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Executive Summary 
In August 2002, the Canadian Nursing Advisory Committee (CNAC) released its Fi-
nal Report entitled Our Health, Our Future: Creating Quality Workplaces for Canadian 
Nurses. The report contained 51 recommendations1 giving priority to improving the 
quality of work life for nurses and providing a framework for action by identifying 
implementation roles for governments, employers, unions, professional associations, 
regulatory bodies, educators and the research community. 

The Office of Nursing Policy at Health Canada was interested in learning what ac-
tions have been taken across the country to implement the CNAC recommendations. 
It engaged the Canadian Policy Research Networks (CPRN) in late 2003 to undertake 
this study. 

The purpose of the study was to review the activities of nursing stakeholder organiza-
tions and describe trends in how implementation has progressed. Based on this review, 
barriers to implementation and supports required to complete it were to be identified. 

Data for this project were collected in four phases: 
1. A scan of websites was conducted to identify relevant reports related to the imple-

mentation of the CNAC recommendations. 
2. A letter was sent to 94 stakeholder organizations requesting information about 

what their organizations or jurisdictions have done to implement the CNAC rec-
ommendations. Overall, 47 of 94 organizations (50%) responded to the informa-
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tion request. 
3. Interviews were conducted with 14 key informants to probe overall barriers to 

implementation and supports that would facilitate it. 
4. Our initial findings were presented at a Roundtable with 14 representatives from 

nursing stakeholders in Ottawa. Roundtable participants provided their views on 
our initial findings and feedback on the identified barriers and supports. 

The findings were compiled according to the categories used to group the recommen-
dations in the CNAC Final Report, which was widely viewed as a helpful document in 
distilling the complex issue of nursing shortages into a menu of practical ways to ad-
dress the shortage. 

For a few recommendations, such as increasing the number of education seats for reg-
istered nurses, licensed/registered practical nurses and registered psychiatric nurses, 
implementation has been widespread. But on most issues, progress appears to have 
been made in pockets. For example, individual employers across the country are imple-
menting workload measurement systems, increasing the number of full-time positions, 
examining absenteeism, hiring nurse mentors and piloting flexible scheduling systems. 
But it is difficult to determine the impact of this implementation nationwide. Many 
respondents observed that these changes are likely to be concentrated in acute care 
facilities, as opposed to community, long-term care or other settings. 

Despite the complexity of the policy issues addressed by CNAC, some common barriers 
to implementation emerge, namely: 
• Accountability: While many of the recommendations identify specific organiza-

tions to carry out implementation, the ultimate responsibility for implementation 
remains unclear to nursing stakeholders. 

• Resources: Employers require stable funding to plan for workplace improvements 
and create stable jobs. 

• Collective bargaining: A number of the workplace issues addressed by the CNAC 
recommendations are introduced at bargaining for collective agreements, rais-
ing questions about how work life issues are weighed against salary issues in this 
context. 

A number of policy-level supports have facilitated and would continue to facilitate the 
implementation of the CNAC recommendations, including
• provincial/territorial Nursing Advisory Committees and leadership positions for 

nursing;
• targeted funding for investments in nursing work life; 
• monitoring mechanisms, such as surveys and accreditation, that identify prob-

lems, clarify underlying human resource issues and highlight where implementa-
tion has and has not led to improvements at the bedside;

• evidence to support decision-making, including university-based research, 
employer-level administrative data, pilot project evaluations and repositories of 
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initiatives that have been implemented across Canada; and 
• the integration of nursing work life issues with wider health system reform or 

population health issues. 

On the whole, there are signs that quality of nursing work life is improving, but changes 
are not widespread. Systemwide change requires addressing the barriers and supports 
identified in this study. Further analysis of the CNAC recommendations is needed to 
clarify responsibilities and implementation mechanisms. 

Introduction 
Within the continuing discussions about healthcare in Canada, few issues receive as 
much attention as the shortage of nurses. We hear stories of dedicated nurses leaving 
the profession because they can no longer cope with heavy workloads and unsafe con-
ditions, and of new nursing graduates who move to the United States to accept better 
jobs than they could find at home. Without major change, these shortages will grow 
along with our demands for health services. 

Against this background, in 1999 the Conference of Deputy Ministers directed its then 
Advisory Committee on Health Human Resources (ACHHR) to develop a nursing 
strategy for Canada. The ACHHR undertook background work and consultation and 
released The Nursing Strategy for Canada (ACHHR 2000).

About the Canadian Nursing Advisory Committee
The first of 11 strategies proposed in The Nursing Strategy for Canada was the estab-
lishment of a Canadian Nursing Advisory Committee (CNAC). The CNAC was created 
in March 2001 to “provide informed advice to the Conference of Deputy Ministers of 
Health … related to and in support of implementation of the strategies outlined in The 
Nursing Strategy for Canada.” An excerpt from the CNAC’s Terms of Reference (CNAC 
2002) is included as Appendix A of this report.

In August 2002, the CNAC released its Final Report, Our Health, Our Future: Creating 
Quality Workplaces for Canadian Nurses, which contained 51 recommendations. As 
per its Terms of Reference, CNAC’s work and final recommendations gave priority to 
improving the quality of work life for nurses. It also provided a framework for action 
by identifying specific stakeholders to carry out implementation and, for about half the 
recommendations, a specific timeframe in which to do so. The CNAC recommenda-
tions were based on a review of the large body of evidence about nursing work life as 
well as six commissioned projects.

In September 2003, national nursing organizations sent a letter to the federal Minister 
of Health citing a lack of action taken on the CNAC recommendations. In their view, 
many activities were underway, but nurses were not reporting significant improvements 
in their workplaces. 
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Purpose and Methodology 

Purpose of study 
The Office of Nursing Policy at Health Canada was interested in learning what actions 
have been taken across the country to implement the CNAC recommendations.It en-
gaged the Canadian Policy Research Networks (CPRN) in late 2003 to undertake this 
study. 

The study was to review the activities of nursing stakeholder organizations and de-
scribe trends in implementation. Based on this review, barriers to implementation and 
supports required to complete it were to be identified. The 51 CNAC recommendations 
cover a wide range of complex issues in nursing work life and human resources, many 
of which involve implementation at the level of individual workplaces. The purpose of 
this study was not to produce an inventory of implementation initiatives, but rather to 
identify policy-level factors that are hindering or facilitating implementation. 

As in the CNAC Final Report, the terms “nurse” or “nursing” used in this report refer 
collectively to the three regulated nursing professions, namely registered nurses (RNs), 
licensed/registered practical nurses (LPNs) and registered psychiatric nurses (RPNs). 

Methodology 
Data for this project were collected in four phases. First, a scan of websites was con-
ducted to identify relevant reports related to the implementation of the CNAC recom-
mendations and to identify appropriate contact persons in stakeholder organizations. 
This initial scan of government websites yielded a number of provincial/territorial 
nursing strategies and, in some cases, progress reports on the implementation of these. 
A number of other national and provincial/territorial stakeholder websites had links to 
reports, policy statements or guidelines on issues covered by the CNAC recommenda-
tions. 

Second, a letter was sent in late January 2004 to 94 stakeholder organizations requesting 
information about what their organizations or jurisdictions have done to implement 
the CNAC recommendations. For ease of response, it was suggested that replies be sent 
by email and consist of attachments or web links to relevant documents. A followup email 
was sent in mid-to-late February to those stakeholders who had not yet responded. 

Third, 22 respondents were invited to be interviewed to probe further the barriers to 
implementation and the supports that would facilitate it. Of these, 14 key informants 
agreed to be interviewed. A breakdown of key informants by type of organization and 
by jurisdiction is found in Appendix B. 

Fourth, our initial findings were presented at a Roundtable with 14 representatives from 
nursing stakeholders in Ottawa in late March 2004.  A breakdown of the Roundtable 
participants by type of organization and by jurisdiction appears in Appendix C. The 
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Roundtable participants provided their views on our initial findings and feedback on 
the identified barriers and supports. 

Results 

Response to information request 
Overall, 47 of 94 organizations (50%) responded to the information request. Table 1 
presents the response rates by type of organization. Since it was not practical to con-
tact individual employers of RNs, LPNs and RPNs across acute, long-term, community 
and primary care sectors, letters were sent to the provincial/territorial associations of 
healthcare employers (i.e., the 13 members of the Canadian Healthcare Association). 
Typically, these are the organizations that represent the employers, including during 
collective bargaining. 

Table 1. Response to information request 

Organization Type No. Letters Sent No. Responses Received Response Rate

Employer Organizations 14 5 36%

Federal Government 2 2 100%

Provincial/Territorial Governments 13 9 69%

Unions 11 10 91%

Professional Associations/Regulators 26 11 42%

Educators 5 0 0%

Research Community 9 4 44%

National Organizations 14 6 43%

TOTAL 47 94 50%

In Table 1, the professional associations and regulatory colleges are grouped in a sin-
gle category to reflect the fact that, in some jurisdictions, the advocacy and regulatory 
functions are housed within one organization while in others there is a separate body 
for each function. For the purposes of the information request, five educators were 
selected to represent different configurations (e.g., community college; university with 
and without a medical school) and different jurisdictions. The research community 
includes two major funding agencies (the Canadian Health Services Research Federa-
tion and Canadian Institutes of Health Research) and selected nursing human resource 
researchers. National organizations include various nursing-related advocacy groups, 
the Nursing Sector Study and general healthcare and other organizations that were spe-
cifically mentioned in the CNAC recommendations (including the Federal/Provincial/
Territorial Advisory Committee on Health Delivery and Human Resources, Canadian 
Institute for Health Information, Canadian Healthcare Association, Canadian Council 
on Health Services Accreditation and Canadian Association of Chiefs of Police). 
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Findings 
Study findings are summarized below according to the categories used to group the 
recommendations in the CNAC Final Report. References to the specific CNAC recom-
mendations are provided in parentheses. 

Because of the number and breadth of work life issues covered by the 51 recommenda-
tions, most of the findings presented here are at the level of jurisdictions. Throughout, 
specific jurisdictions are mentioned as examples of activity that has taken place. These 
are not intended to be exhaustive lists. Individual employers were not surveyed as part 
of this study, and only five of the 14 employer organizations responded to our informa-
tion request. Therefore, evidence at the employer level is anecdotal. 

In the sections that follow, the term “respondents” refers to those who have participated 
in any phase of the data collection by providing information, acting as key informants 
or attending the Roundtable. The term “key informants” refers specifically to partici-
pants in the interviews. 

General findings
The CNAC Report was widely viewed as a helpful and important document. Its 51 rec-
ommendations were seen as potential, practical ways to address the nursing shortage, 
though most respondents felt strongly that 51 were far too many to tackle at once. In 
many jurisdictions, prioritization exercises were undertaken to select a focus of three 
to five CNAC recommendations. While a few respondents expressed concern that gov-
ernments would be less inclined to act on a report that contains a long list of recom-
mendations, in the majority of jurisdictions, the Nursing Advisory Committee (NAC) 
or equivalent provided a mechanism by which the 51 recommendations could be nar-
rowed down to a more manageable number. This “shortlist” of recommendations then 
formed the basis of the NAC’s advice to government. 

Since the publication of the CNAC Final Report, at least some implementation has oc-
curred in every jurisdiction across Canada, and Nursing Advisory Committees continue 
to discuss ways to progress. For a few recommendations, such as increasing the number 
of education seats for RNs, LPNs and RPNs, implementation has been widespread. But 
on most issues, progress appears to have been made in pockets. For example, individual 
employers across the country are implementing workload measurement systems, in-
creasing the number of full-time positions, examining absenteeism, hiring nurse men-
tors and piloting flexible scheduling systems. Yet, it is difficult to know the impact of 
implementation nationwide. Many respondents observed that these changes are likely 
to be concentrated in acute care facilities as opposed to community, long-term care or 
other settings. 

For about half its recommendations, the CNAC suggested specific timelines (generally 
in the 12- to 18-month range) for implementation. These suggested timelines do not 
appear to have influenced priority-setting or implementation. 
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Specific findings by category

Workload 
Workload measurement systems (WMS) are in place at workplaces across the country, 
at least in the acute care sector (1). Often these systems have been introduced as pilot 
projects. Specific systems mentioned include GRASP (in Yukon) and e-staffing (by the 
First Nations and Inuit Health Branch [FNIHB]). There are some requirements for 
employers to report their data to provincial/territorial health ministries, and in some 
cases the data are linked to government–employer accountability agreements. In gen-
eral, WMS data are not linked to funding. Some respondents expressed concern that 
the WMS do not adequately capture the complexity of tasks carried out by RNs, LPNs 
and RPNs, and that where the data point to high workloads, reducing them remains 
difficult. 

Very few respondents indicated that they were using specific nurse-to-patient ratios or 
ranges of ratios to guide staffing decisions (3). The general perception is that we do not 
yet know what are “sufficient” ratios for particular models of care, in particular settings, 
with particular patient populations. 

There was little evidence of government-sponsored jurisdiction-wide surveys of equip-
ment status versus needs (4). An exception is the FNIHB’s review of emergency equip-
ment in facilities. Some respondents reported recent investments in equipment at the 
provincial/territorial level (e.g., Nova Scotia spent $2 million in 2001/02 and $1 million 
in 2003/04 from the federal Medical Equipment Fund). Other respondents reported 
specific employer-level investments (e.g., the installation of piped-in oxygen and suc-
tion equipment in an acute care facility in Winnipeg). 

In at least five jurisdictions (British Columbia, Saskatchewan, Manitoba, Ontario, New 
Brunswick), nursing unions reported preparing to introduce workload issues in bargain-
ing and, for this reason, could not provide detailed responses about workload initiatives. 

Maximize hours of work of current nurses 
There was a wide variety of responses to the recommendation to increase the propor-
tion of nurses working full-time to 70% (5). In some areas, such as Newfoundland and 
Labrador and at individual employers in other jurisdictions, 70% has been attained 
(though there is some uncertainty as to whether the recommendation refers to hours 
or head-counts). In other areas, the feeling is that while 70% has not been attained, the 
current level of full-time employment may be appropriate given the preferences of the 
workforce. However, for some jurisdictions, such as Ontario, increasing to 70% full-
time remains a priority. As far as implementation, multisectoral committees have been 
struck (e.g., in Ontario and Manitoba) to examine the full-time issue. Three jurisdic-
tions (Manitoba, Prince Edward Island and Yukon) reported that employers are trying 
to increase full-time employment through attrition. 
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While many respondents expressed concern about absenteeism, activities to address the 
problem (6) are not widespread. Reviews or programs on absenteeism are being funded 
under provincial nursing strategies in Manitoba and Prince Edward Island. 

Most provinces and territories reported that some employers are implementing new 
staffing programs (7, 8, 9). Float pools were frequently mentioned (e.g., in Saskatche-
wan and large acute facilities in Manitoba and Nova Scotia). Other strategies mentioned  
include the Baylor model and self-scheduling (e.g., in British Columbia). 

As with the workload recommendations, the unions in at least five jurisdictions (British 
Columbia, Alberta, Saskatchewan, Ontario, New Brunswick) reported that they were 
planning to introduce hours of work issues at bargaining. 

Retain older workers 
Overall, on the subject of retaining older workers, improved hours of work was  
mentioned more frequently than workplace supports. A few respondents perceived a 
tradeoff between supporting older workers and supporting new graduates. 

The most notable accomplishment in this area is New Brunswick’s Phased-In Retire-
ment Program (10). The first of its kind in Canada, the program was made effective 
on January 1, 2004, three years after a commitment was obtained from government. 
Eligible workers in New Brunswick can reduce their hours and use their pension to 
supplement their income as an alternative to leaving the workforce altogether. There is 
interest in similar programs in other jurisdictions, but many respondents mentioned 
legislative barriers to implementation. A government–union committee in Newfound-
land and Labrador has produced an options paper. Again, there are plans to introduce 
the issue in collective bargaining in at least three provinces (British Columbia, Sas-
katchewan, Manitoba). 

On the subject of workplace supports for older workers, respondents mentioned re-
turn-to-work programs in which RNs, LPNs and RPNs can be assisted to use their 
expertise in other areas of the healthcare system (British Columbia) and mentoring 
programs (Saskatchewan, New Brunswick) (11). 

Innovative, responsive scheduling 
Self-scheduling, flexible scheduling, job sharing and other arrangements are available in 
some collective agreements (e.g., Newfoundland and Labrador) and are in place in some 
workplaces (e.g., Saskatchewan, Ontario, Yukon) (12). British Columbia reported the pub-
lication of a “how-to” guide on implementing the shift patterns available under the collec-
tive agreement. Three jurisdictions (Alberta, Nova Scotia, Newfoundland and Labrador) 
specifically pointed to Emergency Departments as a source of scheduling challenges. 

Mandatory overtime remains in place in all jurisdictions except Prince Edward Island 
(13). 
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To accelerate the filing of vacant positions, provincewide posting of vacancies was re-
ported in Prince Edward Island, and difficult-to-fill vacancies are defined and centrally 
posted in British Columbia (14). 

In at least four jurisdictions (British Columbia, Manitoba, New Brunswick, FNIHB), 
scheduling and overtime issues are to be introduced at bargaining. 

Salaries, benefits and collective agreements 
The pair of recommendations (15, 16) in this category were seen as general statements 
of principle rather than standards for measuring implementation. Although it was not 
specifically mentioned in the recommendations, respondents in several jurisdictions 
raised the issue of recruitment by American employers. There was particular concern 
about failure to retain new graduates in the face of attractive job offers south of the bor-
der. This issue was not specifically prompted in data collection, indicating that Ameri-
can recruitment is a key concern for nursing stakeholders. 

Reduce non-nursing tasks, maximize scopes of practice 
Professional practice and scopes of practice are priority issues across the country and for 
all three nursing professions. Scopes of practice for RNs, LPNs and RPNs, while legislat-
ed, overlap. This lack of clarity is compounded by the state of flux around professional 
practice. For example, many respondents referred to activities of nurse practitioners 
and advanced nursing designations not mentioned in the CNAC recommendations. 

Responses from Nova Scotia, Newfoundland and Yukon indicated increased hiring of 
non-nursing support staff (17). This was identified as a “top 10” priority recommen-
dation in British Columbia, but no implementation was reported. There has been no 
national review of nursing scope of practice as it interrelates with those of physicians 
and other healthcare workers (18). Activity in the form of guideline reviews and legisla-
tive changes is taking place in every jurisdiction at the provincial/territorial level. A few 
key informants expressed an interest in having national standards, but were clear that 
regulation should remain at the provincial/territorial level. 

Professional associations and regulators in British Columbia, Ontario and Newfound-
land and Labrador mentioned providing support or outreach to employers to educate 
them about tasks that can appropriately be performed by RNs, LPNs and RPNs (19). 

Scopes of practice was an important issue for the key informants who called for more 
evidence relating skill mix to health outcomes. They cited many examples in which 
nursing professions had worked together through professional associations and regula-
tory bodies to create guidelines for employers. But, as one respondent put it, “working 
together at the bedside is another story.”
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A call for respect 
Though few respondents commented on this recommendation specifically (20), key in-
formants cited respect for the nursing professions as a critical issue. For some, a funded 
Nursing Strategy or other dedicated funding from governments for RNs, LPNs and 
RPNs was seen as a sign of respect. 

Key informants also emphasized the need to build respect from within organizations. 
One employer spoke of engaging with front-line nurses to have them identify priori-
ties for improving quality of work life as a way to demonstrate respect. This approach 
involves considerable challenges, such as having the resources to consult with front-line 
nurses (i.e., to relieve them of their care duties for the time it takes to participate in the 
exercise) and to follow up on priorities that emerge. 

Managers 
Key informants generally acknowledged that nurse managers are stretched and that 
growing administrative duties have reduced time for clinical duties to a level that is seen 
as inadequate or problematic. Despite this finding, new support for managers has been 
limited. For example, the FNIHB was the only jurisdiction to report increases in the 
number of managers (21). In almost every jurisdiction, however, managers continue to 
receive such supports as training programs, leadership conferences and other forms of 
development (23). A few respondents mentioned clerical resources, but more suggested 
that managers still put in extra hours to complete their duties (22). In order to make 
the case to employers for manageable spans of control, respondents called for evidence 
linking the presence of nurse managers to health outcomes. 

Development programs are available to RNs, LPNs and RPNs once they become manag-
ers, but there appear to be few programs to develop leadership skills among front-line 
workers. An example of the latter is giving RNs, LPNs and RPNs the opportunity to par-
ticipate in multidisciplinary teams as a way to develop their leadership skills (Yukon). 

Key informants expressed the need for “two-way” leadership development. In other 
words, in addition to succession planning, managerial positions need to be made more 
attractive to front-line workers. 

Educate and graduate more nurses 
The increase in nursing education seats is the most visible successful implementation 
of CNAC recommendations. The ACHHR’s progress report on The Nursing Strategy for 
Canada (2000) reports that seats for RN, LPN and RPN education increased by 43% 
in 2001 over 1998/99 levels (24, 25, 26).2 In general, these increases were initiated prior 
to the publication of CNAC’s Final Report, although respondents in British Columbia, 
Saskatchewan and Nova Scotia reported more recent increases in seats. 

Plans for further expansion of nursing seats were unclear from survey responses. Though 
five jurisdictions (British Columbia, Saskatchewan, Ontario, Nova Scotia, Newfound-
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land and Labrador) reported increased availability of graduate nursing programs (27), 
key informants said that supplies of faculty, clinical instructors and physical space are 
barriers to further expansion, particularly in the smaller provinces. 

On the subject of financial support, a number of jurisdictions (British Columbia, Sas-
katchewan, New Brunswick, Nova Scotia) reported having bursary programs. Universal 
tuition waivers were not mentioned. 

Funds for nurses and students 
All jurisdictions fund education and development for practising RNs, LPNs and RPNs 
(28). These funds are allocated through a combination of
• nurses’ choice of training program (further rationed by their ability to get time 

off for educational opportunities, still reported to be a problem) (30); 
• employer priorities (where funds are directed to employers to provide inservices, 

etc.); and
• provincial/territorial government targeting of funds (e.g., pharmacology educa-

tion for LPNs in British Columbia or paid salary to attend a distance education 
critical care nursing program in New Brunswick, both funded out of provincial 
nursing strategies). 

It is not clear whether or how the allocation of development funds is matched to health 
system or population health needs. 

As far as other forms of support recommended by CNAC, some jurisdictions provide 
bursaries in exchange for return of service, though it is not always clear whether these 
are directed at hard-to-staff settings or rural areas, or are undirected (29). Saskatch-
ewan reported offering bursaries with a requirement for return of service in the form 
of teaching. There are no apparent plans for a national scholarship fund for graduate 
programs in nursing (31). Key informants, particularly those from smaller jurisdic-
tions, suggested that even if scholarships were available, a shortage of qualified people 
might still impede the uptake of graduate programs. 

Maximizing classroom and clinical opportunities 
In general, the responses to these three recommendations (32, 33, 34) were not detailed, 
perhaps due to lack of response to our information request by the educators we ap-
proached. In interviews, key informants suggested that employer–educator cross-ap-
pointments (32) are a particular challenge in smaller centres but may be facilitated by 
supporting collaboration across employers. 

Six jurisdictions (British Columbia, Alberta, New Brunswick, Nova Scotia, Prince Ed-
ward Island, Newfoundland and Labrador) mentioned paid summer or cooperative 
placements for upper-year BN students (33), designed to provide students with income 
and workplace experience and to reduce clinical workload. 
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In Nova Scotia, a review of support for clinical education for all health professionals (34) 
was conducted in 2003. Plans are underway to move these recommendations forward.

Improve education services to rural and remote settings 
A number of jurisdictions reported having distance education programs (25). For ex-
ample:
• In Saskatchewan, the first two years (theory courses) of the Nursing Education 

Program are offered though distance education. 
• In Manitoba, distance education is used to provide continuing education op-

portunities in such topics as wound management, palliative care and advanced 
cardiac life support.

• In Newfoundland and Labrador, distance technology is used for the BN, MN and 
post RN–BN programs as well as for continuing education.

Thus, it would appear that distance education is used to provide both theoretical and 
clinical training across the country. FNIHB reported obtaining funds for an additional 
educator per region. 

Violence and abuse 
Violence and abuse “perpetrated against any person, including other healthcare pro-
fessionals, patients, children, the elderly and other private citizens” (38) were seen as 
priority issues for RNs, LPNs and RPNs. Key informants observed that the safety issues 
faced by RNs, LPNs and RPNs vary depending on the setting (e.g., an urban emergency 
room versus residential care of patients with dementia versus home visits in the com-
munity). 

Zero tolerance and harassment policies are common (37), at least in acute care settings. 
Respondents expressed interest in police involvement in the orientation of new staff 
(39), but there appears to have been little implementation of this idea. 

Work and health 
A National Survey of Nurses’ Health (40) has received funding from Health Canada 
and the Canadian Institute for Health Information (CIHI). The intent is to conduct 
multiple waves of the survey. So far, funding has been identified for one cycle only. In 
addition, variables on the subject of nurses’ health have been purchased in the Cana-
dian Community Health Survey. 

In 2003, the Registered Nurses Association of Ontario initiated a Healthy Work Envi-
ronments Best Practices Guidelines Project (41).3 Six guidelines are to be developed, 
including Nursing Leadership, Nursing Workload and Staffing, Cultural Competence, 
Workplace Health and Safety, Teamwork in Health Care and Professional Practice of 
the Nurse. 
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Accreditation 
Accreditation is generally seen by respondents as a good mechanism to support im-
provements in nursing workplaces (42). As part of its voluntary accreditation pro-
cess, the Canadian Council on Health Services Accreditation (CCHSA) has piloted six 
healthy workplace indicators (Staff satisfaction; Absenteeism; Professional develop-
ment opportunities; Turnover rate; Overtime hours; and Span of control).

Ongoing monitoring 
Some key informants expressed support for the recommendation that CNAC’s man-
date be extended in order to monitor the implementation of the recommendations 
(44). At the provincial/territorial level, some Nursing Advisory Committees (including 
those in British Columbia and Nova Scotia) are monitoring the implementation of the 
CNAC recommendations in their jurisdictions. 

There appears to be no formal coordination of CNAC implementation activities with 
the Nursing Sector Study,4 as recommended by CNAC. It should be noted, however, 
that some CNAC members serve on the Sector Study Steering Committee. 

Research and information 
The Canadian Health Services Research Foundation and the Canadian Institutes of 
Health Research fund a large volume of research projects, research chairs, awards, train-
ing centres and policy syntheses on nursing human resource issues. These research efforts 
address the topics listed in the CNAC recommendation (45), which in turn cover those 
topics cited as most important by respondents in this study. Key informants particularly 
saw a need for more evidence on workload measurement, nurse-to-patient ratios, skill 
mix and the relationships between these topics and health and economic outcomes. 

In addition to their RN databases, the Canadian Institute for Health Information is de-
veloping datasets on LPNs, RPNs and rural nursing (46). CIHI is also involved in many 
of the previously mentioned projects, including the National Survey of Nurses’ Health, 
the Nursing Sector Study and the Nursing and Health Outcomes Project in Ontario.6 

The system 
All provinces have Nursing Advisory Committees and most have funded nursing strate-
gies (47). Many of the Nursing Advisory Committees have focused on prioritizing and 
implementing the CNAC recommendations. 

Eight provinces have Chief Nursing Officers (48). Many employers have leadership po-
sitions for nursing, though how many employers fund such a position is unclear. Key 
informants have suggested that these managers are not always part of the senior man-
agement team and often oversee allied professionals as well as RNs, LPNs and RPNs. 

Responses to the recommendation on attracting and retaining a diverse workforce (51) 
highlighted the differences in priorities across the country, from having a bilingual 
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workforce (New Brunswick) to Aboriginal representation in nursing (Saskatchewan) 
and general diversity concerns (Ontario). 

Observations
The four facets of the data collection undertaken for this project – the website scan, 
information request, key informant interviews and the Roundtable – paint a picture of 
widespread agreement on the importance of implementing the CNAC recommenda-
tions, some progress on implementation but continued frustration with the lack of sig-
nificant improvement in the quality of work life for RNs, LPNs and RPNs. Despite the 
complexity of the policy issues addressed by CNAC, some common barriers to imple-
mentation and supports that would facilitate it emerge. 

Barriers to implementation 

Resources
While the most frequently cited barrier was lack of funds, respondents were clear that 
“just throwing money at the problem” was not a solution. Employers require stable 
funding to be able to plan for workplace improvements and create stable jobs. More-
over, funding that is targeted or earmarked for RN, LPN and RPN workplace improve-
ments makes it easier to move implementation forward because it reduces the need to 
compete with other funding priorities at the provincial and employer levels. 

Accountability
While many of the CNAC recommendations mention specific actors for implementa-
tion, the ultimate responsibility for implementation remains unclear (to nursing stake-
holders as well as the public). For example, employers are charged with implementing 
many of the workplace-oriented recommendations as a way to increase the current and 
future supply of nursing human resources. But the stewardship of nursing supply (or, 
more broadly, of health human resources), as an essential input to the healthcare system, 
is presumably a responsibility of government rather than of individual employers. 

Lack of clarity about the division of accountabilities between provincial/territorial gov-
ernments and employers is problematic. For example, while employers assert that their 
budget allocations are sometimes inadequate to provide services to the end of the fiscal 
year (let alone make new workplace investments), provincial/territorial governments 
state that they cannot set implementation priorities for regions and healthcare facilities. 
The CNAC recommendations are caught in this muddling of responsibilities, which 
also diffuses the impact of organizations that lobby governments to move implementa-
tion forward. 

In addition, the assignment of recommendations to specific types of organizations is 
complicated by the fact that nursing organizations (in particular professional associa-
tions, regulatory colleges and unions) play different roles in different jurisdictions. For 
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example, in Ontario, the advocacy and regulatory roles for RNs have long been housed 
in separate organizations (the Registered Nurses Association of Ontario and the Col-
lege of Nurses of Ontario, respectively). In other jurisdictions the two roles are housed 
within a single organization, with no apparent movement towards separation. 

This study highlighted the need for collaboration in the implementation of the CNAC 
recommendations. Balancing the need for collaboration against the need for a clear as-
signment of accountabilities is an ongoing challenge. 

Collective agreements
As highlighted in the findings of this study, a number of the workplace issues (such 
as workload, scheduling and safety) addressed by the CNAC recommendations are 
planned to be introduced at bargaining for collective agreements. To the extent that 
implementation awaits the next round of bargaining, a delay in implementation is au-
tomatic. 

Beyond timing, this finding raises significant questions about how work life issues are 
weighed against salary issues in employer–union negotiations. The introduction of the 
CNAC recommendations as bargaining chips is quite different from the evidence-based 
view that improvements in quality of work life are needed to improve patient safety and 
quality of care. 

Lack of clarity or consensus
There remains a lack of clarity and consensus on two particular issues that are fun-
damental to several CNAC recommendations. First, the data collected for this study 
point to conflicting messages with regard to the use of LPNs and their ability to work 
to their full scope of practice. On the one hand, employers are seen to experience pres-
sure to fill RN vacancies with lower-paid LPNs. At the same time, LPNs are seen to be 
underutilized and prevented by employers from working to their full scope of practice. 
A current lack of data contributes to this confusion. More data are also required about 
RPN employment in the four western provinces in which RPNs are regulated. 

Second, there is an apparent lack of consensus on nurses’ preferences for full-time ver-
sus part-time employment. Many respondents questioned whether the 70% full-time 
recommendation would be an appropriate or desirable goal given their workforce pro-
files. This question is complicated by a number of interrelated factors, including
• differences in work preferences across age cohorts of RNs, LPNs and RPNs; 
• labour markets in which part-time and casual work can be more lucrative than 

full-time, permanent employment; and
• the number and variety of workforce objectives that are linked to the full-time 

issue. 

For example, respondents cited float pools and combining part-time hours from two 
or more sites to create full-time positions as initiatives to increase the hours of work of 
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current nurses. But moving nurses from worksite to worksite raises safety issues rang-
ing from the spread of infectious disease to the challenge of keeping track of different 
policies in different sites. 

Relevance
Some recommendations are not being implemented simply because they are not seen 
to be relevant or desirable in particular settings. Some respondents felt the CNAC rec-
ommendations in general were not relevant to nonacute care settings, while others felt 
that the recommendations themselves had broad applicability but, in practice, imple-
mentation has focused on acute care, RNs (as opposed to LPNs and RPNs) or both. 

Moreover, where recommendations are vague (though important) statements of prin-
ciple, implementation will be difficult to track. 

Definitional/technical issues
Where recommendations are linked to particular benchmarks or targets, definitional 
or technical issues may be a barrier to monitoring implementation. For example, some 
respondents observed that they had attained 70% full-time employment as measured 
in hours but not as measured by head count. The recommendation (5) does not specify 
the measurement unit. 

On the question of nurse-to-patient ratios, respondents felt insufficient evidence ex-
ists to determine a “sufficient” ratio for particular models of care in particular set-
tings. Lack of data, in turn, makes implementing this recommendation (3) and tracking 
progress difficult.

Declining interest in nursing issues
A considerable number of respondents cited a perceived declining interest (among gov-
ernments in particular) in “nursing issues” as a barrier to investing in quality of work 
life for RNs, LPNs and RPNs. Some went further to conjecture that mixed messages 
from the nursing communities contribute to this declining interest. 

Supports to facilitate implementing the CNAC recommendations 
A number of supports have facilitated the implementation of the 51 CNAC recom-
mendations and could continue to do so. The supports identified below are grouped 
into four categories: 
• Supports that are in place generally across the country; 
• Supports that are in some places, meaning for some policy issues and/or in some 

jurisdictions; 
• Supports that are not yet in place but for which some groundwork has been laid; 

and 
• Supports that are currently not sufficiently in place. 
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Supports in place 

Nursing Advisory Committees and leadership positions 
All provinces have multistakeholder Nursing Advisory Committees, and most report 
positive working relationships. Most provincial governments fund a Chief Nursing Of-
ficer (or equivalent) to lead these committees. The Nursing Advisory Committees are 
used as a mechanism to achieve consensus across government departments, employers, 
unions, educators, professional associations and regulators. Proposals for funding are 
then submitted to government based on this consensus. In addition, many employers 
fund senior leadership positions for nursing. 

A continuum of initiatives 
Most provincial governments are putting resources towards the implementation of the 
CNAC recommendations. While this “buy-in” is stronger in some jurisdictions than 
others, it is important to emphasize that progress has been made across the country. 
It will be vital to link this progress to the consensus-building and recommendation-
setting activities of the Nursing Sector Study and to position the Sector Study as a 
continuation of research and policy development on nursing human resource issues, as 
opposed to a distinct national initiative. 

Supports in some places 

Targeted funding 
Targeted funding is in place for some policies (such as mentoring positions in British 
Columbia and, more recently, for hiring full-time nurses in Ontario). 

Monitoring mechanisms 
Monitoring mechanisms (such as quantitative and qualitative surveys of RNs, LPNs 
and RPNs, accreditation and report cards) support implementation in a number of 
ways: 
• They help identify problems and clarify issues of uncertainty (e.g., how do RNs, 

LPNs and RPNs trade off salary versus quality of work life in choosing a job, and 
how do these tradeoffs change as one’s career progresses?). 

• They highlight the impact of implementing the CNAC recommendations on RNs’, 
LPNs’ and RPNs’ perceptions of their jobs. This is key to linking workplace invest-
ments with the supply of nursing human resources. 

• They highlight where implementation has occurred but, for reasons that may not 
be perceptible by quantitative surveying alone, has not resulted in an improve-
ment in the quality of nursing work life. For example, where nurse mentors have 
been hired in workplaces with a significant percentage of unregulated care pro-
viders, the mentoring function may be distributed across all workers, resulting in 
less mentoring time for RNs, LPNs and RPNs. 
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Support for collaboration across organizations 
Respondents mentioned the need for collaboration across local employers and between 
employers and other organizations in order to implement some of the CNAC recom-
mendations. Key informants mentioned that while there is a growing willingness to 
undertake collaboration beyond organizational boundaries, the resources to do so (in-
cluding staff, time and information) are often lacking. Linkages may be stronger in 
long-standing regional health authorities. 

Competitive pressures 
This study suggests that for smaller provinces/territories and employers, the draw for 
staff presented by larger centres has lent additional impetus to recruitment and retention 
efforts. This is not to endorse inter-jurisdictional competition for nurses, but rather an 
observation that greater attention and commitment from governments and other stake-
holders may be leveraged where the shortage of nurses is perceived to be more severe. 

Supports not yet in place 

Evidence to support change 
The health services research granting agencies in Canada have recognized the dearth 
of information on nursing human resource issues and have made large and multiple 
investments in these areas. What is not yet in place, according to respondents, is evi-
dence in a form that is meaningful to decision-makers, particularly at the employer 
level. The term “knowledge translation” suggests a fitting analogy here. Evidence needs 
to be translated into the “language” of decision-making settings, be they regional health 
authority board or executive meetings, bargaining tables or First Ministers’ Meetings. 
Moreover, we need to consider what “language” is understood and spoken by the public, 
who consistently identify healthcare quality and access as their top concerns. Related to 
this is the need for evidence linking nursing human resource issues to health, financial 
and economic outcomes. 

The types of evidence that respondents cited as useful include university-based (espe-
cially Canadian) research, employer-level financial data, pilot project evaluations and 
repositories of initiatives that have been implemented across the country. So while the 
information for decision-making is still perceived by stakeholders to be lacking, the 
foundations for increasing this knowledge are being laid in the form of nursing human 
resource research. 

Supports not in place

The findings of this study suggest that improving nurses’ quality of work life is viewed 
as distinct from improving the quality of care that nurses play a large role in providing. 
The implementation of improvements to the quality of work life for RNs, LPNs and 
RPNs would be facilitated by viewing nursing supply as an essential input to healthcare 
provision and healthcare reform rather than as a cost to the system or a budget item. 
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Discussions of nursing work life issues are generally not integrated with wider health-
care system or population health issues. At the program level, respondents talk about 
the implementation of the CNAC recommendations competing for resources and at-
tention with other initiatives, such as primary care reform, tackling waiting times and 
bolstering public health systems. Improving quality of work life is seen to be delayed by 
restructuring or reform rather than as part of the reform process. 

At the policy level, efforts are underway to reframe nursing work life issues as issues of 
quality of care, patient safety and economic impact. This effort is being led by nurs-
ing professional associations and regulatory bodies and the research community, and 
is supported by existing Canadian and international evidence that links investments 
in nursing human resources, at least in a general way, with improvements in patient 
outcomes. 

Conclusions 
Broadly speaking, healthcare decision-makers have acknowledged the importance of 
improving quality of work life for nurses, and nursing stakeholders have pointed to 
the implementation of the CNAC recommendations as an appropriate way of doing 
so. Good intentions and dedication by stakeholders have produced a large volume of 
reports, studies and workshops on most aspects of nursing work life. In some jurisdic-
tions more than others, governments are committing resources towards the priorities 
identified by provincial Nursing Advisory Committees. 

Implementation, particularly at the workplace level, is progressing in pockets. In or-
der to move towards widespread improvements that are felt by front-line RNs, LPNs 
and RPNs, decision-makers need to address the identified barriers and supports. In 
particular, the accountability question is key. Where multiple organizations have been 
identified to carry out a single recommendation, a clarification is required regarding 
who can and should be responsible for which activities that contribute to the recom-
mendation. Given the emphasis on work life issues, particular attention needs to be 
paid to the mechanisms to support employers’ implementation of workplace improve-
ments. Future work needs to take account of the different types of employers and the 
mechanisms that governments have to support implementation with each of them. 
These mechanisms currently vary from jurisdiction to jurisdiction and range from per-
formance agreements between governments and regional health authorities to specific 
funding contracts with individual healthcare facilities. 

Although few of the CNAC recommendations will be implemented within the time-
frames suggested by the committee, respondents felt very strongly that action must be 
taken quickly. The goodwill displayed by nursing stakeholders is not endless; ultimately, 
success can be measured only by whether nurses perceive that their jobs are changing 
for the better. This perception is critical to shoring up the current and future supply of 
nursing human resources. 
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Notes
1. The 51 recommendations are available online at <http://www.hc-sc.gc.ca/english/

for_you/nursing/cnac_report/recommend.htm>.
2. Respondents reported investments in terms of seats rather than funding increases. 
3. Current information on the Healthy Work Environments Best Practices Guide-

lines Project can be found at <http://www.rnao.org/projects/hwe.asp>. 
4. Current information on the Nursing Sector Study can be found at <http://www.

buildingthefuture.ca>.
5. Current information on Ontario’s Nursing and Health Outcomes Project is  

available at <http://www.health.gov.on.ca/english/providers/project/nursing/
nursing_mn.html>.
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Appendix A

Canadian Nursing Advisory Committee Terms of Reference  
(Purpose and Responsibilities)

The following is an excerpt from the Final Report of the Canadian Nursing Advisory 
Committee, which can be found at <http://www.hc-sc.gc.ca/english/for_you/nursing/
cnac_report/index.html>. 

Purpose 
The Committee will provide informed advice to the Conference of Deputy Ministers 
of Health through the Advisory Committee on Health Human Resources (ACHHR), 
related to and in support of implementation of the strategies outlined in The Nursing 
Strategy for Canada, October 2000. Priority will be given to providing recommenda-
tions for policy direction to improve quality of work life for nurses. 

Responsibilities 
• To formulate recommendations for policy direction to improve quality of nursing 

work life that would provide a framework and context for work life improvement 
strategies at the provincial/territorial level. 

• To provide a written report to the Conference of Deputy Ministers of Health pre-
senting the recommendations for policy direction with evidence-based rationale 
and the framework for action. 

• To present recommendations and/or advice for effective implementation of other 
strategies outlined in The Nursing Strategy for Canada as requested by ACHHR. 

• To establish effective linkages with relevant groups, committees and bodies to 
ensure coordination of efforts and inform the work of this Committee. 

• To advise on other issues that may be referred to the Committee by ACHHR. 
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Appendix B

Key Informants by Type of Organization and Jurisdiction 

As of March 30, 2004, interviews had been conducted with 14 key informants. 

Type of Organization 
Employers (4) 
Federal Government (1) 
Provincial/Territorial Governments (3) 
Unions (1) 
Professional Associations/Regulators (2) 
Educators (1) 
Research Community (1) 
National Organizations (1) 

Jurisdiction 
British Columbia (2) 
Alberta (2) 
Manitoba (1) 
Ontario (3) 
New Brunswick (1) 
PEI (1) 
Federal (1) 
National (3) 
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Appendix C

Roundtable Participants by Type of Organization and Jurisdiction 

CPRN hosted a Roundtable on March 26, 2004 in Ottawa to present the initial findings 
of the study and obtain feedback from participants on the identified barriers and sup-
ports. Fourteen participants attended the Roundtable. 

Type of Organization 
Employers (2) 
Federal Government (2) 
Provincial/Territorial Governments (2) 
Unions (1) 
Professional Associations/Regulators (3) 
Educators (1) 
Research Community (2) 
National Healthcare Organization (1) 

Jurisdiction 
Manitoba (1) 
Ontario (2) 
Nova Scotia (1) 
Federal (2) 
National (8) 



25Our Health, Our Future: Creating Quality Workplaces for Canadian Nurses

Appendix D
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Law Commission of Canada 
National Roundtable on the Environment and the Economy 
National Secretariat on Homelessness 
Parks Canada 
Policy Research Initiative 
Privy Council Office 
Public Service Commission 
Romanow Commission on the Future of Health Care in Canada 
Statistics Canada 
Treasury Board Secretariat 

Provincial governments

Alberta 
• Human Resources and Employment 

British Columbia 
• Ministries of Health 
• Ministry of Children and Family Development 

Newfoundland and Labrador 
• Royal Commission on Renewing and Strengthening Our Place in Canada 
• Newfoundland and Labrador Statistics Agency 

Nova Scotia 
• Department of Health 

Ontario 
• Ministry of Community and Social Services 

Saskatchewan 
• Saskatchewan Social Services 

Municipal governments
City of Toronto 
Regional Municipality of York 
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