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Question Proposed:
Develop a set of recommendations based on a review of the three frameworks of
community engagement (IAP2, Holland Matrix, STEPS) currently being used by the
provincial health authorities and Dalhousie University Medical School on which model
would be most effective within the Nova Scotia context. Two additional questions were
to be considered through this project:
• Will the model(s) lead to transformative change?
• Will the model(s) improve community engagement within the health system?
Each framework was developed to address gaps within the health care system across
North America.
Methods:
We completed a literature search of community engagement models. We then explored
in depth the IAP2 (Fig. 1), Holland Matrix (Fig. 2) and STEPS approaches through
review of the literature, viewing expert testimony and expert interviews.
We interviewed the public and representatives from the medical community and
academic center to identify recurring themes regarding the Dalhousie University Faculty
of Medicine and community engagement.
Themes from Interviews
Academic and medical community:
o Community engagement requires a cultural shift in medical school education
around serving and engaging society beyond the patient in front of you.
o Change takes time; you need to start small and grow it from the ground up.
o Physicians need to believe that the community knows what is important for them.
o The Medical School needs to be present in the community.

o Success would have Dalhousie Medical School more visible and present in our
communities. Co-location and community generated research ideas are
examples.
Themes from public in community:
o The medical school helps train doctors, and is important for recruiting and
keeping doctors in their communities.
o The community does not distinguish between the training of medical
professionals (dentists, physicians, nurses).
o Most people are not sure what the medical school offers beyond training doctors.
o Having a medical school in your community allows the research agenda to be
targeted towards improving health care for people in the province and facilitating
community care.
o The medical school needs to be out in the community and visible.
o Community values the importance of the medical school in the province.
Quotes from Interviews:
What is the role of Dalhousie Medical School in serving and engaging society?
o Dean Anderson “It’s just the right thing to do”
o Dr. Noni MacDonald “Doing this well means the medical school would not
be talking about we, but would be talking about us”
o Dr. David Petrie “Hard to serve society without engaging society.”
o Community member “The medical school could put themselves out there
more…”
o Community member “ They produce doctors…the trick is to make ‘em
stay.”
Findings:
The Dalhousie Faculty of Medicine recognizes that engaging with the community is a
key strategic direction for the future of the medical school and critically important in
improving the health care within our region. Community engagement has been outlined
in several models (Holland Matrix, IAP2, STEPS), but no one model adequately
captures all aspects required for successful implementation.
From our interviews and research, the potential of community engagement will not be
fully understood until we ask the questions and listen authentically to the stories of our
communities. This communication needs to be two-way sharing and promoting
community engagement successes, as there is a gap in knowledge about the full value
of the medical school in our communities. True community engagement will require a
cultural shift in medical education and practice, and will take time. Community
engagement cannot become a priority in academic medicine until it is a core mission of
the medical school reflected in education, research and promotion.

Recommendations:
We propose an aggregate that incorporates aspects of all three models reviewed into
the community engagement process (Fig. 3): The Holland Matrix, to assess and inform
the desired level of organizational community engagement by the medical school, the
IAP2 model to clarify the direction, extent of and potential strategies for engagement,
and the STEPS model to estimate expected timelines to develop authentic community
engagement. This recommendation does not preclude the use of other models to
inform the process. Most important is taking action in community engagement, starting
even with small steps, then evaluating and modifying as part of an ongoing
improvement process.
Next steps:
Dalhousie Faculty of Medicine to incorporate community engagement (serving and
engaging society) in admissions, undergraduate curriculum, research strategy and
appointment and promotion guidelines. The medical school to implement clear metrics
of measurement of community engagement (e.g. Public and Patient Engagement
Evaluation Tool) as well as external accountability (e.g. community members advisory
group) and impact to support and guide the process.
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