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Abstract 

Background: The Ontario Internationally Educated Physical Therapy Bridging (OIEPB) program 

was designed to help internationally educated physiotherapists (IEPTs) increase their success at 

entering practice in Canada.  The learners (IEPTs) in the OIEPB program undertake two clinical 

internships, at which they are assessed by preceptors using the Canadian Physiotherapy 

Assessment of Clinical Performance (ACP).  Our overall goal was to understand the professional 

competencies and deficiencies in IEPTs as they attempt to integrate into the Canadian 

physiotherapist workforce.  

Methods: Phase 1 was a review of literature to explore the experiences of internationally educated 

healthcare professionals in their new country; data were analyzed using a conventional content 

analysis, mapped to the professional competency roles. Phases 2 and 3 were secondary analyses 

of the data in learners' ACP forms. Phase 2: we descriptively analyzed the scores in the ACP forms. 

Phase 3: we employed deductive direct content analysis to describe the content of the comment 

sections of the ACP forms.  

Results: For phase 1, 13 studies were included. Communicator role was the most frequently 

discussed role. Cultural-language and confidence deficits contributed to deficiencies in roles and 

competencies among IEHPs. For phase 2, most of the 61 learners' scores indicated entry-level 

performance for 18 of 21 ACP items at the end of both internships. Most IEPTs (84%) either had 

high scores throughout or had improvements from lower scores to at least 'advanced intermediate' 

performance level at the end of the second internship. For phase 3, 100 learners’ comment sections 

were analyzed. Professional conduct and professional practice were the two central themes, with 

11 categories for areas of strength (4) and areas of weakness (7).  
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Conclusion: Most IEPTs showed a progressive improvement in their clinical education 

performance across internships as judged by ACP scores. Areas of strength included subjective 

assessment, treatment delivery, patient confidentiality, and inter-professional respect. Areas of 

weakness included objective assessment, setting SMART goals, logical clinical reasoning, 

communication, confidence, time management and patient safety. The findings about IEPTs in the 

OIEPB program are partially congruent with the literature in showing the importance of cultural-

language competency and confidence in fulfilling professional roles. 

 

Keywords: Internationally educated physiotherapist, clinical internship, bridging program, Canadian 

Physiotherapy Assessment of Clinical Performance, professional competency profile.  
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Chapter 1 General Introduction  

1.1 Introduction 

Internationally educated healthcare professionals that migrate to countries with professional 

regulation and licensure systems face a wide range of difficulties. These difficulties are mostly 

differences in the cultural practice in various countries captured in specific language skills training, 

clinical skills training, extraprofessional and teamwork skills and epistemology of practice (Austin 

& Dean, 2006). Internationally educated physical therapists have often reported difficulty in 

obtaining licensure and integrating into the physical therapy workforce of the country they 

migrated to (Greig et al., 2013; Cornwall et al., 2016). Healthcare professions including physical 

therapy have developed bridging programs with aims of helping international educated healthcare 

professionals to obtain licensure and employment in their field as well as become successful, 

autonomous and competent practitioners (Sattler et al., 2015). 

In Canada, there are several bridging programs for different professions. The Ontario 

Internationally Educated Physical Therapy Bridging (OIEPB) Program, the Mohawk College 

Bridging Program for Medical Laboratory Technology, Michener Medical Radiation Technology 

Bridging Program, and the Northern Alberta Institute of Technology Respiratory Therapy 

Bridging Program are some of the bridging programs in Canada. There are good success stories of 

these programs: increase in number of internationally educated health care professionals’ licensure 

and fast integration into the professional workforce and community (Switzer-Mclntyre et al., 2015; 

Austin & Dean, 2006).  This master’s study is a component of an ongoing process and impact 

program evaluation of the OIEPB program. Specifically, the study focuses on describing the 

performance among internationally educated physical therapists during their clinical internships 
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in the OIEPB program. Throughout this thesis, IEPTs that attended the OIEPB program are often 

referred to as learners.  

In this chapter, I discuss the rationale for the study, provide the research questions with the 

rationale for my study design. Subsequently, I provide background literature of some conceptual 

terms used throughout the study. At the end of this chapter, I highlight the layout of my thesis.   

1.2  Rationale for the study 

There are concerns regarding the projected workforce imbalance in the health care professions due 

to the impact of ageing population (Austin & Dean, 2006). This concern is especially acute in 

some developed countries like the USA, UK, Canada and Australia (Drucker, 2001).  It is 

anticipated that there will be trend towards early retirement and increase in health and social care 

services because of the ageing population. Hence, Drucker (2001) noted that policy makers 

suggested that immigration of highly skilled healthcare professionals would be a great strategy to 

reduce the impact of ageing population on the healthcare professional workforce.   In the early 

1990’s, the Canadian government introduced programs to encourage internationally educated 

healthcare professionals, of which physiotherapy is among the listed professions, to migrate into 

Canada (Government of Canada, 2015; Alboim, 2002). However, Sattler & colleagues (2015) 

speculated that most internationally educated physiotherapists (IEPTs) who migrate into Canada 

are not able to practice as physiotherapists because of not being able to pass the national 

Physiotherapy Competency Examination. Evidence shows that IEPTs' pass rates on the 

Physiotherapy Competency Examination (PCE), a licensing examination required to practice 

physiotherapy in Canada, are significantly lower at a globally averaged 54% and 58% on the 

written and the clinical components, respectively, than those of Canadian graduates at 94% and 

92% from 2010 through to 2015 (Canadian Alliance of Physiotherapy Regulators, 2016). To 



  

3 

 

promote an increase in the success rate of the IEPTs, and to facilitate their entry generally into the 

Ontario physiotherapy workforce, the Canadian Alliance of Physiotherapy Regulators in the mid-

2000s identified the need for a physiotherapy bridging program (Johnson, 2007).  The 

Internationally Educated Physiotherapist Exam Preparation (IEPEP) program was funded by the 

government of British Columbia and housed in the University of British Columbia, department of 

Physical Therapy (Greig et al. 2013), while the Ontario Internationally Educated Physical Therapy 

Bridging Program (OIEPB) received both federal and provincial funding. The OIEPB Program 

was piloted at Ryerson University from 2008 to 2011. In 2012, the OIEPB program was moved to 

the Department of Physical Therapy at the University of Toronto.  

The OIEPB program is an educational program that offers both clinical and course-based materials 

to physiotherapists trained outside Canada. Its stated goal is "to help Internationally Educated 

Physical Therapists (IEPTs) gain registration to practice physical therapy in Ontario" (OIEPB 

Program, 2016 p. 1). At the time this thesis work was conducted, the program was composed of 

two streams: the comprehensive and modular streams. In the comprehensive stream, learners 

enroll in some courses of which Clinical Internships I and II are among the courses. The modular 

stream is a set of online courses that provides IEPTs with an understanding of the Canadian health 

care system, culture, and context for practice. 

The OIEPB Program has admitted and successfully graduated 5 cohorts since inception. There are 

both published and unpublished preliminary reports on the program (Norman, 2014; Switzer-

Mclntyre et al., 2015), but none were focused on any aspect of the clinical internships. The learners 

are expected to complete two clinical internships throughout the comprehensive OIEPB program. 

The Clinical Internship I is a four-week internship to address gaps identified through credentialing 

and through a learner self-assessment. The expectation is for learners to carry at least a 50% 
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caseload during this internship. Clinical Internship II is a five-week internship that will consolidate 

a learner's clinical practice skills by providing the learner with the opportunity to treat more 

complex patients. The expectation is for the learner to carry a full caseload during this internship.  

Throughout the two clinical internships, the learners are assessed using the Canadian 

Physiotherapy Assessment of Clinical Performance (ACP), which is also used in assessing 

Canadian physiotherapy students during their clinical internships. The ACP is a relatively new 

clinical assessment tool used in Canada. As such, there are few publications on the ACP, all based 

on Canadian physiotherapy students (Mori et al., 2015, 2016a & 2016b). There is no study that 

looks at how the tool has been used among internationally trained physiotherapists undertaking 

bridging programs in Ontario or elsewhere. The assessment provides information on the learners’ 

progress in the clinical internship as well as informs the learners of the expected competencies for 

entry-level practice in Canada as mapped out in the Essential Competency Profile for 

Physiotherapist in Canada (ECP) (Mori et al., 2015). The assessments are done at midterm and 

final point. These assessments provide a record about what OIEPB Program learners are gaining 

from their internships.  

Therefore, the aims of the study are (a) to describe areas of competence and areas requiring 

improvement among IEPT learners in the OIEPB program, as identified by clinical instructors 

(CIs) in comment sections of the ACP forms completed on internships, and (b) to describe the 

patterns of scores on the ACP for IEPT learners of the OIEPB program. To further explore these 

study aims, we mapped the experiences of the international healthcare professionals in their new 

country on a Professional Competency Profiles created from four healthcare professions in 

Canada.  
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1.3  Research Questions    

My thesis project has three research questions: 

1. How do the experiences of internationally educated healthcare professionals in their new 

country, as documented in the literature, map to a competency framework? 

2. What are the patterns of ACP scores among learners during clinical education in the 

OIEPB program?  

3. What are the areas of strength and areas requiring improvement in clinical performance by 

learners in the OIEPB program?  

This thesis comprises three studies. Each study answered one of the research questions listed 

above. For study 1, we employed the framework described by Grant & Boot (2009) to review the 

existing literature, thereby answering research question 1. For studies 2 and 3, we conducted 

secondary analysis describing the scoring pattern and the contents of the comment sections, 

respectively, of the ACP forms of the IEPTs that attended clinical internships in the bridging 

program. The studies 2 and 3 answered the research questions 2 and 3. The overall goal of this 

thesis was to understand the professional competencies and deficiencies in internationally educated 

physiotherapists as they attempt to integrate into the Canadian physiotherapist workforce.  

1.4 Rationale for study design  

For studies 2 and 3, we relied on existing administrative quantitative and qualitative data collected 

by the OIEBP program at the Department of Physical Therapy of the University of Toronto, 

Ontario, Canada.  Secondary data analysis entails analysis of data by researchers who were 

probably not involved in the data collection process of the research (Bryman, 2012); disadvantages 

may include that the quality of method of data collection are not in the researcher’s control 

(Sorensen et al., 1996) or the variables may be defined or categorized differently (Boslaugh, 2007). 
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However, the advantage of using the existing administrative data of the OIEPB program as an 

alternative to a survey (questionnaire) of the learners of the program is that the data set contains 

the comprehensive information of the ACP evaluation tools completed during the clinical 

internships. Secondary analysis of clinical performance assessment data also reduces the recall 

bias or error that would have occurred if learners had been asked to self-report their presumed 

level of performance in the clinical internships. Using an administrative data set also minimizes 

the potential problem of low response rate which has been associated with survey studies (Bryman, 

2012). Ultimately, this research design is appropriate for addressing the research questions 

explained in section 1.3.  

Each applicant when completing the online application signed an informed consent form, which 

gave the program administrators the right to share their data for research purposes. In addition, the 

research was approved by ethics boards at both Queen's University and University of Toronto, as 

described in chapters 3 and 4. 

1.5  Background literature review  

1.5.1 Ontario Internationally Educated Physical Therapist Bridging (OIEPB) Program 

The OIEPB program is an educational program that focuses on improving communication skills 

of the IEPTs (hereinafter referred to as learners) in the cultural context of Canadian physiotherapy 

practice. The OIEPB program prepares its learners for both the written and clinical PCE. The 

program typically targets IEPTs but sometimes offer refresher courses for Canadian trained 

physiotherapists who need bridging in one aspect of their practice. Admission into the program is 

determined by the needs of the IEPTs assessed by the OIEPB Program Committee.   
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The Comprehensive Bridging Program is a 10-month program with online and onsite learning 

components. These components provide opportunities to refresh skills, gain support from a 

network of peers and mentors, experience the Canadian healthcare workplace first-hand, and gain 

assistance in job and career planning. In the OIEPB Program's most recent iteration, there are eight 

onsite sessions, online learning events one day/week, online interaction, assignment, resources, 

and continuous learning opportunities across the whole program. The comprehensive bridging 

program's unique feature is the opportunity for clinical internships; these are done starting in 

September and January of each academic session of the program. The clinical internships provide 

opportunity for learners to refresh their skills and integrate clinical reasoning in the Canadian 

context as well as exposure to the Canadian healthcare workplace practice models. It also provides 

opportunity for networking and mentorship between the learners and the practicing physical 

therapists. The primary objective of the clinical internship I is to provide the learners with 

opportunities to gain practice in applying fundamental skills in the clinical arena. The learners have 

hands-on training to address Canadian physiotherapy practice gaps. Learners can be independent 

in activities where they have demonstrated competence and build a caseload that is appropriate for 

their skill level. The final clinical internship creates an opportunity for learners to apply skills in 

complex client populations in any area of practice. The internships assist the learners to address 

gaps identified through credentialing and through self-assessment. Throughout the two clinical 

internships, their clinical instructors (CIs) assess the learners using the tool developed and used 

for students in Canadian physiotherapy educational programs: the Canadian Physiotherapy 

Assessment of Clinical Performance (ACP). The ACP provides information on the learners’ 

progress in the clinical internship in relation to the expected competencies for entry-level 

physiotherapy practice in Canada. Specifically, the CI for each learner enters scores and comments 
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into the ACP form at both midterm and final points of the internship to rate and describe the 

performance of the learner under his/her supervision.  

The program has admitted and successfully graduated 5 cohorts of IEPTs: 1st cohort (n=16), 2nd 

cohort (n=39), 3rd cohort (n=39), 4th cohort (n=27) and 5th cohorts (n=35). For reasons explained 

in chapters three and four, we analysed the ACP forms for the last three cohorts only.  

1.5.2 Internationally Educated Physical Therapist (IEPTs) 

IEPTs are physical therapists or physiotherapists trained outside Canada. The latter terms are 

treated as synonymous (World Confederation for Physical Therapy, 2016). Any physiotherapist 

that is not trained in any of the physiotherapy education programs in Canada is considered an IEPT. 

The Canadian Alliance of Physiotherapy Regulators (CAPR) listed top 19 countries with IEPTs 

that have applied for credentialing (CAPR, 2016b). The countries include (in alphabetical order) 

Australia, Brazil, Colombia, Egypt, Hong Kong, India, Iran, Ireland, Israel, Jamaica, Netherland, 

New Zealand, Nigeria, Pakistan, Philippines, Poland, South Africa, United Kingdom, and United 

States of America. However, there may be IEPTs from other countries not listed. In this study, 

IEPTs that were or are enrolled in the OIEPB program are referred to as learners.    

1.5.3 Physiotherapy Competency Examination (PCE) 

The Physiotherapy Competency Examination (PCE) “tests qualified exam candidates for 

a demonstrated a minimum standard of practice” (CAPR 2016 p.4). The exam evaluates the 

competencies needed to practice physiotherapy in Canada. Both Canadian and internationally 

trained physiotherapist are required to pass the PCE before being eligible to register to practice as 

an autonomous physiotherapist in Canada. However, the only exception is that the province of 

Quebec does not require graduates of a Quebec physiotherapy education program to undertake the 

PCE (CAPR, 2016b).  
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The PCE has two components: the written component (PCE-W) and the clinical component (PCE-

C). The PCE-W is a multiple-choice exam that tests the candidates' understanding of principles 

and practice of physiotherapy in the Canadian context; the PCE-C uses an Objective Structured 

Clinical Exam (OSCE) format to test the candidate’s ability to apply the principles and practice of 

physiotherapy in the Canadian context safely, professionally and effectively (CAPR, 2016).  The 

PCE-W is the qualifying exam that every applicant (both Canadian and internationally educated 

physiotherapist) must pass before being allowed to attempt the PCE-C, which is the Physiotherapy 

National Exam. Other than the Quebec exception noted above, the applicant must pass both exams 

before being eligible to register to practice as an autonomous physiotherapist in Canada.  

1.5.4 Essential Competency Profile for Physiotherapist in Canada (ECP) 

The ECP (often referred to as the Profile) is the official foundational document that describes the 

required competencies (skills, attitude, and knowledge) required both for entry level practice of a 

physiotherapist and throughout practice (National Physiotherapy Advisory Group (NPAG), 2009).  

The Profile was developed through a five-phase process that involved physiotherapists across 

Canada. It was developed from a four-level framework adapted from the competency framework 

of Canadian physicians (“the CanMEDS Roles”), (NAPG, 2009). The four levels are Roles, 

Definition of the Roles, Key Competencies, and Enabling Competencies. There are seven 

physiotherapy roles listed in the profile: Expert, Communicator, Collaborator, Manager, Advocate, 

Scholarly Practitioner, and Professional. Each of the physiotherapist’s roles has its definition, key 

competencies, and enabling competencies. There are 23 key competencies that describe the roles 

and each of the key competencies is further explained by the enabling competencies (a total of 85). 

Detailed reports on each of the roles with the corresponding key competencies and enabling 

competencies is available in the official document of the ECP (NPAG, 2009).  
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1.5.5 Canadian Physiotherapy Assessment of Clinical Performance (ACP) 

The ACP was developed following a comprehensive process as explained by Mori et al., (2015).  

There were three phases of development of the ACP. Phase 1 used a Delphi approach method to 

gain expert consensus on the rating scale, the items that would make up of the measures and the 

number of comment boxes. Phase 2 used an interview approach to engaging clinical instructors, 

recent graduates, and experts. The clinical instructors (Cls) and the recent graduate interviews 

aimed at exploring Cls’ comprehension of the tools and to provide student-user perspective (Mori 

et al., 2015). From phases 1 and 2 a first draft was produced, which was used in phase 3 to 

determine the face and content validity of the draft ACP tool. The results of phase 3 were used for 

field testing, which included internal consistency, construct validity and practicality of the ACP 

across the CIs in the Canadian physiotherapy education programs (Mori et al., 2016a; 2016b). 

The ACP items are based on the key competencies listed in the Essential Competency Profile for 

Physiotherapists in Canada (ECP) (NPAG, 2009).  Therefore, the ACP has the same features of 

the ECP including the roles, the key competencies and enabling competencies descriptors. For the 

ACP, the expert role was divided into three components: expert – focus on assessment (2 key 

competencies, therefore 2 items); expert – focus on analysis (3 items); expert – focus on 

intervention (3 items).  Other roles are communicator (3 items), collaborator (2 items), manager 

(3 items), advocate (1 item), scholarly practitioner (1 item) and professional (3 items). Typically, 

each of these items are the key competencies with the enabling competencies as descriptors. These 

descriptors act as a guide for the assessor or CI’s to rate or comment on each of the role. The only 

exception is that the 3 key competencies under scholarly practitioner role form only 1 ACP item. 

Overall in the ACP, there are 21 items with 9 pairs of comment boxes. Each item is rated using a 

rating scale that ranges from 1-10 with anchor descriptors modified from the PT-CPI: version 2006 

(Roach et al., 2012). The anchor descriptors in the ACP are beginner, advanced beginner, 
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intermediate, advanced intermediate, entry level, and with distinction, representing levels 1, 3, 5, 

7, 9 and 10 respectively. Levels 2, 4, 6 and 8 have no explicit description. For instance, if a clinical 

instructor decides that a performance is between beginner and advanced beginner, the clinical 

instructor selects level 2; between advanced beginner and intermediate, there is level 4.  A 

physiotherapist is expected to perform at level 9 in all the key competencies, indicating entry level 

performance; level 10 ('with distinction') is used to represent performance exceeding entry level. 

The definitions of the anchor descriptors were explained in the ACP. In addition to the rating scale, 

clinical instructors have the option of indicating if there are significant concerns during the 

internship on any of the items. Each of the items in the ACP is to be rated twice during the clinical 

internship: midterm and final point.  

Mori et al (2016b) demonstrated that ACP has a strong internal consistency; Cronbach’s alpha 

values for each role ranged from 0.94 to 0.99. The ACP was also shown to have good criterion 

validity as there were significant correlations (r= 0.51-0.84) between the aligned items of the ACP 

and the previously used tool (Physical Therapy – Clinical Performance Instrument, PT-CPI) and 

significant performance differences among the senior, intermediate and junior PT students. In 

addition, Mori et al (2016a) demonstrated that the ACP is a practical measure: the vast majority of 

CIs indicated scores of agree or strongly agree for a series of six questions about ACP feasibility 

and satisfaction. There is no published data regarding inter-rater reliability of the ACP. 

1.6 Dissertation layout 

This dissertation is organized in a manuscript based format. In Chapter 2, we present study 1, a 

manuscript of a systematized review of literature guided by the framework described by Grant & 

Boot (2009).  The review explored the literature that describes the experiences of internationally 

educated healthcare professionals in their new country. Chapter 3 is the report of study 2, a 
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manuscript describing the pattern of ACP scores among the learners during the clinical internships 

in the OIEPB program. Chapter 4 is the report of study 3, also a manuscript describing the areas 

of strength and areas requiring improvement in the clinical performance of learners in the OIEPB 

program based on the comments written by clinical instructors.  In chapter 5, I provide the 

summaries of each study, highlight their conclusions, integrate the studies and link them up to the 

thesis objectives. Subsequently, I provide the implications of the findings and discuss future 

directions of research. 
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Chapter 2 
Mapping evidence from the literature about the experience of internationally educated 

health professionals to Canadian professional competency profiles of four professions 

2.1 Abstract  

Purpose: To explore descriptions of experiences of internationally educated healthcare professionals in 

their new country and to map these experiences using a competency framework.  

Method: We systematically searched for literature in Medline, EMBASE, CINAHL, and PsycINFO. We 

included any article published between 2000 and 2017 that described the experiences of internationally 

educated healthcare professionals (IEHPs) in four professions in attaining registration in their new 

countries.  Data were analyzed using conventional content analysis. Themes in these articles were mapped 

across a competency framework based on the profiles of four selected professions in Canada (medicine, 

physiotherapy, occupational therapy and pharmacy).  

Result: Thirteen articles were included; most were conducted in Canada and among internationally 

educated medical doctors. Themes were mapped to all the roles in the professional competency profiles 

except the Health Advocate role. Communicator role was the most frequently discussed role; IEHPs often 

needed to improve in culture-specific communication including but not limited to verbal and non-verbal 

cues during assessment, documentation and treatment of clients.  We created a pictorial representation for 

describing IEHPs’ deficiencies in roles/ competencies for professional practice. In this representation, 

cultural-language and confidence deficits contribute to the deficiencies seen in roles and competencies 

among IEHPs in their new country.  

Conclusion: It is possible that IEHPs’ abilities to fulfill the explicit roles in the competency profiles depend 

largely on having good cultural-language competence as well as confidence. Exposing the IEHPs’ to 

Canadian practice is one of the strategies for cultural-language and confidence enhancement, consistent 

with findings reported in the nursing profession.   

Key words: International educated healthcare professionals, professional competency profiles, international 

mobility,  
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2.2 Background  

The migration of healthcare professionals to practise in countries other than where they obtained 

their professional qualification is on the increase.  This workforce migration is typically in the 

direction that healthcare professionals from low and middle-income countries migrate to high 

incomes countries (Glinos, 2014). However, the reason for workforce migration can include both 

pull factors and push factors. Examples of push factors that motivate healthcare professionals to 

leave their home countries include low pay, limited career opportunities, unemployment or civil 

unrest; whereas livelihood migrants who migrate to countries with a higher standard of living 

compared to their home countries are examples of being influenced by pull factors (Moran et al., 

2005; Dumont & Lemaitre 2005; Chen 2009). The term "brain drain" has been used to describe 

the loss of well-educated people from one country when they migrate to another, and "brain 

circulation" refers to the migration of well-educated people to one country for a period, followed 

by a return to the country of origin (Gaillard & Gaillard 1997; Carrington & Detragiache, 1999). 

The concepts of “brain drain” and “brain circulation” are discussed among policy makers on 

workforce mobility (Docquier et al., 2007). For instance, some argue that healthcare workforce 

mobility should be encouraged because it supports individual freedom and success; others argue 

that it compromises the health systems of the immigrants’ country of origin, especially those 

migrating from developing countries. The context of explicit regulation, such as for physiotherapy 

in Canada, adds a unique perspective particularly to the concept of “brain drain”; highly educated 

physiotherapists leave their country of origin and then face the hurdle of obtaining registration 

prior to practice.  

The first step toward registration for physiotherapy practice in Canada entails credentialling – i.e., 

assessing the professional competence of the internationally educated physiotherapists (IEPTs), 

through evaluation of their prior formal education. Following successful credentialling, the second 
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step is completing the national licensure examination: the Physiotherapy Competency 

Examination (PCE).  Due to the variability in educational training, scope/model of practice and 

differences in practice settings, most of the IEPTs do not attain registration in Canada quickly (Foo 

et al., 2016; Sattler et al., 2015). Hence, many IEPTs choose an alternative pathway to workforce 

integration (e.g., physiotherapy assistant) while some end up in totally different professions such 

as medical sales representatives or cashiers (Covell et al., 2016). This represents a loss of economic 

benefits to both the country of immigration and the IEPTs. In the language of "brain drain", the 

receiving country has arguably received less than it has drained. This argument is true for other 

regulated healthcare professionals in Canada (Sattler et al., 2015).   

The underutilization of internationally educated professionals is an important public and economic 

policy issue in Canada.  Its estimated cost to the Canadian economy is about $2 billion annually 

(Government of Canada, 2015).  Efforts are constantly focused on facilitating internationally 

educated healthcare professions into the Canadian workforce (Baumann & Blythe 2009; Baumann 

et al. 2006; Blythe & Baumann 2008). These efforts have created new policies, programs and 

promising practices to facilitate internationally educated healthcare professionals into the 

Canadian workforce (Health Canada, 2017; Drummond & Fong, 2010). There is a significant 

amount of literature published about IEHPs in Canada, although the majority of it is focused on 

nurses and medical doctors (Covell et al., 2016; Baumann et al., 2010a; Covell et al., 2014; Hefley 

et al., 2010; Beaton & Walsh, 2010). While most reviews provided specific themes and overviews 

of existing literature in this field of study, we could find only one that provided registration factors 

that limit international mobility of people holding physiotherapy qualifications (Foo et al., 2016). 

Among those that provided specific themes, there were no attempts to relate these themes to the 

roles and competencies expected of those healthcare professionals in the migrant new country.  
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In Canada, there are documents describing the roles and competencies in profiles for many 

healthcare professions. These competency profiles not only inform the examinations required for 

entry to practice, they also describe what healthcare professionals are expected to achieve and 

maintain throughout their practice in their specific professions. Four healthcare professions in 

Canada have competency profiles that have largely similar structures: physiotherapists, 

occupational therapists, physicians and pharmacists. Among dominant health professions in 

Canada, only nurses have a very different structure to their competency profile. For the previously 

mentioned four professions, the competency profiles describe how members of those professions 

practice in Canada and, to varying degrees, in other countries with similar education and healthcare 

systems. 

The purpose of this review was to conduct a systematic review to examine the experiences of 

internationally educated healthcare professionals with regard to the competencies they need for 

practice in their new country. We searched for literature that described experiences either from the 

migrants' perspectives or the perspectives of professionals or regulatory authorities in the new 

country.   We mapped these experiences using a competency framework based on the competency 

profiles in the four selected professions in Canada. The findings of this mapping process may 

provide information for systems that support integration of internationally educated healthcare 

professionals into the workforces of the countries to which they have migrated.  

2.3 Method  

This review follows the framework described by Grant & Boot (2009): Search, Appraisal, 

Synthesis and Analysis, incorporating elements of what they describe as critical and systematised 

reviews. Specifically, the search and review processes were conducted systematically although 

articles were descriptively and qualitatively critiqued. This format is appropriate to the topic 
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because it allows a systematic selection and examination of articles that contain information of 

importance for the overarching research question. Also, the review intends to answer a specific 

question rather than present a general scoping of the literature.  Additionally, the evaluation of the 

studies was purely descriptive following the step by step framework by Ryan & colleagues (2007).  

We qualitatively evaluated only empirical studies or report with research results. Although we 

included opinion or commentaries, these types of articles were not qualitatively evaluated. This 

descriptive, qualitative evaluation method was more appropriate than a quantitative approach such 

as meta-analysis for two reasons: the latter often requires two reviewers for its authenticity; and 

there is not enough literature on this topic to warrant such advanced analysis. Nevertheless, articles 

were included based on clear established inclusion and exclusion criteria.  Therefore, this review 

answers the question: How do the experiences of internationally educated healthcare professionals 

in their new country, as documented in the literature, map to a competency framework? 

2.3.1 Search  

We systematically searched for articles that explore the experiences of migrants in attaining 

registration/licensure and entering the workforce in their new country. The first search was 

conducted in CINAHL using the subject terms “foreign personnel professional” or “career 

mobility, International”. Subsequently, variations of terms like “internationally educated, 

internationally trained, international graduates, foreign graduates” were combined with other 

search terms as shown in figure 2.1. Systematically, these search terms were repeated in 

MEDLINE, ERIC, EMBASE and PsycInfo. We restricted our search to articles published in 2000 

or later; the choice of this time was based on our interest to understand recent experience as there 

are evolutions of practice models across the globe and within professions.  Multiple review articles 

were found in the search (Covell et al., 2014; 2016; Foo et al., 2016; Dywili et al., 2013). The 
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reference lists of these articles were used to find additional relevant articles or reports but the 

reviews were not otherwise directly considered in the analysis. In addition, the reference lists of 

all relevant articles were reviewed to identify additional relevant articles or reports (i.e., grey 

literature). Also, professional websites and the conference proceedings for international 

associations of the four professions with similar professional competency profiles were hand 

searched. It is important to acknowledge that the nursing profession has contributed a huge 

literature in this area of study. However, literature that focused specifically on nurses was excluded 

because the Canadian professional competency profile for nursing does not clearly map to the 

profiles of the other professions included in this study. Hence, it would have been problematic to 

map literature focused only nursing alongside the other four professions with similar professional 

competency profiles.  

 

Figure 2.1- Initial search in CINAHL. Search terms in the blue-outlined boxes were searched using 

“Major focus/MM” while the search terms in the red-outlined boxes were “exploded/MH”. 
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2.3.2 Study Selection  

The articles or reports retained for analysis could be opinion/editorial, evaluation or research 

reports. Articles or documents were excluded if they (a) focused only on the registration/licensure 

process or career mobility with no description of the problems and/or experiences of migrants in 

attaining registration/licensure, (b) were not written in English language, or (c) focused only on 

professionals other than physician, physiotherapist, occupational therapist and pharmacist. Each 

result from the database search was exported to a reference manager, where duplicates were 

removed. Subsequently, the principal author exported the titles and abstracts of the remaining 

articles to Microsoft Excel to enable screening, using the PRISMA guideline for selecting articles 

(see figure 2.2).  Selection of the articles for inclusion proceeded in three phases. In phase one, 

title screening, any article that had internationally educated professionals, or equivalent, as one of 

the terms in their title and any other articles for which the key words included 'career mobility, 

international' was retained. In phase two, abstracts for each of the articles  retained from phase one 

were read; retaining only the articles that included some element of description of the experiences 

of internationally educated healthcare professionals in attaining registration (especially those with 

themes resonating in the professional roles and competencies) in their new countries. In phase 

three, the full text of the remaining articles from phase two were read and final included articles 

were selected.  We developed a spreadsheet with columns to chart the articles' metadata as well as 

information that reflected my review questions: authors, year of publication, country of study, type 

of document (e.g., research or opinion paper) and content related to roles as competencies, as 

described below.  
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Figure 2.2 flowchart to show selection of studies 

2.3.3 Framework that informed data analysis 

Competency profiles are documents that clearly specify roles and professional competencies 

required of the members of the profession. Professional competency involves the application of 
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knowledge in solving real life problems, integrating clinical evaluations into clinical reasoning, 

and communicating effectively with clients and colleagues (Epstein & Hundert, 2002). In the 

professional competency profiles for physiotherapists, physicians, occupational therapists, and 

pharmacists, there are seven “roles” identified, and competencies identified for each "role". The 

seven “roles” are Expert, Communicator, Collaborator, Scholarly Practitioner, Health Advocate, 

Practice Manager and Professional, (Table 2.1), although the terms used vary slightly by 

profession. Each of these roles have “key” and “enabling” competency statements. These 

statements clearly explain what each role entails. An amalgamated version of the seven roles was 

used as a framework for phase two of data analysis, described below. 

2.3.4 Data analysis 

Data analysis was done in two phases: In phase one, we critically described the included study 

using the step-by-step guide to critiquing quantitative and qualitative research described by Ryan 

& colleagues (2007). For this review, we concentrated on elements influencing the robustness of 

a study as highlighted in appendix A. In phase two, we employed conventional content analysis 

process described by Hsieh & Shannon (2005) to map themes across the “roles” described in the 

competency framework in table 2.1. Initial codes were generated based on the “theory driven 

principles” (Foo et al., 2016).  Two reviewers independently read word by word to derive codes 

highlighting the exact words from the text that appeared to capture the key thoughts and concepts. 

During this process, we kept reflective notes to write down our impressions, thoughts and initial 

analysis. The initial coding formed the units of analysis upon which labels for codes emerged. The 

initial coding was informed by the different professional roles and competencies of healthcare 

professionals included in this study. The emerging codes were sorted into categories based on how 

the codes were linked together in each “role” level of professional competencies.  These emergent 
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categories were organised into a meaningful cluster retaining the “real” text supporting the 

clusters.  The clusters form the sub- themes at the different “role” level of the ACP. These sub-

themes were clustered to create a theme for discussion. This approach is appropriate because we 

are directly mapping the content of these articles on roles of the already existing professional 

competency profiles. A second reviewer independently followed the same process and any 

disagreement was discussed and resolved.  
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Table 2.1: Professional Competency Framework 

Role Professions 

Physiotherapy Medicine Occupational therapy Pharmacy 

Expert Expert Medical Expert Experts in enabling occupation Knowledge and Research application* 

Communicator Communicator Communicator Communicator Communication/Education 

Collaborator Collaborator Collaborator Collaborator Patient care, Inter and Intra Professional 

Collaboration 

Scholarly 

Practitioner 

Scholarly 

Practitioner 

Scholar  Scholarly Practitioner Knowledge and Research application* 

Health Advocate Advocate Health 

Advocate 

Change Agent Health Promotion 

Practice Manager Manager Leader Practice Manager Practice Setting 

Professional Professional  Professional  Professional  Product distribution, ethical, legal and 

professionalism 

 

Roles in the left grey-shaded column are the roles in the framework used for data extraction and analysis in this study. 

* Knowledge and Research application are mapped to both Expert and Scholarly Practitioner 

Source: National Physiotherapy Advisory Group (NPAG) (2009) National Association of Pharmacy Regulatory Authorities (2014); Canadian 

Association of Occupational Therapists (2007); CanMEDs (Frank, 2005) 
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Table 2.2- Summary of the reviewed articles 

Authors/country  Article title Type of article- 

Study design 

Study aim Participants (n) 

Sullivan et al. 

(2002) 

Australia 

A pre-employment programme for 

overseas-trained doctors entering 

the Australian workforce, 1997–99 

Quantitative –pre and 

post 

To describe the programme and report on 

the findings of 3 years of the programme. 

Overseas- trained 

doctors (n=66) 

Hawken (2005) 

New Zealand 

Overseas-trained doctors’ 

evaluation of a New Zealand 

course in professional development 

Quantitative- pre and 

post 

To find out how overseas-trained doctors 

(OTDs) rated the usefulness of the 

Professional Development component of 

the Overseas Doctors Training Programme 

in preparing them to work in the New 

Zealand health context. 

Overseas-trained 

doctors (n=25) 

Narasimhan et al. 

(2006) 

New Zealand 

International medical graduates’ 

training needs: perceptions 

of New Zealand hospital staff 

Quantitative-Cross-

sectional survey 

(questionnaire) 

To determine the opinion of New Zealand 

doctors and nurses on the possible training 

needs of international medical graduates 

(IMGS) in New Zealand hospitals. 

New Zealand doctors 

(n=68) and 

nurse(n=58) 

Moran et al. (2005) 

UK 

There's no place like home" A pilot 

study of perspectives of 

international health and social care 

professionals working in the UK 

Qualitative- Cross-

sectional 

survey(questionnaire) 

To capture preliminary data on the 

perspectives and motives of health and 

social care professionals of non-UK origin 

and training who have at some stage moved 

to and worked in the UK. 

Physiotherapist (n = 

11), speech therapists 

(n = 4), social workers 

(n = 10), OT (n = 1), 

podiatrists (n = 5), and 

others (n = 3). 

Austin et al. ( 2003) 

Canada 

Development of a Prior Learning 

Assessment for Pharmacists 

Seeking Licensure in Canada 

Quantitative- pilot study To evaluate the feasibility and outcomes of 

a competency-based prior learning 

assessment program for foreign trained 

pharmacists seeking licensure in Ontario 

Foreign -trained 

pharmacist(n=30) 

Amerih & Hersch, 

(2009) 

USA 

The challenges and adaptation of 

foreign educated 

occupational therapists 

Qualitative – telephone 

interview 

To explore the challenges and adaptation of 

occupational therapists who practice in 

foreign countries 

OT(n=7) 

Lockyer et al (2007) 

Canada 

 

International Medical Graduates: 

Learning for 

Practice in Alberta, Canada 

Qualitative- telephone 

interview  

To understand  the learning that occurs 

when IMG physicians enter a new country, 

where the health care system and patient 

health and expectations may differ from the 

physicians’ prior cultural 

Experience. 

IMGs (n=19)  
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Authors/country  Article title Type of article- 

Study design 

Study aim Participants (n) 

Mulholland et al. 

(2013) 

Canada 

Exploring the integration of 

internationally educated 

occupational therapists into the 

workforce 

Qualitative-semi 

structure interview  

To explore the experiences of stakeholders 

involved in the integration of 

internationally educated occupational 

therapists (IEOTs) into the BC workforce 

IEOTs (n=40), 

supervising 

occupational therapist 

(n=12) and mangers 

(n=7) 

Johnson & Baumal 

(2010) 

Canada 

Assessing the workforce 

integration of internationally 

educated health professionals  

Qualitative-focus 

group* 

To determine the barriers (if any) that 

practising internationally educated health 

practitioners face in integrating into the 

Canadian workforce 

IEHPs (n=75); Med. 

Lab tech (n=24), 

Med.Rad.Tech (n=8), 

OT (n=25), Pharmacy 

(n=7), PT (n=11) 

Johnson (2007) 

Canada 

Integrating Internationally 

Educated Physiotherapists 

Qualitative-Focus 

group**  

To understand the experiences of the IEPTs 

regarding a variety of aspects of the 

integration process (i.e. immigration, The 

Alliance, seeking employment, provincial 

regulators, etc.). 

IEPTs (n=36-60) 

Baumann et al 

(2010a) 

Canada 

The Authors respond to call for 

papers for internationally educated 

healthcare professionals in Canada 

Commentaries To providing summary to all the authors’ 

opinion on the call for papers.  

IEHPs  

Baumann et al 

(2010b) 

Canada 

Internationally Educated 

Health Professionals: Workforce 

Integration and Retention 

Opinion paper To understand who IEHPs are, the 

challenges they face and how to facilitate 

their entry and integration into the 

workforce. 

IEHPs  

Fiscella & Frankel 

(2000) 

USA 

Overcoming Cultural Barriers: 

International Medical Graduates in 

the United State 

Opinion Paper To describe the effect of cultural difference 

on encounters between international 

medical graduates (IMGS) and their 

patients  

IMGs 

*=  is a multi-faceted report; however, only the qualitative themes were included in the present review. There were 14 focus groups with participants in each focus group ranging from 3-16 IEHPs.  

**= is a multi-faceted report; however,, only the qualitative themes were included in this review. There were 6 focus groups with participants in each focus group ranging from 6-10 IEPTs 
IEHPs- Internationally Educated Health Professionals; IEPTs- Internationally Educated Physical Therapist; PT – Physical Therapist. OT- Occupational Therapist. IEOTs- Internationally Educated 

Occupational Therapists. IMG- International Medical Graduates. Med.Lab.Tech= Medical Laboratory Technology; Med Rad Tech= Medical Radiation Technology.  

 

 

 



  

29 

 

 

2.4 Review findings   

2.4.1 Descriptive  

The search yielded 356 articles; after removing duplicates, 164 were considered as potential 

articles. After abstract reading of the 164 articles, 108 were excluded based on the exclusion 

criteria.  A total of 56 articles were kept for full text reading, of which the majority were excluded 

because the article focused on nurses alone (see figure 2.2). Only 13 articles met inclusion criteria, 

of which 3 were narrative/opinion/commentary without data and 10 were qualitative (n=3), mixed 

method (n=2) and quantitative studies (cross-sectional, n= 3 and pre and post intervention study, 

n=2). The articles selected were conducted or written in Canada (n=7), USA (n=2), New Zealand 

(n=2), Australia (n=1) and UK (n=1).   Five (n=5) of the articles was on foreign trained doctors, 

two (n=2) was on foreign trained occupational therapist, one (1) each on foreign trained pharmacist 

and physiotherapist and three (n=3) on international educated healthcare professionals with no 

specific professions mentioned. Other descriptions of the articles are seen in table 2.2. 

The results are presented in two sections: evaluation of evidence and mapping of evidence on the 

“roles” described in the competency framework. Only the ten articles or reports that included data 

(i.e., excluding opinion items) were considered in the evaluation of evidence, whereas all 13 

articles were considered in the mapping to the competency framework. It is important to note that 

the terms internationally trained, international educated, overseas trained or international health 

professionals graduate are synonymous and are interchangeably used throughout this review. We 

retained the terms used by each article to maintain originality.   
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2.4.2 Evaluation of evidence from qualitative and quantitative articles.   

Only two studies provided a framework that informed their research (Austin et al. 2003; and 

Amerih & Hersch 2009). Although other included studies did not clearly state a model or 

framework that informed their research, they created themes from the literature that were 

conceptually mapped as a boundary within which their research was situated. However, a 

statement of clear conceptual framework would have been more helpful for novice and early 

researchers.  

All ten studies stated their study design. Some of the articles mentioned some elements of 

description of the data collection instruments (e.g., questionnaire). It would have been more helpful 

if more details about the psychometric properties of the instruments were reported.  For instance, 

the reliability and validity of the measures used were not mentioned in four of the five quantitative 

studies. The only study to report measurement properties was the one by Austin et al (2002) that 

provided strong correlation scores for each of the Objective Structured Clinical Examination 

(OSCE) stations as well as its inter-rater reliability coefficient.  In addition to not reporting the 

quality of the instrument (such as whether reliable or valid), none of the four studies acknowledged 

the lack of information about instrument quality as a limitation. 

The response rates were within the acceptance range for effective data analysis in three quantitative 

studies (97% for Moran et al., 2005; 70 % for Sullivan et al., 2003; 68% for Narasimhan et al., 

2006), but was low in the other two quantitative studies (58% for Austin et al., 2002, and 30% for 

Hawken, 2005). Only one of the two explained why there was a low response rate in their study 

(Hawken, 2005).  

All the qualitative studies were explicit in explaining the underpinning of the philosophical 

approach in their studies. Furthermore, all the qualitative studies adopted the emic perspective that 
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explains a situation from the participant’s point of view with an emphasis on understanding the 

social world. The strategy for data collection was clearly described in all the qualitative studies 

but only Lockyer et al (2007) mentioned and explained how data saturation was achieved in their 

study.  

There are varying degrees of rigour (trustworthiness) across the qualitative studies. Some elements 

of rigour in documentation were achieved in all the qualitative studies; however, only two studies 

met the criteria for ethical rigour (Mullholland et al., 2013 and Amerih & Hersch, 2009). The 

majority of the procedural rigour elements like dependability, transferability, confirmability and 

goodness were achieved in three of the included qualitative studies (Lockyer et al., 2007; 

Mulholland et al., 2013; and Amerih & Hersch, 2009). However, credibility was stronger in the 

study by Mulholland et al. (2013) than in the one by Lockyer et al. (2007); the former reported 

respondent validation with all other features of credibility like triangulation, audit trails and 

reflectivity whereas the latter reported only the last three elements. Two of the elements 

(respondent validation, and reflectivity) were not clearly described in the study by Amerih & 

Hersch (2009).  

Generally, there were ethical concerns in most of the reviewed studies. Only the studies by 

Mullholland et al. (2013) and Amerih & Hersch, (2009) made clear statements on ethics 

considerations: e.g., informed consent, confidentiality issues as well as ethical permission to 

conduct the study. All the included studies discussed the findings of their results with evidence 

from the existing literature, although Narasimhan et al (2006) referenced only one study in their 

discussion section; referencing more related studies would have increased the credibility of their 

study.  In general, all the studies except those by Lockyer et al (2007) and Amerih & Hersch, 
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(2009) did not highlight the limitations of their studies.  All the studies provided practical and 

policy implications of their study. See table 2.3 for a summary.  

 

Table 2.3: Qualitative evaluation of the included studies.  

 Evaluation criteria 

Author/Country Theoretical 

framework 

Research 

design 

Data collection/ 

Analysis 

Rigour Ethical 

considerations 

Findings Study 

limitation 

Sullivan et al 

(2002) 

Australia 

No Yes Yes No  No  Yes No 

Hawken (2005) 

New Zealand 

No Yes Yes No No  Yes No 

Narasimhan et 

al., (2006) 

New Zealand 

No  Yes Yes No No  No No 

Moran et al., 

(2005) 

UK 

No  Yes Yes No No  Yes No  

Austin et al ., 

(2003) 

Canada 

Yes  Yes Yes No No  Yes No  

Amerih & 

Hersch, (2009) 

USA 

Yes Yes Yes Yes yes Yes Yes 

Lockyer et al., 

(2007) 

Canada 

No  Yes Yes Yes No  Yes Yes 

Mulholland et al., 

(2013) 

Canada 

No  Yes Yes Yes yes Yes No  

Johnson & 

Baumal (2010) 

Canada 

- Yes No - No  Yes No  

Johnson (2007) 

Canada 

- Yes No - No  Yes No  

The table shows data for the 10 included studies that reported data (not the 3 editorial/opinion articles). 

Yes = met the criteria; No = did not meet the criteria; - = not applicable. All the studies reported the policy 

implications of their study.  

 

2.4.3 Mapping evidence to the “roles” described in the competency framework   

The themes were created based on the competency framework developed from the four 

professions' competency profiles as shown in table 2.1. The themes are Expert, Communicator, 

Collaborator, Scholarly Practitioner, Health Advocate, Practice Manager and Professional.  
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2.4.3.1 Expert  

Sullivan & colleagues (2002) designed and piloted a 4 week pre-employment workshop aimed to 

familiarise the foreign trained doctors with the Australian healthcare system.  Some of the contents 

of the 4 week pre-employment workshop were clinical clerking, judgement and diagnostic skills. 

Their results reported that there was a significant shift in the confidence of foreign trained doctors 

in clinical clerking and judgement, but not in clinical diagnostic skills.   

2.4.3.2 Communicator   

Austin et al. (2003) developed and pilot-tested a Prior Learning Assessment (PLA) for 

internationally educated pharmacist (IEP) seeking licensure in Canada. In their study, 20% (6 out 

of 30) of IEP were unable to meet standards of practice in any of the five stations. Linguistic 

barriers in the form of verbal and non-verbal skills appeared most significant and these barriers 

were consistently in the lowest percentile for all the IEP candidates.  

Baumann et al. (2009) summarised that language competency was one of the major barriers for 

workforce integration among IEHPs in Canada. Similarly, in the study by Johnson & Baumal  

(2011), IEHPs reported that overcoming language barriers is one of the challenges they faced in 

their first year of practice in Canada. These findings are consistent with those from a 

phenomenological qualitative study on the challenges and adaptation faced by foreign trained 

occupational therapists; in this study, the authors noted that accent and unfamiliarity with certain 

vocabulary are often what constitute the language barriers (Amerih & Hersch, 2009). Additionally, 

Mulholland & colleagues (2013) reported that cultural specific communication styles are necessary 

for internationally educated occupational therapists (IEOTs). They described the example that 

IEOTs struggled to understand and develop specific skills in working with clients with diverse 



  

34 

 

 

sexual orientation.  Fiscella & Frankel (2000) raised a similar concern about foreign trained 

doctors. They postulated that English test proficiency is not enough to ensure successful 

integration or practice. They stated that understanding the patient’s colloquial speech and body 

language are necessary for effective gathering of clinical evaluations (objectively and subjectively) 

as well as communicating the evaluations back to the patients.  

Furthermore, the two pre and post interventional studies demonstrated how pre-registration 

programs can improve communication in foreign trained professionals. Hawken (2005) surveyed 

89 foreign trained doctors in New Zealand after attending 10.5 month pre-training program. The 

latter reported that foreign trained doctors perceived that their confidence in communication with 

patient and professionals in their practice context had improved after the training. A similar study 

in Australia reported improvements in foreign trained doctors after attending a 4-week series of 

pre-employment workshops; they had increased confidence in communicating with clients and 

professionals and improved clarity of documentation (Sullivan et al, 2002).  

Additionally, Narasimhan et al. (2006) surveyed doctors and nurses in New Zealand, asking them 

to identify areas of needed training for foreign trained doctors with whom they have worked. 

Documentation (clinical clerking, adequacy of records, legibility, accurate drug charts), 

communication ability with patients and their families, and communication with other healthcare 

professionals were identified as the professional competencies that needed improvement. This 

finding is similar to those reported by Johnson (2007) in Canada. In his report, physiotherapy 

employers were asked to rate the statement “Official Language proficiency is an issue for 

individuals who are internationally educated in physiotherapy”; 89% either “strongly agreed” or 

“agreed somewhat”.  
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2.4.3.3 Collaborator   

Foreign trained doctors were reported to show significant increase in confidence in their ability to 

cope and relate with other professionals in an Australian hospital setting, after a 4 week series of 

pre-employment workshops (Sullivan et al, 2002). Similarly, foreign trained doctors in Alberta, 

Canada identified that understanding and learning about the roles played by other healthcare 

workers is an essential skill to work in the province (Lockyer et al., 2007).  

2.4.3.4 Scholarly Practitioner 

The self-reflective practice exercise as a component of pre-training program for the foreign trained 

doctors was very useful for their success in the national licencing exam in New Zealand (Hawkes, 

2005). Also, learning new investigation and adopting to new drug therapy are required skills that 

foreign trained doctors identified as essential for a successful practice in Alberta, Canada (Lockyer 

et al., 2007).  

2.4.3.5 Practice Manager   

A qualitative descriptive study reported that one of the stumbling blocks experienced by the 

internationally educated occupational therapists (IEOTs) was the lack of understanding of the 

healthcare system services and culture in Canada (Mulholland et al 2013). In the same study, the 

IEOTs, especially those from Asia, highlighted the overwhelming autonomy and client centered 

practice in Canada. The findings of this study align with the study by Johnson & Baumal (2011) 

in which IEHPs expressed their concern about struggling with learning the Canadian healthcare 

system in their first year of practice in Canada. Similarly, some selected internationally educated 

healthcare professionals in the UK were surveyed; they reported that a better knowledge of health 

and social care system in the UK would have made their transition easier (Moran et al., 2005). 
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Lockyer et al. (2007) conducted a telephone interview with 19 foreign trained doctors. The foreign 

trained doctors described that recognising the differences between the patients goals and doctor’s 

expectation for the patient, referral processes and adjusting to the practice culture in Alberta are 

the types of learning required to work in the clinical settings in Alberta, Canada. A similar finding 

was reported among foreign trained doctors intending to practise in New Zealand; they reported 

that they require further training in patient management (management decisions, response to calls, 

emergency care) in order for them to function effectively (Narasimhan et al., 2006). Furthermore, 

differences in documentation system, insurance regulations and case-load requirement were 

identified as challenges by foreign educated occupational therapists in learning to the work in the 

U.S.A. (Amerih & Hersch, 2009).  

2.4.3.6 Professional  

Narasimhan & colleagues (2006) reported that professional knowledge relating to medico legal 

practices, hospital policies and procedures was one of the areas that required improvement in 

foreign trained doctors intending to practise in New Zealand. Similarly, an interventional study 

reported that a significant majority of foreign trained doctors said that ethics and medicolegal 

components of a course prepared them very well for working in New Zealand (Hawken, 2005). 

Similarly, Baumann et al. (2010a) mentioned that professional education is one of the problems 

faced by IEHPs in Canada.  Even after obtaining licensure or registration, IEHPs reported that 

earning trust of patients, colleagues and team members is one of the challenges they continue to 

face in their first year of practice in Canada (Johnson & Baumal, 2011).  
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2.4.4 Other themes 

2.4.4.1 Cultural competency  

This is a frequently emerging theme in all the literature reviewed. Austin et al (2003) explained 

the complexity of the language-cultural competency profiling deficiency in the internationally 

educated pharmacist. The authors explained this deficiency in two concepts: “declarative 

knowledge and procedural knowledge”. Declarative knowledge refers to the idea that international 

educated pharmacists are able to communicate what they know in their previous practice context 

whereas procedural knowledge refers to the idea that the internationally educated pharmacists  are 

unable to communicate what they know when in a practice context different from what they are 

used to.  Procedural knowledge was deemed to be a cultural competency while declarative 

knowledge was deemed a communicative competency. Similarly, Baumann et al. (2010b) 

mentioned that cultural competency is one of the problems faced by internationally educated health 

professionals. Unanimously, the stakeholders in a study of IEOTs agreed that cultural competency 

exposure is necessary for successful integration of the IEOTs (Mulholland et al., 2013). Also, 

Johnson (2007) described the scope of cultural difference as professional conduct, client 

interaction and general interpersonal skills.  

2.4.4.2 Networking  

Networking among colleagues was mentioned as an enabler for successful registration 

(Mulholland et al., 2013; Johnson, 2007). Multiple stakeholders mentioned in these studies (the 

supervisors, the managers and the IEOTs) agreed that networking with colleagues in the profession 

has two advantages: successful registration and successful integration (Mulholland et al., 2013; 

Johnson, 2007). Specifically, Johnson (2007) described how exposure to clinical internships 

increases networks to professional colleagues, which often leads to permanent employment.  
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2.5 Discussion  

We included 13 articles in this review of which more than half were articles or studies written or 

conducted in Canada. It is therefore appropriate to discuss the findings in the Canadian context. 

We found that the information (data) from the included articles can be linked to six of the seven 

roles in the competency framework. The role for which we did not find information was Health 

Advocate. Health Advocate may be seen to be a small role in the professions' competency profiles; 

also, it may be considered as less critical than the other roles for entry into professional practice. 

Furthermore, the advocacy role is likely not a priority competency for IEHPs because the majority 

of them are struggling to understand the cultural setting for practice in Canada. Beyond the roles 

in the competency framework (table 2.1), two themes emerged in the reviewed studies: Cultural 

Competency and Networking.  

This systematized review provides evidence about the areas in which IEHPs have been found to 

need improvements across the professional competency profiles in four professions. It is not 

surprising that literature on foreign trained doctors dominated the review after excluding the 

literature on nurses. This is because there is a long history of international mobility in the medical 

profession (Covell et al., 2016). Furthermore, articles from Canada dominated the review. This 

could be explained by the recent interest in Canada on developing strategies for effectively 

engaging the foreign trained health professionals in other related employment aside from their 

previous health profession, if they are unable to attain registration or licensure in their home-

country trained profession (Landry et al., 2010). If successful, these strategies can enhance 

Canada’s benefit of having healthcare professionals immigrate, thereby attenuating the estimated 

cost to the Canadian economy when IEHPs work outside their field. These strategies also, of 

course, are beneficial to the IEHPs themselves if successful. 
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Communication skills were noted to be an area that IEHPs often have challenges; these findings 

are consistent with those reported for internationally educated nurses (Baumann & Blythe, 2009; 

Baumann et al., 2006; Sochan & Singh 2007).  Importantly, the shift from language developing 

competency (i.e., achieving the required English or French test score) to a broader cultural-

language competency suggests that either cultural competency or language competency alone is 

not enough. However, we argue that developing strategies that would enhance cultural-language 

competency as a single construct would likely be a better approach for successful integration of 

the IEHPs. Therefore, achieving a good language score is an important foundation but developing 

skills at culture-specific language appears critical for professional success (Dillard et al., 1992). 

Well & Black (2000) stated that it is possible that there are cultural differences in communication 

in different groups with the same language; hence, experience in a new cultural context of practice 

is important.  In the studies we reviewed, the majority of the experiences related to cultural 

adapation were incorporated in bridging programs. For instance, the pre-registration internship 

programs reported by Hawken (2005) and Sullivan et al. (2002) contributed to developing cultural 

and language competence among IMGs. The idea that internship programs foster cultural and 

language competence is also found in the literature about nurses (Bourgeault et al., 2010). 

However, pre-registration internship programs appear to be designed on an ad hoc basis and 

therefore may not provide enough time for IEHPs to fully develop the required cultural and 

language competency; hence, ongoing experience in this cultural context is essential for IEHPs 

even after attaining registration or licensure (Moran et al., 2005; Austin et al., 2003). This ongoing 

experience can be informal (like shadowing a practicing professional) or by a formal compulsory 

process for clinical exposure before attaining licensure in some professions (Bourgeault et al., 

2010).  
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Furthermore, communication typically does not entail only verbal interactions but rather a 

combination of verbal and non-verbal communication as well as legibility in clinical note 

documentation.  Understanding the cultural specific norms like gestures, body language, and 

norms of personal space, touch and eye contact as well as the tone of communication is necessary 

for successful registration and smooth transition of IEHPs in their new country of practice (Awaad, 

2000; Lum, 2009). Overall, good culturally competent practice translates into effective subjective 

and objective clinical examination, diagnosis and prognosis and subsequently enhances entry level 

competencies in the other roles in the competency profile (Hawken, 2005; Sullivan et al., 2002).  

Confidence has been identified by multiple authors as being an important factor for IEHPs, either 

during the process of seeking registration or after attaining it. IEHPs have less confidence in 

fulfilling the “expert”, “communicator” and “collaborator” roles in our included studies. It is likely 

that most of the IEHPs have the necessary skills and knowledge to practice in a setting different 

from their previous practice. However, they often were reported not to have the confidence to 

communicate findings to patients and during inter-professional meetings like medical rounds. This 

low confidence has been reported in professions like physiotherapist and/or pharmacist, where 

they do not have autonomy to practice in their home setting (Johnson, 2007): e.g., if a 

physiotherapist must follow a physician's instructions. Being able to communicate assessment 

findings and treatment procedures to patients and other healthcare professionals is essential for 

meeting professional standards for autonomous practice in the Canadian practice setting. 

Confidence is often built through ongoing experience in the Canadian context: for example, in pre-

employment clinical internships.  

For an effective practice manager, one must understand the specific health care system processes 

like insurance, differences in documentation (e.g. electronic documentation) and required case-
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load during practice. In addition, one must understand the healthcare professional's responsibilities 

with respect to direct access, when to refer patients to others, and when to discharge patients. It is 

not surprising that a majority of the IEHPs are reported to struggle to assume the role of a “practice 

manager”, as most of the roles of a practice manager are culturally specific and they are different 

between care setting types. For instance, the responsibilities of a “practice manager” would be 

different in an acute care setting than in a primary care setting or a long-term care setting. Having 

autonomy in practice and using a client centered approach are new to some of the IEHPs. It is 

therefore not surprising that IEHPs are reported to struggle to fulfil the role of practice manager, 

especially those from developing countries.  

With respect to the role of professional, the main area in which IEHPs are reported to need further 

improvement is medico legal ethics. This is unsurprising in light of how legal and ethical 

frameworks can be very different across cultures and countries. We propose that course-based 

program would improve the IEHPs knowledge on the medico legal practice ethics in their new 

country.  

2.6 Synthesis of IEHPs' Deficiencies in Fulfilling Professional Roles  

In synthesizing the literature with respect to the deficiencies reported among IEHPs in professional 

competencies, we noted that there seemed to be multiple types of competency related to 

communication. One is cultural competency which involves self-understanding and knowledge of 

cultural values that are often different from one’s own culture and subsequently developing 

behaviors and responsibilities to bridge with the new culture that is different from your identified 

culture (Chi and Hong, 2017). A second one is language competency which is defined as the 

knowledge and use of language codes such as grammatical rules, vocabulary, pronunciation, and 
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spelling (Bachman and Palmer, 1996). Language competency is often evaluated through formal 

English tests like the Use of English Test for English language competency test. For the IEHPs to 

effectively communicate in their new country, having basic language competency is a good 

foundation, but understanding the cultural differences, specifically those that pertain to 

communication such as colloquial and body language, is essential for successful integration into 

their new country. Therefore, we propose a third competency which we term cultural-language 

competency, defined as the mastery and integration of the cultural and language competencies 

described above. It includes but is not limited to appropriate application of vocabulary and style 

of delivery in a given situation, as well as ability to interpret verbal and non-verbal 

communications accurately. Hence, we propose that developing cultural-language competency as 

a unified construct could be a promising strategy to ensure proper and smooth transition and/or 

integration of IEHPs into their new professional workforce.  

In our synthesis, we also noted that confidence emerged as another issue that frequently needed 

attention among the IEHPs. Although confidence was sometimes related to cultural and language 

competencies, it appeared to be a distinct issue. 

Overall, our synthesis shows that cultural-language and confidence deficits contribute to the 

deficiencies seen in roles and competencies among IEHPs in their new country. Based on the 

reviewed literature, cultural-language and confidence enhancement in pre-registration program for 

IEHPs is a potentially valuable approach to address the deficiencies in the professional 

roles/competencies. We believe that we cannot fully understand the true extent of the deficiencies 

in the roles in the professional competency profile when there are cultural-language and confidence 

deficiencies. Hence, enhancing cultural-language competency and confidence would likely 

enhance the ability to see how much there is any true deficit in the “expert” and other roles. 
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Following from this, it would then be logical that when IEHPs’ cultural-language competency is 

achieved and their confidence enhanced, the IEHPs would perform up to their potential in other 

roles listed in the professional competency profile. For example, we believe that when IEHPs are 

culturally aware of Canadian practice patterns, they will likely be more confident in 

communicating with/to patients and the interdisciplinary team members during medical rounds. 

Figure 2.3 illustrates what we propose are the interwoven relationships between the existing roles 

in the professional framework in some selected professions in Canada and the two emerging 

concepts alongside the roles that emerged from our synthesis.  

 

Figure 2.3: Pictorial Representation of IEHPs' Deficiencies in Fulfilling Professional Roles  
Competencies in the left column indicate competencies that, if enhanced, we propose could influence communication. 

The improved communication could subsequently influence the ability to fulfill the roles of Expert, Collaborator, 

Professional and Practice Manager.  The dashed arrows connecting each of Scholarly practitioner and Health Advocate 

to Improved communication reflect that we propose they may be related but we did not find evidence in the literature 

to support these relationships in contrast to the other roles. IEHPs- Internationally educated healthcare professionals.  
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As the pictorial representation indicates, cultural-language competency and confidence 

enhancement are proposed to lead to improved communication, which in turn will lead to 

enhancement in all four of Expert, Collaborator, Professional and Practice Manager roles. 

Evidence in the literature is sparse with respect to Scholarly Practitioner and Health Advocate, but 

we hypothesize that improved communication will also lead to better performance in these roles. 

2.7 Strengths, limitations and recommendation 

To the best of our knowledge, this is the only study that has mapped the immigrants' perspectives 

or the perspectives of professionals or regulatory authorities in the new country to the Canadian 

Professional Competency Profiles. The search terms and the first search was done by two 

reviewers (the first author and the senior author). Other search processes and the selection process 

was carried out by only one reviewer; hence it is possible some articles must have been missed. 

One or two more searchers and/or reviewers are necessary to ensure that no relevant literature has 

been omitted. However, two reviewers independently analysed the included studies.  The review 

only included articles published in English and as such, it is possible that we missed important 

articles published in languages other than English. Including only articles in English implies that 

the findings of this review likely cannot be applied to IEHPs migrating to non-English speaking 

countries.  

Our process of critical review relied on a checklist that we applied to the 10 out of 13 articles we 

found that were studies. Only one met all the criteria in the quality evaluation checklist (Amerih 

& Hersch, 2009). The most common weakness was missing information about ethical 

considerations. This is potentially a great concern; however, it is possible that some of these studies 

are partial reports from program evaluation that may have received ethics approval and utilised 
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informed consent but did not report it in the publication. Nevertheless, it would have been helpful 

if readers had been referred to the protocol of the initial study where applicable. In addition, a 

different scheme of critical review processes may have led to different insights. 

From the review process undertaken, we propose one key recommendation: further research should 

go beyond simple language competence of the IEHPs because it seems that the development of 

strategies to enhance culturally-language competence and confidence are important.   

2.8 Conclusion 

When internationally educated healthcare professionals migrate to a new country, it is common 

for them to experience challenges related to the professional competencies expected of them in the 

new country. We were able to map the experiences to six of the seven roles in the framework based 

on the competency profiles for four healthcare professions in Canada, the exception being Health 

Advocate. Connected to these roles, we found that aspects of communication were often a major 

concern in the integration of IEHPs into their new country. From the findings, we propose that 

cultural-language competency – a unified construct combining cultural competency and language 

competency – appeared to be important for fulfilling the other roles. We conclude that methods of 

enhancing cultural-language competency are potentially important in supporting integration of 

internationally educated healthcare professionals into the workforces of the countries to which 

they have migrated. Also, we propose that confidence is an interwoven factor that may have a great 

influence on IEHPs' ability to fulfill other competencies. Ongoing experience to clinical practice 

context seems to help improve confidence and promote cultural-language competency. Overall, 

IEHPs' abilities to fulfill other roles in the competency profile may be enhanced when their 

cultural-language competency and confidence are improved.  
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Chapter 3 
Describing the patterns of Canadian Physiotherapy Assessment of Clinical Performance 

scores among internationally educated physical therapist during clinical education in a 

bridging program. 

3.1 Abstract 

Purpose: To describe the patterns of scores assigned by preceptors on a clinical performance tool 

about internationally educated physical therapists (IEPTs) during clinical education in a bridging 

program.  

Methods: We conducted a secondary analysis of quantitative data from the Canadian 

Physiotherapy Assessment of Clinical Performance (ACP) forms about IEPTs from the 4th and 

5th cohorts of the Ontario Internationally Educated Physical Therapist Bridging program. We 

extracted the ACP scores from each IEPT's form at midterm and final points for two internships 

and conducted a descriptive analysis.  

Result: We obtained 237 data sets for 61 IEPTs of whom 43% had their physiotherapy training in 

India. Most ratings indicated entry-level performance for 18 of 21 ACP items at the final point of 

both internships. The three items often rated lower than entry-level were in the collaborator and 

manager roles. Two items in the professional role and one item in the communicator role had high 

mean ratings by the final point of the second internship.  Most IEPTs (84%) either had high scores 

throughout or had improvements from lower scores to at least 'advanced intermediate' performance 

level at the final point of the second internship.   

Conclusion: Items relating to professional conduct and communicating to professionals were 

relatively high among the IEPTs, in contrast to items in other roles. Nevertheless, most IEPTs in 

this bridging program perform at or near the entry-level standard for Canadian physiotherapists by 

the end of two internships.  

 

Key words: internationally educated physiotherapist, Canadian Physiotherapy Assessment of Clinical Performance, 

clinical internship, bridging program; foreign professional personnel; clinical competence 
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3.2 Background 

The success rate of internationally educated physiotherapist in both components of the 

Physiotherapy Competency Examination – the qualifying exam and the national competency exam 

– has been low.  As a result, the Ontario Internationally Educated Physiotherapist Bridging 

(OIEPB) was created.  The OIEPB program is an educational program that offers both clinical and 

course-based materials to physiotherapists trained outside Canada. Its stated goal is "to help 

Internationally Educated Physical Therapists (IEPTs) gain registration to practice physical therapy 

in Ontario" (OIEPB Program, 2016, P1). The IEPTs admitted to the OIEPB program are referred 

to as learners. The learners are expected to have two clinical internships throughout the 

comprehensive OIEPB program. A Clinical internship is a full-time learning in a clinical 

environment for a set period of time. The Clinical Internship I is a four-week internship to address 

gaps identified through credentialing and through a learner self-assessment. The expectation is for 

learners to carry at least a 50% caseload during this internship. Clinical Internship II is a five-

week internship that consolidates clinical practice skills by providing the learner with the 

opportunity to treat more complex patients. The expectation is for the learner to carry a full 

caseload during this internship. There is preliminary evidence which shows that the majority of 

those who attended the OIEPB program have either passed the qualifying exam and/or national 

exam (Norman, 2014; Switzer-Mclntyre et al., 2015). Nevertheless, there is still room for 

improvement to ensure that all IEPTs who attend the OIEPB program succeed at both the 

qualifying and national exams. Subsequently, experiences learnt from this continuous process and 

impact evaluation of the OIEPB program could be applied to other IEPTs across Canada who did 

not attend a OIEPB program.   
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Low performance in professional competencies specific to a country is the major reason why 

internationally educated healthcare professionals often fail the professional entrance exam of the 

country to which they migrated (Johnson, 2007; Foo et al., 2016; Covell et al., 2016).  In Canada, 

these professional competencies are typically assessed and developed in a clinical setting. 

Canadian trained physiotherapists acquire and develop these competencies during their clinical 

internships in physiotherapy education programs. For IEPTs, they may have developed 

competencies that are specific to their countries' practice context and may be deficient in 

competencies specific to Canadian practice context; as such, these deficiencies would likely affect 

their performance in the national exam. Fortunately, OIEPB program has two clinical internship 

components, during which each learner is assessed by the preceptor using the Canadian 

Physiotherapy Assessment of Clinical Performance (known as ACP), the same clinical assessment 

tool used across the physiotherapy education programs in Canada. 

The ACP is a valid, reliable and practical tool for assessing the performance of students in physical 

therapy clinical education experiences in Canada (Mori et al, 2015, 2016a & 2016b). It was based 

on the roles and key competencies listed in the Essential Competency Profile for Physiotherapists 

in Canada (ECP) (NPAG, 2009). The ECP is a national document that describes the essential 

competencies (knowledge, skills, and attitude) required by a physiotherapist at the entry level of 

practice and throughout their physiotherapy career in Canada. There are seven roles identified for 

Canadian physiotherapists in the ECP: expert, communicator, collaborator, manager, advocate, 

scholarly practitioner, and professional (NPAG, 2009). In the ACP, the expert role is divided into 

three components: expert – focus on assessment; expert – focus on analysis; expert – focus on 

intervention.  
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Mori et al. (2016b) demonstrated that the ACP has a strong internal consistency; Cronbach’s alpha 

values for each role ranged from 0.94 to 0.99. The ACP was also shown to have good criterion 

validity as there were significant correlations (r= 0.51-0.84) between the aligned items of the ACP 

and the previously used tool (Physical Therapy – Clinical Performance Instrument, PT-CPI) and 

significant performance differences among the senior, intermediate and junior PT students. In 

addition, Mori et al. (2016a) demonstrated that the ACP is a practical measure: a strong majority 

of CIs indicated scores of agree or strongly agree for a series of six questions about ACP feasibility 

and satisfaction.  

During the clinical internships, the learners are exposed to the Canadian practice culture. When 

IEHPs are exposed to the practice culture of their new country, it has been noted to enhance their 

ability to perform well in licensure exams as well as better integration into the new country's 

workforce (Foo et al., 2017; Austin et al., 2003). However, we are not aware of any studies that 

have examined how IEHPs perform during clinical internships with respect to entry-level criteria 

for the profession in the new country. In the OIEPB program, because IEPTs are assessed using 

the same tool as students in Canadian physiotherapy education programs, we have an opportunity 

to explore how prepared this group of IEPTs are to enter practice in their new country-Canada.  

The purpose of this study is to describe the patterns of numeric ratings assigned by preceptors 

about the performance of internationally educated physical therapists (IEPTs) during clinical 

education in a bridging program.  

3.3 Method 

This is a secondary analysis of the rating scale of ACP forms of 62 learners of the OIEBP program 

at the Department of Physical Therapy of the University of Toronto, Ontario, Canada.   
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3.3.1 Background to ACP Data Collection 

The data were originally created at the clinical internship locations of the learners. During these 

clinical internships, the clinical instructors assessed the clinical performance behaviours of the 

learners using the ACP at the midterm and final points. For the OIEBP program, the learners 

completed two internships at two different times during the program. Their clinical internship I is 

scheduled in the middle of the 10-month bridging program and the clinical internship II is 

scheduled towards the end of the bridging program. At the end of each clinical internship, each 

clinical instructor submits the completed ACP form for the learner he/she supervised to the 

Academic Coordinator of Clinical Education of the OIEPB program.  

3.3.2 Participants/Sampling Decision 

Participants were learners who have completed the OIEPB Program. On application for the 

comprehensive stream of the OIEPB program, the applicants provided demographic information: 

age, gender, country of PT training, time in Canada, immigration status, English language ability 

test score (if applicable), PT experience outside Canada, years since graduation and years of 

experience in the Canadian health care system. For the present analysis, the participants were all 

the learners in the 4th (n=27) and 5th (n=35) cohorts of the OIEBP program (n=62 learners in 

total); scores from four time-points (midterm and final term of each clinical internship I and II) 

were extracted for each learner. Only the ACP scores of the learners in the 4th and 5th cohort were 

included in the present study because they are the only OIEPB cohorts that used the final version 

of the ACP rating system for assigning scores. As such, scores extracted from the ACP for the 4th 

and 5th cohort are expected to have greater reliability and validity than prior cohorts, and therefore 

comparable with respect to published data about Canadian physiotherapy students. 
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3.3.3 Dataset 

The ACP tool has numeric scoring and open –ended comment sections.  We extracted data from 

the two sections of the ACP. However, in this chapter, we focused on the data from the numeric 

scoring section.  We also described the extent to which the ACP items were noted as “NO-not 

observed”, “SC- significant concern”, or “WD-with distinction”. Each learner potentially had four 

datasets: one for each of midterm and final points of the two internships. 

3.3.4 ACP Scores 

In the ACP, the nine areas (expert role in three components, plus six other roles) are each assessed 

with one to three items for a total of 21 items. These items are rated based on the key and enabling 

competencies described under each role in the ECP.  Each item is rated using a rating scale that 

ranges from 1-10 with anchor descriptors modified from the PT-CPI: version 2006 (Roach et al., 

2012). The anchor descriptors in the ACP are beginner, advanced beginner, intermediate, advanced 

intermediate, entry level, and with distinction, representing levels 1, 3, 5, 7, 9 and 10, respectively. 

Levels 2, 4, 6 and 8 have no explicit description. An entry level physiotherapist is expected to 

perform at level 9 in all the key competencies; level 10 ('with distinction') is used to represent 

performance exceeding entry level.  Detailed definitions of the anchor descriptors are explained in 

the ACP instructions. In addition to the rating scale, clinical instructors have the option of 

indicating if there are significant concerns during the internship on any of the items. Each of the 

items in the ACP is to be rated twice during the clinical internship: midterm and final point. (See 

Appendix B for the sample of the ACP form.) 

3.3.5 Ethical Considerations 

Upon registration in the bridging program, the learners gave informed consent to use their 

information for program evaluation purposes, of which this study is part of the evaluation process. 
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For the current analysis, we gained ethical approval from the Queen's University General Research 

Ethics Board and the University of Toronto Health Science Research Ethics Board (Approval 

number GRHBS-112-16; see Appendix C) and (Approval number 33997; see Appendix D) 

respectively. Upon obtaining ethics approval, the OIEPB program faculty and staff provided 

anonymized demographic data for each of the learners.  

3.3.6 Data analysis  

All data were compiled into a spreadsheet. We used descriptive analysis to describe the patterns 

of the learners' ACP midterm and final term scores for both internships (clinical internship I and 

II). Quantitative data were analyzed using Microsoft Excel version 2016. Baseline characteristics 

for the IEPTs were summarized using frequencies and percentages for gender, years of PT 

experience outside Canada, country of PT education and other categorical variables. The ACP 

score data was examined for normality.  We also examined the response pattern for each item in 

the ACP level for each learner. Role scores were calculated where multiple items were 

conceptually linked within a defined role as described by Mori et al (2016b). Role scores were 

calculated as the mean of all available scores for items within that role. We plotted a progression 

graph of the mean ACP midterm and final term scores of all the learners. To describe the individual 

performance of the learners, we plotted progression graphs of their individual ACP scores. 

Subsequently, we grouped these individual graphs into five categories: (1) high performance 

throughout, (2) highly improved performance within and across internships, (3) moderately 

improved performance within and across internships, (4) moderate performance with low change, 

and (5) low performance throughout. To be in category 1, a learner must have a score of 7 

(advanced intermediate performance) or higher in 12 or more of the ACP items at all points of 

both internships and also must have a score of 9 (entry level performance) or 10 in 17 or more of 
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the final point ratings in their best internship. To be in category 2, a learner must have shown an 

obvious improvement in at least 70% of the items of the ACP in at least one internship; this 

improvement was typically from a low or moderate score at midpoint to a score of 9 (entry level 

performance) at final point. To be in category 3, a learner must have shown an obvious 

improvement similar to what was described above for category 2, except that the final point score 

was at least 7 (advanced intermediate) rather than 9.  To be in category 4, a learner must have 

shown an improvement in at least 70% of the items of the ACP, but did not attain enough 

improvement to be in category 3; most of the final term ratings were 5 or 6. To be in category 5, a 

learner must have had most of the items in the ACP rated 5 and below.  

3.4 Results 

For the descriptive analysis of all scores, we used all available data sets. One learner had no 

available data sets; there were 237 data sets for the other 61 learners. The missing data sets were 

mostly for midterm assessments and mostly from the 4th cohort (see Table 3.1).  

 

Table 3.1: Included and missing data sets 

Cohorts  Expected 

Data sets  

Missing data sets Included data sets 

CI- I CI-II 

4th cohort (n=27) 108 midterm (n=2), 

final term (n=1)  

midterm (n=4),  

finalpoint (n=2) 

108 - 9 =  99  

5th cohort (n=35)  140 Midterm (n=1) Finalpoint (n=1) 140-2= 138 

Total 248   248-11= 237 

 CI-I- clinical internship I; CI-II clinical internship II. One learner didn’t complete the internship, another learner missing all 

data for CI-II, none of the learners missed both midterm and final point of the same internship.  

 

 

The most common area of practice for internship was the musculoskeletal  area of practice 

(Table 3.2). 
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Table 3.2 Area of practice for the internship with completed ACPs 

 
Area of practice  Clinical internship I Clinical internship II Total  % 

Musculoskeletal 18 19 37 30.6 

Cardiopulmonary 14 17 30 25.1 

Neuro- 17 12 19 15.7 

Geriatrics  10 7 17 14.3 

Oncology  2 1 3 2.5 

General Practice 3 3 6 5.0 

Paediatrics 0 1 1 0.8 

Total 61 59 120 100 

 

3.4.1 Demographic information about the IEPTs 

Demographic and other data are shown in Table 3.3 for only the 61 learners for whom we had 

ACP data. There were more female (n=35; 57%) than male (n=26, 43%) learners. Almost half of 

the learners had received their physiotherapy entry level education in India (n=26; 43%).  IEPTs 

trained in Philippines (n=14; 23%) formed a great percentage of the other half of the learners. 

Most learners (67%, n=42) reported having work experience in the Canadian healthcare system, 

of which 19 out of the 42 reported their work role was as a physiotherapy assistant. Other 

demographic information is shown in table 3.3.  
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Table 3.3 Demographic information of the IEPTs included in our analysis (n=61)  
Demographic information  Frequency (%)  

Gender 

Female 

Male  

 

35 (57%) 

26 (43%) 

Countries of the IEPTs 

India                           

Philippines 

Iran 

Poland 

Brazil 

USA 

Columbia  

*Others  

 

26 (43%) 

14 (23%) 

4 (7%) 

3 (5%) 

2 (3%) 

2 (3%) 

2 (3%) 

6 (13%) 

Year graduated from an Entry level PT program  

<2000 

2000-2005 

2006-2010 

>2010 

 

10 (16%) 

19 (32%) 

24 (39%) 

8 (13%) 

 

PT experience outside Canada 

< 1 year 

1-5 years 

>5 years 

 

10 (16%) 

31 (51%) 

20 (33%) 

Length of Time in Canada 

< 1 year 

1-5 years 

>5 years 

 

 

12 (20%) 

31 (51%) 

18 (29%) 

Years not practicing after PT graduation  

<3 years 

3-5 years 

>5years  

 

 

28 (46%) 

15 (25%) 

18 (29%)  

Experience in Canadian healthcare system 

Yes  
No 

 

41 (67%) 

20 (33%) 

 

*Others include Chile, Ecuador, Egypt, Mauritius, Portugal and Hong Kong 

3.4.2 ACP results  

The ACP scores are presented in multiple ways. Section 3.4.2.1 shows the descriptive statistics 

about ACP scores at midterm and final point of both internships, and across internships. Section 

3.4.2.2 shows the findings from collapsing data about scores based on roles. Section 3.4.3 

described the patterns of the ACP scores, including Section 3.4.3.1 that shows the overall 
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progression of mean ACP scores for all IEPTs, and section 3.4.3.2 that shows the findings about 

patterns of ACP score progression among individual IEPTs. 

3.4.2.1 Item level description 

Descriptive statistics of the ACP scores at midterm and final points are presented in table 3.4 and 

3.5. The ACP data were normally distributed at midterm points except for scores on items A7_1 

(conducts self within legal and ethical requirement) and A7_2 (respect individuality and autonomy 

for the client), which were moderately negatively skewed indicating the left tail was longer with a 

greater concentration of scores on the right of the distribution (i.e., higher scores). Items A1_8 

(completes physiotherapy service) and A4_2 (supervising support personnel) had rates of 6% and 

27% for missing data, respectively. For items A7_1 and A7_2, the modal score was 9, indicating 

entry-level performance: 30% or more scored at entry level or with distinction on both items.  

As shown in table 3.5, the ACP data were normally distributed at final points only at 7 of the 21 

items: A1_3, A1_4, A1_5, A4_2, A5_1, A6_1 and A7_2. The only item with any missing data was 

A4_2 (supervising support personnel) with 14% missing. The modal score was at entry-level for 

18 of 21 items. For items A7_1 and A7_2, over half of IEPTs scored at entry-level or higher. The 

only items with a modal score lower than entry-level were A3_2 (collaborator), A4_1 (manages 

individual practice effectively), and A4_2 (supervising support personnel).  

In Items A7_2, A7_1, A6_1 and A2_1, there were 10%, 6%, 5% and 5%, respectively, of the 

learners achieved a scoring 10/10 (distinction).  

Item description per internships are presented in Tables 3.6 and 3.7. In internship 1, the modal 

scores were entry-level for items A2_1 (effective communication with interprofessional 

collegues), A2_2 (analyses client information), A3_1 (interprofessional relationship), A4_3 

(effective physiotherapy practice), A6_1 (Scholarly practitioner), A7_1 (conducts self within legal 
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and ethical requirement) and A7_2 (respect individuality and autonomy for the client). For 

internship 2, the modal scores were entry-level for items A2_1 (effective communication with 

interprofessional collegues), A3_1 (Interprofessional relationship), A3_2 (collaborator), A4_3 

(effective physiotherapy practice), A7_1 (conduct legal/ethical requirement), A7_2 (respect 

individuality and autonomy for the client), and A7_3 (development of physiotherapy profession).  

3.4.2.2 Role Scores description 

Descriptive statistics of the ACP role scores at mid and final points for all data and each for 

internship 1 and 2 are presented in table 3.8. There were occurrences of missing overall role scores 

only for roles with a single item: a score for Advocate was missing three times (2 at mid-term, 1 

at final); a score for Scholarly Practitioner was missing once at a final point. A role score for 

Manager could always be calculated despite missing data for item A4_2 because data for A4_1 

and A4_3 were always present. 

Overall role scores at the midpoint were normally distributed across learners for all roles but only 

for advocate and scholarly practitioner roles at final point. There were increases in the overall 

mean scores in each of the roles from midpoint to final point. However the IEPTs only achieved 

the advanced intermediate level (7/10) of practice for the communicator, the scholarly practitioner 

and the professional roles at final point.  Advocacy role showed the least improvement in score 

from midterm to final point. For internship 1, the IEPTs mean role scores at final point ranged 

from 5.4 to 7.8 whereas for internship 2, the corresponding range was 6.3-8.1 (see figure 3.1).  

The ACP forms also have checkboxes for CIs to indicate if there were any significant concerns by 

roles; there were no significant concerns reported for any of the learners throughout both their 

internships. 
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3.4.3 Pattern of the ACP scores  

We presented the patterns in two formats: the overall pattern which accounts for the overall mean 

of the scores of the midterm and final point of the two clinical internships, and individual pattern 

of the ACP scores, we categorised the patterns into 5 groups as described in the data analysis 

section above 3.3.6. 

3.4.3.1 Overall pattern of the ACP scores 

The pattern of the overall mean ACP scores for midterm and final of the two clinical internships 

is presented in figure 3.1. There were improvements in all the ACP mean scores in each role from 

midterm to final point, but the improvement was specific to each internship, but not continuous 

across the two internships: e.g., a learner could have a lower midterm score for an item in 

internship 2 than their final point score for that item in internship 1. Communication pertaining to 

ethical professional relationship (A2_1), conducting self within legal/ethical requirements (A7_1) 

and respecting individuality and autonomy of the clients (A7_2) had higher ACP scores than other 

items, and they showed less improvement of the mean ACP scores across all time points.   

3.4.3.2 Individual patterns of the ACP scores 

We graphed 57 of the 61 IEPTs' complete data sets. The remaining 4 had a missing data set for 

one time point (see Table 3.1). Five (8.8%) and 18 (31.6%) of the IEPTs' graphs were classified 

as category 1 (high performance throughout) and category 2 (highly improved), respectively. The 

greatest number of individual graphs (n=25, 43.9%) were classified as category 3 (moderately 

improved) graphs, and 7 (12.3%) individuals' graphs were classified as category 4 (moderate 

throughout). Only 2 (3.5%) individuals' graphs were classified as a category 5 (low performance). 

Examples of each of these graphs is shown in figures 3.2 - 3.6 (see appendix E for all other graphs).  
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Table 3.4 Overall ACP CI mid point data @ item level descriptive statistics 

 Expert role Communicator Collaborator Manager Advo Sch.pr Professional 
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Mean 4.61 4.38 4.45 4.29 4.36 4.74 4.50 4.36 5.67 5.16 4.65 4.90 4.90 4.49 4.04 5.10 4.28 5.26 6.46 6.74 4.70 

Standard deviation 2.20 2.18 2.22 2.25 2.24 2.31 2.36 2.41 2.39 2.42 2.24 2.59 2.66 2.32 2.46 2.53 2.46 2.53 2.40 2.24 2.77 

Median 5 4 4 4 4 5 4 4 6 5 5 5 5 4 4 5 4 5 7 7 5 

Mode 5 3 4 3 4 3 6 1 7 7 5 1 3 3 1 7 1 5 9 9 1 

Maximum  9 9 9 9 9 10 9 9 10 10 10 9 9 9 10 9 9 10 9 10 10 

Minimum 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 2 1 

FC1 11 13 12 17 14 12 16 18 8 9 10 18 17 14 22 11 23 11 4 1 24 

FC2 14 11 16 11 16 9 14 13 6 12 15 8 7 12 5 10 11 8 6 7 3 

FC3 15 24 14 21 14 20 13 17 10 15 17 12 20 22 12 20 16 11 8 3 17 

FC4 14 15 21 16 21 14 16 8 12 10 12 15 5 14 6 6 9 15 6 9 5 

FC5 23 16 13 13 14 20 11 16 18 16 19 15 20 13 16 16 18 24 18 18 20 

FC6 13 14 15 15 12 9 20 12 14 13 18 12 7 10 9 8 10 5 7 6 7 

FC7 17 14 15 13 15 19 15 15 21 22 14 15 17 16 8 24 16 13 17 21 12 

FC8 5 5 6 7 7 9 5 6 13 12 8 9 4 13 3 8 6 14 15 13 4 

FC9 6 5 5 4 4 4 7 6 15 9 3 14 18 3 3 14 6 13 35 35 15 

FC10 0 0 0 0 0 2 0 0 2 2 3 0 0 0 2 1 0 3 0 3 2 

FC “null” 1 1 1 1 1 1 2 7 1 1 1 1 4 1 32 2 3 1 1 1 8 

“Null’ as % 1% 1% 1% 1% 1% 1% 2% 6% 1% 1% 1% 1% 3% 1% 27% 2% 3% 1% 1% 1% 7% 

Skewness 0.06 0.22 0.15 0.19 0.19 0.09 0.08 0.16 -0.32 -0.12 0.09 -0.01 0.07 0.13 0.31 -0.07 0.17 -0.02 -0.66 -0.67 0.14 

Kurtosis -0.89 -0.85 -0.95 -0.99 -0.99 -0.95 -1.06 -1.13 -0.83 -1.10 -0.91 -1.16 -1.21 -1.17 -0.86 -1.23 -1.15 -1.04 -0.68 -0.56 -1.19 

Number of responses  117 117 117 117 117 117 116 111 117 117 117 117 114 117 85 115 115 117 117 117 109 

% who scored 10/10 ( with 

distinction) 0% 0% 0% 0% 0% 2% 0% 0% 2% 2% 3% 0% 0% 0% 2% 1% 0% 3% 0% 3% 2% 

% who scored 9/10 ( Entry 

level) 

5% 4% 4% 3% 3% 3% 6% 5% 13% 8% 3% 12% 16% 3% 4% 12% 5% 11% 30% 30% 14% 

FC- frequency count, Advo- Advocate; Sch.pr- Scholarly Practitioner;  
Bold item indicates moderate skewness; Underline indicates item with missing value >5%; Items scores in red indicates level with higher percentage on the role.  

Using the accepted limits of ± 0.5 for skewness, between -1 and-0.5 or between +0.5 and +1 as moderately skewed and less than -1 or greater than + 1 as highly skewed  (Royston, 1992)and +3 for Kurtosis (Decarlo, 1997)  
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Table 3.5 Overall ACP CI final point data @ item level descriptive statistics 
 

 Expert role Communicator Collaborator Manager Advo Sch.pr Professional 
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Mean 6.69 6.43 6.28 6.23 6.33 6.59 6.37 6.33 7.42 6.90 6.73 6.68 6.41 6.43 5.82 6.85 5.94 6.66 7.75 7.96 6.00 

Standard deviation 1.99 2.06 2.17 2.17 2.12 2.10 2.22 2.17 2.01 2.13 1.99 2.28 2.34 2.09 2.58 2.25 2.50 2.19 1.99 1.84 2.78 

Median 7 7 6 6.5 7 7 7 7 8 7 7 7 7 7 6.5 7 6 7 9 9 7 

Mode 9 8 9 9 9 9 9 9 9 9 8 9 7 7 7 9 9 9 9 9 9 

Maximum 9 10 10 9 9 10 9 10 10 10 10 10 10 9 10 10 10 10 10 10 10 

Minimum  1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

FC1 2 2 2 2 1 3 2 2 1 1 2 3 8 2 9 3 7 1 2 1 14 

FC2 0 3 3 4 4 2 7 5 2 3 2 4 1 3 5 4 8 2 1 1 2 

FC3 9 7 12 11 11 6 7 7 5 8 5 6 4 8 8 6 10 10 3 2 11 

FC4 6 9 7 10 7 7 9 10 2 5 6 11 12 9 7 7 5 8 4 3 3 

FC5 14 17 20 15 20 16 14 17 12 13 16 10 13 18 9 9 18 18 8 8 16 

FC6 18 17 16 17 14 18 13 12 10 14 18 11 10 11 10 13 14 10 5 5 9 

FC7 24 19 15 21 19 21 23 21 19 21 19 21 27 25 19 22 18 21 19 18 16 

FC8 15 23 20 14 18 17 17 19 14 12 24 17 14 18 12 14 12 14 8 10 8 

FC9 30 20 22 24 24 26 26 21 47 39 24 31 26 24 16 38 24 27 61 58 31 

FC10 0 1 1 0 0 2 0 1 6 2 2 3 2 0 1 2 1 6 7 12 2 

FC “null” 0 0 0 0 0 0 0 0 0 0 0 0 0 0 16 0 0 0 0 0 0 

“Null’ as % 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 14% 0% 0% 0% 0% 0% 0% 

Skewness -0.66 -0.56 -0.40 -0.42 -0.43 -0.65 -0.60 -0.51 -1.07 -0.72 -0.72 -0.71 -0.75 -0.57 -0.48 -0.87 -0.42 -0.41 -1.47 -1.48 -0.49 

Kurtosis -0.21 -0.39 -0.76 -0.75 -0.80 -0.12 -0.61 -0.61 0.52 -0.37 0.04 -0.42 -0.17 -0.50 -0.92 -0.10 -0.88 -0.80 1.70 1.97 -1.00 

Number of responses  118 118 118 118 118 118 118 115 118 118 118 117 117 118 96 118 117 117 118 118 112 

% who scored 10/10 ( with 

distinction) 0% 1% 1% 0% 0% 2% 0% 1% 5% 2% 2% 3% 2% 0% 1% 2% 1% 5% 6% 10% 2% 

% who scored 9/10 ( Entry 

level) 25% 17% 19% 20% 20% 22% 22% 18% 40% 33% 20% 26% 22% 20% 17% 32% 21% 23% 52% 49% 28% 

FC- frequency count, Advo- Advocate; Sch.pr- Scholarly Practitioner;  

Bold item indicates moderate or high skewness; Underline indicates item with missing value >5%; Items scores in red indicates level with higher percentage on the role.  

Using the accepted limits of ± 0.5 for skewness, between -1 and-0.5 or between +0.5 and +1 as moderately skewed and less than -1 or greater than + 1 as highly skewed  (Royston, 1992)and +3 for Kurtosis (Decarlo, 1997)  
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Table 3.6 ACP by CI item level descriptive statistics for internship 1 
 Expert role Communicator Collaborator Manager Advo Sch.pr Professional 
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Mean 5.25 4.98 4.92 4.84 4.87 5.18 4.92 4.75 6.27 5.55 5.17 5.27 5.36 5.03 4.49 5.47 4.52 5.55 6.86 7.22 4.79 

Standard deviation 2.42 2.43 2.50 2.57 2.51 2.49 2.55 2.55 2.54 2.59 2.44 2.70 2.79 2.50 2.80 2.69 2.69 2.59 2.43 2.31 3.03 

Median 5 5 5 5 5 5 5 5 7 6 5 5 5.5 5 5 6 5 5 7 8 5 

Mode 5 3 4 3 5 5 6 1 9 9 5 7 7 3 1 9 1 5 9 9 1 

Maximum  9 9 9 9 9 10 9 9 10 9 9 9 10 9 9 10 9 10 10 10 10 

Minimum 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

FC1 9 11 12 15 12 12 14 17 7 8 11 17 19 12 23 13 25 8 5 2 31 

FC2 10 10 13 10 14 8 15 12 7 11 11 7 4 10 7 8 10 6 5 5 3 

FC3 16 21 15 21 15 16 11 14 8 16 12 11 13 17 11 15 14 18 5 4 11 

FC4 8 7 15 10 15 9 12 11 5 5 9 11 6 13 5 6 5 12 5 5 2 

FC5 19 20 14 12 17 19 12 17 17 16 22 14 16 16 12 13 23 20 13 15 23 

FC6 15 12 12 14 8 15 18 10 10 15 16 10 6 12 8 13 10 8 8 5 6 

FC7 19 14 13 15 14 15 14 17 19 14 10 19 23 13 10 20 10 13 21 17 9 

FC8 9 15 15 9 13 11 12 10 12 11 18 10 7 14 8 7 8 10 10 11 4 

FC9 14 9 10 13 11 13 11 10 33 23 10 19 21 12 10 22 13 20 44 47 23 

FC10 0 0 0 0 0 1 0 0 1 0 0 0 1 0 0 1 0 4 3 8 1 

FC “null” 1 1 1 1 1 1 1 1 1 1 1 2 4 1 23 1 2 1 1 1 4 

“Null’ as % 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 2% 3% 1% 20% 1% 2% 1% 1% 1% 3% 

Skewness -0.12 -0.01 0.04 0.09 0.11 -0.08 -0.03 0.05 -0.60 -0.19 -0.14 -0.19 -0.23 0.01 0.16 -0.21 0.18 -0.01 -0.91 -0.96 0.09 

Kurtosis -1.03 -1.14 -1.19 -1.20 -1.17 -1.03 -1.21 -1.19 -0.77 -1.20 -1.05 -1.22 -1.24 -1.16 -1.35 -1.19 -1.19 -1.13 -0.17 -0.06 -1.39 

Number of responses  119 119 119 119 119 119 119 118 119 119 119 118 116 119 94 118 118 119 119 119 113 

% who scored 10/10 ( with 

distinction) 0% 0% 0% 0% 0% 1% 0% 0% 1% 0% 0% 0% 1% 0% 0% 1% 0% 3% 3% 7% 1% 

% who scored 9/10 ( Entry 

level) 12% 8% 8% 11% 9% 11% 9% 8% 28% 19% 8% 16% 18% 10% 11% 19% 11% 17% 37% 39% 20% 

 

FC- frequency count, Advo- Advocate; Sch.pr- Scholarly Practitioner;  

Bold item indicates moderate skewness; Underline indicates item with missing value >5%; Items scores in red indicates level with higher percentage on the role.  

Using the accepted limits of ± 0.5 for skewness, between -1 and-0.5 or between +0.5 and +1 as moderately skewed and less than -1 or greater than + 1 as highly skewed  (Royston, 1992)and +3 for Kurtosis (Decarlo, 1997)  
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Table 3.7 ACP by CI item level descriptive statistics for  internship II 
 Expert role Communicator Collaborator Manager Advo Sch.pr Professional 
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Mean 6.06 5.84 5.83 5.70 5.84 6.16 5.98 6.03 6.84 6.53 6.23 6.31 5.97 5.91 5.52 6.52 5.74 6.37 7.37 7.49 5.95 

Standard deviation 2.19 2.19 2.15 2.16 2.16 2.17 2.28 2.25 2.15 2.17 2.15 2.38 2.38 2.22 2.43 2.27 2.38 2.26 2.12 1.93 2.53 

Median 6 6 6 6 6 7 6 6 7 7 6.5 7 6 7 6 7 6 7 8 8 6 

Mode 7 7 6 7 7 7 7 7 9 7 7 9 7 7 7 9 7 7 9 9 9 

Maximum  9 10 10 9 9 10 9 10 10 10 10 10 10 9 10 10 10 10 10 10 10 

Minimum 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 

FC1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

FC2 4 4 6 5 6 3 6 6 1 4 6 5 4 5 3 6 9 4 2 3 2 

FC3 8 10 11 11 10 10 9 10 7 7 10 7 11 13 9 11 12 4 6 1 17 

FC4 12 17 13 16 13 12 13 7 9 10 9 15 11 10 8 7 9 11 5 7 6 

FC5 17 13 19 16 17 16 13 16 13 12 12 10 16 15 13 11 13 21 13 11 13 

FC6 16 19 19 18 18 12 14 14 13 12 20 13 11 10 11 8 14 7 4 6 10 

FC7 23 20 18 20 20 25 25 20 20 28 23 18 22 28 17 26 24 22 16 22 19 

FC8 11 13 11 12 13 16 10 15 16 14 15 16 11 17 7 15 11 18 14 13 9 

FC9 21 15 16 14 16 17 21 16 29 24 17 25 22 14 9 29 16 20 51 47 23 

FC10 0 1 1 0 0 2 0 1 6 3 3 3 1 0 2 1 1 4 4 6 2 

FC “null” 0 0 0 0 0 0 1 8 0 0 0 0 1 0 29 1 1 1 0 0 4 

“Null’ as % 0% 0% 0% 0% 0% 0% 1% 7% 0% 0% 0% 0% 1% 0% 25% 1% 1% 1% 0% 0% 4% 

Skewness -0.42 -0.27 -0.15 -0.24 -0.29 -0.41 -0.40 -0.42 -0.60 -0.59 -0.39 -0.48 -0.38 -0.46 -0.26 -0.62 -0.32 -0.52 -1.05 -1.00 -0.34 

Kurtosis -0.58 -0.71 -0.78 -0.75 -0.75 -0.64 -0.77 -0.72 -0.41 -0.43 -0.65 -0.78 -0.82 -0.79 -0.76 -0.74 -0.93 -0.46 0.10 0.25 -1.00 

Number of responses  116 116 116 116 116 116 115 108 116 116 116 116 115 116 87 115 114 115 116 116 108 

% who scored 10/10 ( with 

distinction) 0% 1% 1% 0% 0% 2% 0% 1% 5% 3% 3% 3% 1% 0% 2% 1% 1% 3% 3% 5% 2% 

% who scored 9/10 ( Entry 

level) 18% 13% 14% 12% 14% 15% 18% 15% 25% 21% 15% 22% 19% 12% 10% 25% 14% 17% 44% 41% 21% 

 

FC- frequency count, Advo- Advocate; Sch.pr- Scholarly Practitioner;  

Bold item indicates moderate or high skewness; Underline indicates item with missing value >5%; Items scores in red indicates level with higher percentage on the role.  

Using the accepted limits of ± 0.5 for skewness, between -1 and-0.5 or between +0.5 and +1 as moderately skewed and less than -1 or greater than + 1 as highly skewed  (Royston, 1992)and +3 for Kurtosis (Decarlo, 1997)  
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Table 3.8 ACP by CI role score descriptive statistics for all data and for both internships  
 ACP by CI midpoint data ACP by CI final point  

Expert Comm Collabor Manager Advo Sch.pra Prof.  Expert Comm Collabor Manager Advo Sch.pra Prof. 

Number of items  8 3 2 3 1 1 3 8 3 2 3 1 1 3 

Overall mean 4.47 5.17 4.90 4.58 4.29 5.26 5.97 4.47 6.42 7.02 6.55 6.40 5.96 6.67 

Overall SD 0.16 0.42 0.12 0.44 2.38 2.49 0.91 0.16 0.17 0.30 0.19 0.42 2.40 2.14 

Overall max 10 10 9 10 9 10 10 10 10 10 10 10 10 10 

Overall Min 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

Overall missing values 15 3 5 35 3 1 10 0 0 0 16 0 0 0 

Overall % missing values  13% 3% 4% 33% 3% 1% 9% 0% 0% 0% 14% 0% 0% 0% 

Overall skewness 0.14 -0.10 0.03 0.11 0.17 -0.02 -0.45 -0.53 -0.80 -0.73 -0.67 -0.42 -0.41 -1.16 

Overall kurtosis -0.99 -1.01 -1.18 -1.13 -1.15 -1.04 -0.98 -0.57 -0.08 -0.29 -0.48 -0.88 -1.15 0.43 

Clinical internship I               

Overall mean-– 3.90 4.68 4.42 3.99 3.64 4.80 5.63 3.90 6.01 6.63 6.19 5.97 5.37 6.30 

Overall SD-– 0.16 0.53 0.12 0.45 2.38 2.57 1.12 0.16 0.18 0.39 0.01 0.39 2.70 2.39 

Overall max 9 9 9 9 9 9 9 10 10 10 10 9 10 10 

Overall Min 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

Overall missing values 8 3 4 16 2 1 5 0 0 2 9 0 0 1 

Overall % missing values  14% 5% 7% 30% 3% 2% 9% 0% 0% 3% 16% 0% 0% 2% 

Overall skewness 0.42 0.11 0.22 0.40 0.46 0.26 -0.33 -0.39 -0.68 -0.63 -0.46 -0.17 -0.19 -0.97 

Overall kurtosis -0.93 -1.19 -1.24 -1.04 -0.93 -1.05 -1.22 -0.79 -0.42 -0.61 -0.85 -1.19 -1.06 -0.14 

Clinical internship II                 

Overall mean 5.04 5.65 5.38 5.16 4.93 5.72 6.31 5.04 6.82 7.41 6.90 6.82 6.54 7.04 

Overall SD 0.15 0.30 0.12 0.42 2.37 2.40 0.69 0.15 0.15 0.20 0.37 0.44 2.10 1.89 

Overall max 10 10 9 10 9 10 10 10 10 10 10 10 10 10 

Overall Min 1 1 1 1 1 1 1 2 3 1 1 1 1 1 

Overall missing values 6 0 1 18 1 0 1 3 0 0 12 0 1 3 

Overall % missing values  10% 0% 2% 35% 2% 0% 2% 5% 0% 0% 22% 0% 2% 5% 

Overall skewness -0.06 -0.21 -0.09 -0.11 -0.07 -0.28 -0.48 -0.55 -0.78 -0.74 -0.84 -0.53 -0.56 -1.29 

Overall kurtosis -0.75 -0.68 -1.05 -0.96 -1.12 -0.71 -0.81 -0.56 -0.15 -0.10 -0.02 -0.61 -0.48 0.97 
 

Comm-communicator; Collabor-collaborator; Advo-Advocate; Sch.prac=Scholarly practitioner; Prof.-professional 

Using the accepted limits of ± 0.5 for skewness, between -1 and-0.5 or between +0.5 and +1 as moderately skewed and less than -1 or greater than + 1 as highly skewed  (Royston, 1992)and +3 for Kurtosis (Decarlo, 1997)  
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ACP item and Role 

 

 

 

 

Figure 3.1 ACP mean scores at mid and final point by internship stage.  

Note: Symbols with no fill effect represents midpoint ACP mean score; the filled effect symbols represents final point ACP mean score; ACP= Canadian 

Physiotherapy Assessment of Clinical Performance. 

Legend: ACP Score symbols 

      -Internship 1 midpoint (n=59)            -Internship 2 midpoint (n=58) 

      -Internship 1 finalpoint (n=60)            - Internship 2 finalpoint (n=58) 
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Legend:  ACP Score symbols  

 Internship 1 midpoint     Internship 2 midpoint 

 Internship 1 final point   ● Internship 2 final point 

 

Figure 3.2 Example of a learner’s ACP score categorised as Highly-levelled graph at mid and final point by internship stage.  

Note: Symbols with no fill effect represents midpoint ACP mean score; the filled effect symbols represents final point ACP mean score; ACP= Canadian 

Physiotherapy Assessment of Clinical Performance. Five (5) learners showed this pattern. 
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Legend:  ACP Score symbols  

 Internship 1 midpoint     Internship 2 midpoint 

 Internship 1 final point   ● Internship 2 final point 

 

Figure 3.3 Example of a learner’s ACP score categorised as Highly-improved graph at mid and final point by internship stage.  

Note: Symbols with no fill effect represents midpoint ACP mean score; the filled effect symbols represents final point ACP mean score; ACP= Canadian 

Physiotherapy Assessment of Clinical Performance. Eighteen (18) learners showed this pattern. 
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Legend:  ACP Score symbols  

 Internship 1 midpoint     Internship 2 midpoint 

 Internship 1 final point   ● Internship 2 final point 
 

 

Figure 3.4 Example of a learner’s ACP score categorised as Moderately-improved graph at mid and final point by internship 

stage. Note: Symbols with no fill effect represents midpoint ACP mean score; the filled effect symbols represent final point ACP mean score; ACP= Canadian 

Physiotherapy Assessment of Clinical Performance. Twenty-five (25) learners showed this pattern. 
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Legend:  ACP Score symbols  

 Internship 1 midpoint     Internship 2 midpoint 

 Internship 1 final point   ● Internship 2 final point 
 

 

Figure 3.5 Example of a learner’s ACP score categorised as Moderately-constant graph at mid and final point by internship 

stage. Note: Symbols with no fill effect represents midpoint ACP mean score; the filled effect symbols represents final point ACP mean score; ACP= Canadian 

Physiotherapy Assessment of Clinical Performance. Seven (7) learners showed this pattern. 
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Legend:  ACP Score symbols  

 Internship 1 midpoint     Internship 2 midpoint 

 Internship 1 final point   ● Internship 2 final point 
 

 

Figure 3.6 Example of a learner’s ACP score categorised as low-levelled graph at mid and final point by internship stage.  

Note: Symbols with no fill effect represents midpoint ACP mean score; the filled effect symbols represents final point ACP mean score; ACP= Canadian 

Physiotherapy Assessment of Clinical Performance. Two (2) learners showed this pattern. 
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3.5 Discussion 

Among two cohorts of learners in the OIEPB program, we had nearly complete data about 

performance in clinical internships. Most learners achieved entry-level performance in most items 

by the end of the second internship. Overall, most IEPTs (84%) either had high scores throughout 

or had improvements from lower scores to at least 'advanced intermediate' performance level at 

the final point of the second internship. We discuss the findings with respect to the findings 

reported by others about clinical performance by students in Canadian physiotherapy programs, as 

well as for the implications for integration of the IEPTs into the Canadian workforce.   

The areas of practice for the internships in our sample were very similar to those identified in a 

population of Canadian trained physiotherapist (Johnson, 2007, Mori et al., 2016b) and specifically 

in some provinces: Ontario (Norman & Booth, 2015), Alberta (Hall et al., 2016) and Saskatchewan 

(Proctor et al., 2010). This indicates that IEPTs gained experience in practice areas in which they 

may eventually practice as independent physiotherapists. It is not surprising that Indian-trained 

physiotherapists were the highest number of IEPTs enrolled in the program because they have 

continuously been the highest number of IEPTs applying for credentialing in Canada every year 

from 1997 to date (Johnson, 2007, CAPR, 2016).  

Our findings about the distribution of ACP scores were generally consistent with those reported in 

the original studies about the ACP. Consistent with the study by Mori et al (2016b), the midpoint 

ACP scores were normally distributed except in two of the professional items (A7_1 and A7_2). 

In those professional items, the scores were negatively skewed, indicating that many learners were 

rated at or near entry-level performance even by mid-term. Also, consistent with Mori et al 

(2016b), the final point ACP scores were not normally distributed in some items in the 
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Communication role, all items in the Collaborator role, and one item in the Manager role. As with 

the midpoint ACP scores, the negative skew reflected that many learners were rated at or near 

entry-level performance on those items. In contrast to the negative skew on the aforementioned 

items, items in the Expert role did not show a strong negative skew; only about one-fifth (17% to 

25%) of scores were at entry-level. However, this is similar to the findings reported by Mori et al. 

(2016b) for students in Canadian physiotherapy programs. The one item for which we found a 

notable difference from those of Mori et al. (2016b) was Scholarly Practitioner in which we found 

a lesser negative skew. This indicates that a lower proportion of IEPTs are being scored at entry-

level than was reported for students in Canadian physiotherapy programs. 

Our finding about the high percentage of missing values for item A4_2 was not surprising, as Mori 

et al. (2016b) reported a similar finding; also, Norman & Booth (2015), and Proctor et al. (2010) 

reported a high percentage of missing values for the analogous item on the PT-CPI. Our findings 

contrast with those of Mori et al. (2016b) in the midterm to final term percentages of missing 

values. In the latter study, missing values were similar at midterm and final points, possibly 

because some internships offer no opportunities for assigning of tasks to support personnel. We 

found 27% missing values at midterm and only 14% missing values at final point for this item. It 

is possible that the opportunities of the learners   to assign tasks to support personnel was greater 

in the latter half of internships maybe because the preceptors had greater confidence in the 

learners' abilities. Although many learners may have worked as PT support personnel in Canada, 

it is possible that they may not have understood the concepts of when and how to use support 

personnel from their original physiotherapy training or practice in their country of origin.  
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There was a higher percentage of learners at the entry level score for almost all items in the final 

point of both internships compared to the midterm point; this indicates general improvement of 

clinical performance during internships. Also, consistent at all points of both internships in our 

study and with the studies of Mori et al. (2016b) and Norman & Booth (2015), the professional 

role and communicator role (that relates to ethical professional relationship) were the item/roles in 

which learners most commonly achieved the entry level and distinction level performance. These 

findings appear to contrast with other reports in the literature about challenges experienced by 

internationally educated healthcare professionals about communication and professional ethics; 

we discuss this further below. Despite the multiple indicators of success, however, we note that all 

of the mean ACP scores at final point were below the entry level performance score (9/10), 

reflective of the fact that final-point scores could be as low as Beginner and many were in the 

Intermediate to Advanced Intermediate range. This finding is a great concern because these 

learners are preparing to attempt and pass the PCE. The PCE is designed to assess if candidates 

are at the entry-level standard for physiotherapy practice in Canada. However, the pattern of the 

mean ACP scores of the learners (IEPTs) is somewhat similar to that of the Canadian PT students 

as reported by Mori et al. (2016b). In the latter study, the mean ACP score for three items (two 

Professional – conducts self within legal/ethical requirement; respect the individuality and 

autonomy of the clients – and one Communicator – ethical professional relationship) was entry 

level performance. Although those items showed the three highest mean scores among learners in 

our study, the mean values for these IEPT learners were not at entry-level. Notably, the majority 

of the mean ACP scores at final point in our study were below 7 (Advanced Intermediate) in 

contrast to those reported by Mori et al. (2016b), where the mean ACP scores for senior students 
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in Canadian physiotherapy programs were all above 8 and many were close to 9 (i.e., Entry Level). 

We can consider this from three perspectives. First, we could argue that the learners are already 

qualified physiotherapists and therefore their performance in both internships should at least match 

that of students in Canadian physiotherapy programs in their senior internships. However, they fall 

far short of this standard. The second perspective considers the caseload expectations for learners. 

In Clinical Internship I, the expectation for learners is to carry a 50% caseload, implying that their 

performance is expected to be at Intermediate level (score 5); the mean scores for all ACP items 

at final point in Clinical Internship I was 5 or higher, implying that they generally achieved this 

standard. Subsequently, the learners are expected to perform similarly to senior-level Canadian 

PT students in Clinical Internship II when they are expected to carry at least 75% caseload. This 

expectation for senior-level performance is also logical, because the learners have full 

physiotherapy education that was deemed acceptable in the credentialing process, and many have 

years of clinical experience in their country of origin and/or worked as physiotherapy assistants in 

Canada. The third perspective is to consider the number of internships. Students in Canadian 

physiotherapy programs typically complete five or six internships whereas learners in the OIEPB 

program complete only two. If learners had been provided with more internship opportunities, it 

is possible that their mean scores could have matched those of senior-level students in Canadian 

physiotherapy programs. 

Among the learners, all the mean ACP scores at the midpoint for clinical internship II were higher 

than the corresponding mean ACP scores at the midpoint of clinical internship I. This implies that 

learners typically showed higher performance early in the second internship than in the first. 

Nevertheless, we can see that the mean ACP scores at midpoint of clinical internship II were almost 
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all lower than the mean ACP scores at final point of clinical internship I; this indicates some extent 

of lowered performance at the beginning of clinical internship II relative to the end of clinical 

internship I. We speculate that both the overall lower-than-entry-level performance of learners, 

and the lowered performance within and across internships, are due to changes in practice settings 

from one internship to the next: i.e., that learners' improvements are unique and specific to each 

internship practice setting and CI’s.   

We expected the communicator items to show relatively low ACP scores because of the evidence 

that good communication skill is integral for successful integration of internationally educated 

healthcare professionals in their new country (Baumann & Blythe, 2009; Hawken, 2005; Austin 

et al., 2003: Narasimhan et al, 2006). Surprisingly, the communicator items and the professional 

items showed better mean ACP scores than items in other roles for these learners. This finding 

supports the idea that simple communication alone is not the major problem for the IEPTs. 

However, it does not rule out that the IEPTs have challenges in cultural-language competency that 

could limit their ability to show entry-level performance (Austin et al., 2003; Baumann et al., 

2010). Moreover, the differences between our findings and those reported in the literature may 

reflect differences across healthcare professions and across countries.   

There was no occurrence of CIs’ checking the “significant concerns” box for any of the learners. 

In as much as this seems to be a good thing, however, we suspect that if CI’s had had significant 

concerns, they would prefer to discuss their concerns with the clinical coordinator of the bridging 

program about the necessary steps to address the concerns rather than checking the box. This 

suspicion is based in literature (Norman & Booth, 2015; Dudek et al., 2005) and on the fact that 
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there were a few learners whose progression graphs indicated that they had low performance and 

little or no improvements throughout the two clinical internships.  

The majority of the progression graphs for individual learners showed that they had either highly 

or moderately improved performance in their clinical internships. This suggests that the learners 

were ready to learn from their internships. It also suggests that clinical internships could have a 

strong influence in clinical performance by these IEPTs, making it possible for many of them to 

achieve entry-level performance. 

3.6  Strengths and limitations of the study 

The strength of this study is that it is the only report about ACP scores beyond those by the initial 

developers (Mori et al., 2015, 2016a, 2016b) and the only one about IEPTs in clinical education 

of a bridging program. Nevertheless, it has some limitations. First, it was not a complete data set; 

however, it was nearly complete as the rate of missing data was only 5%. Second, the proportion 

of internships in different practice areas for these learners may not have directly matched the 

proportions of practice areas for students in Canadian PT education programs. Third, some of the 

demographic data points about learners were obtained in a categorical variable format from the 

original source, and there were overlaps within categories; therefore, we further merged the 

overlapping categories. Consequently, we were unable to run an interferential analysis to 

determine if country of PT education or any other demographic variable has an association with 

the ACP scores. Finally, another limitation is that the ACP tool was designed for students in the 

Canadian physical therapy entry-to-practice programs. Also, there is no published evidence 

concerning the inter-rater reliability of the ACP; hence we can’t be fully confident that CIs are 

consistent in their use of the rating scale on the ACP. Our principal grounds for confidence in their 
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ratings are that CI’s are trained on how to rate students using the ACP, and they are familiar with 

using the ACP because of also supervising students in Canadian physiotherapy programs.  

3.7 Implications of this study and for further research  

This study showed an improvement in IEPTs' ACP scores based on the preceptors' ratings during 

clinical internships. These findings have implications for further consideration on how to 

encourage the development of more clinical internship positions for IEPTs across the country. It 

seems from these findings that clinical internships promote the ability of IEPTs to be much closer 

to the entry-level standard for Canadian physiotherapy practice than they were before the 

internships. Consequently, it would be worthwhile to explore longitudinally the performance of 

the learners in the highly and moderately improved performance categories on the PCE, since we 

would hypothesize a higher success rate than for IEPTs who do not have the opportunity for 

clinical internships. Further research with a larger data set should also explore if there are 

correlations between the ACP scores and some demographic variables like country of entry-level 

PT program, years of entry-level PT education graduation, years of practice of PT outside Canada 

and others. Finally, it is of interest that this study showed that communication alone may not be 

the major problem for IEPTs, since some aspect of communication was among the high ACP 

scores among the IEPTs. Therefore, we suggest a strategy that enhance the cultural-language 

competency should be developed and piloted alongside the internships to determine if focusing on 

this competency would improve other competencies to the entry level. 
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3.8 Conclusion 

A large majority (84%) of IEPTs in a bridging program showed entry-level performance or a 

substantial improvement toward entry-level performance in two clinical internships, as judged by 

ACP scores rated by their preceptors. However, the mean ACP scores of all the IEPTs were lower 

than those reported by Mori et al., (2016b) for students in Canadian PT education programs in 

senior-level internships. The IEPTs' ACP score profiles were similar in having the three highest 

rated items be one in the communicator role and two in the professional role, all of which relate to 

ethical professional relationships. The large amount of improvements among IEPTs' clinical 

performance indicates that the clinical internships are valuable in fostering integration into the 

Canadian physiotherapy workforce. 

3.9 Key messages 

3.9.1 What is already known on this topic   

The ACP developed by Mori et al (2015) is now used throughout Canada to assess performance 

in clinical education in students in Canadian PT programs.  

3.9.2 What this study adds  

This is the only study that describes the pattern of the ACP scores during clinical education among 

IEPTs in a bridging program. Most IEPTs showed a progressive improvement in their clinical 

education performance as judged by ACP scores. One ACP item in the communicator role and two 

in the professional role are, on average, the most highly rated items for these IEPTs, indicating 

that communication skills pertaining to professional ethical relationships are relative strengths for 

most IEPTs.  
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Chapter 4 
Describing the areas of strengths and weaknesses among the internationally educated 

physical therapists during clinical education in a bridging program 

4.1 Abstract 

Purpose: To describe the areas of internationally educated physical therapists' (IEPTs)' strengths and 

weaknesses as identified by their clinical instructors on the Canadian Physiotherapy Assessment of 

Clinical Performance (ACP) forms during their clinical internships. 

Method: We conducted a secondary analysis of the qualitative data (comment sections) of ACP forms of 

learners in three successive cohorts of the Ontario Internationally Educated Physical Therapy Bridging 

(OIEPB) program. We extracted the content of the comment sections of each learner's ACP form at 

midterm and final point for both internships.  We analysed the data using direct content analysis.  

Results: We extracted 385 datasets of comments from the ACP forms of 100 learners. Professional practice 

and professional conduct were the two major themes (constructs) that arose from the analysis; there were 

11 categories (indicators) indicating 7 areas of weakness and 4 areas of strength. Professional practice was 

heavily characterized by the ‘expert” role descriptors; it had 2 indicators for strengths (subjective 

assessment and treatment delivery) and 3 indicators for weaknesses (objective assessment, setting SMART 

goals and logical clinical reasoning). Professional conduct was a mix of roles other than “expert”; it had 2 

indicators for strengths (patient confidentiality and interprofessional respect) and 4 indicators for 

weaknesses (communication, confidence issues, time management and patient safety). 

Conclusion: We developed a descriptive synthesis of competencies for IEPTs based on these constructs 

and indicators. Validating our findings using input from the OIEPB Program's learners, staff and other 

stakeholders should be undertaken. 

 

Key words: internationally educated physiotherapist, Canadian Physiotherapy Assessment of Clinical Performance, 

clinical internship, bridging program; foreign professional personnel; clinical competence, clinical education, written 

comments.  
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4.2 Background 

The success rate of internationally educated physiotherapists in both components of the Canadian 

Physiotherapy Competency Examination has been low (CAPR, 2016). The introduction of the 

Ontario Internationally Educated Physiotherapist Bridging (OIEPB) Program seems promising as 

there are both published and unpublished success stories of this bridging program (Norman, 2014; 

Switzer-Mclntyre et al., 2015). Nevertheless, there is still room for improvement to ensure that all 

IEPTs who attend the OIEPB program succeed at the Canadian Physiotherapy Competency 

Examination. One of the major reasons cited in literature that internationally educated health 

professionals do not do well in registration examinations is cultural-professional incompetence. 

Cultural-professional incompetence entails not being able to apply the professional esoteric 

knowledge in a culturally different clinical setting.  Hence, most bridging or pre-registration 

programs, including the OIEPB Program, may incorporate clinical placements, also called 

internships in some programs or professions, to help address the problem of cultural-professional 

incompetence.  

Evidence shows that a difference in professional competencies specific to a country is a major 

reason why internationally educated healthcare professionals often fail the exam of the country to 

which they migrated (Covell et al., 2016; Foo et al., 2016).  In Canada, these professional 

competencies are typically developed and assessed in a clinical setting. Canadian trained 

physiotherapists acquire and develop these competencies during the clinical internships in their 

entry-to-practice studies. IEPTs may have developed competencies that are specific to their 

countries' practice settings; therefore, they may find it difficult to pass the national exam, which is 

structured to assess competencies for physiotherapy entry-level practice in Canada.  
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In the OIEPB program, the IEPTs (herein referred to as learners) complete two clinical internships 

during the program. In these clinical internships, the learners are exposed to Canadian 

physiotherapy practice settings and cultures. During the clinical internships, each learner is 

assessed by a preceptor (also called clinical instructor) using the Canadian Physiotherapy 

Assessment of Clinical Performance (known as ACP). The ACP was developed and tested in 2014 

(Mori et al, 2015, 2016a, 2016b) and has been adopted for use by most of the physical therapy 

education programs in Canada to assess the performance of students in their clinical education 

experiences. The ACP's structure is based on the Essential Competency Profile for 

Physiotherapists in Canada, including the seven roles of Expert, Communicator, Collaborator, 

Manager, Advocate, Scholarly Practitioner and Professional (NPAG, 2009). The ACP has numeric 

scoring and open-ended comment sections. A detailed description of the ACP was presented in 

chapter 3. Clinical instructors are expected to rate the student or learner on the numeric scoring as 

well as provide comments in the open–ended sections.  

Most of the published studies on physiotherapy clinical education assessment are based entirely 

on the numeric data (Mori et al., 2016; Norman & Booth, 2015; Proctor et al., 2010; Adams et al., 

2008; Murphy et al., 2014; English et al., 2004).  There is increasing interest by researchers and 

clinical educators to expand the horizons of clinical assessment beyond numeric rating to 

incorporate qualitative comments during the clinical placement assessments (Govaerts & van der 

Vleuten, 2013; Ginsburg et al., 2017a). Thus far, the scholarly research in incorporating qualitative 

comments is mainly focused on medical education. To this end, researchers have evaluated if the 

qualitative data (written comments) are consistent with the numeric scoring and there are mixed 

results. Richards et al. (2009) and Durining et al., (2010) reported that comments are usually 
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consistent with scores assigned, suggesting that reading thousands of comments may not additional 

insight. In contrast, Tsuda et al., (2007), Ginsburg et al., (2013) and Frohna & Stern (2005) 

reported that the comments usually are not consistent with scores assigned, thereby exposing 

weaknesses that the scores did not identify. Furthermore, qualitative data (written comments) in a 

clinical performance assessment tool may detect specific and/or latent student behaviours which a 

quantitative data (numeric scoring) system may not detect (Cohen et al., 1993; Ginsburg et al., 

2016). Also, the written comments could serve as feedback to guide students to improve their 

performance (Ginsburg et al., 2017; Watling et al., 2008). Therefore, we considered it worthwhile 

to explore the content of the written comments in ACP forms about IEPTs' performance during 

clinical internships in the OIEPB Program as a means of understanding the IEPTs' readiness to 

practise in the Canadian context. 

The primary purpose of the study was to describe the areas of IEPTs' strengths and weaknesses as 

identified by the clinical instructor on the ACP forms during the clinical internships. From these 

strengths and weaknesses, we aimed to develop a descriptive synthesis of competencies for IEPTs. 

4.3 Method 

This is a secondary analysis of the qualitative data (comment sections) of ACP forms of learners 

in three successive cohorts of the OIEBP program at the Department of Physical Therapy of the 

University of Toronto, Ontario, Canada.  The learners provided informed consent to release their 

information for research purposes when they started the bridging program. The study received 

ethical approval from the Queen's University General Research Ethics Board and the University 

of Toronto Health Science Research Ethics Board.  
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4.3.1 Procedure for data collection  

The Academic Coordinator of Clinical Education of the OIEPB program provided us with 

anonymized demographic data for each of the learners as well as the ACP data. The ACP data 

were originally created at the clinical internship locations of the learners, at which the clinical 

instructors assessed the clinical performance behaviours of the learners using the ACP at the 

midterm and final points. The durations of clinical internships I and II  are 4 and 5 weeks, 

respectively. At the end of each internship, the ACP forms filled out by the clinical instructor were 

sent to the Academic Coordinator of Clinical Education of the OIEPB program. The data extracted 

for this study were the comments written in the midterm and final point comment boxes for each 

of the ACP's 9 areas: Expert-Assessment; Expert-Analysis; Expert-Intervention, Communicator, 

Collaborator, Manager, Advocate, Scholarly Practitioner, and Professional. We considered 

comments from the ACP's first three areas all under the role of Expert. 

4.3.2 Participants/ Sampling decision  

Participants were learners who have completed the OIEPB Program. On application for the 

comprehensive stream of the OIEPB program, the applicants provided demographic information: 

age, gender, country of PT training, time in Canada, immigration status, English language ability 

test score (if applicable), PT experience outside Canada, years since graduation and years of 

experience in the Canadian health care system. For the present analysis, the participants were all 

the learners in the 3rd (n=39), 4th (n=27) and 5th (n=35) cohorts of the OIEBP program (n=101 

learners in total). One learner's ACP records were highly incomplete and were excluded; our final 

sample for analysis was based on the ACP forms from 100 learners. The reason for excluding data 
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from the 1st and 2nd cohorts of the OIEPB Program is that learners in these cohorts were assessed 

with a different instrument.    

4.3.3 Data analysis  

We followed the framework of Hsieh & Shannon (2005) for content analysis, specifically 

following the 8 steps described by Zhang & Wildemuth (2016): (1) preparing the data, (2) defining 

the unit of analysis, (3) developing categories and coding scheme, (4) testing the coding scheme 

on a sample of text, (5) coding all text, (6) assessing the coding consistency (7) drawing 

conclusions from the coded data and (8) reporting methods and findings.  We adopted a deductive 

approach involving the direct content. The content analysis was appropriate because it supports 

the assumption that cultural forms of expression (in our context, clinical behaviours) are captured 

in the comments by the clinical instructors (Bos & Tranai, 1999). Also, content analysis of texts 

are concerned with social reality and could give a close interpretation of the learners' performance 

in the context of application (clinical setting) (De Wever et al., 2006).  More specifically, the 

deductive approach of direct content analysis allowed us to work with the already existing code 

and categories in this case, the pre-existing ACP roles. This approach supports theory or model 

development (Hsieh & Shannon, 2005) which relates to the aim of our study.  Figure 4.1 shows 

the levels of the data analysis: micro and macro level analysis. The micro-level analysis involved 

steps 1-6 stated above, while in macro level analysis, we drew conclusions from the coded data 

and created a descriptive synthesis.   

We prepared the data by transferring all the comments into a spreadsheet (coding sheet). The 

coding sheet also contained the corresponding demographic information of the participants as 
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listed in 4.3.2 above. The unit of analysis was any group of sentences for one learner within one 

role that described a specific weakness or strength.  

We developed, tested and performed our coding process using a process of deductive direct 

content. First, we highlighted all text that indicated statements of weakness and strength in red 

and blue, respectively. Statements that could not be categorized into either a weakness or strength 

were highlighted in purple.  The purple colored statements were later reviewed by another reviewer 

independently and a consensus agreement was reached on which category (red or blue) to place 

each of the statements.   

An example of a statement classified as a weakness is “needs cueing to look at the 

client’s facial expression during assessment and needs cueing for precautions and 

contraindication during treatment” [red].  

 

An example of a statement classified as a strength is “Great development of writing 

analysis statements esp. for initial assessment documentation. They are comprehensive 

and concise” [blue]. 

 

An example of a statement difficult to classify as a strength or weakness is   “…has 

improved at setting SMART goals, continue to look up information that would 

influence physiotherapy intervention e.g. lab test and other medical conditions” 

[purple]. This statement was ultimately classified as area of strength.  

 

These statements guided the creation of sub-categories within each role. The sub-categories were 

grouped into categories across roles. In the macro-level analysis, central themes were created based 

on the categories. The central themes and the subcategories formed the constructs and indicators 

of the descriptive synthesis.  

In our reporting of results, comments were selected to illustrate categories and themes. Where an 

IEPT's name appeared in the clinical instructor's comment, the name was replaced with a 

pseudonym. No attempt was made to use the same pseudonym for all quotes from the same IEPT's 

data. 
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Figure 4.1: Levels of analysis 

4.3.4 Process to ensure “Trustworthiness” during data analysis. 

Lincoln and Guba (1985) proposed four criteria for evaluating deductive content analysis: 

Credibility, transferability, dependability, and confirmability.  We ensured that we provided 

adequate deductive coding process as well as ensured debriefing session between the authors. 
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Member checking with some of the clinical instructors who wrote the comments would have 

increased the credibility (triangulation) of the study; however, this was beyond the scope of the 

study. We maintained the transferability of our study by providing detailed documentation of the 

data processing in a code book. The first part was clearly defining the unit of analysis (statements 

indicating strength and weakness), we later linked statements that dominated a specific role and 

classified the statements as identifying either a strength or a weakness. Also, the majority of the 

categories identified in this study were also widely documented in previous research (see chapter 

2 of this thesis). The dependability and confirmability of this study are enhanced by the transparent 

coding process and the inter-coder verification of the difficult-to-classify statements (purple 

coloured code) by the first coder. The dependability would have been increased if there had been 

two or more coders throughout the process of the coding process. However, the single coder was 

able to ensure audit trail process by constantly reviewing raw data and reflective notes kept during 

raw data entry into a coding sheet. Also, the coder often asked for feedback from the other authors 

during the data entry process. The coder was experienced in the coding process based on his 

previous training in qualitative data analysis methods and his previous research experience. 

However, the coder reflected on how his experience as an internationally trained physiotherapist 

might have affected the coding process as well as the interpretation of the research findings. Also, 

he often discussed his findings with other internationally trained physiotherapist from another 

region of the world in his graduate program, in order to confirm if the interpretation resonated with 

their experiences as internationally trained physiotherapists seeking for registration in Canada.  
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4.4 Results  

We deductively analyzed the comments on the ACP forms of 100 learners. There were 385 data 

sets for the 100 learners. Clinical internship II had the highest number of missing data (see table 

4.1). When a data set was missing, it was due to an entire ACP form being missing. For the ACP 

forms we read, CIs always wrote at least one sentence in every comment box and frequently 

wrote many sentences. 

Table 4.1: Included and missing data sets 
Cohorts  Expected 

Data sets  

Missing data sets Included data sets 

CI- 1 CI-2 

3rd  cohort (n=39) 156 - Midterm (n=4) 

Final point (n=4) 

156 – 8 = 148 

4th cohort (n=27) 108 Midterm (n=2), 

Final point (n=1)  

Midterm (n=4),  

Final point (n=2) 

108 -  9 =  99  

5th cohort (n=35)  140 Midterm (n=1) Final point (n=1) 140 – 2 = 138 

Total 404   404 – 19 = 385 

 CI-1- clinical internship I; CI-2 clinical internship II. One learner didn’t complete the internships, five learners had entirely missing data for CI-

2, none of the learners had missing data for both midterm and final point of the same internship.  

 

The most common area of practice for internship was the musculoskeletal  area of practice 

(Table 4.2) 

Table 4.2 Area of practice for the internship with completed ACPs 

Area of practice  Clinical internship I Clinical internship II Total  % 

Musculoskeletal 31 28 59 30.3 

Cardiopulmonary 21 27 48 24.5 

Neuro- 22 17 39 20.1 

Geriatrics  14 10 24 12.7 

Oncology  2 2 4 2.1 

General Practice 10 8 18 9.3 

Paediatrics 0 2 2 1.0 

Total 100 94 194 100 

Note: we are missing data of complete comments on ACP of 5 learners in clinical internship II and one learner for 

both clinical internships. Neuro- includes various types of neurological practice.  
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4.4.1 Demographic information of the IEPTs 

Of the 100 learners in the 3rd, 4th and 5th cohort of the OIEPB program with included data, close 

to half of the IEPTs had received their entry-level physiotherapy training education in India, and 

females dominated the study population. Over two-thirds of the learners reported having had 

experience working in the Canadian healthcare system. Other demographic information is in 

table 4.3. 

Table 4.3 Demographic information of the IEPTs included in our analysis (n=100)  
Demographic information  Frequency (%)  

Gender 

Female 

Male  

 

61 (61%) 

39 (39%) 

Countries of the IEPTs 

India                           

Philippines 

Iran 

Poland 

Brazil 

USA 

Columbia  

Chile  

Egypt 

UK 

*Others  

 

45 (45%) 

20 (20%) 

6 (6%) 

3 (3%) 

6 (6%) 

2 (2%) 

2 (2%) 

2 (2%) 

2 (2%) 

2 (2%) 

10 (18%) 

Year graduated from an Entry level PT program  

<2000 

2000-2005 

2006-2010 

>2010 

 

20 (20%) 

31 (31%) 

39 (39%) 

10 (10%) 

 

PT experience outside Canada 

< 1 year 

1-5 years 

>5 years 

 

12 (12%) 

51 (51%) 

37 (37%) 

Length of Time in Canada 

< 1 year 

1-5 years 

>5 years 

 

 

18 (18%) 

52 (52%) 

20 (20%) 

Years not practicing after PT graduation  

<3 years 

3-5 years 

 

46 (46%) 

24 (24%) 



 

 

98 

 

 

>5years  

 

30 (30%)  

Experience in Canadian healthcare system 

Yes  

No 

 

68 (68%) 

32 (32%) 

 
*Others include Pakistan, Ecuador, Ghana Mauritius, Portugal, Jamaica, China, Romania, Czech Republic and 

Hong Kong 

4.4.2 Subcategories, categories and central theme 

The iterative deductive coding process resulted in 36 subcategories (14 and 22 indicating areas of 

strength and weakness, respectively) (see figure 4.2). These subcategories were later merged to 

produce 11 categories (7 and 4 indicating areas of strength and weakness respectively) (see figure 

4.3). The four categories indicating areas of strength were subjective assessment, treatment 

delivery, patient confidentiality, and inter-professional respect. The seven categories indicating 

areas of weakness were objective assessment, setting of SMART goals, logical clinical reasoning, 

communication, confidence, time management and patient safety.  Subsequently, these categories 

were merged into two central themes professional conduct and professional practice. “Complex 

patient” is a construct that recurred during the analysis and influenced multiple areas of 

professional practice and professional conduct (see figure 4.4).  
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Figure 4.2: Subcategories of each of the ACP roles.  
* SMART = specific, measurable, achievable, realistic, time-limited 

** SOAP = subjective, objective, assessment and plan   

*** time management in assessment and treatment  
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Figure 4.3: Coding steps indicating results 

The blue colour illustrates a continuum of how statements of strength were used to generate specific 

indicators of strength while red colour illustrates the same for statements of weakness. For example, from 

the subcategories in fig 4.2- the weakness of "confidence issues" appears under Expert, Communicator, 

Collaborator and Manager roles, and these instances were merged across the roles to form the category of 

confidence issues which is one of the categories that indicate weakness.  

 

4.4.2.1 Professional practice  

In our study, the theme of professional practice encompasses skills on the Physiotherapy Essential 

Competency Profile that are heavily characterized by the expert role descriptors. These are 

performance skills of the physiotherapist directed principally towards patients during everyday 

practice. The professional practice theme emerged from 5 categories in the data; 2 described areas 

of strength, and 3 described areas of weakness.  
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Areas of Strength  

(a) Subjective assessment  

Most of the clinical instructors commended the IEPTs for their continuous improvement in 

subjective history taking. They specifically commended them on their ability to collect and review 

background information relevant to a patient’s health from the hospital chart record. Also, most of 

the IEPTs over time improved on obtaining subjective information concerning the patients from 

other healthcare workers or sources in the care facility, as illustrated by the statement below:  

Able to review all aspects of a patient's chart independently including medical notes, labs, 

nurses’ notes and previous notes. Also, checks with RN prior to seeing to get an up to date status.  

Also, beginning to determine when other collateral information is needed (i.e. calling care 

facility, using a language service) and does so without guidance from clinical instructor [C1-2] 

Most of the clinical instructors agreed that IEPTs were more conversant with subjective assessment 

than objective assessment, but initially struggled to obtain informed consent from patients. 

However, over time most IEPTs improved at the process of obtaining consent to the entry-level 

required for physiotherapy practice in Canada.  For instance, one of the clinical instructors said,  

… He is becoming more efficient at obtaining formal consent during assessment… 

 [CI-3]. 

 

(b) Treatment delivery 

Typically, IEPTs had strengths in treatment delivery that improved even further over time. Across 

the ACP forms, clinical instructors commended the IEPTs for effectively delivering a treatment 

protocol as stated by one of the clinical instructors:  

Performs interventions such as exercise prescription with FITT, and basic transfers well [CI-4]. 

 

Often times, the effective treatment delivery was related to the IEPT's effective body mechanics 

during patient handling.  As the IEPTs progressed towards the end of the clinical internship, they 
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became familiar with other areas that promote effective treatment delivery.  This is clearly 

demonstrated by two statements from different CI’s:  

…… has become more comfortable and consistent with applying safe body mechanics 

and now clean and clear the treatment areas [CI-5].  

 

….is clearly thinking about how to streamline his approach (e.g. [patient] positioning, 

order of [assessment] for efficiency and [patient] comfort. [CI-6]. 

Areas of weakness 

(a) Objective assessment 

Difficulty in performing objective assessment of patients was a consistent area of weakness in 

IEPTs identified by the clinical instructors. Goniometry and manual muscle testing were frequently 

cited examples of objective assessment procedures for which most of the IEPTs required a lot of 

cueing when performing. Concerns were frequently raised by CI's about the position of the 

goniometer during measurements. For instance, two different CI’s, each for different learners in 

different cohorts, reported; 

…performing ROM and MMT requires a great lot of cuing from [Clinical Instructor] [CI-7]. 

 

needs a lot of cueing selecting and performing most appropriate outcome measures (e.g. 

Goniometry measures) on assessment and discharge reassess … [CI-8]. 

Despite the apparent frequency of cueing to IEPTs throughout the clinical internships, there were 

still great concerns by the CI’s about how the IEPTs performed objective assessments on patients. 

It seemed that the deficiency in this skill contributed to the frequently described problem of an 

inability to develop SMART goals for the patients.  

 

(b) Setting of SMART goals.  

This skill seems to be a ripple down effect of objective assessment because many CI's 

commented that the IEPTs' inability to objectively assess patients affected their ability to analyse 
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their client’s abilities and subsequently set SMART goals. This is illustrated by two statements 

below:  

being able to re-assess will help him to refine the patient’s abilities as well as clarify details 

sufficiently to set SMART goals with the patients, can continue to improve on guiding/educating 

patients to develop function-specific goals (i.e. walk without aid vs. walk to coffee shop to meet 

friends) [CI-9]. 

  

…..requires assistance from the CI to identify significant activity limitations which were 

meaningful to patient’s life and establish SMART goals [CI-10]. 

 

(c) Logical clinical reasoning 

Ability to logically analyze the objective and subjective assessment findings and subsequently set 

a SMART goal was a huge problem among IEPTs. Most of the time, the IEPTs required cueing in 

logically determining and offering treatment protocols based on the analysis of the patients' 

findings as captured in the statement below:  

Beginning to determine indications for chest physiotherapy and when alternate treatments would 

be appropriate (i.e. dangle with Mr. B), but requires guidance to provide rationale [CI-11] 

 

Also, logically developing a discharge plan or deciding when to discharge a patient was a big 

concern. For instance, one of the CI’s commented:  

[IEPT] was not able to determine when a Pt who had been declining physio 90% of the time for 

the past few weeks should be re discharge to another care destination since out- patient rehab 

was no longer a reasonable option [CI-12] 

 

4.4.2.2 Professional Conduct 

Professional conduct encompasses complementary actions required to ensure that professional 

practice skills are efficient, effective and patient centered. The majority of professional conduct is 

embedded in descriptors of roles in the ACP other than the “expert” role.  The professional conduct 

theme emerged from 6 categories, of which 4 and 2 were identified as areas of weakness and 

strength, respectively.  
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Area of strength  

(a) patient confidentiality 

Most of the CI's commended the IEPTs' ability to maintain patient confidentiality even at the early 

stages of the clinical internship. This is one of the skills for which  CI's had praise rather than 

concern as stated below: 

..abides by the practices of informed consent, weighing risks and benefits and confidentiality [CI-

13] 

 

(b) Inter-professional respect 

Generally, IEPTs were able to maintain professional therapeutic relationships with the patients as 

well as other team members. Also, they were able to demonstrate sensitivity to the uniqueness of 

the patients and other team members as identified in the quotes below:  

….. always presents herself in a professional manner with patients and staff.  She is always 

respectful of [patients] opinions (e.g. Mr. P) while providing pts with the necessary education to 

optimize safety [CI-14] 

 

Also, professional communication that ensures awareness of other team member’s behavior was 

frequently commended by CI's. However, some aspects of communication were considered as a 

weakness, as described in the section below.  

It is also important to note that CI’s reported that patients often commended IEPTs on their great 

skills as professionals as noted in this statement:  

Patients have purposely taken the time to comment on Mike’s communication professionalism 

[CI-15] 
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Area of weakness 

(a) Communication. 

Communication could virtually be mapped across all other themes. Across the comment sections, 

CI's concerns on the communication skills of the IEPTs were diverse, including communication 

tone and choice of culturally situated language.  For instance, one of the CI commented: 

You need to understand the tone of your language and be able to learn some of the languages 

suitable for Canadian culture and focusing more on specific language for each age group [CI-

16]. 

 

Concerns on communication as a collaborator was a major issue. The CI's commented that 

majority of the IEPTs find it difficult to communicate or even speak up during rounds. Some of 

them that were able to speak up were either rushing the sentence or were not able to clearly 

communicate their point to the other team members. One of the CI quotes summarises this point: 

Some misunderstandings in terms of communication between other team members.  Learn to ask 

clarifying questions from pts and colleagues when not understanding the conversations.  For 

example, whether MRI was done, doctor was not going to discharge [patient] and why [CI-17].  

 

There was concern about IEPTs communication with patients during assessment and treatments. 

Often times, the IEPTs were reported to give confusing instructions to patients. The IEPTs seemed 

to have difficulty in identifying non-verbal gestures from the patient or being able to communicate 

to the patients non-verbally. One of the CI’s comments explains this concern properly: 

Needs to stay consistent with looking for non-verbal signs of discomfort when performing manual 

therapy, e.g. John [shoulder] mobilization. Not all patients will inform you if they are in 

discomfort even though you have asked them to, so keep watching…[CI-18]. 

 

However, among communication avenues, verbal and written communication (clinical notes 

documentation) seemed better than the others, although still was reported to require a huge 

improvement especially in a care setting with an electronic charting system as stated by one of 

the CI's:  
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He is becoming comfortable with the electronic charting, but still requires some cueing to 

remember to chart some information he observed during treatment/reassessment, as well as 

correction of spelling and grammar [CI-19]. 

 

Many of these communications issues were associated with the IEPTs’ lack of confidence in 

communicating their assessment findings to the patients or contributing during team rounds.  

(b) Confidence issues 

This is one of the latent problems common across all other central categories. Most of the IEPTs 

who were able to perform certain assessments were not confident enough to communicate them 

either during the rounds or clearly to the patients. The IEPTs' lack of confidence was also expressed 

during treatment delivery and giving instructions to the physiotherapy assistants to perform certain 

tasks. Their lack of confidence also affected their ability to properly advocate for their patients 

among other healthcare professionals as explained in this statement:  

Always increase confidence in communicating with patients’/family members/team on the 

importance of participating in physiotherapy to promote independence and ensure screening of 

all ICU patients and determine if those patients, not already referred for physiotherapy, might 

benefit from physiotherapy intervention at an early stage. Use critical judgement and liaise with 

the nurses on the appropriateness of a referral [CI-20]. 

 

Often times, IEPTs displayed discomfort at asking about the available Canadian services that their 

clients needed, and as such struggled in fulfilling some of the descriptors of the advocate or 

manager role of the ACP. However, many of them were able to understand the services available 

in the community that their clients can benefits from, at least by the end of their internships.  

(c) Time management  

Time management during patient assessment, treatment and documentation was one of the 

frequently reported weaknesses of the IEPTs identified by the CIs. One of the CIs advised one of 

the IEPTs how to better use his time: 
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….ensure that you manage your time very well by being able to determine and set priorities 

during assessments and treatments, In Canada, there are so many patients waiting and in order 

for you to be able to carry the case load required of you during practice, you should learn how to 

manage your time [CI-21]. 

 

(d) Patient safety 

Although, as reported above, many of the IEPTs improved in organizing a treatment area during 

and between treatments, they still struggled with ensuring basic patient safety. For example, there 

were comments about forgetting to lock the wheelchair during transfers or to perform basic 

infection control procedures like hand cleaning. However, there was a general improvement in the 

basic infection control measures but the problem of forgetting to lock wheelchairs and walking 

frames during transfers did not improve much.  

4.5 Descriptive Synthesis of Competencies for Internationally Educated Physical 

Therapists  

This descriptive synthesis was developed based on the areas of strength and weakness identified 

within the roles (subcategories), across the roles (categories) and in the central themes. 

Professional practice and professional conduct are the two constructs of the descriptive synthesis 

with 11 qualifying indicators. Among these 11, 7 indicated areas of weakness, of which 3 

indicators were associated with professional practice and 4 indicators were associated with 

professional conduct. The remaining 4 indicated areas of strength, of which 2 each were associated 

with professional practice and professional conduct, respectively. See figure 4.4.   
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Figure 4.4: Descriptive Synthesis of Competencies and Deficiencies for Internationally 

Educated Physical Therapist. Elements in red (left side) indicate weaknesses identified for learners, 

whereas elements in blue (right side) indicate learners' strengths. All elements are embedded in the context 

of the Canadian health care system. The Complex patient represents a construct that recurred and influenced 

multiple areas of professional practice and professional conduct. 

 

We define the two central constructs of the synthesis in the following ways. Professional practice 

encompasses performance skills of the physiotherapist directed principally towards patients during 

everyday practice. It is heavily characterized by the expert role's key and enabling competencies. 

Professional conduct encompasses complementary actions required to ensure that professional 

practice skills are efficient, effective and patient centered. The majority of professional conduct is 

embedded in descriptors of roles in the ACP other than the “expert” role. 

The red (left side) section of the image indicates areas of weakness and the blue (right side) section 

of the image indicates areas of strength. However, when IEPTs were faced with complex patients 

(e.g., patients with complex or comorbid conditions), they often even struggled to demonstrate the 

competencies in the blue section. Hence, “Complex Patient” is considered as an influencing 
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construct that determines competency among IEPTs during their clinical internships in the 

bridging program. “Canadian Health Care System” is another important context in this synthesis. 

The IEPTs' strengths and weaknesses documented by the CIs in their ACP forms were all in the 

context of Canadian health care settings and may not reflect the extent of their strengths and 

weaknesses in the settings in which they previously trained or practised as physiotherapists. 

4.6 Discussion 

This study deductively analyzed the comments written in ACP forms by CIs about 100 learners at 

a physiotherapy bridging program. The content analysis of the qualitative data from the ACP used 

in clinical internships among IEPTs contributes to our understanding of their areas of strength and 

weakness. It also may inform the OIEPB  Program developers, as it may provide insight for the 

structure of clinical internships offered to learners. Direct content analysis enabled the 

development of a synthesis based on the seven defined roles in the ACP and ECP. Therefore we 

propose that the indicators we developed describe the typical competencies and deficiencies of 

IEPTs relative to the clinical expectations of physiotherapy practitioners in Canada. Importantly, 

the indicators could be used as feedback (including self-reflection) for other internationally 

educated physiotherapists in Canada who do not enter the OIEPB Program. The applicability to 

other IEPTs in Canada is supported by the fact that the study population is reasonably 

representative of IEPTs (applicants) applying for credentialing (assessment as a physiotherapist) 

to the Canadian Alliance of Physiotherapy Regulators (CAPR, 2016). It is also supported by the 

finding that the areas of practice for the learners' clinical internships were similar to those reported 

for students' internships in Canadian physiotherapy education programs (Mori et al 2016b; Norman 

& Booth, 2015; Hall et al, 2016; Proctor et al., 2010). It is likely that the content of the comment 
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sections represents statements about clinical competencies needed in Canadian clinical practice 

areas and settings. Moreover, this is the first known study that has analysed the ACP or any related 

clinical assessment of internationally educated health professionals in their new country. 

However, there are reasons to be cautious about generalization of the findings in this study. Due 

to the details in the descriptors of the ACP roles, it is likely that there were other hidden areas of 

weakness or strength that the coders missed. In addition, the findings are influenced by the specific 

profiles of the learners in those three cohorts, and the CIs who supervised their clinical internships. 

The learners in the OIEPB program are selected on the basis of being "bridge-able" (Norman, 

2014). To be "bridge-able", a successful applicant to the OIEPB program must be deemed in the 

middle of the pool of possible candidates – having needs "high enough to need bridging but not so 

high that they are entirely unlikely to succeed even with the support of a good bridging program" 

(Norman, 2014, p. 7). The findings are therefore most directly relevant to Canadian physiotherapy 

bridging programs, the OIEPB Program in particular. An additional caution is that the fact that the 

majority of the learners had experience in the Canadian health care system, typically either as a 

physiotherapy assistant or other support role, may have influenced the findings in this study. We 

did not directly explore this in our study and it may be interesting to see if IEPTs' experiences in 

the Canadian healthcare system has an influence on their clinical performance.  

We developed a  descriptive synthesis of the competencies for IEPTs The areas of strengths and 

weaknesses we found are consistent with those reported in the literature. For instance, Sullivan & 

colleagues (2002) reported that internationally educated medical doctors were good at clinical 

clerking and judgement but not at judgements about using clinical diagnostic tools. Their findings 

are similar to our findings that CIs commended IEPTs for their excellent skills in subjective 
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assessment but had concerns for the IEPTs' inability to conduct objective assessment of patients 

using specific protocols and outcome measures. The difficulties in objective assessment seemed 

to influence the IEPTs' inability to logically determine appropriate treatment protocols and 

subsequently when a patient should be discharged. However, our findings show that IEPTs were 

very good at effectively delivering treatment, when the CI has already determined the treatment 

protocol for a patient. These findings tend to show that the IEPTs were functioning at a level 

similar to that of physiotherapy assistant, not surprisingly because many of them were working or 

have worked as a physiotherapy assistant. We also speculate that many of the IEPTs practised in 

countries where physiotherapists generally do not discharge patients. These deficiencies in the 

Expert role could also be linked to culturally mediated communication and confidence issues 

which were indicators for weakness in our study. . Taken together, these findings therefore suggest 

that efforts to ensure that IEPTs are oriented to function as autonomous physiotherapists are of 

great importance.  

Communication is one of the areas that requires improvement among internationally educated 

health professionals (Austin et al., 2003). Details of the communication styles, tones, verbal and 

nonverbal skills, and colloquial choice of vocabulary were consistently identified as types of 

communication weaknesses among the IEPTs. This finding is consistent across literature and 

clearly mapped across our roles, as seen in the subcategories. Amerih & Hersch (2009) reported 

that accent as well as choice of colloquial words were the main constituents of the communication 

barrier faced by the internationally trained occupational therapists. Fiscella & Frankel (2000) 

discussed that asking culturally situated questions aids internationally educated physicians to be 

more effective at gathering information during clinical evaluations (objectively and subjectively) 
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of patients. In our study, we situated the findings about strengths and weaknesses in the context of 

the "Canadian Health Care System”; we did this because we see communication or language 

barriers as being culturally mediated.  

Furthermore, confidence in either speaking up during medical rounds or in communication of 

assessment findings to the patients and/or team members was cited frequently as an area of concern 

in the literature (Hawken, 2005; Sullivan et al, 2002). Our findings are highly supportive of this 

idea, as this issue was clearly identified as an area of weakness among the IEPTs. Often times, this 

confidence issue resulted in poor time management during patient assessment, treatment and 

clinical documentation. Surprisingly, time management, which is one of the indicators for 

weakness in our synthesis, has not been explicitly explored in the literature to our knowledge.  The 

closest evidence we could find  is that Narasimhan et al., (2006) reported that foreign trained 

doctors practising  in New Zealand said that they needed further training  in  patient management 

(management decisions, response to calls, emergency care) to enhance their productivity in 

practice. Our findings with respect to IEPTs in Canada may relate to differences in expected 

clinical caseload across countries. Based on the experience of the lead author, IEPTs may be used 

to less standardization of the expected caseload for a physiotherapist or for the amount of time 

spent with each patient. Even though patients are booked with specific appointment start times, 

there may not be a requirement to strictly follow the intended treatment time, possibly because it 

was never incorporated into the physiotherapy training and practice in their country of origin. 

Advanced inter-professional skill, as seen in either being sensitive to patients and/or ensuring 

patient confidentiality, is one of the areas of strength for which IEPTs were commended by their 

CIs.   This finding is in contrast to the reports by Baumann et al. (2010) and Johnson & Baumal, 
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(2011), where internationally educated health professionals were reported to have difficulty in 

earning trust of patients, colleagues and team members even after obtaining licensure or 

registration. However, their reports are based on multiple professions which may have different 

immigration and education profiles from physiotherapy, and also on many internationally educated 

health professionals who had not participated in any bridging program. 

While it is logical that skills may show greater compromise in a complex patient situation, many 

IEPTs had challenges with complex patients even in areas of strength. This finding is worrisome 

because most of the IEPTs in this study had had over 5 years of physiotherapy experience in their 

home country, and therefore they should be expected to have some familiarity with complex 

patients. On the other hand, we could argue that the difference in cultural practices could be 

overwhelming to the IEPTs and contributed to their lack of confidence in performing some skills 

that are considered entry-level in physiotherapy practice in Canada. The difference in cultural 

practices would likely be a contributing factor for under-performing in a complex patient scenario.  

Consequently, exposing the IEPTs to the complexity of healthcare systems and related services in 

Canada, as well as practice patterns for physiotherapists, is essential for the IEPTs' ability to 

perform well in the PCE as well as to integrate properly into the Canadian physiotherapy 

workforce.  

Although these areas of strength and weakness are based in the context of one profession in one 

country, our findings can be related to many of those reported for other professions in other 

countries. Therefore, we believe that our findings can be considered critically for application in 

the integration of other internationally educated health professionals, with enhancement or 

adaptation to fit those situations. 
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4.7 Study strengths and limitations  

While this is the only known study that has analysed the content of the comment sections of any 

clinical assessment tool in IEPTs, it is important we acknowledge the limitations of this study. The 

credibility of the coding process would have been increased if two coders had been involved in all 

stage of coding, right from initial coding to merging within roles and across roles. The second 

coder was involved only in the within-roles coding. It is also possible that during the coding 

process, we could have been biased because we derived and developed codes based on already 

existing “roles”. Also it is possible that we didn’t fulfil the features associated with naturalistic 

paradigm, because we were clearly looking for evidence to support areas of weakness and strength; 

thus, we may have underemphasized the contextual aspects of the clinical situations at which these 

ACPs were filled. Even though it was beyond the scope of this study, member checking with some 

of the CIs, IEPTs and/or OIEPB instructors about areas of weakness and strengths would have 

increased the credibility of the study. However, we ensured that the majority of the trustworthiness 

criteria of content data analysis and coding were met, as explained in section 4.2.4 above. One of 

the strengths of our study was the completeness of the sample: we had only 5% missing data sets. 

Having 95% of the intended sample size is within the recommended sample size used in previous 

content analysis studies (Morgan, 1993). In addition, we found rich data within the data sets 

supplied.  

4.8 Implications of this study and for further research  

This study identified common strengths and weaknesses in clinical performance among IEPTs in 

the OIEPB program. Validating our synthesis using input from the OIEPB Program's learners, staff 

and other stakeholders should be undertaken. This study's findings can feed into the OIEPB 
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program to strengthen its ability to bridge the weaknesses as well as strengthen the IEPTs' 

professional practice and conduct. Our findings could help IEPTs in self-evaluation when 

preparing for their clinical national exams. Further studies could also use these findings to follow 

OIEBP graduates into practice to understand how they addressed their weaknesses and/or if the 

weaknesses affected their integration into practice. Furthermore, our findings may be useful to 

other researchers to understand if other internationally educated healthcare professionals have 

similar patterns of strengths and weaknesses. If so, this could serve as a basis for future possible 

collaborations among bridging programs, potentially including the identification or development 

of tools to measure the constructs and indicators identified in our study.  

 

4.9 Conclusion 

This study has examined the contents of the comment sections of IEPTs’ ACP forms during their 

clinical internships in a bridging program. Areas of strength included subjective assessment, 

treatment delivery, patient confidentiality, and inter-professional respect. Areas of weakness 

included objective assessment, setting SMART goals, logical clinical reasoning, communication, 

confidence, time management and patient safety. The study findings culminated in a descriptive 

synthesis, incorporating the areas of strength and weakness according to the constructs of 

professional practice and professional conduct in the Canadian context.  
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4.10 Key messages  

4.10.1 What is already known on this topic. 

The ACP developed by Mori et al (2016a,b) is now used throughout Canada to assess Canadian 

PT students' performance in clinical education. Cultural differences in professional practice are a 

major contributor to poor integration among internationally educated healthcare professionals.  

4.10.2 What this study adds. 

This is the only study that analysed the contents of the comments section of the ACP scores in 

clinical education among IEPTs. We summarised the strengths and weaknesses among IEPTs in 

their readiness for professional practice and professional conduct in the Canadian physiotherapy 

workforce. 
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Chapter 5 
Study Summaries, relating the studies, implications, future directions and overarching 

conclusion 

The overall goal of this thesis was to understand the professional competencies and deficiencies 

in internationally educated physiotherapists as they attempt to integrate into the Canadian 

physiotherapist workforce. This was achieved through systematic review of literature as well as 

analysis of the clinical performance of the IEPTs during clinical education in a bridging program, 

specifically the OIEPB program.  

We presented our thesis in a manuscript format. Chapter 1 gave the overview of the subject matter; 

Chapter 2 was a review (critical and systematized) of literature that describes the experiences of 

internationally educated healthcare professionals in their new country. We mapped these 

experiences using a competency framework based on the competency profiles roles from the four 

selected professions in Canada.  Chapters 3 and 4 describe the performance of IEPTs during 

clinical education in the OIEPB program. There are two main opportunities for clinical education 

in the OIEPB program. Clinical instructors using the Canadian Physiotherapy Assessment of 

Clinical Performance (ACP) assessed these IEPTs' clinical performance behaviours at midterm 

and final point of each internship.  The ACP is relatively a new tool that has scoring and open-

ended comment sections. 

For Chapter 3, we presented the analysis of the IEPTs’ scores on the ACP and described their 

clinical performance patterns. In Chapter 4, we presented the analysis of comments written by 

IEPTs' preceptors and developed a descriptive synthesis with indicators for areas of weakness or 

strength in the clinical performance of the IEPTs.  
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This final chapter summarises each study, highlighting their conclusions, integrating the studies 

and linking them up to the thesis objectives.  We then present the implications of the findings and 

discuss future directions. This chapter also discusses the implications of the overall study design 

(See figure 5.1) 

 

Figure 5.1 study phases, research questions and outcome 
IEHPs- Internationally educated healthcare professionals; IEPTs- Internationally educated physiotherapists.  
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5.1 Study Summaries 

5.1.1 Research question 1: How do the experiences of internationally educated healthcare 

professionals in their new country, as documented in the literature, map to a competency 

framework? - Review of literature 

We conducted a review, borrowing features from critical and systematized reviews, of literature 

to understand the experiences of the IEHPs.  We included articles published from 2000 to date, 

because we aimed to capture recent experiences, as there are constant shifts in the practice models 

across the globe and within professions. Only 13 articles were included in the review, of which we 

qualitatively appraised the 10 that were studies rather than opinion papers, and considered the 

content of all 13 articles.  The contents or findings of the article were mapped across the “roles” 

of a competency framework adapted from the Professional Competency Profiles of four health 

professions in Canada: Physiotherapist, Occupational therapist, Medical doctor and Pharmacist. 

Themes from the articles were mapped to all the roles in the competency framework except the 

Health Advocate role. Communicator role was the most discussed role across the reviewed 

literature. At the end, we provided a synthesis of IEHPs' professional competency deficiencies in 

fulfilling professional roles. We propose that enhancing cultural-language competency and 

confidence would likely enhance the ability to see how much there is any true deficit in the 

“expert” and other roles among the IEHPs in Canada.   

5.1.2 Research question 2: What are the patterns of ACP scores among learners during clinical 

education in the OIEPB program? - Secondary data analysis of the learners ACP forms.   

We conducted a secondary analysis of quantitative data from the ACP forms about IEPTs from 

the 4th (n=27) and 5th (n=35) cohorts of the OIEPB program. The scores (quantitative data) from 

all the learners the ACP forms were extracted. A complete data set for each learner would have 
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scores from four time-points:  midterm and final term of each clinical internship I and II. One 

learner had no scores in all of the four time points; there were 237 data sets for the other 61 

learners. We also examined the response pattern for each item and role in the ACP level for each 

learner. Role scores were calculated as the mean of all available scores for items within that role. 

None of the roles’ mean scores reached the entry-level practice score (9/10) in Canada. However, 

most ratings indicated entry-level performance for 18 of 21 ACP items at the final point of both 

internships.  After we plotted progression graphs for each individual, we grouped the response 

patterns into five categories; 1) high performance throughout, (2) highly improved performance 

within and across internships, (3) moderately improved performance within and across internships, 

(4) moderate performance with low change, and (5) low performance throughout. The largest 

percentage (75%, n=43 of 57) of learners were in categories 2 or 3. This implies that the majority 

of the learners improved over time during their clinical internships. This is an indicator that 

exposure of IEPTs to clinical settings in the Canadian context is a promising strategy, not only to 

improve success rates in the Physiotherapy Competency Examination but also as a strategy to 

foster integration during physiotherapy practice.   

5.1.3 Research question 3: What are the areas of strength and areas requiring improvement in 

clinical performance by learners in the OIEPB program? – Secondary data analysis of comments in 

the learners' ACP forms 

We conducted a secondary analysis of the qualitative data (comment sections) of ACP forms of 

learners in three successive cohorts (3rd, n=39; 4th, n=27; and 5th, n=35) of the OIEBP program. 

We employed a deductive content analysis on the comment sections of ACP forms of learners. 

The clinical instructors wrote in the comment sections of the ACP at four time points (midterm 

and finalpoint of each clinical internship I and II). Based on the number of learners, we therefore 
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expected 404 datasets; however, due to missing data we obtained and analysed comments from 

385 datasets.  We found 22 and 14 descriptors for weakness and strength, respectively, within 

roles; when these descriptors were merged across roles, we had 7 and 4 indicators for areas of 

weakness and strength, respectively. These 11 indicators were later summarised in two central 

themes: professional conduct and professional practice. We conceptualized these constructs 

(themes) with their corresponding indicators (categories) to develop  a descriptive synthesis of 

competencies for IEPTs during clinical internships in the OIEPB program.  The descriptive 

synthesis was situated in the context of the Canadian healthcare system. It also illustrated that 

when IEPTs are faced with “Complex Patients” (patients with complex or comorbid conditions), 

they generally struggle in all of the competencies otherwise indicated as areas of strength.   

5.2  Relating the three studies 

Even though the studies had separate analyses, we are able to link the studies in how they 

contribute to achieving the overall goal of the thesis. Generally, the findings from the first study 

(chapter 2) created the underpinning literature for interpreting the results from the quantitative and 

qualitative secondary analysis of the learners' ACP data. We noted that communication was an 

area of weakness in both the first study (literature review) and third study (secondary analysis of 

comments in the ACP). In contrast, one aspect of communication in our second study (secondary 

analysis of the ACP scores) was among the items on which the learners (IEPTs) typically had a 

high score compared to other items. We propose that this contrast in findings occurred because 

communication has different aspects and assessing communication as a single construct could be 

misleading. It may be that IEPTs have communication weaknesses only in some types of 
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communication; alternatively, the finding may have occurred because of the structure of the ACP 

and the way the items are worded. 

Items in the professional role were among the highest rated scores in the ACP, and most aspects 

were considered as areas of strength in the preceptors' comments. However, when we mapped the 

literature against the professional role (chapter 2), we found four articles that reported how IEHPs 

struggle with understanding the medicolegal policies associated with practice in their new country. 

Also, earning respect and rapport from other professionals as well as patients was also identified 

as a challenge for the IEHPs in the literature. We propose that there could be various reasons for 

the contrasting results between the ACP data and the findings from literature. One reason is that it 

could be related to the structure of the ACP; a similar result of high scoring in the professional role 

has been recorded for students in the Canadian physiotherapy education programs using the 

instrument in use before the ACP was developed (Norman & Booth, 2015; Proctor et al, 2010). A 

second possible reason is that the OIEPB Program provides instruction to the IEPTs before their 

clinical internships that prepare them for the professional role competencies they need to 

demonstrate during clinical internships. Either or both of these reasons may have contributed to 

our findings about the professional role. 

5.2.1 Relating the two syntheses in this study 

The two high-level syntheses we developed in this study were closely related. From study one, we 

developed a Synthesis of IEHPs’ Professional Competency Deficiencies in Fulfilling 

Professional Roles. In this synthesis, there are two indicators for key areas in which IEHPs 

typically need to improve in order to achieve the required level in other competencies: cultural-

language competency and confidence.  From study three we developed a Descriptive Synthesis 
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of Competencies for the IEPTs during Clinical Internships in the OIEPB Program; the 

synthesis has two constructs with 11 indicators of which 7 indicate areas of weakness and 4 areas 

of strength. The two indicators (cultural-language competency and confidence) from our first study 

were among the 7 indicators for area of weakness noted among the IEPTs during clinical 

internships. Cultural-language and confidence deficits thus appear to be common to both IEPTs in 

the OIEPB Program in Canada and to IEHPs in many different countries. The other indicators of 

weakness from our third study, other than the two in the overlap area, are possibly specific to either 

physiotherapy as a profession or Canada as a destination for IEHPs. Alternatively, the areas of 

weakness and strengths from our third study that are distinct from our literature findings may be 

partially applicable to other professions or other countries but they may not be as universal as 

weaknesses in cultural-language competency and confidence. 

5.2.2 Comparing the qualitative (comments) and quantitative (scores) findings  

Different authors have contrasting arguments about whether qualitative data (written comments) 

are consistent with numeric scoring in clinical performance assessments.  Richards et al. (2009) 

and Durining et al. (2010) reported that comments are usually consistent with scores assigned, 

suggesting that reading thousands of comments may not be worth the trouble. In contrast, Tsuda 

et al (2007), Ginsburg et al (2013) and Frohna & Stern (2005) reported that the comments usually 

are not consistent with scores assigned, thereby exposing weaknesses that the scores did not 

identify. We did not directly compare the quantitative and qualitative data about individual 

learners. However, our findings partially support both arguments, as explained below. 
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5.2.2.1 Conflicting findings between the qualitative (comments) and quantitative (scores) 

Communication emerged as an area of weakness in the qualitative analysis of the learners’ ACP 

comment sections. This is in relative contrast to the finding that the mean score in one of the items 

of the communicator role was among the top three mean scores across the 21 items. We discussed 

this finding above (opening part of section 5.2). In addition, I propose that communication is a 

complex term that encompasses different aspects, such as verbal, nonverbal, and written, and 

preceptors may have been rating an aspect of communication less affected by cultural-language 

deficits than the elements discussed in the comment sections of the ACP.  

5.2.2.2 Consistent findings between the qualitative (comments) and quantitative (scores) 

The professional role had two items with the highest three overall mean scores in the ACP. Also, 

the learners' mean score for the professional role was relatively high even at the midterm of the 

first clinical internship. This is consistent with the findings from analysis of the comments, where 

the two areas of strength in professional conduct were professionalism relating to patient 

confidentiality and inter-professional respect.  

In the expert role, the learners' ability to logically arrive at a diagnosis as well as prognosis was 

low in the scoring. This is consistent with the finding that logical clinical reasoning was identified 

as an area of weakness in the qualitative data. In general, the majority of the other findings from 

the quantitative and qualitative data were relatively similar.   

5.2.3 Supporting argument for the situating our findings from the ACP in the Canadian healthcare 

system. 

The quantitative and qualitative data both indicate that some of the greatest deficits are seen in 

roles that depend on knowledge of the Canadian healthcare systems. These deficits could be 
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closely linked to the advocacy role and manager role, because most of the descriptors of these roles 

entails assisting patients to navigate the Canadian healthcare systems especially in accessing 

resources available in the community. Also, being able to manage an appropriate case load for 

entry level physiotherapy practice depends on understanding the culture of the healthcare system. 

It is not surprising to us why we observed low percentages of IEPTs who performed at the entry 

level score in the manager (12%) and advocate roles (14%). From our synthesis of the literature, 

we believe that the manager and advocate competencies are contingent on developing cultural-

language competency and confidence. 

5.3 Reflections on the overall study designs: strengths and limitations 

In the analysis of ACP data in this thesis, we took a multi-method approach rather than a mixed 

methods approach. We are aware that conclusion of this thesis would have been different if the 

overarching research method had been a mixed method. For instance, comparing the scores of each 

learner's ACP directly with the contents of the comment sections for the same learner would have 

yielded different results. We decided to analyse this data separately even though the data was from 

the same assessment tool (ACP) for the following reasons. First, this is the only study that has 

analysed both the comment sections and the rating scores of the ACP, and the analyses of each 

component drew on different literature. Second, combining the two data sets (comment sections 

and the rating scores) would not have clearly demonstrated the specific contribution of each of the 

data sets. Third, it was not feasible in the time line for this MSc thesis to allow for such comparison. 

Lastly, our research question was not framed in such a way to support a mixed method approach.  

Despite the above reasons, there are limitations associated with using multi-method rather than 

mixed method. If we had used mixed method, it is possible we would have provide stronger 
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evidence for a conclusion about the key strengths and weaknesses of IEPTs through convergence 

and corroboration of findings. Also, we could have provided more comprehensive reasons, insights 

and understanding on why there are some inconsistent results between the literature and the ACP 

findings. Additionally, mixed method would have provided an opportunity to triangulate the 

findings from the qualitative and quantitative data from the ACP. Consequently, we might have 

been able to provide more complete knowledge for informing model and theory formulation.  

We also acknowledge that the findings of this thesis rely heavily on the structure of the ACP and 

the context of the OIEPB Program. As noted previously, the ACP has been shown to have good 

psychometric properties: some aspects of reliability, validity and practicality. However, there is 

no published literature about the ACP's inter-rater reliability for its scoring system, or for how 

preceptors use its comment sections. Moreover, we did not analyse data with respect to preceptors' 

experience as clinical supervisors. Therefore, the findings may have been different if the learners 

had been supervised by different preceptors. 

5.4 Implications of these studies and future directions 

Generally, this is the first analysis of ACP data from IEPTs. Specifically, this is the only published 

document that describes the contents of the written comments in any clinical assessment tool 

among internationally educated healthcare professionals in their new country. The findings from 

in this study were unique and inter-related.  Furthermore, there are opportunities for 

conceptualizing the findings to explore how much they may be applicable to other healthcare 

professionals and across countries with similar healthcare systems. The descriptive synthesis of 

the competencies for the IEPTs provided a summary of the areas of strength and weakness among 

the IEPTs in the bridging program; therefore, it could serve as a feedback and self-reflection for 
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IEPTs seeking registration in Canada, because our sample was representative of the demographics 

of IEPTs recently entering Canada. It would also provide insight on how to further strengthen the 

skills of the IEPTs in the bridging program in preparing them for the Physiotherapy Competency 

Examination. It is likely that the descriptive synthesis of the competencies for the IEPTs, with its 

2 constructs and the 11 indicators, could be used to identify or develop a model and possible tools 

to assess evolution of strengths and weaknesses over time in the IEPTs.  

In addition, we found, based on our qualitative analysis and the systematized review, that cultural-

language competency could be the focus in understanding communication of healthcare 

professionals in their new countries. To this effect, fostering cultural-language competency should 

be encouraged beyond focusing exclusively on the language barrier that is evaluated by 

standardized English test scores. Confidence in clinical assessments, in communication with/to 

patients and in contribution during medical rounds, was one of the indicators for successful 

integration into a new cultural practice setting. We advocate that bridging programs should 

incorporate strategies to enhance confidence in the internationally educated healthcare 

professionals. Since clinical internship seems to be a good option for enhancing confidence, we 

advocate that all IEPTs should undertake clinical internship either in a formal setting or by 

shadowing a registered physiotherapist in Canada.   

Even though we did not explicitly assess if the ACP is a good clinical performance measure for 

IEPTs, our study shows a good extent of clinical performance progression; specifically, our mean 

progression graph is similar to the graph shown by Mori et al (2016b) for the students in Canadian 

physiotherapy education programs. Therefore, it seems that the ACP is a good clinical performance 
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measure for IEPTs in Canada, but caution in generalization of these findings is appropriate since 

there is no published literature on the inter-rater reliability of the ACP.  

5.5 Conclusion  

There are clear links between the three studies in this thesis. To answer our first research question 

– how do the experiences of internationally educated healthcare professionals in their new country, 

as documented in the literature, map to a competency framework? – we found themes that linked 

to six of the seven roles in the competency framework. The role for which we did not find themes 

was Health Advocate. Furthermore, we produced a Synthesis of the IEHPs Professional 

Competency Deficiencies in fulfilling Professional Roles, in which we postulate that cultural-

language and confidence deficits contribute to the deficiencies seen in roles and competencies 

among IEHPs in their new country. To answer our second research question – what are the patterns 

of ACP scores among learners during clinical education in the OIEPB program? – most learners 

achieved entry-level performance in most items by the end of the second internship. Additionally, 

most IEPTs (75%) had improvements from lower scores to at least 'advanced intermediate' 

performance level at the final point of the second internship.  To answer our third research question 

– what are the areas of strength and areas requiring improvement in clinical performance by 

learners in the OIEPB program? – we found 22 and 14 descriptors for weakness and strength, 

respectively, within roles. When these descriptors were merged across roles, we had 7 and 4 

indicators for areas of weakness and strength respectively. These indicators were later summarised 

in two central themes: professional conduct and professional practice. These constructs and 

indicators formed the Descriptive Synthesis of Competencies for IEPTs during Clinical Internships 

in the OIEPB Program. The 7 indicators of weakness are communication, confidence issues, time 
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management, patient safety, objective assessment, setting SMART goals and logical clinical 

reasoning. The 4 indicators of strength are patient confidentiality, interprofessional respect, 

subjective assessment and treatment delivery.  

We conclude that aspects of communication that are linked to cultural-language competency and 

confidence during clinical rounds, assessments and treatment should be foundational for the 

bridging process in IEHPs and that different aspects of communication should be explored.  
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Appendix A: Step-by-step framework for qualitative and quantitative 

evaluation 

Elements  Questions 

 

Qualitative  Quantitative 

Theoretical framework Has the conceptual or theoretical 

framework been identified?  

Is the framework adequately described?  

Is the framework appropriate? 

Has the conceptual or theoretical 

framework been identified?  

Is the framework adequately described?  

Is the framework appropriate? 

Methodology Has the philosophical approach been 

identified? Why was this approach 

chosen?  

Have the philosophical underpinnings 

of the approach been explained? 

Is the research design clearly identified?  

 

Data collection/Analysis  Are the data collection strategies 

described? Are the strategies used to 

analyse the data described? Did the 

researcher follow the steps of the data 

analysis method identified? Was data 

saturation achieved? 

Is the sampling method and sample size 

identified? Is the sampling method 

appropriate? Were the participants 

suitable for informing research? 

Rigour Does the researcher discuss how rigour 

was assured?  

Were credibility, dependability, 

transferability and goodness discussed? 

Has the data gathering instrument been 

described? Is the instrument 

appropriate?  

How was it developed?  

Were reliability and validity testing 

undertaken and the results discussed?  

Was a pilot study undertaken? 

Ethical consideration  Were the participants fully informed 

about the nature of the research?  

Was the autonomy/ confidentiality of 

the participants guaranteed?  

Were the participants protected from 

harm?  

Was ethical permission granted for the 

study? 

Were the participants fully informed 

about the nature of the research?  

Was the autonomy/ confidentiality of 

the participants guaranteed?  

Were the participants protected from 

harm?  

Was ethical permission granted for the 

study? 

Findings Are the findings presented 

appropriately?  

Has the report been placed in the 

context of what was already known of 

the phenomenon?  

Has the original purpose of the study 

been adequately addressed? 

Are the findings linked back to the 

literature review?  

If a hypothesis was identified was it 

supported? Were the strengths and 

limitations of the study including 

generalizability discussed?  

Was a recommendation for further 

research made? 

Source: Ryan and colleagues, 2007.  



 

 

138 

 

 

Appendix B: Canadian Physiotherapy Assessment of Clinical Performance 

(ACP) 
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Appendix E: Progression graphs for all learners 

We grouped these individual graphs into five categories: (1) high performance throughout, (2) highly 

improved performance within and across internships, (3) moderately improved performance within and 

across internships, (4) moderate performance with low change, and (5) low performance throughout. 

 

The following legend is applicable to all graphs in this appendix. 

 Internship 1 midpoint     Internship 2 midpoint 

 Internship 1 final point   ● Internship 2 final point 

 

 

 

Category 1: High performance through (n=5) 

To be in category 1, a learner must have a score of 7 (advanced intermediate performance) or higher in 12 

or more of the ACP items at all points of both internships, and also must have a score of 9 (entry level 

performance) or 10 in 17 or more of the final point ratings in their best internship. 
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Category 2- Highly improved performance within and across internships, 

To be in category 2, a learner must have shown an obvious improvement in at least 70% of the 

items of the ACP in at least one internship; this improvement was typically from a low or 

moderate score at midpoint to a score of 9 (entry level performance) at final point.  
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Category 3: moderately improved performance within and across internships (n-25) 

To be in category 3, a learner must have shown an obvious improvement similar to what was 

described above for category 2, except that the final point score was at least 7 (advanced 

intermediate) rather than 9.  
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Category 4:  moderate performance with low change 

To be in category 4, a learner must have shown an improvement in at least 70% of the items of 

the ACP, but did not attain enough improvement to be in category 3; most of the final term 

ratings were 5 or 6.  
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Category 5:  low performance throughout. 

To be in category 5, a learner must have had most of the items in the ACP rated 5 and below 
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