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Maximizing Human Resources: An Interprofessional 
Approach that Enhances Musculoskeletal Patient Care  

Presenter: Mrs. Patricia Dickson, Sunnybrook Health Sciences 
Co-Authors: Kennedy, D., Juma, S., Robarts, S., Denis, S., Gollish, J. 
 
Background:  
Long wait times are a key issue in Canadian health care with well-documented negative 
effects. Waiting for healthcare is stressful for patients and can also have broad economic 
consequences. In an era of rising demand for healthcare procedures, creativity in the 
system is imperative. 
 
In an effort to maximize human resources and address this wait time issue, Sunnybrook’s 
Holland Orthopaedic & Arthritic Centre pioneered a team-based interprofessional model of 
care. Integral to this model was the introduction of Advanced Practice Physiotherapists and 
an Advanced Practice Occupational Therapist in patient triage, assessment and post-
operative follow-up care. This role built on the therapists’ unique skill set in orthopaedics 
and was leveraged to improve patient access, physician shortages and system 
inefficiencies, while improving the patient experience. Seven years of success in the Hip 
and Knee Arthritis Program has allowed expansion into other areas of musculoskeletal care 
(hip fracture, shoulder and spine care) with similar success. 
 
Objectives:  

 To improve patient care, reduce wait times and optimize professional skillsets 
through the implementation of a new role within a team-based musculoskeletal 
model of care  

 To share the 7 year research results including the impacts of the new role on key 
program metrics, the patient experience and interprofessional education. 
 

Methods:  
Using quality assurance methodology (Plan-Do-Study-Act) and a 9-step change 
management strategy, an advanced practice role in triage, assessment and post-operative 
follow-up was developed, implemented and is being transferred across MSK programs. 
Medical directives, decision-making algorithms and a Practice Development Program 
support the new role. To evaluate the model, identify improvement opportunities and 
guide expansion, we use a Structure-Process-Outcome Framework. An electronic referral 



tracking system enables tracking of triage decisions and visit outcomes. Role acceptance is 
evaluated using the modified 9-item Visit-Specific Satisfaction (VSQ-9) Instrument. 
 
Findings: 
Strong leadership, patient engagement, change management tools and a well-defined 
evaluation strategy are key factors to successful implementation of a new model of care. In 
the Hip and Knee Arthritis Program, the advanced practice clinicians have conducted more 
than 15,000 visits since 2007. Advanced Practice clinicians can manage patients 
conservatively and in many cases, no surgical consultation is required (knee/hip 30%, 
shoulder 50% and spine 70%). Wait times for surgical consultation are within provincial 
targets. The therapists scored either significantly higher (p<0.004) or similarly to surgeons 
when over 800 patients completed the VSQ-9 after hip and knee replacement in both 
surgeon and advanced practice clinicians’ clinics. High satisfaction is similarly found in the 
shoulder and spine clinics.  A role in hip fracture care is under development.  The advanced 
practice team now offers a four week rotation for family practice residents as part of the 
Centre’s interprofessional education program. 
 
Conclusion:  
Shifting traditional practice boundaries, redesigning care processes and extending 
therapists’ scopes of practice can reduce wait times and improve musculoskeletal patient 
care. This creative, team-based approach is enhancing interprofessional practice and 
education; patient and trainee satisfaction with this program is high. 
 
Take Home Messages:  
 

1) Use of Advanced Practice Physiotherapists and Occupational Therapists improves 
system efficiency, quality of care and the patient experience overall. 
 

2) Strong leadership and a careful, structured approach to implementation are keys to 
building a sustainable program. 

 
3) The key concepts of our experience are easily transferable to other programs 

experiencing similar pressure points. 
 

Defining New Simulation Learning Models for Health and 
Social Care Providers to Support Competency-Based 
Interprofessional Education & Practice 

Presenter: Dr. Brenda Gamble, University of Ontario Institute of Technology 
Co-Authors: Evelyn Moreau, Helene-Marie Goulding, Leslie Graham, Nancy Bergeron 
 
Background:  
Simulation based healthcare education is an interprofessional education (IPE) intervention 
that supports and enhances the acquisition of interprofessional competencies. Current 



literature proposes that as well as potentially offering solutions to curricula and economic 
pressures; simulation technologies have the capacity to empower learners in the ever-
changing field of healthcare delivery. In consultation with educators and practitioners, 
informed by the literature and real life experiences we have identified and created 
interprofessional practice (IPP) learning scenarios. 
 
Objectives:  
Building on this work, we propose to develop, produce and evaluate simulated models of 
IPP (SMIPPs) to use as an educational tool in traditional, hybrid and online classrooms to 
support the development and acquisition of IPP competencies. 
 
Methods:  
We have conceptualized IPE as an interactive activity involving three phases: 1) Exposure - 
the introduction of IPP competencies in the classroom. 2) Immersion - introduces students 
to other professions in the classroom and during their practicum placement. SMIPPs are a 
simulated immersion tool for the classroom. 3) Mastery - the incorporation of IPP 
competencies into daily professional practice. We have developed four IPP scenarios for 
the development of SMIPPs. We will conduct a pre- and post-test using a self-administered 
electronic questionnaire to determine students’ attitudes toward interprofessional 
education prior to and after the application of the SMIPPs. The questionnaire includes the 
validated Readiness for Interprofessional Learning Scale (RIPLS) and demographic 
variables. To determine the appeal of the SMIPPs as a learning activity we will hold focus 
groups with both students and instructors. 
 
Findings: 
The SMIPPs incorporate both theory/clinical-based learning through classroom 
experiences (i.e., didactic component), community-based experiences (i.e., service learning 
component), and/or simulation experiences (i.e., clinical component). We have identified 
and grouped simulation experiences into four categories:task trainers, desktop simulation 
(e.g., Second Life), mannequin-based simulation, and standardized patients. We will 
present these findings in addition to the four IPP learning scenarios including script 
development. 
 
Conclusion:  
It is anticipated that the successful application of SMIPPs as an interactive learning tool for 
the acquisition of IPP competencies will enhance the learning experience for students. IPE 
learning is iterative and requires life long learning. SMIPPs can also be used to deliver 
continuing education programs to update and refresh skills of practitioners. 
 
Take Home Messages:  
 
1) The present study demonstrates that nurses do not seem able to fully deploy their 

scope of practice: they realize just a part of care activities for which they have training 
and skills. 



2) These activities are nevertheless essential to the quality and safety of care and the 
effectiveness and efficiency of the health system, both in terms of accessibility and 
continuity of care and the achievement of a financial balance. 

3) Building on the reference model developed, policy makers have the opportunity to 
identify the levers on which they can act to optimize the deployment of the scope of 
nursing practice 

 
Task Shifting in the Provision of Home and Social Care: 
Implications for Efficient Use of Health Human Resources 

Presenter: Dr. Catherine Brookman, Catherine Brookman Consulting 
Co-Authors: Dr. Isik Zeytinoglu; Dr. Margaret Denton, Jennifer Plenderleith 
 
Background:  
There have been many changes to the home care sector in Ontario since the mid-1980s 
when the restructuring of the hospital sector moved patients “quicker and sicker” into the 
community care sector. A trend to using unregulated home care providers such as Personal 
Support Workers (PSWs) to perform tasks once done only by trained nurses or therapists 
has been taking place. This change has been labeled “task shifting” and it is defined as a 
process of delegation whereby tasks are moved, to less specialized workers (World Health 
Professions Alliance, 2008) who usually receive shorter pre-service training and possess 
lower qualifications. PSWs make up 70-80% of the home care workforce (Canadian Home 
Care Human Resources Study, 2008) and as such, it is important to examine the effective 
this trend, “task shifting” is having across many fronts. 
 
Objectives:  
The purpose of this preliminary study was to explore the relationship, if any, of task 
shifting to health human resources issues such as training, competency, retention, job 
satisfaction and occupational risk factors such as occupational health and safety and 
chronic stress. 
 
Methods:  
Funded by the Ontario Health Human Resources Research Network, using a purposive 
sampling strategy, PSWs, their supervisors, therapists and nurses who would have 
knowledge of task shifting were recruited from a large organization providing home care in 
Ontario, Canada. Data was collected through semi-structured telephone interviews lasting 
30-40 minutes and digitally recorded. Two questionnaires were used: one for PSWs and 
one for supervisors, therapists and nurses. A total of 46 individuals were interviewed: 20 
PSWs, 9 supervisors, 9 therapists and 8 nurses. A thematic analysis was conducted and 
entered into Nvivo 8 software and analyzed. 
 
Findings: 
Participants reported an increase in task shifting during the past three years. The most 
common skills transferred or delegated to PSWs include transfers, simple wound care, 
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exercises, catherization, colostomies, compression stockings, G-tube feeding and 
continence care. Most participants agreed task shifting provides a more efficient use of 
health resources in home and social care and improves the quality of care to clients 
through improved consistency of care and enhanced comfort levels. Task shifting was 
viewed as having an increased in the job satisfaction and retention of PSWs although it was 
also believed to have an impact on the health and safety of PSWs through increased stress 
and physical demands.  
 
Participants also had several concerns of task shifting to PSWs related to their lack of a 
medical knowledge base, the variability of training and supervision to perform the tasks 
and the inability to detect a change in the condition of a client through reassessment which 
is only done by a regulated health professional. 
 
Conclusion:  
The results reinforced the need to explore the trend of "task shifting" province wide. Task 
shifting was viewed as a more efficient use of Health Human Resources and lead to 
increased job satisfaction in PSWs. This primary study presents a promising policy option 
to increase productive efficiency of the delivery of home and social care services. 
 
Take Home Messages:  
 

1) Variability in both the training of PSWs and their supervisors with regards to task 
shifting needs to be addressed by employers and educators. 
 

2) Compensation for those PSWs carrying out shifted tasks needs to be addressed by 
policy makers. 

 
3) Task shifting may provide an opportunity for decision makers to develop a new 

level of training/education within the PSW occupation within the unregulated 
health care provision of service. 

 
 

Inequities in Interprofessional Teams: 
Implications for Research and Implementation 

Presenter: Ms. Susan Haydt, Dalhousie University 
 

Background:  
Since the early 2000s, the Canadian federal government has made development of, and 
access to, interprofessional primary care teams a policy priority. Ontario’s efforts to 
restructure health care delivery toward interprofessional teams have been among the most 
ambitious in the nation, creating 200 Family Health Teams, adding 49 Community Health 
Centres and satellites, and creating 25 Nurse Practitioner-led Clinics. Among the 
anticipated benefits of interprofessional teams discussed in this context are improved 



professional satisfaction, as well as increased recruitment and retention of health 
professionals. However, implementation of interprofessional teams needs to be enacted in 
such a way as to ensure the sustained interest of all professions involved, as perceived 
inequities in pay or working conditions between team members may result in turnover and 
recruitment issues in the future. 
 

Objectives:  
In this paper, I discuss issues surrounding remuneration and working conditions of 
interprofessional primary care teams, as found in the Ontario context, from the perspective 
of four professions: family medicine, advanced practice nursing, dietetics, and chiropractic. 
Implications for policy-makers are also discussed. 
 

Methods:  
Results derive from a situational analysis of the expansion of interdisciplinary primary care 
teams in Ontario between 2004 and 2011. Data sources included textual sources (n=383) 
from government and professional bodies, and key informant interviews (n=15). My 
analysis focused on the views and actions of the provincial government and opposition 
parties, and the leadership of family medicine, advanced practice nursing, dietetics, and 
chiropractic toward interdisciplinary teams. From this analysis, issues surrounding 
inequities in remuneration and working conditions in teams emerged. 
 

Findings: 
My data suggest family physicians fared the best of the professions studied, with an 
increase in income over past work patterns, and maintaining financial autonomy during the 
team creation process. Though dietitians experienced unprecedented demand, they 
suffered the most compared to their past work patterns, experiencing lower pay, a decline 
in full-time positions, and little financial autonomy in the process of team creation. Teams 
were beneficial for chiropractors; by working as unfunded team members, they gained 
referrals to clients and maintained financial autonomy, remaining free of government 
control over working conditions. While nurse practitioners experienced increased demand, 
they had little financial autonomy, had less support to pursue specialist referrals than 
family physicians, and highlighted their exclusion from financial bonuses for preventive 
work. 
 

Conclusion:  
Some professions experience better working conditions and financial outcomes in 
interprofessional teams than others. To ensure sustained professional interest in 
teamwork, more research into working conditions, and the intrinsic motivations of 
professionals for pursuing work in teams, is needed. 
 

Take Home Messages:  
While interprofessional teamwork may provide intrinsic rewards, these may be offset by 
working conditions that are less satisfactory than traditional working arrangements for 
each profession. Perception of inequities in team work, for example, around financial 
bonuses for preventive work, may hinder motivation for those contributing to the work but 
not in receipt of the bonus. The rewards and conditions of teamwork must be equitable to 
ensure sustained interest by all professionals on the team. 



Allied Health Provider Mix Within Unit Level Teams: How 
Much Can We Find Out About Them?  

Presenter:  Mr. Andrew Boyd, Alberta Health Services on behalf of Dr. Lawrence So, 
Alberta Health Services 
Co-Authors: Andrew Boyd, Jen Bohach, Judy Bloom 
 
Background:  
Optimal utilization of the health workforce is needed to enhance the quality and 
sustainability of the health system. Collaborative models of care have emerged as a way to 
effectively organize and utilize the workforce. These involve determining the right number 
and type of provider on a hospital unit based on the needs of the patient population. 
However, determining an appropriate mix of staff within an acute care unit is challenging. 
Available literature has primarily focused on nurse staffing and excluded other members of 
the interprofessional team such as allied health (AH) providers. To address this gap, we 
formed an interdisciplinary research team with knowledge of the data environment within 
Alberta Health Services (AHS) to examine AH staffing levels and staff mix on all acute care 
hospital units across Alberta as a part of a broader study to link staff mix with patient 
outcomes. 
 
Objectives:  
The objective of the study was to determine the process of obtaining staff information at 
the acute care unit level. We specifically wanted to determine worked hours for a number 
of AH providers over a period of two years. 
 
Methods:  
We explored the availability of AH staffing data and carefully examined each administrative 
database for its usefulness to extract the staffing information of physiotherapists, 
occupational therapists, recreational therapists, dieticians, social workers, speech language 
pathologists, pharmacists, pharmacy aides and therapy assistants. We identified data issues 
in the process and developed decision rules to resolve them. 
 
Findings: 
The biggest issue was that Human Resources (HR) AH data are tied to program pay centers 
rather than to location of work, limiting our ability to use HR data to determine unit 
specific full time equivalent (FTE) and worked hours. Other databases were available to 
track AH services provided, however, completeness and consistency did not exist across 
different AHS regions. Where available we made use of service event data from different 
systems. None of the data provided head count or FTE information. Rather, they provided 
AH presence or service completed and we had to develop decision rules to extrapolate the 
service information into worked hours. 
 
 
 



Conclusion:  
Being able to accurately estimate the FTE and worked hours of AH providers for individual 
units is essential to determine collaborative staff mix models and optimize the workforce. 
The lack of consistent AH staffing data in Alberta limits our ability to develop cost effective 
staffing models. 
 
Take Home Messages:  
 

1) Understanding the nature of how a care team collaborates is important when 
optimizing staffing mix. 
 

2) If collected, the nature of how data are structured creates difficulties in modelling a 
collaborative care team. 

 
3) Utilizing multiple administrative datasets and a validated process allows us to 

identify and model a collaborative care team. 


