He] must continue to be responsible for the ac-
curzte dispensing of pbrescriptions and for quality con-
trol. The introduction of hundreds of new drugs each
year has forced the ... pharmacist to be cognizant of
very different compounds and substances ... which may
be dangerous to patients if misused.

The pharmacist also acts as a consultant to the general
' public and ... may act as a check on possible phvsician

errors when prescribing ... The pharmacist often advises

his customers about cold or cough remedies, first aid
equipment, and minor ailments which do not require the
attention of a physician

[Moreover], it is possible that in the future increasing

numbers of physicians may come to regard pharmacists

as useful consultants on pharmaceutical products, par-

ti ‘arly in smaller centres.

In an interview with some retial pharmacists in London,
Ontario, we were told that the pharmacist's most important
areas of concern vis-a-vis the general public were the
monitoring of overdosage of patients who have obtained pre-
scriptions from several physicians and the detection of pos-
sible incompatibilities among prescriptions given to a patient
by different physicians treating him for different conditions.
Mr. Sullivan at Victoria Hespital described proposals for an

on-line system for the monitoring of patients' prescription

records by retail pharmacies in cases where incompatibilities

8 1bid., p. 224-25.




231
were suspecced.

All practitioners in retail pharmacy must be licensed
by the College of Pharmacy, but only those in Section I of
the Register have signing or purchasing privileges for
narcotics and controlled drugs. These are owners or managers.
Others working as employees, or who are teaching or retired,
or not in practice, are listed in Section II. Section III
includes professionally-qualified directors of corporations
operating retail pharmacies. Offenders against the Pharmacv
Act are subject to disciplinary action or prosecution by the
College.

As mentioned earlier, hospitals are exempted from the
requirement to employ registered pharmacists:

In 1965 some 35% of the 179 hospitals in Ontario

did not have the full or part-time services of a

pharmacist, and of the 83 hospitals containing

fewer than 100 beds, 59 were without a pharmacist.
It is ironical that in the retail business safety measures
are so strict that the pharmacy cannot be open while the
pharmacist is not there, whereas it is not required that a
pharmacist ever be in attendance in a hospital pharmacv.lO
One solution has been to make an arrangement with a local
pharmacist to work in the hospital on a part-time basis.

However, the Committee on the Healing Arts states that it did

not receive:

Loc. cit.

10 ;pia., p. 526
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evidence to indicate that abuses exist in hosnitals

at present in the dispensing of drugs, and the presence

of physicians ... should provide some assurance of

careful dispensing procedures even in the absence of

a full-time pharmacist.

While the pharmacist in a smaller hospital may work
part-time and spend his time mainly in dispensing, pre-
packaging and marking dosages, the person in the larger
hospital may also provide a drug information service for
physicians and nurses and assist in the design and execution
of controlled trials of new drugs. In a large hospital
drugs are pre-packaged in measured doses for each patient
for the whole day. This relieves the nurse of all res-
ponsibility except for seeing that the package is distributed
to'the right patient and that it is taken at the appropriate
times, but correspondingly it increases the responsibility
of the pharmacy.

A student who has completed Grade 13 may enter the
Faculty of Pharmacy at the University of Toronto for a four-
year course for the B.Sc. (Pharm.) or may take a pre-pharmacy
year at certain other universities in the province of Ontario,
followed by three years of study in Toronto. The syllabus:

attempts to give the student a broad background in

the physical and biological sciences, extensive

study of the four basic pharmaceutical sciences

(pharmaceutics, pharmaceutical chemistry, pharmacology

and pharmacognosy), and pharmacy administration, plus

specialized study in the student's chosen field of
practice.

11 Ibid., p. 226

12 1pid., p. 232
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Betora licensure, Universitv of Toronto qraduates must
spend a 12-month apprenticeshin under the sunervision of
an approved pharmaceutical chemist. Smnecial arrangements
regarding graduates from outside Ontario require that candi-
dates pass an examination in the pnharmaceutical jurisprudence
of Ontario and possibly pass other examinations or fulfil
special conditions.

Graduate programmes for the M.Sc. and Ph.D. are also
available, particulafly for those interested in teaching
and research. There is no continuing education requirement
for pharmacists, although the Faculty provides seminars and
evening classes, attendance at which is "encouraged" bv the
Ontario Pharmacists Association and the provincial branch
of the Canadian Society of Hospital Pharmacists.

There is no doubt that the professional responsibility
of the pharmacist is becoming increasingly important with
the proliferation of new drugs. Doctors have increasing
difficulty in keeping abreast of new drug informétion;
moreover, Clute found that many of the physicians in his 1962
survey felt keenly their inabilitv to evaluate manufacturers'

claims in a satisfactory way.l3

13 K.F. Clute, The General Practitioner (Toronto:
University of Toronto Press, 1963), p. 354.

»
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PROFESSIONAL HEALTH WORKERS IN PRIVATE PRACTICE

The categories contained in this survev include:
Doctors
Dentists
Optometrists '
Drugless Practitioners
Osteopaths
Chiropractors
Each of these professions is described in the following,
although only the doctors and dentists are discussed in the
analysis of the data, because the samples of optometrists,

osteopaths, and chiropractors were too small, and the results

not representative of these professions.

Doctors

In the theatre of medicine the doctor is usually regarded
as the prima donna. Doctors:

ténd to view themselves as individualists, each going

his own way to do what is required for his patients.

Each sees himself as autonomous, and nft subordinate

to the commands and orders of another.
The reasons for this fierce individualism are not hard to
find. Docto;s form a highly selected group, chosen for
their ability to complete a lengthy and rigorous course of
training at a very high level, and proven in their ability
to assume personal responsibility in matters of life and
death. As a group, they subscribe to high standards of

professional and ethical conduct, and discipline those members

PRTSRSTY

1 Oswald Hall, op. cit., p. 10.
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who fail to conform. To the layman the doctors appear to
be a closely-knit profession because in matters of oublic
policy they present a united front, but in their internal
relations and everyday practice this is not the case. The
true situation is reflected in the patterns of medical
practice: 63% of doctors in Ontario who responded to a
survey made iﬁ 1967 were in solo practice, and another 13%
in two-men partnerships.2

The work situations of dQoctors are various. Thev may
be in private practice (solo, partnerships, or grouns); or
they may work in hospitals or clinics. Some work in teach-
ing or research, the latter taking place most often in
universities, though also in private and qovernment research
institutes, and in the research departments of nharmaceutical
companies. They may work as clinicians or administrators
for public health demartments, school bhoards, laboratories
(public and private), or as permanent officials of medical
organizations.

Doctors in clinical practice may ouperate as general
practitioners or as specialists. The ratio of G.P.'s to

specialists in Ontario in 19693 was as follows:

General Practitioners 3,388
G.P.'s with specialist interests 988
2-1376
Specialists 4,125
8,501

2 Report of the Committee on the Healing Arts, on. cit.,
I11, le6l. —

3

Ibid., p. 187.
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In recent years there has been a relative decline in the

number of general practitioners which could well turn into

an absolute decline, although it is widely agreed that general

practitioners have a special and unique role.4 The reasons

for the growth of specialization are complex and inter-re-

lated. Specialization is an inevitable trend in a techno-

logical society, and affects meaicine as it does every other

profession. General practitioners are not paid as well

as specialists and their hours are almost alwavs longer.

They tend to be érofessionally isolated, partly because

their access to hospitals is limited. The status of the

general practitioner is lower, and the medical schools

are partly to blame for this, bacause the teaching staff is

comprised of specialists, and because the clinical work of

students is done almost exclusively in hospitals: students

do not’ observe family practice and consequently do not

become interested in it.5
A doctor who wishes to practice as a specialist must

undergo, beyond the normal training, a period of education

"and training in an approved institution - in some cases for

as long as five years - and pass examinations of the Royal

College of Physicians and Surgeons of Canada, which will

entitle him to receive a specialist certificate or the Fellow-

4 Ibid., pp. 185-86.

> Ibid., pp. 190-93.




237
ship of the Royal Colleqe.6 About 75% of all specialists

are found in the eight specialties of anaesthesia, general
surgery, internal medicine, obstetrics and gynecoloqv,
ophthalmology, paediatrics, psychiatrv, snd diagnostic rad-
iology, although there are 20 areas of smecialization al-
together.7

One of the conditions of licensure in Ontario is the
completion of a year's internship in a hospital after
graduation. Usually there is a rotating internshin, vhich
helps the young doctor become familiar with all the de-
partments of the hospital. He is almost in a mid-way nns-
ition betweengeneral and specialist practice at this noiat.
There re also in hospitals senicr interns, who are fullv
qualified and registered doctors undergoing traininag as
specialists.

The Committee on the Healing Arts distinguishes
between "graduate"” education (full-time studv after the ™M.D.
leading to a degree such as the M.Sc., M.Cl.Sc., or Ph.D.),
"postgraduate" education (full-time study leading to a
gualification such as a certificate or dirloma), and "con-
tinuing" education, which is usuallv part-time and consists
of updating or refresher courses for practitioners.8 The

first two are mainly universitv-based, and intended for the

6 Grove, op. cit., p. 151 ff.
Report of the Committee on the Healinqg Arts, op. cit.,
I, 160.

8

Ibid., II, 73.
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prospective specialist. The last is intended mainly for
the general pract’tioner, although it is also available
for specialists through scientific conferences and meetings
of specialists' societies. Members of the College of Familv
Physicians of Canada are obliged to spend a minimum of 100
hours a year on their continuing education.9 Various other
programmes are available through universities, hospitals, and
sociéties.10 The Committee on the Healing Arts adopted as
a general principle that continuing education be mandatory
for all health professions and particularly for the "senior

professions"ll’ 12

(Recommendations 11, 12). Although the
Committee Jdid not specify the means by which this was to be
achieved, it would, if implemented, set in motion an en-
ormous educational effort. Recommendations were also made
for the admission of all practitioners to hospital privileges
(Recommendation 351)l3 because the Committee recognizes, as
do Clute and others, "the long-range detrimental effect of
exclusion from educational ekperience within the hospital

upon the competence of a physician.“14

Grove, op. cit., pp. 237-43.

, 10 Report of the Committee on the Healing Arts, on. cit.,
IT, 78 f£f,.

11

Ibid., p. 8l.

12 1pia., 111, 69-76.

13 1pid., p. 206.

14 Ibid., II, 94.
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The significance of these various recommendations for
the present study is the increase in continuing education
activities, which could be expected to lead to an increased
demand for information and materials, and the fact that if
general pratitioners had hospital privileges they would also
have access to network service points and libraries in hos-

pitals.

Dentists

Dentistry is the onlv profession to have achieved a
status parallel to that of medicine. 1Its members underdo
a training of five or six years and receive a doctoral
degree (D.D.S.) as the basic qualification, with the right
to the professional use of the title "Doctor", which they
alone share with physicians. The dental) profession is
highly self-requlatory - perhans even to a greater extent
than the medical profession - although the Committee on
the Healing Arts felt that the powers conferred on it had
sometimes been exercised more in the interests of the nro-
fession than of the public.

Dentists practice largelv as independent, solo, gen-
eral practitioners. Abcut 6% of dentists in Ontario
practised a specialty in 1968, orthodontics, oral surcervy,
paedodontics, periodontics, -and prosthodontics being those

recognized at the national level. The effect of the tendency

towards solo practice is that dentists are largely cut off
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from the sort of professional contact that occurs in the
case of the medical profession. As yet, dental nractice
in hospitals is very limited. It is therefore relatively
more difficult to keep up with advances in dental techniques
or technology. In the latter case, too, the dentist is
obliged by the condition in which he practices to be self-
sufficient, so that the cost of new technological develoo-
ments falls entirely on the individual dentist rather than
being provided as a joint service for a number, as hapnens
in the case of doctors using equirment in hospitals. R.K.
House believes that:

because it has been so completely decentralized,

dentistry has not participated fully in the
general advance of medical and related techno-

logy.13
The position is further aggravated by restrictions imnosed
on general practice being carried out by svecialists, and
on the employment of auxiliary personnel, which might have
made the dentists' use of new devices more economical.

The only two dental schools in Ontario are at the
University of Toronto and the University of Western Ontario.
After one or two years (respectively) of pre-dental education,
students enter the professional rrogramme, wvhich ccnsists of
two years of basic sciences (anatomv, histolcav, biochemistry,
physiology, pathology, bacteriologv, and rharmacoleoqgv) followed
by two years of clinical training which includes some hos-

pital .experience. At the grqdq§te level, courses are offered
A

15 R.K. House, Dentistry in Ontario: A Study for the Com-
mittee on the Healing Arts (Toronto: Queen's Printer, 1970), p.

ERIC
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for the Ph.D or M.Sc. Dent., to nrepare research workers,
while specialization in clinical fields such as pnublic

health and orthodontics can he done through dimloma courses
or a programme for the B.Sc. Dent. The length of the dinloma
studies varies from about eighteen to thirtv-two months.16
Continuing education programme:s are offered by the dental
schools, by dental societies, and bv the Roval College of
Dental Surgeons of Ontario. As with other professions, the
Committee on the Healinqg Arts recommended that evidence

of continuing competence be made a condition of relicensinq.l7
It also recommended the provision of financial assistance

to students willing to undertake specialtv training, and

the establishment of an additional facultv of dentistrv

in the province.18

Optometrists

The field of eye care is another area where disagreement
has occurred between the medical profession and another pro-
fession. On one hand, there are both orhthalmologists,
who are certified specialists, and physicians who are not
ophthalmologists but who devote much of their practice to

eye care. On the other hand, there are the optometrists,

16 Report of the Committee on the Healing Arts, oo. cit.,
IT, 132-33.

17 1pid., 111, S6.

18 ypi4., II, 139-40.
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highly qualified laymen who are licensed to deal directly
with the public without prior referral. Both are:
qualified to examine patients and nrescribe corrective
measures where there is no indication of disease, but
only the ophthalmologist is qualified to treat patho-
logical conditions of the eye. ... [However] onto-

metrists claim that, while they do not treat_ diseases
of the eye, they are trained to detect them.

The profession has been legally controlled since 191920
and the latest Optometry Act (1962) defines the role of the
optometrist as:

the measurement of, ... by any means other than the

use of drugs, the refractive or muscular condition

of the eye, the prescribing and ophthalmic dispensing

of ophthalmic appliances, and prescribing ocular cal-

isthenics for the relief or correction of any visual or

muscular error or defect of the eye.
Having reached a diagnosis, the optometrist undertakes
treatment, or refers the natient to a medical man if the
problem is outside his competence. He may treat the patient
by means of lenses, filters, etc., or bv orthoptics (eye
exercises). He checks and fits onhthalmic appliances which
have been prescribed by himself or by an ophthalmoloqist.
Optometrists are legally prohibited from using diagnostic
drugs.22 Most optometrists are in Private practice, though

some work in commercial establishments. Registration and

licensing are carrieéd out by the College of Optometrists

19 1pig., 11, 224.

20 1pig4., 1, 79.

21 1pid., 11, 247.

22 1pi4., p. 251.
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following an examination; registration is renewable annually.
The professional society of aptometrists is the Optometrical
Association of Ontario.

Education for optometry is given at the University of
Waterloo, which serves the whole of English-speaking Canada.
The course comprises one prc-optometry year and four vears of
scientific, clinical and professional training; graduates are
awarded the degree of Doctor of Optometry (0.D.). Refresher
courses are available and post-graduate training for the Ph.D.

has recently begun.

Drugless Practitioners

The Medical Act (1960) states that "No person not re-
gistered shall practise medicine, surgery or midwiferv for
hire, gain, or hope of reward," although, ‘as the Committee
on the Healing Arts points out, serious leqgal problems have
arisen tarough lack of a definition of the term “medicine“.23
Not withstanding this, attempts have been made to permit the
public to resort to practitioners of systems of treatment not
embraced within the orthodox practice of medicine. This was
achieved through the Drugless Practitioners Act (1925) and
subsequent modifications and amendments made in 1944, 1952,
and 1955. A druqless practitioner is defined as a nerson who

-practises:

23 y1pid., III, 34-5.
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the treatment of any ailment, disease, defect or disability

of the human body by manipulation, adjustment, manual or

electro-therapy, or by any similar method.
The Committee on the Healing Arts points out that "drugless
therapists" are included, although they are defined under this
Act as having a wider area of practice than this definition of
Drugless Practitioners allows.

Originally the Act embraced five classifications: osteo-
paths, chiropractors, drugless therapists, masseurs, and chiro-
podists. 1In 1955, chiropodists were regulated by a separate
Act, and physiotherapists were added as a new classification
although, together with masseurs, they were given "minor"
status, which meant that they could practise only on the
pre.cription of a medical practitioner or of a practitioner
registered in one of the "major" classifications of the Act.
Each profession was governed by its own Board of Directors.
Provisions were made for registration followinq an examination
with annual renewal thereafter, for disciplinary powers, and
for restriction of the use of the various occupational de-
signations. The range of educational requirements demanded of
the various professions embraced by the Act differed widelv,
from a oné-year course for masseurs to six years of post-
secondary education for osteopaths.

Osteogaths

The main distinction between the modern osteopath and the
modern physican [in the United States] is that the osteo-
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path places greater emphasis on the use of manipulation
and somewhat less emphasis on drugs than the ohysician...
today the pre-professional academic requirements as well
as the curricula of osteopathic schools are patterned
largely after those of schools of medicine.25

In the U.S.A., osteopaths are recoqnized by the American Med-
ical Association and in 42 states they enjoy the same pbrivileges
as physicians. 1In Ontario, however:

osteopaths ... are rermitted to apply only that part of
their training which is not generally used in medical
practice. Section 4 of the Ontario Drugless Practitioners
Act prohibits osteopuths from prescrihing and administer-
ing drugs internally or externally, using anaesthetics

for any purpose, or practising surgery or midwiferv.

These prohibitions leave onlv manipulation of the muscu-
loskeletal system as the main therareutic procedure avail-
able to osteopaths.26

For these reasons, the number of osteopaths practisiraq in
Ontario is small, and is expected to decline unless the pos-
ition changes. The recommendation of the Committee on the
éealing Arts was that investigations should be made into the
possibilicty of licensing individual osteomaths with suitable
qualifications and experience as medical prractitioners, but
not to extend the scope ot practice of those who do not meet
the licensing requirements.27
There are no educational programmes for osteopaths in
Ontario. Continuing education activities, however, are onro-

vided by the Ontario Osteopathic Association, as well as the

national associations in Canada and the United States.

25 Ipid., II, 445.
26 1pid., p. 449.
27

Ibid., pp. 452, 455, 532-33.
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Chiropractors

The philosophy of chiropractic is based upon the
premise that disease or abnormal function is caused
by interference with nerve transmission and expression,
due to deviation from their normal position, of the
bony seggents of the body, especially the vertebral
column.
Chiropractors believe that the body's own resources can
restore their normal healthy functioning with the assistance
of manipulation, which allows nerves and joints to function
freely.29 Chiropractors make careful examination of the
spine and sometimes take x-rays in order‘to locate the area
where the trouble originates. The Drugless Practitioners
Act prohibits the use of drugs or surgery but permits the
use of exercise, light, thermal, hydro- and electro-therapv.
The Hypnosis Act prohibits the use of hypnotism.30 Their
right to diagnose is an area of dispute, although it has
been upheld by the Ontario Supreme Court.31
The Committee on the Healing Arts expressed little
confidence in the present mmethods by which chiropractors
are trained and in their methods of treatment, because of
the tendency to ignore most of the scientific knowledge about
disease. However, the ommittee also seemed convinced that the

techniques of chiropractic have value, and that it would be

in the public interest to definitively resolve the controversy

28 1pid., 111, 457.
29 Ibid., p. 458.
30 1pid., p. 461.
31

Ibid., p. 464.
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over the benefits of manipulative therapy, so that the
chiropractor could practice within the limits of his profession
with the approval of physicians and the public in qeneral.32
The Committee therefore made recommendations for bringing
chiropractic education within the public domain, with the aim
of eliminating Lhe tendency towards isolation, and for enabling
the public to consult chiropractors without prior medical
referral but with a reguirement that a differential diagnostic
examination be performed by a physician bhefore chiropractic

treatment was begun.33

32 1pid., p. 469.

33 Ipid., pp. 474-75.
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PREFACE*

This union list documents the holdings of fourteen
hospital libraries in the counties of Oxford, Middlesex
and Elgin.l It is organized into two parts. The first
part is a finding iist with journals arranged alphahetically
by title. It is expected that this part will receive the
heaviest use, in response to hospital library patrons'
requests. The second part ts a listing of the«e same
journals re-arranged into subiject groupinas. This part
will be used by librarians, and has already béon used by
the project staff.

Most users, it is felt, will want to [ind out in which
hospital library 1 specific title is located. To make this
operation as efficient as possible, only the titles and
holdings are given: in this way, the larqgest ponssible nunmber
of journals can be fitted on a page, and the faster becomes
the operation of lnoking up the holdings of a particular
- journal. After ecach title in this scction there follows a
number (e.g. Clinical anesthesia, 0306.) which serves to
direct the user to the corrvmpnndiné journal in the sccond

scection.

* Genesh Bhattacharyya, n visiting nrofessnr at the
School of Library Science who has devoted considerable time
to both theoretical and practical considerations of union
lists, gave useful suggastions to the project on the organi-
zation of this union list, »
For a list of the hosoitals represented, see pp. 262-63.
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As part of the survey of hospital resources, it was
hoped to get some idea of each hospital's coverage of a
specific area of the health sciences. Examination of
subject coverage of monographs was not attempted. However,
the E'ég%d half of the union list, since it is organized
by ject area, allows this examination to be made for
periodical holdings. The strengths and weaknesses of
individual hospital libraries will be discussed in the
section immediately following the preface.

A second reason for making a listing by subjects was
that such a listing would be extremely useful in an
eventual co-operative acquisitions plan, from the point
of view of balancing subject coverage and avoiding needless
duplication of effort. It is stressed, however, that in
no wa' is the list to be considered to represent recommended
titles in any field. Such lists are already in existence.2’3’4
Some clue to a journal's excellence is indicated in the second
part of the list indirectly by the information given about
whether or not it is indexed or abstracted. ‘Every effort
has been made to obtain complete indexing and abstracting

information. Mistakes of omission will have been made

rather than mistakes of inclusion.

2 Alfred N. Brandon, "Selected List of Books and Jour-
nals for the Small Medical Library", Bulletin of the Medical
Library Association, LVII (1969), 130-150.

3 Thomas P. Fleming and Frederick G. Kilgour, "Moderately
and Heavily Used Biomedical Journals", Bulletin of the Medi-
cal Library Association, LII (1964), 234-41.

4" B.H. Robinow, Organization of Hospital Libraries
(Toronto: Canadian Hospital Associlation, 1967).

”
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Ideally perhaps, an original subject heading list
appropriate to the cnllections being summarized might have
been compiled. However, this would have necessitated in-
specting each journal individually, and time was not
available. It was decided, therefore, to adapt as a sub-

ject heading list that used by Ulrich's International

Periodicals Directory5 and Irreqular Serials and Annuals.6

Alternatively, Index Medicus might have been used; however,

the collection to be classified was a heteroygeneous one
covering many categories of subjects and having few journals
in each category. Furthermnre, it included many fairly
obscure Canadian periodicals which are not indexed by Index
Medicus, but which are included in Ulrich's. Indeed, as it
turned out, more than 95% of the collection of journals in

the hosvital libraries of the Study Region were found in

Ulrich's, but only 67% of them are included in Index Medicus.
Since the hecadings used in Ulrich's are not geared specifi-
cally to the needs of small “ospital libraries, they are

not ideal for the purposes of this union list. Cnnsequently,
the headings have becen altered in some cases; for instance,
where there were few cntries under necar-synonymous headings,

these headings werc merged to obtain a larger grouping. The

5 Ulrich's International Periodicals Directory (14th ed.;
New Vork: Bowker, 1971-72}).
Irreqular Serials & Annuals (2nd ed.; tlew York: Bowker,

1972).
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deviations from Ulrich's headings are discussed in tbhe
section that explains how to use the union list.
We would like to thank Anne Seheult, Eva Borda, and
Agnes Kutas from the Health Sciences Library at the Uni-
versity of Western Ontario for their valuable help and

advice.

!
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BRIEF DESCRIPTION OF CONTENTS

The two parts of the union list reference the same
504 journals. In the second part, each journal is assigned
to only one subject heading. To counterbalance the arbi-
trariness of classification that such a decision implies,

many "see" and "see also" references have been used.
Although the recording of holdings is the mair purpose

of the first part of the list, this information is repeated
in the second part for the convenience of users and in
order to make an analysis of subjcct coverage possible.

A given journal is often subscribed to by only one
library. This is truc in the case of almost half cf the
journals. This means, for one thing, that the need to
pool resources is great. It also means that the union
list is very useful. VFor instance, if Library A is think-
ing of subscribing to one of these journals, it could talk
to Library D, the only library in the region that subscribes
to this journal, and ask qbout it - whether or not it is
heavily used, and what arc the opinions of a particular
group of health professionals about it.

In order to make a qualitative, as well as a quantitative,
analysis of the subject strengths and weaknesses in the

hospital libraries' collections of periodicals, the second

part of the union list was separated into the following




categories:

(l) periodicals indexed in Index Medicus, plus all
periodicals under the ind-xing and abstracting
heading, plus Index Medicus itself (this category
represents 67.9% of the total number of periodi-
cals)

(2) periodiéals indexed in Index Medicus, but which
no library is receiving currently (4.6% of total)

(3) periodicals inlexed somewhere (e.g. Canadian
Journal of Behavioral Sc1ence, indexed in Psycho-
logical Abstracts), but not in Index Medicus
(7.7% of total)

(4) periodicals not indexed anywhere (19.8% of total)

The analysis was made on the basis of the first category only
(i.e. all periodicals currently being subscribed to by one or
more of the hospital libraries which are indexed in Index
Medicus). Table 1 shows the number of periodicals in each
subject grouping which are held by each hospital library.

It can be readily seen that the first four hospital libraries,
St. Joseph's, Victoria, C.P.R.I., and Westminster, have much
stronger collections than any of the other libraries, both
from the point of view of breadth of subject coverage and
from the number of periodicals subscribed to (see also Table 6,
pP. 166).

Most of the hospital libraries have at least some holdings
in the subjects "Abstracting & Indexing", "Medical Sciences -
General" and "Nursing", but some of the subjects are not
covered well at all, such as "Sociology", "Rehabilitation",
"Phys iotherapy", "Obstetrics & Gynecology", "Mental Retarda-

tion", "Lab Technique", and "Dentistry". The libraries of




255
the country hospitals have so few journal holdings at all
that it is not even possible to speak in terms of their

subject strengths and weaknesses.
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NOTE TO USERS

The union list consists of two parts: the first part
is an alphabetical listing by title of approximately 504
journals and the second is a subject-arranged listing of
the same 504 journals. In the first part, titles are

entered as in the Union List of Scientific Serials in

Canadian Libraries, i.e. journals, bulletins, annals, and

proceedings of particular societies and associations are
listed under the names of the societies or associations

(e.g. Canadian medical association. Journal. and Royal

college of physicians and surgeons of Canada. Annals.)

Subtitles are included only when they are necessary to

clarify the titles (e.g. C.A. A cancer journal for clini-

éiggg.) and publishers are given only to distinguish between
journals with identical titles or, again, to h=lp clarify
titles. Former titles are usually given only if holdings
are listed for the years in which these titles were used.

In order to find publication information for a known
journal, it‘is necessary to look up the title of the jour-
nal in the alphabetical iist. There a number has been

assigned (e.q. American journal of epidemology. 2702.) which

locates the same journal in the subject-arranged list, the
second part of the union list The first two digits of the
number describe the heading (27 = MEDICAL SCIENCES - Special,
44 = PSYCHOLOGY) and the last two digits describe the journal

ERIC

IToxt Provided by ERI



259

itself (02 means that the American Journal of Enidemology

is the second journal under the subject heading MEDICAL
SCIENCES - Special). It was designed in this way so that
when the union list is revised, additional joufnals may
be inserted at the end of a subject group without the
necessity of re-arranging the entire numbering system.

The main information given for each journal in this
second list includes the year the journal began npublica-
tion, the frequency'and nlace of publication, and infor-
mation about indexing and abstracting. In addition, indi-
cations are given when a journal is availahbhle in microform,
when it is free, when it has an unusual format (tane casettes,
tabloid, etc.), or when it has changed titles. This infor-

mation was obtained from Ulrich's International Periodicals

Directory and from Irreqular Serials & Annuals exceot in

the case of the 20 journals wihich were not found in either
of these two sources. Publication information for these
was obtained from other sources and from an inspection of
some of the journals themselves. Holdings are aiven in
the subject-arranged list which are exactly the same as in
the first list.

In the subject-arranged list, each journal is entered
in only one svbject category. The categories used are those
assigned to the journals bv Ulrich's. An attempnt was made
to Keep Ulrich's headings and follow them as closely as

possible, However, the following deviations from Ulrich's
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clasrification were made:

(1)

(2)

(3)

(4)

Where there was the main heading MEDICAL SCIENCES
with subheadings like "Circulatory Svstem",
"Dentistry", "Hematology", "Neurology", and so
on, these subheadings were used as main headings.

Where there was the main heading MEDICAL SCIENCES
with subheadings resembling other main headings,
the two headings were merged (e.g. MEDICAL
SCIENCES - Laboratory Technique was incorporated
into LABORATORY TECHNIQUE, and MEDICAL SCIENCES -
Study and Teaching was incorporated into EDUCATION.

Headings that were near synonyms were merged
(e.g. EAR, NOSE AND THROAT was incorporated into -
OTORHINOLARYNGOLOGY) and other similar changes
were made (e.g. BIOLOGY incorporated into BIO-
LOGICAL SCIENCES; HOSPITAL ADMINISTRATION into
HOSPITALS; SOCIAL SCIENCES into SOCIOLOGY; and
GYNECOLOGY AND OBSTETRICS into OBSTETRICS AND
GYNECOLOGY) .

Sixteen of the journals were assigned by Ulrich's
to very specialized subject areas, so that each

of these sixteen subject headings included only
one journal (e.g. ATHEROSCLEROSIS, AUDIOLOGY,
EPIDEMOLOGY, METABOLISM, ORTHOPEDICS, and PHYSICS) .
All of these journals were classed together under
the main heading MEDICAL SCIENCES - Special.

MSee" and "see also" references have been used to compensate

for the deletion of headings and their combining with other

categories. It was felt that it was unnecessary to indicate

these types of deviations from Ulrich's other than in this

way.

Any other changes nade, however, have been marked on

the individual journal entries with an asterisk and include

the following cases. Seventy-three of the journals held by

the,libraries in the Study Region had been given the heading

MEDICAL SCIENCES - General. Twenty-one of these have been

. re-agsigned to more specific headings. Another group of
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about twenty journals which were not listed in Ulrich's

were assigned to various headings with the help of

Mrs. Eva Borda, one of the medical librarians at the

Health Sciences Library at the University of Western

Ontario.

The headings finally decided upon are the following:

Abstracting and Indexing
Services

Allergies

Anaesthesia

Arthritis and Rheumatism

Biological Sciences

Business and Industry

Cancer

Cardiology

Chemistry

Children and Youth

Circulatoryv System

Dentistry

Dermatology

Diabetes

Digestive System

Education

Endocrino.iogy

Food and ir'ood Industries

Gerontology

Haematology

Health

Hospitals

Immunology

Internal Medicine

Laboratory Technique

Medical Sciences - General
Medical Sciences - Special
Mental Retardation
Neurolagy _

Nuclear Medicine -

Nurses and Nursing
Nutrition and Dietetics
Obstetrics and Gvnecclogy
Occupational Therapy
Onhthalmology and Notonetry
Otorhinolarvngology
Pathology

Pediatrics

Pharr.acy and Pharmacology
Photography

Physiotherapy

Plastic Surgery

Psvchiatry

Psvchologvy

Radiology

Rehabilitation

Science

Socioloagy

Speech and liearing Disorders
Surqery
Urology
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ations and Symbols

[ 1

yr.

v.
n.s.
circ.
current

m.
b-m.
s-m,
ql
8-a.
al
W,
b-w.
i.

LSJ
LVM
LVS

LCP

LLP
LWH
LSM
NI'C
SMG

STEG

incomplete holdings

holdings continue to date

end of holdings

year

volume

new series

circulation

library subscribes to journal but does not keep
back issues :

monthly

every two months

twice monthly.

quarterly

twice annually

annual

weekly

every two weeks

irregular

St. Joseph's Hospital, London 439-3271
Medical Library, Mrs. Bernice Rowcliffe

Victoria Hospital, London 432-5241 Ext. 356
Hospital Medical Reading Room, Mrs. Edith Logis

Victoria Hospital, London (as above)
Stevenson Medical Library

Children's Psychiatric Research Institute, London
471-2540
Library, Mrs. Asta Hansen

London Psychiatric Hospital 455-5110 Ext. 346
Staff Reference Library, Mrs. Catherine Barr

Westminster Hospital, London 432-6711
Medical Library, Miss Edith Atkins

St. Mary's Hospital, London 438-6185
Medical Library, Sister St. Anthony

Four Counties General Hospital, Newbury 693-4441
Medical Collection, Mrs. G. Anderson

Strathroy-Middlesex General Hospital 245-1550
Medical Library, Mrs. Margaret Blais

St. Thomas-Elgin General Hospital 631-2020

Medical Library, Miss Anne-Marie Talgyes
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STPH St. Thomas Psychiatric Hospital 631-8510
Medical Library, Miss Anne McCartney

wo Oxford Mental Health Centre, Woodstock 539-1251
Medical Library, Miss Gayleen Brown

WWG Woodstock General Hospital 537-5511
Medical Staff Library, Miss Mae Osman

TTD Tillsonburg District Memorial Hospital 843-3611
Medical Library, Miss Anne Jenninas

IAG Alexandra Hosvital, Inaersoll 485-1700
Medical Collection, Dr. .J. Lawson

A.S. & T.Ind. - Applied Science & Technology Index

Abstr.losp.Manage.Stud. - Abstracts of Mospital *lanagemen*
Studaies

Abstr.Soc.Work - Abstracts for Social Workers

Abstr.World lted. - Abstracts of World 'tedicine

Amer .Hist. & Life - America: History & Life

Aus.Sci.Ind. - Australian Scicnce Index

Biol.Abstr. ~ Biological Abstracts

Biol. & Agri.Ind. - Biological & Agricultural Index

Bk.R~v.Ind. ~ Book Review Index

Br.Educ.Ind. - British Education Index

Br.Hum.Ind. - British Humanities Index

Br.Tech.Ind. - British Technology Index

C.I.J.E. - Current Index to Journals in Education

C.I.N.L. -~ Cumulative Index to Nursing Literature

Can.Ind. - Canadian Periodical Index

Cath.Ind. - Catholic Periodical & Literature Index

Chem.Abstr. ~ Chemical Abstracts

Child Devel.Abstr. - Child Development Abstracts

Coll.Stud.Pers.Abstr. -~ College Student Personnel Abs.racts

Curr.Cont. - Current Contents

DSH Abstr. - DSH Abstracts

Dent.Ind. - Dental Abstracts

Eng.1lnd. - Engineecring fndex
Except.Child Educ.Abstr. - Ixceptional Child Education
Abstracts

Excerp.Med. - Lxcecrpta Medic:

Hosp.Abstr. ~ Hospital Abstracts

Hosp.Abstr.Serv., - Hospital Abstracts Service

Hosp.Lit.Ind. - Hospital Literature Index

I.P.A. -~ International Pharmaccutical Abstracts

Ind.Chem. - Current Abstracts of Chemistry and Index Chemicus
Ind.Med. - Index Medicus

Int.Nurs.Ind. - International Rursing Index
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JAMA - American Medical Association. Journal.
Lang.& Lang.Behav.Abstr. - Language & Language Behavior
Abstracts

Lib.Lit. - Library Literature
Lib.Sci.Abstr. - Library Science Abstracts
Math.R. - Mathematical Reviews

Ment .Retard.Abstr. - Mental Retardation Abstracts

Met.Abstr. - Metal Abstracts

Meteor.& Geoastrophys.Abstr. - Meteorological & Geoastro-
physical Abstracts

Nucl.Sci.Abstr. - Nuclear Science Abstracts

Nutr.Abstr. - Nutrition Abstracts & Reviews

P.A.I.S. - Public Affairs Information Service

Percept.Cognit.Devel. - Perceptual-Cognitive Develoopment

Photo.Abstr. - Photographic Abstracts

Psychol.Abstr., - Psychological Abstracts

RAPRA - Rubber & Plastics Research Association of Great
Britain

R.G. - Readers' Guide to Periodical Literature

Rehabil.Lit. - Rehabilitation Literature

Rel. & Theol.Abstr. - Religious & Theological Abstracts

Rel.Per. - Index to Religious Periodical Literature

Sci.Abstr. - Science Abstracts

Sci.Cit.Ind. - Science Citation Index

Soc.Sci.& Hum.Ind. - Social Sciences & Humanities Index

Sociol.Abstr. - Sociological Abstracts

Sociol.Educ.Abstr. - Sociology of Education Abstracts
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Abstracts for social workers. 0101.
LCP 5-

Abstracts of current literature on venereal disease.
see Current literature on venereal disease. Abstracts
and bibliography.

Abstracts of hospital management studies. 2201.
LSy v.3'66-'67, 1971.

Abstracts of world medicine. 0102.
Lsy [(31})-32-{33-35]-36-37-[48]-1971.

LVM 44.
LCT 35-42.

Abstracts on hygiene. 0103.
LSJ 36-44.

Academic therapy. 1601.
LCP 5-

Academy of medicine, Toronto. Bulletin. 2601.
LLP [41-45]-

Acta cytologica. 0501.

LSJ 10-
Acta endocrinologica. 1701.
LVS 45-
Acta haematolc ica. 2001.
LSJ 35-4,.
Acta neuropathologica. 2901.
LCP 15-
Acta obstetrica et gynecologica scandinavica. 3301.
LSJ 46-
Acta paediatrica scandinavica. 3801.
LSJ 60-
LCP 56-
LLP 56-
- Supplement.

LSJ no. 205-

Acta physiologica scandinavica. 0502.
LSJ 84-

- Supplement.
LSJ 371-




Acta psychiatrica scandinavica. 4301.
LCP 43-
- Supplement.
LCP 195-
Acta psychologica. 4401.
LLP 36- )
Acta radiologica. Diagnosis. 4501.
LSJ 49-58. n.s. 1, 7-
Acta radiologica. Therapy, physics, biology. 452,
LSJ 49-58. n.s. 1, 7-
Addictions. 2701.
LSJ 15-
LLP [13-14]-15-
SMG 19-
Administrative digest. 0601.
SMG 1972~
Adolescence. 1001.'
LCp 1-
LLP 6-
WwoM [6]-
Advances in cancer research. 0701.
LVS 8-
Advances in child develoﬁment and behavior. 4402.
LCP 1, 4-
ndvances in clinical chemistry. 0503.
Lvs 7-
Lcep 1-7, 9-
Advances in enzymology and related areas of molecular biology.
0504.
LVS 26- !
Advances in immunology. 3901.
LSJ 10-
Advances in internal medicine. 2401.
Lvs [1-13])-
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Advances in lipid research. 0901.
Lcp 3-[4]1-5, 7-
Advances in metabolic disorders. 0902.
LCP 1.
Advances in pediatrics. 3802.
LVS 7-
LCcp 12-13, 15, 17-
Advances in protein chemistry. 0903.
LVS 18- :
Advances in teratoloqy. 0505.
LCP 1.
Albert Einstein medical center, Philadelphia. .Tournal. 2602.
LWH 7-
American academy of child psychiatry, N.Y. Journal. 4302.
STPH 9-
American academy of medical administration. AAMA Executive.
2202. '
LLP 11-
American college of surgesns. Bulletin. 5001.
LSJ [50]-51-
LWH 46-53-[54-55}-56-
SMG  57-
STEG 57-
WWG 52-
American dental association. Journal. 1201.
LLP 82-
American dietetic association. Journal. 3201.
LSJ 50-
LCP 46-47,51-
LLP 58~
LWH 30-
WOM 35~
American geriatrics society. Journal. 1901.
LVM current
STPH 1970-
American heart journal. 0801.
LSJ 81-
LVM B81-
LVS 65-
LWH 36-
WWG 1973-
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American
LSJ
LVM
LVS

American
LSJ
LCP

American
LSJ
LVM
LVS
LWH
IAG

American
LVM

American
LSJ
LVS
LCP

American
LSJ
LCP

American
LSJ

American
LVM

American
LSJd
SMG
STPH

American
LSJ
LVM
LVS

Americ :n
LvVS

American

LSJ
LvVM

journal of cardiology.

27-
25-
11-

journal of clinical nutrition.

23-
18-

journal of clinical pathology.

35-
current
31-

268
0802.

3202.

3701.

43-45, 47-54.

43-

journal of digestive diseases.

current

journal cof diseases of children.

1501.

3803.

107-110-[111)-112-

49-
99-

journal
7-

'L—

journal
96-

journal
current

journal

20-

1972-
1969-

journal
255-
259-260.
247-

journal
30-

journal

f30-34]1-40-

of

of

of

EEG technology. 2902.

eﬁidémoloqy. 2702.

Jastroenterology. 1502.

hospital pharmacy. 3902.

the medical sciences. 2603.

medical technology. 2501.

medicine. 2402.

44-45,47-49,51-



LVS
LWH
STEG
WOM

American
LCP
STPH

American
LSJ
LCP
LLP
LWH
LSM
NFC
SMG
IAG

American

LSJ
LVM
LvS

American
LCP
LLP
WOM

American
LSJ

American
LSJ
LCP
LLP
STPH
wWOoM

American
LSJ
LVS
LCP
LWH

American
LSJ

American
STEG
WWG

15~
20~
30-35,39, 40-45, 48-
23-29,42-
journal of mental deficiency. 2801.
64—
75-
journal of nursinqg. 3101.
" 68~
61-65, 67~
[57-65]-66-[67]-68~-
58~
current
[65]-68-
63-
62-

journal of obstetrics and gynecologv. 3302.

79-80, 82-85-[86]-87-
current
75-
journal of occupational therapy. 2401.
24-
25-
26-
journal of ovhthalmoloqy. 3501.
61-
journal of orthopsychiatry. 4303.
36-
30, 32-33, 35, 37-
(31)-34-
40-
42-
journal of pathologv. 3702.
44-
34-
46-50, 52-58, 60-
26-
journal of pharmacy. 3703.
138-
journal of proctology. 1503.

18-19.
18-
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American journal of psychiatry. 4304.
LSJ 117-121-[122]-
LVS 117-
LCP 116~
LLP [94-1011-[105-125)-126-
LWH 117-126.
STPH 126-
WOM 98-114-[117]-120-121, 124-
American journal of psychoanalysis. 4305.
LCP 20-22, 25-
American journal of psychocherapy. 4306.
LCP 19,
American journal of roentgenoloqy, radium therapy and
nuclear medicine. 4503.
LSJ 85-9¢, 96-
LWH 54-
American journ;}\of surgery. 5002,
LSJ [111]-113-[113-114]-
American medical’association. Journal. JAMA. 0104.
LSJ [166W{T§1-192]-
LVM 215~
LVS 1ll6-
LCP 173~
LLP [196-208]-211-
LWH 139-141, 145-
LSM current
STEG 215-
STPH 211-
WOM 191-
WWG 203-
TTD 203-
American physical therapy association. Journal. see

Physical therapy.

American
LCp
LLP
STE

American
LVS

LVM

.. WOM

American
WOM

psychologist. 4403.

16-
[5-11)-12-16~[17)-18-
24-

review cf respiratory disease. 2403.
87-
103-105.

84-90, 94.

review of tuberculosis. 2403.
44-~54,
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Ame: ‘can sociological reviecw. 4801,
L:» 29-30, 32-34, 36-

American sociologist. 4802.
Lcr  3-

American surgeon. 5003.
LVM current

Anaesthesia. 0301.

LSJ 26-
LVl current
LWH 10-

Analytical biochemistry. 0904.
LSJ 51-
LCP 18-25, 27-30, 33-44, 46-
LwH 1-25, 27-28.

Analytical chemistry. 0905.
LSJ 35, 37-41.

Anesthesia and analgesia. Current rescarches. 0302.
LSJ 50-
LWH 36-59.

Anesthesioloqy. 0303.
LSJ [23-24, 26]-
VM current

LWl 18-
STEG 31-(32-33]-34-
™D 32-
Annales de génétique. 0506.
LCP 10-
Annals of hiuman gcnetics. 0507,
LCP 25,
Annals of internal medicine. 2404.
LSJ 54-
LVM 64-
Lvs 31-
LCP %3-60, 65~
LWH 27-

WOM 36-42, 68~

Annals of otoloqy, rhinoloqgv and larynaqoloqv. 3601.
LSJ [70-72])-73-(74])-



272

Annals of the rheumatic diseases.
LVM 29-30.
LVS 24-
LWH 27-
Annals ofrsurgery. 5004.
LSJ 153-
LVM 173-
LVS 157-
LWH 169-
Annual progress in child psychiatry
2903.
LCP 68-69.
Annval review of biochemistry. 0508.
LCP 34, 36-
Annual review of psychology. 4404.

LCP 20-

Applied therapeutics.
see Therapeutics.

0401.

and child development.

Archives of dermatology. 1301.
LVM 103-105.
LWH 94-
Archives of disease in childhood. 3804.
LVS 42-
LCP 36-
Archives of general psychiatry. 4307.
LVS 8-
LCP 1-
LWH 4-
STPH 22-
WOM 20-
Archives of internal medicine. 2405.
LSJ 112-117-[118]-119-[120]-
LVM 120-129.
LVS 111-
LWH 89, 93-
WOM 87-128.
Archives of neurology. 2904.
LSJ 18-
LVM 24, current
Lvs 2-
LCP 5-13, 1l6-
LWH 60-61,63-66,71-81. (old title).
1=
WOM 16- .
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rehabilitation. 4601.

practice. 2604.

Archives of ophthalmoloqy. 3502.
LSJ 65-
LWH 78-
Archives of otularvngology. 3602.
LSJ [84]-
LWH 48-52.
Archives of pathologv. 3703.
LSJ 77-90.
LVM current
LVS 19-
LWH 49-
Archives of phvsical medicine and
LWH 52-
Archives of surgery. 5005.
LsJ [93]-
LvM 104.
LVS 87-
LWwH 1973~
Arthritis and rheumatism. 0402.
LVM 12-14.
LvSs 7-
Atherosclerosis. 2703.
LWH 3-10.
Audio-digest foundation. General
LSJ 17-19.
STEG 15-16, 18-
Audio-digest foundation. Internal medicine. 2406.
LSJ 18-
SMG' 19-

Audio-digest founation. Ovrhthalmoloqy. 3503.

LSJI

11- (tapes)

Audio-digest foundation. Surnqery.

STEG

15.

Audiology. 2704.

LSJ

10-

5006.

Australian and New Zealand journal of psychiatrv. 4308.

LLP

Australian pediatric journal.

LVS

1-5.

2-

3805.



B
Bacteriological review. 0509,
LSJ 30-
LVS 28-
Behavior research and therapy. 4405.
LCP 1-
STPH 4-
Behavior therapy. 4406.
STPH 1-
Biochemical journal. 0906.
LVS 90-
Biological photographic association. Journal,
LSJ 38-
Blood. 2002.
LSy 17-21-(22]-23-26, 33-
LVM 31-
LVS 22-
LWH 3, 6-8, 23-
Brain. 2905.
LSJ 89-
LVM 92-
LVS 86-
LCP 84-
LLP [91]-92-
STPH 93-
Brain research. 2906.
LVS 6-
LCP 3-10, 1l2-
Briefs. 2605.
LSJ 31-
British heart journal. 1101.
LVM 33.
LVS 25-31.
LWH 16-
British journal of anaesthesia. 0304.
LSJ [33-36]-37~
LVM current
LWH 29-

274

0510.



British
LVM
LVS

British
LVM

British
LVM
LVS
WOM

British
LCP

British
LSJ
LVM
LVS

British
LSJ
LVM
LLP

STPH

British
L.SJ
LVM

British
LSJ

British
LSJ

British
LVM
LVS

British
LCP

British
LSJ
LVS
LCP
LLP

STPH

journal
1972-
10-

journal
86—

journal
65~
57-
61-65.

journal
39-

journal
12~

9-

journal
2-
current
3-5-(6]
3-

275

of clinical prac

of dermatology.

of diseases of the chest.

tice.

2606.

1302.

of educational psycholoqy.

of haematology

2003.

of hospital medicine.

-7-

inurnal of medical education.

5-
4-

journal of ophthalmoloqy.-

55-

journal
119-

of photography.

2607.

1602.

3504.

4001.

journal of plastic surgery.

current
19-

journal of preventive and social medicine.

22, 24-
journal
1973-
109-
106-

107-113,

116-

WOM 120-

of psychiatry.

115-[116]~120-

43009.

4201.

2407.

4407.

2608.
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British journal of radiology. 4504.
LSJ 32, 34-35, 41-
LWH 25-27, 29-

British journal of social and clinical psythology. 4408.

STPH 7-

British journal of surgery. 5007.
LSJ 53-
LVM 57-

LVS 14-38, 52-
LWH 39-40, 43-

STPH 57~
British medical bulletin. 2609.
LS 21, 24-
LVM 24-
LVS 19-

British medical journal. 2610.
LSJ 1961, [1966-1967]-

LVM 1968~

LVS 1956~

LCP 1961~ .
LLP 1966-

LWH 1954-

SMG 1964-1972.

TTD 1970~

Bulletin on narcotics. 3904.
LWH 24-

Bulletin on the rheumatic diseases. 0403.

LVM current
LWH [17-19])-22-




C.A. A
LSJ
LWH
SMG
STEG
WWG
TTD

Canada's
LWH

Canada's
LCP
LLP
SMG

Canadian
L&J
LWH

Canadian
LVM
LVS
LCP
LLP
LWH
SMG
STPH

Canadian
LVM
LVS
LWH
STEG
WWG

Canadian
SMG

Candian
LSJ
VM
LCP
LLP
LWH
LsM
NFC
SMG
STPH
WOM

277

cancer journal for clinicians.
16-

12-

22-

22~

22~

18-

health and welfare. 2101.
[16-23]-
mental health. 2102.
13, 15-16, 18-
[5-11}-12-14-[15-19]~20-
20-

anaesthetists'
8-14-[15]-
4_

society.

doctor. 2705.
current

27-

32-

[30, 32-35]-37-~
26-28~[29-37]~
38-

36-38.

family physician. 2611.
current

14-

14-

17-

17- -

food service executive. 1801.
1972~

hospital. 2203.
38-40-[41]-42-
current
43-
42-46-[47]-48-
37-46-[47-48]-
current
[48]-
40-41,

47-49.
41-

43-44, 49-

Journal.

0702.

0305.



Canadian
LCP

Canadian
LCP
STPH

Canadian
LVS
LWH

Canadian
LLP

Canadian
LSJ
SMG

Canadian
LSJ
LVS
SMG

Canadian
LSJ
LVS

Canadian

LSJ
LLP

Canadian
LSJ
LVS

Canadian
LSJ

Canadian
LSJ
LVS
LLP

Canadian
LCP
LLP
WOM

Canadian
LSJ
LVM
LVS

CP
LLP
LSM
STPH

278

hospital directory. 2204.
current
journal of behavioial science. 4409.
2-
2-
journal of biochemistry. 0907.
35-
39-47.
journal of corrections. 2706.
2-6, 11-
journal of hospital pharmacy. 3905.
24~
25-
journal of medical technology. 2502.
[23-24]-25.
29-
1972-
journal of microbiology. 0511.
15-
4-9.
journal of occupational therapy. 3402.

32-[34-35]-
22-[23-27]1-28-[29-38]-

journal of ophthalmology. 3504.

6-

4-~

journal of otolaryngology. 3603.

l_

journal of physiology and pharmacology.
46, 49-

42-

49-

journal of psychology. 4410.

18-19, 21-
8-13-[14;-15-[16-17]1-18-[19-24]-
25-

journal of public health. 2103.
58-

62-

58.

51~

54-56,

current
61-

60-[61] -62-

0512.



Canadian
LSJ
LVM
LVS
LWH
SMG

Canadian
LSJ
LVM
LVS
LCP
LLP
LWH
LSM
STEG
WWG
IAG

Canadian
LSJ
LCP
LLP
LWH
NFC
IAG

Canadian
LWH

Candian
LSJ

Candian
LSJ
LCP
LLP
LWH
STPH
WwOM

Canadian
LCP
STPH

Canadian
LSJ

Canadian
LCP
LLP
WOM

279

journal of surqgery. 5008.
10~
15-
9_
l_
7-11, 1ls-
medical association.
{(78]-79-80~[81]-82-
current
14-
82—~
67-80-[81-105])-106~
{54-58]-60-
current
83-84.
105-
102~
nurcse. 3102.
66~
56-
47-49,
47-64.
61-
64-

53-

pharmaceutical journal.
96-~101.
photography. 4002,
l_

psychiatric association.
5-11-{12]-

6, 8-11, 13-
1-12-[13]-14-

8-14.
15-17.
10-14, 16-

psychaologist. 4411.

6_.

10-

research and development.
4-

welfare. 4803.
41-43, 46-
{40-44)-45-[46-47)-
48-

Journal.

3906.

Journal.

2707.

2612.

4310.
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Cancer. 0703.
LsJ 19-
LVs 17-
LWH 17-
STEG 29-

Cancer research. 0704.
LVS 24-

Cardiovascular research. 2409.
LVM 4~
IWH 1~

Chartered society of physiotherapy.

see Physiotherapy.

Chest. 2409.
LST 42-
LVM current
LWH 29-
WOM 51-61.

Child development. 1002.
LCP 31, 35-

Child welfare. 4804.
LCP 42-43, 45-

Children. 4805.

Chromatograhic reviews. 0308.
LSJ 11-

Circulation. 0105.
LsJy 7-16, 23-

LVM  35-
LVs 18-
LWH 39-
WWG 1973-

Circulation research. 2410.
LVM 20-30.

Cleveland clinic quarterly. 2613.
LVM current

LWH 25-
Clin-alert. 3907.
LSJ 1968-
STPH 1969~
WOM 1965~
Clinica chimica acta. 0909.
1S3 13-
ILVM 36-
LVS 8-

Journal.



Clinical
LVM

Clinical
LVM

Clinical
LSJ

Clincial
LSJ
LVM
LVS
LWH

Clinical
LLP
LS
SMG

Clinical
" LVM
LLP
LWH

Clinical
LSJ
LVS
STEG
WWG

Clinical
LSJ
LCP

Clinical
LSJ
LVS

Clinical
LSJ

Clinical
LVM

Clinical
LVM
LVS

Clinical
LSJ
LCP
NFC
SMG

281

allergy. 0201.

current

and experimental immunology.
current

anesthesia. 0306.
no.1'65-no.1'66, no.1'67, no.3'
chemistry. 0910.
4-5-16-7]-8-

17-

11-

7_.

medicine. 2614.
{71-741-75-(76]-77-
current

71-76.

notes on respiratory diseases.
current

10~

2-

obstetrics and gynecologv.
(1-9]-10-[11]-

[6-13]~-14-
[2-9]-14-

7-14.

pediatrics. 3806.

7_

6, 8-

pharmacology and therapeutics.

8_

1-4.

radiologv. 4505.
17-(18]-

research. 0106.

current
science. 26165.
current.

25-

symposia. 2616.
(10-22]-~

18-

(19-22].

1972-

2301.

67-

2411.

3303.

3908.
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Community mental health journal. 4806.
LCP 5-6, 8-

Computers and biomedical research. 2617.
LVM 3-

Consultant. 2618.
LWH 1972-
STEG [7-11).

Contemporary psychology. 4412.
LsJ 8-9, 11-
LCP 8, 12-14.
LLP 16-
STPH 13-

Corrective psychiatry and journal of social therapy. 4311.
STPH current

Cumulative index to nursing literature. 0107.
LSJ 15-
llp 16-

Current contents, life sciences. 0108.
LSJ 15-

Current literature on venereal disease.  Abstracts and
bibliography. 0109.
LSJ 1966-

Current pediatric therapy. 3807.
LCPp 3-

Current problems in pediatrics. 3808.
LSJ 1971-

Current problems in radiology. 4506.
LsJ 1-

Current problems in surgery. 5009.
LVM current
LWH 1971-

Current therapy in dentistry. 1202.
LCcp 2.

Cytogenetics. 0513.
LCP 6-




283
D

D.M. Disease-a-month. 2619.
LSJ 1969- audio-tape casettes'72-
LVM current

DSH abstracts. (American speech and hearing associations)
0110.
LSy 11-

Developmental medicine and child neuroloqy. 2907.
LVS 8-
LCp 1-4, 7-

Diabetes. 1401.

LSy 10-
LvVs 17-
Diabetes literature index. O0l11.
LSJ 1965-
LVS 1968-

Diabetologia. 1402.
LsJ 9-

Diagnostica. 2503.
SMG  1972-

Digest of neuroloqy and psychiatry. 4312.
LCP 33-36, 38-
woM  33-

Digestion. 1504.
LVM current

Disadvantaged child. 1003.
LCP 1.

Diseases of the nervous system. 4313.
LLP 26, 32-

Drug intelligence and clinical pharmacy. 3909.
LSy 4-
STPH 3-

Drug merchandising. 3910.
SMG 1972-




21

E
Educational Therapy. 1603.
LCP 1.
Electroencephalography and clinical neurophysiology. 2908.
LST 26-
LCP 14-
WoM 1-
Endocrinology. 1702.
LSJ 82-
LVM current
LvVs 74-
Enzymologia. 0911.
LVS 27-
Epilepsia. 2708.
LSJ 11-
LCP 6-

Epilepsy abstracts. 01l12.
LCP 1947-1967.
LLP 3-

Exceptional children. 1004.
LCP 33-

Exceptional infant. 4413.
LCP 1.

Excerpta medirca. 0113.
-Section 2A. Physiology.

LSJ 23-
-Section 3. Endocrinology.
LSy 25-
LvVS 19-

-Section 4. Microbiology, bacterioloqgy, virology,
mycelogy and parasitology.

LSJ 23-
-Section 6. Internal medicine.

LSJ 26-

Lvs 17-
-Section 7. Pediatrics.

LCP 22-

=Section 8A. Weurology and neurosurgery.
LSJ 24-

-Section 9. Surgery.

LSJ 26-

-Section 10. Obstetrics and gynaecology.
LSJ 25-

-Section 13, Dermatology and venereology.
LSJ 23-




-Section 14.

LSJ

-Section 16.

LVS

-Section 19.

LSJ

25-

12-

10-

-Section

LCP

8-

-Section

LSJ

7-

-Section

LSJ

1-

-Section

LSJ

4 -

~-Section

LSJ

4-

Experientia.

LVS

20-

Experimental

LCP

26~

22.

23.

24.

25.

26.

285

Radiology.

Cancer, expcrimental and clinical.
Rehabilitation and physical medicine.
Human genetics.

Nuclear medicine.

Anesthesioloqy.

Hematoloav.

Immunoloqv, serology and transplantation.

4701.

neuroloqgy. 2909.
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F
Facts and comparison. 3911.
LSJ 1967-
SNG 1970-
Family process. 4414.
LCP 4-
WOM 2-

Fertility and sterility. 2620.
LVS 14-



N
]
~J

G
Gastroenterology. 1505,
LSJ 50-
LMV 60-
LVS 44 -
LWH 2)-
Gastroenteroloqy abstracts and citations.
LsJ [l}-
Geriatrics. 1902.
LVS 7-
LWH 11-
WOM 4-
Gut. 1506.
LSy 12-

LVM current
LVS d4-

0114.
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H
Heart and lung. 2621.
LWH 1- C e
Henry PFord hospital medical journal. 2622,
LSJ [14]- .
LVM current
Hospital administration. 2205.
LSy [12}-
LSM current
WOM 16~
Hopsital administration in Canada. 2206,
LSJ [8]- :
LCPp 7-
LLP 6-
LWH 3-
LSM current
NFC [10-13)-
SMG 6-
STPH 12-14.
WOM 12~
Hospital and community psychiatry. 4314,
LCP 11-
LLP [7-15]-16-"
LWH 11-
STPH 1570-1972.
Hospital highlights. 2207:
LLP 1971-
NF” [1967-1971]-
Hospital literature index. 0l15.
LSJ 24-25 - [26]-
Hospital management. 2208.
LSJ 85-100-[101-102]-
LCP 104-
LWH 89-
LSM current
NFC = 107-
SMG 100-110-[111].
Hospital medical staff. 2209.
LS 1-
SMG 1-
Hospital practice. 2623.
LVM current.
Hospital progress. 2210.
LSJ 38-45-[46]-47-[48]-49-
LMV current
LSM current



289

Hospital topics. 2211.
LSJ [43-47]-
NFC [43-49]-
SMG 43-

Hospitals. 2212.
LSJ 35-38-[39-40]-

LWH 39-
LSM current
SMG 45-
WOM 42; 4:"'
Human pathology. 3704.
LCP 2-
LLp 2-
LWH 1-

Human relations. 4807.
WOM 24-

Humangenetik. 0514.
LCP 5-




290

I
Immunology. 2302.
LSJ 14-
LVS 6-
Irdex medicus. 0116.
LSJ 5-
SVM  6-
LVS 3-
LCP 1-
LLP 6-12.
LWH 1-
WOM 6-
WWG 1-

Institutions. 1802.
SMG 1972-

International abstracts of surgery. 0117.
LVS 108-109.
LWH 84-
STEG 100-117.

International anesthesiology clinics. 0307.
LVS 4.
LWH 7-

International archives of allergy and applied
immunology. 0118,
LVM current

International journal of biomedical computing. 2624.
LSJ 3- Do

Internatinnal journal of group psychotherapy. 4315.
LCP 12-19, 21-
LLP ([17-20]-21-

International journal of gynaecology and obstetrics. 3304.
LVM current

International journal of offender therapy. 4316.
LLP 15-

International journal of psychiatry. 4317.
LCP 2-
STPH 9-



291
International journal of psycho-analysis. 4318.
LCP 47-48.
LLP 47-51-(52]}-53-

International journal of social psychiatry. 4319.

LS 1971-
International nursing review. 3103.
LWH 7- '
International pharmaceutical abstracts. 0119.
LS 1-
LvVS 2.
LWH 1-3, &-
International psychiatry clinics, 4320.
LWH 1-
STPH 1970-

International review of neurobiology. 2910,
STPH current

International review of reseawch in mental retardation.

LCP 1-

Investigative urology., 5101.
LSy 3-

4415.



0202.

4419.

4321.

J 292
JAMA
see American medical association. Journal.
Johns Hopkins medical journal. 2625.
LSJ 118- .
Journal of abnormal psychology. 4416.
LCP 68-70, 73-
LLP ([45-58]-([54-55]-({."0-79]-
LWH 49-
STPH 73-
WOM 77-
~Journal of allergy and clinical immunology.
LSJ 45-
LVM 49-
LSJ 45-
Journal of applied behavior analysis. 4417.
LCP 2-
STPH 1-5.
WOM 4-
Journal of applied psychology. 4418.
STPH 56-
Journal of applied rehabilitation zounselling.
WOM 3-
Journal of autism and childhood schizophrenia.
LCP 1-
Journal of bacteriology. 0515.
LSJ 91-
LVS 86-
Journal of behavior therapy and experimental psychiatry.
STPH 1-
WOM 2-
Journal of biological chemistry. 0912.
LSJ 241-245.
LCP 240~
Journal of bone and joint surgery. 5010.
LSJ 42-
LVM SOA- .
LVS 45B. ’
LWH 34, 37-
WWG [37-39].

4322,



Journal of child psvycholoqy and psvchiatrv and
allied disciplines. 4420.
Lce 1-7, 9-
Journal of chromatoqraphy. 0913.
LsJ [33]-37.
LvsS 30, 38.
LCp 21-
Journal of clinical endocrinoloqv and metaholism. 1703.
LSJ (26]-
LvM 30-
LVS 14-31.
LCpP 25, 28-
Journal of clinical investigation. 2626.
LSJ [39-42)-43, 47-
LVM 48-
LVS 14-35, 42-
LWH 30-
STPH 49-51.
Journal of clinical pathologyv. 3705.
LSJ 10-12~[13-15]-16~
LVM current
LVS 1l6-
SMG  25-
IAG 17-21.
Journal of clinical psycholoqv. 4421.
LCP 19-22, 24-
LLP 15-21.
STPH 22-
Journal of consulting and clinical psvcholoqy. 4422.
LCP 29-30, 32-
LLp 17-
LWH 22-
STPH 33-
WOM 36-
Journal of contemporary psychotherapv. 4323.
LCP 13.
Journal of contiruing education in nursinqg. 3104.
LSJ 2-
Journal of counselling psycholoqv. 4423.
STPH 1973~
Journal of educational psycholoqy. 4424.

LCP

293

59-
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Journal of endocrinology. 1704,
LVM current
LVS 28-

Journal of experimental analysis of behaviour.
LLP 15-
STPH 1973~

Journal of experimental medicine. 2709.
LVM 128, 130-133, 136.

Journal of experimental psychology. 4426.
LLP [87-94]-

Journal of general microbiology. 0516.
LSJ 57-

Journal of general virology. 0517.
LSy 1-

Journal of gerontology. 1903.
STPH 23-24.

Journal of health and social behavior. 2104.
LCP 2-5, 8-

Journal of histochemistry and cytochemistry.
LSJ 1l4-
LCP 16~

Journal of hygiene. 2105.
LVM current
LVS 61-

Journal of infectious diseases. 2710.
LSy 121-
LVM 126-
LVS 112-

Journal of investigative dermatology. 1303.
LVM 56-

Journal of laboratory and clinical medicine.
LSJ 68-
LVS 16-
IWH 34, 37-42, 47-

Journal of learning disabilities. 1605.
LCp 1-

Journal of marriage and the family. 4808.
LLP [27-29]-32-

Journal of medical education. 1605,

LSJ [40-41]-[42-[43-45)-46-
LVM 46-

4425.

0518.

0120.
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Journal of medical qgenetics. 0519.

LCP 4-
Jnurnal of medical microbiology. 0520.
LS 1-
Journal of mental deficiency research. 4324.
LCP 9-
Journal of music therapv. 2711.
LCP 5-
Journal of nervous and mental disease. 4325.
LVS 136-
LCP 134-
LLP 151-
STPH 151-

woM 110-116, 144-

Journal of neurochemistry. 2911.

LVS 11-
LCP 12-
Journal of the neurological sciences. 2912.
LVS 15-
Journal of neuroloagy, neuro-surgery and nsvchiatry. 2913,
LSJ 36-
LVM 33-
LVS 21-32.
LwH 27-
Journal of neuropatholoqv and exnerimental neuroloav. 2914.
LCP 29-
Journal of neurophysiologv. 2915,
LSJ 35-
Journal of neurosurgery. 29l6.
LSJ 19-21.
LVM 34-
LvS 21-

Journal of nuclear medicine. 3001.
LS 1-6-[8})-

Journal of nursing administration. 3105.
LSy 2-
LLP 2-
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Journal of psychiatric nursing. 3106,

LSJ 5-
Lcp 3,5~
LLP 4-
LWH 1-
Journal of nutrition. 3203.
LVS 82-
LCP 94-
Journal of pathology., 3706.
LSJ 97— -
LVM current
LVS 97-
LWH 97-

Journal of pathology and bacteriology. 3706.
LVS 40-62, 85-96.
LWH 62-68, 70.

Journal of pediatrics. 3809.
LSJ 56-62, 66-59-[70]-

LVM 80-
LVS 36-
LCP 56-

Journal of the pharmaceutical sciences. 3912.
LSS [53-5¢6].
Journal of psychiatric research. 4326.

Journal of personality. 4427.

LCP 36-
STPH 36-37.
Journal of personality assessment. 4428.
LSy 27-
Lcp 31-
LLP [35]-36-
LWH 34-
Journal of projective techniques and personality assessment. 4428.
LSy 27-
LCP 31-
LLP 29-
STPH 33~

Journal of personality and social psychology. 4429.
LLP [21-23]-
STPH 23-




Journal of rehabilitation. 48009.
LLP [33-37]-
Journal of speech and hearing disorders. 4901.
LSy 37-
LvVs 31-
LCp 27, 29-
Journal of sj.eech and hearing research. 4902.
LSJ 15-
LvVS 9-
LCP 13-
Journal of thoracic and cardiovascular surgerv,
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