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Introduction
The Healthcare of Ontario Pension Plan (HOOPP) intends to help facilitate thoughtful dialogue 
among stakeholders on the issues affecting the Health Human Resources (HHR) sector.  The 
goal of this dialogue is to find collaborative solutions to the challenges the sector faces. 
 
Stakeholder Symposium
In October 2009, HOOPP sponsored its first Healthcare Stakeholder Symposium on the 
challenges facing HHR.  The intent was to provide participants with an overview of the current 
financial and policy context, within which decisions are made and allow them to work together 
to identify issues and propose solutions to pressing HHR issues.

Attendees included representatives from a cross-section of the healthcare sector including 
hospitals, government, long term care, Family Health Teams (FHTs), Community Care Access 
Centres (CCACs), Local Health Integrated Networks, Community Health Centres (CHCs), unions, 
associations and others.

The Symposium featured a number of plenary presentations from different perspectives including 
HOOPP, government, public and employers’ perceptions and finally demographic trends. 

Speakers were John Crocker, President & CEO of HOOPP; Deb Matthews, Minister of Health and 
Long-Term Care; David Herle and Jennifer Espey of the Gandalf Group and noted demographer 
Prof. David Foot. 

Symposium Format
Participants filled out survey cards to capture a general ranking of top-of-mind healthcare issues 
on arrival.  The cards were collected and tabulated.  Participants were then grouped into 14 tables 
each with a diverse representation from across the healthcare sector so that they could garner a 
better understanding of each other’s issues and consider collaborative solutions. 

After each presentation, each table responded to questions provided by the symposium facilitators, 
Argyle Communications.  The responses were captured in workbooks by neutral note-takers 
assigned to each table.  The workbooks were collected and the responses were consolidated.  At 
the end of the day, participants filled out brief surveys that captured the Symposium takeaways. 
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About the White Paper
This White Paper has been informed by the Symposium presentations, the consolidated table 
responses and independent analysis and understanding of the healthcare sector and its issues.  
The White Paper is intended to inform stakeholders on these issues and offer up potential 
strategies and approaches that might be developed to resolve HHR challenges in the system.  
It will also assist HOOPP’s research efforts by providing focus on individual issues that may 
warrant further discussions.  

The White Paper is divided into three sections:

	 •	 Health HR Challenges 

	 •	 Strategies to Meet Challenges

	 •	 Conclusions

See the Symposium Summary for a synopsis of the presentations and a HOOPP Overview.

A:  HEALTH HR CHALLENGES 

The scope of the White Paper is to analyze how trends impact and contribute to HHR challenges 
and to propose strategies to deal with them.  The presentations nicely frame the two biggest 
drivers behind the challenges of HHR:

	 •	 Demographic trends of an aging population and an aging workforce making  
		  retention and recruitment of HHR crucial and challenging

	 •	 The transferring of services from hospital settings to community care settings  
		  requiring capacity building in the area of human resources

This section will look at the issues of recruitment and retention in both hospitals and community 
setting. Featured in this section are:

•	 Recruitment and retention general issues and challenges:  

	 •	 Competition for HHR

	 •	 Working conditions

	 •	 Pension and benefits laws, regulations, policies and practices 

•	 Recruitment and retention for community capacity building, issues and challenges:

	 •	 Competition in the community sector 

	 •	 Mobility and portability issues around seniority, pensions and benefits
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Recruitment and Retention: General Issues for the Healthcare Sector
As Prof. David Foot stated, Ontario is facing the challenges of an aging population and 
workforce. Two highly relevant issues that impact HHR are life expectancy and chronic disease. 
In short, the boomer generation presents a problem not only because there are more of them, 
but because they will also live longer and not necessarily in better health.  In 1920 the average 
life expectancy was 55 years of age. By the 1950s it was 65. Today, it is over 80 years of age. 
A burden of chronic disease looms in our aging population.  Over two million Canadians suffer 
from diabetes with almost one million in Ontario.  Governments of all stripes are wrestling with 
chronic disease management programs.  

All of these factors exacerbate the problem of HHR shortages, creating a challenge today and 
a potential crisis tomorrow. Recruitment and retention of HHR becomes paramount if this crisis 
is to be averted.

Competition for HHR
Participants identified competition as a key issue affecting the healthcare sector in all settings. 
Competition for dwindling health human resources as well as negative work conditions were 
cited as the key reasons for early retirement and an inability to attract young people to the 
sector. Jennifer Espey noted that recruitment costs increase when turnover is high.
   
For hospitals, competition was viewed primarily as coming from peer hospitals, other jurisdictions 
(the U.K., U.S. and Australia) and the private sector (for example drug manufacturers) that 
are able to offer incentives such as favourable schedules, travel and higher pay. Hospitals do 
not have much competition from the community care sector.  That’s because hospital benefits 
packages, which usually include the HOOPP defined benefit pension plan, are considered 
valuable by any standard.   
 
Key points

•	 Competition is a problem for both hospitals and the community health sector – from  
	 peer hospitals and other countries.

•	 It’s difficult to attract young people to jobs in the healthcare professions.

 

Working Conditions
When it comes to working conditions, hospitals and community health organizations share 
a common concern – the negative perception about working in the healthcare professions. 
The similarities between hospital and community care settings tend to end there.  Hospitals 
are considered to be higher stress work environments with little flexibility and less work/life 
balance.  In contrast, community care settings offer more flexibility and work/life balance but 
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do not offer as much in terms of compensation career growth, mentoring and modern work 
environments including modern IT and infrastructure.

Hospital employees are seen to be facing constant fear of budget cuts with roles being extended 
beyond comfort levels in order to stop gap the demand for and rhythm of hospital services. 
When describing the acute care workplace participants cited pressure, horrendous workloads, 
burnout, stress and low morale as the current HHR reality. 

Work/life balance was viewed as a real challenge for hospitals.  Shift work, a key feature of 
hospital-based nursing, is not conducive to a work/life balance. This drives nurses to agencies 
in search of more sustainable work patterns.  Other staffing concerns are sub-optimal staff-to-
patient ratios, scheduling issues and no personal input in scheduling shifts.  Hospital participants 
saw a need for greater flexibility in determining schedules and hours.  
 
Many participants felt workers were not provided with adequate mentoring and management 
in the hospital setting, an environment where patient needs tend to be urgent and important. 
Acute patients are more physically and emotionally draining, which leads to further stress. 
Safety is an issue in all healthcare settings.

Community healthcare was seen to offer a much better work/life balance.  Participants said 
that as demand for services grows, there would be an expectation for the community sector to 
operate on a 24 – 7 basis. The sector is already experiencing waiting lists, and high-needs people 
stay in care longer. Generally participants said the community sector tends to attract individuals 
who see the profession as ‘a calling;’ they are a little more idealistic and community oriented.   

The community sector struggles with the perception that it is the “poor cousin” of the hospital 
sector. It deals with people who are older and often chronically ill for longer periods of time. 
Participants felt that there is little funding commitment in the sector for infrastructure support, 
management, IT, capital equipment and travel.

Practices were cited as ‘archaic’ in many community care settings and not attractive to 
young people. They prefer being mentored in a larger setting where they can be trained on 
modern technologies.  

Participants mentioned that due to a lack of resources, young, inexperienced workers are being 
sent out into the communities without supervision or proper training. There is a perception that 
hospitals offer better learning and development opportunities. 

Another big challenge in the community care setting is isolation. A lone worker often covers 
large areas. So, while independence carries with it more flexibility, workers often feel that they’re 
“out there all by myself.”
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Some participants said the extended scope of practice for hospital nurses was undesirable. 
Community nurses are frustrated that they can’t practice to their full scope – they see clients in 
isolated areas rather than in a medical facility.

Participants said the average nurse is 48 to 50 years old. Many look for buy-outs and/or early 
retirement. When they go, healthcare will lose valuable healthcare providers and institutional 
knowledge. The negative perception of the healthcare workplace is a barrier to attracting young 
people to healthcare professions. Prof. Foot said attracting youth is key -- it takes about two 
young people to do the job of one boomer because of their strong work ethic.

Key points

•	 Hospitals are perceived more negatively – as a higher-stress work environment  
	 featuring shift work, less work-life balance, and safety issues.

•	 While the community sector offers better work-life balance, demand for services  
	 is moving to a 24/7 basis. Facilities tend to be inferior, and there is often isolation  
	 for healthcare workers and no access to mentors, training or technology.

•	 Nurses average age is around 48 to 50, and are looking forward to retirement this decade.  
	 A lot of the HHR knowledge base will be lost when they leave.

Pension and benefits laws, regulations, policies and practices 
One comment that was repeated differently among Table groups was that it “would be ideal to 
be able to draw a pension and continue to work without having to quit and lose seniority. Right 
now, this is an administrative challenge.”

Prof. Foot argues that boomers will want to contribute to pensions while they are earning and 
to collect their pensions when they are not earning in the same year. As well, employer health 
benefits often end at 65 – another discouragement for boomers.

Another issue raised is whether medical corporations can provide pensions to their employees 
– where the employees are the physicians who own the corporations. There is debate about 
whether professional associations could be considered as plan sponsors so that pension benefits 
could be provided to association members, such as doctors, dentists and pharmacists.

Healthcare will need a formal vehicle for providing benefits to the self-employed. The Ontario 
Expert Commission on Pensions (the Arthurs Report) suggested the Federal Government 
should change Canada Revenue Agency (CRA) pension rules to permit associations to sponsor 
registered pension plans in the same way a de facto employer can. A reinterpretation of the 
CRA rules would permit medical corporations to offer pension plans.
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Pension and benefit rules and practices may not always be aligned with the reality of an aging 
workforce and a growing demand for health services.  Provincial and federal laws, regulations or 
policies often apply – and in other cases employer practices or employment agreements come 
into play. A coordinated effort to sort out the rules governing pensions and benefits, and to 
make recommendations to modernize our system in order to expand coverage to all healthcare 
providers, is warranted.

Pension and benefit rules and practices may not always be aligned with the reality of an aging 
workforce and a growing demand for health services.  Provincial and federal laws, regulations or 
policies often apply – and in other cases employer practices or employment agreements come 
into play. A coordinated effort to sort out the rules governing pensions and benefits, and to 
make recommendations to modernize our system in order to expand coverage to all healthcare 
providers, is warranted.

Key points

•	 Older workers want to be able to collect part of their pension while still contributing  
	 – phased retirement.

•	 Non-pension benefits often are not offered past age 65.

•	 Associations and other medical groups are not considered “employers” and are not  
	 currently able to offer pension benefits to the members they serve.

Recruitment and retention for community capacity building,  
issues and challenges
Prof. Foot noted that both boomers and immigrants are moving away from cities, creating 
a greater demand of services in the community. He asserts that not enough healthcare 
services are being located in high-growth areas outside cities. Funding high-growth areas is 
a well-established policy objective that has been covered extensively by the WHO and other 
international healthcare organizations.  

Ontario, under a number of governments, has created and invested in community healthcare 
programs. In the last decade the home care sector has experienced significant growth and is 
now a much greater part of the Ontario healthcare landscape.  The long-term care sector has 
also expanded over the last 10 years.

Family Health Teams (FHTs) have been a central focus for the current Ontario government.  
This primary care model is designed around a collaborative group of healthcare professionals -- 
doctors, nurses, nutritionists and others working together to provide a wider range of services. 
The goal is improved access to doctors and primary care. 
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The FHT funding model offers incentives designed to encourage physicians to provide much-
needed medical services with interdisciplinary teams in a community setting. FHTs are also 
provided with some financial assistance for infrastructure and administration to make care more 
effective and efficient. Among the criteria for FHT designation is whether the Team will operate 
in areas with a high number of “unattached” patients – patients without a family doctor. Another 
factor is whether the Team will be located in an under serviced area of the province.  

The province continues to transfer services out of hospital settings. One such initiative is the 
government’s Alternate Level of Care Strategy, which is tasked with finding ways to ensure that 
people who should be in settings other than hospitals receive care in community settings. This 
will take pressure off of hospital emergency departments.  

However, is there sufficient capacity to deliver more services in the community? HHR is an 
essential component of capacity building along with innovation, infrastructure and technology. 
Participants felt community health trails hospitals in all these areas. Recruitment and retention 
challenges specific to the community care setting need to be tackled if services are to be 
transferred to the community successfully.  

Competition in the community sector
The hospital sector has a tripartite set of relationships – government as funder and regulator, 
hospital as employers and bargaining agents as employee representatives. Health spending 
and employment in the hospital sector is declining. Hospital workers enjoy better salaries, more 
robust benefits and through HOOPP, a jointly governed defined benefit pension plan.

By contrast, the community workforce is paid less and benefits are less valuable. Pension 
plans, if they exist, are group RRSPs or defined contribution plans that provide lesser benefits. 
Turnover is higher than in the hospital sector – a costly factor.  The community sector is unable 
to compete for HHR with the hospital sector due to wage inequity and less robust benefits. 
Those benefits are seen as more important than work/life balance – and while the CCACs offer 
HOOPP, most organizations do not.

Key points

•	 Hospitals represent a declining portion of total health spending, as more and more  
	 care moves into the community setting.

•	 Hospital workers enjoy better wages and benefits than their counterparts in  
	 community health.

•	 Community health providers can’t always afford to provide the same level of wages  
	 and benefits as the hospital sector.
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Mobility and Portability issues around Seniority, Pensions and Benefits
In addition to the imminent demographic challenges, our health sector is uneven and does not 
encourage free movement of HHR between community settings, where they are increasingly 
needed, and hospitals.  

The disparity between the hospital sector and many community care settings make it more likely 
for community nurses to migrate to hospitals but not the other way around.  This emergence of 
a dual labour force with movement largely in one direction is detrimental to quality of care and 
supporting the government’s policy direction.

Key points

•	 A “dual labour force” has emerged – there’s disparity between the hospital and  
	 community sector in terms of wages and benefits, and therefore, movement tends  
	 to be “one way,” from the community to hospitals

B. STRATEGIES TO MEET THE CHALLENGES

Allow inclusion of CHCs and FHTs into HOOPP
The issue: The community care setting is fragmented. Most community providers offer group 
RRSPs or defined contribution plans rather than more valuable defined benefit plans.

Some organizations, like CCACs and hospitals, receive a provincial funding envelope of about 
25 per cent of revenues to support employee pensions and benefits, which allows them to 
offer HOOPP.  Other community organizations, such as FHTs and CHCs, receive a smaller 20 
per cent funding envelope – insufficient for offering HOOPP. This disparity made no sense to 
participants.  There is also significant wage disparity between the two sectors.  

Given the reality of the current $24 billion provincial deficit, attempts to rapidly end all disparities 
including wage, pension and benefits, at once and across the healthcare sector, however 
desirable, is not realistic.  Yet, if access to primary care and community care continues to be a 
provincial priority, and services continue to be transferred out of hospitals to the community 
sector, these disparities need to be tackled over time and could be addressed through small 
steps that send the right message to the healthcare providers. 

How to fix it: The province should consider an initial step that bridges the gap between CCACs 
and hospitals on the one side and FHTs and CHCs on the other side.  This could be accomplished 
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by ensuring that provincial funding envelopes for pensions and benefits are equal among all 
community providers receiving them. This would require a top-up of about three to four per 
cent for FHTs and CHCs to bring them in line with the same funding envelope provided to 
CCACs and hospitals.  This step would send a clear message that community care is a priority 
and providers are being treated equally.

Who should fix it: The Ministry of Health and Long-Term Care (MOHLTC) can correct this through 
its annual budget process.

Allow Community Physicians to Join Pension Plans
The issue: Physicians who are not hospital employees generally have no pension plan. At the 
same time, Canada is suffering from massive physician shortages, particularly in community 
and family medicine.  A defined benefit pension plan would be a tremendous incentive for 
physicians to work in Ontario and might serve to counter the movement of Canadian doctors out 
of Canada.  It would also attract medical students to family practice and encourage practicing 
doctors to remain in community medicine.  

CRA rules on corporate eligibility may curtail medical corporations from participating in HOOPP. 
The Ontario Expert Commission on Pensions suggested that Associations be allowed to sponsor 
pension plans for physicians in the same way that employers do.   

How to fix it: The Ontario government could consider reaching out to physicians who have 
relationships with hospitals and establishing a policy that permits these physicians to be enrolled 
in HOOPP.  This would help bridge the pension gap between hospital and community doctors 
while diminishing the competition from other jurisdictions and private sector companies.  It 
could also prove to be mutually beneficial for government and hospitals as well as physicians.

CRA rules can be interpreted to prohibit medical corporations and self-employed doctors 
from joining pension plans. These rules need to be changed, as they are counterproductive to 
increasing our supply of physicians. 

Who should fix it: The province could work with a task force made up of the Ontario Hospital 
Association, the Ontario Medical Association and HOOPP. The Federal Government, Tax Policy 
Branch of the Department of Finance with the support of Health Canada (as it oversees issues 
of supply) should take a leadership role to either ensure that the current laws permit medical 
incorporations to join pension plans or to direct the CRA to make the necessary amendments.  
A legislative solution of this type would be cost effective if Canada had a more formal vehicle 
through which physicians could be allowed to finance their pension contributions.
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Improve Pension Portability  
The issue: According to Prof. Foot, creating a mobile workforce will make healthcare professions 
more attractive to young people, encourage boomers to keep working and allow services to 
be provided where they are needed. In that way, workers can move freely between settings 
according to their preference rather than according to financial considerations. However, 
service accrual, seniority and pensions do not carry over when transferring to or between 
community employers. 

How to fix it: Community care providers need to work together to begin to tear down barriers 
and enable a mobile workforce. Given their different business models, it will be difficult to create 
formalized wage bands and parity in pension and benefit offerings.  Therefore, recognizing 
milestones like accrued hours and seniority when healthcare workers move between settings is 
an area where agreement could be sought. 

Who should fix it: The MOHLTC could take a leadership role in bringing together community sector 
employers to sort out issues that serve as barriers to labour movement between settings.

Provide a More Flexible Healthcare Workplace
The issue: A flexible, balanced work environment is crucial if we want to encourage boomers 
to continue to work – something Prof. Foot argues must be done to manage the needs of an 
aging population. He argues that boomers will want to start to work part-time, and can be a 
valuable resource for mentoring young people who work at far lower rates of pay. Hospital shift 
work has been cited above as a clear source of stress in hospitals. The lack of flexible working 
arrangements is another area where improvements can be made.  

How to fix it: Participants suggested a number of possible improvements including reinventing 
shift work or developing new part-time/mentoring roles. In addition, workplaces should 
encourage flexible work options such as boomers working half time for half the pay as well as 
phased retirement. This will help finance the entry of more young people into the healthcare 
workforce. This area will warrant study, consultation and dialogue among employers, workers 
and collective bargaining leadership.    

Who should fix it: HealthForce Ontario could be tasked with overseeing a project that brings 
collective bargaining leadership including the Ontario Nurses’ Association, Canadian Union of 
Public Employees, Ontario Public Service Employees’ Union, Service Employees International 
Union as well as employers and the Ontario Hospital Association together to identify key barriers 
and come up with recommendations that can inform all employers and bargaining agents.
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Attract Young People to Healthcare Careers
The issue: Prof. David Foot contends that we have a very narrow window in which to get teens 
and people in their early 20s into healthcare professions – this group represents the last large 
population band. Once this group has graduated there will be no critical mass of youth to 
meet the impending demands of an aging population. Limited enrolments and lack of incentive 
policies that encourage this generation to enlist in healthcare professions are partly to blame 
for the low turnout for professions.
  
It can be argued that now is not the time to be limiting medical school enrolments.  Immediate 
relief provided by the Ontario government’s International Medical Graduate Program is to 
be commended.  It is also important to note that the Federal Government recently signaled 
its intention to ensure that new immigrants are assessed within a year in order to determine 
whether or not their work qualifications will be acceptable in a Canadian setting. Streamlining 
the qualification process is a positive step that could bode well for the HHR sector. However, 
given the age group of many of our imported HHR, Prof. Foot is correct in asserting that we are 
only postponing a problem that will grow not decline.  It is essential to target Canadian youth 
to enter the healthcare workforce.

How to fix it: Participants identified several strategies that could be used to bring new focus 
to recruiting and educational programs that will create a sustainable, effective, appropriately 
scaled future workforce and attract young people:

•	 better branding to provide a positive image of healthcare careers focusing on career- 
	 specific marketing, focusing on what is unique about each profession

•	 a bigger push to communicate using new media to target the ‘twitter generation”

•	 campaign activities taken to young people at schools, high school job fairs and other  
	 venues to encourage and promote future employees to choose a career in healthcare  
	 professions – similar to HealthForce Ontario

•	 partnering with educators to attract youth from diverse backgrounds

•	 tuition incentives and bursaries at the post-secondary level

•	 training partnerships between professions to encourage a cohesive workforce

A campaign will need to be launched at the provincial, if not also at the national level.  This may 
include a high profile champion that resonates with youth.  

Who should fix it: While tuition bursaries and other financial supports would require public 
dollars and therefore government intervention, some of these suggestions require more 
coordinated involvement by all stakeholders in healthcare.



12

Health Canada could help through a campaign promoting the merits of the healthcare professions 
and to garner the support from a high profile champion or spokesperson. Provincial government 
ministries such as health, colleges and universities, and education could work together to help 
disseminate materials that could be provided to the healthcare sector. HealthForce Ontario 
could be tasked with raising the profile of the healthcare professions amongst youth.  

Organizations either individually or through their associations should begin to prepare content 
to provide youth with positive reasons for entering the HHR field.  Youth won’t be attracted to 
professions that are seen as fraught with negative issues.

IT companies could help sponsor campaigns by assisting with the dissemination of materials for 
youth using new media.  Corporate sponsors could include ad agencies that are savvy in talking 
to youth and at the same time can piggy back social marketing initiatives.  A Youth Campaign 
is one area where assistance and partnership could really benefit from in-kind support from 
experts, governments, corporations and key stakeholders.

Create a Platform to Train Newly Graduated HHR Students
The issue: New graduates often have difficulty in entering the workforce and getting the 
requisite training, coaching and mentoring they need in order to develop into fully-fledged 
practitioners.

How to fix it: Planned increase in schools to match the vacancies that are available in the 
relevant workplace site. Engage those senior HHR practitioners looking to remain in the work 
place on a more part-time or flexible basis as mentors and career advisors to the younger, less 
experienced practitioners.

Who should fix it: HealthForce Ontario, the MOHLTC, the Colleges and the Associations should 
come together to develop a shared strategy to address this challenge.

Create a Coordinated HHR Community Planning and Management Group  
The issue: A common issue raised amongst participants was that the fragmentation of the 
community health sector with no coordinated planning group to deal with the larger issues of 
HHR management.   

How to fix it: There is a growing need for a province-wide HHR body to determine issues and 
develop strategies that span the community care sector and institutional settings to provide 
recommendations to deal with them in a coordinated fashion. 
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This body could be tasked with several projects:

•	 Track labour force movement (how many are leaving community care and how many  
	 are entering). When are healthcare workers planning to retire? How many new  
	 graduates are available by health profession? How many immigrants with health  
	 credentials live in Ontario?

•	 Determine how to implement initiatives that encourage workforce portability between  
	 healthcare settings (hospitals and community providers).

•	 Disseminate best practices, including the portability of seniority and pensions from  
	 one care setting to another.

At the organizational level, healthcare employers could survey employees on their planned 
retirement dates to enable better planning.

Who should fix it: A provincial body made up of ‘leads’ from each LHIN area could be created.  
Tracking data on labour movement will need support from CIHI and Statistics Canada.  Employers 
could support the planning committee by surveying their employees to establish when they are 
designated to retire and when then plan to retire. 

Maximize HHR through Increased Scope of Practice
The issue:  Increased scope of practice will enable the healthcare workforce to be used more 
effectively and will increase accessibility to services.  In Nunavut, nursing stations with nurse 
practitioners are used almost exclusively to deliver services. As more services are transferred 
from a hospital setting, community care will require nurses to begin to practice to their full 
scope.  Working often in isolation, nurses could benefit from expanded scope of practice.

How to fix it: On Nov. 30, 2009, Bill 179 passed third reading.  This bill increases the scope of 
practice for nurses, midwives, pharmacists, physiotherapists and others.  This legislation is a 
step forward and signals a provincial commitment to begin to recognize the full potential of its 
healthcare workforce.  Ontario has also funded and opened a number of Nurse-Practitioner-
Led clinics in areas that record high levels of unattached patients. Ontario will need a continued 
effort to allow practitioners to practice to their full scope especially since there is a challenge 
with recruiting healthcare professionals in the smaller rural communities.  

Who should fix it: Scope of practice is governed by the Regulated Health Professions Act 
and can only be amended through provincial legislation drafted by government using input 
from stakeholders.  In the case of increased scope of practice, Colleges are required to create 
regulation around the new authority granted to a profession.  These are often accompanied by 
standards of practice for the specific authority.
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CONCLUSIONS

The work of Prof. Foot and the Gandalf Group makes it clear that healthcare continues to be 
a priority for Ontarians but, that given demographic trends, Ontario is on a path that will see 
service demand increase exponentially with fewer health professionals available to provide the 
care.  Prof. Foot stated, “I’m not concerned about paying for healthcare. I’m concerned about 
where we’re going to find people to work in healthcare.” The two main issues that are driving this 
potential crisis are demographic trends and the transferring of services to community settings.

It is essential to ensure that health professionals are attracted and retained in both hospital and 
community care settings. The disparity in wages, pensions and benefits is creating a dual labour 
force – the community healthcare labour force on one side and the hospital and public sector 
labour force on the other. This disparity is a barrier to labour mobility, which is essential to 
ensure that community settings are properly resourced, especially considering the high growth 
phenomenon in the 905 area. In addition, community physicians have no formalized vehicles to 
allow them to join pension plans.

This plan sets out three main areas of recommendations.  

•	 The first is the modernization of laws, regulations and policies regarding  
	 pension eligibility.  

•	 The second area deals with recommendations to increase HHR supply by attracting  
	 youth and modernizing work arrangements to encourage workers to work to  
	 retirement and beyond.  

•	 The third is to create better planning mechanisms across the hospital and community  
	 care settings.  

Ontario is at a fork in the road; either it bridges the divide and brings community and hospital 
sectors together or it risks an inability to achieve an integrated healthcare system that meets 
the needs of Ontarians due to labour shortages, conflicts and disparities.  Ontario will need to 
take concrete and practical steps now to build the healthcare labour force that we need for the 
future; a labour force that is able to work in all settings, hospitals and community depending on 
need and not financial considerations.  
 

	


