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EXECUTIVE SUMMARY

On June 23, 2005, the Health Council of Canada brought together over 120 key players in
health care to address what the Council believes is the most pressing challenge facing our
health care system – health human resources. More than one million people work in our
health care system, providing care to Canadians on a daily basis. They are the backbone of
the system – the provision of high quality, accessible health care services depends on having
the right people, with the right skills, in the right settings.

First Ministers recognized the importance of health human resources (HHR) in their health
care renewal accords of 2003 and 2004. As part of strategies to reduce wait times and
improve access to health care, Canada’s federal, provincial and territorial governments made
significant commitments to reform the workforce aspects of our health care system.
Governments agreed to:

• ensure that the right information is available to support HHR planning on a national
basis;

• create opportunities for health care providers to learn and work in interprofessional
teams;

• ensure that all parts of Canada have an adequate supply of health professionals;
• report to the public on their action plans by December 31, 2005, including targets for

training, recruitment and retention of health professionals.

Modernizing the way health care professionals are educated and engaged in their vital work
requires a collaborative and coordinated approach among many players – universities, colleges,
regulatory bodies, employers, unions, professional associations, and governments. The Health
Council convened the summit on health human resources to focus on practical, short-term
solutions. This report attempts to capture the lively discussion and encouraging examples of
innovation brought forward at that forum, organized into four theme areas. The
recommendations were developed by the Council following the meeting. While we asked
participants for feedback on an earlier draft of this report – and were rewarded with a vigorous
response – we did not seek the endorsement of any individual or organization. The synthesis of
discussion and the recommendations are the Health Council’s responsibility alone.

Along with a substantial appetite for progress evident at the summit, there was also a good
dose of frustration concerning the slow pace of change. While many of the strategies
highlighted here are not new, the day’s dialogue clearly spoke to a collective interest in
moving forward to address the critical issues: burnout, shortages and inequitable distribution
of care providers, structural barriers to reforming care delivery, and disconnected planning
efforts across the country, among others.

Throughout the summit, participants called for better mechanisms to share knowledge from
experience across Canada and internationally. There was a strong sense that a great deal of
innovation is occurring, but planners, educators and health care providers are frustrated in
not having easy access to that information. Hand-in-hand with this problem is the need for
more rigorous evaluation research, to understand why innovations succeed or fail and how
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they affect patient outcomes in the long term. Such research requires better data collection,
timely analysis, and common definitions so that outcomes from activities in different
jurisdictions can be more easily compared. We need such research to understand what works
in large systems and what doesn’t. But we cannot simply wait for those answers. There are a
number of promising models that we encourage the country to consider now.

Recommendations

Based on current commitments on funding and reform, we have set a number of specific
targets which we believe are achievable within two to five years. The Health Council
acknowledges that substantial efforts are underway toward many of these objectives – yet
we challenge governments, professional associations, regulatory bodies, employers, unions,
and educators to go further, to work together and to work with us in reporting back to
Canadians on their progress. Action on each of these recommendations requires
collaboration among key stakeholders, but active leadership is essential.

1) Expand opportunities for interprofessional education and post-
graduate collaborative practice.

Lead responsibilities:
• Universities and colleges to design new programs;
• Governments to fund programs;
• Employers and unions to create workplaces supportive of teamwork.

By 2008:

a. Each of Canada’s university health sciences programs should offer an
interprofessional educational program through collaboration among appropriate
disciplines.

b. Incentives such as tuition subsidies should be available to encourage students and
post-graduate trainees to enter interprofessional education programs.

c. A collaborative practice workplace fund should be created to enable primary health
care settings to provide high-quality interprofessional care and education (for
example, to fund mentorships and logistical support for such costs as transportation
in rural areas and information technology).

d. All health professionals – both new graduates and the existing workforce – should
be able to access an interprofessional clinical learning experience.

2) Create more interim training and certification steps along pathways to
health careers.

Lead responsibilities:
• Universities and colleges to design and implement programs;
• Governments to fund programs;
• Regulatory boards to work in partnership with educational institutions and

professional associations to design and accept new credentials;
• Employers and unions to embrace new roles for providers.
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By 2010:

Existing health science programs in each jurisdiction, in partnership with college-level
training institutions, should offer tiered pathways in the health professions.

3) Increase the numbers of First Nations, Inuit and Métis professionals in
the health workforce.

Lead responsibilities:
• Universities and colleges to implement, in partnership with governments as well as

with Aboriginal leadership, national organizations, and communities;
• Employers to develop recruitment and retention programs for Aboriginal graduates.

By 2008:

a. Colleges and universities should complete an assessment of their internal capacity to
support Aboriginal students (e.g. financial support for education and living
expenses, and psycho-social supports such as mentoring and peer counseling) and
take action to improve insufficient supports.

By 2010:

b. Outreach and support programs to encourage Aboriginal students to consider a
health professions career should be established.

c. The number of Aboriginal students in health professions programs should rise to at
least four per cent of total enrolment (to achieve a minimum of proportional
representation).

d. An interprofessional educational cohort program for Aboriginal students in a range
of health professions should be established.

4) Strengthen a national approach to managing the role of international
graduates in meeting Canada’s health human resource needs.

Lead responsibilities:
• Certification agencies and regulatory bodies to develop assessment processes;
• Governments to fund and to reform regulations as required;
• HHR planning authorities to specify the role of international graduates in future HHR

planning;
• Federal government, in partnership with provinces and territories, to jointly develop

and implement policies on ethical recruitment.

By 2008:

a. Assessment processes to enable the integration of international graduates in
regulated health professions should be standardized across Canada.

b. The contribution of internationally-educated health care providers should be clearly
articulated in HHR plans.

c. Federal government, in consultation with provincial and territorial governments,
should report publicly on progress in collaborating with international health
organizations on implementing ways to improve the ethical recruitment of health
care professionals.

3
MODERNIZING THE MANAGEMENT OF HEALTH HUMAN RESOURCES IN CANADA:

Identifying Areas for Accelerated Change



5) Enhance opportunities for professionals to work to optimal scope of
practice to ensure the system’s capacity to meet local patient and
population health needs.

Lead responsibilities:
• Governments, regional health authorities, employers, unions, professional associations,

educators and regulators.

By 2008:

a. Professional associations and health professions regulators should engage with
employers and governments to foster better understanding of the uniqueness and
commonalities in key health professions.

b. Regional health authorities and other employers should review current workforce
roles in existing health care settings to assess where people are working to optimal
scope of practice and where, with appropriate supports, the workforce could better
meet local patient and population health needs.

By 2010:

c. Changes should be implemented in how work is organized to better match skills and
scopes of practice to patient/client needs, and progress on these changes should be
publicly reported.

6) Accelerate the shift to provider payment schemes that stimulate
interprofessional teamwork.

Lead responsibilities:
• Governments, professional associations, and employers.

By 2008:

Alternate methods of compensation should be promoted so that the proportion of
publicly-funded providers paid through flexible alternative schemes has increased by
least 20 per cent.

7) Resolve concerns about liability in collaborative practice.

Lead responsibilities:
• Professional liability protection organizations, governments, regulators, and patient

safety organizations.

By 2007:

a. A common understanding of liability issues in collaborative practice and what
remains to be done to resolve them should be publicly reported.

By 2008:

b. An integrated approach to professional liability and accountability consistent with
patient safety, risk management, and teamwork should be collaboratively developed.
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8) Invest in financial and non-financial incentives to improve recruitment
and retention, and report publicly on the progress of healthy
workplace initiatives.

Lead responsibilities:
• Health care employers.

By 2008:

a. Employers – in collaboration with researchers, professional associations and unions
– should use comparable indicators on workplace health to publish annual
assessments in such areas as employee retention and satisfaction and other aspects
of work life quality.

b. Through public reporting on indicators of workplace health, employers should
regularly demonstrate improvements in the quality of work life in health care
settings.

c. Employers should increase by 10 per cent above current levels the time staff spend
attending professional development opportunities and providing career mentoring
and coaching.

9) Ensure that HHR planning is based on population health needs, fully
integrated across jurisdictions, and properly resourced.

Lead responsibilities:
• Federal, provincial and territorial governments in partnership with regional health

authorities to improve and report on planning;
• The Canadian College of Health Service Executives to develop competency

requirements in interprofessional HHR planning.

By 2008:

a. Population health needs should be the building blocks of forecasting tools used by
governments and others to plan for health human resource requirements.

b. Federal, provincial, territorial and regional health human resource plans should be
mutually integrated.

c. Governments and others should report publicly on their forecasting tools for HHR
planning.

d. The growth of management skills in planning should be supported by the
requirement for competency in HHR planning in an interprofessional care
environment.

Next Steps

The recommendations put forward here point to the need for action in specific areas, and the
Health Council urges the responsible stakeholders to begin immediately to meet the timelines
presented. We plan to report publicly on interim progress towards these goals as part of our
mandate to monitor and report on health system renewal. Human resource issues will also
form a major part of the Health Council’s second annual report to Canadians on health care
renewal, coming in January 2006. We look forward to continued dialogue and progress.
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MESSAGE FROM THE CHAIR

Why is the issue of health human resources so important? Simply stated, none of the
pressing challenges facing Canada’s health care system can be met without focusing on the
people who make the system work. Take wait times, for example: we cannot ensure timely
access to care without having the right providers and support services in place all along the
patient journey – not just the surgeons but whole teams of professionals in our hospitals, in
rehab services and home care, and behind the scenes in planning, sharing information, and
keeping the workforce healthy and productive. Our laudable national public health goals –
which include reducing disparities in health and preventing disease through healthier living
– cannot be met without having primary health care teams in every community where
Canadians live.

How might the landscape of our health care workforce look different by 2010? We could see
many more young people from First Nations, Inuit and Métis communities studying to enter
health professions. Every new graduate could have the opportunity to learn from
interprofessional teams where collaboration to enhance patient outcomes is the foundation
of quality care and timely access. Established professionals could be delivering care where it
is needed most; they could feel satisfied and supported by a system that enables flexible
work arrangements and looks creatively at how to make the best use of people’s talents. And
we could see a reliable national plan for educating and employing health care workers
across the country, instead of the fragmented series of local and regional planning efforts
which we see today.

Ambitious? Perhaps, but these are some of the changes envisioned in this report from the
Health Council’s national summit on health human resources, held in Toronto on June 23,
2005. The Council believes the goals we present here are achievable. We also recognize that
this will not be simple. The one-day meeting brought together leaders from every aspect of
our complex health care workforce – education, professional organizations, labour relations,
research, regulation, management, government and front-line care. They shared their
observations, strategies and hopes for health care renewal in this country. There was a great
deal of goodwill evident at the meeting, but also evident was the need for further work to
commit to collaborative action and move forward together.

The Council remains optimistic that the country can build on the momentum created by the
tremendous investments now being made in health care renewal. Throughout the report, we
present ideas and examples of initiatives that summit participants brought forward – the
kind of innovations that could and should be implemented in a broader context. This year’s
summit was a consultation, and participants continued the dialogue by commenting on a
draft of this report. I am grateful for the energy and openness of this discussion, and I
encourage readers to delve into the ideas presented here and let us know what you think.

Michael Decter
Chair, Health Council of Canada

6

HEALTH COUNCIL OF CANADA



INTRODUCTION

The provision of high quality, accessible health care services depends on having the right people,
with the right skills, in the right settings. How their work is organized and supported, whether
they have the skills and technology to care for our changing population, whether providers can
practice where they are needed most – these factors will determine whether Canada’s significant
plans and public investments to modernize our health care system will flounder or succeed.

First Ministers recognized the importance of health human resources (HHR) in their health
care renewal accords of 2003 and 2004 (Appendix I). As part of strategies to reduce wait
times and improve access to health care, Canada’s federal, provincial and territorial
governments made significant commitments to reform the workforce aspects of our health
care system. Governments agreed to:

• ensure that the right information is available to support HHR planning on a national
basis;

• create opportunities for health care providers to learn and work in interprofessional
teams;

• ensure that all parts of Canada have an adequate supply of health professionals;
• report to the public on their action plans by December 31, 2005, including targets for

training, recruitment and retention of health professionals.

In our first annual report to Canadians, Accelerating Change (January 2005), the Health
Council of Canada expressed a strong belief that these health care renewal goals can only be
achieved by a collaborative and coordinated approach. To assist decision-makers in this
arena, we convened a national summit on health human resources on June 23, 2005, in
Toronto. The Council is pleased to present this report of that meeting.

The one-day meeting, titled Modernizing the Management of Health Human Resources in
Canada: Identifying Areas for Accelerated Change, brought together 120 Canadian leaders
and international guests. Their various fields of work paint a picture of the complex and
challenging landscape through which health care renewal must travel – education, research,
regulation, professional organizations, labour relations, technology, government, and the
management and delivery of front-line care.

The forum was planned with a key outcome in mind – a set of practical solutions which can
be implemented in our current system within the next one to three years. By the day of the
meeting, a new backdrop had emerged – the Supreme Court of Canada decision on private
health insurance in Quebec. This ruling has sharpened public interest in understanding
solutions to wait times and the human resource issues which contribute to delays and access
problems in health care. The ruling has added a new urgency to the need to strengthen
Canada’s HHR systems, to ensure that stop-gap measures do not drain the workforce and
decrease access to timely and effective care.

The summit was primarily a consultation – an opportunity for the Health Council to take the
pulse of progress on health human resources. It provided a forum for people from diverse
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sectors to talk openly on difficult issues, and participants took lively advantage of the day.
After overview presentations, participants engaged in a series of small workshops. Lists of
participants, speakers and workshops are appended to this report, and many of the
presentations are available on our website, www.healthcouncilcanada.ca, along with video
segments from the meeting.

This report builds on a state-of-the-debate survey by Health Council staff, An Environmental
Scan of Current Views on Health Human Resources in Canada: Identified Problems, Proposed
Solutions and Gap Analysis (June 2005). Participants received this scan in preparation for
the Summit and it is also available on our website. The scan was organized along four theme
areas – education and training, scopes of practice, workplace practices, and planning – and
this report follows the same framework. Also in preparation for the summit, the Canadian
Institute for Health Information (CIHI) produced a valuable resource, Canada’s Health Care
Providers: 2005 Chartbook (June 2005), an update to their 2001 report on the country’s
health care workforce. Both are available at www.cihi.ca.

The Council did further research after the meeting to expand on the many strategies brought
forward at the summit – to make our report useful for a broader audience and to develop
recommendations for action. To further the consultation process, we asked participants for
their feedback on a draft of this report. The responses were thoughtful, detailed and by turns
challenging and supportive. We are grateful for this continued participation and stress that
we did not seek the formal endorsement of any individual or organization represented at the
summit. We have carefully considered this feedback in finalizing the report, but readers
should keep in mind that the content and conclusions of the report remain the responsibility
of the Health Council.

A note on terminology

Some of the strategies discussed in this report are relatively new, and a number of terms are
in use to describe them. For clarity, we have chosen to use the following terminology: By
interprofessional education, we mean education and training environments in which students
from two or more professions learn with, from and about each other to improve
collaboration and the quality of care. Interprofessional care describes a service delivery
model in which two or more types of health care professionals (not necessarily co-located)
collaborate to deliver care. We use collaborative practice interchangeably with
interprofessional care.
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CURRENT ENVIRONMENT

More than one million people work in the health care system in Canada, providing health
care to Canadians on a daily basis.1 Many of their services are publicly funded but many of
these people work in settings funded through private insurance plans or direct payment by
patients and their families. Collectively, they are the backbone of a highly complex system
yet they have only recently become the focus of attention, as policy makers have recognized
health care renewal in this country cannot succeed without the right workforce.

What do we know about the health care labour market in 2005? What follows are some
general trends derived from background work done by the Canadian Institute for Health
Information (CIHI) and the Health Council.2 These trends raise questions about the
management of health human resources in Canada and have implications for how we design
future delivery systems and their requisite personnel requirements.

The largest group of health professionals in the Canadian health care system are
nurses, followed by physicians. We know relatively little about the rest.

There are more than 30 different health professions and occupations currently working in
Canadian health care. By far the largest group is nurses at over 40 per cent of the health
care workforce. This includes registered nurses, licensed practical nurses, and registered
psychiatric nurses. Physicians are the second largest group at nine per cent leaving the
remainder distributed among a variety of professions as indicated in Figure 1. While we
know a fair amount about nurses and physicians, we know relatively little about many of
the groups who make up the other 50 per cent of workers in the Canadian health care
system.

The supply of health professionals has varied over time.

Historically, the supply of health professionals in this country has not been a managed
enterprise. In all the professions there have been increases and decreases over time,
apparently unrelated to the health needs of the population. Figures 2 – 4 review the numbers
of health care providers per 100,000 population for a six-year period (1994 – 2002) as
follows:

• There has been no change in physicians – staying at 188 per 100,000;
• There has been a decrease in nursing: RNs have decreased from 804 to 734 per

100,000, and LPNs have decreased from 282 to 191 per 100,000;
• There has been a decrease in medical laboratory and radiation technologists from 282

to 191 per 100,000;
• There has been an increase in pharmacists (from 73 to 84 per 100,000), psychologists

(from 14 to 20 per 100,000), social workers (from 44 to 77 per 100,000), and in all of
the rehabilitation professions.

The question is why the changes? Was the reduction in nurses planned because an
assessment was made that lower hospitalization rates and lengths of stay would require
fewer nursing hours, or was it related to reduced funding levels for acute care institutions?
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How does the decrease in technologists relate to the increased purchasing of diagnostic
equipment? Is the rise in social workers and psychologists related to increased mental health
stress in the population? Does the rise in all of the rehabilitation professions signal a greater
disease burden? Were these changes planned progressions or were they relatively random?

The supply of health professions varies across provinces and territories.

Figures 5 – 10 review the status of different health professions in each of the provinces and
territories. Again, there are large differences across the country. Why does Newfoundland
and Labrador have 118 family physicians per 100,000 while Ontario has 85? Why does PEI
have 994 RNs per 100,000 while BC has 665? Why does New Brunswick have eight
chiropractors per 100,000 while the Yukon has 29? Why does Saskatchewan have 94 medical
laboratory technologists while Quebec has 39?

No doubt provincial and local differences in the health of residents can explain some of the
variation, but what other factors account for these differences?

Jurisdictions compete for the same personnel and jurisdictions with resources win.

In the absence of a national or coordinated recruitment plan, provinces and territories
compete with each other for a limited pool of providers. Figure 11 shows the migration of
physicians within Canada over a five-year period. British Columbia, Alberta and Ontario
have recruited the largest number of physicians and Newfoundland and Labrador, Quebec
and Saskatchewan have lost the greatest number. The practice continues to date – recently
the Calgary Health Region recruited two high profile surgeons from The Hospital for Sick
Children in Toronto.

Canada is not self-sufficient in training health professionals and relies on
international graduates to fill a service need.

Historically, Canada has always relied on international graduates to fill a gap in supply. The
countries of origin have changed over time: we rely less now on graduates from UK, Ireland
and Europe and more on graduates from South Africa, Asia and India. The ethics of this
behaviour is increasingly being questioned and has led to a proposal from these regions that
they be compensated for the loss of their personnel. If the push to decrease reliance on
international graduates becomes stronger, what are the implications for Canadian training
systems?

Figure 12 outlines international medical graduates as a percentage of the total medical
workforce. Again, there are differences across jurisdictions. Saskatchewan has the highest
percentage with over 50 per cent of its medical workforce being internationally educated
and Quebec has the lowest at 11 per cent.

How particular health professions are defined, accredited and regulated varies from
province to province to territory.

Accreditation, scopes of practice and registration requirements differ across the country. This
affects how the public understands the skills sets of various health care providers. It also has
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implications for mobility of personnel, workplace flexibility and institutional accreditation
requirements. For example, the number of registered midwives in Canada has grown from
less than 100 in 1993 to 450 today. Still, only six jurisdictions have made midwifery a
regulated health profession (Table 1).

Practice is changing over time.

Both the volume and type of services being provided by different personnel are shifting
based on individual decisions by practitioners. Nowhere is this more apparent than in
medicine. Figure 13 describes the changes in family medicine activities over an eight-year
period. These changes have significant implications for health human resource planning as
other professions may fill in the gaps. For example, in 1993, one in four family physicians
provided obstetrical services compared to only 16 per cent in 2001.

There is a mismatch between the career interests of graduates and available post-
graduate training positions.

Figure 14 outlines the gap between the career choices of medical graduates and the number
of family medicine training positions available. Table 2 provides similar numbers for
specialists. Spaces in family medicine go unfilled while new physicians choose other
specialties despite more competition for these training seats.

Part-time and casual work comprises a large percentage of some occupations,
particularly in institutional settings.

Figure 15 provides the percentage of full-time, part-time and casual nurses for each province
and territory. There is significant variation across the country and, while we do not know if
these differences reflect the preferences of the individuals involved, what is clear from these
data is that change is constant and varies from province to province to territory. Each
change has a discrete impact on overall labour market planning and forecasting. Do we have
appropriate mechanisms to track and interpret this dynamic environment for policy makers
and planners?
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Figure 1: Health Professions as a Percentage of Total Health Care Labour Force, 
Canada, 2003

Figure 2: Health Professions per 100,000, Canada, 1994-2002:
Physicians, Registered Nurses, Licensed Practical Nurses, Pharmacists

Note: Scales differ on some graphs. All data represent numbers of people, not full-time equivalents.

13
MODERNIZING THE MANAGEMENT OF HEALTH HUMAN RESOURCES IN CANADA:

Identifying Areas for Accelerated Change

RNs (37%)

LPNs (7%)

MD Specialist (4%)GP/FP (5%)

Dental (9%)

Therapists (6%)

Health Records (7%)

Social Workers (6%)

Pharmacists (3%)

Technicians (8%)

Opticians & Optometrists (1%)
Other (7%)

2.437

7.8819.6812.5813.4814.881

8.2572.157
2.767

408

1.191

632
2.342

462
7.282

8.384.975.675.674.37
0

001

002

003

004

005

006

007

008

009

20020002899169914991

Ra
te

 p
er

 1
00

,0
00

snaicisyhP sNR sNPL stsicamrahP



Figure 3: Health Professions per 100,000, Canada, 1994-2002:
Medical Laboratory Technologists, Medical Radiation Technologists,

Psychologists, Social Workers

Figure 4: Health Professions per 100,000, Canada, 1994-2002:
Chiropractors, Occupational Therapists, Physiotherapists, Respiratory Therapists
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Figure 5: Physicians per 100,000 by Jurisdiction, 2003

Figure 6: Registered Nurses, Licensed Practical Nurses, Registered Psychiatric Nurses per
100,000 by Jurisdiction, 2003
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Figure 7: Pharmacists, Psychologists, Optometrists per 100,000 by Jurisdiction, 2003

Figure 8: Rehabilitation Health Professionals per 100,000 by Jurisdiction, 2003:
Physiotherapists, Occupational Therapists, Chiropractors
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Figure 9: Oral Health Professionals per 100,000 by Jurisdiction, 2003:
Dentists, Dental Hygienists

Figure 10: Medical Laboratory and Radiation Technologists per 100,000
by Jurisdiction, 2003
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Figure 11: Physician Migration Within Canada, 1999-2003

Figure 12: International Medical Graduates as a % of Total MD Workforce, 2003
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Table 1: Regulation of Midwifery, 2005

Regulatory Status

British Columbia Regulation in effect.

Alberta Regulation in effect.

Saskatchewan Act passed but not proclaimed.

Manitoba Regulation in effect. 

Ontario Regulation in effect.

Quebec Regulation in effect. 

New Brunswick Not regulated.

Nova Scotia Not regulated.

Prince Edward Island Not regulated.

Newfoundland & Labrador Existing legislation dating from 1920 is 
considered inactive and is to be replaced.

Northwest Territories Regulation in effect.

Nunavut Not regulated.

Yukon Not regulated.

Figure 13: Changing Participation Rates in Family Medicine Activities, 1993-2001
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Figure 14: Choosing Family Medicine, 1994-2005

Table 2: Choosing Physician Specialties, Canada, 2005

Specialty 1st Choice Quota

Dermatology 15 6

Diagnostic Radiology 69 49

Emergency Medicine 59 27

General Surgery 60 71

Ophthalmology 32 19

Pediatrics 98 78

Plastic Surgery 26 14
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Figure 15: Full-time, Part-time and Casual Work for Nurses, 2003
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ACCELERATING CHANGE IN HEALTH HUMAN RESOURCES

This section synthesizes what we heard at the summit about how Canada can modernize the
management of health human resources. It highlights participants’ ideas on strategies for
change and showcases examples of innovation. Finally, the Health Council makes
recommendations for action by the many stakeholders who hold the keys to progress on
health human resources.

Many of the examples of innovation are too recent and small-scale to have been rigorously
evaluated. We need such research to understand what works in large systems and what
doesn’t. But we cannot simply wait for those answers. There are a number of promising
models that we encourage the country to consider now.

The summit confirmed our belief that Canada’s problems of health human resources will not
be solved simply by adding more money. Indeed, governments committed significant new
funding to HHR in the 2003 and 2004 accords – an important effort to “buy change,” as
Romanow advised.3 But participants told us repeatedly that solutions also require new
approaches to planning, a collective commitment to innovation, and smarter use of the
people and funding we have now. As representatives from the New Professionals Health

Network stated, the people who make our
health care system work must have the
right supports to do their jobs better and
to stay healthy themselves (Box 1).

In order to make real and lasting progress,
we also need to recognize how
interdependent are the various aspects of
the health care system. For example, a
workplace that supports staff training in
collaborative practice not only enhances
opportunities for new approaches to
patient care; such employers may also find
that workers are more satisfied, less likely
to look for early retirement, and more able
to foster the integration of new graduates
who have themselves been educated in
interprofessional care.

There was a great deal of goodwill evident
at the summit, but also a good dose of
frustration concerning the slow pace of
change. While many of the strategies
highlighted here are not new, the day’s
dialogue clearly spoke to a collective
interest in moving forward to address
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The New Health Professionals Network
(NHPN) represents over 20,000 people
training and/or working in nursing,
medicine, pharmacy, social work,
occupational therapy or physiotherapy.
Michael Garreau, NHPN co-chair and
president of the Canadian Nursing
Students’ Association, told the summit:

“We truly believe that patient care must be
improved by strengthening Medicare. That
means a national commitment to [among
other mechanisms] … comprehensive health
human resource strategies. … New health
professionals are up to the task. But we
need the funding, resources, payment
mechanisms, institutional structures and
supports, and planning to make this
happen.”

The full text of presentations by members
of the New Health Professionals Network is
available at www.futurefaceofmedicare.ca.

1



these critical issues, among many: burnout, shortages and inequitable distribution of care
providers, structural barriers to reforming care delivery, and disconnected planning efforts
across jurisdictions. All require collaboration among key stakeholders, but active leadership
is essential.

In each of our recommendations, we have tried to reflect the discussion at the meeting.
Based on current commitments on funding and reform, we have set a number of specific
targets which we believe are achievable within the next two to five years. The Health
Council acknowledges that substantial efforts are underway toward many of these objectives
– yet we challenge governments, professional associations, regulatory bodies, employers,
unions, and educators to go further, to work together and to work with us in reporting back
to Canadians on their progress. By 2010 we should expect that the HHR landscape will
present quite a different picture than it does today.
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Theme 1: Education and Training

In our first annual report to Canadians on health care renewal, the Health Council called for
accelerated change in several areas related to education and training. If collaborative
practice in interprofessional teams is the vision of the future, then the education and
training system for health workers needs to reflect that vision. And if we are to improve
service delivery and health status in Aboriginal communities, then we must encourage more
Aboriginal Canadians to consider health careers, while integrating knowledge from
traditional cultures into health professional education. The 2003 First Ministers’ Accord and
the 2004 10-Year Plan to Strengthen Health Care committed governments to promote
progress in both of these areas. A small number of promising initiatives are underway but
more are needed. In addition, the question of whether Canadian jurisdictions should continue
to actively recruit internationally-educated professionals, rather than plan to be self-
sufficient in preparing our own health care providers, was also examined at the summit.

Interprofessional education

A recurring theme at the summit was the need to expand on some promising initiatives in
interprofessional education to build a workforce skilled in working effectively in health care
teams. Such collaborative practice is widely recognized as key to solving many of Canada’s

health human resource problems. New ways
of sharing responsibilities for patient care
have huge potential to make our health
system more sustainable, more effective,
and more responsive to population health
needs such as chronic disease prevention
and management (Box 2).

The Interprofessional Education for
Collaborative Patient-Centred Practice
Initiative (IECPCP), led by Health Canada,
is a major undertaking to nurture this
transformation in health care delivery.4

Funds totaling $19.3 million are
supporting two-year projects (running
between 2005 – 2008) to promote and
demonstrate the benefits of
interprofessional education in a wide
range of settings and types of care
delivery.

Two universities in Canada have established interprofessional programs for health sciences
education. Several others are starting programs on a smaller scale or are supporting student-
led initiatives (Box 3). Colleges, which educate a significant number of health care providers
(including – among many other fields – nursing, medical laboratory and radiation
technologists, paramedics, and assistants in gerontology, dental hygiene and medical
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Interprofessional education is the process
of health professions learning together to
promote collaboration and in the delivery
of health care. It involves developing
mutual understanding of and respect for
the contributions of various disciplines.
Students learn through shared problem-
solving and by including patients in
decision-making in their health care.
Professions involved may include
pharmacy, social work, nursing, medicine,
and a range of other disciplines such as
public health, dentistry, rehabilitation
sciences, and health care technology, as
well as traditional or native healing.

2



information), are also at various stages of
implementing interprofessional education
models.5

The summit highlighted a number of
specific strategies to accelerate change in
interprofessional education.

Use funding to stimulate change.

Significant investments may be required to
push innovation in interprofessional
education and training. Funds should be
dedicated for this purpose – for such
things as administrative support and
additional training for faculty and
mentors. This does not necessarily mean
spending more, but instead using money
more creatively.

Cultivate collaboration between
ministries of health and education.

To achieve reform in planning for
education in the health professions,
ministries of health and education need to
collaborate within and across jurisdictions,
as well as with academic institutions and
regional health planners. Too often,
training seats are funded through one
ministry (education), while policies and
planning for health care delivery are set in
another (health). In an example of how
governments can reorganize to articulate
and meet common goals, Ontario has
recently announced the appointment of an
assistant deputy minister to lead a new
Health Human Resources Strategy
Division; he will report jointly to the
Ministry of Health and Long-Term Care
and the Ministry of Training Colleges and
Universities.

Involve students.

Students make valuable contributions to
their own learning environments as leaders,
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At Memorial University of Newfoundland
(MUN), the Centre for Collaborative Health
Professional Education brings together five
disciplines (medicine, nursing, pharmacy,
social work, and education) to design,
deliver and evaluate interprofessional
education for future health professionals.
Established in 1999, MUN’s centre has
become an incubator for research on health
professional education and the
development of competencies on
interprofessional teamwork.

On the other side of the country, the
College of Health Disciplines at the
University of British Columbia (UBC) leads
15 health and human service programs in
interprofessional education and research.
As well as coordinating opportunities for
students to train together intensively across
disciplines, the Division of Interprofessional
Education administers courses on complex
problems such as patient safety, HIV/AIDS,
family violence, and palliative care that
demand collaboration.

Newer initiatives include Queen’s
University Interprofessional Patient-Centred
Education Direction (QUIPPED). This
program will incorporate an
interprofessional team approach into its
education and training programs for
medical, rehab therapy and nursing
students.

At George Brown College in Toronto, the
Centre for Health Sciences has embarked
on an initiative in interprofessional
education which will include more than 16
programs in dentistry, gerontology,
information management, nursing, hearing,
and fitness and lifestyle management.

3



recruiters, peer mentors, among many other roles. A particular strength of the interprofessional
education program at UBC’s College of Health Disciplines is the involvement of the Health
Sciences Students Association (HSSA, www.health-sciences.ubc.ca/hssa). This group, the first of
its kind in Canada but now part of a national movement involving students at 20 universities,
passionately promotes the program at area high schools and helps to orient first-year students
to the philosophy and values of the program. Comprised of students in midwifery, laboratory
sciences, rehabilitation therapy, dentistry, medicine, nursing, nutrition, social work, psychology,
and other disciplines, this organization represents the great potential for change that can come
through thinking and learning through an interprofessional perspective.

Ensure that academic and clinical training sites are both supportive and supported. 

Complex logistics are one of the major challenges of interprofessional education. Integrated
classes and training opportunities need to be scheduled to mesh with multiple curricula. Students
may need transportation and/or accommodation support (for training in rural areas, for example).
Along with the necessary financial and administrative supports to make these programs work,
faculty and community-based clinical mentors may need time and resources to allow them to
learn new ways of educating and evaluating students outside the tradition of single disciplines.

Make sure there are collaborative practice environments where students can train
and work.

To achieve progress in this area, we need
parallel action on training at a number of
levels – pre-professional and on-the-job
training, for health care providers as well
as for their managers. Students need
training that prepares them for this new
vision of health care; they need mentors
experienced in interprofessional team
work; and they need workplaces where
collaboration is modeled to attract, support
and retain them once they graduate. If we
are serious about making teamwork a core
competency for all health professionals, no
one should graduate from a health care
education program without experiencing
work with an interprofessional team.

Even if formal interprofessional education
programs are lacking, employers can play
a leadership role in brokering creatively
with their academic partners, as
experience at the Toronto Rehabilitation
Institute has shown (Box 4). Ideally,

however, students should receive interprofessional experience through their college or
university as well as during clinical placements.
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Toronto Rehab has undertaken a new
approach to clinical placements in
rehabilitation and complex continuing care.
This specialized teaching hospital hired an
interprofessional education leader who
twice yearly gathers a team of seven to
eight students from the faculties of
medicine, nursing, social work and
rehabilitation sciences at the University of
Toronto. For their eight weeks on site, the
student teams are placed with a clinical
service that has demonstrated exceptional
teamwork – so that students see
interprofessional care in action and come
to understand the roles of other
professions. Their training focuses on
problem-solving around individual patients
– people recovering from stroke, for
example – and understanding how each
profession contributes to optimal care.

4



Flexible education and entry-to-practice programs

Because of the way health professional education is currently structured in Canada, many
opportunities to bring new people into the workforce are missed. Students may embark on a
multi-year degree but, for any number of reasons, may not complete it as planned, resulting
in substantial loss of public and personal investment. In other cases, students may be
daunted by the cost or workload of a full educational program, despite a strong interest in a
health career.

While maintaining standards for quality of care and public safety, can we reorganize
education to capture those students’ interests and skills in an appropriate health care
position? Can we do better at supporting them to increase their credentials in the future – to
help them train for more advanced work?

A tiered pathways approach through modular education and laddered credentialing would
provide students the option to graduate into the health care workforce at various stages of
training. This strategy has potential to be particularly valuable for Canada’s rural and remote
areas, where access to services is often limited by a shortage of health care providers. Tiered
career options has also been suggested as an important approach to increase the numbers of
Aboriginal health professionals, an issue discussed further below.
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Recommendation 1: Expand opportunities for interprofessional
education and post-graduate collaborative practice.

Lead responsibilities:
• Universities and colleges to design new programs;
• Governments to fund programs;
• Employers and unions to create workplaces supportive of teamwork.

With current funding from the IECPCP Initiative as a foundation for change, the
Council believes that the following objectives are achievable:

By 2008:
a. Each of Canada’s university health sciences programs should offer an

interprofessional educational program through collaboration among appropriate
disciplines to integrate their curricula.

b. Incentives such as tuition subsidies should be available to encourage students
and post-graduate trainees to enter interprofessional education programs.

c. A collaborative practice workplace fund should be created to enable primary
health care settings to provide high-quality interprofessional care and education
(for example, to fund mentorships and logistical support for such costs as
transportation in rural areas and information technology).

d. All health professionals – both new graduates and the existing workforce –
should be able to access an interprofessional clinical learning experience.



Nunavut’s Department of Health and Social Services has embarked on just such a program –
a major reform in health professional education in order to address chronic shortages in
health human resources by developing a home-grown workforce (Box 5). Colleges and
universities in all jurisdictions should investigate how programs can be redesigned and how
institutions might collaborate to increase options for students.

29
MODERNIZING THE MANAGEMENT OF HEALTH HUMAN RESOURCES IN CANADA:

Identifying Areas for Accelerated Change

In Nunavut, a 20-year plan for health human resources includes a “closer to home”
strategy to help the territory rely less on southern providers and more on Nunavummiut
to meet local health services needs. Central to this strategy is a tiered approach to the
education of health professionals, using long-distance technology to deliver some of the
teaching – to minimize the amount of time students must spend away from home – and a
mentorship program designed to support new professionals as they enter and progress in
their work. The tiered pathways concept includes:

Tier 1 – Assessment of core competency and access programs (to fill gaps in knowledge).

Tier 2 – Certificate / diploma programs to qualify students for entry-level roles in fields
such as maternal care, medical interpretation, dental health, home care, rehabilitation and
social work, among others. For example, maternal care workers can support midwives by
providing prenatal education about nutrition and newborn care.

Tiers 3 & 4 – Degree programs to qualify nurses, midwives, dentists, pharmacists,
physicians, rehabilitation therapists, and others. These programs will be conducted in
collaboration with universities in southern Canada, with the vision of creating
interprofessional cohorts of Inuit students who will travel and study together.

Tier 5 – Advanced education and experience to develop Inuit leadership in health
professional education.

Another goal of this initiative is to ensure that, along with their field of specialty, all
health professionals in Nunavut will have good generalist knowledge. Modular training
will be mandatory in the following areas:

• Inuit values and culture
• public health
• rehabilitation
• maternal and child health
• mental health – addictions and suicide
• information technology.

5
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Workforce diversity and cultural competency

Despite Canada’s commitment to cultural diversity, our health care workforce does not
adequately reflect minority groups in our population, a gap which has implications for
patient outcomes. Multicultural representation is lacking in some health professions, and
there are concerns that rising tuition fees (particularly in medicine) restrict representation by
socioeconomic class.6 The HHR summit focused particularly on the shortage of Aboriginal
health professionals – from First Nations, Inuit and Métis communities – and the remainder
of this section addresses this issue.

The Royal Commission on Aboriginal Peoples recommended in 1996 that 10,000 Aboriginal
health professionals be trained in the next 10 years. As we near the end of that decade,
Canada remains very far from achieving this goal and data to track progress are lacking. As
Malcolm King (chair of the University of Alberta’s Aboriginal Health Care Careers
Committee) told the summit, there are at most 200 Aboriginal physicians and about 1,200
Aboriginal nurses practicing, with only a fraction more now in training.7 Much smaller (and
undocumented) are the numbers of Aboriginal dentists, dieticians, pharmacists, social
workers, speech therapists, midwives, health administrators and other professions along the
spectrum of health care. Simple equity dictates that we do better, but the fact that Aboriginal
peoples in Canada are worse off than the general population on almost every measure of
health status makes this a particularly urgent issue.

Aboriginal health professionals will enhance health care in a number of ways – whether they
work in their own communities or in other settings. They can bring the necessary knowledge
of and respect for culture and history to their work. If working in their own communities,
they may improve access to care in under-served areas and better enable Aboriginal patients
to participate fully in their own care. And they can serve as role models for future
professionals and as respected advocates for policies to support the social and economic
health of communities.

Recommendation 2: Create more interim training and certification
steps along pathways to health careers.

Lead responsibilities:
• Universities and colleges to design and implement programs;
• Governments to fund programs;
• Regulatory boards to work in partnership with educational institutions and

professional associations to design and accept new credentials;
• Employers and unions to embrace new roles for providers.

By 2010:
Existing health science programs in each jurisdiction, in partnership with college-
level training institutions, should offer tiered pathways in the health professions.



In addition, we must recognize that, regardless of cultural origin, people in rural and remote
communities may have different health care needs compared to urban populations. They also
face the added burden of travel with its significant financial and social costs. This is true not
only for specialized hospital-based care, but often for services in dental health,
rehabilitation, mental health and other aspects of health care which rely on a mix of public
and private insurance and out-of-pocket private payment. Despite Canada’s increasing
urbanization, we must not neglect the factors such as higher unemployment and lower
incomes which can contribute to lower health status in rural and remote parts of the
country.8

The Health Council believes that, in addition to the measures described earlier with respect to
interprofessional education, progress to increase the diversity of Canada’s health care
workforce depends on the following actions:

Expand efforts to actively encourage Aboriginal students to train in health
professions.

Several models exist in Canada – for
example, the University of Alberta’s
Aboriginal Health Careers Program, which
will graduate its 37th Aboriginal physician
this year. A task group of the Social
Accountability Initiative of the Association
of Faculties of Medicine of Canada (AFMC)
has recently recommended that every
medical school adopt a similar program.
Other health professions should follow
suit. To sustain these programs, we need to
motivate students early and ensure the
necessary supports are in place for trainees
and faculty. One critical long-term
approach is for ministries of health and
education to invest collaboratively in
primary and secondary school education
in Aboriginal communities to reduce
disparities in school performance,
particularly in math and sciences. (Box 6)

Among other things, funding is required to support dedicated mentors and living expense
stipends. Currently, there are Aboriginal students ready to enter programs but in some cases
no funding to support them.

Use a “cohort approach” to support students.

A cohort is a group of students training together – for example, a group of Aboriginal
nursing students at the same university. Experience shows that students benefit from
learning as part of a group, where they can mentor one another and their numbers can
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Identifying Areas for Accelerated Change

Saskatchewan is leading two initiatives to
promote mentoring of Aboriginal students
in health and science programs. Both are
collaborations among the western and
northern provinces and territories. One
project involves the creation of training
materials for mentors and is part of a
longer-term endeavor to recruit, retain and
support the success of Aboriginal students.
The other project is a survey of the
jurisdictions to understand current
initiatives and gaps in recruitment and
retention of Aboriginal health sciences
professionals – part of a regional effort to
move graduates successfully into the health
care workforce and keep them working
over time.

6



justify a targeted program. Currently, some universities and colleges have seats in health
sciences programs reserved for Aboriginal students but the numbers tend to be too small to
create a cohort. Where this is the case, interprofessional cohorts may be a good adaptation
of the cohort model. For example, a college or university could work with a remote
community to educate a group of students in a range of health professions which the
community needs. This approach could not only increase the supply of home-grown health
care providers, but also train students collaboratively to give them a solid foundation for
future interprofessional practice.

Work in partnership with Aboriginal and remote communities.

It is important that communities be involved in designing and implementing programs that
will provide them with their future health care providers. Students benefit from maintaining
a connection with their cultural community during training, and the community in turn can
provide clinical placement opportunities before and after graduation. Adopting an
interprofessional cohort approach, described above, is another way to work in partnership
with under-served communities. We must recognize, however, that current funding and
compensation structures can be an obstacle to this kind of partnership and must be reformed
in order for progress to occur.

Reform curricula. Use competency requirements to stimulate change.

The summit heard that, at minimum, every medical faculty in Canada should provide cross-
cultural education in Aboriginal health practices – to improve care for Aboriginal Canadians
and to enhance mainstream medical training. Again, other health professions should also
consider following this model. In Alberta’s Aboriginal Health Careers Program, teaching
about traditional medicine is led largely by the students themselves. This experience deepens
students’ cultural knowledge, helps them stay connected with Aboriginal elders and other
community teachers, and contributes to their role as peer mentors and leaders in the
educational environment. To make this kind of learning more than an optional add-on,
Canadian colleges and universities – along with accreditation and professional certification
bodies – are encouraged to integrate perspectives in indigenous health into their core
curricula and competency requirements.

Collect and publish data on the student population to help track progress over time.

We do not know how many First Nations, Inuit and Métis students are currently enrolled in
all health care education programs or how many Aboriginal Canadians are working in health
professions overall. It will not be possible to track progress in this area without better data.
Publicly available data should include both the number of students enrolled and the
characteristics of supportive programs. Publications ranking college and university programs
should assess how well each institution recruits and supports Aboriginal students.

Significant activity is underway to support the growth of an Aboriginal health workforce in
Canada. In September 2004, the federal government agreed to invest $700 million over five
years to develop and implement a “Blueprint on Aboriginal Health” to improve health services
and the health status of Aboriginal people. In this initiative, $100 million is earmarked for
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