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OAMRT Submission to HPRAC Regarding the Regulation of Physician
Assistants Under the Regulated Health Professions Act, 1991 (RHPA)
PREAMBLE
The Ontario Association of Medical Radiation Technologists (OAMRT)
The OAMRT is a voluntary Association representing approximately 4,000 Members.
The OAMRT is the official voice for the profession of Medical Radiation Technology in
the province of Ontario. As such, the Association is the advocate for Medical Radiation
Technologists (MRTs) representing their needs and their views to the government and
other Stakeholders.
The OAMRT was founded in 1935 as an independent, non-profit organization. During
this time, it has been responsible for a number of initiatives that have shaped and
helped to shape health-care in Ontario. The Association has been a driving force
concerning the evolution of Medical Radiation Technology in Canada and will continue
to be as a key partner and stakeholder in the Ontario health-care system. The OAMRT
believes in the principles of collaboration and partnership to ensure an effective,
efficient and safe health-care environment.
The OAMRT is governed by nine Board Directors with a representative from the
national Association sitting on the Board. It has representation from all areas of the
province through its regional or ‘Section’ system. In this way communications flow from
the grass roots up and from the decision-makers down and laterally to the various
volunteers and leaders of the Association.
Although the Association’s mandate is to provide leadership advocacy and education on
behalf of its Members and to represent their needs, the safety and interests of the public
are of primary concern to the Association in meeting its Mission and Vision.

MISSION STATEMENT
“The OAMRT is the collective and influential voice of the Profession of Medical
Radiation Technology dedicated to the support and promotion of the interests and
needs of its Members”.

APPRECIATION
Thank you for the opportunity to submit comments on this very important issue to all
health-care professionals and the public.
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OAMRT Submission to HPRAC Regarding the Regulation of Physician
Assistants Under the Regulated Health Professions Act, 1991 (RHPA)
EXECUTIVE SUMMARY
The Ontario Association of Medical Radiation Technologists (OAMRT) does not support
the regulation of Physician Assistants based on the Submission made by the Canadian
Association of Physician Assistants.
The Ontario Government stated publically when they first introduced Physician
Assistants (PAs) that they would never be regulated and provided their reasons why.
The Submission by the Canadian Association of Physician Assistants (CAPA) has not
made a strong argument to us that the Ontario Ministry of Health and Long-Term Care’s
initial decision of not regulating PAs was not the correct one.
Although there is potential for substantial risk of harm by Physician Assistants (PAs),
they are under supervision of a Physician, and no arguments were made in the CAPA
Submission that this model would change substantially, or how. Concerning the
ordering of diagnostic imaging examinations, they are currently performing tasks that
they do not have the requisite competencies for, and self-regulation won’t change this.
By all the accounts provided, PAs are practicing safely, improving access to care, and
health outcome targets are being met.
The Submission did not argue effectively, in our view, that PAs would be autonomous if
regulated. Further, the question of accountability in terms of practicing as regulated, or
non-regulated health-care providers, was not answered adequately, and therefore an
educated judgment cannot be made.
The Submission did not appear to understand Ontario’s system of controlled and
authorized acts, and proposed an alternate set of controlled acts.
Key documents were not provided; such as a Code of Ethics, Code of Conduct,
Standards of Practice, which made assessment more difficult, suggesting that the PA
provider group is not ready to tackle the mantle of regulation.
The group is too small and too new to sustain self-regulation demands if they become
regulated, which could impact on health-care costs.
PAs economic impact was not proven pro or con. Our response does address the
impact from our professions’ perspective.
PAs are having a positive impact on the health-care system and health outcomes. How
regulation would improve this positive impact is not proven.
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Assistants Under the Regulated Health Professions Act, 1991 (RHPA)
RESPONSE
INTRODUCTION
In September 2007 we were invited to an information session regarding the
implementation role of the PA. The session took place on 17 September 2007, and was
sponsored by Health Force Ontario (HFO). At the session, we received a briefing on the
history of the PA:
 PAs would support physicians in a range of health-care settings;
 There would potentially be a range of competencies to be defined at the
implementation stage;
 Other decisions around recruiting, the integration program, supervision, tool kits,
inter-professional involvement, regulatory college involvement and Association
involvement were discussed.
At the session, the question was asked as to whether the ultimate aim was to regulate
the PAs. The answer from the Director of the HFO was a ‘no’ and he noted that there
was no need because the province had regulated Nurse Practitioners.
The session briefings and interactions also noted the following:














The PA was introduced to meet “identified societal health needs”;
PAs can be a safe and effective way of improving access to medical care;
Ontario has a Scope of Practice for PAs consistent with that of CAPAs;
The PA is not an autonomous Practitioner;
The type of work delegated and the extent of direct supervision provided to the
PA is dependent on the Physician’s assessment of the PA’s individual
competencies;
Only work within the Physician’s Scope of Practice can be delegated – the
individual relationship between the PA and the supervising Physician is the key
element in determining each PA’s individual clinical role and vary with the PA’s
individual competencies;
Ontario is using the CAPA Competency Profile for Ontario PAs;
PA training is modeled on Physician education;
The PA cannot act as the principle medical decision-maker;
Supervising Physicians may incorporate frequently delegated acts that are
performed by PAs into medical directives;
The Ontario PA Scope of Practice was defined as: “Under the supervision of a
registered Physician, the practice of medicine in accordance with the College of
Physician and Surgeons of Ontario policy on delegation”.
3
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We examine the original purposes and dialogue in our response in terms of our position
on regulation or not.
The CAPA Submission argues that regulation would “offer considerable benefits to the
Ontario health-care system”. In our response, we look at the evidence presented in the
CAPA Submission to justify that statement when PAs seem already to be providing the
health-care they were originally constituted to do. Further, what more could the PA
contribute given what other health-care providers are doing, particularly Nurse
Practitioners?
Our response will also address the academic preparation as it relates to our field of
expertise; diagnostic imaging and radiation therapy. We comment on whether safe,
efficient and economic benefits to Ontarians in the prescribing of ionizing and other
potentially harmful medical radiations has been considered.
The Submission in its conclusion, infers that quality of care would be enhanced and
patient safety would be further reinforced with PAs being regulated. It begs the question
as to how the present model of Physician supervision of PAs is failing Ontarians in
terms of checks and balances.
RISK OF HARM
All health-care providers have the potential to cause harm to patients. The issue we
addressed is to what degree is the potential risk of harm given the present Physician –
PA relationship.
It is our assessment that the CAPA has not argued conclusively that regulating PAs
would change the risk of harm situation they are presently facing day-to-day. The
present Physician-PA relationship seems to work. The PA does contribute to the healthcare system, but we see that person as an aide to a primary care deliverer, as is the
Nurse Practitioner.
The areas practiced by PAs is not performed exclusively by PAs, but are performed all,
or in part, by other health-care providers; such as Registered Practical Nurses, Nurses
Nurse Practitioners. In fact the CAPA admit that no activities by a PA are performed
exclusively.
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The CAPA Submission raises some concerns as to what PAs are doing, and what
Physicians are permitting them to do, specifically with regard to ordering diagnostic
imaging tests. Regulation of PAs won’t necessarily correct this situation, but it is a
potential ‘risk of harm’ area. Ordering examinations using ionizing radiation is not a
controlled act, as the CAPA suggest, but it is governed by the Healing Arts Radiation
Protection Act (HARPA) in this province. The Act is specific as to who can order X-rays,
and since CTs use X-rays, CT examinations as well. It concerns us that the CAPA
appears to have not done its homework related to ordering diagnostic imaging
examinations, and thus makes us wonder what else may be inaccurate in the
Submission.
No history of formal complaints made to the CAPA to the courts is provided. The
Submission indicates that there have been none. That signaled to us that public safety
is not at risk as the present situation appears to be serving the public well, so why
regulate? We understand that this provider group is very new and perhaps, we suggest,
after the health-care system has a more extensive experience with PAs, regulation may
be reconsidered.
DEGREE OF AUTONOMY
It is admitted by the province and by the CAPA that PAs do not practice autonomously.
It appears to us from what has been presented that PAs practice according to the needs
of their supervising Physician. Autonomy seems to be based on how far away the
Physician is, and how closely supervised they are. The information provided indicates
that PAs change their area of practice depending on the Physician, and that they can
move from one specialty to another and perform different tasks, but still under
supervision, and/or through the process of delegation or medical directive. Their actual
areas of practice are limited, and as a provider group, not universally independent.
We did not see the Submission addressing the issue of accountability. It is our
understanding that the PA is accountable to their supervising Physician. The Physician
is accountable to the College of Physicians and Surgeons. The CAPA did not provide us
with a case scenario, or arguments as to how the accountability would change the
original Ontario government’s Scope of Practice for PAs.
The Submission did not provide a suggested Scope of Practice, other than the CAPA’s,
which suggests that the Scope of Practice is determined at the practice site. This
suggests to us that this provider group is not ready for regulation as yet under the
RHPA model.
5
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The Submission addressed various types of supervision, but not on how accountability
might, or should be addressed if PAs were to be regulated. If they did, it wasn’t clear to
us. What we are clear about is that PAs are presently accountable to the supervising
Physician, and this appears to be working, although no concrete evidence was provided
either way.
We have concerns that the PAs delegated controlled acts seem to be all over the
practice map. The Submission notes that: “The PA’s supervising Physician(s) will
delegate a controlled act(s) based on a determination of the PA’s competencies.” This
raises flags for us. First is the issue of an education and training system that does not
appear to be standardized. Secondly, the Submission has not defined what controlled
acts from the RHPA are being requested, and the detailed rationale with specific
evidence as to why a particular controlled act, or part of one, should be applied. This
reinforces our belief that regulation is premature, and that the public interest is served
with the present model.
It is important to note that although the Submission did touch on inter-professional
collaboration, it lacked concrete examples in terms of being distinct from overlapping or
complimenting other health-care professionals, other than Physicians. This would have
provided us insight on how they see PA regulation would mutually strengthen the
health-care system.
BODY OF KNOWELDGE AND SCOPE OF PRACTICE
We found the Submission vague in providing a distinct Scope of Practice Statement,
and we have commented earlier in this response on the Scope of Practice factor. They
present a “floating” Scope of Practice, which mirrors the supervising Physician. To
suggest a Scope of Practice in this vein, to us, does not meet the test of self-regulation.
We commented in the last section on the controlled acts. The Submission does not
present a succinct list of controlled acts, or part of controlled acts complete with a
detailed rationale in reference to the RHPAs listed controlled acts. In fact, ordering of Xrays, including CTs, is not a controlled act, but is legislated under the HARPA as we
noted earlier in this response. We note that PAs, according to the Submission, are
making and communicating a diagnosis, which we assume has been appropriately
delegated.
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The Submission does not answer several questions stated in the criterion, including
whether they think they should delegate some of the things they presently do, what
specific acts, treatments or services they should be authorized to perform, or not to
perform, and what they believe should be discluded from their Scope of Practice. The
message we received from the Submission is that they want, and can do it all. In our
view, it appears that they have not taken a needed critical in-depth analysis of their
education, training and practice. We believe that there are activities they are performing
that are beyond their fundamental knowledge and skills base. We see this as a sign of
the provider groups’ immaturity by allowing this to occur, and not appreciating the
ethical impacts of practicing beyond their formal competency level.
EDUCATION REQUIREMENTS FOR ENTRY TO PRACTICE
We did not see any evidence in the CAPA Submission that there is an established
Standards of Practice, nor is a Code of Ethics or Code of Conduct provided by the
CAPA, which would guide existing PAs. Health Force Ontario’s 2007 document
“Defining the Physician Assistant Role in Ontario” provides a Scope of Practice
Statement and a Competency Profile, but is silent on a Code of Ethics, Code of
Conduct, and Standards of Practice. This is understandable given the mandate of the
PA and the Physician – PA role as the Standard of Practice is that of the supervising
Physician. This suggests to us that regulation is not necessary at this time, as
dependency is solely related to the supervising Physician, which doesn’t support the
concept of self-regulation.
We note that in reviewing the material provided by CAPA and HFO, that the education
and training program seems to be extensive, but how in-depth it is, is not revealed to us
clearly. Similarly, the HFO competencies are clearly categorized, but are couched by
such key words as “sufficient knowledge”, “basic knowledge”, “demonstrate at least an
academic understanding”, and so forth, without revealing the depth of the knowledge
and skill sets to practice.
In examining the education and training materials available to us, we note that there
appears to be no instruction related to the appropriate ordering or interpretation of
diagnostic imaging examinations. Similarly in regard to patient safety, there is no
evidence of competencies, which include the effects of the use of ionizing and nonionizing radiations. Further, PAs are performing ultrasound examinations in some
facilities with inadequate training when safe, accurate and appropriate ultrasound
education and training for an operator is a full, independent Community College or
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University Diploma/Degree Course. This situation indicates that although the PA
Program may have national accreditation, the Program is not emphasizing the
limitations and boundaries PAs should understand and practice by.
The CAPA Submission does not address issues such as we have described, and thus
how regulation would improve or change their existing academic and clinical Program to
ensure PAs do not practice irresponsibly.
We would like to commend the PA provider group for having established a national
accreditation process, as that is an important step to standardizing practice. In fact, the
evidence is such that although there is a standardization of sorts across educational
institutions regarding the basic education and training, that in all jurisdictions presented,
the “Standard of Practice” and what is actually practiced is based on the supervising
Physician-PA relationship.
The educational requirements, in our view, meet the needs of what a PA is expected to
do by the regulated health professional, the Physician, and therefore, the original
purpose of the PA in the health-care system.
LEADERSHIP – PUBLIC VS PRACTITIONER’S INTERESTS
The PA provider group is small across the country, and the CAPA Submission declares
that there are “roughly” 130 PAs in Ontario, so they appear not to have a concrete
handle on the actual numbers. The flag for us, besides the size of the group, is that
there is no professional Ontario specific body for the PAs. CAPA has chapters, and one
of them is in Ontario. It is our view that in a self-regulatory model, an independent
professional organization is a necessity to advance a profession. It is not the job of the
regulatory body to advance the profession; it is that of the professional Association/
Society. Ontario’s PA professional needs could get lost in a national chapter model.
It is not clear to us from the Submission as to the regulatory configuration that would
apply if PAs were regulated in Ontario. Are they suggesting they be regulated under the
CPSO or that CAPA form the regulatory body? Without a clear statement on how they
believe they should be regulated, whether their own regulatory body, under the CPSO,
under the CNO, or whatever, it just, again, signals to us that they are not ready to take
on the regulation mantle.
As we noted earlier, we are disappointed that we were not provided with a Code of
Ethics or Code of Conduct. This suggests that control of the provider’s group practice
virtually ends at graduation, and is in the hands of the supervising Physician. That
noted, it again suggests to us that self-regulation is not appropriate at this time.
8
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We note that the testimonials provided all relate to Physician groups. We expect that
given the support provided by these groups to the introduction of PAs into the practice
environment these would be presented.
We do not see in the Submission, a balance on the support or non-support of other
health-care providers, such as Nurses, Nurse Practitioners, Registered Practical
Nurses, Pharmacists, etc., whose competencies appear to overlap or coincide. We
presume that such consultations did not occur. Since self-regulation brings into play,
inter-professional collaboration expectations, we have concerns about the maturity of
the PA provider group as it relates to being self-regulated.
ECONOMIC IMPACT
Our observation of the Submission is that we do not believe that CAPA understands the
cost of self-regulation, not only being a member of a regulatory college, but in
advancing the profession as a group in a regulatory environment. Based on this
observation, self-regulation could be cost prohibitive. We challenge CAPA to address
this factor, even if PAs become regulated, whether under the CPSO or their own
“college”.
PAs are having an economic impact. They have joined the list of others who now are
ordering all kinds of diagnostic expensive tests without the requisite competencies to do
so, as we noted earlier in this response. We don’t believe that this would improve if they
were regulated, as it has been ingrained in them now by supervising Physicians who
also have practice issues related to appropriate ordering of diagnostic examinations in
these tough economic times.
HEALTH SYSTEM IMPACT
We agree that PAs have made a positive impact on the Ontario health-care system. As
they note, this has been acknowledged by organizations and the Minister, MoHLTC.
This indicates to us that PAs are performing as intended if all the accolades are
accurate. If that is the case, we see it as an argument for not regulating them as safe
quality care is being provided under supervision.
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ACCESS TO CARE / HEALTH OUTCOMES
The Submission did not provide, in our view, any substantive arguments that PAs, if
regulated, would provide any different, or better access to care. The more PAs that
graduate, the more the Physician’s work-load will shift to priority types of primary care.
In fact, we can see a role for the PA to assist Nurse Practitioners who have independent
practices, or are in a collaborative group practice. We do not see that regulating PAs
would improve access of care or improve health outcomes any differently than they now
are.
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1. In your view, does the applicant meet the ‘risk of harm’ threshold? In other words, has the
applicant demonstrated that Physician Assistants pose a risk of harm to the health and
safety of the public if the profession is not regulated under the RHPA? Please explain the
rationale for your position. You may include evidence and/or citations where applicable. If
you require more room than the space provided, please attach a separate page.
Physician Assistants (PAs) are highly skilled health professionals that have been trained to support
physicians in a broad range of health care settings. Generally, PAs provide medical services under
the direction and supervision of a licensed physician. Within the physician-PA relationship, PAs
exercise autonomy in medical decision making and provide a broad range of medical services that
may include, but are not limited to: conducting patient interviews, taking histories, physical
examinations, Surgical First Assist, performing selected diagnostic and therapeutic interventions,
ordering and interpreting patient laboratory and radiological results and counseling on preventative
health care. 1
The Regulated Health Professions Act (RHPA) sets the parameters for health services delivery in
Ontario and defines 14 controlled acts that only certain types of healthcare professionals are
authorized to perform, or may delegate to others to perform. Because the scope of practice of a PA
mirrors that of his/her supervising physician, a PA may perform a number of controlled acts if
he/she has been delegated to do so by the supervising physician. As outlined in the Canadian
Association of Physician Assistants’ (CAPA) application, examples of commonly delegated
controlled acts that PAs may perform include but are not limited to:
• Making diagnoses in their practice setting
• Performing procedures below the dermis (i.e. suturing lacerations, assisting in surgery)
• Casting a fracture
• Prescribing medication
• Administering a substance by injection or inhalation 2
It is important to emphasize that PAs, while providers of medical services, are not independent
practitioners but rather extenders of physicians. A supervising physician must always be available
either in person, by phone or via electronic communication. Supervision may range from in-person
participation in the PA’s work to occasional oversight through audits or chart reviews. According to
CAPA’s application, there are four types of supervision that can exist between a physician and a
PA.
• When a physician and a PA jointly perform a task
• When there is a line of sight of the activities
• When there is an ability to intervene
• Through management and periodic review
In the delegation model, physicians are responsible for using their judgment and determining the
type and amount of supervision that is appropriate for the PA’s work and skill level.

1

Ontario Hospital Association. (2007). Physician Assistant Demonstration Toolkit, p. 2.
Canadian Association of Physician Assistants. (2012). The Canadian Association of Physician Assistants’
Application for Regulation to the Health Professions Regulatory Advisory Council, p. 12p
2
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In the context of whether or not to regulate PAs in Ontario under the RHPA, the Ontario Hospital
Association (OHA) has given careful consideration to the primary criterion that assesses whether
PAs pose a risk of harm to the health and safety of the public and whether it is in the public interest
that PAs be regulated under the RHPA.
As outlined in HPRAC’s criteria and process for regulating a new health profession under the
RHPA, the risk of harm threshold outlines three conditions:
1. The profession is involved in duties, procedures, interventions and/or activities with the
significant potential for physical or mental harm to patients/clients, including instances where
the profession delivers services under direct or indirect supervision by another regulated or
unregulated health professional.
As mentioned previously, the scope of practice of a PA mirrors that of his/her supervising
physician and PAs may perform a number of controlled acts through delegation. During the
PA demonstration project, PAs worked in a variety of practice settings including: emergency
departments, long-term care facilities, operating rooms and primary care settings. Inherently,
there is significant potential for physical or mental harm to patients/clients under the care of
physician, and as such, the OHA believes there is significant potential for physical or mental
harm to patients/clients under the care of a PA, particularly in situations where physician
supervision of the PA is minimal.
2. The profession is engaged in making decisions or judgment that can have a significant impact
on patients/clients’ physical or mental health, including instances where the profession delivers
services under direct or indirect supervision by another regulated or unregulated health
professional.
As highlighted in CAPA’s application, every PA makes diagnoses in their practice setting
through delegation by his/her supervising physician. Depending on the patient care setting,
the diagnosis may be reviewed by the supervising physician immediately (i.e., in the
emergency department) or after some time (i.e., long-term care unit or outpatient clinic). 3
Similar to when a physician makes a diagnosis, a PA who makes a diagnosis or treatment
recommendations can have a significant impact on the physical or mental health of a
patient/client, particularly if the diagnosis is inaccurate. Moreover, the risk of harm increases
dramatically as the length of time increases between when the diagnosis is made and when it
is reviewed by the supervising physician.
3. There is a significant potential of risk of harm occurring within the professional duties and
activities.
There is potential for PAs to pose a risk of harm when it comes to the health and safety of the
patients they treat; therefore, it is in the public interest to regulate the role of a PA under the
RHPA. As evidenced in CAPA’s application, PAs perform a variety of controlled acts which are
important but are potentially high-risk activities. Physicians are regulated under the RHPA with
3

Canadian Association of Physician Assistants. (2012). The Canadian Association of Physician Assistants’
Application for Regulation to the Health Professions Regulatory Advisory Council, p. 12.
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the goal of protecting the public from risk of harm occurring within their professional duties and
activities. The public needs to be protected from harm that can arise from receiving care from
PAs:
• Harm from incompetence (i.e. where the PA does not have the skills and competency
required to successfully fulfill the role).
• Harm from incapacity (i.e. where the PA has issues relating to mental illness or substance
abuse and addictions which impairs his/her ability to carry out the duties of a PA).
• Harm from lack of title protection (i.e. individuals who pose as PAs but do not have the
training, education, and qualifications to hold the title).
Recognizing that a PA’s scope of practice mirrors that of his/her supervising physician, the OHA
believes that there is a significant potential of risk of harm occurring within the professional duties
and activities of a PA. Upon examination of HPRAC’s primary criterion for regulation under the
RHPA, the OHA believes that the three conditions of the risk of harm threshold have been met.
The PA profession is still in the early stages of becoming a well-known profession, but it is one that
is growing and will continue to grow as health human resources becomes more limited. As the
number of PAs in Ontario grows, there will be an even greater need to ensure that the public is
protected from risk of harm when being cared for by a PA. It is essential that the PA profession is
regulated in the interest of the public.
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2. In your view, has the applicant demonstrated convincingly that it is in the public interest
that Physician Assistants be regulated under the RHPA? Please explain the rationale for
your position. You may include evidence and/or citations where applicable. If you require
more room than the space provided, please attach a separate page.
The Ontario Hospital Association (OHA) strongly agrees with the Canadian Association of
Physician Assistants (CAPA) that it is in the public interest to regulate Physician Assistants (PAs)
under the Regulated Health Professions Act (RHPA). Regulated health professions help contribute
competent, consistent and accountable approaches to health care delivery. There are five reasons
why the OHA believes that regulation is the best approach to ensuring the public health and safety
of Ontarians with regard to care provided by PAs:
1. Regulation would ensure a minimum base of competency for PAs working in Ontario hospitals.
PAs all have a core education and skill set when they complete their training and qualifications.
When a PA begins working with his/her supervising physician, there is a high likelihood that the
PA’s specialty and scope of practice will have a particular focus that reflects the scope of
practice of his/her supervising physician. There are also multiple routes to PA practice in
Ontario. The following categories of individuals are eligible to enroll in an accredited PA
Training Program: other qualified health care professional, high school graduate, qualified
Canadian Forces personnel and qualified International Medical Graduate. While skills and
specialty niches develop over time, regulation would ensure a minimum base of competency
for PAs entering into Ontario hospitals, regardless of which specialty they focus on or which
stream they are from.
2. Regulation would provide the standards, oversight and accountability necessary to ensure that
patients are receiving consistent, safe, high quality care from PAs.
Currently, there is no standard approach to monitoring the skills and competencies of PAs on
an ongoing basis. Physicians are responsible for the professional practice of the PA under
their supervision. This means that the onus is on the individual supervising physician to
ensure that the PA is performing well and maintaining his/her competencies and skills. When
professions are regulated under the RHPA, they become accountable to their regulatory body
through mechanisms such as continuing education requirements, maintenance of certification
and disciplinary processes. Regulation of PAs would shift the responsibility for the
professional practice of PAs from the individual physicians to the PAs who would self-regulate
according to standard requirements with oversight from the regulatory body.
3. Regulation would help to ensure clarity and consistency for the PA title in Ontario.
From the perspective of the public interest, giving PAs a protected title and making them
subject to entry to practice requirements, a quality assurance program and standards of
practice will help build patient and system confidence in the addition of PAs to the health care
team. It is important for Ontarians to understand the qualifications of a PA, what competencies
PAs bring to practice, and who is qualified to use the title.
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4. Regulation would bring registration, as well as a complaints and disciplinary process, to the
role of the PA.
Currently, there is no formal process for making complaints or enforcing disciplinary action
against PAs who are not meeting the standards and competency requirements set out for the
PA profession. Similar to other health professions, regulation would provide an infrastructure
that can facilitate ongoing monitoring of performance, a formal complaints and disciplinary
process to ensure that PAs are providing consistent, safe and high-quality patient care.
5. Regulation would clarify the role of the PA within the interprofessional team and decrease the
need for delegation and directives.
At all times, PAs must work under the direction and supervision of a physician who is a
member of the College of Physicians and Surgeons of Ontario. When a PA performs a
controlled act as outlined in the RHPA, the PA does so through delegation from a licensed
physician. Specific medical directives are developed and agreed upon between the PA and
the supervising physician outlining the conditions that need to be met in order for the PA to
perform a delegated controlled act. Medical directives can be very burdensome, confusing and
complex to develop as they are site-specific and oftentimes unique to the individual PA and
supervising physician. Regulation could potentially allow PAs to perform specific controlled
acts without the need for medical directives.
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3. From your perspective, has the applicant convincingly demonstrated that existing
mechanisms (e.g., certification, supervision, etc.) are insufficient to address risk of harm
arising from the practice of the Physician Assistant profession? You may comment on
issues such as alternatives to regulation. Please explain the rationale for your position.
You may include evidence and/or citations where applicable. If you require more room than
the space provided, please attach a separate page.
Presently, Physician Assistants (PAs) are not subject to any kind of regulatory mechanism in
Ontario. The current mechanisms that exist to address risk of harm arising from the practice of the
PA profession include certification and supervision.
Certification
To become a PA in Ontario, there are multiple baseline qualifications. The following categories of
individuals are eligible to enroll in an accredited PA Training Program:
• Qualified health care professional
• High school graduate
• Qualified Canadian Forces personnel
• Qualified International Medical Graduate
Upon successful completion of the accredited PA Training Program, a degree is granted to the
individual and he/she achieves Canadian PA certification through the PA Certification Council of
Canada (PACCC). The PACCC sets the standard for entry to PA practice in Canada. To set this
standard, the PACCC has developed PA competency requirements, established eligibility
requirements and oversees the administration of a national certification process for PAs. The
PACCC has also established ongoing maintenance of certification requirements for PAs in
Canada. While certification is an essential element of the entry-to-practice qualification, it does not
adequately address issues, such as quality assurance, disciplinary processes or accountability
after the PA has begun to practice. Certification alone is insufficient to protect the public from risk
of harm associated with the care provided by PAs.
Supervision
As mentioned previously, PAs do not work as independent practitioners but rather extensions of
practicing physicians. A supervising physician must always be available either in person, by phone
or via electronic communication. Supervision may range from in-person participation in the PA’s
work to occasional oversight through audits or chart reviews. According to the Canadian
Association of Physician Assistants (CAPA) application, there are four types of supervision that can
exist between a physician and a PA:
• When a physician and a PA jointly perform a task (i.e., when a PA assists in surgery)
• When there is a line-of-sight for an activity (i.e., 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)
• When there is an ability to immediately intervene (i.e., when a PA is working with a
physician in a different room but is available immediately to interview at the call of the PA
or though some electronic device)
12
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•

Through management and periodic review (i.e., when a PA works in a hospital, long-term
care home or in an outpatient office and the physician is not always present – the PA
carries out delegated activities based on medical directives developed with the supervising
physician)

Physicians use their judgment in determining the type and amount of supervision that is
appropriate for the PA’s work and skill level. The onus is on the supervising physician to ensure
that the PA is performing well and maintaining his/her competencies and skills. While some levels
of supervision may minimize the risk of harm to patients receiving care from a PA, other levels of
supervision (i.e., management and periodic review) cannot assure the same public protection and
quality assurance that can be offered through regulation. In the view of the Ontario Hospital
Association (OHA), physician supervision alone is not a sufficient means for protecting the public
from risk of harm associated with the care provided by PAs.
The OHA strongly believes that PA regulation is essential. Regulation would shift the responsibility
from the individual physicians to the PAs who would self-regulate with oversight from a regulatory
body. More importantly, regulation would provide both the public and hospitals with an enhanced
level of quality assurance.
In an effort to promote consistency and a national standard for PA regulation, the OHA
recommends that the PA profession be regulated through the College of Physicians and Surgeons
of Ontario (CPSO), similar to other provinces. In the view of the OHA, the CPSO is the most
appropriate regulatory body because:
1. PAs extend physician care and practice within a medical model, and the CPSO is ideally
positioned to work with the Ministry of Health and Long-Term Care (MOHLTC) toward a
regulatory framework for the effective integration of PAs into physician care practices both
within and outside of hospitals.
2. In other jurisdictions, such as Manitoba, PAs are regulated through the Medical Act under the
College of Physicians and Surgeons of Manitoba. All PAs must apply to be placed on the PA
Registry, requiring a contract of supervision with a licensed physician and a detailed practice
description approved by the Manitoba College prior to entering practice.
The OHA encourages HPRAC to consider the recent regulation of Pharmacy Technicians in
Ontario as an experience from which to learn. Pharmacy Technicians have the training and
responsibility for certain duties within the pharmacy. Pharmacist Technicians, Pharmacists and the
Ontario College of Pharmacists have pursued developing this role into becoming a regulated
position because it is in the best interest of patients, giving them access to safer, more
standardized, high quality care. Legislation has been amended to enable the regulation of
Pharmacy Technicians by the Ontario College of Pharmacists as a separate class of registration.
Conditions of registration include the requirement that a Pharmacy Technician’s practice be under
the supervision and direction of a Pharmacist.
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4. In your view, does the applicant convincingly demonstrate that regulation under the RHPA
is appropriate for the profession? You may comment on issues such as body of knowledge
and scope of practice, education requirements etc. Please explain the rationale for your
position. You may include evidence and/or citations where applicable. If you require more
room than the space provided, please attach a separate page.
The Ontario Hospital Association (OHA) strongly believes that the Physician Assistant (PA)
profession meets HPRAC’s criteria for the regulation of a new health care profession and that
regulation of PAs under the Regulated Health Professions Act (RHPA) is appropriate. The OHA
believes the following criteria for regulation are met:
1. Body of Knowledge and Scope of Practice
PAs possess a defined set of concepts, terms and activities in the practice of the profession.
In Ontario, there are two institutions in Canada that provide baccalaureate programs for PAs,
McMaster University and the University of Toronto. These educational programs provide
individuals with a defined body of knowledge which forms the basis of the scope of practice for
PAs.
PAs are qualified health practitioners that are trained in the medical model. Every qualified PA
must meet the requirements for entry to practice and have a core body of knowledge formed
by the Scope of Practice and National Competency Profile.
After training, the PA’s scope of practice is shaped by his/her experiences which are reflective
of the scope of practice of the supervising physician.
It is clear from the Canadian Association of Physician Assistants’ (CAPA) application that PAs
possess a defined set of concepts, terms and activities in the practice of the profession as
required by HPRAC’s criteria for regulation of a new health profession.
2. Educational Requirements for Entry to Practice
Currently, there are multiple routes to practice as a PA in Ontario. The following categories of
individuals are eligible to enroll in an accredited PA Training Program: other qualified health
care professional, high school graduate, qualified Canadian Forces personnel and qualified
International Medical Graduate.
As outlined in CAPA’s application 4, there are three university-level PA education programs in
Ontario which are accredited by the Canadian Medical Association (CMA) Conjoint
Accreditation Services:
• The McMaster University Physician Assistants Education Program, Bachelor of Health
Sciences Degree
• The Canadian Forces Health Services Training Centre Physician Assistant Program,
Physician Assistant Baccalaureate in an Allied Health Program
4

Canadian Association of Physician Assistants. (2012). The Canadian Association of Physician Assistants’
Application for Regulation to the Health Professions Regulatory Advisory Council, p. 14.
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•

The Consortium of Physician Assistant Education (The University of Toronto, the
Northern Ontario School of Medicine and the Michener Institute for Applied Health
Sciences), Bachelor of Science Physician Assistant Degree

The CMA Conjoint Accreditation Process provides the public with assurance that a health
professional educational program has met national standards.
Regardless of which route an individual takes to become a PA in Ontario, PAs should be
certified by the PA Certification Council of Canada (PACCC). The PACCC sets the standard
for entry to practice for PAs in Canada. The PACCC has developed PA competency
requirements, established eligibility requirements and oversees the administration of a national
certification process for PAs. Ongoing maintenance of certification requirements for PAs has
also been outlined by the PACCC.
CAPA’s application demonstrates that there are clearly defined educational routes to practice
as a PAs, which is a requirement of HPRAC for regulation of a new health profession. In
addition, externally-validated qualifications must be met to ensure that all PAs possess the
skills and competencies necessary to deliver safe and competent care on entry (i.e., through
the PACCC).
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5. In your view, does the applicant convincingly demonstrate that regulation under the RHPA
is practical to implement for this profession? You may comment on issues such as
economic implications and members’ commitment and ability to support the costs and
development of statutory regulation. Please explain the rationale for your position. You
may include evidence and/or citations where applicable. If you require more room than the
space provided, please attach a separate page.
The Ontario Hospital Association (OHA) believes that the regulation of Physician Assistants (PAs)
under the Regulated Health Professions Act (RHPA) is very practical option for a number of
reasons:
1. PAs work closely with their supervising physicians and with other health care professionals
regulated under the RHPA. Recognizing that a PA’s scope of practice mirrors that of his/her
supervising physician, who is regulated under the RHPA, a consistent approach for regulating
PAs would also fall under the RHPA.
2. In other jurisdictions, PAs are regulated by the provincial colleges of physicians and surgeons.
Similar governing bodies for physicians regulate the PA profession in most of the United States
as well. To ensure consistency with other jurisdictions and to promote a national standard for
PA regulation, the OHA supports CAPA’s recommendation that the College of Physicians and
Surgeons of Ontario (CPSO) be the regulating body for PAs in Ontario.
3. The CPSO’s extensive experience with regulation and existing infrastructure for oversight of
physicians puts the CPSO in an ideal position to support the regulation of PAs in Ontario,
similar to other jurisdictions in Canada.
The OHA encourages HPRAC to consider the recent regulation of Pharmacy Technicians in
Ontario as an experience from which to learn. Pharmacy Technicians have the training and
responsibility for certain duties within the pharmacy. Accordingly, Pharmacist Technicians,
Pharmacists and the Ontario College of Pharmacists have pursued developing the Pharmacist
Technician role into becoming a regulated position because it is in the best interest of patients and
meets the standard of care that Ontarians expect and deserve. Legislation has been amended to
enable the regulation of Pharmacy Technicians by the Ontario College of Pharmacists as a
separate class of registration. Conditions of registration include the requirement that a Pharmacy
Technician’s practice be under the supervision and direction of a Pharmacist.
Economic Impact of Regulation
The Canadian Association of Physician Assistants (CAPA) currently has a membership consisting
of 400 health professionals and PA students. In only a few years, PAs have been extended from
the Canadian Forces into the public and private health care systems and are currently practicing in
various hospital and clinic settings across Ontario, New Brunswick, Manitoba and Alberta. 5 With
the introduction of PA programs at McMaster University and the Consortium of Physician Assistant
Education (The University of Toronto, the Northern Ontario School of Medicine and the Michener
Institute for Applied Health Sciences), the number of PAs is expected to increase over the coming
years and will provide sufficient numbers to support the costs associated with regulation.
5

Canadian Association of Physician Assistants. (2012). The Canadian Association of Physician Assistants’
Application for Regulation to the Health Professions Regulatory Advisory Council, p. 20.
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Member’s Commitment and Ability to Support the Costs and Development of Statutory Regulation
CAPA members are extremely invested in the development of the PA profession in Canada. For
example, CAPA members have 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. Based on the commitment of CAPA members to the
profession to date, the OHA feels confident that the leaders and members are able and committed
to supporting the public interest mandate of regulation.
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6. From your perspective, does the applicant convincingly demonstrate the extent of the
impact by which the regulation of Physician Assistants will have on Ontario’s wider health
system? You may wish to comment on such issues as inter-professional collaboration,
labour mobility, access to care, health human resource productivity and health outcomes.
Please explain the rationale for your position. You may include evidence and/or citations
where applicable. If you require more room than the space provided, please attach a
separate page.
The Physician Assistant (PA) role in Ontario was first announced in 2006 with the launch of
HealthForceOntario (HFO) and has been tested in two phases:
• Phase 1: Emergency Department Demonstration Project
• Phase 2: Demonstration Projects in Hospitals, Primary Care Settings and Diabetes and LongTerm Care Settings
Since 2007, the Ontario Hospital Association (OHA), in partnership with the Ministry of Health and
Long-Term Care (MOHLTC) and the Ontario Medical Association (OMA), has led the organization
and oversight of the PA demonstration project in hospital-based settings.
The PA demonstration projects have shown the valuable role PAs can play in various areas of
health care. The successful integration of the PA role into multi-disciplinary teams is critically
important, given the role’s potential impact on quality of care, access to care and provider
productivity.
Inter-professional Collaboration
In March 2011, the OHA contracted the services of Hunter Healthcare to conduct an evaluation of
the integration of PAs into existing Emergency Department teams. 6 The findings indicate that there
are a number of questions regarding the scope of the PA role and its ongoing integration into
teams.
A number of observations were made regarding the ability of PAs to develop trust within their multidisciplinary teams. Given that the PA is a relatively unknown and unregulated role in Ontario, time
is often required to develop trust in the PA. Those unfamiliar with the role appeared to have less
trust initially and were often concerned about the PA’s qualifications, competency, etc. Within
inter-professional teams, the lack of regulation of the PA profession remains a concern for the
other regulated professionals on the team, who may not understand the PA’s scope of work or
decision-making authority.
The environment in which the PA was introduced also played a role in how well the PA was
integrated into the team. It was more challenging for a PA to be viewed as a valuable member of
the health care team, if the PA was introduced into an environment that was not ready, willing or
able to accept the role. Essentially, effective integration is built on relationships and trust more
than anything else; physician leadership, buy-in, management engagement and support are
essential.
6

Hunter Healthcare Consulting, Inc. (2011). Evaluation of the Integration of Physician Assistants into Existing
Emergency Department Teams.
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Recognizing that PAs can work in a variety of clinical settings, there is tremendous potential for
positive impacts on quality of care, access to care and provider productivity in patient care settings
other than Emergency Departments. Therefore, the successful integration of PAs is critical to
ensuring that multi-disciplinary teams are providing the safest and most effective care possible.
Labour Mobility
While the PA profession may still be in its infancy, Ontario has introduced two baccalaureate
programs which is helping the profession grow. Other provinces that utilize PAs, include Manitoba
and New Brunswick. As the profession progresses and PAs are introduced in other provinces, it
will be important for a PA’s education, training and qualifications to be recognized similarly by all
provinces to enable labour mobility. Regulation of the PA profession would facilitate the
development of a national standard and promote labour mobility of PAs to meet the demand for
their health care services.
Other Health System Impact Criteria
HPRAC’s criteria for regulating a new health care profession also address the following areas:
• Access to Care
• Health Human Resource Productivity
• Health Outcomes
When the PA profession was introduced to Ontario in 2006, through the PA demonstration
projects, initial observations indicated that PAs have the potential to positively impact access to
care, health human resource productivity and health outcomes. For example, provider satisfaction
was improved with the introduction of PAs, particularly, satisfaction of the supervising physicians.
It is widely known that enhanced provider satisfaction is linked to improved recruitment and
retention which is a priority for many hospitals, especially those in rural and remote areas of
Ontario.
A more comprehensive evaluation of the PA demonstration projects is expected to be conducted,
which examines in further detail, the impact of PAs on access to care, health human resource
productivity and health outcomes. The MOHLTC will have access to the results of the evaluation
and the OHA encourages HPRAC to review the findings as part of this consultation process.
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7. Do you have any other general comments?
The Ontario Hospital Association (OHA) is grateful for the opportunity to provide input on behalf of
its members on the regulation of Physician Assistants (PAs) in Ontario. We look looks forward to
working with HPRAC to ensure the long-term success and sustainability of the PA role and
maximize the positive impact that PAs can bring to hospital patient care.
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OMA Submission to the Health Professions Regulatory Council’s
Consultation on Regulation of Physician Assistants
The Ontario Medical Association (OMA) is grateful for the opportunity to comment on the Health
Professions Regulatory Advisory Council’s consultation regarding the regulation of physician
assistants. The OMA welcomes the introduction of physician assistants (PAs) in Ontario and we
support regulation of this profession. It is important that PAs are identified as a regulated health
profession in order to successfully integrate this group of providers into Ontario’s healthcare
system. In addition to the criteria discussed in the Canadian Association of Physician Assistants’
(CAPA) submission to HPRAC, we believe that several key principles underlie the call for
regulation of PAs and warrant some emphasis. First, the intrinsic value of self-regulation is that it
not only has a positive effect on the profession, but on the patient population. Second, PAs are
prepared to deliver a broad range of services through physician delegation which results in
efficient and safe care. Finally, regulation of PAs is in keeping with the government’s efforts to
maximize the resources available in the health care field to deliver timely, quality care.
The Importance of Self-Regulation
We have seen the benefits of having professionals work to their fullest scope of practice. The
variety of regulated health care providers in this province enhances patient care and, in many
instances, increases access to care. There is a growing demand to have PAs contribute to
excellent patient care as regulated health professionals. The recent Drummond Report specifically
identified PAs as an important resource to the health care system. It is important that PAs
become regulated in order to strengthen other health care providers’ awareness of and the
public’s confidence in PAs. For example, we understand that some prescriptions written by PAs
in out-patient clinics, hospitals or in the offices of community-based physicians have not been
honoured by community pharmacists. Local pharmacists who do not work in hospitals may be
unfamiliar with PAs’ role or their training. Regulating PAs as a health profession will provide
clarity and consistency regarding their role.
The term “regulated” lends credibility to a group of professionals because it connotes formal
oversight of the members’ activities. Perhaps the greatest value of regulation is its effectiveness
in addressing practice concerns. Currently, there is no formal recourse to deal with a physician
assistant who is practicing in an unprofessional, incompetent or dangerous manner. In the event
of a patient complaint, the complaint is lodged against the supervising physician. However, the
physician assistant could continue practicing with a different physician or in a different institution.
This arrangement presents an alarming problem in that there is the possibility that an incompetent
PA will continue practicing without any formal review following an adverse event. The public must
rely on the due diligence of the prospective employer to obtain the full practice history of a PA.
There is no standard college issued certificate to attest to a PA’s competency.
The OMA believes that a practice model based on delegated authority and self-regulation are
completely compatible and notes that precedent exists under the Regulated Health Professions
Act for this. The OMA agrees that it is the supervising physician’s responsibility to delegate only
those acts within his or her scope of practice. We also understand that the responsibility for the
Page 1 of 3
March 30, 2012
For further information, contact Ada Maxwell at ada.maxwell@oma.org or via telephone at 416-340-2942
38

delegation of the controlled act always remains with the delegating physician. We believe that PA
regulation should not impact the level of physician supervision required. However, a regulatory
body is in the best position to monitor and address issues related to quality and competency and
take disciplinary actions when necessary to protect the public.

Benefits to patients
As CAPA set out in its submission to HPRAC, PAs’ competency-based education is modelled
after medical training and includes both medical studies and clinical practice. In conjunction with
the CMA, the Royal College of Physicians and Surgeons of Canada (RCPSC) and the Canadian
Family Practice College (CFPC), CAPA developed a national competency standard based on the
CanMEDS Framework, as well as a process to integrate PAs into the RCPSC and CFPC
continuing professional development programs. The OMA has been involved in developing the
educational components of PA training and we are confident in the rigour of the Physician
Assistant Certification Council of Canada’s certification requirements.
Evidence of the benefits of PAs working in collaborative teams came to light following the PA
demonstration projects that began in 2006. Some of the noted benefits include: improvements in
patient satisfaction, reduced wait times for emergency department patients, increased monthly
caseloads for a number of demonstration sites, increased referral of hospital inpatients to home
care, reduced ALC days for long-term care residents, and increased average daily patients.
Supervising physicians widely reported a positive impact on efficiency because of PA presence.
One of the difficulties encountered in the demonstration projects provides further evidence of the
need for regulation. In the course of the projects, it became clear that PAs lacked the capacity to
pass orders or prescriptions along to other health professionals. We do not believe ‘subdelegation’ is appropriate however it would be in the patient’s best interest if a PA had the ability
to pass a physician’s order along to another healthcare provider if that action were in keeping with
a patient-centered approach to care. As it currently stands, not all regulated healthcare providers
understand the role, training and experience of a PA. Regulation will assist in developing a
broader awareness of PAs and their capabilities. The lack of regulation has been used publicly by
certain professional groups to suggest that PAs provide inferior care when this is not the case.
Government’s Trend towards Regulation
Over the last several years, the government has made efforts to maximize the potential of various
healthcare providers. The OMA has supported initiatives that would enable providers to work to
their full scope. At the same time, the OMA has consistently advocated for collaborative care to
ensure proper communication between providers and avoid silos of care. The regulation of PAs
achieves both the goal of having additional providers participate in patient care as well as the goal
of continued collaborative care. We are confident that PAs will act collaboratively since they will
carry out all activities through delegation.
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The Appropriate Regulatory Body
The OMA believes the College of Physician and Surgeons of Ontario (CPSO) is the most
appropriate body to oversee the regulation of PAs since the body of knowledge that PAs utilize is
derived directly from the practice of medicine. We do however, have some questions and
concerns about the financial impact upon physicians and believe that this requires consideration.
Further, it is not clear given that PAs work only under delegation whether all of the elements of the
physician regulatory process need to be brought to bear for PAs. We suggest that the details of
how regulation would take place are best left to the CPSO and HPRAC to discuss.
Conclusion
Physician assistants’ rigorous educational requirements coupled with the delegation model make
them excellent providers who can deliver safe and effective care. It is important that physician
assistants are able to execute their role as care providers as a regulated health profession as selfregulation gives the public a clear means of judging that they are operating within an infrastructure
that promotes safe practice. Given the range of settings where PAs are able to work and the
variety of skills they possess, we are confident that PAs will assist in improving access to care.
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INTRODUCTION

The Ontario Nurses’ Association (ONA) is the union representing 59,000 front-line registered
nurses and allied health professionals and more than 13,000 nursing student affiliates providing
care in Ontario hospitals, long-term care facilities, public health, the community and industry.

ONA welcomes the opportunity to provide our views to the Health Professions Regulatory
Advisory Council (HPRAC) on Regulation of Physician Assistants (PAs). ONA represents
registered nurses (RNs), nurse practitioners (NP), registered practical nurses (RPNs) and
personal support workers (PSWs) working in all health care sectors in Ontario.

Addressing health professionals regulation under the Regulated Health Professions Act, 1991
is a fundamental concern for nurses and allied health professionals. Public safety protection is
premised on the safe delivery of health care, as it is in the public interest in keeping with the
goals and objectives of a sustainable national health care system.

Health care organizations, as the workplace of many health care professionals, rely on
interprofessional collaboration to enhance positive outcomes for patients, systems and
organizations. Coordination of health care services with a shared, integrated set of goals and
interdependent practice makes it possible to provide optimal quality outcomes.

You have asked that those interested in providing input on the Regulation of Physician
Assistants (Pas) respond to the following specific question:

Physician Assistants (PAs) are not regulated in Ontario but practice under the
supervision of physicians and are only able to perform controlled acts under
delegation. In keeping with this government’s health quality agenda, the Minister is
considering whether this profession ought to be regulated, whether independently or
in conjunction with an existing profession, under the Regulated Health Professions
Act, 1991 (RHPA).

ONA does not support the regulation of PAs. We believe that doing so simply stands to cause
further confusion for the public and collaborative practice.
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It is ONA’s view that three key health care policy issues interlink with requirements for
regulation of health professionals and must be considered:
•

quality assurance in health care services;

•

fair and equitable conditions of employment;

•

provincial registry of PAs.

ONA believes that these key policy issues are at the forefront of all factors that drive policy
change, including technological advances, greater interprofessional collaboration, focus on
better quality care, focus on improved efficiency, and demand for better patient outcomes.

These must inform the basis on which HPRAC is to discern if the application made on behalf
of the PAs in Ontario meets essential elements for regulation under the RHPA. The eight
essential elements referred to are those listed by HPRAC in the application for regulation and
summarized here as follows:
•

Risk of Harm associated with the PA practice;

•

The degree of accountability in PA Professional Autonomy;

•

Validated educational qualifications on PA Requirements for Entry to Practice;

•

Demonstrated interrelation between PA Body of Knowledge and Scope of Practice;

•

Capacity of the PA profession to support Economic Impact of Regulation;

•

Suitability of the PA scope of practice for Regulatory Mechanism under the RHPA;

•

Demonstrated Leadership’s Ability to Favour the Public Interest and Membership
Support and Willingness of the Profession to be regulated, to support the public interest
mandate of regulation; and

•

Evidence of positive Health System Impact on inter-professional collaboration, labour
mobility, access to care, health outcomes and productivity in regulation of Ontario PAs.

Analysis
In response to the question from HPRAC on regulation of PAs in Ontario, it is ONA’s view that
additional research on the utilization of PAs in the Canadian health care system is still needed.
Specifically, we need to understand all issues on regulating PAs in Ontario, including those of
key health care practitioners, other affected health care professionals, clients and patients,
advocates and regulators.
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Literature outside Canada, while helpful to inform on potential scope of role and risk of harm by
the PAs, does not substantiate the inherent risk of harm the PA role may have on the Ontario
public and/or on the structure of the Canadian health care system delivery.

In fact, ONA found the context of information provided in the literature search, the jurisdictional
review, and the jurisprudence review (published by HPRAC in September and October 2011) to
be of concern in the absence of uniformity on the regulation process. This, in turn, makes
comparisons with external health care system processes with that of Ontario’s health care
structure for health professional policy on scope of practice and autonomy in the role difficult.
ONA finds the literature review, particularly on jurisdiction and jurisprudence, too diverse and
inconsistent across areas of PA practice to make conclusions on the regulation of PAs in
Ontario.

It is ONA’s view that use of evidence-based research in discerning whether PA regulation in
Ontario meets with the government’s quality health agenda must be based on:
•

the demands of quality assurance in health care services;

•

fair and equitable conditions of employment;

•

registration of Pas;

•

ensuring that they are in keeping with the public interest of Ontarians and sustainability of
the health care system.

The decision on regulating the PAs in Ontario must consider the current health care
environment factors that drive policy change. The factors include technological advances,
greater interprofessional collaboration, focus on better quality care, focus on improved
efficiency, and demand for better patient outcomes.

It is ONA’s view that there is insufficient evidence-based data in Ontario to reflect the
understanding and the perspective of the issue on PA regulation.

This includes those of the key health care practitioners, other affected health care
professionals, client and patients, advocates and regulators in Ontario’s health care delivery
system structure.
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Quality Assurance in Health Care Services

Quality assurance in health care services is assured through regulation of health professions
under the RHPA. In meeting the objective to prevent risk of harm to the public, regulatory
decisions must include the principles of:
•

meeting public expectations for improved access to high quality and safe care;

•

supporting inter-professional care and optimizing the contribution of all health
professionals; and

•

ensuring a shared accountability agenda that encourages and values collaboration and
trust.

In Ontario, the newly introduced PA is an unregulated health-care provider who acts under the
supervision and delegation of a physician to perform such acts as: taking client histories,
conducting physical examinations, writing orders, interpreting test results, diagnosing and
treating illness, counseling on preventive health care, writing prescriptions and assisting during
surgery. 1 Assurance of the quality of care PAs deliver to patients is under the responsibility of
the supervising physicians.

In 2009, in the interests of accessibility to health care for Ontarians and upon completion of a
preliminary PA demonstration project, the Ministry of Health and Long-Term Care (MOHLTC)
proposed this new role as an aid to address the health human resources shortage. This was to
improve access, and minimize wait times in high-priority areas in Ontario. 2 The MOHLTC, with
advice and support from the Canadian Medical Association and Health Force Ontario,
recommended that PAs be utilized in high-priority areas such as emergency departments,
Community Health Centress, some Family Health Teams and internal medicine positions in
underserviced areas to improve access and reduce the number of unattached patients.2,3

It is ONA’s view that the essential elements for regulation of PAs under the RHPA, concerning
quality assurance in health care services within the health care delivery structure, have not been
established in the following areas:
•

Risk of harm associated with the PA practice in performance of controlled acts under
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delegation of, and under the supervision of physicians;
•

The degree of accountability for professional autonomy that PAs are able to exercise in
professional judgement in the care and treatment of their patients;

•

An interrelated link between the Body of Knowledge and Scope of Practice that
demonstrates whether there is a body of knowledge that can offer the basis for the
profession’s scope of practice.

Fair and Equitable Conditions of Employment

Policy on fair and equitable conditions of employment ensures the quality health agenda is
assured through access to health care services in a manner that is safe to the public and
concerns the principles of:
•

using resources efficiently; and

•

sustaining the health care system.

Of those employed in these roles, the salary range reflects differing levels of experience. PA
base salaries range from $75,000 to $86,700 per annum.1 Eligible employers are required to
pay the new graduate PA a minimum salary of $75,000 plus benefits.2,4 In the Canadian
Medical Association’s PA Toolkit for physicians, the Canadian Association of Physician
Assistants (CAPA) recommends that the salary range is to be upwards to $130,000 in Ontario. 5
An additional $10,000 grant incentive was offered in Ontario in 2010 to physicians willing to
supervise a PA.4

Upon Entry to Practice, the PAs are trained as generalists. After graduation, they specialize in a
particular area of medicine through site-specific training with the supervising physician. There
are 246 CCPAs (Canadian Certified Physician Assistants) in Canada; 210 have been educated
in Ontario (the only program in Canada prior to 2004 was at military base Borden).

Points of entry into the Canadian Certified Physician Assistant program are open to retired
Canadian Forces PAs, currently serving Canadian Forces (F) Military Medical Technician, high
school graduates, international medical graduates and civilian health care providers
(experienced).
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Being a Canadian Certified PA does not confer a license to practice as a PA. For practice in
Ontario, PAs are not required to write the PA Certification Exam. It remains unclear from the
national data available how many civilian PAs are licensed to practice in Ontario and what
membership categories they represent. Across Canada (New Brunswick and Manitoba), there
are six membership categories referenced in the CAPA by-laws for education criteria. The
membership categories include: Student, International Physician Assistant, Physician, Allied
Health Care Professionals and Honorary Members. These members are not subject to the same
educational criteria as a condition of membership.

It is ONA’s view that the essential elements for regulation of the PA under the RHPA concerning
fair and equitable working conditions of the employment within the health care delivery structure
have not been established in the following areas:
•

Regulatory mechanism: demonstrate why statutory self-regulation is warranted for the
PA scope of practice;

•

Leadership’s ability to favour the public interest and membership support and willingness
of the profession to be regulated: demonstrate the PAs have shown ability to distinguish
between the public interest and the profession’s self interest with sufficient numbers and
commitment to compliance regulations in an effective manner; and

•

Health system impact: demonstrate positive health care system impacts in relation to
interprofessional collaboration, labour mobility, access to care, health outcomes and
productivity in regulation of PA to the broader health care system in Ontario

Provincial Registry of PAs

The policy on the provincial registry of PAs concerns the principles of:
•

applying standards for the regulation of health professionals; and

•

maintaining self-regulation.

In Ontario, PAs have been virtually unknown in the public health sector, and for the most part
have been working in the Canadian Forces. In 2006, a recruitment drive brought and introduced
them into the public health sector as part of the MOHLTC demonstration projects and the
Ontario PA Grant Program.8

48

8

The PA role in Canada has been known in the Canadian Military Forces for more than 50 years.
By the time a soldier commences the Military PA course, they have had at least 12 to 15 years
in the military working as a medical assistant and have likely served on several missions at
home or overseas. Soldiers enter the Military PA program with a great deal of experience in the
medical field.1
The PA role in the public health care system has only been recently introduced.2 Unlike the PAs
in the Canadian military, the PAs entering the public health care system are educated at the
undergraduate level in Ontario and start assessing and treating patients after only one year of
general didactic (classroom) education, and one year of general clinical exposure.3,4

The limited prerequisite requirements for application to a PA program in Ontario do not build on
a health care or scientific background. Applicants to McMaster University 6 and the University of
Toronto/ Northern Ontario School of Medicine/ Michener Institute collaborative4 (U of T/NOSM/
Michener Institute) programs need only have finished two years of a general four-year
undergraduate degree program.

This education can be in any discipline (e.g. arts, engineering, or journalism). No preference is
given to one program over another, though the U of T/NOSM/Michener Institute requires
completion of courses in human anatomy, chemistry and physiology. A complete undergraduate
degree is not required. In addition, the requirement for prior clinical work experience varies.

Whereas McMaster does not have any prerequisite clinical requirements, the U of T/NOSM/
Michener Institute requires only one working year (equivalent to 1,680 hours) of patient contact
in a professional setting.1
Currently, there are more than 60 PAs working in a variety of clinical settings across the
province including in hospitals, community health centres and diabetic care and long-term care
patient management settings. In hospitals, PAs work alongside other health care providers
including nurses, nurse practitioners and respiratory therapists in a number of specialty areas,
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including general internal medicine, emergency, orthopedics/orthopedic surgery, general
surgery, complex continuing care, and rehabilitation. 7
It is ONA’s view that the essential elements for regulation of the PA under the RHPA concerning
the provincial registry of PAs within the health care delivery structure have not been established
in the following areas:
•

Defined educational Requirements for Entry to Practice: demonstrated educational
routes to the profession, validated entry qualifications to deliver safe and competent
care;

•

Economic impact of regulation: demonstrated ability of the profession to support the
cost of regulation and the responsibilities of the regulation, appreciation of the cost of
regulation on the profession, the public and the health care system.

In summary, ONA finds that regulation of PAs in Ontario is not in keeping with the
government’s quality health agenda. In ONA’s view, as indicated through the abovementioned context of health policy framework, the overriding principles for regulation of PAs
have not been met in the three key health policies:
•

the demands of quality assurance in health care services;

•

fair and equitable conditions of employment;

•

registration of PAs.

All three form the concerns of the quality health agenda for regulation of PAs in Ontario and
are in keeping with the public interest of Ontarians and sustainability of the health care
system.

It is concerning to ONA that the regulation of PAs is being considered in the current health
care environment and in the face of the driving policy changes. Factors such as technological
advances, greater interprofessional collaboration, a focus on better quality care, improved
efficiency and the demand for better patient outcomes are at the forefront now.

Regulating PAs now is perplexing as the ministry is aware of the contributions the regulated
health professionals in nursing and allied health disciplines are making to health care delivery
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and the sustainability of the healthcare system. To ONA’s knowledge, registered nurses and
other registered health professionals in Ontario have historically provided the very same
services outlined in the PA scope for practice. They have done so successfully and in light of
the fiscal restraints imposed by the ministry’s cutback on health care spending.

ONA is further perplexed that the Ministry has not acted in the interests of accessibility to
health care for Ontarians, to address the health human resources shortage to improve access
and minimize wait times in high-priority areas in Ontario by providing the funding and resources
to the existing registered health professions already doing the work of the PAs.

In terms of access to health care, the MOHLTC has not acted to utilize to the full extent the
current role of the registered nurse practitioner in the aforementioned high-priority areas. These
include emergency departments, community health centres, some Family Health Teams and
internal medicine positions in underserviced areas. This would improve access and reduce the
number of unattached patients.2,8

To pass over and underutilize an existing available registered health professional workforce in
favor of investing limited financial resources on developing an unregulated health care
provider with a higher cost5 to deliver duplicate health care services is not sound health care
policy.

To support an unregulated health care provider under regulation other than those that exist for
the registered health care provider delivering the same health care services would undermine
the regulation process.

The full context of the question posed by HPRAC requires consideration of all issues on
regulating PAs in Ontario.
This includes consideration of key health care practitioners, other affected health care
professionals, clients and patients, advocates and regulators. ONA questions if there is more to
be achieved through regulation than there would be by raising ministry awareness to the
successes and the potential gains in access to health care services among the presently
regulated health care professions.
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Consistent practice with all of the elements of regulation is met by the current practicing health
care professionals, registered and regulated under 22 Colleges in Ontario. Among them, the
largest groups are Registered Nurses and Registered Nurse Practitioners.

From our findings in the literature, the Registered Nurses Association of Ontario, Ontario
Family Practice Nurses, Nurse Practitioners Association of Ontario all support the Ministry of
Health and Long-Term Care in improving access to care and improving clinical outcomes in a
cost-effective way.

ONA suggests educating and hiring more RNs and NPs instead of creating a new type of
regulated health-care worker. The College of Nurses of Ontario fully enacted the newest
legislation, giving the supports necessary for RNs and NPs to practice to the fullest scope of
their education level.

In ONA’s view, the utilization of PAs in Ontario’s health care system as proposed regulated
health professionals at this time should not considered. It is our view that three key health
care policy issues interlink with requirements for regulation of health professionals and must
be considered: quality assurance in health care services, fair and equitable conditions of
employment and provincial registry of PAs.

RNs and NPs in Ontario are regulated health professionals who are currently practicing and
functioning within the delegation mechanisms in consultation with physicians. They already
perform such functions as: taking client histories, conducting physical examinations, writing
orders, interpreting test results, diagnosing and treating illness, counseling on preventive health
care, writing prescriptions and assisting during surgery.

Assurance of the quality of care RNs and NPs deliver to patients is under the autonomous
practice of each health professional and reflected in the following essential elements
incorporated into their accountabilities within the regulation:
•

Risk of harm associated with the practice in performance of controlled acts under the
delegation of, and in collaboration and consultation of physicians;

•

The degree of accountability for professional autonomy the PAs are able to exercise in
professional judgement in care and treatment of their patients;
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•

Defined educational Requirements for Entry to Practice, demonstrated educational
routes to the profession, validated entry qualifications to deliver safe and competent
care;

•

An interrelated link between the Body of Knowledge and Scope of Practice that
demonstrates whether there is a body of knowledge that can offer the basis for the
profession’s scope of practice;

•

Economic impact of regulation, demonstrated ability of the profession to support the
cost of regulation and the responsibilities of the regulation, appreciation of the cost of
regulation on the profession, the public and the health care system;

•

Regulatory mechanism, demonstrate why statutory self-regulation is warranted for the
scope of practice;

•

Leadership’s ability to favour the public interest and membership support and
willingness of the profession to be regulated – demonstrate the ability to distinguish
between the public interest and the profession’s self interest with sufficient numbers
and commitment to compliance regulations in an effective manner; and

•

Health system impact -- demonstrate positive health care system impacts in relation to
inter-professional collaboration, labour mobility, access to care, health outcomes and
productivity in regulation to the broader health care system in Ontario.

Recommendations
It is ONA’s view that with the PA profession in a very early development stage, more evidencebased research on their scope of practice and their role in Ontario’s healthcare is required to
fully understand if their practice is suitable in keeping with government’s quality health agenda.
We believe additional data from demonstration projects will further substantiate the fact that the
work PAs perform is a duplication of health care services or work that is done by another health
profession.
It may be plausible that the CPSA would consider setting up a voluntary registry for PAs in
Ontario similar to what is being developed for Personal Support Workers (PSW). We maintain,
however, that there is no need for regulating PAs under the RHPA.
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1. In your view, does the applicant meet the ‘risk of harm’ threshold? In other words,
has the applicant demonstrated that Physician Assistants pose a risk of harm to the
health and safety of the public if the profession is not regulated under the RHPA?
(Please explain the rationale for your position. You may include evidence and/or
citations where applicable.)
There is currently insufficient evidence to assess whether the first criterion, risk of harm, has
been met. While the jurisprudence review concluded "the [Physician Assistant (PA] profession
presents a risk of harm to the public" (p.4), the review focused on an insufficient sample of court
cases and disciplinary decisions that cannot be generalized and that is of dubious usefulness in
the current Ontario context. In fact, care should be exercised before comparing Ontario with
other jurisdictions. All cases and decisions were taken from the United States of America (USA),
where PAs are already regulated, while none were taken from jurisdictions where PAs are not
regulated. According to the Canadian Association of Physician Assistants (CAPA) application,
no formal or documented complaints exist with the current use of unregulated PAs in Ontario
(p.8).
RNAO recommends that a broader and more representative sample of court cases and
disciplinary decisions be investigated. Such a comprehensive review should include the risk of
harm -- present or absent -- in the PA demonstration projects which have been implemented
across Ontario, as measured by the disciplinary actions or investigations of physicians who have
inappropriately delegated and caused harm to the patient. “Every act performed is by agreement
with the physician. Every act performed is one delegated by the physician...” (p. 6 of CAPA
application) and regulation is not expected to change this fact (p. 18 of CAPA application). In
order to determine if there is a risk of harm to the public, the Health Professions Regulatory
Advisory Council (HPRAC) must consider the importance of the physician‟s supervisory role
and their complete accountability for the actions of the PA. If physicians provide sufficient and
complete oversight, as they are required and paid by the ministry to do, how has the risk of harm
to the public become so great as to require their regulation? Ontario evidence of misconduct or
malpractice confirms the risk is minimal at best. In fact, keeping PAs unregulated requires
greater diligence on the part of the physician to ensure PAs are not acting untoward and
endangering their registration; a registration that required 6-8 years of their education to obtain.
Given the strict responsibility physicians currently have to monitor the practice of PAs and
provide sufficient supervision, RNAO strongly recommends that determination of whether the
„risk of harm‟ threshold has been met be deferred for at least three years, until adequate evidence
is available and a comprehensive evaluation of the PA demonstration projects has been
completed.
CAPA recommends in its application that the College of Physicians and Surgeons of Ontario
(CPSO) perform the regulatory function during the interim period while evidence is accumulated
(p. 22). RNAO disagrees with this proposition. First, it is simply unnecessary to enlist the CPSO
to regulate PAs. The CPSO already regulates physicians who are fully responsible for the
practice of PAs. To add an additional layer of regulation over this required level of supervision
2
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would be redundant, costly and confusing to both the public and stakeholders within the healthcare system (i.e. health-care providers and administrators).
Second, RNAO is of the opinion that regulating PAs under CPSO undermines the principle of
self-regulation of health professions. If and when PAs can demonstrate they are a stand-alone
profession with the education, competencies and knowledge to offer the public unique access to
health services, then they should be regulated under the RHPA and recognized as a stand-alone,
autonomous, self-regulated profession with its own regulatory body. Until that time, the public
will be adequately protected with PAs remaining unregulated and fully under the umbrella of
physicians.
At this point, it is in fact questionable whether PAs constitute a stand-alone profession in
Ontario. Not only are they wholly dependent on physicians for delegation, supervision and now
proposed regulation, but there is evidence that physicians expect to be able to bill for the services
provided by PAs under their supervision. In its Statement on Physicians Working with Physician
Assistants, the Ontario Medical Association sets out principles to guide the relationship between
the two provider groups: “Supervising physicians should not be adversely impacted financially.
Physicians should be compensated for supervising PAs and, where necessary, reimbursed for
administrative costs…The Ontario Health Insurance Plan (OHIP) fee schedule must allow
supervising physicians to be compensated for all PA work that is carried out under delegation.”1
Sharing the same CPSO regulator in the circumstances described here would contribute to a
system of double dipping precious taxpayer dollars for medical services.
In the eyes of the general public, physicians who are reimbursed for administrative costs, receive
a stipend (as is generally the case) for supervising PAs and, above all, bill for the work
performed by PAs will be viewed as double-billing. If and when PAs become self-regulated, any
supervisory stipend to physicians and any double-billing would need to stop, as two regulated
professionals billing the public payer for the same health service would be utterly inappropriate
from the standpoint of taxpayers and would ultimately compromise access to care.
For the above reasons, the RNAO recommends, in the strongest possible terms, that the CPSO
not be involved in the short or long-term regulation of PAs. This would not prejudice the ability
of PAs to become regulated under the RHPA at the appropriate time. Once PAs can meet the
criteria of a self-regulated profession, including demonstrating with verifiable evidence the risks
associated with the practice of a stand-alone profession distinct from the practice of their
supervising physicians, then PAs will have the privileges and responsibilities of a self regulated
profession accountable for their own practice. Stand-alone (not within CPSO) self-regulation, if
and when all the criteria are met, is essential to protect the public.
2. In your view, has the applicant demonstrated convincingly that it is in the public interest
that Physician Assistants be regulated under the RHPA? (Please explain the rationale for
your position. You may include evidence and/or citations where applicable).
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No. While increasing access to care providers is currently an important goal for the Ministry of
Health and Long-Term Care, we urge HPRAC to exercise due diligence and remain cautious of
prematurely regulating a health-care provider that has not been able to provide the requested and
appropriate evidence in their HPRAC application. For example, CAPA does not have access to
and could not provide specific numbers or percentages of PAs who are Ontario-educated. As
another example, complaints and disciplinary actions were not included in the application as
evidence because these are not currently being measured by a formal process that provides any
accessible information. This responsibility reflects on CAPA‟s inadequate engagement in quality
improvement and quality assurance initiatives. Clearly PAs or those delegating to them, should
implement some form of record keeping process to ensure quality and safety are safeguarded or
improved without requiring PA regulation. The fact that all PA activities are delegated by
physicians suggests that such record keeping should be an additional responsibility of the CPSO.
It is not in the public interest to set up the machinery of self-regulation under the RHPA without
clear evidence supporting that conclusion.
Furthermore, case studies provided by CAPA to substantiate their application are anecdotal in
nature, gathered from interviews using self-report with individual PAs currently practicing in
Ontario (p.6). This methodology is among the least rigorous methods used to collect evidence.
While the study on “The impact of patient flow after the integration of nurse practitioners and
physician assistants in 6 Ontario emergency departments” (Ducharme, J., Alder, R., Pelletier, C.,
Murray, D. & Tepper, J), provides much better evidence (using a retrospective review of health
records data), results simply conclude the addition of a mid-level practitioner will improve
patient flow in mid-sized community hospital EDs. Furthermore, this study shows that Nurse
Practitioners (NPs) are much more effective than PAs in meeting each of the selected outcomes.
Thus the evidence available actually contradicts CAPA‟s request for regulation since, according
to this research, regulating PAs would not be in the public interest because the opportunity cost
of funding PAs reduces the funds available to employ self-regulated, autonomous, more effective
and less expensive professionals -- NPs. Further evidence on outcomes and evaluation in the
Ontario context, is required to demonstrate convincingly that it is in the public interest that PAs
be regulated under the RHPA at this time. Nor is it in the public interest to allocate further
resources to demonstration projects. Such funding was not available to provide further evidence
for other health-care groups who have requested regulation in the past.
It is astonishing that CAPA is requesting HPRAC to regulate PAs so soon, given that Ontario‟s
first civilian physician assistant education program, a two year program, was only launched in
September of 2008, with a class of 21 students. By way of comparison, it is important to remind
ourselves that the regulation of NPs in Ontario took 30 years2 and required extensive evidence
including randomized controlled trials prior to regulation. It was worth the wait. Today, NPs are
one of the fastest growing and successful health-care professions in Ontario and abroad.
Individual respondents to the HPRAC survey have suggested PA regulation is required because
the field is growing in number. As HRPAC is well aware, growth in PA numbers was directly
stimulated by the generous funding models of the Ministry, which were used to support the
Ontario demonstration projects. Others have suggested regulation will provide PAs with a clear
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scope of practice, a common set of qualifications and role clarity which will improve PAs‟
credibility and reduce the burdensome scrutiny of health professions who must remain mindful
of PA‟s unregulated status. Fortunately, the purpose of regulation is not to define a health-care
provider‟s role, nor to provide them with credibility, but to identify the risk of harm and regulate
the profession in order to minimize the risk to the public. It is far better to establish the scope of
practice as distinct from other groups of health professionals, build the credibility and develop
the track record before, rather than after a decision on regulation that may be difficult to reverse.
Therefore, the RNAO unreservedly urges HPRAC to recommend that adequate time and care be
given to seek the necessary evidence before regulating PAs under the RHPA. Once again,
„parking‟ regulation with the CPSO in the short-term is not the answer and in fact can do more
harm than good. Physicians are completely responsible for the practice of PAs. Adding an
additional layer of regulation over this required level of supervision is not in the public‟s interest.
Once PAs become an autonomous, stand-alone profession with established competencies,
knowledge and education, then the RNAO will not hesitate in recommending regulation –
independent from any other regulatory body (i.e. CPSO), under the RHPA.
3. From your perspective, has the applicant convincingly demonstrated that existing
mechanisms (e.g., certification, supervision, etc.) are insufficient to address risk of harm
arising from the practice of the Physician Assistant profession? You may comment on
issues such as alternatives to regulation. (Please explain the rationale for your position. You
may include evidence and/or citations where applicable.)
No. As mentioned in our response to question one, existing mechanisms (i.e. physician
supervision, delegation procedures, medical directive procedures, communication requirements,
assessment of competency, etc.) are sufficient to address the risk of harm arising from the
physician-delegated practice of physician assistants. In addition, the Ontario Medical Association
has safeguarded inter-professional collaboration, a contentious area that is weakly supported by
evidence in the CAPA application, by stating “Delegation is carried out by direct orders or by
medical directives. The development of medical directives, a critical component to facilitate the
full functioning of PAs, should involve all members of the IPC (inter-professional care) team.”
(p. 4)
Health care organizations, such as hospitals, long-term care homes, physicians‟ offices / Family
Health Teams and Community Health Centres, also have mechanisms to address the risk of harm
arising from the practice of a PA. Such mechanisms include: 1) promoting a culture of safety,
which rewards near misses and organizational learning, 2) continuous quality improvement
initiatives, 3) performance appraisals, and 4) bylaws that promote optimal inter-professional
collaboration, to name just a few. The effectiveness of curriculum accreditation and PA
certification remains to be seen, however each promote an additional mechanism for achieving a
higher standard for conduct among PAs.
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The RNAO is concerned that:
-

PAs are at times given very complex responsibilities (i.e. prescribing and surgery) for the
length of their education (two years),
PAs may inappropriately order a high number of costly diagnostic tests to confirm their
diagnosis, thereby straining precious health-care resources, and
physicians are wanting even more distance from PAs and yet will seek to bill the
Ministry for both their work and the work of the PA‟s services.

-

However, the RNAO respects the CPSO‟s ability to mitigate these risks effectively, without the
regulation of PAs, and fulfill their mandate to protect the public from any negligence or
professional misconduct by physicians.
Prior to seeking regulation, it is incumbent on PAs to first establish that they are a stand-alone,
autonomous profession that offers access to high quality and safe care using the existing
regulatory frameworks.
4. In your view, does the applicant convincingly demonstrate that regulation under the
RHPA is appropriate for the profession? You may comment on issues such as body of
knowledge and scope of practice, education requirements etc. (Please explain the rationale
for your position. You may include evidence and/or citations where applicable.)
No. Although CAPA's application (pg. 4) states "PAs possess a defined body of knowledge
including clinical and procedural skills, and a professional philosophy to support effective
patient care," and that PAs operate with common national competencies, CAPA repeatedly states
the opposite throughout their application. These statements include: "To attempt a general
description of services performed by PAs would be difficult," and "according to the CAPA
position statement on PA regulation, the delegated practice of the PA must be consistent with the
training and experience of the PA and qualifications and specialty of the supervising physician."
Given this “scope of practice,” only the PA‟s supervising physician will know exactly what is
expected of the PA. If there are two physicians supervising the PA, or the PA wishes to change
positions, it is unclear what the defined scope of practice will be for that PA. This will further
confuse the inter-professional team (and patient) and create unclear expectations that may lead to
unnecessary conflict.
RNAO is not questioning the fine and valuable service provided by Military PAs in the Canadian
Forces, who have a long and proven history. By the time a soldier enters the Military PA
program he or she will have had ten to fifteen years of clinical experience working as a medical
assistant and will have served on several missions at home or overseas. 3 In contrast, the civilian
PAs who are being trained under the Ontario curriculum enter the workforce with inconsistent
education (two-year bachelor of health sciences at McMaster, or four years at University of
Toronto), limited clinical experience and are not subject to consistent standards of practice and
supervision. RNAO is concerned both about the quality and length of civilian PA education. In
contrast to the post-baccalaureate level education that NPs receive, and the baccalaureate or
6
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graduate level education of Registered Nurses and Advanced Practice Nurses, there is no
evidence that PAs who are educated at this limited and general level are adequately prepared to
be autonomous self-regulated professionals.
Given the wide variance in educational preparation in Ontario (i.e. four to two year
undergraduate studies), experience (medic experience in Armed Forces to no experience) and
physician experience (general practice to surgical / specialist roles), we cannot conclude that PAs
have a defined or common body of knowledge, as their application suggests. According to the
CAPA position statement: “Requiring the scope of practice of each individual PA to be approved
by the regulating college or medical board restricts the ability of supervising physicians and
physician assistants to customize Physician / Physician Assistant Team practice" and that "the
law should require that the supervising physician and PA jointly establish a written agreement
outlining the PA's scope of practice that is approved by the physician(s)." To be very clear,
expectations for the role and responsibilities of the PAs can only be confirmed on an individual
basis. This is what RNAO would refer to as a “Scope of Employment” rather than “Scope of
Practice.” RNAO therefore recommends to HPRAC that PAs be known to have a “scope of
employment” or contract of employment and, to avoid any further confusion with similar
unregulated care providers (i.e. PSWs), CAPA should be encouraged to use this term until PAs
have submitted convincing evidence to HPRAC that they have a defined and a unique body of
knowledge to be self-regulated as autonomous practitioners. Anything less would promote a
group of health providers that is not up-to-par with the other health professions regulated under
the RHPA and could undermine the statutory regime under the RHPA.
CAPA‟s explanation of professional autonomy confuses the issue of accountability and is not
helpful to the reader. According to CAPA‟s application, the continuum between autonomous
practice and less autonomous practice seems to be contingent on the level of risk and the comfort
of the physician in providing less supervision, as the case may be. The Ontario Hospital
Association‟s (OHA) update on the Ontario Physician Assistant Initiative is perhaps more clear.
It states: “At no time do PAs work as independent practitioners. All work performed by the PA is
supervised by the physician who is responsible for all patient care. The supervising physician is
required to ensure that the individual PA performs only those tasks that are within his/ her
competencies and skill set and that can competently be performed on the physician‟s behalf” 4 (p.
1). This statement suggests PAs do not possess a unique body of knowledge and scope of
practice, nor do they possess the high degree of autonomy that is required of those who seek
regulation under the RHPA.
5. In your view, does the applicant convincingly demonstrate that regulation under the
RHPA is practical to implement for this profession? You may comment on issues such as
economic implications and members’ commitment and ability to support the costs and
development of statutory regulation. (Please explain the rationale for your position. You
may include evidence and/or citations where applicable.)
Not yet. CAPA does not convincingly demonstrate that PA regulation under the RHPA is
necessary at this time.
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If and when the time is right, the number of PAs in Ontario will need to be re-assessed. Right
now there are only 65 civilian-trained PAs and 65 Canadian Forces trained PAs practicing in
Ontario. These numbers are expected to increase, given the additional 17 students who will
complete their program and obtain employment through special funding provided by the
Ministry. However, clearly these numbers are insufficient to provide the resources necessary for
self-regulation. Moreover, we want to emphasize that it is unacceptable for the CPSO to offer
itself as an interim regulator pending the ability of PAs to build the capacity to be self-regulating.
It is self-regulation under the RHPA and providing the public with access to unique, high quality
and safe care to which all health professions, including PAs, must aspire.
Aiming to become a self-regulating profession under the RHPA at the appropriate point in the
future continues to be more practical than misplaced regulation under the CPSO. First, the
economic forecast suggests this is not the time to sink scarce health care dollars into regulating a
health-care provider‟s group that is currently, according to the evidence, doing well without
regulation.
Second, Ontario is unique among the jurisdictions that employ PAs, in that Ontario has
autonomous, safe, cost-effective and regulated NPs (1,500 out of 2,486 in Canada), who have
been shown to provide better care than PAs at a lower cost. 5 NPs require a minimum of three
years in nursing education and two in NP-education, at the university level, and a minimum of
two years clinical experience before becoming a NP. In contrast, the MacMaster Program for
PAs requires a minimum of two years undergraduate education in any field (not necessarily
health sciences), at any time in the past (even twenty years past), and no previous clinical
experience. It is therefore not surprising that Ontario‟s NPs have been the beneficiaries of an
ever-growing scope of practice reflecting their extensive education and competencies.
Third, physicians are currently paid an additional fee for supervising and delegating to PAs. As
admitted by CAPA, the CPSO‟s intention is to allow physicians to bill the Ministry of Health
and Long-Term Care for not only their own cost of service, but also for the service of the PA. It
is essential that the overlapping compensation schemes that reward physicians for adopting PAs
be recognized as wasteful and not in the public‟s best interest.
6. From your perspective, does the applicant convincingly demonstrate the extent of the
impact by which the regulation of Physician Assistants will have on Ontario’s wider health
system? You may wish to comment on such issues as inter-professional collaboration,
labour mobility, access to care, health human resource productivity and health outcomes.
(Please explain the rationale for your position. You may include evidence and/or citations
where applicable.)
No.
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Impact on the expanding roles of other disciplines
RNAO shares with the Ontario Government a strong commitment to inter-professional
collaboration with the objective of improving the public‟s access to safe, high-quality and
universally accessible health services. Evidence shows repeatedly that this objective can be
achieved effectively and efficiently by expanding the scope of practice of existing self-regulated
health professions in accordance with their education and competencies. Examples of current
practitioners who are increasing their scope and overlap with the PA were not provided by
CAPA in their application. Among these are Registered Nurses, who could expand their scope of
practice to include prescribing, and RN Surgical First Assists (RNSFAs), with additional
certification in surgical assistance now having shown in a Ministry pilot project to reduce wait
times, facilitate continuity of care and have a positive impact on patient outcomes. 6 Clinical
Nurse Specialists (CNSs) are Advanced Practice Nurses who have made a significant
contribution since being introduced in the 1940s and are often working below their full scope of
practice. New and emerging roles for nurses include mental health and addictions NP, continence
nurse specialist, nurse hysteroscopist, forensic nurse examiner, critical care flight nurse and
nurse psychotherapist. Midwives, pharmacists and other regulated health professions continue to
expand their scope of practice, and RNAO has been fully supportive of their expansions as a way
to advance timely access to quality care. Once barriers are lifted, and they should be, that limit
the ability of currently regulated well-established health professionals to practise to their full
scope, there most likely will not be the need to regulate another category of health provider.
For example, in order to increase access to health care professionals and promote optimal patient
outcomes, RNAO recommends that the government move immediately with the following
specific legislative and regulatory actions:
1. Amend the Nursing Act, 1991 to authorize Registered Nurses (RNs) to prescribe
medications appropriate to patient care; communicate a diagnosis; and set or cast simple
bone fractures or joint dislocations.
2. Proclaim provisions of the Regulated Health Professions Statute Law Amendment Act, 2009
(Bill 179) that would allow RNs and RPNs to dispense drugs.
3. Proclaim provisions of the Regulated Health Professions Statute Law Amendment Act, 2009
(Bill 179) that would remove restrictions on the diagnostic tests that NPs can order; permit
NPs to perform point of care laboratory tests; allow NPs to apply specified forms of energy
such as defibrillation; expand the forms of energy that NPs can order, such as MRIs; permit
NPs to order CT scans; and allow NPs, RNs and RPNs to perform psychotherapy as a
controlled act.
4. Amend the Healing Arts Radiation Protection Act, 1990 s. 6 (2) and (3), to authorize
RNs with the appropriate education and knowledge to order simple x-rays of the chest,
ribs, arm, wrist, hand, leg, ankle or foot, and mammograms.
5. Amend the Highway Traffic Act, 1990, s. 203 (1), adding the authority for nurse
practitioners to conduct assessments of clients‟ fitness to drive.
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In addition, government should invest resources in the development of effective funding models
that support expanding proven and existing regulated health professions. The result would be
much more cost effective, improve retention of highly educated health professionals and
decrease the incidence of duplication and wait times for treatment.
Intra-professional vs inter-professional care
To avoid confusion and optimize inter-professional collaboration, physicians must remain
intimately connected with the inter-professional care team, particularly in the planning and
decision-making processes. They are also encouraged to facilitate the necessary communication
that is required when orders are to be co-implemented by the nurse and PA. PAs currently work
in an intra-professional role within the scope of medicine, not an inter-professional role, which
was evident in the lack of evidence presented on inter-professional collaboration in CAPA‟s
application. In fact, one can argue that the introduction of PAs to the Ontario health-care system
has added another provider which fosters the fragmentation of patient care and promotes the
discontinuity of patient care. Their unique contribution and role has yet to be documented to
HPRAC and others.
Confusion with implementing physician orders
Using PAs has brought confusion into fulfilling physician orders, so much so that the College of
Nurses of Ontario was prompted to address “Working with physician assistants” in their
Frequently Asked Questions section online. This website states: “Nurses cannot accept an order
or delegation to perform a controlled act from a health care provider who does not have access to
controlled acts. If the procedure is not a controlled act, then whether a nurse may implement the
order depends on the organizational policy and legislation that is relevant to the practice setting.
As always, nurses should use their judgement and ensure their practice is consistent with College
Standards” (CNO, February 17, 2012).
Cost-effective alternatives to PAs
HPRAC must be clear that the issue is whether civilian PAs, as defined in the Ontario
demonstration project, provide access to high-quality, client-centred, cost-effective health care.
Taking into account the limited education and experience of PAs in Ontario and their relatively
high financial cost to the system, RNAO‟s position is that there are more cost-effective
alternatives. In contrast to the unevaluated Ontario experiment with PAs, nurse practitioners have
long-established the knowledge, skills, and competencies to provide access to essential health
services in all settings at good value to taxpayers.
Currently, PAs represent an expensive cost burden to Ontario‟s health care system. They enter
the workforce with earnings comparable, or much higher, than more educated and experienced
nurses at the top of their pay scale. In 2009, Registered Nurses with up to five years of
experience earned $64,623 and those with 25 years of seniority or more were earning only
$78,000 a year. The salary for a graduate NP working in primary care ranged from $74,038 to
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$89,203. 7 While the salary range for PAs in the demonstration project reflected differing levels
of experience, the base salaries ranged from $75,000 to $86,700 per annum. 8 In addition, the
$72,000 stipend, which taxpayers pay supervising physicians over two years to “encourage
participant” and to “compensate for potential lost earnings and productivity” must also be taken
into account.9
While some may believe NPs and PAs equally contribute to quality, consistency and efficiency
of care within the interprofessional team, the evidence to date is far less unequivocal. Studies by
Ducharme, et al.10 and Ohman-Strickland, et al. 11 found differences in the quality of diabetes
care in family medicine practices when influenced by NPs and PAs. Wilson, et al.,12 also notes
that quality of HIV care differed depending on whether it was provided by NPs, PAs, or
physicians.
In summary, PAs must be held to produce the same rigour of evidence as all other regulated
health care professions prior to regulation. It is not in the public interest to rush regulation by
taking shortcuts or ad-hoc measures to inadequate regulation or failing to build robust evidence.
Interim regulation through the CPSO is utterly inappropriate and is not in the public interest. PAs
must demonstrate they have a unique body of knowledge and scope of practice, and can practice
autonomously as a cost-effective, self-regulated profession. At that time, PAs may well deserve
the support of the RNAO and other health professionals. However, given the current application
and information available, RNAO strongly recommends against regulating PAs at this time.
Regulating a health-care provider that has not clearly substantiated an application with sufficient
evidence to become regulated, is not in the public‟s best interest and contradicts the legislative
framework provided by the RHPA.
In addition, RNAO recommends in the strongest possible terms, that if and when PAs meet all
the requirements of a self-regulated profession, CPSO must not be the regulator. Embedding
regulation of PAs in the CPSO will reduce transparency and accountability, contrary to the
public interest, and will raise further doubts about the already questionable financial
arrangements between the Ministry of Health and Long-Term Care, physicians and PAs.
Stand alone regulation, if and when all the criteria are met, is essential to protect the public.
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Response of the Professional Advisory Committee Re: the Proposed
Regulation of Physicians Assistants under the RHPA.
March 19. 2012
Disciplines that responded on behalf of the Professional Advisory Committee included Clinical
Nutrition, Occupational Therapy, Pharmacy, Psychology, Nursing ,Speech Language Pathology
and Vocational Rehabilitation. The below responses are compiled under themes of the
proposal.

The Concept of Regulation:
To ensure public safety and quality care, St. Joseph’s Healthcare Hamilton supports the need
for regulation of Physician Assistants under the Regulated Health Professionals Act, aligned
under the College of Physician and Surgeons of Ontario. Regulation provides an important
mechanism for the development of practice and educational standards as well as for disciplinary
action consistent with other regulated healthcare professionals. We strongly support the need
for Regulation to ensure public safety.
. It is very important for this profession to be regulated to ensure that standards can be upheld
and that individuals of this discipline will be accountable for their work. Regulation will allow
members of the public to have a vehicle for complaints if there is a problem. The requirement
that PA's be required to write the PACCC PA certification exam in order to have the CCPA
designation was also thought to ensure the entry to practice standards.
There was some concern related to the newness of the profession and whether that would open
up concern for regulating a profession in its infancy. There was also some queries regarding
the evaluation of the impact and effectiveness of the role in Ontario before proceeding with a
formal regulation.

Scope of Practice:
In this area, the professional practice disciplines that responded were very specific that the
definition of the PA scope of practice needed to be clearly defined to ensure appropriate
practice in multiple settings and ensure role clarity. The Canadian Association of Physician
Assistants consistently describes them as “highly skilled healthcare professionals, educated in
the medical model, who possess a defined body of knowledge to carry out clinical and
procedural skills, interpret diagnostic information, complete investigations, make clinical
decisions and carry out diagnostic and therapeutic therapies. The PA has the skills and
experience to deal with everyday healthcare needs for patients in various specialty practices
environments. (P6)”.
Their scope of practice mirrors that of the supervising physician but they are only permitted to
undertake tasks which their Physician is competnt to perform and according to their own
capabilities. However, the document does not describe how that will be determined nor
teaching/ training expectations and evaluation methodology that is expected of the supervising
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physician to ensure the PA will acquire and become proficient in each of the task and skills of
the supervising Physician’s scope of practice. The definition of the supervisory relationship
between the physician and the physician’s assistant needed to be particularly defined between
the two colleges. There are other models of assistants within healthcare that might be used as
models for assignment of and supervision of work ie pharmacy technicians , occupational
therapist and physiotherapist assistants.
CAPA already acknowledges that their scope of practice is continuing to expand; but does not
specify any particular practices nor to what level or complexity of patient population. CAPA
appreciate that “PAs are carrying out important, necessary, and potentially high-risk activities
(p11).” However, these are actually controlled acts that they are completing under delegation
from the physician. Without a defined scope of practice and this subsequent dependency on
the Physician‘s scope of practice, they cannot sub-delegate a task or controlled act to another
healthcare professional.
Without a defined scope of practice, other regulated health professionals are unclear as to what
activities PAs are permitted or what controlled acts may be a carried out when working with a
variety of physicians whose specific competencies maybe unknown to the collaborating health
care provider (Nurse, OT, SLP, PT RT ) .
From the Health Professions Regulatory Advisory Council application document, it states that
“every act the physician is competent to perform him or herself can be delegated to the
physician assistants they are working with.” This leaves the interpretation wide open as to what
acts a physician assistant can perform. The scope of practice of physician assistants should
clearly delineate the difference between physicians and physician assistants. There needs to be
a general description of acts a physician assistant can perform. It was felt that the practice of
the supervisory physician to evaluate the individual physician assistant’s abilities and delegate
procedures and services which are appropriate on an individual basis, was a source of great
confusion and potential misunderstandings. Based on the education and training of physician
there needs to be a defined scope of practice established for the profession.
It was also expressed that the scope of practice needs to be established for the profession so it
is clear to other health care professionals working with physician assistants and to patients what
they can do. The application states that the physician assistants practice is evolving and
changing rapidly which is another reason that in order to ensure patient safety there should be a
defined scope of practice for physician assistants. Clarity is a key requirement in the
development of the scope of practice of physician assistants as well as how any potential
overlap in scope is communicated with other healthcare professionals
From a practical perspective, other healthcare professionals need to have a clear awareness of
what colleagues are able to do on a consistent basis otherwise the processes of care, issues
related to patient flow, and accessibility of care will be delayed. For example, if the supervising
physician can carry out a complex complicated procedure for a type of patient today but the
supervising physician tomorrow does not treat that specific patient population and does not
have the competency to carry out that procedure but this patient needs it other healthcare
professionals will be confused as to why or why not the PA is acting on this one day but not the
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next in similar situations especially if that other professional is able to initiate or carry out the
activity because it is within their defined scope of practice or is approved as a task that they can
do if ordered by a physician .
Much work has taken place previously through HPRAC as articulated in the document “An
interim report to the Minister of Health and Long-Term care on Mechanisms to Facilitate and
support Interprofessional Collaboration among Health Colleges and Regulated Health
Professionals: Phase II ,Part 1” to ensure consistent standards and scopes of practice are
developed and maintained with appropriate checks and balances to protect the public .
Overlapping scopes of practice require collaboration between the individual healthcare
professionals and their respective colleges while retaining the independence of each of the
regulatory professional body. This discussion cannot take place until the PAs are regulated and
can articulate their scope of practice.
Thus, we strongly advocate for a clear definition of scope of practice to facilitate role clarity.
Without a clear ability to articulate their area of expertise and contribution, the public will fail to
appreciate their role in their healthcare, which can lead to underutilization.

Controlled Acts
The practice leaders felt that the role of the PA was interdependent with that of the physicians
and, therefore, the discipline would not need to have any specific controlled act as they would
always be delegated. Some disciplines such as vocational rehab felt that the model prescribing
under a delegation was appropriate as described. Pharmacy felt that variability in the
prescription controlled act as described based on setting and practice expertise , while
improving the ease of the work of the PA, was a practice of significant enough risk that a cosignature should always be required with a clear directive in place. The collaboration between
the colleges including pharmacy was critical to ensure patient safety.

Education
Having reviewed the core competencies as per the CAPA document, and the various academic
programs, we offer consideration be made to adopt the Manitoba model. Through the
documents they speak about the highly trained, skilled health care provider but the Ontario
model speaks to a 4 year program with only 2 years focused on the PA role and implementation
leading to a Bachelor’s degree that trains them as generalist to function at the level of clinical
clerks. The Clerkship phase leads to the actual training of the medical professional that then
takes 2-7 years. Clerks are not managing significant caseloads of complex, sick patients with
multiple chronic diseases while navigating the challenges of the current Canadian Health care
system, in an effort to support families in crisis under variable levels of supervision.
The Manitoba model is at the Graduate level so students bring prior learning and knowledge to
the study. The Ontario requirements do expect student to have some health care background
amounting to 1650 hours but this is quite vague and thus variable along with academic pre-
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requirements in sciences. Our current pool of PAs have demonstrated significant advanced
preparation than this but consideration should be given to future applicants as this becomes a
viable career choice for students applying directly from Secondary school .
Of note, this is significantly less period of formal study than other regulated health professionals
but has more direct impact on the health and safety of patients by virtue of their role as the
Physician assistant.

Other Details:
It was felt that the requirement that PA’s be reimbursed for certification costs is not a right
shared by other health disciplines regulated by this legislation and would therefore not be
supported by these professions.
The requirement of continuing education credits and the need for an independent regulatory
body was supported by practice leaders who responded.
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