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ABSTRACT

The World Health Report launched the Health Workforce Decade (2006–2015), 
with high priority given for countries to develop effective workforce strategies 
including healthy workplaces for health workers. Evidence shows that healthy work-
places improve recruitment and retention, workers’ health and well-being, quality 
of care and patient safety, organizational performance and societal outcomes. Over 
the past few years, healthy workplace issues in Canada have been on the agenda of 
many governments and employers.

The purpose of this paper is to provide a progress update, using different data-
collection approaches, on knowledge transfer and uptake of research evidence in policy 
and practice, including the next steps for the healthy workplace agenda in Canada. 
The objectives of this paper are (1) to summarize the current healthy workplace 
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The early decades of the 21st century 
belong to health human resources (HHR). 
The World Health Report (World Health 
Organization [WHO] 2006) launched the 
Health Workforce Decade (2006–2015), 
with high priority given for countries to 
develop effective workforce strategies that 
include three core elements: improving 
recruitment, helping the existing workforce 
to perform better and slowing the rate at 
which workers leave the health workforce. 
In this recent report, retaining high-quality 
healthcare workers is discussed as a major 
strategic issue for healthcare systems and 
employers, and improving workplaces as a 
key strategy for achieving this goal. 

The workplace can act as either a push 
or pull factor for HHR. Heavy workloads, 
excessive overtime, inflexible scheduling, 
safety hazards, poor management and few 
opportunities for leadership and professional 
development are among the push factors 
that result in poor recruitment and reten-
tion of HHR. Evidence shows that healthy 
workplaces improve recruitment and reten-
tion, workers’ health and well-being, quality 
of care and patient safety, organizational 
performance and societal outcomes.

What are healthy workplaces? Based 
on existing definitions, there is not yet a 
standardized and comprehensive defini-
tion of healthy workplaces. In this paper, we 
define healthy workplaces as mechanisms, 
programs, policies, initiatives, actions and 
practices that are in place to provide the 
health workforce with physical, mental, 
psychosocial and organizational conditions 
that, in return, contribute to improved work-
ers’ health and well-being, quality of care and 
patient safety, organizational performance 
and societal outcomes (Griffin et al. 2006).

Over the past few years, healthy work-
place issues in Canada have been on the 
agenda of many governments and stake-
holder organizations. Nationally and 
internationally, robust evidence has been 
accumulated on the impact of healthy work-
places on workers’ health and well-being, 
quality of care, patient safety, organiza-
tional performance and societal outcomes. 
This evidence has provided guidance for 
governments and employers in terms of 
what should be done to make the workplace 
healthier for healthcare workers. Across 
Canada, many initiatives to improve the 
working conditions for HHR are currently 

initiatives that are currently under way in Canada; (2) to synthesize what has been 
done in reality to determine how far the healthy workplace agenda has progressed 
from the perspectives of research, policy and practice; and (3) to outline the next 
steps for moving forward with the healthy workplace agenda to achieve its ultimate 
objectives. Some of the key questions discussed in this paper are as follows: Has the 
existing evidence on the benefits of healthy workplaces resulted in policy change? If 
so, how and to what extent? Have the existing policy initiatives resulted in health-
ier workplaces for healthcare workers? Are there indications that healthcare workers, 
particularly at the front line, are experiencing better working conditions?

While there has been significant progress in bringing policy changes as a result 
of research evidence, our synthesis suggests that more work is needed to ensure that 
existing policy initiatives bring effective changes to the workplace. In this paper, we 
outline the next steps for research, policy and practice that are required to help the 
healthy workplace agenda achieve its ultimate objectives.

Healthy Workplaces for Health Workers in Canada
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under way, but the continuing concerns 
suggest that barriers remain. An assessment 
of the progress to date is necessary in order 
to inform the next steps for research, policy 
and practice. 

Purpose
The purpose of this paper is to provide a 
progress update on knowledge transfer and 
uptake in policy and practice, including 
the next steps for the healthy workplace 
agenda in Canada. Specifically, the objec-
tives of this paper are (1) to summarize the 
current healthy workplace initiatives that 
are currently under way in Canada; (2) to 
synthesize what has been done in reality to 
determine how far the healthy workplace 
agenda has progressed from the perspectives 
of research, policy and practice; and (3) to 
outline the next steps for moving forward 
with the healthy workplace agenda to 
achieve its ultimate objectives. 

Approach 
The data-collection method undertaken for 
this paper includes the following: 

•  A review and synthesis of major reports 
and research documents on HHR in 
Canada published between 2000 and 
2006 

•  A search of federal, provincial and terri-
torial governments and key stakehold-
ers’ websites to identify relevant healthy 
workplace initiatives and plans 

•  A review of HHR action plans (released 
on December 2005) for the federal, 
provincial and territorial governments; 
more emphasis is given on the extent to 
which those plans incorporate healthy 
workplace issues, initiatives and targets 

•  A literature search of MEDLINE and 
the Cumulative Index to Nursing and 
Allied Health Literature (CINAHL) 

(1995–2006) on the terms healthy work-
place, quality work environment and posi-
tive change in the workplace, including the 
terms healthcare professionals and nurses 

This paper includes two main sections. 
In the first section, we review the progress 
that has been made on the healthy work-
place issues in terms of research, policy 
and practice. Based on this review, we then 
outline (in the second section) the next steps 
for moving forward with the healthy work-
place agenda. 

Progress

Progress in Research 

Over the past 20 years, the conceptual 
thinking about healthy workplaces has 
evolved at a progressive rate. From medical 
to ecological models, a better understand-
ing has been provided of how a healthy 
workplace exerts its synergistic impacts 
on workers’ health and well-being, patient 
outcomes, organizational performance and 
societal outcomes. Different conceptual 
models have blended a diverse range of 
perspectives and approaches by incorporat-
ing several factors addressed by different 
disciplines (Bachmann 2000; Dejoy and 
Southern 1993; Dejoy and Wilson 2003; 
Jones and Johnston 2000; Khoury et al. 
1999; Laschinger and Kerr 2004; O’Brien-
Pallas and Baumann 1992; Schaefer and 
Moos 1993; Shain 2000; Shain and Kramar 
2004). Overall, the thinking behind the 
more comprehensive models is that multiple 
factors at all levels (extra-organizational, 
organizational and individual) are influential 
in creating healthy workplaces. Thus, no one 
level can be assessed without regard for the 
implications it may have on the others. 

In terms of the progress at the empiri-
cal level, most of the research comes from 
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nursing. More opportunities exist now 
than previously to translate this evidence to 
other types of health professionals. Robust 
evidence has accumulated (both at the 
national and international levels) on the 
benefits of healthy workplaces. Evidence 
shows that the consequences of healthy 
workplaces are not only individual (i.e., 
psychological, physiological and behavioural) 
and organizational outcomes (e.g., absen-
teeism, turnover and performance), but are 
also patient (i.e., quality of care and patient 
safety) and societal outcomes (i.e., impact 
on government programs and national 
healthcare costs) (Kelloway and Day 2005).

Research on the impact of the workplace 
on workers’ health and well-being shows 
that job stress increases the risk of muscu-
loskeletal injuries, accidents, physical and 
mental illness, substance abuse and smoking. 
Hospitals with fluctuating staff levels were 
found to have a higher rate of needle-stick 
injuries than did magnet hospitals – insti-
tutions where staffing is stable. Excessive 
workloads were associated with negative 
physical and mental health outcomes among 
general nurses (Tyler and Cushway 1992).

The relationship between healthy work-
places and quality of care and patient safety 
has been demonstrated in numerous studies 
(Griffin et al. 2006).  Evidence shows that 
an increased workload leads to an increased 
likelihood of errors involving patients 
(Sexton et al. 2000). Robust evidence exists 
on the inverse relationship between nurse 
staffing and adverse events among patients 
(Lee et al. 1999; van Servellen and Schultz 
1999). Needleman et al. (2001) found 
strong evidence of an association between 
patient outcomes and the share of total 
staffing by registered nurses (RNs). Higher 
RN staffing was associated with a 3–12% 
reduction in the rates of patient outcomes 
potentially sensitive to nursing. Numerous 

studies in Canada have found that high 
nurse-to-patient ratios lead to complica-
tions such as higher infection rates and 
poorer patient outcomes. Additionally, a 
study by Tourangeau et al. (2006) found that 
a 10% increase in the percentage of RNs 
in the staff mix is associated with six fewer 
deaths for every 1,000 discharged patients. 
The same study found that a 10% increase 
in nurse-reported adequacy of staffing and 
other resources is associated with 17 fewer 
deaths for every 1,000 discharged patients. 

In terms of the impact of healthy 
workplaces on organizational performance, 
research shows that promoting healthier 
workplaces motivates health workers, 
enhances morale, reduces absenteeism, 
reduces personnel and welfare problems, 
leads to better outcomes and increased 
overall efficiency and improves organiza-
tional performance, competitiveness and 
public image (Chu et al. 2000; Kramer 
and Cole 2003; Price and Mueller 1981; 
Whitehead 2006). An increasing body of 
evidence suggests that poor workplaces 
result in a substantial health burden and 
cost that health service organizations bear 
as a result of ill health among their staff. 
The consequences for any organization 
that has an unhealthy workforce are many 
and include work-related accidents, high 
rates of absenteeism, a high turnover, high 
levels of stress, loss of productivity and a 
high incidence of health-related litigation 
(Addley et al. 2001; Verow and Hargreaves 
2000; Whitehead 2006).

In relation to societal outcomes, 
evidence shows that consequences of 
healthy workplaces involve not only workers’ 
health and well-being and organizational 
outcomes, but also societal outcomes (i.e., 
national healthcare costs and economy) 
(Kelloway and Day 2005; Lowe 2003). In 
the United States alone, the most accurate 

Healthy Workplaces for Health Workers in Canada
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estimates show that deaths from job-related 
injuries, nonfatal injuries, deaths from 
disease and illnesses amounted to US$65 
billion in direct costs and US$106 billion 
in indirect costs in 1992 (Lowe 2003). In 
Australia, estimates of the direct costs of 
workers’ compensation are 1.5% of the 
gross national product and about 20% of 
total healthcare costs (Chu et al. 2000). 
In Canada, it is estimated that work-life 
conflicts cost the healthcare system approxi-
mately $425.8 million in physician visits in 
1996–1997 (Duxbury et al. 1999). Ennals 
(2002) emphasized that organizations are 
obliged to consider the world beyond the 
workplace – the one where workers are 
engaged as citizens. Subsequently, and in 
line with the public health commitments 
of health service organizations, the healthy 
workplace potentially influences the health 
of immediate employees and their wider 
social circle (Whitehead 2006). While the 
impact of healthy workplaces on societal 
outcomes is less robust (and still awaits 
further systematic research), our review of 
the existing evidence shows that horrific 
economic and social costs are being incurred 
as a result of unhealthy workplaces in 
healthcare organizations. 

Overall, as a result of more than 20 years 
of research, there is increasing evidence 
of the benefit of healthy workplaces on 
workers’ health and well-being, patient 
outcomes, organizational performance and 
societal outcomes. Given this evidence, one 
would ask, has the existing evidence on 
the benefits of healthy workplaces resulted 
in policy change? If so, how and to what 
extent? Across Canada, many policy initia-
tives have been undertaken to create healthy 
workplaces for healthcare workers. Below, 
we provide a summary of those key healthy 
workplace initiatives. 

Progress in Policy 
Has the existing evidence on the benefits 
of healthy workplaces resulted in policy 
change? The answer to this question would 
help inform the debate about what can 
be done as next steps (i.e., to increase the 
chances that evidence will bring further 
changes to policy domains). 

Despite the availability of a large body 
of knowledge on healthy workplaces for the 
past 20 years, it took the leadership of the 
Office of Nursing Policy at Health Canada 
in 2000 to engage policy-makers, research-
ers and service communities, including 
unions, executives and decision makers, to 
get the issue onto the policy agenda. This 
initiative led to much of the work that is 
described in this paper. Today, many policy 
initiatives to improve the workplace for 
healthcare workers are currently under way 
across Canada. Before summarizing and 
providing an update on those initiatives, it 
would be important to outline briefly the 
key national reports that contributed signifi-
cantly to developing those policy initiatives 
on healthy workplaces. These reports are 
listed below: 

•  Canadian Health Services Research 
Foundation (CHSRF) (2001): 
“Commitment and Care: The Benefits 
of a Healthy Workplace for Nurses, 
Their Patients, and the System.” This 
report provided a significant set of 
recommendations to improve working 
conditions and strengthen nursing across 
Canada.  

•  Canadian Nursing Advisory 
Committee (CNAC) (2002): Our 
Health, Our Future: Creating Healthy 
Workplaces for Canadian Nurses. Fifty-
one recommendations were provided by 
this report that offered governments, 
employers, unions and other stake- 



11

holders a broad menu of helpful sugges-
tions to improving the working condi-
tions of Canada’s nurses. 

•  Standing Senate Committee on Social 
Affairs, Science and Technology 
(2002): The Health of Canadians – The 
Federal Role. In October 2002, this 
report, known as the Kirby Report, 
recommended that the federal govern-
ment work with other concerned parties 
to create a permanent national coor-
dinating body for HHR, composed of 
representatives from key stakeholder 
groups and the different levels of 
government. One of its mandates is to 
share and promote best practices with 
regard to strategies for retaining skilled 
healthcare professionals and coordi-
nating efforts to repatriate Canadian 
healthcare professionals who have 
emigrated to other countries. 

•  Commission on the Future of Health 
Care in Canada (2002): Building on 
Values: The Future of Health Care in 
Canada. On November 28, 2002, the 
commission delivered its final report 
(known as the Romanow Report) to 
Canadians. The report was concerned 
about the quality of working life, espe-
cially for nurses, and the impact of 
poor working conditions on nurses’ 
health and quality of patient care. In 
this report, it was recommended that 
the Health Council of Canada should 
collect, analyze and regularly report 
on relevant and necessary informa-
tion about the Canadian health work-
force, including critical issues related to 
recruitment, distribution and remunera-
tion of healthcare providers. 

The above reports contributed signifi-
cantly to the federal, provincial and territo-
rial policies and programs. For instance, the 

HHR component that was incorporated 
into the federal, provincial and territo-
rial health accord of 2003 included a 
specific focus on recruitment and retention 
and healthy workplaces (Health Canada 
2003). In a three-year period (2000–2003), 
researchers strived to bring the problem of 
low-quality work environments for nurses 
to the attention of governments. Efforts 
focused on providing new knowledge and 
raising awareness and dissemination. 

As a result of tremendous efforts, the 
move toward healthy workplaces has been 
expanded to benefit not only Canada’s nurs-
ing workforce but other healthcare workers 
as well. The 2003 and 2004 First Ministers’ 
Accords on Health Care Renewal identify 
revitalization strategies for Canada’s health 
system workforce. Coordinated actions 
to improve recruitment and retention 
are needed. The centrepiece of retention 
strategies is a healthy workplace initiative 
for healthcare workers. Workplace health 
issues now appear on public and govern-
ment HHR policy agendas, on the Health 
Council of Canada agenda and in reviews 
conducted by provinces and territories. In 
addition, and in part of the commitments 
made to reform the health workforce, 
Canada’s federal, provincial and territorial 
governments agreed to report to the public 
on their action plans by December 31, 2005, 
including targets for training, recruitment 
and retention and healthy workplaces for 
health professionals. 

Key Initiatives and Progress Update 

This section summarizes current policy 
initiatives undertaken (2001–2006) at the 
national and provincial levels by govern-
ments and stakeholder organizations. Table 
1 provides a detailed description of those 
initiatives. 

Healthy Workplaces for Health Workers in Canada
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Federal, Provincial and Territorial HHR 
Action Plans 

As part of the commitments made to reform 
the health workforce, Canada’s federal, 
provincial and territorial governments agreed 
to report to the public on their action plans 
by December 31, 2005, including targets 
for training, recruitment and retention and 
healthy workplaces for health professionals.

To date, only Saskatchewan, Ontario, 
Quebec, Nova Scotia, New Brunswick, 

Prince Edward Island, Newfoundland and 
Labrador, Nunavut and the Northwest 
Territories have released their action 
plans (Government of New Brunswick 
2005; Northwest Territories Health and 
Social Services 2005; Ontario Ministry of 
Health and Long-Term Care [MOHLTC] 
and Ministry of Training, Colleges and 
Universities 2005; Santé et Services sociaux 
Québec 2004; Saskatchewan Health 2005).  
British Columbia, Alberta, Manitoba, the 

Table 1. Summary of key initiatives

Initiative Accomplishments

1.  Work-life quality indicators (Canadian Council on 
Health Services Accreditation)

New workplace quality indicators have been developed by the 
council and are now being tested.

2.  Healthy Work Environments Best Practice Guidelines 
(Registered Nurses’ Association of Ontario)

The project delivers six guidelines for the following topics: (1) 
developing and sustaining nursing leadership; (2) developing 
and sustaining effective staffing and workload practices; (3) 
embracing cultural diversity in healthcare: developing cultural 
competence; (4) professionalism of the nurse; (5) collaborative 
practice among nursing teams; and (6) workplace health, 
safety and well-being of the nurse. 

3.  Survey of the Work and Health of Nurses (Canadian 
Institute for Health Information) 

The questionnaire content has been finalized, pilot tested and 
implemented. Survey results were released in December 2006.

4. Nursing Sector Study Corporation Phase I has been completed.* Phase II will build on the 
findings and recommendations of the phase I report to help 
develop a pan-Canadian nursing human resources strategy. 

5.  Health Canada’s Healthy Workplace Initiative (HWI) Health Canada provided targeted funding to support 
innovative HWIs of individual organizations in many provinces 
and territories. 

6.  Toward 2020: a proposal to strengthen Canada’s 
health human resources (Canadian Nurses 
Association) 

The project has been completed, and the final report was 
published (Villeneuve and MacDonald 2006).

7.  Understanding the costs and outcomes of nurses’ 
turnover in Canadian hospitals (Nursing Health 
Services Research Unit, Faculty of Nursing, 
University of Toronto) 

Work is in progress to study the effects of turnover on nurse 
and patient outcomes; simulations are being performed to 
estimate the effect of management interventions on system 
outcomes.

8.  Quality Worklife–Quality Healthcare Collaborative: 
linking quality of work life, human resource 
practices and health system results (Canadian 
Council on Health Services Accreditation)

Work is in progress to develop a steering committee and 
working groups, and to create a virtual clearinghouse for 
innovative human resource practices.

9.  Health human resource strategy – Yukon projects 
(2004–2005 to 2005–2006) (Department of Health 
and Social Services, Government of Yukon) 

Project 1 is the Nursing Mentorship Feasibility Study. Project 2 
is the Healthy Workplace Indicators Study.

*Nursing Sector Study Corporation. 2005. Building the Future: An Integrated Strategy for Nursing Human Resources in Canada. Phase II Final Report 
Ottawa, Ontario: Author.
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Table 2. Summary of healthy workplace targets and initiatives listed in provincial and territorial health 
human resources plans

Jurisdiction Healthy Workplace Targets and Initiatives

Ontario No numerical targets for healthy workplaces are included. Key initiatives are as follows: 

• Nursing Mentorship/Preceptorship Initiative 
• New Graduate Initiative  
• Nursing Education Initiative  
• Late Career Initiative

Nova Scotia No targets for healthy workplaces are included in the action plan. Key initiatives include 
a provincial nursing strategy for nurse education, recruitment, retention and workforce 
renewal. Since 2002, Nova Scotia has achieved its target of retaining at least 80% of its 
new graduates.

Saskatchewan Saskatchewan’s action plan includes initiatives to increase recruitment and retention 
by providing safe, supportive and quality workplaces that help to retain and recruit 
healthcare professionals. While Saskatchewan’s plan includes healthy workplace 
objectives, it contains no specific numerical targets. Goals include the following: 

• To decrease the number and severity of Workers’ Compensation Board lost-time claims 
•  To increase the percentage of staff reporting a positive score for their learning 

environment

Quebec In the HHR section of Quebec’s report, there are some important elements that attempt 
to address workforce shortages, including changes to scopes of practices, recruitment of 
internationally trained professionals and retention efforts for rural communities (Health 
Council of Canada 2006).

New Brunswick Key initiatives are as follows: 

• The Annual/Provincial Bursary Program  
• Continuing education, which includes a Clinical Education Program  
• Conversion of casual positions to permanent positions 
• Nursing Mentorship Program 
• Phased Retirement Program 
• Financial incentives 
• Nursing education and training

Prince Edward Island The plan includes activities and future strategies to try to address the challenges that 
PEI experiences in recruiting and retaining healthcare professionals. No specific planned 
activities were outlined to address workplace issues. 

Nunavut Nunavut’s plan centres on the key challenge of recruiting and retaining health 
professionals. The plan includes initiatives aimed at retention, increasing Aboriginal 
participation in the workforce and developing leaders in the sector to act as mentors 
and promote self-sufficiency (Health Council of Canada 2006).

Northwest Territories The plan’s primary focus is on getting people to work and remain in the territory. Future 
efforts in the NWT include promoting healthcare to their population, promoting the 
NWT as a place to live and work, improving succession planning and opportunities for 
continuing professional development for employees and management and promoting 
healthy workplaces. No numerical targets were identified in the plan.

Newfoundland and Labrador The HHR action plan includes five goals. Goal four involves quality workplaces (to 
participate in and support the healthy workplace initiatives focused on creating an 
enhanced culture of safety and to continue to support the Quality Professional Practice 
Environments for Nurses Initiative). No numerical targets were identified in the plan.

HHR = health human resources.

Healthy Workplaces for Health Workers in Canada
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Yukon and the Government of Canada are 
expected to release their plans in the near 
future (Health Council of Canada 2006a). In 
Table 2, we review the HHR plans that have 
been released to date to examine the extent 
to which those plans incorporate healthy 
workplace issues, initiatives and targets.

Our review of the policy progress 
demonstrates that federal, provincial and 
territorial governments and other stake-
holder organizations are currently under-
taking many healthy workplace initiatives 
across the nation. Our synthesis suggests 
that some are making significant commit-
ments for healthy workplaces, particularly 
recruitment and retention initiatives. While 
many of those initiatives are focusing on 
financial incentives, such as tuition reim-
bursement, bursaries, loans, education 
opportunities and others, there is little eval-
uation of the impact of those incentives on 
improving the workplaces. Besides, litera-
ture argues that financial incentives are only 
one factor in creating healthier workplaces. 
For instance, the Health Council of Canada 
(2005) recommended that governments and 
other groups should develop non-financial 
recruitment and retention incentives. This 
recommendation was repeated in the recent 
council report (2006b) but with targets for 
employers to achieve by 2008. 

Progress in Practice 

Our review demonstrates that there have 
been significant policy-level improve-
ments, particularly in bringing the healthy 
workplace issues into the policy agenda of 
governments. Despite such improvements, 
many questions remain unanswered. For 
instance, have the existing policy initia-
tives resulted in healthier workplaces for 
healthcare workers? Simply put, are there 
indications that healthcare workers, particu-
larly at the front line, are experiencing better 

working conditions? Examining those ques-
tions would help inform the debate about 
how to increase the chances that policy 
initiatives will bring effective changes to 
the workplaces and, hence, translate into a 
greater quality of patient care. 

The CNAC’s final report in 2002 was 
widely viewed as an essential document 
for those struggling with the complexity of 
nursing resource issues (CHSRF 2006). It 
gave stakeholders 51 ways to address the 
crisis. A subsequent study outlining which 
recommendations had been implemented 
revealed that progress has been slow and 
appears to be made in pockets (Canadian 
Policy Research Networks [CPRN] 2004). 
The findings of the progress report showed 
that there has been an increase in the 
number of education seats for RNs, licensed 
practical nurses (LPNs) and registered prac-
tical nurses (RPNs).  However, progress has 
not been widespread around issues pertain-
ing to workload, the number of full-time 
equivalents (FTEs), absenteeism, nurse 
mentors and scheduling, and the changes 
have been concentrated in acute care facili-
ties rather than community, long-term care 
or other settings. The report states that there 
are some recommendations that have been 
implemented in every jurisdiction across 
Canada but that some barriers remain, 
such as accountability issues in terms of 
implementation, resources for employers 
for workplace improvements and collective 
bargaining. While the report found positive 
signs of improvement in quality of nursing 
work life as recommended in the CNAC 
report, such changes are not widespread. 

Over the past two to three years, several 
Canadian studies (both academic and grey 
literature) documented the progress made 
at the practice level in terms of healthy 
workplaces (mostly nursing literature). 
The most recent one is the research project 
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Nursing Environments: Knowledge to Action 
(NEKTA), which identified positive changes 
in the nursing work environment (Leiter 
2006). Below, we document evidence of the 
progress related to several thematic areas.

Public Reporting on Healthy Workplaces 
for the Health Workforce in Hospitals
The hospital report on acute care prepared 
by the Canadian Institute for Health 
Information (2005; Howe et al. 2005; Wagg 
et al. 2006) included healthy work environ-
ment as an indicator within the quadrant of 
system integration and change. The healthy 
work environment indicator was measured 
using four components: (1) health workplace 
plan or policy, (2) accountability, (3) assess-
ment and improvement and (4) key dimen-
sions that include a healthy and safe physical 
environment, a positive psychosocial envi-
ronment and an environment that promotes 
a healthy lifestyle (Howe et al. 2005).

According to the 2005 report, the provin-
cial average performance of Ontario hospitals 
on the healthy work environment was 61.5%, 
and there were significant variations between 
hospitals. Teaching hospitals had the highest 
average score at 67.9%, community hospitals 
averaged 66% and small hospitals had an 
average score of 46.1%. These scores repre-
sent data collected from 98 of the 108 hospi-
tals that completed the system integration 
and change survey (Canadian Institute for 
Health Information 2005).

Hospital Accountability Agreements
The MOHLTC in Ontario has recently 
included healthy work environment as a 
measure in the Hospital Accountability 
Agreement. The target set by the ministry 
is the provision of at least 70% of front-line 
nursing by full-time nursing staff (RNs and 
RPNs) (Ontario Joint Policy and Planning 
Committee 2005).

Strategic Plans of Health Authorities 
The NEKTA research project found 
evidence of healthy workplace objectives in 
the strategic plans of several district health 
authorities in the Atlantic region. For exam-
ple, Leiter (2006) found that healthy work-
place objectives are included in Strategic 
Plan 2002–2006 Annapolis Valley Health 
(Nova Scotia), Strategic Plan 2002–2006 
Capital Health (Nova Scotia), Strategic 
Plan 2001–2005 IWK Health Centre 
(Nova Scotia), Strategic Plan 2003–2006 
Atlantic Health Sciences Corporation (New 
Brunswick), Strategic Plan 2001–2005 
Department of Health and Community 
Services (Prince Edward Island) and 
Strategic Plan 2004–2006 Eastern Health 
District (Newfoundland and Labrador).

Physician Health and Well-Being 
The impact of a healthy workplace extends 
to physicians as well as nurses and other 
health workers. Physicians are just as vulner-
able to the influence of stress in the work-
place and challenges of balancing life and 
work. This was recognized by the Canadian 
Medical Association (CMA) in the policy 
passed in 1998 regarding physician health 
and well-being, which consequently led to 
the passing of three resolutions to support 
physician health in 2002 (CMA 2006). In 
2003, the CMA launched the CMA Centre 
for Physician Health and Well-Being to 
be an information resource for physicians, 
medical students and their families, to help 
them maintain health and prevent illness 
and to provide national leadership and advo-
cacy. In 2003, the centre also announced 
$100,000 for research into doctors’ health 
(Puddester 2004). 

Accreditation
The framework of the Canadian Council on 
Health Services Accreditation (CCHSA) 

Healthy Workplaces for Health Workers in Canada
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includes work life as one of its four qual-
ity dimensions. The work-life descriptors 
include open communication, role clarity, 
participation in decision making, learning 
environment and well-being. In addition, 
there are new healthy workplace indicators 
that have been developed by the CCHSA 
and are now being tested. These indicators 
will become part of the standards used to 
assess accreditation of healthcare settings 
across Canada. This will motivate employ-
ers to address working conditions and their 
impacts on employees and patients. 

Occupational Health and Safety
The most common policy and regulation 
changes across provinces were related to the 
need for safer equipment (e.g., lifts and elec-
tric beds), musculoskeletal injury–preven-
tion programs, return-to-work programs 
and violence-prevention programs. With the 
implementation of these programs, many 
provinces reported an initial drop in injury 
rates (Occupational Health and Safety 
Agency for Healthcare in BC [OHSAH] 
2004). According to a report prepared by 
OHSAH and published by Health Canada 
(2004–2005), the national rates for time-lost 
injuries (all provinces combined) actually 
decreased from approximately 4.1 injuries 
per 100 FTEs in 1996 to 3.7 injuries per 
100 FTEs in 2002. The report suggests that 
the many interventions and policy changes 
implemented throughout Canada have been 
at least partially effective in reducing the 
national injury rates in healthcare (OHSAH 
2004).

In an effort to limit the incidence of 
needle-stick injuries and exposure to blood 
and body fluids, British Columbia, Alberta 
and Manitoba have amended their regula-
tions to incorporate requirements for the 
use of safety-engineered devices (Visser 

2006). British Columbia and Ontario have 
purchased new hospital beds and patient 
lifts designed to prevent back injuries 
among hospital and nursing home staff. 
For instance, Ontario has so far provided 
funding for more than 13,000 bed lifts 
in hospitals, long-term care homes and 
rehabilitation centres to help prevent inju-
ries (Ontario MOHLTC and Ministry of 
Training, Colleges and Universities 2005). 
In 2004–2005, Ontario provided funding 
to help hospitals convert to safer medical 
equipment, including safety-engineered 
sharps devices. The OHSAH report found 
that Ontario’s low frequency of time-lost 
injury claims in comparison to its large 
workforce is positive, and may indicate that 
health-related policies and programs imple-
mented in this province have been success-
ful. It appears that the injury rate in British 
Columbia had an important effect on the 
national rate as well, given that the dramatic 
decrease in its injury rate from 1999 to 
2002 was also reflected in the decrease in 
the national injury rate. The positive results 
in British Columbia may be attributed to 
several reasons, ranging from the introduc-
tion of regulations for musculoskeletal inju-
ries in 1997, to the formation of OHSAH, a 
provincial health and safety agency, in 1998, 
to the amalgamations of authorities in 2001 
(OHSAH 2004).

Health, Safety and Violence
Site-specific safety programs are common 
(CHSRF 2006). For example, St. Michael’s 
Hospital in Toronto is creating a healthy 
workplace scorecard that includes both 
mental and physical exposures to workplace 
hazards. Zero-tolerance and harassment 
policies are common in acute care settings 
(CHSRF 2006).
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Education
There has been an increase in the number 
of nursing seats (CPRN 2004). In 2001, 
education seats for RNs, LPNs and regis-
tered psychiatric nurses increased by 
43% compared with 1998 levels. British 
Columbia, Saskatchewan and Nova Scotia 
recently reported an even greater increase 
in seats. Many nursing schools are offering 
distance education programs; for example, in 
Newfoundland and Labrador, distance tech-
nology is used for the bachelor, graduate and 
postgraduate programs, as well as for contin-
uing education. Also, British Columbia, 
Alberta, New Brunswick, Prince Edward 
Island and Newfoundland and Labrador 
have established paid co-operative place-
ment programs for upper-year RN students, 
which provide students with income and 
work experience (CHSRF 2006). The 
Reimbursement of Tuition for Refresher 
Program issued in New Brunswick in 2001 
encouraged RNs and LPNs to re-enter the 
nursing profession, and provided the prov-
ince with a pool of skilled health profes-
sionals who had been out of the workforce. 
Ontario has provided funding for all schools 
of nursing to purchase clinical simulation 
equipment in order to ensure that nursing 
students are confident in their knowledge 
and skills, making them more practice ready 
upon graduation.

Professional Development, Continuing 
Education and Training
Many jurisdictions have instituted support-
ive education programs. For example, they 
fund education and professional develop-
ment programs for RNs, LPNs and regis-
tered psychiatric nurses (Health Council 
of Canada 2005). New Brunswick, for 
instance, developed a continuing education 
initiative that includes Clinical Education 

Program funding to promote continuing 
education events for health professionals. 
Another example is the Skills Enhancement 
for Health Surveillance Program, which 
is a continuing education initiative of the 
Public Health Agency of Canada for front-
line public health professionals (Health 
Council of Canada 2005). In addition, 
healthcare organizations have started to 
institute continuing education programs. 
For example, the Hospital for Sick Children 
pays for nurses to attend conferences and 
provides a nursing scholarship program and 
a research training competition to support 
graduate education (CHSRF 2006). In its 
HHR action plan, Ontario outlined that it 
will provide funding to support professional 
development activities for practising nurses. 
In Nova Scotia, the nursing strategy offers 
programs to support employers in their 
recruitment and retention efforts, includ-
ing funding for orientation, continuing 
education, bursaries, co-operative education 
programs, re-entry, relocation, recruitment 
websites and job fairs, nursing grants and 
leadership development (Nova Scotia Health 
2005). Beginning in 2003, Nova Scotia 
committed funding to train 60 additional 
nurses each year for a four-year period.

Staffing
Some jurisdictions, such as Ontario, created 
new full-time positions for new nurse gradu-
ates; others, such as New Brunswick, have 
converted casual positions to permanent, 
aiming to improve staffing levels and mix 
and to decrease the workload. In 2004–2005, 
Ontario provided 1,000 temporary full-time 
positions for new nursing graduates to help 
them make a successful transition to the 
workforce. In New Brunswick, from 1999 
to 2004, the number of permanent RNs 
increased to 6,726 from 6,014, or by 11.8%, 
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while the number of permanent LPNs 
increased to 1,934 from 1,634, an increase 
of more than 18%. By 2004, only 6.7% of 
nurses employed in New Brunswick were 
working as casuals (Government of New 
Brunswick 2005). In Nova Scotia, 238 more 
LPNs and RNs were employed in 2004 than 
in 2002 (Nova Scotia Health 2005).

Workload
In their HHR action plans, reported juris-
dictions did not include any numerical 
targets for workload. Based on a review of 
several documents, a recent report stated 
that workload measurement systems are 
in place in the acute care sector across the 
country (CHSRF 2006). However, there is 
no evidence yet on whether the actual work-
load for healthcare workers has eased. In 
this recent report, it was noted that nursing 
unions in at least five provinces are bring-
ing workload issues into contract negotia-
tions. A similar observation was noted in 
the recent NEKTA report, which found that 
nurses’ workload has not been eased in the 
Atlantic provinces (Leiter 2006). 

Retention of Older Workers
The most notable accomplishment in reten-
tion of older workers is New Brunswick’s 
phased-in retirement program. In New 
Brunswick, union contracts allow for 
phased-in retirement and also give full 
benefits for part-time and casual nurses. 
At age 55 years, nurses can opt for part-
time work, keep their benefits and begin 
to collect a pension. This has the double 
benefit of opening up places for new gradu-
ates while retaining the skills and mentor-
ship of experienced nurses (Health Council 
of Canada 2005). Three other provinces 
plan to introduce similar measures during 
collective bargaining (CHSRF 2006).

Flexible Scheduling
According to a recent report (CHSRF 
2006), it was stated that some collective 
agreements contain arrangements for self-
scheduling, flexible scheduling, job sharing 
or other work options. For instance, New 
Brunswick negotiated a new four-year 
collective agreement for RNs, nurse manag-
ers and nurse supervisors offering salaries 
and working conditions that are competi-
tive with the other Atlantic provinces. Also, 
the phased retirement program in New 
Brunswick offers nurses the opportunity 
to work part time rather than leave their 
jobs completely. The NEKTA report found 
evidence of progress in the area of self-
scheduling in Atlantic Canada (Leiter 2006).

Best Practice Guidelines for  
Workplace Health
The Healthy Work Environments Best 
Practice Guidelines project was designed to 
support healthcare organizations in creat-
ing and sustaining positive environments 
for nurses. Led by the Registered Nurses’ 
Association of Ontario (RNAO) and funded 
by the Ontario MOHLTC working in 
partnership with Health Canada, Office of 
Nursing Policy, this project will deliver six 
guidelines and systematic literature reviews 
related to healthy work environments. The 
first, “Developing and Sustaining Nursing 
Leadership,” was released in June 2006 after 
extensive consultation and review by panels 
and an advisory board containing Canadian 
and international experts (RNAO 2006).

Innovative Opportunities for Healthcare 
Workers to Take on New Roles
When experienced healthcare providers 
move from full-time practice into mentoring 
new graduates, a significant investment in 
time is required (Health Council of Canada 
2005). Innovations have been introduced 
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to address these issues. For example, in 
Alberta’s Capital Health region, hiring a 
new nursing graduate creates an additional 
position for the first year, over and above 
the current staffing allocation. The program 
is designed to improve job satisfaction for 
older nurses and increase retention of new 
nurses (Health Council of Canada 2005). 
The Montreal Regional Health Authority 
has undertaken a similar program to support 
newly qualified nurses. 

Another innovative initiative is the 80-
20 model, where front-line nurses have 20% 
of their clinical time freed from their regular 
working day to focus on teaching, research 
or on-the-job mentoring. In Ontario, the 
80-20 model is being introduced province-
wide as an option for nurses aged 55 years 
and older, as part of efforts to reduce early 
retirement (Health Council of Canada 
2005). In 2004–2005, Ontario established 
nurse mentorship programs in 45 healthcare 
organizations across the province and 
provided funds to support late-career nurses 
in less physically demanding roles (Ontario 
MOHLTC and Ministry of Training, 
Colleges and Universities 2005).

Despite all the initiatives that are 
currently under way to improve workplaces, 
there still are few indications that healthcare 
workers, particularly at the front line, are 
experiencing better working conditions. 
This does not mean that the initiatives 
are not effective – progress at the practice 
level takes time. More evaluation research 
is needed to document the effects of those 
initiatives on the front-line workers. A 
recent review prepared by CHSRF showed 
that there are few indications that front-
line nurses are experiencing better work-
ing conditions (CHSRF 2006). In hospital 
wards and units, in long-term care facilities 
and in the community, front-line nurses 
continue to work overtime, are injured 

or ill, lack leadership and support and 
become discouraged, stressed and burnt out. 
Another recent study found that the nursing 
practice environment for Ontario acute care 
hospitals continues to be rated poorly by 
medical nurses (Tourangeau et al. 2006).

Next Steps for Research, 
Policy and Practice
While there has been significant progress 
in bringing policy changes as a result of 
research evidence, our synthesis suggests that 
more work is needed to ensure that existing 
policy initiatives bring effective changes to 
the workplace. After all, the ultimate objec-
tives of the healthy workplace agenda are to 
ascertain that healthcare workers, particu-
larly at the front line, are experiencing better 
working conditions. This will translate 
into better quality of care, organizational 
performance and system outcomes.

While we recognize that progress at 
the practice level takes time, there are still 
few indications that healthcare workers are 
working in good practice environments. 
In 2003, over 13,000 Ontario nurses were 
surveyed to explore how they evaluated 
their hospital work environments and their 
responses to these practice environments. 
Nurses reported weak professional practice 
environments, weak job satisfaction and 
moderate levels of burnout (Tourangeau 
et al. 2005). Although it should be kept in 
mind that most policy initiatives started in 
2005, we believe that important next steps 
are required to bring effective and much 
faster and sustainable changes to the prac-
tice environments. Below we outline the 
next steps for research, policy and practice 
that are required to help the healthy work-
place agenda achieve its ultimate objectives.

Next Steps for Research

Next steps to be taken in research to achieve 

Healthy Workplaces for Health Workers in Canada



HealthcarePapers Vol. 7 Special Issue

20

healthy workplace objectives are as follows:

•  Evaluation research is needed to provide 
indications that the front-line healthcare 
workers are experiencing better working 
conditions. If healthcare organizations 
are to track whether healthy workplace 
initiatives are achieving their desired 
effects, some evaluation of the imple-
mentation is needed in research. Yet, 
there have been few evaluations done of 
the impact of such initiatives (El-Jardali 
and Fooks 2005). 

•  More research is needed to provide an 
update on the state of implementation of 
CNAC recommendations and to facili-
tate further implementation (CPRN 
2004). 

•  Learning is required from micro-level 
innovations at the practice environment 
level. Monitoring, evaluation, documen-
tation and effective dissemination and 
exchange mechanisms are essential. 

•  Greater sharing of knowledge is 
needed about what works with respect 
to workplace practice issues where, 
not surprisingly, most of the research 
and innovation comes from nursing. 
Research is needed to translate innova-
tions from one profession to others, 
particularly to translate innovations in 
nursing workplace practices to other 
types of healthcare (Health Council of 
Canada 2005).

•  More knowledge is needed regarding the 
ease of implementing healthy workplace 
interventions, the costs involved and 
time frames for the effects to take place.

•  Working conditions have been 
researched in acute care settings, but for 
long-term care and home care settings, 
almost nothing is known. With the 
increasing shift to community-based 
care, research is needed to increase the 

knowledge on how to best recruit and 
retain healthcare workers in home and 
community care settings (Victorian 
Order of Nurses 2005). 

•  Implementation and evaluation of 
outcomes and impacts of RNAO 
healthy work environment guidelines 
are needed, particularly their impact 
on patient, nurse and system outcomes. 
And more systematic research is needed 
on the impact of healthy workplaces on 
societal outcomes. 

•  Research should continue to change 
the way of thinking about healthy 
workplaces, particularly to improve 
the understanding of the benefits of 
healthy workplaces that matter to the 
policy-makers and employers. In order 
to promote and keep healthy workplace 
issues in political agendas, research-
ers need to use innovative and effective 
dissemination strategies to make better 
instrumental and strategic use of their 
research evidence. 

•  More public reporting of measurable 
results from healthy workplace initiatives 
is encouraged – both to increase trans-
parency and accountability and to share 
information on successes and barriers. 

•  Continued examination of work-life 
indicators within the accreditation proc-
esses is required to determine whether 
the health of the workplace and its 
link to patient outcomes is adequately 
measured. The CCHSA should further 
develop indicators for healthy work-
places to be integrated in accredita-
tion standards and balanced scorecard 
reports.

•  Comparable indicators on workplace 
health are required in order to make 
comprehensive assessments in areas 
such as retention, satisfaction and other 
aspects of healthy workplaces.
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Next Steps for Policy

Next steps to be taken in policy to achieve 
healthy workplaces include the following:

•  There needs to be a better integration 
of healthy workplace indicators and 
numerical targets within the HHR strat-
egies and action plans of federal, provin-
cial and territorial governments. 

•  Accountability frameworks that include 
healthy workplace indicators should be 
introduced. For example, healthy work-
place indicators should be integrated 
within the performance agreements 
between governments and employers. 

•  Governments and stakeholders should 
support employers in implementing 
action plans to meet the healthy work-
place targets for 2008 developed by the 
Health Council of Canada. 

•  The Health Council of Canada should 
ensure that recommendations and 
targets for healthy workplaces are imple-
mented. The council plans to report 
publicly on interim progress toward 
achieving healthy workplace targets for 
2008 (Health Council of Canada 2005). 

•  Governments need to evaluate the 
implementation of their healthy work-
place initiatives to ensure good outcomes 
and sustain the momentum for positive 
change.

•  Sustainability of funding healthy work-
place initiatives that are targeted at the 
organizational level (i.e., front line) 
needs to be ensured. 

•  New collective agreements should 
contain arrangements for self-schedul-
ing, flexible scheduling, overtime, job 
sharing and other setups. 

•  Policy consensus is needed on strate-
gies and incentives (i.e., non-financial) 
to improve practice environments for 
healthcare workers. 

•  The Quality Worklife–Quality 
Healthcare Collaborative (CCHSA) 
must act both as a knowledge-transfer 
laboratory and a best practice clearing-
house for healthy workplace informa-
tion. There should be a call for a greater 
sharing of knowledge about what works 
in healthy workplace practices, where 
most of the research and innovation 
comes from nursing (Health Council 
of Canada 2005). The collaborative can 
create more opportunities to translate 
innovations in nursing workplace prac-
tices to other types of care providers. 

Next Steps for Practice

Finally, next steps to be taken in practice to 
achieve healthy workplace objectives are as 
follows:

•  The healthy workplace targets for 2008 
developed by the Health Council of 
Canada (Health Council of Canada 
2005) need to be implemented. 

•  The notion of “professional development 
to lifelong learning” should be broad-
ened in an effort to make it more inclu-
sive (WHO 2006). Employers need to 
make professional development a regular 
part of budget planning and provide 
time for staff to enhance their training. 

•  Whether current collective agreements 
might be a barrier or facilitator to 
creating quality practice environments 
for healthcare professionals should be 
explored. 

•  There needs to be an improvement 
in management and leadership, such 
as more on-the-job leadership train-
ing. The goal is to help supervisors and 
middle managers do a better job of 
managing the tension between produc-
tivity and workers’ health and safety.

•  Employers must practise ethics-based 
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leadership (Morrison 2006) – people 
expect healthcare organizations to act 
with social responsibility and serve as 
good stewards of resources to make 
every effort to provide good working 
conditions for health workers, which 
translates into greater quality of care. 

•  Different styles of management and 
leadership are recommended for imple-
menting healthy workplace initiatives. 
Johnson et al. (2003) stress that the 
current workplace health situation is still 
managed through conventional manage-
ment practices and is shaped according 
to the practices of employment law. 

•  We must act now to cut waste and 
improve incentives. This can be achieved 
by reducing absenteeism and turnover 
and improving performance through 
compensation adjustment, work incen-
tives and safe working conditions 
(WHO 2006). 

•  Healthcare organizations should develop 
a statement of clear vision and values 
that reflects the importance of support-
ing healthy workplaces. Employers 
should demonstrate that employee 
health and well-being are an integral 
part of their strategic plans (i.e., the way 
they do business). Healthy workplace 
indicators and numerical targets should 
be included in their strategic plans. 

•  Employers need to monitor and evalu-
ate the implementation and impact of 
healthy workplace initiatives on the 
front-line healthcare workers.

•  Healthy Work Environments Best 
Practice Guidelines established by the 
RNAO should be used as tools for the 
development and sustainability of a 
healthy work environment. The exten-
sive work and consultation undertaken 
in this project allowed for the develop-
ment of a comprehensive and valuable 

set of guidelines to which workplaces 
should adhere.

Summary
The progress in the healthy workplaces for 
health workers agenda in Canada is a classic 
example of how knowledge can be used for 
policy and practice. It further evidences the 
need for collaboration between researchers, 
policy-makers, decision makers, stakehold-
ers and practitioners. There have been major 
accomplishments to date, but change takes 
time and it is important to continue the 
efforts at all levels until we attain healthy 
workplaces by all measures.
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