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Executive Summary
Background on the Conference
Following from the Health Accord agreed to by the First Ministers in September 2004,
the government of Saskatchewan, as with all of the provincial and territorial
governments, has a commitment to report on the development of an integrated health
human resources action plan by the end of 2005. As of December 2005, only four
provinces had released reports, Saskatchewan among them. Each province’s plan is
expected to contain an assessment of the human resource gaps that exist as well as an
assessment of the current state of the province’s ability to train, recruit and retain the
right mix of health professionals distributed in an appropriate manner across the province
and done so in a way that furthers the larger goals of health care reform.
Building on the work begun with its Action Plan for Health Care (2002), Saskatchewan
Health undertook a widespread consultation of stakeholders within the provincial health
care system. That process had the following objectives:
•
•
•
•
•
•
•

To assess the supply, demand and gaps in Saskatchewan’s health workforce.
To forecast future provincial need for health professionals based on health care
renewal.
To gather input from department branches and stakeholders that will be directly
impacted by a health human resource plan.
To develop recommendations and provincial strategies for implementation that will
help Saskatchewan secure and maintain a stable and optimal health workforce.
To develop a provincial action plan and make it public by December 31, 2005.
To assess the financial implications of the various strategies/actions under each of the
goals and objectives.
To establish a process to regularly report on the progress of this fluid and ongoing
plan.

In order to take the consultation process further and to move beyond merely identifying
the challenges and barriers to change within the area of health human resource planning,
the government engaged the Canadian Policy Research Networks’ Health Network to
design and host a “Consultation Conference” that would bring together as many of these
diverse stakeholders together for a day and a half long event. The purpose of the event
was to focus first on the diverse range of solutions provided in the initial consultations
with stakeholders in an effort to set some priorities for the first iteration of the HHR plan
under development.
Thus, in order for the government to get more value out of the consultations already
conducted, it was necessary to get the stakeholders themselves to go further in their own
analysis of the problems facing HHR planning in the province. With this in mind, the
Consultation Conference was designed to answer the following questions:
o Which of the solutions were most important?
o Which of the solutions needed the most immediate action?
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o Which of the solutions had the greatest level of support that would allow the
government and the stakeholders to make some progress in the short to medium term?
o What are the action steps that fall out from those solutions – who needs to do what
and how should it be done?
o Which solutions still needed more analysis and discussion before a plan of action
could be put in place?
The design for the conference supported Saskatchewan Health’s intention to contribute to
a process as opposed to organizing simply an isolated consultation. Most participants had
substantial prior discussion of the issues, by contributing to the pre-conference
consultation process, a summary of which was distributed to them for review prior to the
meeting. With the agreement of Saskatchewan Health, the facilitators chose to focus on a
fewer number of high priority items and discuss these in depth, rather than to discuss a
wider array of topics in a more superficial way. Considering the issues and challenges
had already been covered and to avoid undue revisiting of well-trodden ground, the
facilitators asked the participants to focus on solutions as a way to move the ideas
forward.
To increase buy-in of the topics to be discussed, the facilitators deliberately used the
conference participants’ input to select the priority topics. The solutions in the
consultation summary document, already a product of the participants, were rated by
participants on the first day, as to their importance for discussion on the second day. This
rating was used to select the topics (the process is described more fully below). In the
same spirit, the participants chose which ones they would themselves focus on from
amongst the higher rated solutions.
Although a total of sixty-four participants registered for the conference and they
represented a wide swath of the stakeholders within the provincial healthcare system, it
should be remembered that they do not constitute a representative cross-section of the
stakeholder community. As such, the conclusions drawn from the conference must be
understood as ‘advice to the government from those who chose to participate’ rather than
as a series of definitive statements representing the views of the totality of the stakeholder
community. This is not to say that the advice provided is not without value or can easily
be discounted, only that it, like any other source of information to be drawn on in the
creation of the HHR plan, has limitations. The goal of the conference was to provide an
opportunity for those who were willing to participate in a dialogue about solutions in a
manner that had not been accorded to them in the past.
Consolidation of the Directions Provided
1) Advancing Primary Health Care
a. That the provincial government (presumably led by Saskatchewan Health) and
the Regional Health Authorities revisit the current model of primary health
care in an effort to provide greater flexibility in terms of:
i. Accommodating the realities of how physicians practice and,
especially, how younger physicians want to practice into the future;
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ii. Accommodating the different situations that exist in different Regional
Health Authorities across the province including the minimum
requirement for the number of doctors that would need to be part of
any primary health care team;
iii. Accommodating different forms of payment for primary health care
teams and the members of teams.
b. That the provincial government, the RHAs and local communities engage in a
more sustained dialogue aimed at developing a broader conception of primary
health care that would reflect the current capacity of those communities (e.g.
allowing the development of teams with the available human resources rather
than waiting until all the resources that might be desirable were in place)
c. That the current primary health care sites collectively engage in a process to
evaluate their current operations in order to insure that the sites already up and
running are working effectively and to provide a basis on which to encourage
the development of more sites.
2) Professional Development / Lifelong Learning
a. Saskatchewan Health should continue to designate money within Regional
Health Authority budgets in a manner that does not allow them to shift
resources away from professional development/lifelong learning in order to
serve other budget priorities. This would insure that the rhetorical
commitment to creating a learning culture in healthcare workplaces is backed
up by adequate resources that RHAs can then allocate into specific initiatives
that meet their own needs.
b. RHAs should undertake a coordinated effort to have individual learning plans
from every employee. These plans would then be rolled up at the institutional
level (to provide a portrait of the learning needs for each institution) and at the
regional level (to allow the RHA to allocate funds for programs and
initiatives).
i. This could be enforced by making the process part of the performance
contract for managers so that the activity gets seen as a priority
c. There is a need for a comprehensive inventory both of existing learning
opportunities and initiatives available across the province (what skills exist
and what skills are needed) at the current time that could be used for a variety
of purposes:
i. Evaluation of those opportunities that are successful and can be
replicated elsewhere or expanded in scope
ii. Allow institutions and RHAs to share resources in creating
coordinated programs and opportunities for employees in a manner
that would avoid unnecessary duplication
d. Saskatchewan Health and RHAs should be required to report in a transparent
manner on progress with regard to advances in lifelong learning.
e. The advisability or feasibility of options such as designated days for
professional development within contracts or via other means should be
something taken up collectively by Saskatchewan Health, the Saskatchewan
Association of Health Organizations (SAHO), RHAs and the respective
unions representing healthcare workers.
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3) Core Curriculum / Interprofessional Training
a. That the provincial government, in collaboration with the educational
institutions and professional associations, undertake to
i. elaborate both the current state of interprofessional training in the
province
ii. to set goals for future interprofessional training activities; and,
iii. develop a model or models for interprofessional training.
4) HHR Information Systems
a. The development of province-wide definitions and standards for the collection
of data to be included in the HRIS;
b. Charging the Regional Health Authorities with the collection of the data itself
and the provincial government with the rolling up of that data into a single
province-wide data-base;
c. Development of means to capture those pieces of data not accessible by the
regions including that from private clinics, radiology clinics and pharmacies
using the capacity of professional associations where appropriate and assisting
those organizations to build capacity for such collection where it is currently
missing.
5) Scope of Practice
a. Saskatchewan Health (in consultation with the regulatory bodies, unions and
professional associations) working toward a comprehensive definition of
scopes of practice for health professions and working toward producing a
clear understanding of what overlap exists within the system and setting goals
for the appropriate amount of overlap (i.e. that which would eliminate
redundancy but preserve flexibility);
b. The identification of best practices with regard to those workplaces that have
made significant progress on this front;
c. Saskatchewan Health, the Regional Health Authorities and the regulatory
bodies need to explicitly articulate the roles and responsibilities for both the
regions and the employees with regard to the delegation of work and the
creation of job descriptions.
6) Clinical Placements
a. The creation of a ‘single point of entry’ for clinical placements in each
Regional Health Authority to enhance coordination. It was also noted that this
would serve as a recruitment tool for the RHA as well, giving them advance
knowledge about potential future hires. However, there was some reservation
about this expressed by those who would not want to completely give up the
direct contact between educational institutions and members of their
profession in the workplace.
b. There should be a single, province wide process for pre-placement issues such
as criminal background checks, immunization checks, etc.
c. Regional Health Authorities need to explore ways in which they could be
more supportive of both students and preceptors, including thinking about
ways in which high quality preceptors can be rewarded and recognized for the
contribution they make in taking on students;
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d. The educational institutions across the province need to better coordinate their
practices around clinical placements so as to not overload particular sites and
to work to develop means to better facilitate placements in rural and more
remote parts of the province. This could involve the joint investment in
technology that would allow students to participate in classroom activities at a
distance.
7) The Equitable Distribution of Health Providers
a. A more coordinated or centralized body that would assist in recruitment to
rural, remote and northern communities through information sharing and
providing support but which would not limit the individual ability of Regional
Health Authorities to recruit independently;
b. A more thoroughgoing analysis of the maldistribution of providers in the
province in order to determine what are the standards by which it could be
judged that the distribution is equitable in terms of the efficient and effective
use of resources in a manner that promotes reasonable access to care.
8) Aboriginal Health Providers
a. Partnership agreements with Regional Health Authorities to promote health
careers (very broadly defined) within Aboriginal communities and which
could provide mentoring opportunities, career counselling, job fairs and the
like to open a dialogue with communities about opportunities in the health
field;
b. Stakeholders need to formally recognize their role in creating a representative
workforce in the health sector and need to commit to participating in and
developing the action plan to attract greater Aboriginal participation;
c. There need to be formal codes of conduct in each health region that make
explicit the need for the respectful treatment of each other in workplace and
specifically address the accountability for ensuring standards of behaviour
d. Government departments, RHAs and stakeholders need to develop a
coordinated process of outreach to Aboriginal communities around insuring
that:
i. Communities have a full understanding of the range of opportunities
that exist within all aspects of the health care system;
ii. That the education system can prepare students for this range of
careers (before formal training in medicine, nursing, other provider
professions, social services or administration/management);
iii. That the training programs themselves can be adaptive to and
respectful Aboriginal approaches to learning and to health.
There are clearly two different kinds of directions provided to the government – each of
which is highly instructive about the current state of the debate over health care reform in
Saskatchewan as perceived by the stakeholders.
First, there are those directions that call either for more analysis and assessment of a
particular issue or, more boldly, for the government to step back from directions already
taken in order to rethink the direction chosen. In all cases these kinds of direction relate
to what are easily identifiable as the “messier” issues of health reform:
o Primary Health Care
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o Scopes of Practice
o Interprofessional Education
o Distribution of Providers
Each in their own way these issues touch upon some of the most sensitive areas for the
stakeholders at the conference because they speak, ultimately, to the stakeholders being
asked in some way to redefine what they do and how they do it. In short, changes in
these areas will fundamentally change what it means to be a health care provider, how
that provider is trained and where that provider might work.
This takes us to that second category of directions provided as a result of the conference.
It was clear that there were some areas where the small groups and the conference as a
whole was prepared to provide some quite concrete steps to be followed as part of the
HHR plan:
o Clinical placements need coordinated leadership from Sask Health and the
educational institutions
o Professional development needs secure resources and coordinated action
from RHAs in promoting learning plans and the roll-up
o HRIS needs resources and direction (in other words a plan) from Sask
Health and the commitment of the RHAs to collect data
o Increasing Aboriginal presence will require coordinated direction and
resources from Sask Health, but clear commitments to take action from
professional and regulatory bodies and RHAs
In these areas it was clear that the conference participants were much clearer on both
what needed to be done and how to proceed. This is not to say that there was unanimous
support for everything agreed to, but rather that the differences between participants were
of much less fundamental order than those surrounding the issues in the first category of
directions.
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Part I: Introduction and Setting the Stage
Following from the Health Accord agreed to by the First Ministers in September 2004,
the government of Saskatchewan, as with all of the provincial and territorial
governments, has a commitment to report on the development of an integrated health
human resources action plan by the end of 2005. By December 2005 four provinces had
released such plans, Saskatchewan being the first to do so. Each province’s plan is
expected to contain an assessment of the human resource gaps that exist as well as an
assessment of the current state of the province’s ability to train, recruit and retain the
right mix of health professionals distributed in an appropriate manner across the province
and done so in a way that furthers the larger goals of health care reform.
1) Consultation Before the Conference
Building on the work begun with its Action Plan for Health Care, Saskatchewan Health
undertook a widespread consultation of stakeholders within the provincial health care
system. That process had the following objectives:
•
•
•
•
•
•
•

To assess the supply, demand and gaps in Saskatchewan’s health workforce.
To forecast future provincial need for health professionals based on health care
renewal.
To gather input from department branches and stakeholders that will be directly
impacted by a health human resource plan.
To develop recommendations and provincial strategies for implementation that will
help Saskatchewan secure and maintain a stable and optimal health workforce.
To develop a provincial action plan and make it public by December 31, 2005.
To assess the financial implications of the various strategies/actions under each of the
goals and objectives.
To establish a process to regularly report on the progress of this fluid and ongoing
plan.

The planning process included an initial consultation with the health partners and
stakeholders on health human resource issues in the province. The purpose of this
consultation was twofold: first, it allowed some debate about vision, goals, and guiding
principles for the plan and further defined the health human resource issues and
challenges. It also provided the opportunity for government to receive advice on
potential solutions and actions to meet the goals of the plan.
The stakeholders were provided, in advance, with an environmental scan1 that provided a
snapshot of the current state of the health care system in terms of the existing health
human resources. In addition, the province provided the first iteration of a statement
outlining what the department and the government took to be the Vision, Goals and

1

Copies of the environmental scan are available from Health Human Resources Planning Branch,
Saskatchewan Health, T.C. Douglas Building, 3475 Albert St., Regina, SK S4S 6X6
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Guiding Principles (see Appendix I) for the development of an integrated health human
resource plan for the province.
Stakeholder organizations, including unions, professional and regulatory bodies, postsecondary educational institutions, branches of government departments, regional health
authorities and others, were asked to provide feedback to the following questions:
o Have we proposed the right Vision, Goals, and Guiding Principles for Saskatchewan?
o Please define the most important HHR issues and challenges affecting your
profession and/or organization?
o What do you believe the potential solutions are for these issues and challenges?
o What would success look like for a health human resource plan?
In order to take the consultation process further and to move beyond merely identifying
the challenges and barriers to change within the area of health human resource planning,
the government engaged the Canadian Policy Research Networks’ Health Network to
design and host a “Consultation Conference” that would bring together as many of these
diverse stakeholders together for a day and a half long event. The purpose of the event
was to focus first on the diverse range of solutions provided in the initial consultations
with stakeholders in an effort to set some priorities for the first iteration of the HHR plan
under development.
As a first step, CPRN compiled a summary document that attempted to capture the range
of advice provided in the initial consultations. The challenges identified by the
respondents in that process fell into five broad and overlapping categories:
1) Quality of Care
a) The difficulties of recruitment and retention of professionals
i) This issue has multiple dimensions in terms of dealing with the mix of
multiple professions, an urban/rural differential and a north/south differential
b) The lack of provincial standards with regard to staffing levels for institutions
c) Inaccessibility of mental health services
d) Need better capacity to address Aboriginal pop’s needs
i) Multidimensional issue which incorporates recruitment, cultural issues, a lack
of Aboriginal providers and different demographics
2) Workplace Environments
a) Poor management of workloads
b) Generational differences in experience, attitudes, expectations and values
c) Occupational health and safety concerns not adequately addressed in the
workplace
d) Some professions have too great a reliance on part-time and casual labour while
others noted limited access to casual labour made it difficult to plan adequate
vacation and relief
e) The system was characterized by overburdened managers coping with
overburdened staff
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f) Workplaces not representative of the population (especially noted with regard to
the Aboriginal population)
3) Education and Training
a) Challenges getting sufficient numbers of Aboriginal students into the system
b) Shortages and lack of coordination for clinical training and practicums
c) No means to ensure a consistent set of core competencies and skills within and
across professions
d) No process for getting under qualified applicants up to skill levels necessary to
successfully complete their training
4) Evidence Based Planning
a) No consistent way to identify and fill data gaps
b) Need for better data linkages between organizations
c) Need better knowledge transfer between actors within the system
5) Roles, Responsibilities and Relationships
a) Scope of practice issues
i) Full scope of practice needs to be linked to ‘quality of care’ not just
‘substitution’ because of shortage
b) Primary care team development
i) Process dominated by a couple of professions, lack of appreciation of skill
sets between professions
As part of the consultations, stakeholders were asked to identify solutions to the kinds of
challenges they noted. While there was widespread consensus on many of the challenges
there was much greater diversity around the solutions. The facilitation team for the
conference put together a compendium of the solutions provided which can be found in
the Priorization Tool (see Appendix II) used by conference participants to decide which
issues would be discussed at the conference itself.
At the same time, stakeholders often presented solutions in declarative terms without
much in the way of supporting evidence or context about how to go about
implementation. For example, declarations such as “increase the number of seats in
training programs” have to be unpacked and understood in the context of how such a
move would reverberate across the system. Do the educational institutions have the
excess capacity that would allow them to increase seats without expending additional
resources to hire faculty, enlarge facilities, etc? Even if the additional resources exist,
can the institutions attract and retain qualified faculty in the short to medium term?
These are the kinds of questions that need to be asked of any of the solutions advanced.
2) Designing the Conference Process
Thus, in order for the government to get more value out of the consultations already
conducted, it was necessary to get the stakeholders themselves to go further in their own
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analysis of the problems facing HHR planning in the province. With this in mind, the
Consultation Conference was designed to answer the following questions:
o Which of the solutions were most important?
o Which of the solutions needed the most immediate action?
o Which of the solutions had the greatest level of support that would allow the
government and the stakeholders to make some progress in the short to medium term?
o What are the action steps that fall out from those solutions – who needs to do what
and how should it be done?
o Which solutions still needed more analysis and discussion before a plan of action
could be put in place?
The design for the conference supported Saskatchewan Health’s intention to contribute to
a process as opposed to organize an isolated consultation. Most participants had
substantial prior discussion of the issues, by contributing to the pre-conference
consultation process, a summary of which was distributed to them for review prior to the
meeting. With the agreement of Saskatchewan Health, the facilitators chose to focus on a
fewer number of high priority items and discuss these in depth, rather than to discuss a
wider array of topics in a more superficial way. Considering the issues and challenges
had already been covered and to avoid undue revisiting of well-trodden ground, the
facilitators asked the participants to focus on solutions as a way to move the ideas
forward.
To increase buy-in of the topics to be discussed, the facilitators deliberately used the
conference participants’ input to select the priority topics. The solutions in the
consultation summary document, already a product of the participants, were rated by
participants on the first day, as to their importance for discussion on the second day. This
rating was used to select the topics (process described more fully below). In the same
spirit, the participants chose which ones they would themselves focus on from amongst
the higher rated solutions.
The facilitators followed some general guidelines:
• Use group agreements to begin the day and establish respectful boundaries
• Focus on solutions; link solutions to already identified challenges
• Acknowledge multiple perspectives as part of the mix; it’s okay to have competing
and complementary interests—be aware of one’s interests and positions
• Make positional power as explicit as possible
• Define consensus not as 100% agreement, but a process through which everyone
agrees that their views have been heard and that they agree that they will support the
decision.
• Use adapted gradients of agreement scale throughout to assess “level of consensus”
• Move back and forth between small group and plenary discussion, using good
questions and strong facilitation to guide the discussions
• Allow an open session to end the day for participants to discuss what they haven’t
had a chance to discuss; utilize parking lot/sounding board
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The half-day session on the first day of the conference enabled the facilitators to better
understand the group of participants and the atmosphere of the group, and to focus the
discussions for the next day. This session warmed up the participants and got them
talking, set the tone for the next day, and provided an opportunity to know who else was
in the room.
Key facilitation activities/tools for the half-day session:
• Future vision
• Introduction of consensus concepts
• Prioritization tool (solutions to include in an HHR plan; solutions to discuss
tomorrow)
The full day session focused on the top solutions generated by looking firstly at the
number of ratings of “high priority for discussion tomorrow” and secondly at the number
of responses of either “strongly agree” or “disagree” to the question of “important to
include in the plan.” The analysis highlighted discordant solutions (i.e., group split
between agreement and disagreement over whether to include in the plan). In the end,
however, such solutions were not rated highly by participants for discussion the
following day. All results were shared with Saskatchewan Health to include in their
planning.
The time available, the number of participants, and the number of facilitators determined
that eight was the maximum number of solutions that could be discussed in the day.
Participants chose two of the eight solutions to discuss in rounds of small group
discussions followed by reporting-back sessions in plenary. The small groups began by
building their collective knowledge of the solution and then moved into exploring their
common ground and what it would take to move towards agreement. Small group
participants then identified key actions to support the areas of agreement.
In plenary, small group reporters verbally summarized the discussions, highlighting the
areas of agreement and actions. Each report was then posted on a plenary room wall; all
participants were asked to rate their individual agreement on the gradient that was placed
beside each of the posted reports. In the cases where individuals rated themselves as
“agree with reservations,” many chose to explain their reservations in writing on the wall.
The final plenary consisted of participants identifying potential measures of success.
Key facilitation activities/tools for the full-day session:
• Development of group agreements
• Parking lot
• Gradients of agreement in small groups and in plenary
3) Conference Participants
In total, there were sixty-four non-governmental registrants to the conference and sixteen
participants from government departments, both federal and provincial. The nongovernmental participants broke down along the following lines:
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o Regional Health Authorities: 35
o Chief Executive Officers: 8
o Board Members or Chairs: 10
o Sr. Administration: 17
o Post-Secondary Educational Institutions: 8
o Nursing: 4
o Other: 4
o Professional Associations: 6
o Regulatory Bodies: 12
o Unions: 2
o Aboriginal Organizations: 1
As is obvious, the representation from the provincial regional health authorities was not
only strong in numbers, but also in terms of who attended. In addition to a surprisingly
high number of CEOs (two-thirds of the total) there was significant representation from
the citizen governors of the RHAs in terms of board members and chairs. And of the
administrators present it should be noted that a significant number of them were of the
Executive Director or Vice-President rank.
Where the representation was short was from the formal union sector (as opposed to
those professional associations that bargain with the government but which are not
formally unions) and Aboriginal organizations. With the former, the fact that the
conference coincided with ongoing collective bargaining sessions taking place in both
Regina and Saskatoon could well have prevented some from attending. With the latter, it
was noted at the conference’s close that it was difficult for even that one organization to
attend because of the short time notice that had been given (though this was true of all of
the invitees). And it should be noted that one of the post-secondary institutions
represented was the First Nations University of Canada (FNUC).
4) Putting the Deliberations in Context
As a means of setting the stage for the discussions to come, Tom Ward, a health care
consultant from Victoria, B.C. and former Deputy Minister of Health from Nova Scotia
and founding member of the national Health Council of Canada, was invited to give an
opening address to conference participants. Charged with providing some overarching
context to how the health human resources challenges facing governments linked to the
broader goals of health reform, Ward’s address covered a wide swath of the issues
already identified in initial consultations.
In particular, Ward noted a number of pressures on the system that complicate any
attempt to engage in HHR planning, including:
o Public and governmental concern over wait lists
o Access issues for both family physicians and long term care
o Safety issues both in terms of patient safety and public health concerns
o Population health issues relating to the social and economic determinants of
health.
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Success in terms of developing an HHR plan requires, Ward argued, that the details of
the plan itself be developed in the context of both the current trends within health care
(rising public expectations, the aging of the population and technological change) as well
the vision of the health care system that the province wants to build in terms of:
o A more coherent continuity of care
o Better chronic disease management
o Better health promotion, prevention and maintenance
o A greater focus on the determinants of health
o The development of electronic health records
Within HHR planning specifically there were a number of challenges that would need to
be faced, including the need for better data about the health workforce, clearer definitions
of skills and scope of practice and the lack of consensus amongst providers. The existing
models around forecasting the potential supply and demand (or need) all had some value
for helping us to think about the future, but in many respects they needed to go further.
There is a need for more complex models that can examine the impact of different
models of care on HHR requirements as well as focus more on the range of skills and
competencies needed to provide that care. In particular, Ward noted that we have yet to
come to terms with the changing face of care-work – the extent to which so much care is
being shifted away from professionals within the system to families and communities
without the necessary skills and resources to provide adequate care to the ill. This is
having a profound impact on how care is being delivered and it remains both underrecognized and under-supported within the system.
In acknowledging the challenges facing the participants at the conference, Ward noted
that moving the barriers that have been identified will require not only evidence and
opportunity, but also courage. Change will not happen without there being a “safe
harbour” for discussion of priorities and solutions that challenge the status quo in some
very fundamental ways. But such conversations are difficult to have in the absence of a
neutral space where stakeholders feel safe to deliberate honestly rather than defend longheld turf from perceived intruders. At a more pragmatic level, Ward returned to one of
the key points made a the outset of the presentation – that solving the problems in the
rural communities and in the north will make the other problems much easier to tackle.
The presence of health professionals in rural communities will be dictated not by some
absolute number determined by a planning model but by a compromise mix of resources
available to the province, the demand expressed by the communities and some
determination of their need. Getting that mix right will require a greater level of mutual
respect between the actors than perhaps has been present in recent years, but dialogue and
deliberation was a place to at least start.

Part II: Setting Priorities
Given the constraints on time placed by the conference – and the fact that it would be
unlikely that the group of stakeholder representatives would have been able or willing to
participate in a significantly longer deliberative event, especially because of the very
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senior personnel the conference attracted – there was a very clear need for the
participants to begin their deliberations on the issues by setting priorities for the full day
of discussions that would occur the second day.
Using the five themes noted above (and used also in the Consultations Summary
document sent to the participants) the facilitation team categorized the solutions proposed
in advance by the participants and the others who had been part of that initial process.
The participants were then asked to do two things. The first was give an indication of
whether they felt that the solution proposed should or should not be part of the provincial
HHR plan. That is, regardless of whether the particular issue was or was not going to be
discussed at the conference, it was important to give the government some feedback on
whether there was any initial level of consensus or disagreement with the issue and the
solutions proposed. In doing this exercise participants made it clear that even those
issues that were not deemed to be enough of a priority for discussion at the conference
could or should be given some consideration in the development of the HHR plan either
in its initial iteration by the end of the year or in future iterations.
The most important exercise, however, was to choose two or three key issues and
solutions under each of the themes to be discussed collectively by the participants during
the conference’s second day. This meant that the participants had to accept that the
discussions on day two would be determined collectively by the participants by, in effect,
a form of first-past-the-post voting. That is, those solutions that received the most votes
would be those that would be the focus of the discussion around refining the solution and
developing action steps.
Without losing sight that the priorization tool also provided some limited feedback on
other priorities for the participants, the tool was explicitly designed to solve a specific
dilemma that arose out of the consultations and the constraints of a day and a half long
event. The range of solutions put forward displayed significant variation along a number
of dimensions. There were broad sweeping statements mixed in with very specific
proposals. There were solutions that attracted such high level of consensus or
endorsement as to almost be ‘motherhood’ statements while others were clearly far more
contentious in terms of how the problem was defined and the kinds of solutions
envisioned.
Thus, the dilemma for the conference was to choose between a wide-ranging open
discussion that covered a sweeping array of issues but dealt with no single issue in any
depth or a series of focused conversations that dealt with a smaller range of issues in
more detail but gave no substantive direction on a fairly large number of issues also
acknowledged to be important. The choice was made to attempt to do the latter such that
at least the government would get a sense of the level of consensus that existed across the
system for particular choices and actions in particular areas of greatest concern to the
stakeholders and governors of the system.
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The conference chose the following issues for discussion:
1) Advancing Primary Health Care
2) Professional Development / Lifelong Learning
3) Development of a Core Curriculum / Interprofessional Learning
4) HHR Information Systems
5) Scopes of Practice
6) Improving clinical placements
7) Finding an equitable distribution of providers
8) Increasing the number of Aboriginal health providers
Even this is a daunting list for a single day’s discussion. And it is interesting to note that
the choices reflect both some of the key macro-level issues relating directly to the
ongoing reform of the health system (e.g. advancing primary health care and scopes of
practice – perhaps two of the most contentious issues between different sets of providers)
as well as some very specific more micro-level issues (e.g. professional development,
which was renamed ‘lifelong learning’ and the issue of improving clinical placements).
It is also worth noting that while there was a very strong consensus over the need to
discuss some of the issues that wound up on the list, there were some that made the list
by only a few votes. Indeed as the results of the balloting show (see Appendix III), there
was a clustering of issues around which there was some important level of desire to
discuss, but which fell just short of making it onto the conference’s agenda. It will be
important for the government not to lose sight of these issues either in terms of the plan
being developed for the end of 2005 or in the subsequent iterations and refinements that it
will no doubt undergo.
Before turning to the discussion of the issues that were taken up by the conference as part
of its agenda on the second day, it is worth noting some of the other things that are
revealed from the priorization tool.
In general, those issues that were deemed the highest priority for inclusion in the HHR
plan were also given high priority for discussion at the conference itself. But there were
some issues that, for reasons of needing to limit the number of topics that would be dealt
with in any depth at the conference, just ‘missed the cut’ for inclusion in the conference’s
deliberations. But some of these issues also overlapped with issues being discussed at the
conference.
For example, the idea of creating skill-mix guidelines to maximize the quality of patient
care clearly intersects with the scopes of practice issues that were part of the
deliberations. And there were a number of ideas around Aboriginal health and health
providers that became part of the discussion around how to ensure a greater Aboriginal
presence in the health care system in a culturally appropriate manner. But there are two
issues that particularly stand out in terms of the priority given to them for inclusion in the
plan but which had less support for direct deliberation during the conference.
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The first is the idea of creating an “interdisciplinary Health Human Resource Body
(including government, the public, learning institutions, employers, etc.) to analyze HHR
needs over the long-term”. Thirty-four of the conference participants rated this as a high
priority for inclusion in an HHR plan for the province. Although it is not clear what such
a body would like or what its mandate would be specifically, there does appear to be
some level of support for the creation of some kind of entity that would provide an
ongoing forum for discussion, deliberation and the provision of advice to both
governments and employers within the health care system on HHR issues.
At the national level, other policy analysts, including Tom Ward, have in the past called
for the creation of a Health Human Resources Observatory that would provide a forum
for the often controversial and difficult discussions that need to occur in order for some
of the barriers to change to be overcome. As will be discussed more fully below, there is
both a pressing need to make progress on contentious issues like primary health care and
scopes of practice, and very serious disagreement and very different understandings of
what both of those ideas mean amongst conference participants. The fact that these
issues are sensitive and touch upon some very fundamental issues over who does what
within the system and who acts as the system’s gatekeepers in any given situation should
not be an excuse for not confronting them. Hence the objective of an HHR observatory
would be to provide the kind of neutral space that would allow these conversations to
move from stakeholders declaring their positions towards real deliberation between
stakeholders about reconciling their differences and understanding the trade-offs each
might find acceptable.
The second issue dealt with the role of the K-12 education system in preparing students
for entry into health sciences training. Forty-three participants saw this as a priority for
the plan but only eighteen chose it for discussion at the conference itself. There are a
couple of potential reasons for this. First, the issue is not a simple one and certainly not
an issue that can be discussed without the active participation of a series of stakeholders
who were not part of the conference itself – representatives of teachers, school districts
and the relevant parts of the Department of Learning. And while it is unlikely that the
HHR plan under development within Saskatchewan Health has a mandate to make
recommendations about the structure of the K-12 school system, there is certainly an
important underlying idea that should not be lost sight of.
Any of a number of the issues that were discussed at the conference – including the idea
of a core health sciences curriculum, increasing the number of Aboriginal health care
providers, etc. – all rest on the assumption that the K-12 school system is itself equipping
graduates with the skills necessary to take the next step into health care training.
Whether that assumption is correct or not was beyond the scope of the conference’s
discussions and certainly the conference lacked the expertise present to tackle that
discussion had it wanted to do so. But, it is worth noting that the conference participants
were themselves very aware of the need for the HHR plan to not be developed and
conceived in isolation from other policy choices that the government has to make.
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Part III: Conference Sessions
The conference was organized around the issues and solutions deemed a priority by the
participants. The day was divided into a mix of small group discussions around each of
the eight priority areas (four in the morning and four in the afternoon) as well as plenary
sessions that asked the whole body to respond to the decisions taken within the small
groups. What follows then is a discussion of each of the issues that synthesizes both the
small group discussion and the plenary response to each of the issues.
It should be noted that even with the priority setting exercise, the conference left itself a
large amount of ground to cover in a relatively short period of time. As such, there was a
limit to the depth of analysis that can reasonably be expected to come out of any one
discussion and it must also be remembered that participants self-selected those sessions
they attended so there is a strong likelihood that participants contributed to those
discussions that they felt most passionately about. But even with these caveats, it is
evident from the discussion that participants, in most cases were prepared to provide
some concrete direction to the government concerning action steps towards the
implementation of solutions to the challenges.
1) Advancing Primary Health Care
It was hardly surprising that the need for the province to include steps for the
advancement of primary health care models was identified as a key issue not only for
inclusion in the HHR plan but also for discussion at the conference. The priorization
exercise placed primary health care as the second most important issue with 46
participants saying it was a priority for the plan with only one person expressing
disagreement. Thirty-nine participants felt it was a high priority for discussion at the
conference and an additional four felt it was a medium priority.
There is nothing surprising in this result insofar as the development of primary health
care, most often associated with the move toward integrated interprofessional teams of
providers of a full(er) range of public health, healthcare and social services, has been a
key goal of health reform for well over a decade. Advancing primary health care was a
key recommendation of Saskatchewan’s Commission on Medicare and was made a
cornerstone of the provincial government’s Action Plan for Saskatchewan Health Care.
But the issue is also highly sensitive within the healthcare system insofar as it touches on
how providers should be educated, how their scopes of practice are implemented, how
they might get paid by the healthcare system, how liability issues for care would be
restructured and how patients might interact with providers.
Although the solution provided to the conference called for the advancement of primary
health care and the need for creativity in better utilizing the human resources the province
has within the system, it did not give much in the way direction for how to accomplish
this. As such the discussion in the small group was pretty wide-ranging in terms of its
analysis of both the barriers that face further advancement of primary health care and the
potential actions that could be taken.
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In particular the discussion noted that one of the key barriers to advancing the model
outlined in the Action Plan is the lack of “buy-in” from the physician community. For
some this lack of buy-in stemmed from discomfort on the part of physicians with some of
the elements of the model which was deemed as too prescriptive and restrictive in terms
of its requirements. Others noted that primary health care was making better progress in
the north even in the absence of a sufficient number of physicians and that human
resource shortages were driving more creative solutions that were creating teams with the
personnel available.
There was a particularly strong concern that the public’s patience for the slow progress
on implementation was wearing thin. It was noted on several occasions that the public
had been hearing about the reorganization of care around primary healthcare teams for
over a decade but that the system could point to very little in terms of real progress.
Unless there was real substantive progress across a significant part of the system it was
felt that the public would begin to lose whatever appetite it might have to see further
restructuring of the system and significant changes to the way in which they interact with
it.
In terms of action steps developed by the group, they tended to focus on developing what
was termed a more “flexible” process that could accommodate different models across
the province. Indeed, there was considerable discussion of the idea that the model of
primary health care currently being implemented was too rigid in its requirements. For
some the problem rested on the fact that the focus had shifted from the broader
conception of a primary health care system to the narrower focus on the composition of
the team itself.
To that end the group proposed:
o That the provincial government (presumably led by Saskatchewan Health) and the
Regional Health Authorities revisit the current model of primary health care in an
effort to provide greater flexibility in terms of:
o Accommodating the realities of how physicians practice and, especially,
how younger physicians want to practice into the future;
o Accommodating the different situations that exist in different Regional
Health Authorities across the province including the minimum
requirement for the number of doctors that would need to be part of any
primary health care team;
o Accommodating different forms of payment for primary health care teams
and the members of teams.
o That the provincial government, the RHAs and local communities engage in a
more sustained dialogue aimed at developing a broader conception of primary
health care that would reflect the current capacity of those communities (e.g.
allowing the development of teams with the available human resources rather than
waiting until all the resources that might be desirable were in place)
o That the current primary health care sites collectively engage in a process to
evaluate their current operations in order to insure that the sites already up and
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running are working effectively and to provide a basis on which to encourage the
development of more sites.
It was also clearly stated that the kinds of processes outlined above would require high
levels of consultation and engagement of the stakeholder organizations. Any attempt to
add greater flexibility to the exiting model would require, for example, the participation
of the Saskatchewan Medical Association in order to facilitate greater levels of physician
buy-in.
The action steps were generally endorsed by the conference, with thirty participants
providing their full endorsement, but with eighteen participants expressing some degree
of reservation about what was proposed. What is evident is that the conference very
much wanted there to be progress made on advancing primary health care and that the
need for such progress was getting increasingly urgent. And it does appear that the
participants were eager for the governors of the system to provide a greater degree of
flexibility in terms of how it defines and operationalizes primary health care.
2 ) Professional Development / Lifelong Learning
The very first step taken by the small group was to broaden the notion of “professional
development” to “lifelong learning” in an effort to make it more inclusive – that it not
just be about those in the health care system that had some kind of ‘professional’
designation but about all employees within the system.
The discussion that followed highlighted a number of key issues around lifelong learning
as it is currently conceived within Saskatchewan healthcare workplaces:
o There is strong desire amongst employees for opportunities to engage in learning
activities while on the job;
o There is still a sense amongst some employers that ‘professional development’ or
‘learning opportunities’ are essentially ‘frills’ that can be eliminated when
budgets are tight;
o There are real logistical and coordination problems around providing
opportunities for employees in an appropriate manner that take into account
o the challenges for those working in rural areas and the north and
o the challenges of smaller workplaces where the absence of workers taking
advantage of opportunities can be felt acutely by the rest of the workplace
In addition to the broadening of the notion to include the full range of employees and to
the need to focus on the development of a learning culture within healthcare workplaces,
there were also some important reservations that were noted about the specific solutions
provided. The issue is not just about employers (e.g. regional health authorities)
providing opportunities, but the need for employees to take responsibility for their own
learning by taking advantage of those opportunities provided.
Similarly, there was some important discussion about the fiscal capacity of the system to
provide an open-ended range of opportunities within every workplace. As such, it was
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noted that there is also a need to evaluate those opportunities that exist in order to
understand which ones work best and which can be delivered in a more efficient and
effective manner. That being said, there was a very strong endorsement of the solution as
reworked.
Beyond the endorsement of the general proposition that there be a commitment to
“create a workplace culture that supports lifelong learning by providing employees with
a range of learning and professional development opportunities” there was not a
sustained discussion about the specifics of what those opportunities should be. Indeed,
the two specific ideas originally attached to the solution (the creation of professional
development days akin to those in the school system and increasing telehealth and
satellite linkages to allow rural professionals access to training opportunities) did not
receive much sustained discussion. Though there did appear to be consensus that the first
idea had limited applicability in healthcare settings where, unlike schools, it was not
feasible to close whole facilities.
But the group did arrive at some action steps that would facilitate a more coordinated and
coherent approach to lifelong learning in workplaces and that could be consistently
applied across the system while still allowing individual health regions or workplaces to
design specific programs and opportunities.
o Saskatchewan Health should continue to designate money within Regional Health
Authority budgets in a manner that does not allow them to shift resources away
from professional development/lifelong learning in order to serve other budget
priorities. This would insure that the rhetorical commitment to creating a learning
culture in healthcare workplaces is backed up by adequate resources that RHAs
can then allocate into specific initiatives that meet their own needs.
o RHAs should undertake a coordinated effort to have individual learning plans
from every employee. These plans would then be rolled up at the institutional
level (to provide a portrait of the learning needs for each institution) and at the
regional level (to allow the RHA to allocate funds for programs and initiatives).
o This could be enforced by making the process part of the performance
contract for managers so that the activity gets seen as a priority
o There is a need for a comprehensive inventory both of existing learning
opportunities and initiatives available across the province (what skills exist and
what skills are needed) at the current time that could be used for a variety of
purposes:
o Evaluation of those opportunities that are successful and can be replicated
elsewhere or expanded in scope
o Allow institutions and RHAs to share resources in creating coordinated
programs and opportunities for employees in a manner that would avoid
unnecessary duplication
o Saskatchewan Health and RHAs should be required to report in a transparent
manner on progress with regard to advances in lifelong learning.
o The advisability or feasibility of options such as designated days for professional
development within contracts or via other means should be something taken up
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collectively by Saskatchewan Health, the Saskatchewan Association of Health
Organizations (SAHO), RHAs and the respective unions representing healthcare
workers.
Interestingly, the conference as a whole gave a somewhat qualified endorsement to the
proposal. There were twenty-eight ‘endorsements’ but another twenty-three that
‘endorsed with reservations’ and one abstention. What is not clear is the source of the
reservations, whether they stem from simply wanting more information about how such
actions would unfold or whether there needed to be some sense of the financial
implications of any move to significantly expand learning opportunities inside healthcare
workplaces. Still it is apparent that there is some strong consensus to push forward on
the general sentiment that was expressed in the small group that the action on lifelong
learning consistently fails to live up to the rhetorical support it receives from all parties.
It is also interesting to note that some healthcare professions – through their professional
associations – have made access to ongoing training and skill upgrading a standard part
of one’s career.
3) Development of a Core Curriculum for Health Sciences Education
The solution proposed called for the “institutionalization of a common core curriculum”
whereby the Universities of Saskatchewan and Regina and the Saskatchewan Institute of
Applied Science and Technology would offer both core courses and courses in common
across all health programs. Furthermore, it called for that core curriculum to focus on
both the theory and practice of interdisciplinary teamwork as part of the furtherance of
primary health care models in the province.
There was a wide-ranging discussion around the very issue of a core curriculum and it is
clear that there is very little consensus on what a core curriculum should like for all
health professional training programs or even whether such a core would be advisable.
The discussion began, almost immediately, to deconstruct the very notion of what a core
curriculum would mean. Much of this discussion centred on the need clarify the
proposed solution in a number of ways:
o Was the focus to be on ‘interprofessional’ training or ‘interdisciplinary’ training?
o At what point does this ‘core’ take effect – as ‘pre-training’ element; during
training or during practicums;
o At what level (institutional, provincial or national) should a core curriculum be
developed?
o At the institutional level there was also a discussion about how to link the
three main training centres with new institutions like First Nations
University and the training programs located in technical schools and
colleges.
It is interesting that forty-five of the conference participants ranked this issue as a
“priority” for inclusion in the HHR plan and thirty-five ranked as a priority for discussion
at the conference (with only two respondents opposed to the very notion), but yet there
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was no common understanding in the small group session of what was meant by a core
curriculum or how it would be instituted.
What is clear is that the different participants in the small group discussion all had very
different understandings of what they meant by the idea and very different ideas about
what should or could be accomplished with some institutionalization of a core
curriculum. It can be taken from the discussion that in terms of moving forward on the
issue, there is still a long way to go before any of the various options discussed could be
moved on by the government and the educational institutions. There are a number of
questions that will have to be answered in the interim:
o To what extent is the education to ‘interprofessional’ and to what extent
‘interdisciplinary’?
o To what extent is the educational core (i.e. that element that is common to all
health professional training) horizontal or vertical or some balance of both. In
other words:
o Some common courses in the first year? In the second? In the third?
o All common courses in the first or second year?
o What clinical elements or practicums would make up part of the common
core?
o How and when does one balance the need to learn one’s profession with
the need to operate as part of a multidisciplinary team?
Given this discussion, it is not terribly surprising then that the action steps developed by
the group reflect a desire to, in effect, back up the idea of a core curriculum somewhat
and do more background preparation. The first step proposed is to develop an inventory
of the existing interprofessional training opportunities that would allow for the
identification of best practices across the province. This could be accomplished through
access to the IECPCP (Interprofessional Education for Collaborative Patient-Centred
Practice) grants.
In conjunction with this the group called for more thorough-going study of the different
models of interprofessional and interdisciplinary training that exist or that have been
proposed in other jurisdictions. There is a significant need to be very clear on the goals
that interprofessional training is meant to accomplish and then ensuring that the model
fits the goal. Furthermore there needs to be more consideration to a number of important
logistical issues around how one deals with interprofessional training within those
professions that are not trained in the province and between technical schools/colleges
and the province’s universities. The goal has to be to integrate these into any model
being proposed and the model has both respect the diversity of skills brought by the
different professions while also encouraging and developing capacity to work within
multiprofessional teams.
It is evident that there are again some important reservations amongst participants as a
whole about the course of action being proposed out of the small group. Although
twenty-three gave the proposals their full endorsement, another twenty-three expressed
some reservations. A significant number of the reservations that were noted called for
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more information about the specifics of moving to a higher level of interprofessional
training, which is to be expected given the limited time allowed to the group to both
refine the proposal and communicate it to the group. And there were conflicting
comments about the need to be more aggressive in breaking down the ‘educational silos’
that currently exist on the one hand and the need to insure the specificity of the
professional training experience on the other.
Clearly there are important sensitivities around issues of educational ‘turf’ and ones that
can not and should not be summarily dismissed. Moving forward on interprofessional
training is, it is widely conceded, a key component to making primary health care reform
work. As Ward noted in his opening address, one can not be a member of a ‘team’ unless
one has been, to some extent, trained to be a member of a team – it has not been a
traditional part of health care training. But the conference demonstrated a very clear
willingness to engage in a serious dialogue and deliberation about how to manage the
tension between the desire to retain one’s identity as a specific kind of health professional
while also making that identity an integral part of an evolving team practice environment.
4) HHR Information Systems
There is a cliché in the healthcare debate that one can not plan for that which it can not
measure. Such is the sentiment that has driven the increased focus in recent years in the
development of performance measurement regimes to gauge the effectiveness of different
aspects of the system as well as the need for more and better integrated information about
both the internal and external dynamics that effect the ability of the healthcare system to
provide a well-coordinated continuum of care. As well, better data collection, analysis
and reporting are considered necessary components of improving the transparency and
accountability of the system.
Thirty-eight of the conference participants agreed that the implementation of a “a
provincial human resource information system (HRIS) in which there is agreement on
reporting needs, common data needs and common definitions” was a priority for
inclusion within the provincial health human resource plan and twenty-seven of them felt
it was a priority for inclusion in conference discussions.
The discussion of the solution focused very little on the merits of the idea itself as there
was widespread consensus that the provision of more accurate data about the state of the
human resources within the system could only serve to improve the system’s ability to
plan. Rather the discussion centred primarily on what kind of information system was
needed, what kind of data needed to be brought together in order to maximize its
effectiveness as a planning tool and how best to insure that the data collected could be
linked to other data at both the provincial and national level. The conversation reflected a
mix of both strategic and operational concerns – what should be done and how best to
achieve it.
In fleshing out the proposed solution the group worked at developing a model for the
HRIS that would include not only the supply side characteristics of the workforce (the
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people present in the system, career paths, age, skill sets, etc) but also the demand side in
terms of the needs of the population related to the determinants of health and
epidemiological data. Both sides were considered crucial to modelling future needs
within the system.
The action steps included:
o The development of province-wide definitions and standards for the collection of
data to be included in the HRIS;
o Charging the Regional Health Authorities with the collection of the data itself and
the provincial government with the rolling up of that data into a single provincewide data-base;
o Development of means to capture those pieces of data not accessible by the
regions including that from private clinics, radiology clinics and pharmacies using
the capacity of professional associations where appropriate and assisting those
organizations to build capacity for such collection where it is currently missing.
The conference as a whole was supportive of the initiative with thirty participants giving
it a unqualified endorsement and a further fourteen endorsing it with some reservations.
Of the reservations noted, there was some concern expressed in particular that the process
undertaken in Saskatchewan be compatible with similar work going on across the country
and that the ultimate goal would be to develop a national data base along these lines. It is
also clear that little time was given in the discussion to the resources that would be
required to undertake this work and the relative differences in the capacity of the actors
involved in carrying out the tasks. These are considerations that would have to be more
fully fleshed out before determining when and how to best move forward.
5) Scope of Practice
There is not likely to be a more contentious issue for discussion in the field of health
human resource planning than that of the oft-expressed desire and need for all health
professionals to work to their full scope of practice (i.e. to be able to use the full range of
skills that are part of their training in a consistent and meaningful way in the course of
their work). Forty-eight of the participants in the conference rated this as a high priority
for inclusion in a health human resource plan and forty-nine of them rated it as a high
priority for discussion at the conference.
It is evident from the discussion in the small group that despite the strong agreement that
this was an issue in need of discussion and deliberation there is far less consensus on
what it means in practice. Furthermore, it is also clear that the issue cuts across a number
of the other discussions within the healthcare debate more generally and those that
occurred during the course of the conference more specifically. It reaches into the core
over how to move forward on primary health care, the development of a core curriculutm
and increased interprofessional training and a host of other issues.
As a principle, there is little disagreement with the notion that healthcare providers
should, as a matter of course, use the full range of skills they possess as a result of their
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training. It is in the operationalization of this that disagreements arise and that different
understanding of what it means to operate to one’s full scope of practice arise. As was
noted in the discussion, the failure to make progress in defining scopes of practice was all
too often side-tracked by the tendency of all providers to engage in varying levels of “turf
protection” – that is the unwillingness to concede that other health providers can and
should provide some services and forms of care that are currently the province of other
provider groups.
Beyond this more political element – which no doubt will also have to be confronted –
there are also important practical considerations that have to be dealt with as well.
Although someone may be trained with a relatively wide range of skills, one’s
competency in some of those skills may atrophy over time if they are not used and
upgraded on a regular basis. Decisions made around ‘who does what’ has to take this
into account and it points clearly to a link with the issue of professional development and
life long learning also discussed at the conference. Similarly, it was noted that there will
always be and indeed there must be some degree of overlap across the full range of
providers. That overlap is necessary at the macro-level for broad human resource
planning where it may not be feasible, for any number of reasons, to have every kind of
provider present in every institution or as a member of every team. It is necessary at the
micro-level because planning and staffing decisions within particular institutions at any
given point will also require some degree of flexibility.
The small group discussion was, however, clearly motivated to try to work through a
series of steps that might get the discussion around scopes of practice past some of these
barriers. Indeed there was a willingness to concede that too much of the health reform
agenda has been stymied or delayed or misdirected because of an unwillingness on the
part of all parties to get past identifying the barrier and moving to practical solutions.
And the discussion needed, it was noted, to move away from looking at this issue in
terms of notions like “substitution of one provider for another” (which likely invites the
response of protecting turf) and focus instead on the need to provide quality care to
patients in the most efficient and effective way in order to insure that the system gets the
most out of the skills it has given to its providers.
As with some of the other more contentious issues dealt with at the conference, the action
steps developed by the small group focused on processes designed to further the process
of clarifying the debate by working toward some more concrete goals. These included:
o Saskatchewan Health (in consultation with the regulatory bodies, unions and
professional associations) working toward a comprehensive definition of scopes
of practice for health professions and working toward producing a clear
understanding of what overlap exists within the system and setting goals for the
appropriate amount of overlap (i.e. that which would eliminate redundancy but
preserve flexibility);
o The identification of best practices with regard to those workplaces that have
made significant progress on this front;
o Saskatchewan Health, the Regional Health Authorities and the regulatory bodies,
unions and professional associations need to explicitly articulate the roles and
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responsibilities for both the regions and the employees with regard to the
delegation of work and the creation of job descriptions.
It is interesting to note, and perhaps serves as testimony to the contentiousness of the
issues involved, that this particular set of actions was one of only two issues from the
conference where the number of those who endorsed the action steps with reservations
(eighteen) outnumbered the number who endorsed with no reservations (ten). It is also
worth noting that some significant number of participants chose, for what ever reasons, to
express no opinion on the action plan at all.
What is clear, though, is that the issue itself was considered to be the single most
important issue to be discussed at the conference and that there are strongly held views
across the spectrum in terms of what needs to be done. That within the constraints of the
conference structure itself there was perhaps less agreement or less in the way of concrete
solutions adopted is hardly surprising. What is encouraging is the willingness to put
forward processes that might eventually lead to both greater clarity around the issue but
also some more substantive resolution of at least some parts of the debate.
6) Clinical Placements
As with the question of professional development and lifelong learning, the issue of
clinical placements was very straightforward both in terms of the analysis of the issue and
the discussion of the solutions proposed. In the first instance there was a universal
consensus in the discussion that the process for clinical placements and practicums had to
be improved.
There were, in essence, two kinds of problems identified. The first were the challenges
associated with getting clinical placements outside of the larger urban centres in the
province (Regina, Saskatoon and Prince Albert). These included the problem of students
in rural placements needing to be back at their home educational institution for course
requirements, presentations, etc. In addition there are the resource and capacity problems
for the smaller RHAs and the northern RHAs in terms of their ability to host students in
clinical settings (including issues around housing, staffing commitments and even the
potential for students to be isolated and lonely during a stay in a small community with
few social contacts available).
The second kind of challenges revolved around the very real levels of confusion about the
roles and responsibilities for the coordination and assessment of clinical placements.
There was a very real sense that the government, educational institutions, regional health
authorities, individual institutions and even individual educators and practitioners were
operating in the absence of any overall plan or coordinated effort to manage clinical
placements effectively. While some individual programs might be well coordinated
within particular educational institutions (and there is evidence that this is indeed the
case), there was no overall delineation of who does what and how each of the pieces fits
together into a manageable whole that can be effectively evaluated.
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At the same time it was made evident to the discussion group that a key element of a
recent report [need the name and the sponsor] dealt with many of the issues that were
under discussion and had made a series of recommendations:
o Need to assess the impact on clinical placements of moves to increase enrolments
in particular programs – can not continue to increase seats if there is no capacity
to increase clinical placements as well;
o Need to develop a set of common policies around how different educational
programs can work together to avoid single programs chasing particular sites for
placements;
o Need a new provincial clinical education coordinator to plan placements in a more
rational model and address capacity issues.
On some of the specific elements of the solution as it was originally proposed to the
conference there were some strong reservations about some elements of it. There were a
number of questions raised about any potential move to co-op programs as many felt that
they might only be effective or practical for some professional programs. Similarly,
while there was little disagreement about the desirability of placing students into team
environments for the clinical placements, it was also noted that there were more
fundamental problems of access and coordination that had to be dealt with before one
could focus on this as a goal.
Around these quite fundamental issues, the group arrived at a number action steps to be
considered by the government:
o The creation of a ‘single point of entry’ for clinical placements in each Regional
Health Authority to enhance coordination. It was also noted that this would serve
as a recruitment tool for the RHA as well, giving them advance knowledge about
potential future hires. However, there was some reservation about this expressed
by those who would not want to completely give up the direct contact between
educational institutions and members of their profession in the workplace.
o There should be a single, province wide process for pre-placement issues such as
criminal background checks, immunization checks, etc.
o Regional Health Authorities need to explore ways in which they could be more
supportive of both students and preceptors, including thinking about ways in
which high quality preceptors can be rewarded and recognized for the
contribution they make in taking on students;
o The educational institutions across the province need to better coordinate their
practices around clinical placements so as to not overload particular sites and to
work to develop means to better facilitate placements in rural and more remote
parts of the province. This could involve the joint investment in technology that
would allow students to participate in classroom activities at a distance.
Around the issue of making the placements more ‘student friendly’ there was a great deal
of discussion and it yielded a number of additional directions:
o Regional Health Authorities (perhaps through their single point of entry) need to
take steps to ensure that:

21

Setting Priorities and Getting Directions: Conference Report
o The RHA and institution itself understand the benefits involved in having
students working in their institutions both as a recruitment vehicle, but
also for the existing staff;
o The students they accept have not only a positive work experience but that
the social and community experience be positive as well. This is
especially important to smaller, rural and northern districts who have
difficulty recruiting.
o Educational institutions need to develop more coordinated processes for
evaluating the clinical placements they make. The process needs to be more
institutionalized, more consistently applied and the information learned from
those evaluations (both by the students and the institution) needs to be more
widely shared across the system. This information is crucial to understanding
what works and what does not and could assist in developing an inventory of best
practices.
Again the strong endorsement provided by the conference as a whole (twenty-five full
endorsements and ten with some reservations) speaks to the extent to which this is widely
recognized as a problem within the system. And, indeed, it is a problem not experienced
just in Saskatchewan but in most, if not all, jurisdictions in the country. The reservations
noted by participants included the need to insure support for preceptors in the regions and
the need to insure placements for Aboriginals. The first was discussed in some detail in
the small group and there was a very real sense that more needed to be done to recognize
the role that preceptors play. The second issue provides an important link to the
discussion below about moving to insure a greater role for Aboriginal residents in all
aspects of the health care system. The efforts to open up health education and training to
more Aboriginal students has to be done with the recognition that those Aboriginal
students training in the health professions will need clinical placements as well – and that
those placements need to be in workplaces that are understanding of Aboriginal culture.
7) Equitable Distribution of Health Providers
It is not surprising that this issue wound up both a priority for the HHR plan itself, but
also for discussion at the conference. Twenty-eight participants saw it as a high priority
for the plan and thirty-nine saw it as a priority issue for discussion at the conference.
This is no doubt reflective of the deep and abiding concerns that have been expressed
over the need to insure adequate access to healthcare providers of all types in those areas
of the province that have traditionally had the hardest time recruiting and retaining
personnel.
The solution proposed contained a significant number of concrete proposals, including:
o The creation of a centralized recruitment agency specifically charged with
recruiting for rural, remote and northern communities;
o Further experimentation with bursaries, practicums and more creative use of
summer internships that would encourage people to seek out placements in
smaller communities;
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o Shared practice agreements between Regional Health Authorities to share scare
human resources;
o Expansion of mobile health services
As within some of the other groups there was an initial tendency to deconstruct the
proposition by looking to understand what might be meant by ‘equitable’ and ‘ensure’. It
was noted that ‘equitable’ is not the same as equal and that one needs to balance it against
questions of effectiveness and efficiency. Similarly, ‘ensure’ raised the possibility of
regulation and ‘enforcement’ which would be problematic in legal and ethical terms.
It was generally agreed that there was a discernable maldistribution of providers across
the province, but there was less clear consensus on what the solution to that problem
would be. The notion of a centralized agency to handle recruitment on behalf of rural,
remote and northern had a mixed response. For some there was concern about how
proactive it would be and what its level of authority would be while others noted the need
to have a single body that could help those smaller more rural regions that lacked the
capacity to recruit to the extent they needed to. It was also noted that it was important to
distinguish between the recruitment that a particular region might ‘want’ to do and the
recruitment it ‘needs’ to do in order to insure access to quality care.
Although the group did not fully discuss all of the options put forward within the solution
in the time allotted, there was consensus around the following:
o A more coordinated or centralized body that would assist in recruitment to rural,
remote and northern communities through information sharing and providing
support but which would not limit the individual ability of Regional Health
Authorities to recruit independently;
o A more thoroughgoing analysis of the maldistribution of providers in the province
in order to determine what are the standards by which it could be judged that the
distribution is equitable in terms of the efficient and effective use of resources in a
manner that promotes reasonable access to care.
As was the case with the discussion around scopes of practice, this was the other issue at
the conference where the support with reservations (twenty) outnumbered the unqualified
support (ten). Again, it should be noted that there are some significant tensions that lie
underneath the surface of this discussion. Some provider groups are understandably
resistant to any notion of being coerced into practice in areas other than of their own
choosing and past attempts by other provinces to limit billing numbers to physicians in
order to get them to move to under-serviced areas have been successfully challenged in
the courts. At the same time, the smaller Regional Health Authorities are frustrated with
their having to seemingly compete against the larger RHAs for a limited supply of
providers. Thus, in order to take action, there will have to be some balancing between
some very important interests – the rights of providers to seek employment in the place of
their choosing, the need of communities to have reasonable access to a reasonable range
of services, the right of RHAs to recruit independently according to its own
understanding of the region’s need, the need for RHAs with fewer resources or less
capacity to have an opportunity to access the existing pool of human resources.
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8) Aboriginal Health Providers
The initial list of solutions developed by the facilitation team included two directly
related to the issue of Aboriginal health care workers. The priorization tool indicated a
significant level of support for each of them. The first that called simply for an increase
in the number of Aboriginal health care workers in the system was deemed a priority for
inclusion in the HHR plan by 38 participants (with only one person disagreeing with the
notion) and was deemed a high priority for discussion at the conference by 27
participants (with an additional six deeming it a medium priority). The second called for
steps to be taken to insure that health care workplaces were more respectful of the needs
and expectations of Aboriginal workers, that steps be taken to make healthcare
workplaces more culturally attuned to Aboriginal peoples and that workplaces strive to be
more representative of Aboriginal peoples. This was deemed a priority for inclusion in
the plan by 37 participants (with two disagreements) and a high priority for discussion at
the conference by 25 participants (with four who deemed a medium priority for
discussion).
Given the overlap between the two solutions and the high level of support amongst
participants for discussion at the conference a decision was taken at the beginning of the
day to treat these sets of issues together as a single discussion aimed at both increasing
the Aboriginal presence within healthcare workplaces and dealing with cultural
awareness, inclusion and issues of respect. It should be noted that while some of the
discussions noted the lack of representation from Aboriginal organizations (which should
be differentiated from the presence of Aboriginals as participants representing, for
example, health regions or regulatory bodies) there remained a strong sensitivity to the
issue of Aboriginal participation in the health workforce and how workplaces need to
change in order to make themselves more accommodating and welcoming to Aboriginal
healthcare workers. At the same time it was noted that the increased presence of
Aboriginal workers within the system would also be an important component of
providing culturally appropriate healthcare to Aboriginal residents of the province –
which is the fastest growing segment of Saskatchewan’s population.
It appears from the discussion that the issue of increasing the presence of Aboriginal
healthcare workers in the provincial system and the issue of the workplace culture
adapting to that increased presence are really two sides of the same coin. Focussing on
increasing the numbers could prove to be difficult if the workplace culture is in some
important ways unwelcoming to Aboriginal culture and traditions while changing the
culture of the workplace will be unlikely to take firm root until such time as there is a
greater presence of Aboriginal healthcare workers throughout the system at all levels. As
such the two things need to be tackled simultaneously and in a coordinated manner.
Again, the small group discussion was highly supportive of both plans of action and there
was a very strong consensus that the Aboriginal population in Saskatchewan was a
potentially very important resource for the future sustainability of the healthcare system
and that it was vitally important to the overall future of the province that its Aboriginal
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peoples be more included in shaping the future directions of that system. There remain
however some very significant challenges to making this a reality:
o There needs to be a concerted effort to insure that Aboriginal students have the
skills in the K-12 education system to enter into health profession training;
o There needs to be a greater effort to reach out to Aboriginal students at an earlier
age to provide mentoring and partnerships that would expose them to the
opportunities that health work can provide;
o There needs to be a broader focus given to Aboriginal participation in the health
workforce – it is not just about the number of nurses or doctors, but also about
health research, managers and administrators and the full scope of health
professions (including traditional Aboriginal health practices).
In accordance with these goals, the group moved to action steps in an attempt to lay out a
process to reach the goals. In the first instance the direction given goes to a greater and
more coordinated emphasis on ‘relationship building’ between Aboriginal communities
and actors within the health system including Saskatchewan Health, the RHAs, the
professional and regulatory bodies and others. These would include:
o Partnership agreements with Regional Health Authorities to promote health
careers (very broadly defined) within Aboriginal communities and which could
provide mentoring opportunities, career counselling, job fairs and the like to open
a dialogue with communities about opportunities in the health field;
o Stakeholders need to formally recognize their role in creating a representative
workforce in the health sector and need to commit to participating in and
developing the action plan to attract greater Aboriginal participation;
o There need to be formal codes of conduct in each health region that make explicit
the need for the respectful treatment of each other in workplace and specifically
address the accountability for ensuring standards of behaviour
o Government departments, RHAs and stakeholders need to develop a coordinated
process of outreach to Aboriginal communities around insuring that:
o Communities have a full understanding of the range of opportunities that
exist within all aspects of the health care system;
o That the education system can prepare students for this range of careers
(before formal training in medicine, nursing, other provider professions,
social services or administration/management);
o That the training programs themselves can be adaptive to and respectful
Aboriginal approaches to learning and to health.
The conference as a whole provided a very strong endorsement of the action steps
provided with only a single person expressing any reservation. However, the action steps
outlined above do not, in some instances, provide strong concrete direction in terms of
who would be charged with leading the development of the processes outlined. It seems
apparent that there are some steps that could be taken directly by individual RHAs (e.g.
the establishment of partnership agreements), but it also appears necessary that the
broader coordination piece around outreach and preparing the stream of potential
healthcare workers needs to be led by the provincial government and would have to
include, at the very least, a level of interdepartmental coordination between Health,
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Learning and others. There remains more work to be done on developing mechanisms by
which the stakeholder groups can be mobilized around these issues in order for them to
play the important role that the group obviously felt that they had.
9) Other Issues Raised
Over the course of the day and a half a small number of issues got raised that were not
part of either the solutions given priority for discussion or part of the solutions given
priority for inclusion in the HHR plan more generally. The participants were given the
opportunity to put these issues forward and if there was sufficient interest from the
conference participants as a whole, then the conference would make time for them.
The first such issue was raised, in fact, by Tom Ward in his opening address. He noted
that the changes to the healthcare system that have been implemented in the last couple
of decades including not only the government sponsored reform initiatives, but also
various technological innovations as well as policy shifts outside of healthcare have given
a greater role to unpaid care workers in the continuum of care. The growth of home care
(fuelled by surgical advances as much as by design), the shift to community based care
and shortages within the long-term care system have all contributed to a greater and
greater burden of care being placed on voluntary and family-based care and the bulk of
that burden is falling on women.
It was evident that the issue resonated with some large number of the participants and it
did come up as a component of the some of the small group discussions. And it is clearly
something that has been noted in most of the major reports on healthcare in the last
number of years, though outside of some changes to the federal Employment Insurance
system (the effectiveness of which is still open to question), there has not been much
concrete discussion of how to deal with the issue. At the same time there was an
unwillingness of on the part of the participants to add yet another issue (and one that they
had not given much thought to providing solutions on – at least not as part of the
consultations with the government prior to the conference) to the conference agenda.
Some of the other important issues that were noted – but which again the conference
declined to take up in detail – included the aging health care workforce, the need for
thirteen regional health authorities and the need to increase training seats across the board
for all disciplines.
The final plenary session gave the chance for participants to reflect on what they would
expect to see in a year in terms of signs that progress was being made on the issues
discussed. In attempting to group the responses, it becomes apparent that there are a
couple of different types of success markers that are going to be looked at.
The first is the expectation that there be some progress on those macro-level health
system reform issues such as reinvigorating the move to primary health care across the
province and that will include making some progress in developing a more productive
dialogue around barriers like scopes of practice and changes to the health sciences
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curricula to promote interprofessional training. Similarly, some of the more concrete
action steps, even on the bigger issues, would require that resources and plans be in place
in the coming year – such as for the HRIS.
The second kind of success indicators noted by the participants were much more of the
micro-level and really speak to the ability of the HHR plan to change the working
experience of front line health care workers. It was noted that success would be indicated
by things like decreases in absenteeism and increases in employee satisfaction with their
job.
There was also some discussion about the need to keep the dialogue that was started with
the conference going in terms of not only building on the solutions proposed but also
monitoring the changes implemented and planning around those issues not yet discussed.
At the same time it was noted that any subsequent conference or event should make a
greater effort at a wider representation of the province.
More generally there was recognition that the changes to be proposed and implemented
in the HHR plan would not happen overnight, but would require a sustained effort.
However, as part of that effort the government was encouraged to remain flexible and
build that flexibility into the plan so that a range of experiments can be tried. Part of this
goes back to the emphasis given to identifying and communicating best practices
throughout the system and the focus given to building on those things that we have
evidence to support as viable solutions.

Part IV: Summary and Analysis
A Few Caveats on the Conference
Although a total of sixty-four participants registered for the conference and they
represented a wide swath of the stakeholders within the provincial healthcare system, it
should be remembered that they do not constitute a representative cross-section of the
stakeholder community. As such, the conclusions drawn from the conference must be
understood as ‘advice to the government from those who chose to participate’ rather than
as a series of definitive statements representing the views of the totality of the stakeholder
community. This is not to say that the advice provided is not without value or can easily
be discounted, only that it, like any other source of information to be drawn on in the
creation of the HHR plan, has limitations. The goal of the conference was to provide an
opportunity for those who were willing to participate in a dialogue about solutions in a
manner that had not been accorded to them in the past.
As one participant noted, there was wide-spread consensus on the issues and the
directions precisely because the participants themselves chose the priorities at the outset
of the conference. In one sense this might be taken as a limitation on the advice
provided, but in another sense it speaks to the fact that the stakeholders themselves have
spent significant amounts of time thinking about the question of ‘what is to be done’ and
in doing so there were already relatively high levels of consensus going into the
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conference. To CPRN’s mind that speaks to the fact that the timing of the conference
was fortuitous insofar as it hit that point in the internal deliberations within the various
stakeholder groups when they were prepared to engage with others about the conclusions
they themselves were drawing.
Similarly, we must also be cognizant of the extent to which the group placed either a
small or larger number of ‘reservations’ on the directions they ultimately endorsed. The
time constraints of the conference and the inability of the small groups to necessarily
fully capture all of the conditions, caveats and details of the action steps they developed
in their discussions with the conference as a whole meant that many participants still had
questions or a desire for more information about the directions. Again, this means that
Saskatchewan Health will be required to push this analysis forward in the development of
the HHR plan in order to take account of those reservations – the conference pointed out
the directions that could or should be taken but it will be up to the government (in
collaboration and consultation with others) to clear out that undergrowth that might
currently be in the path.
The point of raising these caveats is not to discount the advice provided at the conference
but only to emphasize that events such as these have limits in terms of what they can
accomplish in the time they have. Within those limits it is clear that the participants did
indeed provide some very concrete action steps in some areas of concern for the HHR
plan and, in other areas they highlighted the need for much more deliberation and
dialogue before progress can be made. And in those latter areas it seemed apparent to the
facilitation team and the CPRN observers that there was a real willingness to carry on
those deliberations – despite the contentiousness of the issues involved – past the
conference itself.
Consolidation of the Directions Provided
9) Advancing Primary Health Care
a. That the provincial government (presumably led by Saskatchewan Health) and
the Regional Health Authorities revisit the current model of primary health
care in an effort to provide greater flexibility in terms of:
i. Accommodating the realities of how physicians practice and,
especially, how younger physicians want to practice into the future;
ii. Accommodating the different situations that exist in different Regional
Health Authorities across the province including the minimum
requirement for the number of doctors that would need to be part of
any primary health care team;
iii. Accommodating different forms of payment for primary health care
teams and the members of teams.
b. That the provincial government, the RHAs and local communities engage in a
more sustained dialogue aimed at developing a broader conception of primary
health care that would reflect the current capacity of those communities (e.g.
allowing the development of teams with the available human resources rather
than waiting until all the resources that might be desirable were in place)
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c. That the current primary health care sites collectively engage in a process to
evaluate their current operations in order to insure that the sites already up and
running are working effectively and to provide a basis on which to encourage
the development of more sites.
10) Professional Development / Lifelong Learning
a. Saskatchewan Health should continue to designate money within Regional
Health Authority budgets in a manner that does not allow them to shift
resources away from professional development/lifelong learning in order to
serve other budget priorities. This would insure that the rhetorical
commitment to creating a learning culture in healthcare workplaces is backed
up by adequate resources that RHAs can then allocate into specific initiatives
that meet their own needs.
b. RHAs should undertake a coordinated effort to have individual learning plans
from every employee. These plans would then be rolled up at the institutional
level (to provide a portrait of the learning needs for each institution) and at the
regional level (to allow the RHA to allocate funds for programs and
initiatives).
i. This could be enforced by making the process part of the performance
contract for managers so that the activity gets seen as a priority
c. There is a need for a comprehensive inventory both of existing learning
opportunities and initiatives available across the province (what skills exist
and what skills are needed) at the current time that could be used for a variety
of purposes:
i. Evaluation of those opportunities that are successful and can be
replicated elsewhere or expanded in scope
ii. Allow institutions and RHAs to share resources in creating
coordinated programs and opportunities for employees in a manner
that would avoid unnecessary duplication
d. Saskatchewan Health and RHAs should be required to report in a transparent
manner on progress with regard to advances in lifelong learning.
e. The advisability or feasibility of options such as designated days for
professional development within contracts or via other means should be
something taken up collectively by Saskatchewan Health, the Saskatchewan
Association of Health Organizations (SAHO), RHAs and the respective
unions representing healthcare workers.
11) Core Curriculum / Interprofessional Training
a. That the provincial government, in collaboration with the educational
institutions and professional associations, undertake to
i. elaborate both the current state of interprofessional training in the
province
ii. to set goals for future interprofessional training activities; and,
iii. develop a model or models for interprofessional training.
12) HHR Information Systems
a. The development of province-wide definitions and standards for the collection
of data to be included in the HRIS;
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b. Charging the Regional Health Authorities with the collection of the data itself
and the provincial government with the rolling up of that data into a single
province-wide data-base;
c. Development of means to capture those pieces of data not accessible by the
regions including that from private clinics, radiology clinics and pharmacies
using the capacity of professional associations where appropriate and assisting
those organizations to build capacity for such collection where it is currently
missing.
13) Scope of Practice
a. Saskatchewan Health (in consultation with the regulatory bodies, unions and
professional associations) working toward a comprehensive definition of
scopes of practice for health professions and working toward producing a
clear understanding of what overlap exists within the system and setting goals
for the appropriate amount of overlap (i.e. that which would eliminate
redundancy but preserve flexibility);
b. The identification of best practices with regard to those workplaces that have
made significant progress on this front;
c. Saskatchewan Health, the Regional Health Authorities and the regulatory
bodies need to explicitly articulate the roles and responsibilities for both the
regions and the employees with regard to the delegation of work and the
creation of job descriptions.
14) Clinical Placements
a. The creation of a ‘single point of entry’ for clinical placements in each
Regional Health Authority to enhance coordination. It was also noted that this
would serve as a recruitment tool for the RHA as well, giving them advance
knowledge about potential future hires. However, there was some reservation
about this expressed by those who would not want to completely give up the
direct contact between educational institutions and members of their
profession in the workplace.
b. There should be a single, province wide process for pre-placement issues such
as criminal background checks, immunization checks, etc.
c. Regional Health Authorities need to explore ways in which they could be
more supportive of both students and preceptors, including thinking about
ways in which high quality preceptors can be rewarded and recognized for the
contribution they make in taking on students;
d. The educational institutions across the province need to better coordinate their
practices around clinical placements so as to not overload particular sites and
to work to develop means to better facilitate placements in rural and more
remote parts of the province. This could involve the joint investment in
technology that would allow students to participate in classroom activities at a
distance.
15) The Equitable Distribution of Health Providers
a. A more coordinated or centralized body that would assist in recruitment to
rural, remote and northern communities through information sharing and
providing support but which would not limit the individual ability of Regional
Health Authorities to recruit independently;
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b. A more thoroughgoing analysis of the maldistribution of providers in the
province in order to determine what are the standards by which it could be
judged that the distribution is equitable in terms of the efficient and effective
use of resources in a manner that promotes reasonable access to care.
16) Aboriginal Health Providers
a. Partnership agreements with Regional Health Authorities to promote health
careers (very broadly defined) within Aboriginal communities and which
could provide mentoring opportunities, career counselling, job fairs and the
like to open a dialogue with communities about opportunities in the health
field;
b. Stakeholders need to formally recognize their role in creating a representative
workforce in the health sector and need to commit to participating in and
developing the action plan to attract greater Aboriginal participation;
c. There need to be formal codes of conduct in each health region that make
explicit the need for the respectful treatment of each other in workplace and
specifically address the accountability for ensuring standards of behaviour
d. Government departments, RHAs and stakeholders need to develop a
coordinated process of outreach to Aboriginal communities around insuring
that:
i. Communities have a full understanding of the range of opportunities
that exist within all aspects of the health care system;
ii. That the education system can prepare students for this range of
careers (before formal training in medicine, nursing, other provider
professions, social services or administration/management);
iii. That the training programs themselves can be adaptive to and
respectful Aboriginal approaches to learning and to health.
Getting to the HHR Plan
There are clearly two different kinds of directions provided to the government – each of
which is highly instructive about the current state of the debate over health care reform in
Saskatchewan as perceived by the stakeholders.
First, there are those directions that call either for more analysis and assessment of a
particular issue or, more boldly, for the government to step back from directions already
taken in order to rethink the direction chosen. In all cases these kinds of direction relate
to what are easily identifiable as the “messier” issues of health reform:
o Primary Health Care
o Scopes of Practice
o Interprofessional Education
o Distribution of Providers
Each in their own way these issues touch upon some of the most sensitive areas for the
stakeholders at the conference because they speak, ultimately, to the stakeholders being
asked in some way to redefine what they do and how they do it. In short, changes in
these areas will fundamentally change what it means to be a health care provider, how
that provider is trained and where that provider might work.
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Of those four issues, though, it is the areas of primary health care and scopes of practice
that appeared to be the most contentious for the conference participants. With the former,
there was some level of dissatisfaction with current primary health care team model being
used by the government and some desire to move to a more flexible model. At the same
time, it is not clear that all participants had the same notion of what it would mean to be
“flexible”. For some, as was noted in the final plenary, it meant moving forward with or
without the participation of physicians as members of the team (a notion which one
participant regarded as fanciful), while for others it meant greater flexibility in terms of
how many and how physicians would be part of the team. It should also be noted that
many of the more contentious issues around primary health care are themselves beyond
the scope of the HHR plan itself. Some of these issues need resolution in other forums
and through other means before the HHR elements of them can be incorporated into the
plan itself.
With regard to the issue of scopes of practice, it is clear that this is an area where there
the different groups represented at the conference still held some very different notions
about what ‘working to ones full scope of practice’ means in concrete terms within
specific workplaces. At the same time, there was also a level of urgency and a
willingness amongst the participants to grapple with the complexity and sensitivities that
the issue involves. And, it should be noted, that there is a practical link between how this
issue gets resolved and the desire for greater flexibility with regard to how the province
defines primary health care teams and what those teams are designed to accomplish. The
adoption of a potentially wider range of models for primary health care will mean that
those teams will have to – as a matter of course – negotiate how each member of the team
practices.
Thus, in incorporating these issues into the HHR plan the government will have to strike
some delicate balances. If it accepts the desire to explore different models of primary
health care it will also have to place limits on that ‘flexibility’ in order to not let the
pendulum swing too far in the other direction such that any configuration of health care
providers can call itself a primary health care team. At the very least the plan will need
to consider how to keep the dialogue that has been initiated going in a constructive
manner and in a way that does not leave the impression that ‘flexibility’ means some
watering-down of the commitment to primary health care but in fact is a step forward in
its development. But it should be remembered that there was a widespread consensus at
the conference that it was extremely important for all parties to be able to demonstrate
some real progress on establishing primary health care teams in order to reassure the
public that there is some substance behind the decade of rhetoric around this issue.
This takes us to that second category of directions provided as a result of the conference.
It was clear that there were some areas where the small groups and the conference as a
whole was prepared to provide some quite concrete steps to be followed as part of the
HHR plan:
o Clinical placements need coordinated leadership from Sask Health and the
educational institutions
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o Professional development needs secure resources and coordinated action
from RHAs in promoting learning plans and the roll-up
o HRIS needs resources and direction (plan) from Sask Health and the
commitment of the RHAs to collect data
o Increasing Aboriginal presence will require coordinated direction and
resources from Sask Health, but clear commitments to take action from
professional and regulatory bodies and RHAs
In these areas it was clear that the conference participants were much clearer on both
what needed to be done and how to proceed. This is not to say that there was unanimous
support for everything agreed to, but rather that the differences between participants were
of much less fundamental order than those surrounding the issues in the first category of
directions.
The goal of the conference was to engage stakeholders in a manner that would allow
them to get some sense of those issues that the stakeholders felt were the biggest
priorities for the HHR plan under development and to get some sense of the kinds of
directions that they would like to see taken in order to deal with those priority issues.
Despite all of the limitations noted above about who agreed to participate and the
constraints that a day and a half long event imposes, there was some progress made and,
it is hoped, some clearer sense given to the government on what to include in the first
iteration of the HHR plan. For its part, the government has to take this advice and
incorporate it in a manner that also takes into account its own thinking on these issues
and the overall strategic direction that it wants to pursue around health care reform. The
conference was designed as only one part of the ongoing consultation on the HHR Plan,
which itself is meant to be a fluid and evolving document that will change over time as
needs, priorities and resources shift within the province.
At the same time, engagement – whether with stakeholders or citizens – is never a oneoff kind of event. Rather it is a process that makes progress with each iteration and
element. In those areas where individual actors have given significant deliberation
themselves to those issues it proved possible for the conference to provide some
consensus advice to the government. But in those areas where there was still some
serious contention about the very meaning of the issue or the goals that could or should
be achieved the conference could only agree that there needed to be more in the way of
analysis and dialogue before progress could be agreed upon. This was to be expected
given the areas the participants themselves chose as the priorities for discussion and they
are to be commended for not shying away from some of the more contentious parts of the
debate even if it meant that the agreement came down to an agreement to keep talking.
What is evident from the conference is that there are some very fundamental issues and
some very fundamental policy choices that are going to confront not just the government,
but also the stakeholders and the other governors of the system not just with this first
iteration of the HHR plan but with the subsequent ones as well.
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Part V: Coda – The release of Saskatchewan’s HHR Plan
As noted at the outset of this report, four provinces released health human resource plans
by the deadline of December 31, 2005 with Saskatchewan’s plan the first to be made
public2. The most striking element of Saskatchewan’s plan is that, while it does not set
hard targets in terms of recruitment of new health professionals, it does contain a myriad
of proposed actions on the part of the government, regional health authorities,
professional associations and unions, and regulatory bodies over the coming months and
years. Indeed, there are eighty-six proposed actions concrete actions proposed within the
plan. The actions are organized around twelve key objectives which themselves are
categorized under five broad goal statements.
It is also evident, as was expected, that the plan goes well beyond the discussions
outlined above in the consultation conference. The constraints of the conference meant
that participants were asked to focus on those issues most important to them and those
most important to discuss in a multi-stakeholder environment. Saskatchewan Health had
a broader mandate in terms of laying the groundwork for a much more comprehensive
analysis of both the problems and the likely solutions or actions to be taken.
It is clear that some of the advice provided by the conference was directly adopted by the
government in terms of the proposed actions, while others were clearly not. Of the latter,
perhaps the most striking was the call for a review of the current primary care model that
would consider more “flexible” definitions of what would qualify as a primary health
care team in different situations across the province. The Saskatchewan plan calls for a
greater emphasis on training health care providers to work in interprofessional teams and
proposes to “clarify the human resource needs for the current primary health care model
and the pace for implementation” (p.41), but does not directly open up the model itself
for discussion. Admittedly, there was no clear consensus from the conference about what
a more “flexible” model could or should look like – for some it meant going forward with
creating teams that might not include physicians while for others it meant allowing teams
to be created that might have fewer physicians than the current model allows or a
different mix of providers given the availability of human resources in a particular area.
But the plan does not back away from confronting those very areas that the conference
participants themselves identified as the ones where there was less consensus on direction
but a strong consensus on the need for further analysis and dialogue, namely primary
health care, scopes of practice, interprofessional education and the distribution of
providers. The plan contains concrete actions on all of these issues, including the
proposal to create a provincial recruitment agency to deal with both hard-to-recruit
professions and to assist regions that have difficulty attracting health care professionals as
well as a proposal to launch pilot projects and examine best practices around clarifying
scopes of practice.

2

Saskatchewan Health. 2005. Working Together: Saskatchewan’s Health Workforce Action Plan. Regina:
Government of Saskatchewan [http://www.health.gov.sk.ca/hplan_health_workforce_action_plan.pdf]
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In those areas where the conference participants had agreement on both the solution and
the actions required (clinical placements, lifelong learning, human resource information
needs and increasing the number of Aboriginal providers) the plan gets quite concrete in
the proposed actions and many of the suggestions provided by the conference have been
adopted.
What the plan itself makes clear is that the document is a first iteration of where the
province wants to head and how it wants to get there. Not all actions proposed will get
launched in the next few months or even likely in the next year. The first step will be for
the province itself to examine which of the actions proposed are most important to begin
working on immediately in order to move the overall objectives of the plan forward in a
meaningful way. And while the initial reaction of most stakeholders was essentially
positive, the government will need to ‘check in’ with stakeholders on an ongoing basis in
order to insure that they remain supportive of the directions being taken.
As this report has already noted, there are some very important areas where the
stakeholders are still quite far apart (or at least still talking past each other) in terms of
both desired changes and expected outcomes. The challenge for the government, as it
moves implementing what it has already proposed and looking forward to the next
iteration of the HHR plan, is to find creative ways of keeping the dialogue between the
stakeholders and the government (and, just as important, the dialogue amongst the
stakeholders) going in a sustained manner. Those dialogues are the means to find the
common ground on which future action plans can be built.
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Appendix I: Vision, Goals and Guiding Principles – Before and After
In response to the initial consultations and feedback, Saskatchewan Health has made
some revisions to the vision, guiding principles and goals. The table below shows the
initial version sent out with the Environmental Scan and a second version.
Consultation Document (Version #1)
Saskatchewan’s Health Human Resource
Plan:
Vision, Guiding Principles and Goals

Revised (Version #2)
Saskatchewan’s Health Human
Resource Plan:
Vision, Guiding Principles and Goals

Vision

Vision

Saskatchewan’s health workforce contributes to
building healthy communities and a healthy
province.

An integrated workforce, well educated and
trained to provide a high quality continuum of
care that builds a province of healthy people
and healthy communities.
Health Human Resource Plan Guiding
Principles
Coordinated and integrated health human
resource planning will:

Health Human Resource Plan Guiding
Principles
Effective, coordinated and collaborative health
human resource planning will:
• focus on the health needs of Saskatchewan
residents;
• respect and value the health care
workforce in Saskatchewan;
• support current and future service and
program needs and delivery models;
• use an integrated approach that focuses on
a common vision;
• build strong and transparent accountability
structures;
• be evidence-based and outcomes oriented;
and
• include an analysis of the cost and service
implications of any proposed actions.

•
•
•
•
•

•
•
•

Goals:
1. Saskatchewan’s health workforce
contributes to an innovative, flexible and
affordable health system.
2. The health workforce has appropriate skills
that are fully utilized to provide safe, highquality care in an environment of changing

Focus on the health needs of
Saskatchewan residents;
Build a representative workforce;
Respect and value the health care
workforce in Saskatchewan;
Be responsive to service needs, delivery
models and health-related strategies;
Use an integrated approach that engages
all health sector partners in the planning
process;
Build strong and transparent
accountability structures;
Be evidence-based and outcomes
oriented; and,
Include an analysis of the cost and service
implications of any proposed actions.

Goals
1. The health workforce contributes to an
innovative, flexible and affordable health
system.
2. Build opportunities for full participation
by Aboriginal peoples in all health-sector
occupations.
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health needs.
3. Saskatchewan’s health care system has the
right number and mix of health care
practitioners.
4. The health workforce is working throughout
Saskatchewan in interdisciplinary teams to
provide quality services to those who need
them.
5. The Saskatchewan health system has safe,
supportive, and quality workplaces that help
to recruit and retain health providers.

3. Align education and training supply with
projected workforce requirements and
health service needs.
4. The health care system has a sufficient
number and effective mix of health care
professionals that are fully utilized to
provide safe high-quality care.
5. The health workforce is working in
interdisciplinary teams to provide quality
services to those who need them.
6. The health system has safe, supportive,
and quality workplaces that help to recruit
and retain health professionals.

6. The Saskatchewan health system has the
information it requires to do long-term,
evidence-based health human resource
planning.
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Appendix II

Health Human Resource Consultation Conference
October 12 and 13, 2005
Prioritizing Tool

The facilitators developed this tool to help focus the participant
discussion on October 13. Although all the solutions offered
through the consultation are important, participants can only
discuss a handful of them in a meaningful way in a single day. This
tool will help select the ones participants believe are a higher
priority for deeper discussion and planning. All the items in the
tool are from the Solutions sections of the Consultation Summary
document distributed to participants before the meeting, with a
minimum of clustering and rearranging.
Using the participant results from this tool, the facilitators will
select 8 to 10 topics for discussion tomorrow.

INSTRUCTIONS FOR COMPLETION
You must evaluate each solution in two ways: (1) your level of
support for the solution and (2) how important you believe it is
for discussion tomorrow. To save you time in completing the
questionnaire, we have created “default” positions for each
dimension, represented by the shaded area.
1.

What is your level of support for the
solution as part of the health human
resources plan?

Do you feel the solution should be a priority for the plan? Or
do you disagree with it?
ONLY CHECK THOSE SOLUTIONS YOU FEEL ARE A
PRIORITY FOR THE PLAN OR WITH WHICH YOU
DISAGREE.
This information will be provided to Saskatchewan Health for
future use, whether or not the solution is discussed tomorrow.
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2.

Do you believe this solution should be
discussed tomorrow?
ONLY CHECK THOSE SOLUTIONS YOU FEEL ARE A
PRIORITY FOR DISCUSSION TOMORROW–
ESPECIALLY A HIGH PRIORITY.

CHOOSE NO MORE THAN 3 HIGH-PRIORITY ITEMS
PER THEME.
RETURN YOUR QUESTIONNAIRE BY 6:30 PM SO THAT
YOUR VIEWS ARE INCLUDED IN THE PRIORITY
SETTING.
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A. TOWARD HIGHER QUALITY OF CARE

Should include in
HHR Plan?
Disagree

Ok
with it

A
priority

Priority for
tomorrow?
Med
Low

1. Ensure an equitable distribution of providers in the province;
create a centralized recruitment agency to assist in recruiting all
types of health professionals to rural, remote, northern and hard to
recruit to communities; use summer internships more creatively;
experiment using bursaries and practicums; implement shared
practice agreements between RHAs; that enable creative practices
2. Make health services more mobile.
3. Reintroduce nurse managers within nursing teams.
4. Design staff skill-mix guidelines for optimal client/patient care.
5. Improve alignment in training and staffing to effectively address
mental health service needs throughout the province.
6. Incorporate Aboriginal ideas of wellness and health.
7. Increase the presence of Aboriginal health practitioners.
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B. TOWARD A QUALITY WORKFORCE ENVIRONMENT

Should include in
HHR Plan?
Disagree

Ok
with it

A
priority

Priority for
tomorrow?
Med
Low

1. Improve communications (e.g. give staff and the public a more
complete picture of health and the reasons for decisions).
2. Introduce “job carving” or the development of a job based upon the
skills and abilities of the person.
3. Increase back to work programs (e.g. integrated earnings).
4. Create a workplace culture that supports lifelong learning by
providing employees with a range of learning and professional
development opportunities; consider having Professional
Development Days similar to the school system; increase telehealth
and satellite training to link health professionals in rural and remote
areas to training opportunities.
5. Increase support to accommodate quality workplace programs.
6. Increase mechanisms for staff input and staff recognition reenergize
older staff by valuing their knowledge and experience.
7. Have greater flexibility in scheduling, work hours and
arrangements; have more part-time positions; use more casual or
“float” staff.
8. Rely less on casual labour and provide more full-time positions for
nurses.
9. Reduce workloads for experienced health professionals; i.e. go to
80% on the floor and 20% focused on learning and professional
development opportunities.
10. Have better career opportunities at work, career pathing and
laddering opportunities; improve succession planning and training
for managers.
11. Improve occupational health and safety; e.g. ensure buildings have
adequate lighting and air conditioning, and equipment is up to code.
12. Ensure that workplaces are respectful of the needs and expectations
of Aboriginal workers and are representative of the Aboriginal
population; continue to use Representative Workforce
Coordinators; introduce Aboriginal cultural awareness education for
managers and employees.
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C. TOWARD OPTIMAL EDUCATION AND TRAINING

Should include in
HHR Plan?
Disagree

Ok
with it

A
priority

Priority for
tomorrow?
Low

1. Institutionalize common core curriculum; have the U of S, U of R and
SIAST offer core courses and courses in common, for all health programs
and make interdisciplinary teamwork a part of theory and practicums and
strive to reduce duplication of courses; have a generic health sciences
program for the first 1-2 years that allows students to select a college in the
2nd or 3rd year or a common set of classes.
2. Ensure the two universities, SIAST, SIIT and GDI develop mechanisms to
consult the public, employers and professional associations to ensure that
health education programs reflect Saskatchewan's environment.
3. Have current health education programs revise admission criteria to look at
transfer of credit from a broader range of courses in other programs and
allocate credit for prior learning and previous relevant experience.
4. Have the Department of Post-Secondary Education and Skills Training take
the lead in ensuring that health educators review continuing education
programs with a view to reducing duplication, increasing coordination, and
ensuring affordability.
5. Standardize requirements for core competencies; have Saskatchewan Health
work with Learning to review entry-level competencies of the professions
to ensure that all professions are practicing at the appropriate level.
6. Standardize credential assessment and establish bridging programs.
7. Improve processes for clinical placements/practicuums; develop co-op
learning programs; ensure clinical placements/practicums in a team
environment; create student-friendly learning environments within the
workplace; improve access to local educational opportunities; integrate
culturally appropriate curriculum and training opportunities increase
resources.
8. Increase number preceptors; ensure they are provided to support applied
practical experience and that practice opportunities be available, throughout
Saskatchewan including rural and northern locations.
9. Support joint appointments and partnerships between academia, service
providers and government.
10. Provide financial support from Saskatchewan Health for continuing
education and professional development associated with universities.
11. Increase funded education/training positions for professionals.
12. Regulate tuition increases and increase student financial assistance
support; subsidize tuition.
13. Work within the K-12 system to ensure entry-level students have the
necessary requisites; e.g. ensure all school divisions offer a choice of
science courses at the secondary level; Create more awareness of careers
in the health sector and the academic requirements for these careers; and
encourage more secondary students to enrol in science courses.
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D. TOWARD EVIDENCE-BASED PLANNING

Should include in
HHR Plan?
Disagree

Ok
with it

A
priority

Priority for
tomorrow?
Med
Low

1. Use clinically specific leads for specific issues (e.g. infection
control).
2. Develop mechanisms for looking at the successes and best
practices within the province.
3. Adhere to National Entry-to-Practice process to ensure
increasing credentials is based on sound evidence.
4. Develop forecasting and modeling tools to assist with health
human resource planning.
5. Expand nursing informatics beyond acute care to long-term and
community care.
6. Develop a data dictionary for indicators.
7. Implement a provincial human resource information system in
which there is an agreement on reporting needs, common data
needs, and common definitions.
8. Initiate a number of pilots to test skill-mix and client outcomes
based on available data and/or best practices.
9. Utilize current models of cost/benefits (e.g. Birch’s Economics
of Cost/Benefit).
10. Maximize e-solutions (e.g. an internet Personnel Front End
system which tracks positions and people in the workplace).
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E. TOWARD MORE EFFECTIVE ROLES,
RESPONSIBILITIES AND RELATIONSHIPS

Should include in
HHR Plan?
Disagree

Ok
with it

A
priority

Priority for
tomorrow?
Med
Low

1. Ensure that providers work to their full scope of practice; provide
greater clarity around the scopes of practice; the roles and
responsibilities of each provider group needs to be clearly
defined, consistent, well understood, accepted and acted upon
within the workplace; do more research into the linkages between
scope of practice and health outcomes; develop continuing
education for health professionals regarding training and scope of
practice for other health professionals.
2. Advance the primary health care model; in creating primary
health care teams, be creative with the human resources that
Saskatchewan has; relate the number of providers to what their
role is in the health system.
3. Create an interdisciplinary Health Human Resource Body
(including: government, public, learning institutions, employers,
etc…) to analyze HHR needs over the long term.
4. Introduce one piece of nursing legislation; establish a College of
Nursing that mirrors the College of Physicians and Surgeons;
develop the position of Vice-President of Nursing, which
parallels the Medical Vice-President.
5. Negotiate with physicians in the same manner as the system
negotiates with other health care providers
6. Introduce umbrella legislation for all health professions.
7. Identify and address inconsistencies in legislation.
8. Review the role of regulatory bodies – roles & responsibilities.
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Appendix III: Results of the Priorization Exercise
Disagree
Theme

E

E

A

C

C

A

SOLUTION
1. Ensure that providers work to their full scope of practice; provide greater
clarity around the scopes of practice; the roles and responsibilities of each
provider group needs to be clearly defined, consistent, well understood,
accepted and acted upon within the workplace; do more research into the
linkages between scope of practice and health outcomes; develop
continuing education for health professionals regarding training and scope
of practice for other health professionals.
2. Advance the primary health care model; in creating primary health care

Ok
with it

Priority
for Plan

Low

Med

High

48

1

49

1

46

4

39

4

28

5

38

2

45

2

35

0

41

5

32

1

38

6

27

teams, be creative with the human resources that Saskatchewan has; relate
the number of providers to what their role is in the health system.
1.Ensure an equitable distribution of providers in the province; create a
centralized recruitment agency to assist in recruiting all types of health
professionals to rural, remote, northern and hard to recruit to communities;
use summer internships more creatively; experiment using bursaries and
practicums; implement shared practice agreements between RHAs; that
enable creative practices.
1. Institutionalize common core curriculum; have the U of S, U of R and
SIAST offer core courses and courses in common, for all health programs
and make interdisciplinary teamwork a part of theory and practicums and
strive to reduce duplication of courses; have a generic health sciences
program for the first 1-2 years that allows students to select a college in the
2nd or 3rd year or a common set of classes.
7. Improve processes for clinical placements/practicuums; develop co-op
learning programs; ensure clinical placements/practicums in a team
environment; create student-friendly learning environments within the
workplace; improve access to local educational opportunities; integrate
culturally appropriate curriculum and training opportunities increase
resources.
7. Increase the presence of Aboriginal health practitioners.
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Disagree

SOLUTION

B

D

B

4. Create a workplace culture that supports lifelong learning by providing
employees with a range of learning and professional development
opportunities; consider having Professional Development Days similar to
the school system; increase telehealth and satellite training to link health
professionals in rural and remote areas to training opportunities.
7. Implement a provincial human resource information system in which

Ok
with it

Priority
for Plan

Low

Med

High

36

8

27

38

5

27

2

37

4

26

7

32
37

4
5

25
25

36

2

24

4

26

4

19

1

34

7

19

43

10

18

29

6

17

there is an agreement on reporting needs, common data needs, and common
definitions.
12. Ensure that workplaces are respectful of the needs and expectations
of Aboriginal workers and are representative of the Aboriginal population;
continue to use Representative Workforce Coordinators; introduce
Aboriginal cultural awareness education for managers and employees.
4. Design staff skill-mix guidelines for optimal client/patient care.
2. Develop mechanisms for looking at the successes and best practices
within the province.
4. Develop forecasting and modeling tools to assist with health human
resource planning.
8. Initiate a number of pilots to test skill-mix and client outcomes based
on available data and/or best practices.

Create an interdisciplinary Health Human Resource Body (including:
government, public, learning institutions, employers, etc…) to analyze
HHR needs over the long term.

3.

13. Work within the K-12 system to ensure entry-level students have the
necessary requisites; e.g. ensure all school divisions offer a choice of
science courses at the secondary level; create more awareness of careers
in the health sector and the academic requirements for these careers; and
encourage more secondary students to enrol in science courses.
5. Improve alignment in training and staffing to effectively address

0

mental health service needs throughout the province.

1
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Disagree

SOLUTION
10. Have better career opportunities at work, career pathing and laddering
opportunities; improve succession planning and training for managers.

Ok
with it

Priority
for Plan

Low

Med

High

27

5

17

1. Improve communications (e.g. give staff and the public a more
complete picture of health and the reasons for decisions).

2

29

4

16

9. Reduce workloads for experienced health professionals; i.e. go to 80%
on the floor and 20% focused on learning and professional development
opportunities.
3. Adhere to National Entry-to-Practice process to ensure increasing
credentials is based on sound evidence.

9

14

3

15

1

27

3

14

2.

Have more mobile health services.
5. Increase support to accommodate quality workplace programs.
8. Increase the number of preceptors; ensure they are provided to support
applied practical experience and that practice opportunities be available,
throughout Saskatchewan including rural and northern locations.

4
2
1

20
26
22

7
8
4

13
13
11

10. Maximize e-solutions (e.g. an internet Personnel Front End system

1

18

3

11

10

11

4

11

11

16

2

10

9

16

6

10

1

20
22

4
5

10
9

which tracks positions and people in the workplace).
4. Introduce one piece of nursing legislation; establish a College of
Nursing that mirrors the College of Physicians and Surgeons; develop the
position of Vice-President of Nursing, which parallels the Medical VicePresident.
7. Have greater flexibility in scheduling, work hours and arrangements;
have more part-time positions; use more casual or “float” staff.
8. Rely less on casual labour and provide more full-time positions for
nurses.
8. Review the role of regulatory bodies – roles & responsibilities.
11. Improve occupational health and safety; e.g. ensure buildings have
adequate lighting and air conditioning, and equipment is up to code.
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Disagree

SOLUTION

Ok
with it

Priority
for Plan

Low

Med

High

2. Ensure the two universities, SIAST, SIIT and GDI develop mechanisms
to consult the public, employers and professional associations to ensure that
health education programs reflect Saskatchewan's environment.

1

22

5

9

6.

Increase mechanisms for staff input and staff recognition; reenergize
older staff by valuing their knowledge and experience.

1

18

5

8

3. Have current health education programs revise admission criteria to look
at transfer of credit from a broader range of courses in other programs and
allocate credit for prior learning and previous relevant experience.

1

25

7

8

6.

Incorporate Aboriginal ideas of wellness and health.
6. Standardize credential assessment and establish bridging programs.
9. Support joint appointments and partnerships between academia, service
providers and government.

2
1
1

22
20
21
17

3
7
4
5

8
7
7
7

5. Expand nursing informatics beyond acute care to long-term and
community care.
7. Identify and address inconsistencies in legislation.
3. Reintroduce nurse managers within nursing teams.
5. Standardize requirements for core competencies; have Saskatchewan
Health work with Learning to review entry-level competencies of the
professions to ensure that all professions are practicing at the appropriate
level.
9. Utilize current models of cost/benefits (e.g. Birch’s Economics of
Cost/Benefit).
5. Negotiate with physicians in the same manner as the system negotiates
with other health care providers.

3

15

3

7

1
7
4

16
12
21

5
6
5

6
5
5

2

7

1

5

3

13

4

5

11. Increase funded education/training positions for professionals.
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Disagree

SOLUTION

Ok
with it

Priority
for Plan

Low

Med

High

2. Introduce “job carving” or the development of a job based upon the
skills and abilities of the person.

13

8

5

4

Introduce umbrella legislation for all health professions.
4. Have the Department of Post-Secondary Education and Skills Training
take the lead in ensuring that health educators review continuing education
programs with a view to reducing duplication, increasing coordination, and
ensuring affordability.
10. Provide financial support from Saskatchewan Health for continuing
education and professional development associated with universities.

10
6

10
15

5
3

4
3

3

14

2

3

15

2

3

12
3
6
1

6
1
1

2
2
2
1

6.

12. Regulate tuition increases and increase student financial assistance

support; subsidize tuition.
3. Increase back to work programs (e.g. integrated earnings).

4

Unpaid caregivers
1.

Use clinically specific leads for specific issues (e.g. infection control).

Ensure respectful workplaces

4

4
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