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Executive Summary 
 

The Canadian Health Workforce Conference (CHWC) is an open conference that brings 

together policy makers, academics, researchers and practitioners from across the country 

with responsibility for and interests in health workforce issues. The 2014 conference was 

held in Ottawa Ontario, Canada on October 21-22, 2014 at the Fairmont Chateau Laurier.  

The conference hosted approximately 200 participants from across the country and 

included guests from several other countries and organizations including the Australia 

(WHO Collaborating Centre, University of Technology Sydney, Australia), New Zealand 

(Health Workforce New Zealand), Geneva (World Health Organization and Global Health 

Workforce Alliance) and the United Kingdom (Centre for Workforce Intelligence). 

Participants included governmental and non-governmental policy makers, researchers, 

medical educators, health professionals, managers and students.  
 

The Conference and consisted of student-focused pre-conference day activities full day (Oct 

20th) followed by a series of plenary, concurrent and poster presentation sessions with 

specific focus on health policy relevant topics (Oct 21st) and health workforce research 

topics (Oct 22nd) that covered a wide range of health workforce issues and innovations. 

This report summarizes the key themes emerging from the research-focused day. It 

complements the previously released report from the policy-focused day. 

 

The Research- day included two panel presentations held concurrently with six research-

based presentations. The first panel addressed the issue of patients’ perspectives on the 

health workforce and health workforce research.  The panelists made a series of bold 

statements encouraging our health workforce community to undertake more patient 

engagement in their research programs. The second panel was organized by the CHWC 

Student Subcommittee and included invited speakers from a range of health workforce 

employment opportunities: academia, health policy organizations and health workforce 

stakeholder organizations. They showcased the wide range of employment opportunities 

for students of the health workforce, offering sage advice as they navigate their career 

paths. 

 

The six research based sessions addressed a range of topics from the articulation of health 

professional scopes of practice to work-life balance initiatives amongst the health 

professions as well as the experiences, transitions and integration of health workers who 

migrate to and from Canada. The increasingly critical issue of health workforce needs to 

address an aging population complemented a bilingual session on health workforce 

planning and sustainability and a closing session on health workforce leadership.  
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Introduction 
 

The Canadian Health Workforce Conference (CHWC) is an open conference that brings 

together policy makers, academics, researchers and practitioners from across the country 

with responsibility for and interests in health workforce issues. The 2014 conference was 

held in Ottawa Ontario, Canada on October 21-22, 2014 at the Fairmont Chateau Laurier.  

The conference hosted approximately 200 participants from across the country and 

included guests from several other countries and organizations including the Australia 

(WHO Collaborating Centre, University of Technology Sydney, Australia), New Zealand 

(Health Workforce New Zealand), Geneva (World Health Organization and Global Health 

Workforce Alliance) and the United Kingdom (Centre for Workforce Intelligence). 

Participants included governmental and non-governmental policy makers, researchers, 

medical educators, health professionals, managers and students.  
 

The Conference and consisted of student-focused pre-conference day activities full day (Oct 

20th) followed by a series of plenary, concurrent and poster presentation sessions with 

specific focus on health policy relevant topics (Oct 21st) and health workforce research 

topics (Oct 22nd) that covered a wide range of health workforce issues and innovations. 

This report summarizes the key themes emerging from all of the presentations for the 

Canadian Health Workforce Conference Research Focused Day. It complements the 

previously released report from the policy-focused day.  

 

The conference agenda is appended below; the full conference program as well as abstracts 

for all of the oral/paper presentations and poster presentations are available on the 

Canadian Health Human Resources Network website at www.hhr-rhs.ca. Please note that 

the following does not include proceedings for the poster presentations however, abstracts 

for both poster presentations and oral/paper presentations for both Health Policy Day 1 

and Research Day 2 of the Canadian Health Workforce Conference are available under the 

CHWC tab of the CHHRN website: www.hhr-rhs.ca. 

  

http://www.hhr-rhs.ca/
http://www.hhr-rhs.ca/
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CONCURRENT SESSION 3 “SOCIAL 

CONSTRUCTS” 

3.1 PATIENTS AS PART OF THE HEALTHCARE WORKFORCE 

ORAL/PAPER PRESENTATIONS 
 
Chair: Ivy Lynn Bourgeault, Canadian Health Human Resources Network 
 
Presenters: 
John-Peter Bradford, Member, Advisory Group of the Canadian Partnership Against Cancer  
Zahirul Hasan Khan, University of Ottawa 
Brian Clark, Advisor, Patients Canada 
 

The Cancer Care Workforce from the Perspective of a Cancer 
Survivor and Caregiver 
John-Peter Bradford 

 Mr. Bradford’s presentation focuses on healthcare partnerships. He states it’s 

important to become a partner with your healthcare provider but notes the difficulties of 
this because often neither healthcare provider nor patient and caregiver see the 
relationship as a partnership or know how to make the relationship into a partnership.   
 
Mr. Bradford underlines the importance of developing smart partnerships between 
patient/caregivers and healthcare workers. These entail, at the very least, an openness on 
both sides to advocate for the best, most appropriate care possible. In this age of precision 
and personalized medicine, it is important the partnerships advocate for the best and latest 
therapeutic approaches that are consonant with the values of the patient and the broader 
Canadian value system.  As partners, healthcare providers and patients need to  

 be coaches to each other 
 agree to standards by which they measure the effectiveness of the partnership and 

be mutually accountable 
 not infantilize or idolize each other 
 seek out and be open to knowledge-based therapies and approaches 
 co-navigate the system 
 work together to break down systemic barriers to good treatment  
 ensure that quality of life is a prime factor in any therapy or treatment 

 
To develop this kind of partnership, it is important to act in ways that are soft on the people 
involved but rigorously hard on the problems. Mr. Bradford asks caregivers, patients and 
healthcare workers to ask themselves how can I act today that will make a difference? 
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Take Home Messages 
 

1) To improve health outcomes, patients and providers must form engaging and 
interactive relationships with each other. 
 

2) Recommendation for further research includes this question: what does 
collaboration with health care providers actually look like and how can this be 
integrated into policy? 

 
Quality Improvements and Safety Issues in Private Dental Care Practices 
in Canada: What do Patients Say? 
Zahirul Hasan Khan & Rukhsana Ahmed 

The presentation focused on the patient perspective of quality improvement and 

safety issues in private dental care practice in Canada. The importance of including dental 
care systems within discussions of broader health care systems was noted. 95% of 
Canadians receive dental care from private care providers, yet, patient perspectives are not 
part of the assessment of Canada’s dental care services because of the private nature of 
these professional services. This research demonstrates that the dental care system is a 
business that is largely unsatisfactory from a patients’ perspective, the perceived quality of 
service does not seem to match the patients’ expectations. Preliminary results demonstrate 
that most patients prioritize the dental clinic's ability to perform the promised service 
dependably and accurately.  
 

Take Home Messages 
 

1) Preliminary results show the existence of a dental care service quality gap; the 
perceived quality of service do not seem to match the patients’ expectations. 
 

2) They also demonstrate that most patients prioritize the dental clinic’s ability to 
perform the promised service dependably and accurately.  

 

Patients as Part of the Health Care Workforce 
Brian Clark 

Mr. Brian Clark noted that patients are part of the work force and further that the 

health care system is more than doctors’ offices and hospitals. He questioned whether our 
health care system should be reframed as a wellness system instead of a sickness system.  

 
Take Home Question 

 
1) How can we include patients as part of workforce policy? 
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3.2 Scopes of Practice: “IPE/IPC and Task-Shifting” 

ORAL/PAPER PRESENTATIONS 
 
Chair: Karen Cohen, Canadian Psychological Association 
 
Presentors: 
Patricia Dickson, Sunnybrook Hospital 
Brenda Gamble, University of Ontario Institute of Technology 
Catherine Brookman, McMaster University 
Susan Haydt, Dalhousie University 
Andrew Boyd, Alberta Health Services  
 

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

Mrs. Dickson’s presentation looks at a team-based interprofessional model of care 
introduced at Sunnybrook’s Holland Orthopaedic & Arthritis Centre. In an effort to 
maximize human resources and address wait time issues Advanced Practice 
Physiotherapists and an Advanced Practice Occupational Therapist in patient triage, 
assessment and post-operative follow-up care were introduced. 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. 

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, a Structure-Process-Outcome Framework was used. 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. 

Mrs. Dickson notes that 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. 
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It is concluded that 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 
Brenda Gamble 

Dr. Gamble presents on the topic of simulation based healthcare education as an 
interprofessional education intervention. According to a review of the literature there are 
few inter-professional learning opportunities for health care professionals. Reality learning 
tools are now being developed to address this.  More specifically, four learning scenarios 
have been developed, including simulation models.  This update to learning and education 
is meant to improve technical skills through simulation. Another key competency of this 
tool is patient centered care.  It is important to consult with patients.  It is also important to 
ensure that each health professional gets to understand and know the roles of other 
professionals in health care. 

 
Take Home Messages 

 
1) Simulation technologies have the capacity to empower learners and to potentially 

offer solutions to curricula and economic pressures. 
 

2)  The use of simulated models of IPP in the classroom environment introduces 
students to other professions in the classroom thereby enhancing the immersion 
phase of IPE. 

 
3) Simulation technologies support the ongoing learning needs of both new learners and 

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

Dr. Brookman notes that 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 who usually receive shorter pre-service training and possess lower 
qualifications. PSWs make up 70-80% of the home care workforce and as such, it is 
important to examine the effect of this trend, “task shifting”, across many fronts.  We are 
seeing a shift in personal support workers-task shifting where tasks are delegated to other 
less specialized health workers.  This is occurring as a result of demographic change, 
restructuring of hospitals, improved technical procedures, and shortage of health care 
professionals in Ontario context. 

There is a huge diversity in education and training of a PSW. In Ontario there are 
four program models for unequal skill levels. For example, traditionally, PSWs do personal 
care, instrumental activities of daily living that helps people stay in their own homes, 
provide education and recreational assistance. There is a growing shifting of tasks in 
Ontario to PSWs including exercises, transfers, simple wound care, catherization, 
colostomies, compression stockings, G-tube feeding and continence care. This research 
project is meant to understand why there is this shift in tasks.  

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. Unlike other health professionals, PSWs 
are not trained to assess for change in patients status. This leads to the question of what 
tasks can safely be shifted to PSW. PSWs view having new tasks in a positive light because 
it means they are learning new skills. They are happy with task shifting and would like 
more training and better compensation. Task shifting is also seen as a more efficient use of 
Health Human Resources. 

 
 

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. 
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Inequities in Interprofessional Teams: Implications for Research and 
Implementation 
Susan Haydt  

Ms. Haydt notes that 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 (FHTs), 
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. 

Ultimately, some professional groups working in teams do better than others. In the 
FHT model (the model most favored by the Ontario government) family medicine has 
benefitted most, having experienced a significant increase in income and receiving financial 
incentives to perform preventive care (e.g., smoking cessation, cancer screening, etc.); such 
care is often delegated to other team members. Family physicians are thus over incented in 
this model, while other team members do not receive financial incentives despite doing the 
work.  

A true success story of integration is chiropractors.  Chiropractors have integrated 
themselves into Family Health Teams even though they were not on the list of government 
funded professions until 2013. This was accomplished through their negotiations with 
individual Family Health Teams and arranging to work in an unfunded model of 
collaboration. This initiative has allowed them to keep much of their professional 
autonomy. Nurse practitioners have also benefitted from integration into teams. The 
proliferation of FHTs has given nurse practitioners more job opportunities. There are 
inequities, however, as nurse practitioners working in this model do much of the 
preventive care work that fulfills the mandate of primary care, but do not receive financial 
incentives to do so, as physicians do. There is also no billing method to show the work done 
by nurse practitioners in providing primary care.   

Dietitians have fared the worst in Family Health Teams, having low salaries 
compared to their counterparts working in other settings, and often only having part time 
work. While there is a high demand for this profession in the FHT model, the quality of 
working conditions is worse than their counterparts in hospitals or community health 
centres. 

Take Home Messages 
 

1)  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 
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2) 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 Care Teams: How much can 
we find out about them? 
Andrew Boyd 

Mr. Boyd explains that 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.  

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. 

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 do 
province wide analysis. It is evident that there is a lack of consistency across allied health 
data across the province and it’s difficult to leverage data to inform decision makers.  To 
address this issue the project team may need to narrow the scope for this analysis. 

 
Take Home Messages 

 
1) Changes to staffing models need to be made using evidence, this should include AH.  

 
2) Better, consistent data is needed to get a full understanding of the role AH plays in a 

collaborative staff mix model. 
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3.3 Work-life Balance  

ORAL/PAPER PRESENTATIONS 
 
Chair: Erik Bourdon, Canadian Institute for Health Information 
 
Presenters: 
Joan Almost, Queen’s University 
Emily Peck, Acadia University 
Elizabeth Wong, Ryerson University, Ashley Wood-Suszko, Mount Sinai Hospital  
 

Positive and Negative Behaviours in Workplace Relationships: A Scoping 
Review 
Joan Almost 

Ineffective workplace relationships are associated with impaired teamwork, greater 
absenteeism and turnover. Dynamics of workplace relationships creates challenges and 
requires understanding of negative and positive behaviors that act as facilitators and 
barriers. The objective of this project was to identify positive and negative behaviors of 
workplace relationships and to provide an overview of antecedents, outcomes, definitions, 
interventions and support underlying theories for different behaviors.  

Results indicated more than 35 different behaviors specific to co-worker workplace 
relationships. There are differences across disciplines. 

 
Take Home Messages 

  
1) Improving workplace relationships is a critical component to advancing the 

management of the health workforce.  
 

2) Researchers, policymakers and decision makers need to find a way to more 
effectively manage and reduce corrosive behaviour and increase collaborative 
behaviour in healthcare settings. 
 

3) The knowledge generated from this study will advance the science of workplace 
relationships as a strategy to improve the quality of healthcare and patient 
outcomes. 

 

Civility’s Link with Engagement  
Emily Peck  

Emily Peck’s presentation describes how colleagues can be seen as a source of 
distressing demands or a source of support. The social work environment can set you on a 
trajectory of burn out or success. Improving workplace civility improves commitment and 
lessens distress. A question remains to determine the extent to which engagement with 
work relates distinctly to (1) positive social contact, (2) reduced negative social 
encounters, and (3) personal inclinations for perceiving social contact. To the extent that 
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each of these qualities relates to employees’ engagement with work, each can serve as a 
focus for interventions intended to improve engagement through improved social 
dynamics. Employees who reported greater energy, involvement, and professional efficacy 
reported more positive social environments. Regarding positive social encounters greater 
engagement was associated with greater workgroup civility and psychological safety. 
Regarding negative social encounters, greater engagement was associated with fewer 
incidents of coworker or supervisor incivility. Regarding personal biases, greater 
engagement was associated with lower levels of attachment anxiety and attachment 
avoidance. 

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.  
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.  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. 
   

Take Home Messages 
 

1) Low intensity social encounters (incivility) play a significant role in the life of a 
workgroup.   
 

2) Workplace civility can be improved through well designed interventions.  
 

3) Improvements in civility have implications for employees' engagement with work. 
 

Treatment of Compassion Fatigue: Results from a Pilot Program 
Elizabeth Wong  
Ashley Wood-Suszko 

Compassion fatigue is the gradual loss of compassion experienced by healthcare 
providers following continuous exposure to the trauma of their patients, heavy workload 
with traumatic cases, and difficulty balancing work and life. It results in the deterioration of 
the worker’s physical, emotional, and mental well-being affecting their ability to provide 
optimal care and function on a daily basis. 70-80% of workers in the health workforce are 
at moderate to high risk of developing compassion fatigue. The Emotional Well-Being 
Committee at Mount Sinai Hospital recognized the need for compassion fatigue prevention 
and treatment within the hospital and organized a workshop to educate staff on 
compassion fatigue and the use of effective coping strategies. This research is based on the 
evaluation to determine the effectiveness of the workshop in reducing factors associated 
with compassion fatigue.  



P a g e  | 17 

 

 

The objectives of the evaluation were to determine perceptions of the workshop and 
whether the workshop improved several key outcomes: 1) knowledge of compassion 
fatigue, 2) confidence to cope with stress in the workplace, 3) perceived stress, and 4) work 
satisfaction. 

A total of 311 staff at Mount Sinai Hospital attended a four hour compassion fatigue 
workshop. The evaluation of the workshop was implemented during three time points: 
before the workshop(pre), after the workshop(post), and one month following the 
workshop(followup). Questionnaires contained items assessing perceptions of the 
workshop, knowledge of compassion fatigue, self-efficacy to cope with stress, perceived 
stress, and work satisfaction at varying time points. Workers were asked to record a 
unique identifier on each questionnaire to match the data across the time points. 

The findings showed that the workshop was perceived positively in terms of value, 
effectiveness, and whether they would recommend the workshop to others, 70.5%, 76.6%, 
and 81.9%, respectively, rated the workshop as high on these variables. The results also 
revealed that workers provided a more accurate definition of compassion fatigue after the 
workshop compared to before the workshop, t(152) = -2.86, p = .005. They also identified 
more signs of compassion fatigue, t(149) = -3.21, p = .002. Additionally, the workshop 
improved workers' confidence to handle stressful work situations, t(15) = -2.46, p = .026. 
There were no significant differences one month following the workshop for perceived 
stress, t(70) = 1.18, p = .27 and work satisfaction, t(22) = -1.01, p = .322. 

Although the workshop did not improve perceived stress or work satisfaction, 
possibly due to insufficient time and practice of workshop training, compassion fatigue 
workshops can help the health workforce understand compassion fatigue and improve 
confidence to cope with stress. 

 
Take Home Messages 

 
1) Health workers are interested and eager to learn how to improve their own well-

being and prevent compassion fatigue through education in the form of workshops. 
 
2) Compassion fatigue workshops can effectively help health workers recognize the 

signs and symptoms of compassion fatigue and improve confidence to cope with 
stressful situations.  

 
3) Health workers require enough time and practice of skills to use the strategies 

effectively to improve their well-being. 
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3.4 Mobility and Migration: Experiences, Transitions 

and Integration  

ORAL/PAPER PRESENTATIONS 
 
Chair: Lisa Little, Lisa Little Consulting 
 
Presenters: 
Laya Poost-Foroosh, Li Ka Shing Knowledge Institute  
Dina Idriss-Wheeler, McMaster University 
Josephine Etowa, University 
 
Faculty Development Needs of Clinical Practice Facilitators: A New Role in the 
Ontario Internationally Educated Physical Therapist Bridging Program 
Laya Poost-Foroosh  

 The Clinical Practice Facilitator (CPF) is a new faculty role created within the 
Ontario Internationally Educated Physical Therapist Bridging Program (OIEPB) to assist 
with program delivery, support/mentorship for learners and clinical instructors (CI) and 
liaising between the university, CIs and learners.   
 Clinical experience, teaching/mentoring skills, along with interpersonal and 
mediation skills and cultural awareness are perceived by the CPFs to be the fundamental 
knowledge and skills requirements of the role. Ideal mechanisms and faculty development 
(FD) resources to support the emerging role of CPF and their impact on the bridging 
process for internationally educated health personnel needs to be further investigated. Also 
relevant here: a successful integration is not necessarily complete at hiring- we need to 
extend the definition of integration to include continued success in the workforce. 
Providing resources for further professional development of CPFs would be an appreciated 
and relevant action. 
 Canada has a challenge and an opportunity to integrate an international workforce. 
As such, strategies which support bridging process are important. Therefore, they 
developed the role of the clinical practice facilitator. The goal of the CPF program is to 
enhance OIEPB’s and help them become practitioners in Canadian clinical context. The 
CPF’s role is based on nursing models and they are considered to have a faculty 
appointment. However, they have no formal training for the particular role (though of 
course they are well trained educators with considerable clinical teaching experience, and 
practitioners themselves).  This role was created to foster collaborative relationships 
between learners and the university and clinicians as well as provide support for both 
learners and instructors. Research explored what clinicians thought were key knowledge 
and skills for performing the role of a CPF. The researchers investigated what current CPF’s 
have done to improve their skills and what resources they would have to improve. 
 Data were sorted into three content areas: (i) CPF roles and responsibilities; (ii) 
fundamental skills and key knowledge areas; and (iii) FD resources. For (i) CPF roles and 
responsibilities, three sub-categories were found: a) liaison between clinical site, 
university, and learners; b) teacher/mentor; and c) support for learners. Given the varied 
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needs of the learners, being dynamic was an underlying theme identified through all 
categories. For (ii) fundamental skills, two sub-categories were identified: a) clinical 
experience and b) teaching/mentoring skills, with interpersonal and mediation skills and 
cultural awareness as a thread throughout both categories. For (iii) FD resources, five 
major areas were identified: a) adult learning, b) mentoring and coaching, c) how to be an 
educator/teacher, d) conflict management, and e) goal development and outcome 
measures. Limited time and sub-optimal recognition of the role by their clinical sites were 
reported as the main barriers to participation in desired FD activities. 
 The findings have two main implications for educational efforts related to the health 
workforce. First, they provide empirical data regarding the emerging role of the CPF, 
particularly in terms of identity and role development. Second, they may inform the design 
of faculty development approaches for organizations and programs embarking on an 
implementation of the CPF role. Future research could investigate the ideal mechanisms 
and resources to support CPFs’ unique role as well as their impact on the bridging process 
for internationally-educated health personnel. 

 
Take Home Messages 

 
1) The Clinical Practice Facilitator (CPF) is a new faculty role created within the Ontario 

Internationally Educated Physical Therapist Bridging program (OIEPB) to assist with 
program delivery, support/mentorship for learners and clinical instructors (CI) and 
liaising between the university, CIs and learners.  

 
2) Clinical experience, teaching/mentoring skills, along with interpersonal and 

mediation skills and cultural awareness are perceived by the CPFs to be the 
fundamental knowledge and skills requirements of the role.  

 
3) Ideal mechanisms and FD resources to support the emerging role of CPF and their 

impact on the bridging process for internationally-educated health personnel needs 
to be further investigated. 

 
Developing, Implementing and Evaluating Employer Resources for the Integration of 
Internationally Educated Nurses (IENs) into the Workforce 
Dina Idriss-Wheeler  

Dina Idriss-Wheeler explains that we live in a multi-cultural society. We have an 
aging population and a nursing shortage.  We have internationally educated nurses (IENs) 
living in Canada, with underutilized skills and lower success at finding work. The project 
aimed to create a research based resource to help both employers and internationally 
educated nurses to navigate the regulatory system. One of the goals was to enhance 
employment.  

Workforce integration is the process by which nurses enter the workforce 
efficiently, effectively and productively. IENs should be able to adapt to different cultures, 
integrate into the organizational system and practice independently. In the development 
phase of the project, the Nursing Health Services Research Unit (NHSRU) Team did a 
comprehensive review; surveys and semi structured interviews. Part two of the project 
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was dissemination, for which a website was tested and a think tank engaged to provide 
feedback. Participants were asked what they thought, what was missing etc. Part three was 
evaluation. One product from this project is the website ien.oha.com. 

A web guide was created because information on registration and hiring is hard to 
access and the web guide has it all in one place. It increases ease of access significantly. 
Regional workshops were also held as well as a webcast. Employers, who had successful 
strategies implemented, spoke at the regional workshops. In future projects, the McMaster 
University NHSRU Research Team plans to partner with employers, increase IEN 
employment in healthcare organizations and finally hire 200 IENs over the next three 
years. 

Take Home Messages 
 

1) The creation, implementation and evaluation of the best practice guide provided 
strategies for employers to recognize the value of IENs (Internationally Educated 
Nurses) and understand the challenges/barriers they face. 
 

2) Proper integration of IENs will lead to a diverse workforce that can respond to 
varied patient needs. 
 

3) Engaging the target stakeholders throughout the project is essential; employers 
were involved throughout the development and evaluation of the resources 
designed for their use. 

 
 

Exploring Cultural Competence in the Nursing Profession: New Insights and 
Strategies 
Joshephine Etowa 

Dr. Etowa explains that there is a need for an alternative approach; a framework for 
understanding culturally competent care in ways that pays attention to practitioners’ 
cultural values and beliefs. This framework would acknowledge that everyone has a 
culture; Western beliefs and practices (including health care practices) are as value-laden 
as those of other cultures. 

She notes that in 2011, 19.1% of the Canadian population self-identify as a minority. 
Patients are becoming more diverse; hospitals should be getting more diverse too. There 
are certain things that being different brings to the table. For example, ABESCO, rating 
babies on colour, marks you at minute one of life. The ABESCO is designed for babies with 
Caucasian parents and people of colour don’t score as well and are marked as less healthy 
from the moment they are born.  

Dr. Etowa’s paper focuses on the theme of cultural competence and effective cross 
cultural relationships.  It is qualitative, and based in ground theory. Many concepts were 
used relating to working effectively across cultural competencies; cultural, sensitivity, 
boundaries, differences, needs, values, awareness- all of these themes emerged. These 
themes were merged into a theme of ‘cultural competence’ and then into three subthemes 
of patient care, professional interaction and organizational process. Many people are still 
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not accepting of diverse peers. We are not encouraged to talk about it, which is why it is 
still so important to talk about it.  

An interesting find was that language, the French/English bank, created an invisible 
minority issue. Diversity in the workplace is a reality that must be addressed at the 
individual, unit and administrative levels. Participants noted promoting greater 
understanding and acceptance of diversity issues must be visible at the front-line, 
managerial and executive levels of their organization.  
 

Take-Home Messages 
 

1) While participants indicated a positive attitude towards diversity and demonstrated 
cultural sensitivity, they did not show a significant capacity for the analysis of power 
dynamics that merge from ethno cultural issues.  
 

2) This is a process. It requires discussion, it is an ongoing process. People must be 
encouraged to ask the right questions; it is not a skill you acquire and don’t need to 
learn anymore, but a constant dynamic process. 

 
3) We are creating an environment of inclusion for a culturally diverse workforce. It 

requires an environment where no one is advantaged or disadvantaged; where “we” 
means everyone. 
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CONCURRENT SESSION 4 “BUILDING A 

HEALTH WORKFORCE FOR THE FUTURE” 
 

4.1 Student Career Panel 

PANEL PRESENTATION 

Chair: Myuri Manogaran, University of Ottawa 
 
Panelists: 
Gillian Mulvale, Assistant Professor, Health Policy & Management, McMaster University  
Christine Covell, Post-Doctorate, University of Ottawa 
Artem Safarov, Health Policy & Government Relations Manager, CFPC 

Myuri Manogaran introduced all of the panelists and welcomed all the attendees to the 

student career panel.  
Christine Covell began and gave an overview of steps required in picking the correct 

post-doctorate opportunity and beginning a career. 
1. Strategize and take a critical evaluation of your own skill set. Keep in mind where you 

want to go.  
2. Focus and hone in on your own niche. 
3. Plan. 
4. Execute. 
5. Select the right opportunities and ensure you are doing the post-doc that is right for 

your research and career.  
Gillian Mulvale gave a summary of her professional history and stressed that while 

planning is important, flexibility, opportunity and serendipity are critical.  
Artem Safarov finished giving these key pieces of advice: 
1. Do something you are passionate about. 
2. Be involved. 
3. Plan ahead but do not expect plans to be set in stone. 
4. Approach with flexibility.  
5. Don’t discount knowledge no matter the source. 
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4.2 Health Workforce for an Aging Population 

ORAL/PAPER PRESENTATIONS 

Chair: Hugh Armstrong, Carleton University  
 
Presenters: 
Pat Armstrong, York University  
Rachel Barken, McMaster University  
Mary-Lou van der Horst, Schlegel-University of Waterloo Research Institute for Aging 
 
Skill and the Division of Labour in Long-term Residential Care  
Pat Armstrong 

Skill and the Division of Labour in Long-term Residential Care - The Research 
Project is international in scope and uses multiple methods. Close to 400 interviews have 
been conducted with the focus on promising practices referring to the search for new ideas 
etc. that might work, treating residents and workers with dignity and respect. Context 
really matters. Researchers’ ability to compare is limited, but they are constantly asking 
questions about the context, i.e. What’s shaping (behaviour)? What’s going on here? They 
are interested in the conditions of work and the conditions of care. Context factors include 
the legacy of the poor house, the history of caring for frail, older women, women as primary 
providers, and assumptions about just what any woman can do – that women have natural 
capacity to do this caring work (as opposed to learned skills). These issues are important to 
think about when understanding skills, and teaching them. Context also includes the 
increasing shift to clinical over social care, the division of labour emerging from 
profession/union struggles, and cost saving strategies which have meant shifting of 
priorities and contracting out. There has also been an enormous expansion of regulations 
that apply to long-term care. Some of the trends are international, such as an increasingly 
mixed labour force, but not in the division of labour which is different everywhere, e.g. in 
unionization. Central questions are: what is required (in this LTC work)? What is needed 
(which is different to what is required), and what is provided? It’s seen/observed that 
people do a lot more than what is listed e.g. provide counselling, consolation etc. i.e. these 
are things that are not visible. Does this make workers and people feel dignified and 
treated with respect? What conditions allow providers to develop and use the skills they 
need? Providers know that residents need certain things but are often conflicted in what 
they do and cannot do. What is the division of labour that protects residents and providers? 
This study refers more to task sharing than task shifting. An example comes from a Swedish 
home (of 11 people) in which tasks such as making breakfast is shared by all staff rather 
than a job assigned to one person. In the homes in Norway and Sweden, main meals were 
cooked in a kitchen, but served on the floor where food smells stimulated appetite etc. 

This is a complex study. Learnings from other countries with regard to treating 
workers and LTC residents with dignity and respect, can provide opportunities to think 
about models and may provide exemplary models for development in the Canadian 
context. Context is important for explaining how we have arrived at current provision of 
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service in all countries. By focusing on dignity and respect for LTC workers and residents, 
the study provides direction for translation of its findings.  

 
Take Home Messages 

 
1) Broadening the scope of practice for those providing direct care can increase their 

autonomy and make care more responsive to residents. However, it also requires 
team work, resources and attaching value to a range of skills too fonte assumed to be 
just part of being a woman. 

 
 
Assessing Home Care Workers’ Skills in the Context of Task Shifting 
Rachel Barken 

Task shifting is the transfer of tasks from regulated health professionals to non-
regulated health professionals. Home care is increasing in popularity and in demand. Task 
shifting however raises question regarding the social construction, assessment and 
regulation of home care workers (HCWs) skills. Some of the forces shaping HCW skills – 
which include states and employers – which use cost cutting and a market model (to 
determine tasks). Task shifting is argued to decrease costs and increase efficiency. Another 
consideration though is professional practice regulations, and consideration of attitudes 
and gender, care work is seen as women’s work. It’s not necessarily something that is seen 
as skilled. Task shifting is a fairly recent process.  

Project methodology includes a university-community partnership, semi-structured 
telephone interviews and data analysed thematically. Common delegated or transferred 
tasks were identified including transfers, simple wound care, exercises, medication 
management and so on. Transferred tasks like these are ‘hard’ skills compared to ‘soft’ 
skills. They are often complementary. Developing a trusting relationship with clients makes 
it easier to do transferred ‘hard skill’ tasks. (However, it was noted that close relationships 
might interfere with best health care practices). HCWs sometimes experienced greater 
control over work with task shifting, which can make work more rewarding e.g. designing 
residents’ exercise routines, having control over their own schedules etc. Some skills are 
not learned. HCWs gain skills for transferred tasks in diverse settings: through formal 
education, on the job practice, in-service training, and informally though life experience. 
There are blurred boundaries between learned and unlearned capacities. There is a 
growing mismatch between HCWs and formal job descriptions. HCWs work is becoming 
more complex, and consistent low wages support a view of care work as ‘unskilled.’ (they 
are also carried out mostly by women, and ethnic minorities etc.). Time for developing 
skills was often thought to be insufficient, nor was there time to practice skills. Do HCWs 
have enough time to learn and practice skills for transferred tasks? Shifts aren’t getting 
longer, but work is increasing. With task-shifting HCWs are integrating diverse skills. 
Conditions and context of work impact on their capacity to carry out certain tasks. 
Recompense for work done needs review. More research is needed. Questions for future 
research include the impact of recent wage increase on HCWs work experiences and skills; 
and the impact of task shifting on nurses’ and therapists’ skills. Finally, questions were 



P a g e  | 25 

 

 

raised re the fact that many workers already may have skills:  immigrants may already be 
nurses before they come to Canada. 

Task shifting to lower paid workers serves budget managers. However task shifting 
can also enrich workers’ working lives, but also can compete with other tasks as they have 
to fit more activities into their day. Task shifting has advantages and disadvantages to 
home care workers (in residential care).    

 
 

Take Home Messages 
 

1) With task shifting, PSWs are integrating diverse skills in their everyday work. 
 

2) Conditions and contexts of work impact on PSWs’ capacity to acquire and practice 
the skills associated with transferred tasks and delegated acts. 
 

3) Greater recognition and reward is needed for PSWs as they gain responsibility for 
transferred tasks and delegated acts 

 
  
Transformational Leadership Training for Long-Term Care and Retirement Living: 6-
month Results 
Mary-Lou van der Horst 

Long term care (LTC) and retirement living is highly regulated: there is a lot of 
public scrutiny, and changing family and resident expectations (who expect exemplary and 
individualized care). Many LTC environments are changing from the medical model of care 
to the social model of care. There are questions about career (leadership) development in 
LTC and retirement living. Working conditions can be demoralizing.  

In 2010 a partnership was formed by Conestoga College, the Schlegel Centre and 
Schlegel Villages (a private company). They developed a leadership program, at the college 
certificate level. They wanted to ensure that all LTC workers could take part in the program 
including managers. It is a hybrid format (website and classroom format), readings are 
short, uses youtube videos etc. There are no exams but a number of assignments, including 
self-assessments and self-reflection. The curriculum is wide-ranging. They identified key 
leadership capabilities which set the framework for the 6 courses. The ‘so what’ question 
from a workforce development standpoint deals with addressing turnover and retaining 
staff, succession planning, aged care settings, interprofessional, organization value and 
healthy workforce development, and training leaders in long-term care. What is the 
leadership program impact? Using Kirkpatrick, they use a multifactorial leadership 
questionnaire to measure leadership change. They have seen improvements in 
transformational leadership change, and participants build a leadership portfolio in which 
they reflect on commitments and engage in reflexive practice. Program evaluation includes 
student feedback in a multi-level impact assessment. Researchers are hearing from 
graduates that they would like more education and training on extending products and 
service.  
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Take Home Messages 
 

1) This 184-hour continuing education certificate program is specifically designed for 
all levels of leaders including those in senior leadership roles, front-line managers 
and staff representing multiple disciplines, including nurses, dieticians, 
pharmacists, therapists, administrative support, personal support workers and 
others. 

 
2) High-level impact has been achieved through implementing a capability-based 

leadership program at an organizational level - one that is anchored in the 
following six capabilities: 1) Aligning; 2) Serving; 3) Mobilizing; 4) Stewarding; 5) 
Connecting and; 6) Improving. 

 

4.3 RESEARCH ON HEALTH WORKFORCE PLANNING AND 

SUSTAINABILITY  

ORAL/PAPER PRESENTATIONS  
 
Chair: Danielle Fréchette, Royal College of Physicians and Surgeons of Canada 
 
Presenters: 
Tianyu Zhang, Canadian Institute for Health Information 
Nancy Johnson, Ontario Nurses Association 
Andrew Boyd, Alberta Health Services 
Martin Lauzier, Université de Québec en Outaouais 
Cheryl Anne Smith, The Ottawa Hospital 
Krishna Sharma, Alberta Health Services 
 
The Importance of Physician Costs in Full Hospital Costs  
Tianyu Zhang 

The objective for this study was to provide a complete cost estimate for a hospital 
stay by combining hospital and physician costs, and to analyze the impact of volume on 
cost. For physician costs, there does not exist an obvious linear relationship between log 
transformed physician cost and volume. Most of the patients are highly concentrated in 
volume less than 500. The lower the volumes are, the higher the costs are dispersed. 

Rather than examining all the 562 CMGs in CMG+2013, we take two extremes of the 
CMGs, top 10 CMGs and bottom 10 CMGs, to get an overview of the cost variations in 
percentage. The analysis shows that physician cost varies dramatically among these 10 
most expensive CMGs and 10 lowest cost CMGs. When scrutinizing a specific CMG, such as 
CMG559 – Primary Caesarean Section, no Induction, we find hospital cost rather than 
physician cost is the predominant cost driver.  

Taking a further look at the cost and volume relationship by grouping volume into 
four categories, then comparing the mean and median, min and max values, and the IQR, 
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we noticed it doesn’t hold true that it costs more for teaching hospitals or large scale 
hospitals. Patient level physician billing costs are essential to capture full hospital costs. 
The cost and volume response relationship is quite complex. In general, smaller volumes 
could reach high cost while larger volume doesn’t necessarily mean high cost.  

 
Take Home Messages 

 
1) Physician cost is not ignorable. 

 
2) The importance of the physician cost varies among CMGs. 

 
3) Economic scales can be found in full hospital cost including physician cost. 

 
 
The Impact of Labour Supply on Nurses’ Health in Ontario and Implications for 
Future Workforce Planning 
Nancy Johnson  

Ten years ago, Ontario was affected by the Severe Acute Respiratory Syndrome 
(SARS). The group that experienced the brunt of SARS, alongside those who contracted the 
virus, were frontline workers tending to SARS victims: registered nurses (RNs). From the 
perspective of the Ontario Nurses Association (ONA) leadership, who lived through the 
ordeal, nurses were sacrificed during the SARS crisis as the provincial and municipal 
governments prioritized sheltering Toronto from the loss of earnings arising from the 
World Health Organization’s travel advisory against travel to Toronto. This practice of 
sacrificing nurses’ health continues today for the health system writ large as a means of 
meeting narrow budgetary objectives. There is a profound lack of awareness within the 
health system about worker safety, best practices and principles. More than any other 
health care profession, society is reliant on the constant care of RNs to maintain the health 
of the larger whole, yet the health of RNs is in serious condition and systemic cures are not 
on the agenda. 

The objective of this project was to demonstrate how the health of frontline RNs is 
sacrificed in the Ontario health system in hospitals, long-term care facilities and in the 
range of community health services by providing a tool for understanding the nature of 
sacrifice endured by RNs on a systemic basis. These were the findings: 

 Among the provinces, Ontario has the second lowest RN to population ratio in the 
country. 

 To catch up to the rest of Canada, Canada needs to employ 15,646 more RNs 
today. Instead it is hiring fewer RNs. 

 This situation of understaffing has existed for over a decade. 
 The result is overworked RNs; excessive overtime. 
 The result of overwork is physical/mental stress leading to relatively high rates 

of workplace induced injury/illness.  
 Excessive workloads are also common among community and long-term care 

RNs.  
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 Contrary to most media accounts, Canadian hospital spending on the salaries of 
RNs has declined over time.  

 The widening wealth gap is particularly large in the public, community and long 
term care sectors.  

 Reducing the number of RNs is intended to save money but actually costs more in 
terms of costs due to staffing inefficiencies (turnover, excessive overtime, 
absenteeism due to own illness or disability, etc.). 

 
Take Home Messages: 

 
1) Nurses’ health is being sacrificed to meet narrow budgetary goals to sustain the 

current health care system and the result is understaffing, overwork, excessive 
overtime leading to stress, burnout, injury, and absenteeism. 
 

2) Ontario does not have enough nurses to meet its current health care needs, and this 
situation will only worsen as Ontario’s demographic shift continues, and its seniors’ 
population continues to grow. 

 
3) Ontario must commit to a medium term plan, developed in consultation with ONA 

and other nursing bodies, to create and fill 15,500 new RN positions in various 
sectors of the health care system. 
 
 

The Future of Alberta’s Nursing Workforce  
Andrew Boyd 

As there is much talk about caring for the aging population, there is equal concern 

regarding the aging of the nursing workforce within Alberta Health Services (AHS). The 
media has perpetuated the idea that there are a large number of retirements coming in the 
near future. CIHI recently put out a report for the Nursing workforce looking at the inflows 
and outflows on a national scale. This brought up discussions about the inflows and 
outflows of Alberta’s nursing workforce and how it will impact AHS’ future workforce. 
Nursing makes up the largest professional group of Alberta’s health care system and 
retirements are an important issue to workforce planners. Furthermore, the ability to 
forecast retirements can improve proactive human resource policies to ensure continued 
patient safety and continuity of care.  

Over the past few years, there has been a large inflow of young workers, although 
2013 did show an increase in the number of workers leaving in age groups 50 and older. 
Hires and retirees (or people leaving the AHS workforce permanently) occur in almost 
every age group.  Although workforce exits happen before retirement age, these former 
employees may be making career changes, or going to work for another employer.  Over 
the past few years the workforce has seen net growth as a result of seeing more hires than 
retirements.  Other findings demonstrate that older nurses are likely to continue working 
for more years than previous generations.   
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Scenario analysis showed similar results to the base case. FTE also showed similar 
results, however scenario analysis showed a potential total FTE reduction.  Policy makers 
are encouraged to increase individuals’ FTE to mitigate this issue. Although the workforce 
is expected to age in the future, a large cohort of nurses in the 35- 45 year range is also 
expected. Thus, retirements are not thought to be a major concern. The workforce is in 
good shape and no cause for panic related to nursing retirements. 

 
Take Home Messages 

 
1) Retirement risk will always be an important issue which deserves ongoing attention 

by workforce planners. 
 

2) Recognizing inflows and outflows occur at all ages is important to see the dynamics 
of a nursing workforce. 
 

3) With a large inflow of young workers, and increasing FTEs of current staff, nursing 
retirements are not a major concern for AHS. 

 
Organizational Learning: An Essential Tool in Developing and Maintaining a Health 
Workforce 
Martin Lauzier 

Organizational learning (OL) is the ability of an organization to acquire, distribute, 
analyze, critique and integrate sustainable new knowledge in the achievement of its 
objectives. Many now recognize that the OL is one of the main levers that can enable an 
organization to increase its value. Recent work led to the belief that the effects of OL would 
be even greater, considering their possible influences on the development and 
maintenance of a healthy workforce. Despite studies that support this idea, we understand 
only partially mechanisms underlying such a proposal. The objectives of the study are to 
identify management practices in terms of OL that are beneficial for organizations in the 
health care sector (eg. Hospital) and to study the influence of organizational learning tools 
on indicators of health (eg. prosocial attitudes, attendance behavior, physical and mental 
health status). 

Considering these few tracks, this presentation aims to expose new ideas with 
regard to the OL and its possible effects on the health of employees, and that, in addition to 
presenting the principles to guide practitioners when they evaluate presence of facilitating 
conditions of the OL in workplace. 

 
Take Home Messages: 

 
1) To deal with the many changes that affect them and maintain their competitive  

advantage in the market, today's organizations must learn to acquire and develop  
new knowledge, disseminate them to the people and groups and to integrate these  
skills into their daily operations, work processes, products and services. 
 

2) Organizational Learning (OL) the process by which knowledge management  
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operates one of the main levers that can enable organizations to increase their 
value. 

 
Workforce Planning: The Key to Recruitment Success 
Cheryl Ann Smith  

The looming nursing shortage is having a huge impact on healthcare organizations, 
creating a “perfect storm” with increased needs and a decreasing workforce. The shortage 
is predicted shortage in Canada is 60,000 by 2022 (CNA) and 1.05 million in the United 
States by 2022 (AACN). The average age of a nurse in Canada is 45.2 and 45.7 in Ontario 
(CIHI).  

The average age of nurses at The Ottawa Hospital (TOH) is 42.65. We could see that 
the planned growth of healthcare services would add significantly and the traditional 
method of hiring nurses only when positions became vacant would not sustain TOH 
through this time period. The model has five steps: supply analysis, demand analysis, gap 
analysis, solution analysis and the evaluation. The supply analysis is the total nursing 
workforce including vacant positions. As there is a large percentage of nurses under the age 
of 35 years and are female, leaves of absence for maternity or paternity leaves are also 
included as well as extended leaves such as education, union or prepaid leaves.  

The use of an evidence based workforce planning moves organizations from 
reactive to proactive. It supports the business of the organization and has several roles in 
planning: budget justification, demonstrates need and the current state plus the next three 
years. The model supports “out of the box” recruitment strategies and provides a new way 
to do old tasks. There were several lessons learned from this initiative included that not all 
organizations can pull the required data easily, however it is well worth the effort. There 
are external factors which may impact the model such as a change in funding agreements. 
There is a “healthy” vacancy rate which allows for movement within the organization and 
when the vacancy rate becomes too low, turnover and associated costs increase. The model 
fits well with Balanced Scorecards and puts the organization in a good position to ensure 
we have the right staff to ensure quality patient care. 
 

Take Home Messages 
 

1) It is important to be able to plan the number of recruits needed for the next 3 years 
in terms of budget, resources and provide a clear picture for key decision makers. 
 

2) Moving from the reactive recruiting position where there is not recruitment activity 
until a position is vacant to a proactive one where employees are already identified 
and recruited limits the time that positions are vacant and the impact this has on the 
organization. 
 

3) There is a direct link to quality patient care and recruitment.  
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Staffing Variability on Alberta Acute Care Units 
Krishna Sharma, Alberta Health Services 

Germane to effective service delivery is workforce utilization – i.e., the organization 

and deployment of regulated and unregulated health care providers to optimize their 
collective ability to work to full scope of practice. A key component of workforce utilization 
is optimal staffing – i.e., the right number and type of providers based on the needs of the 
patient. Evidence related to nurse staffing and outcomes is inconclusive while only a few 
studies have considered the inclusion of non-nursing staff. Furthermore, often lacking is 
attention to the moderating effect of unit level contextual factors (e.g., unit service type and 
location) when assessing the impact of staffing levels and staff mix. Unlike other work 
which tends to focus only on nursing, our study also incorporates allied health providers, 
support staff, and management worked time. Contextual variables are also explored.  

The overall goal of the study is to understand the variation of staffing on hospital 
acute care units throughout Alberta with a focus on nursing and allied health staff. Surveys 
were sent to unit managers of over 400 acute care units; 286 usable responses were 
obtained. Surveys probed contextual factors (model of care, scope of practice, 
collaboration, etc.) and worked time for nursing, managerial, allied health, and support 
staff. Worked time was normalized using monthly patient bed days (total occupied beds 
per day) within units to facilitate comparisons across units. This project focuses on the 
results for medical, surgical and rural units’ nursing (Registered Nurse [RN], Licensed 
Practical Nurse [LPN], Health Care Aide [HCA]) and allied health staff.  

The findings indicate a total of 133 acute care units were included in this analysis. 
Our results showed that on urban units (n=97), RN and HCA staffing increases with patient 
bed days. On rural units (n=27), staffing for these groups does not vary with patient bed 
days. For LPNs, however, staffing is consistent across all levels of patient bed days in both 
urban and rural units. Allied health staffing is consistent irrespective of bed days across 
urban and rural settings. Medical units (n=70) tend to have more allied health staff than do 
surgical units (n=27); rural sites have more overall allied health staff but this finding is 
driven by a higher proportion of unregulated therapy assistants and pharmacy aides 
compared to regulated allied health providers. We found differences in staffing patterns for 
nursing and allied health staff between rural and urban units and medical and surgical 
units. It needs to be further explored if these differences are related to the patients serviced 
by the units or can be explained by contextual variables 
 

Take Home Messages: 
 

1) Patient bed days appear to be a strong determinant of RN and HCA staffing levels 
but not of LPN and allied health staffing levels. 
 

2) Although rural units appear to have higher allied health staffing levels, this is largely 
due to a higher proportion of unregulated assistants. 
 

3) These findings may be driven by patient characteristics or contextual factors such as 
service delivery model. 

 

Comment [I1]: No, please go ahead and add 
them 

Comment [m2]: Krishna would like to add the 
contributing authors of the project but this is a 
summary of the presentation so I’m inclined to 
leave them out, 
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4.4 RESEARCH ON HEALTH WORKFORCE LEADERSHIP & 

PLANNING 

ORAL/PAPER PRESENTATIONS  
 
Chair: Steve Slade, Canadian Post-M.D. Education Registry (CAPER) 
 
Presenters: 
Emily Read, University of Western Ontario 
Pamela Baxter, McMaster University  
Wendy Gifford, University of Ottawa  
Martin Lauzier, Université de Québec en Outaouais 
Julie Goulet, Canadian Institute for Health Information  
 
Longitudinal Effects of Authentic Leadership, Empowerment, and Relational Social 
Capital on New Graduate Nurses’ Job Satisfaction and Mental Health 
Emily Read 

Relational social capital is an important interpersonal organizational resource that 

may foster new graduate nurses’ workplace wellbeing in the first two years of practice and 
promote retention of newcomers to the nursing workforce. While there is evidence that 
authentic leadership and structural empowerment are key aspects of the work 
environment that support new graduate nurses, the mediating role of relational social 
capital has yet to be explored. The purpose of this study was to test a hypothesized model 
of the longitudinal effects of authentic, empowering leadership on new graduate nurses’ 
social capital and subsequent mental health and job satisfaction. Secondary analysis was 
performed on data from a larger study of new graduates’ worklife. A random sample of 
newly registered RNs (n=709) from Ontario were invited to participate; 191 completed 
useable questionnaires at both time points (27% response rate). Western University 
granted research ethics approval. Data analyses were conducted using SPSS and Amos 
software. Participants were mostly female (91.4%), on average 28.4 years old, working full-
time (62.6%) in medicine/surgery (58.1%) or critical care (21.7%). All measures 
demonstrated acceptable reliability and validity. Path analysis showed that time 1 
authentic leadership influenced empowerment (β=.49), which influenced social capital 
(β=.69). Social capital had a significant effect on time 2 mental health (β=-.25) and job 
satisfaction (β=.68). Mental health symptoms negatively affected job satisfaction (β= -.25). 
Authentic leadership had significant indirect effects on social capital (β=.34) and job 
satisfaction (β=29) while empowerment indirectly influenced job satisfaction (β=.52); 
significance level set at ρConclusion: New graduates who work in healthy workplaces with 
vibrant, collegial relationships (i.e. social capital) and have infrequent mental health 
symptoms have high job satisfaction. Nurse leaders can influence social capital by engaging 
in authentic leadership practices that create structurally empowering work environments.  
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Take Home Messages: 
 

1) The findings of this study contribute to the growing evidence in support of authentic 
leadership theory and empowerment and help advance the understanding of how 
leaders can positively influence new graduate nurses’ health and retention 
outcomes by creating healthy workplaces rich in social capital.  
 

2) New graduates’ relational social capital appears to be an important interpersonal 
resource that can be cultivated by authentic leaders who build positive, honest 
relationships with new recruits and respond to their needs by providing access to 
the empowerment structures they need to accomplish their work. 
 

3) Helping nurse managers cultivate their authentic leadership skills is a promising 
strategy that may help hospital organizations support new graduate nurses as they 
transition into their professional careers. 
 
 

Exploring Leader’s Response to Funding Reforms in Acute Care 
Pamela Baxter 

 
Patient-Based Funding in Ontario Hospitals: Initial Responses From Health Care 
Leaders 

In the last four years, patient-based funding (PBF) has been introduced into the 

province of Ontario. One key element of the PBF model is the use of quality-based 
procedures (QBPs). In April 2012, four QBPs (hip replacement, knee replacement, cataract 
surgery, and dialysis and other treatments for chronic kidney disease) were introduced in 
91 Ontario hospitals. This shift is requiring health care leaders at all levels to consider 
‘how’ to implement changes to adapt to this new funding model and its associated QBPs 
while still achieving its intended outcomes of effective, efficient, and accessible quality 
health care. This project aimed to understand health care leaders’ early responses to the 
implementation of PBF in Ontario hospitals and specifically QBPs related to joint 
replacement surgery and to explore barriers and facilitators encountered while 
implementing PBF and orthopaedic QBPs and identify strategies and innovations 
developed in response to PBF and QBPs.  

To achieve the study objectives, an exploratory descriptive design was used. 
Participants were recruited from seven hospitals across five Local Health Integration 
Networks (LHINs) in Ontario. Senior administrators and orthopaedic surgeons participated 
in 30-90 minute focus groups. Four individual interviews were conducted for those unable 
to attend a focus group. Participants were asked to discuss their initial responses to the 
implementation of PBF and orthopaedic QBPs with regards to the following: 1) their 
general experiences, 2) barriers, challenges, facilitators they encountered, and 3) strategies 
and/or innovations developed in response to PBF and QBPs. Data underwent content 
analysis using N-Vivo10 to assist with data organization. Data were gathered from a 
purposeful, homogenous sample of 74 participants. The following key themes emerged 
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from the data: 1) responding to change, 2) leading the change, and 3) managing the change. 
Within these themes various barriers, challenges, and strategies were identified. These 
themes illustrated health care leaders’ primary responses to, and concerns about, the new 
funding approach for Ontario’s hospitals. Conclusion: Ontario health care leaders are 
accepting of PBF but describe many barriers to implementation that impact the 
organization, care providers and patients. To overcome barriers and to achieve positive 
outcomes leaders must be involved in determining outcome measures and provided with 
adequate infrastructure and resources (financial, information technology, human). 

 
Take Home Messages 

 
1) Health care leaders in Ontario hospitals are accepting of PBF and QBPs. However, 

they require additional resources to ensure that positive outcomes are achieved. 
 

2) Health care leaders are concerned about the current barriers to implementation and 
require policies to ensure that these barriers are overcome and that unintended 
consequences are minimized. 
 

3) Adequate infrastructure is required in address data collection challenges. 
 

Health Care Leaders` Experiences Implementing Hospital Based Funding Models: A 
Systematic Review 

 Providing cost-effective, accessible, high quality patient care is a challenge to 
governments and health care delivery systems across the globe. In response to this 
challenge countries have developed and implemented various hospital-based funding 
models that can be grouped into two main categories; 1) activity-based funding (ABF) and 
2) pay for performance (P4P). Although healthcare leaders play a critical role in the 
implementation of these funding models, to date, their perspective has not been captured. 
The objective of this systematic review was to gain a better understanding of the 
experiences of healthcare leaders implementing hospital-based funding models within 
Organisation for Economic Co-operation and Development countries.  

Literature was searched to explore health care leaders’ experiences with the 
implementation of funding models in acute care settings using: Medline, EMBASE, CINAHL, 
Academic Search Complete, Academic Search Elite, Business Source Complete. A total of 
15,265 citations were retrieved; the removal of 3,004 duplicates left 12,261 citations for 
screening. Two independent reviewers screened the titles, abstracts and full texts using 
predefined criteria. Data extraction included columns for author, year, country, purpose, 
study design, subjects, participant response rate, theoretical framework, data collection 
methods, outcome variable, data analysis, and relevant findings. Twenty-two articles were 
reviewed at the manuscript screening stage; eight were excluded. Leaders described the 
implementation of two distinct funding models, activity-based funding (ABF) and in-
hospital pay-for-performance (P4P). Irrespective of which funding model was 
implemented, leaders described five common themes: Themes included; prerequisites for 
success, benefits, barriers/challenges, unintended consequences, and leader 
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recommendations. Even though the purpose of each model is unique (with P4P focusing 
more on achieving quality indicators), the leaders’ describe similar experiences in terms of 
the need for a solid infrastructure and committed leaders to achieve positive outcomes, a 
lack of resources to support implementation efforts and the presence of unintended 
consequences. Where their experiences differed was in the perceived benefits. Those 
implementing P4P described few benefits and many challenges. 
 

Take Home Messages 
 

1) Leaders implementing funding models face many barriers/challenges that must be 
addressed by policy or decision makers in order to achieve the intended outcomes 
associated with these models. 
 

2) A lack of leader commitment is described as a barrier by those implementing P4P 
and this lack of commitment may negatively impact the potential for quality 
improvement in hospitals. 
 

3) Policies are needed to address the unintended consequences associated with in 
hospital funding models. 

 
Unlocking the Key to Workforce Planning for High Quality Patient Care: An 
Intervention Model for Leadership Development 
Wendy Gifford 

Strong leadership is integral to improving health care delivery, creating a healthy 
work environments and strengthening the healthcare system. Defined as the ability to 
“influence, motivate, and enable others,” the leadership of senior and front line healthcare 
managers is considered critical to improving health care delivery for positive patient, 
provider and system outcomes. However, lack of clarity exists regarding what leaders 
actually do to support delivery of high quality patient care, or how to develop leadership 
capacity for supporting the health workforce.  

This research aimed to describe a conceptual model that explicates key components 
of a leadership intervention and the subsequent knowledge, skills and leadership 
behaviours required by front line managers to facilitate, enable and support the delivery of 
high quality patient care for positive patient, provider and system outcomes. Using 
integrated knowledge translation, evidence and theories on leadership and implementing 
science were synthesized with tacit knowledge from researchers and decision-makers from 
Canada, United States and Sweden in a 3 day meeting (funded by CIHR). Through the 
team’s collective expertise, leadership development of healthcare managers was confirmed 
as a critical priority for workforce planning to improve patient care. An intervention was 
developed to be field tested in each country; key components of the intervention are 
graphically depicted in a conceptual model. The model depicts the knowledge, skills and 
behaviours of health care managers to create a leadership process for enabling staff to 
deliver high quality patient care. The leadership process involves relations, change and task 
oriented leadership behaviours to: prioritize improvements; set goals for change; assess 
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and manage multi-level barriers; secure resources; and engage clinical and management 
staff. Briefly, relations-oriented behaviours involve supporting, developing, and 
recognizing others; change behaviours are primarily concerned with visioning and building 
coalitions; task-oriented behaviors include clarifying roles, monitoring, and providing 
resources. The model explicates specific leadership behaviours to positively influence 
patients, providers and health system outcomes. Together these behaviours influence 
individuals, the practice environment and the organizational infrastructure to influence the 
workforce providing patient care. Healthcare managers are key in workforce planning to 
building effective healthcare systems. What they do to influence positive patient and 
provider outcomes however is not always apparent. The conceptual model provides a 
knowledge translation approach for managers to implement change for a strengthened 
health care system for Canadians.  

 
Take Home Messages 

 
1) IEHPs are a valuable resource and solution to Ontario’s changing health care needs 

as such, they require information and support to help them navigate through the 
system in order to meet the requirements for licensing to practice in Canada. 

 
2) In response to this need, the HealthForceOntario established the Access Centre in 

2006, as a central point of access for information and support for integration of 
IEHPs into the Ontario health care system. The centre provides a wide range of 
programs that assist IEHPs with licensing to practice within their profession or to 
enter an alternative career path in health care and has thus far, successfully 
integrated thousands of IEHPs into the Ontario health care system.  

 
A Health Human Resources Workforce Dynamic Framework in Canada 
Julie Goulet 

Effective health human resources (HHR) planning requires an understanding of 
current workforce characteristics to create and maintain a sustainable workforce. Different 
approaches have been proposed to better assess HHR workforce characteristics such as 
counts of the existing workforce to derive entrances and exits. However, a multipronged 
methodology would provide a more in-depth understanding of the health human resources 
labour force. A dynamic workforce framework has been proposed by Health Workforce 
Australia to fully grasp the variability in health related professions, including average age, 
specialty, foreign practitioners, and vacancy rates.  

The main objective of this presentation will be to apply the dynamic workforce 
model in a Canadian context which will provide key insights into the current workforce 
that can be applied to supply and demand. More specifically, this framework will provide a 
comparative analysis of the existing status of HHR. A HHR workforce dynamic framework 
will be used to better understand the workforce. Workforce data from CIHI’s Health 
Workforce Database will be employed for this analysis as well as a number of different data 
sources. Our findings indicate that throughout the provinces and territories of Canada 
differences in HHR workforce dynamic exists between professions. Average age of the 
workforce highlights how certain professions and even certain jurisdictions are 
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experiencing an aging workforce, which places more strain on the growth of the sector. The 
exploration of vacancy rates in combination with specialty, dependency on foreign 
practitioners and age also provided greater insight into the growth or decline of different 
professions. This framework will provide direction for further analyses on HHR 
composition and challenges for each of the health care professions under study. Overall, we 
will be exploring this framework in a Canadian context and conclusions will provide 
valuable information to inform effective HHR planning now and in the future.  
 

Take Home Messages 
 

1) An innovative methodology to study health human resources workforce dynamics of 
various health related professions. 
 

2) An in-depth analysis of HHR in a pan-Canadian perspective that could provide some 
guidance where intervention and mitigation need to take place. 
 

3) The health human resources workforce dynamics framework provide an in-depth 
understanding of the workforce to inform effective HHR planning now and in the 
future. 
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Conference Evaluation 

The following is an overview of the Canadian Health Workforce Conference which summarizes the data and feedback from 

participants who have attended the Canadian Health Workforce Conference Research Day and completed evaluation forms for 
the sessions they have attended. The purpose of the evaluation was to provide valuable feedback to be used towards ongoing 
improvement of future CHWC conferences.    
 

Figure 1.  How Relevant Were the Presentations to the Session/Conference Theme? 
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Figure 2. How Relevant Were the Presentations to Health Workforce Policy and Decision-Making? 
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Figure 3. Was the content of the presentations clearly summarized? 
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Figure 4. How Clearly Did the Presentations Describe Their Potential Applicability Within the Canadian Context 
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Figure 5. Did the Session Improve Participants’ Knowledge and Understanding of the Topic of the Presentation? 
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Figure 6. Average Rating of Overall Quality of the Presentations/Discussions at the Session 
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Additional Comments 

The following are a few comments provided from conference participants for some of the 
sessions. 
 

Research on Health Workforce Leadership and Planning  
o “Best overall session I’ve been in this conference. For future conferences please 

discover if presenters have something of value to pass along. This group had gotten 
beyond study idea to at least introductory findings –a nice change from some other 
presentations.” 

o “Great presentations.” 
 
Patients as Part of the Healthcare Workforce 

o “Plenary panel would be very useful to continue for patients. Similar to the one for 
health leaders.” 

o “Excellent panel presentation! This should have been the 1st presentation on day 1 of the 
conference. If we are espousing true patient/person/family –centred care then we must 
role model this at every opportunity and choosing to place this panel on the second day 
speaks volumes.” 

 Worklife Balance 
o “Excellent scientific presentations.” 
o “Session not specific to “Worklife Balance” as I understand the term. Useful 

nonetheless.” 
 

Mobility and Migration: Experiences, Transitions and Integration 
o “All were very informative and inspiring, However without a knowledge of cultural 

competency the task of employing and integrating IEHPs will continue to be difficult. 
The system needs to move beyond “fixing the IEN” – we need to fix the system.” 

o “An excellent presentation from Josephine Etowa, delineating the challenges faced by 
from this perspective of Ixls from the perspective of Wheeler.” 

 
 
 
 
 

 


