
Canadian Health Workforce Conference 

Poster Presentations- Health Policy Day 1 
Abstract Submissions 

 
Examining Factors for Specialist Physician Under-
Unemployment in Canada  

Presenter: Mrs. Danielle Fréchette, Royal College of Physicians and Surgeons of Canada 
Co-Authors: Carole Jacob, Royal College of Physicians and Surgeons of Canada 
 
Background:  
There have been signs and growing evidence that some newly certified medical specialists 
have had difficulties obtaining employment in their field. 
 
Objectives:  
The main objective of this longitudinal study is to examine the factors underlying new 
medical specialist under/unemployment in Canada. 
 
Methods:  
A mixed method research design combining qualitative and quantitative approaches was 
applied. Fifty-one voluntary, confidential interviews were conducted with selected 
stakeholders including specialty and subspecialty medicine committee chairs and program 
directors, senior hospital leaders, postgraduate deans, medical and surgical residents, 
recent graduates, government officials and practicing medical specialists. Longitudinal 
quantitative survey data was collected since 2011 through an online survey administered 
to every new Royal College specialty and subspecialty certificant (N=2002 in 2011, N=2231 
in 2012, and N=2346 in 2013 with response rates of 655(32.9%),713(31.9%)and 
940(40.1%) respectively). 
 
Findings: 
Driving factors are: (1) Economic: decreased hospital hiring, operating room time and 
resources; delayed retirements; (2) Health System/Structural: increased reliance on 
residents for call service and patient care reduces job openings; misalignment between 
workforce plans and residency intake resulting in some 'oversupply'; compensation models 
not incentivizing creation of positions; interprofessional care models/changing scopes of 
practice reducing the need for specialist positions; (3) Individual/Contextual: work 
location influencers include desire to be in the same city as spouse/partner and family 
members, and preference for a particular city or academic center; lack of career counseling. 
 
Summary profile of under-unemployed population: Most impacted specialists are from 
procedural disciplines; 16% new specialists reported employment challenges post-



certification; additional training is sought as an alternative to unemployment or to be more 
employable. 
 
Conclusion: 
Ongoing research is needed to examine specialty and jurisdiction-specific variations in 
more detail to avoid, among others, over-correction in enrolment quotas. Strategies to 
address findings and identified data gaps require collaboration from educational, research 
and public sectors. A national strategy and institute, as exist in other countries should be 
considered. 
 
Take Home Messages: 
Medical workforce planning must: 

 not only look at the right mix and number of physicians and the health needs of the 
population but also needs to included the availability of practice resources, now and 
in the future, and 

 recognize that with the increasing prevalence of interprofessional care models 
comes a corresponding evolution of health professional roles. These new roles 
complement and in some cases substitute physician services. 

 
 

Transition Supports for Internationally Educated Nurses in 
Ontario  

Presenter: Zubeida Ramji, CARE Centre for Internationally Educated Nurses 
Co-Authors: Jonelle Mitchell, Dr. Hossein Khalili 
 
Background:  
Customized IEN orientation and mentorship programs in the workplace are highly 
recommended for the success of Internationally Educated Nurses (IENs) (Xu, 2007); 
however, there is a lack of consistency with transition/integration programs and services 
in place for IENs (Zizzo & Xu, 2009). The presence of comprehensive orientation programs, 
buddy or mentorship programs, and supportive leadership within the workplace can 
facilitate retention and improve job satisfaction (Branham, 2005; Cardy & Lengnick-Hall, 
2011). Given the importance of retention within the healthcare workforce in Ontario, the 
authors explored such transitional programs and services offered to IENs in Ontario. 
 
Objectives:  
The aim of this study was to collect and analyze information about transition/integration 
support programs, as recommended by the current literature, provided (or expected to be 
provided) by employers to help IENs in their transition/integration into nursing workforce 
in Ontario. 
 
 
 



Methods:  
An online survey was sent through email to the members of CARE Center for IENs. The 
survey was developed based on the literature recommendations for type of programs and 
services that IENs need, expect or recommend that employers provide in order to help 
them transition successfully into nursing in Ontario.  
 
The survey was anonymous and participants were informed that information would be 
kept confidential. A total of 37 participants responded to the survey. The sample consisted 
mostly of female IENs between the ages of 30 and 39. In terms of employment, 70% were 
employed and 30% were seeking employment in nursing. Of those who were employed, 
63% worked as RNs and 38% worked as RPNs. Half of those who were employed had been 
working in Ontario for less than 2 years. For those who were unemployed in nursing, 43% 
were seeking employment as an RN and 57% were seeking employment as an RPN. 
 
Findings: 
According to the survey results, the most recognized program offered to employed-IENs 
was ‘corporate orientation for all new staff’, which was only reported by 75% of these IENs. 
IENs-Specific orientation and buddy programs were the least recognized available 
programs. However, the top 3 transition programs that IENs felt should be available were 
corporate IENs-specific orientation, professional mentorship and cultural awareness 
training for nursing staff. For those IENs who were seeking employment, professional 
mentorship was the top priority. 
 
Prior to their employment, the majority of employed- IENs were unaware of 
transition/integration programs offered by their employers. Forty-three percent of IENs 
who were seeking employment indicated that they will inquire about transitional programs 
upon employment. 
 
Conclusion:  
The study findings revealed that majority of IENs require an IEN-focused 
transition/integration programs that assist them with their professional growth and 
integration within the healthcare system. In addition, the findings of this study showed 
that, unfortunately, many IENs including those who enter the workplace are unaware of the 
transition/integration resources and opportunities available to them in the workplace. This 
highlights the importance of clear and effective information dissemination about available 
programs to IENs in the workplace. 
 
Take Home Messages:  

1) There is still room to improve the transition/integration programs for IENs in 
Ontario. 
 

2) IEN-specific programs are required to assist IENs with successful transition/ 
integration into the workplace. 
 

 



3) There needs to be an established partnership between employers and bridging 
programs for IENs to develop and implement IEN-specific transition/integration 
programs. 

 
 

Professionalism in Healthcare and its Impact on 
Interprofessional Collaborative Practice; A Historical 
Analysis  

Presenter: Zubeida Ramji, CARE Centre for Internationally Educated Nurses on behalf of   
                       Dr. Hossein Khalili, Fanshawe College 
Co-Authors: Dr. Jodi Hall and Dr. Sandra DeLuca 
 
Background:  
Health care systems around the world are under tremendous pressure to change their 
models of health care delivery – from the current multiprofessional health care delivery 
into interprofessional collaborative care models with the ultimate goal of improving 
patient/client outcomes. The growing diversity of the population, the increasing number of 
vulnerable persons (elderly, homeless, those living with chronic health conditions), the 
complexity of health problems, and the shortage of health care providers have forced 
health policymakers to call for sweeping revisions to how health care is provided, 
impacting how health care program students are educated. However, in practice 
professionalization has contributed toward the development of professions who view one 
another as rivals – controlling who has access to their particular profession’s “knowledge” 
through regulated professional entry—, and in professional training, profession-specific 
socialization predominantly through a functionalist approach, has caused the development 
of a uniprofessional identity. These professional silos and isolationist identities create a 
lack of understanding of others. 
 
Objectives:  
The purpose of the historical analysis was to examine the impact of historical development 
of health professions through socialization and professionalization on the current status of 
interprofessional collaboration among healthcare professionals.  
 
Methods:  
The historical analysis was conducted through an integrative literature review of the 
published and gray literature. 
 
Findings: 
In this presentation, the historical evolution(s) of the discourse of professionalism from a 
sociological perspective will be presented within the following categories:  
• Professionalism before 1950s – a normative value 
• Professionalism during 1970s–1980s – as an ideology 



• Professionalism after 1980s – towards creating a balance in normative value and 
ideology 
• 21st century - A call for “new professionalism” in health care 
 
This historical analysis that has recently been published in the Journal of Interprofessional 
Care reveals that health institutions/practice should utilize a new discourses of 
professionalism that can accommodate the dual task of overseeing the identity 
development and knowledge base of their own professionals, while fostering 
understanding and a deeply valuing of the different professional cultures and expertise of 
other professionals through the development of dual identity. 
 
Conclusion:  
The findings of this historical analysis assist us in developing a deeper understanding of the 
socio-historical context within which interprofessional education (IPE) and collaborative 
person-centered practice (CPCP) are embedded. 
 
Take Home Messages:  

1) Interprofessional collaboration vs interprofessional competition 
 

2) Patient-centered care vs profession-driven care 
 

3) Interprofessional socialization & dual identity vs profession-specific 
socialization & uniprofessional development 

 
 

New Brunswick Family Physicians: Needs and Supply 
Forecast Model for 2014-2024  

Presenter: Mr. René Lavallée, New Brunswick Department of Health 
Co-Authors: Bane Mijatovic, James Ayles 
 
Background:  
Being able to estimate the number of family physicians that will be needed to meet health 
system goals in the near future is a must for any health authority. The New Brunswick 
Department of Health needs such information for multiple reasons: to establish the number 
of seats that need to be funded in medical schools, to attract family physicians from other 
jurisdiction and to retain the ones already working in the province. 
 
Objectives:  
The objective of this study is to establish the number of family physicians that will be 
needed to fulfil the needs for medical services of the New Brunswick population of 
tomorrow based on evidence of the supply and demand of today. 
 
 



Methods:  
Using data from the Medicare physician billing database (MDSS) and the Hospital Discharge 
Abstract Database (DAD), the total number of health-care interventions delivered in recent 
years by family physicians was established. Taking into account projected changes in 
population numbers and structure, and factoring the unmet demand for medical services, 
the future demand was forecast over the next decade. For the supply side of the equation, 
we calculated the total number of services rendered by physicians, adjusting for their 
demographic and regional practice particularities, and calculated the number of physicians 
that will be needed to meet the calculated demand for the same time period. 
 
Findings: 
In the context of this Eastern Canadian province characterized with a small population, 
preliminary analyses indicate estimates of supply of and demand for future health-care 
needs require consideration of different baseline reference periods. Further analyses will 
refine the forecast model to ensure sufficient sample sizes of family physicians and of 
population sub-groups for reliable estimates. 
 
Conclusion:  
Results from the model will be used to support evidence-informed decisions for health 
human resources initiatives and health system planning in New Brunswick. 
 
Take Home Messages:  

1) Establish the number of seats that need to be funded in medical schools. 
 

2) Attract family physicians from other jurisdiction. 
 

3) Retain family physicians already working in the province. 
 
 

NPs and Pharmacists: A Similar Integration Experience  

Presenter: Ms. Emily Bray, University of Ottawa. 
 
Background:  
Adequate access to primary care is an important issue for all Canadians. In recent years, the 
literature has demonstrated that the expansion of the scope of practice for advanced 
practice nurses, specifically nurse practitioners (NPs) working in primary care, has had an 
ameliorating effect on this issue (DiCenso et al., 2010). The integration of NPs into family 
health teams, in Ontario, has been shown to increase access to family health for patients, as 
well as provide a high level of patient satisfaction (DiCenso et al., 2010). There is less 
literature however, on the potential value that pharmacists can contribute to family health 
teams. It is increasingly coming to awareness that Canadian pharmacists, with support 
from other health care providers and an expanded scope of practice, could become more 
important members of a primary health team (Kolodziejak, Rémillard & Neubauer, 2010; 
Romanow, 2002). 



Objectives:  
In this paper I draw upon existing literature to examine barriers and facilitators of the 
integration of NPs and compare this process to the further integration for pharmacists into 
primary care in the province of Ontario. Through the use of a scoping review methodology, 
I will demonstrate how pharmacists and NPs, with an expanded scope of practice, 
experience similar barriers to integration and have the potential to improve accessibility to 
primary care for Canadians. 
 
Methods:  
This analysis is building off work that is currently in progress which used the following 
search strategies. A base search strategy was established for the Medline database. It was 
then adapted to be used with the following databases: Embase, PsycInfo, Healthstar, 
CINAHL, ERIC, and Sociological Abstracts. The search was all-inclusive of literature from 
the medical, health sciences, education, economic and sociological fields and included 
articles that were from 2000 onwards, in English or French and of a Canadian context. Prior 
to de-duplication, 2344 articles were identified. A secondary search was conducted to find 
reviews from the United States, United Kingdom and Australia. Inclusionary criteria were 
the same as for the first search with the exception that reviews were limited to 2008 and 
onwards. Prior to de-duplication 1728 reviews were identified.  
 
For my secondary analysis, I used a subset of this literature based on the following 
exclusionary criteria: articles that were in a language other than English, non-Canadian 
articles and articles not relevant to the topic (professions other than pharmacy or advance 
practice nursing) were excluded. Articles included were on the topics of primary care, 
pharmacists, NPs, barriers to integration, facilitators to integration and the history of each 
profession within a Canadian context. These criteria led to articles describing the 
integration process for NPs along with barriers and facilitators to said process. Although 
fewer in number compared to the NP literature, articles on the process of integration for 
pharmacists were also identified. Three common barriers affecting both professions 
emerged from the literature: remuneration/ remuneration systems, a vague role identity 
and a lack of support from other health care professionals. 
 
Findings: 
Both professions face significant barriers to integration. The barriers to integration faced 
by pharmacists are parallel to those that have been experienced by NPs in Ontario. The 
broad concepts of inappropriate remuneration, a vague understanding of the role and a 
lack of support from other health professionals have been and continue to be experienced 
by both professions. 
 
Pharmacist remuneration has not yet been appropriately modified to reflect current 
realities. The remuneration models currently used do not take into account the recently 
expanded scope of practice of Ontario pharmacists (Bernstein, Andersson, Gariepy & 
Simoens, 2010; Marra et al., 2012; Chan et al., 2008; Kelly, 2013). Remuneration methods 
used should be revisited and further researched to better address the expanded role of the 
pharmacist. With respect to remuneration issues for NPs, inadequate funding, 
remuneration at low levels and remuneration methods that result in a decrease in salary 



for physicians represent barriers to integration (DiCenso et al., 2010; van Soeren, Hurlock-
Chorostecki, Goodwin & Baker, 2009; Government of Ontario, 2005). 
 
Both professions face issues surrounding a vague role identity. Pharmacists express more 
concern about a lack of understanding of the expanded role from the public (Jorgenson, 
2013; Kelly, 2013; Frankel, 2013). While NPs recognize a lack of awareness from the public 
as an issue, they seemed to find a lack of understanding from other members of a primary 
care team as a more important barrier (Pauly, 2004; Donald et al., 2010; de Guzman, Ciliska 
& DiCenso, 2010; DiCenso et al., 2010). Facilitators regarding role identity are the same for 
both professions. When all members of a health team come together to define a role that 
uses each professional optimally it allows for better integration (Jorgenson et al., 2013; 
Kolodziejak, Rémillard & Neubauer, 2010; Government of Ontario, 2005).  
 
The final theme, a lack of support from other health care professionals, has had a negative 
effect on integration for both professions (Dobson et al., 2006; Tsuyuki & Schindel 2008; 
Jorgenson et al., 2013; van Soeren & Micevski, 2001; Government of Ontario, 2003; de 
Guzman, Ciliska & DiCenso, 2010; Donald et al., 2010; Kaasalainen et al., 2010). Physicians 
have been reluctant to allow other health professionals to perform tasks that they have 
historically performed. While establishing trust between team members is crucial for each 
profession, facilitators differ for each profession. For pharmacists, the literature 
recommends that on a primary care team, the pharmacist aims to establish credibility on a 
team. One way is by acting as the team drug expert (Kolodziejak, Rémillard & Neubauer, 
2010). For NPs working towards a collaborative approach is key (Government of Ontario, 
2005). 
 
While progress has been made, barriers remain. 
 
Conclusion:  
In conclusion, NPs and pharmacists in primary care have great potential to improve access 
to care for Ontario residents. What is now required, is work towards further integration by 
minimizing the barriers experienced by each profession and by adopting recommended 
actions that facilitate integration. Further research on remuneration methods for 
pharmacists working at an expanded scope of practice as well as on facilitators to 
integration for each profession is recommended. 
 
Take Home Messages:  

1) Nurse practitioners and pharmacists working in primary care improve access to 
care for patients 
 

2) Nurse practitioners and pharmacists face barriers in integrating into primary care. 
These barriers fall around the themes of remuneration, vague role identity and a 
lack of support from other health care professionals 

 
3) To further integrate nurse practitioners and pharmacists into primary care, steps 

should be taken to minimize the barriers they face 
 



Policy Imperatives for Team Based Primary Health Care: 
Lessons from Three Provinces  

Presenter: Dr. Renée Misfeldt, Alberta Health Services 
Co-Authors: Esther Suter, Sara Mallison, Omenaa Boakye, Amanda Wilhelm 
 
Background:  
The diversity in approaches to team-based primary health care offers much opportunity to 
share successful innovations; however, there is concern that progress within key policy 
development may be constrained by a lack of coherence. In addition, there is a need for 
better synthesis of best practice evidence on team-based primary health care that would 
inform policy decisions. There are few, if any, detailed examinations of the dimensions of 
policy that support the implementation of team-based service delivery models in primary 
health care. Our team conducted a comparative policy analysis of three provinces – Alberta, 
Saskatchewan and British Columbia – to understand and map out the most critical policy 
imperatives that are needed to move team-based primary health care forward. 
 
Objectives:  
The objective of the study is to identify the most relevant and feasible policy imperatives 
that have the potential to advance team-based primary health care service delivery. 
 
Methods:  
An analysis of publically accessible primary health care policies in British Columbia, 
Alberta and Saskatchewan was undertaken. We also interviewed nine to eleven individuals 
from the three provinces to identify potential policy imperatives for facilitating team-based 
primary health care. From the policy analysis and the key informant interviews, policy 
imperatives emerged in several areas. The research advisory team ranked the policy 
imperatives based on perceived relevancy and feasibility. Based on the summary score, 
four policy imperatives rose to the top. We hosted a roundtable with 15 stakeholders from 
the three provinces to discuss, validate and further develop the policy imperatives. 
 
Findings: 
The following top four policy imperatives were identified: 
 

1. Align health system goals, policies, workforce and structures (Ministry of Health, 
regional health authorities and independent practices) to optimize team-based 
primary health care;  

2. Develop appropriate and sustainable compensation models to support team-based 
primary health care; 

3.  Invest adequate resources to support system change and a team-based primary 
health care model; and  

4. Integrate collaborative practice metrics in primary health care monitoring and 
evaluation. 



STUDENT 
AWARD 
WINNER 

The word “imperatives” rather than policy options was adopted by the roundtable 
participants to acknowledge their interconnectedness and that they should be addressed 
by policy makers as a whole package. Addressing these imperative requires perseverance, 
political will, consistent leadership at all levels, and buy in from a wide range of 
stakeholders. 
 
Conclusion:  
Four imperatives emerged from the study that require the most consideration by policy 
makers. Important policy areas include aligning the entire health care system to allow for 
consistency and taking a directed look at how team members are compensated. 
 
Take Home Messages:  

1) Policy makers are urged to prioritize system alignment, addressing compensation 
models, investing adequate resources, and integrating collaborative practice models 
in primary health care to move team-based forward. 
 

2) The policy imperatives identified as priorities by the study participants need to be 
addressed as an interrelated package.  

 
3) Build a business case for team-based care along with sustainable funding to move 

the prioritized policy imperatives forward. 
 

“Indirect Pathways into Practice”: Philippine 
Internationally Educated Nurses and Their 
Entry Into Ontario’s Profession  
 
Presenter: Ms. Lualhati (Lulu) Marcelino, Wilfrid Laurier University 
Co-Authors: Margaret Walton-Roberts, Jenna Hennebry 
 
Background:  
In Canada, half of all internationally educated nurses are employed in Ontario and in 2010 
the top three countries where newly arrived IENs had received their training were the 
Philippines, India and China. This master’s research thesis will report on the results and 
analysis from an ongoing research project, Indirect Pathways to Practice (IPP) led by 
researchers Margaret Walton Roberts and Jenna Hennebry. For the purposes of this 
master’s research project, I will examine the experiences of IENs from the Philippines who 
enter Ontario’s nursing profession indirectly via temporary migration streams. Analyzing 
survey results as well as semi-structured interviews from the IPP data set will reveal 
specific settlement experiences of the population in question. Furthermore, issues of pre-
migration training, post-migration professional practice concerns, and policy shifts toward 
temporary and multi-step migration and their effect on the nature of IENs’ indirect 
pathways into practice will be illuminated. 
 



Objectives:  
Two research questions guide this research: Do levels of social connectedness to social 
support systems and communities affect the transitioning success of Philippine IENs? And 
to what extent are Philippine IENs experiencing (de)skilling, social and economic 
(im)mobility during their indirect pathways to professional practice? 
 
Methods:  
I will employ a qualitative research methods approach, by analyzing the semi-structured 
interviews and survey results from the Indirect Pathways to Practice (IPP) data set. I will 
also employ the snowball method to organize a final research workshop, attended by 
representatives of the research population, community members and researchers, wherein 
I will discuss the findings of this research project. Their feedback will be collected and 
reincorporated into the final research study. As a result, my methodology will mirror a 
reflexive feminist approach (Cosgrove 2000) which understands that “in order to hear the 
voices of others, we have to study who we are, and who we are in relation to those we 
study”. 
 
Findings: 
My findings will illustrate survey data outputs, semi-structured qualitative interview 
analysis, and the following themes of Philippine IEN migration to Ontario. My findings will 
discuss how state (both sending and receiving) construct Live-in Caregiver Program (LCP) 
and Internationally Educated Nurses (IEN) pathways through their policies; labour for 
export in the Philippines and importing care labour in Canada, respectively. The 
consequences of these structural LCP-IEN pathways will also be discussed, such as the 
long-term outcomes of such channelized migratory processes (stereotypes, labour market 
segmentation, family separation, deskilling, etc.). Lastly, my findings will include a 
comparative analysis to recent research in this field; limitations of my research; and how 
this work contributes to global care chain scholarship. 
 
Conclusion:  
Research in progress. TBA 
 
Take Home Messages:  

1) In light of recent media attention to proposed controversial changes to the Live-in 
Caregiver Program (LCP) and the Temporary Foreign Worker Program (TFWP) in 
Canada in general, this research will uncover the deeper, complex, structural forces 
of migration, which many news reports do not and cannot reveal.  
 

2) Philippine internationally educated nurses endure long-term impacts from lasting 
stereotypes, labour market segmentation, family separation and de-skilling due to 
indirect pathways to professional practice in Canada.  

 
3) This issue has significant policy relevance because indirect entry into the nursing 

profession adds complexity to: 
a. Labour force planning and practice in the health sector 
b. Ethical recruitment protocols for international health care workers 



c. Processes of migrant integration into the Canadian labour force 
d. The assessment of macro structural processes that shape and reproduce female 
migration as a form of state developmentalist policy 

 
 

Capitalizing on the Leadership Potential of Advanced 
Practice Nurses in Acute Care  
 
Presenter: Ms. Alyson Lamb, Dalhousie University 
Co-Authors: Dr. Ruth Martin-Misener, Dr. Margot Latimer, Dr. Denise Bryant-Lukosius 
 
Background:  
Increasingly complex patient populations, the growth of new technologies, and the rising 
cost of health care have stimulated a need for nurse leaders who can work collaboratively 
in healthcare teams to shape the quality of patient care. Over the past decade there has 
been a diminishing numbers of formal nursing leadership roles in acute care settings, 
leaving those who remain with large spans of control, increasing workloads and less ability 
to positively impact patient, healthcare provider, and health system outcomes. Advanced 
Practice Nurses (APNs) are graduate level prepared nurses and are expected to provide 
leadership as part of their core competencies. There is a paucity of information in the 
literature as to how APNs in acute care develop and enact their leadership and what the 
impact of their leadership is on patients, nurses and other healthcare providers as well as 
the healthcare system. 
 
 
Objectives:  
The study aims to describe: APN leadership from the perspective of APNs; how their 
leadership compares with the leadership capabilities included in the The LEADS in a caring 
environment: Leadership capabilities framework; and what APNs perceive is the impact of 
APN leadership on patients, healthcare teams and healthcare system outcomes. 
 
Methods:  
A qualitative descriptive methodology informed by The LEADS leadership in a caring 
environment: Leadership capabilities framework was used to explore APNs’ perspectives. 
Fourteen APNs participated (6 Clinical Nurses Specialists and 8 Nurse Practitioners). All 
participants worked in tertiary acute care centres in Halifax, Nova Scotia. Data were 
collected through face-to-face semi-structured interviews followed by follow-up interviews 
with each participant. Documents related to APNs’ practice were also analyzed. Content 
analysis was used to analyze the data. 
 
Findings: 
Two themes were identified from the data: 1) Patient-focused leadership and 2) 
Organization and system-focused leadership. These two themes describe the main foci of 
APN leadership. Patient-focused leadership includes four capability domains: 1) managing 



patient-centred care; 2) coaching and educating; 3) advocating; and 4) initiating 
meaningful communication. Organization and system-focused leadership includes seven 
capability domains: 1) improving the quality of care provided; 2) enhancing professional 
nursing practice; 3) being an expert clinician; 4) communicating effectively; 5) mentoring 
and coaching; 6) providing leadership on internal and external committees; and 7) 
facilitating collaboration. Each domain includes one or more leadership capabilities and 
associated outcomes as perceived by the APNs. The leadership capabilities APNs described 
are comparable to those outlined in the LEADS framework that describe effective 
leadership. Several factors that facilitate or impede how APNs engaged as nurse leaders 
were identified. 
 
Conclusion:  
APNs are effective leaders and as such need to be supported to fully engage as leaders for 
the benefit of patients and the system. The findings of this study can be used to clearly 
articulate APN leadership and its contribution to patients, providers and the healthcare 
system. 
 
Take Home Messages:  

1) APNs’ descriptions of their patient-focused leadership and organization or system-
focused leadership capabilities provide a framework to guide the development and 
optimal utilization of APNs as leaders.  
 

2) APN leadership capabilities positively impact patient and family, healthcare 
provider, and healthcare system outcomes.  

 
3) APNs are effective leaders within our healthcare system when provided the 

opportunity to fully engage their leadership potential. 

 
Examining Cultural Safety: Indigenous Health Values and 
Principles as Interpreted Through CanMEDS Framework  
 
Presenter: Mr. Paul Tomascik, Royal College of Physicians and Surgeons of Canada 
Co-Authors: Kim Scott, Carrie Bourassa, Thomas Dignan, Barry Lavallée, Danielle Fréchette 
 
Background:  
Indigenous people (including First Nations, Métis and Inuit) experience the poorest health 
outcomes of any population in Canada. More than one in every 25 persons living in Canada 
identifies themselves as Indigenous. This young and growing group of diverse peoples, who 
live in urban, rural and remote communities, carry a disproportionate burden of health 
issues: public health, maternal health, early childhood development, mental health, 
traumatic injury and chronic disease. Outdated colonial influences, entrenched in law, 
continue to affect the social determinants of health shaping individual and community 
wellbeing. 
 



Disparities in the classic social determinants of health create outcomes inferior to that of 
the general population. Additional social determinants of health for Indigenous people 
include racism and oppression.  
 
Cultural safety exposes health inequities, racism and oppression as social determinants of 
health, areas not typically seen as such. Critical thinking and self-reflection — teachable 
skills — nourish cultural safety; the provider is better able to understand the upstream 
barriers and their connection to the downstream effects influencing the health and healing 
of populations at risk. The connection of principles to the CanMEDS framework facilitates 
transference into professional practice. 
 
The values and principles developed by the Royal College and its Indigenous Health 
Advisory Committee are based on broad empirical evidence found in literature, input from 
leading Indigenous health physicians and scholars, and evidence borrowed from 
progressive organizations in Canada and elsewhere that successfully promote Indigenous 
health. These principles define the essence of a specialist physician who practises cultural 
safety. 
 
Objectives:  
Participants will be able to articulate the key issues affecting the health and healing of 
many Indigenous communities in Canada and the differences bewteen cultural competence 
and cultural safety. Participants will have a better understanding of the Indigenous health 
values and principles that strengthen and improve the patient-physician relationship and 
the fundamental belief that they can be applied universally to other people under threat, 
whether based on socio-economic status, colour, sexual orientation and gender among 
other considerations. 
 
This subject area dispels myths about Indigenous health and shows how structural and 
personal racism, continuous oppression, historical legacies and government policies have a 
profound effect on perpetuating the ongoing state of Indigenous Peoples’ health inequities. 
 
Methods:  
The Royal College’s Indigenous health values and principle statement (2013) is based on 
leading practices, evidence in Canada and elsewhere, and broad input from Indigenous 
physicians and scholars to address disparities and inequities in health and health care of 
Indigenous Peoples. Its structure is modeled on the Royal College’s CanMEDS Roles which 
provides physicians with a framework to practice cultural safety. 
 
Findings: 
Health care professionals should play a critical role in transforming the health system to 
promote healthy Indigenous populations. Many forms of patient harm stem from racism 
and oppressive government and institutional policies. Leadership that normalizes critical 
thinking and self-reflection skills of providers is essential in mitigating these harms. The 
Royal College CanMEDS Physician Competency Framework provides structure where 
Indigenous values are mapped against physician Roles to develop principles for culturally 
safe care. 



 
Conclusion:  
Collaboration between Indigenous and non-Indigenous health care providers will lead to 
shared, innovative solutions where improvements in Indigenous patient outcomes can 
flourish. By understanding the importance of Indigenous health values and principles, 
providers will be better equipped to promote cultural safety, self-reflect, critically analyze 
institutional, professional, and personal biases and affect change in the systems providing 
care to Indigenous populations. 
 
Take Home Messages:  

1) Indigenous people suffer the poorest health of any group of people in Canada in 
large measure due to racist policies entrenched in outdated laws. 
 

2) The term cultural competence is often incorrectly used as a synonym for cultural 
safety; cultural competence is more narrow in scope — limited to skills, knowledge 
and attitudes — whereas cultural safety adds a deeper dimension to the bond 
between the Indigenous patient and the provider. 

 
3) There is a wide spectrum of patient harm that emerges from racism that ranges 

from indifference to negligence. 
 
 

Gender Differences in Primary Care Clinical Activity and 
Uptake of Incentive Payments in British Columbia 
 
Presenter: Ms. Lindsay Hedden, University of British Columbia 
 
Background:  
An increasing proportion of females in the primary care physician (PCP) workforce has 
been cited as contributing to service shortages. A comprehensive investigation of the 
effects of primary care PCP workforce feminization on service supply hasn’t been 
completed. Existing evidence suggests that female physicians do have lower incomes than 
their male counterparts; however, the drivers of that gap haven’t been well explored. The 
gap could be related to differences in real clinical activity (number of service delivered, 
number of patients seen). Alternatively, the introduction of incentive payments for 
management of chronic illness, and the potential for differential uptake of these payments 
by gender, rather than real differences in clinical activity, may be driving observed 
differences in overall income. 
 
Objectives:  
The objective of this study is to assess the impact of the feminization of British Columbia’s 
(BC’s) PCP workforce by comparing age-, period- and cohort-adjusted activity levels for 
male and female primary care physicians, and to examine uptake in incentive payments by 
gender between 2005-2012. 



 
Methods:  
We used population-based administrative data from PopDataBC, including patient and 
physician registries, physician billing records (for all fee-for-service encounters) and 
alternative (non fee-for-service) payments for 2005-12. We examined the impact of 
physician gender on activity (patient contacts, services delivered, and fee-adjusted dollars 
billed/year including both clinical care and incentive payments) using generalized linear 
mixed effects models, adjusting for the impact of physician age, graduation year, place of 
graduation and time-period. We also tracked trends in service supply over the study 
period. 
 
Findings: 
Total primary care physician billings increased consistently for both male and female 
physicians over the entire study period, particularly in the younger age categories. The 
introduction of incentive payments account for the majority of this increase, as other 
measures of activity (patient contacts, services) plateaued or declined. The income gap 
between male and female physicians appears to be largely driven by the of uptake 
incentive payments, with male physicians being significantly more likely to bill for chronic 
care and other incentives. Male physicians also billed for more patient encounters and 
delivered more services; however this difference was more than offset by overall supply 
increases. 
 
Conclusion:  
Income differences between male and female PCPs are driven largely by differential uptake 
of incentive payments, rather than by differences in the amount of clinical care delivered. 
Although feminization of the workforce may have a negative impact on service supply, 
preliminary results suggest that this impact is minimal compared to the effects of changes 
in overall supply. 
 
Take Home Messages:  

1) Female primary care physicians have lower incomes than their male counterparts, 
though physician billings for both male and female physicians have been increasing 
consistently since 2005.  
 

2) The introduction of incentive payments for chronic care, obstetrics, mental health 
and others appear to be driving the income gap between male and female 
physicians, with male physicians being more likely to bill for them. 

 
3) Continued primary care workforce feminization may have a small negative effect on 

service supply; however this will be dwarfed by overall increases in the population 
of physicians and per-physician billing rates. 
 

 



Helping Registered Nurses in Nova Scotia Re-Discover 
Their Optimal Scope of Practice  

**THIS PRESENTATION WAS PRESENTED ORALLY ON RESEARCH DAY 2 AT THE CANADIAN HEALTH 
WORKFORCE CONFERENCE INSTEAD OF A POSTER PRESENTATION ON HEALTH POLICY DAY 1** 

 
Presenters: Mr. Trent MacIsaac, College of Registered Nurses of Nova Scotia and  
                         Jennifer Best, College of Registered Nurses of Nova Scotia 
 
Background:  
Changes in healthcare delivery in Canada over the past decade have had a ripple effect, 
influencing members of the intraprofessional team and their scope of practices. As the 
scope of practice has expanded for other members of the healthcare team, many registered 
nurses (RNs) have perceived that their role as an RN has been chiselled away. The 
perceived erosion of the RN role has generated concern among the nursing profession and 
has prompted a redesign in the way RNs provide care.  
 
The continuous change and evolution of the healthcare system, although necessary, 
contributes to instability in the healthcare workforce. As a self-regulated professional, the 
onus is on registered nurses to recognize, clarify their own scope of nursing practice within 
the broad definition described in Nova Scotia’s RN Act.  
 
The College of Registered Nurses of Nova Scotia (College) also plays a part in supporting 
RNs and their re-discovery of the RN role. In 2011, the College’s Council recognized its role 
in helping to shift the nursing paradigm away from a territorial mentality into a 
collaborative model of care where RNs understood their role within the team. . As a result, 
the College dedicated one of its four 2012-2014 overarching organizational goals to be that: 
“registered nurses and nurse practitioners work to their optimal scope of practice in an 
evolving healthcare system”.  
 
In 2012, College staff developed operational plans to meet its new goals. This included 
critical analysis and planning of its onsite education to members, including its sessions on 
the topic of intraprofessional teams. In 2012, the College’s intraprofessional educational 
sessions with the College of Licensed Practical Nurses of Nova Scotia, were revised to 
include a format which allowed for meaningful conversations with participants to help 
them identify how they work together within their legislated scope of practice to deliver 
quality client care. The purpose of the workshop revision was so the College had an 
opportunity to listen to the issues that RNs face around scope of practice.  
 
Through these conversations, it was identified that registered nurses did not have a clear 
understanding of their scope of practice. The expanded scope of practice of the Licensed 
Practical Nurse (LPN) left RNs uncertain of their role is in the intraprofessional team. It was 
recognized that RNs could not practice to their fullest capacity within the intraprofessional 
team if they did not understand their scope of practice. 
 



Consistent data was being gathered from within the College as well. Through the College’s 
practice consultations, it was determined that questions related to scope of practice were 
consistently among the top three themes asked by stakeholders, particularly its members.  
In 2012, the College’s Practice Consultants, based on the data collected, developed an onsite 
workshop called “Optimized Scope of Practice for RNs” which focused on understanding 
their legislated and individual scope of practice. 
 
Objectives:  
The three overall objectives of the workshop were to: support RNs to understand their 
legislated scope, determine their individual scope based on their context of practice and 
guide them on how to work to their optimal capacity within the intraprofessional team to 
improve health outcomes for the population served. 
 
The workshop’s outcomes would be measured if RN participants were able to: 
• Describe the Standards of Practice for Registered Nurses and how the standards 
              guide their practice. 
• Articulate their current scope of practice, scope of employment and individual scope 
• Articulate perceived barriers in working to an optimal scope of practice 
• Articulate the elements of the RN scope of practice that are being optimized in Nova  
              Scotia  
• Discuss how optimized scope contributes to positive client health outcomes 
• Develop next steps in optimizing the role of the RN in their current employment  
              setting 
Methods:  
In the summer of 2012, the College’s Practice Consultants conducted an extensive literature 
search on the topic of RNs and their optimal scope of practice. Based on the literature 
reviewed, a workshop was developed by the College’s Practice Consultants. The workshop 
consisted of traditional lecture method for presentation of the information. Synthesis of the 
workshop information was facilitated by both large and small group work. It was 
determined the workshop would be conducted over 5 to 6 hours to best facilitate 
knowledge transfer. 
 
The workshop was advertised on the College website and through practice consultations 
related to optimal scope of practice. The College’s Practice Consultants took into 
consideration the audiences who would best benefit from the workshop. In the fall of 2012 
the College received two initial requests by RN managers to deliver the workshop.  
Through extensive consultation with both RN Managers, it was determined that one of the 
teams was not in a position to participant in the workshop. This was because the 
intraprofessional team did not have the authority to make any changes within the 
organization to enable the RN to work to their optimal scope. There was no organizational 
change management plan nor any ability to make the significant staffing changes that 
would be required. The College’s Practice Consultants determined that this team did not 
have the supports required to make and sustain changes and as a result, would not meet 
the objectives or outcomes of the workshop. The manager was advised to contact the 
Practice Consultants when the organization’s change management plan was implemented 
so the workshop could be delivered at that time.  



 
The other RN manager had the right supports in place to implement any changes that 
would result from the workshop and the RN staff appeared to be in a good position to move 
forward with working to an optimal scope. 
 
The workshop was first delivered in the winter of 2013 to 10 RN working in a 180 bed long 
term care facility. The Practice Consultants requested that the be present at the session in 
order to maximize the session’s outcomes and be able to implement strategies developed 
by the participants. The workshop focused on supporting the individual RN to better 
understand the standards of practice that guide their practice, their legislated scope and 
their scope of employment.  
 
The group examined their scope of employment through a pre-circulated job description 
and contrasted that with their day-to-day role and their legislated scope. The group also 
openly discussed the barriers of working to optimal scope. The group brainstormed ideas 
to reduce these barriers and were asked to imagine model in which they could work to 
optimal scope. The group then examined the benefits to working to an optimal scope for 
the population served and research related to the benefits of RNs working to an optimized 
scope of practice was reviewed with the group. The session concluded by sharing a list of 
resources, skills and tools to help the group work to their optimal scope of practice and be 
successful within their role on the intraprofessional team. 
 
 
Findings: 
A first and second level evaluation was conducted with the participating group. The 
participants reported the following:  
• The session provided a good opportunity for discussion on the role of the RN at the  
              facility and what the role could be.  
• Previously, they had compartmentalized their role as very task based. The realized  
              that they had, as well as the other members of the intraprofessional team, negated  
              the knowledge work, the leadership, the advocacy and the teaching that should  
              define their RN role.  
• Many of the components of the optimized role of the RN could be implemented at  
              the facility but this would take support from senior leadership.  
• Without support from senior leadership, they would have all the information but  
              not the resources required to make this change in care delivery. 
 
A third level evaluation was attempted six months post-workshop. A six question survey 
was emailed to the RN manager for distribution to the workshop participants. The 
response rate was very low and there weren’t enough surveys returned to provide the 
Practice Consultants with useful analysis of implementation and sustainability of RNs 
working to their optimal scope. 
 
RNs and their managers across Nova Scotia are continuing to seek out the support of the 
College for information, resource and support related to optimized scope. The Practice 
Consultants receive calls and emails on a regular basis from RNs who don’t understand 



their scope in their context of practice. Several more requests from various practice 
settings, including acute care and long term care have been received for this workshop, 
which indicate that the issue of optimal scope is present among a wide range of practice 
settings. The Practice Consultants have delivered a total of four optimal scope workshops 
since 2013 with two more planned for the fall of 2014. Despite the difficulty in obtaining 
results on third level evaluations, the Practice Consultants are still attempting third level 
evaluation with participants. Telephone follow-up or other post-workshop engagement 
strategies may be attempted with future participants and the managers. 
 
Conclusion:  
The Practice Consultants continue to receive consultations from RNs who are frustrated 
with working in an environment in which the intraprofessional team places emphasis and 
value on task-based delivery of care. The intraprofessional team continues to struggle with 
understanding the knowledge and leadership work of the registered nurse, which is often 
invisible to members of the healthcare team. The Practice Consultants, in collaboration 
with the College of Licensed Practical Nurses of Nova Scotia also continue to deliver onsite 
education to intraprofessional teams on RN and LPN scopes and roles in an effort to better 
educate and support the members of the intraprofessional team.  
 
Informal feedback from workshop participants highlights a larger system problem. There is 
significant concern that there is the lack of understanding by management including senior 
management in the role of the RN, particularly in understand an RN’s optimal scope of 
practice external to task-based activities. It has been identified that when managers lack 
the knowledge of what the optimized role of the RN is, it is very difficult to sustain 
successful changes to their model of care. The Practice Consultants are developing a 
modified version of the “Optimized Scope of Practice for RN” workshop to deliver to 
management and senior leadership to equip them with the necessary information specific 
to the RN team prior to making changes to their staff mix. 
 
It is recognized in the literature that all health professionals need to practice to their fullest 
capacity within their scope of practice and, at the same time, realize that though roles may 
be unique, scopes of practice can often overlap (Tomblin-Murphy, O’Brein-Pallis, 2002). 
Registered nurses, managers and senior leadership must all understand what the 
optimized scope of an RN is and how they contribute to improving the health of Nova 
Scotians. Until the healthcare profession bridges the gap between front-line staff and 
management, particularly when roles and responsibilities are evolving so quickly, 
healthcare workers will continue to spend valuable time and resources debating tasks, like 
“who can insert the catheter” rather than focusing time on population health. Optimizing 
the scope of practice of individual registered nurses will answer these concerns and also 
lead to new, innovative and more effective ways to deliver health care to clients. 
 
Take Home Messages:  

1) Implementation of an evolved intraprofessional team where the optimal scope of 
RNs is acknowledged cannot succeed without an organizational change 
management system and buy in from management and senior leadership teams.  

 



2) Registered nurses themselves must understand, articulate and own their optimal 
scope of practice and must re-define the current perception of the RNs in order to 
represent themselves not as task-based workers but as leaders, client advocates and 
teachers.  

 
3) A collaborative model of practice is utilized to its fullest capacity when team 

members are comfortable with their distinct yet overlapping roles within the team 
and where various intraprofessional members are equipped to lead processes based 
on knowing their optimal scopes of practices. 
 

Dental Hygienists, Assistants and Therapists: 
Understanding Provincial Variability and Uniformity in 
Allied Oral Health Care Professionals 
 
Presenter: Ms. Yvonne James, University of Ottawa 
 
Background:  
Oral health care services in Canada are delivered by a team of dental health care 
professionals. For example, the average dental care team may consist of dentists, dental 
hygienists, assistants and administrative support workers. There are also dental health 
professionals that work in consultation with your dentist, such as a dental technician, 
denture technologist, or dental surgeon, to meet your specific needs. Indeed, your dental 
office brings together a variety of allied oral health care providers, all of whom are working 
towards providing patients with complete oral health care services.  
 
The vast majority of dental health care services, which can be provided by a variety of 
allied oral health care professionals, are not included as medicare services under the 
national Canada Health Act. There are, however, a small percentage of services that are 
public sector dental expenditures. Publically funded services include dental health care 
provided in hospitals as well as federally funded public oral health programs which include 
military personnel, those with indigenous status, veterans, federal prisoners and refugees.  
Regardless of public dental health programs, it remains that health care in Canada falls 
under provincial jurisdiction, and each province has its own dental legislation that affects 
dental services. This means that regulated dental health professionals practice at varying 
scopes and under diverse regulations dependent upon their province of practice. The 
present study focused on dental hygienists, assistants and therapists to highlight how these 
professions have not only developed into their present form and function, but also how 
each profession may differ widely across provincial boundaries.  
 
Indeed, it can be difficult to pinpoint specific workforce issues or supply and demand 
patterns within and across the several allied dental health professions given the extent to 
which regulation, educational requirements and scopes of practice for these professions 
varies across the country. For instance, dental hygienists, assistants and therapists each 



play unique roles in delivering dental health care to Canadians yet little is known about 
historical development of these professions, education paths, career expectations, scopes of 
practice, models of care, practice environments and so on. 
 
Objectives:  
The present study sought to create a nationally relevant, yet provincially specific, 
understanding of three allied dental health care professions—dentals hygienists, assistants 
and therapists. It was the objective of this study to account for the historical development, 
educational requirements, licensure process, current scope of practice, practice setting, 
salaries, coverage of services and topical issues for each profession across Canada.  
 
This study sought to summarize and describe several qualifying components of three allied 
dental health care professions to highlight provincial variability or, at times, uniformity. 
The objective, then, was to produce an understanding of each of these provincially distinct 
professions may fit into a larger national framework. This study chose to focus specifically 
on aspects of these professions, such as educational requirements, topical issues and 
licensing process, in an effort to provide prospective allied oral health care professionals an 
understanding of the profession as it is situated both provincially and federally, while also 
highlighting workforce issues of interest to several stakeholders in health human resource 
planning. 
 
Methods:  
This study conducted a literature review and environmental scan of both academic and 
grey literature. A search strategy was developed to target specific academic journals as well 
as copious grey resources, such as professional national and provincial associations, 
provincial and national certifying bodies and professional advocacy groups. 
 
A uniform literature review and environmental scan was conducted for each profession. 
The literature review targeted the following areas for the professions of dental hygiene, 
dental assisting and dental therapy: 
 
• History 
• Scope of practice 
• Education 
• Internationally educated professionals 
• Demographics 
• Practice setting 
• Regulation across Canada  
• Salaries and coverage of services 
 
The resources produced by the environmental scan were used to develop a detailed 
literature review of each targeted area, thus developing a distinct overview for each 
profession. Moreover, demographic information and statistical resources were provided in 
collaboration with the Canadian Institute for Health Information. 
 
 



Findings: 
The study produced an overview of dental hygiene, dental assisting and dental therapy in 
Canada. The literature review and environmental scan were used to develop a detailed 
resource for targeted components of each profession.  
In general, findings suggest that these professions vary significantly nationally, more 
specifically, in terms of practice setting, scope of practice and educational requirements. On 
the other hand, the historical development of these professions tended to share a common 
lineage. Moreover, it was seen that due to provincial variability, each profession tended to 
also develop and voice vis-à-vis provincial professional associations, provincially specific 
workforce issues. 
 
Conclusion:  
The present study concluded that, above all else, there is a need for allied oral health care 
professionals to communicate across provincial boundaries to develop shared 
understandings of common workforce issues. 
 
For example, dental hygiene is a highly feminized profession and faces gender specific 
barriers nationally, not only provincially. Dental assisting was situated as a quasi-
administrative position where skills and certification varied to a point where there is a 
possibility that human resources are being underused at times. Finally, dental therapy 
emerged as a very distinct allied oral health care profession. As federal employees working 
in rural and remote areas, dental therapists face a unique set of challenges that was often 
note reflected in dental hygiene or assisting. For this reason, it is suggested that dental 
therapy be considered as an allied oral health professional working in relation with the oral 
health care teams, but not as part of one. 
 
Take Home Messages:  
The study at hand revealed, above all else, that there is currently a gap in knowledge 
regarding the provincial and national specificities of allied oral health care professionals. 
There is a need for on behalf of students and stakeholders alike for a coordinated 
understanding of allied oral health care professionals that reflects the form, function and 
future of these professions within the Canadian healthcare system. 
 
 

Introduction Physician Assistants to Ontario: Lessons To 
and From the Other Provinces 
 
Presenter: Dr. Meredith Vanstone, McMaster University 
Co-Authors: Kristen Burrows, Sarah Boesveld 
 
Background:  
Although physician assistants (PAs) are well established in the United States and in the 
Canadian Forces, the PA is a new health profession in Ontario civilian health care. This 
policy analysis traces the introduction of the PA profession to Ontario, highlighting the 



opportunities and challenges of its integration and comparing the Ontario experience to 
that of 3 other provinces in which PAs are currently working: Alberta, Manitoba, and New 
Brunswick. 
 
Objectives:  

 Document the introduction of physician assistants to Ontario 
 Analyze publicly available documents to consider how and why this health reform 

was initiated 
 Compare Ontario's approach to other provinces 

 
Methods:  
Using Kingdon's Multiple Streams Framework, we trace how the physician assistant came 
to be positioned as a solution to Ontario's health human resources struggles in the early 
2000's. We focus on the way in which PAs were introduced in 2006 and how they have 
been implemented, in order to identify and examine the factors that may lead to the 
ultimate success or failure of this health reform. Our data sources include published 
literature, organization documents (both PA and employers), provincial government 
announcements and policy documents, and publicly available communication between 
relevant stakeholders. We compare the journey of PAs in Ontario to that of PAs in the 
provinces of Alberta, Manitoba, and New Brunswick. 
 
Findings: 
The integration of physician assistants to Ontario is a health reform that has yet to succeed 
or fail, leaving PAs with an uncertain future. This analysis suggests that the successful 
integration of PAs requires the co-operation and collaboration of many types of 
stakeholders, in order for this profession to contribute to resolving health human 
resources problems. In Ontario this has not yet been achieved, and the Ministry of Health 
and Long Term Care continues to financially support many PA positions. Existing Ministry 
funding is temporary for most positions and employers have been encouraged to prepare 
to find resources to continue to support the PAs in their facilities. Many employers are 
reluctant to commit financial resources to employ PAs, in part because there is very little 
Canadian evidence available about their effectiveness. 
 
Conclusion:  
The introduction and integration of physician assistants in Ontario is an interesting 
example of a health reform that has significant support of the Ministry of Health and Long 
Term Care, but has yet to become self-sustaining. 
 
Take Home Messages:  

1) The introduction of physician assistants has yet to succeed or fail in Ontario, largely 
because of the continued financial support of the Ontario Ministry of Health and 
Long-Term Care. When this support ends, the future of PAs is uncertain. 
 

2) Establishing funding models and guidelines (potentially in the form of regulation) 
that support the integration of physician assistants has been a challenge in Ontario. 



A More Holistic View of the Body: Occupational Therapy, 
Physiotherapy and Kinesiology to Improve Health 
 
Presenter: Ms. Sarah Newell, University of Ottawa 
 
Background:  
These three careers emerged following WWII with the realization that injured soldiers and 
amputees could greatly benefit from a more holistic view of healing and recovery. 
However, occupational therapy, physiotherapy, and kinesiology have developed into very 
different and diverse areas of study and practice today. Occupational therapists (OTs) focus 
on how health and well-being can be promoted through occupation, both paid and 
voluntary. Physiotherapists (PTs), however, aim to restore mobility and function following 
an injury or disease. In contrast, Kinesiologists (KNs) study movement of athletes as well as 
individuals who suffer from chronic diseases, trying to discover why and how people move 
the way they do. While they come from similar origins, these have become very different 
areas of study and their scopes of practice, core competencies, and models of practice are 
distinct. 
 
Objectives:  
This research is being done to summarize information available occupational therapy, 
physiotherapy, and kinesiology to allow for comparisons to be made between the different 
careers when taking into consideration scopes of practice, education, etc. 
 
Methods:  
Knowledge from various sources will be consolidated during the creation of this chapter 
about OT, PT, and KN. These include searching first published and grey literature, national 
and provincial association websites, university and college websites, as well as CIHI for 
more demographic data. The data collected from these various sources were analyzed 
using a template that included definition and history of the profession, the educations 
process and scopes of practice, demographics, legislation, and key issues for each 
profession. Association representatives were consulted to fill any gaps. 
 
Findings: 
The education of professionals various greatly across OT, PT, and KN; these programs 
emerged from changes made at a single university that were adopted across the country. 
While both kinesiology and occupational therapy courses are offered at a bachelor’s level, 
all graduates of occupational therapy education programs must hold an entry-level 
professional master’s degree in order to practice. Physiotherapy, in comparison, is 
primarily a master’s level degree in Canada. The scope of practice and how these have 
evolved over time are described with reference to models of practice and the theories 
behind them as well as specializations that have developed over the past 50 years in each 
field. Occupational therapists and physiotherapists practicing in Canada must be regulated, 
while in the field of kinesiology regulation is beginning with Ontario in the near future. 
 



Conclusion:  
While there has been overlap regarding the scope of OT, PT, and KN, these have only been 
more recently recognized in legislation and inclusion of these professionals in 
interdisciplinary health care teams. 
 
Take Home Messages:  

1) Despite similarities across these 3 professions, there are very different educational 
models and levels of education. 
 

2) While regulation of PTs is Canada-wide, OT regulation is only required provincially 
and KNs are currently unregulated. 

 
3) The scopes of practice overlap between these professions with the emphasis for KNs 

being on a multidisciplinary approach to studying movement, OTs study within the 
context of one’s occupation, and PTs focus on improving functioning often following 
and incident that limited mobility. 
 

Provincial/Territorial Health Professional Regulation: 
Relationship to Professional Engagement 
 
Presenter: Dr. Kristine Hirschkorn, Health Canada 
 
Background:  
Governments have struggled to reform their health systems to better align care delivery 
with patient/population needs. Oft cited barriers to reform include the organization of care 
around professional silos, professional autonomy invested in the solo 
practitioner/entrepreneur, and medical dominance. 
 
Objectives:  
This poster addresses the following questions: 

 What are the current trends in health professional regulation in Canada's provinces 
and territories?  

 What is the potential link between professional regulatory mechanisms and the 
level of professional engagement in health system reform? 

 
Methods:  
A literature review, and environmental scan of health professional regulatory trends across 
Canada. 
 
Findings: 
Key trends in P/T professional regulation include: greater consistency in regulatory 
standards; increasing flexibility via overlapping scopes of practice, new roles and new 
providers; growing accountability to the state and public; and enhanced peer oversight.  



 
Key concepts from the sociology of work/professions and medicine, as well as the fields of 
health human resources and health services research provide a lens for considering the 
expected level of professional engagement with various forms of statutory and normative 
regulation. Regulatory mechanisms, including key trends, are classified according to their 
accountability orientation (i.e., to peers, the state and/or public) and according to control 
mechanisms (i.e., process, output and outcome controls). 
 
Conclusion:  
Professional engagement is expected to be maximized when (1) peer oversight is 
maintained over process control mechanisms; and (2) state and public accountability is 
focused on outcome control mechanisms. 
 
Take Home Messages:  
Normative aspects of professional regulation are key to understanding not only the 
functioning of statutory self-regulation, but also the engagement of providers. 
 
The starting point for health system reform is to shift from self-regulation to peer-
regulation, i.e., improve peer oversight (before wading into clinical practice). 
 
Key considerations for regulatory reforms aimed at reducing professional silos, increasing 
flexibility and leveling the playing field across professions include the following:  

 Engagement is maximized with peer oversight and with output/outcome control 
mechanisms; 

 The less standardizable the work process, the greater the role for the profession in 
peer oversight. 

 
 

Health Personnel in Canada- The Cost of Providing Care 
 
Presenter: Ms. Holly Shulman, Canadian Institute for Health Information on behalf of Ms.  
                       Barbara Loh, Canadian Institute for Health Information 
Co-Authors: Dr. Julie Goulet, Dr. Holly Shulman 
 
Background:  
Health personnel form the largest component of health care expenditure in Canada, 
estimated at 60 to 80 cents of every health care dollar. Managing health care expenditures 
is a priority for provincial and territorial governments. A better understanding of health 
personnel expenditure will assist decision makers in workforce planning and in efforts to 
control health care costs. 
 
Objectives:  
The purpose of this analysis is to provide insights on national trends in expenditures for 
hospital personnel and physicians from fiscal years 2002–2003 to 2011–2012. 
 



Methods:  
Data from the Canadian Institute of Health Information’s Health Workforce Database, 
National Physician Database, National Expenditure Database and Canadian MIS Database 
will be examined to evaluate variance in HHR-expenditure in a pan-Canadian perspective. 
The growth of hospital personnel, hospital FTEs, physician FTEs, and physician 
expenditure as well as comparison of growth in health care employment to health human 
resources (HHR)-expenditure will be evaluated. 
 
Findings: 
This analysis will provide a comprehensive view of HHR-expenditure trends and will 
highlight disparities in spending patterns from 2002-2003 to 2011-2012. It will provide a 
comparative economic context to the federal/provincial/territorial workforce planning 
initiatives that are currently influenced by the supply and distribution of HHR. Over the 10-
year study period, growth in both hospital personnel expenditures and physician 
expenditures increased at a faster rate than that of the implicit price index, with growth in 
physician expenditures surpassing growth in health personnel expenditures in 2007-2008. 
In terms of expenditures per full-time equivalent (FTE), expenditures per physician FTE 
increased by almost 50% from 2002-2003 to 2011-2012, about 16 percentage points 
higher than expenditures per hospital FTE. While the number of physician FTEs increased 
at a rate comparable to population growth, the number of hospital personnel FTEs 
increased three times faster that of both physicians and the population. 
 
Conclusion:  
A better understanding of HHR-expenditure will assist decision-makers in workforce 
planning and efforts to control health care costs. Insights into the HHR components of the 
total health expenditure are derived as it is of importance to understand how much is spent 
on HHR in each component to fully implement effective and efficacious strategies. 
 
Take Home Messages:  

1) Even though higher supply is indicative of higher expenditure, other factors 
such as wages might have a greater impact on HHR expenditure growth. 
 

2) This analysis focuses on HHR expenditures in hospitals and expenditures on 
physicians as well as on the growth in full-time equivalents. 

 
3) The increase in both hospital personnel and physician expenditures steadily 

outpaced growth in the Implicit Price Index over the 10-year period. 
 


