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health workforce. This is the bold
statement of the Global Health
Workforce Network for an ambitious, forward-looking health
workforce agenda. Inspired by
future, action-oriented discussion
in alignment with the Global
Strategy on Human Resources for Health: Workforce
2030, the focus of the 2018 Canadian Health Workforce
Conference (CHWC) is “Ensuring a Fit-For-Purpose
Health Workforce.” Along with our multi-stakeholder
planning committee, we aim to deliver a program that
showcases the latest research, cutting-edge technology and
innovation from across the country that meet the information needs of a wide range of audiences. We aim to
bring together key players at the national and global level
towards the advancement of ensuring a fit-for-purpose
health workforce that meet the needs of all Canadians. The
health workforce is, after all, our greatest single input into
health system sustainability.
Pre-Conference Workshops: October 3rd 2018
Conference Dates: October 4th-5th 2018
Location: Palais des congrès, Gatineau, Quebec
EXHIBIT, WORKSHOPS & OTHER SPONSORSHIP
OPPORTUNITIES ARE AVAILABLE!
DON’T MISS OUT!

Abstract Submission Deadline: April 6th 2018
Early Bird Registration Deadline: June 29th 2018

CHHRNews

EDITORIAL
Dr. Ivy Lynn Bourgeault
From CHHRN to CHWN ...

Welcome to what is the last of our CHHRNews. We are looking forward to a rebranding into the Canadian Health Workforce Network, to reflect a broader approach and a term consistent with our international partners. Stay tuned for more information in this regard.
We’ve been very busy this year, contributing to the 4th Global Forum on Human Resources for
Health, held in Dublin Ireland. We are actively contributing to the different hub of the Global Health
Workforce Network (GHWN), including its recent addition focused on Gender.
Building on the energy and momentum from this forum, we are preparing for our upcoming Canadian
Health Workforce Conference, supported by a broad-based, intersectoral and interdisciplinary advisory committee. We will have even greater integration of student/new members, including health professional students. We are working with a number of patient and family advisors to better integrate
their perspectives on health workforce issues. We look forward to continuing to showcase all the
amazing health workforce research, policy and practice across the country.
Last, but certainly not least, we are sad to see our amazing colleague, mentor and friend, Dr. Morris
Barer, retire from academic life. We join a chorus of many others celebrating his remarkable achievements and contributions to the health workforce and broader health services and policy research communities. You will be missed!

Celebrating Dr. Tomblin Murphy’s
Grand Challenges Award
Congratulations to Dr. Gail Tomblin Murphy for being awarded the Grand challenges
for recognition of her work Helping Babies Survive in Jamaica: An integrated needsbased approach for human resources for health planning and training.
With neonatal deaths and stillbirths being reported in the news, maternal, newborn and
child health is a priority area of Jamaica’s Ministry of Health. Innovators at Dalhousie
University aim help by working at the system level, applying a needs-based workforce
planning framework, as well as at the service level, by implementing the Helping Babies
Survive suite of heath provider training programs. By integrating these,
the project will contribute to the overall action being taken by the Ministry
of Health through their Programme to Reduce Maternal and Child
Mortality and build upon their already-established commitment to
needs-based planning, leading to scalability and sustainability.
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CELEBRATING
THE CAREER OF
Dr. Morris Barer

For 40 years, Dr. Barer has been using health services and policy research to deal with ‘health care zombies’ – ideas
without evidence about health care that just will not die Now, with a 55-page curriculum vitae, more than 115 articles
published in peer-reviewed journals, and a Canadian Institutes of Health Research (CIHR) award named after he and
colleague Colleen Flood, (“it feels really weird”), Dr. Barer says he is slowly adjusting to his retirement, but knows the
zombies won’t be defeated any time soon.
“Health care policy is one of the world’s longest running soap operas – you can go away and come back 10 years later
to address the same questions that keep healthcare policy makers awake at night.”
Professor Emeritus Morris Barer

Dr. Barer pursued a doctorate in health economics after taking a directed readings course with Professor Emeritus Bob
Evans, and meeting fellow student, now McMaster University Professor Emeritus, Greg Stoddart – an ‘ah ha!’ academic
term, he says. Health services research is important because “it comes down to, do you want policy decisions to be guided by evidence or not?”
Dr. Barer served as the first Scientific Director of the CIHR Institute of Health Services and Policy Research from 2000
to 2006, during which time he worked to establish the Canadian Association for Health Services and Policy Research,
training programs across the country, and the Healthcare Policy journal. These initiatives to help the health services and
policy research community were career highlights, he says, as was the establishment of the Centre for Health Services
and Policy Research (CHSPR) in 1991. He served as director of CHSPR until 2001, and then again from 2007 to 2012.
Health services and policy research in Canada has grown since he first began in the field, and in an ideal future, Dr. Barer hopes strong evidence will be taken into more frequent and serious consideration by policy makers, with policy
changes reflecting this.
His own research has focused on physician resource policy, health care utilization focusing on the impact of an aging
population, and access to care. The “infamous” Barer-Stoddart report – “it still comes up” – on medical personnel in
1992 was an example of people cherry picking research, including focusing on just one of the 50-odd recommendations
made in the report, Dr. Barer says. “It was right at the time, and for the time. Our point was that you couldn’t just implement one recommendation.”
As for the future of health services and policy research, realistically, he believes there will continue to be evolution in
the sophistication of the methods, but not much change in the targets of their application.
“By and large, our research community are beating their heads against the same old questions. And so they should be –
these are the things that preoccupy the policy makers.”
Professor Emeritus Morris Barer

Read more about Dr. Barer on UBC’s “Battling Zombies with Brains: SPPH Celebrates Career of Professor Emeritus
Morris Barer”
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CANADIANS
AT THE
Global HRH Forum
The Global Forum on Human Resources for Health was held in
Dublin, Ireland in November 2017. This forum provides opportunities for all stakeholders to discuss and debate innovative approaches towards advancing the implementation of the Global Strategy and the Commission’s recommendations,
and show a collective commitment to developing and making available the workforce required to deliver the Sustainable
Development Goals. The Canadian Health Human Resources Network, along with a number of other Canadian health
workforce stakeholders presented at the Global HRH Forum. The following are a list of Canadian contributions.

Pre-Forum Session:
Health Workforce Performance and Health Systems
Speakers: Gail Tomblin Murphy,, WHO/PAHO Collaborating Centre on Health Workforce Planning and Research,
Faculty of Health Professions, Dalhousie University; Lisa Little, Lisa Little Consulting; Judith Shamian, Past President
of International Council of Nurses

Track Session Presentations:
Delivering Health in Rural Communities: The Returns on Rural Workforce Reforms and Investments
Speakers: Roger Strasser, Northern Ontario School of Medicine; James Rourke, Memorial University Medical School
This panel included international perspectives from leading rural health initiatives across Europe, North and South
America, the Arctic, Africa and Australia. These included rural generalist initiatives, rural policy proofing, economic
impact studies, training programs and service models for low resource environments, applicability to all health professions and especially recruitment of and inspiration from young health professionals in driving these changes.
Global Approaches to Nursing and Midwifery Planning to Optimize Workforce Performance– An International
Perspective
Speaker: Lisa Little, Lisa Little Consulting
These presentations offer key global insights on approaches to planning, deployment, motivation and economic benefit
and impact of workforce planning. The approaches raise awareness of key success factors and challenges, relevant to
developed and developing countries aiming to establish/adapt their country’s efforts in this area.
Health Workforce Mobility: Comparing Migration and Integration and its Gender Dimensions
Speakers: Ivy Bourgeault on behalf of Maria Matthews, University of Ottawa, Canada; Caroline Chamberland, Telfer
School of Management, University of Ottawa Canada
For migrating physicians and nurses, this symposium assed the field specific bridging models devised by countries like
Canada and Australia, and their relative effectiveness. Overall two ethical dimensions of relevance to the WHO protocol
are explored – the scale of recruitment of medical and nursing workers from developing countries and the extent to
which the skills imported are actually used. The often overlooked gender dimensions influencing the decision to migration from key source countries and how gender influences their integration process in key receiving countries will be
described and discussed.
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Other Oral Presentations:
Skill Mix: Optimizing Scopes of Practices and Roles
Speaker: Ivy Bourgeault, University of Ottawa, Canada;
Health Workforce Performance and Productivity
Speaker: Steve Slade, Royal College of Physicians and Surgeons of Canada
Gender Workforce and Health System Change in Canada
Speaker: Andrea Porter, Canadian Institute for Health Information

Poster Presentations:
Core Competencies of the Human Resources for Health Field: Mapping Skills in Policy, Planning and Management
Canadian
Ivy Bourgeault, University of Ottawa
Retirement of Female Healthcare Workers: Issue or Possible Strategy
Diana Campbell, University of Victoria, Canada
Key factors to develop clinically orientated health human resources through nursing education programs and partnership
Presenter: Brian Smith, SickKids Centre for Global Child Health, The Hospital for Sick Children
Optimizing the diabetes cascade of care for indigenous people through utilization of community health care workers
in the Sioux Lookout Area in Northwestern Ontario, Canada
Sumeet Sodhi-Helou, Dignitas International, Canada
Maximizing CHW Impact through 360 Supervision
Caroline Whidden, Muso, Canada

Click Here to Learn More About These and Other Presentations
IMPORTANT READS:

The Global Strategy on Human Resources for Health: Workforce 2030 and the UN High
-Level Commission on Health Employment and Economic Growth’s report, Working for
Health and Growth present a vital road map to ensure adequate, fit for purpose and
sustainable workforce to address current and future needs.
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NEW IMPACT ASSESSMENT TOOL:
Assessing Health Workforce Implications of Health Policy
and Programming
By Novel A, Cometto G and Campbell J
Published November 9 2017
Background: In their adoption of WHA resolution 69.19, World Health Organization Member States requested all bilateral and multilateral initiatives to conduct impact assessments of their funding to human resources for health. The
High-Level Commission for Health Employment and Economic Growth similarly proposed that official development
assistance for health, education, employment and gender are best aligned to creating decent jobs in the health and social
workforce. No standard tools exist for assessing the impact of global health initiatives on the health workforce, but tools
exist from other fields. The objectives of this paper are to describe how a review of grey literature informed the development of a draft health workforce impact assessment tool and to introduce the tool.

Conclusion: The application of the new tool will help to ensure that health workforce implications are incorporated into
global health decision-making processes from the outset and to enhance positive HRH impacts and avoid, minimise or
offset negative impacts.

Click Here to Learn More!
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GLOBAL HEALTH WORKFORCE
NETWORK:
Five Thematic Hubs
The Global Health Workforce Network operates within the WHO as a global mechanism for stakeholder consultation,
dialogue and coordination on comprehensive and coherent health workforce policies in support of the implementation
of the Global Strategy on Human Resources for Health and the recommendations of the Commission. The objectives of
the GHWN are to:



Inform and maintain high-level political engagement in support of the implementation of the Global Strategy
Provide forum for multi-sector and multi stakeholder agenda setting, best practice sharing and harmonisation and
alignment of international support to human resources for health
 Foster global monitoring and mutual accountability on international HRH goals, targets and commitments.
The Network has established the following hubs:
Community Based Health Workers: The objective of the Community Health Worker hub is to promote awareness,
ownership, dissemination and use of the emerging WHO guidelines on health policy and system support for community
-based health workers.
Data and Evidence: The objective of the Data and Evidence hub is to promote alignment and scale up country adoption
and reporting on the National Health Workforce Accounts, to promote intersectoral reporting on SDG 3c with relevant
stakeholder, to strengthen the collaboration and coordination between various organisations and networks, to promote
the dissemination and use of sound evidence for decision-making, and to serve as a platform for information exchange
on NHWA and HWF data and evidence.
Education: The objective of the Education hub is to develop a set of core global
public goods that facilitate better alignment of student selection, education, and
training with population, health systems, and health labour market needs; and that
enable the scale up of socially accountable, professional and technical and vocational education in priority countries.
Health Labour Markets: The objective of the Health Labour Market hub will
bring together a core group of existing networks, agencies, academic institutions
and individual experts to work collaboratively towards advancing knowledge and
promote robust research on health labour market, support the development of
tools for health labour market analyses and provide technical expertise for countrylevel health labour market analyses.

NEW: Gender Equity Hub
Global Health Workforce Network Launches Gender Equity
Hub in collaboration between
the World Health Organization
and Women in Global Health.
Click Here to Learn More!

Human Resources for Health Leadership: The objective of the HRH leadership hub is to facilitate the development
of a state of the art post-graduate leadership programme on HRH awarding an accredited certificate/diploma/ master’s
degree. To this end, WHO will collaborate with relevant academic institutions and partners with a view to have the
course(s) administered by one or more higher education participating institution on the basis of a syllabus approved by
WHO. The programme will be targeted on a priority basis to planners and policy makers in low-and middle-income
countries and decision-makers in UN agencies and international partners, and will aim at equipping them with the skills
to identify needs, analyse trends and drivers in national health labour markets, and develop, implement and monitor relevant health workforce strategies and policies.

Click Here to Learn More !
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CHHRN ADVISORY
COMMITTEE
Dr. Jean Moore, Director, New York Center for Health Workforce Studies
(CHWS), School of Public Health, State University of New York at Albany

Jean Moore is the Director of the New York Center for Health Workforce Studies
(CHWS) based at the School of Public Health, State University of New York at Albany.
Established in 1996, CHWS is a research center at the University at Albany School of
Public Health. Over the past 20 years, CHWS has established itself as one of the country’s leading workforce research
centers of excellence.
CHWS has a longstanding partnership with the New York State Department of Health to monitor the state’s health
workforce. Researchers use primary and secondary data sources to provide critical information on the supply of and demand for health workers in the state.
CHWS has a strategic partnership with the National Center for Health Workforce Analysis, Health Resources and Services Administration, which supports CHWS studies of oral health workforce research as well as the provision of technical assistance to states and other stakeholders interested in health workforce planning.

Research on dental hygiene scope of practice: Conducted by the Center for Health
Workforce Studies and its Oral Health Workforce Research Center
In the U.S., state-based laws and regulations define
legal scopes of practice for health professionals within a
state. Profession-specific scope of practice laws generally
describe the health services that can be legally offered by a
health professional (including controlled acts) and the circumstances under which these services may be provided
(the context for professional practice). They typically specify the requirements for a health professional to practice in
a state, including qualifying education and training, licensure, and applicable supervisory requirements. It is important to distinguish between “professional” scope of
practice and “legal” scope of practice, described above.
Professional scope of practice, often referred to as professional competence, describes the services that a health care
professional is trained and competent to perform. Professional competence evolves over time as health professions
integrate new developments into the clinical practice of the
profession, typically expanding both the body of
knowledge and skills for that profession. While legal scope
of practice and professional competence typically overlap,
the amount of overlap varies by profession and by state.
Dental hygiene is one of the health professions characterized by wide state-to-state variation in scope of practice.

Services Administration (HRSA), developed a numerical
scope of practice scale for dental hygienists, called the
Dental Hygiene Professional Practice Index (DHPPI). The
DHPPI scored numerous variables relevant to dental hygiene practice including the regulatory environment, tasks
permitted, levels of required supervision by setting, and
reimbursement for services. Each of the variables included
in the DHPPI carried a weighted score determined by its
hypothetical impact on dental hygiene practice in public
health settings under the least restrictive circumstances.
The possible score on the instrument ranged from 0 to 100.
The index was used to score dental hygiene scope of practice in each of the 50 states after a careful examination of
the relevant state statute and regulation governing dental
hygiene practice. In 2001, state scores ranged from 10 in
West Virginia to 97 in Colorado (mean score was 43.5),
with the majority of states scoring below 50 on the index.
The 2001 scores were used in statistical analysis with population oral health surveillance data from a Centers for Disease Control and Prevention survey, the Behavioral Risk
Factor Surveillance System (BRFSS), to determine if there
was a relationship between scope of practice and utilization
of oral health services by the state’s population. The
DHPPI scores in 2001 were positively but not significantly
The Center for Health Workforce Studies (CHWS)
correlated with the percentage of a state’s population havat the University at Albany has been studying the evolution
ing their teeth cleaned by a dentist or dental hygienist withof dental hygiene scope of practice for 15 years. In 2001,
in the past year1. The higher the score in the state, the more
CHWS with support from the U.S. Health Resources and
likely was the utilization of preventive services.
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In 2014, CHWS updated the state-specific DHPPI
scores using the same instrument as in 2001. This update
was supported with funding from a cooperative agreement
between HRSA and CHWS for an Oral Health Workforce
Research Center (OHWRC). All statutes and regulations in
the 50 states in 2014 were reviewed and DHPPI scores
were revised to reflect legal practice for dental hygienists
in that year. State scores ranged from 18 in Mississippi and
Alabama to 98 in Maine. A comparison with the 2001
scores showed that the mean score had increased from 43.5
in 2001 to 57.6 in 2014, reflecting an overall increase in
the ability of dental hygienists to work under lower levels
of supervision in public health settings in many states.
In a recently completed study, OHWRC researchers
examined 2014 DHPPI score for dental hygienists across
the 50 states and found that in states where dental hygiene
scope of practice rules were more closely aligned with dental hygiene professional competence, there was a positive
and statistically significant association with population oral
health. In essence, a more autonomous scope of practice
for DHs positively impacts the oral health of the US adult
population. An article based on this research, Expanded
Scopes of Practice for Dental Hygienists Associated With
Improved Oral Health
Outcomes for Adults, was
published in the December 2016 issue of Health
Affairs and was selected
as an editor’s pick of the
year.
In 2015, OHWRC
researchers developed a
new Dental Hygiene Professional Practice Index
(DHPPI) that include
variables that account for
emerging oral health
workforce models and
extended functions for
dental hygienists in
states. The DHPPI is, in
part, designed to measure
the ability of a dental
hygienist to directly provide preventive and educational services in public health settings.
Research has demonstrated that broader scopes of
practice for dental hygienists are correlated
9

with better oral health outcomes. OHWRC researchers determined that it would be useful to develop an infographic
on dental hygiene scope of practice to help policy makers
and other stakeholders to better understand state-to-state
dental hygiene scope of practice variation, while continuing research on scope of practice impacts on oral health
outcomes can increase awareness of why this matters.
OHWRC researchers convened a series of focus
groups with dental hygiene leaders across the country and
asked focus group members to identify the most important
functions and tasks to include in the infographic. Once the
8 tasks and functions recommended for inclusion in the
infographic were finalized, researchers reviewed the 2016
DHPPI scores for each of the 50 states to determine where
these tasks and functions were and were not allowed4.
These data served as the basis for building the infographic.
The infographic (shown below) depicts the variability in dental hygiene scope of practice across states. The
impact of scope of practice is an important consideration
for policymakers when identifying strategies to increase
the availability of preventive oral health services, particularly for underserved populations.
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CHHRN RESEARCHER
SPOTLIGHT
Dr. Roger Strasser
of Northern Ontario. In twelve short years, NOSM has
grown from a little-known school in rural Canada to a leadleader in the global reer that other medical schools across the world look to emuform of health profeslate - a testament to both Dr. Strasser’s leadership, and the
sional education. Recog- strength of the team that he has assembled. In addition to
nizing the importance of his role as Dean and CEO at NOSM, Dr. Strasser is one of
context and community
the few Professors of Rural Health in the world. He is leadin medical education and ing a growing body of research relating to socially accountresearch, Dr. Strasser has gained an international reputation able health professional education, recruitment and retenfor developing and refining novel strategies to educate
tion of health professionals, and rural health service delivhealth professionals in and for rural communities. As a re- ery models. Prior to moving to Northern Ontario in 2002
sult of his formative work in this field, Dr. Strasser has be- with his wife of over 30 years, Dr. Sarah Strasser, and their
come one of the world’s foremost authorities in rural, sofive children, Roger Strasser was the Head of the Monash
cially accountable medical education, as well as a sought- University School of Rural Health in Australia and had an
after speaker and advisor. In September 2002, Dr. Strasser international role with the World Organization of Family
was selected to lead the creation of the first medical school Doctors (WONCA) as Chair of the Working Party on Rural
in Canada in 35 years—the Northern Ontario School of
Practice from 1992-2004.
Medicine (NOSM). NOSM is the first Canadian medical
school established with an explicit social accountability
mandate to improve the health of the people and communi- For more information about Dr. Roger Strasser or the
Northern Ontario School of Medicine, kindly contact :
ties of the region it serves.

Dr. Roger Strasser is a

Thanks to its unique model of distributed community enNicole Lauzon, Senior Executive Assistant
gaged learning, NOSM is supporting recruitment, retention, Email: nicole.lauzon@nosm.ca or
Phone: 1-705-671-3874.
and socio-economic development in historically underserved communities across the geographically vast region
Some of Dr. Strasser’s recent publications include:
“Supporting Rural Generalist Medicine in Healthcare Systems: Why and How?”, Keynote Address, Rural Medicine
Australia, Melbourne, Australia, 21 October 2017.
Mian O, Warry W, Strasser R. How underserviced rural communities approach as the recruitment: changes following
the opening of a socially accountable medical school in Northern Ontario. Can J Rural Med 2017; 22 (4): 139147.
Hogenbirk JC, Timony P. French MG, Strasser R, Pong RW, Cervin C, Graves L, Milestones on the Social Accountability Journey: family medicine practice locations of Northern Ontario School of Medicine graduates. Can Fam
Physician 2016; 62: e138-e145.
Strasser R. Learning in Context: Education for Remote Rural Health Care. Rural and Remote Health. 2016. 16: 4033
(Online) Available from: www.rrh.org.au
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Other Publications: Physician Recruitment & Retention
Financial incentives for physicians to improve health care
By Lavergne M R
Background: Two linked research
papers examine the use of financial
incentives to improve access to
follow-up care with communitybased physicians after patients are discharged from hospital. In one, a $25 premium was introduced for primary care
physicians who saw patients within two weeks of hospital
discharge. In the other, premium payments were introduced
for psychiatrists who provided outpatient care to patients in
the month after hospital discharge or in the six months after a suicide attempt. That both studies observed no change
in follow-up visits after introduction of the incentive payments is not surprising. A growing list of systematic reviews suggests that any changes in care induced by financial incentives tend to be modest and short lived, especially
when incentives are introduced without complementary
changes to the organization of health care deliver.

Key Points
Accumulating research shows that the effects of financial
incentives to improve the delivery of health care are mixed;
where effects are observed, they tend to be modest and
short lived.
Barriers to providing better care may lie outside the incentivized physician’s sphere of control.
Small tweaks to payments for physicians are unlikely to
fix systemic problems and can cause harm if they mean
that other opportunities for change are not addressed.
We need to design payment systems that do not get in the
way of better care, and accept that payments alone are not
likely to deliver change where it is most needed.

Patterns of physician retirement and pre-retirement activity: a population
based cohort study
By: Hedden, L., Lavergne, M.R., McGrail, K., Law, M.R., Cheng, L., Ahuja, M.A., Barer, M.L
Background: Knowing when
physicians retire and how they
practise in the pre-retirement years
is important information for health human resource planning. We identified patterns of retirement for physicians in
British Columbia and the determinants of when and how
physicians retire.
Methods: For this population-based retrospective cohort
study, we used administrative data to examine activity levels and to identify retirements among BC’s practising physicians. We included all physicians who were at least 50
years of age as of March 2006 and who had received payments for clinical services in at least 1 year between
2005/06 and 2011/12. We defined retirement as a permanent drop in monthly payments to less than $1667/month
($20 000/yr). We examined the patterns and timing of retirement by age, sex, specialty and location using linear and
logistic regression models.

Results: Of the 4572 physicians who met the inclusion
criteria, 1717 (37.6%) retired during the study period. The
average age at retirement was 65.1 (standard deviation 7.8)
years. Controlling for other demographic and practice characteristics, we found that women and physicians working in
rural areas retired earlier, by 4.1 (95% confidence interval
[CI] –4.9 to –3.2) years and 2.3 (95% CI –3.4 to –1.1)
years, respectively. We found no difference in retirement
age by specialty. We identified 4 patterns of pre-retirement
activity: slow decline, rapid decline, maintenance and increasing activity. About 40% of physicians (440/1107) reduced their activity levels by at least 10% in the 3 years
preceding retirement.
Interpretation: During the study period, physicians in BC
— particularly women and those in rural areas — retired
earlier than indicated by licensure and survey data. Many
physicians reduced their practice activity in the preretirement years. These trends indicate that forecasts relying on licensure “head counts” are likely overestimating
current and future physician support.

Visit the CHHRN-CIHI Library to access these and other HHR publications & reports
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CHHRN: STUDENT’S CORNER
With the upcoming close to another term, great things have been developing
with the Canadian Health Professions Students Association. There has been a
great deal of movement in the direction of continued collaboration, discussion,
and empowerment within the group. Our last meeting saw groups such as the Canadian Nursing Students Association share about their endeavours with initiatives
such as the bicycle helmet campaign. This campaign is one in which the CNSA is
advocating for mandatory bicycle helmet legislation in all provinces, for all ages,
as the literature states that concussions are related to lack of public safety, in
which helmets is the number one culprit. CAHPSA has been able to be a communications link between multiple health student’s organizations such as the medical student association and pharmacy.

CAHPSA is a diverse group of health leaders, in which our most recent induction was of the Naturopathic
Medicine Students Association. This is excellent as this offers a unique and different perspective of which is
the foundation of good leadership and collaboration in the real world.

Another great thing about CAHPSA’s initiative is that we are now picking up the pieces
from the previous national health student students association and are rallying up support
to host a National Healthcare Team Challenge next year. The importance of communi
cation, and discussion amongst these leaders is essential to a successful network; and
that is something that we are living. Things are moving forward, excitement is
strong, and this network is proving to be a positive force in the fight of interprofessional collaborative practice.
-Kyle Warkentin
Canadian Health Professions Students Association.

Become a Member!
Become a member of CHHRN and showcase your HHR student thesis in CHHRN’s newsletter!
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CHHRN: STUDENT SPOTLIGHT
Yvonne James is an Ontario Graduate Scholar pursuing a
PhD at the University of Ottawa in the Institute of Feminist
and Gender Studies under the co-supervision of Dr. Ivy
Bourgeault and Dr. Audrey Giles. Yvonne holds a BSocSc
in Political Science and Women’s Studies, and a MA in
Gender and Feminist Studies from the University of Ottawa.
As both a doctoral candidate and mother to two small children, Yvonne challenges systemic barriers facing women in
healthcare, work, and education. Most recently, she worked
alongside the Conference Board of Canada to publish a report on physician assistants’ funding experiences in Ontario
and was recognized for excellence in research by the Canadian Dental Assistants’ Association.

Yvonne James

Yvonne’s doctoral research examines how important developments in Ontario provincial maternity care, namely the
introduction of freestanding birth centers and the addition of
birth centers aides to the maternal health workforce, can illuminate women’s experiences of work.

CHWC 2018 Student Activities
The Canadian Health Workforce Conference is looking forward to hosting a
wide range of student activities at this year’s conference including:
1) Student Primer
2) Student Social
3) Student Career Panel
4) Student Award for Best Health Workforce Presentation/Poster
5) Student Mentorship Match-up
Come join us and your fellow graduate students, post-doctoral students and new health workforce researchers to be part of this growing health workforce community. Follow us on twitter to keep up to date on upcoming events relevant to your health workforce information needs. We look forward to seeing you there!
13
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Optimizing the Health Workforce
LATEST NEWS:
Dental Hygienists Are Filling the Gap in Oral Health Care
The Canadian Dental Hygienists Association (CDHA) recently commissioned research to identify options for reintroducing dental therapy training into postsecondary education programs, recognizing that the closure of Canada’s last dental
therapy program in 2011 has led to significant oral health human resource shortages. Filling the Gap in Oral Health Care,
a CDHA position statement, presents the results of this research.
CDHA believes that, in order to reduce oral health disparities in Canada, a new education program integrating
dental therapy training into the current dental hygiene diploma curriculum would equip graduates with the ability
to prevent oral disease, as well as alleviate unnecessary pain and suffering. This degree-completion educational
model for dental hygienists is considered to be the most cost-effective, accessible, and realistic approach to reestablishing dental therapy abilities in Canadian postsecondary education.
Similar to a nurse practitioner who provides comprehensive health care directly to clients, this new multi-skilled oral
health practitioner would offer a broad range of care for optimal oral health.

Indigenous Midwifery Across the Country
“Historically, there have always been midwives in Indigenous communities, but as with many traditions, those practices
were affected by colonization. In the late 19th century, the Canadian government began evacuating Indigenous women
from their home communities to give birth in federally-operated hospitals, as part of a broader campaign of forced assimilation. Still today many rural and remote parts of the country, particularly in the North, lack obstetric and prenatal care
services, meaning each year, an estimated 40,000 Canadian women must travel from their home communities to have a
hospital birth. This separation from their families can lead to damaging negative outcomes for new mothers and babies
— stress, prematurity, birth complications, and a lack of continuity in post-natal care — as well as a sense of disconnection from their families. In recent years, there has been a growing revival in Indigenous midwifery with the development
of birthing centres.”
University of Saskatchewan researchers are working on developing a “made in Saskatchewan” model to improve access
to culturally safe birthing care for indigenous women in the province. This model hopes to introduce of the province’s
first midwifery program.
Meanwhile, Shushwap BC announces that it is set to open its doors to the region’s first midwifery practice this March
2018.
Maclean’s, March 9 2018/ CBC News, February 2 2018/ CBC News, January 27 2018

Quebec launches public psychotherapy program
Quebec advances the agenda on mental health by announcing the launch of the first public psychotherapy program. In
Quebec, as in the rest of Canada, psychotherapy is not covered under health-care services, and the program has been developed in efforts to increase access to psychotherapy. As part of its investment, Quebec plans to develop a reference
framework, upgrade training of health professionals, and set up a registry of recognize psychotherapists.
Montreal Gazette, News, December 3 2017
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RECENT PUBLICATIONS:
Going Beyond the 9-1-1 Call – What BC Emergency Health Services is doing to Improve Timely Access to
Emergency Care
Publisher: Healthcare Quarterly
Abstract: British Columbia Emergency Health Services (BCEHS) uses an internationally recognized Medical Priority
Dispatch System to assign appropriate responses to 9-1-1 calls based on patients' clinical acuity. In 2015, 71% of Omega
calls (classified as calls involving low acuity injuries) were assigned an ambulance. To better meet patients' needs,
BCEHS collaborated with HealthLink BC's Nursing Services (HLBC NS) to audit over 2,000 calls. Based on the results,
three Plan, Do, Study, Act (PDSA) cycles were implemented, yielding a 35% decrease in ambulances assigned and a
173% increase in referrals to HLBC NS to provide more suitable support. Ultimately, the interventions allowed these
ambulances to be reallocated to more critical patients.

Filling the Gap in Oral Health Care
Published by: The Canadian Dental Hygienists Association
Background: The Canadian Dental Hygienists Association (CDHA), the national association
representing over 28,000 dental hygienists in Canada, is committed to improving access to
oral care for Canadians. In support of this goal, CDHA commissioned a research consultant
to explore the development of cost-effective educational pathways for dental therapy abilities
that would help to overcome some of the barriers to oral health care in Canada. National and
international key informants with expertise in education, regulation, clinical care, public
health, and Indigenous culture and policy were invited to participate in semi-structured interviews. The interviews generated rich data, which were supplemented by an analysis of peerreviewed literature and policy documents on dental therapy abilities nationally and internationally.

Looking for Help: Primary Care Providers’ Need for Collaboration to Deliver Primary Mental Healthcare
Services
Published by: Canadian Journal of Community Mental Health
Abstract: Primary care providers deliver the majority of mental health care to individual Canadians. Researchers suggest that these practitioners are not prepared to deliver these services
and require collaboration with mental health specialists to better meet patients’ needs. This
study describes family physicians’ and nurse practitioners’ perceptions of the need for consultation and collaboration from mental healthcare specialists. The theme, Looking for Help, is
explained by three categories: My Comfort Zone, I Lack the Education, and Not Enough
Time. Findings from this study may inform future collaborative mental healthcare initiatives
and primary care networks.

Visit the CHHRN-CIHI Library to access these and other HHR publications
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Mental Health in the Health Workplace
CHHRN SUPPORTED RESEARCH:
“Moving from Moral Distress to Moral Action in Intensive Care Units”

Moral distress is intense stress that develops when professionals believe they know what is the right
thing to do but feel powerless to act because of internal or external constraints. This problem has
reached an alarming prevalence in Intensive Care Units (ICUs), particularly in nurses. Common
causes of moral distress include end-of-life controversies and inconsistent care plans. Consequences
include absenteeism, burnout, and attrition. There is almost no empirical evidence about how to prevent or treat moral distress. Given that this is ‘social problem’, it likely requires a ‘social solution’.
Participatory action research is an approach to solving social problems.
Dr. Peter Dodek and his team are using this approach in their current CIHR-funded research on this
topic. The intervention is a structured moral conflict assessment in 4 ICUs which helps participants
characterize their moral distress and leads them to discover and test their own solutions. Effectiveness will be assessed by repeat moral conflict assessments and focus groups at the end of this 2-year
project.

To learn more about this project contact:
Dr. Peter Dodek, Professor of Medicine,
University of British Columbia
Email: peter.dodek@ubc.ca

CHHRN’s Letter of Support
We are very pleased to provide letters of support for upcoming research proposals in HHR. These letters
outline the many resources available to members as well as the provision of in-kind support through
CHHRN’s knowledge brokering capacity including knowledge dissemination of HHR research through panCanadian webinars and the opportunity to showcase your research on the CHHRN website, social media and
newsletter
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LATEST PUBLICATIONS:
Enough is Enough: Putting a Stop to Violence in the Health Care
Sector
By: Canadian Federation of Nurses Unions.

Summary: Violence in the health care sector is on the rise; violencewhether verbal, or physical, or both– happens every day in our health
care facilities from coast to coast to coast. The cost of violence in
Ontario hospitals alone is about $23.8 million annually, making up 10% of hospital lost-time injuries, the majority of these injuries occurred among nurses. Understaffing and inappropriate staffing, a lack of security, the
increasing patient population, as well as the rise in patients acuity and complexity, are all contributing to an
erosion of safety for both patients and staff. The situation in hospitals is particularly acute in emergency departments and in psychiatric facilities. Emergency departments are the front lines of health care. Since anyone
can wander in off the street, the risks are unknown and difficult to assess. Patient in emergency departments
are under stress and frequently in pain, facing long wait times in overcrowded rooms. Armed police may bring
in individuals who have been involved in altercations, are high on drugs, or have mental health issues, and
then leave them with staff in emergency. Psychiatric facilities or departments, where patients are suffering
from mental health disorders, are another setting where there is a high potential for violence. Finally, in longterm care, where staffing has not kept pace with the numbers– often one or two nurses provide care for upwards of 100 individuals—nor with rising acuity levels of residents, violence is a common,
everyday occurrence.

Visit the CHHRN-CIHI Library to access these and other HHR publications
Interventions to Promote or Improve the Mental Health of Primary Care nurses: A
Systematic Review
By: Duhoux A, Menear M, Charron M, Lavoie-Tremblay M., Alderson M

Abstract: The aim is to synthesize the evidence on the effectiveness of interventions
aiming to promote or improve the mental health of primary care nurses.
Background Primary care nurses have been found to have high levels of emotional exhaustion and to be at
increased risk of suffering from burnout, anxiety and depression. Given the increasingly critical role of nurses
in high-performing primary care, there is a need to identify interventions that can effectively reduce these professionals’ mental health problems and promote their well-being.
Evaluation: We conducted a systematic review on the effectiveness of interventions at the individual, group,
work environment or organizational level.
Key issues: Eight articles reporting on seven unique studies met all eligibility criteria. They were nonrandomized pre–post intervention studies and reported positive impacts of interventions on at least some outcomes, though caution is warranted in interpreting these results given the moderate–weak methodological
quality of studies. Conclusions This systematic review found moderate–weak evidence that primary, secondary and combined interventions can reduce burnout and stress in nurses practising in community-based health
care settings.
Implications for nursing management: The results highlight a need for the implementation and evaluation
of new strategies tailored for community-based nurses practising in primary care.
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Gender and Health Workforce
CIHI Highlights:
Gender equity & women’s
economic empowerment
Andrea Porter, manager of Health Workforce Information at the Canadian Institute
for Health Information, presented "Gender equity and women’s economic empowerment" at a session at the WHO: 4th Global Forum on Human Resources for
Health. Andrea’s presentation focused on gender, health workforce and health system change in Canada. More than 1,000 delegates from over 90 countries attended
the conference — the world’s largest open Human Resources for Health conference.
Key findings, based on CIHI’s data show that:
o Canada’s health workforce is composed largely of women, and is becoming even more so.
o Working patterns of women and men within professions differ.
o High levels of segregation exist along gendered lines, especially at leadership levels.
In fact, women are underrepresented in leadership and key decision-making positions in health across Canada, overall, the higher the position, the fewer the proportion of women.

Sources: Provincial/territorial & federal governments of Canada; The Association of Canadian Faculties of
Dentistry; Association of Faculties of Medicine of Canada; Association of Faculties of Pharmacy of Canada;
Statistics Canada, 2012 General Social Survey; Canadian Medical Education Statistics; Canadian provincial/
national associations, regulatory authorities; Statistics Canada, Labour Force Survey.
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LATEST PUBLICATIONS:
A solution to gender inequity in surgery? Better caregiving policies
By Acai, A., Steyn, C., Reid, S E., Sonnadara, R.R.
Summary: Attitudes toward women in surgery appear to be shifting in a positive direction. Why, then, do
women still represent only 27% of surgeons in Canada? The answer may, at least in part, lie in the field's inability to adequately accommodate caregiving duties, which are still disproportionately "women's responsibilities" in our society. Although most Canadian academic centres now have paid maternity leave policies for
trainees and faculty, these do not necessarily apply to surgeons working in the community, nor do they always
reflect what occurs in practice. The perceived inability of the field to accommodate both personal and professional duties is often a significant deterrent to young women considering a career in surgery. In this commentary, we explore the need to address the "caregiver problem" as an important step toward achieving gender equity in surgery.
Changing the dental world
By.Needham, S.
Summary: The paradigm of dentistry is being altered as more female dentists join the profession. The percentages of the graduating class from dental school who are women have grown from 23.7% in 1984-85 to 48% in
2013-14. About 35% of the full-time and 30% of the part-time faculty at dental schools are women. In addition, the past two American Dental Association presidents are women, indicating that women also hold positions of power within the profession. The phenomenon is not limited to the United States, but is being seen
globally. Even cultures where women are marginalized have seen growth in the number of women serving as
dentists. In addition, women account for over 60% of all practicing dentists in Europe, over 75% in Finland,
48% in Russia, 57% in the United Kingdom, and about 40% in Canada. Growth in the numbers of women entering dentistry in all these geographic areas is also continuing. The factors that make dentistry a good fit for
women and how women will change dentistry were explored.
Physician retirement: gender, geography, flexibility and pensions
By: Silver M P
Background: Although much attention is given to how to meet the increasing demands placed on Canada’s
health care system as its population ages, there has been little consideration of the needs of aging physicians.
In linked research that carefully analyzes work hours leading into retirement among physicians in British Columbia, Hedden and colleagues raise concerns that existent forecasts may overestimate physician supply,
which means physician shortages may worsen. The study’s findings point toward earlier retirement among female physicians and physicians working in rural areas. Furthermore, 40% of physicians decreased their professional activities by 10% in the three years before retirement. This research highlights several vulnerabilities in
the Canadian health care system that must be addressed through careful planning of the physician workforce
that pays particular attention to the needs of female physicians and physicians in rural areas, considers mechanisms for creating scaled down or flexible work hours and examines the merits of access to a public pension
plan for physicians.
As part of an ongoing project titled Empowering Women Leaders in
Health: Health Care, Health Sciences & Indigenous Health, Dr. Ivy
Bourgeault is working on developing a new social media webpage
@EWoLiHC for women leaders in the health sector. The webpage
is designed to provide a platform for women to network and will
regularly provide updates on the latest information on women leadership.
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HEALTH WORKFORCE:
Data, Tools & Innovations
CANADIAN HHR STRATEGY:
For French Language Health Services
The Health Human Resources Strategy is an online resource created to help health organizations recruit and
retain bilingual staff able to offer services in both official Canadian languages.
Bilingual human resources, ensuring effective communication in health service delivery.
Www.HHRstrategy.ca presents a structured approach
that is based on a six-step Framework and provides advice supported by a literature review, research findings,
and promising practices. It is tailored to the specific
needs of HR staff, Health and Social services Managers,
Leadership team representatives or anyone interested in
developing expertise in bilingual human resources.
This platform is available at no cost and includes resources, promising practices and testimonials in English
and French. Tools can be downloaded and adapted to specific challenges facing multilinguistic settings.
The content, updated regularly, is aligned with the LEADS in a Caring Environment Capabilities Framework
from LEADS CANADA. The completion of all 9 modules entitles certified Canadian College of Health Leaders members (CHE/Fellow) to 2.25 Category II credits towards their maintenance of certification requirements.
The Société Santé en français (SSF) and its 16 French Health
Networks are a dynamic national group funded by Health
Canada through the Roadmap for Canada’s Official Languages 2013-2018: Education, Immigration,
Communities. They promote the development of health services in French to francophone and Acadians in a
minority situation in Canada. The French Health Network of Central Southwestern Ontario, developer of the
web platform, serves as a resource network to the SSF for its HR in health strategy.
SIGN- UP TODAY at www.HHRstrategy.ca

For further information, please contact
Lise Richard at l.richard@santefrancais.ca

To access other HHR- related publications and
reports search the CHHRN-CIHI e- library
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ENHANCED JOB SEARCH:
HFO Jobs
HealthForceOntario’s job site, HFOJobs, allows Ontario employers to post opportunities for physicians,
nurses, and a variety of other health professions for
free. The site, intended to support the delivery of
publicly funded health services in Ontario, supports
approximately 150,000 job seekers each year.
Based on user feedback, HealthForceOntario has
recently made significant changes to the site to improve the job seeker experience and help employers
promote important opportunities across the province.
One valuable enhancement, built on the Google
Maps platform, enables job seekers to pan and zoom
to refine search results. This method of search provides more exposure to smaller communities outside\
of urban centres, as opportunities in areas surrounding the initial search area are visible.

FACT SHEET:
Trends in Third Year Family Medicine Trainees
Family medicine requires two years of postgraduate training before the residents can sit the College
of Family Physicians of Canada (CFPC) certification exams. Some residents choose to do their
third year to achieve additional skills. The number
of physicians in ministry funded third year family
medicine positions has doubled over the last decade from about 150 to almost 300. However, the
proportion of those proceeding to a third year after
completing two years peaked during this period in
2010-11. At that time, it represented 23.1% of
those who completed second year in 2009-10.
Since then, the proportion doing a third year has
slowly decreased to 19.4%.
A subset of those in 3rd year identified as completed a CPFC designated Certificate of Added
Competence (CAC). The most popular of these is
emergency medicine comprising 60% of all those
in 3rd year family medicine CAC programs in
2016-17. Palliative care, anaesthesia and care of
the elderly each represented 11% and sports
medicine 8%.

Click Here to Read More!
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Additional features include the ability to search
by employer name and easily share postings via
social media. Enhanced use of banner ads will
also support recruitment in priority communities.
The HFOJobs team is committed to reviewing
the 600+ postings published each month for clarity and accuracy and to ensure the updated terms
of use are met.
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UPCOMING EVENTS IN HHR

Shaping the Future of Canada’s Health Systems
Date: May 28-31, 2018
Location: Hotel Bonaventure in Montreal, QC
As its theme for the 2018 Scientific Conference, CAHSPR has chosen the topic of “How Can Research Contribute to the Future of Canada’s Healthcare System?”. The conference will explore the future of Canada’s
healthcare system and consider how health services research can help to shape that future.

CAHSPR HHR THEME GROUP ACTIVITIES
The CAHSPR HHR Theme Group is holding a number of activities including:




Pre-Conference Workshop: Sex and Gender Based Analysis
Date: May 28th 2018
Time: 2:00pm-4:00pm

Join the CAHSPR
HHR THEME GROUP
today!

Panel: Future Considerations for Canada’s Health Workforce
Date: May 29th 2018
Time: TBD

Pre-Conference Workshop: Sex and Gender Based Analysis
The Health Human Resources and Primary Health Care theme groups are teaming up to
offer a pre-conference workshop on Sex and Gender Based Analysis and this year’s CAHSPR
conference, May 28-30, 2018 in Montreal. Researchers are expected to incorporate sex and
gender into their research when appropriate. The interactive workshop is geared for researchers
who are applying for grants. The workshop will examine why sex and gender considerations are
important in pillar 3 research, discuss research techniques for incorporating sex and gender
analysis into quantitative and qualitative studies. The workshop features leading experts who
will provide advice on how to integrate sex and gender consideration into your research!
Want to get feedback on your proposal? We are looking for volunteers willing to share their
latest proposal. Participants will discuss how to improve your proposal.
This is a great opportunity to share your work and create a winning grant!
Please contact cdemer2@uottawa.ca to volunteer.
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National Health Leadership Conference
Creating the winning conditions for change
Date: June 4-5, 2018
Location: St. John’s Newfoundland
This conference is the largest national gathering of health system decision-makers in Canada including trustees, chief executive officers, directors, managers, department heads and other health leaders representing various sectors and professions in health regions, authorities and alliances, hospitals, long-term care organizations,
public health agencies, community care, mental health and social services. As well, the conference draws participants from government, education and research organizations, professional associations, consulting firms
and industry.

2018 CNA Biennial Convention
From Insights to Impact: It Starts with Nursing
Date: June 18-20, 2018
Location: Shaw Centre, Ottawa, Ontario
The convention theme, From Insights to Impact: It Starts with Nursing, affirms that nursing insight has a positive impact on care delivery and health outcomes. The convention will explore how nurses gain this insight by
engaging their clients and drawing on evidence and experience. This event will be a showcase for innovative
nursing solutions being put into action by the country’s largest health profession.

International Conference on Physician Health
The Role of the CMA in Physician Health and Wellness
Date: October 11-13, 2018
Location: Toronto, Ontario
The CMA strategy is to champion physician health and wellness across the physician lifecycle through leadership and advocacy; and through a lens of shared responsibility– from ‘individual’ to ‘system’- with particular
emphasis on system-level initiatives. Although focus on what physicians can do as individual has been a major
focus within the community to date, strengthening the health and wellness of the physician workforce is a
shared responsibility. This emerging frontier involves a collaborative approach, from the top-down, at the system level (e.g. institutions, organizations, community), as well as the bottom-up, individual level (e.g., taking
action to maintain personal health and wellness.

23

Volume 4, Issue 3

CHHRN: A Year in Review
At the close of 2017, we find ourselves very proud of our achievements over the past
year,. We could not have done it without the tremendous support of our partners and
the contribution from our researchers, collaborators, decision-makers and students.
Some of the achievements this year include:


The CHHRN website now has a new 2017 publications feature to promote the latest Canadian research and research on health human resources



The CHHRN-CIHI library continues to be regularly updated and now contains over 6,500 grey and
academic literatures and growing!



We have considerably expanded the CHHRN HHR Innovations Portal, highlighting national innovative programs, policies & legislations, guides and frameworks and approaches towards health human
resources issues.



The CHHRN keeps growing, with 2,000 health workforce knowledge users and 1,300+ followers
through CHHRN’s Pan-Canadian knowledge exchange platform and social media.

…& What’s to Come!
CHHRN Rebranding:
In an effort to be consistent with global HHR terminology “Human Resources for Health” and networks
“Global Health Workforce Network”, CHHRN will be rebranding to be the Canadian Health Workforce
Network (CHWN).
Canadian Health Workforce Conference:
In partnership with CIHI, CHHRN will be hosting it’s third national health workforce conference at the
Palais des Congrès in Gatineau Quebec in October 2018! Don’t forget to submit your research abstracts
and register for your opportunity to network with health workforce experts from across the country and
around the globe! Visit the CHWC 2018 webpage on the CHHRN website to learn more.

Join our network !
Follow us on Twitter
@CHHRN and LinkedIn
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