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Directions for Change

® Enable the establishment of personal electronic health records Jfor each
Canadian, building on the work currently underway in provinces and
territories.

® Take clear steps to protect the privacy of Canadians’ personal health
information, including an amendment to the Criminal Code of Canada.

* Provide better health information to Canadians, health care providers,
researchers and policymakers - information they can use to guide their
decisions.

* Expand the scope, effectiveness and co-ordination of health technology
assessment across Canada.

* Create four research Centres for Health Innovation to address the gaps
in applied research in important areas of Canada’s health care system,
including rural and remote health, health human resources, health
promotion and pharmaceutical policy.

* Forge stronger linkages with researchers in other parts of the world and
with policymakers across the country.

( )

THE CASE FOR CHANGE

We repeatedly hear that the 21% century is the age of information and evidence — a time
when the keys to progress and success lie in our ability to innovate, to tap into new information
and evidence and transform ideas into exciting new developments, new services, and new
solutions. In health, information, evidence and ideas have the potential to unlock the cures to
many of today’s illnesses, identify the genetic source of chronic illnesses, give health care
providers access to the latest and best information on new treatments or drugs, improve the
quality and safety of care within the health care system, and most importantly, empower patients
to manage and maintain their own health,

Some might wonder why a chapter on information would figure so prominently and be
placed at the beginning of a report on the future of Canada’s health care system. The answer is
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that leading-cdge information, technology assessment and research are essential foundations for
all of the reforms outlined in subsequent chapters of this report. Furthermore, health research —
especially biomedical and scientific research — is an increasingly important component of
Canada’s knowledge economy and a source of high-skilled, well-paid employment for
thousands of Canadians.

To take full advantage of the potential of information, evidence and ideas in the health care
system, the necessary information infrastructure must be in place. This requires action on three
important fronts: putting essential information management and technology systems in place,
improving our ability to assess and manage the potential benefits of health care technologies, and
expanding our applied research capacity across the country.

These three aspects are clearly linked. Putting the information management and technology
infrastructure in place means that essential information can be collected, compiled and used to
make better decisions and improve quality and care within the system. Improving our ability to
assess new technology means that only the most effective new treatments, prescription drugs or
equipment would be purchased and used in Canada’s health care system. With better information
management and technology in place, researchers can assess the impact and value of different
treatments and approaches to delivering health care services in addition to developing and testing
new discoveries and cures. Together, these three “pieces of the puzzle” can create a 21 century
information and evidence infrastructure that will guide and inform the future of Canada’s health
care system, improve its efficiency, and most importantly, improve the health of Canadians.

BUILDING CANADA’'S HEALTH INFORMATION
TECHNOLOGY INFRASTRUCTURE

RECOMMENDATION 8:

A personal electronic health record for each Canadian that builds upon the work
currently underway in provinces and territories.

RECOMMENDATION 9:

Canada Health Infoway should continue to take the lead on this initiative and be
responsible for developing a pan-Canadian electronic health record framework built
upon provincial systems, including ensuring the interoperability of current electronic

health information systems and addressing issues such as security standards and
harmonizing privacy policies.

RECOMMENDATION 10:
Individual Canadians should have ownership over their personal health information,

ready access to their personal health records, clear protection of the privacy of their

health records, and better access to comprehensive and credible information about
health, health care and the health system.

RECOMMENDATION | I:

Amendments should be made to the Criminal Code of Canada to protect Canadians’

privacy and to explicitly prevent the abuse or misuse of personal health information,
with violations in this area considered a criminal offense.
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RECOMMENDATION 12:

Canada Health Infoway should support health literacy by developing and maintaining
an electronic health information base to link Canadians to health information that is

properly researched, trustworthy and credible as well as support more widespread
efforts to promote good health.

Introducing Personal Electronic Health Records

Information technology has literally revolutionized the way information is collected, stored,
shared and used. It is one of the “four strong winds” forcing change in health care today (Decter
2000). Good information systems are essential to a high quality health care system. They allow
health care providers, managers and policymakers to share information and use the best available
evidence to guide their decisions. They can also forge a strong link between quality on the one
hand and accountability on the other.

Increased use of information technology in health care can also have important benefits for
patients. It can provide them with better access to their own health information as well as to
relevant health knowledge, which in turn allows them to play a more active role in maintaining
their health and making decisions about their medical care.

Provinces and territories, health regions, and health care providers understand and support
the need to make better, more effective use of information technology in addressing a number
of challenges in today’s health care system. Yet, despite this consensus, progress has been slow
and provincial and federal initiatives are being developed in isolation, despite the fact that the
costs of each government going it alone are very high. Initiatives in provinces are motivated by
different interests and objectives and it is not always clear if the projects are driven by
administrative priorities, commercial interests, or the interests of citizens. In addition, as
outlined in Chapter 7, there is much that remains to be done to provide rural and remote parts of
the country with the basic electronic infrastructure to facilitate developments such as telehealth.

Much of the focus in information technology applications in health care has been on
electronic health records. Why are electronic health records so important?

Electronic health records are one of the keys to modernizing Canada’s health system and
improving access and outcomes for Canadians. An electronic health record provides a
“collection of personal health information of a single individual, entered or accepted by health
care providers and stored electronically. The record may be made available at any time to
providers, who have been authorized by the individual, as a tool in the provision of health care

services” (HC 2001f). Data are entered on individuals’ personal health records every time they
visit their physician, have a prescription filled, have a lab test, or go to the hospital. The
electronic record provides a systematic, historic record of every interaction a person has with the
health care system.

Currently, much of the clinical and administrative information in the health system is
contained in files of paper records. In most cases, health care providers and their organizations
decide what information is relevant for their purposes and what form the information should
take. As a result, the current health record system can be described as an assortment of non-
standardized patient information stored in isolated patient records.

Paper records are increasingly becoming obsolete and inadequate. They limit the flow of
information, insufficiently document patient care, impede the integration of health care delivery,
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create barriers to research, and limit the information available for administration and decision

making. They also limit Canadians’ ability to access their personal health records and use their

personal health information for making decisions about their own health and health care.
In contrast, electronic health records provide important advantages.
Diagnoses, treatments and results can be improved when health care providers have
access to complete personal health information and can link that information to clinical
support tools. In a recent survey from the Canadian Medical Association, over 76% of
physicians agreed that improving how patient information is shared is an important or
very important potential benefit of electronic health records. Further, 68% agreed that the
use of electronic health records would result in improvements in clinical processes,
efficiency of workflow, and continuity of care. Almost 60% said that electronic health

records would improve the quality of care (Martin 2002).

* Accuracy of personal health records can be improved. With an electronic health record,
information from a variety of health care providers is collected and stored on a single
record, providing a more complete and more accurate record of an individual’s personal
health history.

¢ Efficiency can be improved. As one health region described it, roughly 30% of nursing
time is spent managing paper records. Just a 5% reduction in the time nurses spend doing
charts could free up the equivalent of 90 nursing positions and generate $5 million a year
in savings. They also point to potential efficiencies in managing chronic diseases by
targeting efforts to expand electronic health records at the primary health care level
(Calgary Health Region 2002a and 2002b).

* Electronic health records provide aggregate data that can be used in health research and

in health surveillance, tracking disease trends and monitoring the health status of
Canadians.

Security can be improved. From the point of guaranteeing necessary access to health
records, precautions need to be put in place to ensure that electronic health records do not
become an obstacle when accessing health services. Necessary safeguards must be in
place to ensure that a network crash never serves as an obstacle to obtaining necessary
care. Furthermore, electronic health records bring together a host of health
records that were previously physically dispersed into a new
“A jewel in our crown is our comprehensive format. This change will have important implications in
terms of the physical security of personal health information.

With a complete system of electronic health records in place, there are
some important benefits for individual Canadians, for health care
[Medical Record] is the key tool providers, researchers and the system as a whole.

Individual Canadians would have secure on-line access to their personal
electronic health records. One potential scenario could involve the

electronic medical record

system ... We believe the M-R

in improving health outcomes for

our patients ... and it saves development of a Web site to access personal electronic health records
. " similar to on-line banking, where individuals could log onto the system

time and money. . e )
using a personal identification number. At the click of a mouse, they would

G H c . . .
ROUR HIEALTH CENTRE have access not only to their personal health information but also to a
SAULT STE. MARIE. PRESENTATION AT . i . . e ]

SUDBURY PUBLIC HEARING. broader base of general information on health issues. With this information,

individuals can play a more direct role in managing their own health.
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Health care providers would have access to clinical decision support tools to assist them in
making decisions based on the best available evidence. Health care providers would be able to
access patient records at the point of a clinical encounter. It would help manage the massive
amounts of complex health information and ensure that health care providers have complete and

accurate information about patients’ health and health care histories. It also
would improve physicians’ ability to access the latest information, select
the best course of action, and use evidence to guide their decisions.
Researchers and policymakers would have access to aggregate data
compiled through the electronic health record system. These data could be
extracted generically for health research purposes, without being linked to
any individual electronic health record. The Commission understands that
researchers would, in many cases, prefer to have access to “person-
oriented” health information to allow them to track certain illnesses or
health-related factors over time. Only when there are sufficient safeguards
in place and the system has demonstrated its ability to protect the privacy
of individuals, should researchers have access to “person-oriented” data.
This information could be used to monitor and measure outcomes and

“There is no national,
interprovincial or cross-
jurisdictional coordinating body to
ensure health practitioners have
cost effective and universal
access to the best patient care

and heatlth research information.”

CANADIAN HEALTH LIBRARIES
ASSOCIATION 2001.
WRITTEN SUBMISSION.

allow increased health surveillance in the management and treatment of
particular diseases, especially for patients with chronic illnesses.

Finally, the overall quality of the health care system can be improved. The electronic health
record system would enhance the ability of health care managers and researchers to identify and
respond to medical errors or problems that occur in the health care system, and improve patient
safety and quality of care. Currently, problems in the health care system related to patient safety
are not well monitored or identified for a host of reasons including the lack of information
technology to monitor and track errors and also the fear of blame and liti gation.

A Leadership Role for Canada Health Infoway

Clearly, the benefits of electronic health records are substantial for Canadians, for health
care providers and managers, and for governments. While a number of electronic health record
initiatives are underway across the country, progress on the major provincial initiatives has been
slow and costs have been high. Greater collaboration among governments could both speed up
development and save costs for all Canadians.

Some intergovernmental co-ordination has occurred under the intergovernmental Advisory
Committee on Health Infostructure (ACHI). In December 2000, ACHI released a Blueprint and

Tactical Plan for a pan-Canadian Health Infostructure identifying the following three priorities
(HC 2000):

* developing an electronic health record system;

* developing integrated provider solutions, including clinical decision support tools and
ultimately an electronic provider portal; and

* providing relevant, credible and timely health information to the public to empower
individuals to manage their own health through a Canadian Health Network and self-care
and telecare services.

Following from the First Ministers’ Agreement in September 2000, the federal government

invested $500 million into Canada Health Infoway. Infoway is an independent, non-profit
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corporation with responsibility for accelerating the development and adoption of modern
systems of information technology with the aim of providing better health care. Infoway is
currently attempting to build on existing initiatives and pursue collaborative relationships with
the provinces and with the Advisory Committee on Health Infostructure. The Commission
believes that, with continuing diligence, Infoway’s funding can go a long way in supporting the
necessary ongoing cfforts to create a national electronic record system. Further funding, if
necessary, should come only after discussion by the federal, provincial and territorial health
ministers.

Given its mandate, Infoway is uniquely poised to provide overall leadership and to act as a
catalyst in moving forward on essential information management and technology initiatives.
This work will require ongoing support from provincial, territorial and federal governments to
ensure that decisive and timely action can be taken to put the necessary systems and networks in
place: There is wide consensus in the health care system that electronic health care records are
essential to future improvements in the system and in the quality of care. Deliberate action is
needed on an urgent basis to put the necessary systems in place and begin to see some tangible
and concrete progress. The proposed Health Council of Canada should conduct an assessment
of Infoway’s progress in this area in two years™ time and provide its findings and future
recommendations in a public report to Canadians and health ministers.

Empowering Canadians and Protecting Their Privacy

Moving to an electronic health records system provides important benefits to Canadians,
particularly in terms of giving them ready access not only to their own personal health care
information but also to a wealth of trusted, credible information on a variety of health topics.

At the same time, many Canadians worry that their personal health information could be
abused or misused. [ssues surrounding protection of privacy are serious and complex. On the one
hand, Canadians need a strong assurance that their personal health information is used only by
those who need it and only under certain circumstances. The Privacy Commissioner of Canada
notes that there are privacy risks whenever personally identifiable information is stored
electronically. Therefore, rules need to be in place to ensure that personal
health information is carefully safeguarded. Most often, those rules focus

“We are still very concerned,
obviously, about privacy of
information and personal health
information; but in order for the
system to function as efficiently
as possible ... there needs to be
access and a flow through

of the information.”

CONSUMERS' ASSOCIATION OF
CANADA. PRESENTATION AT
TORONTO PuBLIC HEARING.

on requiring individuals’ consent before their personal information is
accessed and shared. On the other hand, health care providers need access
to personal health information in order to provide the best possible care to
patients, to guide their decisions, and ensure that they have a complete
picture of an individual’s health needs. Privacy rules have to strike the
right balance between strict privacy protection procedures and the
legitimate and important need for health care providers to access personal
health information, oftenon an urgent or emergency basis.

Consistent and clear privacy rules should be in place across the
country. With the aim of protecting individual health information to the
greatest extent possible, amendments should be made to the Criminal
Code to make abuse or misuse of personal health information a criminal
offense. Specifically, it should be a criminal offense for anyone to acquire,
use or share another person’s personal health information for purposes
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that do not explicitly relate to the management of the health of the person to which the records
relate. These amendments should also prohibit authorized users of the information from utilizing

it for purposes other than this intent without the consent of the patient.

Expanding Health Literacy

Another important benefit to Canadians lies in the potential for the electronic health record
system to go beyond just a record system to provide comprehensive health information.

Increasingly, Canadians are turning to the Internet as a source of health
information. Roughly half of the people who use the Internet use it to search
for health-related information (Statistics Canada 2001d). Despite concerns
that specific health information is difficult to access and may not be credible,
the majority agreed that the Internet, as a health resource tool, has made
them more knowledgeable about their health and health-related jssues.

To provide Canadians with the necessary tools and information about
health and health issues, a multi-layered approach is needed — one that
addresses not only how health information is packaged but also how it is
accessed, interpreted and used (Jadad 1999). Specifically, Canadians need:

* comprehensive and integrated pools of credible information that

are presented in intellectually appealing and user-friendly formats;

* timely access to relevant and credible health information;

“We need to do more than
disseminate reliable nutritional
information, we must also
motivate Canadians to use

that information.”

DIETICIANS OF NEWFOUNDLAND AND
LABRADOR. PRESENTATION AT
ST. JOHN's PUBLIC HEARING.

* optimal skills to process and understand the relevance of health information; and

make about their health and health care.

receptive environments where they are able to use information as part of decisions they

Looking at the various Web sites of health information available today, it is obvious thal the
public sector has played a limited role in providing health information to the public (HC 2001f).
In contrast, the private sector, in the United States in particular, has flooded the Internet with
electronic health information. Unfortunately, the credibility of this-information is uncertain since

much of it is posted and sponsored by particular commercial enterprises.

To date, a primary source of electronic health information for
Canadians has been the Canadian Health Network. The network currently
provides 12,000 e-based English and French language health resources on
26 health topics ranging from health promotion and ways of staying
healthy to specific illnesses such as cancer. These resources reach beyond
Canadian sites and material to include relevant international material. In
addition, the network provides links to discussion groups on various topics
and offers users a guide for evaluating the quality and reliability of other
health information available on the Internet.

Infoway should play a key role in promoting health literacy as it
relates to the development of an electronic health record system by
opening the door to a vast amount of trusted, credible health information
for Canadians. It should build on work already done by the Canadian
Health Network and establish linkages to other reliable sources of
electronic health information. The Network could serve as the foundation
for the development of a comprehensive health information Web site with

“Canadians strongly value and
endorse individual responsibility
and accountability and want
information that will help them to
make educated life choices. They
also believe that governments are
responsible for providing them

with the information they need.”

FPT MINISTERS RESPONSIBLE FOR
PHYSICAL ACTIVITY 2001.
WRITTEN SUBMISSION.
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links to a number of credible national and international Web sites. Infoway should also work
with the Canadian Institutes of Health Research to build up an electronic health information
evidence base and link it into current electronic health record developments. Linkages should be
made with existing health information sources at the provincial, territorial and regional levels,
particularly in the area of prevention and promotion.

The following vignettes provide examples of how access to personal health records,

[
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combined with trusted sources of health information, can benefit individual Canadians.

A young woman learns from her doctor that she is pregnant for the first time. Her physician gives her
some good information about the things she needs to do to make sure she has a healthy pregnancy,
including taking vitamins, watching her diet, exercising regularly, and avoiding alcohol. She has heard
about several risk factors and wants to do as much as she can to avoid them. So she goes on the Internet,
enters her personal identification number, and has access to important facts from her personal health
history. She knows, for example, that a family history of diabetes might have an impact. She connects to
the health information side of the system and finds a wealth of reliable information about pregnancy and
diabetes, including the signs to watch for. She makes a list of some questions she wants to ask her doctor
at her next visit. She also finds links to other information and resources available in her community.

An elderly couple has led an active and independent life, but recently, the husband has been
showing persistent signs of forgetfulness and disorientation. The doctor confirms it is the early signs of
Alzheimer’s disease. Faced with this devastating news, they decide to learn as much as they can so they
can be well prepared for what is to come. They contact a local branch of the Alzheimer’s Society and learn
the latest and most accurate information is available through the electronic health records system. They
go to the local library and are able to access the information using the husband’s personal identification
number. Although the computer is in the library, they can use it in confidence because the system protects
their privacy. They find a lot of helpful information. They also get information on personal directives and
living wills that allows them to discuss the options and make decisions along with their children.

A 12-year-old boy has been diagnosed with juvenile diabetes. He needs to track his insulin levels and
other information about how he is feeling through the day and provide that information to the health
management team that is monitoring his care. With that information, they can regulate his dosage of
insulin, his diet, his activity levels, and help manage his care. The boy uses a mobile device like a Palm
pilot. He feeds information into the Palm pilot during the day, and at night, he hooks it up to his home
computer, types in his personal identification number, and sends it to the health management team. During
regular meetings, he and his parents go over the information with the health management team. He and
his parents can also use his personal identification number to access information about juvenile diabetes,
especially research that is underway to find a cure.
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STREAMLINING AND IMPROVING HEALTH
TECHNOLOGY ASSESSMENT IN CANADA

RECOMMENDATION 13:

The Health Council of Canada should take action to streamline technology assessment
in Canada, increase the effectiveness, efficiency and scope of technology assessment,
and enhance the use of this assessment in guiding decisions.

The Growing Importance of Health Technology Assessment

Advances in health technology have tremendous potential for changing the organization and
delivery of health care services and improving health outcomes for Canadians, but they come at
a price. More varied and sophisticated equipment and products come onto the market on an
almost daily basis. In making decisions about whether to purchase and use these new
technologies, health care managers and decision makers must rely on the best available
assessment of the impact, benefits and effectiveness of new technologies on health care and
health outcomes.

Health technology assessment is a comprehensive and systematic assessment of the
conditions for and the consequences of using health care technology. It provides relevant
information to managers, decision makers, and health care providers on the safety, economic
efficiency, clinical effectiveness, as well as the social, legal and ethical implications of using
new and existing technologies. Indeed, health technology assessment should be about what is
best for the patient — medically and economically — and not about technology for technology’s
sake. The assessment is intended to help health policymakers, providers, and especially, health
organization managers make decisions about whether to purchase and use new technologies,
whether to replace old technologies with new ones, and what benefits they can expect to see.

With continuing innovations in technology and mounting cost pressures, the need for
careful technology assessment will become even more acute. Suggestions have been made that,
with rapidly expanding and changing knowledge and new technologies and treatments, health
care providers have trouble keeping up with the knowledge being generated (Davenport and
Glaser 2002). The best way to enhance their use of information is to *make the knowledge so
readily accessible that it can’t be avoided” (Davenport and Glaser 2002, 108).

In a similar vein, Morgan and Hurley (2002a) suggest that the inflationary pressures
associated with health care technologies could be better controlled through policies that
influence decisions made by health care providers in their clinical encounters with patients. In
other words, for health care providers to use technology effectively, they need accurate and
relevant information and the right incentives for its use when they are dealing directly with
patients. '

New health care technologies also have the potential to raise serious social and ethical
considerations, particularly in areas such as biotechnology where issues such as cloning,
eugenics or new genetic and reproductive technologies pose troubling and complex questions
that go well beyond science or medicine. Accordingly, suggestions have been made that
processes for technology assessment need to be transparent, accountable and allow for
meaningful input from Canadian citizens (Lehoux 2002).
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Provinces, territories and the federal government understand the importance of carefully
assessing health care technology before it is implemented or used in the health care system. This
assessment is critical to ensure the safety and effectiveness of the technology and also to get the
best value and clear improvements in health outcomes for a substantial investment in new
technology.

At the provincial level, several provinces have cstablished health technology assessment
agencies to provide policy advice and to guide decisions on health technology. These provincial
bodies have built a strong reputation for effective work, but they face two challenges: first, they
have limited assessment capacity (in both financial and human resources) and second, their
efforts to disseminate their assessments along with clinical practice guidelines and care protocols
are insufficient (Lehoux 2002). Consequently, there is a significant gap between the work of
these assessment agencies and the decision makers and planners making decisions on the uptake
of new and existing technology.

The provinces, territories and the federal government have also worked together to establish
and fund the Canadian Coordinating Office for Health Technology Assessment (CCOHTA).
CCOHTA's role is to co-ordinate health technology assessment across the country, to facilitate
information exchange, pool resources, co-ordinate priorities for health technology assessments,
minimize duplication as well as conduct its own technology assessments in areas where gaps
exist. Despite its extensive mandate, several reports and studies have pointed to the need to
strengthen CCOHTA’s co-ordinating role (McDaid 2000; HC 1999a; Battista et al. 1995). As set
out in Chapter 2, this can be achieved by having the Health Council of Canada assume the
current responsibilities of CCOHTA.

Overall, there are a number of obstacles that prevent maximum utilization of health
technologies and their assessments in Canada.

* Not enough attention is paid to identifying and setting priorities for assessing emerging
health technologies. In particular, there is a need for a cross-country early warning
system to support future development and diffusion of new health technologies.

* The overall level and scope of health technology assessment has been limited compared
with other OECD countries. For example, there currently is no formal process for
evaluating all telehealth applications and there has been only minimal technology
assessment of PET (positron emission tomography) scanners, in spite of the fact the
equipment has been in use in Canada for over 20 years.

* Health technology assessments are often not sufficiently comprehensive, either because
they fail to fully consider the social, legal and ethical implications of the use of health
technologies, or because they fail to provide sufficiently detailed economic evaluations.
This may explain, in part, why health technology assessments have, so far, had a marginal
impact on resource allocation decisions. Assessment agencies have also had limited
contact with decision makers, planners and health care providers, and decision makers and
planners have not made effective use of the assessment materials provided to them.

» There is a lack of relevant research on the relationship between health technologies and
overall improvements in health outcomes. Decisions about purchasing new technology
are too frequently made without knowing the impact of that technology on addressing
population health needs.
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* Decisions regarding the uptake and diffusion of technologies are primarily taken at the
provincial, territorial, regional health authority or individual hospital or health program
level with only limited co-ordination across or within Jurisdictions.

Expanding Health Technology Assessment in Canada

The proposed Health Council of Canada should have a two-fold mandate in the area of
health technology assessment. First, it should increase the overall technology assessment
capacity in Canada. Second, with CCOHTA being folded into the Council, it will be able to
continue to share assessment information among jurisdictions. Clear linkages should be
developed between the Health Council of Canada and the current work being conducted at the
intergovernmental level in setting up shared sites of excellence for low volume surgeries such as
pediatric cardiac surgery and gamma knife neurosurgery (FMM 2002).

Given finite resources in the health care system, the Council should facilitate
intergovernmental collaboration in the development, co-ordination and implementation of a
health technology strategy to guide more efficient financing, management and utilization of
technologies within the Canadian health system, with a long-term goal of assessing all health
technologies in use across the country. This strategy would:

* Establish a framework for the overall management of technologies within the health
system, with priority on assessing health technologies that impact rural and remote health
delivery (e.g., telehealth applications) and primary health care change;

* Explore the possibility of harmonizing financing for the acquisition, upgrading and
maintenance of high-cost technologies such as diagnostic imaging technology, including
MRI (magnetic resonance imaging) and CT (computed tomography) scanners;

¢ Develop a targeted plan for the adoption of specialized technologies that takes into
account specific population needs, the availability of health human resources and the
necessary infrastructure to support these given technologies;

* Address current gaps in our knowledge about the clinical benefits and cost-effectiveness
of health technologies as well as the added value of improving health outcomes for
Canadians in general and for people with certain diseases;

* Support the development of clinical practice guidelines based on evidence derived from
health technology assessments either at the national or interprovincial level; and

* Strengthen training programs and ensure a stable health human resources supply to
manage and appropriately use health technology. (This links with the Council’s overall
work on health human resources as set out in the following chapter.)

Increased health technology assessment should serve as a driving force to encourage the
adoption and implementation of appropriate health technologies. It should ensure that provinces
and territories are keeping pace in adopting new technologies and that health professionals and
decision makers use technology assessments to guide their decisions. In future, the Health
Council may want to consider ways of seeking input from Canadians on issues where new health
technologies have significant ethical, moral or social implications.
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BUILDING CANADA’S HEALTH RESEARCH
KNOWLEDGE BASE ~

RECOMMENDATION 1{4:
Steps should be taken to bridge current knowledge gaps in applied policy areas,

including rural and remote health, health human resources, health promotion, and
pharmaceutical policy.

Canada’s health research infrastructure consists of a rich and diverse network of individual
scientists, academics and organizations. This research is conducted by individual university-based
scientists and researchers whether working alone, in groups or networks, in research and scientific
institutes, and perhaps most importantly, in teaching hospitals across the country. Funding for this
research comes from federal and provincial arm’s length granting bodies, from private sector
companies such as the pharmaceutical industry, and from non-governmental agencies such as the
Canadian Cancer Foundation and the Heart and Stroke Foundation that fund research on specific
diseases. The vast majority of this research, and the funding for it, are dedicated to biomedical and
scientific research aimed at disease prevention, treatment and analysis. Canada has a long tradition
in excellence in clinical research. From the historical achievements of Banting and Best in
discovering insulin to modemn research on genetics, Canada has an impressive community of
dedicated clinical researchers. In 1997, the $36 billion life sciences industry in Canada accounted
for 86,000 jobs and is expected to grow to 130,000 jobs by 2003.

On the whole, Canada has seen an increase in health-related research and development
expenditures since the early 1990s (see Figure 3.1). Federal funding for health research and

development has risen from $255 million in 1988 to $674 million in 2001 (Statistics Canada
2001a).
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Source: Statistics Canada 2001a.
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In 2000, the federal government established the Canadian Institutes of Health Research
(CIHR) with the primary objective of strengthening and integrating the health research
infrastructure in Canada. CIHR is comprised of 13 organizations that support and link over 6,000
researchers across disciplines, sectors and regions. These organizations and researchers address
issues ranging from biomedical and scientific research into cancer, genetics and diabetes to
Aboriginal health, gender and health policy.

Taking the Next Steps to Expand Our Knowledge Base

Health research has played an essential role in the history of the public health system and
will continue to do so in the future. With the variety of different funding agencies and bodies in
place across the country, there are sufficient resources for institutes and their partners to conduct
necessary research and evaluations, and disseminate results. In spite of this, there are a number
of important problems and challenges within the health care system that currently receive
insufficient attention within the scientific community, among governments and health
researchers. On several occasions, the Commission was struck by the minimal amount of
information available on issues as vital as rural and remote health and health care delivery, or
interprofessional collaboration in primary health care settings. Health research challenges in
these and other applied research areas require immediate attention and an associated investment
of resources, both human and financial.

To this end, the Commission recommends that four Centres for

Health Innovation for applied policy research should be created as soon as “The biggest risk to public

possible by the Canadian Institutes of Health Research. The federal
government has increased CIHR funding substantially in recent years and
appears sympathetic to CIHR’s desire to see that funding rise to $1 billion

per year in the next few years. The Commission supports this direction. If Davio McKiNNON. ONTARIO
HospiTAL ASSOCIATION.

this occurs, the CIHR should consider setting aside $20 million to fund the

proposed Centres for Health Innovation, at a modest cost of $5 million for

each centre per year. This cost is based upon the existing costs of the

current policy-related institutes of the CIHR. The following four centres should be established:

* Rural and remote health issues — The CIHR has already committed $5.2 million and

the federal government has committed $1 million to research related to challenges faced

by rural and remote communities. However, research to date has been conducted on a

piecemeal basis. Rural health researchers have tended to work in relative isolation, just

like the people and communities they study. A rural health agenda should be developed

to address issues like health conditions and determinants, healthy behaviours, delivery

and organization of services, and health status of people living in rural, remote and
northern communities.

* Interprofessional collaboration and learning - Despite increasing calls for
interprofessional collaboration, particularly in relation to primary health care, there is
limited research on effective ways of implementing new mixes of skills and providers in
health care delivery settings. New work environments and new divisions of labour call
for new approaches to collaboration among health care providers in order to maximize
the use of the health workforce. There also is limited information about the health care
workplace in terms of its organization, planning, the nature of group practice, payment

medicare in Canada is, in fact,

the risk of failing to innovate.”

SUSTAINABILITY PouicY DiaLoGUE.
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mechanisms and incentives, and professional responsibility. A Centre for Health
Innovation on interprofessional collaboration could g0 a long way in developing and
disseminating best practices in the area of interprofessional collaboration to support
primary health care.
Health promotion — Despite numerous studies highlighting the merits of wellness and
prevention in improving the health of individuals, organizations have yet to devote
sufficient resources to make health promotion a priority. A centre for health innovation
focusing on health promotion would support the development of programs aimed at
improving individuals’ physical and mental health as well as targeting prevention efforts
and services in the Canadian population.
Pharmaceutical policy — Greater emphasis needs to be placed on pharmaceutical policy
research in order to support integration of prescription drugs into the health care system.
Independent pharmaceutical policy research would help ensure that Canadians are
getting the best value for their investment in drugs. A new Centre for Innovation on
Pharmaceutical Policy would serve as a vehicle for evaluating pharmaceutical policy,
disseminating best practices, and providing objective and reliable knowledge to the
Canadian public. While pharmaceutical companies would continue to do their own
research and development activities, the Centre for Health Innovation on pharmaceutical
policy would ensure that policy-oriented research is as free from commercial influence
as possible. The Centre could also play an important role in issues related to ethics,
particularly in the relationship between the pharmaceutical industry and ongoing
pharmaceutical research.

As suggested by the CIHR, these Centres for Health Innovation
should be established with a mandate to “engage government, industry,

“Research is essential to a community groups, health charities and others to foster and disseminate a

cost-effective, innovative and

culture of innovation and evidence-based decision-making across the
health care system” (CIHR 2002, 20). CIHR would be responsible for the

sustainable health care system.” establishment, oversight and evaluation of the performance of these new
CANADIAN INSTITUTES OF centres. The Centres for Health Innovation should also be closely linked
HEALTH ReseArcH 2002. to the ongoing work of the Health Council of Canada, particularly in

WRITTEN SUBMISSION.

relation to its role in providing regular reports to Canadians on the
performance of the public health care system.

Once these initial Centres for Health Innovation have been established and have
demonstrated their effectiveness in encouraging and supporting both research and innovation in
key areas, consideration should be given to establishing future centres in the following areas:

L]

patient safety

mental health

telehealth

genomics and proteomics
chronic disease management
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Forging Better Linkages

The primary value of these centres would be to inform and guide policy decisions.
Unfortunately, current structures and mechanisms within the health care system do not promote
this kind of linkage (Lomas 2000). The proposed Centres for Health Innovation will help to
bridge that gap in certain areas. In addition, there is a need for a more global approach to
establishing and maintaining linkages between researchers and policymakers. One way of doing
this is to encourage secondments of individuals to “work in each other’s world.” In this way,
researchers would gain experience in the policy environment and policymakers would gain a
better understanding of the research domain. Over the longer term, these secondments will help
to ensure more effective dissemination of research and analysis and its use in guiding health
policy decisions. The Canadian Health Services Research Foundation should be tasked with this
initiative.

Another important linkage is with research initiatives around the world. While much of our
focus is and should be on health and health care issues here in Canada, many of the issues we
face today are also faced by countries around the world. Much of what we hear on the research
front comes from studies in the United States. But the fact is, Canada’s health care system has
more in common with health care systems in European Union countries, Australia or New
Zealand. This sets us apart from other countries in North and South America and highlights the
need for us to look more carefully at work being done abroad. CIHR should be responsible for
establishing deeper linkages between Canadian research efforts and research efforts and results
in other countries around the world. In particular, linkages should be formed with the World
Health Organization, the European Observatory, and research organizations in the European
Union, Australia and New Zealand.

WHAT DoOES THIS MEAN FOR CANADIANS?

Canadians understand the importance of knowledge and ideas in developing new solutions.
They understand the need to harness the combined potential of knowledge, information and
technology to improve health and health care for patients, permit better evidence-based decision
making to support citizens, health care providers, policymakers and managers, and find new
treatments and cures.

With the recommendations in this report, Canadians can expect:

* A 21% century information and evidence infrastructure that is responsive, adaptable, and
sustainable over the long term and meets the changing needs and objectives of Canada’s
health care system;

* More accessible access to information and analysis on the performance of the health care
system and the health of Canadians; i

* Better access to personal health information as well as access to a wealth of trusted and
reliable health information to make informed choices about their own health;

* Clear rules for protecting the privacy and security of their health information;

* Assurance that their health care providers have access to complete information about
their health as well as the latest information on health treatments, protocols and
guidelines; and
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* Access to the best and most appropriate health care technology combined with assurance

that new technology has been carefully assessed.

With the necessary investment and infrastructure, Canada can tap the full potential of
research, knowledge and technology. This comprehensive strategy will put Canada at the
forefront and ensure that we continue to develop, explore, and implement new ideas and new
technology to improve Canadians’ health and the health care system.
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Foreword

Reduced wait times. Increased patient partici-
pation in health care. Efficient chronic disease
management. Improved access to care in remote
and rural communities. Few adverse drug inter-
actions. Better prescribing practices.

This is the future of health care in Canada. Since
2001, Canada Health Infoway, along with its
partners, has been working to deliver a safer
and more efficient healthcare system through
electronic health records (EHR). Considerable
progress has been achieved since Infoway’s in-
ception and promising advances are on the hor-
izon. But Infoway’s funding is limited. Clearly,
more needs to be done to provide a healthcare
infostructure across all points of care.

Recognizing this, Infoway’s Board asked the or-
ganization to develop a comprehensive health IT
strategy for Canada to guide further investment
over the next 10 years. As part of this process,
McKinsey & Company was commissioned to
provide an independent fact-based analysis as
an input to the development of the plan. More
than 100 stakeholders from across Canada and
from all areas of the healthcare sector were con-
sulted. McKinsey heard from deputy ministers
and health region executives, hospital CEOs and
ClOs, clinicians, patients, health associations and
government agencies.

What emerged as a result of this process was
a comprehensive strategy - a vision - to guide

'the next 10 years of investment in healthcare in-

formation systems and identify areas benefiting
from a pan-Canadian approach.

2015: Advancing the Next Generation of Health
Care in Canada summarizes the key findings and
conclusions from the strategic planning effort.
More importantly, it serves as a roadmap for
advancing Canada’s healthcare infostructure and
forms the strategic framework to guide Infoway’s
investments and priorities in the years ahead.

VISION > 2015 « CANADA HEALTH INFOWAY INC.
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Introduction

Healthcare delivery in Canada is a large and
diffuse operation. It involves numerous people
and points of care — almost 400,000 general
practitioners, local pharmacists, and nurses; more
than 700 hospitals; and numerous community
care centres.

These stakeholders increasingly recognize that
successfully delivering care across all these set-
tings requires managing not only the patient and
expenditure flows but also the critical health infor-
mation flow. And like all other $100-billion-plus
enterprises, Canada’s healthcare system needs to
operate with a strong information infostructure
to help ensure the delivery of quality care and
to effectively manage the system’s performance
through adequate oversight.

Looking at only one aspect of the system — the
more than one billion appointments and tests
requisitioned and tracked primarily through
manual processes today - it is readily apparent
that our healthcare system needs a new approach
to help lower costs, speed up access, and lessen
the incidence of inappropriate decisions stem-
ming from a lack of “available” information.

In addition to the system’s “operators” and
“managers,” patients and the public are increas-
ingly demanding more information and support
to help them navigate the system and, in many
Cases, to more proactively manage their own
care. They expect more personalized care, better
access to specialists and GPs, and more transpar-
ency on the status of their health and treatment
plans — all of which would be facilitated by an
information infostructure.

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

“There are so many people
involved in care that
communication is a large
challenge. We need information
that is more easily shared
among providers. It saves time
and helps us deliver quality

care to our patients.”
- Clinician

In the future, the need to coordinate and man-
age information will become more crucial as:

*# Patient consumerism continues to raise
demand for transparency and timely delivery

of health care, more self-care options, and
alternative service delivery options (e.g., tailored
solutions 24/7 at convenient locations, such as
in the home).

* Canada’s aging population and Canadians’
health status drive an increased incidence
of chronic diseases (e.g., diabetes) and an
increased need for ongoing cancer care.
By their nature, these types of conditions
require managing a patient through many
different care settings for extended periods
of time, rather than just through “traditional”
acute care interventions.

¢ The shortage of general practitioners
Creates a more sporadic pattern of care across
multiple channels (e.g., walk-in clinics, acute
care emergency settings, specialists) in which
the system can no longer rely on the GP as

a single point of integration to generate and
manage a holistic view of the patient over time.




*® Care settings continue to shift from acute
to home care and other alternatives,
particularly for more complex and information-
dependent treatment decisions such as chronic
disease management. This will require further
coordination across centres that traditionally
lack information technology capabilities and the
ability to request support as well as review the
quality of care delivered.

® The rising costs of health care and
continued funding and human resources
constraints demand significantly higher
levels of performance management by the
system to drive improvement and to ensure
its sustainability. :

“We're not in the healthcare
business; we're in the information
management business. We
should start thinking as
information managers dealing
with healthcare information, and
think about the tools we need to

do it properly.”
~ Health Region CEO

In light of these pressures, the stakeholders
— deputy ministers, regional CEOs and ClOs, key
hospital CEOs and CIOs, as well as physicians
and nurses — strongly expressed their belief in
building a standardized electronic health
record (EHR) for patients. The electronic health
record, containing critical health information
and linked across sources of care delivery
within a jurisdiction, is paramount to deliver-
ing healthcare today and in the future. They also

believe that, while not sufficient, the electronic
health record represents an important enabler
for achieving the longer-term goals of:

* Delivering superior quality care across

the system through timely access to accurate
information and improved decision-making
support

*# Enhancing ongoing disease management
for chronic and longer-term care by facilitating
systematic follow-up, a higher level of patient
involvement and education, and more
guideline-compliant treatment

* Providing critical elements of the information
required to manage wait times and improve pa-
tient access by triaging patients and scheduling
according to urgency across the entire domain
of qualified providers

® Ensuring the system’s long-term sustainability
through enhanced performance management of
cost, quality and access, as well as management
of critical resources '

* Enabling patient self-care and remote care

¢ Controlling system risks to the population
from pandemics or other health issues.

These managers and providers also consistently
believe that Canada, for the most part, is on
the right path; that significant value has accrued
from developing elements of the electronic
health record solution at a pan-Canadian level;
and that progress has been made in key areas
(e.g., standards setting).

VISION > 2015 « CANADA HEALTH INFOWAY INC.
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However, they have expressed concerns about a
number of barriers that need to be overcome to
achieve the vision and realize the full value of the
health infostructure. These barriers are:

* Inconsistent and sometimes insufficient
commitments over time by federal and some
provincial jurisdictions to fund the completion
of the health infostructure

* The lack of a truly compelling “story”
(for politicians, physicians, and the public)
about the urgent and crucial need to build
the health infostructure

# The inability to fully illustrate the impact
(although all believe the benefits are there)
and provide proven case studies

® The challenges of driving implementation
and user uptake, including redesigning basic
processes to unlock the full value of the
system investment and providing the resources
to ensure successful implementation and
change management.

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

Within this context, the Infoway effort has sought
to develop a vision for a longer-term health info-
structure for Canada that puts the creation of an
electronic health record infostructure within the
context of the broader health system demands
and to identify the critical areas within that strat-
egy where the continued development of a pan-
Canadian approach may make sense.

Accordingly, the remainder of this document:

1 Presents a summary of the progress Canada
has made in achieving its original objectives in
developing a common health infostructure

2 Sets a vision for the integrated health
infostructure required in Canada, based
on the current and emerging health
business needs

3 Outlines five priorities within this
broader vision to focus on for 2015.
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1. Current State
Assessment

“We need this information. We

can't realize our goals without it.”
- Hospital CEO

In 2000, as part of the First Ministers’ Agreement,
Canada'’s political leaders identified as one of
their top healthcare priorities the development
of appropriate health information and com-
munications technologies, including an inter-
operable electronic health record for use within
and accross jurisdictions. This commitment was
subsequently reinforced in the 2003 Accord on
Healthcare Renewal and the 2004 10-Year Plan
to Strengthen Healthcare.

To address the health infostructure priority, the
Government of Canada announced in September
2000 that it would “invest $500 million im-
mediately in an independent not-for-profit cor-
poration [Canada Health" Infoway] mandated
to accelerate the development and adoption
of modern systems of information technology,
such as electronic patient records, so as to pro-
vide better healthcare.” In 2003, an additional
$600 million was allocated to Infoway followed
by an additional $100 million in 2004 — for a total
of $1.2 billion.

The remainder of this chapter describes Infoway's
mandate, approach, progress to date and bene-
fits already accrued, and discusses the need for a
next stage of development.

Canada Health Infoway’s Mandate

In 2000, Infoway was given a mandate to build
the foundational elements of an interoperable
electronic health record infostructure, with the
direction to “accelerate the development and
adoption of modern systems of health infor-
mation and to define and promote standards
governing the health infostructure to ensure
interoperability” (Figure 1). This mandate was
reinforced in 2003 with the addition of the
$600 million toward the EHR core mission and
telehealth. Infoway’s ability to work collabora-
tively with the jurisdictions was further recog-
nized in 2004 through the $100 million provided
for the development of a pan-Canadian public
health surveillance system. Over time and with
the support of its members, /nfoway translated
its initial mandate into the core objective of pro-
viding electronic health records to 50 per cent of
the Canadian population by 2010.

The goal of the pan-Canadian approach is to:

® Ensure the electronic health record elements
are built with consistent standards, thereby en-
abling future interoperability within and across
jurisdictions and simplifying the movement of
knowledge and people across jurisdictions

# Serve as a catalyst for new infostructure
developments and ensure common platform
quality across all jurisdictions

® Where possible, encourage cooperation, there-
by eliminating redundancy and duplicative efforts
in systems design, vendor negotiations, etc.

# Reduce long-term costs and implementation
Unie Ly ievelaying sudie ditd L oss-Jurisaictional
knowledge.
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When complete, the electronic health record will
facilitate the sharing of key clinical data across
the continuum of care while protecting the pri-
vacy and confidentiality of the information. It will
include patient and provider registries that allow
for unique identification of and information on
diagnostic images, laboratory test results, medi-
cation profiles, hospital clinical reports, immuniz-
ation history, and infectious disease reports. The
electronic health record will be accessible from
various points within a jurisdiction — acute care
hospitals, ambulatory clinics, community health
centres, and physician offices — so that an indi-
vidual care giver, at a minimum, will be able to
view a patient’s record.

This represents a significant step forward. GPs,
enabled with a computer, will be able to follow
their patients’ care and alert hospital physicians
of idiosyncratic patient characteristics. Care giv-
ers will be able to access crucial information at

any time so that, for example, an emergency
room physician will not have to rely on a severely
sick patient’s recall of his or her drug regimen.
Hospital throughput will be improved as several
physicians in a hospital will be able to access a
patient’s file and test results (e.g., a diagnostic
image) simultaneously, eliminating an important
bottleneck. And patients will be able to avoid
duplicative tests and will no longer have to pro-
vide the details of their medical histories over
and over again.

Distinct Approach

While Infoway was being formed and funded,
many other countries were also recognizing the
value in creating a shared electronic health rec-
ord to exchange information across care settings.
Accordingly, two basic architectures emerged:
hub-and-spoke repository and point-to-point in-
formation exchange.

Figure 1

INFOWAY’S GOAL AND INVESTMENT PRIORITIES

Current priorities

Infoway’s goal

electronic health
covering 50 per ¢

Innovation and Adoption - $60 million

$100 million

Interoperable EHR - $175 million

3 24t1e] KA
Care Safety Health

ystems
$150 million

Imaging "~
$310 million

Infostructure - $32 million

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE
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Canada chose to create a series of hub-and-
spoke repository systems. They collect and
store copies of critical health information in
jurisdictionally coordinated repositories. This en-
ables a care giver (if enabled with a computer)
to view and access consolidated, timely informa-
tion easily. The United Kingdom, Norway and the
U.S. Department of Veterans Affairs and Kaiser
Permanente, a large American healthcare organ-
ization, have taken similar approaches.

Australia, Denmark and New Zealand chose
a different approach to their architecture — a
point-to-point information exchange sys-
tem. Each provider maintains its own database
and shares elements of information as requested.
As a result, if a doctor wants to see a patient’s
complete drug history, he or she makes a request
to view the information to all the relevant care
givers (e.g., GPs, specialists, acute care settings).

Both approaches have a common objective: to
streamline the flow of health information to de-
liver higher quality care, improve services, and

reduce costly errors and redundancies. Typically, .

the choice of architecture depended on the
nature of the existing health infostructure. For
example, countries with a high penetration of
electronic medical record (EMR) systems within
their general practitioner and specialist popula-
tions — such as Denmark — had a natural starting
point for developing a decentralized, point-to-
point system. Other governments or systems
with greater financial control over hospitals and
acute care settings, and without a strong existing
EMR infostructure, tended to choose coordinated
repositories for key health information.

These two system architectures will likely con-
verge over time. The information exchange
system is often much faster to roll out, faces

Figure 2

Funde

Set direction Fund and
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27

s UK

Denmark
Norway
Australia

New Zealand

OVERVIEW OF INVESTMENT MODELS
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i SECONDARY ROLE
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and monitor and take over  build modules
if needed
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Infoway invests strategically with public
replicate, and reuse compatible electronic hea
leveraging public funds, knowledge, and' :
build a safer, more efficient healthcare system
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significantly less resistance from general practi-
tioners and care givers, and provides savings on
administrative costs by eliminating paper trans-
fers. However, it does not have the facility for
longer term disease management and quality of
care offered by a repository system, nor does it
allow for on-demand accessing of integrated pa-
tient records.

Consequently, Australia and New Zealand, after
starting with an information exchange system,
are now investigating moving toward a reposi-
tory model. Furthermore, Denmark, although
celebrating its successes, is beginning a process
to add in elements of the repository model for
systematic disease management (e.g., a chronic
disease registry). However, it is experiencing dif-
ficulties because it lacks a common approach
and standards within the existing data.

Perhaps the most unique element of Canada's
approach to developing an EHR is the stra-
tegic investor role adopted to administer the
allocation of the federal investment funds
(Figure 2). Infoway's “gated” approach ties
funding to achieving specific implementation
milestones. The case for investment is made
upfront, and funding is allocated based on the
potential for success and conformity with agreed-
to standards.

Furthermore, Infoway uses a collaborative, jointly
funded, and shared governance model with mem-
bers including the deputy ministers of health from
across the country.

This model offers a number of advantages over
traditional funding approaches. It:

# Allows pan-Canadian priority setting in a
“depoliticized” environment

# Creates a sense of urgency and competition
for funds which can spur planning and invest-
ment in the jurisdictions and focuses on deliver-
ing value for money

¢ Facilitates jurisdictional participation in
setting a pan-Canadian direction and helps
ensure that jurisdictional strategies are aligned
with wider priorities

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

® Helps facilitate coordination around pro-
curement, knowledge sharing, and benefits
assessment

® Ensures funding decisions are based on

a rigorous assessment of project proposals,
risk management approaches, jurisdictional
readiness, and connection to overall pan-
Canadian objectives, thereby reducing project
risks and increasing overall public confidence in
the success of these investments

# Sets and enforces clear jurisdictional
accountability for delivery and adoption
(i.e.,release of funds depends on success
potential).

Solid Progress to Date

“People who have never talked
about an EHR in the past are talking
about it now...the dialogue is

active.”
- Regional CIO

In line with its mandate, Infoway and Canada
have made solid progress toward building the
core infostructure of an interoperable electronic
health record.

¢ By March 31, 2007, Infoway will have
approved more than $1 billion, or

85 per cent of its total funding, across
all its program areas, even though actual
projected expenditures will come later
because of the gated funding approach.

# Implementation will be well underway
across the country, and while all jurisdictions
will have benefited from having at least one
element of the infostructure in place, Canada
will be stretched to achieve its goal

of providing 50 per cent of Canadians
with an interoperable electronic health
record infostructure by 2010. Only three of
13 jurisdictions will have the full interoperable
EHR infostructure in place by the end of 2010
(Figure 3) and managing implementation risks
will remain critical.
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# By 2010, Alberta, Prince Edward Island, and
the Northwest Territories (assuming progress
continues at its current pace), should be on
track to have all elements of the EHR basic
infostructure in place. Implementation in British
Columbia and Quebec will likely extend further
into 2010. This means that in these jurisdictions,
a provider should have the ability to retrieve a
unique health record for a patient within his or
her region. That record would contain historical
drug, lab, diagnostic imaging, some hospital
clinical reports, and immunization data - no
matter where the information originated. And
the patients in these regions would no longer
have to remember their drug histories or repeat

lost or unavailable tests. Together, these
five jurisdictions represent 47 per cent of
Canada’s population.

# The remaining jurisdictions fall into two
groups. Ontario, Newfoundland, Manitoba,
and Saskatchewan will require more time and
more funding to complete implementation.
However, they will be well on track with a
number of the core systems, including registries
and diagnostic imaging in place by 2010, and
will begin to see benefits from these systems.
New Brunswick, Nova Scotia, the Yukon, and
Nunavut will require significantly more time
and resources to complete the electronic health
records infostructure.

Figure 3

Domain

THREE JURISDICTIONS WILL BE COMPLETE BY 2010,
BUT ALL WILL HAVE BENEFITED FROM IT INVESTMENT COMPLETE

Jurisdictional implementation
by 2010

Bl COMPLETE IN 2010

3 PARTIAL

O NOT INITIATED

(estimated)

Client Provider
Jurisdiction  PHS  registry registry

AB
On track PE

NT?
On track to achieve BC
goal but require 2
additional time i QC

ON
Will partially NL:
achieve goal MB
(time and funding)
Will not achieve FONS
goal (funding, yr?
and capacity) . MJz
Goal 2010 (per cent of Canadians): 100 99 100

Per cent of goal achieved by 2010: 100 100 61

1 Assumes shared service agreements - NT with Capital Health
2 Is discussing a shared services arrangement with BC and/or AB
3 Assumes 50 per cent of BC's and QC's populations will have iEHRs in place by 2010

Note:  Full iEHR assumed to include PHS, Client and Provider Registries, DI, Lab, Drug, and iEHR; telehealth goals not tracked as part of iEHR goals
Source: Infoway staff interviews; Infoway Jurisdictional Update, March 15, 2006; team analysis

DI Drug  Lab iEHR
. % of Canadians

1"

36

47

95 100 100 50
88 59 40 30
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The U.S. Department
of Veterans Affairs
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The Department of Veterans Affairs (VA)
initiated a system-wide re-engineering, dur-
ing which it developed its Veterans Affairs
and Technology Architecture (VistA), with
an EHR at its core. The EHR operates
across all inpatient and outpatient locations.
Laboratory, radiology, medication informa-
tion, as well as physicians’ notes are simul-
taneously available. VA’s EHR is also the
mechanism for optimizing and standardizing
clinical practice, providing real-time error
checking and clinical decision support, and
supporting: their preventive medicine pro-
grams for chronic disease patients.

VistA has led to significant benefits, nota-
bly patient compliance to pre-screening and
treatment protocols, which is among the best
in the United States. For instance, cholesterol
screening following a heart attack is now at
94 per cent, a 10 per cent improvement and
the leading rate in the US. These benefits,
combined with fewer medical errors, have led
to little increase in treatment cost per patient
between 1995 and 2004, while the average
cost of health care in the rest of the U.S. has
risen by 40 per cent.

The EHR has also allowed VA to explore pre-
viously unforeseen avenues for care improve-
ments and cost containment.

The EHR implementation
has opened the door for
second generation applications
and benefits we had not thought
of before. For instance, we have
started to reduce our no-shows
at the eye dlinic by eight per
cent through proactive tracking
of patients, or even screening
patients at remote locations.

~ Clinician at the Roudebush Veteran
Affairs Medical Center

ADVANC!NG CANADA'S NEXT GENERATION OF HEALTHCARE

® Across all jurisdictions, stakeholders have
identified a number of risks that will need to

be carefully managed to ensure successful
implementation. The availability of funds is
often the most obvious, but additional funds
alone will not be sufficient to meet the current
mandate. Other bottlenecks are critical and
potentially pose greater risk. They include the
capacity of the system to implement the change
given a perceived shortage of skilled healthcare
IT workers and change leaders. There is also the
need to balance the pace of change impacting
the front-line clinicians.

® While comparing progress across countries
is difficult because systems vary, Canada
appears to be on track to achieve its

goals at a similar or faster pace than other
countries profiled - from launch to full
implementation of both diagnostic imaging
and laboratory systems. Furthermore, from a
cost per capita perspective, Canada will have
invested significantly less than Kaiser, Veterans
Affairs, and the United Kingdom. However,
building out our current infostructure to a
system of comparable functionality — including
additional decision support systems, order entry
systems, scheduling, and patient portals — will
bring the funding more in line with that of
these other jurisdictions.

Case Remains Strong with
Benefits Beginning to be Visible

As discussed, most stakeholders articulated the
case for an interoperable electronic health rec-
ord as a “cost of doing business” in today's in-
creasingly information-based, multi-site health
deliyery environment. This is consistent with the
views of the leadership of various other coun-
tries and Canadian academic institutions that
have demonstrated that the current generation
of technology is viable and can be accepted
by physicians once an initial learning curve has
been mastered.
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While/nfoway andthestakeholders have developed
a benefits measurement framework, actual imple-
mentation and concrete measures are at least 12 to
24 months away. Still, there is a strong and shared
belief that the case for implementing an inter-
operable electronic health record remains strong.
For example:

* Stakeholders perceive real value in
building the baseline electronic health
record. The most significant value will come
from improved patient care by enabling self-
care, improving safety, and reducing drug
interactions. They also believe that the EHR
infostructure will improve workflow, speed
up patient services, and free up doctors to
see more patients. And they expect increased
administrative efficiencies through eliminating
paper-based systems, lost results, and
duplicative testing.

® Real tangible benefits are emerging.
Other healthcare systems are also beginning

to realize benefits. The Veterans Affairs’ VistA
system (see sidebar on page 10), arguably the
world’s most advanced large-scale EHR imple-
mentation, has shown significant improvement in
all its prevention and treatment process metrics.
And other organizations, such as the Cleveland
Clinic, Partners Health, and Johns Hopkins, have
conducted studies that consistently confirm the
qualitative benefits for patient care.

*® Fraser Valley in British Columbia (see sidebar
at right), where the diagnostic imaging system is
in place across 11 hospitals, at least $4.5 million
in cost reductions are being realized annually
through lower film costs, productivity gains,
and freed-up storage space (on an investment
of $11.8 million). In Edmonton’s Capital Health
Region (see sidebar on page 12), where the
netCare integrated EHR system is in place across
acute care facilities and viewer functionality

is available in other care settings, lab tests
requests by fax, paper, or phone have been
reduced by 50 per cent. This system is being
actively used by over 6,000 physicians and
front-line care workers.

Fraser Health

Fraser Health has spearheaded physician
enablement through the deployment of an
integrated digital diagnostic imaging system
in 11 hospitals across the health region. The
system, using PACS technology, provides phys-
icians with instant on-site and remote access
to patient images, including x-rays, MRIs,
CTs, etc., and currently processes more than
800,000 images annually.

This technology enables a
physician to access patient
images even before the patient
has a chance to walk out of the
exam room. The benefits to a
patient’s health management

are incalculable.
- Radiation technologist

Thus far, the system has led to significant
cost savings and cost avoidance valued at more
than $4.5 million, resulting from reduced film

costs, increased productivity, and freed-up
storage space.

VISION > 2015 ¢ CANADA HEALTH INFOWAY INC,
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netCare Capital Health

Capital Health has become a leader in
healthcare with the deployment of its
integrated EHR system across all acute care
facilities. This EHR system, with more than
6,000 users; provides physicians with the
ability to track their patients’ test results and

" medication histories within the health re-

gion, regardless of the location/facility where

a given treatment has taken place (i.e., phys-
icians can view patient test results and medi-
cation history). In addition, the EHR tracks
case information to help improve chronic
disease treatment, as well as provide decision
support (both synchronous and asynchron-
ous), such as drug-drug interactions and
dosage alerts.

The EHR system has led to significant bene-
fits including a 50 per cent reduction in lab re-
quests within 18 months of implementation.

There's no doubt in my
mind, none whatsoever, that
today, the medicine | do, the

care that | deliver to
my patients, is far superior
than five years ago. ..

- Physician

The netCare system was first initiated five
years ago as a stand-alone project and eventu-
ally developed into a full-fledged EHR sys-
tem. Looking forward, Capital Health hopes
to implement an enterprise-wide EMR.

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

® Economic case remains sound.

While no complete economic cases have

been fully documented and studied in Canada
preliminary estimates based on successes in
similar healthcare environments suggest the
business case remains sound. If the current
mandate of implementing the basic elements
of an electronic health record is achieved,
Canada is estimated to be on track to realize:
$1 billion to $1.9 billion in annual benefits to
the system through eliminating duplicative tests
and, more importantly, reducing adverse drug
events. At this rate, the investment will generate
positive cumulative returns of nine to 10 years2.
These annual returns are in line with other
jurisdictions’ achievements.

'

That said, the case should not be made on
business assumptions alone. The benefits
from this upfront investment in the baseline
infostructure have the potential to increase
significantly, once the primary care providers
are fully enabled (e.g., the integration of the
GPs" electronic medical records). In many
instances, this investment will realize much -
greater benefits in patient self-care, proactive
disease management, reduction in wait

times and overall performance management.
Furthermore, the health infostructure will likely
have much more impact when the front-line
business processes are redesigned to capitalize
on the investment.

-

- Benefits were estimated by identifying economic drivers and triangu-
lating estimates from a number of sources, including Infoway, Booz
Allen Hamilton, international case studies, vendors, and the Canadian
Medical Association. More information and detailed estimates are
available upon request.

- Payback includes all dollars spent since Infoway’s inception and
projected annual maintenance costs and assumes full adoption by
practitioners. Payback on the interoperable EHR will vary depending
on whether it is deployed to 50 or 100 per cent of Canadians.
Summaries of the analysis are available upon request.

N
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Yet the Journey is
& Far from Complete

Despite this strong progress in building the base-
1 line infostructure, the shared understanding is
| that the healthcare IT journey is far from over.

In particular, the country will need to pursue

four initiatives.

r—

1 Complete the baseline electronic health
record and extend its functionality and
, reach. As discussed, although progress will
} have been made on providing 50 per cent
of Canadians with an interoperable electronic
] health record by 2010, achieving the full goal
! will be unlikely within this time frame. In
addition, the state of the infostructure
-{ by jurisdiction will vary significantly.

Completing the baseline infostructure
y will require extending the systems to cover
| 100 per cent of Canadians and extending and
integrating (from view-only functionality) the
EHR into the community care settings (e.q.,
}, general practitioner and specialist offices).
! This is where the majority of patient care
is delivered today and where the patient
& expectations for change are greatest.

Completion will further entail extending
the functionality to include order entry

( capabilities and other decision support
elements. All stakeholders view these

i extensions as critical to achieving the

} desired results of improved quality and
access and lower administrative costs.

} 2 Build a case for ongoing support and

r secure funding. While an electronic health
record is viewed as a critical cost of doing

] business and a key managerial priority,

. politicians have not consistently articulated
it as a specific policy priority.

f— —~
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3 Bring key stakeholders - the public
and front-line practitioners in particular
- on board. Long-term success requires
building a strong demand for an electronic
health record within both the public and
the front-line practitioners. To date, the case
for change has not been explicitly made or
understood by these groups. Furthermore,
thoughts on how to provide the information
back to patients in an empowering way have
been limited.

4 Selectively invest in IT to enable the next
level of “business needs.” In addition to
the investments required to complete the
electronic health record infostructure, other
demands are being made — for example, for
more extensive disease management and
cancer care systems, enhanced pandemic and
public health services, more extensive remote
care, and shorter wait times.

The role an electronic health record plays
in enabling or enhancing these additional
business needs should be stressed and an ap-
proach developed to prioritize IT investments.

VISION > 2015 » CANADA HEALTH INFOWAY INC.
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‘ “We have a history of under-
I investing in healthcare IT in this
! country. We need to increase our
investments so we can deliver the
l quality and service we aspire to.
It's what it takes to do

» business properly.”
! - Regional CEO

> Managing a complex, interdependent $100-bil-
5 lion-plus health business requires managing in-

formation flows, as well as patient and resource
1 flows. Without an integrated IT infostructure,

Canada will struggle to meet the increasing
demands of all its stakeholders to deliver superior
care at a sustainable cost.

While it is difficult to estimate the actual spending
on health IT in Canada, given its diffuse nature,
estimates suggest that annual spending on build-
ing and maintaining the health infostructure lags
that of other countries and other information-
intensive sectors. It also varies considerably
across Canada — from an estimated low of one to
1.5 per cent of total hospital budget in some parts
of Atlantic Canada, to 1.5 to 2.5 per cent of total
budget in Ontario hospitals, to a high of four to
five per cent in the Calgary Health Region, which
has developed and maintains an electronic health
record for 6,000 users (Figure 4).

Furthermore, concerns have surfaced that much
of the total spending may not be optimal. For
example, in jurisdictions without a strong re-
gional infostructure, the costs of development

Figure 4
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and maintenance may be duplicated in many
subscale operations across hospitals, doctors of-
fices, and other care settings. As well, non-stan-
dardized legacy environments, such as the
incompatible electronic medical record systems
in-many physicians’ offices and incompatible
hospital clinical systems, require costly custom
integration to work with the electronic health
record infostructure. This additional cost could
have been avoided with upfront planning, co-
ordination, and investment, which are less chal-
lenging than attempting a later integration.

Consequently, stakeholders voiced a strong need
to create an integrated plan to guide investments
in the future. This plan would need to strike a bal-
ance between creating the “ultimate solution,”
which runs a high risk of failure, and pursuing
a decentralized, incremental approach, which
would fall short in delivering the required technic-
al standards and visible progress against goals. At
the same time, the integrated plan would require
flexibility to manage jurisdictional priorities.

“It's important to have an
integrated vision. We haven't
had one‘in the past, and we're
suffering for it now. We're
spending a lot of money to get
our systems talking to each other
- we could have avoided this.”

- Regional CIO
?m@zf;zmg Health
infostructure Vision

With the goal of simplifying the discussion yet
creating a comprehensive view, the stakeholders
developed an integrated plan to achieve Canada’s
health IT vision (Figure 5). The mfostructure can
be categorized under three headings;

1 Foundational elements
2 Additional elements

3 System enablers.

Figure 5

VISION FOR HEALTH IT IN CANADA

proactive

episodic
disease

:
B (eg.pandemic)
2
g

Foundation for improving access, quality of care, and system productivity
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jurisdictional /hea lth

and specialist offices,
region level (DI, drug, and community and
lab, registries, and iEHR) home care)

for 100 per cent of
Canadians
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* Secure systems

Overall business goals:
Better quality and safe patient care
Greater, more consistent access
More efficient use of health system resources

chronic and

management

" consent legislation
* Regulatory harmonization

consistent . advanced system: - ¥
access to patient performance
patient care self-care and management
with reduced personal to ensure
wait times heaith sustainable
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support in acute care
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information systems)

partners in their own care
through patient portals

redesign ting business ..
processes, including education
and training
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This integrated IT vision is critical to enabling
the system to make significant progress against
its three main business goals: 1) continued en-
hancement of patient safety by eliminating errors
caused by misinformation or delayed informa-
tion and by encouraging greater communica-
tion across the continuum of care; 2) greater
and more consistent access to health services by
streamlining processes and freeing up capacity
to reinvest in patient care; and 3) improved over-
all system sustainability by driving performance
management and lowering cost of care.

1. Foundational vE.lem_ents

While strong progress will have been made on
building elements of the baseline EHR infostruc
ture throughout the country and on providing
50 per cent of Canadians with an interoper-
able EHR by the end of 2010, achieving the
full goal is unlikely. In addition, the state of the
EHR infostructure in the jurisdictions wilt vary
significantly. -

Furthermore, completing the foundational in-
fostructure will require extending and integrat-
ing (from view-only functionality) the EHR into
regional community care settings (e.g., general
practitioners), extending the functionality to in-
clude order entry capabilities and other decision-
support elements in the acute care settings, and
beginning to enable patient self-care.

The foundational next steps include:

@ Completing the baseline electronic
health record infostructure at a jurisdic-
tional level for 100 per cent of Canadians.
This would entail establishing the base systems
across the remaining jurisdictions (beyond the
five jurisdictions on track for completion by
2010); capturing the key patient information
to enable providers to understand care history;
and extending the systems to cover Aboriginal
Canadians and other federally provided health-
care settings (e.g., the military). '

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

¢ Enabling seamless communication
across the continuum of care and into
community-based settings. This would
include integrating primary care physicians,
specialists, and community care facilities
(i.e., through EMRs).

# Extending functionality to include

order entry and other decision support
elements in acute care settings to support
the delivery of high-quality care. This would
help physicians stay on top of an ever-grow-
ing flow of medical knowledge by providing
patient-specific information, including diag-
nostic and prognostic details, and particularly
therapeutic suggestions and alerts with high
sensitivity and specificity (e.g., drug interactions
or special efficacy in ethnic groups). In addition,
it would include pharmacy systems to improve
the execution of drug prescribing and reduce
medical errors and adverse drug events.

¢ Empowering patients to manage their
own care. Even though this is not necessarily

a significant driver of near-term returns to the
system, stakeholders believe it is critical to begin
now to engage the public and create demand
for change. This would start with creating
patient portals with self-care tools and basic
EHR information where available.

All stakeholders consider these
four elements “foundational” and
the highest priority as they will:

® Drive significant benefits to the system
by improving access and service through more
coordinated communication and workflows
across care settings, enhancing quality through
reducing errors and adverse drug events,

and making it easier for providers to practice
proactive medicine. The foundational elements
will also enable managers to control system
resources and performance by lowering unit
costs (e.g., through reducing films and repeated
lab tests), freeing capacity, and making
information available that can facilitate greater
human resources flexibility and improved
overall management.
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* Create the foundation that enhances

the system’s ability to pursue the business
needs. While the foundation on its own is not
sufficient to address the entire slate of business
needs (or always a pre-requisite for making more
immediate progress against them), its elements
are critical to capturing the full value associated
with them. For example, while simple on-line
case management tools can help chronically

ill patients develop individual care plans, these
tools are much more powerful when properly
integrated with various systems. This includes
integration with drug systems that notify
specialists of any potential co-morbidities with
drugs prescribed by other physicians, with lab
systems that enable all providers to view patients’
latest results, and with GP scheduling systems
that alert an office to follow up with patients

to support them and ensure compliance.

2. Additional El_ements

The six additional elements address key public
and provider demands and build on, or are
strengthened by, the foundational elements.

They are:

% Ensure health system preparedness
to manage public risk. This would involve
data warehouses, immunization, vaccine,
outbreak and disease surveillance, and alerts
as well as workload management tools that
help carry out faster, more coordinated
responses to potential epidemics.

% Continuously enhance patient safety.
This would include the advanced decision
support elements in the clinical information
systems and the electronic medical record
e-prescribing tools described in the foundational
elements, the data collection and research
analysis tools enabled by the foundational
elements, and the monitoring and reporting
tools included in the performance management
module. Together, these systems would
enhance the quality of care and patient safety
by reducing errors and adverse drug events

through advanced decision support, more
standardized treatment protocols, and more
active performance management.

¢ Provide chronic disease management.
This would extend the functionality resident
within the electronic health record to ensure
more proactive treatment and compliance

with chronic diseases guidelines; faster, more
efficient diagnoses through enhanced decision
support systems; optimized treatment outcomes
from using more standardized approaches,
better screening, and remote care tools; and
improved execution of therapeutic plans.

# Facilitate access to patient care with
reduced wait times. This would create
regional and provincial scheduling systems
for online management and booking of care,
registries to enable prioritization, increased
24/7 care through telehealth and online
channels, logistical systems in acute care
settings, and access to GPs and specialists

to streamline referral processes.

¢ Enable patient self-care and personal
health promotion. This would address

the increasing need for patients to proactively
manage their own health. Patients would
move from passive care recipients to drivers

of care provision. They would have access to
advanced self-monitoring and self-treatments,
including advanced telehealth applications, and
would be able to track their own progress and
educate themselves.

% Ensure sustainability of the healthcare
system through superior performance
management. This would include the key
infostructure to track process and outcome
metrics (cost, quality, and access) as well

as resource management and purchasing
management tools.

VISION > 2015 « CANADA HEALTH INFOWAY INC.
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3. System Enablers

The final components of the vision are the
system enablers: ‘

* Establishing common data and communica-
tion standards

¢ Applying an appropriate privacy and consent
legislative framework

® And, most importantly, redesigning the key
business processes to realize the value from
the IT investment, along with the supporting
education and training.

While progress has been strong in some areas
(e.g., standards), it has been inconsistent in
others (e.g., privacy legislation). However, the
biggest gaps are in business redesign and change
management — both of which are critical to
avoid “automating problems” and not resolving
underlying process issues in parallel with systems
implementation. The stakeholders are enthusi-
astic about developing a more systematic and
coordinated approach for these enablers.

Figure 6

INCREMENTAL INVESTMENT Incremental
TO COMPLETE THE VISION $ Billions

capital costs

Complete baseline EHR
EMR to GPs/specialists
Patient portal

cis

Total foundational elements

Public health

Patient safety*

Chronic disease
Access/wait times

Self-care

Performance management

Overlap**

Total business needs

2.2-2.6
1.6-2.0

0.1
2.5-3.1

6.4-7.8

~0.1

0.0
0.2-04
2.0-2.5
0.9-1.1
2.0-25
-(1.6-2.4)

3.6-4.2

*x

once in total costs

Note:  Costs are incremental, therefore, foundational costs already incurred by Infoway
and the jurisdictions are not included. Costs are inclusive of change management

but do not include: annual operating costs ($1.5 billion-$1.7 billion); community

care enablement (~$3.7 billion), and business process redesign.

Costs are incurred as part of foundational elements (EMR and CIS), public heaith

(research), and performance management (monitoring and reporting)

Costs overlap as some systems deliver multiple business needs but are only counted

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE
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Case for the Full, Integrated Vision

i

The total incremental cost of this integrated
vision over the next 10 years is estimated to be
between $10 billion and $12 billion in additional
capital, and between $1.5 billion and $1.7 bil-
lion in annual operating costs (Figure 6).3 This
does not include the additional ~$3.5 billion to
$4 billion cost to provide integrated systems to
allied health professionals and the broader com-
munity care environment (e.g., all long-term care
facilities, home care, public health, and mental
health).

3. Costs were estimated by identifying the systems required to enable
each element of the vision and include initial systems acquisition
and change management costs. They were derived and triangulated
from a number of sources, including /nfoway, Booz Allen Hamilton,
Canadian Healthcare Technology, CIHI, international research, vendor
RFP responses, and management consultancy benchmarks. Detailed
estimates are available upon request.

Spread over 10 years, these investments repre-
sent a total incremental IT spending of approxi-
mately two per cent per year on Canada’s roughly
$100 billion of public spending on healthcare.
When combined with existing annual investment
levels (estimated at 1.5 to 2.5 per cent), Canada
will only be slightly below the average IT spend-
ing by other information-intensive industries
(e.g., banks, which typically spend more than
five per cent of revenue on IT). Furthermore, on
a per capita basis, this represents approximately
$350 for the full vision, in line with investments
in comparable systems in the UK ($280) and
at VA ($350) and Kaiser Permanente ($570)
(Figure 7).

Figure 7
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The following sections highlight the infostruc-
ture’s financial and other benefits, as well as the
risks of non-investment.

1. Financial Benefits

This IT-enabled healthcare environment of the
future promises a number of tangible bene-
fits. These include real savings from eliminating
duplicative or unnecessary tests and “paper”
costs (e.g., radiology films and storage). They
also include recouping future investment costs
by freeing up capacity through improved process
efficiency (e.g., reducing no-show rates for phys-
ician visits through scheduling systems).

The integrated benefits to the entire system are
estimated to be $6 billion to $7.6 billion annually
(in 2006 dollars), when all elements are in place.
Roughly $5.2 billion to $6.2 billion will accrue
from better resource utilization and $0.8 billion to
$1.4 billion from a reduced unit cost®. This level
of savings should provide a payback of between
eight and 10 years, based on estimated rollout
schedules and in line with the experiences at
Veterans Affairs and Kaiser.

If fully captured and reinvested in the system,
the benefits would also help slow the growth
of overall systems costs and ensure the system’s
sustainability. For example, if the system were
fully implemented today, the total annual bene-
fits of $6 billion to $7.6 billion would have offset
the average annual rate of growth in dollars over
the same period.

4 Two types of quantifiable benefits were estimated: cost reduction,
where real dollar savings can be captured (e.g., fewer laboratory
tests, reduced film costs), and capacity creation, where productivity
improvements can lead to treating more patients with the same re-
sources (e.g., fewer hospitalizations because of adverse events). More
information and detailed estimates are available upon request.
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2. Additional Benefits ) o
In addition to having a solid business case, these

investments will facilitate a number of additional
benefits, including:

® Improving the patient care experience
through a new sense of empowerment (e.qg.,
full insight into one’s own medical data through
a patient portal) and service (e.g., reducing the
need for duplicated information)

*® Helping enable greater human resources
flexibility and satisfaction by freeing up clinical
and administrative time to devote to patient
care and by making it easier, through standard-
ized IT and business systems, for clinicians to
work across different provider settings

# Speeding the development of evidence-
based medicine through analyzing drug
treatments and therapies, which can help
contain the growth in pharmaceutical
expenditures and improve patient outcomes.

Furthermore, the benefits for Canadians in pur-
suing this path will reach beyond healthcare.
Leadership in the still-emerging healthcare IT in-
dustry will bring intellectual capital and associated
high-skilled jobs. In addition, a rich combination
of large-scale, standardized health data and the
right research-oriented privacy guidelines could
position Canada to shape medical thinking and
clinical guidelines and, subsequently, attract the
best medical and research talent worldwide.



3. Risks Associated with Not Investing

As well as severely constraining the health Sys-
tem’s ability to address the critical business goals
identified, there are also additional risks associat-
ed with failing to make the needed investments
or continuing to delay them. Specifically:

* Government will ultimately need to spend
more money on IT if jurisdictions and providers
make uncoordinated investments in building
and upgrading or replacing non-compatible
systems. It will also incur higher investments in
front-line staff to maintain manual processes.

* Exposure to legal or ethical risks associated
with medical errors resulting from a lack of
accurate and timely information will increase.
This could seriously undermine the public’s
confidence in the health system. Today, this
breakdown in health information (e.g., drug
interactions) is believed to contribute to up to
24,000 deaths in Canada each year - and this
will be exacerbated as the number and nature
of care hand-offs increases and the population
requires more ongoing chronic care.

* Human resource challenges in rural areas

and less IT-enabled jurisdictions will be further
heightened, particularly as younger clinicians
increasingly expect to work in computerized en-
vironments and will demand change or gravitate
to centres that can provide these advantages.

* Providing health services, particularly complex
medical treatments, to rural regions will become
increasingly difficult if they are isolated from
centres of specialization and do not have access
to telehealth functionality.

® A continued lack of critical information to
drive true performance management within a
$100 billion business will further constrain the
managers of the system in making the right
tradeoffs and assessments.

# Canada risks stranding investments made in
critical infostructure to date (e.g., in registries)
as well as losing valuable knowledge and
lessons learned from existing experience.
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3. Emerging priorities
for 2015

“We can't stay static. We need
to ensure that the dialogue and
momentum continue... and
that we have a repository of
expertise so we can share best

practices across the country.”
- Deputy Minister

While considerable progress has been made to
implement the electronic health record infostruc-
ture, much remains to be done. In this chapter,
we describe the continuing support for the pan-
Canadian approach, explain how the priorities
for 2015 were determined and outline each pri-
ority. We then summarize each one’s anticipated
progress by 2015.

Strong Support for
Pan-Canadian Approach

Across this integrated vision, all stakeholders in
the system consistently articulated a strong de-
sire for a continued pan-Canadian leadership
role, citing particular advantages in continuing
the cross-jurisdictional dialogue and maintaining
an integrated view of the desired end state and
priorities. These advantages include:

# Accelerating the health infostructure dialogue

# Ensuring and following consistent standards
in building the infostructure’s foundational
elements, enabling future interoperability
within and across jurisdictions, and simplifying
the movement of knowledge and people
across jurisdictions

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

® Serving as a catalyst for new infostructure
developments and ensuring consistent platform
quality across all jurisdictions

* Where possible, encouraging cooperation,
thereby eliminating redundancy and duplicative
efforts in systems design, vendor negotiations,
etc.

¢ Reducing long-term costs and
implementation time by leveraging scale
and cross-jurisdictional knowledge.

Need for Priority Setting

While the integrated health infostructure vision is
compelling and the benefits are likely substantial,
it is unrealistic to believe Canada can achieve full
implementation by 2015 given:

¢ Cost constraints. The required investment
may be perceived as prohibitively high com-
pared to Canada’s historical average IT spending
of 1.5 to two per cent of total hospital budget.
In addition, many other healthcare priorities are
competing for funds - such as investments in
more front-line staff and medical devices - and
other resources. Political tradeoffs may tend to
favour these more visible items.

# Different starting points and priorities
by jurisdiction. While some jurisdictions like
Alberta are well advanced and can be expected
to make significant progress against many of
the business needs by 2015, others have only
just started to implement the systems covered
by the Infoway mandate. And some territories
like the Yukon and Nunavut may not have made
significant progress by 2010. Even if these juris-
dictions were able to accelerate implementation
by leveraging best practices from other jurisdic-
tions, it is still extremely unlikely that the full
vision could be implemented and funded across
Canada by 2015. In addition, the lack of a
common strategy beyond the electronic health
record will result in jurisdictions pursuing other
priorities, both IT- and non-IT related, that may
not contribute to reaching the vision by 2015.



¢ Natural project sequencing. Implementing
the systems that enable the vision can only
partially be done in parallel (e.g., physician and
clinical systems can be implemented at the
same time). Most will need to follow a natural
sequence. For example, building extensive
performance management systems in the
absence of a solid clinical information system

or integrated remote monitoring tools without
an electronic medical record makes only limited
sense and will expose investments to potentially
costly retrofits and integrations. Even with
sufficient funding, the ability to accelerate the
implementation will be limited by the duration
of existing projects.

@ Resource limitations. Progress in some
jurisdictions is already limited by the inability
to find sufficient skilled and experienced

healthcare IT specialists. These jurisdictions will
need to focus their resources on completing the
current mandate before taking on additional
projects.

* Change management requires time.
The front-line capacity to absorb change is
limited, and adopting new practices takes time.
For instance, when netCare was introduced

in Alberta, physicians were reluctant to share
data beyond a narrowly defined circle of trust,
particularly because of their concerns about
interference with their patterns of practice
(e.g., evaluation of guideline compliance).
Several years later, the physicians’ resistance
dropped significantly and the next step in
implementation could be taken.

Figure 8

FIVE PRIORITIES EMERGED FOR 2015
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and communicatic
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in patient self-care
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functionality to meet
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with ability to bridge across continuum of care
through a viewer functionality

Link primary/ambulatory care, starting with EMRs
in physician offices (GPs and specialists)

Install advanced dlinical information systems
to enable enhanced decision support

Enable each jurisdiction to report and manage i .
aggregated wait times by location, procedure ; * Stakeholders consistently

(e.g., diagnostics, surgeries, specialist care), and provider

Create patient portals with access to EHR and other
basic information and self-care tools

@ A) Create an integrated triaged scheduling and
referral model solution with a case management
priority assessment across the care continuum in

B) Create a model solution that demonstrates proactive
approaches to chronic disease
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REQUIRED
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be unlocked by pursuing
these priorities

articulate these as the
highest priorities

* Some jurisdictions will
be able to start on these
elements soon (and in
some cases already have)
and create compelling
examples of improved
care delivery
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Given these constraints, it was essential to de-
termine which of the vision's critical elements
should be implemented by 2015 and where the
pan-Canadian approach will create the great-
est value. The elements were analyzed and pri-
oritized based on specific criteria to determine
which ones:

s Offer the greatest return through a pan-
Canadian level (e.g., the systems’ effectiveness
depends on having a highly interoperable
system across the country)

» Offer the highest economic returns for the
health system (e.g., creating real savings in cost,
increased quality, or improved access)

# Syupport a recognized political priority
(e.g., wait times and access)

# Are critical to enabling other benefits
(e.g., there are technology interdependences
where future priorities require investment in
foundational systems, such as enabling GPs
to allow for chronic disease management).

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE
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Five Key Priorities

Y w

From this analysis and through dialogue with
the system stakeholders, five priorities were
identified to enable Canada to make significant
progress over the next 10 years. These priorities
do not preclude individual jurisdictions and/or
providers from pursuing additional initiatives.
However, they are considered essential elements
of an e-health strategy to 2015 and need to be
commonly committed to across the jurisdictions
(Figure 8).

Priority 1: Ensure baseline electronic
health record and public
health infostructure are in
place across the country

Stakeholders view these elements as the most
critical for two reasons. First, they are the foun-
dation for achieving many of the other business
needs; they are required either to enable the
business needs or to strengthen the benefits
from the business systems. And, second, they
are key to achieving pan-Canadian interoperable
solutions.

® As stated earlier, a baseline electronic
health record for 100 per cent of
Canadians, containing registries, diagnostic
imaging, laboratory, medication, hospital
clinical reports, and immunization data, is a
foundational element for unlocking most of
the benefits articulated in the overall vision.
However, by 2010 less than 50 per cent of
Canadians will be included. Increasing the
coverage to 100 per cent by completing work
in the remaining jurisdictions and extending the
mandate to include Aboriginal populations and
federally managed healthcare recipients makes
sense. This will enable capturing all the benefits,
require a relatively small incremental investment
(many electronic health records component
systems — e.g., registries — are already or will

be in place for 100 per cent of Canadians),

and provide a strong payback for “finishing
what we started.”




The total incremental capital costs for extending
the baseline electronic health record to cover
100 per cent of our population is estimated at
$2.2 billion to $2.6 billion. This figure includes
the jurisdictional and hospital integration

costs. When complete, the system will begin

to reap benefits by improving patient safety
through greater access to patient drug histories;
increasing service by streamlining activities and
speeding the return of test results; and reducing
costs through elimination of DI film and paper
storage expenses.

More importantly, a baseline electronic health
record for 100 per cent of Canadians will create
the critical elements required to support patient
self-care and chronic disease management, as
well as further patient safety actions, and speed
progress in improving access.

# Completing the public health
surveillance system entails a relatively minor
cost (and is included in the electronic health
record estimate). While this is not a high public
priority, prudent planning suggests that this
moderate “insurance premium” to help identify
outbreaks, communicate protocols, and manage
critical drug flows will be key to avoiding the
challenges the system experienced during

the SARS outbreak. Furthermore, as noted by
all stakeholders, it is the most critical system

to be designed and implemented at a pan-
Canadian level.

Priority 2: Unlock additional quality and
safety benefits by enabling
decision support and
communication across the
care continuum

Stakeholders view these elements as critical to un-
locking the value of electronic health records (es-
timated at an additional $2.7 billion to $3.3 billion
in annual benefits, in addition to those accruing
from putting the baseline electronic health record
in place). In addition, the stakeholders consider
these elements the most important next steps to
manage the system and drive improvements in
patient safety, quality care, and access.

® Enabling the physician and specialist
offices with electronic medical records
was universally seen as the next highest

priority for three reasons. First, an estimated

80 per cent of all patient encounters happen

in this care setting. Second, Canada has a
disproportionately low prevalence of technology
applications within this setting relative to other
countries. And, third, this element is key to
pursuing broader goals such as enabling patient
care, scheduling full wait times and access, and
managing chronic diseases.

Enabling all GPs and specialists in Canada with
an electronic medical record solution will cost
an estimated $1.6 billion to $2 billion but will
generate an additional $1.6 billion to $2 billion
in annual benefits. The benefits are most likely
to come from reducing adverse drug events
and the number of lab tests, and increasing
generic drug substitutions. However, given the
challenges in instituting change management,
100 per cent adoption among physicians will
be unlikely within the next 10 years.
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As part of an overall effort to reduce wait
times, the Saskatchewan Surgical Care
Network (SSCN) developed and implement-
ed a province-wide computerized registry to
track and monitor patients needing surgeries

- within the province. The registry itself, which

is being used by 99 per cent of surgeons, in-
cludes three components:

1. Patient assessment process — an-
~ electronic questionnaire that records
patient symptoms '

2. Urgency profiles — a prioritization
tool based on the assessment process,
that places patients within a wait time
band to determine their approximate
wait time for surgery

3. Wait times monitoring and reporting —
an aggregated on-line report of wait times
by region and specialization.

‘The SSCN project cost $1 million over

3 years and was part of the overall wait times
effort. As a result of the overall effort, the
number of surgeries has increased by 650
since 2004-2005, and the number of people
waiting more than 18 months for surgery
has decreased by 30 per cent. The netCare
system was first initiated five years ago as a
stand-alone project and eventually developed
into a full-fledged electronic health record
system. Looking forward, Capital Health-
hopes to implement an enterprise-wide elec-
tronic medical record.

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

Completing the IT infostructure for hospitals
will require implementing clinical information
systems to provide advanced decision support
and integrate the information stored in the EHR .-
and the interactive workflow support (e.g., order
entry) into the clinical systems. This step is es-
sential for driving adoption and usage. It will also
require implementing pharmacy systems, which
will help reduce errors in the delivery of drug pre-
scriptions, improving quality and reducing costs
(e.g., through shorter hospital stays).

Full implementation of this element is estimated
to require $2.5 billion to $3.1 billion in incre-
mental cost, and it will generate $1.1 billion to
$1.3 billion in additional annual benefits. As with
electronic medical records, these benefits are
driven primarily by reductions in adverse drug
events and lab tests and increases in generic
drug prescriptions.

Together, Priorities 1 and 2 represent the bulk of
expenditures and activities, as well as the change
management challenges, required to make sig-
nificant progress in realizing the integrated vision.
However, in addition to these priorities, stake-
holders strongly believe that progress needs to
be seeded in other areas to address core business
and public needs and to unlock the additional
value from investments in existing IT infostruc-
ture. Priorities 3, 4, and 5 are described in the
next sections.

Priority 3: Enable public visibility into
wait times

While completing the full vision of improving ac-
cess and wait times requires a number of systems
- including patient logistics systems, advanced
scheduling solutions, and in-hospital tools — many
of which hinge on enabling the GP community
with at least basic computer functionality, begin-
ning to address the current priority of wait times -
and enabling care guarantees must begin long
before electronic medical records are in place.
A short-term win can be achieved by creating
a common approach to transparency into wait
times through simple monitoring, prioritizing,
and reporting tools that enable jurisdictions to



report aggregated wait times by location, pro-
cedure, and provider. Providers can then take
steps that do not depend on technology, such
as process redesign and capacity reallocation, to
increase access to care.

Again, while individual efforts are underway in
many jurisdictions today, stakeholders believe a
pan-Canadian approach can add value in several
ways. First, by ensuring consistent processes are
in place to measure wait times, this approach
can help guarantee fairness and equity in access
to care, and enable patients to move to other
regions or jurisdictions if they choose. Second
are the scale benefits to developing a common
IT system. Third, this approach can help facilitate
the transfer of “lessons learned” from those juris-
dictions leading in developing wait times report-
ing today (e.g., Saskatchewan, Ontario) to other
parts of the country.

Total costs for these types of systems are esti-
mated to be $60 million to $80 million (excluding
the cost of placing computer technology within
the GP and specialist offices included in electronic
medical record costs). The benefits generated in
the short term may be difficult to ascribe directly
to IT investments alone (as they are often tied to
funding increases and process improvements).
However, as Saskatchewan’s experience has
demonstrated, when coupled with a number of
other changes (e.g., front-line investments, per-
formance management), IT has contributed to
an increase in surgeries and a 30 per cent de-
Crease in the number of people waiting more than
18 months for surgery.

Priority 4: Begin to facilitate patient
selt-care and empowerment

Achieving the full vision of patient self-care
and empowerment requires having a number
of other systems in place, as well as developing
remote monitoring technology. Even so, we can
begin now by creating portals that provide pa-
tients with access to their own health informa-
tion stored in the electronic health record, as well
as to other basic information and self-care tools
that will enable them to see the potential bene-
fits of e-health.

My CARE Source

Grand River Hospital is at the forefront of
patient self-care and empowerment with the
creation of a patient portal for cancer patients.
The portal, with more than 500 users, allows
patients to schedule their appointments, view
test resules, follow up on treatments and po-

tential side effects, and participate in discus-

sion groups and maintain a personal journal,

"The portal itself is centred on the patient,

Le, it is the patient who grants access to
external viewers, ensuring patient privacy
and confidentiality.

The portal is generating significant benefits,
including enhanced patient confidence
through self monitoring of treatment/side
effects, greater patient compliance with treat-
ments through increased transparency, and
increased operational efficiency from online
scheduling. Aside from these benefits, the
patient portal also allows clinicians who join
an existing care team to quickly get up to speed
on local practices and patients.

“All patients say:

‘This is easy to use and
navigate. | would use it again.
I would recommend it
to somebody else. . .”

- Director of
My CARE Source Project

The portal was developed in partnership with a
vendor, at a total estimated cost of $1 million.
However, the content was developed by Grand
River itself. This has allowed it to sell the con-
tent to third parties interested in developing
their own portals, and will help fund initiatives
to expand the portal’s functionality.
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While this will encourage patients to be more in-
volved in their care and drive some quality bene-
fits, a patient portal will also have secondary
benefits. For example, a consumer educated on
the benefits of electronic health records will help
drive adoption with community and acute care
providers and continue to provide political back-
ing for further investment. However, the patient
portal must be created cautiously to ensure that
the content is viewed as beneficial to the public
and not simply linking the elements already avail-
able in the electronic health infostructure.

Because a number of efforts are underway to
Create patient portals, including the My CARE
Source Project at the Grand River Hospital in
Ontario (see sidebar on page 27), Canada risks
incurring significant costs to build and maintain
these many separate sites. Therefore, the stake-
holders believe that building a national patient
portal infostructure that could be tailored to
local needs would be an effective and efficient
way to make progress in this area.

The total cost to build the patient portal info-
structure is estimated at $100 million, although
creating and maintaining the content will require
additional funds.

Priority 5: Trial and perfect more
advanced functionalities
in wait times and chronic
disease management

These are high priorities for meeting system
needs. However, they will be difficult to imple-
ment in the short term at a pan-Canadian level
because of financial, technical, and capacity con-
straints — particularly managing change within
the GP offices and redesigning the business Sys-
tems required to achieve success.

The pan-Canadian goal, therefore, should be
to demonstrate in one or two health regions or
jurisdictions the elements of the reference solu-
tion to be built; to develop a sound business case,
and to test the appropriate implementation and

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

change management techniques. Once the base-
line electronic health record infostructure and
enablement of GPs are in place across Canada,
the other jurisdictions can opt to adopt the ref-
erence solution, thereby speeding the rollout
timing. (Note: If the reference solution is highly
successful, there may be ways to speed rollout
even more by coupling these solution elements
to the electronic medical record implementation
and/or leading with these solutions and basic
computer technology.)

These reference solutions will entail-

® Trialling a reference solution for integrated
triaged scheduling and electronic referrals
to further improve wait times manage-
ment and access in one or two regions or
jurisdictions. This includes case management
and common referral and priority assessment
tools across the care continuum — from GPs to
specialists through to hospital operating rooms
and community and home care environments.
This would need to be coupled with significant
process re-engineering to ensure the full value
is captured. The estimated cost for the case
management and priority assessment tools

in one large jurisdiction is $40 million to

$60 million and $140 million to $160 million
for all jurisdictions.

® Trialling a reference solution for proactive
chronic disease management in one or two
regions or jurisdictions. Disease management

is a high priority and would accrue economic
and quality benefits. However, its dependency
on a full rollout of the electronic health record
and electronic medical records means complete
implementation across the country will extend
beyond the 2015 horizon. The estimated cost for
the screening and case management systems to
enable this for one jurisdiction is $15 million to
$25 million and $180 million to $220 million for
all jurisdictions.
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Setting priorities within the integrated vision
means that certain elements will likely not be
pursued at a pan-Canadian level over the next
five to 10 years.

® Advanced patient self-care functionality.
The most critical elements of self-care that

can be pursued now (e.g., patient portal) have
already been included in the foundational
elements. The more complex patient self-care
tools will require completion of the electronic

health record, electronic medical record, and
disease management elements before they can
be put in place. Nor will they offer the same
benefit return as some of the other elements.
Furthermore, many of the advanced patient self-
care functionalities (e.g., in-home monitoring
devices for diabetes) can be pursued by private
providers (e.g., telecom, insurance or drug
companies) in a patient or employer/insurance
fee-for-service model.

Figure 9
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® Health system performance manage-
ment. While these systems are likely to be
extremely valuable to enable health managers
(e.g., deputy ministers, health region and
hospital CEOs) to drive quality, access, and
productivity in the system, it was felt that the
most critical elements to be addressed at a
pan-Canadian level were already covered in
the five priorities — namely, the collection of
standardized health information through the
electronic health record and electronic medical
record and the need for a pan-Canadian
coordinating mechanism for wait times.
Furthermore, the Canadian Institute for Health
Information (CIHI) was seen as a more natural
owner to determine pan-Canadian performance
standard, and, given the politically sensitive
nature of the remaining elements, performance
standards were more likely to be developed at
a jurisdictional level.

* Electronic medical records in broader
community and long-term care settings.
Managing long-term healthcare costs will
require extending the electronic health record
and EMR decision support systems beyond the
acute care and GP and specialist offices over
time. Extending the continuum of care to the
long-term care settings was not included as a
medium-term priority for several reasons: the
high cost of including the broader community
and long-term care settings ($3.7 billion); the
less robust business case; the priority placed
on completing the GP and specialist settings,
and the ability of the system to absorb change.
However, it is critical to note that even without
the full functionality, these settings would be
able to access the electronic health record

through the viewer if enabled with computer
technology.

* Hospital-level logistics, scheduling,
and bed-tracking systems. Hospital-level
logistic systems are also costly and are more
appropriately implemented at a health region
or hospital level to ensure compatibility with
existing systems and processes.

® Chronic disease management
reference solution

TOTAL INCREMENTAL COSTS

ANNUAL BENEFTS

Figure 10
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The progress against these five priorities will vary
by jurisdiction, given different starting points
and momentum for implementation. However,
a first-cut rollout plan has been developed in
two phases:

¢ Phase 1: Completing the foundation

(to 2010) will focus on completing the elec
tronic health record beyond 50 per cent of
Canadians and the health preparedness system
(i.e., containing communicable disease out-
breaks and mitigating the incidence of illness
and death); beginning the electronic medical
record and clinical information system infostruc-
ture in advanced jurisdictions; and ensuring
quick-win patient elements are in place (e.g.,
portals, wait time registries) or underway (e.g.,
reference solutions for disease management
and wait time solutions).

® Phase 2: Extending the benefits

(to 2015) will focus on continuing deployment
and enablement of primary care settings; rolling
out the advanced decision support systems in
the acute settings across Canada: and begin-
ning broader rollout of reference solutions for
disease management and advanced scheduling
and wait times solutions.

Rollout in the second phase could advance more
quickly if Phase 1 implementation proceeded
at or slightly ahead of plan; if the appropriate
financing was in place, and if adequate jurisdic-
tion-level and front-line implementation capacity
existed. Therefore, two scenario rollout plans
- base case and aggressive — were developed.
The scenarios impact the deployment speed for
Priority 2 and Priority 5.

For each priority, progress should be made as
described below (Figures 9 and 10):

* Priority 1. The baseline electronic health
record for 100 per cent of Canadians and
public health surveillance infostructure
will be completed across the country by 2012,
with almost 50 per cent of Canadians included
by 2010.

¢ Priority 2. Unlocking additional quality
and safety benefits. The base case assumes
the system will likely only be implemented in
half the hospitals (~45 per cent of large hos-
pitals) and physicians’ offices by 2015, with
significant differences in jurisdictions. While
some jurisdictions like Alberta, which already
has initiated electronic medical record imple-
mentation, can be expected to reach close to
100 per cent penetration by 2015, others will
lag significantly.

While these base case timelines may appear
lengthy, the delay in achieving the goal will be
driven by the time and capacity required to
complete existing projects and the complexity
of front-line change management associated
with implementing electronic medical records
in small physicians’ offices.

Given these constraints, the more aggres-
sive rollout scenario would see Canada
achieve ~75 per cent of physicians’ offices and
100 per cent of large hospital settings by 2015.
However, it is critical not to underestimate

the change management challenge.

VISION > 2015 « CANADA HEALTH INFOWAY INC,
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# Priority 3. A simple registry and
reporting system for wait times can be
implemented quickly. The bottleneck s likely
to be political alignment rather than technical
rollout. Again, a full implementation should be
possible within the next three to five years.

¢ Priority 4. Patient self-care can be 3
quick win with implementation limited mainly
by the progress on the electronic health record,
because electronic health record data is 3 key
content component for patient portals and

is needed to tailor the information to the
visiting patient. The first edition of the portal
(ongoing development) should be available
upon completion of the baseline electronic
health record in 2010 (or earlier in some
jurisdictions) but will become more valuable
with the rollout of electronic medical records.

“ Priority 5. Reference solutions can be
accelerated based on the state of the chosen
pilot region or jurisdiction.

The base case model assumes 35 per cent of
Canadians will have access to an advanced wait
times system by 2015, costing $40 million to $60
million and creating ~$25 million to $35 million
in yearly benefits. A chronic disease management
would be available for 10 per cent of Canadians,
costing $15 million to $25 million with annual
benefits of $5 million to $10 million.

There is potential, however, to pursue more ag-
gressive rollout timelines based on the refer-
ence solution test results. This could be done by
coupling the rollout with the EMR or by looking
at short-term enablement of Gp offices (e.g.,
enabling web access only). By 2015, this would
provide 80 per cent of Canadians with an ad-
vanced wait times system, costing ~$110 million
to $130 million and creating ~$60 million to
$80 million in yearly benefits. A chronic disease
management would be available for 60 per cent
of Canadians, costing $110 million to $130 mil-
lion and creating annual benefits of $30 million
to $40 million.

Canadians from across the healthcare sector were involved
in the development of the 2015 vision. '

Clinicians and
Patients

Ministries

Vendors

Hospital CEOs
and CIOs

ADVANCING CANADA'S NEXT GENERATION OF HEALTHCARE

20%

Regional
Authorities

Not-for-Profit
Organizations
and Government

Agencies
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the country (and their supervisors),
who gave willingly of their valuable
time, often on very short notice;
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energy;
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The many participants in the May
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Health Information (CIHI) and Canada
Health Infoway (Infoway), leveraging
CIHI's expertise in the standards domain
and Infoway's mandate for EHR
interoperability and investment in its
enablers.
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Executive SUmMmary

Canada Health Infoway (/nfoway) initiated
the Electronic Health Records (EHR)
Data Definitions and Standards Project
(Arch 2) in December 2002. The goal of
the EHR Data Definitions and Standards
Project was to define a clear strategy

for key health information standards
initiatives that will advance the
development and implementation

of the interoperable EHR.

This project was a collaborative effort
between the Canadian Institute for
Health Information (CIHI) and Infoway,
leveraging CIHI's expertise in the
‘standards domain and /nfoway's
mandate for EHR interoperability and
investment in its enablers. The project
included valuable input from standards
experts as well as extensive consultation
with our stakeholder community through
structured focus group workshops across
Canada. Interviews with key users and
implementers of standards also were
conducted, along with working sessions
at the Partnership for Health Information
Standards Symposium.

Using this comprehensive approach,
the project team was able to collect and
prioritise information about subject areas
for inclusion in the interoperable EHR.
The team identified key issues, priorities
and gaps in the establishment of EHR
health information standards in Canada,
while setting out basic principles to
promote effective collaboration with
stakeholders in selecting and
implementing standards on

a pan-Canadian basis.

Not all of the gaps and issues identified
by our stakeholders can be addressed
within the context of /nfoway’s current
business plan and imperatives. Infoway
is committed to achieving its mandate
through the execution of its program
strategies, and will incorporate into those
strategies the work needed to advance
interoperability standards.
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1 Introduction

Before covering the findings and
recommendations of the project, it is
important that we clearly define the
core concepts under discussion and
the terms used.

= The term “standards” applies broadly
to the standardization forms of
technology, information or business
processes.

£

When we speak about standards
development, we presume an order of
precedence for how we establish
necessary standards. This follows the
order of:

« Adoption of existing standards

(the preferred method for standards

implementation).

= Adaptation of existing standards,

In its role as a strategic investor in the
establishment of interoperable EHR
solutions, Infoway is acting as the
catalyst for the adoption and
development of health information
standards across Canada. The need
for standards is rooted in the fact that
interoperability between diverse care
settings, information systems and
jurisdictions cannot possibly occur
without a clearly defined set of
common standards.

In the course of preparing this report, it
has become very clear that establishing
consistent health informatics standards
across Cariada will require considerable
dedication and effort on the part of all
affected stakeholders. There is a strong
consensus that this effort is more than
justified given the benefits of having
interoperable systems that deliver
accurate, timely health information to the
broadest possible spectrum of providers

=

preferably where the standard provides and administrators of health services.
for localization to meet varied business
requirements, or where the standard
has a solid foundation but must be
modified to suit Canadian
requirements.

For the purpose of this document,
the focus is on standards as they
relate to the structure, content and
communication of health information.

It is clear, however, that this type

of collaboration will not occur
spontaneously without some vision

and motivation for participation. Those
of us who provide information systems to
support health services delivery are
aware that any implementation of
information technology requires some
form of standardization, even if this is
only specific to a department, facility or
organization. The challenge is for IT
implementers to be willing to contribute
to, and adhere to, use of informatics
standards that apply beyond their local
needs, and that across jurisdictional,
care setting, and care discipline
boundaries. Fortunately, there are many
compelling reasons for our stakeholders
to participate in the adoption of
standards on a comprehensive pan-
Canadian basis.

L4

Technology and business process

standards, while necessary for the

use of interoperable EHR solutions, « Development of standards, preferably

were not objectives of this project. through active participation in estab-
lished Canadian and international
standards development organizations
and processes.
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The following table outlines the stakeholder groups
and the corresponding benefits to be gained from achieving
standards-base interoperable Electronic Health Records:

Stakeholder Group

Providers

o B8 R 0501 555

Benefit of Standards and Interoperable Systems

Improved quality and consistency of care through timely access to comparable data
from multiple sources;

Increased use of structured and measurable information rather than free-text only,
allowing faster and more reliable review of health information and increased user
confidence;

Reduced reliance on verbal and anecdotal exchange of health information;
More accurate and effective communication among providers;

Reduced duplication of effort;

Better ability to consolidate clinical findings;

Shorter elapsed time between steps in the care process;

Higher probability of positive patient outcomes.

Patients

Service Delivery Organizations

Dramatically reduced need to repeatedly provide personal and family health history
each time a patient encounters a different health care provider;

A personal health history that accumulates data with each encounter and that is
easily understandable across a range of providers;

Better coordination of services across providers;
Reduced duplication of diagnostic procedures;
Better health outcomes.

Ability to reuse solutions implemented elsewhere in Canada, leveraging:

- Lessons-learned

- Change management and implementation strategies

A broader base of comparable data for monitoring and measuring performance;

Improved ability to work effectively in regionalized or collaborative capacity with other
organizations, across different geographies and care settings;

Ability to interface to the interoperable EHR for access to compatible data from a vast
array of sources beyond an organization's boundaries;

Higher confidence in vendor software products through improved ability to predict
suitability for use, effectiveness and return on investment.



e

[N

S,

Staketiolder Group

Provinces / Territories

Educators

Benefit of Standards and Interoperable Systems

* Increased reliability and flexibility in allocating limited system, human and financial
resources in the delivery of health services, through improved interoperability and
comparability of information and business processes among organizations and across
a wide range of settings;

* More accurate, reliable and comparable data as the foundation for responsive policy
decisions, capacity planning and program monitoring;

More accurate and timely comparability with other jurisdictions on the effectiveness
of health service delivery programs. This leads to improved program planning and
can provide a better foundation for resource allocation;

e Ability to participate in, and have access to, the coordinated work effort of many
F/P/T jurisdictions in the development of standards. This collaboration and sharing
of health business requirements and the subsequent solutions offers a rich set of
capabilities that could not reasonably be developed by just one jurisdiction:

* Better access to potential Infoway investment funding through participation in the
standards development process, together with a willingness and readiness to actively
use the standards.

U Standards help educators offer cumcula that are trghtly rntegrated wrth the
accreditation process;

» Data that is captured for care is often used for education and research —
use of standards increases data’s relevance and usefulness;

* One measure of the effectiveness of standards is their impact on practice
improvement and practice outcomes, for example patient safety;

* Exposure to standards-based curricula allows educators and healthcare professionals
to understand the health informatics environment at a very early stage;

Standards enhance task-specific extraction of information from published sources,
such as matching cases to clinical studies or clinical practlce gurdelmes

Researchers

Hrgher quality comparable data across a broader range of sources;

* Enhanced “linking” across disparate data sets (linking people, providers, locations,
disease entities, treatment modalities, etc.);

¢ Reduced time and effort to prepare data for use;

e |arger, comprehensive datasets;

* Ability to merge / correlate datasets across a broader range of studies;

* Better ability to measure and assess outcomes and to identify health determinants.
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Stakeholder Group

Vendors

Systems Integrators

Standards Development

Organizations

Benefit of Standards and Interoperable Systems

Create a market advantage for those vendors who participate, in terms of (1)
understanding early directions of health information standardization and product
development and (2) the opportunity to actually “set” the national/regional or
international standard in a particular domain or service.

Reduced customization by existing and prospective clients, resulting in better
margins, reduced time-to-market and increased responsiveness to clients;

Improved access to prospective customers nationally (and potentially internationally);
Comphance with standards increases value of the product and service to clients.

Easuer mtegratlon of |nformat|on systems
Reduced costs and risk during integration of systems;
Easier transfer of skills between prolects

lncreased part|c1pat|on by stakeholders in the development and ownershlp
of standards;

Improved ability to define localization needs for standards regionally and nationally;

Better applicability and suitability of open consensus standards in meeting current
and emerglng business requnrements of the health sector.

Canada Health lnfoway

Prowdes objectlve cntena for better assessment of |nmat1ves for /nfoway strateg|c
investment;

Increased probability for project success and transportability of solutions;

Increased willingness by other organizations and regions to adopt successful
investments;

Maximized return on investment of public funds;

Improved effectiveness of solutions in meeting pan-Canadian business needs in the
health sector;

Improved ability to implement benefits of /nfoway's Electronic Health Record Solution
(EHRS) Blueprint, which requires pan-Canadian collaboration on the selection and
|mplementatlon of health information standards.

Canadian Institute

for Health Information

Many of the standards requnrements mherent in achuevmg mteroperabnny ata
pan-Canadian leve! are directly applicable to CIHI in its role as a consolidated source of

analysis on the health of Canadians and the health of the healthcare delivery system
at large. Achieving interoperability through standards offers the potential for CIHI to
benefit from EHR data through:

* Large potential longitudinal source of semantically consistent data from multiple
sources and contexts;

* Source of data for primary use, such as in the Canadian Joint Replacement Register
(CJRR), Canadian Organ Replacement Register (CORR), etc;

e Source of data for secondary use in other analytical databases, such as Health
Services, Adverse Events, Health System Expenditures, and Population Health.
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Underlying these comprehensive benefits
is an explicit understanding that by
broadly implementing health information
standards, we can reduce the cost of
delivering health services in Canada.

This report does not attempt to
quantify the cost associated with

the establishment of pan-Canadian
Standards. But it is generally accepted
that an interoperable EHR is a crucial
step in improving efficiency and
eliminating the wide duplication of effort
that is inherent in today’s health system.

The adoption and implementation

of standards alone will not ensure
interoperable systems or the consistent
recognition and usefulness of information
across diverse care settings and organi-
zations. Standards must be chosen in the
context of their ability to meet compelling
business needs, and implemented within
a framework of clearly defined interface
specifications adopted consistently, both
locally and nationally.

In one sense, the specification of

these common interface components
and capabilities represents another
form of standard-setting activity that
will inherently occur as part of Infoway's
mandate.

Additionally, implementing health
information standards in Canada will

not occur in isolation of existing systems
and business processes. When selecting
any standard, it will be crucial to
consider the impact of that standard

on all stakeholders with a vested interest
in its use. Also key will be identifying the
change management processes required
for an organization to establish or replace
interoperability standards.

In cases where new standards are
used to enable system-to-system
interoperability, those most affected
will be developers and maintainers

of information technology systems.

In other cases, when standards are
used in recording, communicating or
analyzing health concepts or outcomes,
the affected stakeholders will be health
care practitioners, administrators,
teachers and researchers.

In each case, the implementation of new
standards carries profound implications
for the business of planning, managing
and delivering health services in Canada.
It is important to define and implement
strategy that effectively engages
stakeholders in choosing and adopting
standards that will affect them for years
to come.

Given both the need for effective
health information standards and

the complexities of creating them on

a pan-Canadian basis, the EHR Data
Definitions and Standards Project was
established to gain a sense of which
steps we need to take to develop those
standards.
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2 Project context

The project’s objective was to “define
the approach and strategy for the key
standards initiatives to advance the
development and implementation of the
interoperable EHR." The project used
the ACHI definition of standards:

+ Standards define the rules that
enable organizations and people to
communicate, tasks to be carried
out, information to be shared, and
technology needed to inter-operate.

»

Standards enable people to speak

a common language and to work
together on common matters. in the
health domain this is done through
secure information systems.

Given that definition, the scope of this
initiative included:

E

Exploring what data needs to be
exchanged in an interoperable EHR;

®

Exploring standards issues and
criteria to allow these subject areas
to exchange information;

*

Defining a standards-alignment
process for existing programs and
new initiatives;

* Identifying standards investment
projects.

In addition, it was considered necessary
to develop a stakeholder engagement
strategy for Infoway standards work in
order to provide a framework and model
for establishing pan-Canadian EHR
standards.
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An expert project team consisting of
leading Canadian and international
vocabulary and messaging experts as
well as consultants from across Canada
was assembled to inform the develop-
ment of an EHR standards strategy for
Infoway. Please refer to Appendix 1
(page 40) for a list of team members.

A €

The project approach was consultative
in an effort to leverage the expertise and
efforts of existing standards groups, as
well as EHR initiatives in Canada and
internationally. Between April and June,
2003, the project team hosted five focus
groups with key stakeholders across the
country -- in Halifax, Toronto, Regina,
Montreal and Vancouver. Approximately
180 participants were involved and they
represented a wide variety of stake-
holders. Please refer to Appendix 2 (page
41) for a list of focus group participants.

The scope for discussion at the focus
groups was to identify strategies and
issues in achieving standards for an
interoperable EHR. Participants

were asked:

» To identify the primary subject
areas that should make up the
interoperable EHR;

= To identify the top five and bottom five
priority subject areas on the list just
identified, to include in the EHR;

= To identify five standards initiatives for
the interoperable EHR that should be
done first. The standards initiatives
that should be addressed first may
not be the same as the priorities
above. (For example: drugs may be
a priority but standards may exist;
clinical histories may also be a
priority but no standards exist.);

+ What principles must underlie
all work toward standards for EHR
interoperability?

= What are the issues and barriers
to achieving standards for EHR
interoperability?

= What criteria should be used in
choosing, approving and endorsing
standards?

» What are the three most important
criteria?

= When selecting standards, what has
worked and what hasn't worked based
on your experiences?

« What is the most effective way to
engage you in standards activities?

» What do you need so that you can
be engaged?

In addition to the focus groups, input
into the project was received during
breakout sessions at the Partnership

for Health Information Standards

Spring 2003 Symposium. Approximately
100 participants were involved in this
forum and addressed the following
discussion points:

= Project-based verses pan-Canadian
standards development;

= Criteria for choosing standards;

= Key principles for engaging
stakeholders.

To identify a stakeholder engagement
strategy, the project team also conducted
28 interviews with more than 75
stakeholders across Canada. Please refer
to Appendix 3 (page 46) for a list of
interviewees.

In addition to stakeholder consultations,
the project included research/literature
reviews within the following paths

of activity:

« Data definitions and use cases;

= Vocabulary and messaging standards;
» Project alignment;

« Stakeholder engagement.

The scope of this work was not meant
to be exhaustive. It is intended to create
a good basic understanding of best
practices and lessons learned, so as

to better inform recommendations for
next steps. The results of this research,
combined with results of the focus
groups, has resulted in a significant body
of work that will provide a framework for
Infoway investment projects and other
initiatives that should be undertaken to
address standards issues and needs
identified here.

In October, 2003, the project hosted
three Webcasts and an expert working
group session to help validate the
preliminary findings and proposed
recommendations. Approximately

75 people participated in the Webcasts
and 24 in the expert working group
session. Please refer to Appendix 4
(page 48) for a list of participants at
the expert working group session.
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During the EHR Data Definitions and
Standards Project, /Infoway announced
its updated business plan for 2003/04.
To make the project’s recommendations
more timely and relevant, the new plan’s
updated context and language were
adopted in addressing the project’s
deliverables. It is therefore important

to understand the main principles

of the business plan.

Canada Health Infoway is an
independent, not-for-profit corporation
created in response to a commitment by
€anada's First Ministers in September,
2000, “to work together to strengthen
Canada-wide health infostructure, to
improve quality, access and timeliness
of healthcare for Canadians.” Infoway's
mission is to foster and accelerate the
development and adoption of compatible
electronic health information systems.
The approach is to invest strategically,
building upon existing and planned
health sector infostructure investments
in each jurisdiction, working in
partnership with stakeholders,

including the private sector.

Federal, provincial and territorial

Deputy Ministers of Health, who are the
members of Canada Health Infoway,
unanimously endorsed /nfoway's
2003/04 business plan for continued
strategic investment in the development
and implementation of compatible
electronic health records systems across
Canada. The business plan is a roadmap
for putting in place the basic elements
of secure, compatible Electronic Health
Record systems designed to improve
patient care.

ﬁgm 1: Infoway investment program benefits

Telehealth W Support remote and rural' care delivery/access
W Incent Telehealth-EHRS linkages

Laboratory Information

B Information portability and timeliness for patient care

Systems M Physician office efficiency

Diagnostic Imaging
Systems

Drug Information

B Increased availability of diagnostic imaging for physicians
8 Improved productivity (e.g. less duplication, faster turnaround)
W Reduced dispensing costs; fewer dispensing clarification call-backs

ystems M Reduced drug interactions and adverse events
Registries M Core patient, provider and location registries; foundation piece for EHRS
B Secure and trusted identification of individual patients, providers and locations

Infostructure

W Common blueprint: standards and services

M Fundamental to interoperability and reduced implementation costs

As outlined in the business plan Building
Momentum, there is a strategic focus on
six investment programs. These include
five key building blocks for EHR solutions
(infostructure, registries, drug information
systems, diagnostic imaging systems and
laboratory information systems) along
with the addition of telehealth as an
investment program.

A clear set of benefits have been
identified for each program. Highlights
of these benefits are outlined in figure 1.

It is important to note that the latest
business plan represents a shift in
direction to a program-based approach,
compared to the 2002/03 plan’s project-
based approach. The shift from a tactical
to a more comprehensive and strategic
approach integrates replication and
deployment strategies in all program
investments.

The proposed recommendations from
the EHR Standards Needs Analysis will
inform the development and refinement
of Infoway’s investment program
strategies.

Infoway works in collaboration with

its partners to seek out and develop
best-of-breed systems that can be used
in multiple jurisdictions, creating the
most cost-effective deployment. As

a strategic investor, /nfoway helps
jurisdictions to reduce the costs,
timelines and risks associated with
healthcare technology development.

As part of its strategic investor role,
Infoway is engaging with its members in
collaborative planning toward adoption of
solutions resulting from funded
programs.

To facilitate an interoperable EHR,
jurisdictions are expected to replicate
a solution's functional specification,
interface specifications and standards
for data and messaging. This will allow
for interoperability with other EHRS
implementations. In this capacity,

we will ensure that each investment
program addresses the need for shared
standards by providing a consultative
and collaborative approach with
stakeholders. Infoway will also
coordinate standards activity across
investment programs to ensure
coherence.
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In addition to promoting interoperability
through its core investment programs,
Infoway will define certain standards
initiatives that are required as prerequi-
sites or considered essential for all
programs. This will include actively
monitoring, influencing and contributing
to international standards development.

In these cases, Infoway will define and
invest in projects within the infostructure
program, and ensure that solutions meet
existing needs, by soliciting public sector
partner participation. The following
diagram (figure 2) illustrates how the
infostructure program will provide a
framework for use by other programs,
and how the infostructure will function
as a discrete program with its own goals,
objectives and projects:

Figure 2: Infostructure framework for
Infoway investment program

Telehealth
Lahoratory Information Systems
Diagnostic Imaging Systems

Drug Information Systems

- Infostructure

Registries
Infostructure

To support the principles governing the
2003/04 business plan, the proposed
recommendations derived from the EHR
Data Definitions and Standards Project
will inform and guide all of Infoway's
program investment strategies. Alignment
with pan-Canadian standards and EHRS
specifications will be a prerequisite for
investment and replication funding, and
will be key measures applied to projects
in meeting gated funding requirements.

On May 23, 2003, Infoway and

CIHI announced the signing of a
Memorandum of Understanding (MOU),
which formalizes a relationship for the
development and maintenance of
standards required in support of EHR
data definitions and standards. As part
of the agreement, Infoway acts as the
catalyst for the development of EHR
solution standards and acts as the overall
program manager for EHR standards-
related work. CIHI acts in the capacity
of Preferred Partner to Infoway in the
development of these standards. CIHI
will continue to be responsible for data
definitions, content standards and
classification systems which are core

to CiHl's business.

This partnership allows both
organizations to take advantage of

their collective expertise, ensuring a
cost-effective and consistent approach

to standards development. The organiza-
tional objectives of /nfoway and CIH! are
mutually beneficial, and this collaborative
relationship to develop and maintain
EHR standards furthers the goal of
interoperable EHR solutions for Canada.

CIHI continues to provide coordination
for the various standards stakeholder
organizations both within Canada and
internationally through activities such as
the Partnership, HL7 Canada, the North
American Collaborating Center for the
World Health Organization, and the
Canadian Advisory Committee of 1ISO/TC
215. As part of the agreement, Infoway
assumes a seat on the Canadian
Advisory Committee (CAC) of ISO/TC 215
Canada as well as a seat on the
executive committee for HL7 Canada.
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The objectives of our consultations
were to identify:

= Data required for exchange
in an interoperable EHR;

k3

Standards gaps and priorities
for advancing standards;

®

Criteria for standards selection;

&

Strategies, risks and issues in
advancing standards for an
interoperable EHR;

*

The best approach to achieving
interoperability and moving towards
the emerging pan-Canadian vision;

£y

Stakeholder roles in adoption,
adaptation or development standards
to support an interoperable EHR.

The questions that were posed to
stakeholders, and their responses,
are provided in this section.

38 ummary of findings and gaps

The purpose of identifying EHR subject
area priorities was to define the data to
be exchanged in an interoperable EHR,
not the technologies used to transmit it.
We asked stakeholders to identify the
EHR subject areas without regard to
physical implementations or deployment
strategies, and to think beyond a
minimum data set. In particular, we
asked stakeholders:

"« To identify the primary subject areas

that should make up the interoperable
EHR;

= Who has an operational model or
picture of an interoperable EHR;

» What subject areas does this
account for?

An extensive list of more than 100
potential subject areas to be included in
the EHR was generated through focus
groups. These ranged from patient
demographic information to health
outcomes. The top priority subject areas
that were consistently identified across
the country included:

« Client demographic and identification
information;

*

Health history and clinical summary
information;

» Problem lists and diagnoses;

@

Diagnostic information
(values and interpretation);

» Medication information
(past and present);
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» Care plan and decision support
information;

+ Treatment information;

* Consent information;

*

Vital signs and alerts;

&

Provider identification information;

*

Clinical documentation
for chronic disease;

« Existence/encounter information;

R

Immunization information;

-

Primary care and community
care information;

» Quality and safety information.

In order to use and interpret the

above information in a clinically relevant
context, the following collateral data
were identified as additional priority
requirements:

+ Contextual information related to
encounters and clinical decisions;

» Privacy and confidentiality information;

@

Disclosure law and logs;
= Service and agency directories;

= |nformation on current legislation.

It was recognized that the standards
initiatives that may need to be addressed
at the outset may not necessarily be the
same as (or related to) the subject area
priorities identified above.

For example, the inclusion of medication
information in the EHR may be a priority
but standards related to medications
may already exist. Or health history and
clinical summary information may also
be a priority but no standards may
currently exist. We asked stakeholders
to identify five standards initiatives for
the interoperable EHR that should be
completed first.

An exhaustive list of existing standards
gaps was again identified and the
message was consistent across the
country. The priority gaps identified
included standards to support:

+ Common clinical vocabulary including
diagnostics and intervention
nomenclature;

£

Unique identifier for client / provider /
location of care;

« Encounters and the definition
of an encounter;

# Standardized documentation;
= Pharmacy / medications;

+ Laboratory;

» Messaging standards, including:
- operational systems;
- registries;
- those specific to the EHRS/EHR;

» Core data set / EHR data set;

+ Client / provider / location registries;

~ Privacy harmonization / authentication;
= Trust relationships.

In addition, our stakeholders identified
not just gaps in data and messaging
standards but the need for ongoing
sustainable infostructure to support
these standards. The following priorities
related to standards were identified:

« Mapping methodologies;

+ Standardized data presentation /
provider views;

In the areas of processes and
governance, the following priorities
were identified:

+ Standards development and
implementation;

» Conformance and compliance
of standards;

» On-going support and maintenance
of standards.
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A key message we consistently heard
concerned the need to leverage the use
of existing standards work wherever
possible, including local, national

and international standards efforts.

The message was clear: “adopt” first,
“adapt” second and “develop” when
no other options exist.

To determine the criteria to use in
assessing which standards to adopt,
adapt or develop for meaningful
exchange of EHR data, we asked
the stakeholders:

# What criteria should be used in
choosing, approving and endorsing
standards?

+ What are the three most important
criteria?

= What has worked and what hasn't
worked based on your experiences?

The criteria utilized by the various provin-
cial standards councils and other inter-
national organizations were also identified
and prioritized as being important in the
selection of standards and standards
investments. The top criteria for
standards selection identified included:

» Ease of implementation / practicality /
feasibility / time to adopt;

@

Cost / availability of incentives /
funding;

@

Appropriateness;

E

Benefits / risks of using the standard;

#

Maintenance and post-implementation
support requirements;

+ Balance of standardization and
innovation;

+ Existing base for the standard;
+ Ease of use of the standard;

« Stability of the standard;

« Flexibility of the standard.

It was clearly evident that a methodology
or measurement system for applying

the standards criteria was required to
determine if an existing standard was
appropriate for adoption; if an existing
standard required adaptation; or whether
a new standard should be developed.

A key message consistently articulated
was: “The business case for pan-
Canadian EHR standards has been well
justified, so let's get on with the work of
achieving interoperable EHR standards.”

We also asked stakeholders to identiry
any issues and barriers related to
achieving standards for EHR interopera-
bility. In response, the following points
were raised:

# Use cases and business processes
must be well understood;

= The understanding of provider
workflow and the impact on providers
is critical;

» There is a need to recognize the trust
relationships inherent in healthcare;

= There are financial barriers and lack

of incentives to ensure the uptake of

standards, including:

- the high cost and time to develop
standards;

- funding for collaboration is
inadequate;

- the need for paid (not voluntary)
resource work;

- the costs associated both with
changing to new standards and not
changing to new standards;

# A strong commitment is needed
on building capacity and capability
for standards development,
implementation, compliance
and maintenance;
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* There may be political barriers

to overcome, including:

- jurisdictional and cross-jurisdictional
political barriers;

- finding an appropriate body
to mandate standards and a
monitoring process;

- competing standards - international,
national and local;

# A neutral forum must be created for
consensus-building and collaboration;

» Vendor engagement is required to
support buy-in and compliance;

+ A need for technology and tools

for standards, including:

- technology to support standards
development and related processes;

- tools to support standards
implementation;

- tools to support transition to
a standards environment;

- tools to support maintenance
of standards;

# Legislative challenges may exist;

» Communication and education related
to standards initiatives are critical:

- for communication and education
of standards within jurisdictions and
between jurisdictions and national
groups;

- to educate on the process of
standards in our health-related
education programs;

- to address public concerns on use
of standards;

- to use key learnings from other
experiences and initiatives.

The extensive consultation undertaken
during the EHR Data Definitions and
Standards Project highlighted some
significant findings related to stakeholder
engagement. The following are highlights
identified as particularly relevant:

= There is a broad consensus among
stakeholders concerning:

principles for stakeholder

engagement;

standards activities;

stakeholders to be engaged

in standards activities;

potential roles for stakeholders;

- effective strategies and methods
for engaging stakeholders.

There is overwhelming support among
all stakeholders for a fair, open and
transparent engagement process.

%

®

There is broad agreement on the need
to clearly identify who ultimately is
responsible for specific activities of
EHR standards at the national level,
including development, implemen-
tation, maintenance and conformance
and compliance of standards.

« There is a need to clearly define the
standards approval process interface
at the federal-provincial level.

= Stakeholders view some of the
standards processes as complex,
cumbersome and slow. Provinces are
uncertain as to how to proceed with
the standards process and coordinate
efforts with other jurisdictions,
especially at the national level. While
most stakeholders acknowledged the
complexities of the standards process,
many believe a more effective process
can be established.

= Many stakeholders support the
establishment of a national advisory
group to identify and discuss strategic
areas and issues, as needed and
appropriate. The group would include
experts and representatives of the key
stakeholder groups.

&

There was overwhelming agreement on
the need for a forum for pan-Canadian
collaboration and consensus around
standards. Standards must be
developed in an environment that
considers broad requirements.
Incentives will be needed to promote
participation in standards work at the
national level.

&

Stakeholders recognized the need for a
formal governance structure to support
pan-Canadian standards work during
development and implementation.
Standards will need to be formally
endorsed and, more importantly,
mechanisms will be required to
support implementation and transition
and to monitor conformance and
compliance.

s

Dedicated leadership and resources
will be needed to support the
establishment and implementation
of EHR standards. Standards work
will need to be elevated within the
industry and be supported by formal
roles and structures.

= Many stakeholder groups have cited

the need for active vendor involvement
in establishing standards. By engaging
vendors, we can leverage their
experience and knowledge, while
working toward a commitment to
complying with standards as they

are endorsed.
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= While the Canadian healthcare system
recognizes the need to move toward
interoperable EHR standards, there is
broad consensus that it currently lacks
the capabilities and the capacity to
support the volume of standards
activities that will be required. Any
stakeholder engagement model must
highlight a commitment to building the
capabilities and capacity required for
success.

kS

Similarly, there was a desire to
develop a model that supports

the development of standardized
methodologies and tools. Again, this
will provide an efficient mechanism
to support ongoing standards work.

&

It is generally recognized that there is
a need to identify and further develop
mechanisms and infrastructure that
will reliably support implementation,
conformance and compliance, and
maintenance of standards nationally.

&

Stakeholders need an opportunity to
provide meaningful input and to feel
confident that their input will have
an impact.

» Stakeholders highlighted the
importance of interdisciplinary
representation in developing and
implementing standards. In this
way, the unique needs of each
stakeholder group can be evaluated.
The involvement of front-line (or
grassroots) stakeholders was cited
as critical to the task of facilitating
the adoption of standards.

+ The stakeholder engagement process,
like all initiatives, is time sensitive and
should be coordinated with other
activities, events and cycles, so as
to maximize impact and results.

« For some stakeholder groups, financial
incentives will be required to stimulate
participation. For example, providers
that forfeit income to participate may
need to be compensated for their time.

» An effective standards process will
require a thoughtful communication
strategy that is targeted to the specific
needs of each stakeholder segment.
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The vision for a pan-Canadian solution
for the interoperable electronic health
record is emerging amid a convergence
of will, and a commitment to building
the necessary capacity and capability.
In meeting the challenge, it is clear
that uniform adoption of sustainable
standards to support the EHR will

be a key to success.

While few definitive standards exist
today, most agree that there is clearly
an opportunity now to establish an EHR
based on robust, sustainable standards.

The process of researching and
developing standards that meet the
diverse needs of the EHR should be
guided by a set of principles that ensure
relevance, accuracy, completeness and
timeliness. These principles ensure that
as agents of change, we continue to
maintain a clear focus on our ultimate
objectives.

The following principles will form the
basis for the proposed strategy for EHR
health information standards:

1. Development of standards is driven
primarily by the business of
healthcare and must meet a
clearly defined business need.

4 Recommendations
and proposed initiatives

Standards development will be
project-based, with standards
tested, refined and evaluated as
integral components of projects.
This ensures a vital connection
between the business need and
the imperative to standardize,

and facilitates re-use in successive
projects.

The development, implementation
and maintenance of standards must
be coordinated at a pan-Canadian
level, and success will demand
strong leadership coupled with
broad support from all stakeholders.

Adoption and use of standards will
succeed only if promoted by
compelling incentives.

Efforts to develop and implement
standards must focus on those
standards that can be best
sustained over the long term.

Two key components for successful
standards implementation are
management of change and the
transition from “current state” to
“desired state.” Tools and processes
must accompany implementation,
so as to minimize any negative
impact while maximizing every
opportunity for success.

Existing work will be leveraged
wherever possible and practical. The
process must always first encourage
adoption, or adaptation, of existing
standards, before development of
new standards is considered.
Additionally, development of new
standards will be done through
participation with and sponsorship of
existing standards development
organizations.
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10.

11.

12.

13.

Standardized methodologies and
tools will be a key consideration for
any standards development model
or process.

Vendors will be actively involved
throughout the establishment of
standards.

Provincial standards councils must
play an integral coordination and
communication role between various
jurisdictions and pan-Canadian
standards processes.

A commitment to building capability
and capacity for standards work
must be a key consideration in any
standards development model or
process. Stakeholders will need
constant and ongoing education
about standards initiatives and

how they should be engaged.

Jurisdictions must be prepared
to provide the leadership and
resources needed to establish
and implement standards.

Canada should increase its
commitment to playing a leadership
role in international standards. While
developing pan-Canadian EHR
standards represents an ambitious
goal, it is also necessary to ensure
that standards are harmonized with
similar initiatives internationally.
Canada’s participation in
international development activities
will directly enhance our efforts

to adopt national standards. At

a minimum we will be aware of
international standards initiatives
and participate and influence those
that are relevant to our mandate
and work.

14.

15.

16.

17.

18.

EHR standards development must
be coordinated on a pan-Canadian
basis. A clear stakeholder engage-
ment strategy will be needed to
foster appropriate representation
in every aspect of development.

Alignment with standards, and with
standards-development initiatives,
will be key considerations in guiding
Infoway's investment decisions for
new projects. Project development
lifecycles and standards lifecycles
should be specifically coordinated.

Incentives will be available to
existing projects to encourage
alignment with standards or
standards-development initiatives.
In some instances, current projects
will be mandated (and funded)

to comply with the emerging
standards vision.

Where applicable, Infoway projects
will incorporate a standards
component and will contribute to
the evolution of a robust set of pan-
Canadian standards for the EHR.

A mechanism must be established
to encourage and engage non-
Infoway projects to contribute to
and align with the emerging
standards vision.

Stakeholder engagement was cited

by most as a critical component in
developing and implementing standards
effectively.

In particular, the standards process
required to support an interoperable
pan-Canadian EHR will have significant
implications for stakeholder engagement.
Future standards work will challenge
current stakeholder engagement
strategies and processes and will require
innovative approaches designed to foster
broad support.

Increasing levels of national collaboration
and consensus will be crucial to success.
This will require a commitment to
expanding the current stakeholder base
and including stakeholder segments

that traditionally have not been actively
engaged in standards activities.

Any approach to increasing stakeholder
engagement must reflect the extremely
complex healthcare environment and
the unique relationships and interplay
among diverse stakeholder segments.

It is also clear that proposed approaches
must align and integrate with existing
standards structures and processes,
both nationally and internationally.



Material used in developing this stake-
holder engagement framework was
derived from several sources, including:

= As part of defining the stakeholder
engagement framework, an interna-
tional environmental scan of related
literature was done to identify leading
or best practices on stakeholder
engagement in standards activities
across diverse industries;

*

Interviews with health informatics
standards stakeholders across Canada
(see Appendix 2 (page 41) for a list
and grouping of stakeholders and
Appendix 5 (page 48)for the
Stakeholder Interview Guide);

«

Focus groups across Canada
(Halifax, Montreal, Toronto, Regina
and Vancouver) involving selected
standards stakeholders;

= Breakout sessions at CIHI's
Partnership for Health Information
Standards Spring 2003 Symposium.

The stakeholder engagement framework
that follows includes the following
components:

» High level principles that should be
used for engaging stakeholders in
EHR standards activities;

¥

A synopsis of the standards activities
that require stakeholder engagement;

« A list of stakeholders who should be
considered for engagement in EHR
standards activities;

&

A description of various roles that
stakeholders can play in standards
activities.

The stakeholder engagement framework
is designed to set out a generic strategy
for stakeholder participation that is
consistent with /nfoway's vision,

mission and objectives.

There should be a commitment to
engaging with stakeholder segments
that have a stake in any activity
relating to standards. The
commitment to engage must

be reciprocal.

There should be an open and
transparent process for standards
activities.

Communication with stakeholders
on standards activities should be
timely and provide information that
is relevant and up to date.

Stakeholder groups should have
meaningful participation in
standards activities. Stakeholders
should not be asked to “rubber
stamp” a standard after the fact.

Consideration should be given to
ensuring balance in the participation
and influence of stakeholder groups.

Consideration should be given to
ensuring that there is continuity
among stakeholder members
participating in standards activities.
While the goal of engagement is

to maximize involvement, it will be
important to maintain consistent
individual representation in order
to ensure that momentum is not
lost.

The standards process should

be flexible and responsive to the
unique needs of stakeholders and
the interactions between them while
engaging in standards activities.

Stakeholder engagement should
be facilitated as cost-effectively
as possible, balancing the goals
of participation and efficiency.
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The diagram to the right (Figure 3)
highlights specific activities within the
standards lifecycle. While activities and
timeframes will be driven by the specific
standard, the activities generally will not
be linear. Activities will often occur
simultaneously and may be iterative.

Stakeholder engagement is important
at all stages. Stakeholder segments to
be engaged will vary over the course
of the lifecycle.

For example, the early stages are heavily
reliant on the input of business experts.
These same business experts may have
a very limited role during standard
definition and testing. Technical experts,
on the other hand, will be critical for the
middle stages within the lifecycle.

Our consultations identified a
comprehensive list of stakeholder
segments that should be considered for
engagement in EHR standards activities:

+ Federal, provincial and territorial
jurisdictions;

ks

Health IT operational agencies
(eg. Ontario’s Smart Systems for
Health SSH);

w

Health collaboratives (eg.Western
Health Information Collaborative -
WHIC, Health Infostructure
Atlantic -HIA);

&

Health service delivery organizations;

» |nfoway,

EY

®

&

¥

%

Figure 3: The standards lifecycle

Canadian Institute for Health
Information;

Health Level 7 (HL7) Canada;

Canadian Advisory Committee to
International Standards Organization
(ISO) Technical Committee 215;

Federal, provincial and territorial
standards councils;

International standards groups;
Standards Council of Canada (SCC);
Vendors and vendor associations

(eg. industry Trade Association of
Canada, Canadian Health Information
Technology Trade Association -
CHITTA);

Statistics Canada;

- Activities
are not

discrete
steps

« Other government departments,
ministries, agencies;

= Privacy branches of provincial and
territorial governments;

R

Professional colleges;

5

Providers and professional associations
(eg. Canadian Medical Association -
CMA, Canadian Nursing Association,
Canadian Public Health Association -
CPHA, etc.);

ES

Private payors, third party
administrators;

¥

Researchers and academics;

= Healthcare consumers (patients,
residents, clients).
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There are a number of important roles
that stakeholders will need to fill during
standards activity. The diagram (Figure 4)
highlights various roles that were
identified as particularly important.

At the bottom of the pyramid are
stakeholder groups who may be engaged
primarily to communicate or distribute
information.

The next layer highlights stakeholders
who may be needed to provide informa-
tion that ensures an understanding

of standards work being undertaken,
although they could be affected by

the final results in a limited way.

Moving up the pyramid, the next layer
shows stakeholder segments that may be
required to ensure that their perspective
and input is considered as standards
activities unfold and decisions are made.
Typically, this would include stakeholders
who are affected by the standards work
in a more significant way or who have a
strong interest in the work being
undertaken.

Next are stakeholders who may need to
be actively involved in standards work.
Typically, this would include stakeholder
segments whose expertise is unique
and necessary. This could include
participants with technical expertise or

a unique understanding of the business
context. In addition, stakeholders whose
commitment is critical for the success of
the work may also be engaged.

Finally, certain stakeholders will need

to be consulted to ensure that the results
of the standards activities are accepted
and endorsed. Stakeholders in this level
typically have some formal accountability
for the implementation of standards and
an understanding of the implications of

Figure 4: Roles in engagement

Involve for
commitment and
expertise

Consider for response
or input

Enlist for communication
and dissemination

the standards in the context of Canada’s
health system.

The above components alone do not
provide a complete framework for
stakeholder engagement in standards
activities. When the components are
weaved together, however, they provide
a concrete framework that can be
applied to EHR standards activities.

Figure 5: Weaving the pieces together -

The diagram below (Figure 5) depicts
how the various pieces fit together

to create a practical stakeholder
engagement framework.

Essentially, the framework provides
guidelines for stakeholder groups that
should be considered for engagement
during the standards process. In
addition, it highlights roles that would

be most appropriate for each stakeholder
segment at each stage.

Activity in

Stakeholder

Groups Standards

Lifecycle
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Stakeholder segments could fill

more than one role at any given stage.
Similarly, the roles played by a particular
stakeholder group could change as the
process progresses.

It should be noted that there was
consensus that /nfoway has a unique
opportunity to stimulate the development
of standards related to the EHR.

The framework highlighted above is
generic and is meant as a guide. The
specifics of each project or activity will
need to be considered to determine the
best stakeholder engagement strategy.

The final component of the stakeholder
engagement framework outlines a
process that can be used to overlay
project specifics to the generic
framework. This process, as outlined

in Figure 6, can be applied to standards
activities at the pan-Canadian or project
level.

Figure 6: Stakeholder engagement

process

\/

Step 1
Identify
Appropriate
Stakeholders

v

Step 2
Clarify the Purpose
and Objectives of
Engagement

—

Step 3
Confirm Roles of
the Stakeholders

v

Step 4
Identify Effective
Methods of

Step 5
Prepare and Action
Stakeholder

Engagement Plan

\/

Consensus is growing on the need
for a pan-Canadian approach to
establishing health information
standards. The concept is not new,
having been identified by various
groups and initiatives in the past.

Pan-Canadian data and messaging
standards are critical to an interoperable
EHR solution and thus a high priority
for Infoway. Our consultations across
the country once again confirmed
support for standards activities on

a pan-Canadian basis.

Based on this, the EHR Data Definitions
and Standards Project team has
extended the stakeholder engagement
framework and built upon existing
engagement models to propose a

model to engage stakeholders in
establishing EHR standards at the
pan-Canadian level.

The following section will provide an
overview of the model and outline,
some preliminary thinking about the
governance and development aspects
of the model, and how these fit within
the broader health informatics context
in Canada.

The objective of the proposed model

is to create a forum and the required
processes to support establishment

of EHR standards at a pan-Canadian
level. It will provide a methodology

for developing EHR standards in
collaboration with stakeholders, while
providing for the required collaboration
and coordination with a wider
stakeholder group.
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Figure 7: The three components of the model

At this point, the model is meant

to outline a structure and process

that would facilitate collaboration and
consensus-building around standards
work. It is not intended to be prescriptive
or limiting in any way. The model will

be developed in the short term through
consultation and, in the longer term,
through experience gained within

each program area.

The diagram in Figure 7 highlights
the three components of the model.

At the top is a governance layer. It is
within this layer that the acceptance,
recommendation to endorse and formal
approval of standards will occur.

At the bottom is a development layer.
Development, in this context, is loosely
defined and could mean adoption,
adaptation or development of a standard,
depending on the needs of the project
and based on sound standards criteria.

Also illustrated are mechanisms that
support collaboration and coordination
across programs, ensuring that standards
work is strategically driven both from the
top down and from the bottom up.

The following diagram (Figure 8)
provides a more detailed description of
the proposed model, within the context
of the Infoway business plan.

The following sections outline the model
in more detail and highlight preliminary

thinking related to the roles and
relationships inherent in the model.
At the governance level, two distinct
bodies are being proposed: an EHR
Standards Steering Committee and a
Pan-Canadian EHR Standards Advisory
Committee.

The EHR Standards Steering Committee
holds the ultimate responsibility for
endorsing and approving EHR standards
for pan-Canadian implementation.

Committee members would have
recognized accountability in the national
health informatics arena and the ability to
understand the implications of standards
in that context. They hold positions that
would allow them to formally accept a
standard for pan-Canadian
implementation.

Figure 8: Proposed stakeholder engagement model

EHR Standards
Steering Committee

—i Pan-Canadian EHR Standards Advisory Committee
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In addition, the EHR Standards
Steering Committee will provide direction
on implementing and maintaining

" standards, while ensuring that Canada

is aligned with proposed or approved
international standards.

The following stakeholders are
recommended for membership on
the EHR Standards Steering Committee:

» CIHI
# Health Canada

= Federal, provincial and territorial
jurisdictions;

« Infoway
» Professional colleges;

= The Standards Council of Canada
(SCC).

It is anticipated that the Steering
Committee will be chaired by Infoway.

It is proposed that steering committee
members are appointed for two-year
terms and that the terms are staggered.
This will allow maximum participation
and ensure continuity.

While the mandate of this mode! is to
support establishment of EHR standards,
it is anticipated that the governance
model could evolve over time to serve

a larger need. It is also conceivable over
time that the steering committee may
blend into the broader standards context
and fulfill some of the requirements of
the CAC/NC.

The pan-Canadian EHR Standards
Advisory Committee's primary role

is to recommend standards for formal
approval to the EHR Standards Steering
Committee.

The advisory committee will consist

of stakeholders with the expertise to
make effective recommendations to the
steering committee. Members will clearly
understand the implications of various
standards at a strategic and tactical level
and provide counsel and advice to the
steering committee on potential risks.

In addition, the advisory committee
will identify the need for and facilitate
the development of standards that cut
across /nfoway programs.

The advisory committee will ensure
coordination between programs where
appropriate and will facilitate resolution
of any issues arising between working
groups.

The advisory committee will also
support and facilitate, where required,
international balloting of nationally
endorsed standards. As a result,

it is recommended that the advisory
committee act as the primary working
liaison with other domestic affiliates of
international bodies and standards
development organizations.

The following stakeholders are
recommended for membership on the
pan-Canadian EHR Standards Advisory
Committee:

» Vendor associations;

= Regional collaborative; e.g. Health
Collaboratives (WHIC, HIA)

L

Industry experts;

+ Provincial / territorial standards
councils;

@

Academics and researchers;

Ed

Business leaders from Infoway
standards working groups (SWG);

&

Chair of expert working groups;

= CIHL;

+ HL7 Canada;

» Infoway;

» Standards Council of Canada (SCC).

It is proposed that the advisory
committee report to the steering
committee and be co-chaired by /nfoway
and CIHL. It is also recommended that
members be appointed by the steering
committee for two-year terms and that
the terms be staggered to maximize
involvement, while at the same time
providing continuity and momentum.
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Within the strategic collaboration/
coordination layer are two distinct
mechanisms for ensuring that the
“white spaces” between programs and
aspects of cross-program coordination
are effectively addressed.

It is anticipated that an expert working
group (EWG), or groups, will be needed
to provide technical coordination and
harmonization across programs.

This will ensure that all programs and
projects are moving consistently toward
an emerging pan-Canadian vision. It will
also ensure that similar solutions and
strategies are being utilized to address
issues in a standardized manner.

Initially, it is proposed that one EWG
be established and that all necessary
technical experts will participate. Over
time, as distinct program needs unfold,
it may be effective to establish various
EWGs.

EWGs will include experts in health
information standards, with members
assuming a dual role within the overall
model. First, they will participate directly
in the development of standards through
membership at the pan-Canadian tables.

Second, they will provide expertise

in specific areas to support standards
development, for example HL7 tooling
or establishing clinical vocabulary.
Given the expertise of the working group,
it would likely be called upon by the
pan-Canadian EHR Standards Advisory
Committee to conduct preliminary
analysis on proposed standards and

to provide recommendations for
development.

Expert working groups will also play a key
liaison role between Infoway projects and
other national and international standards
initiatives. In this way, it will be possible
to leverage existing work in some areas
and provide leadership in others. This
will be done in collaboration with other
organizations such as CIHI and other
standards development organizations.

It is anticipated that expert working
groups will report to the pan-Canadian
EHR Standards Advisory Committee.
Each group will be co-chaired by the
Infoway standards director and a
working group lead appointed by
Infoway. The Infoway standards director
will be responsible for reporting to the
pan-Canadian EHR Standards Advisory
Committee. :
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Another strategic enabler for collaboration
and coordination of standards work will
be the efforts undertaken in the Infoway
Infostructure investment program.

Development of the foundational EHRS
infostructure components will require
key standards that enable interoper-
ability. 1t is critical for the infostructure
program to ensure that components
shared across programs are developed
in a coherent, timely, coordinated
manner, with attention being paid to the
requirements of the programs and the
need to replicate those solutions on a
pan-Canadian basis.

This requires that an Infoway standards
coordinator/director participate on the
pan-Canadian standards working group
in each program. This participation will
also ensure that opportunities to integrate
EHRS Blueprint services components
into program solutions are identified
early. This will help ensure the practical,
consistent translation of EHRS Blueprint
concepts into working models.

In this manner, specifications and
standards needed to impiement the
interoperable EHR can be implemented
cyclically by leveraging work from
previous projects during new projects.

in addition, much of the foundational
work that needs to be done to support
standards development will be funded
out of the Infostructure investment
program.

Infoway's initial focus on standards
development (adopt / adapt / develop)
will be through the projects undertaken
within our various Investment programs.
One of the challenges these projects face
is that the interoperable EHR is not yet
defined from a functional information
model or interoperability standpoint.
Because of this, existing projects will
need to proceed while EHR
specifications emerge.

Each project will contribute to the
evolving specification of standards for
the interoperable EHR by combining
this “bottom up” standards work being
done through projects with “top down”
initiatives of pan-Canadian standards
working groups. Work at the project level
provides the pan-Canadian standards
working groups with a baseline
specification or “starting point.”

This specification is then reviewed

by a larger stakeholder group.

In order to ensure coherence across
projects in a program, and between
program areas, project work will need
to be aligned with standards selected or
developed by previous and concurrent
projects. By aligning projects in a
program, as well as leveraging previous
work, a baseline specification can be
developed.
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Figure 9: Alignment of projects to an emerging pan-Canadian vision
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Figure 9 illustrates the alignment of
projects to an emerging pan-Canadian
vision. This alignment framework is
multidimensional, taking into consideration
EHR data sets, vocabulary and messaging
standards to show how projects contribute
to a final specification.

Alignment needs to be considered in
various circumstances. First, there are

a number of projects now underway

that form the basis of an emerging pan-
Canadian EHR vision. The projects

will require a preliminary analysis to
determine how well they align, and
components will be added to their design
to provide the flexibility needed to meet
future interoperability requirements.

As new projects emerge, it will be easier
to align the standards lifecycle with the
project lifecycle and ensure that the
standards work to support interoperability
better informs the project plan. Infoway
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will also need to support a process by
which projects already implemented are
provided with the resources to align with

the standards. As EHR standards evolve,
projects will need to comply in order to
be eligible for investment.

Figure 10 depicts the interoperability
model and process for standards
development within /nfoway programs.

In order to facilitate incremental
interoperability, /nfoway projects within
each program will come together to
determine how best to leverage project
experience and deliverables to:

+ Demonstrate interoperability
between projects;

» Develop baseline vocabulary and
messaging standards based on
the HL7 message development
methodology;

» Establish broader stakeholder
consensus around the development
of a standard.

The project-driven standards
development approach provides an

Figure 10: Interoperability model and process for standards development programs
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opportunity to collectively move toward
the goal of interoperability. In order to
leverage the collective experience and
solution-development momentum of
investment projects, it will be critical to
reach consensus among collaborating
project groups and to coordinate
subsequent activities effectively.

Consequently, the initial work is most
important, in order to provide a robust
baseline from which participants can
collaborate to devise a workable strategy.

A variety of perspectives exist concerning
a) what would constitute an accepted
standard, and b) the process of
developing such a standard and

gaining consensus among the

broader stakeholder community.

The stakeholder engagement model
outlined in this document proposes a
program-specific forum, encouraging
pan-Canadian collaboration on
standards.

Figure 11 provides an example of a pan-
Canadian standards working group, in
this case for a Laboratory Program.

The pan-Canadian standards working
group would address EHR requirements
from a variety of sources - Infoway
projects, non-Infoway projects and
other EHR stakeholders. It is anticipated
that the working group will have a co-
management model. A business expert
would provide overall leadership to

the initiative while a technical expert
facilitates a standards development
process.

Figure 11: Example of a pan-Canadian standards working group (laboratory program)

Membership for a pan-Canadian
standards working group should not
exceed 15 to 20 persons. However,
representation may change based on the
type of work undertaken. As an example,
the group may be more heavily
represented by business experts

in the early stages.

To ensure that stakeholders have

an opportunity for thoughtful and
considerate input, interest groups may
support the pan-Canadian standards
working groups. For example, a
physician interest group could contribute
a focused clinical perspective.

It is anticipated that each program’s
pan-Canadian standards working group
will report to the pan-Canadian EHR
Standards Advisory Committee, and will
be supported by a project manager and
a business analyst, plus technical writing
and secretariat resources as required.
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Infoway's mandate concerning
standards is focused on enabling
coherent representation of EHR data
across sources and over time in relation
to Infoway's investment programs. It is
recognized that this mandate, while
significant, is not reflective of all health
informatics work occurring in Canada.

The proposed stakeholder engagement
model has been designed to integrate
and align with existing structures and
processes. Figure 12 depicts how the
proposed model fits within the broader
health informatics context in Canada.

The broader health informatics arena
depicted in figure 12 illustrates both
national and international standards
mechanisms, together with their
governance, collaboration and

Figure 12: The Model Within The Broader Context
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The CAC/NC represents a dual structure
that is common for a domestic technical
committee working within the National
Standards System (NSS), with a
particular scope of subject matter that
corresponds with that of an ISO technical
committee. The CAC/NC is jointly
administered by CIH!I and CSA.

The CAC operates principally in the
ISO realm for a given scope of subject
matter. (In the case of ISO/TC 215, this
subject area is described as “health
informatics.”) The CAC reviews draft
standards and, by member consensus,
prepares Canada’s positions or recom-
mendations on those standards.

The CAC formally links with ISO/TC 215
through the Standards Council of Canada
(SCC).

The NC, on the other hand, operates
principally in the domestic realm to
identify, approve and maintain national
standards implemented in Canada.

The NC, in particular, considers whether
a given 1SO standard is suitable for
adoption (or adaptation) to meet a
domestic need, and where there is no
such I1SO standard available, the NC
initiates development of a made-in-
Canada solution.

The distinct operation of the CAC and the
NC in their respective realms is important
because the CAC can, for any given
standards project, function with the
participation of only a few Canadian
experts.

In comparison, the NC works by
consensus with a balanced matrix of
members, each of whom must exercise
a vote for every standard under
development in order to approve a
standard for publication. This does not
preclude an ISO standard from being
developed in order to serve a domestic
need, or vice-versa if development of a
given standard begins in Canada.

While the scope of the proposed
engagement model outlined in this report
is limited to clinical EHR standards, it
seems clear that the EHR Standards
Steering Committee could evolve into,

or be replaced by, the NC.

In terms of collaboration and
communication, there are several key
structures that align with the proposed
pan-Canadian EHR Standards Advisory
Committee.

First, the Partnership for Health
Information Standards is a forum

for communication and collaboration
concerning requirements and outputs
related to standards work. In addition,
the provincial or territorial health
information standards councils (HISCs)
currently in place across the country
provide a key mechanism for prioritizing
standards activities and coordinating
activities within a jurisdiction. It is
recognized that not all jurisdictions have
a standards council and that standards
councils that do exist are at varying
stages of their evolution.
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As shown in Figure 13, the proposed
stakeholder engagement model is well
aligned with the framework outlined
earlier in this document.

The stakeholders represented on the
EHR Standards Steering Committee are
those that will need to be consulted for
authority if a standard is to be endorsed
and implemented across the country.

The Pan-Canadian EHR Standards
Advisory Committee will consist of
stakeholders who need to be consulted
for authority or those who should be
involved for commitment and expertise.
For example, standards councils that in
many cases will be required to support a
standard, and bring necessary expertise

to the table, are important stakeholders
in this body.

The pan-Canadian development tables
will be made up of stakeholders who
need to be involved for commitment and
expertise or who need to be considered
for input. Typically, this will involve
stakeholders who are impacted by the
standard or have a particular interest
in or perspective on it. The specific
stakeholders for each table will be
determined by conducting the detailed
stakeholder segmentation and analysis
process outlined earlier in the stake-
holder engagement framework.

By and large, the proposed model
does not provide for engagement below
the level of considering for response.
Alternative mechanisms will need to be

Figure 13: Mapping the model to the stakeholder engagement frameweork
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to be informed for understanding,
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leverage existing forums such as the
Partnership for Health Information
Standards.

Specific project-based strategies such
as communities of practice may also

be considered. Finally, there is an
opportunity for Infoway to support these
standards activities with its strategic
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In summary, the strength of the proposed
stakeholder engagement model is based

on key attributes listed below. Essentially,
the model:

» |s supportive of and integrates with
existing international and national
standards processes;

= |s structured so that /nfoway would not
invest in operations but may facilitate
the initial coordination;

%

Leverages provincial or territorial
standards councils to play an integral
coordination, collaboration and
communication role between
jurisdictions and pan-Canadian
standards processes;

*®

Provides for dedicated leadership and
resources to support the establishment
and implementation of standards;

+ Provides for vendor involvement in
establishing standards;

®

Is committed to building capability and
capacity for standards work now and
in the future;

Ll

Facilitates development of
standardized methodologies and tools
that support ongoing standards work.

The following initiatives are proposed to
address the gaps and foundational work
that will be required in support of
interoperable EHR standards.

The first group of initiatives are
foundational standards components

that will affect all of Infoway’s investment
programs. These initiatives are outlined
below.

The EHRS Blueprint requires methods
for uniquely identifying clients, providers
and service locations on a pan-Canadian,
cross-jurisdictional basis.

Throughout focus group meetings, our
stakeholders have stressed the urgency
of building standard methods for unique
identification. It is proposed that a project
leverage expertise gained on the Client
Registry and Provider Registry projects
and the CIHI Roadmap projects, to
develop a consistent strategy and
methodology for providing unique
identification for clients, providers and
locations across all Infoway programs.
This strategy must incorporate the
Blueprint concepts for locating data
across multiple instances of the
interoperable EHR.

Many programs will require the ability
to accurately represent comparable
information on diagnostic and
intervention information. It is proposed
that Infoway sponsor the development
of a strategy for harmonizing these
requirements across programs.

Currently, there is no consistent definition
for encounters, episodes of care or
health service delivery programs in
Canada. This makes correlation and
interpretation of patient-related data
across care settings, jurisdictions and
systems difficult. Like all standards
projects, this project will work with the
broad stakeholder community to develop
a consensus-based set of definitions
that can be used to consistently view
and report on information in the
interoperable EHR

This project would create a catalogue of
publicly available EHR Information / Data
Models proposed or in use globally. The
catalogue will inform /nfoway and the
standards-development process of best
practices in EHR models that may be
applied to a logical data model for the
pan-Canadian interoperable EHR.

This project will develop the tooling and
methodology necessary to capture and
build a cumulative catalogue of informa-
tion use-cases for the interoperable EHR.
These use-cases will be captured and
applied in the process of defining
business requirements to support
interoperability within the /nfoway EHRS
framework. Use-cases of particular
interest are those that will support the
interaction between source applications
and the EHR, via the HIAL infrastructure.



This catalogue will be available on-line
and permit the addition of use-cases
by registered users. This will provide
ready access to stakeholders who can
contribute to our knowledge of the
requirements of the interoperable EHR,
without requiring structured working
meetings.

Entry and review of use-cases in the
on-line catalogue could become a
required component of due diligence
on prospective investments, a method
to formalize EHR solution requirements
and provide test-cases for repeated,
structured validation of the evolution

of interoperable EHR solutions.

We do not expect to find many published
examples, therefore much of this work
will have to be developed through
structured exercises with stakeholder
groups in the context of Infoway's
existing program investments, along

with projects initiated under the
infostructure program.

A few examples of applicable
use-cases include:

» Order entry across jurisdictions;

= Trust relationships, including data
ownership and custodianship;

= Case management across multiple
care providers and care settings.

A conceptual data mode! must be
developed that outlines the key subjects
of interest in the interoperable EHR, their
relationships and proposed use. Such a
data model will:

« Be built and validated through use
of structured use-cases and
methodologies;

®

Facilitate further building and
interpretation of uses-cases to

- define how the EHR meets business
requirements of the health sector;

+ Allow integration of concepts and data
models from Infoway's domain-centric
program investments (Rx, Lab, DI);

« Allow integration of external
information and data models into
the interoperable EHR, particularly
integrating constructs and patterns
from the CIHI/Partnership Canadian
conceptual health data model, and
from the HL7 reference information
model;

« Be used as the basis for the logical
data model specification for the
interoperable EHR.

In order to support development of
interoperability components and the
definition of common data standards
across the various program investment
projects, an EHR logical data model is
needed. There are various strategies
possible for building this data model,
including:

+ Synthesizing and adapting existing
.publicly available data models;

» Acquiring a commercially available
data model;

= Developing a new model based
on current software engineering
techniques using business require-
ments derived from use-case and
workflow analysis methodologies;

= Any combination of the above.

Realistically, this data model could be
based on a synthesis of existing models
that have been aligned and harmonized
using the conceptual data model. This
data model will be built assuming a
comprehensive representation of the
potential data required in an
interoperable EHR.

The logical data model will then be
validated and transformed into a physical
implementation based on the use-cases
and work done in the various investment
program projects. This will occur on an
iterative basis as the subject areas
necessary to support /nfoway’s project
investments are developed. The logical
data model will be used to harmonize the
definition of data elements shared across
Infoway programs, as well as the
standards that apply.



In order to support consistent semantic

meaning of the data that will be captured  Building on the work done by provincial /

in the interoperable EHR across all
sources, it will be necessary to provide
metadata (data about the data) to
provide a context for consistent
interpretation.

There are various methods to achieve
this, one of which is the Composite
Clinical Data Dictionary (C2D2) concept.
Given the importance of this work

as a foundational component of the
interoperable EHR, a proof-of-concept
project is proposed to validate this
concept and methods for its
implementation.

The Rx, DI, and Lab programs will all
require the ability to transfer and store
narrative text information in their domain
repositories. This will also be required
extensively throughout the interoperable
EHR. In order to facilitate the ability to
access and reuse this information, an
evaluation of HL7's Clinical Document

" Architecture (CDA) standard as a means

of transmitting and storing text-based
information in @ more structured format
will be conducted. This evaluation will
include recommendations and a
strategy for implementation.

territorial standards councils and other
international organizations, and in
collaboration with these councils across
Canada, /nfoway proposes developing a
methodology for evaluating and selecting
standards used by /nfoway programs.

This project will review the criteria
findings of the EHR Data Definitions and
Standards Project and will develop a
methodology or measurement system for
applying the standards criteria to
determine if: an existing standard is
appropriate for adoption, an existing
standard requires adaptation, or a new
standard should be developed.

To assist in identifying standards
currently in use across the country,
it is proposed that /nfoway sponsor a
project to develop an on-line catalogue
of standards implemented across various
jurisdictions. This project would leverage
the work achieved by CIHI and
sponsored by the Office of Health

and Information Highway (OHIH),

Health Canada, as described in the
report “An Inventory of Standards for

a Pan-Canadian Health Infostructure —
Final Report”.

This catalogue will be invaluable in
tracking standards in our various
investment program projects and
as a tool for change management.

Many standards in the health sector
are commercial products supported
by various standards development, or
maintenance, organizations. In order
to use those standards, they must be
licensed to organizations and
jurisdictions that implement them.

In particular, Infoway proposes
developing a strategy for licensing of
vocabulary standards nationally. This
strategy needs to consider the varying
requirements of the interoperable EHR
and existing clinical systems, evaluating
for appropriateness of use, acquisition
and maintenance costs, and potential
implementation strategies.

This has particular implications: for
licensing of standards implemented

‘on Infoway-funded projects, and must

consider possible licensing requirements
for jurisdictions that choose to replicate
those solutions.

To help ensure pan-Canadian adoption
of standards, /nfoway proposes a project
to invest in tools to support the
implementation and maintenance of
standards in both official languages
(where required). These tools will provide
mapping of coding and terminologies
and will provide a consistent reference
baseline for standards that are localized
for the national realm. These tools must
also support the versioning of standards
in their various implementations across
Canada.
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As part of the memorandum of
understanding between /Infoway and
CIHI, a strategy must be developed to
easily facilitate the transition of standards
from implementation to maintenance.

This strategy will also provide for:

= Knowledge transfer from
implementation projects to the
maintenance team;

= Methods for communicating changes
in standards to sites where they have
been implemented;

» Methods for addressing updates and
new requirements and necessary
interactions with standards
development and maintenance
organizations responsible for the
standard.

This project will use a collaborative
approach involving Infoway and CIHI to
develop a strategy for maintenance that
is aligned with the goals of both
organizations.

Several initiatives will be required at a
national level to establish a mechanism
that ensures quality and demonstrates
conformance and compliance with
Infoway EHRS specifications and
standards.

The most effective standards implemen-
tations include an operational model for
testing solutions for conformance and
compliance to declared specifications
and standards. This is best done through
an independent agency that can verify
conformance and compliance. Doing so
will require the development of a strategy
for identifying the requirements for such
an agency, how it will be utilized, and
how it can provide certification of
applications against approved standards
and interoperability specifications.

The ability to influence the vendor
community’s support for selected
standards will rely on the ability to test
and validate compliance of vendor
solutions against declared standards
specifications. This will require
investment in the development of tools to
support the development and acquisition
of compliant systems. These tools may
include development workbenches to

-ensure standards are implemented in a

consistent fashion, tools for transitioning
between standards or versions of
standards, environments for validating
standards conformance and
benchmarking specifications.

Specifically, Infoway would participate
in international work in support of HL7
message interchange format (MIF)
and will support the development

of a message development workbench
for HL7 version 3.

As part of its leadership role in defining
standards and specifications, /nfoway
needs to participate in international
standards development processes and
organizations. Familiarity with various
standards organizations and their work
will be fundamental to allowing Infoway
to conduct due diligence on proposed
investments, to promote standards
uptake by the vendor community and
to ensure that standards endorsed by
Canada in the international community
align with the requirements of an
interoperable EHR.

This requires. active participation in
working meetings to communicate
Canadian requirements, to contribute to
the evolution of standards and to support
the development of our capacity to
implement standards in the Canadian
health sector. The following will be
required to fulfill this role:

As part of the Memorandum of
Understanding with CIHI, Infoway joined
CIHl in a review of HL7 Canada’s ability
to support the anticipated dramatic
increase in use of HL7 on multiple
concurrent projects across the country.

This governance review has been
completed and the recommendations are
now with HL7 members for consideration
and action. /nfoway understands that the
ultimate success of interoperable EHR
solutions requires a strong and vital HL7
Canada as an international affiliate of
HL7 Inc. Infoway has a vested interest in
supporting the implementation of the
HL7 governance recommendations.



As part of the implementation of HL7
version 3, Infoway may need to support
the defense of standards proposals to
SDOs. This occurs as part of the normal
balloting process and will likely require
Infoway attendance at HL7 harmo-
nization meetings in which messaging
requirements are rationalized against
existing information models and
implementations.

As well, it will be important for Infoway
to participate in the “realm localization”
of HL7 message standards in Canada.
This is an activity that all HL7 interna-
tional affiliates are expected to engage
in, to define at a national level the
vocabularies and message variants
needed to meet requirements.

Infoway is currently participating in

an international activity to define the
baseline functional specifications for

an EHR. This will directly affect the
willingness and ability of the U.S. based
vendor community to provide products
that meet Canadian requirements.
Infoway needs to participate more fully
in this exercise, through final resolution
of the ballot.

Canada is an active and contributing
member of the ISO TC 215 standards
group. Infoway must use standards
endorsed by Canadian representatives in
this international forum. For this reason,

Infoway needs to actively participate

as part of the Canadian delegation in
defining those standards, so as to ensure
they are aligned with pan-Canadian
requirements.

Infoway has membership in national

and international health informatics
organizations that represent opportunities
to engage with other standards-setting
organizations, and to promote the
standards agenda in Canada. This
requires recurring annual membership
costs and participation in meetings
sponsored by these organizations,
including: Canada’s Health Informatics
Association (COACH); Health Information
Management Systems Society (HIMSS);
CIHI Partnership for Health Information
Standards.

R fead

The Infoway EHRS Blueprint includes
several components that are directly
enabled through the use of standards.
The Health Information Access Layer
(HIAL) requires HL7 messaging
standards for the transfer of information
to and from operational systems,
between the HIAL and client / provider /
location registries, between the HIAL
and domain repositories (Rx, Lab, and
DI) and between different instances

of the EHR.

oy s ks

Because the concept of using HL7

messages to interact with an EHR is
relatively new, we expect that only a
limited set of existing HL7 messages

will be applicable. We anticipate that
Infoway will be responsible for identifying
the use-cases for interaction with the
EHR and, using HL7 message develop-
ment methodology, developing messages
specific to that type of interaction.

Our participation on the HL7 EHR SIG
and other international EHR initiatives
will help to ensure that messages will
be reusable by Canada and other
international jurisdictions.

While some of these messaging
interfaces will be developed in the
course of integrating the various domain
repositories, others will be developed as
clinical messages are exchanged with
homegrown or vendor-provided
operational systems.

To facilitate this process, /nfoway needs
to provide validated messaging interface
specifications and perhaps application
program interface (API) modules built
to industry standards for broad use.

In addition, the HIAL provides for data
normalization services when transferring
data to and from operational systems
and the Electronic Health Record
Infostructure (EHRI). This component
will need to be developed considering
possible translation tables for code sets,
metadata capture, and potential use of
C2D2 as a normalizing agent. This basic
capability will need to be developed as
soon as we attempt to integrate data
from two different source systems.
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Fundamental to the building of standards
capability and capacity in Canada is the
need to capture and reuse both the tacit
and explicit knowledge employed in
establishing health information
standards. What these knowledge objects
are, how to capture them, and how to
reuse them needs to be defined on a
pan-Canadian level. As the stakeholder
engagement strategy develops, a
corresponding knowledge management
(KM) strategy will be needed.

Part of that strategy will include tools

for the capture and communication

of information. Some of the initiatives
already described will contribute to those
tools, including the standards registry, as
well as the use-case and data model
catalogues. To further the knowledge
management strategy for standards,

the following KM initiatives have

been identified:

A strategy will be required to identify

the sources of knowledge in health
information standards and to outline
methods for engaging with sources,
capturing knowledge artifacts and
developing methods for dissemination
and reuse of that knowledge. Essential to
knowledge transfer will be the willingness
to exchange information about the
purposes, processes and results of
standards projects. It will be important to
define methods for promoting
transparency of the standards process in
projects.

As part of a KM strategy, it is important
to identify appropriate sources of
standards knowledge and to engage
with those sources in a manner that
will maximize knowledge capture and

transfer without creating excessive
additional effort in the course of doing
standards work. Once the sources are
identified, it will be important to
incorporate these sources in the
stakeholder engagement framework
for standards.

Effective knowledge transfer also
requires the ability to capture knowledge
efficiently and understandably. The tools
and methods for accomplishing this will

constitute the KM Standards Framework.

This framework will evolve by building
knowledge object templates that are
based upon best practices and proven
sources. This will be facilitated by active
KM participation in standards projects,
so as to understand and capture the
process and deliverables, and by
leveraging lessons learned during
implementation.

An evaluation of current communication
vehicles and venues for standards work
needs to be conducted to identify which
mechanisms are effective, which need
to be augmented, and where new
mechanisms need to be built. Current
communication vehicles include:

< Websites;

®

Webcasts and other electronic
broadcast tools;

= Conferences and working meetings
such as HL7 Canada, CIHI
Partnership,e-Health series and other
events;

= Expert advisory panels.

Stakeholders across the country
highlighted the need for structured
change management and transition
processes as a critical component of
data definitions and standards initiatives
moving forward.

There is general recognition that

the recommendations and priorities
highlighted in this report will change

the context for EHR standards and,
more importantly, will change the way
standards work is undertaken in Canada.

The approach for undertaking EHR
standards initiatives will require a new
way of working for many stakeholders
and will challenge some of the existing
processes, roles and structures.

To better understand the nature of the
change management requirements, it is
important to understand the magnitude
of the changes that this report is
prescribing. The following list
summarizes the key changes that

can be expected as we undertake

EHR standards work to support the
interoperable pan-Canadian EHR.

+ To achieve the interoperability that is
required to share health information
across care settings and disciplines,
it will be necessary to establish pan-
Canadian consensus around EHR data
definitions and standards. There is
limited experience within Canada with
the type of broad-based collaboration
required to support this. Standards
work has traditionally been undertaken
within a specific jurisdiction, in which
case the requirements are defined to
meet specific local needs and are not
typically adopted outside of the
jurisdiction. Or work has been done at
a national level based on more generic
requirements and driven down to the
jurisdictional level. in the proposed
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model, there will be increased
emphasis on a pan-Canadian
approach to the development of EHR
standards. This will require a level of
transparency of process that is not
currently understood nor sustainable
under existing structures and
processes.

The recommendations outlined in this
report will require changes to the way
EHR standards are implemented and
maintained. There will be increased
accountability for conformance and
compliance with the approved pan-
Canadian standards.

« Infoway is committed to undertaking

®

HL7 v3 for all new messaging
standards. While Canada is recognized
for its thought leadership in this area,
and has gained international accept-
ance for the NeCST project, which is
based on v3 messages, there is limited
experience with v3 messages and the
v3 methodology.

The proposed standards stakeholder
engagement model brings new
governance models to the develop-
ment, implementation and
maintenance of standards.

The recommendations outlined in this
report highlight the need for continued
focus on international integration and
collaboration. A concentrated focus on
contributing to international standards,
and a commitment to leveraging
international work within Canada,

will be necessary.

#
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Interoperability and EHR standards
may have implications for adminis-
trative and clinical workflow in the
healthcare setting. These implications
will need to be understood and
stakeholders supported through the
transition. Similarly, there may also
be implications for current roles and
responsibilities.

The anticipated increase in volume

of standards work and the new
approach to standards work will
require a broader base of expertise
and capacity than currently exists
within the country. To support the
ongoing standards work associated
with the evolution of the interoperable
EHR, we will need to expand the
current base of technical expertise.

In addition, the base of experts who
can provide facilitation and change
management support to this work will
need to be expanded. While there are
many expected quantitative and
qualitative benefits associated with
the interoperable EHR, the expected
increase in resources outlined above
will required a financial investment.

In addition, the recommendations and
priorities have implications for how
vendors are engaged in standards
work. There is a real opportunity to
collaborate at the pan-Canadian level
and serve as a key enabler of the value
proposition.

Finally, it is anticipated that existing
solutions and projects that are
currently receiving funding from
Infoway will need to be retrofitted
to the new and evolving standards.

The change management approach
related to standards work will involve
three phases. To begin, considerable
effort will be needed to “position” for

the change. This will involve strategic
activities that define the value proposition
for the interoperable EHR and the critical
role that standards play.

Also required will be a concentrated
effort to gain alignment for the identified
priorities and recommendations. This
stage ensures that the comprehensive
planning required to support change and
transition management is undertaken
and understood. Without a concentrated
focus on planning, it is unlikely that

we will be able to fully leverage the
opportunities and benefits outlined earlier
in this report. This is a critically important
phase requiring significant investment
that is overlooked in many initiatives.

It is estimated that the effort for this
phase should equate to approximately
20% of the total change effort. In the
second phase, where 70% of the effort is
typically expended, the focus is related to
“actioning” the change. This is where the
actual changes occur and the transition
to the new state is supported and
managed.

Finally, meaningful effort (approximately
10%) will be directed at “sustaining” the
change at the end of a project. This will
include post-implementation support,
ongoing training and education, and

the evaluation of change efforts.

Change management will be a
component of all /nfoway standards
initiatives and will be integrated from
the early planning stages through to
evaluation. It is through this process that
the change management plan and the
stakeholder engagement model can
evolve over time.



The change management methodology
required to support the EHR data
definitions and standards work is
comprehensive and should include
the following key components:

= Building Readiness for Change:

Activities are focused on ensuring
that there is a well-understood value
proposition or case for pan-Canadian
EHR standards and for the recom-
mendations and priorities arising from
this report. These activities will be
targeted to stakeholder segments.

= Communication and Stakeholder
Engagement: Activities are focused
on stakeholder segmentation and
analysis to understand how various
stakeholders should be engaged. Any
approach to stakeholder engagement
must reflect the extremely complex
healthcare environment and the unique
relationships among stakeholder
segments. In addition, communication
strategies to support adoption and
readiness at the system and specific
initiative level will need to be
developed. Again, these activities will
be targeted to stakeholder segments.

%

Training and Education: Activities are
focused on ensuring that the required
training and education strategies are
developed to support the anticipated
new roles and to build upon the
existing capability and capacity

that exists.

- Process and Structure Redesign:
Activities are focused on ensuring
that the required processes, roles
and relationships to support the
recommendations and priorities are
understood and appropriately defined
and developed.

= Transition Support: Activities are
focused on supporting stakeholders
through the change process.

* Evaluation: This is a critically important
component. Activities are focused
on understanding how change
management approaches and plans
have supported adoption and delivered
expected benefits. This applies not
only to new standards but to new
processes for establishing standards.

The following is a synopsis of proposed
change management initiatives and
priorities.

The model has been described

and validated at the conceptual level.
There is considerable work to be done
around detailed design. Specifically, short
term effort will be required to:

« Develop the Terms of Reference and
identify membership for the EHR
Standards Steering Committee.

= Develop terms of reference and
identify membership for the pan-
Canadian EHR Standards Advisory
Committee.

®

Develop terms of reference and
identify membership for the expert
working group.

This will include the development and
documentation of the approach,
principles, strategies, tools and
templates.

Explore different options and strategies to
build capacity and capability to support
sustainability of the proposed
engagement model. For example, would
secondment of resources to Infoway
standards initiatives provide the required
capacity-building? Would this be a
feasible option for the jurisdictions?

Evolve the stakeholder engagement
framework by developing tools and
standard templates to be used for the
purposes of stakeholder segmentation
and analysis for /nfoway standards
initiatives. This framework will be applied
within each of Infoway's investment
programs.

Develop a targeted communication plan
for Infoway’s standards strategy and
evolve the existing tools and standard
templates to support initiative-specific
communication strategies.

Work with /Infoway's Business Intelligence
Group to develop a framework and
identify the key criteria / indicators for
evaluating change management
effectiveness for standards adoption.

In undertaking the above priorities

and ensuring that standards initiatives
are grounded in structured change
management and transition processes,
we can provide an environment in which
stakeholders understand the need for
change, support new standards initiatives
and feel meaningfully engaged in the
process. More importantly, this type of
approach will facilitate adoption and
ensure that we are moving toward the
pan-Canadian EHR as effectively and
efficiently as possible.



There have been many initiatives to
support establishment of information
standards in this sector. Infoway's
mandate to establish interoperable
Electronic Health Records has created
an imperative to address this issue on
a national level in a timely fashion. The
effective application of standards is a
critical success factor in achieving this
mandate.

As the team has conducted this first
phase of work in understanding this
landscape, it has become apparent that
the challenge is large. The investment
programs defined by /nfoway will
contribute a great deal to this work on

a national level. But a much larger effort
will be required by all stakeholders in the
Canadian Health Sector to ensure that
health information is accessible, timely,
comparable and comprehensive.

58 ummary and Conclusions

The findings, resource material and
recommended initiatives produced
during the EHR Data Definitions and
Standards Project will be incorporated
into the investment strategy currently
being defined for Infoway's Infostructure
Program. Many of the foundational
standards projects that need to be
undertaken will fall within that
Infostructure program. The infostructure
Investment Strategy will go to Infoway's
board of directors early in 2004 and,
once approved, projects will be formally
defined and work will begin in earnest.

Standards work in other infoway
programs will be strongly influenced

by these foundational deliverables,
particularly the stakeholder engagement
framework and the establishment of the
EHR expert working groups as well as
the pan-Canadian steering committee.

The standards criteria and principles
expressed in this document will also have
an influence on the investment criteria
for programs which are defining their
investment strategies, particularly in
the domains of Telehealth and Lab. A
willingness to embrace the standards
resulting from this work will be a very
important factor as well in /nfoway
funding for subsequent uptake and
deployment of EHR solutions.

In conclusion, the team would like to
once more thank all of the participants
and contributors to this exercise.

We look forward to your continued
guidance and appreciate your support.
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introduction

At the heart of any health care system are the
people who deliver care — health human resources
(HHR). Canada's health care providers are a part of
a constantly evolving health care landscape in
which factors such as an aging population and
workforce, new technologies. and health care
reforms play an ever increasing role.

The medical system’s ability to provide access to
high quality, effective, patient-centred and safe
health services depends on HHR and on having the
right mix of health care providers with the right
skills in the right place at the right time.

With respect to HHR, Canada faces a number of
challenges in terms of supply, mix, distribution,
retention, recruitment and training.

‘The Pan-Canadian Health Human Resource Strategy
(HHRS) seeks to respond to the 2004 Health Accord
commitments, signed by Canada's First Ministers, to
secure and maintain a stable and optimal health work-
iorce in Canada while also supporting overall health
care renewal.

The HHRS is comprised of three initiatives:

e Pan-Canadian Health Human Resource Planning

e Interprofessional Education for Collaborative
Patient-Centred Practice

e Recruitment and Retention of Health Care
Providers/Professionals

Health Canada continues to work collaboratively
with provincial/territorial (P/T) governments, pro-
fessional associations and other federal departments
to advance the HHRS.

6000 Accord on Health Care Renewal: \
First Ministers identity HHR as a P/T priority.

2003 Accord on Health Care Renewal:

First Ministers reaffirm HHR as an F/P/T priority and the fed-
eral govermnent allocates $85M to HHR Renewal.
Ongoing funding of $20M annually for the Pan-Canadian
HHR Strattegy

2004 Meetmg on the Future of Health Care: ;
First mesters comrmt $5.5B over 10 years to walt times
reduct,:on,,mcludmg angoingpollaborauve work on HHR. -

Inmatwe i -

Many projects described within this report are being
implemented through contribution agreements
between Health Canada and various recipients.
Health Canada provides funding to recipients

(i.e. external organizations and P/Ts) to accomplish
work which furthers the objectives of the Strategy.

In 2006/07
Number of new progects 26

' Fundmg allocated szg 775,940

This report details all new projects funded during
the 2006/07 fiscal year. The CD-ROM included with
the paper version of this report. entitled Pan-
Canadian Health Human Resource Strategy
Ongoing Projects in 2006/07, highlights projects
funded during the 2005/06 fiscal year that are still
ongoing, as well as project amendments that were
made during the 2006/07 fiscal year.
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The Initiatives of the
Pan-Canadian Health Human
Resource Strategy

Pan-Canadian HHR Planning

Background

In the 2003 First Ministers” Accord on Health Care
Renewal, the federal. provincial and territorial
(F/P/T) governments made a commitment to work
together to improve health human resources (HHR)
planning.

As a result of this commitment, the Conference of
Deputy Ministers of Health requested that the
Advisory Committee on Health Delivery and
Human Resources (ACHDHR) develop 4
Framework for Collaborative Pan-Canadian Health
Human Resources Planning.* The focus of the
ACHDHR's work is to ensure Canada has the HHR
to support the health system of the future.

A new pan-Canadian approach to HHR planning (as
opposed to relying primarily on past utilization
trends) will enable provincial and territorial juris-
dictions to determine more accurately their HHR
requirements based on system design and popula-
tion health, which will lead to more responsive
health systems.

The Pan-Canadian HHR Planning Initiative seeks to :
address collaborative planning issues by achieving
the following objectives:

e Enhance and strengthen the evidence base and
capacity for coordinated HHR planning to better
support F/P/T, jurisdictional and nationwide
activities; and

e Create a culture in which key HHR issues of
jurisdictional, inter-jurisdictional and pan-
Canadian concern can be identified and
addressed.

The Province of Quebec considers health human resources
planning its exclusive provincial responsibility. It did not
participate in the development of the Framework nor does i1
intend 1o participate in a pan-Canadian strategy for collab-
orative health human resource planning. However. Quebec
remains open to sharing information and best practices with
other jurisdictions.

Accomplishments

In 2006-2007, the following was accomplished
through HHR Planning:

e Health Canada contributed to the National
Physician Survey 2007, a joint venture by the
College of Family Physicians of Canada, the
Canadian Medical Association, the Royal
College of Physicians and Surgeons of Canada,
and the Canadian Institute for Health
Information, to collect valuable physician
information not found in any other source
(e.g. working hours, locations of practice, types
of services offered in different practice settings,
and use of emerging technology).

e In February 2007, the Canadian Institutes of
Health Research, Health Canada, and the Public
Health Agency of Canada hosted a workshop
titled Building an HHR Research and
Knowledge Translation and Exchange Agenda.
Policy-makers and researchers discussed HHR
research, knowledge translation, and exchanged
priorities and ways to coordinate efforts to
advance in these areas.

e In February 2007, under the direction of the

HHR Planning Subcommittee of the ACHDHR,
government representatives, researchers, data
collectors, modellers, and planners met and dis-
cussed ways to exchange knowledge, to address
data and modelling issues in HHR management.
and to assess the supply of and requirements
for the health workforce.
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The HHR Planning Initiative funds two projects that are\
referenced as priority activities under the Pan-Canadxan
HHR Planmng Framework :

" -Heéalth Human Resourees Da&abaseg
Development Project (HI-IR-DDP)

V‘To develop natlonal supply-based databases and reporting
systems for five regulated health pmfessnons‘ Pharmacists
Occupational Therapists, Physiotherapists, Medical
Laboratory Technolegists, and Medlcal Radlatmn

! Technologxsts £ :

. Health Cross-Jurisdictional Labour Retaﬁons
Database (HCJDB)

The Framework for Collaborative
Pan-Canadian HHR Planning

Background

The first edition of the Framework was approved
by F/P/T ministers of Health in October 2005. The
Action Plan contained within the Framework identi-
ties priorities for joint action and sets out tangible
objectives and specific actions that jurisdictions
and stakeholders can achieve together to create a
more stable and effective health workforce.

The Pan-Canadian Framework remains in constant
evolution, being continually adapted to respond to
the needs and input of stakeholders. Between the
spring and fall of 2006. stakeholders, including
ministries of Education, research entities, national
Aboriginal groups, health sector organizations,
health professional associations. and professional
regulatory bodies, were consulted on the goals,
objectives and activities listed within the
Iramework and Action Plan. This engagement
process has strengthened the commitment of gov-

ernments and stakeholders to work together in
addressing HHR challenges.

The federal government, in consultation with its
provincial and territorial partners and key stake-
holders, will be using the Action Plan of the
Framework as its guiding document for setting out
future plans and priorities under the Pan-Canadian
HHR Strategy.

Accomplishments

In 2006/07, the ACHDHR made progress by further
defining the Framework and articulating the Action
Plan within the Framework through the following
initiatives:

e The ACHDHR's Subcommittee on Entry-to-
Practice Credentials (CCETPC) reviewed and
provided advice on two credential submissions
from professional health organizations. The goal
is to assist P/T governments in ensuring that
changes in entry-to-practice education creden-
tials consider the impact on health human
resource planning and the implications for
professional legislation and regulation, labour
mobility, supply, changing models of service
delivery, public policy, compensation and
educational costs.

e In December 2006, a one-day workshop on

research priorities was held to better understand
the consequences of increasing the entry-to-
practice requirements.

e An engagement process on the Action Plan of

the Pan-Canadian Collaborative Framework for
Health Human Resource Planning was
completed with key stakeholders in October
2006. This included a one-day workshop to
discuss the contribution and the involvement of
stakeholders in the implementation of the Action
Plan.

e The Physician Subcommittee of the ACHDHR

reviewed alternative payment plans for
physicians in Canada and the impact on patient
satisfaction and physician productivity.



(Pan-Canadian Framework )
Activities

The HHR Planning Framework and Action Plan was
revised based on online stakeholders in the spring of
2006. :

Tﬁe HHR Planning Framc@vork Stakeholder Engagemept :
: Consultatmn Workshop took place in October 2006

: "Upcommg dxscussxo o .an-Canadian HHR prmnty
; otqecﬁves from the Plan at regwnal and natzonal
: -stakekolde: levels wxli take piace durmg the spnng and

Interprofessional Education for
Collaborative Patient-Centred
Practice (IECPCP)

Background

Recent trends towards interprofessional team-based
care suggest that the roles and responsibilities of
various health care providers are changing.

Changing the way we educate health care providers
is key to achieving system change and to ensuring
that health care providers have the necessary
knowledge and skills to work effectively in inter-
professional teams within the evolving health care
system.

The objective of the IECPCP Initiative of the Pan-
Canadian HHR Strategy is to facilitate the adoption
of these approaches across all health care sectors.
The goals are to increase patient and provider satis-
faction and ultimately, to improve patient care.

The IECPCP Initiative began in 2003 with the
following objectives:

e Promote and demonstrate the benefits of inter-
professional education for collaborative patient-
centred practice;

e [Increase the number of educators prepared to
teach from an interprofessional collaborative
patient-centred perspective;

e Increase the number of health professionals
trained for patient-centred collaborative practice
before. and after, entry-to-practice;

e Stimulate networking and sharing of best educa-
tional approaches for collaborative
patient-centred practice; and

e Facilitate interprofessional collaborative care in
both the education and practice settings.

Accomplishments

In partnership with provinces. territories, academic
institutions and clinical settings, the JECPCP
Initiative made progress during 2006/07.
Knowledge generation and dissemination were once
again key areas of focus for the Initiative. as well
as future planning and sustainability.

The following key activities illustrate the advance-
ments made in facilitating the adoption of IECPCP
across the country:

e Nine new learning projects located across
Canada received funding in spring 2006. These
Cycle Two learning projects will help advance
the IECPCP agenda in education and practice
settings.

e A new complementary project received funding
to establish the Canadian Interprofessional
Health Collaborative (CIHC) in the summer of
2006. The CIHC is the focal point for best prac-
tices identification, dissemination. and know-
ledge translation in the area of IECPCP. This
project will integrate knowledge from all of the
IECPCP projects and activities funded by
Health Canada and will result in a Pan-
Canadian collaborative of IECPCP partners.

e On November 26, 2006, the CIHC held a work-

shop called Working Together on Research, to
discuss measures suitable for research into
[ECPCP. The CIHC also held its inaugural
meeting in Toronto on November 27 and 28.
2006.
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e The CIHC actively supports the work of the
National Health Sciences Students' Association
(NaHSSA), a diverse network of 17 university-
and college-based student chapters dedicated to
advancing the IECPCP agenda within the health
and human service student population. The third
Annual NaHSSA Conference was held at the
University of Saskatoon and provided student
leaders the chance to meet and share ideas. dis-
cuss future directions and collaborate on
national projects.

e Health Canada staff visited four Cycle One

learning projects in 2006/07. These site visits
provided an opportunity to share information
and gain a greater understanding of project
activities, successes, and lessons learned.
Projects were visited in Manitoba, Ontario,
British Columbia and Newfoundland and
Labrador. In addition, meetings were held with
project leads, and representatives from the
provincial ministries of Education and of Health
in Manitoba, Newfoundland and Labrador, and
British Columbia to discuss project sustainabili-
ty. Lessons learned from these visits will be
shared with other projects through the CIHC,
and will also be used to inform years 6 to 10 of
the IECPCP Initiative.

e Several jurisdictions in Cycle One held provin-

cial meetings during the year. British Columbia,
Ontario and Newfoundland and Labrador held
consultations, providing an opportunity for key
stakeholders and interested parties to share
expertise and knowledge and to talk about the
future of IECPCP for their respective provinces.
These meetings demonstrate how all levels of
govern-ment are working together to make
IECPCP a viable and sustainable option for
learners and practitioners across the country.

Recruitment and Retention
(R&R)

Background

As the health workforce continues to age and the
population becomes increasingly diverse, demand
for health care increases and the need to appropri-
ately recruit and retain health care providers
becomes essential. R&R aims to increase the
supply of health professionals and to revitalize the
current and future health care workforce by:

e Increasing interest in health careers, both
generally and in specific areas of shortage;

e Increasing diversity of health care providers to
reflect the Canadian mosaic;

o Increasing the supply of health care providers to
ensure availability, when and where needed;

e Reducing barriers for internationally educated
health care providers:

e Improving utilization and distribution of exist-
ing health care providers; and

e Making current workplace environments health-
ier for health care workers. thus supporting the
provision of high-quality care.

Accomplishments

The success of the Recruitment and Retention
Initiative is tied to the complementary efforts of the
provinces and territories, appropriate health stake-
holders, health care professionals, and various
federal departments. In 2006/07, a number of
collaborative projects were carried out:

e Project areas included an increase of support for
family physicians in primary care, promotional
strategies to enhance the image of family
medicine, and a conference on the medical
workforce in changing health care delivery
systems.
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e With the participation of family physician lead-
ers in primary care, the Primary Care Toolkit
was developed to ensure evolving family prac-
tice models of care meet the professional needs
of doctors while also contributing to best
practices.

e [n order to enhance the image of family medi-
cine among medical students, the College of
Family Physicians of Canada created Family
Medicine Interest Groups (FMIGs). which pro-
vide opportunities for dialogue and interaction
among medical students, family doctors and the
faculties of family medicine during the under-
graduate years. The FMIGs invite family phys-
icians who practice in large and small commun-
ities along with family medicine residents,
teachers and researchers to meet regularly with

- medical students in informal settings to answer
questions, take part in discussions and share
information about family practice careers.

" 2007 International Medical Workforce
Collaboratwe

ted m mtematwnat confereuce
-of leaders in HHRreseamhéndpo!wy from the UK, us,
: A istralia and ‘Canada. Participants examined the medical .
i workforee in changmg health care dehvery systems ‘
i Withm the overa:chmg theme of Interprofessmnahsm the
" conference examined the tmpact of ph’ysmans rofes and
funcnon of health outcomes in chromc disease manage-
ment mc!udmg timely access to diagnosis; treatment and
contmuing care; Other theémes included: management and
leadership- funcnons of physwlans during system change
-~ and How this affects timely delivery of services; service to
reniots, rural and moiated cummumﬂes ‘including minor--
‘ities; and the nnpacf of recrtutment and Tetirement on tbe
i avarall ablhty w respond tn the provmon of tlmely care.

e In September 2006. the Six Organizations to
Advance the Renewal of Family Medicine
(SOAR) Colloquium was held in Toronto. Six
countries convened to share experiences and
ideas to promote the renewal and transformation
of family medicine. Representatives from

Australia, Canada, Great Britain, the
Netherlands, New Zealand and the United States
discussed a variety of themes including: practice
models; remuneration strategies; interdisci-
plinary training and practice; comprehensive
continuing care and specialized family practice
services, including approaches to public health
and chronic disease management; and the
deployment of family physicians and other
health human resources.

Healthy Workplace Initiative
(HWI)

Background

The HWI is a major component of the R&R
Initiative under the Pan-Canadian HHR Strategy,
and its accomplishments fall into one of four areas:
the leading of practice application. knowledge
generation, change management, and knowledge
translation and transfer.

Accomplishments

Leading Practice Application:

e Eleven provincial projects and four national
projects were funded through the HWI.
Significant progress was made by both the
provincial and national projects, which con-
tinued to show that healthy workplace interven-
tions make a difference to the health and well-
being of front-line workers. Projects collected
data that demonstrated reductions in absen-
teeism and injury among health care workers as
well as their related costs.

e Eleven HWI projects were amended during the
fourth quarter of the year in an effort to capital-
ize on promising initiatives. Amended activities
include: investments in Prince Edward Island to
reduce the risk of musculoskeletal injury; a con-
tribution to the Occupational Health and Safety
Conference in Newfoundland and Labrador; and
the extension of the Halton Healthcare's Kailo
program to Georgetown, Ontario.
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Knowledge Generation:

e On March 8, 2007, a workshop of 50 interprofes-
sional researchers. decision makers, employers
and union representatives met to explore the
development of the National Survey on the Work
and Health of Nurses (NSWHN)
Research/Analytical Framework. The
Framework will ensure that data from the
NSWHN is used by researchers and decision-
makers, and will articulate potential plans for an
interprofessional survey on the work and health
of Canada's health providers in the future.

® A special edition of Healthcare Papers was pub-
lished in partnership with the Canadian Health
Services Research Foundation, the Ontario
Ministry of Health and Long-Term Care and the
Victorian Order of Nurses Canada. The publica-
tion features articles on healthy workplaces for
health workers and provides examples of ef-
fective teamwork in health care along with a
series of commentary articles.

v )
Nurses

Released on December 11, 2006, this national survey was
done in partnership with the Canadian Institute for Health
Information (C1HI) and Statistics Canada. It is the first
nationally representative study of Canada's three cat-
egories of regulated nurses (Registered Nurses, Licensed
Practical Nurses, Registered Practical Nurses), The study
provides a benchmiark against which to. measure progress
\iﬂ the area of quality work environments for nurses.

e Five HWI research studies were completed and
released by Health Canada's Health Policy
Research Program in 2006/07. Each of the
research reports outlines relevant information to
ensure that the evidence base for healthy work-
places is used by decision-makers.

e The 13th edition of Health Canada's Healthy
Policy Research Bulletin, entitled The Working
Conditions of Nurses: Confronting the
Challenges, was published and distributed in
2006/07. The Bulletin's final article underlines
the importance of collaboration among stake-
holders in moving toward healthy working condi-
tions for Canada's health care providers.

10

Change Management:

e The Quality Worklife-Quality Healthcare
Collaborative is the cornerstone of the HWI
change-management strategy. The Collaborative
made great strides this year, including the
National Summit in December 2006, and the
release of its Quality Healthcare Action Strategy.
The Collaborative's mandate has been extended
by one year in an effort to consolidate the gains
made to date and to provide a vehicle for dis-
seminating learnings throughout the HWI.

Knowledge Translation and Transfer:

e The second annual HWI Knowledge Exchange
Days were held in November 2006. The projects
funded through HWI and the Health Policy
Research Program provided a unique opportunity
to share lessons-to-date. The Quality Worklife-
Quality Healthcare Collaborative hosted the
exchange days. As a result of the Knowledge
Exchange Days, a virtual network of Canada's
Healthy Workplace Champions was created, and
it continues to facilitate communication and the
exchange of information.

Aboriginal HHR Work

Background

Health Canada has formed a unique relationship
with First Nations and Inuit communities by work-
ing closely with them to enhance their health ser-
vices and improve health outcomes. This is an
ongoing commitment of the federal government,
resulting from a series of reports and commissions
on Aboriginal health, including Gathering Strength:
Canada's Aboriginal Action, Building on Values:
The Future of Health Care in Canada and the Royal
Commission on Aboriginal Peoples. Health Canada's
First Nations and Inuit Health Branch (FNIHB)
works to ensure that First Nations and Inuit health
care needs are addressed and, where possible,
integrated into larger pan-Canadian strategies.



[N——

FNIHB is directly responsible for implementing the
Pan-Canadian HHR Strategy from a First Nations
and Inuit perspective and seeks to accomplish the
following goals:

e Ensure that the current and future supply, mix
and distribution of First Nations and Inuit HHR
are optimized and respond to the needs of First
Nations and Inuit through a coordinated
approach to HHR planning;

e Achieve and maintain an adequate supply of
qualified health care providers who are appro-
priately educated, distributed. deployed and sup-
ported, to ensure culturally appropriate and safe
health care services are available to First
Nations and Inuit;

e Increase the number of First Nations and Inuit
entering into health careers, and the number of
health care providers working in First Nations
and Inuit communities;

e Ensure that First Nations and Inuit HHR data
collection is ongoing, coordinated and systemic,
and that the process involves First Nations and
Inuit organizations; and

e Promote interprofessional education for health
care workers and collaborative patient-centred
practice that addresses the holistic health care
needs of First Nations and Inuit. This is intend-
ed to increase client satisfaction and ultimately,
to improve patient outcomes.

Accomplishments

Examples of accomplishments in the area of
Aboriginal Health Human Resources in 2006/07
include:

® A final draft report on Core Competencies for
Wellness and Primary Health Care Providers for
First Nations and Inuit Community Health
Representatives.

® A framework of core competencies to support
Faculties of Medicine in developing and teaching
Aboriginal health curricula in medical schools.

® A report on issues and recommendations for
inclusion of Aboriginal indicators in the National

Minimum Data Set for collection of data on
Aboriginal health providers.

e A forum on Aboriginal HHR based on
Saskatchewan's innovative approaches to recruit-
ing and retaining Aboriginal health providers.

Internationally Educated Health
Professionals Initiative (IEHPI)

Background

Canada faces shortages of doctors. nurses and other
health professionals. At the same time, there are
many internationally educated health professionals
(IEHPs) who live in Canada but have been unable to
practice in their chosen profession.

Through the IEHPI, Health Canada continues to work
with provinces, territories and stakeholders to enable
more IEHPs to put their skills to work in Canada's
health system. This will help address shortages of
health professionals and assist efforts to reduce wait
times for care.

The IEHPI is currently focusing on seven professions
which include: medicine, nursing, medical laboratory
science, medical radiation technology, pharmacy,
physiotherapy, and occupational therapy.

Accomplishments

National and regional approaches that maximize the
resources available, combined with a high level of
engagement by stakeholders, have contributed sig-
nificantly to the success of the initiative to date.

Key achievements in 2006/2007 include:

e New centres and services for [EHPs are being
developed in Ontario. Manitoba, British
Columbia and Saskatchewan. Services provided
will respond to the need for front-end informa-
tion, counselling and referral by IEHPs so that
they can quickly access the supports they need.

1
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The Ontario Centre, launched in December
2006, received more than 100 calls within the
first week of opening.

Specialized employment coaching services for
IEHPs in Nova Scotia resulted in over 200
counselling sessions in 2006.

A number of innovative bridging programs were
launched, allowing individuals who are current-
ly under-employed within their profession to
optimize their full skill set within the health
sector.

Led by the University of Toronto's Faculty of
Pharmacy, a collaborative between seven health
professions and a number of P/Ts launched the
first phase of a multiprofessional program
designed to provide [EHPs with an orientation

- to the Canadian health care system.

The Internationally Educated Nurses Taskforce,
created in 2004 to help find solutions to the
issues being faced by internationally educated
nurses in Canada, continues its work on areas
identified for development, including a common
information source, education, assessment and
bridging, and data management, including the
concept of a personal identification number.
Additionally, many P/Ts and pan-Canadian in-
itiatives funded through the IEHPI will also
address these issues.

/ IEHPI Strategic
Outcomes:

Preparedness and Integration

lEHPs will be aware of the route to prractxce for
their given profession

IEHPs wrll be onented to the Canadlan health care

; exams

: Faculty Developmertt :

Faoulty, chmcai instructors and community-based
g prccepto:s are trained and available to provide
assessments and clinical training for [EHPs -

Cﬁnicsl Ptacoment

IEHPs have access to climcal placements and
upgradmg progmms

v.ticm Employment

: LEHPs are able tb mtegmte mto the health
. workforce

Reglonaj Collaboration

Jurisdictions collaborate to maximize impact of

investments

J
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International Medical Graduate (IMG)
Initiatives

Background )

Prior to the creation of the IEHPI in 2005, efforts
were already underway to reduce barriers to licen-
sure for International Medical Graduates (IMGs). In
the summer of 2002, the creation of the Canadian
Taskforce on Licensure of IMGs was a key step in
addressing the issues faced by IMGs in Canada.

The Task Force made six recommendations which
were endorsed by the F/P/T ministers of Health in
February 2004. The recommendations included the
following:

e Increase capacity to assess and prepare IMGs
for licensure.

e Work towards standardization of licensure
requirements.

e Expand or develop support/programs to assist
IMGs with the licensure process and require-
ments in Canada.

e Develop orientation programs to support faculty
and physicians working with IMGs.

e Develop capacity to track and recruit IMGs.

e Develop a national research agenda, including
evaluation of the IMG strategy.

Accomplishments

Initiatives to address the recommendations of the
IMG Task Force have either been fully implement-
ed or are nearing full implementation. An evalua-
tion of these activities began in November 2005,
and will span 30 months. Achievements under
TEHPI for IMGs in 2006/07 include:

e From July 1, 2006 to February 28, 2007, the
IMG website (www.img-canada.ca) received an
average of 432 daily visits.

This website enables IEHPs to access a single
source of detailed, clear information about the

e

'provfd'edﬁf‘bpbdrtd_r‘iiﬂe’s"fdf provirices, territories,

NS J

requirements to practise as a medical doctor in
Canada. Over the last year, other health profes-
sions and jurisdictions have made strides in
developing communication tools to ensure easy
access to clear and relevant information about
licensure and practice in Canada.

The Medical Council of Canada is bringing
together its partners to develop common tools
for the assessment of IMGs. This initiative
builds on the significant development work
already achieved with the goal to create a con-
sistent and transparent approach to IMG assess-
ment across the country.

A multi-media faculty development program for
teachers of IMGs was launched with 17 faculties
of medicine across the country and has received
overwhelming support.

IEHPI annual meeting
Held on January 3:1; 2007 in Toronto, the meeting

stakeholders and representatives from seven health
professions to share information, collaborate and
discuss next steps for the IEHP!. Participants ident-
ified future priorities including profession-specific
language assessment and the development of an
IEHPI framework.

13
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Pan-Canadian Health

Human Resource Planning




National Physicians Survey

Amount/ Duration $300,000 2006/07 to 2007/08
Recipient The Canadian Institute for Health information (CIH!)
Objective Create a National Physicians Survey (NPS) to strengthen the evidence base for

medical workforce health human resource planning in Canada.

The NPS is a comprehensive medical workforce survey sent to all physicians,
second-year medical residents and all medical students in Canada from January
to May 2007. The data will be collected using both online and paper versions of
the survey instruments. Physicians will receive one of two versions of the survey,
either a 5-page questionnaire or a 12-page questionnaire. Second-year medical
residents and all medical students will be surveyed online. This survey will help
identify health workforce issues such as trends, gaps and risks for future health
human resource planning. Additionally, it will provide valuable information not
collected in any other existing information source (e.g. working hours, locations
of practice, types of services offered in different practice settings, and use of
emerging technology).

Activities Survey all physicians, second-year medical residents and medical students in
Canada in 2007.

Ensure the greatest possible number of potential participants be made aware of,
complete, and submit the 2007 National Physician Survey.

Ensure that the medical community, researchers and academics, legislators,
policy-makers, planners, employers and educators become more aware of the
NPS results and use them in their research, advocacy work and
decision-making.

Anticipated Results Produce a coordinated, enhanced, updated, relevant and comprehensive

Output physician database that will be used to inform policy-makers and managers, and
enhance evidence-based decision-making. The survey will also produce a
comprehensive assessment of what all physicians in Canada are currently doing,
as well as the perspectives of Canada's future physicians in responding to health
care needs across Canada.

Contact Information
Canadian Institute for Health Information | 495 Richmond Road, Suite 600 | Ottawa, ON | K2A 4H6 |
Telephone: 613-241-7860
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Interprofessional Education for Collaborative

Patient-Centred Practice (IECPCP)
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Cultivating Communities of Practice for
Collaborative Care

Amount/ Duration
Recipient

Objectives

Activities

Anticipated Results
Output

Contact Information

$799,887 2006/07 to 2008/09
Cancer Care Nova Scotia

Cultivate a community of practice composed of professionals in Nova Scotia and
Prince Edward Island who will facilitate the education of community-based
practitioners.

Improve collaborative patient-centred practice among those who provide care to
oncology patients and their families, including health professionals from First
Nations communities.

Develop, deliver and evaluate a facilitator training program and develop shared
knowledge, skills and attitudes among participants attending the Interprofessional
Core Curriculum (ICC) modules.

Cultivate a community of practice among those facilitators and modify the
existing ICC for oncology to be culturally sensitive to First Nations groups.

Increase patient satisfaction and awareness of and access to existing
resources.

Engage in knowledge transfer, dissemination and networking activities.

Provide opportunities for nursing students to engage in collaborative
patient-centred practice.

Develop, deliver and evaluate a competency-based facilitator program to
ensure that health professional facilitators gain necessary skill sets.

Deliver modified interprofessional core curriculum modules that highlight
cultural sensitivity and sustain a community of practice among facilitators by:
incorporating modules into the nursing undergraduate program, knowledge

transfer, dissemination and networking.

Improved ICC modules; enhanced competencies for collaborative
patient-centred practice among health professionals providing oncology care to
patients and families.

Improved curriculum for nursing students and improved patient satisfaction. More
than 1,400 health care professionals are expected to complete the modules.

Mrs. Anne Murray | 1278 Tower Road, 5th Floor Bethune Building | Halifax, NS | B3H 2Y9 |

Telephone: 1-866-599-2267
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An Innovative National Distance Education Initiative
for Interprofessional Practice in Psychosocial
Oncology

Amount/ Duration $749,608 2006/07 to 2008/09
Recipient Capital Health District Authority, Nova Scotia
Objectives Address gaps in formal education in interprofessional psychosocial oncology by

developing a distance course using blended learning strategies for graduate
students that will also be adapted and provided as a web-based professional
development course for practicing professionals.

Establish a Canadian network of psychosocial oncology educators and
researchers committed to enhancing the health of Canadians affected by cancer
through collaborative and interprofessional initiatives.

Activities Through an Advisory Committee, activities and deliverables will include
environmental scans and national-level focus groups to inform research; an
interprofessional, blended learning, psychosocial oncology-focused course in
French and English; a web-based professional development course; local
workshops; and a national educator/research network.

Anticipated Results Increased availability of qualified psychosocial oncology specialists;
Output increased access for patients and families to interprofessionally educated health
care providers.

Contact Information
Dr. Deborah McLeod, Capital Health District Authority | 5820 University Avenue | Halifax, NS | B3H 1V7 |
Telephone: 902-473-2964
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Projet ECIP: Education a la Collaboration
Interprofessionnelle centrée sur le Patient

Amount/ Duration
Recipient

Objectives

Activities

Anticipated Results
Output

Contact Information

$746,450 2006/07 to 2008/09
Université de Montréal

Create model environments for training and practice in collaborative
patient-centred care for patients affected by chronic diseases.

Develop, among a group of university professors, health care professionals,
students, patients and their families, the competencies necessary for
collaborative patient-centred practice in chronic disease.

Develop, establish and evaluate communities of practice in a clinical setting.

Identify and evaluate the key success factors in communities of practice
before implementing them in other clinical teams for chronic disease
management.

Project deliverables include developing a curriculum and training activities
relating to collaborative practice for chronic disease; establishing two
communities of practice that allow for learning and collaborative interprofessional
care; establishing and evaluating training activities in the communities of
practice; and developing a community of practice clinical model based on
collaborative practice.

Establishment of practice settings with clinicians, teachers, students, and
patients and their families linked together. This will be attained by improved
co-operation among the stakeholders, facilitating knowledge transfer and its
application into practice.

Dr. Hassan Soubhi | Université de Montréal | Faculté de médecine |
C.P. 6128, succursale Centre-ville | Montréal QC | H3C 3J7 |
Telephone: §14-340-2800 ext. 3147
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A Process-Oriented Approach to Enhancing
f Interprofessional Education and Collaborative
Relationship Centred Care (PIER)

Amount/ Duration
i Recipient

Objective

Activities

Anticipated Results
Output

Contact Information
Susan Baptiste | 1400 Main Street West, Room 412 | Hamilton, ON | L8S 1C7 |
Telephone: 905-525-9140 ext. 27804

$667,892 2006/07 to 2008/09
McMaster University, Faculty of Health Sciences

Develop and evaluate a process-oriented demonstration project that will enhance
interprofessional team function and education from pre-licensure curricula to
practice settings.

Create a Project Operations Group and a Project Steering Committee comprised
of students, learners, and representatives from each site.

Launch a project website.

Create two sub-projects that focus on enhancing patient care and
interprofessional learning; facilitate two workshops for sharing experiences and
best practices; host an Immersion Conference fo involve external participants;
enhance faculty development through a team course provided by external
consultants; create learning narratives that map increments of change; and
develop several tools that will provide demographic scans and a qualitative eval-
uation of the entire project.

Enhanced understanding between team members of each other's roles and
scopes of practice; increased learning opportunities in project sites; increased
quality care; and recruitment of additional partners.
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Teaching Collaborative Patient-Centred Practice
through the Humanities

Amount/ Duration

Recipient

Objective

Activities

Anticipated Results

Output

Contact Information

$749,980 2006/07 to 2007/08

Sisters of Charity Organization (SCO) Health Services - Elisabeth Bruyere
Research Institute

Provide health professional learners with planned interactions with an interpro-
fessional team during their clinical rotations.

Increase understanding for preceptors and professors of Humanities in health
care, adult education and learning technologies through a bilingual
Interprofessional Patient-Centred Humanities (IPCH) learning module.

Improve interprofessional patient-centred teamwork and understanding of
collaborative patient-centred care in long-term care, complex continuing care,
rehabilitation, and palliative care programs at SCO Health Service.

Increase understanding for learners at SCO Health Service of Humanities in

health care and interprofessional collaborative practice through an
Interprofessional Patient-Centred Humanities (IPCH) learning module.

Develop a bilingual, replicable Interprofessional Patient-Centred Humanities

Learning Module. A preceptor and professor training manual will also be created.

Development of a bilingual, sustainable, and replicable Interprofessional
Humanities Learning Module that will assist any level of health professional
learner practising in similar clinical practice settings.

Dr. Pippa Hall | 43 Bruyére Street | Ottawa, ON | K1N 5C8 |
Telephone: 613-562-4262 ext. 4013

Dr. Susan Brajtman | 451 Smyth Road, Room 3249C | Ottawa, ON | K1H 8MS5 |
Telephone: 613-562-5800 ext. 8418
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A University of Manitoba Initiative: Interprofessional
Education for Collaborative Patient-Centred
Practice

Amount/ Duration
Recipient

Objectives

Activities

Anticipated Results
Output

Contact Information

$749,753 2006/07 to 2008/09
University of Manitoba

Establish interprofessional groups comprised of faculty and students who value,
understand, practice and promote collaborative patient-centred practices. The
focus is to involve practice sites in northern and remote communities, particularly
those with Inuit and Aboriginal populations as well as under-served populations
in Winnipeg. Specific objectives are to affect a change in values, attitudes, skills,
behaviour and culture that will improve the quality and safety of patient care
while also improving collaboration and patient-centred practice. This project will

evaluate the effect of such change on patient and professional outcomes.

Create a demonstration project. Project phases include:

Developing awareness through presentations and engaging staff and
students;

Demonstrating effectiveness through electives and preceptors in four
practice sites;

Implementing core curricula into multiple, large- and small-group sessions;
and

Developing a research platform that will address the initiative's
sustainability.

Creation of a collaborative base of professionals which will be an academic
resource for ongoing collaboration in education, practice and research settings.
The project will also engage learners in setting their own expectations for
interprofessional collaborative modes of practice at the post-licensure level.

Dr. Judy Anderson | Faculty of Medicine | 730 William Avenue | Winnipeg, MB | R3E 0W3 |

Telephone: 204-789-3559
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Education for Collaborative Patient-Centred
Chronic Disease Care

Amount/ Duration $749,790 2006/07 to 2008/09
Recipient University of New Brunswick
Objectives Provide useful strategies and tools to assist leaders in continuing care across

‘Canada in facilitating transitions within their organizations, specifically related to
Licensed Practical Nurses (LPNs).

Activities Simulate care experiences in chronic disease to assist in developing a model of
health care education that will equip students to work in interprofessional patient-
centred teams. This will be achieved by integrating literature and using case
studies and simulated patient care situations in curricula for both pre- and post-
licensure students and practising professionals.

Create a faculty development package that supports the integration of the
Interprofessional Patient-Centred Practice model into curricula and workshops.

Identify successful best practices for a sustained interprofessional education and
faculty education program.

Anticipated Results Increase in the number of professionals trained in collaborative patient-centred
Output practice, while demonstrating and emphasizing its benefits on the continuum of
care in chronic disease management.

Contact Information
Dr. Keith De'Bell | P.O. Box 5050 | Saint John, NB | E2L 4L5 |
Telephone: 506-648-5577
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Interprofessional Disaster/Emergency Action
Studies (IDEAS)

$792,011 2006/07 to 2008/09

Amount/ Duration
Recipient

Objectives

Activities

Anticipated Results
Output

Contact Information

Centennial College

Improve interprofessional team performance in patient-centred practice and
increase the perceived efficiency of heaith care systems in a disaster/emergency
or pandemic situation.

Develop a competency-based interprofessional curriculum for
disaster/emergency preparedness.

Implement and assess the curriculum’s impact on the ability of health care and
first responders to work collaboratively to deliver care.

Assess the effect of interprofessional collaboration curriculum on student
learning, and whether the knowledge and skills obtained translate into sustained

professional practice.

Create several committees to oversee and guide the project. Produce a
competency-based curriculum to support pre-licensure students in
interprofessional education.

Establish a web-based model to deliver and track integrated interprofessional
education and disaster/emergency studies.

Use a disaster/emergency simulation to assess team learning needs.

Develop a high-fidelity disaster/emergency simulation to assess team
performance.

Provide faculty training.

Improved student readiness for interprofessional education and performance
within a collaborative patient-centred team.

Enhanced transferability and sustainability of interprofessional education skills in
the practice setting.

Improve perceived system efficiency through the integration of student teams in
disaster/emergency preparedness plans.

Ms. Renee Kenny | P.O. Box 631, Station A | Scarborough ON | M1K 5E9 |
Telephone: 416-289-5000 ext. 8070
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Creating Interprofessional Collaborative Teams for
Comprehensive Mental Health Services

Amount/ Duration
Recipient

Objectives

Activities

Anticipated Results
Output

Contact Information

$741,000 2006/07 to 2008/09
University of Western Ontario

Facilitate interprofessional collaborative mental health care in both education and
practice settings.

Socialize faculty, student and practitioners in client-centred interprofessional
collaborative practice focusing on mental health services to vulnerable
populations by stimulating networking and sharing of best education approaches
and increasing the number of educators and health professionals trained in
interprofessional collaborative practice.

Annual half-day retreat for student leaders, community partners, consumers, and
faculty members.

Organize and develop workshops and simulation exercises for students.
Develop online modules for self-directed problem-based learning.

Develop curriculum that teaches interprofessional collaborative care and team
collaboration in community settings.

Creation of a sustainable infrastructure and curriculum to support
interprofessional education and practice through training faculty, students and
community partners, including providing services to the homeless and other
disadvantaged groups.

Dr. Cheryl Forchuk | 1151 Richmond Street, Suite 2 | London, ON | N6A 5B8 |
Telephone: 519-858-8500 ext. 77034
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Recipient

Objective

Activities

Anticipated Results
Output

Contact Information

Dr. John Gilbert, Principal Researcher | University of British Columbia |
400-2194 Health Sciences Mall | Vancouver, BC | V6T 123 |
Telephone: 604-562-1492

Canadian Interprofessional Health Collaborative
(CIHC)

Amount/ Duration

$775,000 2006/07 to 2007/08
University of British Columbia

Develop a pan-Canadian collaboration of Interprofessional Education for
Collaborative Patient-Centred Practice (IECPCP) partners.

The CIHC will:
Promote and demonstrate the benefits of IECPCP,

Stimulate networking and sharing of best practices.

Facilitate collaboration in education and practices, a research agenda for
IECPCP, and transfer knowledge to appropriate communities.

Support sustainable change in IECPCP.
Foster, support and develop IECPCP in new and creative ways.

Support the National Health Sciences Students’ Association with the
creation and implementation of their sustainability plan. .

Deliverables include: the creation of a CIHC, with a component to support
interprofessional students' efforts across Canada; establish key research
questions; develop and implement a best practice dissemination framework
including a website, a blog and listserv; host two national IECPCP best practice
workshops; and translate the knowledge gained into practice settings.

CIHC will formulate a 3-year business plan acquiring business knowledge and
skills necessary for achieving sustainability and transferring knowledge to future
business leaders to support the National Health Sciences Students' Association.

Improved collegial sharing and exchange in the area of IECPCP; more effective
translation and uptake of the research findings emanating from Cycle One and
Two IECPCP projects and related efforts; and in the long term, the creation of a
permanent collaborative dedicated to advancing IECPCP across Canada.
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National Physician Health Survey

Amount/ Duration $100,000 2006/07 to 2007/08
Recipient Canadian Medical Association (CMA)
Objectives Develop a bilingual National Physician Health Survey designed to establish a

baseline of data on the mental and physical health of Canadian physicians in
practice to assist in health human resource planning.

Activities Develop a survey; data collection; analysis; and publication of analysed
results.
Anticipated Results Provide a comprehensive picture of the mental and physical health of practising

Output Canadian physicians.

Contact Information

William Tholl, Secretary General & CEQ | 1867 Alta Vista Drive | Ottawa, ON | K1G 3Y6 |
Telephone: 613-731-8610 ext. 2236
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International Medical Workforce Collaborative

Amount/ Duration $66,033 2006/07
Recipient University of British Columbia
Objectives Provide a pre-conference program that will give delegates insight into Canadian

innovation in interprofessional practice as well as logistical support for the 10th
International Medical Workforce Collaborative (IMWC) conference from
March 20-25, 2007, in Vancouver, British Columbia.

Activities Develop and conduct a pre-conference day to showcase Canadian innovation in
interprofessional health human resource education, a component of which is
the use of technology and long-distance education to provide active
synchronized medical education in more distant regions.

Showcase collaborative physician human resource planning in Canada and
facilitate knowledge transfer among the participating countries.

Provide support for the conference, including logistical arrangements for all
participants, general support to the organizing committee, transportation of
participants to and from venues, on-site support, accreditation of the conference
and proceedings for continuing professional development.

Produce two executive summaries (pre-conference and conference) for
delegates and meeting stakeholders.

Anticipated Results Conference will facilitate the transfer of knowledge across participating countries
Output and increase the effectiveness of physician human resource planning within
Canada.

Contact Information

Luke Ferdinands, Acting Director | University of British Columbia |
105-2194 Health Sciences Mall | Vancouver, BC | V6T 123 |
Telephone: 604-822-6434
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Simulated Learning and Medical Laboratory

Education

Amount/ Duration $36,028 2006/07 to 2007/08

Recipient Canadian Society for Medical Laboratory Science

Objectives Complete a research project on simulated learning in medical laboratory
education. The project is intended to create an evidence base for the use of
simulated learning experiences in medical laboratory education, in order to
inform educational practices, policy- and decision-making processes, and po-
tential directions for further research. Without evidence to support the education-
al validity of simulations, educational programs are in a poor position to justify
shifts in their curricula when responding to accreditation issues and challenges.

Activities Data collected will answer research questions regarding current practices
in simulated learning for medical laboratory science (MLS) students.
Study will involve data collection comprised of telephone/email contacts and
written surveys.

Anticipated Results Examine current literature, practices and expertise related to simulations in order

Output to construct a much-needed evidence base for simulated learning in MLS

programs in Canada.

Contact Information

Kurt H. Davis, Executive Director | Canadian Society for Medical Laboratory Science |
P. O. Box 2830, LCD1 | Hamilton, Ontario | L8N 3N8 |
Telephone: 905-528-8642
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Collecting Data and Information Relative to
Emergency Obstetrical Care to Support a National
Birthing Strategy for Canada

Amount/ Duration $479,228 2006/07 to 2007/08
Recipient Society of Obstetricians and Gynaecologists of Canada (SOGC)
Objectives Establish a process for the compilation and analysis of quality, timely data on

emergency obstetrical care and services in Canada.

Activities Project will encompass research, consultation, and communication.

The research component will take the form of environmental scans, literature
reviews, focus groups, surveys and interviews, and aims to answer a number of
key questions regarding supply and demand and trends that affect emergency
obstetricians and other maternity care providers.

Anticipated Results Data collected will contribute to long-term planning, as well as provide provincial

Output and territorial governments with up-to-date information on the availability of emer-
gency obstetrical care in their jurisdiction. Adequate data and information avail-
able will also help accurately assess and address the health human resource
crisis relative to emergency obstetrical/perinatal care in Canada.

Contact Information

Dr. André B. Lalonde, Executive Vice-President | Society of Obstetricians and Gynaecologists of Canada |
780 Echo Drive | Ottawa, Ontario | K1S 5R7 |
Telephone: 905-528-8642
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Standardization of the Description of Competencies
of Atlantic Region Licensed Practical Nurses

Amount/ Duration
Recipient

Objective

Activities

Anticipated Results
Output

Contact Information

$295,320 2006/07 to 2007/08
Alberta Health and Wellness

Build on work done in the first phase of the Standardization of the Description of

‘Competencies of Western Canadian Licensed Practical Nurse (LPN)

Practitioners, featured in the 2005/06 Annual Report, by expanding the common
process for describing a competency profile for LPNs working in the Atlantic
Region (Newfoundland and Labrador, New Brunswick, Nova Scotia and Prince
Edward Island).

Specific objectives are:

Review and validate the Alberta LPN competencies through a series of
workshops by a representative sample of LPNs including LPN educators
and practitioners in the Atlantic Region.

Prepare a separate competency profile for LPNs in each of the
Atlantic Region provinces.

Prepare a common LPN competency profile document that represents the
full scope of practice and utilization of LPNs in Western Canada and the
Atlantic Region.

Evaluate the project.

Distribute the LPN competency profiles to key stakeholders for use in
health care planning, education and training, recruitment, placement, and
human resource management.

Hold initial project planning meeting.

Conduct LPN competency validation and develop competency profile in each
Atlantic province and then prepare a common LPN competency profile document.

Develop an evaluation plan, collect data at the completion of workshops, and
analyse the data to produce a final evaluation report to be submitted to Health
Canada and Alberta Health and Weliness.

Creation of a common LPN competency profile document that captures the full
scope of practice and utilization of LPNs in eight provinces (including two in
Western Canada and two in the Atlantic region) and produce a report that can be
used by other stakeholders to conduct similar projects.

Dr. Bill DuPerron, Director of Health Workforce Education and Immigration | Alberta Health and Wellness ]
17th Floor Telus Plaza North, 10025 Jasper Avenue { P.O. Box 1360 - Station Main | Edmonton, AB | T5J 2N3 |

Telephone: 780-422-2528
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Implementation Strategies for Faculty Development
Program for Teachers of International Medical
Graduates (IMGs)

Amount/ Duration $168,000 2006/07 to 2007/08

Recipient Association of Faculties of Medicine of Canada (AFMC)

Objective Invite Canada's 17 faculties of medicine to organize training sessions for
teachers of IMGs, using the materials developed in the Faculty Development
Program.

Activities Dissemination of materials developed by the Faculty Development Program

through training sessions, enabling faculty development leaders and teachers to
utilize and apply these materials effectively.

Invite the 17 faculties of medicine, through the AFMC website and newsletter, to
submit a proposal to organize a training session. The faculties will also be
encouraged to invite the provincial IMG program in their area to attend the local
sessions so they can pilot the Faculty Development Program for their IMG

teachers.
Anticipated Results Physicians and teachers working' effectively and collaboratively to prepare IMGs

Output for Canadian practice.

Contact Information

Association of Faculties of Medicine of Canada | 774 Echo Drive | Ottawa, ON | K1S 5P2 |
Telephone: 613-730-0687
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Establishing a National Assessment Collaboration

Amount/ Duration $100,000 2006/07

Recipient Medical Council of Canada (MCC)

Objective Harmonize the tools utilized across the country for the assessment of

International Medical Graduates (IMGs) and bring a level of national consistency
to this process.

Activities Development of standardized assessment tools for IMGs that will determine the

readiness of these individuals for one of two streams: ready for practise; ready
for residency training.

Creation of a national, centralized administration of the assessment tools to
support regional IMG programs. This includes the development of procedure
manuals and logistics guides for all assessors and IMG program directors,
central support for scoring, decision standards, appeal procedures, national data,
and quality improvement programs.

Anticipated Results It is expected that this initiative will lead to a fair, transparent and consistent
Output approach to IMG assessment in all regions of the country by facilitating
knowledge transfer of work already completed on standardized assessment.

Contact Information

Medical Council of Canada | 2283 St. Laurent Boulevard | P.O. Box 8234 - Station T | Ottawa, ON | K1G 3H7 |
Telephone: 613-521-6012
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Understanding the Canadian Health Care System,
Culture, and Context: An Orientation Program for

Internationally Educated Health Professionals
(IEHPSs)

Amount/ Duration $599,915 2006/07 to 2007/08
Recipient University of Toronto (U of T)
Objectives Development of a pan-Canadian orientation program for IEHPs by U of T, in

collaboration with Health Canada, six professions and the provinces of Ontario,
Saskatchewan, Nova Scotia, and Newfoundland and Labrador.

k3

Activities Stage One will involve collation and analysis of existing orientation programs for
IEHPs to identify gaps and develop a comprehensive learning needs profile for
IEHPs. Vehicles for delivery of programming (e.g. print, face-to-face,
internet, etc...) will be examined to establish the most effective and efficient
learning platform for teaching and learning.

A comprehensive program will be developed in Stage Two. The developers will
design the program in a format that is sustainable using the analysis from
Stage One, with optimal delivery methods to enable a maximum number of
IEHPs to access this resource.

Anticipated Results A structured and systematic pan-Canadian orientation program for IEHPs will be
Output developed that will focus on the many dimensions of practicing as a health care
provider in the Canadian health care system.

An analysis of existing IEHP orientation programs and delivery mechanisms.

Contact Information

University of Toronto | 144 College Street | Toronto, ON | M5S 3M2 |
Telephone: 416-978-2889
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Formation des professionnels francophones de la
santé formeés a I'étranger

Amount/ Duration $1,000,000 2006/07 to 2009/10

Recipient Consortium national de formation en santé (CNFS)

Objectives Develop three initiatives to increase the number of health professionals available
for delivering health services in minority francophone communities outside of
Québec.

Activities Establish an inter-cultural training program focusing on minority francophone

communities. This program will enable faculty, teachers and staff working with
francophone IEHPs to promote their integration into these communities.

Create a training program to promote the success of francophone internationally
educated nurses in writing the nursing licensing examination.

Enable consultation sessions, and the development and implementation of an

action plan to promote the availability of training, assessment and integration
programs for IEHPs in French.

Anticipated Results Increased number of health professionals available to deliver health services in
Output minority francophone communities outside of Québec.

Contact Information

Consortium national de formation en santé | 260 Dalhousie Street, Suite 400 | Ottawa, ON | K1N 7E4 |
Telephone: 613-344-7837
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Evaluation des diplémés internationaux en
medecine au Québec

Amount/ Duration

Recipient

Objective

Activities

Anticipated Results
Output

Contact Information

$586,500 2004/05 to 2006/07
Laval University

Establishment of intake internships by provincial faculties of medicine; purchase
of authorized equipment and materials by the Association québécoise des
medecins diplomés hors du Canada et des Etats-Unis in order to establish their
assistance service; and development of a project proposal by the faculties of

medicine for their funding.

Provide financial support for training and evaluation costs for International
Medical Graduates (IMGs) who are registered with Recrutement Santé Québec,
who meet the priority needs of the Ministére de la Santé et des Services sociaux
and who have been invited by the Coliége des médecins du Québec to
participate in the evaluation internship.

Provide support to the Association quebécoise des meédecins diplémés hors du
Canada et des Etats-Unis to purchase materials, rent rooms and purchase books
in order to provide assistance to their members.

Provide support to the province's faculties of medicine to develop an intake
internship for IMG applicants who have been offered residency.

Enhanced capacity to assist IMGs gain residency positions within Québec

faculties of medicine, while providing adequate support both financially and with
resource assistance.

Dr. Jacques Frenette | Laval University | Québec, QC | G1K 7P4 |
Telephone: 418-656-2131 ext. 12400 '
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Internationally Educated Health Professionals
Centre

Amount/ Duration $15,952,445 2006/07 to 2009/10
Recipient Government of Ontario, Ministry of Health and Long-Term Care
Objective Create an Internationally Educated Health Professionals (IEHP) Centre to

provide a single point of access to comprehensive information, resources and
counselling that will assist internationally educated health professionals

to access the information, assessment, education, and training

required to practice in Ontario.

A Centre for the Evaluation of Health Professionals Educated Abroad
(CEHPEA) will be established and linked with the IEHP Centre. CEHPEA will
develop and deliver competency assessment services for IEHPSs in
professions beyond medicine.

Activities Develop and operate two new and linked programs: the IEHP Centre and
: the CEHPEA.

This project builds on the environmental scan and strategic planning that Ontario
completed in 2005/06 which indicated a need to increase access to assessment
for IEHPs in a range of health professions, and to establish a "one-stop" centre
for IEHPs to provide counseling, referrals and access to information and

services.
Anticipated Results A single point of access to comprehensive information, resources and
Output counselling that will assist IEHPs to access the information, assessment,

education, and training required to practice in Ontario.
Contact Information

Ministry of Health and Long-Term Care | 12-56 Wellesley Street West | Toronto, ON | M5S 2S3 |
Telephone: 416-314-5518
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Internationally Educated Health Professionals
Initiative — Manitoba Projects

Amount/ Duration $1,403,601 2006/07 to 2009/10
Recipient Manitoba Health
Objective ‘ Develop five different projects that will have a direct impact on International

Medical Graduates (IMGs), medical laboratory technicians, pharmacists,
pharmacy technicians, medical radiologists, health unit clerks, sterile

processing, dental assistants, physiotherapists, and occupational therapists
and massage therapists.

Activities Creation of an Internationally Educated Health Professionals coordination office
that will provide orientation about the Canadian medical system and access to
resource information required for career development.

Develop and deliver an Internationally Educated Pharmacists exam preparation
course. This course will focus on the Canadian health care system, practicing

pharmacy in Canada and developing English language and communication skills
required for practice.

Develop and deliver a 12-week English language course for health care
professionals at the Red River College Language Training Centre.

Create a Medical Laboratory Technician Upgrade Program for unemployed or
under-employed internationally educated medical laboratory technicians.

Produce an IMG Resource Guide that will provide comprehensive information
including: the licensing system, exam preparation and support services.

Anticipated Results Increased number of IEHPs entering practice in health professions, increased

Output capacity to assess credentials and experience of IEHPs, and ability to provide
clinical training.

Contact Information

Manitoba Health | 1043-300 Cariton Street | Winnipeg, MB | R3B 3M9 |
Telephone: 780-427-7164
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Internationally Educated Health Professionals —
Alberta Projects

Amount/ Duration $723,499 2006/07 to 2008/09
Recipient Alberta Health and Weliness
Objective Development of an assessment program focusing on language fluency and

communication readiness, as well as a competency-based assessment of
nursing knowledge and skills of Internationally Educated Nurses (IENS).

Activities Provide an assessment of the competencies of IENs in comparison to the entry
to practice competencies of nurses in Canada.

Provide IEN candidates with the necessary preparation, including workshops and
study materials, to assist them in preparing for assessment and provide
recommendations for preparation and integration into practice and employment
in Canadian health care settings.

Provide information and support to other interested and appropriate agencies
across Canada in their plans and processes for the assessment of IENs.

Anticipated Results An ongoing program of assessment by way of an IEN Assessment Centre at
Output Mount Royal College in Calgary, Alberta, that has the capacity to assess the
knowledge, skills and competencies of IENSs.

Contact Information

Alberta Health and Wellness | 17th Floor Telus Plaza North, 10025 Jasper Avenue | Edmonton, AB | T5J 2N3 |
Telephone: 780-427-7164
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Integration Framework for Internationally Educated
Health Professionals Initiatives

Amount/ Duration $394,000 in 2006/07
Recipient Nova Scotia Department of Health
Objective Nova Scotia, on behalf of Prince Edward Island, New Brunswick and its own

jurisdiction, will begin the process of building a unified and focused integration
framework for Atlantic Canada through two projects for IEHPs seeking
registration and licensure as practical nurses.

Activities Build on the environmental scan funded in 2006 by Health Canada, which iden-
tified a need for a strategic and coordinated approach for project implementation
in Atlantic Canada.

Complete a strategic planning process to build a unified and focused integration
framework to meet the needs of IEHPs in Atlantic Canada.

Expand Atlantic Canada's IEN web portal to include a specific section with clear
and comprehensive information on becoming a Licensed Practical Nurse (LPN).

Increase the Nova Scotia Community College's capacity to develop portfolios
specific to LPNs. A portfolic is a tool that enables a nurse to move through the
licensure and workforce integration process.

Anticipated Results Production of a unified and focused integration framework for IEHPs seeking
Output registration and licensure as practical nurses in Atlantic Canada.

Contact Information

Nova Scotia Department of Health | 1690 Hollis Street | Halifax, NS | B3L 4H9 |
Telephone: 902-424-5818
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Western Regional Forum

Amount/ Duration $50,000 2006/07
Recipient Saskatchewan Association of Health Organizations
Objective Hold a three-day forum (policy and practice) that will demonstrate the innovative

skills development and human resources best practices utilized in the implemen-
tation of Saskatchewan's Aboriginal workforce strategy including:

Transition and access programs, career pathing, laddering, collective
agreements, workplace readiness.

Supporting the adoption and sharing of Aboriginal health human resources
practices.

Research on access programs.

Providing participants with the opportunity to network and to discuss
opportunities for partnerships.

Activities Hold a three-day forum on Aboriginal Health Human Resources in Regina from
May 29-31, 2006.

Provide accommodations and meals for approximately 300 attendees
(accommodations and meals for federal public servants are not allowable
under the terms of this agreement).

Anticipated Results A three-day networking and sharing Forum on Aboriginal Health Human

Output Resources policy, programs, practices and research based on Saskatchewan's

innovative approaches.

Contact Information

Saskatchewan Association of Health Organizations |
144 Park Street | Regina, SK | K1P 529 |
Telephone: 306-347-5568
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Conclusion

The Pan-Canadian HHR Strategy is a truly collaborative
undertaking. In developing the Strategy, consultations took
place with a wide variety of stakeholders including P/Ts.
professional/regulatory/evidence-based organizations,
educational institutions, and other federal departments.

The delivery of the Strategy continues in this spirit

of collaboration. Although the Health Human Resource
Strategies Division (HHRSD) of Health Canada leads the
overall implementation of the Strategy, responsibility for
many aspects of the Strategy rests with the department’s
Office of Nursing Policy (ONP) and the FNIHB, in close
collaboration with the F/P/T Advisory Committee on
Health Delivery and Human Resources.

More specifically, ONP leads the development and imple-
mentation of the HWI and, in partnership with the
HHRSD, leads the development and implementation of the
IECPCP initiative. FNIHB leads the development and
implementation of HHR activities targeted towards First
Nations and Inuit populations.

In 2006/07, projects and activities detailed within this
report continued to build the evidence needed to strength-
en and revitalize the health workforce in Canada.

( Need more information?

For up-to-date information on the status and
activities of the Pan-Canadian HHR Strategy,
please visit our web site at:

www. health-human-resources.ca

Health Human Resource
Connection
The electronic newsletter "Health Human

o vRespurge.(‘};onr_ue;ﬁon"vis designed to highlight

be to the newsletter from the
nd an email titled "Database

Include the following details: name,
organization and email address.

Additional feedback or comments on the

K e-newsletter are welcome.

d activities underway through the

hhrconnection-connexionths@hc-se.ge.ca

\
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Health Human Resources:
Balancing Supply and Demand

ealth care delivery is highly labour intensive. As a result, an effective
and sustainable health care system depends on h
and mix of health care workers, Increasingly,
impending work force shor
and debate,

aving the right number
reports of current and
tages are becoming the subject of public concern

This issue of the Health Policy Research Bulle
levers that are available to address the imbalance

~ (HHR) in Canada and explores the type of evide

tin identifies the key policy
s in health human resources

nce that is shaping the current

planning and policy development process. In particular, this issue focuses on:

paid health care providers and the complexity of the health care work force

* how pressures on both HHR supply and demand contribute to work force
imbalances and create HHR “shortages”

5 l n thIS l ssue *  the challenges in assessing HHR shortages and emerging evidence about
where these shortages are

Health Human Resnurces

1 * the influence of demographic trends such as population growth and aging
! 358 o1 HHR on escalating HHR requirements “down the road”

how improving working conditions can help ease current imbalances and
attract new recruits

* the need to situate HHR issues within the global context and how inte-

grating foreign-trained health care providers helps address short-term
HHR imbalances

A clear message emerges from these articles: averting future HHR shortages
requires a committed and sustained effort now, with researchers and forecasters

working closely with planners and policy makers to develop sound, evidence-
based decisions.
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Following are web links to a sampling of relevant reports.

Senate Standing Committee on Social Affairs, Science and
Technology: The Health of Canadians — The Federal Role: Final
Report on the State of the Health Care System in Canada (Kirby), 2002,
pp. 185-199

<http://www‘parl.gc.ca/37/2/parlbus/commbus/senate/com-e/soci-e/
rep-e/repoct02vol6highlights-e.htm>

Commission on the Future of Health Care in Canada: Building on
Values: The Future of Health Care in Canada (Romanow), 2002, pp. 91-114
<http://www.hc-sc.gc.ca/english/care/romanow/h000086.html>

BC: Patients First: Renewal and Reform of British Columbia’s Health
Care System, 2001

<http://www,legis.gov,bc.ca/cmt/37thpar!/session-2/hea!th/reports/
healthtoc.htm>

AB: A Framework for Reform (Mazankowski), 2001
<http://www.premiersadvisory.com/reform.html>

SK: Caring for Medicare: The Challenges Ahead (Fyke), 2001
<http://www.health.gov.sk.ca/mc_dp_commission_on_medicare-bw‘pdf>

MB: Worklite Task Force: Renewing our Commitment to Nurses, 2001
<http://www.gov.mb.ca/health/documents/worklife.pdf>

ON: A Public Dialogue on Health Care, 2002
<http://www.health.gov.on.ca/english/surveys/archives/sur__OZ/
dialogue_0701/dialogue_report.pdfs>

QC: Emerging Solutions (Clair), 2001

<http://ftp.msss.gouv.qc.ca/publications/acrobat/f/documentation/2001/
01-109-01a.pdf>

NB: Health Renewal Report from the Premier's Health Quality
Council, 2002
<ht1p://www‘gnb.ca/0089/phqc/pdfs/health.pdf>

NS: A Study of Health Human Resources in Nova Scotia, 2003
<http://gov.ns.ca/health/hhr/default. htms>

PE: Nursing Recruitment and Retention Strategy, 2003
<http://www.gov.pe.ca/hss/recruitment/nursing.php3>

NL: Healthier Together: A Strategic Health Plan for Newfoundland
and Labrador, 2002

<http://www,gov.nl.ca/health/strategichealthplan/pdf/
HealthyTogetherdocument.pdfs>

NT: Retention and Recruitment Plan for the Northwest Territorigs’ Allied
Health Care Professionals, Nurses and Social Workers, 2002
<http://www‘hlthss.gov,nt.ca/Contem/PubIications/Publication_index‘htm>

YK: Report to Yukoners on Comparable Health and Health System
Indicators, 2002

<http://www.hss.gov.yk.ca/docs/health_indicators_2002.pdf >
NU: Our Words Must Come Back To Us, 2003
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Projecting the HHR Impacts of

Kisalaya Basu ../ ...

ving able to project broad éﬁﬁ?@gﬁﬁg%@ﬁ

trends in furure supply

Broad Canadian demographic changes have a substantial impact on HHR

snrd demand for health . . ) o
@ aerand jor requirements and supply. Demographic trends are particularly critical as they.

g e ?{’(};"é{’)if‘g" . ”:”’ o effec- affect the quantity and type of HHR services required, as well as the actual
tve planiisig. This urti cle and potential supply of health care workers. Not only is the projected number
ilustrates bow Difornation about of Canadians important, but also the population’s demographic composition,

? Canadian dentographic changes particularly the aging of Canada’s large baby boom generation. Another key

! can be used 1o predict frture factor is the geographic location of health care workers.
healtly baonan vesowrces (HHR) The good news is that demographic change is fairly easy to predict, as it is

{ requirernents and supply. slow to develop. The projections presented in this article suggest two conflict-

ing pressures: future demographics will significantly increase the demand for
HHR over the next two decades (and beyond); and without significant

t changes, the supply of HHR may well decrease as today’s
f health care professionals age.

Numerous other factors also influ-
Z ence HHR requirements and supply;

however, they are more difficult to
predict (see previous article on
page 12). For instance, the
healthier lifestyles of today’s
baby boomers may postpone
and “smooth out” their age-
“~ related health care needs,
making the next generation
of seniors healthier than
ever before.!? That being
said, demographics are
likely the most powerful
driver of HHR require-
"\ ments and supply. For
" this reason, the coun-
try’s demographic
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Figure 1: fiverage Annual Growth in Population, by Province, 2600~2020
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makeup will have a substantial influence on the HHR
issues that policy makers across Canada face over the
coming years,

Canada’s Evolving Demographics

The overall relationship between demographics and
HHR requirements is relatively simple. First and most
obviously, the more Canadians there are, the greater
the HHR requirements. Based on Statistics Canada’s
medium-growth population projection, the popula-
tion of Canada will increase at an annual average rate

Québec New Nova

t f H i

Prince lj\lewfoundlana Canada
Brunswick  Scotia Edward and
Island Labrador

of 0.68 percent between 2000 and 2020, the slowest rate
of growth in decades. Nonetheless, the Canadian popula-
tion will increase by 14.5 percent over this period. -

There will also be changes in where Canadians live. As
Figure 1 shows, some provinces will experience strong annual
growth, including British Columbia (1.2 percent), Alberta
(0.8 percent) and Ontario (1.0 percent). Between
2000 and 2020, Ontario’s population will increase by
over 22 percent. In contrast, some provinces will have
declining populations, including Saskatchewan (-0.01 per-
cent annual decrease), New Brunswick (-0.07 percent),
and Newfoundland and Labrador (-0.3 percent).

Figure 2: Percentage of Population figed 85+ in 2000 and 2020, by Province
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Table 1: Utilization for Physicians and Registered furses (Rlls] per 100,000 Population, by flge Group, Nova Seotia, 2000
Surgical e

Medical

Family

0-64 7153 44.42 16.70
65+ 204.02 104.37 57.90
Ratio 2.85 2.35 347

More importantly, the composition of the population
will change. As shown in Figure 2, the percentage of
Canadians aged 65 and over will increase by 5.8 per-
centage points between 2000 and 2020. While all
provinces will experience increases in their popula-
tion aged 65 and over, provincial increases will vary
widely — from 5.3 to 10.3 percentage points. This
variation reflects an increasing reliance on immigration
for population growth, with settlement primarily in
major urban areas, As well, there will be out-migration
of working age populations from less advantaged
regions, with some people returning to their home
regions when they retire. Newfoundland and Labrador
is a good illustration: in 2000, the province had the
second lowest share of the 65 and over population,
but is projected to have the highest by 2020.

Demographics and HHR Requirements

Population composition is critical in determining
HHR requirements. The dominant driver is that older
Canadians use much more HHR than do younger

q

Diagnostic All physicians

9.98 139.83 330.89

23.64 389.94 1,410.36

Canadians. Nova Scotia serves as an illustrative case
study, with physician data from the Nova Scotia
Physician Billings Data and Registered Nurse (RN)
data from CIHT’s Discharge Abstract Data and Registered
Nurses Database.

The aging of Canada’s population will lead to a
marked increase in age-related ailments, notably for
people 65 years of age or older. For example, consider
that over the next 20 years, Nova Scotia will see a
modest total population increase of 3.5 percent, but
the proportion of the population aged 65 and over
will rise from 12.6 percent to 18.4 percent. Assuming
other factors remain the same,* there will be significant
increases in treatment requirements for diseases
of the circulatory system (38 percent), neoplasm
(29 percent), endocrine, nutritional and metabolic
diseases, and immunity disorders (29 percent), as
well as diseases of the blood and the blood-forming
organ (liver) (23 percent). However, demographics will
drive down requirements in other areas, such as compli-
cations related to pregnancy, childbirth and the

Figure 3: In-/Qut-Hospital Physicians and In-Hospital Registered Nurses (RNls) per 100,000 Population,

by Rge Group, Nova Scella, 2000
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puerperium, which are expected to decline by 11 per-
cent over the same period. For paediatric patients, the
incidence of all diseases will decline as well.

Table 1 compares the utilization for physicians in
four key specialities, as well as utilization for RNs
(in hospitals), by residents of Nova Scotia who are
less than 65 years of age and those aged 65 and older.
On average, the older age group uses 2.8 times more
physicians and 4.3 times more RNs than the younger
group.

Figure 3 shows how the utilization for full-time
equivalent (FTE) in-hospital and out-hospital physicians
and in-hospital RNs in Nova Scotia increases with the
age of the patient. The utilization for in-hospital RNs
and physicians starts to increase at age 55 and contin-
ues to grow till 84. Beyond 84 years, the utilization
for both RNs and physicians decreases (note that this
refers to in-hospital RN utilization only; utilization
in other care facilities such as nursing homes may
continue to rise). . :

Implications for HHR Requirements

Physician and in-hospital RN demand models built
by Health Canada’s Microsimulation Modelling and
Data Analysis Division are able to project the require-
ments for both physicians® and RNs in Nova Scotia.*
The projections are made by a series of mapping
exercises for a base year (2000): HHR allocation of
effort by treatment category; treatment activities by
diagnosis categories; and diagnosis categories by
patient age and sex cohort, using utilization data at

Figure 4: Percentage Growth in Registered Nurse (RN) Requirem

figing, by Provinee, 2000-2020
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the patient level. Future HHR requirements can then
be projected based on forecasted demographic changes.

Clearly, utilization-based models such as these have
weaknesses. Perhaps most importantly, they assume
that prevalence of disease by age-sex cohort and
utilization rates will remain constant. Utilization is
also not a perfect measure of demand because use is
influenced by other factors such as supply. But utiliza-
tion-based models also have strengths. One important
attribute is that they are based on actual utilization
of HHR resources at the patient level, making them
a valuable tool and a good starting point in the com-
plex field of HHR demand modelling. As well, these
models can project requirements based on “what if”
situations, such as how future requirements will be
affected if the prevalence of certain diseases changes
or if productivity affects utilization.

According to Health Canada’s projection tool, HHR
requirements for doctors in Nova Scotia will rise by
18.3 percent and 23.4 percent for in-hospital nurses
from 2000 to 2020. These increases are primarily due
to aging, as Nova Scotia’s overall population will only
increase by 3.5 percent during the same period.

In fact, aging will offset some of the slowed growth
in regional HHR requirements that would otherwise
result from slow population growth, as affected provinces
will tend to face greater aging pressures. Figure 4
illustrates this phenomenon by showinga provincial
breakdown of demographically driven future require-
ments for in-hospital nurses into: (1) the contribution
from overall population growth, and (2) the contribu-
tion from population aging. This shows the diversity

ents Due to Population Growlh apnd

Aging
= Population growth
Hl Total

Québec New
Brunswick

Nova Prince Newfoundland
Scotia  Edward Island  and Labrador
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and magnitude of the effects across different provinces
over 20 years. Provinces with low population growth
tend to have a higher aging effect ( clearly evident in
Atlantic Canada) and vice versa.

Projecting the Supply of

Physicians an ANs

Demographics exert a strong upward pressure on HHR
requirements, but it is also important to examine how
they will affect the supply of health care providers.
With this in mind, Health Canada has developed
preliminary physician and RN supply
models based on national data. Some
of the methodologies and data for the
physician supply model are described in
Using Canada’s Health Data on page 36.
The RN supply model is conceptually
similar to the physician supply model.

The models show that the overall
supply of full-time equivalent (FTE)
physicians and RNs will not even keep
up with general population growth
over the next 20 years if other factors
remain at current levels (e.g., the flow
of new entrants, patterns of immigra-
tion, emigration and retirement, and
the death rates of physicians and
RNs). This negative growth reflects a
key underlying factor: Canada’s current
HHR stock, which includes a signifi-
cant number of baby boomers, is aging
and a high proportion will retire or
die over the next two decades.

If immigration, emigration, retire-
ment and mortality rates remain the
same over the next 20 years, to meet the require-
ments due to both population growth and aging,
Canadian medical school admissions and nursing
school admissions must have average annual growth
rates of 3 percent and 13 percent, respectively. About
half of this growth is to keep up with population
growth and the other half is to keep pace with popu-
lation aging. However, as Figure 4 shows, there will
be substantial provincial variation in population
and aging effects on HHR requirements. For example,
while New Brunswick’s total population will decline
and British Columbia will experience strong growth,

g? immigration, emigration,
retirement and mortality rates
remuin the some over the next

20 years, to meet the
reguirements doe to both
popslation growth and aging,
Conadion medical school
admissions and nursing school
admissions must hove average
annval growth rates of

3 percent and 13 percent,

respectively,

the aging effect in New Brunswick will be almost

double that of British Columbia. As a result, the two

provinces will face significantly different HHR chal-
lenges over the next 20 years, both in the amount and
type of HHR they will require.

fi Final Word

Although a range of factors affect HHR requirements
and supply, demographics are one of the most powerful
influences. Over the next two decades, planners can
expect that: (1) the population of Canada will continue
to grow, so that by 2020 there will be 14.5 percent

: more Canadians than in 2000, and (2)
the population will be older everywhere
in Canada and thus will require even more
HHR services. Moreover, the provinces
with the lowest (even negative) popula-
tion growth will tend to experience the
most population aging. In contrast, the
supply of both physicians and nurses
will diminish if current baseline trends
and policies continue, For two reasons,
the gap between supply and demand
will be greater for RNs than physicians:
the supply of RNs is more vulnerable to
decline under status quo assumptions;
and requirements for their services will
grow faster than for physicians (note that
these models do not account for nursing
requirements outside of hospitals). The
projected gap in nursing supply and
demand is an important issue as there
are almost five times as many nurses as
physicians. While many other factors may
change between now and 2020, only
prompt policy action can be relied on to offset the
powerful impact of demographics on HHR. %
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and

Planning is Essential

There are indications that Canada is experiencing shortages in its supply of
health care providers. In simple economic terms, a shortage occurs when
demand exceeds supply. For years, the supply of health professionals has been
characterized by “boom and bust” cycles. At times, planners have perceived
an oversupply of health care providers and, at other times, a shortage (see
the timeline on page 6). Cycles such as these are typical of markets where
there are lags between when decisions are made — such as increasing medical
school enrolment — and when the impacts of these
decisions become apparent. Policy makers now
recognize that smoothing out these cycles requires an
improved evidence base for HHR planning, including
regular forecasting of future supply and demand.

influences on Current Supply
and Demand

The supply of HHR services is a function of
how many providers are available, their work-
load and their productivity. Productivity is
further affected by other inputs to the system,
such as technology.' Government policies have
a strong impact, as the number and types of
providers trained are controlled by provincial and
territorial governments. Government policies also affect
immigration, as well as the number of foreign health care
providers licensed to practise.
Demand for HHR services “depends on such factors
as the size of the population, the prevalence of disease and public
expectations. The latter two factors are, in turn, influenced by such
things as the age and gender of the population, education level and
socioeconomic status.”! Demand is further influenced by the activities of
the providers themselves. For instance, physicians can increase the demand
for diagnostic services by ordering more tests. A number of other factors and
trends are putting increasing pressure on the demand for services, including
new diseases, more knowledgeable consumers, new technologies and
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pharmaceuticals, changes in professional practice and
an aging population.? While “upstream” interventions
characterized by a health promotion/population health
approach can also influence demand, their impact is
difficult to evaluate.?

Measuring Supply and Demand

Current health care work force data are limited,
affecting analysts’ ability to determine the supply of
many types of health care providers. Other than for
physicians and Registered Nurses (RNs), data-gathering
activities for the health care professions is primarily
limited to conducting head counts (see Who’s Doing
What? on page 32).

Demand for HHR can be approximated using
utilization-based measures. Utilization is the degree
to which the population uses the health care system.
For example, utilization of physician services can be
measured by looking at billing data and the number
of visits to a practitioner. However, utilization-based
measures do not take account of demand that is
unmet. In many cases, estimating the size of a shortage
comes down to making an “educated guess” based
on anecdotal evidence such as longer wait times for
patients or providers complaining about their work-
load. Sometimes, supply-side measures such as vacancy
rates are used to identify a shortage. However, all these
types of information tend only to reveal larger prob-
lems. By the time problems are apparent, it can take

years before they are corrected because of the long
lag time before policy adjustments are evident in
the system.

In the absence of the best possible information, some
simple measures of shortages do exist. For example, the
provider-to-population ratio is the crudest but most
widely known measure.! Unfortunately, this measure
does not account for factors affecting supply or demand
and gives no information on the best provider-to-
population ratio. For example, Figure 1 shows that
the current physician-to-population ratio is about the
same as it was in the early 1990s. However, planners
then believed there was a surplus of physicians, while

. the common belief now is that there is a shortage.'

. Where Are the Gaps?

Despite their shortcomings, it is important to use
currently available measures to attempt to identify
shortages and surpluses. Several national reports
provide evidence based on available data.**

Nurses

According to research, there are nursing shortages in
certain practice areas and an uneven distribution of
nurses across geographic regions, especially in rural
and remote areas. A recent report by the Canadian
Institute of Health Information (CIHI) shows that the
number of RNs per 10,000 Canadians declined from
75.1 in 1998 to 73.4 in 2002.” The Canadian Nursing
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Advisory Committee perceives a shortage of nurses,
suggesting that 16,000 additional nurses are needed
to achieve the same ratio of nurses to population in
Canada today as 10 years ago.?

Physicians
An analysis by the Association of Canadian Medical
Colleges (ACMC) indicates that the current production
of physicians will not meet future demand.’ The ACMC
estimates that, to maintain the existing physician-to-
population ratio of 1.9:1,000, Canada needs to increase
annual medical school enrolment to 2,500 by the year
2007 from the current level of approximately 2,000. In
addition, 500 more international medical graduates
(IMGs) are also needed each year to offset exits from
the system through emigration and other routes.
Shortages are also evident in rural communities.
For example, recent research suggests that the rural
physician-to-population ratio will grow from the
current 1:1,235 to 1:1,887 in 2021. Although rural
shortages have been a long-standing problem, short-
ages are now being reported in major urban areas as

~ well. According to the College of Family Physicians of

Canada, 16 percent of Canadians in metropolitan areas
do not have a family doctor, compared to 12 percent
in rural areas.'® The College has stated that Canada

requires a total of 3,000 more family physicians alone
to meet current demand, which could be achieved
through licensing more IMGs and increasing medical
school enrolment." However, as Figure 2 shows, fewer
medical school graduates are choosing family medi-
cine as a career. Figure 2 presents the results of the
Canadian Resident Matching Service (CaRMS),
which matches medical school graduates with post-
graduate medical training (residency positions) over
two iterations.

Many provincial medical associations and specialty
societies have published estimates of shortages in their
areas. For instance, while the current radiologist-to-
population ratio is 1:18,000, the Canadian Association
of Radiologists (CAR) suggests that 1:13,000 is a more
appropriate target.'?

Other Health Professionals
Limited data make it difficult for policy makers to
identify shortages in professions other than nursing
and medicine. With support from Health Canada,
five professional groups began preliminary work in
2002-2003 to identify sources and availability of data,
as well as gaps and future requirements.

Attention has recently been focused on reported
shortages in the pharmacy, medical laboratory

Figure 2: Histery of Famity Medicine as the Career Choice of Canadian Graduates, 1992-2003
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technology (MLT) and medical radiation technology
(MRT) professions. For example, the Canadian
Pharmacists Association (CPA) reports a current
shortage of pharmacists, based on observations of an
increased number of vacancies, longer times to fill
these vacancies and increases in overtime. Similarly,
the Canadian Association of Occupational Therapists
(CAOT) reports widespread shortages, along with
significant variations in regional distribution and
clusters in high-density population areas.”

Planning for Change

Reports from professional associations
underscore the need for concerted,
ongoing HHR planning to identify
gaps early on and develop appropri-
ate policy responses. The Canadian
health care system depends heavily
on health care providers, yet the
system has a limited capacity to
respond quickly to shortages. It
takes years to change immigration
policy and the capacity of medical
schools and other programs, not

to mention training new providers.  not have medical schools ond rely

This highlights the importance of
predicting and planning for changes
in supply and demand to ensure
the health care system’s long-term
sustainability.

The First Ministers’ 2003 Health Accord directed
health ministers to undertake collaborative strategies
to strengthen the evidence base for national planning,
improve recruitment and retention, and ensure the
supply of needed health care providers. National
planning is crucial because many jurisdictions do not
have the capacity to collect data or engage in major
planning exercises. In addition, several provinces and
territories do not have medical schools and rely on
other jurisdictions to train their physicians.

Factors Affecting Future
Supply and Demand

Many of the factors affecting current HHR supply and
demand will have an impact in the future. Supply will
continue to be affected by demographics, discipline
choice, retention, workplace health, job satisfaction

ational plonning is

or engoge in mujor planning

provinces and territories do

on other jurisdictions to train

their physidons.

and changes to the way care is delivered (see Inter-
disciplinary Teams on page 22). As outlined in
International Medical Graduates on page 28, Canada’s
ability to integrate internationally trained health
care providers into the system will also affect the
supply of providers.

The future supply of HHR will also be affected by
what health care providers do in practice. For example,
a recent Health Canada funded study of general internal
medicine specialists showed that 19 percent were sub-
specializing in an area of internal medicine
without the required credentials.' Similarly,
over 50 percent of general surgeons are

cruciol hecowse mony  sub-specializing without the required cre-

dentials.'"® This indicates that there are likely

jorisdictions do net  fewer physicians practising general internal

medicine and general surgery than estimated,

have the copasity to collect duts and more practising sub-specialties of inter-

nal medicine and surgery. If this behaviour
indicates a response to demand, it could help
planners provide the right mix of HHR. On the

exerises. In addition, seversl  Gther hand, the overall lack of data on prac-

tice patterns such as these could negatively
affect planners’ ability to “get it right.”

Clearly, planners need to understand what
the demand for health care services will be
if they are to predict the required number
of health care providers. Given the apparent
trend towards specialization and sub-
specialization, HHR planning must also
incorporate the appropriate number and
mix of specialities. Among the planning challenges
are estimating the impacts of changing technologies,
reform initiatives, chronic diseases, emerging and
re-emerging infectious diseases, individual behaviours
and scopes of practice.

Canada’s aging population is a major influence on
future demand, as it will lead to a higher prevalence
of age-related diseases and increases in the demand
for certain types of HHR. For example, the Canadian
Nurses Association expects the demand for nursing
services to rise by as much as 46 percent by 2011.'

Modelling: Projecting the Future

Modelling is a tool for projecting future supply and
demand. One of the strengths of modelling is that it
can incorporate a number of variables related to, for
example, aging, immigration and school graduates,
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and determine what happens to supply

and demand when these variables change.
If the variables are known to be moving
in a particular direction, then the model
can simulate those changes and demon-
strate the potential outcomes. This can

help to identify possible gaps that need

to be addressed.

Modelling has limitations, however.
While it can account for current pro-
ductivity in HHR, predicting future
productivity is much more difficult.
On the demand side, these models tend
to have a utilization-based approach
with a population-based utilization
rate. This assumes that the current
delivery model and level, and mix and
distribution of services are appropriate
and meet existing health care require-
ments. It is difficult for models to
account for changes in future utiliza-
tion resulting from factors such as
new technologies.

waorsen, Af g fime

more nursing services, o large

Predicting Shortages

Predictions about future shortages or
oversupply must grapple with the
uncertainty of a changing population,
complex institutional structures and
health care reform initiatives. As the
following discussion shows, professional
associations have traditionally been
the major source of HHR forecasting
information.

cohort of nurses

retiring and will

Physidans

Forecasting studies predict shortages in
family medicine. Today, 51 percent of
physicians are family doctors and 49
percent are specialists.'” Figure 2 shows
that well below 50 percent of medical
graduates are choosing family medicine residency
positions in the CaRMS match each year, so based on
existing trends the proportion of family physicians is
expected to decrease over time. Some specialties will
also experience shortages. For example, in 2000, there
were only 144 geriatricians in Canada, far fewer than

hy 2014.
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any reports
project that
the current

shortage of nurses will

aging population will require

of new gradeates. A
of 78,000 RNs is predicted

by 2011 ond 113,

the estimated 481 that were needed. By
2006, the forecast is that there will be
198 geriatricians, but a requirement
for 538." There is also evidence that, if
current trends prevail, medical school
graduates will continue to choose sub-
specialties, leaving a void in general
internal medicine and general surgery.

Nurses

Many reports project that the current
shortage of nurses will worsen. At a time
when an aging population will require
more nursing services, a large cohort of
nurses will be retiring and will not be
replaced by a similar number of new
graduates. A shortage of 78,000 RN is
predicted by 2011 and 113,000 RNs

by 2016.6
when on

Other Hedlth Professionals

The acute lack of comprehensive data
on other health professionals adds to
the difficulties in forecasting shortages.
However, a report on medical laboratory
technologists and medical radiation
technologists indicated that shortages
for both groups had increased from
1998 to 2001 and further increases
are expected.’

will be

not be

replaced by a similor number

in Conclusion

The benefits of advance planning and
forecasting the supply and demand of
HHR are clear. While the field is still
developing, available models are useful
tools in helping planners determine the
number and mix of HHR required to
meet Canadians’ future needs. As an
example, the following article describes
a set of models developed at Health
Canada that can help project the effects of population
growth and aging on the future supply and demand
for physicians and RNs. %

shorfage

(00 RNs

%
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Health Human Resources:

n this issie. Naucy Hamilton,

Managing Editor of the Health

Policy Research Bulleting speaks
wiedi Cliff Halliwell (CH), Director
General of the Policy Rescarch and
Coordination Directorate, Strategic
Policy and Planniing Brauch, Human
Resources and Skills Development
Canada (former Direcror General of
the Applied Research and Awralysis
Directorate, } nformation, Anal lysis
and Connectivity Branch, Health
Canada); Judith Shamian (JS).
Frwcutive Divector of the ¢ Mfice of
Nursing Policy, Health Policy and
Cammunications Branch, Health
Canada; and Robert Shearer (RS,
Divector of the Health Human
Resource Strategies Division,
Health Policy and
Corustications Brauch,
Health Cunada,

@ When policy researchers yse the tersr “health hioman resotsees” {HHR),
what do they mean?

RS: The term “health human resources” generally refers to those individuals
who provide health care or health services to the public, from physicians,
nurses and allied health professionals — such as medical laboratory tech-
nologists, pharmacists, psychologists and physiotherapists — to family and
volunteer caregivers. The health care work force is extremely complex. It’s
made up of a mix of regulated and unregulated workers, unionized and
non-unionized workers, as well as those working under various public and
private funding arrangements, such as dentists and chiropractors.

J5: I'd like to reinforce Robert’s point about complexity. There are several
dozen professional regulated and non-regulated categories of health care
workers in Canada, with the former being regulated at the provincial and
territorial level,

R5: We also need to recognize how labour intensive health care really is. The
health and social services sector accounts for approximately 10 percent of
the overall work force in Canada and employs over 1.5 million Canadians.

CEE: Another point worth emphasizing is the tremendous amount of volun-
tary labour within the health system. Of the total hours of effort going into
the system, about half are con-
tributed by volunteers. So, for
every hour of paid work, there is
about one hour of unpaid work,
although in some cases the
unpaid work is for personal
care services rather than strictly
health care services,

From the recent reporis on health care reform, it's clear that

HHR js an fnereasingly important priovity for all levels of
govermment. What kinds of HHR policy issues were identified
i these reporis?

RS: Many provinces and territories commissioned reports on
health care reform during 2001-2002 (see page 2). There
were also two key pan-Canadian reports: the Senate report,
The Health of Canadians — The Federal Role, chaired by Senator
Michael Kirby; and the report of the Romanow Commission,
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Building on Values: The Future of Health Care in Canada,
Both reports highlighted HHR shortages and called
for a national strategy to increase the number of
physicians, alleviate nursing shortages and obtain
more data on allied health professionals. The
Romanow Commission, however,

also recommended a new, more

integrated approach to HHR that

would focus on scopes of practice,

having the right provider mix in

rural and remote communities, and
interdisciplinary education and

training.

B The HHR issues raised in these
reports are nof really new, by
there seems 10 be a growing UTGeNCy
i policy discussions. What makes
the current situation so pressing?

CH: Certainly these issues are not

new. For example, we’ve always

worried whether there are enough

physicians. Governments have to be

concerned since they control the primary levers
governing the supply of health care workers — namely,
medical and nursing school enrolments, and the flow
of immigrants into the country. However, concerns are
mounting, and this is largely due to the demographics
of the “baby boom” generation (see page 17). While
population aging will inevitably increase service
demand, its effect will be most immediate on HHR
supply — the “bow wave” of population aging. In this
decade alone, many of today’s health care workers will
retire and will need to be replaced at a time of overall
slowing in population and labour force growth.

We're also trying to fundamentally alter how we
deliver health care — especially primary health care.
This has implications for the workers required, what
they do and the training they need. Given the lengthy
training times for most health professionals, we need
to take action now to avert shortages in the future.

@ Are these challenges unique 10 Canada’s heaiths

care system?

CH: No, quite the contrary. The fact that the rest of
the industrialized world is facing similar pressures is
actually causing more concern here in Canada.
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he dynamics are global.
The industrivlized world
is about to face very
slow labour force growth,
a critical concern for o
labour-intensive sector

like health cure.

J5: T agree. This is an international problem, but it poses
a particular challenge for Canada being a neighbour
of the United States, with an HHR shortage 10 times
greater than ours.

RS: We need to approach this from a broad interna-
tional perspective, looking at both the
industrialized and the developing
world. The World Health Organization
and the Organization for Economic
Cooperation and Development
play a leadership role in this regard,
and Canada must be prepared to
participate since about 23 percent
of our present physician work force
is foreign trained.

CH: The dynamics are global. The
industrialized world is about to face
very slow labour force growth, a
critical concern for a labour-intensive
sector like health care. In contrast,
the developing world faces explosive
labour force growth. However, at
present their service levels are low
relative to their requirements. This poses important
policy questions about the appropriateness of
industrialized countries drawing human capital from
countries where the needs are infinitely greater.

RS: Because of this, the Commonwealth countries
have signed a Code of Ethics stating that it is not
appropriate to actively recruit significant numbers
of trained health care providers from countries like
South Africa. However, we need to distinguish between
active recruitment and simply ensuring that unnec-
essary barriers are not preventing foreign-trained
professionals who are already in Canada from working
in the health field (see page 28).

By Inlight of these dynamics, what will be the
most crttical gaps in the health care labour force
of the futnre?

(H: While we are living longer, the evidence suggests
that our extra years of life are a mixture of years in
good and less than good health. With advances in
medical technology, people are living with conditions
they might not have survived a few years ago. This
increasing prevalence of chronic disease suggests that
the greatest pressures will be in areas like nursing and
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family practice that provide more continuous levels of
care. The pressures may be less in medical and surgical
specialties, although this depends on what technologies
are in place and whether health problems require
surgery or pharmaceutical treatment.

R5: Although we are not certain about the direction of
all of the demand pressures, we are beginning to see
some trends in HHR supply. For example, while in the
past there has been a near 50-50 split between family
physicians and specialists, recent statistics show a major
reduction in the percentage of new physicians entering
family practice (see page 12).

CH: We can also expect to see the
usual regional differences in work
force distribution, which may be
exacerbated by the demographic
trends. For example, pressures from
population aging will likely be
greatest in the Atlantic region and
in rural and remote communities
where many people leave to find
work and eventually return to retire.

CAf pointed out thar vursing
is fikely where we 'l see the first
shortages. What are some of the
Jacrors contributing to the situation
facing Canada’s nurses?

JS: We can look at this in several
ways: “Who is in nursing now?”,
“Who is going to be there in the
coming years?”, “Who is coming
in?” and “Who is staying?” Evidence
shows that the nursing work force
is aging, with a large number of
nurses expected to retire in the next
five to ten years. Although nursing
school enrolments have increased,
the number of current new
entries will not keep pace
with retirements.
We also need

to look at “what
nurses do” — both
now and in the
future. We know
there is a major health

ke evidence suggests that cur
extro years of life nre o
mixture of years in good
ond less than good health. With
advances in medicol technology,
people are living with conditions
they might not have survived o fow
yeurs ago. This increasing prevalence
of chronic disease suggests that the
greotest pressures will be in areas
fike nursing and family practice
that provide more continuous

levels of care.

care transformation under way that will have significant
implications for the nursing work force (see page 22)
Initiatives like primary health care, home care and
public health all bring requirements for an additional
nursing work force, often with different competencies
and scopes of practice than at present. There is grow-
ing recognition and long-standing science suggesting
that situations like chronic illness can be dealt with
more effectively with a collaborative team approach.
Health Canada is taking steps to ensure that the nec-
essary educational investments are made to support this
new, patient-centred, interdisciplinary team approach.

Addressing these HHR chal-
lenges will involve more than
sinply having the right nimber of
health care workers. What other

factors wiil have fo be considpred”

I5: Yes, various policy levers have
been used and must be used to
address these challenges. It’s impor-
tant to recognize that our current
shortages are “policy driven” and
related to the downsizing that took
place through the 1990s (see time-
line, page 6). Also related to this
are accounts that health care pro-
fessionals are not happy with their
workplaces. This is a relatively new
phenomenon that emerged in the
1990s and it has major implications
for being able to retain health care
workers, especially nurses. Nursing
Is experiencing significant rates of
absenteeism (see page 23). In
Canada, for exam-
ple, nursing has an
80 percent higher
absenteeism rate than
47 other occupations
and absenteeism is
equivalent to about
10,000 positions per year.

CH: T think nursing is
where the “rubber is going
to hit the road” because a
number of factors are coming
together. Unlike the situation 30
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Major Trends and Initiatives in HHR

i
90 1991 1992 1993 1994

R R R s o e

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

e

Federal, provincial and territorial governments and stakeholder groups review HHR
situation; launch of HHR sector studies and/or strategies specific to nurses, physicians and
allied health professionals

Higher educational prerequisites for

Increased ability of
physicians, RNs and many allied health

IMGs to work in

professions Canada
10% reduction in Focus on regionalization,
medical school amalgamation and hospital
seats restructuring
L . Improvements “? ?]Curﬁ;:r
Rotating internship Increased focus on training medical in rural and com- o' eciiency
and corresponding students and residents in community munity medical " ) chiong
general licence are and rural settings education with o he o
eliminated : creation of a new graduating
: northern medical medical
Some provinces and ~ School in Ontarie ¢y hoe <
Reduction in nursing positions; many territories without ~~ and satellite .
remaining jobs converted to part time or medical schools purchase =~ Medical school
casual and many nurses emigrate or quit additional training positions campuses in
due to increased workloads - In neighbouring provinces; ~_ Ontario and

British Columbia

other countries
(including the U.S.) also
purchase positions

Many provinces
increase number
of medical school

positions

Series of measures
limit the role
of IMGs

Minimum of five years
for all physician specialty -
training programs;
many are longer as
sub-specialties and
fellowships proliferate

Primary care reform initiatives
implemented in most provinces;
interdisciplinary teamwork
encouraged and information
technology slowly introduced

Growing efforts

to collect data

on allied health
personnel

Grbwth in ﬁumber of RNs employed

Growth in number of RNs employed
in nursing: 0%

in nursing: 1%

Several provinces utilize
disincentives to push new
graduates to practise in certain
geographic locations

Increasing numbers and types
of third year training for
family physicians

Significant decline in number
of medical students interested in
family medicine
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years ago, women today can pursue almost any career
they want; at the same time, the educational invest-
ment to enter nursing is higher than ever. As Judith
said, the working conditions are often difficult and
the work can become physically trying with age.
Finally, since many nurses are in public sector-type
benefit pension plans, retirement becomes increas-
ingly attractive as nurses move into their fifties with
30 years of service behind them.

J$: Despite these factors, it’s interesting to note that

for every nursing school seat there are two to three
applicants.

Wihat type of evidence will be noeded 1o sicddress
these challenges and what role shonld Heaith

Canada play in developing this evidence baser

CH: I'll preface my remarks by saying that, while
Health Canada need not do this itself, the depart-
ment should push to ensure that it is done. What is
needed is a framework for assembling the evidence
and systematically thinking about the issues, We need
to explore the broad brush issues in HHR supply
and demand, and then build and operate the fore-
casting, scenario-building and policy-testing tools
that can help us understand the emerging pressures
and their potential solutions. We also need a focused
and committed effort to assemble the projections
into regularly updated reports that are tested against
outcomes on a year-to-year basis. This is especially
important in light of the long time horizons with which
HHR planners are working. Although not necessarily
easy, with the right investments in data and a com-

mitted effort, we could do much better than we have
to date.

J5: CLiff is right. There is a lot of “noise” but no “music.”
Even if we were able to collect all the data, analyses
would be difficult since HHR issues are measured
differently across the country. Consequently, we’ve
been unable to take the rich expertise and draw it
together into a national HHR story. However, Canada

does have some of the leading international thinkers
in this area.

CH: T believe it’s also important that the work be
carried out independent of organized interests, so
that the results will not only be objective but will be
perceived to be objective. Another key will be having

Baaith Moo 0
Headith suman 1

the necessary “buy-in” — something that will
require a truly collaborative effort with researchers
and forecasters working together with planners
and policy makers.

W Althouch the mnalytical 1ok niplit st be g
" robust as we world fike
base. How is this evidence being used in the HIIR
plawting process and whar role does the federal
goversment play?

RS: In the past, HHR planning was primarily initiated
by individual jurisdictions. However, since health
care providers are a mobile resource, a coordinated
approach to HHR issues is important to reduce
competition within and among provincial/territorial
labour markets. Recognizing this, the 2000 First
Ministers’ Health Accord directed federal, provincial
and territorial governments to strengthen the evidence
base for national HHR planning, Consequently, in
2003, the federal government committed $90 million
over five years to improve HHR planning, including
better forecasting of HHR needs. To facilitate dialogue,
Health Canada plays a crucial role on the Federal/
Provincial/Territorial Advisory Committee on Health
Delivery and Human Resources, which is currently
grappling with priority HHR issues, including
entry-to-practice credentials, international medical

graduates and the concept of a pan-Canadian
HHR plan.

CH:I'd like to underscore Robert’s last point. Coordi-
nating opportunities for provinces and territories to
discuss what works in different jurisdictions is an
important federal role. The federal government also
plays a role in other areas — including data and
research — where individual jurisdictions are unable
to make sufficient individual investments. For example,
Statistics Canada has always been the primary locus
of Canada’s national statistical systems and has been
a key source of HHR data along with, more recently,
the Canadian Institute for Health Information,

On a final note, I'd like to emphasize the importance
of moving forward now to address the challenges
we’ve been discussing. Ten years ago, we may have had
a 15-year window for dealing with these pressures,
Now, we have five years at the outside!
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Canada’s Health Care Workers:

Gordon Hawley.

“healthy” health care svstem is ma ﬂ%g Pfﬁﬁf{e
one that can meet its healtlh human Canada’s health care sector is labour intensive,

$112 billion in health expenditures in 2002 spe
services — including incomes to health care providers — as opposed
: it rine of ] S S to goods such as pharmaceuticals and medical e uipment.' Health care
T Caregeries pf {!(‘/?;fr’té CHYE 108 ’{zi’a’"‘s Hider
I (2 - % g 5 43 L4 3 3 (A 2 B £ 54 s A . . .. .
t T . e providers include physicians, nurses and other health professionals
) ponning Canadas publicly tupded health '

) regulated by provincial legislation, as well as unregulated health
care providers.

with most of the
nt on health care

resonrce (HHR) requirements

adequately. This article profiles the major

cave systemr and tdentifies work force
[ characteristics contributing to crirrent

Figure 1 provides an overview of the number of physicians, nurses
and future HHR challenges.

and other regulated health professionals from
1975 to 2002. The number of Registered

A} Nurses (RNs) per 100,000 po ulation has
: and OtRe per 100,000 pop
A ses | Hon, declined steadily since peaking in 1990, while
s apred T yid
qeians, aﬁ‘;}&eg pet Xﬁ“*ﬁﬁﬁ pop the number of physicians remained fairly
| wer of ;‘;‘gm ?ggie‘:isiﬁﬁa stable during the same period. However,
| d

simple “head counts” don’t give a com-

plete picture about the supply of health
professionals. For example, many nurses
work part time.

Other regulated health professionals,
such as dentists, social workers, phar-
macists, chiropractors and nutritionists,

typically require a diploma or, increas-
ingly, a degree to enter practice. Some
of the increase in other regulated
health professionals depicted in
Figure 1 is due to the regulation of
previously unregulated groups and
the inclusion of certain groups,
0 such as pharmacists and midwives,
1975 ~~""in data collection efforts during
this period (see Figure 1).
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“Other regulated professionals included in Figure 1 chiropractors, dental hygienists dentists, diefitians, health
record professionals, health service executives, medical laboratory technologists, medical radiation technologists,
midwives, occupational therapists, optometrists, pharmacists, physiotherapists psychologists, respiratory therapists
and social workers. Registered Psychiatric Nurses and Licensed Practical Nurses are not included in fhe figure.
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Figure 2: lumber of Physicians, by Age Group, 2002
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Unregulated health care providers, such as nursing
aides and orderlies, also make an essential contribution
to the publicly funded health care system. Comple-
mentary and alternative health care providers — who
may be regulated or unregulated, depending on the
province or territory and type of practice — make up
a significant part of the continuum of care as well.'

Volunteers also play a pivotal role in the provision

- of health care. A recent study found that informal
volunteers contributed 2.3 billion hours of care per
year while volunteers with recognized organizations
contributed an additional 93 million hours, In com-
parison, paid workers provided 1.7 billion hours of
health care per year." Historically, the family has been
key in providing care. Today, however, most women
participate in the paid labour force and have less
time to meet the needs of family members who are i,
especially when they must care for their own children
as well. In addition, the nature of in-home informal care
is becoming increasingly complex. These challenges make

providing care to family members more demanding
than in the past.

Canada’s Physicians

Family Practice: On the Dedline?

In 2002, 49 percent of physicians were specialists and
51 percent were family physicians ( FPs).'? However,
this ratio has been changing as FPs have made up less

50-54 55-59  60-64  65-69

sy

70-74  75-79 80+
Age groups

ase.

than 40 percent of new practice entrants since 1993,!3
Among the reasons for this shift are that students can
no longer revert to general practice if they dislike a
specialty field, and specialists’ higher incomes make it
worthwhile to invest in the additional years of train-
ing (see Did You Know? on page 34). The relative
decline in FPs is a concern because they have typically
acted as the “gatekeepers” to the rest of the health
System — 86 percent of Canadians have a family

physician' and look first to their FP for most routine
Or ongoing care.

The Changing Face of Canadu’s Physicians

In 2002, the average age for FPs was 46.6 years and
48.8 years for specialists,'2 compared to 39 years for
the general labour force (see article on page 17).
As Figure 2 illustrates, new entrants to medicine
(physicians under age 35) make up 13 percent of the
physician population, while 16 percent of physicians
are potential retirees (physicians age 60 or over),

[n 2002, about 30 percent of physicians were women.
That proportion is rising as slightly more than half
of medical students are now female.'s Most family
practice trainees are women (60.5 percent), while a
smaller proportion are in medical specialties (48.5
percent), lab medicine specialities (50 percent) and
surgical specialities (34.5 percent).” By 2030, it is
expected that women will make up half of the medical
profession.'s This has implications for projecting the
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future physician supply because, on
average, female physicians work
10 fewer hours per week than
male physicians.'s

As discussed in the article
on page 28, Canada has a
long tradition of including
international medical
graduates (IMGs) as
part of the physician

Nursing

care facility
work force. IMGs - 10.6%
tend to be older than
Canz?d.lan-educated‘ Community
physicians(47 percent health

are age 55 or older,
compared with 29 per-
cent of all physicians)
and a smaller proportion
are female (22 percent
versus 30 percent).

13.2%

Longer Training Time

After a four-year medical degree,
graduates begin post-Medical Doctor
(MD) training with residency programs
that range from two to three years for
family medicine to five to seven years
for some specialties. From 1993 to 1998,
the average length of FP training
increased from 1.8 to 2.3 years, while
the length of specialist training rose
from 4.5 to 5.3 years. These increases
are the result of physicians taking a
third year of family medicine'” and
selecting specialty training with longer
residency requirements,'” as well as
the elimination of one-year rotating
internships in 1993,18

Canada’s Nurses

Nurses are the largest group of health
care workers, totalling almost 300,000
in 2002, or five for every doctor.
Canada has three groups of regulated
nurses: Registered Nurses (RNs),
Registered Psychiatric Nurses (RPNs),
and Licensed Practical Nurses (LPNs).
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Figure 3:
Percentage of Registered Rurses
{Rlis] Employed in Nursing, by

Place of Work, 2002
Other Not stated
workplace* 1.3%

12.4%

“Such os industrial setfings, government, self-
employed and physicians’ offices

egistered Nurses are

the largest group of

regulated nurses,
with the broadest and most
independent scope of proctice
and generally the highest level
ot dedision muking and
education. RPNs share many
characteristies with RNs, such
as high employment rotes,
years of training, wages ond

avernuge age,

RNs are the largest group of
regulated nurses, with the broadest
and most independent scope of
practice and generally the highest

level of decision making and

education. RPNs share many
characteristics with RNs,
such as high employment
rates, years of training,
wages and average age.
However, they differ in
two significant ways:
24 percent of RPNs!"?
are male, whereas only
5 percent of RNs are
male;? also RPN are
educated and regulated
only in the four western
provinces."
LPNs need a diploma or
equivalency for certification,?!
whereas most provinces now
require RNs to have a baccalaureate
degree.”” Consequently, LPN's
have a narrower scope of practice
and usually work with less complex
cases. Although LPNs and RN
share similar age and sex profiles,
almost 40 percent of LPNs work in
geriatric/long-term care, compared
to 10 percent of RN, Since the most
comprehensive nursing data available
are for RNs, the remainder of this
article focuses on that group.

Where Nurses Work

In 1981, 74 percent of RNs worked
in hospitals, but this proportion fell
to 63 percent by 2002. As Figure 3
demonstrates, a substantial propor-
tion of RNs now work in various
locations outside of hospitals.?

In 2002, 86 percent of RNs worked
in direct health care delivery Slightly
more than half of nurses work full
time (54 percent), with 34 percent
working part time and 12 percent
on a casual basis.
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The Work Force is Aging

Data for 2002 show that the nursing work force is
older than the general labour force, with an average
age of 44 compared to 39.%° A third of RNs were 50
years of age or older in 2002, compared to 21 percent
of all working Canadians. While the demand for
nursing services is expected to increase as the popu-
lation ages (see article on page 12), the current
replacement rate for nurses is less than the pending
retirement rate. For example, for every RN aged 35
or less, there are 1.7 nurses aged 50 or more.? The
average age of retirement for nurses is 56. Assuming
that all RNs work until age 55, Canada is poised to
lose 64,248 RN's to retirement or death by 2006, an
amount equal to 28 percent of the 2001 work force. >
Currently, there are 44,499 RNs under 35 years of age,
19,749 fewer than the number of pending retirees.

44 years
39 years

Hurses General
Labour force

More Education
Seven provinces require a baccalaureate degree in
nursing (BNS) to register as an RN, while a two- or
three-year diploma or certificate is sufficient in other
provinces.** After completing their degree, RNs may
get an advanced degree in nursing or national certifi-
cation in 14 specialities. Nurses with additional
education can become, for example, clinical specialists,
nurse midwives, educators or nurse practitioners (NPs).
Some 912 nurses identified themselves as NPs in
2002.* Because NPs can offer some services typically

A N T Ty S
LARETE S Heatih {nre

provided by physicians, such as ordering tests, diag-
nosing illness and prescribing drugs, they play an
important role in isolated or inner city communi-
ties, including where physician shortages occur.

anadu’s supply of nurses is enhanced
through immigration. Today, almost
7 percent of Canado’s RNs graduoted
from a foreign nursing program, with the
highest proportion coming from the
Philippines {27 percent) and the United
Kingdom (24.5 percent).

Canada’s supply of nurses is enhanced through
immigration. Today, almost 7 percent of Canada’s
RNs graduated from a foreign nursing program, with
the highest proportion coming from the Philippines
(27 percent) and the United Kingdom (24.5 percent).?

in Closing

Many of the work force characteristics outlined here
will have an impact on the future supply of HHR in
Canada and are examined further in the following
articles. A better understanding of the challenges posed
by these characteristics, notably training requirements,
age distribution and the work intensity of each profes-
sion, can lead to more appropriate policy solutions. %
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Abstract

A series of group interviews were conducted with key stakeholders in Canadian health human resource (HHR) planning.
Interviews revealed that innovative HHR models arose primarily in response to perceived needs at the front line. At the same
time global HHR initiatives were implemented by policy makers based on population level estimates of need. A large disconnect
is identified between the top down and the bottom up approaches to HHR planning. This paper makes two important contributions.

First, it provides a comprehensive typology of HHR models currently being utilized in Canada. The classification of existing

HHR models is a necessary first step to standardized evaluation of effectiveness of various HHR
access to care and health outcomes. Second, the creation of a new type of health care profession
agent. The collaboration agent is to provide much needed leadership to bottom up endavou

the collaboration agent is to mediate between the to
channels.

© 2007 Elsevier Ireland Ltd. All rights reserved.

Keywords: Health policy reform; Collaborative interdisciplinary care

approaches in terms of improving
al is proposed—the collaboration
rs at the front line. Furthermore,

p and the bottom, thereby improving deficient communication and funding

1. Introduction

Research in health economics, health policy and
health program evaluation relies heavily on charac-
terizations of health care (HC) systems in terms of
selected features. Typically health systems are charac-
terized along the dimensions of funding arrangements,
insurance schemes, gatekeeping arrangements, physi-
cian density, physician remuneration methods and the
degree of centralization and structure [1-5].

E-mail address: dwl@dal.ca.

To date health human resource (HHR) models have
been omitted as a dimension along which to classify
health systems. A comprehensive typology of HHR
models does not exist in the literature. Due to the lack
of a classification system, the effectiveness of HHR
models can only be evaluated on a case by case basis.
Case studies, while they provide rich and detailed infor-
mation, lack external validity. A classification system
allows for a systematic generalizable approach to eval-
uation of HHR models [6)].

This paper provides a typology of HHR models,
based on Canadian primary qualitative data and supple-
mentary literature. The typology is embedded within

0168-8510/$ — see front matter © 2007 Elsevier Ireland Ltd. All rights reserved.

doi: 10.1016/}.healthpol. 2007.08.004
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the context of HC system challenges, for which a sep-
arate classification system is provided. The two major
categories of innovative HHR approaches are: micro-
level initiatives and macro-level strategies. Micro-level
strategies are most often initiated at the front line of HC
provision, while macro-level strategies are global and
top down in nature. The sporadic ad hoc emergence of
HHR approaches necessitates the deductive creation of
a typology and conceptual framework.

Persistent barriers to system-wide implementation
of innovative HHR models include lack of informa-
tion, policy making realities, poor funding structures,
organizational cultures and lack of solid leadership and
management. A possible solution is the introduction of
a collaboration agent (CA) to be assigned to regions
of the country. The CA is a strategic HHR manager,
and in addition acts as a liaison between policy maker,
funder, information collector and provider. The CA’s
role is complex and requires a detailed understanding
of the system of HC delivery.

Section 2 of the paper provides a detailed description
of methodology. Section 3 presents the classification
system for HHR challenges. The typology of HHR
models is presented in Section 4. Section 5 discusses
linkages between HHR challenges and HHR models, as
well as between HHR models themselves and identifies
points of breakdown in these linkages. Recommen-
dations for strengthening of linkages are provided in
Section 6, followed by a conclusion in Section 7.

2. Methodology

Qualitative data were obtained from three principal
sources:

o A series of 10 interactive group interviews with key
informants.

o Content analysis and review of documents and web-
sites provided by interview participants.

o Supplemental reviews of academic and grey litera-
ture.

Key informants included health policy makers, aca-
demics working in the HC field, front line HC providers
and managers of HC organizations or RHAs. All of
them were attendants at a 2.5-day conference held in
September of 2005 by the School of Public Adminis-
tration at Dalhousie University in Halifax, Nova Scotia,

Canada (with funding from Health Canada). The con-
ference was titled: “Mainstreaming Health Human
Resource Innovations”. The goal of the conference was
to produce a set of national guidelines for the imple-
mentation of HHR strategies across Canada.

Conference participants were allocated into 10
working groups. Each group was designated to focus
on a specific topic, a conference theme and each group
was heterogeneous with respect to participant types.
Conference themes were:

o Re-defining roles of health professionals.

o Optimizing working towards full scope of practice.

o Promoting inter-professional collaboration.

o Changing delivery mechanisms to support innova-
tions.

Each participant was asked to present a case study of
an innovative approach to HHR plannin g in which they
were involved. Many presentations were supplemented
with written materials supplied by participants. The
presentations provided a starting point for a series of
interactive group discussions. Participants were asked
to synthesize discussions, where the first day focused
on discussion of health system challenges, to which
case studies of HHR models were to respond. The
second day focused on the overcoming of identified
barriers to implementation of HHR models, as well as
on approaches to mainstreaming HHR innovations at a
national level.

Group discussions followed a semi-structured
format. Participants were engaged in several brain-
storming activities the following topics:

e Similarities and differences among HHR strategies
and projects presented within the group.

e Identification of Canadian HHR challenges.

¢ Match between strategies employed and challenges
identified.

* Exploration of critical success factors in implemen-
tation of HHR strategies.

e Discussion of implementation barriers and solutions.

Assigned themes served as guidance; discussion
around themes was led by participants’ concerns.

An observer was allocated to each group to track
progress and information shared. Observers were
instructed to focus on discussions of HHR models,
and track their characteristics, such as geographi-
cal location, types of services delivered, types of
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providers involved, patient target groups, scale of
projects, paths to implementation, implementation bar-
riers encountered and strategies used to overcome
barriers. Observers also noted discussions between
representatives of micro-level initiatives, academics
and policy makers, to identify reasons for dissonance
between front line initiatives and policy level strategies.
Notes from observation, output created by conference
participants, as well as the background report based on
literature review and interviews, conference documents
and conference proceedings [7] served as data sources
for the production of this paper.

3. HHR planning within the healthcare system
3.1. Conceptual framework

A HC system is composed of five spheres: HC
providers, services, education, policy and informa-
tion. Planning is complicated by the nature of linkages
between these spheres, feedback loops and overlap. HC
system components include:

e Information: Data on all aspects of population
health, population health needs, HC service provi-
sion, structures, funding levels and flows of funds.

e Providers: Allopathic and alternative physicians and
other HC providers.

e Services: Actions taken by HC providers aimed at
the maintenance or improvement of patient health
or alleviation of symptoms.

e Education: College and university education, as
well as associated residency programs that result
in credentialing and certification of HC providers.
Education also includes continuing education for
practicing providers, which may or may not con-
clude with certification.

e Policy: Public sector efforts aimed at regulation,
funding and stabilization of the HC sector, as well as
programming to deliver HC services directly to the
public.

Diagram 1A visualizes linkages between HHR plan-
ning spheres. The broader context of HHR planning
includes policy and information. Policy facilitates reg-
ulates and stabilizes the delivery of HC services by
providers, and the credentialing of qualified providers
within the education system. In order for policy to cre-

ate an effective framework for HHR planning, data on
the five spheres of the system and on population needs
are required.

Embedded within the broader context of policy and
information are providers, services and education. The
education system influences beliefs and behaviours
of HC providers, and consequently their daily prac-
tice. In turn, HC providers often become educators
of new providers within the discipline. The education
they deliver is based their own education, as well as
accumulated experience, new knowledge, information,
evidence and policy.

Services provided are a shaped by provider
behaviour, policy, professional guidelines and popu-
lation needs. The mix of services heavily depends on
the mix of providers graduated by the education Sys-
tem, and the geographical distribution of providers. If
all linkages functioned as expected, the goal of serv-
ing population health needs would be achieved. In the
ideal case, population needs are identified at the broader
information level and funneled to the service provision
level through policy and education systems. Providers
at the front line are enabled to provide services most
needed by their patients through the education they
receive, the funding from the public sector and infor-
mation regarding needs, best practices and clinical
guidelines. HHR planning is based on information
flows regarding needs, and reflected in funding lev-
els to various disciplines within the education system.
HHR planning at the policy level creates the optimal
mix and distribution of providers to service popula-
tion health needs. Unfortunately, linkages within the
Canadian HC system do not function as expected.

3.2. HHR planning challenges

3.2.1. Provider shortage

There is a general shortage of HC practitioners in
Canada, especially well documented is a shortage of
medical physicians. The shortage is more severe in rural
and remote areas of the country, where recruitment and
retention difficulties are profound [8-11]. Shortages
result in unreasonably high workloads for physicians,
and access difficulties for patients, as manifested in
long waiting times. Paradoxically, HC providers other
than medical doctors are not being utilized to full scope
of practice [7].
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Diagram 1. (A) Health care spheres; (B) barriers to implementation and (C) pathways to implementation.

Financial incentives offered to recruit and retain
physicians to rural and remote areas do not suffi-
ciently compensate for unattractive living and working
conditions. A geographical imbalance in provider dis-
tribution is created [12]. Shortages in rural and remote
areas are partially attributed to providers feeling unwel-
come by communities, and undervalued in terms of
services they can deliver, and unable to develop a sense
of culture and belonging [13].

Adding to geographical imbalance is the self pro-
claimed central role of the medical profession, its
gatekeeping function, and its unwillingness to delegate
to other providers, who might be more interested in
locating in rural and remote areas [7].

3.2.2. Service provision

Service provision is often criticized with respect to
timeliness, focus and appropriateness. Waiting times
for HC services are high partially due to physician

shortages, and partially due to service delivery being
inadequately planned. Focus in delivery is on short term
acute care, as opposed to preventive care or chronic
care. A disconnect exists between what communities
need and what institutions provide. Furthermore, ser-
vices are provided in segregation, are dominated by the
traditional medical model, with insufficient possibility
for interdisciplinary team work [14—17].

Service provision is a direct result of providers’
workload, job satisfaction, and general living condi-
tions. The positive association between job satisfaction
and employee performance, and the impact on client
satisfaction is well documented in HR management lit-
erature [18]. Providers who are overloaded, burdened
with tasks they do not consider a part of their respon-
sibility (as discussed shortly), and not satisfied with
their working and living environment provide lower
quality services, which has negative effects on patient
adherence and care effectiveness.
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3.2.3. Education

Lack of interdisciplinary collaboration begins at the
level of HC education, giving providers little insight
into other health professions [19,20]. HC education is
a contributor to what has been termed “silo culture”
of future service delivery, where, again, the traditional
medical model dominates. In addition, HC education
is geographically not sufficiently accessible to students
from remote and rural areas, contributing to shortages
in those regions [15].

3.2.4. Policy

HHR policy and planning lack rigorous structure.
Health planning and promotion are not based on popu-
lation needs, nor grounded in evidence based analysis.
It is felt that policy decisions are often dominated
by politics rather than evidence. There is pressure to
create national models, despite regional differences
and legislative barriers. There is pressure to provide
accountability, sustainability, productivity, yet these
concepts are not clearly defined, nor measured [7].
Furthermore, legislation limits full SoP for many non-
medical HC providers. Providers cannot work to full
SoP, which in itself is often not clearly defined nor
understood. ‘

3.2.5. Information

The lack of data measurement and availability is a
key challenge that stands in the way of evidence based
planning. Macro-level records re. physicians, services
and patients, are collected in a non-systematic man-
ner. There is also a lack of financial analysis. At the
micro-level, patient records do not follow the patient,
contributing to the difficulty of delivering care in a
holistic multidisciplinary manner. Technology to sup-
port information systems is difficult to manage [7].

4. Innovation in HHR models

In response to persistent problems identified in HC
provision in Canada, providers, managers and pol-
icy makers have created and implemented innovative
approaches to HHR utilization across the country. HHR
is used here to mean arrangements, which define the
roles and responsibilities of HC providers, and define
their daily working conditions, as well as all practices
used to manage those arrangements.

Diagram 2A depicts the traditional model of HHR
roles, in which general practitioners (GPs) act as gate-
keepers in the center of the publicly funded system.
They are the first point of contact with patients, and
the channel to services provided by specialist medical
physicians, or other HC providers funded within the
public system. Patients are also able to contact other HC
providers directly, but must pay out of pocket. Finan-
cial and non-financial barriers are created to accessin g
providers other than GPs.

GPs have control over SoP allocation within the Sys-
tem. Wherever there is overlap between SoP sets of GPs
and other providers, the GP can practice to full SoP and
crowd out other providers. Patients choose the GP over
non-funded providers for financial reasons, and the GP
directs patients to specialists or alternative providers.

Table 1 shows the typology for non-traditional
HHR models, which are classified into two broad
categories, micro-level initiatives, and macro-level
strategies. Micro-level initiatives are implemented on
a project by project basis, generally in direct response
to a concrete need of the community. They address
challenges within the provider and services sphere, and
sometimes within the information sphere, but do not in
general address policy or education issues. Communi-
cation is weak between micro-level initiatives, and a
systemic approach to their design, implementation and
evaluation does not exist. Macro-level strategies occur
at the broader policy level and take a more systematic
approach; generally in response 10 a need as identified
at the aggregate population level.

Micro-level HHR initiatives are divided into four
categories:

¢ Enabling service provision to full scope of practice.

e Re-definition of roles of HC professionals.

o Interdisciplinary collaboration.

e Creation of supporting technology and information
systems.

Macro-level HHR strategies are divided into two
categories:

o Changes in education approaches.
e Changes in policy and or regulation.

As shown in Diagram 2B, enabling service provi-
sion to full SoP refers to each provider being given
the opportunity to use all skills and knowledge within
her/his SoP set. In areas of overlap between any two
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Diagram 2. (A) Scopes of practice traditional model; (B) working to full scope of practice and (C) re-defining scopes of practice.

providers, both are entitled to and able to deliver ser-
vices. Success of this type of initiative necessitates that
SoPs be clearly defined and communicated 1o all HC
providers. Interdisciplinary collaboration and non-fee-
for-service provider payment methods are often used
as compliments.

Examples include the Maximizing the Use of
Advanced Practice Nurses in Hospitals, and the Emerg-
ing Model of Physiotherapy Practice in the Canadian
Forces. The first initiative is based in Durham, Ontario.
Care is provided in multidisciplinary HC teams (also
an example of interdisciplinary collaboration), within
which greater roles are assigned to Advanced Practice
Nurses. Roles fall within their SoP, but have previously
been performed by physicians. This initiative is a direct
response to a shortage of physicians in the region. The
second initiative aims to provide physiotherapy (PT)
services to all members of the Canadian Forces in all
10 Canadian Provinces and overseas. Access to PT care
is to be unrestricted and care targeted at the unique
employment demands of Canadian Forces members.
PTs in this model are to act as primary HC providers,

and their SoP is maximized via the removal of the GP’s
gatekeeping role [7]. ,

A redefinition of roles of HC professionals consti-
tutes an action where a HC provider is assigned new
roles previously outside their SoP. Diagram 2C shows
an expanding of the SoP set for a provider type. It mi ght
create greater overlap in SoP with another provider, or
might constitute entirely different skills and tasks. In
response to shortages of physicians, there is a tendency
toward shifting HC responsibilities traditionally car-
ried out by GPs onto other types of HC providers. This
approach has also been used to unburden HC providers
other than physicians, such as for instance nurses. The
approach is meaningful only if accompanied by mea-
sures to enable provision to full SoP.

A common approach is to expand the responsibil-
ities of nurses within the hospital setting, to include
testing, and some diagnostic rights in test interpre-
tation. An example is the use of Advanced Practice
Nurses in hospitals, particularly older nurses nearing
retirement. Nurses are assigned training and mentor-
ing responsibilities to teach young incoming nurses.
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Modalities of this approach have been used in B.C.,
Alberta, Manitoba and Ontario. The strategy is a direct
response to a nursing shortage in Canada, and aimed
at improving working conditions for both older and
younger nurses.

Another example is the introduction of the position
of Physician Assistants (PA) in the Canadian Armed
Forces—HC professionals who are licensed to practice
medicine under the supervision of a licensed medi-
cal physician. Her/his scope of practice is defined on
an ad hoc basis by agreement between the PA and
the supervising medical physician. The position has
been introduced in several Canadian provinces. The
physician’s role is re-defined from HC provision to
supervision and instruction [7].

Nearly all approaches discussed in this paper
involve some degree of interdisciplinary collaboration
(IC). IC is based on the working together of several
types of HC professionals to assist the client and their
family with health decisions. It is shown in Diagram
2B as involvement of all providers within areas of SoP
overlap. This form of HC delivery is focused on patient
needs, patient health outcomes and care continuity. The
abilities and scopes of providers are matched with iden-
tified needs, but do not serve as a basis for HC choices.
IC requires knowledge of each other’s SoPs, as well as
support from patients, families and the general public.
Within collaborative practice, a re-definition of SoP is
often necessary. Collaboration is a method for achiev-
ing maximization of existing SoPs.

Two examples presented at the conference
are the Multidisciplinary Hypertension Educa-
tion/Management Session in Wolfville, Nova Scotia
and the MCP?: Multidisciplinary Collaborative Pri-
mary Maternity Care Project. In the first example, a
multidisciplinary team consisting of a Physician, a
Nurse Practitioner, two Kinesiologists, a Dietician
and a Psychologist, delivers an education and exercise
program to patients with or at risk of hypertension.
The goal is to deliver knowledge to patients, who
manage their own disease.

The MCP? model is a national strategy, which aims
to bring together all professions who are tradition-
ally involved in pregnancy, birth and early childcare
within specific sites. The project is spearheaded by
an executive committee of representatives of Ob/Gyn
related professions, who determine details of guide-
lines for care delivery, national standards, terminology,

SoPs, information sharing and promotion of multidis-
ciplinary care. Women are given the option to consult
non-medical providers through, and non-medical are
given the opportunity to provide care and inform
women about birthing options [7]. For additional exam-
ples see, e.g. ref. [17].

Seamless functioning of HHR planning efforts at
the micro- and macro-levels requires adequate sup-
porting technology and information systems. Initiatives
aiming to improve information and technology often
bridge micro-level front lines with macro-level long
term planning. For example, databases are created at
the micro-level, but can be linked and aggregated to
provide macro-level information.

Improvements in technology increase efficiency of
daily HC delivery. They range from small changes,
such as upgrades in computer billing systems, to
large changes that implement new technology, such as
electronic patient records, telehealth and telemedicine
applications. Electronic patient records create the pos-
sibility for records to follow patients horizontally
between different types of primary providers, geo-
graphically between locations or vertically between
primary providers, specialists and tertiary care.

The Application of Telehealth in Head and Neck
Oncology Rehabilitation, which is a part of the Man-
itoba Telehealth Network allows patients in remote
areas to access a variety of providers froma dis-
tance, without needing to travel between regions. HC
providers working in remote and rural areas of the
Province are able to transmit images of patients’ can-
cers to sites in Winnipeg via internet. Specialists
interpret or even diagnose images, and recommend
further steps for patient care.

Macro-level information is required for planning,
evaluation and monitoring on an ongoing basis. Collec-
tion of data on patient characteristics, health outcomes
and physician characteristics takes place at the micro-
level, and is aggregated across patients and providers.
Efforts at the macro-level also include the linking and
standardization of existing databases in order to pool
information, such as the Health Professionals Registra-
tion Database in Prince Edward Island [7].

The HC education system can be subject to two
types of changes: changes to curriculum or changes to
the method of delivery. Changes in content and organi-
zation of curriculum increase exposure to non-medical
HC to counteract the silo culture common within the
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medical profession. The goal is to decrease resistance
to collaboration.

The Inter-professional Education for Collabo-
rative Patient Centered Care Initiative (IECPCP)
provides funding to medical schools to facilitate inter-
professional collaborative patient centered care across
all HC professions and sectors. Medical schools in
Saskatchewan, Ontario, Nova Scotia and Newfound-
land have made use of this funding.

The traditional method of education delivery is
characterized by four years of course-based on-
site instruction, delivered primarily in urban centers
[20,21]. Medical education made available via distance
is aimed at increasing recruitment and retention rates.
Students who originate in remote or rural communi-
ties are more likely to locate there, and continuing
education possibilities improve retention [21].

Tesson et al. [19] distinguishes between three types
of medical education programs with a rural component.
Mixed urban rural schools are those that are located
in urban centres, yet incorporate a rural focus into
their courses. DeFacto Rural Schools are those that are
located in rural areas, although their curricula may not
serve a rural mandate. Stand Alone Rural Schools are
those created in rural areas with the specific purpose of
supporting rural medical practice [19]. The Red River
College in Winnipeg, Manitoba uses distance educa-
tion to deliver nursing education to remote areas via
Streaming Video. Some credit courses are taken on site
initially. Nurses educated in their own community are
more likely to remain there [7].

Changes in regulation, policy, planning and pub-
lic perception create the framework for all other
approaches. Canadian governments have implemented
much of the necessary policy infrastructure, often in
the form of funding opportunities to the micro-level. In
addition, policies have aimed at coordination of efforts
between jurisdictions. Examples of legislative changes
at the macro-level were not presented at the confer-
ence. Governments have also introduced changes to
remuneration structures of physicians. Remuneration
methods are one enabler to changes in organization of
HC delivery.

The federal Pan-Canadian HHR Strategy aims at
the securing and maintenance of a stable HC work-
force in Canada, and the support of overall HC renewal.
The strategy is comprised of three funding initiatives:
the Pan-Canadian HHR Planning Initiative is geared to

improve planning and achieve the right number, mix
and distribution of HC professionals; the IEPCPC; the
Recruitment and Retention Initiative aims to increase
the supply of HC professionals and improve their work
environments. Funding is also made available for HHR
research. The federal Advisory Committee on Health
Delivery and Human Resources (ACHDHR), the Cana-
dian Collaborative Mental Health Initiative and the
Aboriginal HHR Initiative are additional examples of
broad macro-level strategies [7].

5. Implementation barriers

Despite positive qualitative assessment of inno-
vative. HHR models by stakeholders, barriers to
implementation across jurisdictions remain. Barriers
can be similar to challenges discussed in Section 2,
but the latter are drivers of change, whereas the former
stand in the way of systematizing solutions.

Funding was criticized as insufficient, and incom-
patible in structure with needs. Funding is often granted
on a one time basis as a lump sum for project start up.
HHR initiatives face large difficulties with sustainabil-
ity once the grant is exhausted. Paradoxically, federal
and provincial governments invest large efforts into
making funding available for HHR initiatives. There
is concern on the government’s side that funds are not
reaching their intended recipients. The dichotomy in
perception between funder and funding recipient sug-
gests a breakdown in communication channels and
funding flows, which is exacerbated by the following
barriers.

Lack of information is both a driver of change, and
the barrier that stands in the way of change. Information
deficiencies decrease the ability to plan at the pol-
icy/regulatory level. Transporting of micro-strategies
between geographical locations is not supported by
solid evidence of success or failure. Data are not col-
lected and systematic evaluation studies are not carried
out. Planning in education is not backed by evidence
of changing curricula having a positive influence on
multidisciplinary care delivery. Lack of workforce data
make impossible system wide planning with respect to
HHR distribution.

Organizational structures are inflexible, and charac-
terized by a hierarchical division of power, silo cultures
and turf protectionism. This clinical culture is fuelled
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by medical professionals who tend to reside at the top
of this hierarchy [7,22-23]. More powerful professions
crowd out less powerful professions whenever there is
overlap in SoPs, especially if tasks within the overlap
are remunerated. All professions, particularly the med-
ical profession, and their educational institutions and
associations require adjustment to structures, mindsets,
collaborative competencies [7].

Hierarchical structures are not optimal with respect
to strategic HHR management. A control based man-
agement model results in low worker morale and
poor performance. A commitment based management
model creates a positive work environment, better
provider performance and improved patient satisfac-
tion through undermining of the hierarchical division of
power. The approach relies on creating an environment
where employees are committed to their organization,
work autonomously, are capable of self-discipline, seek
responsibility and exercise initiative, ingenuity and
self-direction [24,25].

The crucial role of sound HHR management was
emphasized at the conference and in the literature alike,
and the lack of leadership was identified as a primary
barrier. The ability to manage HR within an organiza-
tion, or HR capability, is a key determinant of efficiency
in production [24,25]. Greater efficiency allows for pro-
vision of greater quantities of services with the same
amount of resources, which is a partial solution to
provider shortages.

Many micro-level initiatives are spearheaded by HC
providers with have little training in administrative
and management responsibilities. Filling the roles of
administrator, or HHR manager, is neither within their
scope of practice, nor generally within their interest. In
contrast with large hospitals, within these smaller orga-
nizations, the ideal conditions for a commitment based
management model exist [22]. The unique feature is
the lack of solid management, planning, guidance and
monitoring,.

The political context of HHR planning cannot be-

ignored. Political decision making is fuelled by public
perception and interest groups, neither of which tend
to be supportive of multidisciplinary collaboration or
expanded scopes of practice. Patients perceive the tra-
ditional medical model as superior, and often feel that
quality of care is compromised through collaboration
or substitution. GPs influence perceptions of patients
through their role as gatekeepers of the HC system.

Policy makers are resistant to creating policies that are
not perceived favourably by the public.

Planning is further restricted by the fragmentation
of government. The Canada Health Act spans across
provinces, but decisions with respect to regulation, leg-
islation and resource allocation rest with the provinces.
Regions vary in terms of population needs, funding
requirements, organizational structures and cultures
[26]. A national panacea model is not feasible.

Barriers to implementation are illustrated in
Diagram 2. At the macro-level, planning and delivery
of HC services is situated within the traditional medical
paradigm. Pressures from the public, lobby groups and
other stakeholders prevent a paradigm shift. In addi-
tion, policy making is fragmented. At the micro-level,
providers often play multiple roles. Aside from HC pro-
vision, they are charged with management roles outside
of their SoP and interest.

6. Implementation pathways

The goal of HHR planning in Canada can be stated
as:

To implement a systematic nation wide approach to
planning, so as to facilitate interdisciplinary collabora-
tive care delivery that is responsive to community and
patient needs.

The goal is not being approached with systematic
planning, although supported with ad hoc sporadic
establishment of HHR initiatives. Implementation
has been predominantly bottom up, with some top
down facilitation [7]. The advantages of a bottom up
approach to planning in general are the responsiveness
to community needs and culture, as well as the sense
of empowerment created for the community.

The disadvantage of the bottom up process is the
general lack of theoretical framework, lack of stan-
dardization, no information sharing and no systematic
evaluation. Critical success factors are not understood,
making global planning and transferability of good
ideas between provinces difficult.

HHR planning in Canada requires systematiza-
tion. Pre-requisites to systematization are improved
funding, information, and leadership, and changes to
organizational structures, and policy making realities.
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Improvements in funding, information and leadership
can facilitate changes in organizational cultures and the
policy making environment.

Funding structures must be changed to annual
secure funding flows. The security of committed and
sustainable funding will enable long term planning at
the grass roots level, and make possible increased risk
taking with expectation of greater payoff. Furthermore,
communication between funder and intended target
audience must be improved (see CA below).

Some organizational bottlenecks, such as inflexible
union contracts, can be addressed through legisla-
tion. Changes to legislation should be spearheaded by
interdisciplinary committees. In addition, the similar
committees should be charged with providing clear
statements of SoPs, as well as complementarity and
substitutability between them.

Standardized data collection at the micro-level is
a requirement for virtually all policy interventions,
including definition of SoPs, changes to funding and
any other planning. Quantitative generalizable analy-
sis of effectiveness of HHR models is possible only if
data collection is coordinated and managed centrally.

To sum up, the following are supporting objectives
to the goal of systematic planning:

e Improved funding structure to increase project sus-
tainability.

e Improved funding channels to ensure flow of funds
to intended recipients.

e Increased flexibility in legislation, such as union
contracts and other organizational structures.

e Clear definition of scopes of practice and communi-
cation thereof to all providers.

e Systemalic collection of specified data at the micro-
level.

e Evaluation of micro-level initiatives, and reporting
on determinants of success.

A Collaboration Agent (CA) can take on the missing
leadership function. The CA is an HHR manager, with
additional responsibilities to support requirements for
HHR innovations. Creation of this position strength-
ens HR capability, which in turn increases efficiency,
yielding more HC services with a given set of HHR
[22,27). A CA should possess the following competen-
cies desirable for HHR management within the public
sector [27,28]:

e Knowledge of the business of HC provision, collab-
oration between providers, recognizing community
needs, understanding government funding opportu-
nities and understanding data collection needs and
standardized tools.

e Sensitivity to clinical culture and issues of turf pro-
tection.

e Training in HR management, and ability to strate-
gically align HR management with broader system
goals.

e Leadership ability and enthusiasm.

e Personal credibility, and trust from HC providers,
and policy makers.

e Ability to liaison between the community and HC
providers.

e Ability to liaison between HC providers and policy
makers.

e Ability to identify funding opportunities and write
applications.

e Ability to understand data collection needs and
implement standardized tools.

The CA would be trained in areas of HHR fund-
ing structures, funding applications and processes, data
collection at micro-level, data analysis and under-
standing of scopes of practice, leadership, change
management and external communication. This kind
of person would work with one or several HHR micro-
level initiatives to provide guidance, liaison with policy
makers, communicate with other HHR initiatives and
disseminate information to public and stakeholders.
Diagram 1C illustrates the introduction of the CA into
the HC framework.

The CA serves several functions within this
framework. First, (s)he is responsible for the seam-
less channeling of funds from existing federal
and provincial strategies, to micro-level initiatives.
The CA identifies appropriate sources of funds
for their initiative(s), deals with the application
process and administers funds for the initiative.
Second, the CA is put in charge of standardized
data collection to track progress of the initia-
tive, track strengths and weaknesses and support
larger scale external evaluations. Third, the CA is
made responsible for leadership of several initia-
tives. And fourth, the CA is to maintain external
relations with other initiatives, with policy mak-
ers, with educational institutions and with the
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public. Her/his communication efforts will support
changes in public perceptions, and overall paradigm
shifts. '

The choice of person for this position is crucial.
The CA cannot be an active provider, who does not
have sufficient time. The ideal person to serve as CA
is a former HC provider, who is no longer actively
involved in service provision. A large pool of potential
candidates is the population of retired nurses, who tend
to be quite young (on average 45 years old), familiar
with the business of HC, trained in showing sensitiv-
ity to needs, trained outside of the medical silo and
often looking for a second less physically demanding
career.

The position of CA can be housed within the
regional health authority structure of general HC man-
agement in Canada. (S)he could be charged with
overseeing several innovative HHR models within the
region, providing her with a broader perspective, and
giving rise to some economies of scope. The exact num-
ber of CAs required per region is an empirical question
beyond the scope of this paper.

This solution is ideal, since providers are freed up
from any HHR management responsibilities, as well
as any funding applications. The CA becomes central
in terms of coordination in the system of HC delivery
and strategic HHR management. The CA is charged
with repairing linkages that break down due to various
external pressures, and combines a global perspective
with clear understanding of issues encountered at the
front line of HC delivery.

Literature advocates HR management that offers a
high degree of control to employees. The situation in
Canadian HHR is unusual, in that the high degree of
control by professionals exists, but the leadership is
lacking. Completion of the model with a CA will result
in the kind of HR management model that has been
associated with higher retention and lower quit rates
[29]. Investment in HR management and improvements
in human capital increases the efficiency of organiza-
tions, while decreasing the mobility of human capital
within them [30].

7. Concluding remarks

Given the high strategic importance of HR man-
agement in the health care setting, the issue has been

given surprisingly little attention in academic liter-
ature, and insufficient attention in Canadian health
policy research. The landscape of Canadian HHR
is characterized by a number of innovative models
that deviate from the traditional medical provider
centered model of health care delivery. Motivated
and creative individuals stand behind the imple-
mentation of these models. These individuals are
often not qualified for the role of HHR manage-
ment, and are ready to pass this torch to trained
leaders.

The sporadic and ad hoc nature of HHR models has
created a situation of confusion for the policy maker.
An adequate system wide approach to HHR planning
does not exist. Although governments provide fund-
ing and some policy direction, a breakdown in funding
flows and communication has been observed—money
infused into the system by government does not reach
the front line provider in the format that was inte-
nded.

This paper contributes twofold: an immediate
improvement to HHR management in Canada is pro-
posed, and future research is facilitated. The lack of
leadership in HHR innovation can be remedied by
introducing into the system CAs—trained and qual-
ified individuals, who take charge of strategic HHR
management in health care delivery, and who act as
liaison between government and front line providers.
Desired competencies of the CA are discussed in the
paper (Table 2).

Sound strategic HHR management is advocated as
leading to improved efficiency, increased HR capac-
ity use, better creativity and higher productivity. A
quantitative generalizable empirical assessment of the
effectiveness of HHR models in the Canadian set-
ting is not available. In the way of a system wide
evaluation of HHR models stands the lack of a
classification system, which defines HHR model char-
acteristics that can serve as variables in empirical
estimation. This paper provides the necessary typol-
ogy, where HHR models are classified along several
dimensions. The next step in this research agenda
is a collection of health care output, or health out-
come data, and the comparison of HHR models in
terms of their health effects. Ideally, recommenda-
tions of optimal design of HHR models will be
available to policy makers and CAs across the coun-

try.
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Barriers to implementation of innovative HHR strategies

I. Funding

2. Information

3. Organizational structures

4. Leadership and change management

5. Policy making realities

o Insufficient
o Block grants structure decreases sustainability
* Funding made available at policy level does not reach front line of care provision

e Insufficient patient data hampers collaboration between providers and delivery of care via
distance

e Insufficient aggregate data inhibit comprehensive, systematic, evidence based policy planning

e Educational institutions support silo culture within health professions

o Lack of collaborative competencies, skills and training within most organizations
o Union contracts inflexible and not accommodating to change

e Restrictive legislation, inflexible to re-definition of SoP’s

e Lack of leaders and managers for micro-level HHR initiatives

o Health care providers cannot perform both health service provision and leadership of HHR
initiatives

o Changes taking place require management in order to be expanded

e Decision making is often political, as influenced by public perception, lobby groups or pressure
from stakeholders

¢ Fragmentation of government makes comprehensive national planning difficult

Appendix A Conference presentations

Author

Presentation

Enabling to work to full scope of practice

Acorn, M., Whyte, S.
O’Hare, S.

Cannon, M.
Hebert, L.
Mayrand, R.
Harnett, N.

Re-defining scope of practice
Rhule, C.
Silas, L.
Goggan, C.

Hirsch, G.
Beanlands, H.

Hirsch, G.
Jong, M.
Hamilton, L.
Spooner, R.
Cogswell, D.

Interdicsiplinary collaboration
Gillingham, F.
Maclean, C.
Sanders, J.

Maximizing the use of Advanced Practice Nurses in hospitals: an innovative solution [CARE
Model]

Canadian Practical Nurses Association working toward full utilization of the LPN/RPN across
Canada

Maximizing the use of Advanced Practice Nurses in hospitals: an innovative solution

The Emerging Model of Physiotherapy Practice in the Canadian Forces

Kaizen Approach: to mobilize human resources beyond the usual results

Advanced practice for radiation therapists in Ontario

Physician assistants (partners in medicine)

Retaining and valuing experienced nurses

Skill mix staffing complements and collaborative practice: achieving the sustainability of
service delivery in healthcare

Providing healthcare for persons with hepatitis C in Nova Scotia

Individuals’ views on taking care of and deciding about their own bodies: implications for
PHCNPs

Providing healthcare for persons with hepatitis C in Nova Scotia

Strengthening rural practice strengthening rural practice

Retention of retirement aged nurses in Nova Scotia

Chronic disease management in a community family practice network

The role of the nurse in emergency rooms of regional health authorities

Multi-disciplinaryhypertension education/management session
Family medicine group practice model

Supporting interdisciplinary practice: the family physician nurse practitioner educational and
mentoring program [SIP]
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Dort, N.
Gurnham, M.
Jackson, K.
Gilbert, J.
Maranta, A.
Rowe, PR.
Service, J.

Moving forward together: mobilizing primary health care in Newfoundland and Labrador
Challenging the scope of practice: from tribalism to collaboration

Optimizing professional roles while achieving quality outcomes

Promoting interprofessional collaboration

Multidisciplinary Collaborative Primary Maternity Care Project MCP2

The primary care renewal initiative in the canadian forces—collaborative, multi-disciplinary practice
Enhancing interdisciplinary collaboration in primary health care initiative (EICP)

Supporting technology and information systems

Doyle, G.
Sweete, D.
Mah Wren, A.
Myers, C.

Changes in education
Warman, S., Higgins A., Scott, J.
Macdonald-Rencz, S.

Sharpe, D.

Achtemichuk, M.
Clare, D.

Flett, H.

Rourke, J.
Hunter, M.
Watts, J.

Changes in policy

Gerbremariam, K.

Gubbels, V.
Brascoupe, S.
Brown, S.
Cripps, S.
Elliott, S.
McElroy, H.

O’Brien-Pallas, L.

Rajendram, M.
Wall, R.

Klaiman, D.
Rankin, S.
Buske, L.
Gavel, S.
Dalton, C.
Booth, H.
Button, L.
Carr, M.
Kay, D.
Kettler, K.
Lys, J.
Dudgeon, S.
Grimard, F.
Kazimirski, J.
Marrie, T.

Brygidyr, S.

Health Professionals Registration Database

Canada Health Infoway Information Session

Transforming home support through redesign interior health authority, B.C.
Telehealth applications in head and neck oncology rehabilitation

New Brunswick Critical Care Nursing New Brunswick Critical Care Nursing Program (NBCCNP)
Interprofessional education for collaborative patient-centred practice

Collaborating for education and practice: an interprofessional education strategy for Newfoundland
and Labrador

Community Therapy Assistant Program Development in Nunavut, Canada

Nursing education via streaming video

Federal government family residency elective program

The Association of Faculties of Medicine of Canada Today’s Research, Tomorrow’s Doctors
Community education for HHR innovation: changing the delivery system

Closer to home: Nunavut Health Human Resource Strategy

The aboriginal health human resources initiative

Building a representative workforce through career pathing

The aboriginal health human resources initiative

Developing a provincial health human resources strategy for Ontario hospitals

Paving the way to a representative workforce

Health Care Human Resource Sector Council: building HHR capacity through Research

The Pan-Canadian Health Human Resource Strategy

Advances in nursing productivity: evidence to optimize utilization of nursing services

Health human resources innovations

Building the Public Health Workforce for the 21st Century: a Pan-Canadian framework for public
HHR planning

Towards best practice for caseload assignment and management for occupational therapy in Canada
Annapolis valley health: journey to organizational health

Task force two and the national physician survey

Human resource survey tools

Management structure in an integrated health authority

Evolving, collaborating and having fun

Creative staffing for outpost nursing stations

B.C. acute care geriatric nurse network/geriatric emergency networking initiative

A Rural Physician Workforce Agency—Alberta’s Rural Physician Action Plan (RPAP)

Strategic framework: increasing the participation of first Nations, Inuit and Métis in health careers
Recruitment and retention in aboriginal communities

Canadian Collaborative Mental Health Initiative

Family physician remuneration models and primary health care renewal: literature review
Physician resource planning at capital health

Preliminary outcomes of implementing an ARP in the Department of Medicine at the University of
Alberta

Manitoba’s new approach to primary care
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Futurethink

Healthcare Systems and
Organizations: Implications for
Health Human Resources*

Michael B. Decter

hat will the healthcare system and healthcare

organizations look like in the year 20202 What

requirements will they have for health human
resources? These two questions require both a careful consid-
eration of the general direction of change in health systems and
a consideration of the pace of change over the next 15 years.
The geographical focus of this article is Ontario, although
broader international and Canadian trends are also considered
in arriving at answers.

This article is organized in five brief sections, beginning with
looking backward to look forward and proceeding through key
trends, organizational evolution by sector an  furure health
organizations and concluding with 10 implications for health
human resources.

In the 1990s, we witnessed decisions on both
physician human resources and nursing education
that were taken in different manners, but both
ended up moving the health system in the wrong
direction.

Looking Backward to Look Forward

Do organizational changes impact on health human resource
requirements? The answer, looking at the history of the past
15 years in Ontario, is a resounding “yes.” It is worth consid-

ering major health and human resource policy decisions taken
in the past 15 years with a view to gaining insight into those
decisions in the go-forward 15-year period. It is also worth
considering the organizational changes that the healthcare
system has undertaken to see trends. Put briefly, in the 1990s,
we witnessed decisions on both physician human resources and
nursing education that were taken in different manners, but
both ended up moving the health system in the wrong direction.
We reduced our training and education capacity at exactly the
wrong time in nursing and medicine. Worse still, it took nearly
a decade for corrective actions to be taken. A central reason for
the policy errors was a lack of explicit linkage between organiza-
tional change and health human resource decisions. In the case
of medical education, explicit decisions were based on intended
organizational changes that were not implemented. In nursing
education, organizational changes that were implemented led to
unintended reductions in nursing education numbers.

The physician decision was taken at the national level based
upon the Barer-Stoddart study (Barer and Stoddart 1992).
The study and its implementation missed two important reali-
ties. First, the physician population was shifting from male
dominated to more balance between male and female physi-
cians. This held the implication that the average future physi-
cian would deliver less care than the average current physician.
Second, recommendations were cherry-picked, that is, only some
were implemented. Therefore, physician numbers were based on
a prediction that did not unfold. In particular, the reform of

* Paper based on a presentation hosted by the Change Foundation, January 2006.
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primary care, a subject to which we will return shortly because
it has great relevance to the next 15-year period, was not under-
taken in parallel with the training reductions. In fact, it may
be that one of the most powerful decisions in terms of health
human resource planning in the next 15 years turns significantly
on the success of the movement to interdisciplinary teams in
primary care, for reasons that will be outlined subsequently.

The nursing decision was not taken on the basis of any overall
study; it resulted from dozens, if not hundreds, of individual
decisions at university, community college and hospital levels,
all of which led to a dramaric reduction in the number of nurses
educated. Organizational consolidation unrelated to nursing
education had the impact of dramatically reducing the number
of nurse graduates.

Both the decisions regarding physicians and nurses have been
reversed. Significant increases in the number of nurses and physi-
cians being trained are under way. It is not clear whether the
increases are sufficient o offset just current shortages or whether
they will also be sufficient to address an increase in retirements.
Over the next 15 years, the retirements of baby boomers, who
constitute a significant percentage of professionals in the health
labour force, will represent a major shift.

Looking backward should tell us that there is an important
connection between how we choose to organize health services
and what human resource requirements result. For example,
reordered primary care with multidisciplinary teams will require
fewer doctors than solo practice family medicine. However, a
shift of nursing work from hospital settings to home settings
will not require fewer nurses.

Key Trends

It is my objective in this section to separate key trends that have
an inherent impact on organizational structure in healthcare
delivery from those that do not. The broad categories of trends
include demographical change — largely the aging of the popula-
tion — movement to a more consumer-driven health system and
technological change. Having devoted an entire book, Four
Strong Winds, to the forces of change several years ago, it is my
intention to focus on those trends most likely to impact on
organizational structure (Decter 2000).

The past 15 years have witnessed significant growth in
the provision of non-traditional care. By non-traditional, two
different dimensions are indicated. A range of providers beyond
the traditional professional categories is providing more health-
care, for example, in ficlds of massage therapy and acupunc-
ture aromatherapy. There has also been significant growth in
the rehabilitation field; physiotherapy and chiropractic have
expanded as the population has aged and there has been an
increased need for these fields. These services are not provided
within the hospital and physician sectors of healthcare. They
will demand a greater number of skilled professionals. However,

this trend is not likely to impact structure.

By contrast, management of chronic diseases is another
sphere with both unmet needs and future growth. Ontario
will experience the same phenomena as other jurisdictions of
an aging population coping with an array of chronic condi-
tions. Increasingly, experts are noting that better outcomes
arc obtained by managing chronic diseases such as diabetes
in a tighter fashion. By 2020, it is probable that more than
onc million Ontario residents suffering from chronic diseases
will be enrolled in formal disease management programs. The
successful implementation of such programs will require struc-
tural change, particularly to primary care. Disease management
cannot be carried out readily in a solo family physician setting.
Multidisciplinary teams and robust information technology
including electronic patient records are necessary elements.

Patient demands for timelier, more appropriate and higher-
quality care are also likely to force structural changes in health-
care delivery. Overall, a movement toward greater integration
of care is likely to meet these consumer-type demands. As well,
greater investments in health information are incvitable to meet
the needs for greater information on the part of patients about
their care journey.

By 2020, it is probable that more than one
million Ontario residents suffering from chronic
diseases will be enrolled in formal disease
management programs,

Organizational Evolution by Sector

Although statcd goals for hcalthcare dclivery reform cspousc
a more integrated system, Ontario’s current realitics are still a
health organizations differentiated by the care they are deliv-
ering. Unlike provinces such as Alberta or Saskatchewan where a
regional health authority delivers hospital care, home care, public
health, chronic care and other types of care, in Ontario the
organization form varies by sector. The mandate of the 14 Local
Health Integration Networks (LHINS) is to plan, coordinate and
fund health services, not to directly deliver care services.

Hospitals

For more than a decade, the major trend affecting hospitals
worldwide has been a continual shortening of length of stay.
Due to technological change as well as financial pressure, hospi-
tals have moved 70-80% of their surgeries to a day basis. For
the remaining surgeries, there has been an ongoing effort to
shorten the lengths of stay. In many cases, this shortening has
been dramatic. For example, in obstetrics, an average length of
stay of five to seven days was not unheard of two decades ago.
Now 24- and 48-hour lengths of stay are more typical. Whole
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classes of surgery have been moved from an in-patient to an
outpatient basis. In addition, the entire enterprise of surgery
of an exploratory nature has given way to much improved
diagnostic imaging.

In 2005, for the first time in a decade, average length of
stay, including that in Ontario hospitals, increased slightly.
Whether this marks the reaching of a plateau, to be followed
by an increase in length of stay, or whether it simply marks
a deceleration in the shortening of length of stay will require
several more years of data. What is significant is that the most
dominant trend driving staff requirements for hospitals seems
to have come to a resting point. The stabilization of lengths
of stay coupled with the demographics of an aging popula-
tion will result in more hospital-based surgeries, particularly
for procedures such as joint replacements. (The trend is less
clear in the case of cardiac surgery, where the innovation of
coated stents seems to be driving a reduction in cardiac bypass
surgery.) Overall, the trends seem to suggest that the decline in
the hospital sector from roughly 50% of total health spending
and tortal healthcare activity to about one third is stabilizing
and is likely to remain in this range or even to begin to increase
slightly. The implication for health human resources is that
hospital staffing will require replacement on the demographic
basis of all those workers retiring over the next 15 years.

The most dominant trend driving staff
requirements for hospitals, reduction in lengths of
stay, seems to have come to a resting point.

Primary Care
If primary care in Ontario continues to move from a largely
fee-for-service family physician model toward the larger practice
groups with multidisciplinary teams, this will have a profound
impact on health human resource planning. At the present time,
the Ontario physician population of some 22,000 is equally
divided between family physicians (48.5%) and specialists
(51.5%). Over the next 15 years, not only will Ontario’s popula-
tion grow by perhaps 20-30%, the population will significancly
age. The percentage of the population over the age of 80 years
will expand dramatically, and that of the population over age 65
a little less dramatically. Both of these trends will increase the
need for primary care. In particular, the need will be greater for
assistance to patients and their families for the management of
chronic diseases such as diabetes, heart disease, asthma, arthritis
and cancer. The burden will not be easily borne by a system
organized around the solo practice family doctor.

In 2004, Ontario had 10,656 family physicians. Of this
group, 6,859 (64%) were men and 3,797 (36%) women. If
one looks at those physicians over the age of 55 years — that is,

82 Healthcare Quarterly Vol.11 No.2 2008

those likely to retire by 2020 - a different picture emerges. In
this group, there are 3,124 physicians, 2,541 (81%) of whom
are men. By 2020, the family physician workforce in Ontario
will experience the retirement of 29% of its ranks. The new
physician population will be close to gender balanced. The
dominant form of primary care organization will have ceased
to be the solo practice family physician. Reordered multidis-
ciplinary primary care teams will have become the dominant
form of organization.

Major efforts are already under way by the second successive
government to create more integrated primary care. The main
obstacles are threefold: (1) provider resistance, largely from the
longer established members of the professions, (2) the electronic
patient records needed for technology integrated care and
(3) the absence of sufficient numbers of non-physician health
professionals to make up the multidisciplinary teams. Simply
put, team practice will substitute nurse practicioners, nurses,
dietitians, physiotherapists and others for family physicians. If
there are insufficient numbers of these other health providers,
the reform will fail.

By way of example, one were to contemplate in Ontario a
ratio of one nurse practitioner to every three family doctors, one
would require 3,000—4,000 nurse practitioners. Yet only 800
nurse practitioners exist in the whole of Canada at the present
time. Ontario’s current policy directions favour increasing the
number of physicians and nurses but show little trend toward
increasing the number of nurse practitioners. If, instead, that
ratio were one nurse practitioner for every two family docrors,
Ontario would need 6,000 nurse practitioners. It is likely that
some nurses already employed in primary care will upgrade their
skills; nonetheless, a clear implication for health human resource
planning in Ontario is not only the direction of primary care
reform but its pace. At times, ambitious targets have been sct
by governments (80% within three years, by the Honourable
Tony Clement) and not met (Ontario Ministry of Health and
Long-Term Care 2002).

Home Care

Home care continues to expand as an aging population requires
more care in the home, both to prevent hospitalizations and
to allow recovery post-hospital procedures. The impacts of the
purchaser-provider split and a tendering system implemented
through the community care access centres (CCACs) have been
to consolidate the home care sector into larger province-wide
delivery organizations.

Health Informatics

Another major challenge facing the Ontario healthcare delivery
system with implications for health human resources is the
implementation of the electronic health record. Although Smart
Systems for Health exists and employs a considerable group of
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direct employees and consultants, the bulk of the activity in
health informarics is taking place at the level of individual health
organizations. Hospitals and other healthcare organizations are
revamping their spending on informatics from 1-2% to 5-6% of
their budgets. This trend can be expected to continue with signif-
icant implications to the number of people employed in health
informatics throughout the provincial health delivery system.

It is unlikely that there will be an emergence of a major single
dominant employer in the health informatics area, although it is
possible that the winds could bring some entity into being with
a specific focus. If there were a strategic investor modelled on
Canada Health Infoway, the employment implications might be
similar, with 100 total staff. The number of health informatics
employers throughout the health system is likely to rise steadily
through the next 15 years.

The pace of investment in health informarics will drive the
pace at which the electronic health record is implemented in
Ontario. Even on a slow track without a Malcolm Gladwell
tipping point to accelerate it, it scems clear that all Ontarians
will have an electronic health record by 2020. Their maintenance
will employ thousands, if not tens of thousands, of personnel
within the health system. This will be the second major group
of new employees within healthcare.

It seems clear that all Ontarians will have

an electronic health record by 2020. Their
maintenance will employ thousands, if not tens of
thousands, of personnel within the health system.

Future Health Organizations

Further consolidation of the hospital system is likely in the next
15 years. Over the past 15 years, Ontario reduced the number
of hospital organizations by 25%, from 240 to 180. Whether
further merger and consolidation will follow the regionalization
model of other provinces is not clear. The LHIN reforms could
lead to a further consolidation of delivery; but in the first several
years as the LHINs commence, they are more likely to stick to a
purchaser role and use competition among providers to improve
efficiencies and outcomnes. At some point, this process will lead
to hospital organizations that are not as strong, further weakened
by their inability to compete to be merged. A future government
may consider a less gradual consolidation, but that is speculative.
In an evolutionary scenario, Ontario might retain as many as
150 hospital organizations by 2020. In a more radical consolida-
tion into integrated health systems, the number of organizations
might be reduced to perhaps 60. The notion thar the 14 LHINs
will become monopoly provider organizations with the elimina-
tion of individual hospital and other care provider boards strikes
me as unlikely given the political power of the Ontario Hospital

Association and individual hospital boards.

The implementation of the CCAC purchasing model for
home care has led to a consolidation of home care delivery
into fewer, larger organizations. Although, with the anticipated
integration of the CCAC function into the LHINs and the
implementation of some of the Caplan Report recommenda-
tions, it is uncertain whether this will continue. In fact, the
proposal of Elinor Caplan to allow CCACs to extend contracts
will likely diminish the competitive aspect and secure market
share for existing providers in the short to medium term. Nor
are new national agreements on minimum home care standards
likely to affect Ontario as the province has already financed care
in excess of the minimum package required by the 2004 accord
among the governments.

Pharmaceutical Care

Pharmaceutical care is worth consideration. As the population
ages and life expectancy continues to slowly rise, the continuing
growth of pharmaceutical care will impact human resources
requirements. The most obvious trend is cxpanded pharmacies
and the displacement of community pharmacies with chain
drug stores. Organizations such as Shoppers Drug Mart will
continue to expand their market share. They are also likely to
continue to increase their offerings of products for self-testing
and patient management of their own health. A range of new
diagnostic tests will be made available on a direct-to-consumer
basis. The pharmacist’s role will include assisting patients not
only in managing prescription medications but in choosing
non-prescription medications for common ailments. The supply
of pharmacists and pharmacy assistants will expand steadily
to meet these requirements. It is also possible that, in smaller
centres, other health professionals such as physicians will locate
in the chain drugstores.

Research

The past decade has witnessed impressive growth in the overall
health research enterprise in Ontario. Not only have the
hospital-based research foundations expanded, the government
of Canada has significantly boosted funding for health research
through the reformation of the Medical Research Council into
the Canadian Institutes of Health Research.

Conclusions: Implications for Health Human

Resources

Organizational change has important implications for health
human resources. But more powerful may be the grinding of
demography on both the health workforce and the patient
population. Let us consider the top 10 list (with apologies to
David Letterman) of areas in which organizational form and
pace of investment will have the most impact on health human
resource requirements:
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1. The emergence of larger-scale primary care organiza-
tions staffed with a mix of physicians, nurse practitioners,
midwives, pharmacists, nutritionists and dietitians will be
the major driver of change. The pace at which this happens
will be critical. The key impact will be a sustained demand
for non-physician health professionals for these new organi-
zations.

2. In the gradual consolidation scenario, the restructuring of
healthcare delivery services will likely involve the replace-
ment of a significant portion of the hospital workforce
through this period. Nurses will be the largest group with
possible supply problems. Replacement of nurse rerirees will
dominate the agenda. In nursing education, a shortage of
educators to cope with the needed expansion of education
will be a challenge.

3. In the scenario of radical consolidation into some 60
integrated health delivery systems, the human resource
requirements will likely be met by more direct action. In
jurisdictions with larger systems, much more direct linkage
to cducational institutions is evident; the integrated systems
will enter into direct relationships to ensure access to new
graduates in sufficient numbers. They will also initiate more
robust internal training and upgrading programs.

4. Home care sector growth will need to be accommodated by
specific training efforts so that home care is not the poor
cousin to hospital nursing with high turnover.

S. The pace of health informatics will cause a significant
demand for informatics personnel in health delivery organi-
zations including hospitals, home care, LHINs and others.
By 2020, every resident of Ontario will have an electronic
health record that will require continual updating.

6. The continuing growth in the scale and sophistication of
pharmaccutical care will require increased numbers of
pharmacists and pharmacist’s assistants. Changes to scope of
practice and reimbursement that might permit prescribing
of some medications by nurse practitioners and pharmacists
could also expand human resource needs in this sector.

7. Larger, more integrated health services delivery organiza-
tions tend to develop more sophisticated and effective health
hurman resource development programs. In the documented
cases of Capital Health in Edmonton, a more rigorous
planning and forecasting model has been adoprted to predict
future needs. In the Montreal Region, these efforts have
included very organized mid-career, middle management
training,

8. The LHINs are likely to require staff with specialized skills
not readily available in the current healthcare system. It will
be worth considering the 14 LHINs as a separate human
resource need to be met with a combination of measures
including mid-career training in purchasing.

9. The research enterprise in health will continue to expand
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with a need for professionals with PhDs as well as lesser-
skilled technical personnel. Health research will grow most
rapidly in the molecular and gene therapy fields as well as in
health services.

10. Organizational changes have consequences for health
human resource requirements — sometimes unintended and
unpredicted consequences. This fact leads to a broad point
pertaining to the entire health workforce. It is a reasonable
goal to educate a sufficient number of providers to achieve
a modest surplus. Only with a modest surplus can organiza-
tional changes be accommodated without imposing excessive
overtime and resultant injuries on the existing workforce. A
modest surplus is also a way to avoid poor-quality care.

With regard to timing, the two most significant drivers of health
organization change in Ontario will be the pace and scope of
LHIN implementation and the speed of primary care reform.
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Fall 2007 .

Dear Health Human Resources Planners:

The Framework was developed at the direction of the Conference of Deputy Ministers of
Health (CDM) in 2004-05. In the Fall of 2005 it was presented to and approved by the
CDM and subsequently received the endorsement of the FPT Ministers of Health.

In 2006, ACHDHR consulted government and non-government stakeholders, (including
provincial/territorial governments, federal health partners, research institutes, national Aboriginal
groups, health sector organizations, health professional associations, and professional regulatory
bodies) to solicit feedback on the Framework and determine the role stakeholders could play in the
implementation of the Action Plan, This engagement process has strengthened the commitment
of both governments and stakeholders to work together in addressing HHR challenges,

Each jurisdiction, with its respective stakeholders, will continue to be responsible
for developing and implementing its own HHR policies, plans and service models,
However we encourage everyone to do so within the context of this framework,

We believe this is an excellent o
collaboration amongst govern
health human resource

Pportunity to increase communication and
ments and stakeholders who are committed to improved
planning. If you have any questions, please contact the

ACHDHR Secretariat by e-mail ar: ACHDHR.CCPSSRH@hc-sc.gc.ca

Sincerely,

Co-Chairs of ACHDHR
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Canadians want timely access to high quality,

effective, patient-centered, safe health services. To meet

public expectations, jurisdictions across Canada must plan and manage their health delivery system,
including planning for the health human resources (HHR) required to provide care within their system.

As part of the “/O-year Plan t Strengthen Health Care”, signed

by First Ministers in September 2004,

provinces and territories agreed to complete health human resource action plans by December 31, 2005,

HHR planning does not occur in isolation,
system. Each province and territory in Canada designs its heal

but within the context of the broader health care delivery

th care delivery system based on:

population health needs, reliable evidence about the services that are effective in improving the health
of individuals and the population, and available resources. In addition, health care delivery design is

shaped by intergovernmental agreement
safety, reduce wait times for medically necessary procedures, p
disease prevention initiatives. Health syste
economic and political environments, whj

Governments, in their role as policy makers and funders,
educators, public and private sector employers,
patients, and the public — to determine the delivery models (
to deliver effective accessible services needed by their populati
levels of service, and the types and levels of service determine

People are the health care system’s greatest
asset. Canada’s ability to provide access to
“high quality, effective, patient-centered and
safe” health services depends on the right
mix of health care providers with the right
skills in the right place at the right time,

People are also the single greatest cost in the
system. Between G0 and 80 cents of every health
care dollar in Canada is spent on health human
resources (and this does not include the cost of
educating health care providers).! The province
of Saskatchewan reports health human resources
account for 73% of its health care budget.2

All jurisdictions in Canada are currently experiencing
shortages of health care providers, waiting times for
many services, and escalating costs. The situation

is particularly acute in Aboriginal communities.

1 Kazanpian A, Hevert M, Wood L, Rahim-Jamal S. Regional Health Human Resources Plannin

m design also occurs within the prevailing social
ch can create both opportunities and constraints,

» such as First Ministers commitments to improve patient

and increase
, cultural,

rovide home care programs,

work with partners and stakeholders — including
providers, Aboriginal organizations,

professional associations,

€.g., primary health care, acute care facilities)
ons. Different levels of need require different
the requirement for health human resources.

Faced with a potential health human resources crisis,
it is time to rethink how we plan for and deliver
health care services. It is time to design health service
delivery models that encourage health care providers
to work collaboratively and to their full scope of
practice. There are opportunities for provinces and
territories to learn from one another, and share
effective HHR and service delivery strategies.

In the 2003 First Minister’s Accord on Health
Care Renewal, the provinces, territories and
federal government made a commitment to work
together to improve health human resources
planning. While each jurisdiction will continue to
be responsible for planning its own service delivery
system, all have come together to demonstrate
leadership in responding to common issues that
would benefit from a collaborative approach.

g & Management: Policies, Issues and Information

Requirements. Centre for Health Services and Policy Research, University of British Columbia. Vancouver. January 1999,
2 Ministry of Health, Saskatchewan, 2004.




At the 2003 meeting, the First Ministers also
recognized that, despite some improvements,
the health status of Aboriginal peoples in
Canada continues to lag behind thar of

other Canadians. They acknowledged that
addressing the serious challenges to the health
of Aboriginal peoples will require dedicated
ongoing efforts both within the health sector
and on the broad determinants of health.

At their meeting in September 2004, the First
Ministers agreed to: “continue and accelerate their
work on health human resources action plans

and initiatives to ensure an adequate supply and
appropriate mix of health care professionals”; “foster
closer collaboration among health, post-secondary
education and labour market sectors”; “increase

the supply of health professionals, based on their
assessment of the gaps”; and, by December 31, 2005
make public their action plans (including targets for
training, recruiting and retaining professionals).

At that meeting, the federal government
made a commitment to:

accelerate and expand the assessment and
integration of internationally trained health
care graduates for participating governments

+ develop targeted efforts to increase the
supply of health care professionals to
work in Aboriginal communities

take steps to address the health needs of

official language minority communities

+ take steps to reduce the financial burden on
students in specific health education programs

* participate in health human resource
planning with interested jurisdictions.

On September 13, 2004 as part of the First
Ministers Meeting (FMM), First Ministers and
Aboriginal leaders met to discuss joint actions to
improve Aboriginal health and adopt measures
to address the disparity in the health status of
the Aboriginal population. At the FMM 2004,
the federal government announced funding of
$100M over five years for an Aboriginal Health
Human Resources Initiative (AHHRI). The
three main objectives of the AHHRI are to:

+ increase the number of Aboriginal
people working in health careers

* improve the retention of health care
workers in First Nations, Inuit and
other Aboriginal communities

= adapr current health care educational curricula
to make it more culturally relevant and
enhance the cultural competence of health care
providers working with Aboriginal peoples.

Based on advice from all jurisdictions and key
stakeholders, and recent reports on the health care
system (i.e., Romanow, Kirby, Fyke, Clair and
Mazankowski), the Advisory Committee on Health
Delivery and Human Resources (ACHDHR) has
developed a pan-Canadian framework thar will help
shape the future of HHR planning and health service
delivery. This document, prepared by the ACHDHR:




* recognizes the jurisdicrional responsibility
for health system design and HHR
planning as well as determining the
resources available to deliver health care

* affirms that — because of the smal| number
of training programs across the country and
highly mobile nature of the health workforce
= jurisdictions cannor plan in isolation and
require a collaborative pan-Canadian approach
to certain aspects of HHR planning

» prdposes a framework for collaborative
pan-Canadian HHR planning that
will support system planning

+ describes the challenges in HHR planning,
identifies priorities for collaborative action,
and sets out tangible specific actions that
jurisdictions can take together to achieve a
more stable effective health workforce.

The key differences between the proposed pan-
Canadian approach and the traditional approach

to HHR planning are that the proposed approach

is collaborative, and it is driven by the delivery
system design which, in rurn, is based on population
health needs. In the proposed pan-Canadian
approach to HHR planning, each jurisdiction*

will continue to plan its own health care system,
develop its own service delivery models, and
develop and implement its own HHR policies and
plans; however, it will do so within the context of
a larger system thar shares information and works
collaboratively to develop the optimum mix and

number of providers to meet all jurisdictions’ needs.

Each jurisdiction will determine the scope of its
delivery system, its needs now and in the future,
and the types of service delivery models that

will best meet its population’s needs. It will then
be able to determine more accurately its HHR
requirements. Planning health human resources
based on system design and population health
needs — as opposed to relying primarily on past
utilization trends — will lead to more responsive
health systems. This type of planning provides

an opportunity to identify: the services needed,
innovative ways to deliver those services, the types
of professionals required, and how to deploy them
to make the best use of their skills (i.e., maximize
scope of practice) — rather than continuing to plan
based on how and by whom services are delivered
now. The goal is to develop and maintain a health
workforce thar will support health care renewal.

g
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The traditional approach to health human resources planning in Canada has reljed primarily on a supply-side
analysis of past utilization trends to respond to short-term concerns. For example, faced with shortages in a certain
profession, jurisdictions tend to add training positions; faced with surpluses, they cut training positions; faced
with budget pressures, they cut or reduce full-time positions. This approach has a number of critical weaknesses:

¢ health care system needs are defined based on past utilization trends rather than emerging
population health needs, so jurisdictions tend to plan for the past rather than the future

» planning is based on traditional service delivery models rather than considering
new ways of organizing or delivering services to meet needs

+ health human resources planning has tended to focus almost exclusively on
physicians and nurses rather than the full range of health care providers

* planning has been based on weak dara and questionable assumptions

* our planning models have tended to view health human resources as a cost rather than an
asset that must be managed effectively (i.e., decisions made to respond to immediate budget
pressures are not always assessed for their long-term impact on recruitment and retention)

« there has been insufficient collaboration between the education system, which produces health
care providers, and the health system thar manages and employs them, so the number and mix of
providers the education system produces each year are often influenced by academic priorities rather
than population health or service delivery needs (e.g., number of students required to maintain
budgets, teaching programs and support research; educational trend to increasing specialization)

* in most jurisdictions, planning has not included effective strategies to ensure
the availability of appropriate health human resources.

The negative impact of past planning approaches has been exacerbated by the fact that, historically, each province
and territory in Canada has worked independently to design its service system, develop service delivery models
and plan HHR. This has resulted in competition between jurisdictions for limited health human resources.

The status quo approach to planning has the » lack of capacity to anticipate and respond to
potential to create both financial and political risks, changing population and health system needs
to limit each jurisdiction’s ability to develop effective
sustainable health delivery systems and the health
human resources to support those systems, and

to fall short of the Canadian public’s expectation

(as reported by both Romanow and Kirby) of a o
seamless system from province to province. + destabilization of the health workforce

= cycles of over and under supply (i.e.,
peaks and valleys) of physicians, nurses,
and other health providers

» high turnover and arttrition

* greater competition for limited resources.

Utilization-Based Planni g Traditional approaches to recruitment into

If jurisdictions continue to plan based primarily on the health professions and curriculum design
past utilization, they will continue to experience: will not allow jurisdictions to deliver on their




commitment to improve the health status of
Aboriginal peoples or to fulfill other health
commitments, such as increasing home care.

Planning in Isolation

While each jurisdiction in Canada will continue
to be responsible for planning and managing

its health care system, it faces inherent risks if
that planning is done in isolation, including:

* Unintended impacts. Decisions made by
one jurisdiction can have unintended impacts
on other jurisdictions. For example: .

» A change in one jurisdiction’s health care
system design could have a negative impact
on the supply of certain providers for other

jurisdictions, The risks are greater in the current

reform environment where unilateral action
by any one jurisdiction could undermine

system stability and affect other jurisdictions’

ability to deliver on health commitments
(e.g., reducing wait times, improving the
health status of Aboriginal peoples).

¢ Not every jurisdiction has training programs

in all health professions. If a jurisdiction
that produces a significant proportion of a

certain type of health provider for other parts

of the country (e.g., medical perfusionists)
reduces enrollment in that program, it may
severely disadvantage other provinces.

- If one province decides to increase the number

of training positions for specialist physicians, it
may draw students away from family medicine
programs in other provinces, and exacerbate
the current shortage of family physicians.

A decision to increase entry-to-practice
requirements in one jurisdiction puts
pressure on other provinces and territories
to do the same. Changes to entry-to-

practice requirements may have an impact

on the quality and safety of health services,
compensation, labour supply and distribution,
the post-secondary education and health
systems, and labour mobility — both within
the jurisdiction where the change occurs

and in other provinces and territories.

« If one jurisdiction increases wages paid to
health care providers, it may draw health
care providers from other provinces and
territories or trigger demands for higher
wages that make it more difficult for other
jurisdictions to manage health care costs.

Incentives offered by some jurisdictions
can encourage inappropriate mobility,
drawing providers from one under-
serviced area to another.

¢« Mismatch between supply and needs.
Insufficient collaborative planning
between jurisdictions (and between the
health system and the education system)
contributes to the oversupply of some
providers and undersupply of others.

+ Costly duplication. All jurisdictions are
investing resources in developing HHR data,
forecasting/simulation models, and planning
frameworks. Without collaboration, these efforts
will result in unnecessary duplication as well as
forecasting models that are unable to capture
the impact of decisions in other jurisdictions.

« Inability to respond effectively to international
issues/pressure. The international licensing
and quality control issues created by both global
competition for a limited number of providers
and new technologies are often beyond the
capacity of any one jurisdiction in Canada (e.g.
digital teleradiology systems will give people
in small, remote communities better access
to MRIs and CT scans but there is a risk that
the scans could be read by radiologists outside
Canada who are not licensed to practice here).
Canada may be at a disadvantage compared
to other governments in presenting a united
front on HHR issues if its jurisdictions are nor
collaborating on issues of international interest.

Jurisdictions across the country want to give all
Canadians timely access to high quality, effective,
patient-centered, safe health services. To do this,
they need a collaborative approach thar supports




| E—

their individual efforts to plan and design health
systems based on population health needs, and
identify the HHR required to work within their
service delivery models. The appendix describes one
example of a conceptual HHR planning model,

which illustrates the range of factors governments
must consider when designing their health systems
and identifying their HHR requirements.

Given the relatively small number of health
education programs across the country and

the mobility of health human resources,
jurisdictions across Canada are already highly
interdependent in health human resources. It

is in everyone’s best interests to participate in a
more collaborative approach to HHR planning,

Experience with HHR Collaborations to Date

Canada has already had some experience and
success with collaborative HHR planning, including
collaboration between different ministries at both
the regional and pan-Canadian levels. For example:

« The Atlantic Provinces (Nova Scotia,
Newfoundland & Labrador, Prince Edward
Island, and New Brunswick) are working
together to develop current and future HHR
requirements for 30 major health occupations.
Through the Atlantic Advisory Committee
on Health Human Resources (AACHHR),
Atlantic government departments responsible
for health and post-secondary education are
assessing the adequacy of health education and
training programs in the region in relation to the
demand. Each province has completed a labour
market analysis to determine current and future
supply and demand for major health occupations
based on the current health care system of the
four Atlantic Provinces. This work will provide
an'HHR simulation model that will allow the
provinces to identify the possible impact of
policy decisions on HHR requirements, gaps and
major issues. These projects were supported by
a financial contribution from Human Resources
and Skills Development Canada (HRSDC). As
a result of these initiatives, the provinces will
have: supply and demand data, an inventory of

both pre-service and continuing education and
training programs, an environmental scan of
education and training issues, and a scenario-

~ based education and training program forecasting

tool. Regional collaboration has enhanced the
work that each province does individually,
improved the region’s ability to predict future
health education and training needs, helped
develop strategies to maintain a skilled, adaprable
health workforce, provided opportunities

for jurisdictions to share information, and
strengthened the region’s capacity to address
labour market and health human resource issues.

Since 2002, the ministries of health and post-
secondary education in the Western Provinces
(British Columbia, Alberta, Saskatchewan,

and Manitoba) and the Northern Territories
(Yukon, Northwest Territories and Nunavut
[since 2005]) have been collaborating within the
Western & Northern Health Human Resources
Planning Forum. The Forum, which was initially
established as an information sharing process,
has been transformed into an active regional
collaborative body. All members were acutely
aware of the growing need for cross-jurisdictional
work in HHR planning and mer the challenge
by establishing a Secretariat. The Forum has

now undertaken 20 regional projects (each one
involving a number of jurisdictional partners)
with funding from Health Canadas HHR
Strategy. All projects have committed to sharing
the outcomes among the members, with some
having pan-Canadian implications. Projects

have included initiatives such as: developing

a standardized approach to describing core
competencies for licensed practical nurses (LPNs;
developing best practices for clinical education;
establishing a health science clinical placement
network; developing an assessment process for
international medical graduates; and holding a
national meeting on physician compensation.

« Through the Canadian Task Force on Licensure
of Internarional Medical Graduates, the
provinces, territories and federal government have
developed a series of recommendations designed
to create a “nationally integrated approach to




the assessment and training of international
medical graduates” (IMGs) that maintains
rigorous standards for licensure while giving all
jurisdictions greater access to foreign-trained
physicians. The recommendations — which
include a standardized evaluation process, more
supports and programs to train IMGs, and a
national database to increase capacity to recruit
and track IMGs) — have been approved by the
Conference of Deputy Ministers and are now
being implemented. The process was so successful
that it is now being applied to the assessment,
training and licensure of internationally educated
nurses and allied health professionals, beginning
with those professions with severe supply
problems (i.e., pharmacists, medical laboratory
technicians, medical radiation technology,
occupational therapists, and physiotherapy).

In October 2004, federal, provincial and
territorial Ministers of Health announced the
creation and implementation of a pan-Canadian
process to manage proposals for changes in
entry-to-practice credentials for medical and
health professions. The aim is to determine
whether proposed changes are based on sound
evidence and serve the interests of patients

and the health care system. The Coordinating
Committee on Entry-to-Practice Credentials
analyzes each proposed change and prepares a
report for provincial and territorial governments
summarizing its strengths and weaknesses as well
as its impact on patients, quality and safety of
health services, labour supply and distribution,
the post-secondary education and health care
systems, and labour mobility. (The province of
Quebec is not participating in this initiative, but
continues to collaborate by sharing information.)
At the request of the Advisory Committees on
Population Health and Health Security and Health
Delivery and Human Resources, a subcommittee
— with representatives from the federal and
provincial governments, the public health delivery
system, and academics — worked together to create
a framework that sets out goals, key objectives,

and proposed strategies for collaborative public
health human resources planning. The framework
is designed to help all jurisdictions develop a
vibrant sustainable public health workforce.

In June 2005, the Deputy Ministers of Health
approved the framework in principle and asked
the Pan-Canadian Public Health Network and the
Public Health Agency of Canada to take the lead
on pan-Canadian aspects of public health human
resources planning, to refine the strategies, to
determine priorities and required resources, and to
address dissemination and implementation issues.

A more collaborative, pan-Canadian
approach to certain aspects of planning would
have immediate benefits, including:

i

&

greater capacity to implement policies and
priorities to improve both access to and quality of
health care services at a cost Canadians can afford

greater capacity to influence the factors that
drive the health care system, determine health
human resource needs, share best practices,
and affect health status and system outcomes

less costly duplication in planning activities,
and berter forecasting/simulation models

improved information sharing to
support compensation and related
collective bargaining processes

better understanding of the interjurisdictional
and national picture of the workforce (through
a common minimum data set) and greater
capacity to address common HHR issues

greater workforce stability in all
Canadian jurisdictions, and more
appropriate labour mobility

health systems that are less vulnerable to global
pressures, and better able to retain providers
educated in Canada and compete in a global
market for skilled health care workers.
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In moving to a more collaborative system design and needs-based approach to planning, Canada faces a number of
challenges. All Canadian jurisdictions are limited in their ability to apply the proposed framework by the lack of:

¢ high quality, consistent data on all major health disciplines, and the lack of national data
standards, including common definitions and a common approach to collecting dara

+ consistent information on HHR productivity, workload, utilization, demand and cfficacy

¢ information about educational facilities and their capacity

¢ capacity to assess health needs, model delivery systems, and forecast the demand for health human resources

» capacity to analyze HHR data and translate it into useful knowledge

= funding for ongoing data and modeling initiatives.

While there are advantages to taking a more
collaborative approach to some aspects of
planning, there are also challenges. For example:

+ How can Canada enhance its capacity for
collaborative HHR planning, while still ensuring
that each jurisdiction has the flexibility to
make its own system planning decisions?

+ How will jurisdictions determine which acrivities
are shared responsibilities and which are

more appropriately pursued at the provincial,
territorial, regional or federal levels?

+ How can the system avoid creating another

structure that might limit rather than
enhance HHR planning capacity?

+ How will collaborative HHR planning
link with other provincial, territorial,
regional and federal health human resource
initiatives currently underway?

« How will collaborative pan-Canadian efforts
involve other key players? The need for
collaboration and coordination around HHR
planning is not limited to governments. Others
who share responsibility for shaping health
system design and implementing service delivery
models — including educators, public and
private sector employers, providers, Aboriginal
organizations, professional associations,
patients, and the public — must also play
a key role. Closer links among all players
will ensure that the number, skills and mix
of providers reflect the health needs of the
population and the needs of the health system.
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According to a survey of jurisdictions across Canada, a collaborative HHR framework will be accepted
and effective if it adds value to the planning provinces and territories are currently doing, and gives them
access to data, tools, models, approaches and influence that they cannot achieve on their own.

The ACHDHR has developed an action plan designed
to support collaborative pan-Canadian HHR planning.
The plan sets out the principles for collaboration and
identifies key actions jurisdictions can take together

to: overcome barriers to implementing system-design,
population needs-based planning; avoid the risks and
duplication associated with the current jurisdiction-
by-jurisdiction planning approach; and increase

their HHR planning capacity — while respecting
jurisdictional authority and regional planning initiatives.

The proposed action plan addresses the FMM 2003
Accord, and supports and builds on the FMM 2004
commitments — including the Aboriginal Health
Human Resources Initiative — to “continue and

accelerate their work on health human resources action plans and initiatives to ensure an adequate supply and
appropriate mix of health care professionals”, to “foster closer collaboration among health, post-secondary education
and labour market sectors” and improve Aboriginal health and adopt measures to address the disparity in the

health status of the Aboriginal population. Specifically it supports the federal, provincial, territorial governments’
agreement to “increase the supply of health professionals, based on their assessment of the gaps” and, by

December 31, 2005, to develop action plans (including targets for training, recruiting and retaining professionals).

The action plan to support collaborative
pan-Canadian HHR planning is based
on the following assumptions:

» As jurisdictions design their systems to meet
population health needs, the types of professionals
* required and the way they are deployed may
change. HHR planning must consider the
design of each jurisdiction’s health care system
and its chosen service delivery models.

+ Pan-Canadian collaboration will enhance
each jurisdiction’s capacity to plan the health
workforce, to monitor trends, to anticipate
future needs, and to achieve planning goals.

Effective HHR planning requires timely
accurate information. As the quality of data to
support HHR planning improves, planning
models may have to be refined or adjusted.

+ Effective HHR planning requires better
integration between the education system
that prepares providers and the health
system that employs and deploys them.

» The HHR sector — unlike other (market
driven) workforces — will continue to be largely
publicly funded and, therefore, will require a
different (i.e., non-market driven) approach
to forecasting both supply and demand.

» Strategic investment in health human
resources planning, including recruitment,
retention and healthy workplace initiatives,
has the potential to significantly reduce
costs associated with absenteeism, workers’
compensation, and staff turnover.
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« Effective HHR planning will ensure greater

accountability for HHR decisions which, in
turn, will lead to more appropriate, better quality
of care (i.e., it will help ensure appropriate
providers are providing appropriate care, and
reduce or eliminate inappropriate services).

Resource deployment and utilization remain the
responsibility of the appropriate jurisdictions.

Rl

Effective coordinated and collaborative pan-
Canadian health human resources planning will:

#

enable each jurisdiction to design its health care
system based on population health needs and
identify the human resources required through
a process that is patient-centred, culturally
sensitive, evidence-based, and outcomes directed

be responsive to health care renewal
and changes in system design

foster patient safety

be culturally sensitive and responsive to
health needs of Aboriginal people

provide a flexible health workforce that
has the knowledge, skills, and judgement
(i.e., competencies) to work in quality
driven, innovative, cost-effective,
interdisciplinary service delivery models
support the provision of safe

and healthy workplaces

actively engage educators, employers, funders,
researchers and providers in the planning process
respect jurisdictional differences and
jurisdicrional responsibility for service delivery,
and reflect the shared responsibility to provide
leadership within the health care system

strive towards greater self-sufficiency in HHR.

PN

1. To improve all jurisdictions’ capacity to
plan for the optimal number, mix, and
distribution of health care providers
based on system design, service delivery
models, and population health needs.

2. To enhance all jurisdictions’ capacity to work
closely with employers and the education
system to develop a health workforce that
has the skills and competencies to provide
safe high quality care, work in innovative |
environments, and respond to changing health
care system and population health needs.

3. To enhance all jurisdictions’ capacity to
achieve the appropriate mix of health
providers and deploy them in service delivery
models that make full use of their skills.

4. To enhance all jurisdictions’ capacity to
build and maintain a sustainable workforce
in healthy safe work environments.

The tables, beginning on page 14, set out the priority
objectives to achieve these four goals, as well as
short-term, medium-term, and long-term actions

for each objective, and the expected outcomes.




——

[——

St

To apply the planning framework and
implement the action plan, jurisdictions
must continue to work together to:

» clarify and guide the planning agenda

« identify ongoing mutually beneficial oppbrtunitics
for coordinated and collaborative action

< increase capacity for HHR planning, monitoring,
analysis and strategic decision making by
providing infrastructure support for data
development, research and forecasting

» develop and encourage the consistent use of
appropriate management and accountability
mechanisms and implementation tools.

Actively pursuing a collaborative action plan will also
help ensure that HHR planning is a strategic priority
in all jurisdictions and is appropriately resourced,
and that health system decisions with HHR
implications made in one jurisdiction do not have
unintended consequences for other jurisdictions.

The success of the framework and the action
plan depends on the commitment of all involved
to making the transition from the status quo

to a more collaborative approach. The critical
success factors to applying the framework

and building that commitment are:

i. Appropriate stakeholder engagement
Future HHR planning will be driven by health
system design and service delivery models which
are based on population health needs. As providers
work within new service delivery models, their
jobs may change, and they may have to develop
new skills and competencies. Because of the
variety of factors that affect the health workforce,
a wide range of stakeholders must be engaged.

Stakeholder engagement will evolve over time.

Based on the significant progress already made in
collaborative HHR planning ar all levels, effective

stakeholder engagement will involve consultation

and timely communication, as well as incentives
to support new ways of doing business.

2. Strong leadership and adequate resources

Effective change requires leaders. The system must
identify leaders at all levels — within each jurisdiction,
in the education system, among employers, among
providers — who will work as a team to champion
collaborative HHR planning and share the vision.

Effective collaborative HHR planning will also
require government commitment and is dependent
on First Ministers, Ministers and Deputy Ministers
continuing to allocate resources to support the
planning function, including inter-governmental
and inter-jurisdictional (regional) planning.

3. Clear understanding of voles

and vesponsibilities
HHR planning initiatives are occurring at many
levels. Some issues are best managed at a local
health care agency level, some at a provincial/
territorial level, some through bi-lateral agreements
between jurisdictions, some through regional
collaboration and some through pan-Canadian
collaboration. For collaborative pan-Canadian efforts
to succeed, all those involved must have a clear
understanding of their roles and responsibilities.

4. A focus on cross-jurisdictional issues

The focus of the pan-Canadian approach will
be on cross-jurisdictional issues. Leaders will
work to add value to existing jurisdictional
planning, and to develop tools that will support
and enhance each jurisdiction’s or region’s
ability to develop HHR policy and plans.

Priorities will be established based on consultation
with all jurisdictions, and will reflect common
cross-jurisdictional issues. Key issues will be
identified, and plans developed to address them.
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5. A change in system or
organizational culture

A more collaborative pan-Canadian approach

to HHR planning will involve a change in
culture. To make these changes, the system must
understand the current cultural landscape (e.g.,
the attitudes and expectations of educators,
employers and providers; traditional ways of
working), the changes required, the changes
already occurring, and the readiness to change.

As part of assessing the current culture, the
stakeholders will focus on health care providers
as a valuable asset, and take into account their
needs and aspirations. Systems planning will
include identifying issues that affect recruitment

and retention, and making decisions that support
healthy workplaces and increase job satisfaction.

6. Flexibiliry

A Pan-Canadian HHR Framework must be
flexible and responsive to any jurisdiction’s
changes to its system design and the

impact of those changes on HHR.

7. Accountability
Ongoing monitoring and reporting on progress
will help ensure that the Action Plan is continually

revised and updated to reflect changes in population
health, health system, and HHR needs.
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Health human resources planning occurs within a health system, and is driven by health system
design and models of service delivery which, in turn, are based on population health needs.

Health human resources plannin

g is an evolving science. All players will have to continually assess the impact
of service design decisions on H

HR, and make adjustments: trying different strategies, reflecting on their
impact, and making corrections as required. In this way, all players will work together to maximize the potential
benefits of collaboration, while minimizing any unintended consequences of a pan-Canadian approach.

Jurisdictions and their health care systems must be clear about what
HHR planning. Collaborative pan-Canadian HHR
maintain a health workforce with the skills to
high quality, effective,

they expect to achieve through collaborative
planning has the potential to help each jurisdiction develop and
support its service delivery system and give its citizens timely access to
patient-centered, safe health services. To ensure that pan-Canadian HHR planning achieves
these outcomes, jurisdictions will establish realistic milestones and develop mechanisms to monitor progress.




by Gail Tomblin Murphy
Figure 1 illustrates a conceptual model for population needs-based, system desi

developed by O’Brien-Pallas, Tomblin Murphy, Birch, and Baumann (2005). [Fig. 1]. The model has been adapted

from earlier work by O’Brien-Pallas, Tomblin Murphy, Birch, Baumann (2001) and O’Brien-Pallas and Baumann

(1997), and has been constructed from Anderson’s (1 995) service utilization model, Donabedian’s (1966) quality

gn driven HHR planning. It was

need to be accounted for in HHR planning (e.g., fiscal
This conceptual model considers factors that, though

may not have been considered in planning to date. These factors include
and technological factors. At the core is the recognition that health human
possible to the health care needs of the population (O’Brien-Pallas 2002).

resources, changes in worker education and training).
important in the HHR planning process,
social, political, geographic, economic,
resources must be matched as closely as

* O'Brien-Palias, Tombiin Murphy, Birch, and Bauman (2001) adapted from O'Brien-Patias and Baumann {1957)

When used to guide planning, a conceptual
model like the one above can help policy
makers and planners take into account the
impact a range of dynamic variables on:

* current circumstances (e.g,, supply of workers)
* the number and skills required which
need to be accounted for in HHR

planning (e.g., fiscal resources, changes
in worker education and training)




* other factors important in the HHR planning
process that may not have been considered in
the past, such as social, political, geographic,
economic, and technological factors.

Planners can use this type of model as the basis for
simulations which, in turn, can provide needs-based
estimates of the health human resources required

to achieve health, provider and system outcomes.

si=¥

The description of the elements of the conceptual
model is based on the work of O’Brien-Pallas (2002).

Population health care needs (Needs-Based
Factors) reflect the multivariate characteristics

of individuals in the population that create

the demand for curative as well as preventative
health services. Population health needs are
influenced by several factors (Eyles, Birch, &
Newbold, 1993) such as actual and perceived
population health status, socio-economic status,
demographics, and health behaviours. Health need
is influenced by social, culture, political, contextual,
geographical, environmental and financial factors.
Population health needs are also influenced by

the determinants of health including such things
as: people’s biological endowment and individual
responses, the social and physical environment

in which they live, the economic conditions (i.e.,
productivity and wealth) of their society, and the
accessibility and quality of the health care system,

Itis important for researchers and planners

to have an accurate picture of the current and
predicted health status of the population. As
Figure 1 illustrates, population health needs are
influenced by, and in turn influence, a number of
other elements of the conceptual model (O’Brien-
Pallas, 2002). The failure of urilization and supply
driven approaches to HHR planning can be
traced to the failure ro adequately link planning
to the health care needs of the population.

System Design. The design of health care services
impact human resources requirements. The health
system is designed to address the given level of need
of the population. Governments (policy makers and

funders) in partnerships with stakeholders determine
the delivery models (e.g. primary health care and
acute care facilities) to deliver services, and the
associated level of services required. These planning
activities are also shaped by inter-governmental
agreements such as First Ministers commitments

to improve patient safety, reduce wait times for
medically necessary procedures, provide home care
programs, and increase disease prevention initiatives.

Planning and Forecasting reflects the varieties

of available HHR planning practices and models,
their assumptions, methods, data requirements, and
limitations. It relates to the zcsua/ methods used to
predict human and other resource requirements,
Predictions of health care provider requirements
will vary according to the methods used to make
those predictions. The choice of method will be
determined by a number of factors including:
traditional practices, data availability, political
pressure and, most importantly, the question that
is being asked. It is important that forecasting and
planning activities be conducted continuously with
regular data analysis and outcomes assessment.

Supply reflects the acrual number, type, and
geographic distribution of regulated and unregulated
providers; it also recognizes that supply is fluid and
is related to production as well as to factors such

as recruitment and retention, licensing, regulation,
and scope of practice. Supply is subject to alteration
according to a number of labor market indicators
such as: participation rates, provider-to-population
ratios, demographic and educational characteristics
of providers, employment status, and employment
sector (International Labour Organization). Death,
retirement, and emigrarion or immigration also
affect the supply of providers. The geographic
distribution of providers may vary according to
general economic trends, work incentives, and life-
style choices. Distribution of providers within health
labor market segments may depend on production
related factors, such as number of medical residency
spaces available and the level of competition,
availability of post-graduate nursing specialty
training, and the technological sophistication and
working conditions of competing market segments.




Supply also includes the type of service each
provider is competent to provide. This is

related both to production as well as to issues of
standards and scope of practice, and governance
(i.e., certification, licensure, regulation and local
employer control) (O’Brien-Pallas, 2002).

Financial Resources provide an ‘economic context’
for HHR decisions and involve estimating the future
size of the economy from which the particular

health human resource and competing services will
be funded. This allows planners to estimate the
proportion of total resources that might be allocated
to health care, and the share to be devoted to health
human resources. Decisions about the allocation of
resources to health care and other public programmes
are likely based on, among other things, the level

and distribution of needs in the population, and

the role health human resources play in meeting
those needs. It refers to the toral portion of the

Gross Domestic Product (public and private) that is
allocated to health care (preventative and curative),
health provider education, and health related
research. Balance must be sought between human
and physical capital. This involves determining the
appropriate quantity, mix, and distribution of health
services. Careful choices need to be made on the
basis of the best available research and in the context
of broader social choices as reflected in current fiscal
realities. Financial resources must be directed to those
initiatives and capital expenditures that are most
likely to meet the health care needs of the population.
The mix of financial resources for health must

strike a balance between non-human resources (e.g.,
technology, drugs, hospital beds, etc.) and human
resources (WHO, 2000; O’Brien-Pallas, 2002).

Production (education and training) involves the
education and training of future health providers.
Educational programs differ in the level of
qualifications required and approaches to learning,
The number of formal positions offered in any
educational institution is influenced by financial
resources and designated number of funded seats,
The link between population health care needs and
future capacity to meet those needs ought to be

considered in setting production targets for seats in
any health discipline (O’Brien-Pallas, 2002). This
relationship has not been well explored to date.

‘Management, Organization and Delivery of

Health Services contribute indirectly to outcomes
(O’Brien-Pallas, 2002). They are key variables that
influence how care is delivered (i.e. changing health
care delivery models) across all sectors, Management
and organizational characteristics (such as structural
arrangements, the degree of formalization and
centralization, environmental complexity, and
culture) each influence the way work gets done,

the amount and quality of care provided, provider
health and satisfaction, costs associated with delivery
of services, and outcomes (O’Brien-Pallas, 2002).

Resource Deployment and Utilization reflects
the amount and nature of the resources deployed
to provide health services to the population at
large. Urtilization reflects the nature and type

of resources utilized by the population to meet
health care needs. The efficiency and effectiveness
of service delivery depends to a great extent on
the efficient and effective deployment and use of
personnel. Decisions made abour the deployment
and use of personnel across all sectors of the system
influences access to services and utilization by the
population and outcomes (O’Brien-Pallas, 2002).

Health Outcomes are classified into those focusing
on individual health and the health of populations or
communities. Many indicators of health status have
been developed from both primary and secondary
sources including population health surveys, vital
statistics mortality data, cancer registry data, hospital
discharge diagnoses, and the diagnoses submitted

on claims from physicians visits, Examples of some
of these indicators include: premature mortality

rate (PMR; i.c., death before 75); life expectancy;
standardized mortality rates; mortality from cancer,
injury, and chronic diseases; discase incidence;
medical conditions associated with poor functional
status and poor-perceived health status; low birth
weight; and prenaral care outcomes, These indicators
capture various dimensions of community health
ranging from mortality and morbidity from




cancer, injuries, and chronic diseases to disability
among youth, medical conditions associated with
functional limirations, and restricred activity days
among the elderly (O’Brien-Pallas, 2002).

Provider Qutcomes include facrors such as:
provider health status, retention rates, turnover
rates, sick time, job satisfaction, and levels of
burnout and other individual responses to work and
the work environment (O’Brien-Pallas, 2002).

System Outcomes are the consequences in terms
of costs (financial and other), benefits, and changes
associated with the provision and use of health care
resources. Measures include: hospitalization and
readmission rates, home visits, expenditures on the
various health sectors, the number of people treated
in each health sector, the neediness of the population
being serviced, case intensity, cost efficiency,
discharge efficiency, proportion of acute versus non-
acute care, outpatient and inpatient surgery rates,
and bed occupancy rates (O’Brien-Pallas, 2002).

Contextual Features include the social, political,
geographical, technological and economic context
in which general resource allocations and specific
HHR allocations are made. These factors influence
HHR planning insofar as they represent social
choices and limitations on that portion of social
resources committed to health and health care. They
also draw attention to the broad policy framework
within which health and HHR policy must operate.
HHR planning decisions are also influenced by the
presence or absence of political will to incur the
costs of promoting health care system reform among

competing priorities. In this country, access to
services, including human resources, and population
health also depend on geographic considerations.
The introduction of new technologies — together
with the expectation such advances create — affect
the production, supply and efficiency of providers.
Economic factors contribute to both the health
status of the population, and the degree to which
health care needs can reasonably be met. The
opportunity costs of providing greater levels of health
human resources will always need to be weighed
carefully against other social spending priorities.

In addition to these contextual factors, planners
need to consider the possibility of unanticipated
“shocks to the system” which happen from time to
time and may influence the health human resource
process (e.g., sudden down or up swings in the
economy, epidemic disease, catastrophic political

or social upheaval) (O’Brien-Pallas, 2002).

Efficient Mix of Resources (Human and Non-
human) is simply the number and type of resources
that are required to achieve the best health, provider
and system outcomes (O’Brien-Pallas, 2002).

The conceptual model provides the basis for
health system simulations which, in turn, provide
needs-based estimates of HHR requirements
aimed at optimizing the range of outcomes of
interest. The model is informed by research

at the micro, meso, and macro level. This is
necessary in order to capture the complexity of
the relationship among elements of the health
human resource process (O’Brien-Pallas, 2002).
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