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Executive Summary  
 
Evaluation Purpose and Scope  
 
The purpose of the evaluation was to assess the relevance and performance of the Public Health 
Agency of Canada’s (PHAC) Public Health Workforce Development (PHWD) Activities. The 
scope of the evaluation covered the period from April 2010 to December 2015 and included most 
of the activities identified under Sub-Program 1.1.1 of the Program Alignment Architecture: 
Public Health Workforce, as well as the internal-facing Competency Based Management 
Initiative. 
 
A number of other program and activity areas in PHAC also contribute to the development of the 
public health workforce, however these were out of scope for this evaluation, specifically: the 
Public Health Law and Ethics Program (which ended in 2012), the National Collaborating 
Centres for Public Health (recently evaluated in 2014-2015), other PHAC training efforts, the 
emergency response work of the Centre for Public Health Infrastructure, and the development of 
the All Events Response Operations (AERO) database (will be included in an evaluation of 
PHAC’s emergency preparedness and response activities scheduled for 2016-2017). 
 
The evaluation was undertaken in fulfillment of the Financial Administration Act (for grants and 
contributions) and the Treasury Board of Canada’s Policy on Evaluation (2009). The evaluation 
was conducted by the Health Canada and the Public Health Agency of Canada’s Office of Audit 
and Evaluation in accordance with the Five-Year Evaluation Plan 2015-2016 to 2019-2020.   
 
Program Description  
 
Broad issues facing Canada’s public health workforce were brought to the forefront in seminal 
reports preceding and following the SARS crisis in 2003, highlighting that Canada’s public 
health system required critical attention to address its lack of capacity to fulfill essential public 
health functions and pointing to the need for action. Key changes to Canada’s public health 
landscape made in response included the establishment of PHAC in 2004, the federal/provincial/ 
territorial Pan-Canadian Public Health Network and Pan-Canadian Framework for Public 
Health Human Resources Planning, and a significant increase in the number of post-secondary 
Masters of Public Health programs. 
 
Prior to, and during this time frame, PHAC contributed to Canada’s public health workforce 
through a variety of activities currently delivered by the Centre for Public Health Infrastructure 
(CPHI) in PHAC’s Health Security Infrastructure Branch. These include six distinct programs 
with varying target populations designed to develop and maintain Canada’s public health 
workforce (including that of PHAC) through efforts aimed at ensuring that the workforce has the 
competency and capability to respond to public health issues, including day-to-day and during 
public health events:  
 
• Canadian Field Epidemiology Program (two-year training program in applied epidemiology);  
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• Canadian Public Health Service (temporary placement of trained federal public health 
employees across Canada);  

• Field Services Training and Response Training Unit (delivery of training on applied 
epidemiology); 

• Public Health Scholarships and Capacity Building Initiative (comprised of the Public Health 
Workforce Products and Tools Contributions program, the Applied Public Health Chairs 
program, and the Dr. James Rossiter MPH Practicum Awards program); 

• Skills Enhancement for Public Health (the primary component being Skills Online); and 

• Public Health Workforce Unit (lead on the implementation of the Core Competencies for 
Public Health in Canada Release 1.0). 

 
CONCLUSIONS - RELEVANCE  
 
Continued Need  
 
PHAC’s PHWD activities continue to be relevant programs in Canada, as challenges affecting 
the public health system continue and may impede the ability of the public health sector to carry 
out its essential functions. PHAC’s current efforts provide support, specifically in response to 
public health workforce needs, related to insufficient numbers of competent personnel in all 
regions and knowledge and skill deficiencies among new and existing public health staff.  
 
Shortages of workforce personnel and therefore capacity continue to exist across the country. 
While this is more pronounced in the P/Ts that lack a provincial public health agency, these 
shortages are noted in all P/Ts. In addition, according to key informants (i.e., public health 
experts, P/T representatives, and program staff) knowledge and skill deficiencies among new and 
existing public health personnel persist. Combined, these challenges consequently, potentially 
expose populations to increased public health risks. 
 
In addition to these ongoing workforce needs, key informants expressed concerns about higher-
level system or infrastructure needs (including inadequate federal/provincial/territorial 
coordination and collaboration on workforce and system issues, and insufficient workforce data 
to accurately identify gaps and enable human resources planning) that have persisted since they 
were first raised in post-SARS reports and which may limit the impact of ongoing efforts to build 
the public health workforce. 
 
Alignment with Government Priorities  
 
PHAC’s efforts to develop Canada’s public health workforce are broadly aligned with the 
Government of Canada’s priorities to address the health and safety of Canadians, and to develop 
a highly skilled workforce, as noted in Government of Canada strategic policy and planning 
documents, including the Speeches from the Throne. 
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Within the Public Health Agency, improving public health capacity has consistently been noted 
as a priority in many corporate planning and strategic documents (i.e., Reports on Plans and 
Priorities, Strategic Horizons Document, and the Corporate Risk Profile) over the past five 
years. 
 
Alignment with Federal Roles and Responsibilities  
 
It is appropriate for the federal government and PHAC to support the development of Canada’s 
public health workforce. 
 
Existing legislative and/or program authorities speak to the federal role and provide PHAC with 
a mandate to develop the knowledge and skills of public health professionals through training 
and development activities, to support skill development of front line professionals through the 
production of tools and best practices, and to support public health training in Canadian 
universities (e.g., bursaries, scholarships). These documents also provide PHAC with a mandate 
to augment recruitment and development activities to increase the number of experienced public 
health professionals available for positions across Canada, and to support improved linkages 
between universities and local public health units. 
 
Other players (e.g., P/Ts, Academic Institutions, Professional Associations, and National 
Collaborating Centres for Public Health) are also contributing towards Canada’s public health 
workforce needs through similar efforts. While minimal evidence of overlap or duplication with 
PHAC activities was observed, so too was there minimal evidence of coordination among the 
various players and their efforts. As a result, there is an opportunity to re-think the federal 
investment, in terms of level and scope, by considering a stronger PHAC leader/convener role. 
This is supported by public health stakeholders, who support PHAC’s current PHWD efforts, but 
also expressed a desire for the Agency to enhance its efforts as a leader and convenor. 
 
CONCLUSIONS – PERFORMANCE  
 
Achievement of Expected Outcomes (Effectiveness)  
 
In general, PHAC’s PHWD activities are demonstrating progress towards achieving intended 
immediate and intermediate outcomes.  
 
Through the provision of opportunities for, and delivery of, formal training, mentoring, 
experiential learning, and practicum placements, PHWD programs (i.e., Skills Online, CFEP, 
CPHS, APHC and Dr. James Rossiter MPH Awards) have contributed to the improved 
knowledge and skills of public health professionals and students. By supporting the synthesis of 
evidence-based knowledge (APHC) PHWD activities have also contributed to this outcome.  
 
PHAC’s PHWD activities have resulted in greater access to Agency staff and, in some cases, 
tools for public health stakeholders. Through these programs (CFEP, CPHS, Dr. James Rossiter 
MPH Awards), PHAC staff and MPH students have been placed in public health organizations 
across the country to support of day to day and emergency response functions. Through these 
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placements, PHAC staff and students have contributed to improved capacity in host 
organizations. While tools have been developed through these programs (i.e., Core Competencies 
for Public Health, Public Health Workforce Products and Tools program), the extent to which 
they have been made available to public health organizations has been inconsistent. Although 
some tools have been accessible to the public health workforce writ large, others appear to have 
remained solely with the funded organization. Impact and use data associated with these tools 
also varies, however, evidence of uptake and use of the Core Competencies for Public Health by 
public health organizations was collected. 
 
PHAC’s Workforce Development programs have contributed to enhanced knowledge and skills 
of public health professionals and to improved capacity of public health organizations. However, 
the extent to which these efforts have resulted in the public health workforce having the abilities 
to execute their public health functions is unclear. Given that knowledge and skill deficiencies in 
the public health system are not well defined, the degree to which knowledge and skill 
improvements align with public health workforce needs is unclear. A similar statement can be 
made in regards to the extent that PHAC tools are addressing capacity gaps and helping to meet 
system needs. 
 
Demonstration of Economy and Efficiency  
 
PHAC’s PHWD activities are funded at approximately $8M annually and the funding is spread 
across six program areas.  As a result, PHAC is involved in a range of activities, however, the 
depth of involvement in any given activity is limited.  With the same funding allocation, an 
investment could be made in select key strategic priority areas, or as discussed in Section 4.3, 
PHAC may choose instead to shift its role or approach from one of “doing” to one of 
coordinating and/or leading.  
 
Currently, examples of collaboration within the PHWD program areas, as well between the 
PHWD programs and other areas of PHAC, exist; however, there is a lack of a formalized 
approach to collaboration. Formal governance mechanisms are required to oversee PHAC’s 
PHWD activities, particularly related to the CBMI. Of note, the existing PHWD strategic plan 
document cites improved program coordination and governance as a goal. 
  
In general, the PHWD programs have been successful in monitoring performance, and each 
program has tailored the collection of performance data to suit their needs. The degree to which 
performance data is systematically analyzed and used to inform program delivery was less clear, 
although examples of this were noted. Moving forward, improved consistency across the various 
PHWD programs to systematically review and use performance data is needed. 
 
RECOMMENDATIONS  
 
The findings from this evaluation of PHAC’s Public Health Workforce Development activities 
have resulted in the following three recommendations. 
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Recommendation 1 
 
Re-assess the federal investment (in terms of level and scope), and determine the 
appropriate federal role (mix of activities) in building the public health workforce. 
Consideration should be given to the need to: 

 Convene stakeholders and enhance efforts as a leader/convener; 
 Streamline ‘like’ efforts underway within PHAC; and 
 Maximize program impact and efficiency by investing in activities with sustainable 

impacts. 
 
PHAC currently invests approximately $8M per year (not including the amount transferred to 
CIHR) towards the PHWD activities. Spread across six different programs (i.e., CFEP, CPHS, 
FSTR, PHWU, PHSCBI and SEPH), PHAC uses this funding to accomplish many objectives on 
a national scale. This allows for PHAC to be involved in a breadth of activities, at the expense of 
the depth to which it can be involved in any given one. However, there may be opportunities for 
streamlining investments, such as the two programs which fund MPH student practicums (i.e., 
CPHS, Dr. James Rossiter MPH Practicum Awards program). In addition, program impacts 
could be enhanced by prioritizing the sustainability of desired outcomes in program design (e.g. 
supporting the dissemination of successful products and tools). Other players (e.g., P/Ts, 
Academic Institutions, Professional Associations, and National Collaborating Centres for Public 
Health) are also contributing towards Canada’s public health workforce needs through similar 
efforts. These stakeholders have expressed a desire for PHAC to take on a stronger leadership or 
convener role in this area. In general, PHAC’s current efforts reflect more of a ‘doing’ role than 
a ‘leading’ or ‘convening’ role. It is timely for PHAC to re-assess current PHWD efforts with a 
mindset towards identifying the most appropriate federal role moving forward.  
 
Recommendation 2 
 
Following the first recommendation, develop a strategic plan to articulate and 
communicate the federal role related to public health workforce development. 
 
A strategic plan document was recently developed for PHAC’s PHWD programs in response to a 
2013 internal audit. While this document provides an overarching vision for PHAC’s PHWD 
activities, it focuses primarily on internal efforts to build capacity, and does not clearly articulate 
how external facing programs will contribute to this vision. In light of the first recommendation 
(to determine the appropriate mix of activities moving forward), an update to this document will 
be necessary to clearly articulate the federal role with respect to PHWD moving forward. 
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Recommendation 3 
 
Establish formal governance to guide PHAC’s internal workforce development activities 
(i.e., CBMI), and formalize a roll out with clear timelines, objectives and expectations.  
 
Recently, PHAC’s PHWD activities have been directed internally to support the Agency’s 
workforce. This includes the CBMI, which aims to support a talent management culture within 
PHAC. To date, the roll out of this initiative has been based on the identification of early 
adopters and volunteers from across PHAC, with no formal, senior management-approved, 
collaborative work plan, led by a formal governance structure, to guide the process. There is an 
opportunity to establish a formal governance structure to guide this initiative moving forward. 
With this governance in place, timelines, objectives and expectations related to the initiative 
could be clarified for all stakeholders. 
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Management Response and Action Plan 
 

Evaluation of the Public Health Agency’s Public Health Workforce Development Activities 
 

Recommendations Response Action Plan Deliverables Expected 
Completion Date Accountability Resources 

Recommendation as 
stated in the evaluation 

report 

Identify whether 
program management 

agrees, agrees with 
conditions, or disagrees 

with the 
recommendation, and 

why 

Identify what action(s) program 
management will take to address 

the recommendation 

Identify key 
deliverables 

Identify timeline 
for 

implementation of 
each deliverable 

Identify Senior 
Management and 

Executive (DG and 
ADM level) 

accountable for the 
implementation of 
each deliverable 

Describe the human and/or 
financial resources required 

to complete 
recommendation, including 

the source of resources 
(additional vs. existing 

budget) 
Re-assess the federal 
investment (in terms of level 
and scope), and determine 
the appropriate federal role 
(mix of activities) in 
building the public health 
workforce. Consideration 
should be given to the need 
to: 
• Convene stakeholders 

and enhance efforts as a 
leader/ convener; 

• Streamline ‘like’ efforts 
underway within the 
Agency; and 

• Maximize program 
impact and efficiency by 
investing in activities 
with sustainable impacts. 

Management agrees with 
the recommendations with 
conditions.  
 
The Evaluation was 
focused on PAA 1.1.1 and 
did not address other 
PHAC Programs that also 
contribute to the public 
health workforce. 
 
 

Responding to this recommendation 
will involve a review and assessment 
of the current public health 
landscape, including current PHAC 
efforts under PAA 1.1.1, towards the 
identification of public health 
workforce needs and gaps, and 
opportunities for future federal role. 
 
The PHAC will develop a strategic 
direction for its future role in 
workforce development by 
integrating findings from the 
evaluation and other policy reviews. 
 
This new strategic direction will 
define the federal role in workforce 
development activities going 
forward,  align federal activities with 
workforce priorities, identify specific 
areas of focus, and identify options 
for strategic alignment of programs 
and investments (both internally and 
externally) based on where PHAC’s  
contributions will add the most  value 
to the public health system.  

1) Proposed strategic 
direction presented for 
approval to PHAC EC. 
 

2) Approved strategic 
direction for the PHAC’s 
workforce development 
activities.  

 

January 2017 
 
  

ADM HSIB HSIB will provide core human 
and financial resources from 
existing resources supported 
by an Agency Advisory Group 
and discussion at relevant 
governance tables as required. 
 
The Implementation plan will 
identify the realignment of 
resources as required and 
respond to the strategic plan’s 
data and information to make 
informed decisions about 
program alignment over the 
next five years.   
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Recommendations Response Action Plan Deliverables Expected 
Completion Date Accountability Resources 

Recommendation as 
stated in the evaluation 

report 

Identify whether 
program management 

agrees, agrees with 
conditions, or disagrees 

with the 
recommendation, and 

why 

Identify what action(s) program 
management will take to address 

the recommendation 

Identify key 
deliverables 

Identify timeline 
for 

implementation of 
each deliverable 

Identify Senior 
Management and 

Executive (DG and 
ADM level) 

accountable for the 
implementation of 
each deliverable 

Describe the human and/or 
financial resources required 

to complete 
recommendation, including 

the source of resources 
(additional vs. existing 

budget) 
Following the first 
recommendation, develop a 
strategic plan to articulate 
and communicate federal 
role related to public health 
workforce development. 

Management agrees with 
the recommendation.   
 
 
 

As noted above, the strategic 
direction for PHAC’s public health 
workforce development activities will 
be developed as part of 
Recommendation #1.   
 
Following approval of the strategic 
direction, a five year strategic plan 
will be developed that focuses on the 
reorientation of workforce 
development programs and services 
to address the needs of the public 
health workforce system now and 
into the future. Concurrently, the 
approved strategic direction will be 
communicated to internal and 
external stakeholders. 
 
The strategic plan will ensure 
PHAC’s transformation in workforce 
development aligns with the PHAC’s 
role, will create performance 
indicators to measure program 
impacts to demonstrate value for 
money, and will identify the 
infrastructure necessary to support 
stakeholder engagement to enable 
continued alignment of PHAC 
investments in workforce 
development. 
 

1) Engagement plan for 
communicating PHAC’s 
renewed strategic 
direction related to 
workforce development. 
 

2) Approved strategic plan 
for transforming the 
PHAC’s workforce 
development activities 
including specific plans 
for proposed 
transformation of 
program activities. 

 

March 2017 
 

ADM HSIB 
 

CPHI will provide secretariat 
and core resources to develop 
the identified deliverables. 
 
Evaluation, Corporate 
communications and SPPIAB 
will be engaged as required.   
 
  
The Implementation plan will 
identify the realignment of 
resources as required. 
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Recommendations Response Action Plan Deliverables Expected 
Completion Date Accountability Resources 

Recommendation as 
stated in the evaluation 

report 

Identify whether 
program management 

agrees, agrees with 
conditions, or disagrees 

with the 
recommendation, and 

why 

Identify what action(s) program 
management will take to address 

the recommendation 

Identify key 
deliverables 

Identify timeline 
for 

implementation of 
each deliverable 

Identify Senior 
Management and 

Executive (DG and 
ADM level) 

accountable for the 
implementation of 
each deliverable 

Describe the human and/or 
financial resources required 

to complete 
recommendation, including 

the source of resources 
(additional vs. existing 

budget) 
Establish formal governance 
to guide the Agency’s 
internal workforce 
development activities (i.e., 
CBMI), and formalize a roll 
out with clear timelines, 
objectives and expectations. 

Management agrees with 
the recommendation. 
 
 
 

Internal governance is essential to 
enable and ensure that people 
management processes systematically 
align on developing the capacity and 
skills the organization needs. 
 
A proposal to improve governance of 
the PHAC’s internal workforce 
development is underway.   
 
The goal is to 1) embed workforce 
development activities in existing 
processes including human resource 
management; and 2) provide a forum 
for Branches and their management 
teams to implement the culture 
transformation required to improve 
the outcomes of our people 
management processes. 
 
 

1) Approval for Tier 3 
governance table 
reporting to Operations 
Committee 

 

August 2016 
 

ADM HSIB 
 

 

Secretariat functions will be 
provided by CPHI from 
existing resources. 
 
Other Centres and 
Branches/Offices will need to 
commit time and staff by 
including this in their overall 
work plans to support the 
internal governance process.  
Requirements will be 
identified and approval sought 
prior to proceeding.  
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1.0 Evaluation Purpose  
 
The purpose of the evaluation was to assess the relevance and performance of the Public Health 
Agency of Canada’s Public Health Workforce Development (PHWD) Activities for the period of 
April 2010 to December 2015.  

The evaluation was undertaken in fulfillment of the Financial Administration Act (for grants and 
contributions) and the Treasury Board of Canada’s Policy on Evaluation (2009). The evaluation 
was conducted by the Health Canada and the Public Health Agency of Canada’s Office of Audit 
and Evaluation in accordance with the Five-Year Evaluation Plan 2015-2016 to 2019-2020.   
 
 

2.0 Program Description  
 
2.1 Program Context  
 
Broad issues facing Canada’s public health workforce were brought to the forefront in the 1998 
Krever Commission1, the 2002 Kirby Report2, and the seminal report issued by Dr. Naylor in 
response to the SARS crisis in 20033. These reports highlighted that Canada’s public health 
system required critical attention to address its lack of capacity to fulfill essential public health 
functions, and pointed to the need for action.  Further details on the identified gaps are outlined 
in section 4.1. 
 
In response, key changes to Canada’s public health landscape were made and have included: 
 the establishment of the Public Health Agency of Canada (PHAC) and the position of the 

Chief Public Health Officer to serve as the federal lead on national public health issues 
(2004); 

 the development of the landmark federal/provincial/territorial (F/P/T) Pan-Canadian 
Framework for Public Health Human Resources Planning4, which recognized the need 
for inter-jurisdictional collaboration and presented ‘building blocks’ that were seen as 
necessary to make progress (2005); 

 the launch of the Pan-Canadian Public Health Network, a network of individuals across 
Canada from many sectors and levels of government, who work together to strengthen 
public health in Canada (2005). This network struck the Public Health Human Resources 
Task Group (disbanded in 2012), which piloted a workforce enumeration effort, drafted 
the first set of public health competencies, developed the Guidelines for MPH Programs 
in Canada5, and assessed the idea of creating a Canadian accreditation system for schools 
and programs of public health; and 

 a significant increase in the number of post-secondary Masters of Public Health (MPH) 
programs, from five (prior to 2003) to 17 (as of 2015).i 

 

                                                 
i  The rate of masters-level public health students (including MPH) graduating each year has doubled since 2009 

(1,019 graduates in 2014).  
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Prior to, and during this time frame, PHAC contributed to Canada’s public health workforce 
through a variety of activities. Currently, they are collectively known as PHAC’s PHWD 
activities, and are delivered by the Centre for Public Health Infrastructure (CPHI) in PHAC’s 
Health Security Infrastructure Branch. The first of these programs to be established was the 
Canadian Field Epidemiology Program (CFEP) in 1975. Skills Online was launched in 2002, and 
the Core Competencies for Public Health in Canada Release 1.0 (Core Competencies) were 
released by PHAC in 2007. The Public Health Scholarships and Capacity Building Initiative 
(PHSCBI) was formed in 2006, merging the former Public Health Professionals program and the 
Scholarships, Bursaries and Community Apprenticeships in Public Health program. The 
Canadian Public Health Service (CPHS) program was created in 2006, while the Competency 
Based Management Initiative (CBMI) was initiated in 2015. Each of these programs is described 
in more detail in section 2.2.  
 
Of note, other PHAC efforts, outside the scope of this evaluation (i.e., they do not fall within 
Program Alignment Architecture 1.1.1: Public Health Workforce), were also made in support of 
Canada’s public health workforce during this time frame. For instance, following the release of 
the Core Competencies, PHAC supported the establishment of  a number of discipline-specific 
competency sets (e.g., Public Health Nursing Discipline Specific Competencies, Minimum 
Competencies for Medical Officers of Health, Health Promoter Competencies), all of which were 
informed by the Core Competencies. Each of these competency sets were developed by 
professional organizations and focussed attention on the need to incorporate competencies into 
undergraduate and graduate-level education programs. Additionally, PHAC launched, in 2005, 
the National Collaborating Centres for Public Health. Located regionally across Canada, the six 
National Collaborating Centres are designed to promote and support the use of knowledge and 
evidence in public health programs, policies and practices. 
 
This evaluation represents the first time that PHAC’s PHWD activities under Program 
Alignment Architecture 1.1.1 have been evaluated as a whole. Separate evaluations were 
completed for PHSCBI in 2010-2011 and CPHS in 2013-2014. 
 
2.2 Program Profile  
 
PHAC’s PHWD activities (summarized below), which include six distinct programs with 
varying target populations but similar funding amounts, are designed to develop and maintain 
Canada’s public health workforce (including that of PHAC) through efforts aimed at ensuring 
that the workforce has the competency and capability to respond to public health issues, 
including day to day and during public health events.ii 
 
 
 
 
 
 
                                                 
ii  Public health events or emergencies include: chemical, biological, radiological, nuclear, outbreaks, earthquakes, 

as well as planned events and exercises. Public Health Agency of Canada, All Events Response Operations 
database. 



 

Evaluation of the Public Health Agency of Canada’s Public Health Workforce Development Activities –  
2010-2011 to 2014-2015 
July 2016  
 3 

Health Canada and the Public Health Agency of Canada Evaluation Report 

Canadian Field Epidemiology Program  
 
The CFEP contributes to Canada’s public health capacity through the training of public health 
professionals in applied epidemiology. This includes specialized techniques and competencies 
required to respond to diverse public health issues in real-life settings. Field epidemiologists in 
the program spend two years as full-time PHAC employees, although they work and learn at 
placement sites within a provincial, territorial, regional or municipal government department or 
public health agency. Placement sites provide the infrastructure, opportunities and mentoring 
needed to meet program requirements. During the two year placement, participants must 
complete nine professional experience guidelines that range from giving an oral presentation to a 
scientific audience to participating in a field investigation.6 A list of all nine professional 
experience guidelines is included in Appendix 1. The CFEP supports Canada’s public health 
emergency response capacity, through a component of the program which involves the 
mobilization of field epidemiologists within Canada and around the world, to support public 
health organizations as they respond to urgent public health events. 
 
Canadian Public Health Service Program 
 
The CPHS program aims to help address Canada’s public health capacity needs through the 
temporary placement of trained federal public health employees (Public Health Officers) in 
public health organizations (placement sites) across Canada. Public Health Officers (PHOs) 
represent a variety of disciplines including epidemiologists, policy analysts and nurses. 
Placement sites may include provincial, territorial and local health authorities as well as public 
health-oriented non-governmental organizations.  
 
Following the 2013-2014 evaluation, the CPHS program shifted its strategic focus and revised its 
site selection criteria to favour placement sites with known capacity needs (i.e., northern, rural 
and remote settings). PHO placements are two years in duration, during which time PHOs 
contribute to increased public health capacity of the placement site. As a result of this placement, 
PHOs are exposed to a range of public health issues and settings, helping to equip them for 
potential mobilizations (federal response to public health events) should the need arise. A sub-
component of the program places MPH students into public health organizations in northern 
communities to facilitate the completion of their research practicums, help contribute to the host 
organizations’ capacity needs, and stimulate student interest in considering a career in northern 
Canada. 
 
Field Services Training and Response (FSTR) Training Unit 
 
The Training Unit situated within FSTR Division develops and delivers training to build the 
professional and technical competencies needed for applied epidemiology.  This specialised 
training helps prepare Field Epidemiologists, PHOs and other PHAC staff to respond to routine 
and emerging public health threats in Canada and abroad. The majority of the training is 
delivered in person to facilitate peer to peer exchange, knowledge synthesis and application of 
learning. Examples of training events include Epidemiology in Action, an annual three week 
course providing the foundations for applied public health investigations, and the Field Service 
Training Institute, a week-long event covering a range of applied public health training modules. 
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Public Health Scholarships and Capacity Building Initiative  
 
Consisting of the Public Health Workforce Products and Tools Contributions program, the 
Applied Public Health Chairs program, and the Dr. James Rossiter MPH Practicum Awards 
program, the PHSCBI was launched with a view towards increasing PHAC’s readiness capacity 
in people, systems and tools. The Initiative, delivered through a combination of grants and 
contributions and in partnership with Canadian Institutes of Health Research (CIHR), supports 
three key objectives: to increase the number and skills of public health professionals; to enhance 
relationships between university programs in public health and public health organizations; and, 
to develop public health training products and tools. 
 
• The Public Health Workforce Products and Tools Contributions Program supports the 

development of products and tools designed to improve the skills and capacity of public 
health practitioners. Through contribution funding ($75K -$250K), the program supports 
eligible public health organizations (e.g., professional associations, local public health units, 
and academic institutions) over a three-year period to develop these tools. It is expected that 
the products and tools developed will contribute towards advancing the implementation and 
uptake of core competencies in the workplace leading to enhanced competencies and greater 
capacity.  

• The Applied Public Health Chairs (APHC) Program is delivered by CIHR’s Institute of 
Population and Public Health in partnership with PHAC and with contributions from other 
CIHR Institutes and partners. Through this program, public health faculty in academic 
institutions across Canada have received funding to support public health intervention 
research, capacity building and knowledge translation activities. There have been two rounds 
of funding, each lasting five years: the first in 2007-08 (up to $925K per award for five years, 
and one-time only supplement of $75K for knowledge translation) and the second in 2013-14 
(up to $925K per award for five years). The APHC Program contributes to increasing the 
visibility of public health in academia through public health intervention research and 
knowledge development, as well as through the participation of the Chairs in knowledge 
exchange, partnership building, curriculum development and mentoring. In addition, the 
APHC program provides learning opportunities to new researchers and to the students who 
work with them, with the objective of further enhancing the knowledge and skills of future 
public health professionals.  Finally, the program aims to strengthen relationships and 
interactions between academia and public health practice, by requiring that all grant 
recipients work in collaboration with public health organizations as part of the applied 
research process. 

• The Dr. James Rossiter MPH Practicum Awards Program provides existing MPH 
students seeking workplace internships with stipends and travel allowance in order to 
facilitate participation in public health workplace placements as part of their MPH 
curriculum requirement. Through participation in practicum placements, students are 
provided an opportunity to gain practical public health experience to enhance their skills, as 
well as opportunities to enter the public health profession. Conversely, host organization 
capacity stands to benefit through the additional student resource to address specific areas of 
interest for them.   
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Skills Enhancement for Public Health (SEPH) 
 
The Skills Enhancement for Public Health program aims to provide flexible learning options to 
develop knowledge, skills and competencies in the domain of public health. This program 
delivers on-line continuing education to front line public health professionals across Canada to 
help develop and maintain a competent and current public health workforce. The primary 
component of the program is Skills Online, a series of online courses covering a variety of public 
health topics that have been mapped to the Core Competencies for Public Health in Canada 
Release 1.0.7 The program offers both facilitated and self-directed courses. Facilitated courses 
are offered at a cost of $75 to $175, while self-directed courses are free of charge. Facilitated 
courses are offered in the fall, winter and spring and take eight weeks to complete, and range in 
topics from basic epidemiological concepts to health literacy for public health professionals. The 
self-directed courses can be taken at any time. The self-directed courses currently offered are 
Core Competencies for Public Health in Canada Toolkit, Introduction to Public Health in 
Canada, Introduction to Literature Searching and Introduction to International Health 
Regulations. 
 
Public Health Workforce Unit 
The Public Health Workforce Unit has served as PHAC’s lead on the implementation of the 
Core Competencies for Public Health in Canada Release 1.0. The Core Competencies are 
defined as the essential knowledge, skills and attitudes necessary for the practice of public 
health. Since their release in 2007, the Public Health Workforce Unit has concentrated on 
facilitating uptake and integration of the Core Competencies in public health organizations 
across Canada, and has also supported the development of discipline-specific competency sets. 
 
More recently, the Public Health Workforce Unit has begun piloting a CBMI internally within 
PHAC. As an internal-facing effort, this initiative does not fall within PHAC’s Program 
Alignment Architecture (PAA). This initiative supports the implementation of a talent 
management culture within the organization, thereby facilitating the development and 
management of PHAC’s workforce skills. The CBMI involves the identification of competency 
profiles for PHAC staff, informed by a broader competency dictionary. Competency profiles 
enable informed discussions between managers and staff regarding learning and development 
needs of employees. The intent is that this initiative will be implemented Agency-wide, however 
currently it is only in the pilot phase. 
 
2.3 Program Narrative 
 
According to PHAC’s 2016-2017 Performance Measurement Framework, the expected result of 
the public health workforce program area is “Public health partners and stakeholders have the 
abilities necessary to execute their public health functions.” The activity areas, outputs, 
immediate and intermediate outcomes to achieve this final outcome are described below. 
 
Three main activity areas lead to the achievement of outcomes: professional development and 
training, workforce direction setting and coordination, and transfer payments management. 
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These activity areas are not mutually exclusive, with many of the programs contributing to more 
than one activity stream.    
 
• The professional development and training activity stream is focused on the training of new 

and existing public health professionals. This stream also supports the placement of students 
and trainees within public health organizations so that they acquire practical, hands-on 
experience in public health.  

• The workforce direction setting and coordination stream is focused on the development of 
public health competencies and the creation of competency-based products and tools to 
support implementation. 

• The transfer payment management stream supports the development of products and tools for 
training and professional development in public health that meet the current needs of public 
health organizations and their staff.  

 
The preceding activity streams are expected to contribute to two immediate outcomes. Firstly, 
public health professionals will have access to opportunities to enhance their knowledge and 
skills through a variety of training. Secondly, public health organizations will have access to 
skilled professionals and tools, including the Core Competencies, to fill capacity gaps.8 
 
The three activity streams and two immediate outcomes are expected to contribute to two 
intermediate outcomes, being that public health professionals will enhance their public health 
knowledge and skills, and public health partners will have access to the competencies and 
capabilities necessary to execute their public health functions. These outcomes, in turn, will 
support the expected result of public health stakeholders having the abilities to execute their 
essential public health functions. Ultimately, a public health workforce with the skills and 
knowledge to meet 21st century public health needs will be a core component of a robust public 
health infrastructure that is able to manage public health threats of domestic and international 
concern. 
 
Successful functioning of Canada’s public health system depends on collaboration and 
cooperation across, as well as within, multiple jurisdictions (i.e., F/P/T). The interdependent 
nature of the work presents a risk to both program delivery and performance reporting given that 
it requires active collaboration and partnering of the program area with internal and external 
partners, with PHAC having direct influence, but not direct control, over the achievement of 
some outcomes. 
 
The connection between the program activity areas and the expected outcomes is depicted in the 
program logic model (see Appendix 2). The evaluation assessed the degree to which the defined 
outputs and outcomes have been achieved. 
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2.4 Program Alignment and Resources  
 
The programs are part of PHAC’s PAA, Program 1.1: Public Health Infrastructure, Sub-Program 
1.1.1: Public Health Workforce. The combined programs’ planned budgets for the years 2010-
2011 through 2014-2015 are presented below (Table 1). Overall, PHAC’s PHWD activities had a 
planned budget of approximately $40 million over these five years, with another $5.7 million 
transferred to CIHR (through the Annual Reference Levels Update process).  The variance 
between the programs’ budgets and expenditures are found in Table 3. A more detailed 
breakdown (by program/activity area) of planned budgets and expenditures can be found in 
Appendix 3.   
 

 
Table 1: Planned Budget for all Program Components ($) 

Year G&C O&M Salary Total* 
2010-2011 2,363,000 2,090,880 4,552,504 9,006,384 
2011-2012 649,750 2,220,907 4,665,908 7,536,565 
2012-2013 219,220 2,719,606 4,626,356 7,565,182 
2013-2014  1,233,750 2,236,123 4,588,429 8,058,302 
2014-2015 1,203,000 2,130,187 4,459,285 7,792,472 

Total 5,668,720 11,397,703 22,892,482 39,958,905 

* Note, in addition to the planned funding amounts included above, PHAC transferred 
approximately $6.3M to CIHR via the Estimates process. The breakdown for this was as 
follows: 2010-2011: $1,840,000; 2011-2012: $1,517,250; 2012-2013: $1358,625; 2013-2014: 
$360,000; 2014-2015: $1,260,000. 

** Financial data provided by Office of the Chief Financial Officer 
 
In 2014-2015, approximately 72 full-time employees within the CPHI supported PHAC’s 
PHWD activities (note that there were an additional 17 vacant positionsiii). Staff worked within 
two Divisions: the Field Services Training and Response Division (n=46), and the Public Health 
Capacity Division (n=26). The staff complement was composed of 2 directors, 18 managers, 15 
public health officers, 12 field epidemiologist, 9 policy analysts, 7 administrative positions, 4 
epidemiologists, 3 advisors, 1 learning officer, and 1 nurse. 
 
 

3.0 Evaluation Description  
 
3.1 Evaluation Scope, Approach and Design  
 
The scope of the evaluation covered the period from April 2010 to December 2015, and as noted 
earlier, covered PHAC’s PHWD activities identified under Sub-Program 1.1.1: Public Health 
Workforce of the PAA, as well as the internal-facing Competency Based Management Initiative.  
                                                 
iii  Of note, a portion of these vacancies are intentional to accommodate onboarding of new field staff cohorts prior 

to departure of exiting cohorts, therefore not resulting in lapsed funds.  
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A number of other program and activity areas in PHAC also contribute to the development of the 
public health workforce, however these were out of scope for this evaluation (as they do not fall 
within PAA 1.1.1), specifically: the Public Health Law and Ethics Program (which ended in 
2012), the National Collaborating Centres for Public Health (recently evaluated in 2014-2015), 
other PHAC training efforts and the emergency response work of the CPHI. The development of 
the All Events Response Operations (AERO) database is housed within PAA 1.1.1, however it 
will be included in an evaluation of PHAC’s emergency preparedness and response activities 
scheduled for 2016-2017.  
 
The evaluation issues were aligned with the Treasury Board of Canada’s Policy on Evaluation 
(2009) and considered the five core issues under the two themes of relevance and performance, 
as shown in Appendix 4. Corresponding to each of the core issues, specific questions were 
developed based on program considerations and these guided the evaluation process. 
 
An outcome-based evaluation approach was used for the conduct of the evaluation to assess the 
progress made towards the achievement of the expected outcomes, whether there were any 
unintended consequences and what lessons were learned. The evaluation has been designed to 
demonstrate the likely contributions of the programs to the expected outcomes, rather than 
demonstrate direct causal links between the programs and outcomes. The Treasury Board’s 
Policy on Evaluation (2009) also guided the identification of the evaluation design and data 
collection methods so that the evaluation would meet the objectives and requirements of the 
policy. A non-experimental design was used based on the evaluation plan, which detailed the 
evaluation strategy for this program and provided consistency in the collection of data to support 
the evaluation. As a non-experimental design, the evaluation relied on correlation to demonstrate 
effect, without implying causation.  
 
Data collection started in March 2015 and concluded in December 2015. Data for the evaluation 
was collected using various methods, which were: document/file review, financial data review, 
key internal and external informant interviews, literature review, performance data review and a 
national survey of public health employees and employers. Data were analyzed by triangulating 
information gathered from the different methods listed above. The use of multiple lines of 
evidence and triangulation were intended to increase the reliability and credibility of the 
evaluation findings and conclusions. Additional detail on the data collection and analysis 
methods is provided in Appendix 4. 
 
3.2 Limitations and Mitigation Strategies  
 
Most evaluations face constraints that may have implications for the validity and reliability of 
evaluation findings and conclusions. The following table outlines the limitations encountered 
during the implementation of the selected methods for this evaluation. Also noted are the 
mitigation strategies put in place to ensure that the evaluation findings can be used with 
confidence to guide program planning and decision making. 
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Table 2: Limitations and Mitigation Strategies  

Limitation Impact Mitigation Strategy 
Key informant interviews are 
retrospective in nature. 

Interviews are retrospective in nature, 
providing recent perspective on past events. 
This can impact validity of assessing 
activities or results. 

Triangulated other lines of evidence to substantiate 
or provide further information on data captured in 
interviews. 
 
Document review provided corporate knowledge. 

Financial data structure is not linked to 
outputs or outcomes. 

There is a limited ability to quantitatively 
assess efficiency and economy. 

Used other lines of evidence, including key 
informant interviews and document reviews, to 
qualitatively assess efficiency and economy. 

There were inconsistencies with the 
performance measurement information 
provided for the various programs and 
activities within scope. 

It was not possible to assess program 
performance across all years within scope for 
the evaluation.  Furthermore, data gaps for 
some programs made it difficult to report on 
outcome achievement.     

Performance measurement information, where 
possible, was triangulated with other lines of 
evidence.   
 

Response rate for the survey of public 
health professionals is unknown since 
the total population of public health 
employees or employers was not 
defined. It is also possible that the 
some respondents could have been 
outside of the intended population. As 
well, response totals for some regions 
were low compared to expectations. 

The survey results should be interpreted with 
caution when drawing conclusions. The 
results of the survey cannot be generalized to 
the broader public health employee 
population. 

Evidence from the survey has been clearly 
identified in the report, and, where possible, 
triangulated with other lines of evidence.  

A very small number (n=11) of 
respondents completed the survey of 
public health employers.  

As the small number of organizations that 
responded limited the generalizability of the 
information, the decision was made to not 
use the data from this survey as a line of 
evidence. 

Perspectives of a small number of public health 
employers (i.e., public health experts) were instead 
collected through key informant interviews. 

* Details of limitations of specific performance measurement tools are provided in Appendix 5.  
 
 

4.0 Findings  
 
This section provides a summary of the findings organized under two broad headings: 
 
• Relevance: the need, priorities and federal public health role in public health workforce 

development 

• Performance: the effectiveness, efficiency and economy of PHAC’s activities in this area. 
 
4.1 Relevance: Issue #1 – Continued Need for the Program  
 
There is a continued need to respond to the uneven distribution of public health 
personnel to address capacity disparities and to enhance the knowledge and 
skills of new and existing public health staff. Enhanced national level leadership 
and collaboration efforts may assist in addressing higher level system needs. 
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Prior to and following the SARS crisis in 2003, seminal reports highlighted key workforce 
challenges affecting Canada’s public health system, which impeded the ability of the public 
health sector to carry out its essential functions and respond to emergencies. Based on the 
performance of Canada’s public health system in responding to past public health emergencies, 
public health experts questioned if public health organizations in all jurisdictions had adequate 
infrastructure to carry out core public health functionsiv, address emerging health issues and 
respond to public health events.9 Reports identified workforce-related shortfalls as one aspect of 
a larger set of public health infrastructure needs.10 11 12 Concerns regarding the public health 
workforce were centred on difficulties in assuring the availability of sufficient numbers of 
competent personnel in all regions, and addressing knowledge and skill deficiencies among new 
and existing public health staff.13 14 
 
At that time, shortages of key personnel (e.g., public health physicians, inspectors, 
epidemiologists) were noted across Canada, disproportionately affecting rural and remote 
regions. 15 16 Varying public health needs, deficiencies in available budgets, an ageing workforce 
and the inability to recruit and retain personnel were all identified as contributing factors. As a 
result, it was seen that existing personnel were faced with multiple demands, limiting their 
capacity to respond to emergencies while trying to maintain core public health functions and 
consequently, potentially exposing populations to increased public health risks.17 18 
 
Knowledge and skill deficits among public health personnel were also noted across Canada. 
Reports highlighted a lack of post-secondary education programs needed to develop new public 
health personnel, and explained that existing programs had in many cases been subsumed within 
faculties of medicine.19 It was seen that there were challenges related to including public health 
content into the nursing curriculum20 and recruiting medical students into public health 
specializations.21 22 Furthermore, it was recognized that practicum opportunities were not readily 
available for students, nor were there enough continuing education training opportunities to 
develop the skills of the existing workforce.23 24 25  
 
Knowledge and Skill Deficiencies and Capacity Disparities Continue to Exist 

 
“No attempt to improve public health will succeed that does not recognize the 
fundamental importance of providing and maintaining, in every local health 
agency across Canada, an adequate staff of highly skilled and motivated public 
health professionals. Our national aim should be to produce a cadre of 
outstanding public health professionals who are adequately qualified and 
compensated, and who have clear roles, responsibilities and career paths. 
Without urgent implementation of a public health human resources strategy, that 
aim cannot be achieved”.26 

 

                                                 
iv  Typically, the core public health functions have been identified as: health protection, health promotion, health 

surveillance, population health assessment, and disease and injury prevention. Federal/Provincial/Territorial 
Advisory Committee on Population Health and Health Security (2005). Improving public health system 
infrastructure in Canada: report of the Strengthening Public Health System Infrastructure Task Group. 
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As noted in section 2.1, efforts have been made over the last decade, by PHAC and others, in 
response to identified public health workforce needs. Despite fragmented progress associated 
with these efforts, overall workforce challenges noted in the immediate post-SARS period have 
been seen to continue. 
 
Shortages of workforce personnel with adequate knowledge and skills, and therefore capacity 
disparities, continue to exist across the country. While this is more pronounced in P/Ts that lack 
a provincial public health agency, these shortages are noted in all P/Ts.  Key informants (i.e., P/T 
representatives and public health experts) noted that public health organizations in rural, remote 
and northern locations, including Aboriginal public health organizations, continue to experience 
difficulty budgeting for, attracting and retaining public health professionals. Stakeholders from 
P/Ts without schools of public health or MPH programs noted that they have particular difficulty 
in recruiting graduate-level trained public health professionals.  
 
Similarly, according to key informants (i.e., public health experts, P/T representatives, and 
program staff), knowledge and skill deficiencies among new and existing public health personnel 
persist. In terms of education, the proliferation of MPH programs has resulted in an influx of 
MPH graduates into the public health workforce. However, key informants (i.e., public health 
experts, academic representatives, P/T representatives) feel that these graduates tend to lack 
essential public health experience and skills to complement their education and knowledge, and 
in most cases, these graduates tend to fill policy or administrative (managerial) roles, as opposed 
to working as front line practitioners. In addition, there is still a lack of public health content in 
nursing and medical degree programs (among others). For example, nursing education is under 
pressure to emphasise clinical acute care knowledge, leaving the nursing workforce unprepared 
for public health functions. There was no evidence that the recruitment of nursing and medical 
students27 into public health practice has improved.28 
 
With respect to professional development, although training opportunities have been made 
accessible through programs like Skills Online and the National Collaborating Centres for Public 
Health, knowledge and skill deficits among existing public health personnel are still reported by 
key informants. Stakeholders suggested that there are still not enough continuing education/ 
training opportunities for existing personnel to keep pace with changes in public health 
practice29 30 and for career advancement. Among respondents in the survey of public health 
employees (n=1411), 65% felt that gaps in public health continuing education opportunities 
exist. Specific topic areas noted as gaps by survey respondents included leadership (44%), 
knowledge synthesis, translation and exchange (38%), program planning (37%), evidence-
informed public health (36%), healthy public policy (36%) and information assessment and 
analysis (36%).  
 
Another possible contributing factor to the persistence of knowledge needs, despite increased 
availability of training, relates to the fact that choice of training does not always appear to be 
linked with professional development or organizational-related need. For example, in the survey 
of public health employees, when asked to indicate their reasoning for taking training, 86% of 
respondents (n=1779) indicated that it was for personal interest/development, compared to only 
6% who expressed that it was for professional development. This, despite the fact that, among 
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1839 respondents, 48% noted that they participate in at least 20 hours of continuing education 
per year, and an additional 27% participate in at least 10 hours per year. 
 
Broader Public Health Infrastructure Needs also Remain 
 
In addition to these ongoing workforce needs, key informants expressed concerns about 
persisting higher-level system or infrastructure needs. For example, public health experts noted 
that system-level challenges highlighted in seminal reports (including inadequate 
federal/provincial/ territorial coordination and collaboration on workforce and system issues, and 
insufficient workforce data to accurately identify gaps and enable human resources planning) 
remain and may limit the impact of ongoing efforts to build the workforce. Further, key 
informants noted that public health workforce planning still faces similar challenges.  
 
The complexity of population health issues discussed above, the involvement of multiple 
jurisdictions and disciplines, and the inter-professional nature of practice necessitating a mix of 
skills at different levels has not changed.31 32 In addition, there has not been any significant 
progress in enumerating the workforce.33 These factors have limited the information necessary to 
determine the right number and mix of public health services and personnel required to address 
the needs for different populations. In addition, planning decisions made in one jurisdiction have 
implications for other jurisdictions, so work must be coordinated through and across jurisdictions 
and organizations. Key informants noted that these higher-level system needs would benefit from 
federal government leadership (discussed in Section 4.3). 
 
4.2 Relevance: Issue #2 – Alignment with Government 

Priorities  
 
Developing Canada’s public health workforce is broadly aligned with federal 
government and Agency priorities. 
 
Government of Canada  
 
PHAC’s efforts to develop Canada’s public health workforce are broadly aligned with the 
Government of Canada’s priorities to address the health and safety of Canadians, and to develop 
a highly skilled workforce.  
 
A number of previous Speeches from the Throne (2010 and 2013) have stated that “protecting 
the health and safety of Canadians and their families34” and creating the right conditions for “a 
highly skilled and flexible workforce” are priority areas35. The 2015 Federal Budget  committed 
to “Investing in the Health of Canadians”36 , while the 2012 Federal Budget committed to 
“improving response capabilities to food-borne illness emergencies”, underlining the level of 
importance that the Government of Canada places on the country’s capacity to respond to public 
health demands37. 
 
While not specific to public health, “training a highly skilled workforce” and “training the 
workforce of tomorrow” were highlighted in recent Budgets (2014, 2015) as priority areas. In 
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support of this priority, ‘the Government has put in place concrete measures to directly support 
the development of a skilled, mobile and productive workforce’38. 
 
Public Health Agency of Canada 
 
PHAC has identified improving public health capacity as a priority in many corporate planning 
documents over the past five years. 
 
Reports on Plans and Priorities (from 2010 to 2015) have consistently highlighted improving 
public health capacity as a priority39 40 41 42 43.  More specifically, they state the need to 
‘facilitate Canada-wide coverage of public health professionals with the capacity to respond to 
public health events’. This includes placing public health practitioners in northern sites and the 
recruitment and mobilization of field epidemiologists and PHOs across Canada.  
 
PHAC’s Corporate Risk Profile (2011) identifies public health workforce and capacity as one of 
its top ten public health risks, stating that there is a risk that ‘Canada lacks the appropriately 
trained workforce, tools, organization capability, and inter-jurisdictional system to respond to 
and plan for public health threats’44.  The 2012-2013 Corporate Risk Profile also notes that 
Canada lacks the appropriately trained public health workforce, organizational capability, and 
inter-jurisdictional systems to plan for and respond to public health threats45.  
 
The objectives of the PHWD activities align with PHAC’s key workforce priorities outlined in 
the Strategic Plan 2007-2012 and Strategic Horizons 2013-18. The current document includes 
“strengthened public health capacity and science leadership which includes activities such as 
building public health capacity through a focus on provincial and territorial public health needs”, 
“enhanced public health security (emergency preparedness and response) which includes the 
capacity to mobilize the health emergency surge capacity” and “excellence and innovation in 
management, which includes strengthening strategic investments and partnerships that contribute 
to public health sustainability across Canada”. 46 
 
Alignment between Priorities and Current Activities 
 
At the Branch and Centre level, the workforce development components of the Health Security 
Infrastructure Branch (HSIB)’s strategic plan and the CPHI’s strategic and operational plans 
reflect priorities set out by PHAC and the Government of Canada. One of the key directions of 
the Branch’s strategic priorities is to “strengthen Canada’s public health system and workforce 
through capacity building initiatives”47. The vision articulated in the Branch’s Public Health 
Workforce Development Strategic Plan (2015-2019) aligns with PHAC’s commitment to help 
improve the capability of the public health workforce across Canada. Further, the Centre’s 
operational plan (2015-2018) has committed to “support the establishment and maintenance of a 
sufficient and competent public health workforce within PHAC and within the public health 
system in Canada”48, as a centre-specific priority.  
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4.3 Relevance: Issue #3 – Alignment with Federal Roles 
and Responsibilities  

 
PHAC has a role in developing Canada’s public health workforce. Current efforts 
to respond to the uneven distribution of public health personnel and to enhance 
the knowledge and skills of new and existing public health personnel align with 
this role.  It is unclear, however, whether they represent the ideal mix for PHAC to 
be delivering in order to address existing needs. 
 
In Canada, public health is a shared undertaking between federal, provincial and territorial 
governments, but also involves municipal governments, the private sector, non-governmental 
organizations, health professionals and the public. While provinces and territories have the 
primary responsibility for their respective human resource and capacity needs, the consequences 
of their capacity gaps can affect the public health system as a whole. For example, responses to 
public health events may be national in scope and beyond the capacity of any particular province 
or territory to address by itself. As such, the Government of Canada may choose to play a 
supporting role in this situation. Subject to governmental policy considerations, the spending 
powers may be used to create non-regulatory programs in areas of provincial jurisdiction.  
 
The Department of Health Act49, as well as the Public Health Agency of Canada Act50, provide 
PHAC with the legislative authority to support the development of Canada’s public health 
workforce. The Department of Health Act establishes the Minister of Health’s powers, duties and 
functions relating to health, including “cooperation with provincial authorities with a view to the 
coordination of efforts made or proposed for preserving and improving public health”. The 
Public Health Agency of Canada Act established the Public Health Agency for the purpose of 
assisting the Minister in exercising or performing the Minister's powers, duties and functions in 
relation to public health. The objectives of PHAC’s PHWD activities are directly linked to the 
functions described above, given that strengthening the public health workforce supports the 
preservation and improvement of public health. The degree, however, to which current activities 
reflect ‘coordination of efforts’ versus the actual ‘doing’ is subject to perspective and is 
discussed in more detail further along in this section.  
 
The PHAC role is further defined in the numerous program authorities (1975-2006) for the 
PHWD activities within scope for this evaluation. These authorities provide PHAC with a role to 
address public health workforce needs through activities to:  
 build a skilled and responsive public health workforce across Canada, and  
 provide the critical public health capacity required to prepare for and respond during a 

public health emergency. 
 
More specifically, PHAC has received authorities to develop the knowledge and skills of public 
health professionals in Canada through training and development activities. This includes the 
provision of professional development through distance learning and continuing education 
activities, as well as applied training for epidemiologists. The authorities also outline a role for 
PHAC to support skill development of front line professionals through the production of tools 
and best practices. This includes identifying the core competencies for public health (i.e., define 
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and obtain national agreement on them), and supporting their implementation in practice. A role 
for PHAC to support public health training in Canadian universities (e.g., bursaries, scholarships) 
is also outlined. 
 
With respect to ensuring that Canada’s public health system has the capacity to carry out its day 
to day functions and is able to prepare for and respond during public health emergencies, PHAC 
received authorities to augment recruitment and development activities to increase the number of 
experienced public health professionals available for positions across Canada. To further support 
recruitment activities, authorities were also granted for the provision of academic awards, to 
attract more people to the field of public health from all jurisdictions. In addition, program 
authorities outline a role to support placement of PHAC staff at strategic points in P/T and local 
levels to support their organizational capacity needs. Other PHAC activities outlined included 
supporting improved linkages between universities and local public health units, and supporting 
the development of products and tools to meet needs of local/regional/national public health 
employees.  
 
With respect to stakeholder opinion, key informants, including P/T representatives and senior 
public health officials, generally support PHAC’s role in developing Canada’s public health 
workforce, but expressed a desire for PHAC to enhance its efforts as a leader and convenor or 
coordinator.  This is discussed in more detail later on in this section. 
 
Alignment between Role and Current Activities 
 
Overall, PHAC’s PHWD activities have remained consistent with their original authorities. 
With respect to the development of knowledge and skills, PHAC continues to provide training 
through the Skills Online program, CFEP and the FSTR Training unit. PHAC also demonstrates 
this role by supporting knowledge synthesis activities and sharing best practices and tools 
through the work of the PHSCBI program (i.e., Public Health Workforce Products and Tools 
Contributions Program, APHC), and the Public Health Workforce Unit (i.e., Core Competencies 
for Public Health in Canada Release 1.0). Current PHAC efforts with an internal focus towards 
implementing a systematic approach to developing and managing Agency workforce skills 
(Competency Based Management Initiative) also align with this role.   
 
With regards to ensuring Canada’s public health workforce has the capacity to respond to both 
day to day needs and in response to public health events, PHAC continues to support 
development programs (i.e., CFEP) and the placement of Agency staff in P/T and local levels 
across Canada (i.e., CPHS and CFEP). Finally, with respect to supporting public health training 
in universities, while some shifts in programming have occurred (e.g., PHAC previously offered 
fellowship awards, doctoral research awards, as well as a Community Medicine Residency 
Program) the APHC program, the Dr. James Rossiter MPH Practicum Awards program and the 
CPHS student program all continue to align with this role.   
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Other players are also contributing towards Canada’s public health workforce needs 
through similar efforts. While there does not appear to be duplication, there is a lack of 
formal coordination among these players.  
 
As part of this evaluation, an environmental scan of key stakeholder groups was conducted, 
consisting of website reviews and key informant interviews. Included in this review were P/T 
governments, professional associations (e.g., Canadian Public Health Association, Canadian 
Nurses Foundation, Canadian Nurses Association, and the Community Health Nurses of 
Canada), the National Collaborating Centres for Public Health, and academic institutions 
offering Masters of Public Health programs. Based on this environmental scan, there does not 
appear to be duplication of PHAC’s efforts among the stakeholder groups examined. A high level 
summary of each stakeholder group’s activities related to public health workforce development is 
provided below.   
 
• P/T governments - While the specific efforts of P/Ts vary, evidence of workforce 

development activities, led by Provincial Agencies, Ministries of Health or their equivalents, 
was observed for all, primarily related to the needs of their own respective jurisdiction. In the 
majority of P/Ts, financial incentives (e.g., tuition cash backs, relocation costs, bursaries) 
have been the most frequent means used to help address the shortages of health and public 
health professionals and their respective professional training needs; however, provinces with 
provincial agencies (i.e., British Columbia, Ontario and Quebec) appear to have greater 
capacity to offer training and continuing education. The majority of training and continuing 
education offered by P/Ts tends to take the form of one-time events such as workshops, 
conferences and webinars, and as such do not appear to duplicate or overlap with PHAC’s 
training offerings. While these same P/Ts were, in some cases, observed to offer online 
courses, they were typically targeted at specific audiences, most often those in the acute care 
setting (e.g., physicians, paramedics). 

• Academic institutions – While perhaps not formally part of the public health system, the 
academic sector is nonetheless a key stakeholder and partner whose activities influence 
public health practice in Canada. Indeed, universities play a significant role in nurturing the 
capacity of future public health professionals. In addition to providing formal public health 
education through both undergraduate and graduate level training, universities also serve as 
the leading provider of online training courses for public health personnel51 in Canada. While 
the accessibility and format of these courses limits the degree of duplication with Skills 
Online courses, the online training offered by each of these stakeholder groups may overlap 
with respect to topic areas. Universities also play a significant role with respect to public 
health research in Canada, a role that is currently being supported by PHAC’s PHWD 
activities (i.e., APHC). 

• National Collaborating Centres for Public Health – The National Collaborating 
Centres for Public Health contribute to public health workforce development through efforts 
aimed at promoting the use of scientific research and other knowledge towards strengthening 
public health practices, programs and policies. As a knowledge hub, the six National 
Collaborating Centres identify knowledge gaps, foster networks and provide the public health 
system with evidence-based resources, multi-media products, and knowledge translation 
services. To foster knowledge exchange in public health, the National Collaborating Centres 
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host webinars, workshops, and other training events. They also connect with public health 
practitioners at regional and national conferences, sharing their resources at outreach booths 
and convening networking events. While webinars and other forms of online training offered 
by the National Collaborating Centres tend to be free, workshops and other in-person training 
events tend to be associated with costs. Given that each National Collaborating Centre 
focuses on a specific public health topic or domain, there does not appear to be overlap 
between their activities and PHAC’s workforce development activities. Of note, among the 
National Collaboration Centres associated with universities, opportunities for term 
employment or student practicums are also provided.  

• Professional associations – In general, the public health workforce development 
activities of professional associations tend to focus on facilitating knowledge exchange and 
providing opportunities for professional development. Knowledge exchange opportunities 
exist via annual conferences offered by certain professional associations and through 
knowledge brokering activities where professional associations link members to external 
resources such as training (including Skills Online) and bursaries. Additionally, some 
professional associations participate and share their perspectives in national working groups 
or networks (e.g., CPHA acts as the secretariat for the Network of Schools and Programs of 
Public Health). With respect to professional development, some of the professional 
associations included in this scan offer bursaries or financial resources to members in support 
of development. Similarly, some associations provide members with opportunities to 
volunteer or find employment within the association.   

 
In addition to this environmental scan, a survey of public health personnel was also undertaken 
as a component of this evaluation. As a means of identifying and confirming the key players 
involved in the delivery of public health training specifically, public health personnel were asked 
to indicate which training/continuing professional education providers they most commonly use. 
Please note that respondents were encouraged to choose all that apply. The six most commonly 
noted training providers (in order of popularity) among survey respondents (n=1832) 
corresponded to the stakeholder groups included in the environmental scan above and were: 
employer (60%), Skills Online (38%), Professional Associations (36%), P/T public health 
associations (33%), National Collaborating Centres for Public Health (31%) and Academic 
Institutions (31%). Details on the factors that influence the selection of training by trainees is 
provided in section 4.2. 
 
While minimal evidence of overlap or duplication with PHAC activities was observed, so too 
was there minimal evidence of coordination among the various players and their efforts. Through 
interviews, key informants from all stakeholder groups (i.e., Program staff, P/T representatives, 
academic representatives) expressed concerns over the lack of coordinated approaches to public 
health workforce development in Canada. More specifically, key informants noted the 
importance of a collaborative effort to respond to this multi-jurisdictional challenge, as well as 
the risk of duplication of efforts and associated inefficiencies in the absence of such efforts 
(discussed in more detail in Section 4.5).   
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There is an opportunity to re-think the federal investment, in terms of level and scope, by 
considering a stronger Agency leader/convener role. 

Currently, the majority of PHAC’s PHWD activities involve the direct delivery of programs 
and/or activities (e.g., the delivery of training through Skills Online), as opposed to the 
coordination of efforts. While key informants (i.e., P/T representatives, academic representatives, 
and Program staff) support PHAC’s current efforts, as previously noted, they also expressed a 
desire for the Agency to enhance its efforts as a leader and convenor. This sentiment is consistent 
with recommendations made in the Naylor report that PHAC provide national leadership in the 
field of public health.  

Particular areas where key informants have expressed a desire for PHAC leadership relate to the 
higher-level public health system needs that were discussed in section 1.1.  These include a 
desire for PHAC leadership in public health human resource planning, primarily facilitated 
through improved F/P/T coordination and collaboration on workforce and system issues. This 
improved coordination and collaboration would enable the federal government to convene the 
necessary players and to ensure clear roles and responsibilities moving forward, while 
minimizing the risk of potential duplication of efforts.  
 
While the Public Health Infrastructure Steering Committee of the Public Health Network 
provides an F/P/T forum for workforce-related discussion, key informants (including members 
from the Public Health Network) have expressed that competing priorities (e.g., Multi-lateral 
Information Sharing Agreement) have kept workforce-related issues from their agenda over the 
last five years. Previously, the Public Health Network also established a Public Health Human 
Resources Task Group to advance the implementation of a public health human resource 
framework. This multi-stakeholder expert group was composed of representatives from regional, 
provincial and federal public health employers, CIHR, universities, and broader health system 
human resource planning. This group, supported by the PHAC secretariat, pursued and advanced 
a number of workforce development initiatives; however, the group was discontinued in 2012 as 
part of broader Public Health Network restructuring. A primary conclusion at a recent workshop 
involving public health experts, P/T and academic representatives and PHAC staff was that there 
has since been an absence of multi-stakeholder, pan-Canadian public health workforce 
development activities, hampering the ability to make national-level systemic advancements on 
these issues. 
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4.4 Performance: Issue #4 – Achievement of Expected 
Outcomes (Effectiveness)  

 
4.4.1 To what extent have opportunities to enhance knowledge and 

skills been made accessible to public health and public health 
professionals?  To what extent have these opportunities been 
accessed? 

 
Opportunities to enhance the knowledge and skills of public health professionals 
and students were made available through formal training, informal training and 
practicum placements, and were accessed by public health professionals across 
the country. In many cases, demand for participation exceeds availability of 
opportunities.   
 
A variety of training modalities have been offered through the PHWD programs. These include 
formal training, informal training (including mentoring and experiential learning), and practicum 
placements. Despite limited materiality for programs with national scope, these training 
modalities provide a range of opportunities for public health professionals and students to 
enhance their knowledge and skills in public health. The intensity and reach of these activities 
are presented as a table in Appendix 5. 
 
Formal Training  
 
Formal training, including courses offered through the Skills Online Program and the FSTR 
Training Unit, as well as training offered through the CFEP, provides opportunities for a wide 
range of public health professionals to enhance their knowledge and skills.   
 
• The Skills Online program offers 13 facilitated and 4 self-directed training courses annually. 

The courses cover a range of topics from epidemiology and surveillance to planning and 
research methods, and content that reflects the Core Competencies. Through this web-based 
format, participants are able to access training from any location at their convenience. As of 
2014, approximately 8,200 unique individuals (this includes repeat participants) had enrolled 
in a Skills Online course. From 2011-2013, an average of 2,400 participants enrolled in 
facilitated courses annually; however, enrolment rates dropped in subsequent years after the 
introduction of a course fee ranging from $75 to $175. Enrollment decreased by 61.5% in 
2013, and a further 12.7% in 2014. Of note, however, is that in 2013, the first year a fee was 
charged for facilitated courses, completion rates for these courses increased by approximately 
10% to around 82% and have remained stable since.  

• Skills Online courses attract participants from all provinces and territories. Results from the 
post-module surveys from 2011-2014 for self-directed courses (Table 3) indicate that the 
greatest percentage of registered participants were from Ontario (45%, n=3,172), Alberta 
(12.5%, n=879) and British Columbia (11%, n=792), while the lowest were from Prince 
Edward Island (0.68%, n=48), Nunavut (0.43%, n=30) and Yukon (0.24%, n=17). Table 4 
shows the top five provinces by number of Canadian participants that completed a facilitated 
course per year from 2011-2014. Of note is that, prior to the implementation of fees in 2013, 
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the three provinces with the greatest capacity and population also had the highest numbers of 
participants completing courses (i.e., Ontario, Québec and British Columbia). However, after 
the fee implementation in 2013, Nova Scotia and New Brunswick had the second and third 
highest numbers of participant course completion after Ontario. Nova Scotia continued to 
rank second of all P/Ts in 2014. Based on this, it appears that there is a greater need for 
facilitated courses in lower capacity provinces (i.e., Nova Scotia and New Brunswick). This 
is aligned with feedback collected through interviews, whereby key informants (e.g., P/T 
representatives, PHAC staff) confirmed that Skills Online was a source of training for all 
P/Ts, but stressed that P/Ts defined as having greater capacity gaps were dependent on it 
given that other sources were not available to them.   

 
Table 3: Registrations in Self-Directed Skills Online Courses by Province / Territory 

Province Registrations* Percentage 
Ontario 3,172 45.2% 
Alberta 879 12.5% 
British Columbia 792 11.3% 
Québec 730 10.4% 
Manitoba 473 6.7% 
Nova Scotia 423 6.0% 
New Brunswick 193 2.7% 
Saskatchewan 121 1.7% 
Newfoundland and Labrador 106 1.5% 
Prince Edward Island 48 0.68% 

Northwest Territories 38 0.54% 
Nunavut 30 0.43% 
Yukon 17 0.24% 
Total  7,022 100% 

*  Registrations between November 2012 and May 2015 
 

According to the survey of public health professionals, Skills Online also attracts 
participants from many different occupational categories. The survey showed that, over the 
past five year period, 30% of respondents who reported having participated in Skills Online 
were Public Health Nurses (n=205); 9.2% were managers (e.g., supervisors and middle 
management (n=63)); 7.6% were consultants/specialists (e.g., scientists, engineers, clinical 
resource nurses (n=52)); and 6.3% were health promoters (n=43). Of note is that 
approximately 11% of reported participants in Skills Online were PHAC or Health Canada 
employees.  

 
Results from the survey of public health professionals also showed that awareness and 
perceived quality of the Skills Online program among public health professionals is high. 
For example, 68% (n=1,843) of respondents from the survey were aware of the program and 
of those, 55% (n=1,257) had participated in a course in the previous five years. Of those that 
who were aware, but had not taken a course (n=561), 26% stated that course offerings were 
not relevant to their role, while others identified cost (19.1%) and previously established 
preferences for training (10.6%). Few respondents indicated program quality (2%) or 
program credibility/reputation (2%) as a reason. 
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Table 4: Number of Participants by Province Completing Facilitated Skills Online 

Courses: Top Five Provinces per Year, 2011-2014 

Date 
Total # of Canadian 

participants completing a 
facilitated course 

Top five provinces 
(per year) 

Number of participants completing 
facilitated courses 

(n) (%) 

2011 1,528 

Ontario 556 36.4 

Québec  176 11.5 

British Columbia 170 11.1 

Alberta 136 8.9 

New Brunswick 128 8.4 

2012 1,475 

Ontario 495 33.6 

Québec 179 12.1 

British Columbia 149 10.1 

Nova Scotia 148 10.0 

New Brunswick 119 8.1 

2013 * 705 

Ontario 281 39.9 

Nova Scotia 116 16.5 

New Brunswick 57 8.1 

Québec 56 7.9 

British Columbia 54 7.7 

2014 * 610 

Ontario 234 38.4 

Nova Scotia 89 14.6 

Québec 69 11.3 

New Brunswick 51 8.4 

Alberta 46 7.5 

* Introduction of fees 
 

• The FSTR Training Unit provides training on a range of issues including outbreak 
investigation methods, advanced epidemiology analysis, surveillance, mass gathering 
preparations, and leadership and resiliency skills. In addition, Training Unit staff also 
routinely provide one-on-one training/technical support to field staff as needed (e.g., 
statistical data analysis for outbreak investigations, advanced social network analysis) and 
have assisted in the development and delivery of numerous other training activities led by 
partners (e.g., supported the International Health Regulations (IHR) focal point within PHAC 
to train IHR ambassadors within PHAC program areas). 

From 2010-2015, the Training Unit has provided a total of 30 training events. In 2014-2015 
and 2015-2016, over 100 spaces at these training sessions were offered to PHAC employees 
(e.g., PHOs, CFEP field epidemiologists) and over 70 were offered to external public health 
professionals (e.g., local, provincial, territorial and federal partners, medical residents of 
population health and preventive medicine programs/veterinary programs across Canada, and 
international partners). Demand for the training offerings is high, with 5-10 external public 
health professionals applying for every one space available for learners outside of PHAC. 
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• The CFEP trains epidemiologists through two-year placements with provincial, territorial, 
regional or local government department or public health agency. It involves formal training, 
knowledge exchange activities, and the requirement for graduates to meet professional 
experience guidelines. Since 2010-2011, 26 field epidemiologists (with another 11 in 
progress) have successfully completed program requirements, demonstrating that they meet 
their professional experience guidelines. This includes having conducted or participated in at 
least one field investigation of a disease outbreak or other potentially serious public health 
problem that requires a timely response. 

Since 2010, 37 epidemiologist trainee positions have been filled with a mix of internal and 
external staff. Demand for this program exceeds supply. In the last two cohorts (i.e., 2014-
2016, 2015-2017), 399 individuals applied to participate, however, with strict admission 
requirements and the intensive nature of the program, only 11 trainees (representing 3% of 
applicants) were hired.  

 
Informal Training 
 
Informal training opportunities, such as mentoring and experiential learning, have been made 
available through the CPHS and the APHC programs. These programs are aimed at a specific 
target audience and, unlike the formal training offered through Skills Online, are not accessible to 
public health professionals at large. 
 
• Although not the primary outcome of the CPHS program (given the shift in strategic focus 

following the 2013-2014 evaluation), PHOs were provided opportunities to enhance their 
knowledge and skills through experiential learning, mentoring and knowledge exchange 
activities. Since 2010-2011, a total of 28 PHOs have participated in 46 site placements. There 
are currently 17 active PHOs.  

• Through the APHC program, opportunities to enhance knowledge and skills through 
experiential learning were made available to academic researchers (funding recipients), 
public health professionals and students. Including both rounds of the APHC, a total of 29 
academic researchers have been funded through the program, working in close collaboration 
with public health practice based partners (number not tracked). In addition, approximately 
275 undergraduate/ graduate students have worked and trained with the funded Chairs over 
the two rounds of funding.  

 
Practicum Placements  
 
Opportunities to enhance knowledge and skills have also been made available in the form of 
practicum placements for MPH students. This has occurred through the CPHS and the Dr. James 
Rossiter MPH Practicum Awards programs, whereby students gain public health experience 
during placements in public health organizations.  
 
• Through the student practicum placement component of the CPHS program, students are 

placed in northern public health organizations to gain practical experience. Student PHOs are 
also provided with opportunities to enhance knowledge and skills through experiential 
learning, formal training and knowledge exchange activities. Since 2013-2014, a total of 170 



 

Evaluation of the Public Health Agency of Canada’s Public Health Workforce Development Activities –  
2010-2011 to 2014-2015 
July 2016  
 23 

Health Canada and the Public Health Agency of Canada Evaluation Report 

students have applied and 44 students have participated (data is not available for previous 
years).  

• The Dr. James Rossiter MPH Practicum Awards program also supports placement of MPH 
students in public health organizations; however, while there is guidance from PHAC for 
these placements to occur in areas of lower capacity, due to the funding model in place 
(whereby student placements are organized through participating universities) the exact 
locations of the students is not known. A total of 262 practicums were funded since 2013, 
involving nine institutions in 2013-2014, eleven institutions in 2014-2015, and 13 institutions 
in 2015-2016. Demand for the program is unknown as the total number of student 
applications received for practicum awards was not available. 

 
4.4.2 To what extent have these opportunities contributed to 

enhanced public health knowledge and skills among public 
health and public health professionals? 

 
The knowledge and skills of public health professionals and students were 
enhanced through opportunities provided by the PHWD programs. While national 
level impact is unlikely, given program materiality, evidence of knowledge and 
skill gains being used to support public health practice were noted. 
 
Through a combination of formal training, mentoring, and practicum placements, PHWD 
activities have contributed to the improved knowledge and skills of public health professionals 
and students. Armed with enhanced knowledge and skills, public health professionals have 
applied their learnings to support public health practice.   
 
Formal Training 
 
Formal training, including courses offered through the Skills Online Program and the FSTR Unit, 
as well as training offered through the CFEP, has enhanced the knowledge and skills of public 
health professionals and students.   
 
• Feedback from Skills Online participants indicates a link between their participation and the 

acquisition of new knowledge and/or skills. The majority of participants of both facilitated 
and self-directed Skills Online courses (i.e., 97.5% based on program data, 90% according to 
survey data collected as part of this evaluation) felt they learned something new as a result of 
their participation. According to the survey of public health professionals, 87.5% (n=596) of 
those that participated in Skills Online in the last five years confirmed that the program 
increased their knowledge/skills/competencies relevant to their public health role, 46.5% 
(n=317) indicated that participation influenced their individual practice, and 42.1% (n=287) 
stated that Skills Online increased knowledge within their organization.  

Survey data for facilitated Skills Online courses from 2012-2014 demonstrates a strong, self-
reported, immediate use of knowledge gained among English learners (82.7%).  While 
immediate usage among French learners was lower (48.8%), the majority (77.5%) indicated 
that they intended to apply the knowledge gained through Skills Online within their 
organization. 
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The Skills Online program has received critical acclaim, having earned the 2011 Canadian 
Society for Training and Development Silver Award for training excellence in the e-learning 
category, and it is cited as a best practice by the Pan-American Health Organization. Results 
of the survey collected as part of this evaluation identified that 76% (n=528) of the 
respondents indicated that the content of Skills Online was above satisfactory or excellent, 
while 22.6% (n=157) found the content to be satisfactory.  

• Participants in the CFEP acquired the necessary knowledge/skills to obtain competency in 
their professional experience guidelines. Through exit interviews in 2012-2013 and 2013-
2014, 100% of CFEP trainees (n=15) agreed that the program prepared them to confidently 
perform as a field epidemiologist and to perform tasks that are related to their future career 
goals. This was confirmed in key informant interviews with former participants who stated 
that the CFEP placement filled knowledge gaps they had related to the delivery of local 
public health, thus providing a unique opportunity to experience and learn “first hand” the 
functionality of the local public health system. Through exit interviews, 87% of participants 
felt that the knowledge and skills acquired during the placements would prepare them for 
domestic and international mobilizations. This was echoed by all supervisors from the 2013-
2014 exit interviews (n=4) who indicated their confidence in their field epidemiologist’s 
performance on a mobilization.  

The CFEP is well respected among public health professionals, with many key informants 
(e.g., P/T representatives, PHAC management, program participants) indicating that previous 
CFEP participants now hold key leadership positions in a number of public health 
organizations across Canada. 

• Improved the knowledge of a wide range of public health professionals, including CFEP 
trainees and PHOs. For example, during exit interviews in 2013-2014 and 2014-2015, CFEP 
trainees cited the three-week Epi in Action orientation training as successful, whereby 100% 
indicated that the orientation and training received enabled them to confidently perform on 
both domestic and international mobilizations. Interviews with current and former CFEP 
participants confirmed that the quality of the training is high and that it effectively prepares 
the field epidemiologists for their placements.  

Public Health Officers in the CPHS program have also benefited from training delivered by 
the FSTR Training Unit. In exit interviews, all PHOs (n=5) agreed that they received 
adequate and sufficient training that enabled them to perform their roles.   
Survey data collected by the Training Unit following each training event confirms this, with 
94% of participants (n=160) feeling that they have learned something new from their 
training. In general, feedback from participants who received training from the FSTR 
Training Unit demonstrates that the Unit is successfully providing the right training to field 
staff in order to increase their knowledge and skills. 
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Informal Training 
 
Mentoring and experiential learning opportunities through the CPHS and APHC programs have 
also contributed to increased knowledge and skills of Public Health professionals and students.  
 
• As stated in the 2013-2014 CPHS evaluation, current and former PHOs have acquired 

transferable knowledge and skills (e.g., improved knowledge of the federal government’s 
role in public health, improved knowledge of technical tools and processes) as a result of 
their site placements.  

• Through the APHC program, evidence of knowledge and skills gains was collected for all 
stakeholder groups involved. Former APHC recipients (academic researchers) noted through 
key informant interviews that their participation in this funding opportunity had contributed 
to their knowledge and skill development. This included improved understanding of research 
methodologies in public health. Similarly, former APHC recipients felt that their public 
health practice-based partners (including practitioners and policy makers), who are involved 
in all aspects of the research, also demonstrated knowledge and skill improvements. With 
respect to students (i.e., undergraduate, masters, doctoral and post-doctoral), former APHC 
recipients noted that they were provided the opportunity to learn and employ a variety of 
research methods (e.g., concept mapping, social network analysis, complexity science). 
While impact data is not collected on students’ learning, former APHC recipients indicated 
that the award attracts graduate students who wish to be trained, thus developing the next 
generation of researchers and practitioners. Some students under the mentorship of the Chairs 
have since won major awards (such as the Fulbright and the Frederick Banting and Charles 
Best Graduate Scholarships), while others have obtained various CIHR research awards. 
While this may not be an indication of the learning that took place during their experience 
with the Chair, it is indicative of the calibre of students the program attracts and their 
commitment to public health as a career choice.  

 
Practicum Placements  
 
Student placements through both the CPHS and Dr. James Rossiter MPH Practicum Awards 
programs have contributed to the increased knowledge and skills of MPH students through 
exposure to a variety of public health practicum experiences.  
 
• Through exit interviews (2013-2014 and 2014-2015), students funded through the CPHS 

program indicated that their placement allowed them to: enhance their knowledge and skills 
in a practical setting that complemented their academic studies; be exposed to the public 
health context, work and living conditions of northern communities; be introduced to 
stakeholders and networks, such as community representatives and public health experts, as 
well as other students; fulfilled their educational requirements for graduation, and confirmed 
their choice of public health as a career path. Key informants interviewed as part of this 
evaluation indicated that the CPHS program provides students with opportunities for 
knowledge and skill development.   

• Qualitative evidence collected from students funded by the Dr. James Rossiter MPH 
Practicum Awards program reveals that students feel that the practicum placements helped 
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them become competent public health professionals. Most students reported participating in a 
range of public health activities, from secondary research to knowledge exchange activities 
and evaluation and policy-related tasks. Students worked across a range of public health topic 
areas (e.g., health promotion, chronic disease prevention, infectious disease), and the 
majority of students reported gaining experience in at least three public health Core 
Competencies areas via their practicum.  

 
4.4.3 To what extent have Agency staff and products/tools been 

made accessible to public health and health organizations? To 
what extent have they been accessed/used? 
 

Public Health Agency staff and MPH students were made accessible to public 
health organizations in support of day to day and emergency response functions.  
 
As summarized in Appendix 6, through the CPHS program, CFEP, and the Dr. James Rossiter 
MPH Practicum Awards program, PHAC has made resources available to public health 
organizations to help fill capacity gaps and meet system requirements through a variety of 
mechanisms.  
 
• The CPHS program places PHOs in public health organizations for two-year placements, 

with the primary intent being for these organizations to access the skills and expertise of the 
PHOs. Since 2010-2011, the Program has placed 28 PHOs in 39 different locations (for a 
total of 46 placements).  As of January 2015, there were 17 placement sites hosting a PHO. 
Following the 2013-2014 CPHS evaluation, site selection criteria were revised to favour 
placement sites with known capacity needs (i.e., northern, rural and remote settings). Since 
this shift in strategic focus, 38% of PHOs (n=16) have been placed in these priority regions, 
however, 75% have focused their efforts on these areas.  

• Through the CFEP, placement sites host CFEP trainees for two years in order to provide the 
trainee with the opportunity to obtain competency in their professional experience guidelines. 
While not the main objective of the program, the trainees do operate as an employee of the 
host organization and are therefore positioned to increase their short-term capacity. Since 
2010-2011, 37 field epidemiologist placements have taken place with 22 distinct 
organizations. For the 2015 site selection process, 22 sites applied to host a field 
epidemiologist, with five being successful in obtaining one. Sites are selected based on their 
ability to host a trainee (e.g., IT infrastructure, mentoring ability, work opportunities for the 
trainee). Trainees have been placed primarily in Ontario (32%), British Columbia (22%) and 
Québec (19%). 

• Through the CFEP and CPHS program, field epidemiologists and PHOs have also supported 
PHAC’s response to public health events. Over the past five years, PHAC has responded to 
all requests from provinces and territories for support during emergency response efforts, and 
have primarily drawn their resources from these two program areas. Between 2011-2012 and 
2015-2016 (data not available for previous years), CFEP (n=63) and CPHS (n=22) have 
supported a total of 85 mobilizations, covering a range of issues including mass gathering 
event surveillance, outbreak investigations and natural disaster response. While the majority 
of mobilizations have taken place in Canada (n=60) (e.g., investigation and management of a 
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syphilis outbreak in Nunavut52), staff have also been deployed internationally (n=25) (e.g., 
Ebola response in West Africa). Of note is that the CFEP program requires field 
epidemiologists to conduct or participate in at least one field investigation of a disease 
outbreak or other potentially serious public health problem that requires a timely response. 
While PHOs are not subject to the same requirement, there is an expectation that they will 
participate as required. 

• Through the CPHS and the Dr. James Rossiter MPH Practicum Awards programs, MPH 
students are funded to complete at minimum a twelve-week long practicum placement at a 
public health organization. Since 2013-2014, 44 students have been placed through the CPHS 
Program, and 262 through the Dr. James Rossiter MPH Practicum Awards program. CPHS 
student practicum placements take place only at sites with identified needs (i.e., Northern 
Canada). While placement location data was not collected for students funded through the 
Dr. James Rossiter MPH Practicum Awards program, the 13 universities that received 
funding in 2015-2016 were located in seven provincesv across Canada. It was expected that a 
majority of these student practicums took place in the home province of each university, 
however, some of the funding was used to support students to undertake practicums in other 
regions. 

 
Products and tools have been developed; however, their availability and the 
extent to which they have been accessed has been inconsistent. 
 
Products and tools have been developed through the Workforce Development Products and 
Tools Contribution Program and the APHC Program, as well as the work of the Public Health 
Workforce Development Unit. While some tools have been made available to the public health 
workforce writ large, others appear to have remained solely with the funded organization.  
 
• In 2007, following extensive national consultation on their development, PHAC released the 

Core Competencies for Public Health in Canada: Release 1.0. The Core Competencies, 
which are described as the essential knowledge, skills and attitudes necessary for the practice 
of public health, were made available online and in print for access by all. Environmental 
scans were conducted in 2009 and 2015 by the Public Health Workforce Development Unit, 
which included a survey of organizational representatives, demonstrated that awareness and 
organizational support for the Core Competencies across public health organizations in 
Canada had improved over this period. As of 2015, all organizations that responded to the 
survey (n=44) were aware of the Core Competencies and were carrying out their own 
awareness building activities related to them, compared to 47% of organizations (n=60) in 
the 2009 scan. In addition, data from the survey of public health professionals reveals that 
among 1434 respondents, approximately 70% were aware of the Core Competencies. Since 
the development of the Core Competencies, the Public Health Workforce Development Unit 
has also produced a number of resources and tools to support implementation of the Core 
Competencies by PHAC and other public health organizations (e.g., Core Competencies 
orientation module, competency based job descriptions and self-assessment). These resources 

                                                 
v Provinces include: British Columbia, Alberta, Saskatchewan, Manitoba, Ontario, Quebec, and Newfoundland and 

Labrador 



 

Evaluation of the Public Health Agency of Canada’s Public Health Workforce Development Activities –  
2010-2011 to 2014-2015 
July 2016  
 28 

Health Canada and the Public Health Agency of Canada Evaluation Report 

and tools have been made available to public health professionals and organizations through 
the Skills Online Core Competencies for Public Health in Canada Toolkit. 

• Through the most recent cycle of the Workforce Development Products and Tools 
Contribution Program (2012-2015), there were 14 projects funded to develop training 
products designed to improve the skills and capacity of public health practitioners (e.g., tools 
to enhance use of the Core Competencies for specific professions or organizations), as well 
as tools to raise the profile of public health as a career for health sciences students. Funding 
recipients included universities, public health units, professional associations and one 
provincial public health agency. As part of the development process, lead organizations 
engaged a total of 78 partners representing local, regional and national public health 
stakeholders (e.g., academic, professional and public sector), thus increasing the national 
relevance and reach of the projects.  

While products were developed, a survey of websites related to the projects revealed that 
only half of the resulting products or tools (n=7) were available online (as of May 2016). 
While it may be the case that all lead organizations and their partners may continue to have 
access to the products and tools, a small number of key informants stated that the project 
funds were used for development and additional resources would be required to make them 
widely available. 

• Chairs funded through both rounds of the APHC Program have created research products 
covering a wide range of priority public health topics, such as health promotion and chronic 
disease prevention in vulnerable populations, the influence of environments on health, 
planning and training to support the public health system, and the development and 
implementation of public health policies. Research topics in the second round of funding 
were prioritized and selected via consultations between PHAC and CIHR (i.e., Indigenous 
Health, Oral Health). To date (including both rounds of funding), 720 publications and 830 
presentations have been generated and made accessible to public health and health 
professionals through their research activities. These research products have been made 
available to public health organizations through such means as traditional research 
publications, technical reports, policy briefs, presentations and knowledge tools. Bibliometric 
analysis (2008-2015) of published journal articles produced through Round 1 of the APHC 
program provides supporting evidence that knowledge generated by the Chairs is being 
accessed, given that on average there have been approximately eight citations per article. 

• Within PHAC, the Public Health Workforce Development Unit is currently piloting a 
Competency Based Management Initiative (CBMI). A significant focus for this initiative is 
to improve PHAC’s preparedness to respond to public health events by increasing the 
development of and access to relevant skills across a broad range of staff and business 
functions. Through this initiative, competency profiles will be developed for all PHAC 
positions up to the Executive level, which will support HR and learning and development 
processes. The intent is that this initiative will be implemented Agency-wide; however, to 
date it has been implemented only with selected early adopters. Based on internal key 
informant interviews, there is limited awareness of the timelines and goals of this initiative. 
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4.4.4 To what extent have public health and health organizations’ 
capacity been enhanced as a result of the Agency’s Public 
Health Workforce Development activities?   
 

Public Health Agency staff and MPH students have contributed to improved 
short-term capacity in the public health organizations where they have been 
placed. In some instances, efforts have also been made to support longer-term 
capacity.  
 
PHAC staff, as well as MPH students, have contributed to improved short-term capacity in the 
public health organizations where they have been placed. Through staff placements, efforts have 
been made to support longer-term capacity through the development of systems and tools, and 
the transfer of knowledge. The increased emphasis to focus PHOs’ and CPHS student efforts in 
regions with known capacity needs has helped respond to public health system needs. 
 
• As documented in the 2013-2014 CPHS evaluation, PHOs have contributed to increased 

short-term capacity of host sites by enhancing organizational ability to take on priority 
projects, facilitating greater flexibility for organizational response to emerging public health 
issues, and through the transfer of knowledge and skills to organizational staff.53 In some 
instances, PHOs have made a concerted effort to build long-term capacity at placement sites 
through the development of tools and processes as well as the training or mentoring of staff. 
Recent exit interviews with site supervisors (n=3) corroborated these findings and added that 
PHOs helped to develop networks or relationships for the organizations as well as tools or 
products. Documents show that PHO project work has spanned a range of public health 
topics that include: communicable, zoonotic, and non-communicable diseases, mass-
gathering injuries and environmental health impacts.54  

These findings were reflected in the survey of public health employees, where approximately 
45% of those who self-identified as participating in the CPHS program, (n=91) noted that the 
PHO placement had increased the host organization's short-term capacity (61% in 
government organizations and 29% in public health/regional units). Furthermore, longer-term 
capacity gains were also reported. For example, approximately 52% indicated that the PHO 
placement had increased knowledge within the host organization and 35% identified that the 
program had positively influenced policy or practice in the organization.  

As mentioned in section 4.2.3, following the 2013-2014 evaluation, the CPHS program 
revised its site selection criteria to favour placement sites with known capacity needs (e.g., 
northern, rural and remote settings). The increased emphasis to focus PHOs’ efforts in 
regions with known capacity needs has helped respond to public health system needs. 

• Although the CFEP’s primary purpose is to increase capacity within individuals through 
applied training opportunities, placements sites also stand to benefit from the increased 
capacity. Reporting on the 2012-2014 cohort of CFEP trainees (n=4), 75% of placement site 
supervisors expressed that the placement contributed to their organization’s capacity to 
respond to public health events. Data collected from the survey of public health employees 
reveals that of those who self-identified as having been involved in the CFEP program (as 
either a trainee or representative from host site) (n=134), approximately 48% noted that 
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participation in the program increased the host organization's short-term capacity, primarily 
within government (62%) or public health/regional units (32%).  

With respect to longer-term capacity gains, 46% of survey respondents indicated that 
participation in the program had increased knowledge within the host organization, and 31% 
agreed that the program had positively influenced policy or practice in the organization. 
Similarly, key informants (i.e., current and former CFEP trainees, site supervisors) speaking 
about the CFEP indicated that trainees have not only provided organizational support during 
their placements, but in some cases they have also contributed towards sustained 
organizational impacts through the development of ongoing surveillance systems. In exit 
interviews, all site supervisors noted that the trainees had transferred valuable skills and 
knowledge to their organization and that they wished to participate again as a placement site. 
As noted in 4.4.3, CFEP trainees also represent a capacity resource for organizations 
responding to emergencies. CFEP, along with the CPHS program, have helped PHAC to 
answer all requests for assistance over the last five years. 

• Through practicum placements, MPH students funded through the CPHS and Dr. James 
Rossiter MPH Practicum Awards programs have provided support to public health 
organizations by undertaking short-term priority projects. The majority of CPHS site 
supervisors indicated that the students gave them the capacity to accomplish discrete projects 
within desired timeframes.55 All Dr. James Rossiter students specified that they had 
developed knowledge products for their host organizations. Both they and their academic 
institutions declared that the practicums had provided useful temporary capacity to their 
hosts. This was echoed by one host organization interviewee who said that students did 
represent a useful resource, but that funds were lacking in rural and remote regions to host 
them, pointing to the need for these programs. 

 
The extent to which Agency products and tools are addressing capacity gaps and 
helping to meet system needs is inconsistent. 
 
The use of PHAC products and tools, such as the Core Competencies, tools developed through 
the Public Health Workforce Products and Tools Contributions program, and the research 
products developed by the APHC program, is inconsistent.  
 
• Through an environmental scan conducted in 2015, evidence of uptake and use of the Core 

Competencies for Public Health Release 1.0 by public health organizations (n=44) was 
collected. Organizational representatives reported using the Core Competencies to: orient 
new employees (64%), develop job descriptions for job postings (52%), define selection 
requirements for hiring (50%), and to define professional development objectives for staff 
(48%). Data collected from the survey of public health employees reveals that 640 
respondents noted that their organization made use of the Core Competencies. The most 
common ways in which they were reportedly used were for: learning/training/development 
plans (75%), performance management (48%) and hiring /recruiting activities such as 
creating job descriptions or candidate assessments (32%).  

Examples of the Core Competencies being applied by organizations to strengthen human 
resources systems include the provincial governments of Nova Scotia56 and British 
Columbia.57 They have also informed curricula for MPH programs by virtue of their 
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inclusion in the voluntary Guidelines for MPH Programs in Canada.58 While the Core 
Competencies have been widely used, interviewees confirmed that there is a sense among 
stakeholders that an update may be needed; however, there is uncertainty regarding who 
should lead this process. 

• Minimal evidence exists to understand how tools created through the Workforce 
Development Product and Tools Contribution Program have impacted the lead organization 
or other partners and stakeholders. The following examples of impact exist; however, this is 
not consistent across all the projects.  

 In Round 1, the Association of Faculties of Medicine received funding to develop a 
Primer on Population Health - A virtual textbook on Public Health concepts for 
clinicians. Web analytics from 2012 reveal that it was viewed by 53,600 individuals that 
year, representing all P/Ts and many international jurisdictions. The Association received 
funding in Round 2 to continue the work of raising the profile of public health for 
medical students, including a survey on best practices for public health elective rotations. 

 The Canadian Association of Schools of Nursing developed the Entry-to-Practice 
Discipline-Specific Public Health Nursing Competencies, which have been used across 
Canada to design and/or update education and training courses and recruitment tools. 

 
While examples of impact exist, challenges related to the sustainability of the efforts post-
funding have also been noted. For example, Round 2 funding for Peel Public Health was used to 
develop and pilot five introductory-level modules on the use of data and evidence that will be 
offered through the University of Waterloo's Centre for Extended Learning. However, national 
marketing and long-term sustainability issues for the initiative have not been resolved. 
 
• While there is evidence to demonstrate that the Chairs have contributed new knowledge to 

the domain of public health and that this knowledge is being accessed, it is unclear to what 
extent these research products have addressed capacity gaps (although selection of 
intervention research topic areas have been linked to public health priority issues). Two 
examples demonstrating use of tools developed from program are: 

 Toronto Charter for Physical Activity: developed by a Round 1 Chair, this tool was 
subsequently used as a basis for the City of Montreal’s active living strategy partnership  
and an implementation toolkit from Middlesex-London Health Unit; and 

 Healthy Alberta Communities: developed by a Round 1 Chair, this online capacity-
building tool is a guided questionnaire for community organizations that was used by 
Alberta Health Services and Alberta Cancer Prevention Legacy Fund to support 
community efforts across the province. 

 
Additional examples exist where research products and partnerships of the Chairs have 
continued post-funding.vi Similarly, examples of research activities influencing public health 
policy and planning have been observed.59 In addition, the second round of APHC program 
included an applicant requirement to formally “identify a decision-maker as a collaborator 

                                                 
vi  Examples: 1. BC Health Services used research to develop model core programs inform the structure of health 

authorities. 2. Dr. Raine created a provincial policy coalition for chronic disease prevention. 
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who will be directly engaged in their research program”.60 This is likely to ensure that 
research results will be applied in practice settings to the benefit of public health 
organizations.vii Outside of research programs, instances have been noted of Chairs assuming 
leadership roles in public health associations, as well as contributing additional capacity to 
their academic home organizations through training students and, in some cases, by helping 
to develop public health education programs. 

• Within PHAC, piloting of the CBMI has just begun. The roll out of this initiative has been 
based on the identification of early adopters and volunteers, and it currently lacks a formal 
governance structure to guide efforts moving forward. Performance data for this initiative are 
not yet available. 

 
4.4.5 Are there early indications that public health and health 

organizations will have the abilities necessary to execute their 
public health functions? 

 
PHAC’s PHWD programs have enhanced the knowledge and skills of public 
health professionals and have contributed to improved capacity of public health 
organizations. However, the extent to which these efforts have resulted in the 
public health workforce having the abilities to execute their public health 
functions is not clear. 
 
As noted in sections 4.4.2 and 4.4.4, PHAC’s PHWD programs have contributed towards 
improved knowledge and skills among individual public health professionals, and have 
supported organizational capacity across the country, particularly in organizations with known 
capacity challenges. It is challenging, however, to measure the extent to which they have 
contributed to the system-level change, associated with the achievement of the long-term 
outcome “enhancing public health stakeholders’ ability to execute their public health function”.   
Given the materiality, as well as the dispersed nature of these programs, it is ambitious to expect 
that program efforts would result in overall system-level change.  
 
As mentioned in Section 3.1, the evaluation has been designed to demonstrate the likely 
contributions of the programs to the expected outcomes, rather than demonstrate direct causal 
links between the programs and outcomes. It is acknowledged that there are many other 
influences that may have an impact on changes in an individual’s knowledge, skills and health 
behaviors. Given that these outcomes are broad in nature, it is also understood that there are a 
number of other players and factors contributing to the achievement of these same outcomes.  
 

                                                 
vii  Examples: 1. Public Health Ontario anticipates that collaboration with Dr. Leatherdale will make research 

capacity and knowledge from the COMPASS study on changes in youth health readily available to evaluate and 
inform current strategies. 2. Dr. McLaren’s research on impacts of continuing versus discontinuing fluoridation 
of a public water supply and on public knowledge and attitudes towards fluoridation will help inform the 
Alberta Health Services Provincial Oral Health Office. 3. Dr. Norman’s research on sexual and reproductive 
health will provide evidence to inform British Columbia’s data gathering on reproductive care and policies on 
access to services. 
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Further, while programs can demonstrate an increase in knowledge and skills of their 
participants, it is unclear to what extent these efforts align with system needs as data on existing 
knowledge/skill deficiencies in the public health workforce are not available. In addition, it is 
unclear what specific professions or disciplines within public health require training and where 
PHAC efforts would be best placed.    
 
There was some evidence of PHAC’s PHWD activities having positive medium-term impacts on 
public health professionals and organizations. However, in most cases, these were isolated 
examples and not necessarily systematically observed. Of note, the following examples provide 
evidence of PHAC’s PHWD activities contributing to broader system-level outcomes.  
 
• The CFEP contributes to system-level impacts given that the program is designed to facilitate 

the re-entry of all CFEP graduates to the public health workforce at different points 
throughout the system, bringing with them the skills and knowledge they have developed 
through the program. Unfortunately, graduates are not tracked and a detailed analysis of 
where they end up is not possible. 

• In addition to evidence of uptake and use of the Core Competencies among individual public 
health organizations across Canada, there are also indications of stronger impacts. For 
example, environmental scans and key informant interviews revealed that the Core 
Competencies are influencing program planning for education of students and training for 
professionals across the country. In addition, there are isolated examples of the Core 
Competencies being integrated into human resources systems at both the local and provincial 
level. Feedback from public health stakeholders regarding the Core Competencies included 
that they have helped to create shared language and goals among public health disciplines, a 
clearer definition of public health within the larger health care system, as well as improved 
the quality of specific programs.   

 
4.5 Demonstration of Economy and Efficiency  
 

While examples of internal collaboration exist, there are opportunities to improve 
efficiencies through more strategic engagement.  
 
The Treasury Board of Canada’s Policy on Evaluation (2009) and guidance document, Assessing 
Program Resource Utilization When Evaluating Federal Programs (2013), define the 
demonstration of economy and efficiency as an assessment of resource utilization in relation to 
the production of outputs and progress toward expected outcomes. This assessment is based on 
the assumption that departments have standardized performance measurement systems and that 
financial systems link information about program costs to specific inputs, activities, outputs and 
expected results.  
 
The data structure of the detailed financial information provided for the programs within scope 
did not facilitate the assessment of whether program outputs were produced efficiently, or 
whether expected outcomes were produced economically. Specifically, the lack of 
output/outcome-specific costing data limited the ability to use cost-comparative approaches. 
Considering these issues, the evaluation provided observations on economy and efficiency based 
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on findings from the literature review, key informant interviews and available relevant financial 
data.  
 
In addition, the findings below provide observations on the adequacy and use of performance 
measurement information to support economical and efficient program delivery and evaluation. 
 
Funding 
 
When looking at the combined financial information for all programs within scope, there were 
slight variances between planned spending and expenditures during the period evaluated. As 
illustrated in Table 5 below, over the last five years, the variances by fiscal year were not 
significant and ranged between minus 10% and plus 1.3%. Overall, programs have spent their 
allocated budgets. 
 

Table 5: Variance: Planned Spending vs Expenditures 2010-2011 and 2014-2015 ($) 

Year 
Planned Spending ($) Expenditures ($) 

Variance 
($) 

% 
Planned 
budget 
spent 

G&C O&M Salary  TOTAL G&C  O&M Salary TOTAL 

2010-2011 2,363,000 2,090,880 4,552,504 9,006,384 2,057,693 2,123,553 4,941,548 9,122,794 -   116,410 101.3 

2011-2012 649,750 2,220,907 4,665,908 7,536,565 459,257 2,045,712 4,559,199 7,064,168 472,397 93.7 

2012-2013 219,220 2,719,606 4,626,356 7,565,182 219,220 2,197,847 4,426,412 6,843,478 721,704 90.5 

2013-2014 1,233,750 2,236,123 4,588,429 8,058,302 1,195,375 1,716,936 4,330,103 7,242,414 815,888 90.0 

2014-2015 1,203,000 2,130,187 4,459,285 7,792,472 1,215,700 1,788,275 4,401,762 7,405,737 386,735 95.0 

Total 5,668,720 11,397,703 22,892,482 39,958,905 5,147,245 9,872,322 22,659,022 37,678,590 2,280,315 94.3 

*  Note, in addition to the planned funding amounts included above, PHAC transferred approximately $6.3M to 
CIHR via the Estimates process. The breakdown for this was as follows: 2010-2011: $1,840,000; 2011-2012: 
$1,517,250; 2012-2013: $1358,625; 2013-2014: $360,000; 2014-2015: $1,260,000. 

**  Financial data provided by Office of the Chief Financial Officer 
 
Economic Program Delivery 
 
As mentioned in Section 2.4, the funding allocation for PHAC’s PHWD activities have remained 
fairly constant since 2010-2011, at an average of approximately $8M per year (not including the 
amount transferred to CIHR through the ARLU process). Spread across six program areas (i.e., 
CFEP, CPHS, FSTR, PHWU, PHSCBI and SEPH), PHAC’s PHWD activities use this funding 
to accomplish many objectives on a national scale. As a result, PHAC is able to be involved in a 
range of activities; however, the depth to which they can be involved in any given activity is 
limited. With the same funding allocation, an investment could be made in select key strategic 
priority areas, rather than delivering across a breadth of activities. Investing more resources into 
a smaller range of key priority areas may also support the extent towards which achievement of 
intended outcomes could be expected.  
 
Conversely, as discussed in Section 4.3, PHAC may choose instead to shift its role or approach 
from one of “doing” to one of coordinating and/or leading. Indeed, given that a range of 
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stakeholders are involved in similar efforts, improved coordination among all players could 
minimize duplication of efforts and support system-level efficiencies. In this situation, PHAC 
resources could support a coordination role of bringing together the relevant stakeholders to 
collaboratively identify, and plan a coordinated response to, Canada’s public health workforce 
needs.  
 
While minimal evidence of leveraging of additional funding was observed for the programs 
within scope, the exception to this was the APHC program which leveraged $7.9M during the 
two rounds of funding due to its partnership approach (an unintended but positive outcome). It is 
estimated that this additional leveraged funding provided for eight additional research chairs.  
 
Of note, partnering with CIHR to support program delivery of the APHC and the Dr. James 
Rossiter MPH Practicum awards programs, allowed PHAC to employ CIHR’s infrastructure and 
to benefit from existing relationships with academic institutions.  
 
Internal Collaboration 
 
The 2013 internal audit of PHAC’s PHWD activities concluded that there was a need for the 
programs to have a consistent approach to planning and monitoring. In response, the Centre 
developed a Strategic Plan to provide an overarching vision for PHAC’s PHWD activities. This 
document focuses primarily on internal efforts to build capacity; however, it does not clearly 
articulate how external facing programs will contribute to this vision. During interviews, 
program staff were not consistently aware of the Strategic Plan document and among those who 
were, several noted that they did not see their program area reflected in it. As a result, there may 
be opportunities to enhance or formalize internal collaboration efforts across the programs.  
 
Despite the lack of formal mechanisms to promote collaboration among the PHWD program 
areas, examples of collaboration have occurred including: 
 

• Skills Online and the Training Unit of the FSTR unit recently collaborated to produce an on-
line training course to prepare PHAC responders for domestic response for Ebola.  This has 
resulted in a new collaboration to produce an online course in contact tracing and social 
network analysis. 

• The Public Health Capacity Development and Field Services Training and Response 
Divisions are currently collaborating on competency profiles for field epidemiologist and 
PHO positions as part of the CBMI.  

• The Skills Enhancement for Public Health program and the Public Health Workforce 
Development Unit are presently collaborating on the development of an inventory of training 
and professional development opportunities in public health.  

 
Examples of collaboration between the PHWD programs and other areas of PHAC have also 
been observed, including: 
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• Skills Online has worked with the HSIB Surveillance Unit to produce internal training for all 
PHAC personnel involved in surveillance activities. 

• The rollout of the CBMI is collaborative in nature and to date has engaged the labs, Border 
Health, Centre for Food-borne, Environmental and Zoonotic Infectious Diseases, physicians, 
and is beginning to engage the Policy Excellence Program and cross-PHAC emergency 
management preparedness. 

• The CPHS program, Centre for Food-borne, Environmental and Zoonotic Infectious 
Diseases, Regional Offices and the provinces have collaborated on the Lyme disease tri-
lateral partnership. CPHS has hired three PHOs to work with provinces, Regional Offices 
and the Centre to advance work on Lyme disease across all provinces in Canada. 

• Several PHWD programs (i.e., Skills Online, the Public Health Workforce Development Unit 
and the APHC) have worked closely with the National Collaborating Centres for Public 
Health. As knowledge hubs, the National Collaborating Centres have helped make products 
and tools from these programs more accessible, and have also collaborated on specific APHC 
projects, particularly in the areas of indigenous health and the environment. 

 
Of note, efforts in support of more formalized approaches to collaboration have also been 
observed as a result of the PHWD strategic plan document. For example, there have recently 
been internal efforts to improve collaboration and communication across the learning programs 
within the HSIB branch. Following a brainstorming session in February 2015, the HSIB 
Learning Group (comprised of participants from learning teams across the Branch) put forward 
the following priorities with action steps upon which they are currently working: 

• Enhancing collaboration laterally between programs to reduce duplication of effort, and 

• Mapping out what expertise exists in-house and where it resides to better leverage one 
another’s resources. 

 
Similarly, the third pillar of the CPHS Strategy Policy Framework focuses on Knowledge and 
Networks to share information, ensure sustainable knowledge transition and facilitate 
connectivity between programs and sites.  
Improvements to other internal processes, such as governance, would also support improved 
collaboration efforts.  As noted in section 4.4.4, formal governance mechanisms are required to 
oversee PHAC’s PHWD activities, particularly related to the CBMI. Of note, the current PHWD 
strategic plan document includes improved coordination and monitoring of program activities as 
a goal. 
 
Performance Measurement 
 
While not all of the individual programs in scope have their own performance measurement 
strategy, at the PAA level the performance monitoring activities of the various PHWD programs 
are guided by the recently drafted Public Health Workforce (PAA 1.1.1) Performance 
Measurement Strategy.  As part of this Performance Measurement Strategy, a PHWD-level logic 
model was also developed (representing all programs involved). A unique challenge faced by 
some of the programs in scope, however, is that not all of their activities fit within PAA 1.1.1 
(e.g., elements of CFEP support PAA 1.3.1 Emergency Preparedness and Response). As a result, 
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performance measurement data reviewed by specific PAA levels, may not always tell a complete 
program picture. 
 
In general, the PHWD programs have been active in monitoring performance, although this 
varies by program area. In some cases, gaps in performance data were noted, and programs 
would benefit from improved consistency in annual monitoring of performance data.  For the 
most part, performance data on immediate and intermediate level program outcomes is available; 
however, longer-term or integrated outcome data is more difficult to measure. For example, it is 
challenging to understand how gains in knowledge and skills have been used to support public 
health practice at a system level, or the ways in which products and tools have influenced 
broader public health practice.  
 
Each of the programs has tailored the collection of performance data to suit their needs. For 
example, staff and student placement programs (i.e., CFEP, CPHS) have made use of mid-term 
and exit interviews with participants and supervisors to collect valuable performance 
information. Skills Online routinely collects performance data through surveys following each 
course. The Public Health Workforce Unit has used environmental scans to provide insight into 
the uptake of the Core Competencies across public health organizations in Canada.  The CIHR 
has been instrumental in collecting performance measurement data for the APHC program and 
the Dr. James Rossiter MPH Practicum Awards program through midterm and annual reporting. 
In addition, CIHR has also made available output data related to both programs on request.  
However, there are challenges associated with the timeliness of outcome information being made 
available (e.g., final reports from Round 1 Chairs were not yet available to inform this 
evaluation).  
 
Among the programs, the Public Health Workforce Products and Tools Contributions program 
would benefit most from more systematic tracking of performance data. The identification of 
specific performance indicators to capture both output and outcome data, along with definitions 
for various terms (i.e., products and tools) would aid in this effort. Of note, this program has 
recently taken steps to address these issues via the establishment of a performance measurement 
strategy for PHSCBI. In addition, discussions have taken place between PHAC and CIHR to 
formalize an agreement on information sharing related to the APHC chair reports. In addition, 
other long-term performance measures, such as tracking the post-program employment of CFEP 
participants, would support future program management decisions and evaluations. 
 
The degree to which performance data is systematically analyzed and used to inform program 
delivery was less clear, although evidence of this was noted. For example, following each Skills 
Online course, program staff analyze participant feedback and use this information to improve 
and guide future course delivery. Similarly, mid-term and final reports are compiled for the 
APHC program by the CIHR to summarize program achievements and guide future program 
delivery. Moving forward, improved consistency across the various PHWD programs to 
systematically review and use performance data is needed.    
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5.0 Conclusions 
 
5.1 Relevance Conclusions  
 
5.1.1 Continued Need  
 
PHAC’s PHWD activities continue to be relevant programs in Canada, as challenges affecting 
the public health system continue and may impede the ability of the public health sector to carry 
out its essential functions. PHAC’s current efforts provide support, specifically in response to 
public health workforce needs, related to insufficient numbers of competent personnel in all 
regions and knowledge and skill deficiencies among new and existing public health staff.  
 
Shortages of workforce personnel and therefore capacity continue to exist across the country. 
While this is more pronounced in the P/Ts that lack a provincial public health agency, these 
shortages are noted in all P/Ts. In addition, according to key informants (i.e., public health 
experts, P/T representatives, and program staff) knowledge and skill deficiencies among new and 
existing public health personnel persist. Combined, these challenges consequently, potentially 
expose populations to increased public health risks. 
 
In addition to these ongoing workforce needs, key informants expressed concerns about higher-
level system or infrastructure needs (including inadequate federal/provincial/territorial 
coordination and collaboration on workforce and system issues, and insufficient workforce data 
to accurately identify gaps and enable human resources planning) that have persisted since they 
were first raised in post-SARS reports and which may limit the impact of ongoing efforts to build 
the public health workforce. 
 
5.1.2 Alignment with Government Priorities 
 
PHAC’s efforts to develop Canada’s public health workforce are broadly aligned with the 
Government of Canada’s priorities to address the health and safety of Canadians, and to develop 
a highly skilled workforce, as noted in Government of Canada strategic policy and planning 
documents, including the Speeches from the Throne. 
 
Within the Public Health Agency, improving public health capacity has consistently been noted 
as a priority in many corporate planning and strategic documents (i.e., Reports on Plans and 
Priorities, Strategic Horizons Document, and the Corporate Risk Profile) over the past five 
years. 
 
5.1.3 Alignment with Federal Roles and Responsibilities  
 
It is appropriate for the federal government and PHAC to support the development of Canada’s 
public health workforce. 
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Existing legislative and/or program authorities speak to the federal role and provide PHAC with 
a mandate to develop the knowledge and skills of public health professionals through training 
and development activities, to support skill development of front line professionals through the 
production of tools and best practices, and to support public health training in Canadian 
universities (e.g., bursaries, scholarships). These documents also provide PHAC with a mandate 
to augment recruitment and development activities to increase the number of experienced public 
health professionals available for positions across Canada, and to support improved linkages 
between universities and local public health units. 
 
Other players (e.g., P/Ts, Academic Institutions, Professional Associations, and National 
Collaborating Centres for Public Health) are also contributing towards Canada’s public health 
workforce needs through similar efforts. While minimal evidence of overlap or duplication with 
PHAC activities was observed, so too was there minimal evidence of coordination among the 
various players and their efforts. As a result, there is an opportunity to re-think the federal 
investment, in terms of level and scope, by considering a stronger PHAC leader/convener role. 
This is supported by public health stakeholders, who support PHAC’s current PHWD efforts, but 
also expressed a desire for the Agency to enhance its efforts as a leader and convenor. 
 
5.2 Performance Conclusions 
 
5.2.1 Achievement of Expected Outcomes (Effectiveness)  
 
In general, PHAC’s PHWD activities are demonstrating progress towards achieving intended 
immediate and intermediate outcomes.  
 
Through the provision of opportunities for, and delivery of, formal training, mentoring, 
experiential learning, and practicum placements, PHWD programs (i.e., Skills Online, CFEP, 
CPHS, APHC and Dr. James Rossiter MPH Awards) have contributed to the improved 
knowledge and skills of public health professionals and students. By supporting the synthesis of 
evidence-based knowledge (APHC) PHWD activities have also contributed to this outcome.  
 
PHAC’s PHWD activities have resulted in greater access to Agency staff and, in some cases, 
tools for public health stakeholders. Through these programs (CFEP, CPHS, Dr. James Rossiter 
MPH Awards), PHAC staff and MPH students have been placed in public health organizations 
across the country to support of day to day and emergency response functions. Through these 
placements, PHAC staff and students have contributed to improved capacity in host 
organizations. While tools have been developed through these programs (i.e., Core Competencies 
for Public Health, Public Health Workforce Products and Tools program), the extent to which 
they have been made available to public health organizations has been inconsistent. Although 
some tools have been accessible to the public health workforce writ large, others appear to have 
remained solely with the funded organization. Impact and use data associated with these tools 
also varies, however, evidence of uptake and use of the Core Competencies for Public Health by 
public health organizations was collected. 
 
PHAC’s Workforce Development programs have contributed to enhanced knowledge and skills 
of public health professionals and to improved capacity of public health organizations. However, 
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the extent to which these efforts have resulted in the public health workforce having the abilities 
to execute their public health functions is unclear. Given that knowledge and skill deficiencies in 
the public health system are not well defined, the degree to which knowledge and skill 
improvements align with public health workforce needs is unclear. A similar statement can be 
made in regards to the extent that PHAC tools are addressing capacity gaps and helping to meet 
system needs. 
 
5.2.2 Demonstration of Economy and Efficiency  
 
PHAC’s PHWD activities are funded at approximately $8M annually and the funding is spread 
across six program areas.  As a result, PHAC is involved in a range of activities, however, the 
depth of involvement in any given activity is limited.  With the same funding allocation, an 
investment could be made in select key strategic priority areas, or as discussed in Section 4.3, 
PHAC may choose instead to shift its role or approach from one of “doing” to one of 
coordinating and/or leading.  
 
Currently, examples of collaboration within the PHWD program areas, as well between the 
PHWD programs and other areas of PHAC, exist; however, there is a lack of a formalized 
approach to collaboration. Formal governance mechanisms are required to oversee PHAC’s 
PHWD activities, particularly related to the CBMI. Of note, the existing PHWD strategic plan 
document cites improved program coordination and governance as a goal. 
  
In general, the PHWD programs have been successful in monitoring performance, and each 
program has tailored the collection of performance data to suit their needs. The degree to which 
performance data is systematically analyzed and used to inform program delivery was less clear, 
although examples of this were noted. Moving forward, improved consistency across the various 
PHWD programs to systematically review and use performance data is needed. 
 
 

6.0 Recommendations  
 
The findings from this evaluation of PHAC’s Public Health Workforce Development activities 
have resulted in the following three recommendations. 
 
Recommendation 1 
 
Re-assess the federal investment (in terms of level and scope), and determine the 
appropriate federal role (mix of activities) in building the public health workforce. 
Consideration should be given to the need to: 
 

• Convene stakeholders and enhance efforts as a leader/convener; 
• Streamline ‘like’ efforts underway within PHAC; and 

• Maximize program impact and efficiency by investing in activities with sustainable 
impacts. 
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PHAC currently invests approximately $8M per year (not including the amount transferred to 
CIHR) towards the PHWD activities. Spread across six different programs (i.e., CFEP, CPHS, 
FSTR, PHWU, PHSCBI and SEPH), PHAC uses this funding to accomplish many objectives on 
a national scale. This allows for PHAC to be involved in a breadth of activities, at the expense of 
the depth to which it can be involved in any given one. However, there may be opportunities for 
streamlining investments, such as the two programs which fund MPH student practicums (i.e., 
CPHS, Dr. James Rossiter MPH Practicum Awards program). In addition, program impacts 
could be enhanced by prioritizing the sustainability of desired outcomes in program design (e.g. 
supporting the dissemination of successful products and tools). Other players (e.g., P/Ts, 
Academic Institutions, Professional Associations, and National Collaborating Centres for Public 
Health) are also contributing towards Canada’s public health workforce needs through similar 
efforts. These stakeholders have expressed a desire for PHAC to take on a stronger leadership or 
convener role in this area. In general, PHAC’s current efforts reflect more of a ‘doing’ role than 
a ‘leading’ or ‘convening’ role. It is timely for PHAC to re-assess current PHWD efforts with a 
mindset towards identifying the most appropriate federal role moving forward.  
 
Recommendation 2 
 
Following the first recommendation, develop a strategic plan to articulate and 
communicate the federal role related to public health workforce development. 
 
A strategic plan document was recently developed for PHAC’s PHWD programs in response to a 
2013 internal audit. While this document provides an overarching vision for PHAC’s PHWD 
activities, it focuses primarily on internal efforts to build capacity, and does not clearly articulate 
how external facing programs will contribute to this vision. In light of the first recommendation 
(to determine the appropriate mix of activities moving forward), an update to this document will 
be necessary to clearly articulate the federal role with respect to PHWD moving forward. 
 
Recommendation 3 
 
Establish formal governance to guide PHAC’s internal workforce development activities 
(i.e., CBMI), and formalize a roll out with clear timelines, objectives and expectations.  
 
Recently, PHAC’s PHWD activities have been directed internally to support the Agency’s 
workforce. This includes the CBMI, which aims to support a talent management culture within 
PHAC. To date, the roll out of this initiative has been based on the identification of early 
adopters and volunteers from across PHAC, with no formal, senior management-approved, 
collaborative work plan, led by a formal governance structure, to guide the process. There is an 
opportunity to establish a formal governance structure to guide this initiative moving forward. 
With this governance in place, timelines, objectives and expectations related to the initiative 
could be clarified for all stakeholders. 
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Appendix 1 – Professional Experience Guidelines 
for Field Epidemiologists 

 
• All Field Epidemiologists are required to complete the CFEP Professional Experience Guidelines during 

their two-year term. 
 

Table 1: Professional Experience Guidelines for Field Epidemiologists 

Professional Experience 
Guidelines Objective 

#1 Field Investigation Conduct or participate in at least one field investigation of a disease outbreak or 
other potentially serious public health problem that requires a timely response.    

#2 Epidemiologic  Analysis Design, conduct, and interpret an epidemiologic analysis of a new or existing 
dataset. 

#3 Public Health Surveillance 
System 

Design, implement, revise or evaluate a public health surveillance system. 

#4  Peer–Reviewed Journal Write and prepare a scientific manuscript for publication to a peer-reviewed 
journal. 

#5  Public Health Update Write a concise public health update communicating timely information to a 
scientific audience 

#6  Oral Presentation Give an oral presentation to a scientific audience at a seminar, workshop or 
conference. 

#7 Conference Abstract Write and submit an abstract for a peer-reviewed scientific conference. 
#8 General Communication Communicate complex scientific concepts to a lay audience. 
#9  Public Health Service Provide service to placement site and/or the field of public health. 
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Appendix 2 – Logic Model  
 

 
Source: Health Security Infrastructure Branch, PHAC (2015). Performance Measurement Strategy: Public Health Workforce, p. 19. 
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Appendix 3 – Detailed Financial Breakdown by Program Area 
 

Table 1: Detailed Financial Breakdown by Program Area 

 

Program Area Planned Actual 

2010-11 2011-12 2012-13 2013-14 2014-15 Total 2010-11 2011-12 2012-13 2013-14 2014-15 Total 
Canadian Public 
Health Service 

2,201,5
72 2,326,783 2,722,311 2,481,220 2,280,913 

12,012,7
99 2,412,549 2,179,742 2,420,549 2,013,692 2,214,679 

11,241,21
1 

Canadian Field 
Epidemiology 
Program 

2,229,3
38 2,436,883 2,278,703 2,143,092 1,967,712 

11,055,7
28 2,535,446 2,394,945 2,239,106 1,983,438 1,639,695 

10,792,62
9 

Public Health 
Scholarships and 
Capacity Building 
Initiative  

2,363,0
00 649,750 219,220 1,233,750 1,203,000 

5,668,72
0 2,057,693 459,257 219,220 1,195,375 1,215,700 5,147,245 

Skills 
Enhancement for 
Public Health 

2,212,4
74 2,123,149 1,780,606 1,694,191 1,635,234 

9,445,65
4 2,117,105 2,030,224 1,693,666 1,522,991 1,599,338 8,963,323 

Public Health 
Workforce Unit     564,342 506,049 705,613 

1,776,00
4     270,937 526,918 736,326 1,534,181 

Total 
9,006,3

84 7,536,565 7,565,182 8,058,302 7,792,472 
39,958,9

05 9,122,794 7,064,168 6,843,478 7,242,413 7,405,737 
37,678,59

0 
Variance       -116,410 472,397 721,704 815,889 386,735 2,280,315 
             
*Note, in addition 
PHAC  
transferred the 
following 
amounts to CIHR 
via the Estimates 
process: 

1,840,0
00 1,517,250 1,358,625 360,000 1,260,000  

     
 

Total transferred     6,335,875        



 

Evaluation of the Public Health Agency of Canada’s Public Health Workforce Development Activities –  
2010-2011 to 2014-2015 
July 2016 45 

Health Canada and the Public Health Agency of Canada Evaluation Report 

Appendix 4 – Evaluation Description  
 
 
Evaluation Scope 
 
The scope of the evaluation covered the period from April 2010 to March 2015, and covered 
PHAC’s activities identified under Sub-Program 1.1.1: Public Health Capacity Building of the 
Program Alignment Architecture located within the CPHI in the Health Security Infrastructure 
Branch. The Center’s Workforce Development activities included in this evaluation were the: 

• Canadian Field Epidemiology Program (CFEP); 
• Canadian Public Health Service (CPHS); 
• Public Health Scholarship and Capacity Building Initiative (PHSCBI); 
• Skills Enhancement for Public Health (SEPH); and  
• Work conducted by the Public Health Workforce Development (PHWD) Unit, including 

efforts to build the workforce capacity of PHAC. 
 
Evaluation Issues 
 
The specific evaluation questions used in this evaluation were based on the five core issues 
prescribed in the Treasury Board of Canada’s Policy on Evaluation (2009). These are noted in 
the table below. Corresponding to each of the core issues, evaluation questions were tailored to 
the program and guided the evaluation process. 
 

Table 1: Core Evaluation Issues and Questions 

Core Issues Evaluation Questions 
Relevance 
Issue #1: Continued Need for 

Program 
• What are the current and projected public health workforce-related risks 

facing public health practice in Canada? 
• Are the Agency’s Public Health Workforce Development activities responsive 

to these risks? 
Issue #2: Alignment with 

Government Priorities 
• What are the federal priorities related to strengthening Canada’s public health 

workforce? 
• What are the Agency priorities related to strengthening Canada’s public health 

workforce? 
Issue #3: Alignment with Federal 

Roles and Responsibilities 
• What is the federal role related to strengthening Canada’s public health 

workforce? Are current Agency workforce development activities aligned 
with this federal role?  

• Is the federal role aligned with the current environment? Does the federal role 
duplicate the role of other stakeholders? Are there any gaps or overlaps? 

Performance (effectiveness, economy and efficiency) 
Issue #4: Achievement of Expected 

Outcomes (Effectiveness) 
• To what extent have opportunities to enhance knowledge and skills been made 

accessible to public health professionals?  To what extent have they been 
accessed? 

• To what extent have these opportunities contributed to enhanced public health 
knowledge and skills among public health professionals? 

• To what extent have skills and tools been made accessible to public health 
organizations?  To what extent have they been accessed? 
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Core Issues Evaluation Questions 
• To what extent have public health stakeholders’ capabilities (having the right 

tools, supplies, organizational connections & ongoing professional 
development) been enhanced as a result of the Agency’s Public Health 
Workforce Development activities?  

• Are there early indications that public health stakeholders will have the 
abilities necessary to execute their public health functions? 

Issue #5: Demonstration of Economy 
and Efficiency 

• Are Workforce Development activities delivered in an efficient manner? How 
and in what ways can efficiency be improved? 

• Have Workforce Development activities produced outputs and achieved 
intended outcomes in the most economical manner? How and in what ways 
can economy be improved? 

• How is performance measurement being used? 
 
Data Collection and Analysis Methods 
 
Evaluators collected and analyzed data from multiple sources. Sources of information used in this 
evaluation included:  
 
Document and file review 
 
The main purpose of conducting the document review was to obtain a comprehensive understanding of 
the scope and delivery of the intended activities, as well as results observed over the five-year period 
covered by the evaluation. 
 
Approximately 210 documents pertinent to public health workforce development were reviewed, 
including those focused on performance data below. The majority of these were held by the CPHI. Other 
documents came from different organizations within PHAC as well as external groups, notably CIHR. 
Two prior PHAC evaluations were included in this document review:  

o the Evaluation of the Canadian Public Health Service Program at the Public Health 
Agency of Canada, July 2013; and  

o the Public Health Scholarships and Capacity-Building Initiative Summary Evaluation, 
November 2010 (not posted) which included an annexed report by CIHR, the APHC at 
the Mid-Term: A report of progress to date, January 2010.  

Performance data review 
 
Analyses included a review of data on performance of program activities collected by the CPHI between 
2010-2011 and 2014-2015, including:  
 

• CFEP participant and placement site supervisor exit interviews from 2012 and 2014 
cohorts, as well as an inventory of placement site locations; 

• CPHS PHO participant and host organization exit interviews from 2013, 2014 and 
2015, as well as an inventory of placement site locations; 

• CPHS student and supervisor exit interviews from 2013-14, 2014-15, and 2015-16, in 
addition to numbers of student applications and placements; 

• PHSCBI programs: 
• information on outputs of the APHC Chairs provided by CIHR-IPPH as 

available, and a bibliometric analysis of publications produced by the Round 
One Chairs; 
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• summarized information from the Dr. James Rossiter MPH Practicum Award 
program reports submitted by participating students and academic organizations 
for 2014-15 and 2015-16; 

• four case studies of four projects funded by the Workforce Development 
Products and Tools contribution program; 

• A summary of FSTR training events, and a listing of domestic and international mobilizations 
from 2011 to 2015 (this includes mobilizations of CFEP and CPHS participants); 

• Performance measurement reports from Skills Online for 2012, 2013 and 2014, as well as a case 
study on how it has been used in Quebec; and 

• 2009 and 2013 environmental scans on the implementation of the Core Competencies for Public 
Health. 

 
Financial data review 
 

• An analysis of financial data helps respond to questions of effectiveness, efficiency and economy. 
• A review of financial data from 2010-2011 to 2014-2015, which focussed on planned and actual 

expenditures.  
 
Key informant interviews 
 

• Interviews were conducted with 42 stakeholders: Public Health Agency of Canada (n=20); other 
federal government departments or agencies (n=1); program recipients (n=7); academic 
stakeholders (n=2); professional associations (n=4); provincial/territorial stakeholders (n=6); 
other stakeholders (n=2). 

• Interview questionnaires were developed and slightly modified and tailored for each specific 
stakeholder group. Guides were based on the core evaluation issues and questions identified in 
Table 1. They were developed using a semi-structured format, including probes where helpful. 
This format was used in order to define the areas to be explored, and also to allow the interviewer 
or key informant to pursue an idea or response in more detail. The flexibility of this approach, 
particularly when compared to structured interviews or focus groups, also allowed for the 
discovery or elaboration of information that was important to participants but may not have been 
previously thought of as pertinent by the evaluation team.  

• Interviews were conducted in person when possible or by telephone.  
• Interviews were recorded, with the participant's consent, transcribed and summarized as 

necessary. Data was coded and analysed with the aid of Excel spreadsheet software. 
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Literature review 
• A search conducted by the Health Library for English-language Canadian literature from 

the 2004 to 2016 using search terms of “public health”, “workforce”, “human resources”, 
“manpower”, “hr”, “staff” returned 455 documents. 

• After examining documents to ensure relevance, 44 articles were reviewed. 
• In addition, 15 grey literature documents were included in the review featuring landmark 

policy documents (such as the 2003 ‘Naylor Report’ Learning from SARS: Renewal of 
Public Health in Canada), and internal research documents. 

• Pertinent information was extracted and/or summarized from each document, and then 
coded in an Excel spreadsheet. 

 
Survey 

• The PHAC Office of Audit and Evaluation partnered with the Canadian Public Health 
Association (CPHA) to develop and field two survey questionnaires on public health 
workforce issues as it was discovered in the design phase of the evaluation that both 
organizations were independently planning similar studies. The three objectives of the 
collaborative Public Health Workforce Survey were to: i) gain knowledge on workforce 
size, composition and levels of education and training, ii) identify training priorities, 
supports and barriers, iii) better understand how the Core Competencies for Public Health 
Canada Release 1.0 have been adopted, and iv) describe challenges to recruitment and 
retention of qualified public health professionals. 

• The Survey was comprised of: 
o a bilingual questionnaire for individuals working in public health that was 

launched on December 4th, 2015 and closed on January 18th, 2016. Invitations to 
complete the survey were disseminated through the CPHA membership, PHAC 
employees, and requests to partner organizations. It is estimated that 5000 
individuals would have received an invitation, of which 1344 completed the 
survey. 

o a bilingual questionnaire for employer-level representatives of public health 
organizations that was launched on January 26th, 2016 and closed on February 
11th, 2016. Invitations to complete the survey were sent to key CPHA contacts in 
approximately 74 organizations, including the 17-member Pan-Canadian Public 
Health Network Council, of which 11 completed the survey. Given the low 
response rate and therefore the limited generalizability of the information, the 
decision was made to not use the data from this survey as a line of evidence in the 
evaluation.     

Data were analyzed by triangulating information gathered from the different sources and 
methods listed above. This included: systematic compilation, review and summarization of data 
to illustrate key findings; thematic analysis of qualitative data; and comparative analysis of data 
from disparate sources to validate summary findings. 
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Appendix 5 – Intensity and Reach of PHWD 
Activities 
 
Program Intensity  Reach 

Formal Training 
Skills Online 13 facilitated and 4 self-directed training courses are 

offered annually. Facilitated courses are offered three 
times a year and take eight weeks to complete 
(approximately 25 to 40 hours of work). Self-directed 
courses can be taken at any time and require 
approximately 20 to 40 hours of work.   

As of 2014, approximately 8,200 unique 
individuals (this includes repeat 
participants). 

 
 

CFEP Two-year placements with provincial, territorial, 
regional or local government department or public 
health agency. 

Since 2010, 37 epidemiologist trainee 
positions filled.  

FSTR Length of training events varies from half a day to 
three weeks.  

30 training events held from 2010-2015. 
Over 100 spaces offered to PHAC 
employees and over 70 spaces offered to 
external public health professionals. 

Experiential Learning (mentoring) 
CPHS Two-year placements with provincial, territorial and 

local health authorities, and non-governmental 
organizations. 

Since 2010-2011, 28 PHOs participated in 
46 site placements. 

APHC Independent researchers are funded for five years to 
conduct research that target specific population and 
public health research priorities set out by the CIHR-
Institute of Population and Public Health. Students 
are trained to apply research methodologies in the 
field of public health gain public health experience.  

29 academic researchers from 17 
universities and institutions across Canada 
have participated in two rounds of funding 
(2007-2013 and 2014-2019). 
Approximately 275 undergraduate/ 
graduate students to dateviii have worked 
and trained with these academics. 

Practicum Placements 
CPHS Students are placed into public health organizations 

in Northern communities for 12 to 16 weeks. 
Since 2013-2014, 44 students have 
participated. 

Dr. James Rossiter 
MPH Practicum 
Awards program 

Students are placed in public health organizations for 
12 to 16 weeks. 

Since 2013-2014, 262 practicums have 
been funded. 

 

  

                                                 
viii Includes all years for Round 1 and the first year of Round 2 Chairs. 
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Appendix 6 – Summary of PHWD Activities (inputs 
and outputs) 
 
Program Intensity # of organizations benefitting 

Tools 
Core 
Competencies 

Released in 2007; environmental 
scans 2009 and 2015 

• Awareness improved from 47% of organizations scanned in 
2009 to 100% of organizations surveyed in 2015 

WFD Products & 
Tools 

Contribution agreement program: 
2012-15 cycle funded 14 projects 
of 22 applicants 

• 14 lead organizations involved 78 partner organizations 
representing stakeholders in all provinces and territories, at all 
levels of the public health system 

Support of day to day capacity needs and emergency response 
CFEP Two-year placements with 

provincial, territorial, regional or 
local government department or 
public health agency. 

• Since 2010, 26 participants completed the program, including 
at least one field investigation 

• Participants have been hosted in 22 different organizations 
since 2010-11; five sites received a new participant in 2015-
16. 

• Participants supported 63 mobilizations over 2011-15 
(currently 8 field epidemiologists deployed) 

• 22 international and 41 domestic mobilizations.  
CPHS - PHOs Two-year placements with 

provincial, territorial and local 
health authorities, and non-
governmental organizations. 

• Since 2010-2011, 28 PHOs participated in 46 site placements. 
 
• Currently 17 active PHOs. 

 
• Supported 22 mobilizations over 2011-2015  

o 3 international and 19 domestic mobilizations. 
CPHS - students 44 students have been placed into 

public health organ in Northern 
communities between 2013-14 and 
2015-16. 

• Students have contributed capacity to host organizations. 

Dr. James 
Rossiter MPH 
Practicum Awards 
program 

262 MPH practicums have been 
funded between 2013-14 and  
2015-16. 

• Students have contributed capacity to host organizations. 

Tools 
Core 
Competencies 

Released in 2007; environmental 
scans 2009 and 2015 

• Awareness improved from 47% of organizations scanned in 
2009 to 100% of organizations surveyed in 2015 

WFD Products & 
Tools 

Contribution agreement program: 
2012-15 cycle funded 14 projects 
of 22 applicants 

• 14 lead organizations involved 78 partner organizations 
representing stakeholders in all provinces and territories, at all 
levels of the public health system. 

• No clear information on extent of use of tools. 
CBMI Development of competency 

profiles for PHAC positions 
• Different PHAC units are piloting this internal initiative 

APHC 
 

29 academic researchers from 17 
universities and institutions across 
Canada have participated in two 
separate rounds of funding. 
 

• Chairs have created research products that have been made 
available to public health organizations 

• Second round Chairs were required to involve public health 
organizations in their proposals. 

• Chairs have increased the capacity of their academic 
institutions to offer public health education. 
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