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Centralized Intake for Comprehensive Osteoarthritis and 
Rheumatory Arthritis: Current and Potential Health Care 
Providers  

Presenter: Mrs. Arden Birney, Alberta Health Services 
Co-Authors: Paola Charland, Renée Misfeldt, Esther Suter 
 
Background:  
Arthritis is a chronic disease that impacts more than 4.6 million Canadians and is a leading 
cause of workplace disability. Almost sixty percent of individuals newly diagnosed with 
arthritis are of working age (under 65). Timely access to care is key to maintaining positive 
health outcomes for arthritis patients. Early recognition of osteoarthritis and rheumatoid 
arthritis is integral to preventing and minimizing permanent or irreparable joint damage 
that can result in functional impairment. However, access to care is a major challenge in 
Alberta for patients with arthritis due to a shortage of rheumatologists. Additionally, there 
is evidence of inappropriate referrals to musculoskeletal (MSK) specialists which creates 
bottlenecks in the system. Centralized intake models have been implemented to create 
better access, triage and referral, however, system bottlenecks still exist. Thus, there is a 
need to investigate new models of intake and assessment that employ and optimize skills of 
alternative providers. 
 
Objectives:  
This project was conducted to understand the workforce issues impacting musculoskeletal 
care in Alberta. An assessment of three centralized intake models was completed to 1) 
understand provider roles and responsibilities in current models; 2) identify workforce 
issues and 3) inform the use of alternative providers in a new centralized intake model. 
 
Methods:  
Centralized intake documents were reviewed to understand the triage process and the 
health care providers and support staff associated with the various steps. The scope of 
practice regulations for a range of health care providers were reviewed to examine the 
potential for various providers to play a role in intake, referral and treatment of patients. 
Interviews were completed with managers, health care providers and support staff (n=11) 
from three centralized intake models. Managers were queried about staff roles and 
responsibilities, bottlenecks, challenges and solutions. Staff interviews focused on 
professional background, knowledge and skills required for their role, and challenges. 
 



Findings: 
The introduction of an interprofessional MSK team could improve bottlenecks specifically 
related to assessment and management of stable patients. Current models rely primarily on 
registered nurses, medical office assistant or similar, and physicians (i.e. surgeons and 
rheumatologists). Alternative providers may be employed in screening of potential surgical 
patients to optimize the use of surgeon’s skills and time. Our scope of practice review 
revealed that several providers may have the appropriate competencies to provide 
screening, assessment and case management. Some of these providers (i.e. physical 
therapist, chiropractors) are currently not involved at all or not consistently involved in 
screening and assessment of patients. However, there are challenges. For instance, 
revisions to the funding model would be necessary to enable alternative providers to 
complete screening, and educational programs need to be in place to support providers. 
 
Conclusion: 
Opportunities exist to enhance existing centralized intake models for arthritis in Alberta by 
including a broad range of providers in the screening and assessment process. This may 
enhance the patient care experience as well as improve access to timely and appropriate 
care for arthritis patients. 
 
Take Home Messages: 
 

1) Comparing and contrasting skill requirements with scope of practice regulations for 
a range of health care providers revealed substantial skill overlap between 
practitioners related to triage, screening and assessment for osteoarthritis (OA) and 
rheumatoid arthritis (RA) patients.  

 
2) Our approach also considered health care providers that were not traditionally 

considered part of the MSK teams, such as chiropractors or unregulated providers 
(i.e. recreational therapists). These alternative providers could add value to the 
assessment and triage of RA and OA patients.  

 
3) Our results can inform the implementation of interprofessional MSK teams based on 

local availability of providers and help create cost-effective solutions to some of the 
inefficiencies and bottle necks that currently exist in the centralized intake 
processes in Alberta. 
 

 

 

 

 

 
 



Prioritizing Competencies in Environmental Public Health 
to Inform Continuing Professional Developement  

Presenter: Ms. Lauren Wallar, University of Guelph 
Co-Authors: Dr. Andrew Papadopoulos 
 
Background:  
Continuing professional development is essential for maintaining and enhancing the ability 
of public health inspectors to effectively meet community health and safety needs. 
Addressing the unique educational needs of environmental public health professionals in 
Ontario is complex and requires a competency-based educational framework that reflects 
the relative importance of their discipline-specific competencies. 
 
Objectives:  
The objective of this study was to prioritize the discipline-specific competencies for the 
current and future environmental public health profession in order to inform the 
development of future learning opportunities. 
 
Methods:  
The Association of Supervisors of Public Health Inspectors in Ontario, Canadian Institute of 
Public Health Inspectors (Ontario Branch) and the University of Guelph partnered together 
to conduct a prioritization survey of public health inspectors in Ontario. The results of this 
survey were analyzed using Hierarchical Bayesian analysis to generate a prioritized list of 
the discipline-specific competencies that reflects their relative importance to Ontario 
public health inspectors. 
 
Findings: 
The preliminary results of the survey will be presented at the conference. 
 
Conclusion:  
This information will be used to develop an evidence-based, tailored continuing education 
framework that will enable environmental public health professionals to sustainably attain 
maximum effectiveness, both today and in the future. 
 
Take Home Messages:  
 

1) Continuing education is an important and valuable component of workforce 
development. 

 
2) Continuing education frameworks must incorporate the values and priorities of the 

current and future workforce in order to be relevant and sustainable. 
 

3) Prioritization surveys can be used to determine the relative importance of 
professional competencies to the health workforce. 



Advancing Integrative HIV Care: Collective Wisdom  

Presenter: Mr. Kieran Cooley, Canadian College of Naturopathic Medicine 
Co-Authors: Tara Campbell, Michael Bailey, Bonita Ford 
 
Background:  
People living with HIV/AIDS (PHAs) are evolving into sophisticated health users, weaving 
their own mosaic of community, provider, conventional and complementary/ alternative 
(CAM) therapies to create their own picture of health services.Although there may be 
benefits to this type of patient autonomy, one challenge is that effective patient-centred 
care relies heavily on patient-practitioner and practitioner-practitioner communication to 
ensure that gaps in treatment, services or policies result do not result in ineffective or 
unsafe care across the continuum.  
An integrative approach to care has been suggested as a possible solution to meeting the 
evolving needs of PHAs. While literature exists on theoretical and practical delivery of 
integrative care, as well as evaluation and system improvements for integration, no such 
model exists to describe implementation, delivery and evaluation of integrative care for 
PHAs. 
 
Objectives:  
The objective of this CIHR-supported meeting of key stakeholders was to affirm core 
principles, explore barriers and opportunities, and develop a framework and action plan 
for a implementing a model of integrative HIV care. 
 
Methods:  
In order to foster diversity, representativeness, inclusivity and expertise, invitations to key 
stakeholders were extended based on their experience in: 1) integrative care models, 2) 
patient advocacy and/or representation of needs of the HIV community, 3) program 
evaluation and/or research methods, 4) knowledge translation in the HIV/AIDS 
community, and 5) local HIV clinic/delivery of care to PHAs. Process for the meeting 
involved presentation of materials, small and large group discussion, voting, and 
affirmation of the group decision as well as key points for each of the defined objectives. 
 
Findings: 
Varied interpretations and visions for integrative HIV care are plausible, indicating the 
need for an inclusive model. Concepts of integration were expanded as a result of the 
meeting, suggestive of the need to increase education and awareness, as well as solicit 
wider stakeholder involvement.  
 
Trust, innovative service provision, and actualizing the full capacity of both health care 
providers and peers to efficiently and effectively address the needs of the community were 
key points underlying the model framework. The dynamism of the HIV community was 
seen as a catalyst to drive change and the acceptance of CAM. Incentives towards adoption 
of integrative medical practices may be necessary drivers for successful uptake and 



implementation. Regional variations in scope of practice of professions will significantly 
impact planning and implementation of integrative care clinics. 
 
Conclusion:  
Assessment of both readiness and feasibility are key steps prior to advancing the 
framework. In order to succeed, a model must prioritize integration and shared decision-
making as well as address disconnect throughout aspects of operations, leadership and 
governance while being inclusive of the needs of patients, providers, and administration. 
 
Take Home Messages:  
A successful model for addressing the needs of the HIV community needs to incorporate 
policies and resources inclusive of complementary and alternative therapies. The scope of 
practice of healthcare professionals, education regarding integrative models of care and 
incentives for adopting interprofessional collaboration need to be considered for effective 
change. An assessment of both readiness and feasibility towards planning or implementing 
integrative care for HIV care will be key in advancing this framework. 
 
 

The Feminization of the Primary Care Physician Workforce  

Presenter: Ms. Lindsay Hedden, University of British Columbia 
Co-Authors: Morris L. Barer, Karen Cardiff, Kimberlyn, M. McGrail, Michael R. Law,  
Ivy L. Bourgeault 
 
Background:  
The primary care physician (PCP) workforce in many industrialized nations is increasingly 
female. In Canada, women now make up 58% of medical school enrolees (up from 14% in 
1968) and more women than men are choosing to specialize in primary care. There is a 
widespread perception that the increasing proportion of female physicians in most 
developed countries is contributing to a primary care service shortage because females 
work less and provide less patient care compared with their male counterparts. There has, 
however, been no comprehensive investigation of the effects of primary care PCP 
workforce feminization on service supply. 
 
Objectives:  
We undertook a systematic review to examine the current evidence that quantifies the 
effect of feminization on time spent working, intensity and scope of work, and practice 
characteristics. 
 
Methods:  
We searched Medline, Embase, and Web of Science from 1991 to 2013 using variations of 
the terms “primary care”, “women”, “manpower”, and “supply and distribution”; screened 
the abstracts of all articles; and entered those meeting our inclusion criteria into a data 
abstraction tool. Forward and reverse citation searches, as well as a scan of grey literature 
were also completed. Original research comparing male to female PCPs on measures of 



years of practice, time spent working, intensity of work, scope of work, or practice 
characteristics was included. 
 
Findings: 
We screened 1271 unique abstracts and selected 74 studies for full-text review. Of these, 
34 met the inclusion criteria. Years of practice, hours of work, intensity of work, scope of 
work, and practice characteristics featured in 12%, 53%, 42%, 50%, and 21% of studies 
respectively. Female PCPs self-report fewer hours of work than male PCPs; however, the 
number of hours of direct patient care physicians are providing has been declining, 
irrespective of gender, and this trend has had a far more substantial impact on overall 
effective supply. Female physicians have fewer patient encounters, and deliver fewer 
services, but spend longer with their patients during a contact, and deal with more 
separate presenting problems in one visit. They write fewer prescriptions but refer to 
diagnostic services and specialist physicians more often. 
 
Conclusion:  
The impact of these findings on future physician supply is difficult to determine with 
available evidence; that few studies looked at trends over time, and results from those that 
did are inconsistent. Additional research examining gender differences in patterns and 
scope of practice is warranted. 
 
Take Home Messages:  
 

1) Female primary care physicians work fewer hours than males; however, self- the 
number of hours of direct patient care physicians are providing has been declining, 
irrespective of gender. The latter will have a much more substantial impact on 
service supply. 
 

2) Female physicians see fewer patients but spend more time with each one and deal 
with more presenting problems in each appointment. 

 
3) Additional research examining gender differences in practice patterns and scope of 

work is warranted. 
 
 
 
 
 
 
 
 
 
 



The Role of Gender and Informational Role Self-Efficacy in 
Physicians’ Nurse Knowledge Sharing and Decision Making  

Presenter: Mr. Robin L. Hebert on behalf of Prof. François Chiocchio, University of Ottawa 
Co-Authors: Ivy Bourgeault, Robin L. Hebert, Marie-Josée Fleury 
 
Background:  
Interprofesional collaboration can be thwarted by professional biases and boundaries 
(Reeves, van Soeren, MacMillan, & Zwarenstein, 2013), and gender-based stereotypes and 
performance expectations (Bell, Michalec, & Arenson, 2014). This paper is an attempt to 
disentangle gender and professional differences and understand their role in a key 
component of interprofessional collaboration: participation in decision making (Gedney, 
1994). We speculate that informational role self-efficacy is key in understanding why some 
professionals might share their knowledge and participate in decision making more than 
others. Informational role self-efficacy is an individual’s capability beliefs in exteriorizing 
his/her expertise and work experience pertinent to other’s job (Chiocchio, Dubé, & Lebel, 
2012). People with high self-efficacy tend to perform their tasks more effectively, persist 
more and cope better with difficult situations, with in turn also increases their self-efficacy 
(Bandura, 1997; Gist, 1987). 
 
Objectives:  
We posit that knowledge sharing among physicians and nurses is a determinant of 
participation in decision making and that informational role self-efficacy explains part of 
that relationship. We further speculate that gender and profession are key elements that 
pose conditions onto this mediation in favor of men physicians. 
 
Methods:  
Cross-sectional survey responses from 108 mental health workers in Quebec were used to 
perform bootstrap conditional process analyses (Hayes, 2013). The sample consisted of 44 
men and 64 women divided into 94 nurses and 14 physicians (χ2(1) = 9.535; p 6 for 
informational role self-efficacy (Chiocchio, Dubé, et al., 2012; Chiocchio, Lebel, & Dubé, 
2012), and 0.89 for participation in decision making (Campion, Medsker, & Higgs, 1993). 
 
Findings: 
Results fully support our hypotheses. Knowledge sharing is a positive determinant of 
decision making (b = 0.695; p icacy (b = -8.168; p rse negatively impacts the relationship 
between informational role self-efficacy and decision making (b = -0.055; p e self-efficacy is 
an important part of the effect of knowledge sharing on participation in decision making 
for male physicians (b = 0.677; p is null for male nurses (b = -0.062; ns) and female nurses 
(b = -0.024; ns). 
 
Conclusion:  
Informational role self-efficacy plays an important part in how knowledge sharing leads to 
participation in decision making for male physicians, and much less so for female 



physicians. For nurses, whether male or female, informational role self-efficacy does not 
seem to play a part in knowledge sharing impact on participation in decision making. 
 
Take Home Messages:  
 

1) Our healthcare system favors physicians for decision making (MacMillan, 2012), but 
policy-makers should concentrate on why male physicians better harness their 
capability beliefs in sharing their expertise compared to female physicians, and why 
capability beliefs in sharing expertise do not seem to play a role for nurses whether 
male or female.  
 

2) Female physicians might be held back by their less-than-effective beliefs in their 
capability to share expertise. On-the-job programs that reduce gender-based 
hierarchy and foster expertise sharing would provide with the enactive mastery 
which is a known self-efficacy booster (Gist, 1987). 

 
3) True rich and healthcare decision making requires the participation of all (D'Amour, 

Goulet, Ladadie, San Martin-Rodriguez, & Pineault, 2008). Similar to female 
physicians, male and female nurses would benefit from decreased professional-
based hierarchy. Physicians should actively partake in diminishing physician-nurse 
power distance in order to provide opportunities for nurses to share their expertise. 

 
 

Backs and Feet: Chiropractic and Podiatry Integration 
Within Canada  

Presenter: Ms. Margaret Frere, University of Ottawa 
 
Background:  
The professions of podiatry and chiropractic have had varying experiences with integration 
and acceptance in the Canadian health care system and vis-à-vis the general public. 
Chiropractic is still regarded by many as a complementary and alternative medical practice, 
yet it has persisted since its inception in 1895. Over the same time period, podiatry has 
transformed into a respected profession and mainstream practice. In other (sociological) 
examinations of professional status, there is a sense that non-medical professions can 
improve their status through limiting their scope and adopting a mainstream biomedical 
perspective, among other efforts. 
 
Objectives:  
This study attempts to identify and understand the reasons behind the relative status 
difference and integration into the health care system of the professions of chiropractic and 
podiatry, with a specific evaluation of the strategies each profession has undertaken to 
improve their status. 
 



Methods:  
A systematic and exhaustive scoping review of the published and grey literature was 
undertaken using various search terms and databases (e.g., PubMed, CHHRN, professional 
association websites). The information extracted and analysed followed a standardized, 
comparative review template (developed a priori), that enabled the identification of key 
topical issues (i.e., emergent themes). 
 
Findings: 
There appear to be several reasons for the difference in status between chiropractic and 
podiatry. First, podiatry is more firmly rooted in a biomedical paradigm, whereas 
chiropractic is based on metaphysical principles. Second, the length of the training 
programs are different: podiatric school is a four year postgraduate program with high 
admission standards and integrated residency training. Chiropractic is a shorter program 
with fewer clinical placements. Third and perhaps the most important reason is that 
podiatry never directly challenged traditional medicine. Podiatry developed as a 
supplementary profession under the guidance of the medical establishment and limited 
itself to the foot. Medicine has always been threatened by chiropractic because chiropractic 
presented an alternative to the medical establishment and biomedical theories. 
 
Conclusion:  
Comparing the marginal profession of chiropractic to mainstream podiatry indicates there 
is value in limiting professional scope to improve status and integration within Canada. 
Podiatrists were able to restrict their practice to feet, while chiropractors are still 
considered general practitioners. 
 
Take Home Messages:  
 

1) Podiatry is considered a mainstream profession and chiropractic is considered an 
alternative medicine. 
 

2) Podiatry has a more limited scope of practice than chiropractic. 
 

3) Chiropractic may be able to change its marginal status in Canada by limiting its 
scope.  
 

 
 
 
 
 
 
 
 
 



The Dietitian Workforce in Ontario Primary Health Care 
Survey  
 
Presenter: Ms. Leslie Whittington-Carter, Dietitians of Canada 
Co-Authors: Linda Dietrich 
 
Background:  
Employers in all areas of Canada, especially rural and remote areas, are finding it difficult 
to recruit dietitians. There are just not enough dietitians trained in Canada to meet the 
demand. It is also important to make sure that the dietitians that are employed in Canada’s 
health system are satisfied with their work environment. This includes fair pay, good 
benefits and opportunities for career growth and development. 
Dietitians of Canada’s position on primary health care (PHC) recommends that provincial 
and federal policy decision-makers: 

 Develop and apply appropriate population needs-based funding mechanisms to 
support PHC nutrition services within their areas 

 Integrate nutrition services into all models of PHC 
 Monitor and evaluate PHC nutrition services to ensure effectiveness 

 
 
Objectives:  

 Describe the current dietetic workforce in Ontario primary health care (PHC) 
 Identify factors supporting integration of PHC dietitians in the health system 
 Assess job satisfaction and compare satisfaction with previous dietetic workforce 

surveys 
 
Methods:  
An electronic survey was developed with input from members of the Primary Health Care 
Action Group and communicated to Dietitians of Canada members through the Family 
Health Team (FHT) RD electronic listserve. In addition, all Ontario DC members were sent 
information about the survey to allow members who self-identified as working in primary 
care settings to provide a survey response. This included members working in Community 
Health Centres (CHC), private practice and public health (PH). 
 
Findings: 

 16% of respondents have been in their current position for more than 5 years 
 85% of respondents agreed that nutrition care is integrated within their 

organization 
 Poor integration of primary health care with acute care, homecare, and long term 

care is perceived 
 Overall job satisfaction, relationship with dietitian colleagues, and interprofessional 

relationships were all rated less positively in 2012 than in the 2009 survey.  



 Autonomy of practice, opportunities for personal growth, and recognition from 
supervisors and peers were also satisfactory to a smaller proportion of the 
respondents in 2012.  

 Workload and work-life balance show improvement in satisfaction levels from 2009 
to 2012 responses.  

 87% of respondents are not satisfied with compensation 
 26% of respondents are planning to leave their current position within the next 

year, with another 20% undecided 
 23% plan to leave their current position within 2 – 5 years 

 
Conclusion:  
Progress has been made in integrating nutrition care in PHC settings; Interprofessional 
team delivery models such as FHTs and CHCs have been tied to higher levels of work 
satisfaction in healthcare providers, which may be reflected in these results. Dissatisfaction 
with compensation is related mainly to inequities with other sectors and other health 
professions. Opportunities for, and access to funding for, personal and professional 
development, are rated more satisfactory in 2012; this may be related to opportunities 
with the Allied Health Professional Development Fund, or may reflect PHC setting priorities 
on professional development of staff. 
 
Take Home Messages:  
 

1) Nutrition care integration in PHC settings is progressing 
 

2) The vast majority of PHC dietitians are dissatisfied with compensation 
 

3) Current systems are not perceived as sufficient to support PHC integration with 
other sectors 

 

The Dietetic Education and Practical Training in Ontario  
 
Presenter: Ms. Leslie Whittington-Carter, Dietitians of Canada 
Co-Authors: Marlene Wyatt, Linda Dietrich 
 
Background:  
The Task Force on Dietetic Education and Practical Training (the ‘Task Force’), made up of 
the professional association, educators, clinicians, and regulators, was formed in 2010 to 
address HealthForce Ontario’s request to expand the number of dietitian graduates 
qualified to write the Canadian Dietetic Registration Exam.  
 
As with most regulated professions, dietitians are required to write a registration 
examination that is administered, in Ontario, by the College of Dietitians of Ontario (CDO). 
Eligibility to write the exam is dependent on successful completion of an accredited 
undergraduate program and an accredited practicum program. Although sufficient 



numbers of students graduate from undergraduate dietetic education programs, the 
current model relies on completion of a post-degree supervised practicum in order to write 
the CDRE.  
 
The Task Force recommendation for a new model that would alignment of academic and 
practicum experience was not approved by the Ministry of Health and Long Term Care. 
Efforts to implement aspects of the proposed model are being undertaken but can not fully 
address the requirements for sufficient practicum placements in Ontario. 
 
Objectives:  
The Task Force proposed an inclusive and evidence-informed model for a sustainable and 
responsive approach to dietetic education in Ontario that would provide sufficient 
numbers of dietitians to address current and emerging health needs and integrate 
theoretical and experiential learning. 
 
Methods:  
The Task Force followed a rigorous process that included extensive data gathering, sub-
group work, six full Task Force meetings and targeted consultations. 
A comprehensive situation assessment revealed the strengths, as well as a number of 
issues with the current approach to dietetic education. 
 
Findings: 
Many internship programs are constrained in their capacity to provide competency-based 
experiences. There is undue reliance on individually sponsored dietetic internship 
programs with insufficient resources and a lack of a coordinated preceptor database.  
 
Ineligibility for student financial assistance (including difficulties with loan repayment 
deferral) and employment insurance or income assistance are barriers to internship 
placement. 
 
Students report experiencing high levels of disappointment and frustration when they are 
unable to secure practicum experiences following graduation from a 4 year undergraduate 
program. 
 
Conclusion:  
Limited access by qualified students to practical education is the major obstacle to 
increasing the capacity of the dietetic profession in Ontario. A coordinated approach with 
centralized support would allow organizations to offer increased opportunities to students 
in an efficient manner. To date, a coordinated approach has not been established, and 
individual initiatives have been undertaken by some institutions. 
 
Take Home Messages:  
 

1) Properly-defined HHR modeling continues to be lacking for the dietetics profession. 
 



2) The education model proposed by the Task Force has led to independent actions by 
individual programs and educational institutions. 

 
3) The need for coordination of practical training continues to be unmet. 

 
 

Comparing the Effects of Burnout and Engagement on New 
Graduate Nurse Health and Retention Outcomes  
 
Presenter: Ms. Emily Read, University of Western Ontario 
Co-Authors: Dr. Heather Laschinger 
 
Background:  
There are studies examining the role of burnout and work engagement among new 
graduate nurses separately, however this leaves us with an incomplete understanding of 
these two co-existing phenomena. This study integrates authentic leadership theory and 
the job demands-resources (JD-R) model to examine the effects of authentic leadership on 
new graduate nurses’ internal personal resources (psychological capital) and subsequent 
effects on burnout and engagement, as well as comparing the independent and combined 
effects of burnout and work engagement on new graduate nurses’ mental health symptoms 
and job turnover intentions. 
 
Objectives:  
The purpose of this study was to examine the influence of authentic leadership on new 
graduate nurses’ psychological capital and how this affects perceptions of burnout and 
work engagement and subsequent mental health symptoms and job turnover intentions. 
Moreover, this study sought out to compare the explanatory effects of a theoretical model 
that included both burnout and work engagement (model 1) to models with burnout alone 
(model 2) and work engagement alone (model 3). 
 
Methods:  
A cross-sectional survey study was conducted using a random sample of 253 newly 
graduated registered nurses with less than two years of experience from the College of 
Nurses of Ontario registry database. Descriptive statistics were analyzed using SPSS, 
version 21.0. The hypothesized model was tested using structural equation modeling 
analysis in AMOS, version 21.0. 
 
Findings: 
Path analysis of the hypothesized model including both burnout and engagement 
supported all of the hypothesized relationships between main study variables with the 
exception that work engagement did not have a significant on new graduate nurses’ mental 
health symptoms. The model explained 49% of the variance in new graduate nurses’ 
mental health symptoms and 40% of the variance in their intentions to leave their current 
jobs. The model fit was acceptable. In both alternative models all path coefficients were 



significant. Alternative model a (burnout only) accounted for 50% of the variance in new 
graduate nurses’ mental health symptoms and 40% of the variance in job turnover 
intentions. Alternative model b (engagement only) accounted for 31% of the variance in 
mental health symptoms and 33% of the variance in job turnover intentions. Model fit was 
better for the burnout only model than the engagement only model. 
 
Conclusion:  
The findings supported the hypothesized model. Burnout was a better predictor of new 
graduate nurses’ mental health symptoms and intent to leave than work engagement. 
These findings suggest that the harmful effects of burnout on new graduate nurses’ mental 
health are more powerful than the positive effects of work engagement and that burnout 
prevention is more important than engagement for protecting new nurses’ mental health 
and retaining them in their jobs. Moreover, the role of authentic leadership in helping new 
graduate nurses mitigate burnout and be engaged at work by fostering psychological 
capital was supported. 
 
Take Home Messages:  
 

1) Healthcare leaders can help engage employees and reduce burnout by developing 
authentic leadership behaviours that support new nurses' internal personal 
resources (psychological capital) which help them cope with the demands of their 
new professional role, leading to lower burnout and better work engagement, with 
subsequent benefits on mental health and retention. 

 
2) New graduate nurses who experience high levels of burnout, even in the presence of 

work engagement, are at elevated risk of experiencing mental health symptoms and 
wanting to leave their jobs. When burnout is not present, work engagement leads to 
better mental health and lower intent to leave therefore a healthy workplace is a 
precondition for developing work engagement among new graduate nurses. 

 
3) The negative effects of burnout appear to be more powerful than the positive, 

protective effects of work engagement. Therefore, it is crucial to develop burnout 
prevention strategies which may include authentic leadership training for 
managers. 

 
 
 
 
 
 
 
 
 



How Physically Active are Canadian Nurses working in a 
Tertiary Care Cardiovascular health Centre (WALK Study)?  
 
Presenter: Christie Cole, Division of Prevention and Rehabilitation, University of Ottawa 
Heart Institute 
Co-Authors: Heather Sherrard, Madeleine, C. Ziss, Heather E. Tulloch, Robert D. Reid, 
Andrew L. Pipe, Jennifer L. Reed 
 

Background:  
Nurses are the single largest professional group within the Canadian health-care 
workforce. A disturbing percentage report being overweight or obese as well as having 
high blood pressure, high cholesterol and diabetes, suggesting that their physical activity 
(PA) levels are below the recommended guidelines (10,000 steps/day; 150 minutes of 
moderate-to-vigorous-intensity PA (MVPA)/week). 
 

Objectives:  
The purposes of this study were to objectively measure the PA levels of Canadian nurses 
working in a cardiovascular health centre; examine the proportion of nurses meeting the 
recommended PA guidelines; and examine the PA levels of nurses working day versus night 
shifts.   
 

Methods:  
Registered nurses wore a Tractivity® accelerometer for ≥ 10 hours/day throughout a 6-
week observation period. Height, body composition, waist circumference, blood pressure 
and heart rate were assessed in triplicate during week 3 of the observation period. 
 

Findings: 
76 nurses (74 females; age: 46±11 years; height: 165±7 cm; BMI: 27.6±5.6 kg/m2; body fat: 
36.6±8.5 %; waist circumference: 84.1±12.6 cm; resting blood pressure: 115±12/75±8 
mmHg) participated in this study. During the 6-week period, the nurses walked an average 
9663±2323 steps/day and accumulated 16±13 minutes of MVPA/day.  Few (36%) met the 
recommended 10,000 steps/day, and less (10%) accumulated at least 150 minutes of 
MVPA/week. No differences in steps/day between nurses who worked days (n=40), nights 
(n=5) or days and nights (n=29) was observed (9258±1650 vs. 9348±2746 vs. 
10276±2925 steps/day, p>0.05). 
 

Conclusion:  
Larger studies are needed to confirm the low PA levels of Canadian nurses. Interventions 
may be indicated to address their PA levels and poor cardiometabolic health. 
 

Take Home Messages:  
Similar to the majority of the Canadian adults, most nurses struggle to maintain adequate 

PA levels, with only 10% accumulating at least 150 minutes of MVPA each week. Increasing 

PA levels may help to improve the cardiometabolic health in the 360 000 regulated nurses 

in Canada, and assist in reducing the physical and emotional stress that accompanies 

nursing practice. 



Let’s Talk It Up: A Review on the Speech-Language 
Pathology and Audiology Professions in Canada   
 
Presenters: Mr. Sameer Ratti, University of Ottawa 
Co-Authors: Jessica Harrison, Ivy Lynn Bourgeault 
                          
Background:  
Comprehensive overviews of the speech-language pathology and audiology professions in 
Canada are few and far between, leaving many Canadians not fully aware or understanding 
the benefits of these clinicians such that they could take advantage of their skills or this 
potential career path. There are not many sources that cover the profession from all 
realms, including its history, educational process, scope of practice, demographics, 
regulation and coverage of services. Additionally, there are minimal sources that address 
topical issues and current events currently being faced by the profession in Canada. 
 
Objectives:  
To review the academic and grey literature for all information pertinent to speech-
language pathology and audiology in Canada, including its history and professionalization, 
directed to a wide audience including students, academic scholars, and the lay person. 
 
Methods:  
A thorough search of the literature was conducted, visiting websites such as Speech-
Language & Audiology Canada, the Canadian Institute of Health Information, the University 
of Ottawa Library Database, and the Canadian Journal of Speech-Language Pathology and 
Audiology for any and all information pertinent to the aforementioned topics. Any gaps in 
the literature needed to be addressed for future researchers were noted and explicitly 
addressed in the findings. 
 
Findings: 
The aforementioned topics were expanded upon in detail, including the history and 
development of the professions, requirements to be admitted into and graduate from a 
Canadian Speech-Language Pathology or Audiology program, and the demographic 
characteristics of the current working population. Models of practice appear to be severely 
lacking, as there are none published in audiology whatsoever, and those in speech-
language pathology are only oriented toward the paediatric setting. Additionally, upon 
verifying data from CIHI it was found that some of their demographic information on 
graduation trends did not match that of the universities themselves. Two topical issues 
were selected, addressing quality of service: the first discussing Canada's multilingualism 
and its impact on diagnostics, and the barriers to accessing services in Aboriginal 
communities. 
 
Conclusion:  
There are some solid sources for knowing aspects about speech-language pathology and 
audiology in Canada, but more needs to be done to get the big picture. This overview, once 



gaps are filled, can facilitate reaching out to the public on these professions and their role 
in the health of Canadians. 
 
Take Home Messages:  
 

1) More research needs to be done in this field to give a full and seamless picture of 

Speech-Language Pathology and Audiology in Canada, particularly in models on 

scope of practice. 

 

2) The two topical issues addressed in this review only scratch the surface of this 

literature. There are currently no books or resources on topical issues in the 

communication therapies in Canada, but many publishing opportunities. 

 

3) The evidence of the need for linguistic competence in speech-language pathology 

practice suggests a revision of current assessment methods such that cases are 

accurately diagnosed, preventing clinicians from having heavy case-loads and thus 

contributing to the efficiency of the health care system in this sector. 

 
Demand for and Overtime Hours Worked by Medical 
Radiation Technologists in Canada 
 
Presenter: Ms. Andrea Porter-Chapman and Ms. Xiaoqian (Maureen) Li, Canadian Institute 
for Health Information 
 
Background:  
Over the past decade, the demand for radiation diagnostic and therapeutic services has 
increased significantly in Canada alongside an increase in wait times to access these 
services. The scope of practice of medical radiation technologists (MRTs) has also evolved 
across Canada, with MRTs participating in interprofessional health care teams. 
 
Objectives:  
This analysis aims to better understand the characteristics of MRTs who work overtime in 
Canada and to identify trends between overtime hours and education and employment 
characteristics. 
 
Methods:  
Data from the Canadian Institute of Health Information’s Health Workforce Database was 
examined to explore factors that influence overtime hours of MRTs in Canada. For this 
study, overtime occurs when the total weekly hours of work exceeds the 
provincial/territorial standard number of hours for a full-time job. 
 



Findings: 
This study has found that MRTs are more in demand than ever before due to an aging 
population that has put more pressure on the health care system. In fact, the demand for 
diagnostic imaging in Canada, more specifically medical radiation imaging (MRIs) and 
computed tomography (CTs) exams, approximately doubled from 2003 to 2011. Less than 
one fifth of MRTs have worked overtime at some point over the year, mostly among those 
working in a hospital-setting. The number of years employed as a MRT as well as 
characteristics of the facility contribute to overtime hours worked by MRTs. 
 
Conclusion:  
The relationship between the hours of overtime worked to the different characteristics of 
the individual, including place of employment and years of experience yield some 
interesting patterns. Overtime rates vary considerably across Canada, which is indicative 
that different healthcare related policies may also influence the amount of overtime. The 
impact of overtime on MRTs health, on patient safety and quality, and/or on cost-
effectiveness will need further investigation. 
 
Take Home Messages:  
 

1) This is the first known study to investigate the association between overtime hours 
and education and employment characteristics, which highlights the increasing 
demand for diagnostic imaging within Canada. 
 

2) MRTs with greater experience in a hospital setting are working more overtime in 
comparison to MRTs with less experience in non-hospital settings. 

 
3) The percentage of MRTs working overtime varies greatly across Canada, especially 

in comparison to the Canadian average. 
 
 

The Pathway to Patient Diagnosis and Care: The Role of the 
Medical Laboratory Technologists 
 
Presenter: Ms. Myuri Manogaran, University of Ottawa 
Co-Authors: Brenda Gamble, Ivy Bourgeault 
 
Background:  
Medical Laboratory Technologists (MLTs) are the third largest health care professional 
group in Canada. MLTs are responsible for conducting laboratory analyses to provide 
approximately 80% of the objective data for the diagnosis, monitoring, and treatment of 
patients. The three stages of laboratory include the pre-analytical (ordering of the test, 
specimen collection and transportation), analytical (testing) and post analytical-analytical 
(interpretation of the tests results and the meaning of the results for a particular patient). 
As a result, the role of MLTs goes beyond simply performing analytical testing. MLTs must 



partner with other health care professions to enhance the quality of all stages of the 
analytical process. As result the role of MLTs is integral to patient safety and patient 
outcomes. The lack of understanding of the key role that MLTs play in providing quality 
and safe health care leads to a lack of focus and investment to resolve critical health human 
resource challenges related to the profession. 
 
Objectives:  
To provide a profile of the MLT profession in Canada based on the existing literature and 
informant interviews. This research also aims to identify current human issues associated 
with this professional group. 
 
Methods:  
A scoping review of the literature was performed. Academic literature was searched using 
the PubMed database and the Canadian Health Human Resources Network library. The 
websites of the national and/or provincial associations were also searched for gray 
literature. Key informant interviews were also performed with individuals who were 
identified as prominent in the field of MLTs. The literature and the interview content were 
analyzed thematically into the following categories: definition of the profession, history, 
education, demographics, scope of practice, regulation, funding, and key issues for the 
profession. 
 
Findings: 
Based on the results obtained, it was found that there is little information in the peer 
review literature on the history of the profession and/or important milestones. The 
model(s) of practice of the MLT profession was also not clearly available in the literature 
searched. The work of MLTs is physically demanding and results in increased levels of 
stress and burnout amongst MLTs (Health Canada, 2001). However a study completed in 
Ontario demonstrated that the retention of MLTs in their workplace is high (Gamble et al., 
2010). Presently, across Canada there is a reported shortage of MLTs. It is predicted that 
half of Canada’s MLTs will be eligible to retire by 2016. Recruiting international MLTs is 
one way to deal with the shortage. Increasing the enrollment in the existing educational 
programs is another way to address the perceived shortage. However this is not always 
possible as in addition to classroom instruction, MLT educational programs include a 
clinical placement. The availability of clinical training positions is unpredictable and reliant 
upon the capacity of medical laboratories who must deal with ongoing budget restrictions. 
 
Conclusion:  
MLTs by partnering with other healthcare professionals have an impact on the quality and 
safety of patient care. Their role to obtain objective data through the performance of 
complex procedures on tissue specimens, blood samples and other body fluids assists 
physicians and other professionals to diagnose, treat and monitor a patient’s condition. 
Even though they are a well-established group of professionals, gaps in the knowledge do 
exist and need to be filled. 
 
 
 



Take Home Messages:  
 

1) The work of MLTs is extremely crucial to preventing, diagnosing, monitoring and 
treating patients. 
 

2) MLTs must partner with other health care professionals to ensure the delivery of 
quality and safe patient care. 

 
3) Canada will experience a nation-side shortage of MLTs by 2016 which must be 

addressed. 
 

Potential Future Crisis in Health Human Resources in Nova 
Scotia? A Critical Look at Key Policy Documents Related to 
Labour Shortages and Labour Mobility  
 
Presenter: Dr. Ivy Lynn Bourgeault, University of Ottawa on behalf of Shiva Nourpanah, 
Dalhousie University 
Co-Authors: Dr. Ivy Lynn Bourgeault, Dr. Lois Jackson, Dr. Michael Leiter, Dr. Sheri Price, 
Dr. Pauline Gardiner Barber 
 
Background:  
Nova Scotia faces the challenges of an ageing and declining population. The seniors’ 
population is projected to grow by 80 percent, so that by 2026, seniors will comprise 25 
percent of Nova Scotia’s population. Whereas the general population in Nova Scotia is 
expected to drop by 4.6%, the workforce population is predicted to drop three times faster 
(Population Forum, 2010). These trends have important implications for the healthcare 
system. Increasing retirements, fewer graduates from healthcare programs, the heightened 
healthcare needs of ageing baby-boomers, the increasing age of the existing trained 
healthcare staff in Nova Scotia, and the undermining of collective bargaining rights with the 
introduction of essential services legislation, are all important factors shaping the health 
human resources scenario of this province. In addition, Nova Scotia is currently 
implementing a major reorganization of its healthcare system, reducing 9 district health 
authorities to two authorities. Against this background, this paper focuses on the issue of 
labour mobility of healthcare workers as an important component of healthcare human 
resource management. 
 
Objectives:  
This paper reviews select policies, policy-relevant documents, and other resources relevant 
to the employment-related mobility of the healthcare workforce in Nova Scotia. 
 
 
 
 



Methods:  
This study is based on a review and analysis of public domain documents. Information has 
been gathered through the official websites of relevant government agencies and 
background papers. A series of systematic keyword searches were carried out in 
mainstream and academic search engines using relevant keywords. 
 
Findings: 

 Immigration is often seen as a “solution” to labour shortages, and immigration 
policy (which affects the movement of healthcare workers across international 
borders) is subject to rapid changes. At both the provincial and federal levels, 
related policies and programs are often complicated, and in some instances appear 
contradictory to the intended aim of immigration policy. 

 Interprovincial movements of locally-trained professionals are impacted by policies 
on credential recognition and labour mobility. There are instances where such 
complex policies result in frustrations for workers, and challenges for policy makers 
in planning viable human healthcare resources. 
 

Conclusion:  
The acknowledgement of potential future healthcare labour shortages lends a sense of 
urgency to the need to address the complexity of the policies (and related programs) that 
are possible responses to the labour shortage. 
 
Take Home Messages:  
 

1) The complex nature of policies, especially those related to healthcare labour 
shortages, needs to be addressed to ensure such policies actually respond to the 
potential pending labour shortage crisis. 
 

2) There is a need to understand how current policies may be affecting different types 
of healthcare workers (including their employment-related geographic mobility), 
and thus may be having a differential impact on health human resources in Nova 
Scotia.  

 
3) The move to a more centralized healthcare system in Nova Scotia may present new 

or intensified challenges to leaders responsible for coordinating services and 
assuring quality control across the province (in contrast to conditions within the 
regional structure). Policies related to labour mobility need to take such challenges 
into account. 

 

 

 

 



Models of Community Health Workers in a Number of 
High-Income Countries Including Canada 
 
Presenter: Dr. Sara Torres, Université de Montréal on behalf of Mr. Maisam Najafizada, 
University of Ottawa 
Co-Authors: Ivy Lynn Bourgeault, Ronald Labonté, Corinne Packer, Sara Torres 
 
Background:  
Marginalized populations and communities in most countries (whether low-, middle- or 
high-income) continue to suffer health inequities that are due, in part, to lack of 
appropriate primary health care services in their community, and thus inappropriate use of 
professional health care services or facilities. To address these concerns, Community 
Health Workers are deployed to provide basic health services to their fellow community 
members, and to guide them through often complex health care systems. 
 
Objectives:  
The objective of this paper is to carry out a scoping review of CHW models in a number of 
high-income countries, in particular Canada, and to discuss evaluation studies on CHW 
interventions and recommendation for policy change. 
 
Methods:  
The Arksey and O’Malley model guides this scoping review with the aim of summarising 
and disseminating research findings, and identifying research gaps in the existing literature 
on CHWs in Canada in comparison with a number of high-income countries. 
 
Findings: 
Promising models of CHW interventions in HICs, in particular Canada, varies in terms of 
their typology, recruitment, training, tasks, compensation, and supervision. Evaluation 
studies of isolated CHW interventions demonstrate improved health outcome for their 
target population, reduced health inequity among marginalized populations, and reduced 
high costs of emergency and hospital care. 
 
Conclusion:  
CHWs are untapped health human resources who have the capacity to reduce health 
service inequity among marginalized populations in Canada. They are widely deployed as 
unrecognized and unregulated public health workers in the country. In order to tap into 
their full potential, they need to be integrated into the broader health and social services 
system. 
 
Take Home Messages:  
 

1) CHWs are an invisible health workforce in the Canada, who provide a wide range of 
health-related services. 
 



2) CHWs improve health outcomes and reduce health inequities.  
 

3) CHWs need to be better utilized within the health systems to enable their full 
potential. 

 
 


