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Developing a National Strategy to Improve Advanced Care 
Planning in Canada 

Presenter: Dr. Kevin Willison, Lakehead University 
 
Background:  
More than 259,000 Canadians die every year. This rate is increasing by about 3% a year 
and in the next 25 years, the number of deaths will almost double to approximately 
425,000. Hospitals remain the major provider of end-of-life (EOL) care as 70% of 
Canadians die in a hospital with one in five of these hospitalized deaths occurring in an ICU. 
So, in 2013 CARENET (Canadian Researchers at the End of Life Network - 
http://www.thecarenet.ca/) deployed a Pan-Canadian end-of-life care panel (n=28) to help 
develop "the ACP+ Score" (where ACP = advanced care planning). ACP has been shown to 
increase the quality of life of dying patients, improve the experience of family members, 
and decrease health care costs. Under the leadership of the Canadian Hospice and Palliative 
Care Association (CHPCA), clinicians, researchers and decision makers have been meeting 
for the past 3 years to develop a national strategy to implement ACP in Canada. 
 
Objectives:  
This recent study is not primarily about whether ACP works, it is more about how best to 
implement it. The goal of end of life communication and decision-making is to create a 
shared understanding about a person’s values and care preferences that will lead to a plan 
of care that is consistent with these values and preferences.   
 
Methods:  
We convened a multidisciplinary panel of Canadian experts to develop a conceptual 
framework of end of life communication and decision-making and used a modified Delphi 
Method to develop quality indicators.  
 
A list of potential items were generated based on a review of relevant literature and input 
from panel members. Panel members ranked the items using a 7-point Likert scale (1=very 
little importance to 7=extremely important) over 4 rounds of review and ratings until 
consensus was achieved.  
 
Findings: 
A total of 24 members (of the 28 panel members) participated in all 4 rounds of the Delphi 
process. Thirty-four items (performance indicators) were generated. Eleven items were 



rated “extremely important”•. The results provide information on the current successes 
(and challenges) of advanced care planning (ACP) for health care workers and other 
caregivers, which will strengthen ACP implementation efforts across the country. Lessons 
learned can effectively be disseminated across the country. By increasing the quality and 
quantity of ACP, we stand to make huge improvements in quality of end of life (EOL) care in 
Canada. 
 
Conclusion:  
We have developed a conceptual framework and refined list of quality indicators that can 
be used by researchers and healthcare decision-makers to evaluate and improve the 
quality of end of life communication and decision-making. 
 
Take Home Messages:  

1) An increasing demand for palliative care services within Ontario and Canada in 
general is driving the need for enhanced palliative care training, such as improving 
caregiver - patient communications. Health human resource specialists could help 
address such needs.   
 

2) Health human resource specialists would benefit by knowing, and sharing with their 
staff, advanced care planning insights. As population aging is upon us health human 
resource specialist awareness of such Canadian based organizations as CARENET is 
becoming increasingly important. 

 
3) Staff understanding of quality indicators that can be used to help evaluate and 

improve quality of end of life communication and decision-making is needed. 
Through training initiatives, such could be on the radar of health human resource 
specialists.  

 

Observe, Coach, Assist and Report: Looking Beyond the 
Task-Based Roles of Unregulated Healthcare Workers to 
Enhance Interdisciplinary Care 

Presenter: Dr. Paul Holyoke, Saint Elizabeth Research Centre 
Co-Authors: Justine Giosa, Danielle Bender, Sandra Tudge, Wendy Gifford 
 
Background:  
Unregulated healthcare providers are integral to modern healthcare. For example, Personal 
Support Workers (PSWs) deliver approximately 70% of home care services in Ontario, with 
a similar unregulated workforce across Canada. They are increasingly important in the 
home and community sector because of the demand for services for an aging population 
who wish to remain at home as long as possible. In home care, unregulated workers 
traditionally help clients with activities of daily living (e.g., bathing), instrumental activities 
of daily living (e.g., meal preparation) and also perform a small number of “controlled acts” 
delegated by regulated health providers such as nurses. Despite their widespread presence 



in clients’ homes, little is known about how unregulated workers’ frequent interactions 
with clients support personal care or the provision of interdisciplinary, evidence-based 
home healthcare services. 
 
Objectives:  
In this case study, we explored the potential for greater PSW involvement in 
interdisciplinary, evidence-based stroke rehabilitation and community reintegration. 
Stroke is the leading cause of adult disability and third leading cause of death in Canada. 
Survivors typically require care from multiple providers.   
 
Methods:  
Two large Ontario home care organizations partnered in this descriptive mixed-methods 
exploratory case study, which included chart audits (n=234); surveys of PSWs working in 
home care (n=270); interviews with PSWs, supervisors, occupational therapists, 
physiotherapists, speech-language pathologists, care coordinators, stroke survivors and 
family caregivers (n=28); focus groups with an interdisciplinary team of frontline 
providers (n=7); and an Advisory Committee (n=14). Synthesis of findings contributed to 
developing a framework for describing the PSW role on an interdisciplinary healthcare 
team. 
 
Findings: 
A substantive framework emerged describing the PSW’s role in evidence-based 
rehabilitation and community re-integration. The “OCAR” framework explicates 4 key 
categories that describe PSW interactions: 1. PSWs observe vital information about clients 
in their home environment, 2. coach clients to follow regulated providers’ care plans, 3. 
assist clients with implementing strategies and recommendations made by regulated 
providers, and 4. report client progress, challenges, needs and preferences to the 
healthcare team. Challenges and opportunities for applying the framework in current home 
care practice include: lack of clarity around PSW scope of practice and accountability, 
limited awareness of PSWs’ role, and health system policies and procedures that limit 
information-sharing. 
 
Conclusion:  
The “OCAR” framework can help identify how interdisciplinary care teams optimize 
unregulated providers’ frequent and consistent interactions with clients so that all care 
team members have the information and support they need to work towards common 
goals using evidence-based strategies. 
 
Take Home Messages:  

1) The “OCAR” framework is a tool to help identify how an interdisciplinary care team 
can optimize the frequent and consistent interactions unregulated providers 
typically have with clients so that all care team members work towards common 
goals using evidence-based strategies.  
 
 



2) More frequent and consistent interactions are required between unregulated and 
regulated health care professionals to integrate them better as members of 
interdisciplinary care teams and promote the two-way sharing of knowledge and 
expertise.  
 

3) Evidence-based best practice guidelines and health care policies based on 
traditional academic literature do not reflect the current reality of home care service 
provision and therefore additional and ongoing research is required to build an 
evidence-base for understanding the role of unregulated providers in evidence-
based care. 

 

Scope of Practice of Unregulated Healthcare Workers in 
Brazil and Canada 

Presenter: Mirella Veras, University of Ottawa 
Co-Authors: Nicole Paquet, Eliany Nazare Oliveira, David Zakus, Raywat Deonandan and  
                          Kevin Pottie 
 
Background:  
The world’s population is rapidly aging in developed and developing countries. 
Unregulated healthcare workers (UHCW) are emerging as a potentially important 
workforce in the care of older adults. In many countries the number of oldest old (people 
age 85 and over) is also increasing. It is the first time in the human history that people aged 
65 years and over will outnumber children under age five. Although it represents a triumph 
of development in health, economy, education and social development, it also presents 
many challenges for families and the healthcare systems. 
 
Objectives:  
The purpose of this study is to describe UHCWs activities related to older adults. In this 
discussion, a comparison will be made between Brazil and Canada. 
 
Methods:  
A systematic integrative literature review was conducted using online databases LILACS, 
PubMed, EMBASE, CINAHL and grey literature. Inclusion criteria: (i) described UHCWs 
activities related to older adults; and (ii) described UHCWs activities performed in Brazil or 
Canada. 
 
Findings: 
A total of 11 papers were included in this review. In both countries, UHCWs activities 
included health promotion, mental health care and rehabilitation. In Brazil, UHCWs 
performed integrated care, while in Canada they performed personal care and 
housekeeping. These results highlight the potentialities and limits of UHCWs who provide 
care for the aging population. 
 



Conclusion:  
This systematic literature review was performed to describe and compare the scope of 
activities of UHCWs in Brazil and Canada with older aging populations. UHCW activities in 
Canada and Brazil were similar in that they included health promotion, mental health care 
and physical rehabilitation. UHCWs are also involved in integrated care in Brazil, and in 
personal care and light housekeeping in Canada. 
 
Take Home Messages:  

1) These results highlight the potentialities and limits of UHCWs who provide care for 
the aging population. Such information is important to health and social policy 
making and household decision making 

 
2) Further work is needed to reach international consensus on core areas for 

community based care of older aging populations and for working towards a greater 
understanding of the role of UHCWs, in this, taking into consideration culture and 
other issues. 

 
3) We believe that this review is a good starting point by bringing attention to the role 

of UHCWs in caring for the elderly and by contrasting their roles in two countries. 
 

The Role of Policy in Shaping Team-Based Primary Health 
Care: Lessons from a Comparative Policy Analysis of Three 
Provinces  

Presenter: Renée Misfeldt, Alberta Health Services 
Co-Authors: Esther Suter, Sara Mallison, Omenaa Boakye, Amanda Wilhelm 
 
Background:  
Frameworks governing team-based primary health care have emerged across Canada but 
the role policy plays in the development and implementation of team-based care is not well 
understood. While many team-based primary health care service delivery models foresee 
new roles for physicians and members of the interprofessional teams (e.g. nurse 
practitioners), there is little consensus on how accountability, leadership, and role clarity 
should be managed within in these new models. This can lead to poor collaboration, lack of 
consistency in service delivery, and poor quality of care. We reviewed policy documents in 
three provinces (Alberta, British Columbia and Saskatchewan) with a view to understand 
how existing policies shape team-based care and address various issues related to team 
based care. 
 
Objectives:  
We sought to identify if and how different policies across British Columbia, Alberta and 
Saskatchewan conceptualize team-based care and speak to various team issues such as 
leadership, accountability, and scope of practice and how they guide the implementation, 
oversight and administration of team-based primary health care service delivery. 



 
 
 
Methods:  
We used a comparative case study methodology to allow for a detailed description of the 
relationships and processes involved in primary health care reform across different and 
unique provincial contexts and compared commonalities and divergence. We included 
publicly available provincial, regional and primary care organization policies for our 
review. The data from the policy analysis was analyzed using a thematic coding template 
that captured the definition and composition of primary health care teams, the supports 
needed along with aspects of team based care (e.g. scope of practice). 
 
Findings: 
While team-based care is emerging as a foundational aspect of primary health care, there 
are few instances where it is defined and explicit guidance is given for implementation. 
Most policy documents in all three provinces do not provide detailed descriptions of the 
composition or structure of primary health care teams. There is an evolution in the policies 
towards expanding the concept of “teams” to include a wide range of providers and to 
configure them to meet community needs. Team leadership is often viewed as the purview 
of family physicians. Some policies acknowledge that working to full scope is essential to 
collaborative practice and team-based care. Team accountability and responsibility are 
notably absent, although Alberta has recently defined team responsibility as shared and 
stated that team members be accountable to each other within their primary health care 
strategy. 
 
Conclusion:  
There is a general lack of clarity on teams in health policies, especially how teams are 
defined, team composition, and roles of team members. Guidance on several aspects of 
team care is also missing. This may generate inconsistencies across the system when 
implementing team-based care. 
 
Take Home Messages:  

1) Policy frameworks are important mechanisms to advance collaborative practice. 
 

2) Current policy frameworks are not well positioned to support the implementation of 
team-based care due to a lack of detail on key aspect. 

 
3) Policies should outline key parameters relating to leadership, accountability, role 

and scope to facilitate implementation of team-based primary health care models. 
 
 
 
 



Nurse Practitioners’ One of the Solutions for Timely Care 
to Canadians  

Presenter: Josette Roussel, CNA and Andrea Porter-Chapman, CIHI 
 
Background:  
More Canadians are now benefiting from care by nurse practitioners (NPs); since 2006 the 
number of licensed nurse practitioners in Canada is increasing. NPs are registered nurses 
with advanced education and experience who can diagnose and manage illnesses like 
diabetes, order and interpret tests and prescribe medications. NPs first appeared in Canada 
in the 1960s in response to shortages of primary care physicians in rural and remote areas. 
Trends in the delivery of care and health care needs such as growing aging and increase 
complexity and the pressure to contain costs are providing new opportunities for NPs. NPs 
improve access to healthcare offer quality and safety outcomes equal to other providers, 
and evidence shows client satisfaction with the care received from a nurse practitioner. 
Despite having been in the healthcare system for more than 50 years, the role does not 
enjoy a level of understanding in line with the benefits it brings to Canadians. 
 
Objectives:  

 Review the most recent Canadian NP workforce statistics including education, 
demographic and employment characteristics 

 Describe models of care emerging across the continuum 
 Describe contribution of NPs in health care transformation 

 
Methods:  
Using the 2013 data from the Canadian Institute for health information, we will present 
selected statistics on NPs in Canada. In addition, a review of current models of care, 
facilitators or enablers and barriers related to NP full integration will be described. The 
presentation will also highlight research findings such as patient outcomes and satisfaction 
with care from NPs. 
 
Findings: 
When NPs are the entry point to health services, they provide additional access to health 
care services and findings indicate that clients receive quality and timely care. 
 

 Nationally, nearly three in five Canadians had a medium level of confidence and 
more than one in four had a high level of confidence in the ability of nurse 
practitioners to manage their day-to-day needs outside of hospitals (Nanos poll, 
2012).  

 The number of NPs licensed to practice in Canada has more than doubled since 
2008, reaching 3,655 in 2013. 

 More than three-quarters of NPs (77.8%) were employed full-time. 
 While most NPs (39.4%) worked in hospitals in 2013, the proportion working in 

community (31.9%) and in other places of work (26.4%) continues to grow.  



 NPs working in a variety of care areas are associated with quality disease 
management for chronic but stable condition like diabetes or high blood pressure 
and improved client outcomes. 

 NPs who provide services to complex clients in specialized areas improve health 
outcomes 

 
Conclusion:  
The role of the NP in Canada is evolving. NPs are being integrated across the continuum of 
care in all Canadian jurisdictions. Evidence shows NPs, as an alternate entry-point, are one 
factor affecting increased access, and reduced wait times for clients. 
Take Home Messages:  

1) Nurse practitioners work in a variety of health-care settings, including community 
clinics, health-care centers, doctors’ offices, nurse practitioner clinics, nursing 
homes, hospitals and the homes of clients. 
 

2) Nurse practitioners contribute significantly to the resolution of some of the most 
critical challenges facing Canada’s health-care system, such as access to health 
services and wait times, and ultimately they help to improve overall population 
health outcomes.  
 

3) Nurse practitioners are part of a team and work with — rather than replace — other 
health-care providers. 


