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The Canadian Association of Physician Assistants’ Application for Regulation of the Physician Assistant
Profession in Ontario
Introduction
The Canadian Association of Physician Assistants (CAPA) is pleased to have this opportunity to respond to the
questions raised by The Health Professions Regulatory Advisory Council (HPRAC) in its application form.
On behalf of the membership it is CAPAs desire that the Physician Assistant (PA) profession be regulated in Ontario. It
is the Association’s belief that regulation of this profession would offer considerable benefits to the Ontario health care
system. It would also ensure that there is a system in place which would emphasize patient safety, accountability for
actions and enhance the quality of care for Ontarians. This will be demonstrated throughout this application. Specific
examples are provided which will reinforce the above mentioned statement.
Canada’s Physician Assistants (PAs) are academically prepared and highly skilled health care professionals educated
in the medical model that practice medicine under the supervision of a licensed physician within a patient-centered
health care team.PAs possess a defined body of knowledge including clinical and procedural skills, and a professional
philosophy to support effective patient care. PAs apply these competencies to collect data and interpret information,
develop and further investigate differential diagnoses, make appropriate clinical decisions, and carry out required
diagnostic, procedural, and therapeutic interventions.They practice medicine within a formalized physician/PA
relationship.PAs supplement, not supplant, the work of physicians as both a philosophy of the profession, and reality of
clinical practice.
In Canada the PA is a newly introduced health care professional within the public health care system. They have
existed in the Canadian Forces Military for over 50 years. PAs were introduced into the public health care system 10
years ago in Manitoba.In Ontario the profession only burgeoned with the Demonstration Projects, which commenced in
2006. The Demonstration Project initiative was aimed at introducing PAs to a number of different health care settings
through a series of demonstration projectsacross the province of Ontario. PAs have been enthusiastically received by
the physicians with whom they work and by the institutions in which they serve. At first, physicians and other health care
professionals were unfamiliar with the PA role and were understandably cautious at the commencement of the
Demonstration Projects. With time, careful introduction, and good performance, almost all of this has evaporated. PAs
employed in Ontario are well accepted into the team by their professional colleagues. This has been evidenced by
interviews with PAsand by the recent research by Kulatunga-Moruzi (2011). 1
However, the infancy of this profession in Canada presents a challenge in providing the appropriate response to
HPRAC, considering the dearth of published literature on practitioners in Ontario and Canada. On the other hand, PAs
have practiced widely in the United States (US) for decades with over 83,000 practicing PAs in the US
currently. 2(AAPA,2011) This has resulted in a significant body of work, which is referenced in the literature reviews
conducted by the Secretariat of HPRAC under the headings of Literature, Jurisdictional and Jurisprudence Reviews.
Based on the quality of the studies and the credibility of the sources, CAPA believes that these reviews may be relied
upon and that lessons may be drawn from this literature. In most circumstances the data and lessons are likely to be
relevant to the Canadian setting given that many things in health care transcend national boundaries.
Kulatunga-Moruzi, C. (2011) The integration of the inaugural graduates of the McMaster University PhysicianAssistant Education Program into
Ontario’s health care system: a survey of employer perceptions and reflections.PhD dissertation, Department of Family Medicine, Faculty of
Health Sciences, McMaster University, Hamilton, ON.
2
The American Academy of Physician Assistants.(2011). Vital Statistics p. 1. Retrieved from:
http://www.aapa.org/uploadedFiles/content/News_and_Publications/For_the_Media/VitalStats_Factsheet_Update_final.pdf
1
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In fact, CAPA has been unable to find an error with the analysis in the reviews.This could present an issue in
responding to HPRAC, considering that in many circumstances it is CAPA’s recommendation for the reader to consult
the Literature, Jurisdictional and JurisprudenceReviews. As a result, CAPA has chosen only to confirm the review
where the questions clearly demand it and to focus on reports by our own practitioners.
To ensure that this brief captures the Canadian experience, and in particular the Ontario experience, numerous
individual interviews have been carried out with practicing PAs and their supervising physician(s). Furthermore, this
brief has been reviewed in detail by a reference group of practicing PAs to ensure alignment with present practice
realities. This brief will draw heavily on the various inputs.
Flux and Opportunity
A first and overarching observation about the practice of PAs in Ontario is that the practice is evolving and changing
rapidly. PAs have been employed foralmost four yearswith the exception of new PA graduates.It is safe to say that there
are very few types ofpractices that are fully developed. Already PAs are finding their scope of practice is expanding as
the physician/PA relationship develops and knowledge of the particular practice grows.
All other regulated health professions were well established prior to the passing of the Regulated Health Professions
Act (RHPA). In this case regulation can have a very positive role in establishing the attributes of safe practice and help
to shape the profession in a way that will produce the most positive environment for everyone involved, in particular, the
patient. It is with this in mind that CAPA embraces the regulatory process so that safe, cost effective, and integrated
practice can be delivered to the patients of Ontario as the profession develops to its full potential.
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Primary Criterion: Risk of Harm
To attempt a general description of services performed by PAs would be difficult.PAs are trained as generalists. PAs
engage in a broad range of controlled acts which varies from specialty to specialty. Their scope of practice mirrors that
of the supervising physician(s); therefore the nature of services provided are entirely dependent on the practice of the
physician(s)with whom the PA is associated. .
The Literature Review describes very different practices for PAs and this is also true in Ontario. For example: the
practice of an orthopaedic surgeon is very different from that of a physician practicing in a long-term care setting, which
is again very different from practice in an emergency department. Beyond saying that each of those physicians treat
patients, it would be difficult to give a general description of the service provided by these three kinds of physicians.
Likewise, the practice of each of the PAs associated with these physicians is radically different from the other.
Therefore, this brief will describe the present practices of several PAs here in Ontario with the goal of providing a
complete description of potentially risky services under the section addressing controlled acts. The information included
in the case studies below is anecdotal and was gathered from interviews conducted with individual PAs currently
practicing in Ontario.
To properly understand the PA practice we must appreciate the fundamental relationship between the PA and the
physician. Every PA works with and values the close working relationship with a supervising physician(s). Interviews
with physicians disclose that they too value the close working relationship with PAs. Every act performed is by
agreement with the physician.Every act performed is one delegated by the physician and one which the physician is
competent to perform him or herself. Depending upon the setting and the type of patient, the PA might report
immediately to the physician. On the other hand, once protocols are established and there is a level of trust, comfort
and mutual knowledge between the PA and the physician, the level of supervision may change in such a way that the
physician may, for example, be presented with a patient’s case at a later time. Whether or not the following descriptions
describe this close relationship adequately in each case, it nevertheless is true in every case.
Case Studies in Ontario
Case 1:
In an emergency department, the PA reviews the historyof the patient, examines the patient and orders tests as
required. This includes: blood tests, X-rays, or an ultrasound. After this work-up, the PA may make a diagnosis and
write a prescription for treatment which could include medications.This may or may not becountersigned by the
supervising physician(s), depending on the internal hospital procedures. If the patient is critically ill, the PA may begin
arranging for transfer to another service or to another institution even before the supervising physician(s) has been able
to see the patient. PAs are targeting certain patient populations that require urgent assessment in volume overloaded
departments to initiate treatment. For example, elderly patients arriving via Emergency Medical Services complaining of
hip pain after a fall are flagged and a PA assesses the patient, administers analgesia and orders X-rays. Once the
diagnosis of hip fracture is confirmed, orthopaedic consultation is initiated and a bed order is arranged to expedite care.
PAs are improving safety and quality operations in the emergency department by completing the patient follow ups
including blood and urine cultures and final radiological reports. This ensures quality care for patients and allows the
physician to continue to maintain the flow of the department.
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Case 2:
In a medical unit at a large hospital, a PA is responsible for a group of patients whose critical care medical issues have
been address, are stable and are awaiting transfer. The attending physicians change every two weeks and are present
in the ward usually once a day. The PA monitors the original admitting condition and takes action to continue care or
adjust as needed. The PA acts as a liaison to all other services in order to get the patient transferred and arranges
outpatient services. If the patient develops certain kinds of problems, under agreement between the physician and PA,
the PA makes the diagnosis, does the necessary tests, and prescribes therapy which is most likely initiated prior to the
arrival of the attending physician. The PA can also discharge patients according to the agreement
Case 3:
In a trauma centre a PA works with an orthopaedic surgeon. For in-patients the PA provides the continuum of care for
all the patients’ health needs while they are on the orthopaedic service. The PA is starting to become first call for
orthopaedic response in the trauma centre. The PA frequently attends to trauma cases without the surgeon, if for
example he or she is in the operating room. The PA becomes a member of the trauma team, taking responsibility forthe
orthopaedic part of the trauma care. An open fracture is a critical trauma and the PA may irrigate and cleanse the
fracture in a timely fashion. The surgeon attends upon the call of the PA. Under a list established by mutual agreement
between the PA and the surgeon, the PA can order ECGs, blood tests, blood transfusions, X-rays, CT scans and MRIs.
Case 4:
In a long-term care unit the PA receives all patients and is responsible for the admission, history as well as the physical
examination, and sets up the initial orders. The PA is accountable for looking after the continuing and emergent health
care needs as well as keeping the supervising physician(s) informed. In this particular case, the advent of the PA has
made it possible for the supervising physician(s) to focus on more complex cases while sharing the remaining workload.
Case 5:
In the busy practice of an orthopaedic surgeon, a PA has been hired. This is not part of the demonstration project and
no hospital or other institution is involved. The PA sees patients only when the surgeon is present in the office. The PA
sees both new and returning patients, some being seen for very complex care. The PA is seeing most of the new
patients presenting with chronic pain. After completing the patient work-up, reviewing tests sent by the referring
physician and/or those previously ordered from the practice, the PA then writes up a plan of care including any and all
further tests and medications. In every case, the PA presents this information to the orthopaedic surgeon who also sees
the patient. The orthopaedic surgeon then countersigns all requisitions for tests and prescriptions.
This has allowed some relief in an overburdened practice and is lessening wait times for referred and returning patients.
This case represents a new model for Ontario and appears to be one in which there is rapidly growing interest.
The above listed case studies clearly demonstrate the role differences amongst PAs and how their tasks can vary in
speciality and setting. The tasks they perform will depend on the environment in which they function and their
supervising physician’s capabilities.
Diagnostic Modalities
In the descriptions above, a wide variety of modalities have been described as being employed by PAs. Once again,
this differs entirely with the setting and the medical directives agreed to between the PA and the physician(s), as well as
with the length of time the relationship has been established. It became clear in speaking with PAs that as the
knowledge of each other’s practices developed, the modalities used by PAs under mutual agreement were expanded
time and time again. Some diagnostic modalities will be described in more detail in the controlled acts section but
The Canadian Association of Physician Assistants’ Application for Regulation to the Health Professions Regulatory Advisory Council, Jan 2012
Page 7

generally speaking PAs will make a diagnosis by employing a history of the illness and conducting a physical
examination which could include: blood and urine tests, X-rays, ultrasound, or other imaging modalities.
Exclusivity of Practice
No activities are exclusively performed by a PA. As stated earlier the PAs scope of practice mirrors that of his/her
supervising physician(s). PAs are only permitted to undertake tasks which their supervising physician(s) is competent to
perform. There is some overlap with regards to scope of practice among PAs, nurse practitioners, midwives and
psychologist. However, the PA role is very specific in that all acts are delegated by the supervising physician(s) in
accordance with the PAs capabilities and the physician’s scope of practice. CAPA cannot speak on behalf of other
unregulated health professionals.
Complaints and Discipline
Due to the recent introduction of this profession into the public health care system in Canada, CAPA is unable to
provide a 10 year history, or any history for that matter, regarding the rate and nature of complaints in Ontario. To
CAPA’s knowledge there has not been any disciplinary or investigative process by any association or similar
organization. In fact the only avenue of address for potential problems has been through the supervising physician(s)
and/or the employer’s corporate process where it exists. In these cases only anecdotal accounts are available.
The Jurisprudence Review completed by the Secretariat of HPRAC focuses mostly on malpractice claims and shows
the history in the US. There is little reason to think it will differ here, except that the incidence of malpractice suits is
much less in Canada.
Public Safety and Regulation
At the core of safety for the patient is the sufficiency of the physician/PA relationship with clearly understood mutual
responsibilities, appropriately delegated activities, and proper supervision by the physician(s). When activities are
delegated, both the PA and physician must be able to demonstrate that the delegation is appropriate in the
circumstance and that the PA can competently perform the delegated tasks.The supervision must be by a method
appropriate to the activities being delegated. Any independent third party, be it a patient, a fellow practitioner, an
administrator, or a regulator, must be able to know and understand how this supervision occurs and why it is
appropriate. With this, the PA and physician are mutually responsible to each other and even dependent upon one
another.
Central to the successful, safe introduction and expansion of this profession to the province is a method of ensuring that
these mutual responsibilities are not only understood, but acted upon. The first group of physicians in the demonstration
project all became better informed about PAs as a result of being part of the project. We can expect however, that PA
practices will now begin to roll out with physicians who are not similarly inducted. If people do not understand their
responsibilities they cannot be expected to carry them out and patient safety will be at risk. Even in the demonstration
project, and with all the best of intentions, this problem has already occurred.
This is best illustrated by a case from the demonstration project.
Case 6:
Knowing little about PAs,however,learning aboutthe role from the information posted prior to theOntario Demonstration
Project, a physician became interested about working with a PA in his setting. After all necessary procedures and the
passing of time, an experienced US trained PA was hired. The physician now reflects ruefully upon the beginning,and
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states candidly that the problems upon introduction were his and not those of the PA. Despite the fact that this physician
had become one of the more informed physicians on the subject in Ontario, he did not truly understand the training of
PAs, nor the need to specifically work with and educate a PA into a particular practice setting. He understood the
responsibility of the PA to him, but he did not understand his responsibility to the PA.As a result he placed the PA in a
position where the PA was expected to do things for which he was not prepared for. He failed to appropriately delegate
activities and he failed to adequately supervise. He now knows that the responsibility is mutual and necessary.
This led to problems with patient care, as well as significant concerns and negative feedbackfrom other staff and
administration. He is frank that their concerns were legitimate. Almost two and a half years later he understands his role
and enjoys the relationship and intense mutual responsibility that has developed with the PA. The PA now also has the
respect of other staff and administration.
This case illustrates how the public can be put at risk when the developing team, even withthe best of intentions and
goodwill, can falter through insufficient guidance. In the Jurisdictional Review provided by the Secretariat of HPRAC, it
is clear that a major focus of regulation among the different jurisdictions has been to ensure that physicians and PAs
are not leftto figure out how to ‘make it work’ and that a system exists which provides guidance to both the physician
and PA.This will avoid potentially putting the patient at risk.
The JurisdictionalReview 3 described Manitoba, North Dakota, California, and Minnesota as examples of jurisdictions
which have developed and mandated procedures for the physician/PA team to follow, upon beginning topractice
together. These steps, when completed, help ensure adequate preparation and supervision in order to protect patients.
These models give guidance and can be used to formulate Ontario specific mandates. CAPA recommends that this
development be one of the first tasks assigned to the new regulatory body and that the power to do so be granted to it,
with approval from the Minister of Health if need be, through a mechanism deemed appropriate by the legislature.
There are other areas where lack of regulation may place patients at risk.
The Jurisprudence Reviewrefers toa small group of the PA profession in the United States who engaged in
inappropriate behaviour. Some practiced the profession incompetently; some practiced while they were impaired
through illness or addiction, some attempted to practice outside of their appropriate scope while others engaged in
sexual relations with their patients, or engaged in criminal activity and thereby displayed a lack of moral character
necessary in a health profession. Fortunately, the cases reviewed represented a small percentage of PAs who engaged
in this type of behaviour however, they doclearly demonstrate the risk that PAs can pose to the public through
inappropriate behaviour.
Regulation prevents those who pose as PAs and possess inadequate training or supervision from holding themselves
out as PAs and thereby deceiving patients. Having an independent regulatory body in place overseeing practicing PAs
would provide an additional guarantee that registered PAs have met the established standard of care.
Regulation provides the public with a mechanism of redress. This may take the form of reprimand, mandated further
training, probationary periods of practice, or even suspension of practice. On the other hand, regulators often deal with
the ill practitioner in a manner which protects the public but helps with the rehabilitation or redirection of the practitioner.

The Secretariat of Health Professions Regulatory Advisory Council (HPRAC).(2011). Jurisdictional Review. (pp.14-16) Retrieved
from:http://www.hprac.org/en/projects/resources/JurisdictionalReview_RegulationofPhysicianAssistantsundertheRHPA.pdf
3
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This is particularly important in the case of the practitioner addicted to drugs or alcohol. Once again, because PAs are
human, at a very conservative estimate, 5 per cent of practitioners will have this problem. 4(The Joint Commission,
2008) This is usually a catastrophe for the practitioner personally and sometimes for the patient. At the very least the
public needs to be protected from the impaired practitioner given that the risk of problem increases with impairment.
A regulatory college has been shown to be a critical part of the treatment and recovery of practitioners. 5(TheOMA,
2009)As the number of PAs grows in Ontario over the coming years, there will be a growing need to address this issue.
It should be addressed for several reasons. First and foremost it should be addressed to protect patients from those
who would practice while impaired. Second, it should seek to restore PAs to healthy practice so as to protect this
valuable health care resource. Third, it offers the best chance to restore a professional to a healthy and fulfilling life, a
worthy goal on compassionate grounds alone.
Liability Insurance
There are presently two types of coverageavailable to PAs which can ensure coverage in order to protect the needs of
the patient in case of malpractice. The Hospital Insurance Reciprocal of Ontario (HIROC) provided coverage for the
majority of PAs employed with theOntario Demonstration Projects. The onus was on the employer in these instances to
arrange for general and professional liability coverage for the PA. It may be that when PAs are the employee of a public
hospital HIROC will also cover them in the future.For all other cases, CAPA has arranged liability insurance through
Willis Canada Inc. PAs may purchase individual coverage through this service.
Professional Titles
In keeping with present practice in Ontario and elsewhere, the terms Canadian Certified Physician Assistant (CCPA),
Physician Assistant Certified (PA-C) and Physician Assistant should be restricted to this professional group.
Referral
Given that a PA works with physicians, all referrals will be made after consultation with the physician. This will ensure
appropriate referral.
Recent Advances
Recent and future advances in practice provide no particular threat given that each of these will first be introduced to
the practice of medicine. With time and in the best interest of patient care, it will become clear which advances could be
used by PAs. When delegation occurs, safety will be paramount in the consideration given that the process of
delegation will follow the system for delegation established by the regulator.

The Joint Commission Perspectives on Patient Safety. (2008). Addressing substance abuse among health care professionals. 8(11), 5-11
The Ontario Medical Association (OMA). (2009). Physician Health Program Annual Report: Retrieved
from:http://php.oma.org/PDF%20files/2009PHPAnnualReport.pdf

4
5
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Secondary Criterion:Professional Autonomy
In discussing autonomy, CAPA recognizes that autonomy, delegation, and supervision are simply different ways of
looking at a method of practice, with delegation and varying types of supervision resulting in different degrees of
autonomy.
The first manner of supervision occurs when a physician and a PA jointly perform a task, for example, when a PA
assists in surgery. Another example is when the PA and physician work together in an ICU or resuscitation room to
insert a central venous line under ultrasound guidance. In this case one person controls the ultrasound machine to
develop an image, while the other uses that image to insert the line.
A second type of supervision occurs when there is a line of sight of the activities. This occurs when a surgeon is
inserting a flap, which has been elevated from the abdominal wall, into the head and neck during cancer surgery while
the PA completes the closure of the abdominal donor site. It also occurs when a PA applies casting to a patient in one
part of a plaster room while the surgeon is providing care to another fracture patient in the same plaster room.
A third type of supervision occurs when there is the ability to immediately intervene. This commonly happens in the
emergency department, outpatient department or in office based practices. While the PA is seeing a patient the
physician is in a different room, possibly even in a different unit, but is available immediately to intervene at the call of
the PA either through voice or some electronic device.
The fourth type of supervision is through management and periodic review. This occurs when a PA works in a hospital,
long-term care facility, or in an outpatient office and the physician is not always present. In these instances the PA
carries out delegated activities based on medical directives developed with the supervising physician(s). Not only are
these understandings in place, but there is an agreed upon process for the review of cases with the physician(s). It may
be that the supervising physician(s) visits daily or weekly and reviews cases. As the Jurisdictional Review points out, in
some cases there is a review of only a percentage of the charts of the patients seen. In all these cases the PA, when
presented with problems that require physician consultation, would be able to ensure that the patient sees the physician
in a timely manner for further assessment, either at the time of the physician’s visit or by special visits.
It is apparent that in all these circumstances PAs are carrying out important, necessary, and potentially high risk
activities. The level of risk will determine the physician and PA’s ability to be progressively more remote, from one
another, while the tasks are being performed. As physical separation becomes more apparent, the patient is left more
dependent upon the PA and therefore more reliant on the judgment and decision making process of the PA. As this
autonomy increases, there is a greater need to have an articulated statement of what the PA can do and how it will be
carried out. In the case of assisting in surgery, the surgeon gives direction and if something is amiss, corrects it on the
spot; therefore little is needed in the context of documentation. When the PA is without direct supervision on the ward or
in a clinic it becomes important that everyone understands the PA’s andthe physician’s roles and responsibilities and
that an accountability mechanism has been built into this type of autonomous practice. Regulation with clearly stated
methods and standards is the mechanism to guarantee the public that an accountability mechanism has been
established.
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Controlled Acts
PAs are currently performing many controlled acts delegated to them by the supervising physician(s). HPRAC desires
to know which controlled acts are being performed under delegation now. Each controlled act will be reviewed with
examples in many cases.For ease of reference, the following will use the number system, and an abbreviated
description of controlled acts, as found in the RHPA Section 27(2).
1. Diagnosis
Every PA makes diagnoses in their practice setting. In some cases, such as an emergency department, the
diagnosis is reviewed immediately. In other cases, such as a long-term care unit or an outpatient clinic, it may be
reviewed later in the day or even days later.
2. Procedures below the dermis, etc.
PAs frequently perform procedures below the dermis depending upon the setting, for example; suturing lacerations
in the emergency department, cleansing an open wound, assisting in surgery, and inserting lines.
3. Casting a fracture
Casting a fracture is performed in some orthopaedicand emergency department settings.
4. Spinal manipulation
Spinal manipulation is currently not performed by PAs; however, it is within the scope of practice for physicians and
may be performed in the future.
5. Administering a substance by injection or inhalation
Frequently performed in a variety of settings.
6. Putting an instrument, hand or finger as per list I to VII
Frequently performed in most settings.
7. Forms of energy
PAs are now being trained to perform ultrasounds in the emergency department. In Ontario some PAs are trained
for their use in the emergency department and certified to teach.These certified instructors, are teaching emergency
physicians as well as other PAs.
X-rays, CAT scans, and MRIs are ordered by agreement with the physician and the radiology department in
selected settings.
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8. Prescribing drugs
All PAs prescribe. In some cases, because of a closed system such as a hospital pharmacy or the pharmacy of
record for a long-term care institution, their prescriptions are honoured as written. Other settings require a
physician’s signature.
9. Vision and eye problems
Presently not performed as described in this section of the Act, however, since this is in thescope of practice for
physicians it may be performed by PAs in the future.
10. Hearing aids
Not performed as described in this section of the Act.
11. Dental work
Not performed in non-military settings although Canadian Forces PAs are trained in and perform dental work while
in the Forces.
12. Obstetrical care
This is currently practiced as described in this section of the Act.
13. Allergy challenge
This is in the scope of practice of physicians and although CAPA is unaware of PAs who have engaged in such
activity, with training and supervision PAs may perform these in the future.
14. Psychotherapy
This is practiced in some selected settings as described in this section of the Act.
This list represents a great number of activities of critical importance to the patient. The public interest is served when
patients can be assured that these important, and potentially risky tasks, are delegated appropriately.
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Educational Requirements for Entry to Practice
In Ontario there are three university level physician assistant education programs which are accredited by the Canadian
Medical Association (CMA) Conjoint Accreditation Services.The CMA Conjoint Accreditation Process provides the
public with assurance that a health professional educational program has met national standards. PAs are trained as
generalists and can be employed in a variety of clinical settings. They then have the ability to specialize in a particular
area of medicine upon graduation.PAs can acquire the skills necessary through site specific training with the
supervising physician(s) or through appropriate external sources and continuing professional development
opportunities. The educational programs that are accredited are modeled after the CanMEDS Physician Competency
Framework 6therefore the training which the PA receives mirrors that of a physician. The goal is to ensure that programs
enable their students to acquire the knowledge, skills and attitudes to function as competent health practitioners for the
benefit of all Canadians. The McMaster University Physician Assistants Education Program, Bachelor of Health
Sciences Degree (Physician Assistant); the Canadian Forces Health Services Training Centre Physician Assistant
Program, Physician Assistant Baccalaureate in an Allied Health Program; and The Consortium of Physician Assistant
Education (which includes: the University of Toronto; The Northern Ontario School of Medicine and the Michener
Institute for Applied Health Sciences) Bachelor of Science Physician Assistant Degree are accredited by the CMA
Conjoint Accreditation Services. The University of Manitoba also offers a Master of Physician Assistant Studies program
in Manitoba which is also accredited by the CMA Conjoint Accreditation Services.
In Appendix A the program descriptions for each of the academic institutions list the specific theoretical and
clinical/practical experiences and describes the linkages between the education and training of each program and the
diagnostic/assessment abilities, treatment modalities and services.
Number of Practitioners Educated in Ontario
CAPA does not have access to specific numbers regarding the percentage of practitioners who were educated in
Ontario. Figures obtained from HealthForceOntario state that there are currently 65 PAs practicing in Ontario who were
educated at the University of McMaster and the Consortium of Physician Assistant Education located in Ontario.In the
Canadian Forces there are roughly 65 PAs practicing in Ontario who were educated at the Canadian Forces Health
Services Training Centre located in Ontario. McMaster University has graduated 45 students from two classes and the
Canadian Forces Health Services Training Centre hasgraduated 163 students from eight classes. The Consortium of
Physician Assistant Educationwill have their first ever graduating class this June 2012. All 17 studentshave completed
the program and most have obtained employment in Ontario. These students are scheduled to receive their diploma in
June 2012.
There are246CCPAsin Canada, 210have been educated and trained in Ontario. Since 1938, the CMA has played a
leadership role in ensuringthe national standard for the education of approximately 40,000 health care practitioners who
perform diagnostic and therapeutic services to support physicians in the clinical setting. The CMA’s Conjoint
Accreditation Services modelestablishes a reliable measure of educational quality for health professions in
Royal College of Physicians and Surgeons of Canada (RCPSC).(2005).The CanMEDS Project Overview. Retrieved from:
http://meds.queensu.ca/medicine/obgyn/pdf/CanMEDS.overview.pdf
6
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Canada. 7(The Canadian Medical Association (CMA), 2010)Appendix A outlines the four educational programs’
theoretical and clinical/practical experiences including how the professional body of knowledge and approach to
diagnostic/treatment modalities and services apply with regard to these institutions.
It is important to note that the Canadian Forces Health Services Training Centre’s program is only available to Canadian
Forces members and personnel. PAs that are educated and trained under this program are employed across Canada
within the Canadian Forces and upon discharge these PAs are employed in other health systems, in most jurisdictions
within Canada.
Graduates from the different education programs with their CCPA designation are able to work in different jurisdictions
within Canada. In Ontario PAs are for the most part workingin the Canadian Forces as well as part of the Ministry of
Health and Long-Term Care’s (MOHLTC) Demonstration Projects and the Ontario PA Grant Program.
Association Membership Education Criteria
CAPA has six membership categories. For the purpose of this application reference will be made to the “Regular
Member” category.Other membership categories referenced in the CAPA Bylaws include: Student, International
Physician Assistant, Physician, Allied Health Care Professionals and Honourary Members. These members are not
subject to the same educational criteria as a condition of membership as the Regular Member category. Regular
Members, as defined by CAPA’s Bylaws, have successfully completed a Physician Assistant Education Program
recognized by the Physician Assistant Certification Council of Canada (PACCC),andwill be employed in Canada or for a
Canadian Agency. PACCC is an independent Council of CAPA that administers and maintains the PA certification
process. A Regular Member shall be entitled to voice concerns and initiate discussions at Annual Members Meetings, to
hold formal office, and to vote at membership meetings. Regular members will be entitled to all benefits and privileges
of membership.Other membership categories are entitled to the privilege of the floor and to all the benefits and
privileges of membership with the exception of the full right to vote. These membership categories shall only be entitled
to vote on special resolutions regarding fundamental changes.
Employment in Ontario
In Ontario, employers typically require that an individual seeking employment as a Physician Assistant must have
graduated from a CMA or Accreditation Review Commission on Education for the Physician Assistant, Inc. (ARCPA)accreditedprogram.ARC is the American equivalent to the CMA Conjoint Accreditation Services.The Demonstration
Projects in Ontario also allow for selected International Medical Graduates and retired Canadian Forces PAs to be
eligible for employment through this initiative.

The Canadian Medical Association (CMA). 2010.Working together for high-quality patient care section, paragraph ¶ 1. Retrieved from:
http://www.cma.ca/learning/conjointaccreditation
7
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CAPA recommends that:
PA certificationbecomes the standard for employment in Ontario.
CAPA, through PACCC, administers and maintains the national PA certification process that includes a Physician
Assistant Entry to Practice Certification Examination (PA Cert Exam) and a Continuing Professional Development
(CPD) component in which members must obtain a required number of CPD credits within a specific time-frame to
maintain their certification.PAs must have graduated from a CMA or ARC-PA accredited program to qualify to write the
PA Cert Exam.
All persons wishing to obtain certification through the PACCC must be members of CAPA and must remain members of
CAPA in order to track their CPD credits.
A formal relationship exists between the PACCC and the College of Family Physicians of Canada(CFPC) to provide
online tracking options for CAPA’s members.The CFPC has committed to enabling CAPA members to maintain their
CPD using their password protected, 24/7 onlinetracking system. PACCC and the CFPC work closely to ensure that
individual CAPA members obtain the necessary number of credits required for maintenance of certification.In the event
that PAs are to become regulated it is PACCC’s desire to work with the regulatory body to ensure that a proper process
is implemented to maintain certification.
Regulations for Practice by a Regulatory Body
The requirements for registration with regulatory bodies, varies from province to province. PAs practicing in New
Brunswick, Manitoba and Alberta must obtain a degree in Physician Assistant studies from a CMA accredited
medicalprogram. PAs practicing in the Canadian Forces are required to have successfully completed a degree from the
Canadian Forces Health Services Training Centre, Physician Assistant Program. In Ontario PAs are not regulated and
are employed in the Demonstration Projects orthrough the Ontario PA Graduate Grant Program. Specific conditions of
practice for the jurisdictionsof New Brunswick, Manitoba and Alberta are provided in Appendix C of this document.
CAPA recommends that:
There be one standard set of criteria for registering among the different regulatory bodies;
The regulatory bodies mandate that PAs graduate from a CMA or ARC-PA accredited programand successfully
complete the PACCCPA Cert Exam.
Consistency among jurisdictions would facilitate labour mobility for PAs from one province to the other.
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Body of Knowledge and Scope
A PA is a qualified health practitioner trained in the medical model and works with the supervision of a licensed
physician in various health care settings. The PA’s practice mirrors that of their supervising physician(s). After training
the PAs scope will reflect that of the supervising physician(s)through additional training, education and supervision.
Every qualified PA who has met the requirements for entry to practice has a core body of knowledge formed by the
nationally accepted Scope of Practice and National Competency Profile.
It is important to note that PA educational programs offered in Canada are part of the Faculty of Medicine in their
respective universities with the exception of the Canadian Forces (CF), which is part of the Health Services Division in
the Department of Defence. These programs are reflective of the medical training provided for physicians by those
faculties, but appropriately tailored for the PA profession. The wisdom of this approach is that PAs and physicians will
both enter practice with a commonality of understanding and knowledge of the medical model of care.
PAs are taught in evidence-based teaching environments which emphasize critical analysis and evidence evaluation.
PAs are required to evaluate changes in medical practice and make decisions that are appropriate for their clinical
practice. This is achieved through the application of medical informatics and evidence-based medicine in partnership
with the supervising physician(s). This is important given that evidence-based medicine forms the basis forthe clinical
practice of medicine in Canada. As physicians incorporate evidence based practice this becomes the standard by which
the PA practices as well.
Continuing Professional Development
Participation in CPD is an attribute of healthcare professionals who place a high value in maintaining currency in their
clinical field. CPD is also a requirement for PAs wishing to maintain their Canadian Certified Physician Assistant
(CCPA)designation and currency in the clinical field.
The PACCC CPD committee policy requires that all CCPAs complete 250 CPD credits in a five year cycle in order to
maintain their certification and CCPA designation. The CPD process for PAs has been modelled after the CFPC, which
has a well-established history of managing CPD for their Canadian Family Physician members. The CFPC also
provides assistance to PACCC by providing an online tracking system through their website to CAPA members who
wish to track their CPD credits. The profession is supportive of CPD and views this as an important part of maintaining
competency. CCPA designationis not only a way of ensuring that an entry-to-practice standard has been achieved but
also a way of ensuring that CPD takes place amongst the profession.
CPD is divided intoMainpro-M1 and Mainpro-M2 credits. There is a third category, called Mainpro-C credits which are
awarded for participation in CFPC-accredited programs that include a demonstrated self-reflective component.
PAs can earn Mainpro-M1 credits when they participate in structured learning programs, events or activities that focus
on enhancing knowledge and skills integral to the practice of medicine.Mainpro-M2 credits are awarded primarily for
self-directed, unstructured CPD or continuing medical education (CME) activities. Provided that the activity is relevant to
the PAs practice as a physician assistant, it is likely to be Mainpro-M2 eligible. Mainpro-C credits are earned for
activities that include a reflective component and promote strategies to incorporate acquired knowledge and skills into
practice.
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Controlled Acts
PAs are able to perform a wide range of controlled acts through delegation by their supervising physician(s). Although
some of the controlled acts are performed by most or all of the profession, many are performed by only a small
percentage of the profession, specific to their practice setting. Similar to physicians, PAs only perform controlled acts
that their supervising physician(s) is qualified to perform. For example, all physicians have the potential to be qualified
to perform acts related to obstetrical care, however, only those with advanced training demonstrating specific
competencies are actually the physicians who perform these acts. The PA’s supervising physician(s) will delegate a
controlled act(s) based on a determination of the PA’s competencies. When regulated, PAs will not require authorization
to perform controlled acts under the RHPA, as they work under the delegation of those acts by physicians. This is in the
patient’s best interest since the patient is cared for by a skilled PA capably performing those acts as part of a team. The
patient benefits because they will potentially have improved access to safe, quality care. Having the PA working with a
supervising physician(s) in a collaborative team-based approach will enable the physician to share the caseload with
his/her PA, thus allowing the physician to focus on more complex cases or even augment the number of patients seen.
This is a more efficient model of care.
The controlled act of prescribing medication requires specific attention. Pharmacology and therapeutics are major
components of the PA’s education. A substantial portion of the clinical experience is dedicated to pharmacology.There
is also a pharmacology component in the PACCC PA Cert Exam.The writing of a prescription by a PA, however, has
been a challenging obstacle to the PA’s ability to work to his/her full competencies and scope of practice, and a limiting
factor to the patient receiving full benefit from the addition of the PA to the team.
In the hospital sector, medical directives are developed with the full knowledge and consent of the PA and supervising
physician(s) andwith the involvement of the hospital pharmacy. The pharmacist in this setting understands the medical
directives, and is typically included during their establishment. This therefore results in the prescription, signed only by
the PA, being honoured.
This also occurs in long-term care homes where there is a pharmacy of record with similar understandings and
acceptance.
This process in Ontario becomes challenging when the PA is working in an out-patient clinic, hospital, or with a
community based physician’s practiceand patients have their prescriptions filled at their local pharmacy. In these
instances not all prescriptions written by PAs are honoured without question. Many local pharmacists are unaware of
the role of a PA and therefore do not feel comfortable in releasing these prescriptions to patients without a physician’s
signature. This may result in delayed discharge from either a clinic or an institution while waiting for a physician
signature.
Other jurisdictions have found that the limitations in the PAs prescribing authority have hindered PAs in being able to
work to their full scope of practice. Many jurisdictions have developed a system to facilitate autonomous practice while
recognizing it is never completely independent. Many jurisdictions in the US have developed systems, with formularies,
training programs, and registration of PAs to facilitate this autonomy. 8(The Secretariat of HPRAC,2011)

The Secretariat of the Health Professions Regulatory Advisory Council (HPRAC).(2011). Jurisdictional Review. (pp. 15-16) Retrieved from:
http://www.hprac.org/en/projects/resources/JurisdictionalReview_RegulationofPhysicianAssistantsundertheRHPA.pdf
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In the province of Manitoba, PAs are permitted to write prescriptions somewhat independently. Each prescription written
by a PA must havethe signature of the PA, the contact telephone number for the PA, and the name of the supervising
physician(s). 9(MPhA, 2006)This model of prescriptive authority should be further considered in the Ontario setting.
In almost all states within the US a system exists to authorize PA prescriptive privileges. Some of the systems reviewed
in the US are reasonable in that they ensure patient safety, however, can be more administratively burdensome. CAPA
believes the Manitoba model provides an excellent example for streamlined safe prescribing by PAs in Canada.
During the Ontario PA Symposium, December 5, 2011; CAPA was made aware that pharmacies in two separate
communities in Ontario are in fact honouring the signatures of PAs for prescriptions. In these instances PAs are
performing the controlled act of prescribing in accordance with our recommendations. This process was adopted in
response to difficulty that patients were experiencing in obtaining their medication in a timely fashion.
CAPA recommends that:
Ontario should establish a process to allow the PA to write and sign a prescription that may be filled at any
pharmacy, provided that this is within their medical directives as agreed upon with the supervising physician(s).
Pharmacists should be involved in the development of the process for PA prescribing. This process should
include an education and awareness campaign to ensure that Ontario pharmacists are aware and understand
the PA’s competencies when working under the delegated authority of the supervising physician(s).

The Manitoba Pharmaceutical Association (MPhA). (2006). Clinical Assistant: Prescribing Authority, March Newsletter, (pp. 7 – 8). Retrieved
from: http://mpha.ca/pdf/MPhA_March2006_pg7pg8b.pdf
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Economic Impact of Regulation
CAPA is uncertain of the costs associated with regulating the PA profession. From discussions with the College of
Physicians and Surgeons of Ontario (CPSO), CAPA is aware that a substantial investment of time and resources is
involved and that there are many systems that need to be established which will require funding and resources. To add
another profession to the CPSO’s portfolio would require supplementary funding.
Given the economies of scale and the extensive experience with regulation, CAPA feels that the CPSO would be in an
ideal position to support this endeavour and that it would be less of a disruption to this organization than it would to a
smaller less robust organization.
PAs, if regulated, would not only minimize risk to patients by ensuringpracticing PAs are registered and licensed
through the regulatory body but would also benefit hospitals and other health institutions by ensuring that PAs employed
at their facility are from a regulated profession. Additionally, regulation of the profession would minimize the costs to
these institutions in that these facilities would not have to spend the resources required to investigate the PAs
educational process and be in a position of granting a de facto certification themselves as a facility.
CAPA is uncertain regarding the potential costs that may be incurred by potential employers when employing PAs.
PAs will be required to comply with regulatory requirements and this may, from time to time, take them away from
providing patient care. This is necessary in order to protect the public interest and ensure safety to patients. PAs may
be required to pay membership fees to the regulating body out of pocket; however, in certain circumstance PAs may be
able to receive reimbursement from their respective employers. All regulated health care professionals are required to
pay membership fees to their regulatory body and because membership is often a condition of employment they are
frequently reimbursed.
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Regulatory Mechanism
Currently the PA profession is not subject to any regulatory mechanism in Ontario. CAPA supports the regulation of PAs
in Ontario. Once regulated, PAspracticing in the province will continue to work under the supervision of Ontario
physicians.Given the close interwoven relationship between physicians and PAs, CAPA recommends and supports the
regulation of PAs under the CPSO.As a voluntary professional association representing its members’ interests, CAPA
provides an advocacy and communications function on their behalf. CAPA, as a national association, believes that it
would be a conflict of interest to become the provincial PA regulatory body while still providing an advocacy role.
Recommended Regulatory Mechanism
In Manitoba and New Brunswick the PA profession is regulated by the provincial colleges of physicians and surgeons.
Similar governing bodies for physicians regulate the PA profession in most US states as described in the Jurisdictional
Review. As a requirement for practice, PAs employed in Manitoba and New Brunswick must be registered with the
respective provincial college of physicians and surgeons. PAs mustalso receive a license from the regulating body in
order to practice within their jurisdiction.
CAPA recommends that:
The CPSO be the regulating body for the PA profession in Ontario.
CAPA believes that the CPSO would be an ideal fit for regulation of the PA profession under the RHPA. Based on
preliminary discussions, between CAPA and the CPSO, the CPSO is exploring the regulation of PAs under the college.
CAPA recommends that:
The MOHLTC provide transitional funding to the CPSO so that the cost of PA regulation does not become a
burden to physician members.
This would be similar to the support the MOHLTC provided to the midwifery college during its transitional days. 10(The
College of Midwives of Ontario,2011)

The College of Midwives of Ontario. (2011). History of the College section: January 1993 ¶ 11. Retrieved from:
http://www.cmo.on.ca/history.php
10
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Conditions of Regulation
CAPA believes that certification through the PACCC should be a requirement for PA’s entry to practice in Ontario.
CAPA recommends that:
Certification by the successful completion of the PACCC PA Cert Exam becomes a mandatory requirement for
practice/licensure.
The regulatory bodies mandate that PAs graduate from a CMA or ARC-PA accredited program and
successfully complete the PACCC PA Cert Exam.
PACCC is the body responsible for administering and maintaining the PA Cert Exam for PAs in Canada. PACCC
develops and administers the PA Cert Exam, providing the CCPA designation upon successful completion of the PA
Cert Exam and overseeing that CCPAs obtain 250 CPD credits in a five year timeframe in order to maintain the CCPA
designation.
PACCC is prepared to continue to provide this role for PAs in Ontario as well as throughout Canada.
The Scope of Practice and National Competency Profile (NCP) was created with the support of The Royal College of
Physicians and Surgeons of Canada (RCPSC) and the CFPC as a resource for PA’s, supervising physicians,
educators, legislators and other health professionals. The NCP has been adopted as the national standard of practice in
Canada for PAs and has been accepted by the CMA Conjoint Accreditation Services as well as academic institutions,
health facilities and many employers as the national standard of practice for PAs in Canada. CAPA’s objective in the
development of this document is to communicate to the public and to the PA profession a set of standards that all PAs
are expected to acquire for entry to practice. It is intended to help employers, PAs, physicians, educators and others to
understand the breadth and depth of practice for PAs in Canada.
This document provides the NCP, developed for entry-level Generalist PAs in Canada. 11The NCP document is based
on the CanMEDS model for competencies and objectives that has been adopted by the colleges responsible for
certification of physicians in Canada:the RCPSCand the CFPC. It is only fitting that this same competency framework,
adopted with the permission and assistance of these bodies, be used to define the PA profession in Canada. CAPA’s
NCP was adopted by HealthForceOntario (HFO) for the 2007 Practice Statement and Ontario PA Competency Profile
used during the Ontario PA Demonstration Projects.
CAPA recommends that:
The CAPA Scope of Practice and National Competency Profile form the basis for all PAs practicing in Ontario.

CAPA.(2009). Canadian Association of Physician Assistants Scope of Practice and National Competency Profile. Retrieved from:
http://www.capa-acam.ca/en/Scope_Of_Practice__National_Competency_Profile_55
11
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With respect to the question regarding statistical data, CAPA will continue to work with other stakeholders to share the
responsibility of collecting and sharing statistical information regarding members.
Leadership’s Ability to Favour the Public Interest and Membership Support and Willingness of the Profession
to be Regulated
CAPA has a membership consisting of 400 health professionals and PA students. This is small in comparison to other
professional associations; however, considering the infancy of the PA profession in Canada it is understandable that the
numbers are low. When CAPA was first created in 1991, with the assistance of the Department of National Defense,
there were only a few members and 95 per cent were military. Since this time the association has grown significantly
and became an independent organization in late 2009. In just a few years PAs have been extended from the Canadian
Forces into the public and private health care system and are currently practicing in various hospital and clinic settings
in Ontario, New Brunswick, Manitoba and Alberta.
CAPA members are extremely invested in the development of the PA profession in Canada. Evidence of this is in the
number of members CAPA has in comparison to the number of practicing PAs in Canada. It is estimated that there are
roughly 300 PAs practicing in Canada. Evidence of the membership’s commitment to furthering the profession was
apparent from the presence of 140 delegates at the CAPA Annual Conference as well as 99 members in attendance at
the Annual Members Meeting. Again, these are high percentages considering that the CAPA membership is 400
including students. CAPA is committed to leading the advancement of the PA profession in Canada. CAPA has
participated on a number of different committees in Ontario and throughout Canada supporting the introduction of PAs
and advocating for regulation. Some of these include: the CMA PA Working Group, the CMA’s Conjoint Accreditation
Services and the Ontario Physician Assistant Implementation Steering Committee (PAISC). Terms of reference for
these committees are provided in Appendix D. CAPA has been involved in a number of advocacy initiatives in an effort
to further advance the profession including: meetings with provincial governments; political leaders and provincial
medical associations. The association has also made outreach to other health professional groups and has been
successful in attaining support from other bodies.
Public Interest
Enhancing patient care is a core fundamental value of the PA profession. CAPA’s mission is to foster the development
of the physician/PAModel to ensure quality care for Canadians; and improve access to that quality medical care.
CAPA’s code of ethics reflects the professions values which are centered on the public’s and patients’ wellbeing. 12Academic PA programs are focused on safe quality patient care. In every task completed both in the theoretical
and practical context, patient safety and trust is inherent as well as paramount. The physician/PA relationship is the best
demonstration of how the public’s interest is being served. The PA profession was in fact created with the intention of
improving care for patients through the patient-centered physician/PA Model.

The Canadian Association of Physician Assistants (CAPA). (2011). The Code of Ethics of the Physician Assistant Profession. Retrieved
from:http://www.capa-cam.ca/user_files/users/25/Media/Code%20of%20Ethics_RevisedLS.pdf
12
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CAPA members are also working hard to advance the profession in Canada and obtain great satisfaction knowing that
what they are doing is making a positive contribution to patients. Regulation of the PA profession would ensure that the
risk from harm to the public is mitigated by the establishment of a regulatory infrastructure and process to protect the
patients of Ontario. It is the desire of CAPA members to see the PA profession regulated in Ontario in order to better
ensure safety and to improve the quality of care that Canadians are receiving.
Evidence of the membership’s support of regulation has been demonstrated on several occasions. At the CAPA Board
of Directors (CAPA BOD) meeting in October 2011, a unanimous motion was passed approving the HPRAC submission
process and to appoint the CAPA Ontario Chapter President, who also sits on the CAPA BOD, as the lead liaison in the
application process. The subject of regulation was discussed at specific CAPA Regional Chapter meetings with the
membership in October 2011. Additionally, during the CAPA Annual Members Meeting in October 2011, an
announcement was made and members were informed of the HPRAC process and submission. In all cases, the
membership was very supportive of the concept of regulation and pleased that the process was being undertaken in the
province of Ontario.
Under the direction of CAPA’s Ontario Chapter President as well as the Executive Director, a Regulatory Working
Group including practicing PAs was established with the mandate to develop CAPA’s HPRAC submission. The
Regulatory Working Group has been instrumental in contributing to the completion of the HPRAC application. Evidence
of this is in the individual qualitative case studies referenced in the Primary Criterion: Risk of Harm section of this
document. Additional meetings have been held with individual PAs in Ontario, Manitoba, and New Brunswick for the
purpose of the Primary Criterion: Risk of Harm and Secondary Criterion: Professional Autonomy portions of the
application. Regulation would stabilize the profession in Ontario and it would also ensure that there is a system in place
that protects the public. In addition, regulation would instill confidence within the publicand potential employers andit
would encourage physicians in Ontario to employ PAs with less hesitation and have a clear understanding of each of
their roles. According to the HFO and the Canadian Forces, there are roughly 130 practicing PAs in Ontario, with
regulation it is conceivable that this number could increase dramatically.
CAPA is aware of the cost associated for physician regulation under the CPSO. Based on the information gathered from
the CPSO, the annual membership fee for a physician is $1,485 plus an additional $800 application fee for new
physicians. 13(The CPSO,2011)In Manitoba, the college of physicians and surgeons, the regulatory body for the PA
profession in this province, has established an $800 initial fee and an annual $300 renewal fee for PA members. CAPA
cannot guarantee that the membership in Ontario has the financial means to support such fees; however, given that the
average annual compensation for a PA practicing in Canada is $75,000 – $125,000,one could assume that the
regulating body would take this into consideration when establishing the annual fees.

The College of Physicians and Surgeons of Ontario (CPSO).(2011). Fee schedule section, ¶ 1. Retrieved
from:http://www.cpso.on.ca/members/membership/default.aspx?id=1884
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Support from External Organizations
The CMA and Ontario Medical Association (OMA) are strong supporters for the integration of PAs into the Canadian
health care system and for the regulation of the PA profession in Ontario. This is demonstrated not only by their
involvement in the HPRAC application process but other initiatives such as OMA’s involvement in the Ontario PA
Demonstration Projects and the Ontario PA Grant Program. OMA was the lead organization for the Physician Employed
PA (PEPA) Demonstration Project. The OMA partnered with the Ontario MOHLTC for the integration of PAs in Ontario.
An OMA Board member was the co-chair for the Physician Assistant Steering Committee (PAISC). In addition, the CMA
worked closely with CAPA and took a leadership role in accrediting the four Canadian academic PA programs through
the CMA Conjoint Accreditation Services process. The CMA and OMA publically offer, and continue to offer, support in
media outreach efforts on CAPA’s behalf and have included the association in their campaigns. Both associations are
strong supporters of CAPA and have a genuine interest in the advancement of the PA profession in Canada. The OMA
has offered resources and acted in a consultative capacity to assist with the successful completion of the HPRAC
application. CAPA formed a sub-committee for the review of this submission and members of the CMA, OMA, RCPSC,
CPSO, The College of Physicians and Surgeons of Manitoba, the Consortium of Education, McMaster University, the
University of Manitoba and all of their respective staff are active participants of this sub-committee and have contributed
to the overall content included in this application.
The RCPSC is a supporter of the advancement of the PA profession in Canada. In 2008 during their September Council
Meeting, the RCPSC formally affirmed its support for the PA profession by way of a formal resolution. 14(RCPSC,2008)
The CFPC advocated for the PA Profession, intheir2011 Position Statement on Physician Assistants. The CFPC
recognizes that PAs, under the supervision of a family physician practice, are among those professionals with the
potential to augment access to family practice services/primary care. 15(CFPC,2011)The CFPC makes specific mention
of the inclusion of PAs in its proposed Patient’s Medical Home Model noting; “PAs can have a positive impact on
patients receiving timely access to high-quality primary care/family practice services”. 16(CFPC, 2011)
The Ontario Minister of Health and Long-Term Care, the Honourable Deb Matthews, recently demonstrated her support
for the PA profession and recognized PAs as having a “crucial and significant role in Ontario’s health system.” It was
further stated that “through a collaborative and patient-centered approach physician assistants are improving health
care in Ontario.” 17

Royal College of Physicians and Surgeons of Canada (RCPSC).(2008).Council Meeting Minutes: September 22-23, 2008, Ottawa: Royal
College
15
College of Family Physicians of Canada (CFPC).(2011). Position Statement on Physician Assistants. Retrieved from:
http://www.cfpc.ca/uploadedFiles/Resources/Resource_Items/Health_Professionals/CFPC%20Position%20Statement_Physician%20Assistants
_FINAL%20ENGLISH.pdf
16
The College of Family Physicians of Canada (CFPC). (2011) A Vision for Canada: Family Practice, The Patients Medical Home. Retrieved
from: http://www.cfpc.ca/uploadedFiles/Resources/Resource_Items/PMH_A_Vision_for_Canada.pdf. , September 2011
17
Letter from the Honourable Deb Matthews, the Ontario Minister of Health supporting Physician Assistants is provided in Appendix E.
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Numerous health care facilities and physicians in Ontario have shown their continued interest in working with PAs by
becoming involved in the MOHLTC’s Ontario Demonstration Projects and funding opportunities to support the
employment of PA graduates. These facilities have also taken an active role in training students within their facilities.
CAPA has consulted with the CPSO on the regulation of PAs in Ontario and is committed to working with the CPSP to
facilitate a smooth transition once regulated.
Complaints and Disciplinary Action
A complaints and disciplinary procedure does not currently exist for the profession of PAs in Ontario. The Canadian
Forces has established its own internal system, however, in the non-military context there is no formal process. Once
regulated, such a system will be in place as mandated by the RHPA.
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Health System Impact
Currently in Ontario 810,000 people are without a family physician. 18 (Jacobson, 2011)This is largely due to the
shortage of physicians in the province.
In the 2011 Auditor General’s Annual Report to the Ontario Legislature, it is noted that “Along with alternate funding
arrangements, the Ministry has established other initiatives to help people find a family physician. The Ministry
estimated—on the basis of a survey it commissioned—that these initiatives have resulted in almost 500,000 more
Ontarians having a family physician in 2010 than in 2007.” 19(The Office of the Auditor General of Ontario,2011)
The introduction of PAs in Ontario has the potential to have further positive impacts on increasing access to patient
care. PA’s working collaboratively with supervising physicians would allow for the concentration of the expert resources
where needed thus enabling the physician to focus on more critical complex cases and potentially expand his/her
practice to include additional patients. This team-based approach has proven to be essential to providing optimum
health care where it is most needed.
Inter-Professional Collaboration
The very nature of the PA profession is built around the concept of inter-professional collaboration. The fundamental
core of the profession is working in partnership with the supervising physician(s) for the benefit of the patient. The
educational programs, policy, training manuals and standards, exemplifies inter-professional collaboration. In fact a PA
is only able to practice with a supervising physician(s). Based on the physician/PA relationship the supervising
physician(s) delegates a myriad of patient care responsibilities to the PA including: diagnosis; treatment; and/or patient
care plans.
PAs not only work in collaboration with physicians but also with other health care professionals. In all health settings,
the PA interacts and works with other team members to provide safe quality care to the patient. For example, the PA
may consult a dietitian to provide services that would benefit his/her patient who has obesity issues or he/she may
collaborate with a physiotherapist on site to help assess the extent of a particular patient’s musculoskeletal problems.
Working in a team-based setting, PAs are helping to make the system work for the patient and are contributing to
increasing productivity. The CFPC paper on Patient’s Medical Home Model describes the PA general and family
practice relationship and how it works to benefit the patient. 20

Jacobson, Carol. OMA: [Internet] Message to: Natalie St-Pierre (CAPA). Dec 8 [cited 2011 Dec 9]. [1 paragraph].
The Office of the Auditor General of Ontario.(2011).Annual Report: Funding Alternatives for Family Physicians (Chap. 3, p. 150). Retrieved
from: http://www.auditor.on.ca/en/reports_en/en11/307en11.pdf
20
CFPC. (2011) A Vision for Canada: Family Practice, The Patients Medical Home Model, p.11. Retrieved
from:http://www.cfpc.ca/A_Vision_for_Canada_abridged_version/)
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A study conducted by the Orthopaedics Division at the University of Manitoba revealed that PAs saved their supervising
physician, on average, 204 hours per year. Further, in this setting,the physician/PAteam was able to increase the
volume of primary joint procedures by 42 per cent and was able to decrease wait times for orthopaedic surgeries by 32
percent. 21(Bohm, Dunbar, Pitman, Rhule and Araneta,2009)
In Ontario, a study was performed by McMaster University on PAs employed in emergency departments. The findings
showed that utilizing PAs in the emergency department reduced wait times for patients by 1.6 times and reduced the
“left without being seen” rate by 24 percent. The study indicates that “the reductions found in wait times and left without
being seen rates suggests that the presence of new roles can help to improve the efficiency of emergency department
patient care”. The study also recommends that “given the shortage of physicians, use of alternative health care
providers should be considered.” 22(Ducharm, Adler, Pelletier, Murray and Tepper,2009)
The benefits of the integration of PAs into the Ontario health system are supported in this study. The regulation of PAs
would facilitate the continued introduction of the profession and would ensure that there is a system in place that
protects the public. Regulation will make it easier for other health professionals working with PAs to accept their
profession and assist in reassuring those individuals who may hold objection towards the profession.
Labour Mobility
PAs are regulated in the province of Manitoba and New Brunswick by each provinces respective college of physicians
and surgeons. There is a PACCC PA Cert Exam which is administered and managed by the PACCC. PAs are not
required to write the PA Cert Exam as a condition for practice in Ontario.
CAPA recommends that:
Successful completion of the PACCC PA Cert Exam, resulting in being awarded the CCPA designation be a
requirement for practice for PAs in Ontario.
This would ensure that all PAs have met the established national standard for the profession. In Manitoba and New
Brunswick the profession is regulated. Specific controlled acts are not listed under the PAs NCP. In the legislation
provided by the provincial colleges, PAs are permitted to perform controlled acts that are delegated by their supervising
physician(s) under the provincial Medical Acts. In order to avoid inconsistencies in the various provinces and to promote
labour mobility in Canada, CAPA would make the following recommendation.

Bohm, Dunbar, Pitman, Rhule and Araneta . (2009). Experience with physician assistants in a Canadian arthroplasty program. Can J Surg,
Vol. 53, No. 2, p. 460. Retrieved from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2845948/
22
Ducharm, Adler, Pelletier, Murray and Tepper.(2009). Impact on patient flow after the integration of nurse practitioners and physician
assistants in Ontario emergency departments.Canadian Journal of Emergency Medicine, p. 107 – 108. Retrieved from: http://www.cjemonline.ca/v11/n5/p455
21
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CAPA recommends that:
The established regulatory body for PAs in Ontario adopts the model used by the college of physicians and
surgeons in Manitoba with respect to controlled acts.
In Canada there are four academic programs that offer a Physician Assistant Education Program. New graduates are
entering the workforce every year. Regulation of the profession could potentially create more employment opportunities
for these new graduates as well as retired Canadian Forces personnel. As new employment opportunities are created
for PAs there will be qualified individuals to fill these positions. Once regulated, prospective employers may be further
inclined to employ PAs in their health institutions due to the fact that regulation would add credibility and validate the
profession.
Productivity
CAPA is not aware of any documented evidence on productivity with respect to the domains of psychosocial and quality
of life in Ontario. CAPA has presented positive outcomes from a clinical perspective as referenced in the two studies
listed in the inter-professional collaboration section of this paper. Based on input from the MOHLTC, the Evaluation of
the PA Demonstration Projects has demonstrated positive results. The interim findings show: supervising physicians
and PA satisfaction; no negative impact on patient safety; and positive benefits to access to patient care. It is
anticipated the final report will be sent to the MOHLTC in the near future. CAPA does not know whether this information
will be made public.
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Conclusion
CAPA is confident that regulation of the PA profession in Ontario would offer considerable benefits to the Ontario health
care system. Regulation would not only enhance access to quality care for Ontarians but would also ensure that there is
a system in place which further reinforces patient safety. To have a recognized provincial regulatory body overseeing
PAs in Ontario would reassure other health professionals and employers there is a system of checks and balances in
place to protect the public interest.
Regulation of the profession would foster inter-professional collaboration between various health professionals. By
validating the profession, CAPA anticipates that other health care professionals would be more supportive of working
with PAs and more inclined to respect the professionals employed in these positions. As we move closer to a teambased health care delivery model in Ontario this relationship between the PA and other health care providers becomes
crucial for patients in receiving quality care.
CAPA would like to acknowledge the OMA, CPSO, HFO, McMaster University, the University of Manitoba, the
Canadian Forces Health Services Training Centre,the Consortium of PA Education and the HPRAC sub-committee
members for their assistance in preparing this application; as well as the CMA for their support in gathering the
information required for the completion of this submission. Additionally, CAPA would like to express their gratitude to
HPRAC and the Minister of Health, the Honourable Deb Matthews, for the opportunity to submit an application for
regulation of the PA profession in Ontario.
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Appendix A
CANADIAN FORCES HEALTH SERVICES TRAINING CENTRE
PHYSICIAN ASSISTANT PROGRAM
Program Overview
The Canadian Forces Physician Assistant Program began its present format in 2004 and was the first
Canadian program to be accredited by the Canadian Medical Association (CMA). The program leads to a
Bachelor of Sciences by the University of Nebraska.
The program ensures that all candidates are prepared IAW the National Competency Profile (NCP) 2009
and are eligible to write the National Certification examination.
The educational goals of the PA Program are as follows:
a.

to provide candidates with the basic sciences requisite to understanding medicine, in an
educational model that is in line with physician education;

b.

to instruct candidates in techniques necessary for comprehensive patient assessment
including history taking and physical examination;

c.

to provide candidates with principles of clinical pharmacology and pharmaco-therapeutics in
order to initiate appropriate pharmacotherapy in accordance with the NCP and Restricted
Acts Pharmaceuticals;

d.

to provide candidates with comprehensive knowledge of conditions, affecting all segments of
the population, diagnosis and treatment;

e.

to provide candidates with the principles of scientific inquiry and research design, the ability
to apply these principles, to read critically and interpret the literature in order to enhance
health care delivery; and

f.

to prepare candidates to analyze and critically interpret information and formulate
appropriate decisions.

The clinical goals of the PA Program are as follows;
a.

to offer an educational experience from which candidates can learn to provide primary and
specialized health care services in a variety of settings, under the direction of a supervising
physician.

b.

to provide hands on learning and supervision by physician clinical supervisors in a variety of
clinical settings.

c.

to attain NCP competencies;

d.

to develop interpersonal skills that allow them to interact with patients and health care team
members effectively, ethically and with empathy; and
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e.

to foster ethical and moral behaviour, attitudes and skills which are required for personal
growth and growth and development of the profession.

Description of Scope
The course scope includes:
a.

Phase 1:12 months of academic learning and simulation training;

b.

Phase 2: 46 weeks of clinical rotations;

c.

Phase 3: OSCE-style testing.

Outline of Training
Training for the Physician Assistant Qualificationis achieved by means of formal course. The Course is
based on the performance-oriented concept of training and emphasizes realism consistent with available
resources and conditions. Military aspects of medicine are emphasized throughout the course wherever
possible.
Accreditation
The Program is accredited by the CMA for a 6 year term in September 2010.
Certification
Graduates qualify to take the National Certification of the Canadian Association of Physician Assistant.
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University of Toronto
Department of Family and Community Medicine
Physician Assistant Professional Degree Program

1. Introduction
The Bachelor of Science Physician Assistant degree (BScPA) is a full‐time professional, second‐entry undergraduate
degree program based in the Department of Family and Community Medicine (DFCM) in the Faculty of Medicine at
the University of Toronto (UofT). The BScPA is a University of Toronto degree delivered in collaboration with
Northern Ontario School of Medicine (NOSM) and The Michener Institute for Applied Health Sciences (Michener).
The three institutions have formed the Consortium of PA Education (Consortium) to collaboratively contribute in the
development, administration and delivery of the UofT degree. Academic Year 2010/2011 was the second year of
operation, with the first cohort scheduled to complete the program December 2011. Convocation is planned for
June 2012.
The member institutions of the Consortium, the Faculty of Medicine and the home department (DFCM) provide, by
way of their individual Missions, Visions and Values overarching direction for the BScPA Program. The Mission,
Guiding Strategies and Core Values of the Consortium of PA Education guide the foundation for our program
outcomes and goals.
1.1. Mission
Our mission is to deliver Physician Assistant education programs built on a foundation of social accountability,
particularly to rural, remote and underserved communities
1.2. Guiding strategies
The Consortium of PA Education is guided in the development of the professional degree programs by the following
core strategies:
1. The collaboration of multi‐institutional delivery of innovative professional degree programs, by way of
academic excellence, simulations and interprofessional education, and diverse clinical placements
2. The optimization of technology to support and deliver leading‐edge curriculum, including web‐based,
audio‐visual, experiential simulation and distance education technologies
3. The commitment to educate PA students and to encourage and support clinical experiences in rural,
remote and underserved areas, in order to increase access to healthcare throughout Ontario
1.3. Our core values
To equip graduates with the capability to establish a sustainable Canadian PA professional identity based on
principles of:
1. Social accountability – contributing to a sustainable healthcare system
2. Professionalism – that entails the establishment of an identity for PAs in a variety of healthcare settings,
focusing on primary care
3. Interprofessional collaboration – that includes the advancement of collaborative patient‐centred practice
4. Critical thinking and life‐long learning – that enhances the effectiveness of services provided by physicians
and other members of the healthcare team
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2. Admission Requirements
2.1. Academic Requirements
 Two full years university undergraduate studies; 10 full‐course credits (or equivalent); any discipline
 Demonstration of English Language proficiency as per UofT Office of Admissions and Awards
2.2. Nonacademic Requirements
 Canadian Citizen or permanent resident
 Access to high speed internet
 Experience as a Health Care Professional in good standing
o Minimum 1680 hours of direct patient contact in a professional setting
o Volunteer hours cannot be attributed to the 1680 hours of professional experience
o Applicants are directed to a list of health occupations that are officially identified by Human
Resources and Skills Development Canada
2.3. Preferred Criteria
 Current Ontario resident
 Recent health care experience (within the last 5 years)
 Cumulative average GPA of at least 3.0 on the OMSAS (Ontario Medical Schools Application Service) 4.0
scale
 Three prerequisite courses (at the post‐secondary level, i.e. university OR college)
o Human Anatomy
o Chemistry
o Physiology

3. Curriculum
The BScPA Program is a distance and distributed education program with the majority of the program delivered on‐
line. Students are expected to participate in on‐line learning from home throughout Year 1 in the
program. Students are required to attend classroom and lab‐based sessions held face‐to‐face in Toronto art specific
intervals within both Year 1 and Year 2. These “Residential Blocks” are used for simulation‐based learning and
assessments, for skills development, and for integration with other health professions learners for inter‐
professional education opportunities. During Year 2, students focus on learning in clinical placements, with
rotations in both Northern and Southern Ontario.
3.1. Program Overview
Year 1 (3 semesters)
15 courses in total, including 120 hours of longitudinal clinical experience
 16 weeks total of Residential Blocks:
o January
o April
o August
o November/December
Year 2 (3 semesters)
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Rotations in Northern Ontario and in southern Ontario; Rotations in “Home‐ Training Location” and in “North‐South
Swap Training Location”
 40 weeks of supervised direct clinical placements
 2 Rotations in Primary Care
o In distinctly different communities
o Scheduled at start and at end of clinical year
 4 week rotations in Specialties:
o Emergency Medicine
o Internal Medicine
o Surgery
o Mental Health
o Woman’s Health (OB‐GYN)
o Pediatrics
 3 week elective
 6 weeks total of Residential Blocks:
o March
o May/June
o October
 4 academic on‐line courses delivered throughout Year 2
3.2. BScPA Program Model Route

Course Code

Course Name

Credits

YEAR 1
Semester1 (Winter: January – April)
PAP 111H1
Introduction to the Physician Assistant Role
PAP 112H1
Anatomy
PAP 113H1
Physiology
PAP 114H1
Clinical Skills I
PAP 130H1
Longitudinal Clinical Experience
Semester 2 (Spring: May – August)
PAP 125H1
Diagnostic Techniques and Procedures I
PAP 124H1
Clinical Skills II
PAP 127H1
Pharmacology
PAP 122H1
Pathology
PAP 130H1
Longitudinal Clinical Experience
Semester 3 (Fall: September – December)
PAP 134H1
Clinical Skills III
PAP 131H1
Primary Care Medicine I
PAP 138H1
Behavioural Medicine
PAP 135H1
Diagnostic Techniques and Procedures II
PAP 130H1
Longitudinal Clinical Experience
YEAR 2
Semester 4 (January – April)
PAP 241H1
Primary Care Medicine II
PAP 258H1
Health Promotion and Education

0.5
1.0
1.0
1.0

0.25
0.25
0.75
1.0

0.5
2.5
0.25
0.25
Credit/No Credit
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PAP 250H1
Clinical 1
Semester 5 (May – August)
PAP 241H1
Primary Care Medicine II
PAP 258H1
Health Promotion and Education
PAP 250H1
Clinical 1
PAP 260H1
Clinical 2
Semester 6 (September – December)
PAP 265H1
Evidence Based Medicine
PAP 269H1
Medical Ethics
PAP 260H1
Clinical 2

0.8
0.2
2.0

0.25
0.5
2.0

4. Quality of Faculty
4.1. Didactic Teaching
The BScPA curriculum is delivered by a variety of individuals, with various affiliations and expertise.
The BScPA Program core teaching faculty includes:
 Medical Director (0.8 FTE)
 Academic Coordinator (1.0 FTE)
 Clinical Coordinator (1.0 FTE)
 Lecturer (0.75 FTE)
The Medical Director is a licensed academic Family Physician with a Masters in Education, with relevant expertise
and qualifications to oversee the Program. The Academic Coordinator (AC) and the Clinical Coordinator (CC) are
Canadian certified Physician Assistants with clinical work experience and academic proficiency relevant to their
current positions. Our AC is a PA educated in the US and certified there as well as in Canada. She is a full time UofT
faculty member pursuing an MSc CH in the Department of Family & Community Medicine (DFCM). Our CC is a
military trained PA certified in Canada. He is a full time NOSM faculty member, currently pursuing his MPAS from
the University of Nebraska. Our CC has vast experience in clinical education through his previous work in the military
PA program.
Course Directors, Teaching Assistants and guest teachers include:
 Clinical Faculty (academic physicians) with appointments in their respective departments
 University faculty in Basic Sciences, other faculties (Pharmacy, Nursing, Social Work)
 Physician Assistants in the community
 Allied Health Professionals in the community
The BScPA Program ensures that the didactic personnel have the relevant professional certification/registration or
academic qualifications to fulfill their role in supporting learning. We involve the expertise of certified Physician
Assistants, physicians, educators, allied health professionals and content experts in the development and delivery of
the curriculum.
Students complete faculty assessments regularly. At the end of each course, students complete a faculty
assessment survey, and during and at the end of Residential Block teaching, students complete satisfaction surveys
on guest and visiting teachers.
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Currently, discussions at Curriculum Committee meetings provide the Program with faculty feedback. A survey is
being developed for faculty to provide anonymous feedback on their experiences within the program.
The BScPA Program facilitates the professional development (PD) of our teaching staff and preceptors through a
variety of avenues, including developing our own, specific to our needs as well as utilizing resources available within
the institution and beyond.
4.2. Clinical Teaching
Clinical Preceptor teaching personnel includes:
 Fully certified, licensed physician supervisor or group of physicians
 Medical education office or coordinator affiliated with the clinical site
Clinical teaching faculty with a university appointment are expected to maintain their profession’s continuing
education (CE) requirements in order to maintain ongoing certification/registration. Physician Assistants, as
members of CAPA, are required to complete 250 hours of continuing professional education per five‐year cycle.
Members of the College of Family Physicians of Canada or the Royal College of Physicians and Surgeons of Canada,
are similarly required to maintain certification through continuing professional education.
Preceptor assessment forms are completed by the students at the end of each rotation to assess the preceptor(s) in
the context of the clinical education environment. These evaluations are reviewed by the Clinical Coordinator and
the Medical Director, and released to the clinical sites once student anonymity can be protected (e.g. collation of
evaluations from three or more students).

5. Accreditation
The Canadian Medical Association (CMA) is the body that offers accreditation to Physician Assistant education
programs in Canada. The BScPA Program has applied for Accreditation status in 2011. Phase I of the process was
submitted for review in April 2011. The site visit by the survey team, Phase II, occurred in September 2011. The
Program received notification in October 2011 that the Program will be recommended for 2 year accreditation
status to the CMA before the end of the 2011 calendar year.
New programs that do not have graduates to date are only eligible to achieve a maximum of a two year
accreditation status. Once graduate results on the national exam become available, the accreditation body will
consider reviewing the program for approval for a six year period.
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Physician Assistant Education Program

University of Manitoba Physician Assistant Education Program (PAEP)
The University of Manitoba Physician Assistant Education Program (PAEP) is the first and only graduate‐level
program for Physician Assistant education offered by a University in Canada. Upon completion of all components of
the comprehensive 25 month program, graduates receive a Master of Physician Assistant Studies (MPAS) degree
from the Faculty of Graduate Studies.
The University of Manitoba Physician Assistant Education Program focuses on preparing outstanding clinical
professionals who will extend the delivery of quality health care services to the citizens of Manitoba and Canada,
advance the academic field of the profession, and foster PA leaders who will serve their communities while
advancing the profession. The program integrates graduate‐level critical thinking and analysis into its approach to
case‐based learning, and scientific inquiry in the practice of patient‐centered team medicine. This approach
prepares graduates for the demands of modern practice in a rapidly changing health care environment. A team
approach to health care is emphasized not only in clinical practice but also in research, leadership, education, and
continued professional development. The PAEP graduates are provided a medical education for generalist medical
practitioners with a focus on the knowledge and skills required by Primary Care Providers and Community
Hospitalists.
The PAEP is housed within the Faculty of Graduate Studies and administered through the Faculty of Medicine at the
University of Manitoba. The PAEP incorporates the concepts of student centred learning, adult learning principles,
and professional education with the clinical competencies necessary for effective physician assistant practice. The
primary goal of the PAEP is to ensure that graduates meet the competencies outlined in the National Competency
Profile (NCP) developed by the Canadian Association of Physician Assistants (CAPA). In keeping with this goal, the
pedagogical and ideological foundations of the PAEP are the CanMEDS competencies, on which the national NCP is
based, and the Four Principles of Family Medicine developed by the College of Family Physicians of Canada
(CFPC). The PAEP consists of basic medical and clinical sciences followed by clinical rotations. The Academic First
Year is delivered over three semesters; while the Clinical Year rotations are completed at a variety of clinical
teaching units in Winnipeg, throughout the province, and at selected sites across Canada.
PAEP CURRICULUM
Academic Year
Pharmacology through 2 Semesters
Human Anatomy for PAs 1 Semester

Physiology and Pathophysiology 2 Semesters
Professional Studies for PAs 1 Semester
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Biochemistry for PAs 1 Semester
Research and Clinical Practice 1 Semester
Genetics for PAs 1 Semester
Patient Assessment for PAs 3 Semesters Principles of
Psychiatry for PAs 1 Semester
Adult Medicine for PAs 2 Semester (12 Credits) Obstetrics & Gynaecology
for PAs 1 Semester
Diagnostic Imaging for PAs 1 Semester Microbiology for PAs 1 Semester
Principles of Surgery for PAs 1 Semester Paediatrics for PAs 1 Semester
Emergency
/ Critical Care 1 Semester Curriculum Integration 3 Semesters
Comprehensive Examination (Academic Year): This summative examination assesses learners’ knowledge of
clinically relevant didactic material prior to entry into clinical training. Successful completion is required in order to
advance.
YEAR 2 Clinical Rotations
Family Medicine for Physician Assistants
Internal Medicine for Physician Assistants
Surgery for Physician Assistants
Orthopaedic & Sports Medicine for Physician Assistants
Paediatrics for Physician Assistants
Clinical Psychiatry for Physician Assistants
Emergency Medicine for Physician Assistants
Obstetrics & Gynaecology for PAs
Anaesthesia for Physician Assistants
Electives for Physician Assistants

12 Weeks
4 weeks
4 weeks
4 weeks
4 weeks
4 weeks
4 weeks
4 weeks
2 weeks
4 weeks

Comprehensive Assessment of Clinical Skills (CACS) and a Capstone Project (Graduate Thesis) involving Critical
Analysis Research or Clinical Quality Improvement project are required to be successfully completed before
completion of the program and awarding of the Master of Physician Assistant Studies degree.
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McMASTER PROGRAM OVERVIEW
McMaster was one of the first institutions in Canada to launch a Physician Assistant Education Program in
2008. The PA Education program leads to the Bachelor of Health Sciences (Physician Assistant) degree.
The program is taught using inquiry and problem-based learning, which enhance each student's ability to
think critically, solve problems, demonstrate initiative and independence in practice, and promote lifelong
learning.
MISSION STATEMENT
The mission of the McMaster University Physician Assistant Education Program is to educate energetic,
innovative, committed and caring individuals to become role models in a new health care delivery model
practicing medicine under the supervision of a physician to expand health care access for the people of
Ontario.
Curriculum Plan
The twenty-four month program begins in September. The first year focuses on the study of the clinical
sciences underpinning health care delivery. In the second year, students enter into clinical placements.
YEAR 1: CLINICAL SCIENCES
The clinical sciences curriculum is modeled on the McMaster Medical School Curriculum and is designed
to meet the competencies outlined in the Canadian Association of Physician Assistants National Occupation
Competency Profile and the Canadian Medical Association accreditation standards. The curriculum is
delivered in small group problem-based learning modules with a focus on the physician assistant's role in
health care and the promotion of inter-professional education and training.
The clinical sciences curriculum consists of three Medical Foundations, each composed of four components:
1.
2.
3.
4.

Clinical Sciences (Tutorial)
Interviewing, Examination and Reasoning (IER)
Professional Competencies (ProComp)
A series of half-day multidisciplinary clinical observerships

Medical Foundation 1 (MF1)




Clinical Science: Oxygen Transport: cardiovascular, respiratory and hematologic physiology and
disease.
IER: Basic communication skills, history taking and physical examination.
ProComp: Professionalism, the role of the PA, principles and structure of the health care system,
chronic disease, determinants of health

Medical Foundation 2 (MF2)


Clinical Science: Homeostasis: energy balance, GI, endocrine, nutrition, fluid and electrolyte
balance (including renal, acid base, BP) and reproduction, and pregnancy
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IER: Continued development of communication skills, history taking and physical examination with
additional focus on GI, endocrine and obstetric and gynecologic systems.
ProComp: Medical ethics and medical decision making.

Medical Foundation 3 (MF3)




Clinical Science: Infection, cancer, neurologic, psychiatric and musculoskeletal physiology and
disease
IER: Continued development of communication skills (negotiation and conflict resolution), history
taking and physical examination with additional focus on the neurologic, psychiatric and
musculoskeletal systems.
ProComp: Standards of care, laws and codes relevant to medical practice, institutional policies,
mental health and society, breaking bad news, end of life decision-making, resource allocation

YEAR II: CLERKSHIP
In the second year students undertake 48 weeks of supervised clinical placements. Core experiences take
place in family medicine, medicine, surgery, emergency medicine and psychiatry. Elective placements
round out the balance of the clinical year and allow students to pursue additional and career interests.
The goals of the PA clerkship are similar to those of clerkship in the M.D. Program:
 Develop an increasing facility in taking histories;
 Develop increasing ability in doing physical examinations;
 Learn to develop a plan of investigation or management of the patient problem;
 Become familiar with documenting patient encounters and plan;
 Become skilled in communicating with the patient and the supervising physician;
 Under supervision, initiate investigation and management.
ACCREDITATION
Program accredited by the CMA, June 2010.
CERTIFICATION
Graduates who qualify to take the national Physician Assistant certification examination.
WEB ADDRESS:http://fhs.mcmaster.ca/physicianassistant/
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Regulation #14
Physician Assistants
1. For all purposes under the Act and Regulations an applicant is eligible for registration on the Physician Assistants Register and
licensure to practise if
a) certified by the Physician Assistants Certification Council of the Canadian Association of
Physician Assistants;
b) certified by the National Commission on Certification of Physician Assistants;
c) a graduate of another Physician Assistant training program acceptable to Council.
2. Physician Assistants shall only practise in the direct employment of a Regional Health Authority unless specifically authorized by
Council.
3. A Physician Assistant shall only practise under the supervision of an identified physician or physicians in a structured format
acceptable to Council.
4. A Physician Assistant shall only practise within the scope of their training and recent experience.
5. A supervising physician shall only delegate or authorize a Physician Assistant to practise within the scope of the physician’s
training or recent experience.
6. For greater certainty, as associate members of the College, Physician Assistants are subject to all such provisions of the
Medical Act and Regulations as may be applicable.
Adopted 1/10

http://www.cpsnb.org/english/Regulations/regulation-14.htm
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Appendix D
CMA Physician Assistant (PA) Board Working Group
Working Group Terms of Reference
Purpose:

To provide guidance and oversight to CMA activity focused on the evolution of Physician Assistants
in the Canadian health care system. The CMA Board of Directors identified a need for action to
advance the integration of Physician Assistants into civilian health care with the goal of improving
access, reducing wait times and enhancing patient/provider satisfaction.
Reporting:
The PA Board Working Group will report to the CMA Board of Directors.
Deliverables:
Phase 1 (2008-2009) - completed

The Board Working Group:
 Provided guidance on the overall direction of PA policy development and activity at CMA
 Developed a PA informational document (the PA Toolkit)
 Developed an action plan to assist the advancement of PAs into civilian health care in Canada.
Phase 2 (2010) - completed
The Board Working Group:
 Disseminated the PA Toolkit
 Advocated for suitable funding models
 Advocated for PA regulation by medical regulatory colleges
 Continued to support CAPA and to advance the PA profession in an ongoing capacity.
Phase 3 (2011)
The Board Working Group will:
 Update and promote the PA Toolkit
 Host a 1-day invitational summit on funding models by Fall 2011
 Prepare a white paper on funding models for consideration by governments
Proposed Membership:

3-4 Board Representatives
Dr. Deborah Hellyer (renewed)
Dr. Graham White (renewed)
Dr. Susan King (renewed)
1 Committee on Education &
Professional Development Rep

External Experts as required
Dr. Lyle Mittelsteadt, Alberta Medical Association
(renewed)
Dr. Bill Hnydyk, Alberta Medical Association (renewed)
Ms. Carol Jacobson, Ontario Medical Association
(renewed)
Mr. Ian Jones, Canadian Association of Physician
Assistants (renewed)
Dr. Garth Campbell, Society of Rural Physicians of
Canada (renewed)
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Dr. Terry Sosnowski (renewed)Term:
Start: January 2011
End: December 2011
Budget:
$51,000
Meetings:
1or 2 face-to-face meetings and 4-6 teleconferences
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