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In 2015, for the first time ever, 
the number of people in Canada 
aged 65 years or older exceeded 

the number of children.1 Moreover, 
according to the most recent projec-
tions, the share of people aged 65 
and older will continue to increase 
and will account for 20% of the pop-
ulation by 2024.1 This will have a 

significant impact on the health care 
system, as older people use a dispro-
portionate amount of hospital ser-
vices compared to other age groups.2 

The recruitment of health care 
professionals specialized in the care 
of seniors is difficult, which is espe-
cially concerning given the grow-
ing demand.3,4 In primary care, 

professionals often find it difficult 
to care for seniors, due to medical 
complexities, patient vulnerability, 
administrative burdens, and inter-
personal challenges.5 Furthermore, 
deficits exist with regard to basic 
knowledge in the care of seniors.6,7 
This suggests there are shortcom-
ings in the geriatric training current-
ly available to family physicians, in 
terms of both undergraduate and 
continuing professional education.8 
These challenges demonstrate the 
need for educational innovations to 
bolster the skills of primary care pro-
viders in senior care. 

Residents often rely on their 
clinical supervisors as role mod-
els to acquire essential knowledge 
and skills.9,10 However, the lack of 
adequately trained teachers and 
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BACKGROUND AND OBJECTIVES: Many clinical supervisors in family medi-
cine feel ill-equipped to teach senior care to their family medicine residents 
(trainees). We therefore sought to explore their preferred learning strategies for 
improving their clinical and teaching skills with regard to senior care.  

METHODS: In this qualitative study, we conducted focus groups and interviews 
with supervisors from four family medicine clinics, to explore their preferred ed-
ucational strategies. We selected four clinics using a maximum-variation strat-
egy, based on a survey assessing continuing professional development (CPD) 
needs. The qualitative thematic analysis followed an inductive/deductive ap-
proach based on McGuire’s attributes of persuasive communication.  

RESULTS: The four focus groups and nine interviews with 53 supervisors (37 
physicians, 9 nurses, 4 psychologists, 1 social worker, 1 nutritionist, 1 sexologist) 
revealed that supervisors preferred being trained by experienced trainers spe-
cialized in senior care, from various professional backgrounds, and knowledge-
able about local community resources. They valued practical training the most, 
such as clinical case discussions based on real cases, clinical tools, and men-
toring. The findings also suggest that training in senior care should be adapted 
to the supervisors’ experience, profession, workload, and scope of intervention. 
Supervisors valued repeated CPD with longitudinal follow-up and easy access 
to trainers and to up-to-date training content. 

CONCLUSIONS: The findings of this project will allow those who design CPD 
activities to adapt such activities to the preferences of supervisors, so as to 
improve their clinical and teaching skills in senior care. This, in turn, may help 
supervisors to embody an appealing professional role model for learners.
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mentors has been identified as a bar-
rier to the improvement of continu-
ing professional development (CPD) 
in geriatric medicine.11,12 Thus, to im-
prove the care of seniors, it is imper-
ative that adequate CPD be provided 
to those who bear the responsibility 
for teaching. 

Faculty development for geriatric-
oriented supervisors in family medi-
cine can improve their skills in the 
care of older people and teaching of 
geriatrics,13 and increase their self-
confidence.14–16 However, there is a 
paucity of studies examining the pre-
ferred learning strategies of clinical 
supervisors in family medicine when 
it comes to improving their skills and 
their teaching abilities in senior care. 
We thus sought to understand how 
clinical supervisors in family medi-
cine prefer to improve these skills.

Methods
Study Design
This was a qualitative study on the 
preferred learning strategies of clini-
cal supervisors in family medicine 
(in Quebec, Canada) to hone their 
skills in senior care. It was approved 
by the research ethics committee of 
the research centre at the Centre 
Hospitalier Universitaire de Quebec 
(#C13-06-1246), the Comité d’éthique 
de la recherche sur l’humain du 
Centre hospitalier universitaire de 
Sherbrooke (#13-136-M1), the In-
stitutional Review Board of McGill 
University (A08-E70-13B), and the 
Comité d’Éthique de la Recherche 
en Santé at Université de Montreal 
(#13-079-CERES-D).

Clinic Selection and Recruitment
In a previous study in 43 family 
medicine teaching clinics, we used 
a cross-sectional survey to evaluate 
supervisors’ perceived CPD require-
ments to teach their trainees how to 
manage clinical situations typical of 
senior care.17 Based on the results, 
we chose a purposive maximum-vari-
ation subsample of four clinics where 
supervisors reported extensive CPD 
needs for different clinical situations. 
Professionals of any profession who 
practice in family medicine clinics 

(nurses, social workers, pharmacists, 
psychologists) play formal or infor-
mal roles in the supervision of fam-
ily medicine residents. Nurses may 
also supervise nurse trainees. There-
fore, professionals of any professions 
practicing in family medicine clinics 
were included as study participants.

Data Collection
We conducted a 1-hour focus group 
with physicians in each of the four 
clinics. Additionally, we conducted in-
terviews of roughly 30 minutes each, 
with supervisors other than physi-
cians (eg, nurses, social workers), ei-
ther individually or in dyads, as they 
possess a more diverse professional 
background, and are more difficult to 
gather in large homogeneous groups. 

We used the same semistructured 
interview guide for all groups, to ask 
participants their preferred educa-
tional strategies, and their opinions 
about a CPD program designed to 
meet their training needs. The same 
experienced research professional 
(M.M.) conducted all focus groups/
interviews. Each discussion was re-
corded in audio format and tran-
scribed verbatim. We compensated 
participants with lump sum pay-
ments of either $50 or $100, depend-
ing on the length of the interview.

Analyses
Three people performed a thematic 
qualitative data analysis using a hy-
brid deductive/inductive approach.18 
The deductive analysis was inspired 
by McGuire’s attributes of persua-
sive communication.19–21 McGuire 
proposes five communication attri-
butes that can influence the per-
suasiveness of a message: its source 
(here, the trainer), the message to 
be communicated (here, the training 
content), the communication chan-
nels (here, the training channel), the 
characteristics of the audience (here, 
the supervisors), and the setting in 
which the communication is received 
(here, the learning context). We re-
ported discussions relative to train-
ing content elsewhere.17 To explore 
possible themes and subthemes, the 
principal investigator (A.G.) and two 

research assistants (M.M., F.P.) in-
dependently went through a por-
tion of the interviews, then reached 
a consensus. The transcripts were 
entered as project documents into a 
specialized software (NVivo 10, QSR 
International, Cambridge, MA), and 
the themes as nodes. One assistant 
(M.M.) applied these themes to all 
the interviews. We reached theoreti-
cal saturation as no new subthemes 
emerged during the last interviews. 
The principal investigator (A.G.) cor-
roborated the final analysis. 

Results
Characteristics of Focus Group 
Participants
Of the 79 supervisors invited from 
the four clinics, 53 agreed to partici-
pate (67%). We conducted four 1-hour 
focus groups—one per clinic—with 8 
to 11 supervisors each. We also con-
ducted one to three 30-minute in-
terviews with providers other than 
physicians at each clinic, in smaller 
groups of one to three supervisors 
(total of nine interviews). The major-
ity of participants were physicians 
(70%) or nurses (17%), and 13% had 
other professional backgrounds (Ta-
ble 1). Most participants reported 
practicing an average of 31 hours 
per week (±SD 13) with an average 
of 41% (±SD 28%) of their practice 
time devoted to senior care. 

Preferred Learning Strategies
The dominant perceptions of super-
visors on the features of CPD activ-
ities conducive to improving their 
teaching skills in senior care are de-
scribed in the following sections and 
summarized in Table 2. They are cat-
egorized according to the following 
attributes: trainers, training chan-
nels, learners, and learning context.

Trainers
Experience as field specialist dom-
inated as the most valued feature 
of trainers in senior care. Most par-
ticipants expressed that trainers 
should be specialists in senior care 
and knowledgeable about local com-
munity resources. One participant 
commented:
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I find that important. People who 
are out in the field and see (pa-
tients) every day. More so than 
someone who’s been teaching at a 
university for 50 years and hasn’t 
set foot in a hospital and hasn’t re-
ally treated elderly people. I find 
it pertinent. To have clinical cases, 
cases in their practice, and real sit-
uations on which to base ourselves. 
(Nonphysician health provider)

In all focus groups and interviews, 
the participants spontaneously dis-
cussed the trainers’ professional 

background, but their views were 
varied and sometimes contradicto-
ry. They were open to being instruct-
ed by trainers of various professions, 
and mentioned geriatricians or phy-
sicians more frequently. However, a 
number of participants mentioned 
that geriatricians could impede their 
learning because they are too spe-
cialized to provide training adapted 
to family medicine. One physician 
questioned whether CPD provided 
by psychologists or social workers 
could really contribute to improv-
ing their skills. Interestingly, some 

supervisors mentioned that the 
trainer’s profession was not an issue: 

I believe that any professional who 
usually practices, for example, in 
a family medicine teaching clinic, 
and who specializes in or works 
with that particular clientele is 
qualified to provide such training. 
Because I believe practical experi-
ence is invaluable. (Nonphysician 
health provider)

Clinical supervisors generally be-
lieved that a group of interprofes-
sional trainers should provide CPD 
on senior care, although one partic-
ipant found such team teaching to 
be a barrier. 

Opinions also differed about the 
trainer’s origin. Some viewed the fact 
a trainer was from the local team 
as a facilitating aspect, whereas a 
trainer from outside the clinic was 
considered a facilitating factor for 
some but a barrier for others. Par-
ticipants always reported CPD pro-
vided by peers as facilitating. 

Training Channels
Generally, participants felt that CPD 
on senior care needed to be practical, 
presenting concrete cases and real-
istic scenarios, and by incorporating 
any theoretical concept into practice 
settings. This feature emerged sys-
tematically when participants dis-
cussed the training channels that 
they valued most, which were clin-
ical case discussions, clinical tools, 
mentoring, and simulation work-
shops. For instance, they agreed 
about the value of clinical case dis-
cussions. They suggested using their 
own cases, cases based on real ex-
periences, complex cases that raise 
particular concerns, or those adapted 
to senior care. One participant men-
tioned the importance of portraying 
situations representative of long-
term care:

The people who are there are peo-
ple who have complex health issues. 
It’s not people who are a little bit 
sick that are in long-term care fa-
cilities. It’s people who are very 

Table 1: Characteristics of Study Participants

Characteristic Participants 
(N=53)

Gender, n (%)

Women 40 (75)

Age (Years), n (%)

<30 11 (21)

30-39 14 (26)

40-49 17 (32)

50-59 8 (15)

60-69 3 (6)

Profession, n (%)

Physician 37 (70)

Nurse 9 (17)

Psychologist 4 (7)

Social worker 1 (2)

Nutritionist 1 (2)

Sexologist 1 (2)

Years of Practice, n (%)

<10 19 (36)

10-19 17 (32)

20-29 11 (21)

30-39 5 (9)

≥40 1 (2)

Hours of Practice/Week, Mean (SD)

Ambulatory care 31.2 (13.7)

Home care 0.6 (1.5)

Long-term care 0.9 (4.0)

Hours of Supervision/Week, Mean (SD)

Ambulatory care 9.7 (10.5)

Home care 0.6 (1.5)

Long-term care 0.7 (4.2)
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sick, often with a very long list of 
pathologies. (Nonphysician health 
provider)

Several participants discussed 
how they valued clinical tools as fa-
cilitators to their learning and teach-
ing experiences. We grouped together 
as “clinical tools” every document or 

computer program whose purpose 
is to guide the assessment, diagno-
sis, or treatment of a client-specific 
clinical problem, such as care proto-
cols, clinical practice guidelines, diag-
nostic scales, databases, procedures, 
manuals, algorithms, checklists, and 
lists of answers to “most frequently 
asked questions.” 

Several participants perceived 
mentoring as an essential training 
channel to improve their skills in se-
nior care. The participants felt that 
mentoring allowed for quick access 
to a resource person outside of train-
ing periods, for instance by phone, or 
on an as-needed basis. Supervisors 
also suggested that this relationship 

Table 2: Dominant Perceptions of Supervisors on the Features of CPD Activities for Improving Their Teaching Skills 
in Senior Care, as Categorized Into CPD Attributes (Trainer, Learning Channel, Learner, and Learning Context)

CPD Attributes Valuable Features of CPD Activities on Senior Care

Trainer

Expertise
•	 Experienced field specialist who still practices
•	 Expertise in geriatrics, whatever the profession
•	 Specialist of the discussed issues, expert of a specific intervention field

Profession

•	 Multidisciplinary, interdisciplinary, interprofessional supervision team
•	 Physician (family physician, neurologist, geriatrician who can adapt content to family 

practice)
•	 Psychologist, pharmacist

Channel

•	 Clinical case discussion (complex cases based on real experiences)
•	 Clinical tools*
•	 Reenactments, simulation workshops
•	 Practical training (concrete, realistic)
•	 Mentoring, consultation, longitudinal follow-up
•	 Small-group training
•	 Immersion/geriatric internship

Learner

Workload/availability
•	 Considers learners’ availability and workload
•	 Planned well in advance with learners
•	 Allow learner to prepare the training in advance (in case of clinical case discussions)

Experience •	 Adapted to the learners’ experience and competencies

Profession •	 Adapted to learners’ profession (eg, physician, nurse)

Field of intervention, mandate
•	 Adapted to the learners’ mandate (whether it is a field practiced by the learner or 

not)
•	 Adapted to learners who teach or not

Clientele •	 Targets supervisors with an elderly clientele 

Learning Context

Duration •	 Half-day

Frequency
•	 Once per month
•	 Once every 2 months
•	 Twice per year

Timing •	 Not in summer

Longitudinal follow-up •	 Importance of regular iteration; repeated training necessary
•	 Longitudinal follow-up with continuous access to the trainers, long-term training

Location •	 On location

Access to training content •	 Training content should be accessible, quickly and easily, from patients’ home
•	 Content updates should be available (online or other)

Access to trainers •	 Trainers should remain accessible when needed

* The clinical tools category comprises: care protocols, clinical practice guidelines, diagnostic scales, databases, procedures, manuals, algorithms, 
checklists, lists of answers to most frequently asked questions, geriatric manual.

Abbreviation: CPD, continuing professional development.
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be developed over a longer-term pe-
riod, even after the end of training. 
One participant stated:

In an ideal world (and I know it’s 
not possible), there should be a re-
source person who’s there when 
needed. Not just someone who 
comes in to give us a 3-hour class… 
but a person we can turn to when 
we have questions (…). If we could 
at least have telephone access to 
a person we could consult with... 
(Nonphysician health provider)

Simulation workshops were also 
mentioned as being particularly 
useful to cover psychosocial issues, 
doctor–patient communication, and 
conflict management. 

On the other hand, the partici-
pants discussed several other train-
ing channels, but disagreed amongst 
themselves as to their value. For ex-
ample, they valued the accessibili-
ty, low cost, and flexibility of online 
training, but disliked the fact that 
such CPD requires regular updates. 
They held mixed views about confer-
ences, presentations, and lectures. 
Participants valued these channels 
to integrate basic theoretical con-
cepts, but felt they were not suffi-
ciently hands-on, usually resulting 
in low retention of information. Su-
pervisors also believed that coaching 
allows developing an individualized 
relationship with the trainer, which 
is favorable to problem solving and 
decision making, but they were re-
luctant to be supervised themselves. 
They were again divided regarding 
observation and feedback. They ap-
preciated the opportunity to discuss 
their practice with an expert and 
compare themselves to a role mod-
el, but some expressed reservations 
about being observed:

I don’t need to be observed with my 
patient. What I really need is to be 
able to discuss the case, to pres-
ent my patient to some colleagues. 
This is what I’m dealing with. 
Should I go further than that? Are 
there other people I should involve 
that I haven’t thought of? When 

discussing these aspects, the next 
steps become obvious. Of course! 
Why didn’t I do that? (Physician)

Other training channels were 
discussed to a lesser extent, such as 
small-group training, internships in 
specialized geriatric units, interpro-
fessional meetings, evidence-based 
discussions, simulated medical inter-
views, and supervision evaluation by 
peer supervisors.

Learners 
Supervisors mentioned several of 
their own characteristics as learn-
ers that could influence their pre-
ferred learning strategies. Their 
experience, profession, training cul-
ture, field and mandate, workload, 
and availability all contributed to 
their preferred learning strategies. 
Some participants emphasized the 
value of adapting CPD to their field 
of practice and experience. 

Additionally, the supervisors 
pointed out that nurses may require 
different CPD due to their specific 
fields of intervention, and because 
they have less clinical experience. 
One supervisor noted that nurs-
es have fewer hours of mandatory 
training while another explained 
that their key role in settings where 
services intersect could explain their 
greater CPD needs. Supervisors sug-
gested that CPD for nurses should 
target teaching skills and clinical 
skills specific to senior care. More-
over, nurse-specific CPD could ben-
efit from the wealth of experience 
some nurses have in senior care.

Learning Context
There was consensus among par-
ticipants with regard to the need to 
receive CPD over regularly spaced 
half days, preferably not in summer. 
Moreover, they considered it essen-
tial to adapt CPD to their schedules 
and to tailor it to each specific clinic’s 
needs. Participants perceived that 
repeated and regular training with 
longitudinal follow-up and contin-
uous access to trainers facilitated 
learning.

Participants also valued improved 
access to training content, such as 
up-to-date information, tools, and 
databases. They pointed to issues 
in accessing tools from home-care 
settings. 

Discussion
We identified the preferred learn-
ing strategies of clinical supervi-
sors in family medicine to improve 
their skills to deliver and teach se-
nior care in Quebec. They preferred 
trainers from various profession-
al backgrounds who were special-
ized in senior care, knowledgeable 
about local community resources, 
and possessed extensive experience. 
In terms of training channels, they 
valued clinical case discussions, clini-
cal tools, and simulation workshops. 
Consideration of their characteristics 
as learners was a concern for most 
(ie, the need to adapt CPD to their 
experiences, profession, workload, 
and scope of intervention). In terms 
of learning context, they valued re-
peated CPD with longitudinal follow-
up and easy access to trainers and to 
up-to-date training content.

Participants’ preference for train-
ers with varying professional back-
grounds, as well as the perceived 
value of interprofessional CPD, con-
cur with previous findings on the 
benefits of interprofessional educa-
tion (IPE) to improve senior care.22–25 
Conversely, our findings also indicate 
that nurses might benefit from CPD 
sessions to meet their specific needs. 
A solution to this apparent dispar-
ity might be to combine interprofes-
sional activities with sessions based 
on experience and scope of practice. 
Most participants also appreciated 
peer exchanges and getting train-
ing from a member of their own 
team. Peer-led CPD was previous-
ly demonstrated to be successful as 
a means to teach general practitio-
ners how to manage specific geriatric 
symptoms.26 Interestingly, study par-
ticipants did not mention patients 
and informal caregivers as poten-
tial trainers, despite ongoing exper-
iments in this field.27
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We found that learners’ workload 
and availability should be carefully 
considered when offering CPD. Lack 
of time for participating in CPD is a 
recurrent theme in earlier studies on 
the barriers to CPD participation.28,29 
Officially incorporating CPD training 
into the supervisor’s schedule by ne-
gotiating with their immediate supe-
rior has been proposed as a strategy 
to improve participation in CPD.30 
Considering the importance of im-
proving the abilities of family medi-
cine teams to care for seniors, both 
from a patient perspective31,32 and 
from a health system perspective,33,34 
any CPD in senior care should pref-
erably be endorsed by the supervi-
sors’ superior, as part of a public 
health program.

With regard to learning context, 
the participants discussed the impor-
tance of having easy access to train-
ing. They appreciated being able to 
reach an expert, at any time, for ad-
vice and continuous learning. For 
most supervisors, continuous and 
repeated CPD was a necessity, and 
they suggested having remote ac-
cess to a network of experts over 
the long-term, for example through 
videoconferencing. 

Our findings on the preferred 
learning channels concur with ear-
lier studies that demonstrated the 
value of simulation and experien-
tial learning to improve technical 
and nontechnical skills, attitude, 
and knowledge for senior care.35–37 
A recent meta-analysis also showed 
that the more active CPD interven-
tions are more effective at improv-
ing knowledge, performance, and 
outcomes.38 On the other hand, su-
pervisors also valued clinical tools. 
Directories for the care of seniors, 
such as the McMaster Optimal Ag-
ing Portal could thus help meet pro-
fessionals’ needs.

In several interviews, mentoring 
emerged as a helpful strategy to 
improve supervisors’ skills in senior 
care. Specifically, the participants 
expressed preferences for tailored, 
continuous, and longitudinal CPD 
with the same expert through it-
erations and repetitions, as well 

as unlimited access to the trainer 
for advice or feedback. All of these 
could be offered by a mentor, name-
ly an experienced and trusted advi-
sor who can provide guidance and 
support with the goal of improving 
the mentee’s development.39 Mentor-
ing could be especially important in 
the field of geriatrics, as 48% of phy-
sicians pursuing a career in geriat-
rics report they were influenced to do 
so by a specific role model or men-
tor.40 Senior care requires expertise 
that must balance a patient’s clini-
cal state and circumstances, relevant 
research evidence, and the patient’s 
preferences.41 Expertise is acquired 
through motivation, repetition, grad-
ual refinement, as well as experi-
ence with challenging situations 
and short-duration learning tasks 
with feedback and reflection.42 Men-
tors can play an integral role in some 
of these learning steps by helping 
supervisors face challenging situa-
tions, exposing them to short-dura-
tion learning tasks, and providing 
feedback on their management of 
complex geriatric cases.43,44 

Overall, our findings highlight 
several features of CPD activities 
that meet the preferences of clini-
cal supervisors when it comes to 
improving their teaching skills in se-
nior care. Tailoring these activities 
carefully to supervisors’ preferenc-
es could improve their motivation to 
participate in them, considering that 
motivational challenges are a recog-
nized barrier to supervisors’ partici-
pation in CPD on senior care.10 In 
addition, our findings suggest that 
training in senior care requires ap-
plied experiences that can only be 
encountered in real practice set-
tings, guided by experienced field 
specialists. Well-tailored mentoring 
programs, real case discussions and 
clinical tools are therefore promis-
ing strategies that deserve to be ex-
plored further. These findings are 
consistent with those of a recent 
integrative review that shows that 
integrating practical applications im-
proves the effectiveness of training.45

This study has limitations. First, 
we recruited participants from four 

university networks in the prov-
ince of Quebec, therefore our study 
results are representative of this 
specific context only. However, as dis-
cussed, we found similarities with 
studies conducted in other settings. 
Second, although the overall num-
ber of supervisors interviewed was 
sufficient, for certain professions the 
number of participants was some-
times not enough (eg, nutritionist, 
sexologist) to draw conclusions about 
their specific preferences. Thirdly, 
we did not contact participants for 
their feedback on our interpretation 
of the data, however several of the 
coauthors are among the targeted 
participants and this could compen-
sate somewhat for the lack of mem-
ber checking. Finally, this work does 
not make it possible to assess the 
effectiveness of the learning strat-
egies described, but only to learn 
about the preferences of supervi-
sors with regard to these strategies. 
However, knowing these preferences 
could potentially allow adaptation of 
future CPD activities, and thus re-
spect some principles of adult learn-
ing theory.46

Conclusions 
This study provides some insights 
into the preferred learning strate-
gies of clinical supervisors in fam-
ily medicine to improve their skills 
and teaching abilities to care for 
seniors. We found that supervisors 
preferred that training be offered by 
trainers with extensive field experi-
ence, and knowledgeable about local 
community resources. It should also 
be adapted to learners’ experience, 
profession, workload, and scope of 
intervention. It should be continu-
ous and repeated, to allow feedback 
on the management of the learners’ 
most complex cases. Lastly, training 
should be hands-on, and could com-
prise simulations, clinical case dis-
cussions representative of the more 
complex clinical situations, clinical 
tools specific to the care of seniors, 
and access to a mentor. While the 
current study provides considerable 
insight into the preferred learning 
strategies of primary health care 
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providers, the combined efficacy of 
these remains untested. Future stud-
ies are required to determine wheth-
er implementing these strategies will 
improve supervisors’ motivation to 
participate in such training, while of-
fering the resources to improve their 
competencies and skills in teaching 
senior care, and ultimately allow 
them to embody an appealing pro-
fessional role model for learners.
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