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Introduction
On June 28, 2007, the Minister of Health and Long-Term Care directed the Health Professions
Regulatory Advisory Council (HPRAC) to "review issues relating to the regulation of chiropody
and podiatry and provide advice as to whether and how there should be changes to existing
legislation regarding these related professions". The Minister asked that the Council include "an
analysis of the current model of foot care in Ontario, issues regarding restricted titles, and
whether the existing limitations on the podiatrist class of members should continue."
To provide context for the analysis of the regulation of chiropody and podiatry, and to learn
about the issues facing foot care providers, patients and other Ontarians, HPRAC held an initial
consultation session on the current model of foot care in Ontario from April 4, 2014 to July 4,
2014.
A second consultation was held as part of HPRAC’s decision-making process regarding the
regulation of chiropody and podiatry. HPRAC invited organizations and individuals to
participate in a survey regarding the College of Chiropodists of Ontario’s (COCOO’s)
application for a scope of practice change under the Regulated Health Professions Act, 1991
(RHPA).
The second consultation opened on December 18, 2014 and closed on March 20, 2015. The
survey questions were aligned with HPRAC’s criteria for a Review of a Professional Scope of
Practice under the Regulated Health Professions Act, 1991: Application Guide.
Stakeholders submitted comments through an online survey, by completing the survey and
manually sending it to HPRAC’s office, or by providing their views in the form of a letter.
HPRAC’s consultation process is expected to crystallize broad themes and unanticipated issues;
it is not viewed as a quantitative source of stakeholder interests or concerns.
By the close of consultation, 223 1 stakeholders made submissions to HPRAC:
• 201 submissions were submitted online in the form of the survey. Part I of the
stakeholder feedback focuses on these submissions.
• 23 submissions were mailed, faxed or emailed to HPRAC’s office, in the form of the
survey or in the form of a letter. Part II of the stakeholder feedback focuses on these
submissions.

1

One submission was received on behalf of three organizations and three organizations and one individual made
two submissions.
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The following organizations provided a submission to HPRAC regarding a change in scope of
practice for chiropody & podiatry:
• l'Association des Podiatres du Québec
• Canadian Federation of Podiatric Medicine
• Canadian Life and Health Insurance Association
• Canadian Orthopaedic Foot and Ankle Society (COFAS), Ontario Orthopaedic
Association (OOA), Canadian Orthopaedic Association (COA) [joint submission]
• Canadian Podiatric Medical Association
• College of Chiropodists of Ontario
• College of Health Studies
• College of Pedorthics of Canada
• College of Physicians and Surgeons of Ontario
• Halton Healthcare Services
• Ontario Association of Non-Profit Homes and Services for Seniors
• Ontario CHC
• Ontario Chiropractic Association
• Ontario Medical Association
• Ontario Physiotherapy Association
• Ontario Podiatric Medical Association
• Ontario Society of Chiropodists
• Orthotics Prosthetics Canada
• Pedorthic Association of Canada
• Registered Nurses’ Association of Ontario
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Submissions from Organizations

4 of 197

l'Association des Podiatres du Québec
March 20, 2015
Mr. Thomas Corcoran,
Chair,
Health Professions Regulatory Advisory Council,
12th Floor, 56 Wellesley Street, West,
Toronto, Ontario, M5S 2S3
hpracsubmissions@ontario.ca
Dear Mr. Corcoran,
Re-Chiropody & Podiatry Review
The Association des Podiatres de Québec wishes to register with Ontario's Health Professions Regulatory
Advisory Council (HPRAC) our complete and enthusiastic support for the College of Chiropodists of Ontario's
submission to HPRAC that proposes conversion to a podiatry model of foot and ankle care analogous to the
models currently practiced in Québec.
At one time there were multiple associations representing footcare professionals in Québec. Today the L'
Association des Podiatres du Québec is the only one.
To assist HPRAC in its deliberations, particularly in its understanding of the practise of podiatry in Québec, we
have prepared the following:
1. Québec's Podiatry Model
In the early 1970s there were as many as 500 footcare practitioners in Québec. Most were Québecois who had
completed courses provided by European-trained "podologists" and others. (The next largest group was made
up of foreign-trained chiropodists and there were a few autodidacts. There was a tiny number of US-trained
podiatrists. Nonetheless, when the Québec government determined that it wished to regulate footcare
practitioners under the Code des professions du Québec, the government determined that a US podiatry model
was best equipped to respond to Québec's footcare needs. The first head of the regulatory body, L'Ordre des
Podiatres du Québec (OPQ), appointed by the Office des Professions, was a US-trained DPM. Entry to the
profession required successful completion of at least three years of a DPM program at one of the US podiatry
schools. The Québec government also set up a bursary program for qualified applicants to study podiatry in one
of the US DPM programs.
Because (what in Ontario is referred to in Ontario as) the profession's "scope of practice" exceeded the
competencies of the vast majority of practitioners then practising in Québec, existing practitioners were not
automatically grandparented into the profession. The Office des Professions (OPO) set up a bridging or
continuing education program to be taken over a maximum of two years followed by an examination that
prospective licensees had to pass.
As of 2015 there were 192 podiatrists registered by the OPQ of which all are US or Québec-trained Doctors of
Podiatric Medicine/ DPMs. The Ordre does accept podiatrists from other Canadian provinces and territories, as
long as they have obtained a DPM or equivalent degree. At this time, no other degree has been deemed to be
equivalent to the DPM. Nearly all new licensees are graduates of Québec's podiatry educational program that is
described later in this letter.
In 1996, a regulation specifying those foreign diplomas and degrees that would be recognized in Québec to
practise a regulated profession first came into force. In the instance of podiatry, the regulation required a Doctor
of Podiatric Medicine/DPM as the entry-level requirement for the podiatry profession. In a mirror image of
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Ontario's regulation of chiropodists and podiatrists, the Québec regulation prohibited the registration of any nonDPMs who applied for registration after 1996. Non-DPMs then in practise were allowed to continue to practise
the profession, but their scope of practice was more limited than that applying to DPMs. For example, their
authority to prescribe drugs, own or operate radiographic equipment and utilize what are referred to in Ontario
as "forms of energy" was limited or proscribed.
Today, the DPM degree from the Université de Québec is the only degree specifically recognized by the OPQ to
1
practise podiatry in Québec. DPM degrees awarded by CPME-accredited podiatry programs in the United
States are deemed to be equivalent to the UQTR DPM degree.
To practise in Québec as a podiatrist, one doesn't need to have completed a podiatric residency. Podiatrists
who wish to perform any surgical procedure, however, must demonstrate that they have acquired the requisite
competencies specific to that procedure through any combination of didactic training and clinical experience.
2. The Québec Podiatry Scope of Practice
The scope of practice of podiatry in Québec is defined by Article 7 of the Loi sur la podiatrie reads as follows:
"Every act which has as its object the treatment of local disorders of the foot which are not systemic diseases
constitutes the practice of podiatry."
For HPRAC's information we have compared the new or expanded authorized acts recommended by the
College for the performance by appropriately-qualified podiatrists in Ontario with those procedures that may be
performed by appropriately qualified DPM graduates in Québec.











Québec does not restrict the formulation of a diagnosis, nor does it restrict the communication of a
diagnosis as does Ontario's Regulated Health Professions Act in Subsection 27. (2) 1. All Québec
podiatrists are authorized to make and communicate diagnoses within their individual competencies
and the podiatry scope of practice.
Our podiatry scope of practice does not exclude the ankle.
Our scope of practice includes surgery of the soft and bony tissues of the foot, although surgical
procedures, particularly bone surgery, are reserved to those podiatrists who have obtained the
requisite competencies.
Québec podiatrists are authorized to set or cast a fracture of a bone or dislocation of a joint in the foot
or ankle.
We are authorized to administer substances by injection and we are not restricted as to where that
injection may occur anatomically. (It is nonsensical to us and clinically contra-indicated that Ontario
legislation limits injections by podiatrists to the feet alone.)
We are not yet authorized to administer substances by inhalation.
Podiatrists who have acquired additional post-graduate credits are authorized to apply or order (in
private labs) the application of prescribed forms of energy, such as diagnostic sonography and MRIs.
We are authorized to order laboratory tests from private labs within the podiatry scope of practice,
such as biopsies and cultures. We are not authorized to order blood tests, although discussions are
underway with the government to do so.
Since 1996 podiatrists have been authorized to own radiographic equipment and to take radiographs
and order them from private labs if the podiatrist has been granted a permit to do so under section 187

1

Règlement sur les diplômes délivrés par les établisements d'enseignement désignées qui donner droit aux permis et
aux certificates de spécialistes des ordres professionels, SQ, Article 1.33. The minimum curricula requirements for
equivalency are set out in " Réglement sur les normes d'équivalence de diplôme et de formation aux fins de la déliverance
d'un permis par L' Ordre des podiatres du Québec", SQ. The equivalencies required reflect the UQTR podiatry curriculum.
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3

of the Code des professions. As of March 31, 2014, 144 podiatrists had permits to do so.
Québec podiatrists are authorized to administer and prescribe drugs as prescribed by regulation.

In short, therefore, the scope of practice being recommended for Ontario by the College of Chiropodists is in a
few respects more extensive than, but otherwise very similar to, that practiced in Québec.
The podiatry scope of practice in Québec is far from static, however. It has evolved and continues to evolve. As
the President of the OPQ (Dr. Charles Faucher) has said: "Podiatry (in Québec) is a profession in constant
4
evolution". Discussions are continuously underway with L' Office des professions and the government to
expand the scope of practice to make maximum use of the competencies that graduates of our DPM program
have acquired.
3. The "Doctor." Title
As is the case everywhere else in Canada (except Ontario) where podiatry is a regulated profession, podiatrists
are authorized to use "Dr." as a prefix to their names while providing or offering to provide healthcare. As with all
other professions authorized to use the "Dr." title, in Québec, L' Office des professions requires that the
"Doctor/Dr." title as a prefix must be accompanied by a professional modifier or descriptor. In the case of
podiatrists, that modifier is either "Podiatrist" or "Doctor of Podiatric Medicine". (In Québec, physicians, dentists,
chiropractors, optometrists and podiatrists are authorized to use the "Dr." title as a prefix with a professional
modifier or descriptor in the practise of human healthcare.)
4. The Podiatry Education Program at the Université de Québec, Trois Rivières Campus (UQTR)
An educational program modeled on the DPM program and launched in collaboration with the New York School
of Podiatric Medicine has been operational in Québec for 10 years. At the instigation of L'Ordre des podiatres
and the Conseil Interprofessionel du Québec, the Université de Québec took the initiative to establish a
university-level, post graduate podiatry program. After obtaining the approval of the Commission d' evaluation
des universités de Québec (CREPUQ) and the Office des professions, the Québec Ministry of Education agreed
to fund the program. It is a four-year, post baccalaureate program. The UQTR program has not sought CPME
accreditation. Initially the program relied heavily on teaching staff and clinical and didactic support provided by
the New York School of Podiatric Medicine. At present, approximately 70% of the program is delivered by the
Université de Québec. Within the last several weeks it was determined that fully 100% of the program will be
delivered in Québec by 2020. The program graduates 20-25 podiatrists each year, nearly all of whom take up
practice in Québec, although a handful are also registered to practise in Ontario, but as chiropodists.
5. Podiatry Practice Venues & Referral Patterns
As the vast majority of podiatrists in Québec practise in community-based, clinics often in collaboration with
members of other professions. Physicians and medical specialists routinely refer their patients to podiatrists and
podiatrists routinely refer their patients to them and vice versa. The OPQ actively encourages interdisciplinary
5
and interprofessional collaboration by podiatrists with other professions, such as Medicine and Pharmacy. A
recent admonition to physicians from Québec's Minister of Health to reduce their wait times is expected to
significantly increase the number of referrals from physicians and medical specialists to podiatrists for footcare.
2

The terms and conditions for issuing permits are set by the Office des professions du Québec and the permits for
podiatrists are issued by the Ordre des podiatres du Québec.
3

Rapport Annuel, 2014, op. cit.

4

Ibid. page 6.

5

Ibid. page 7
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6. Funding of Podiatry Services in Québec
Québec podiatrists are reimbursed for the services they render from private sources, namely extended health
benefits, including workers' compensation, and patient pay. The exception is two teaching hospitals where
podiatrists are on staff primarily for the management of diabetic feet of the hospitals' in-patients and outpatients. The podiatrists' salaries at these teaching hospitals are paid for through the podiatry program at
UQTR. The private-pay model influences treatment and referral patterns. Podiatrists routinely refer patients to
orthopedic surgeons in situations where the patients are unable to pay for footcare. Orthopedic surgeons
routinely refer to podiatrists in situations where patients are able to pay and thereby reduce orthopedic
6
surgeons' wait times for medically-necessary and time-sensitive surgery. Wait times for orthopedic surgeons in
Québec can be as long as two to three years. Average wait times for podiatrists have declined markedly over
the last number of years, due in part to the impact of the UQTR program and are now slightly in excess of one
week, albeit with significant geographic variations.
7. Foot Orthotics
We have noticed HPRAC's interest in the subject of prescribing and dispensing foot orthotics. In Québec, any of
the manufacture, modifying, or selling of podiatric orthoses requires a permit. Only pedorthists, orthotists and
prosthetists are eligible to be granted such a permit and only after having worked for at least five years in a
laboratory that has a permit. Section 13 of the Podiatry Act, however, exempts licensed podiatrists from the
requirement to have a permit and authorizes podiatrists to prescribe, fabricate, fit and modify "podiatric
orthoses". Laboratories and practitioners with a permit to manufacture foot orthotics must have a prescription
from either a physician or a podiatrist to fabricate or dispense a foot or ankle orthotic. Podiatrists are, however,
7
prohibited from selling or fabricating shoes.
8. The "Podiatric Cap"
The podiatric cap has always been very perplexing for us. It is baffling why any jurisdiction in the current
environment of present and projected HHR shortfalls would prohibit the addition of new practitioners from an
established profession. Ontario has apparently spent nearly $4 billion on its Health Force Ontario Strategy to
recruit or train the right number, mix and distribution of healthcare practitioners in place across the province to
meet the population’s current and future health care needs, but has retained the podiatric cap! It has also
obtained federal funding to attract and integrate more foreign-trained healthcare practitioners, but has still
retained the podiatric cap! Nonetheless, Ontario's podiatric cap has doubtless been to Québec's benefit by
increasing the number of podiatrists available to our healthcare system.
Yours sincerely,
Dr. François Allart, Doctor of Podiatric Medicine,
(On behalf of Dr. Olivier Parent, Doctor of Podiatric Medicine,
Président, l'Association des Podiatres du Québec)

6

There are approximately 100 orthopedic surgeons in practice in Québec., of which approximately a very small number
specialize in the foot or ankle.
7

Code de déontologie des podiatres, SQ, Article 4.0 1.03.
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The College of Chiropodists of Ontario application to the Health
Professions Regulatory Advisory Council on the review of the chiropody
and podiatry professions, February 13, 2014:
The response of the Canadian Federation of Podiatric Medicine

Executive Summary
This paper outlines the response of the Canadian Federation of Podiatric Medicine (CFPM) to the
final application submitted to the Health Professions Regulatory Advisory Council (HPRAC) by the
College of Chiropodists of Ontario (COCOO) regarding the review of legislation of the chiropody
and podiatry professions.
The CFPM welcomes many of the points raised by COCOO and aligns itself with the College in its
desire to ensure a footcare workforce for Ontario that offers the highest possible standards of
care and a full scope of practice. Whilst supporting the broad aim expressed by COCOO that
there should, in future, be a single inclusive profession drawing on the skills and expertise of both
chiropodists and podiatrists, adopting the title ‘podiatry.’ The CFPM nevertheless remains
unconvinced that the model proposed in this instance is necessarily appropriate for the health
needs of Ontario into the future. It is the firm view of the CFPM, based on available evidence,
that a new model of podiatry education provision (incorporating both the current classes of
chiropodists and podiatrists) should be adopted. It should embrace a skills ‘escalator’ approach
that allows workforce flexibility, recognize the range of existing skills of both chiropodists and
podiatrists, and enable the development of a service that best meets the needs of the Ontarian
population it seeks to serve (Gilmore et al 2011; Foot 2013).
It is broadly accepted in the literature that the healthcare workforce of tomorrow will require
role flexibility and role extension in order to respond effectively to:
“the changing demographics of patients and professionals, changing work patterns and
mobility of the health workforce, evolving models of care, emerging evidence base, altering
funding models, and the need to underpin health care service delivery with safety,
effectiveness, patient centredness, efficiency, equity and timeliness. It is in this time of
change that role extension within health disciplines is seen as an important tool to meet
1
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some of these challenges. Role extension is viewed as a skills escalator, where practitioners
move up the skills escalator within the scope of their discipline, to advance it and then, with
training, extend it” (Gilmore et al, 2011).
The CFPM believes that harnessing the current resources and skills of chiropodists and podiatrists,
whilst also enhancing existing provision through a skills escalator approach, will allow the
profession to adapt to the challenges of demographic change in Ontario and enable the
development of a foot health provision, which is sustainable into the future. Furthermore, a
skills escalator approach, including such tools as competency- based skills acquisition, recognizes
the value of the broad range of existing skills across the profession necessary to provide care for
Ontarians as envisioned by the Government of Ontario in the recent “Patients First: Action Plan
for Health Care” (2015), most notably in providing accessible and effective rehabilitation care for
seniors as part of the planned response to demographic change (Ministry of Health and Long
Term Care, 2015).
The CFPM believes that Ontario will benefit most from a model that incorporates specialist skills
in the management of chronic, long term conditions which will become increasingly prevalent –
a view which is consistent with emergent Government policy (Ministry of Health and Long Term
Care, 2015). Furthermore, a university-based education model allowing for inter-professional
education, incorporating the best features of programs from across the English-speaking world,
would be consistent with the aims outlined in “Patients First” (2015). This would produce
research-informed professionals capable of understanding and appreciating best evidence with
which to support seniors in their decision-making on lifestyle change and footcare. An emphasis
on informed practitioners able to use evidence to guide patients, and a focus on effective
rehabilitation care for seniors, reflects the need for a model of podiatry care that extends beyond
a narrow focus on surgical practice and embraces a wide range of skills – including both specialist
and generalist podiatric practice – that is evident in most English-speaking countries, and which
would build on existing strengths within the footcare workforce (Spink et al, 2011).
The College of Chiropodists of Ontario Proposals: key points
The CFPM supports many of the aims of the College of Chiropodists of Ontario in attempting to
establish a unified profession (incorporating chiropodists and podiatrists) in Ontario which will
provide footcare to the highest standards. There is broad agreement that the term ‘chiropody’
and ‘chiropodist’ is outmoded and is no longer used in any other English-speaking nation (the UK
profession adopted the title ‘podiatry’ formally in 1992 – see Borthwick, 2014), and that the term
‘podiatrist’ best reflects modern practice and near universal usage. The CFPM wishes to see a
unified profession where the breadth of practice reflects the wide range of specialist and
generalist care available and best addresses the needs of the population of Ontario. We support
the desire to enable a unified profession to operate within the fullest scope of practice in order
to ensure better access to foot healthcare for Ontarians.
Nevertheless, the CFPM feels compelled to express concern at the proposal to introduce a model
of podiatry education and service in Ontario which is unlikely to fully meet the challenges posed
by our aging population and the growth in long-term chronic illness (Denton and Spencer, 2010,
1995; Denton et al, 2002; Marzouk, 1991; Joseph and Cloutier, 1991; Foot, 2013; Foot and
Gomez ,2006).
2
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The central premise of the proposals outlined by COCOO is that a model of podiatry education
should be adopted which in essence mirrors the model currently used in the United States.
COCOO refers somewhat euphemistically to a ‘North American podiatry model’, inferring that
there exists a common model of education in use across the continent, and provides the
examples of licensure requirements in the Provinces of British Columbia and Alberta to justify this
assertion. It should be acknowledged that both British Columbia and Alberta presently rely on
the services of podiatrists who have been educated and trained exclusively in the United States
and neither province will recognize chiropodists or podiatrists educated or trained from any
other source for the purposes of licensure. Neither graduates of the Michener Institute of
Ontario or the podiatry programme in Quebec are eligible for licensure. Nor are graduate
podiatrists from the UK, Australia, South Africa and New Zealand (in other words, from across
the English-speaking world) recognized for licensing purposes.
In fact, 650 of the 653 registered members of the College of Chiropodist of Ontario do not qualify.
In the view of the CFPM, this constitutes a restrictive model which exclusively favours podiatrists
educated in the United States (at present, only 3 US DPM chiropody class members list a 3 year
residency on their education profile with COCOO), or those Canadians who are able and wish to
move to the United States in order to receive podiatry training and education. Clearly this is not a
desirable model for Ontario. It neither encourages the scope of labour mobility required to meet
future workforce demands, nor enables access to the widest range of skills and resources from
across the English-speaking world or beyond (Foot, 2013, 2011, 2007).
COCOO claims that the existing podiatry cap “is in conflict with the spirit, if not the letter, of the
Fair Access to Regulated Professions Act” (P 18), and assigns responsibility for the absence of
agreement on the Mutual Recognition Agreement for chiropody/podiatry to it. However, the
proposed model (recognition of a US model of education) would do little to either solve this
problem, or address the need for labour resources as envisaged by the former Citizenship and
Immigration Minister Mike Colle, when he announced that “those with great global experience
[should] have a fair shot at working in their profession” and that Ontario “is attracting some of the
best educated, and highly skilled people from around the world” (Colle, 2006). The COCOO model
would effectively restrict this resource solely to the United States. It is perhaps telling that
COCOO commissioned its PES report from a company in the United States, with a clear bias
promoting an exclusively US podiatry model of training (Muenzen, 2013). In addition, the claim
that the removal of the podiatry cap might increase the number of podiatrists available to
perform the new authorized acts by as many as 25 to45 practitioners appears distinctly overinflated (part 3, page 17). The CFPM has examined existing records and found only 3 US DPM
registrants who possess the prerequisite three-year surgical residency experience, necessary for
surgical practice. Also, those registered in Ontario yet known to be practising in the US are
unlikely to return to Ontario to work, given that their age range matches those other Ontarian
DPMs who are all approaching retirement age.
COCOO’s comments (part 3, page 35-38) on the drawbacks of the podiatry cap are also
misleading, both factually and contextually. The change in title for the Michener program, in
reverting to ‘chiropody’ from ‘podiatric medicine’, was in part a response to concerns expressed
3
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by the Ontario Medical Association, anxious to protect the use of the term ‘medicine’. More
importantly, the CFPM does not recognize the description of the US model of podiatry as an ‘elite
component’, which is misleading (part 3, page 36). The research literature widely accepts the
dynamic development of professions and the way advances in practice relate to advances in
technology, resulting in specialization (Zetka, 2011, 2003; Nancarrow and Borthwick, 2005). Most
professions (including healthcare professions) expand over time to absorb new skills and
incorporate new technologies, whilst retaining generalist practice, as in the case in dentistry,
nursing and medicine (Arts et al, 2011; Gilmore, 2014; Zetka, 2011, 2003; Latter et al, 2010; Saks,
2014).
Furthermore, it is the view of the CFPM that the model of education and practice proposed by
COCOO places undue emphasis on the importance of podiatric surgery. Whilst we recognise that
invasive surgery is an important element of modern practice, it is unlikely to provide solutions to
the growing requirements for chronic disease management in an aging population (Foot and
Gomez, 2013; 2006; Foot, 2011, 2013; Denton and Spencer, 2010). Whereas there is broad
agreement that the aging population and prevalence of chronic illness constitute the most
pressing challenge for footcare in Ontario, it is clear to the CFPM that there is a wide need for
enhancement of a range of skills and services other than podiatric surgery, and a recognition that
many of the skills necessary to meet these challenges already exist within the current chiropody
and podiatry workforce, both in Ontario and elsewhere (eg. Shannon, 2007; Canadian Association
of Wound Care, 2015).
Indeed, the COCOO submission tacitly acknowledges the advances in practice and education in
chiropody in Ontario, asserting that the “authorized Acts have not changed to reflect changes in
the chiropody education program” (page 47). It is possible to argue that the current plethora of
footcare services other than chiropody and podiatry available in Ontario reflects the need for
generalist as well as specialist footcare, and emphasises the lack of sufficient supply offered at
present by chiropodists holding the advanced diploma from the Michener Institute. In short, the
demand for a wide range of footcare skills currently outstrips the supply, and a regulated unified
profession would offer the safest assurance to the public that these needs would be met by
skilled, formally regulated and accountable professionals. COCOO acknowledges the importance
of some aspects of generalist footcare to the needs on Ontarians, and the link between
generalist and specialist care (part 3, page 39). The need to provide a wide range of generalist
podiatry/chiropody services in tandem with specialist provision across a range of fields is
recognised in other countries facing similar demographic challenges to Ontario (Stressing and
Borthwick, 2014; Woodbury et al, 2013).
COCOO’s overarching concern with podiatric surgery is also reflected in its response to HPRAC’s
question on patient access to services (part 3, page 38). It infers that surgical skills are underutilized because of the limited numbers of podiatry class members in Ontario and the limited
funding from OHIP to support them. An alternative interpretation may be that patients opt to
wait for foot surgery under OHIP, rather than pay high costs privately. Increasing the numbers of
practitioners specializing in foot surgery, under the proposed new authorized Acts, may well
result in reduced costs in a more competitive field. An expanded scope of practice would enable
the development of specialist services able to meet the growing needs of patients in the
4
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management of diseases predicted to rise among the senior population, and to enable
practitioners to be better able to utilize best evidence in patient decision-making, consistent with
the aims set out in “Patients First” (2015). In turn, this would enhance the profession as a career
choice, supported by the demographic data indicating that demand will continue to outstrip
supply well into the future (Brooks, 2003; Denton and Spencer, 2010; Foot and Gomez, 2006;
Russell et al, 2009). It would also be more likely to attract the best practitioners from across the
English-speaking world in support of the need to grow the workforce (from the US, Australia and
the UK).
A key example of the contribution which is currently being made by skilled chiropodists in
Ontario to the health of the population in an area of growing need is the management of the
diabetic foot (Bagust et al, 2002; Canadian Association of Wound Care, 2015; Shannon, 2007; Kerr,
2012). Whereas the COCOO document attempts to emphasize surgical intervention as a key
management strategy for podiatrists, many of the complications which might require surgery can
be avoided by earlier intervention by specialist podiatrists/chiropodists capable of undertaking
skilled assessment, early detection and wound management at low cost (Canadian Association of
Wound Care, 2015; Woodbury et al, 2013). Diabetic foot amputation is estimated to cost the
Ontario healthcare system $95 million each year (Canadian Association of Wound Care, 2015).
Effective, accessible preventative care makes sense, and an educated and competent chiropody
workforce capable of providing such a service already exists (Lysy, 2014). Indeed, as highlighted
in the CFPM’s earlier submission to HPRAC, 83.1% of Ontarian chiropodists qualifying since 1994 at
the Michener Institute, now possess a bachelor’s degree or higher qualification and 27
chiropodists have subsequently achieved a higher degree, either at Master’s or doctoral level,
which reaffirms the point that it is a highly educated and skilled workforce, and the largest
footcare resource in Ontario. Comparable advances in podiatry in the UK, Australasia and South
Africa are reflected in the research proficiency of their graduates and the establishment of
specialist roles in diabetes footcare at advanced levels (Bacon and Borthwick 2013).
This also highlights the essential and pressing need for interprofessional working, underpinned
by effective interprofessional education and learning linked to collaborative practice, recognised
in Ontario (D’Amour and Oandasan, 2005) and globally as an effective strategy for managing the
shortage of healthcare workers (Baker, 2010; Barwell et al, 2013; Department of Health, 2001;
Humphris and Hean, 2004). The renowned UK Wanless Report (2002) made clear the
importance of interprofessional learning to the sustainability of health services into the future:
“…strong demarcation of roles and responsibilities between different staff groups, often
reinforced by legislation or regulation, was getting in the way of the skill mix changes likely
to be required…successful service reform across health and social care has also been
believed to rely on professionals learning together at pre- and post-qualifying levels…”
In contrast, the COCOO document fails to consider the necessity for, and implications of,
interprofessionality for the future of healthcare in Ontario. Accepting the need for both
interprofessionality (D’Amour and Oandasan, 2005) and a broad range of skill competencies by
podiatrists attained through a ‘skills escalator’, an essential component remains the provision of
5
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a Bachelor’s level university-based education model which embeds research capability and a
culture of lifelong learning. This will provide a platform from which further skills may be attained,
building on existing strengths within the current workforce and allowing it to adapt flexibly to
the needs of the populations it serves. A skills escalator would allow:
“…staff encouraged through a strategy of lifelong learning to constantly renew and extend
their skills and knowledge, enabling them to move up the escalator…some staff may wish
to develop their skills at a particular level of responsibility. Others may choose to develop
the skills necessary for the next level of responsibility” (Craddock, 2010).
Such an approach would permit the development of a workforce capable of adapting to
changing healthcare needs, enable the development of a range of specialist practitioners (from
generalist practitioner to diabetes specialist podiatrists to musculo-skeletal specialist to podiatric
surgeons) and build on strengths within the current workforce in Ontario to address the growth
in long-term conditions. It would not focus unduly on the provision of “complex surgical
procedures” as the answer to Ontario’s foot health needs; provision of foot surgery would
complement existing orthopaedic services, assisting hard–pressed physicians and surgeons
through role re-design rather than compete with orthopaedic services (Isaac et al, 2008).
The College of Chiropodists of Ontario submission: specific concerns
It is clear to the CFPM that the documentation provided to HPRAC by the College of Chiropodists
of Ontario contains certain inaccuracies which may be misleading if not fully clarified and
contextualised.
First, COCOO suggests that the CFPM, in its submission to HPRAC, is an association “representing
those who currently practise in the UK model” and that it “came out strongly…in favour of the
UK model” (page 59). In fact, the CFPM constitutes the largest professional body representing
both chiropodists and podiatrists in Canada, and accepts members from every province in
Canada. It is disingenuous (and frankly inaccurate) to suggest that the CFPM has, or would,
argue for a UK model of education or service in either of its submissions to HPRAC, and such an
assertion misses the substance of the model favoured by the CFPM.
This confusion may have arisen as the CFPM has made clear it favours a skills escalator model
linked, where appropriate, to competency-based assessment which would allow for the
development of skilled podiatric surgeons along the lines of those practising in the UK and
Australasia. This offers assurances to the public that the long postgraduate training programs
involved ensure that only experienced podiatrists specializing in surgery (over a 7 to 10 year
period) are able to operate independently, and recognizes that podiatric surgery is only one of
many specialities (alongside general podiatry practice) necessary to meet the needs of the
Ontarian public. The same is true for podiatrists who prescribe medicines in these nations.
Access to the full national formulary of medicines is dependent on specialist education and
training for those whose roles require it, and a competency model sets standards applicable to all
6
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health professions prescribing medicines, whether medical practitioners, dentists, nurses or
podiatrists (NPC, 2012). The CFPM regards this approach as best able to provide the most
appropriate and flexible workforce for the needs identified in the demographic evidence (Foot,
2013; Foot and Gomez, 2006; Denton and Spencer, 2010). The model suggested by COCOO
emphasizes surgical training and education for all podiatrists, which would result in rights to
independent surgical practice by all podiatrists after four years of education and training and a
surgical residency. CFPM would argue that this is not appropriate for the needs of Ontarians (the
evidence does not support the need for universal surgical practice) given the clear demographic
evidence and the evidence of health needs into the future (see CFPM, 2014). A competency
based skills escalator model would allow for accessible, affordable generalist podiatry practice
supported by highly skilled, trained specialist practitioners in a variety of fields required to meet
the future foot health needs of Ontarians, including podiatric surgeons, diabetes specialist
podiatrists, and others.
Furthermore, while the COCOO documents continue to suggest that Ontario has at present
“about 75” DPM podiatrists, it is worth reiterating the points raised in the earlier CFPM
submission (2014), that as many as 10 are now over 70 years of age, and thus unlikely to be part
of the active workforce, and as many as 14 (16.6%) do not actually practise in Ontario, although
they are registered here (based on primary site of practice data).
Whilst the COCOO document seeks to reassure HPRAC that the risk of harm to the patient would
be minimized by ensuring a system of grandparenting and that new applicants would be required
to demonstrate appropriate competencies, it makes no specific reference to the need for those
in the podiatrist class who trained many years ago to do likewise.
It appears that COCOO seeks to emphasise the differences between chiropodists and podiatrists
in such a way as to imply that chiropodists, and UK or Australasian podiatry equivalents, are less
able, by suggesting, for example, that graduates from the UK (including Master’s degree
graduates) “experience great difficulty passing the College of Chiropodists of Ontario’s registration
exams that include pharmacology. In fact, many are unsuccessful even after many attempts…”,
whilst failing to add that there were in fact similar numbers of DPM graduates who failed the
registration examinations.
The CFPM regrets the need to point out further inaccuracies in the COCOO submission in its
attempts to establish a distinction between chiropodists and podiatrists (or the UK and
Australasian equivalents) in a bid to promote the claim that a ‘North American’ model of
education is preferable to a ‘UK model.’ First, the CFPM does not recognize either term – there
is no unified ‘North American’ model, nor is the ‘UK model’ immediately relevant, given that it is
unique to the United Kingdom. There are undoubtedly similarities between the educational
programs in Ontario, Australia, New Zealand, South Africa and UK, but the CFPM has not
suggested that Ontario adopt a specifically UK model.
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It is unfortunate that the COCOO document continues to seek to undermine the value of what it
refers to as the ‘UK model’ of education (and by implication its comparative equivalents –
possibly designed to imply that the US podiatry DPM degree is the gold standard of podiatric
education, and thus the Ontario, Quebec, UK, Australasia and other programs are educationally
inferior).
It is also noted that the COCOO document does not respond directly to the question on OHIP
funding for the proposed new scope of practice. The CFPM would favour a model similar to
dentistry, with fees paid out of pocket or by insurance. Government funding for initiatives such
as diabetes wound care may be necessary in light of the demographic and disease profile trends,
but not necessarily via the traditional OHIP system.
On the matter of the dispensing of orthotics (part 3, page 28 -33), we feel it prudent to point out
that the CFPM has extensive involvement with groups such as the Canadian Health and Life
Insurance Association in providing definitions for orthotics and thus act to assist in the
prevention of fraud.
The comment on waiting times is also misleading, in that it suggests that 25% of chiropodists see
fewer than 1000 patients per year, whilst asserting that many podiatrists are semi-retired. Whilst
the latter point is true, the implication that chiropodists treat fewer patients fails to acknowledge
that many are new graduates still in the process of building practices, whilst the podiatrists, who
have been working for a minimum of 22 years (since 1993), have established practices.
Conclusion
The CFPM would support the College of Chiropodists of Ontario submission in respect of the
need to unify the profession, adopt the single title of ‘podiatrist’ and ‘podiatry’, and to establish a
university-based educational program within Ontario. In respect of the latter, it is the view of the
CFPM that a program of education should aim to adopt those features which would best fit the
needs of the Ontario public, tailored to Ontario, rather than importing a pre-existing education
template from what is essentially the model used in the United States (bearing in mind that
podiatrists working in Alberta and British Columbia are required to be US trained for licensing
purposes). Our first submission to HPRAC (CFPM, 2014) affirms our commitment to a model of
education (Bachelor’s degree and subsequent postgraduate education and training for licensed
practitioners wishing to acquire greater skills relevant to their roles) based on identified
competencies where appropriate, and hosted within an appropriate university. In parallel with
the development of a Bachelor’s degree program, it will be necessary to design suitable
postgraduate training, possibly at Master’s Level, to provide the specialist or extended scope of
practice that is needed.
A new model of podiatry will need to be based upon a system of education which ensures that
Ontarian graduates in podiatry will be equipped to undertake and engage in research within a
culture of interprofessional learning and collaborative practice. They will contribute to the
generation of leading edge practice and fulfil the goals for evidence-based practice set out in
“Patients First” (2015). The CFPM would support the development of a university–based
Bachelor’s level degree in podiatry encompassing the principles of interprofessional
8
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education/collaborative practice and evidence-based practice, supported by a system of
postgraduate/post-qualifying education framed by a skills escalator which both values and
utilizes the strengths of the existing workforce, whilst enabling practitioners to specialize in a
range of fields of practice that will provide a footcare service of which Ontario may justifiably be
proud.
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Canadian Life and health Insurance Association
Purpose of the Survey
The Minister of Health and Long-Term Care has asked the Health Professions Regulatory Advisory Council (HPRAC) to
"review issues relating to the regulation of chiropody and podiatry and provide advice as to whether and how there should be
changes to existing legislation regarding these related professions". The Minister asked that HPRAC include "an analysis of
the current model of foot care in Ontario, issues regarding restricted titles, and whether the existing limitations on the podiatrist
class of members should continue."
In keeping with the Minister’s request, in the spring of 2014 HPRAC held a consultation session on the model of foot care in
Ontario.
HPRAC is now seeking input on:
- issues relating to the regulation of chiropody and podiatry
- whether and how there should be changes to existing legislation regarding chiropodists and podiatrist
- issues regarding restricted titles
- whether the existing limitations on the podiatrist class of members should continue
Many organizations and individuals have extensive experience and interest in health care, health professions regulation, and
serving the public interest. HPRAC wants to ensure that this experience and interest are fully reflected in its
recommendation-making process.
Stakeholder feedback will be publicly posted according to HPRACs access to information guidelines. To view the guidelines,
please visit this website: http://hprac.org/en/privacy.asp .
To view the Regulated Health Professions Act, 1991 (RHPA) in its entirety, please visit this website:
http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_91r18_e.htm .
Introduction
HPRAC has prepared criteria that it relies on in the development of advice to the Minister of Health and Long-Term Care
concerning a potential change in the scope of practice of a regulated health profession in Ontario. HPRAC's recommendations
will be based on its assessment of the profession's ability to meet the criteria for a change in its scope of practice, and the need
for such a change. The application guide describes HPRAC's criteria for a scope of practice review, instructions to the
applicant, and related matters.
HPRAC’s Criteria for Scope of Practice Reviews
Relevance to the Profession
The applicant’s proposal should demonstrate that the requested change in scope of practice is rationally related to the practice
of the profession and to the qualifications and competencies of members of the profession. It should describe whether the
proposed change to the scope of practice provides recognition and authority for existing competencies, or seeks to expand the
scope of the practice of the profession.
Risk of Harm
If the proposed change in scope of practice presents an increased risk of harm to the public, the applicant’s proposal should
demonstrate how risk will be mitigated, and how the training and competencies of members of the profession provide
assurance that patients or clients will be cared for within evidence-based best practices.
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Relevance to the Health Care System and Relationship to other Professions
The applicant’s proposal should demonstrate that a change in the scope of practice is consistent with the evolution of the
health care delivery system, and particularly with changing dynamics between health professionals who work in integrated,
team-based and collaborative care models.
Sufficiency of Supervision and Need for Autonomy
The applicant’s proposal should demonstrate that a change in the scope of practice is the most appropriate, effective and
efficient means to provide clinical and patient care services, that delegation or supervisory structures currently available are
inadequate, and that the authority for independent or autonomous professional activity is required in the provision of patient
care.
Body of Knowledge
The applicant’s proposal should show that there is a systematic body of knowledge within the profession to perform the
activities being requested and that this change in role is broadly accepted within the profession.
Education and Accreditation
The applicant’s proposal should demonstrate that members of the profession have, or will have, the knowledge, training, skills
and experience necessary to carry out the duties and responsibilities involved in the proposed change in scope of practice. In
addition, it should demonstrate that the education programs are appropriately accredited by an approved accreditation body.
Leadership’s Ability to Favour the Public Interest
The applicant’s proposal should show that the profession’s leadership will distinguish between the public interest and the
profession’s self-interest and will favour the public interest at all times.
Profession’s Support and Willingness to Comply with Regulation
The applicant’s proposal should demonstrate that the profession supports the proposed change in scope of practice and that
compliance with regulatory requirements is likely among the membership.
Economic Impact
The applicant’s submission should demonstrate an understanding and appreciation of the economic impact of the proposed
change in scope of practice for the profession, the public and the health care system.
Public Need
The applicant’s submission should demonstrate that a significant public need would be met through the proposed change in
scope of practice.
Please consider HPRAC’s criteria - and reflect on the applicant’s proposal - while participating in this survey.
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Participant Information
I am responding
As an individual
On behalf of an organization
Organization name (if applicable)
Canadian Life and Health Insurance Association (CLHIA)

Name (optional)

Karen Voin, Director- Health and Dental Policy

Email address (optional)
kvoin@clhia.ca

Geographical location (choose one)
Ontario
Alberta
British Columbia
Manitoba
New Brunswick
Newfoundland and Labrador
Nova Scotia
Prince Edward Island
Quebec
Saskatchewan
Northwest Territories
Nunavut
Yukon
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United States
International
Do you practise foot care?
Yes [skip to “I practice in the following setting:”]
No [skip to “I am participating in this referral as a:”]
[If yes] I practice in the following setting:
Solo practice office
Other group practice office
Community Health Centre (CHC)
Hospital
Family Health Team (FHT)
Rehabilitation facility
Post-secondary educational institution
Independent health facility (IHF)
Residential/long-term care facility
Health-related business/industry
Client’s environment
Other place of work
I am a:
Chiropodist
Podiatrist
Nurse (if yes)
Registered Nurse (RN)
Registered Practical Nurse (RPN)
Nurse Practitioner (NP)
Pedorthist
Orthotist
Prosthetist
Medical doctor (if yes)
General practitioner
Sports medicine doctor
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Orthopaedic surgeon
Dermatologist
Cosmetic surgeon
Other
Personal support worker
Other
[If no] I am participating in this referral as a:
Health care practitioner
Patient
Family member of patient
Business owner
Health care administrator
Educator
Regulator
Representative of a professional association
Representative of a health sector association
Representative of a government ministry/agency/ Local Health Integration Network (LHIN)
Representative of a health services organization
Other
Membership with health regulatory college (if applicable)
College of Audiologists and Speech-Language Pathologists of Ontario
College of Chiropodists of Ontario
College of Chiropractors of Ontario
College of Dental Hygienists of Ontario
Royal College of Dental Surgeons of Ontario
College of Dental Technologists of Ontario
College of Denturists of Ontario
College of Dietitians of Ontario
College of Kinesiologists of Ontario
College of Massage Therapists of Ontario
College of Medical Laboratory Technologists of Ontario
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College of Medical Radiation Technologists of Ontario
College of Midwives of Ontario
College of Nurses of Ontario
College of Occupational Therapists of Ontario
College of Opticians of Ontario
College of Optometrists of Ontario
Ontario College of Pharmacists
College of Physicians and Surgeons of Ontario
College of Physiotherapists of Ontario
College of Psychologists of Ontario
College of Respiratory Therapists of Ontario
College of Traditional Chinese Medicine Practitioners and Acupuncturists of Ontario
Not Applicable
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(1) Has the Applicant demonstrated with evidence that there should be a change in the scope of practice for
chiropody and podiatry?
Yes
No
(2) HPRAC’s recommendations will be based on its assessment of the profession’s ability to meet the criteria for a change in
its scope of practice, and the need for such a change.
Please identify the degree to which the Applicant has satisfied HPRAC’s criteria for a change in scope of practice.
Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

The proposed change in scope of practice is
rationally related to the practice of the profession
and to the qualifications and competencies of
members of the profession.
Risk of harm will be adequately mitigated.
The proposed change in scope of practice is
consistent with the evolution of the health care
delivery system.
The proposed change in scope of practice is
consistent with changing dynamics between
health professionals who work in integrated,
team-based and collaborative care models.
The proposed change in scope of practice is the
most appropriate, effective and efficient means to
provide clinical and patient care services.
Delegation or supervisory structures currently
available are inadequate.
The authority for independent or autonomous
professional activity is required in the provision of
patient care.
There is a systematic body of knowledge within
the profession to perform the activities being
requested.
Members of the profession have, or will have, the
knowledge, training, skills and experience
necessary to carry out the duties and
responsibilities involved in the proposed change in
scope of practice.
The profession’s leadership will distinguish
between the public interest and the profession’s
self-interest and will favour the public interest at all
times.
The profession supports the proposed change in
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Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

scope of practice.
Compliance with regulatory requirements is likely
among the membership.
The economic impacts of the proposed change in
scope of practice for the profession, the public and
the health care system have been adequately
demonstrated.
There is a significant public need which would be
met through the proposed change in scope of
practice.

(3) Currently, section 4 of the Chiropody Act, 1991 describes the scope of practice statement for the profession in Ontario as:
“The practice of chiropody is the assessment of the foot and the treatment and prevention of diseases, disorders or
dysfunctions of the foot by therapeutic, orthotic or palliative means.”
The Applicant has proposed a revised scope of practice statement:
“The practice of podiatry is the assessment or diagnosis of the foot and ankle and the treatment and prevention of
diseases, disorders or dysfunctions of the foot, ankle and structures affecting the foot or ankle by therapeutic, orthotic
or palliative means.”
Do you agree with the scope of practice statement proposed by the Applicant?
Yes
No
Please state your level of agreement with the proposed changes to the scope of practice statement.

Replacing the term chiropody with the term
podiatry
Performing a diagnosis
Expanding the assessment and diagnosis to the
ankle
Expanding the treatment and preventing of
diseases, disorders or dysfunctions of the foot to
the ankle and structures affecting the foot and
ankle

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree
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(4) Currently, chiropodists are authorized to:
•
•
•
•

Cut into the subcutaneous tissues of the foot
Administer, by injection into feet, a substance designated in the regulations
Prescribe drugs designated in the regulations
Administer, by inhalation, a substance designated in the regulations

In addition to the acts listed above, podiatrists are authorized to:
• Communicate a diagnosis identifying a disease or disorder of the foot as the cause of a person’s symptoms
• Cut into the bony tissues of the forefoot
• Prescribe certain additional drugs.
The Applicant has proposed expanded authorities that are listed below. Please state your level of agreement with
the proposed changes. (The information appearing in the chart below has been taken from the Applicant's proposal.)

Communicating a diagnosis identifying a disease or
disorder of the foot or ankle as the cause of a person’s
symptoms (currently authorized to members of the
podiatrist class only)
Performing a procedure on tissues below the dermis to
treat conditions of the ankle or foot (currently
authorized with respect only to the foot)

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

Setting or casting a fracture of a bone or
dislocation of the joint, in the foot or ankle (not
currently authorized for either chiropodists or
podiatrists)
Administering, by injection, a substance in the
Regulations (currently authorized for both
chiropodists and podiatrists, but limited to
injections into the foot)
Applying or ordering the application of a
prescribed form of energy (not currently
authorized for either chiropodists or
podiatrists)
Prescribing, dispensing and selling a drug
designated in the Regulations (chiropodists and
podiatrists are currently authorized to
prescribe, but not to dispense or sell)
Order prescribed laboratory tests (not currently
authorized for either chiropodists or
podiatrists)
Operate radiographic equipment, prescribe
radiographs within the podiatry scope of
practice and be designated as “radiation
protection officers” under the Healing Arts
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Radiation Protection Act. (currently authorized
for members of thepodiatrist class and for
Doctor of Podiatric Medicine (DPM)-trained
chiropodists)

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

5) The Applicant is proposing that the current chiropody and podiatry model of practice in Ontario be replaced with an
expanded podiatric model of practice.
Should the model of practice change as described in the Applicant’s proposal?
Yes
No
(6) Are there other important points, NOT identified by the Applicant, that also support a scope of practice change?
Yes [ skip to “What other important points, NOT identified by the Applicant…” below]
No [skip to question 7]
[If yes] What other important points, NOT identified by the Applicant, support a change in scope of practice?

(7) Can the goals/benefits of the Applicant’s proposal for a change in scope of practice be achieved by means other
than a scope of practice change?
Yes [skip to “How can the goals/benefits of the Applicant’s proposal for a change…” below]
No [skip to question 8]
[If yes] How can the goals/benefits of the Applicant’s proposal for a change in scope of practice be achieved by
means other than a scope of practice change?

(8) Currently, only a member of the College of Chiropodists of Ontario is permitted to use the restricted title “chiropodist” or
“podiatrist”.
The Applicant has proposed that “chiropodist” and “podiatrist” continue to be restricted titles. In addition, the Applicant is
proposing that “podiatric surgeon” and “foot surgeon” become restricted titles.
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Please state your level of agreement with respect to restricted titles that were proposed by the Applicant.

Continuation of statutory protection for the title
"podiatrist"
Continuation of statutory protection for the title
"chiropodist"
Statutory protection for the title “podiatric surgeon”
Statutory protection for the title “foot surgeon”

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

(9) Does the Applicant’s proposal for a change in scope of practice protect the public interest?
Yes [skip to “Rank the top THREE factors…are in the public interest” directly below]
No [skip to “Rank the top THREE factors…are not in the public interest” further below]
[If Yes] Rank the top THREE factors, assigning numbers 1-3 in terms of importance, with 1 being most important,
that best support your view that the proposed changes to the scope of practice of the profession are in the public
interest.
The proposal addresses critical gaps in professional services
The proposal addresses trends in illness and disease
The proposal addresses a changing public need for services and increased public awareness of available services
The proposal addresses wait times for related health care services
The proposal addresses changing technology
The proposal addresses demographic trends
The proposal will promote collaborative scopes of practice
The proposal will address patient safety
The proposal will address wellness and health promotion
The proposal will address health human resources issues such as supply of practitioners
The proposal addresses professional competencies that are not currently recognized
The proposal will address access to services in remote, rural or under serviced areas
The proposal favours the public interest over professional self-interests
The proposal will improve access to care, across the health care system
The proposal will not result in higher health care costs
[If No] Rank the top THREE factors, assigning numbers 1-3 in terms of importance, with 1 being most important, that
best support your view that the proposed changes to the scope of practice of the profession are not in the public
interest.
The proposal does not address critical gaps in professional services
The proposal does not address trends in illness and disease
There isn’t a changing public need for services and increased public awareness of available services
The proposal does not address wait times for related health care services
The proposal does not address changing technology
The proposal does not address demographic trends
The proposal does not promote collaborative scopes of practice
The proposal does not address patient safety (potential risk of harm)
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The proposal does not address wellness and health promotion
The proposal does not address health human resources issues such as supply of practitioners
Professional competencies are currently recognized to an adequate extent
The proposal does not address access to services in remote, rural or under serviced areas
The proposal promotes professional self-interests over the public interest
The proposal will not improve access to care
The proposal will result in higher health care costs
(10) The Minister asked HPRAC to examine “whether the existing limitations on the podiatrist class of members should
continue.” This question is on the existing limitations on the podiatrist class of members (described by the Applicant as the
“podiatric cap”) and is not related to the scope of practice of chiropodists.
Among other things, podiatrists in Ontario are authorized to communicate a diagnosis and cut into the bony tissue of the
forefoot. Under the current legislative scheme chiropodists cannot perform these acts.
Should the College of Chiropodists of Ontario be authorized to register new individuals into the podiatrist class of
membership as long as they meet the educational and practice requirements?
Yes [skip to “Rank the top THREE factors…the legislation should be changed…” directly below]
No [skip to “Rank the top THREE factors…the legislation should not be changed…” further below]
[If Yes] Rank the top THREE factors, assigning numbers 1-3 in terms of importance, with 1 being most important,
that best support your view that the legislation should be changed to permit the registration of podiatrists.
A change in legislation will address critical gaps in professional services
A change in legislation will address trends in illness and disease
A change in legislation is required because of the changing public need for services, and increased public awareness
of available services
A change in legislation will address wait times for related health care services
A change in legislation will address demographic trends
A change in legislation will promote collaborative scopes of practice
A change in legislation will address patient safety
A change in legislation will address wellness and health promotion
A change in legislation will address health human resources issues such as supply of practitioners
A change in legislation will address the professional competencies that are not currently recognized
A change in legislation will improve access to foot care resulting in improvements to the efficient delivery of care
A change in legislation will address access to services in remote, rural or under serviced areas
A change in legislation will promote excellence and continuous improvement within the profession on an ongoing
basis
A change in legislation will enable practitioners trained and educated to a podiatry scope of practice to provide
podiatric care
A change in legislation will improve the quality of care
[If No] Rank the top THREE factors, assigning numbers 1-3 in terms of importance, with 1 being most important, that
best support your view that the legislation should not be changed to permit the registration of podiatrists.
A change in legislation will not address critical gaps in professional services
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A change in legislation will not address trends in illness and disease
A change in legislation is not required because there is no change to the public need for services, or the awareness of
available services
A change in legislation will not address wait times for related health care services
A change in legislation will not address demographic trends
A change in legislation will not promote collaborative scopes of practice
A change in legislation will not address patient safety (potential risk of harm)
A change in legislation will not address wellness and health promotion
A change in legislation will not address health human resources issues such as supply of practitioners
A change in legislation will not address the professional competencies that are currently unrecognized
A change in legislation will not improve the efficient delivery of care
A change in legislation will not address access to services in remote, rural or under serviced areas
A change in legislation will not promote excellence and continuous improvement within the profession on an ongoing
basis
A change in legislation will not enable practitioners trained and educated to a podiatry scope of practice to provide
podiatric care
A change in legislation will not improve the quality of care
(11) What will be the impact of the proposed change in scope of practice on the following:

Costs to patients
Costs to the health care system
Patients’ understanding of the scope of practice of
Ontario’s foot care health practitioners
Patient experience
Interprofessional care
Service efficiency
Access to foot care
Wait times
Consumer protection measures
Costs to the educational sector
Costs to the regulatory sector

Impact will be
positive

Neutral

Impact will be
negative

(12) The proposed change in scope of practice may result in the following:
An increased risk of harm [skip to “How can increases to risk of harm be mitigated?” below]
A decreased risk of harm [skip to question 13]
No impact to risk of harm [skip to question 13]
[If “An increased risk of harm”] How can increases to risk of harm be mitigated?
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(13) Do you have any other comments to make regarding the Applicant’s submission?

March 20, 2015
HPRACSubmission@ontario.ca
Subject: Second consultation- Chiropody and Podiatry Review
On behalf of the Canadian life and health insurance industry, we appreciate the
opportunity to provide additional comments regarding the regulation of chiropody and
podiatry in Ontario. In Ontario, at the end of 2013, the life and health insurance industry
provided some 9.3 million Ontario residents with supplementary health benefit coverage
and made payments of $10.1 billion, of which roughly $468 million was for paramedical
and other healthcare goods and services, which includes the services provided by
Chiropodists and Podiatrists.
Overall, we are supportive of the changes being proposed by the College of Chiropodists
of Ontario. In our July 4, 2014 initial response to HPRAC, we recommended that HPRAC
Access
Information
considertothe
development of one restricted title and scope of practice for Podiatrists and
Comments
submitted
beunderstanding
considered by HPRAC
help it to determineisappropriate
recommendations
to make to the
Chiropodists. It iswill
our
that and
thiswill
recommendation
consistent
with the
Minister
of Health
and
Long-Term
Care. To ensureoftransparency
and encourage
open dialogue,
feedback received by
proposal
by the
College
of Chiropodists
Ontario. Since
the services
of both the
professions
HPRAC
may
be
posted
on
its
website
in
accordance
with
its
Privacy
Statement,
which
is
available
at:
are often included as part of a group benefit plan, we also suggest that in order to
www.hprac.org/en/privacy.asp.
minimize confusion with plan members who currently may need to seek OHIP coverage for
services provided by a Podiatrist (but not Chiropodist) prior to accessing coverage under
Please
note thatplan,
unlessthat
requested
and otherwise
agreed
to bybe
HPRAC,
any information or comments received from
their benefit
a consistent
funding
model
considered.
organizations will be considered public information and may be used and disclosed by HPRAC. HPRAC may disclose
materials
or comments,
or summaries
of them,
to other that
interested
parties
(during and of
after
thepublic
consultation
As an industry,
we are
supportive
of change
assists
in protection
the
and period). An
individual
who confusion.
makes a submission
and who indicates
an are
affiliation
with an step
organization
in his
or hergoals.
submission will be
minimizing
The proposed
changes
a positive
towards
those
considered
to
have
made
his
or
her
submission
on
behalf
of
the
affiliated
organization.
However, these changes only address some of the concerns related to foot care in
Ontario. We remain concerned that in the absence of legislation related to the prescribing
HPRAC
will not disclose
any personal
contained
in whether
the submission
an individual who
does notor
specify an
and dispensing
of orthotics
andinformation
orthopaedic
shoes
by a ofChiropodist,
Podiatrist,
organizational
affiliation
his or her submission
without
the individual’s
consent
unless
to dothis
so by law. However,
other individual,
thatin consumer
protection
issues
will remain.
While
we required
recognize
HPRAC
may
use
and
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the
content
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the
individual’s
submission
to
assist
it
in
fulfilling
its
statutory
mandate.
goes beyond the current consultation, this is a significant concern for the industry and is
related. To assist with consumer protection, we continue to recommend that accepted
HPRAC
reserves
the right toand
refuse
to post related
a submission,
in whole
or in part,
that,dispensing
in its sole discretion,
is unrelated to the issue
definitions,
guidelines
criteria
to the
prescribing
and
of orthotics
under
consultation
and
is
abusive,
obscene,
harassing,
threatening
or
includes
defamatory
comments.
If you have any
and orthopaedic shoes and common to all health care providers be considered to ensure
questions
about
theprovided
collection of
thisthe
information,
you can of
contact
HPRAC at
treatments
are
with
best interests
the patient
in 416-326-1550.
mind.
The industry encourages the Ontario government to continue to work with all health care
providers and concerned stakeholders to have in place sound governance practices,
including with respect to complaints handling and disciplinary procedures. As this
consultation continues to progress, we welcome the opportunity to remain involved and
assist where appropriate.
Sincerely,

Karen Voin
Director, Health and Dental Policy
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Canadian Orthopaedic Foot and Ankle Society (COFAS), Ontario
Orthopaedic Association (OOA), Canadian Orthopaedic Association
(COA)
March 20, 2015
Health Professions Regulatory Advisory Council
56 Wellesley Street West, 12th Floor
Toronto, ON M5S 2S3
Via e-mail: HPRACSubmissions@ontario.ca
Attention : Second Consultation – Chiropody and Podiatry
Dear Mr. Corcoran, Chair:
I am pleased to make the following submission to the Health Professions Regulatory Advisory Council
(HPRAC) in respect of its consideration of the regulation of chiropody and podiatry in Ontario as a
representative of the Canadian Orthopaedic Foot and Ankle Society (COFAS), the Ontario Orthopaedic
Association (OOA) and the Canadian Orthopaedic Association (COA).
I have provided my responses to the survey format suggested by HPRAC and offer additional
information for your consideration in the attached.
Please feel free to contact me if you have any questions or require further information.
Best wishes in your deliberations,

Timothy R. Daniels, MD, FRCS(C)
Past President and Co-Founder, Canadian Orthopaedic Foot and Ankle Society
Head, Division of Orthopaedic Surgery, St. Michael's Hospital
Associate Professor, University of Toronto
Head, Foot & Ankle Program
800-55 Queen Street East, Toronto, ON M5C 1R6
T: 416-864-5392 | F: 416-359-1601
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Second Consultation – Chiropody and Podiatry Review
Submitted to:
Health Professions Regulatory Advisory Council
Submitted by:
Timothy Daniels, MD, FRCS(C)
Past President and Co-Founder, Canadian Orthopaedic Foot and Ankle Society
Ontario Orthopaedic Association
Canadian Orthopaedic Association
Karl Lalonde, MD, M.Ed., FRCS(C)
President Elect, Canadian Orthopaedic Foot and Ankle Society
Ontario Orthopaedic Association
Canadian Orthopaedic Association
March 2015
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INTRODUCTION
The Canadian Orthopaedic Foot and Ankle Society (COFAS) is a group of orthopaedic surgeons who aim
to promote excellence in clinical foot and ankle care in Canada by:






Serving as the primary organization dedicated to foot and ankle clinical care, education and
research in Canada;
Functioning as the leading resource for education of the Canadian public, orthopaedic surgeons,
the general medical community, government, and industry on foot and ankle care;
Promoting research in foot and ankle care;
Serving the members as a forum for discussion of problems unique to foot and ankle care in
Canada; and
Developing resources that will help Canadian orthopaedic foot and ankle surgeons in addressing
local practice-related issues such as quality improvement, coding, reimbursement, legislation,
cost of care and access to care.

The Ontario Orthopaedic Association (OOA) is dedicated to maintaining high standards of orthopaedic
care in Ontario. Formed in 1978, the OOA currently represents over 90% of orthopaedic surgeons
practising in Ontario. As part of its mission, the OOA works to support its members in delivering
excellent orthopaedic care, to monitor and maintain adequate orthopaedic services for Ontarians, and
to contribute to the development of policies that encourage and improve musculoskeletal health by
setting and upholding high standards of care.
The Canadian Orthopaedic Association (COA) speaks with a united voice on behalf of the orthopaedic
community in Canada. It has a great interest in, and maintains close ties with the Royal College of
Physicians and Surgeons of Canada (RCPSC) on matters relating to the education and qualification of
orthopaedic surgeons in Canada.
These organizations share significant concerns with respect to the model of foot and ankle care
proposed by the College of Chiropodists of Ontario (the College) in response to the Minister of Health
and Long-Term Care’s directive that HPRAC "review issues relating to the regulation of chiropody and
podiatry and provide advice as to whether and how there should be changes to existing legislation
regarding these related professions", including "an analysis of the current model of foot care in Ontario,
issues regarding restricted titles, and whether the existing limitations on the podiatrist class of members
should continue."1
Attached for your reference is the June 2014 submission of the OOA to HPRAC’s initial consultative
phase (Appendix A). In that initial submission, the OOA made clear that it is, “imperative for the
[College] to provide evidence that its proposal ensures access to safe, quality care that produces optimal
patient outcomes, protects the public from harm, respects the principles of our publicly-funded system,
and is in the public interest.”2 These organizations maintain that the College has failed to meet that onus
of proof.
Rather than reiterate the information contained in OOA’s initial submission, following some brief
general commentary, the following pages will elaborate on three main areas of concern for COFAS, OOA
and COA; namely, competency, access and scope.
1
2

http://www.hprac.org/en/projects/Chiropody_Podiatry.asp
Ontario Orthopaedic Asssociation. “Initial Consultation: Chiropody and Podiatry Review”, June 2014.
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GENERAL COMMENTS ON THE COLLEGE SUBMISSION TO HPRAC:
COFAS, OOA and COA concur with the sentiments expressed in the College submission on several fronts:


There is a great deal of confusion and misunderstanding among the public, family physicians and
other health care professionals with respect to the current model of foot care in Ontario, its
historical evolution, and the difference between chiropodists and podiatrists, to say nothing of
the myriad ‘foot care providers’ currently practising in various settings.



The current system of foot care is poorly coordinated and fails to provide timely access to care,
both primary and specialized.



The demand for both routine and specialized foot and ankle care is increasing and will continue
to do so given the pressures of an aging population with longer life expectancy, increased
incidence of diabetes, the prevalence of osteoporosis and the impact on foot and ankle health
of other lifestyle-related risk factors such as obesity and sports/recreation injuries, etc.



A multi-disciplinary approach to the triage, diagnosis and treatment of foot and ankle conditions
is ideal and can, “de-stress institutional models of care by draining off those patients whose
conditions can be safely and effectively treated elsewhere.”3 However, whereas the College
asserts that this is accomplished by expanding the scope of practice of podiatry, COFAS, OOA
and COA believe that better coordinating an interprofessional approach to foot and ankle care
that maximizes access to better funded, existing specialist resources is preferable.

COFAS, OOA and COA challenge some of the assertions made in the College submission as follows.


The College submission makes repeated mention of there being “no more than 25 orthopaedic
surgeons specializing in the foot and ankle in Ontario”4, implying that only 25 medically-trained
surgeons are available to meet the provincial demand for foot and ankle surgery.
Acknowledging that it is difficult to arrive at an exact number of practising individuals, the COA
estimates that there are a total of 450 orthopaedic surgeons in Ontario. According to more
recent COFAS membership data, there are 37 subspecialist orthopaedic foot and ankle surgeons
in Ontario, though it must be noted that COFAS membership is not mandatory therefore there
are likely more. Finally, the OOA estimates that there are over 100 general orthopaedic
surgeons who also perform some foot and ankle surgeries in Ontario, in addition to the
approximately 37 subspecialist orthopaedic foot and ankle surgeons mentioned above.
The College submission also states that, “there is no regulated profession in Ontario, other than
the 25 or so orthopaedic surgeons specializing in foot care, whose scope of practice focuses
exclusively on the diagnosis and treatment of diseases, disorders and dysfunctions of the foot
and ankle.”5 This statement wrongly implies that no other regulated profession can in fact
diagnose or treat foot and ankle conditions and that therefore the podiatry scope should be

College of Chiropodists of Ontario. “Review of the Podiatry and Chiropody Professions: Application to the Health
Professions Regulatory Advisory Council.” November 2014, p.41.
4
Ibid, p.20.
5
Ibid, p.39.
3

38 of 197

expanded to fill this gap. Orthopaedic surgeons rely on accurate diagnoses by medically-trained
colleagues and other regulated health professionals when devising a treatment plan for their
patients.


The College submission suggests that the supply of foot and ankle surgeons is not sufficient to
meet the growing demand for foot and ankle surgeries. In fact, a recent COA survey revealed
that 148 COA graduates (since 2007) do not have a full-time job. Even removing the number of
2014 graduates who are likely in fellowships by choice, the number stands at 80. COA estimates
that 45-55 of these are currently in Ontario. The unemployment and underemployment of
orthopaedic surgeons has been a concern of the COA for some time.6
The disturbing trend toward staggering unemployment among highly trained medical
professionals is corroborated by a recent employment study conducted by the Royal College of
Physicians and Surgeons of Canada (RCPSC). In its report the RCPSC states, “early signs that the
notion of secured employment prospects was crumbling became evident with disconcerting
developments in orthopedic and cardiac surgery.”7 25% of orthopaedic surgeons who
participated in the survey reported being unable to find work.
While the College’s submission states that, “orthopaedic surgeons acknowledge that they
cannot fill the gap for high-end medical care”8, it fails to qualify that this is due to a lack of
resources dedicated to foot and ankle surgeries, particularly hospital resources, and not due to a
lack of highly trained medical professionals who, the data clearly indicate, are currently an
untapped resource.

Competency
It is of grave concern to these organizations that the College’s proposal fails to define either the
competencies that would be required of registrants under a new podiatry model and, more significantly,
how these would be met and monitored for quality and safety. The College submission states on the
one hand that chiropody programs have evolved beyond the scope currently afforded to the profession
but on the other hand that programs will need to be adapted to the proposed new scope. These would
not appear to be complementary statements. Regardless, there is currently no podiatry program that
supports the proposed scope of practice and bridging programs do not currently exist to up-skill existing
registrants. Being granted an expanded scope of practice is one thing, having the competencies to
perform to the expanded scope is quite another. As competence is gained through both entry and
continuing education and must be demonstrated, the College submission fails to convince that this
glaring gap in education and training can be filled.
Access

6

http://coaaco.org/images/stories/library/health_policy/FORMATTED_COA_statement_on_Unemployed_graduates.pdf
7
Frechette, D., Hollenberg, D., Strichland, A., Jacob, C. and Datta, I. 2013. “What’s really behind Canada’s
unemployed specialists? Too many, too few doctors? Findings from the Royal College’s employment study”.
Ottawa, Ontario. The Royal College of Physicians and Surgeons of Canada.
8
College of Chiropodists of Ontario (November 2014), p.20.
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The College submission suggests that access to specialized foot and ankle care is limited due to the small
number of subspecialist orthopaedic foot and ankle surgeons. As stated above, there is in fact a large
underutilized group of fully trained medical specialists who are unable to find employment due to a
shortage of resources dedicated to foot and ankle surgery, namely operating room resources in
hospitals. The OOA has submitted a proposal to the Ministry of Health and Long-Term care to develop a
foot and ankle program in the province modelled on the very successful provincial Wait Times Strategy
which prioritized hip and knee replacements and significantly reduced wait times, complications and
costs. It remains the position of COFAS, OOA and COA that a coordinated approach to reducing waits for
foot and ankle surgeries that emphasizes interprofessional collaboration and maximization of specialist
resources is preferable to one which seeks to expand the scope of practice of a profession beyond its
education, training and competence. This alternative approach was detailed in a proposal submitted to
the Ministry of Health and Long-Term Care by the Ontario and Canadian Orthopaedic Associations.9
The application further states that, “the College will be asking for authority to regulate surgery centres
and other venues that are owned by podiatrists and in which podiatric surgery is conducted and will
devise and implement Quality Assurance requirements and mechanisms analogous to those for
Independent Health Facilities administered by the College of Physicians and Surgeons of Ontario.”10 This
takes the proposal far and well beyond the realm of a debate on professional scopes of practice and
regulation of a profession in the public interest. It would suggest that the College has not only asked for
an unjustified and unmerited scope of practice expansion but also plans to seek authority to regulate
the settings in which its future members’ services would be delivered. It would be unprecedented in
Ontario to have such “surgery centres” regulated by a body other than the College of Physicians and
Surgeons of Ontario. The College appears to have set its sights on creating optimal conditions for a
newly expanded podiatry profession, arguably placing professional interests ahead of those of their
future patients. Once again, COFAS, OOA and COA maintain that attention should be paid to adequately
resourcing hospitals such that the number of foot and ankle surgeries can be increased rather than
creating “surgical centres” where non-medically, non-surgically trained personnel would provide
services outside of the publicly-funded system.
In addition, it should be noted that chiropodists/podiatrists currently operate both within and outside
the publicly-funded system. The College’s proposal suggests that expanding the scope of practice of
podiatrists would increase access to specialized foot and ankle care for Ontarians but does not address
how this care would be funded. We know that orthopaedic surgeries are limited by a shortage of
dedicated fiscal resources. We also know of the College’s stated intention to seek authority for
podiatrists to own and operate “surgery centres”. This leads to the troubling conclusion that the the
College’s vision would only increase access for those patients with the means to pay out-of-pocket,
challenging the fundamental tenet of universal access.
Scope of Practice
HPRAC’s own criteria require that applicants must “demonstrate that the requested change in scope of
practice is rationally related to the practice of the profession and to the qualifications and competencies
of members of the profession”.11 The College’s proposed scope of practice is clearly beyond the
9

As appended to the Initial Consultation submission of the Ontario Orthopaedic Association, June 2014.
College of Chiropodists of Ontario. “Review of the Podiatry and Chiropody Professions: Application to the Health
Professions Regulatory Advisory Council.” November 2014, p.46.
11
http://hprac.org/en/projects/resources/Scope_of_Practice_Review_Application_Guide.pdf
10
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qualifications and competencies of members of the chiropody profession. As for those trained as
podiatrists but practising as chiropodists, it is doubtful whether they have maintained the competencies
to which they were educated. Finally, it is difficult to say whether graduates of US podiatry programs
would be able to demonstrate competencies required in the proposed expanded scope. In the US, the
podiatry scope of practice has been expanded into the realm of competencies obtained through medical
and surgical education and training yet there are no accepted education and training standards for
podiatry programs.
SUMMARY
COFAS, OOA and COA are supportive of efforts to improve regulatory efficiency and effectiveness and
believe that it is incumbent upon proponents of legislative and system changes to prove the merits of
any proposal. The proposal put forward by the College has failed to provide evidence of optimal patient
outcomes, patient safety and cost-effectiveness.
COFAS, OOA and COA strongly support interprofessional collaboration in the delivery of foot and ankle
care, provided that care is offered by the appropriate health professional, in the right place, at the right
time. It has not been proven by the College that either current registrants in the podiatry class, or
future graduates of yet-to-be developed podiatry programs will have the skills and competencies to
perform the proposed expanded scope of practice safely. Expanding scope in the absence of
educational program standards, identified professional competencies, and the means to meet and
maintain those competencies amounts to a gamble on the backs of Ontario’s patients.
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Appendix A
Initial Consultation – Chiropody and Podiatry Review
Model of Foot Care in Ontario
Submitted to:
Health Professions Regulatory Advisory Council
Submitted by:
Ontario Orthopaedic Association
June 2014
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INTRODUCTION
The Ontario Orthopaedic Association (OOA) is dedicated to maintaining high standards of orthopaedic
care in Ontario. Formed in 1978, the OOA currently represents over 90% of orthopaedic surgeons
practising in Ontario. As part of its mission, the OOA works to support its members in delivering
excellent orthopaedic care, monitor and maintain adequate orthopaedic services for Ontarians, and
contribute to the development of policies that encourage and improve musculoskeletal health by setting
and upholding high standards of care.
The OOA is pleased that the Ministry of Health and Long-Term Care (MOHLTC) has directed the Health
Professions Regulatory Advisory Council (HPRAC) to "review issues relating to the regulation of
chiropody and podiatry and provide advice as to whether and how there should be changes to existing
legislation regarding these related professions", as well as to include "an analysis of the current model of
foot care in Ontario, issues regarding restricted titles, and whether the existing limitations on the
podiatrist class of members should continue."12 The OOA expects that this work will be a catalyst for
identifying and addressing professional and systemic issues of concern affecting the provision of high
quality, effective and safe foot and ankle care in Ontario.
The OOA welcomes the opportunity to participate in HPRAC’s initial consultative phase by providing this
submission. In this submission, we will briefly:
-

provide the OOA perspective on the current status and model of foot care in Ontario, identifying
challenges facing the provision of safe, quality foot care;

-

provide input in anticipation of a proposal to be submitted by the Ontario College of
Chiropodists (CCO) requesting a change in the regulation of chiropodists and podiatrists, as well
as an expansion in the scope of practice of podiatrists; and

-

propose a model for a new provincial foot and ankle program that will improve access to safe,
quality orthopaedic surgical care by improving coordination, promoting interprofessional
collaboration, and ensuring that the skills and competencies of health care professionals are
utilized fully and appropriately.

While the OOA is supportive of efforts to improve regulatory efficiency and effectiveness, it cautions
against doing so at the expense of optimal patient outcomes, safety, and system cost-effectiveness. The
OOA strongly supports interprofessional collaboration in the delivery of foot and ankle care, provided
that care is offered by the appropriate health professional, in the right place, at the right time. It will be
imperative for the CCO to provide evidence that its proposal ensures access to safe, quality care that
produces optimal patient outcomes, protects the public from harm, respects the principles of our
publicly-funded system, and is in the public interest. The OOA looks forward to reviewing CCO’s formal
submission to HPRAC when it is made public, and to participating in HPRAC’s subsequent consultative
phases.

12

http://www.hprac.org/en/projects/Chiropody_Podiatry.asp
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BACKGROUND
There are 720 licensed orthopaedic surgeons actively practising in Ontario,13 24 of whom specialize in
foot and ankle care. Orthopaedic surgeons are medical specialists who complete five years of surgical
residency training following successful completion of the general four-year medical school curriculum.
Foot and ankle orthopaedics is a subspecialty of orthopaedic surgery which includes the in-depth study,
prevention and treatment of musculoskeletal diseases, disorders and sequelae of injuries in this
anatomic region by medical, physical and surgical methods.14 This requires post-residency fellowship
subspecialty training in an accredited academic center.
Our members tell us that many factors challenge their ability to provide effective orthopaedic treatment
in a timely manner; namely,
-

-

increased demand for foot and ankle care due to:
o

aging population and longer life expectancy with multiple chronic conditions thereby
increasing the need for (surgical) interventions to maintain mobility and independence;

o

conditions such as osteoporosis, lifestyle issues such as obesity, sports or recreationrelated injuries, improved survival rates with multiple lower musculoskeletal injuries
following motor vehicle accidents15, and demographic pressures such as the growth in
immigrant populations who received little or no foot care during formative years16;

o

increased incidence of diabetes, a primary risk factor for foot ailments, many of which
require surgical intervention;


The prevalence of diagnosed diabetes increased 70% between 1998/99 and
2008/09.17



2.3 million Canadians live with diabetes, 15% or 345,000 of whom will develop a
diabetic foot ulcer in their lifetime; 50% of all lower limb amputations in Ontario
are directly related to diabetes; and more than half of these may have been
prevented by appropriate footwear and more effective nail and foot care.18

long waits for foot and ankle surgery due to:
o

shortage of orthopaedic surgeons with extensive variation in access across Ontario;

13

College of Physicians and Surgeons of Ontario, Public Register www.cpso.on.ca/Public-Register (search
conducted on June 12, 2014).
14
Accreditation Council for Graduate Medical Education. Program Requirements for Graduate Medical Education in
Foot and Ankle Orthopaedic Surgery. Revised April 2014.
15
Horisberger, Monika, et al. Posttraumatic Ankle Osteoarthritis After Ankle Related Fractures. Journal of
Orthopaedic Trauma, 2009; 23:60-67).
16
Health Professions Regulatory Advisory Council. Critical Links: Transforming and Supporting Patient Care.
Toronto, 2009.
17
Public Health Agency of Canada, Diabetes in Canada: Facts and figures from a public health perspective. Ottawa,
2011.
18
Canadian Association of Wound Care ( http://cawc.net/index.php/public/facts-stats-and-tools/statistics (June
12, 2014).
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-

o

insufficient number of subspecialist foot and ankle surgeons to meet the increasing
need;

o

limited availability of hospital operating room time due to budgetary constraints;

shortage of family physicians and caps on physicians’ OHIP billings resulting in reduced access to
routine foot care and longer waits for consultation with orthopaedic surgeons, risking
complications.

The OOA is very concerned that the current model of foot care delivery in the province, combined with
the effects of an overburdened health care system, is resulting in people not receiving safe, quality foot
and ankle care when and where they need it. Wait times data indicates that province-wide, only 74%
and 80% of foot and ankle surgeries, respectively, are performed within the provincial target of 182 days
from referral to surgery. In some LHIN regions, patients are waiting over 600 days for foot surgery and
over 350 days for ankle surgery (see Appendix 2 for latest wait times data). Demographic and
epidemiological trends suggest that the need for foot and ankle care will continue to increase resulting
in even greater challenges in the future.
OOA PERSPECTIVE ON THE CURRENT STATUS OF FOOT CARE IN ONTARIO
It is a challenge to succinctly describe the current model of foot care in Ontario and its historical
evolution. Ontario is an anomaly among Canadian jurisdictions as it regulates two foot care health
professionals, namely “chiropodists” and “podiatrists”. Both operate under the same scope of practice
statement but do not have access to the same “controlled acts” as defined by the Regulated Health
Professions Act, 1991. 19 Specifically, while both have the authority to:
-

cut into subcutaneous tissues of the foot;

-

administer, by injection into feet, a substance designated in the regulations;

-

prescribe drugs designated in the regulations; and

-

administer, by inhalation, a substance designated in the regulations,20

members of the podiatrist class have the additional authority to:
-

communicate a diagnosis identifying a disease or disorder of the foot as the cause of a person’s
symptoms; and

-

cut into bony tissues of the forefoot.21

This has caused considerable confusion for the public, family physicians and other health professionals
when identifying the appropriate practitioner for foot care.

The RHPA’s controlled acts model is composed of three elements: scope of practice statements, controlled acts,
and the harm clause. These three elements together define and guide the practice of a profession.
20
Chiropody Act, 1991, S.O. 1991, c. 20, section 5(1).
21
Chiropody Act, 1991, S.O. 1991, c. 20, section 5(2).
19
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In addition:
-

no new podiatrists have been licensed in Ontario since a cap was imposed in 1993 in favour of
promoting the chiropody scope of practice; as of February 2013, there were 603 members of
the CCO, 70 of whom were registered in the podiatrist class;22

-

graduates of approved podiatry programs (largely from the United States and granting a Doctor
of Podiatric Medicine (DPM) degree) are only able to practise as chiropodists in Ontario; as of
February 2013, there were 15 licensed members of CCO who had obtained a DPM but were not
able to practise to the full extent of the podiatry scope in Ontario;

-

chiropody and podiatry educational competencies have been in a constant state of flux resulting
in numerous “cohorts” within the CCO registrant population, depending on when and where
they received their education, causing even greater disparity among the profession and
confusion to the public;

-

a range of unregulated individuals are increasingly being relied upon to deliver foot care,
particularly through the dispensing of foot orthotics forcing insurance companies to apply strict
regulations due to indiscriminate subscription of these devices;

-

anecdotal evidence suggest that both podiatrists and chiropodists are performing more complex
surgical interventions with little or no oversight in community practice settings. Public safety is
at risk as a result of this “scope creep” and in some cases orthopaedic surgeons are seeing
patients who present with significant complications following surgery by unqualified
practitioners (sometimes paying out-of-pocket), often requiring further surgical intervention and
medical management (i.e. insertion of arthroereisis devices for flat feet, bunion and claw toe
surgical corrections).

The problems of disparate educational program standards, variations in scopes of practice, patchwork
evolution of foot care professions, confusion as to which health professionals to refer to for what
conditions, and misguided scope expansion is not unique to Ontario. A similar situation exists in the
United States, where notwithstanding the absence of accepted education and training standards for
podiatry programs, the podiatry scope of practice has been legally expanded into the realm of
competencies obtained through accredited medical and surgical education and training. There is grave
concern that these changes distract attention from the need to establish and enforce educational,
training, residency and licensure standards for foot care professionals, cause further confusion, and put
patients at risk.
The OOA agrees that these and other factors render the current Ontario foot care model confusing to
navigate and therefore ineffective in delivering the most effective, timely, safe and appropriate care.
Most certainly, a revisiting of the broader Ontario foot care model includes a review of the regulation of
chiropodists and podiatrists. The OOA submits, however, that this is not the only solution, and cautions
against attempting to address multiple significant complexities through a simple scope of practice
review.

22

Muenzen, Patricia M. and Dionne, Spencer. Final Report of the Competency Assessment Project, College of
Chiropodists of Ontario. Professional Examination Service Credentialing Insight. New York, 2013.

46 of 197

ANTICIPATED PROPOSAL BY COLLEGE OF CHIROPODISTS OF ONTARIO
The OOA understands that the CCO’s imminent proposal to HPRAC will request:
-

adoption of the term “podiatry” to describe the profession currently known as “chiropody”;

-

expansion of the scope of practice statement to include:

-

o

communicating a diagnosis; and

o

the anatomical structure of the “ankle and structures affecting the foot or ankle”;

expansion of controlled acts to include:
o

procedures performed on the ankle;

o

additional substances to be administered by injection or inhalation;

o

prescribing, dispensing and selling drugs to be designated in Regulations;

o

applying or ordering the application of a prescribed form of energy;

o

setting and casting of a fracture or dislocation of a bone in the foot or ankle; and

o

ordering laboratory tests.

The OOA cautions HPRAC to carefully consider CCO’s requests for sweeping changes to the current
regulatory model. In particular,
1. This is more than a matter of nomenclature or the adoption of a title so as to be in alignment
with other jurisdictions. No matter what one calls the health professionals currently regulated
by the CCO, they still do not have the educational preparation and competencies to meet the
demand for complex surgical foot and ankle care. Because of the disparities among podiatry
programs, it is difficult to say with confidence whether any podiatrists have or even approach
the competencies required to do so.
Related to this is the use of the “doctor” title. Podiatrists who have obtained a Doctor of Podiatric
Medicine are not medical doctors, though patients often refer to them as such. The OOA is concerned
that use of the doctor title, even if it is just in relation to the name of the credential obtained, leads
members of the public to believe that they are being treated by someone with comprehensive medical
competencies when they are not.
2. The Regulated Health Professions Act, 1991 describes the controlled act of communicating a
diagnosis as, “communicating to the individual or his or her personal representative a diagnosis
identifying a disease or disorder as the cause of symptoms of the individual in circumstances in
which it is reasonably foreseeable that the individual or his or her personal representative will
rely on the diagnosis.”23 Podiatrists are currently authorized to communicate a diagnosis

23

Regulated Health Professions Act, 1991, S.O. 1991, c. 18, section 27(2).
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identifying, “a disease or disorder of the foot as the cause of a person’s symptoms”24 and it is
likely that the CCO will propose that this be expanded to include disorders of the ankle. The
OOA contends that there are a large number of systemic pathologies that present first and
foremost in the foot (and ankle) that podiatrists are not educated or competent to diagnose (i.e.
tethered spinal cord, neuromuscular disease, seropositive and seronegative arthropathies,
diabetes, alcoholic neuropathy, cancer). In addition, podiatrists do not have sufficient
knowledge of the broader musculoskeletal system that is required to make a surgical
assessment of a condition that presents in the foot or ankle. Whereas podiatrists have
knowledge of the anatomy of the foot and ankle, the education of orthopaedic surgeons focuses
on the diagnosis, treatment, rehabilitation and prevention of diseases of the entire
musculoskeletal system which includes the bones, joints, ligaments, muscles, tendons and
nerves.
3. Current educational preparation does not support an expanded scope, and bridging programs
do not currently exist to allow sufficient upgrading of current registrants. In fact, a competency
assessment was recently conducted on behalf of the CCO to evaluate College registrants’
current educational and practical preparation against what would be necessary to practise
within the proposed expanded scope of practice. The competency assessment found that the
majority of the CCO’s current registrants are not prepared to practise within the proposed
expanded scope and that significant bridging education would be required in order for them to
do so safely and effectively. It specifically found that the Michener Institute of Applied Health
Sciences program (and its George Brown College predecessor) does not prepare students to
perform osseous surgery, manage such surgical cases or to administer general anaesthesia. It
also does not provide the training required to assess and manage a patient’s general medical or
surgical status.25
4. There is no podiatry program available in Ontario (and only one in Canada) and even US schools
conferring the DPM degree are varied and inconsistent because there are no nationally
accepted educational standards for podiatry programs. It is also unclear whether consistent
surgical residency requirements have been met by licensed podiatrists or what evaluation of
their surgical competencies they have undertaken.
While the CCO may suggest that Ontario accept graduates of US podiatry programs, the American
Academy of Orthopaedic Surgeons states that, “all patients should have access to high quality,
comprehensive musculoskeletal care by providers who have met appropriate and uniform standards for
education, licensure, training and certification” but that, “podiatric education does not yet meet the
nationally recognized uniform standards for medical education.” 26 The OOA concurs with the concern
that surgical privileges are being sought by practitioners who have not undergone sufficiently rigorous
education, training, residency and licensure requirements. Podiatrists are not educated, trained and
licensed to the same standards as orthopaedic surgeons nor do they meet the extensive requirements
of practice of medical specialists. While their competencies may be applied to some minor and
preventive surgical interventions, complex surgeries should remain the domain of medical specialists.

24

Chiropody Act, 1991, S.O. 1991, c. 20, section2(1).
Ibid
26
American Academy of Orthopaedic Surgeons. Information Statement on Surgical Care of the Lower Extremities
(http://www.aaos.org/about/papers/position/1148.asp ). June 2012
25
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5. Some states have expanded the podiatry scope of practice resulting in all DPMs being legally
permitted to surgically treat ankle and lower leg pathology, including those without postgraduate residency training, those with non-surgical post-graduate residency training, and those
with no or limited training in ankle surgery27. This has resulted in increasing concern about the
quality of foot and ankle care being delivered.
6. The OOA is concerned that the resources, expertise and programs to ensure maintenance of
current podiatrists’ competencies do not currently exist in Ontario. How are quality and
maintenance of competency assured?
7. There will continue to be a need for practitioners trained to the current scope of chiropodists in
Ontario in order to ensure access to primary foot care so as to promote optimal foot health and
prevent complications that result in further morbidity and the need for more complex
interventions. OOA strongly suggest a multidisciplinary approach with appropriate and universal
standards of care will better serve the needs of Ontarians. The Proposed Foot and Ankle Model
described below contemplates a significant role for chiropodists and podiatrists providing
centralized intake and triage in orthopaedic clinics, in addition to routine and non-complex
preventative foot care, provided they have obtained the competencies to undertake it.
8. Access to surgical suites by orthpaedic and general surgeons in Ontario hospitals is already
limited due to budgetary constraints, resulting in high wait times for many procedures. Were
podiatrists to be granted the authority to perform more complex surgeries on the foot and
ankle, where would these procedures take place? Further, how would the surgical sites be
regulated and inspected? How would the services be funded?
AN ALTERNATIVE SOLUTION TO IMPROVING ACCESS TO CARE FOR COMPLEX FOOT AND ANKLE
CONDITIONS
The OOA has previously submitted a proposal for the development of a Provincial Foot and Ankle
Program to the MOHLTC. We are pleased to share an updated copy of the proposal for HPRAC’s review
and consideration (see Appendix 1). Essentially, the proposed program leverages the successes and
lessons learned from the province’s Wait Times Strategy to increase access to foot and ankle surgery.
One of the impacts of the Wait Times Strategy is that the focus on the identified priority areas (including
orthopaedic hip and knee surgeries) has resulted in reduced resources available for other orthopaedic
needs (such as foot and ankle surgeries). However, “evidence shows the mental and physical disability
caused by end-stage degenerative disease in the ankle is at least as severe as that caused by end-stage
disease in the hip.”28 Just as expanded and more timely access to hip and knee surgery was
accomplished through a coordinated approach, so can the current challenges in meeting the need for
complex foot and ankle care in a cost-effective manner. . The OOA contends that such an approach is
preferable to one that involves the expansion of a profession’s scope beyond its education, training and
competence. The goal of the proposed Foot and Ankle Program is to improve access to foot and ankle
care across Ontario and is premised upon:

27
28

-

Timely referral for either surgery or medical management,

-

Coordinated medical management,

Ibid
http://healthydebate.ca/2013/07/topic/wait-times-access-to-care/wait-times-for-non-priority-surgeries
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-

Improved access and shorter wait times for foot and ankle surgery in Ontario,

-

Increased capability to link patients with other community-based programs and services, and

-

Standardized educational toolkits for patients and community health providers.

The proposed Foot and Ankle Program combines three inter-related solutions; namely:
-

Targeted funding to increase overall foot and ankle surgical volumes and reduce wait times,

-

A provincial triage and assessment program to ensure complex cases are managed by qualified
foot and ankle surgeons while redirecting less complex cases to more appropriate providers and
delivery sites (i.e. non-hospital),

-

Clinical education to maintain and/or increase the skill set of current surgeons and development
of operational processes that will a ssist LHINs and hospitals in allocating resources.

CONCLUSION
The OOA is keenly aware of the confusion that exists over the regulation of foot care health
professionals in Ontario and the challenges that this presents to patients, physicians, other health
professionals and counterparts in other jurisdictions. The OOA is most concerned with improving access
to safe, quality foot and ankle care by Ontarians when and where they need it in a manner that avoids
unnecessary costs and complications. The OOA cautions against the expansion of the scope of practice
of podiatry and the wholesale shift to a podiatry model from the current chiropody model.
In summary,
-

Current CCO registrants (whether chiropodists of podiatrists) do not have the educational
preparation or competencies to perform the proposed expanded scope.

-

The current chiropody program is not prepared to support an expanded scope and programs do
not exist to provide the bridging required to enhance the competencies of current registrants.

-

The US podiatry programs on which Ontario would likely rely for practitioners do not adhere to
universally accepted standards of education, training and residency requirements. It is also
questionable whether they provide the knowledge required to perform the proposed expanded
scope to Ontario standards.

-

Expanding the scope of podiatry is not in keeping with the preferred interprofessional,
collaborative approach of utilizing resources to the maximum of their scope and competencies.
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Appendix 1
*Please see enclosed pdf document:
Proposal for the Development of a Provincial Foot and Ankle Program _ 2009April
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2 EXECUTIVE SUMMARY
On November 17, 2004, the Minister of Health and Long-Term Care officially announced Ontario’s
Wait Time Strategy. The Strategy was designed to reduce wait times and thereby improve access to
healthcare services for adults in Ontario. While hip and knee total joint replacements were a primary
focus in the early stages of the strategy, it has since been expanded to encompass all orthopaedic
surgeries with a view to improving access and wait times more broadly within the specialty. An
Orthopaedic Expert Panel, chaired by Dr. James Waddell, was convened in spring 2008 to oversee and
guide this expansion of scope. The Orthopaedic data that is analyzed through Wait Times on a monthly
basis clearly identifies that there are significant issues with access to care for patients experiencing foot
and ankle problems, and as well indicating that there is extensive variation in access to surgeons across
the 14 LHINs.
The Foot and Ankle Program has been developed with the goal of improving access for patients to foot
and ankle care across Ontario and includes:
•

Timely referral for either surgery or medical management,

•

Coordinated medical management,

•

Improved access and shorter wait times for foot and ankle surgery in Ontario,

•

Increased capability to link patients with other community-based programs and services, and

•

Standardized educational toolkits for patients and community health providers.

The program will accomplish this goal using three solutions:
Solution #1
In collaboration with the Ministry of Health and Long term care a system will be developed to use
targeted funding to manage surgical procedures that are responsible for the wait time for foot and ankle
surgery within Ontario.
Solution #2
A triage and assessment programs will be developed to support equal distribution and access for foot
and ankle care across the province. This will be a phased in project starting with five organizations in
Phase 1, followed by refining and expanding the program to achieve implementation of a program
across the province in Phase 2.
Solution #3
Within those LHINs where there is a current lack of access to foot and ankle surgery, surgeons and
hospitals will collaborate to increase their capacity to manage this patient population through clinical
education or the development of operational processes. Increasing capacity can be managed through
increasing the skill set of the current surgeons to manage complex and non complex foot and ankle
conditions, hiring of additional specialized foot and ankle surgeons, or working with other LHINs to
ensure patients access to all available resources.
These three solutions are mutually dependent and through a coordinated approach will result in
increasing access to the specialty foot and ankle surgeons for patients who require their additional skills
4
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and increasing access for the less complex surgical foot and ankle problems to the general orthopaedic
surgeons who will have the training and ability to manage these conditions.
With respect to triage and assessment, these programs would be of benefit in the following
organizations: St. Michael’s Hospital, The Scarborough Hospital, Grand River/St Mary’s General
Hospital, Brampton Civic Hospital, The Ottawa Hospital and Queensway Carleton Hospital, Thunder
Bay Regional Hospital, University Health Network, Strathroy Middlesex Hospital, Kingston General
Hospital, Hamilton Health Sciences. As such it is recommended that the program be implemented in two
phases. The first phase would include the implementation of five centres who have expressed interest in
participating in Phase 1 and where commitment to participating has been confirmed by the CEO and the
surgeon. Phase II would be a role out of this program to the additional centres noted. It is recommended
on a long term basis that all LHINs have a triage and assessment centre to manage their local assessment
needs.
The triage and assessment program would be set up with the following objectives:
1. Improve patient care and ensure efficient use of health care resources through a process of
standardization and creating an inventory of resources available in local communities.
2. Redirect referrals back to their local communities thereby reducing the number of less complex
referrals to foot and ankle specialists so that the specialists can concentrate on more complex
procedures.
3. Build capacity in the communities to manage patients locally including access to resource such
as the operating rooms and qualified orthopaedic care through trained surgeons.
4. Develop a simple yet effective data collection system to monitor and evaluate the program’s
performance including:
a. Measurement of wait 1 in conjunction with the wait times system
b. A system to follow patients who are referred back to their community to ensure they are still
able to access the needed services.
c. Volumes of patients to better measure the unmet need

This proposal is a request for funding to support an increase in surgical volumes through targeted
funding including identifying a clinical method to determine those funding levels. The proposal also
includes the budget for the implementation of triage and assessment programs across a number of sites
within Ontario which would require an annual budget of $776,044 for 2009/10.

5
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3 INTRODUCTION
On November 17, 2004, the Minister of Health and Long-Term Care officially announced Ontario’s
Wait Time Strategy. The Strategy was designed to reduce wait times and thereby improve access to
healthcare services for adults in Ontario. The initial focus of the strategy was on five areas of care:
cancer surgery, selected cardiac procedures, cataract surgery, MRI and CT scans, and hip and knee total
joint replacements.
The success of the Wait Times Strategy prompted the government to expand the scope of services for
which wait times were being tracked and reported. While hip and knee total joint replacements were a
primary focus in the early stages of the strategy, the strategy has since been expanded to encompass all
orthopaedic surgeries with a view to improving access and wait times more broadly within the specialty.
An Orthopaedic Expert Panel, chaired by Dr. James Waddell, was convened in spring 2008 to oversee
and guide this expansion of scope. The Orthopaedic data that is analyzed through wait times on a
monthly basis clearly identifies that there are significant issues with access to care for patients
experiencing foot and ankle problems and as well indicates there is extensive variation in access to
surgeons across the 14 LHINs.
This proposal has been prepared by the Ontario foot and ankle specialists through funding provided by
the Ontario Orthopaedic Association and the Canadian Orthopaedic Association. Specifically, this
proposal presents a plan for a Foot and Ankle Program in Ontario, which will drive more efficient use of
orthopaedic surgical resources in foot and ankle care. The Orthopaedic Expert Panel participated in the
development of this proposal.
OVERVIEW OF THE REPORT
The remainder of this proposal is organized as follows:
•

The proposal begins with a brief profile of the Foot and Ankle Program in section 4.

•

Section 5 presents a profile of foot and ankle surgical activity, placing it in context within the
orthopaedic specialty.

•

Section 6 provides an analysis of foot and ankle activity in the province.

•

Section 7 lays out the components of the proposed foot and ankle program.

•

Section 8 presents a description of the activities to be undertaken to accomplish the objectives of
triage and assessment component of the program through Phase I and

•

Section 9 presents an implementation plan for the triage and assessment program.

•

Section 10 provides the required annual budget for the project.

Accompanying appendices follow section 10.

6
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4 THE FOOT AND ANKLE PROGRAM
PROGRAM OVERVIEW
The program that is being proposed to manage foot and ankle wait times in Ontario includes three
solutions:
Solution #1
In collaboration with the Ministry of Health and Long term care a system will be developed to use
targeted funding to manage surgical procedures that are responsible for the wait time for foot and
ankle surgery within Ontario.
Solution #2
A triage and assessment programs will be developed to support equal distribution and access for
foot and ankle care across the province. This will be a phased in project starting five organizations in
Phase 1, followed by refining and expanding the program to achieve implementation of a program
across the province in Phase 2.
Solution #3
Within those LHINs where there is a current lack of access to foot and ankle surgery, surgeons and
hospitals will collaborate to increase their capacity to manage this patient population through
clinical education or the development of operational processes. Increasing capacity can be
managed through increasing the skill set of the current surgeons to manage complex and non
complex foot and ankle conditions, hiring of additional specialized foot and ankle surgeons, or
working with other LHINs to ensure patients access to resources.
These three solutions are mutually dependent.
PROGRAM GOALS
The overall goal of the proposed Foot and Ankle Program is to improve foot and ankle health in the
province of Ontario. This project will accomplish that goal through:
•

Timely referral to either surgery or medical management,

•

Coordinated medical management,

•

Improved access and shorter wait times for foot and ankle surgery in Ontario,

•

Increased capability to link patients with other community-based programs and services, and

•

Standardized educational toolkits for patients and community health providers.

PROGRAM DELIVERABLES
There are six primary deliverables of developing a provincial foot and ankle program:
1. Improved patient care and more efficient use of health care resources through appropriate triage
of foot and ankle patients to the right provider for the right service at the right time across
Ontario.
7
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2. The development of a process to deal with referrals to foot and ankle specialists that could be
managed by general orthopaedic surgeons.
3. The development of clinical competency through education where necessary, to effectively
manage foot and ankle surgeries in local communities and thereby maximize as appropriate the
current available surgeon capacity for both complex and less complex surgeries .
4. The development of hospital capacity through targeted funding, to deal with less complex foot
and ankle surgeries.
5. Supporting specialty foot and ankle surgeons to manage the complex patient population through
targeted funding where patients cannot be managed by a local surgeon.
6. Standardization in process to facilitate patient flow through improved clinical practice and
efficiency.
INDIVIDUAL AND SYSTEM BENEFITS OF THE PROGRAM
The Foot and Ankle Program is based on a comprehensive approach to foot and ankle care within a
chronic disease management framework. Using this framework, foot and ankle health will be improved
by defining and promoting quality, safety, clinical standards and best practices in the treatment of foot
and ankle pathologies. Individuals who need care will experience high quality and timely responses to
their needs.
Implementation of this program will facilitate identification of the need for foot and ankle surgery in
local regions and thereby contribute to the allocation of resources to support foot and ankle health in the
province.
The program will contribute to achieving system goals and priorities such as improved access to higher
quality care, while using limited health care resources more efficiently. Within this program, local
planning of the provision of foot and ankle surgery will be facilitated at a LHIN level. Through the
program, we will be able to capitalize on existing resources, especially specialist resources within each
LHIN.
GUIDING PRINCIPLES OF THE PROGRAM
The Foot and Ankle Program was developed based on the following guiding principles:
•

Improved access, quality and efficiency: The Foot and Ankle Program will focus on improved
access to care for patients, enhanced quality of care, and improved efficiency of the care delivery
process;

•

LHIN led: The program will be driven at the LHIN level. Opportunities and challenges will be
identified at a regional level, and local solutions will be developed and implemented;

•

Leverage existing assets: Where possible, current regional and/or hospital specific initiatives
(e.g., the existence of an assessment centre) will be leveraged and built upon in the development
of the program;

•

Accountability: Performance measurement practices will be put in place, and outcome measures
will be developed and tracked in order to ensure accountability;

•

Alignment: This initiative aligns with other similar initiatives such as the Hip and Knee
Program.
8
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5 BACKGROUND: FOOT AND ANKLE SURGICAL SPECIALITY
Development of the foot and ankle subspecialty of orthopaedics is an important component of this
project. By developing this specialized area of practice, patient needs will be met through high quality
care by the right clinician at the right time. System needs will be met through efficient use of system
resources. Understanding what a foot and ankle specialist is and does and why patients need access to
this resource is the first step in this development.
FOOT AND ANKLE SURGERY
Foot and ankle surgery as a subspecialty started to evolve in the mid 1980’s. Until that time most foot
and ankle problems were managed by a general orthopaedic surgeon. Over the past 30 years, the types
of surgeries offered for foot and ankle pathologies have evolved, and the complexity of the surgery has
increased. This has resulted in more reliable and better outcomes for the patient following foot and ankle
surgery. Paradoxically, most orthopaedic residents graduate from programs with insufficient exposure to
foot and ankle pathologies and thus do not manage these problems unless they have received additional
training in the form of a Foot and Ankle Fellowship.
The numbers of Orthopaedic Surgeons in Ontario with a specific interest in foot and ankle surgery are
few and the demand far exceeds the ability of the few to fulfill the needs of Ontario citizens. The interest
amongst new trainees is increasing and as such, there will be Canadian trained foot and ankle
subspecialists graduating. However, a current hiring practice of Ontario hospitals does not reflect the
need of the surrounding community. This is to say, that there are a number of LHIN’s within Ontario
that do not have an orthopaedic foot and ankle specialist and rely on outsourcing foot and ankle
surgeries to other LHINs. Most of the available foot and ankle surgeons are in other LHINs and have a
waiting list of over one year and as a result severely restrict the number of new consults.
The current situation that exists is that the general orthopaedic surgeon has stopped performing many
foot and ankle surgeries and the subspecialty supply of Foot and Ankle Surgeons has not increased to
fulfill the needs of Ontario citizens. Some foot and ankle surgeries can be performed if the general
orthopaedic surgeon is encouraged to increase surgical volumes; however, in spite of this change, the
need for a greater number of Orthopaedic surgeons with foot and ankle subspecialty training will
continue to grow.
WHAT IS A FOOT AND ANKLE SPECIALIST?
There are many surgeons within Ontario who complete surgery on the foot and ankle, and in fact it is
quite acceptable for the less complex procedures to be completed by general orthopaedic surgeons with
no specialty foot and ankle training. Recently, there have been significant increases in the sophistication
of foot and ankle surgical techniques through improvements in technology and hardware, which has
made some procedures more specialized than ever before. A group of specialty surgeons have chosen to
specialize in these complex foot and ankle procedures and for the purpose of this project Orthopaedic
Foot and Ankle Surgeon qualifications are described as:
• Completion of at least six months of an accredited foot and ankle fellowship;
• An elective practice with 50% of activity dedicated to surgical foot and ankle care;
• An ability to correct multidirectional structural abnormalities below the knee.
9
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Furthermore, system efficiency depends on maximizing the access for patients to all surgeons who have
the clinical ability and the appropriate resources to manage their condition. This means that general
orthopaedic surgeons with an interest in foot and ankle should be able to maximize their activity in this
area. For the Foot and Ankle specialized surgeon however this means utilizing their time and expertise
to concentrate on more complex procedures and diagnoses that cannot be managed within the patient’s
local community.
Table 1 is a list of procedures that are undertaken by a foot and ankle specialist and may not be
managed within the patient’s local community.
Table 1: Procedures that should only be performed by an Orthopaedic Foot and Ankle Surgeon

Total ankle replacements
Severe pes planus deformities
Severe pes cavus deformities
Foot and ankle deformities requiring external fixation or tricortical bone graft for correction
Complex forefoot deformities requiring multiple metatarsal osteotomies
Hallux valgus deformities requiring biplanar or multiple 1st MT osteotomies
Complex Charcot reconstructions
Deformities requiring multiple tendon transfers
Deformities requiring multiple or biplanar osteotomies for correction
Conversions of fusions to Total ankle replacements
Take down of fusions or non-unions with repositioning – correction of malunions
Re-operation of a foot after failure of index procedure
Trauma requiring primary fusion of a joint or joint complex
Source: Orthopaedic surgeons contributing to this proposal.
WHY A PATIENT NEEDS A FOOT AND ANKLE SPECIALIST
The foot and ankle is a complex series of joints that has the flexibility to function as a shock absorber
and adjust to uneven terrain but the rigidity to withstand the repetitive forces of everyday activity. For
example, a 150 pound person walking one mile places 60 tons of accumulative force through their feet.
In steady state walking up to 5 times the body weight is placed through the ankle joint with each step.
As a result even subtle abnormalities can result in significant pain and morbidity due to the accumulative
forces of daily activity and the condition can deteriorate quickly without appropriate care. Recent
outcome studies have demonstrated that patients with end-stage ankle arthritis are as disabled as a
person with end-stage hip arthritis (Comparison of Health – Related Quality of Life Between patients
with End Stage ankle and hip arthrosis: M. Glazebook et al 2008:90:499-505). In addition, due to the
fact that many foot and ankle problems are post-traumatic in origin, the majorities of patients are still in
the prime of their life and require a good functional outcome in order to maintain gainful employment.
Thus, a strategy to achieve early detection and treatment of foot and ankle conditions for patients within
Ontario required.
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6 CURRENT FOOT AND ANKLE CARE IN ONTARIO
Most patients with foot and ankle functional disability or pain will present to a primary care physician.
The physician generally refers the patient to an orthopaedic surgeon who accepts referrals for foot and
ankle. Without opportunities for a comprehensive assessment, no consideration is given as to whether
the patient requires a non-surgical program of care or surgery. Most patients are referred to a foot and
ankle specialist regardless of whether the patient case is complicated or a straight forward procedure
(e.g., club foot and claw toe). For straight forward procedures a referral could be successfully managed
through a general orthopaedic surgeon in their local region rather than a foot and ankle specialist.
Within Ontario there are currently a limited number of approximately 11 foot and ankle surgeons who
will perform complex foot and ankle procedures. These surgeons are located in the following hospitals
and LHINs:

Hospital
St Michaels Hospital
UHN
Grand River/St Mary’s Hospital
The Ottawa Hospital
Queensway Carlton Hospital
William Osler, Brampton Civic Hospital
The Scarborough Hospital
Strathroy Middlesex Hospital
Thunder Bay Regional Hospital
Kingston General Hospital
Hamilton Health Sciences Centre

LHIN
Toronto Central
Toronto Central
Waterloo Wellington
Champlain
Champlain
Central West
Central East
South West
North West
South East
HNHB

Performing a high proportion of less complex foot and ankle surgeries is not an efficient use of highly
specialized foot and ankle surgeons. Because so many of cases are being referred to these specialists,
many referrals, where it is clear there is no need for specialized care, are simply returned to the referring
physicians and patients are not seen within the healthcare system. This means that many patients are
unable to access care until their conditions becomes more severe. For patients that do present with a
diagnosis that is accepted onto the foot and ankle specialist wait list, wait times data for foot and ankle
surgeries continue to exceed the provincial target of performing 90% of these surgeries within 182 days
for wait 2 (See Figure 5 and Figure 6.) There is no wait 1 data for these patients to reflect the wait from
family physician to the surgeon.
Some LHINs do not have a foot and ankle specialist, and patients in these LHINs are typically referred
to a neighboring LHIN for care (See Figure 7 and Figure 8 for a comparison of the number of people
within a LHIN who require foot or ankle surgery and the number of surgeries that are performed in each
LHIN.) These patients are sometimes not receiving care as close to home as possible, are waiting an
inappropriately long time for surgery and having to travel extensive distances for consultation, pre
operative preparation, surgical intervention and all follow up care.
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Some foot and ankle specialists are reducing the number of less specialized foot and ankles surgeries
they will perform, in some cases because operating room (OR) time is limited for these types of
procedures.
There are a number of other issues with foot and ankle care in Ontario that could be addresses through a
coordinated program including: the ordering of repeat tests that have already been ordered by the
primary care physician which results in duplication and potentially extending the time required to
complete the diagnosis, limited educational materials before or after surgery and access to post operative
services.
CURRENT ONTARIO DATA
Data on volumes and wait times for foot and ankle surgeries in Ontario were retrieved from the Wait
Time Information System (WTIS). These data are collected as part of the provincial initiative to
improve access and wait times in orthopaedic surgery. The data available for foot and ankle surgery was
for the period April 2008 to December 2008.
It should be noted that these data reflect completed procedures using existing resources and do not
necessarily reflect demand or need in the province.
Foot and ankle surgeries were identified according to Canadian Classification of Health Interventions
(CCI) codes (Appendix #1). The list of foot and ankle surgeries collected in WTIS includes the full
range of less specialized to more complex surgeries. Some of the surgeries may be performed by
general surgeons, some by orthopaedic surgeons and some by foot and ankle specialists.
Figure 1 and Figure 2 below show the age/sex adjusted population rates of foot and ankle surgeries in
Ontario. The overall provincial age/sex adjusted rates were 49 per 100,000 population for foot surgery
and 16.7 per 100,000 population for ankle surgery. As shown in the figures, these rates vary
significantly across the province. The Local Health Integration Networks (LHINs) with the lowest
adjusted rates of foot surgery were North West, North Simcoe Muskoka and Central West. These
LHINs were also among the lowest rates for ankle surgery. Erie St. Clair, Toronto Central and North
East had the highest rates for foot surgery. The highest adjusted rates for ankle surgery were found in
Toronto Central, South West and Erie St. Claire. The differences in these rates across LHINs can be
attributed to the availability of resources to perform foot and ankle surgery.
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Figure 1: Age/sex Adjusted Surgery Rates - Foot (April 08 – Dec 08)
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Figure 2: Age/sex Adjusted Surgery Rates - Ankle (April 08 – Dec 08)
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Overall in Ontario, there are approximately 10,000 foot and ankle surgeries per year. Foot and ankle
surgery represents approximately 10% of orthopaedic surgery in the province of Ontario. The highest
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percent of orthopaedic surgeries were performed in the Champlain LHIN (12.6%) while Mississauga
Halton (5.8%), North Simcoe Muskoka (6.6%) and the North West LHIN (1.3%) had the lowest.
The distribution of these surgeries by LHIN and by surgical priority is shown in Figure 3 for foot
surgeries and in Figure 4 for ankle surgeries.

Figure 3: Number of Foot Surgeries, by Priority, by LHIN (Apr 2008 – Dec 2008)
Orthopaedic Foot Surgery by Priority
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Source: Wait Time Information System.

Figure 3 shows that Hamilton Niagara Haldimand Brant, Central, Central East and Toronto Central
performed the highest number of foot surgeries in the province between April and December, 2008. Of
all LHINs, Toronto Central performed more priority 1 and 2 surgeries. Toronto Central, Hamilton
Niagara Haldimand Brant and Mississauga Halton performed the highest number of priority 1 and 2
surgeries. North West, North Simcoe Muskoka and Central West performed the lowest number of foot
surgeries overall. Some LHINs performed very few priority 1 or 2 surgeries. North Simcoe Muskoka,
Central West, North West and Waterloo Wellington performed 5 or fewer priority 1 or 2 surgeries
between April 2008 and December 2008.
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Figure 4: Number of Ankle Surgeries, by Priority, by LHIN (Apr 2008 – Dec 2008)
Orthopaedic Ankle Surgery by Priority
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The pattern of ankle surgeries was slightly different compared to foot surgeries (Figure 4). Overall
Toronto Central performed more surgeries; however Mississauga Halton, Hamilton Niagara Haldimand
Brant, and South West performed more priority 1 surgeries. Overall volumes of ankle procedures were
much lower compared to foot procedures, and the resources to perform priority 1 surgeries appear to be
fewer in some LHINs. There were fewer than 10 priority 1 and 2 procedures in North West, North
Simcoe Muskoka, Waterloo Wellington and North East.
While Figures 3 and 4 show the volumes of foot and ankle surgeries by LHIN, Figures 5 and 6 show the
90th percentile wait times for those procedures by LHIN. The 90th percentile wait time is a measure of
the days within which 90 percent of procedures were performed.
Overall there was a significant wait for foot surgery, particularly priority 4 surgeries (Figure 5). All but
two LHINs have been unable to meet the target of performing 90 percent of priority 4 foot surgeries
within 182 days. North West, Champlain and Hamilton Niagara Haldimand Brant had waits for priority
4 foot surgeries in excess of 350 days. There was a significant wait of over 300 days for priority 1
surgeries in Toronto Central.
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Figure 5: 90th Percentile Wait Times (days), Foot Surgery, by LHIN (April 08 – Dec 08)
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Figure 6: 90th Percentile Wait Times (days), Ankle Surgery, by LHIN (April 08 – Dec 08)
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16

68 of 197

Overall the performance for ankles surgeries was better, with 6 LHINs not achieving the target of 182
days (Figure 6). The longest waits for ankle surgery were in Hamilton and South West. The wait for
priority 4 surgeries in Hamilton was over 450 days and the wait for priority 3 surgeries in South West
was almost 300 days.
Comparing the results from Figures 3 and 4 to those in Figures 5 and 6 helps to shed light on the
understanding of wait times by LHIN. For example, those LHINs with the highest volumes also had
significant wait times for both foot and ankle surgery. Some of the LHINs with the lowest volumes still
had wait times above target. North West had the lowest foot surgery volumes but the highest wait time.
South East was among the LHINs with the lowest ankle surgery volumes, but had a wait time 284 days
for priority 4 surgeries. Between April 08 and December 08 the volume of foot surgery is 6271 which is
significantly greater than ankle at 2144 and the wait time for foot surgery was consistently higher than
that of ankle surgery.
Understanding the cross-LHIN movement of patients for foot and ankle surgeries further helps to
understand the system issues related to foot and ankle care.
The following two figures compare the number of residents within a LHIN that had foot or ankle
surgery, regardless of where the surgery was performed (i.e., “by Patient Residence) and the number of
surgeries that were performed in each LHIN (i.e., “by hospital”). As shown in the Figures 7 and 8, in
some LHINs, residents received their surgery outside their home LHIN.
Looking at Figure 7, where the first bar (by Hospital) was higher than the second bar (by Patient
Residence), hospitals within the LHIN performed more surgeries than the demand from residents of the
LHIN. For example, 774 foot surgeries were performed in Toronto Central hospitals between April and
December 2008, but only 383 of these surgeries were performed on Toronto Central residents. In
addition to Toronto Central, Hamilton Niagara, Haldimand Brant, Central, Central East and Champlain
LHIN were LHINs that performed surgeries on residents outside of their home LHIN. These LHINs
also had significant wait times.
By comparison, some residents from Erie St. Clair, Central West, Mississauga, North Simcoe Muskoka
and North East received their surgeries outside of their home LHIN. Central West had no wait time
problems, while there was a limited wait time above target in Erie St. Clair. Mississauga Halton, North
Simcoe Muskoka and North East were all above target on wait time for priority 4 foot surgeries.
Therefore, despite referring patients out of the province for foot surgeries, resources within these LHINs
was not enough to meet wait time targets.

17

69 of 197

Figure 7: Foot Surgeries by LHIN and Patient Residence (Apr 2008 – Dec 2008)
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Figure 8: Ankle Surgeries by LHIN and Patient Residence (Apr 2008 – Dec 2008)
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Figure 8 shows the cross LHIN movement of patients for ankle surgery. South West, Hamilton, Toronto
Central and Champlain LHINs performed surgeries on residents from other LHINs. All of these LHINs
also showed wait time problems, with Hamilton having the most significant problem for priority 4 ankle
surgeries. Erie St. Clair, Central East, North Simcoe Muskoka and North East transferred patients out of
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the LHIN to receive ankle surgery. Most of these LHINs did not have a wait time problem for ankle
surgeries, except Central East whose 90th percentile was just of 200 days.

7 THE PROPOSED FOOT AND ANKLE PROGRAM
7.1
•

SOLUTION 1: TARGETED FUNDING MODEL

The first solution will be to work with the Ministry of Health and Long term care in developing a
system to use targeted funding to manage surgical procedures that are responsible for the wait time
for foot and ankle surgery within Ontario.
The targeted funding model will encourage the surgeons and hospitals to manage the patients
serviced within their hospitals: both for the general orthopaedic surgeons and specialized foot and
ankle surgeons to meet the needs of the foot and ankle patients.

From the wait times data for foot and ankle the total volumes of surgery that were complete between
April 2008 and December 2008 were 2144 ankle procedures and 6271 foot procedures. Wait times for
foot procedures are also significantly higher consistently across the province.
Due to the complex anatomy of the foot and ankle there are significant variations in the surgeries that
are completed therefore the identification of targeted funding for specific diagnoses or surgical
procedures would not have the necessary effect on reducing the overall wait times for patients. There
are, however, a number of operational parameters that are used in booking cases that significantly
influence a hospitals and surgeons decision on managing a case. These parameters include: length of
time that the surgery takes, hardware required and post operative care as inpatient or outpatient. The
following chart references how these parameters could be used in defining case costs for foot and ankle
patients.
Area
Forefoot

Procedure
Soft tissue
Bone

Time
1 hour
1.5 hours

Hardware
Minimal
Moderate
(approx 50%)

Post operative
Outpatient
Outpatient

Hind foot (mid foot
to ankle) Includes
fusion and
osteotomy
Total Ankle
Replacement

Soft tissue
Bone

1 hour
2 hours

Minimal
Moderate
(approx 75%)

Outpatient
Inpatient
Occasional outpt

Arthroplasty

2 hours

Extensive

Inpatient
Occasional
outpatient
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The funding that could be considered for foot and ankle would therefore include potentially four
different funding amounts which would account for the majority of foot and ankle cases which are
outlined below from the least expensive to the most expensive:
1. Soft tissue (include forefoot and hind foot)
2. Bone
a. Forefoot
b. Hind foot
3. Total Ankle Replacement
During foot and ankle surgeries there are some patients who require a soft tissue and a bone procedure.
It is recommended that this count as a single procedure and be allocated to the greatest amount (bone).
7.1.1

Volumes

Wait times data clearly demonstrates that the volumes of patients being treated within the healthcare
system at the present time is not managing the surgical need for forefoot or ankle surgery within the
province of Ontario. As many patients are currently unable to access care within the healthcare system
the absolute volume of surgeries required is not known. It is anticipates however that the following
procedure volumes would make a significant impact in the wait time for patients across Ontario.
Figure 9: Volumes for Foot and Ankle Surgeries

Area
Soft tissue (forefoot and hind
foot)
Forefoot
Forefoot - Bone
Ankle*
Hind foot* – Bone
Includes fusion and osteotomy
Total Ankle Replacement
Total

Current volumes
(April – Dec 08)

Annualized
volumes

6271

8360

2144

2852

8415

Approx 100
11,312

*This includes procedures only and not investigations such as arthroscopy
Based on this current volume it is recommended that the volumes to decrease the wait list are calculated
and supported through targeted funding.
7.1.2

Patient volume distribution

The distribution of these procedures across Ontario would need to consider the patient volumes within
each LHIN or local community. There would need to be a transition process to ensure that the
communities where patients are currently unable to access care were able to increase their clinical skill
set and access to resources to increase patient flow. Many soft tissue and forefoot boney surgeries can be
managed by general orthopaedic surgeons and as such these should be distributed to the LHINs and
hospitals that have the capacity and interest to manage their local patient volumes. With respect to the
hind foot surgeries and Total Ankle replacement, (of which there is likely only a few hundred required)
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to ensure clinical skill set and associated quality, the distribution process would need to ensure the
volumes were allocated to foot and ankle specialty surgeons. At the present time this would mean the
distribution to the hospitals identified above where there are foot and ankle surgeons.
7.1.3 Improved data collection
It is evident from the data received from the hospitals (Appendix #3) that there are significant
differences in the ways data are being coded within the hospitals. Through standardization this program
would ensure accurate data for future planning.
7.2
•

SOLUTION 2: TRIAGE AND ASSESSMENT MODEL

The second solution will focus on the development of triage and assessment programs to support
equal distribution and access for foot and ankle care across the province. This will be a phased in
project starting with a number of organizations in Phase 1, followed by refining and expanding the
program to achieve implementation of a program in all LHINs across the province in Phase 2.

Based on the current challenges in accessing timely and appropriate care for foot and ankle patients, the
following components were identified as essential to a more organized and efficient approach to meeting
the surgical and non-surgical needs of these patients:
A triage and assessment system that includes:
1. A referral process and standardized intake.
2. Triage and assessment to ensure the most appropriate care provider, care setting and
geographic location.
3. Standard protocols to ensure that each patient is referred to the most appropriate surgeon
(i.e., general orthopaedic surgeon versus specialist surgeon).
4. Coordinated post-operative follow-up services.
7.2.1

Referral Process and Standardized Intake

In response to the issues identified in the current processes for early identification of foot and ankle
health issues and referrals to appropriate care, the following resources and supports will be provided to
primary care physicians:
•

Educational materials will be developed and provided to primary care providers so that they can
in turn provide this information on foot and ankle health to their patients. This will include both
written materials and web based materials where appropriate.

•

Primary care providers will also be provided with a standard referral form for a surgical
consultation. The form will be designed to assist the physician in determining whether the
patient should be referred to a foot and ankle specialist by listing the criteria for referral to the
specialists in their local communities and across Ontario. Patients who do not fall within these
criteria will be referred to a general orthopaedic surgeon.

Primary care physicians will be supported in their efforts to educate patients on foot and ankle health.
The standard referral form will help the primary care physician to decide whether the patient needs
surgery and, if so, ensure that patients are referred to the appropriate surgeon (i.e., a general surgeon or a
foot and ankle surgeon).
21

73 of 197

7.2.2 Triage and Assessment
In the proposed Foot and Ankle Program, patients referred to a foot and ankle specialist will be assessed
by a triage clinician (i.e., an advanced practice clinicians with expertise in musculoskeletal assessment
of the foot and ankle) before seeing the surgeon. The triage clinician will:
• Use a standardized tool to assess and triage patients as candidates for surgical or non-surgical
care.
• For non-surgical patients, refer the patient to appropriate resources where available. If resources
are not available in the patient’s home LHIN, this service gap will be noted and brought to the
LHIN’s attention. The Foot and Ankle Program will then work with the LHIN to determine
strategies to close this gap.
• For surgical patients, either order diagnostic and imaging tests or request previous tests ordered
by the primary care physician.
• For surgical patients with less specialized diagnoses (i.e. not in the list of surgeries managed by
the foot and ankle specialist) refer the patient on appropriately either to a Central Intake, another
surgeon in the area or back to referring physician who will arrange a referral to a local surgeon.
• For surgical patients with a complex condition requiring the care of the foot and ankle specialist,
book an appointment.
The triage clinician will have an independent practice. Even if the foot and ankle surgeon is unavailable
(e.g., on vacation, in surgery, or has a very long wait time for a consult), the triage clinician will still be
able to assess the patient.
The introduction of a triage clinician will deliver benefits to the patient, the surgeons and the health care
system:
•

By identifying and using test results that are already available, the cost to the health care system
of duplicate tests will be reduced. Further, the time to diagnosis can be shortened as the surgeon
will have all the necessary test results for the first surgical consultation.

•

By identifying in a timely manner when a patient should not have been referred to a foot and
ankle specialist, the patient can be quickly redirected to a more appropriate care provider (e.g.,
for surgical or non-surgical care). Although the standardized referral form will help to prevent
inappropriate referrals, some cases that could be managed locally might still be misdirected.

•

By reducing the burden on the foot and ankle surgeon to screen for referrals that could be
managed locally, the surgeon’s time will be used more efficiently. This will ultimately result in
a reduced workload for the surgeon and reduced wait times for consultations and potentially also
for surgery. For patients who are appropriately referred to the foot and ankle specialist, the
standardized referral form will provide the complete medical history and allow the surgeon to
make the best use of the time with the patient in the first consultation.

•

By ensuring that patients are referred to the most appropriate surgeon – within their LHIN
wherever possible – this program will ensure that patients receive care as close to home as
possible.

The triage clinician will also have more formal communications with the referring physicians, which
will help the referring physicians to better plan their patients’ care – from community to hospital
settings.
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7.2.3 Standard protocols
As noted earlier, patients are often referred to a foot and ankle specialist, even if surgery is not indicated
(i.e., they are candidates for medical management) or the surgery could be performed by a local general
orthopaedic surgeon.
Under the proposed Foot and Ankle Program:
•

Non-surgical patients will be triaged to other care providers and care settings (e.g., for medical
management of their condition).

•

Patients needing surgeries that could be provided locally will be referred to a general orthopaedic
surgeon.

•

Only patients requiring more complex surgeries (see Table 1) that cannot be managed locally
will be treated by the foot and ankle specialist.

By ensuring that the patient is always referred to the most appropriate care provider for treatment,
specialized and scarce resources will be used as efficiently as possible. This approach will contribute to
shorter wait times and to care being provided closer to home for many patients.
As noted earlier, where service gaps are identified within a LHIN, this situation will be brought to the
LHIN’s attention. The Foot and Ankle Program will work with the LHIN to find a solution to close the
gap.
7.2.4

Follow-up

The availability of patient education before surgery and post-operative services is inconsistent across the
province.
The Foot and Ankle Program is proposing to establish an educational program for patients that will
address these pre- and post-operative needs. Once it is determined that the patient requires surgery, the
Program will:
•

Provide the patient and family with educational materials related to the treatment (e.g., surgical
or medical) so that they are prepared for the surgery and post-operative care.

•

Identify any services that will be required post-operatively (e.g., private home care, community
care access centre services, rehabilitation) and arrange for referrals at the same time as the
surgery is booked.

•

Coordinate post-operative services when the patient is discharged post surgery.

These services will help the patient and family to be better prepared for the surgery. As well, the
improved coordination of post-operative services even before the surgery occurs will contribute to
decreased time to recovery for the patient.
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7.3
•

SOLUTION 3: INCREASE CLINICAL AND OPERATIONAL CAPACITY
The third solution will be to work with surgeons and hospitals within the LHINs where there is
current lack of access to increase their capacity to manage this patient population through clinical
education or the development of operational processes. Increasing capacity can be managed
through increasing the skill set of the current surgeons to manage complex and non complex foot and
ankle conditions, hiring of additional specialized foot and ankle surgeons, or working with other
LHINs to ensure patients access to resources.

There is significant variation in access to care across the LHINs in Ontario for patient presenting with
foot and ankle issues. These access issues have been created through a number of factors including
training for foot and ankle surgery for surgeons within Ontario has been limited at the resident level for
a number of years. This has been compounded by the potential lack of surgeon experience in treating
these conditions within their local practices due to lack of resources available to treat these patients
surgically within the hospital. Also of note there has been significant upgrading in the technology for the
more complex surgeries which has increased significantly the expense of the program as well as
reducing the ability of surgeons to perform sufficient surgeries to retain quality as it becomes more
specialized.
The third solution within the foot and ankle program is therefore to provide assistance in working with
the surgeons to upgrade their clinic skills where necessary to perform the surgery whether the interest is
for better management of non complex surgeries or an interest in upgrading to perform more of the
specialized foot and ankle surgeries. This program will need to be completed in conjunction with the
hospitals as therefore will need to be a defined plan and commitment to the amount of access that can be
provided and supported through the local community including both funding and access to the OR.
However it must be noted that the vast majority of these surgeries can be provided through an outpatient
setting and as such there should be little impact on inpatient resources.

8. FOOT AND ANKLE TRIAGE AND ASSESSMENT PROGRAM
With respect to the triage and assessment program, as noted above foot and ankle specialists have been
identified in eleven organizations: As such it is recommended that the program be implemented in two
phases. The first phase would include the implementation in five centres who have expressed interest in
participating in Phase 1 including: St. Michael’s Hospital, The Scarborough Hospital, Brampton Civic
Hospital, Champlain LHIN including The Ottawa Hospital and Queensway Carleton Hospital.
Commitment to participating has been confirmed at both the CEO level and at the surgeon level with the
support of this proposal. Phase II would be a role out of this program to the additional centres.
Phase I of the triage and assessment would have the following objectives:
1. Improve patient care and ensure efficient use of health care resources. This will be achieved
within a defined geographical area, involving a limited number of foot and ankle specialists to
develop and refine the desired processes before a provincial roll out of the program. (Phase II)
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2. Reduce the number of referrals to foot and ankle specialists so that the specialists can
concentrate on more complex procedures. Wait times for these surgeries are expected to
decrease.
3. Build capacity in the community to manage patients locally, so that patients who are referred
back to their community can still access timely and quality care. This would include access to:
d. Less complex surgeries through the general orthopaedic surgeons
e. Foot and ankle specialist surgeons where there is an identified volume
(It is possible that wait times for less complex surgeries might increase in some LHINs
during this transition period as more patients receive care in their local community.)
4. Develop a simple yet effective data collection system to monitor and evaluate the program’s
performance including:
f. Measurement of wait 1 in conjunction with the wait times system
g. a system to follow patients who are referred back to their community to ensure they are still
able to access the needed services.
h. Volumes of patients to better measure the unmet need
Our proposed approach to achieving each of these objectives is described in the following sections.
IMPROVE PATIENT CARE AND ENSURE EFFICIENT USE OF HEALTH CARE RESOURCES
Phase I will provide an opportunity to develop and test the tools and processes needed to ensure more
appropriate referrals and triage.
Specifically, in Phase I we will develop the tools and processes for:
•

Appropriate referral of foot and ankle patients to the right provider to get the right service at the
right time. This will involve the development of a standardized referral form, including
criteria for referral to medical management, a general surgeon or a foot and ankle specialist.
This step will also include the development of an inventory of specialized foot and ankle
physicians and surgeons who will accept referrals for complex foot and ankle patients.

•

Appropriate triage of patients. The introduction of the triage clinician role will help to ensure
standardized assessment of all patients referred to a foot and ankle surgeon, and that only those
patients needing specialized care are seen by the specialist. Those patients needing medical
management of their condition will be referred to medical resources that are local to their home
community. The triage clinician will also create the inventory of resources available in the
patient’s community to ensure timely referrals.

As noted earlier in this proposal, the triage clinician will have an independent practice and will be able
to assess patients even when the foot and ankle specialist is not available. This should improve the
timeliness of the initial assessment for all referred patients.
REDIRECT REFERRALS THAT CAN BE MANAGED WITHIN THEIR LOCAL COMMUNITIES
As part of the triage clinician’s role (described in the preceding section), a process will be developed for
dealing with the referrals to foot and ankle specialists that can be managed within their local
communities.
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Every patient who is referred to a foot and ankle specialist will be assessed and triaged by the triage
clinician. The clinician will need a process for the redistribution of these referrals which will be
developed in Phase I. This process will be developed in consultation with the local LHIN and regional
care providers (e.g., primary care practitioners, general surgeons) and will include an assessment of the
capacity of these local resources to meet the needs of these patients in a timely manner.
This triage process will capture and redirect referral; however, it would be even better for the patient to
be referred to a more appropriate care provider in the first place. As part of Phase I, we will develop an
educational strategy and supporting materials for primary care physicians who are making these
referrals. This strategy will be developed in consultation with the Ontario Medical Association (OMA)
to educate both physicians and surgeons in the community on appropriate referrals for this patient
population as well as creating a method to access information on foot and ankle surgeons across Ontario.
BUILD CAPACITY IN THE COMMUNITY

When developing the triage process, it is likely that there will be two significant capacity issues which
will need to be addressed in some communities:
1. capacity to accept the less complex surgeries either because there are no surgeons with this
particular area in the community or there is not enough operating room (OR) time available.
2. specialty foot and ankle surgeons to manage the complex surgeries.
The LHINs have been given a mandate to deliver care close to home. Where this care is not available,
we will work with the LHINs to develop a plan to build this capacity as needed, based on the unique
characteristics of the LHIN and its healthcare community. This will also be assisted by the additional
funding available through the targeted funding initiative, and the proposed educational initiative support
surgeons in their wish to upgrade their skills.
DEVELOP A DATA COLLECTION SYSTEM

In Phase I, a simple, yet effective data collection and information system will be developed to track
program performance through the measurement and reporting of indicators of efficiency, patient
throughput, and outcomes.
Proposed performance indicators might include the following measures:
•

Proportion of referrals for specialized surgeon services that are deemed appropriate
according to the established criteria

•

Percent utilization of the triage assessor(s)

•

Functional workload (e.g., triage assessors available 85% of time for clinical work)

•

Evidence of independent practice (e.g., proportion of patients that are being seen without a
surgical consultation)

•

Medical management of patients (e.g., average number of visits per patient)

•

Patient satisfaction

•

Access to diabetes and wound management and treatment services (e.g., number of patients
who would benefit from these services who a) are referred and b) receive the service).
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In addition to supporting the Foot and Ankle Program, this information system will support the broader
planning of foot and ankle care in Ontario:
•

The data collected will help to define the scope and scale of foot and ankle activity in Ontario
and will help to identify the need for specialized foot and ankle care.

•

The data collection processes will build on the data available through the Wait Time Information
System (WTIS) and support the Ministry’s strategy to provide equitable access to care across
Ontario.

•

The Ministry will be able to identify and quantify the need for targeted support of foot and ankle
activity through the access to care strategy (e.g., identifying the need for ankle replacements in
the province so that funds can be allocated accordingly).

Phase II
Phase II of the project would include the expansion of the Foot and Ankle Program including the triage
and referral system as well as the data collection system to the other hospitals that are currently
completing complex foot and ankle surgeries through a trained foot and ankle specialty surgeon. These
hospitals currently include: Grand River/St Mary’s Hospital, Thunder Bay Regional Hospital, Strathroy
Middlesex, Kingston General Hospital, Hamilton Health Sciences. The program would also continue to
work with the LHINs where there is an identified lack of access to a foot and ankle surgeons to manage
their complex foot and ankle patients and facilitate patient access through increasing the skill set and
access to currently employed interested surgeons, hiring surgeons where appropriate or ensuring plans
are developed for patients to access care in other LHINs.

9. TRIAGE AND ASSESSMENT PROGRAM IMPLEMENTAITON
PARTICIPATING ORGANIZATIONS
Five organizations have volunteered to participate in Phase I of the triage and assessment component of
the program:
• St. Michael’s Hospital
• The Scarborough Hospital
• William Osler, Brampton Civic Hospital
• Champlain LHIN including
o The Ottawa Hospital
o Queensway Carleton Hospital
The scope of setting up the triage and assessment program will be limited to these surgical centres.
PROGRAM GOVERNANCE AND ACCOUNTABILITY
Phase I will be governed by a Steering Committee with a mandate to provide high-level guidance,
direction and decision making for implementation and operational activities of the triage and assessment
program. The committee will be accountable to the Assistant Deputy Minister of Health System
Accountability and Performance through the Ministry of Health Implementation department.
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The committee will have equal participation from the administration of each participating hospital, with
representative members who have sufficient authority to commit their respective organizations to
program activities. It will also have representation from the working groups that will be responsible for
the direct implementation of the program at the local level including the Orthopaedic Expert Panel
through the Bone and Joint Health Network (as project coordinators), representation from a surgeons
working group, a triage clinician from a operational working group and a data expert from a standards,
quality and efficiency working group assigned to develop the data management program. There will also
be LHIN representation on the Steering committee to ensure alignment with the mandate of the LHINs.
The Steering Committee will meet monthly during Phase I to:
• Review the progress of the implementation.
• Propose and oversee program changes
• Make key decisions relating to implementation, operation and communication of the program.
The Steering Committee and all implementation activities will be supported by the Bone and Joint
Network and a project coordinator assigned to the Program.
The governance structure for Phase I is shown graphically in Figure 10.
Figure 10: Foot and Ankle Program Governance Structure and Accountability
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9.1Implementation Activities
Each participating organization will commit to the following Phase I activities:
•

Hire a triage clinician. This position could be filled by a podiatrist, chiropodist or advanced
practice physiotherapist or nurse, depending on the preference of the foot and ankle surgeon with
whom the triage clinician will be working.

•

Develop and disseminate education material on foot and ankle health. This material will be
developed by the triage clinicians working together across the five organizations. The Ontario
Orthopaedic Association has agreed to assist in the dissemination of this material to primary care
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physicians and patients through its internal and external communication vehicles, including, for
example, a letter to physicians or other communications from the Association, and/or posting of
information on the Association’s website.
•

Develop and use a standard intake form for referring physicians. The triage clinicians will also
work together to develop the referral form.

•

Develop and use standard criteria for referral to a specialist foot and ankle surgeon. Participating
surgeons will work together to develop preliminary criteria that will most likely be refined over
the course of the program.

•

Develop and use a standardized assessment. The triage clinicians will develop a process to
assess referred patients, with input from the participating surgeons.

•

Identify resources in the local community. Each triage clinician will need to identify the
resources available in their communities to support the medical management of patients. A
process for referral and coordination with those services will also need to be developed.

•

Develop and use a system for data collection. For Phase I, it is most likely that data collection
will be a manual, paper-based system.

The timelines for program development and implementation are shown in Figure 11.
Figure 11: Implementation Timelines
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10. BUDGET
1. Targeted funding
Case costing is required to estimate the targeted funding to improve the access to care.
2. Triage and assessment program 2009/10
This budget is the proposed budget for one year for the Phase 1 development of the triage and
assessment programs.
Budget Item
Human Resources
Triage Clinician

Administrative support

Description

Total

Base salary @ $80,000 /yr, benefits @ 25%,
Implementation in 6 sites
(Grand River is using alternate existing
resources)
2.5 day per week per site. Based on hourly
rate of $25 plus 25% benefits

$500,000

$152,344

Information
Management
Data management
Data entry, data quality
Performance measurement Data analysis and report writing

$10,000
$15,000

Miscellaneous
Office services

$18,000

Communications
Clinic supplies

Telephones, fax, teleconference, internet
services (300 / month) in 5 sites
Office supplies, education materials, postage
and computer supplies for 5 sites
(Including Newsletter, Physician mailings,
web site development)
$5,000 per site

Project Coordination

To be provided through the Expert Panel

Supplies

Total

30

$35,700
$45,000
$25,000

$776,044
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11. APPENDIX #1: CCI CODES FOR FOOT AND ANKLE SURGERY IN
WTIS
CCI Code
1.WV.80.^^
1.WV.56.^^
1.WV.52.^^
1.WT.79.^^
1.WV.72.^^
1.WV.59.^^
1.WT.72.^^
1.WV.87.^^
1.WT.80.^^
1.WA.74.^^
1.WA.55.^^
1.WA.87.^^
1.WA.80.^^
1.WA.75.^^
1.WA.03.^^
1.WA.73.^^
1.WA.53.^^
1.WA.52.^^
1.WA.57.^^
1.WA.72.^^
1.WA.93.^^
1.WA.05.^^
1.LZ.58.^^
1.BX.87.^^
1.BX.72.^^
1.BX.59.^^
1.BX.80.^^
1.WV.80.^^
1.WV.56.^^
1.WV.52.^^
1.WT.79.^^
1.WV.72.^^
1.WV.59.^^
1.WT.72.^^
1.WV.87.^^
1.WT.80.^^
1.WJ.80.^^
1.WJ.87.^^
1.WJ.75.^^
1.WM.75.^^
1.WJ.93.^^
1.WJ.74.^^
1.WJ.55.^^
1.WM.80.^^
1.WL.87.^^
1.WL.93.^^
1.WM.93.^^
1.WJ.53.^^
1.WL.80.^^
1.WL.55.^^
1.WL.75.^^
1.WM.87.^^
1.WL.74.^^
1.WJ.52.^^
1.WM.53.^^
1.WJ.73.^^
1.WM.72.^^
1.WM.73.^^
1.WJ.72.^^
1.WJ.56.^^
1.WM.55.^^
1.WL.03.^^
1.WM.52.^^
1.WJ.82.^^
1.WM.05.^^
1.WV.80.^^
1.WV.56.^^
1.WV.52.^^
1.WT.79.^^
1.WV.72.^^
1.WV.59.^^
1.WT.72.^^
1.WV.87.^^
1.WT.80.^^
1.WE.74.^^
1.WE.75.^^
1.WE.87.^^
1.WB.80.^^
1.WE.80.^^
1.WE.55.^^
1.WG.03.^^
1.WE.89.^^
1.WE.73.^^
1.WE.52.^^
1.WE.93.^^
1.WE.53.^^
1.WE.83.^^
1.WB.87.^^
1.WE.57.^^
1.WE.04.^^
1.YW.53.^^
1.LZ.58.^^
1.BX.87.^^
1.BX.72.^^
1.BX.59.^^
1.BX.80.^^

CCI Code Description
Repair, soft tissue of the foot and ankle
Removal of foreign body, soft tissue of the foot and ankle
Drainage, soft tissue of the foot and ankle
Repair by increasing size, tendons of ankle and foot
Release, soft tissue of the foot and ankle
Destruction, soft tissue of the foot and ankle
Release, tendons of ankle and foot
Excision partial, soft tissue of the foot and ankle
Repair, tendons of ankle and foot
Fixation, ankle joint
Removal of device, ankle joint
Excision partial, ankle joint
Repair, ankle joint
Fusion, ankle joint
Immobilization, ankle joint
Reduction, ankle joint
Implantation of internal device, ankle joint
Drainage, ankle joint
Extraction, ankle joint
Release, ankle joint
Amputation, ankle joint
Manipulation, ankle joint
Procurement, circulatory system NEC
Excision partial, peripheral nerves NEC
Release, peripheral nerves NEC
Destruction, peripheral nerves NEC
Repair, peripheral nerves NEC
Repair, soft tissue of the foot and ankle
Removal of foreign body, soft tissue of the foot and ankle
Drainage, soft tissue of the foot and ankle
Repair by increasing size, tendons of ankle and foot
Release, soft tissue of the foot and ankle
Destruction, soft tissue of the foot and ankle
Release, tendons of ankle and foot
Excision partial, soft tissue of the foot and ankle
Repair, tendons of ankle and foot
Repair, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Excision partial, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Fusion, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Fusion, interphalangeal joints of toe
Amputation, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Fixation, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Removal of device, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Repair, interphalangeal joints of toe
Excision partial, phalanx of foot
Amputation, phalanx of foot
Amputation, interphalangeal joints of toe
Implantation of internal device, tarsometatarsal joints, metatarsal bones and metatatarsophalangeal joints [forefoot]
Repair, phalanx of foot
Removal of device, phalanx of foot
Fusion, phalanx of foot
Excision partial, interphalangeal joints of toe
Fixation, phalanx of foot
Drainage, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Implantation of internal device, interphalangeal joints of toe
Reduction, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Release, interphalangeal joints of toe
Reduction, interphalangeal joints of toe
Release, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Removal of foreign body, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Removal of device, interphalangeal joints of toe
Immobilization, phalanx of foot
Drainage, interphalangeal joints of toe
Reattachment, tarsometatarsal joints, metatarsal bones and metatarsophalangeal joints [forefoot]
Manipulation, interphalangeal joints of toe
Repair, soft tissue of the foot and ankle
Removal of foreign body, soft tissue of the foot and ankle
Drainage, soft tissue of the foot and ankle
Repair by increasing size, tendons of ankle and foot
Release, soft tissue of the foot and ankle
Destruction, soft tissue of the foot and ankle
Release, tendons of ankle and foot
Excision partial, soft tissue of the foot and ankle
Repair, tendons of ankle and foot
Fixation, tarsal bones and intertarsal joints [hindfoot, midfoot]
Fusion, tarsal bones and intertarsal joints [hindfoot, midfoot]
Excision partial, tarsal bones and intertarsal joints [hindfoot, midfoot]
Repair, foot ligaments
Repair, tarsal bones and intertarsal joints [hindfoot, midfoot]
Removal of device, tarsal bones and intertarsal joints [hindfoot, midfoot]
Immobilization, foot
Excision total, tarsal bones and intertarsal joints [hindfoot, midfoot]
Reduction, tarsal bones and intertarsal joints [hindfoot, midfoot]
Drainage, tarsal bones and intertarsal joints [hindfoot, midfoot]
Amputation, tarsal bones and intertarsal joints [hindfoot, midfoot]
Implantation of internal device, tarsal bones and intertarsal joints [hindfoot, midfoot]
Transfer, tarsal bones and intertarsal joints [hindfoot, midfoot]
Excision partial, foot ligaments
Extraction, tarsal bones and intertarsal joints [hindfoot, midfoot]
Mobilization, tarsal bones and intertarsal joints [hindfoot, midfoot]
Implantation of internal device, skin of foot
Procurement, circulatory system NEC
Excision partial, peripheral nerves NEC
Release, peripheral nerves NEC
Destruction, peripheral nerves NEC
Repair, peripheral nerves NEC
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12. APPENDIX #2: PARTICIPATING SITES
The Ottawa Hospital
At The Ottawa Hospital foot and ankle surgery is part of the work of the Orthopaedic Surgery Clinic.
The clinic is staffed by orthopaedic surgeons, including one foot and ankle specialist, and registered
nurses, registered practical nurses and clerks. All foot and ankle patients are seen on an outpatient basis
as a consult or as a follow-up visit after surgery. Patients are first seen at the clinic through physician
referral. Other resources available to support this project include the Orthopaedic Assessment Clinic
and the Chiropody Clinic. Currently, the Orthopedic Assessment Clinic provides standardized
assessment to triage patients toward the most appropriate and timely management for arthritic knees.
The clinic is staffed by specially trained general practitioners, a registered practical nurse and clerical
staff. Current space, staff and processes available in this clinic can be used to support this project. At
both The Ottawa Hospital Rehabilitation Centre and at the Civic campus of The Ottawa Hospital, there
are very active chiropody clinics. Within these clinics, chiropodists provide specialized foot care
through assessment, treatment, prescription of foot orthoses and/or footwear and education. These
services will be available to the Foot and Ankle Program.
William Osler
At the William Osler Health Care Center (specifically the Brampton Civic Hospital) there is one
subspecialty orthopaedic Foot and Ankle surgeon, Dr Alexander, and several Orthopaedic surgeons at
the Etobicoke General Hospital who do some basic forefoot surgery.
The current focus of Dr Alexander is to provide immediate care for urgent limb threatening foot care for
the Brampton Civic, Etobicoke General, Georgetown and Headwaters Hospital (Orangeville). Over the
last few months, referrals have been received from other Orthopaedic surgery colleagues from Windsor,
Cambridge, Mississauga, Oakville, Toronto, Owen Sound and all the way to Belleville and beyond. The
referral flow is extensive within the Central West LHIN and Dr Alexander experiences an extensive wait
list for wait 1 (family physician request to surgeon consultation).
William Osler hospital is in an excellent position to implement a wait time initiative as there is a newly
established wound clinic scheduled to begin taking patients in February 2009, and a diabetic outpatient
clinic already in place. A cross referral process between these clinics and the fracture clinic has already
been established so that urgent patients can be seen quickly. William Osler is also in the process of
setting up an assessment program for hip and knee replacement patients to manage the wait times
therefore there is the experience within the hospital in using health practitioners to manage wait times.
In order to ensure the success of a foot and ankle program, it is vital that there is additional human
resource capacity in the form of extremely well-qualified practitioners able to deal with the assessment
and non surgical volumes. William Osler is interested in hiring a Podiatrist who would best be suited
for this role since they are well-versed in Non-operative and Operative Foot and ankle care. The person
in this assessment role is vital to the success of the program through their competence to manage
patients and make clinical decisions in the surgeon’s absence. Dr Alexander is committed to working
with this individual to provide training and support. Given the need in the Central West LHIN, William
Osler is in a position to hire someone over the next few months and hopefully open a center sometime in
the spring 2009 with appropriate funding.
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St Michaels Hospital
St Michaels Hospital currently has one foot and ankle subspecialty surgeon, Dr Tim Daniels. Dr Daniels
currently received referrals from across Ontario and as such patients currently experience a significant
wait for his consultation and treatment.
Many of the patients who present with foot and ankle problems also have significant medical issues such
as diabetes and wounds. To deal with these issues at St. Michael’s Hospital (SMH) has a
multidisciplinary Wound Care team where chiropodists play a significant role. The Wound Care Team
which began in 1998 has grown from one nurse practitioner, to include a resource nurse, an occupational
therapist, a research coordinator, Clinical nurse specialists/Nurse practitioners and 2.5 Chiropodists.
Services are provided to all inpatients and four out-patient clinics including:
• Foot Treatment and Assessment
• Wound Clinic
• High Risk Foot
• Fracture Clinic
• Available to other Specialty Clinics
Plans are currently underway to begin a Lower Extremity Amputation Prevention (LEAP) clinic in
March 2009.
St Michael’s Hospital is therefore in a position to implement a new model of care for foot and ankle
patients by adding a chiropodist to the wound care team to assess and triage patients Dr Daniels referred
patients in an ambulatory setting to ensure patients access to services is equitable based on urgency
including referral to:
o Fast track to LEAP (lower extremity advanced practice) clinic
o Emergency Services +/- hospitalization
o Facilitation of non-urgent patients to receive best practice care in their local community
o Surgical screening and referral to appropriate level surgeon in their local community
where able
o Assess ER patients presenting with acute foot related soft tissue complications,
navigating patient to correct service (vascular, ortho, plastics, medicine, infectious
diseases)
With respect to surgery available through Dr Daniels, St Michael’s Hospital is one of the only hospitals
in Ontario that supports the use of ankle arthroplasty however due to budgetary restrictions has to limit
the number of surgeries completed per year to 70 in 2008/09.
Queensway Carleton Hospital
The Queensway Carleton Hospital is interested in implementing a program for foot and ankle care as it
aligns with the mandate of the Orthopedic Surgery Department. Queensway Carleton Hospital recruited
an orthopedic surgeon (Dr. M. Di Silvestro) in September 2008 in response to an identified gap in
resources and capacity in the local community for this type of service. Dr. Di Silvestro specializes in
foot and ankle care having recently completed a one year fellowship program at the University of British
Columbia. In the five months that Dr. Di Silvestro has been practicing at QCH, his wait time for
consultation has rapidly grown to eight months. Queensway Carleton Hospital is in an exceptional
position to implement this program as demonstrated by the success in the hip and knee replacement
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Assessment Clinic. The total joint assessment central intake clinic (operational since November 2007)
has been instrumental in decreasing the wait time for hip and knee replacement patients to below the
provincial target of 182 days. QCH would expand this assessment model to manage referrals for
diseases of the foot and ankle streaming surgical candidates to the appropriate surgeon and building on
the capacity for non surgeon health professionals to assess and triage the non surgical foot and ankle
patients. Non surgical candidates would be managed through referral to the appropriate care provider as
described below. It is noted that patients referred from outside the Ottawa area who are managed by
health care providers in their community, will continue to be managed by their primary health provider
with advice/consultation in written form provided from the Foot and Ankle Assessment Clinic.
For wound management, patients will be referred to one of the following:
• QCH-based wound care specialist if funding permits
•

CCAC Case Manager who will assess and organize home based wound care

•

QCH based ‘cellulitis clinic’ managed by Department of Medicine

•

QCH Surgical Consultation provided by 2 orthopedic surgeons who will provide surgical
consultation to the cellulitis clinic if surgical interventions or procedures are required

•

QCH based Orthopedic Clinic where wound assessment, treatment and follow-up will be
provided by the appropriate health care provider

For diabetic consultation and care, patients will be referred to one of the following:
• QCH based Diabetic Educator and/or Diabetes Education program
•

QCH based outpatient Endocrinologist consultation

•

QCH based outpatient Dietitian consultation

•

Community based Diabetic education program

For Chiropody services, patients will be referred to community based Chiropody clinics which are
available in the area. An inventory of other simple foot care services will be developed and provided to
patients as required.
Other services available (if resources and capacity permit) at QCH to support the Foot and Ankle
Assessment Clinic include:
• Occupational Therapy – for bracing, devices
•

PICC (peripherally inserted central catheters) Program for long term antibiotic treatment

•

Diagnostic Imaging for required radiological requirements (eg bone scans for osteomyelitis)

•

Orthopedic Procedure Room for minor orthopedic procedures which do not require a surgical
suite environment
34
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13 APPENDIX #3: DATA FROM PARTICIPATING SITES
Ottawa 2008-09 Inpatient Foot & Ankle Surgeries
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Foot & Ankle Surgeries Jan - Dec 2008 St. Michael's Hospital
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Proposal for the Development of a Foot and Ankle Program

William Osler Inpatient Foot & Ankle Surgeries Jan - Oct08
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Suite 2063 | 61 Broadway Boulevard Sherwood Park | Alberta | T8H 2C1

March 16, 2015
Mr. Thomas Corcoran, ICD.D, MBA, B.Sc., P.Eng.
Chair	
  & Council Members
Health Professions Regulatory Advisory Council
56	
  Wellesley	
  St.	
  W,	
  12th Floor
Toronto,	
  Ontario	
  	
  	
  	
  M5S 2S3
Dr.	
  Mr.	
  Corcoran:	
  
RE: Second Consultation - Chiropody and Podiatry Review
The Canadian Podiatric Medical Association (CPMA), which has been in existence since 1926,
is the national umbrella organization for podiatry professional associations in five Canadian
provinces. The podiatry associations in British Columbia, Alberta and Québec represent
podiatrists who practice in a Doctor of Podiatric Medicine (DPM) model, commonly referred
to as the North American-style podiatry model. The podiatry associations in Saskatchewan and
Manitoba represent practitioners who practice in a United Kingdom (UK)-style
chiropody/podiatry model. The Ontario Podiatric Medical Association represents some
practitioners who practice in the traditional UK-style chiropody model and other practitioners
who practice in a model somewhere between the North American-style podiatry model and the
UK style. As the Health Professions Advisory Committee (HPRAC) knows, neither chiropody
nor podiatry is currently regulated in Nova Scotia, Prince Edward Island or Newfoundland and
Labrador and, therefore, no footcare model is recognized in those provinces.
From that perspective, the CPMA is grateful for the opportunity to engage in HPRAC's
consultation on Ontario's chiropody and podiatry professions and is particularly pleased to
have the opportunity to endorse the College of Chiropodists of Ontario's recommendation that
Ontario adopt a North American-style podiatry scope of practice. The CPMA supports the
harmonization of the foot and ankle care delivery models and professional titles and the
regulation of foot and ankle professionals across Canada in order to deliver the highest and
best foot and ankle care, facilitate entry to practice to address growing Health Human Resource
(HHR) challenges, enhance public protection and address public and practitioner confusion
over titles, scopes of practice and competencies. The clear direction in Canada is towards a

90 of 197

North-American-style podiatry model. Such models have existed for some time in British
Columbia, Alberta and Québec. Saskatchewan revised their legislation in 2007 to allow for
the evolution towards a change to a North American-style podiatry model in that province.
Manitoba is currently working on moving towards a North American-style podiatry model.
The CPMA hopes that Ontario joins that movement and ceases to be the most prominent
outlier in North America when it comes to foot and ankle healthcare delivery. It is the
CPMA's belief that the North American-style podiatry model responds most effectively to the
plight of healthcare in the 21st Century.
Ontario's adoption of a North-American podiatry model will remove a number of obstacles to
the harmonization of the podiatry profession across Canada.
	
  
We offer the following in support of the College's recommendations for HPRAC's
consideration.
Ontario's Chiropody Act has had a deleterious impact on the podiatry and chiropody
professions across North America, not just in Ontario. The extra-territorial impacts of the
Chiropody Act have been profound and entirely negative. The Ontario chiropody model, in
particular the podiatry cap, the "chiropody" professional designation and the prerequisites to
practice chiropody in Ontario, have been principally responsible for the inability to
consummate a provincial/territorial Mutual Recognition Agreement (MRA) for chiropody or
podiatry under the Agreement on Internal Trade. It has been principally responsible for the
inability to obtain reciprocal recognition of podiatrists under the Canada-US Free Trade
Agreement and under the North American Free Trade Agreement (NAFTA). It has been a
major factor in the inability to launch an English Canada post-baccalaureate professional
degree program in podiatric medicine. It has stopped podiatrists from migrating or returning
to Ontario to practice as podiatrists. Accordingly, the CPMA supports the modernization and
reconciliation with the North American-style podiatry model recommended by the College of
Chiropodists of Ontario.
Apparently one of the principal reasons for Ontario's conversion to the UK chiropody model
in the 1970s was because the existing podiatry model wasn't satisfying Ontario's footcare
needs. To begin with, the podiatry model was snuffed out in Ontario before it had been given
much of a chance to show what it could do.
Canada needs its own bona-fide English speaking podiatric medicine education program. A
major obstacle has been the situation in Ontario, particularly the prohibition against the
registration of new podiatrists. Extensive planning was done to launch a podiatry program,
modelled on the DPM program, at the University of Alberta in 2010. The economic and fiscal
situation in Alberta has meant that those plans have been shelved indefinitely. Conversion to a
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podiatry model by Canada's largest province would significantly enhance the viability of a
Canadian podiatric medicine program at an accredited Canadian university. The CPMA would
whole-heartedly lend its support to such an initiative.
Whether they are podiatrists, chiropodist, footcare nurses or others, it takes a special kind of
person to specialize in foot and ankle care. It is important to find qualified footcare
practitioners to satisfy demand, particularly the increase in demand generated by the
disproportionate growth of the seniors demographic and the incidence of chronic diseases,
especially diabetes, arthritis and other quality of life limiting foot ailments and deformities.
Despite being heavily promoted and protected by the Ontario government, the chiropody model
has demonstrably failed to respond to demand and to provide modern foot and ankle care. It is
critical that podiatrists be part of the multi-disciplinary team that provides a full, seamless,
inter-professional continuum of footcare and allows each practitioner to contribute to the
maximum of his or her competencies. Adopting a North-American-style podiatry model
represents a giant step in the right direction.

Sincerely,

Joseph Stern, DPM
President,
Canadian Podiatric Medical Association
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INTRODUCTION
The College of Pedorthics of Canada (CPC) has reviewed the submission made by the
College of Chiropodists of Ontario (COCOO) to the Health Professions Regulatory
Advisory Council (HPRAC). While there are sections of this document with which we can
agree and even celebrate, there are also some significant gaps in COCOO’s research
and information inclusion, as well as some comments with which we strongly disagree.
Please find our responses to COCOO’s HPRAC Application organized as follows:
I.
II.
III.
IV.
V.
VI.

About The College of Pedorthics of Canada
Areas of agreement with COOCO’S HPRAC Application
Areas of disagreement regarding the CPC’s legitimacy as a college
Areas of disagreement regarding the education of chiropodists and pedorthists
Areas of disagreement regarding inter-professional collaboration and the foot
care landscape
Conclusions and Recommendations

ABOUT THE COLLEGE OF PEDORTHICS OF CANADA
The pedorthic profession in Canada became a recognized profession in 1990 and was
overseen at the time by the trade association, the Pedorthic Association of Canada. In
2001, the Non-Insured Health Benefits (NIHB) for First Nations & Inuit, Health Canada
requested a separate regulating body for the purpose of ensuring appropriateness of
orthotic dispensing in addition to other public protection issues. The CPC was created
in 2002 as the regulatory body for the profession of pedorthics in Canada. It is
recognized by all levels of government, the Federal Court of Canada, the insurance
industry and many health care professionals such as orthopedic surgeons.
The CPC is the regulatory body that is responsible for certifying pedorthists in Canada.
To ensure that our certified members are accountable for upholding the pedorthic
profession to the highest standards of practice, the CPC institutes stringent guidelines
designed to ensure public safety and instill confidence in the services that our members
provide.
The CPC is a national organization, with membership representation across the country.
Members are those individuals who have obtained certification through competency
testing by the CPC. Members are trained in biomechanics and lower limb and gait
assessment, and are uniquely qualified in footwear fit and modification and the
manufacturing and calibration of orthotics. Our members will hold one or more of the
following designations:
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Canadian Certified Pedorthic Technician
Certified Orthopaedic Footwear Specialist
Canadian Certified Pedorthist
Canadian Certified Master Craftsman

C. Ped Tech (C)
COFS
C. Ped (C)
C. Ped MC

The role of the CPC is to:







Protect the public;
Set examination eligibility requirements;
Design content, format and evaluation procedures for examinations;
Award the professional pedorthic designations;
Assess educational programs for continuing education points;
Enforce the Code of Ethics for pedorthists.

The CPC was created and modeled after Ontario colleges that are regulated under
the RHPA, with a standard of practice and a Code of Ethics designed to ensure the
highest standards for the profession and to guarantee public safety. The complaints
and disciplinary process also holds the CPC members accountable, again mirroring
Ontario colleges that are regulated under the RHPA.
The CPC board of directors is made up of eight certified pedorthists and two public
members. The board of directors is as follows:
David Chaffey, C. Ped Tech (C), C. Ped (C), Chair
Brian Stoodley, C. Ped Tech (C), C. Ped (C), Vice Chair
Bev Allen, C. Ped (C), Ethics Committee Chair
Melissa Lujan, C. Ped (C), Exam Development/Implementation Chair
Mike Romanski, C. Ped Tech (C), C. Ped (C), Secretary/Treasurer
Tarja Shipston, C. Ped (C)
Dean Woodcock, C. Ped Tech (C), C. Ped (C), Continuing Education Chair
Shannon Gordon, C. Ped Tech (C), C. Ped (C)
Tyler Amell, Public Member, PhD
Steven Hyman, Public Member, L.L.B.
Membership to the CPC is voluntary, and only those pedorthists who are registered
members are allowed to use the C. Ped (C) designation. The use of this credential for
only registered members has recently been upheld by the Federal Court of Canada. It
is important to remember that, while the designation is protected, the term “pedorthist”
is not protected in legislation and therefore can be used inappropriately by nonmembers of the CPC. This poses a risk to the public.

AREAS OF AGREEMENT WITH COCOO’S HPRAC APPLICATION
1. The CPC agrees that it is important for a member of any profession to recognize
the limitations of his or her scope of practice, and that no profession should have
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a monopoly on any aspect of a scope of practice, especially on non-Controlled
Acts (Part 1, Q19, p. 61; Part 3, Q1, p.4).
The CPC is pleased to see that COCOO supports other professions practicing in
the foot care space (Part 3, Q1, p. 5). Like COCOO, the CPC understands that
“turf battles” and faction-oriented thinking can be detrimental to patient care
(Part 3, Q11, p. 33). Additionally, the CPC agrees that the public should be
properly educated about the myriad of professions working within the foot care
sector in order to reduce any potential for confusion (Part 3, Q3, p. 16) and, we
would add, to maximize access to appropriate providers. For these reasons, the
CPC strives to work collaboratively with other foot care professions to increase
education to the public and improve patient care.

2. COCOO speaks to an increased demand for the public domain components of
their scope of practice (i.e. foot orthotics, knee braces), which will be
increasingly filled by other regulated and non-regulated professions (Part 1, s. 4,
p. 103). The CPC would like to highlight that pedorthists and other professions
can certainly fill this demand as it increases.
3. The CPC recognizes that excessive prescription and dispensing of foot orthotics
does occur, and agrees with COCOO that consumer protection measures
should exist (Part 3, Q9, p. 28). The CPC has established rigorous standards for
pedorthic practices, and has received positive feedback from the Ministry of
Health of Ontario, the Federal Court of Canada, and the insurance industry with
regards to its ability to govern and regulate its membership.
4. The CPC is supportive of any expansion in scope of practice, provided that the
profession seeking this expansion has the skills, knowledge, training and
experience required by the proposed scope expansion being sought.

AREAS OF DISAGREEMENT: REGARDING THE CPC’S LEGITIMACY AS A
COLLEGE
1. COCOO states that the CPC’s use of the term “College” contravenes section 34
of the RHPA, and that use of this term will confuse the public into thinking that
pedorthists are a regulated profession (Part 3, footnote 9, p. 15). Based on this
position, COCOO continuously refers to the “College” of Pedorthics of Canada
in quotation marks, suggesting that the CPC has illegitimately appropriated the
“College” appellation (Part 3, Q1 – Q2, p. 12 – 15). Essentially, COCOO promotes
a view that unless a profession is regulated under the specific RHPA legislation,
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the term “college” (a term used but not created by the RHPA) cannot be used
by any oversight body that carries out the same function.
The CPC regards this position to be incorrect, and, while protecting vested
interests, does little to advance the public interest. Finally it is unsupportive of the
type of inter-professional, collaborative work to which COCOO’s HPRAC
submission frequently appeals.
Pedorthists are a regulated profession, though we are not regulated under the
RHPA. The CPC’s use of the term “College” is both legal and legitimate. The
RHPA defines the term “college” only as it relates to those falling under that
specific piece of legislation. This does not preclude the use of the term “college”
by a national organization that happens not to fall under that specific piece of
legislation but that functions with rigor and fundamentally for the same purpose –
to protect the public. That is in the public interest.
The CPC is recognized as a model of quality assurance and good governance
by all levels of government as well as health care providers such as orthopedic
surgeons and third parties such as insurance companies which reimburse
legitimate claims for orthotics based on appropriate fitting and dispensing.
Furthermore, various governments have hailed our efforts as being truly
innovative within the context of limited legislative quality assurance and public
protection tools for smaller professions. This is because our College has brought
structure, policy, rigorous standards, quality assurance, and good governance to
our profession, which is not currently regulated under RHPA. This is also in the
public interest.
Additionally, the name “The College of Pedorthics of Canada” and the C. Ped
(C) designation have been recognized and granted protection by the Federal
Court of Canada, in the case of The College of Pedorthics of Canada vs.
Canadian College of Pedorthists. The point is, our work speaks to quality and
public protection.
Taken to its logical conclusion, the COCOO’s position would denounce and
oppose valuable efforts made by forward-thinking professions who, though
small, wish to ensure public safety and protection. Many small professions are
unable to afford regulation under RHPA and on a province to province basis. This
should not mean that they do not follow our model and create a quality
oversight body.
It is unfortunate that COCOO has taken this opportunity to challenge the good
efforts of the CPC rather than applauding our model as a significant
advancement in true self-regulation. These efforts have led to improved patient
care.
2. COCOO references a “long-standing dispute” with the CPC over the use of the
term “College” (Part 3, Q1, p. 13). COCOO also states that they have asked the
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CPC to stop using the term, but have had no response from the CPC (Part 3,
footnote 9, p. 15).
The CPC does not agree with these statements. The CPC has no formal record of
a name-change request from COCOO regarding our use of the term “college,”
and is not aware of a “long-standing dispute” with COCOO over this issue. Once
again, this line of criticism is not in the public interest and has little place in this
important dialogue.

AREAS OF DISAGREEMENT: REGARDING THE EDUCATION OF
CHIROPODISTS AND PEDORTHISTS
1. In its HPRAC submission, COCOO states that chiropodists and podiatrists believe
that “they themselves have the necessary competencies and authorities with
respect to…the prescription, dispensing and fitting of foot orthotics.” (Part 3, Q1,
p. 13). As part of the assessment of these competencies, COCOO provides the
Michener Institute course list. The list features three courses that teach intercollaboration with other professions, yet no courses that specialize in foot
orthotics (Part 2, Exhibit 4, p. 10). Nevertheless, COCOO underscores that “foot
orthotics must be very carefully calibrated”, and that improper fitting can be
damaging to patient care (Part 3, Q9, p. 29).
The Michener Institute course list highlights the absence of formal training in the
area of foot orthotics, including fitting and calibration. Careful calibration and
fitting of foot orthotics is critical to patient care. In fact, this is precisely the area in
which pedorthists are specially trained.
2. With regards to the specialization and formal training of pedorthists, COCOO
states that the Pedorthic Association of Canada has provided insufficient
evidence to evaluate the expertise of pedorthists in assessing lower limb
anatomy and biomechanics (Part 3, Q1, p. 13).
Evidence for our expertise is readily available on the Western University’s Diploma
of Pedorthics program website, as well as the CPC’s website. For HPRAC’s
convenience in evaluating the specialization of the profession of pedorthics, we
have compiled a comprehensive list detailing the required courses and other
formal training required to become a certified Pedorthist in Canada—C. Ped
(C).
The professional training requirements below, provide sufficient evidence that
pedorthists are specially trained in lower limb assessment and biomechanics.
Furthermore, when compared to the Michener Institute course list from which
chiropodists are trained, it is clear that pedorthists are extensively trained in the
fabrication, fitting, and modification of orthotics.
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TRAINING AND EDUCATION:

Two Routes to Becoming a C. Ped (C)
1. Post-graduate Diploma in Pedorthics, offered by Western University
2. Apprenticeship training of 3,500 hrs in clinical practice, footwear (fit and
modification) and fabrication of custom orthotics
Note: Candidates from Option 2 must complete Orthotic Fabrication (PEDS6014)
and Footwear Modification (PEDS6013) courses, offered through the Pedorthic
Association of Canada (PAC).


Upon completion of either routes, candidates must pass the CPC’s C. Ped (C)
exam (written and practical) to receive the C. Ped (C) designation.

Diploma in Pedorthics Admission Requirements





Undergraduate degree in Kinesiology from accredited Canadian University
Have completed the following courses or their equivalent:
− Introductory Exercise Physiology
− Systemic Approach to Functional Anatomy
− Biomechanics
− Introduction to Athletic Injuries
Plus any two of the following courses or their equivalent:
− Biomechanical Analysis of Physical Activity
− An Introduction to the Practical Aspects of Athletic Injuries
− A Survey of Physical Growth and Motor Development
− Perceptual-Motor Performance/Learning or a Motor Control course

Diploma in Pedorthics Required Courses
1.

Functional Lower Limb Anatomy and Gait Biomechanics (PEDS6001)

Integrates information on anatomy, biomechanics, foot function, and human gait to provide
the basis for study and practice in pedorthics. Although the anatomic and biomechanical
content of this course may be shared by many health science disciplines the focus here is
specifically on pedorthics and the models and concepts that are important to pedorthic
practice. Students will use the fundamentals presented in this course across the pedorthic
curriculum.

2.

Pathomechanics and Pedorthic Care (PEDS6002)

Provides an overview of a pedorthic perspective on the pathomechanics of the foot and
lower limb. Participants will examine common foot deformities, disorders and diseases resulting
in foot complications, the study of abnormal gait, and are provided with an introduction to
basic conservative pedorthic correction of abnormal foot mechanics.

3.

Assessment and Basics of Diagnostics for Pedorthic Care (PEDS6003)

Provides a comprehensive look at examination of a patient, interpretation of assessment
findings, differentiating disorders and conditions, and development of treatment plans.
Participants will look at history taking and examination of signs of lower limb dysfunction
leading to a diagnosis of pedorthic care. Topics include pain pattern, manual assessment
techniques, common injuries and diseases that result in foot complications.
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4.

Pedorthic Approach to Footwear and Footwear Modification (PEDS6013)

Provides a pedorthic view of footwear and its importance in the overall pedorthic treatment.
Footwear history, construction, and pedorthic modifications to existing footwear will be
explained in depth. Fitting characteristics, analysis of current footwear, custom footwear and
inventory control will be covered. The material covered in this course will serve as the only
information provided regarding footwear and modifications for the certified pedorthic
candidate. It will provide an opportunity to view footwear from a biomechanical and
functional perspective in the overall pedorthic treatment.

5.

Foot Orthoses Theory (PEDS6014)

Examines the indications, properties and uses of over the counter (OTC) orthoses, custommade foot orthoses and assistive devices. Studies include health and safety issues, pedorthic
lab equipment, orthotic raw materials, and orthoses design. Focus is on custom foot orthoses
design and fabrication, and assignments will include fabrication.

6.

Professional Practice for Pedorthists (PEDS6021)

Introduces the practice of pedorthics in Canada with a view on Pedorthic Practitioner in the
community of care. Students gain an understanding of the application of all of the courses
previously completed in the Diploma in Pedorthics program. A special focus will be on
communications and ethics.

7.

Pedorthic Treatment and Management (PEDS6022)

Students apply knowledge of biomechanical assessment to actual cases, develop and
implement a treatment program, prepare appropriate documentation, and present their
case studies.

8.

Pedorthic Practicum I (PEDS6101) – 560 hrs

Students participate in a clinical setting, which will be secured through an interview process
between the student and an approved C. Ped (Canada).

9.

Pedorthic Practicum II (PEDS6102) – 560 hrs

Students participate in a footwear setting, which will be secured through an interview process
between the student and an approved C. Ped (Canada).

10.

Pedorthic Practicum III (PEDS6103) – 560 hrs

Students participate in a fabrication setting, which will be secured through an interview
process between the student and an approved C. Ped (Canada).

Additional Course Options:
The following courses can be taken by Certified Pedorthists of Canada as professional
development courses: PEDS6001, PEDS6002, PEDS6003, PEDS6013, PEDS6014, PEDS6021,
PEDS6022.
The following courses must be taken by students following the “apprenticeship training route”
(offered through the PAC), who are required to be members of PAC and have 1500 hours
under the supervision of a C. Ped (C): PEDS6013, PEDS6014.

C. Ped (C) Examination Content
Anatomy of the Lower Limb






Anatomical terminology for structures and positions (eg., condyle, interphalangeal,
abduction, sagittal)
Skeleton, muscles, ligaments, tendons (specific detail re locations, actions,
attachments)
Circulatory and nervous systems (only in general - pathways, supplies, pulses)
Surface anatomy (assessment landmarks)
Anatomical anomalies and deformities (eg., hallux limitus, claw toes, equinus, tarsal
coalition, etc.)

101 of 197

Diseases/Conditions which affect the Lower Limb






Etiology, symptoms, effects and complications of diseases which affect the legs and
feet (eg., Diabetes, Cerebral Palsy, Charcot-Marie-Tooth Disease, Multiple Sclerosis,
Arthritis, Poliomyelitis, Sever's Disease, Freiberg's Disease, etc.)
Common acute and overuse injuries (eg., Morton's neuroma; plantar fasciitis;
metatarsalgia; Achilles tendonitis; patello-femoral pain syndrome; sprains, strains and
fractures; etc.)
Dermatological problems (eg., warts, callouses, corns, etc.)

Biomechanics




Gait determinants (i.e., phases of gait; forces; muscle activity and interactions of joints
during
gait cycle)
Gait assessment for lower limb problems, eg., recognition of anomalies and typical
compensatory actions

Pedorthic Assessment


Recognition of typical symptomologies through palpation; surface anatomy; rangesof-motion; patient history; gait analysis; wear patterns; etc.

Orthotic Fabrication
•

Topcover materials, shell materials, positive casts (milled and plaster), weight-tostiffness ratio, cast modification, footwear modifications

Pedorthic Management



Generally accepted pedorthic approaches for supporting, accommodating and/or
altering biomechanics of children, athletes, adults, and geriatrics
Shoe anatomy and terminology; pedorthic footwear fitting; orthopaedic devices; shoe
modifications; orthotic materials; casting procedures; etc. (e.g. metatarsal bar,
Thomas heel, hallux valgus night splint, elevations, wedges, rocker soles,
buttresses/flares; fitting checkpoints, foam impression, plaster casting, etc.)

Principles of Behaviour


Content of the CPC and PAC’s Code of Ethics and Scope of Practice.

AREAS OF DISAGREEMENT: REGARDING INTER-PROFESSIONAL
COLLABORATION AND THE FOOT CARE LANDSCAPE
1. When asked about their relationship with other professions in the foot care
sector, COCOO states that chiropodists and podiatrists rarely work with or refer to
pedorthists (Part 3, Q1 p. 13). However, COCOO is forthright about its close
working relationship with chiropractors and physiotherapists, which involve
frequent collaboration and referrals.
In fact pedorthists frequently work in collaboration with chiropodists and
podiatrists, often on the same teams and in the same health care centres. For
example, BioPed Footcare Centre, Walking Mobility, and other pedorthic clinics
employ inter-professional teams of chiropodists and pedorthists to better serve
patients with a full spectrum of care. The CPC fully endorses inter-professional
work, and has never advocated that pedorthists alone should be recognized for
dispensing foot orthotics, as COCOO states (Part 3, Q1, p.13).
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The CPC understands that each profession working in the foot care sector has its
area of particular specialty and some overlap, and that collaboration with all
professions is the best method for assuring the best quality of care. To highlight
the point, a natural referral system has formed between orthopedic surgeons
and pedorthists, which allows patients to benefit from the expertise of each
respective profession. For example, Sunnybrook Hospital has a Pedorthic Services
Centre on site, to which orthopedic surgeons send patients for gait and lower
limb assessments to be treated with foot orthotics or footwear modifications. To
this point, the CPC would like to highlight COCOO’s surprise at the number and
variety of professions engaged in the foot care industry (Part 3, Q1, p.4).
2. The CPC does not appear on the list of key stakeholders with respect to having
consulted with the COCOO (Part 1, Q8, p. 24 – 25). The CPC did consult with
COCOO December 2013; COCOO held a teleconference with members of the
CPC to discuss the requested scope changes in their HPRAC submission. Our
organization should have been listed especially since COCOO lists pedorthists as
a profession which may be impacted by their proposed changes (Part 1, Q16, p.
56).
3. COCOO’s use of the phrase “ineffective gimmicks” to describe casting methods
that utilize devices other than non-weight bearing devices suggests that
chiropodsists consider NWB slipper casts to be the only effective casting method
for foot devices (Part 3, Q9, p. 29). However, many chiropodists cast foot devices
using other methods. In fact, The Prescription Foot Orthotic Laboratory
Association (PFOLA) Technical Standards Document was written in collaboration
with and is endorsed by Canadian chiropodists and podiatrists. This document
describes the various acceptable casting methods, including the Anatomical
Volumetric Foot Model, which can be semi-weight bearing or fully weight
bearing. COCOO’s consideration of other casting methods or materials as
gimmicks represents the opinion of the authors of that application.

CONCLUSIONS AND RECOMMENDATIONS:
1. The CPC supports HPRAC’s Review of the Chiropody and Podiatry Professions
and is committed to finding the best possible solutions for patient safety and
quality care within the foot care sector.
2. We support any scope of practice expansion for which a profession has sufficient
skills knowledge and training.
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3. We acknowledge that not being regulated under the RHPA has enabled certain
criticism of our efforts to oversee a small but important profession. We remain
confident that the public benefits from forward thinking efforts to maintain
quality and stamp out inappropriate practice.
4. We believe we are a model of the future for small professions who are too small
to become formally regulated under the RHPA and who may not have carriage
of controlled acts but that in fact deal with the public extensively. Some form of
title protection or other mechanism that is less expensive and recognizes
different approaches to regulation is in order provided these professions
establish, as our profession has established, a proper framework for oversight.
This would also help silence the unfortunate criticisms included in the COCOO
submission which do not advance the public interest in the case.
5. The CPC supports inter-professional collaboration as the best method for
ensuring proper quality care. The CPC is open to dialogue with all foot care
professions to review areas of overlap and scopes of practice, and is available
for further discussion and review with HPRAC in this regard. We believe that inter
professional collaboration begins with a clear understanding of the importance
of other professions that have an important role to play in delivering quality foot
care services. We feel the COCOO submission demonstrates a lack of
understanding of pedorthists at best which is not productive and does not
advance the public interest.
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College of Physicians and Surgeons of Ontario
March 31, 2015
Thomas Corcoran, Chair
Health Professions Regulatory Advisory Council
(HPRAC)
56 Wellesley Street, 12th Floor
Toronto ON
M5S 2S3
Dear Mr. Corcoran:
RE: Second Consultation – Chiropody and Podiatry Review
Thank you for the opportunity to provide feedback on the College of Chiropodists of
Ontario's application (COCOO) for proposed changes in the scope of practice for
chiropody and podiatry, as well as proposed changes to the regulation of chiropody and
podiatry in Ontario.
The College of Physicians and Surgeons of Ontario (CPSO) recognizes that there is a
growing need for quality foot care in this province and that the current Chiropody model
of care may no longer be able to meet the demand in its current limited scope of
practice. The CPSO further acknowledges that there is potential value to patients in
Ontario in removing the ‘podiatry cap’ currently in place and allowing COCOO to
transition to a podiatry model, with its expanded scope of practice and additional
controlled acts. Similar podiatry models already exist in other provinces such as British
Columbia and Alberta, as well as in the United States.
Therefore, the CPSO supports, in principle, COCOO’s submission to HPRAC. The
CPSO feels that a podiatry model of foot care has the potential to offer substantial
benefits to both patients and the health care system due to podiatry’s expertise in this
important, and growing, field of clinical care, and has the potential to improve access to
foot care in Ontario. The CPSO also commends COCOO for its comprehensive list of
requirements for referral or consultation with other health care professionals whenever a
“patient's condition or the treatment required is, or may be, beyond the member's
individual knowledge, skill and judgment, or is beyond the legislated scope of practice of
the profession, or the controlled acts authorized to the profession” (pages 63-65 of
COCOO’s application). The CPSO believes these requirements to be a commendable
standard of practice to: protect patient safety, encourage inter-professional
collaboration, and ensure the best possible clinical outcomes.
The CPSO does wish to raise four issues for HPRAC’s consideration in relation to
COCOO’s application, along with requests for additional clarity about a few matters
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which, in our view, would be helpful in the transition to the podiatry model of health care
profession, with its broader scope of practice.
1. Issues for HPRAC’s consideration
a) Expanded scope of practice and additional controlled acts

The CPSO appreciates that a transition from a chiropody model to a podiatry model
in Ontario necessitates an expanded scope of practice and additional controlled
acts, consistent with the practice of podiatry in other jurisdictions. However, surgery
involving the ankle is very intricate and complex. In order to ensure the highest
quality of care for patients and to protect patient safety, the CPSO recommends that
HPRAC carefully consider whether podiatrists receive sufficient education and
training to perform ankle surgeries in a safe and effective manner.
While the use of anesthesia will be necessary for many of the procedures typically
performed by podiatrists, anesthetics expose patients to risks both in their
administration and use. The CPSO feels that, for patient safety reasons, the
administration of anesthesia directly into the central nervous system (e.g. epidural
blocks) must be restricted to anesthesiologists. Furthermore, administration of other
forms of anaesthesia by podiatrists must only be done where podiatrists have the
requisite knowledge, skill and judgment to appropriately assess and monitor the
clinical indications, contraindications, and complications associated with anesthesia
use.
b) Prescribing, dispensing, and selling narcotics

The CPSO does not object to the proposal that podiatrists who have the requisite
knowledge, skill and judgment be permitted to prescribe, dispense, and sell
narcotics to patients, where clinically indicated. Diversion, abuse and misuse of
prescription narcotics and other controlled substance medications is, however, a
serious public health and safety issue in Ontario.
In order to best protect patients and serve the public’s interests, the CPSO
recommends that COCOO (or a future College of Podiatrists of Ontario) provide
support to podiatrists to enable them to appropriately prescribe, dispense, and sell
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narcotics, and to appropriately monitor patients who are prescribed these controlled
drugs. The CPSO has taken steps to help address the public health crisis of narcotic
abuse by leading the development of the Canadian Guideline for Safe and Effective
Use of Opioids for Chronic Non-Cancer Pain, publishing a report on opioids, and
including specific expectations and guidelines regarding narcotics and controlled
drugs in the CPSO’s Prescribing Drugs policy. The CPSO strongly encourages
COCOO (or a future College of Podiatrists of Ontario) to develop similar guidance
documents.
The CPSO’s work on the opioid abuse crisis illustrated the importance of ensuring
that new prescribers understand the risks associated with prescribing controlled
drugs and substances, and that they have the knowledge, skill and judgment to do
so appropriately. As such, in addition to providing comprehensive guidance
documents regarding controlled drugs, the CPSO strongly recommends that
COCOO (or a future College of Podiatrists of Ontario) require podiatrists complete
education and training on controlled drugs and substances (i.e. narcotics) before
prescribing, dispensing and selling these drugs. The University of Toronto, Faculty
of Medicine offers a Safe Opioid Prescribing Course . This may prove to be a useful
resource to COCOO in determining what courses may be appropriate for podiatrists.
Finally, either in the context of guidance documents or education and training, the
CPSO recommends that COCOO (or a future College of Podiatrists of Ontario)
advise members of their legal obligations under the Food and Drugs Act, the
Controlled Drugs and Substances Act, and its Regulations, the Narcotics Safety and
Awareness Act, 2010, and the Drug and Pharmacies Regulation Act.
c) Use of the term ‘surgeon’ in the proposed statutory protection of titles

COCOO proposes that the titles ‘podiatric surgeon’ and ‘foot surgeon’ be protected
by statute for the exclusive use of podiatrists. The CPSO is aware that both the title
‘surgeon’ and the term ‘surgery’ connote for the public a specific level of training and
expertise. It is for this reason that the CPSO has restricted through regulation (O.
Reg. 114/94) the use of ‘surgeon’ or ‘surgery’ to those physicians who are certified
by the Royal College of Physicians and Surgeons of Canada in a surgical specialty
or surgical subspecialty, or formally recognized as surgeons in writing by the CPSO.
This was done largely to provide clear and accurate information to the public and
potential patients, and to avoid confusion or misunderstanding as to which
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physicians have achieved sufficient surgical training and expertise to warrant the use
of the title ‘surgeon’ or the term ‘surgery’. The CPSO is not in a position to evaluate
the training podiatrists receive in relation to surgical techniques and procedures.
The CPSO recommends, however that COCOO and HPRAC consider whether
podiatrists receive training sufficient to warrant the use of the title ‘surgeon’ as
proposed.
Should HPRAC permit the use of the titles ‘podiatric surgeon’ and ‘foot surgeon’ by
podiatrists in Ontario, the CPSO asks that the provisions regarding title protection of
‘foot surgeon’ be worded in such a way that it does not exclude use of the title by
orthopedic surgeons who have focused specifically on foot surgery.
d) Oversight for clinics and safe use of radiation and anesthesia

The CPSO commends COCOO for its proposal to “devise and implement quality
assurance requirements and mechanisms analogous to those for Independent
Health Facilities” as administered by the CPSO, for facilities in which podiatry is
practised (p. 46 of COCOO’s application). As HPRAC and COCOO are likely aware,
the CPSO has a long-standing history in the oversight of independent health
facilities and out-of-hospital premises, and has been very active in advocating for
effective, quality-driven oversight mechanisms in the Ontario health care system.
Information on the CPSO’s role in oversight of both independent health facilities and
out-of-hospital premises is available on our website. Additionally, the CPSO’s
history in facility oversight and its vision for oversight moving forward is set out in the
CPSO’s recent submission to Health Quality Ontario (a copy of which is attached).
In relation to the COCOO’s application, in order to ensure that appropriate
safeguards are maintained and to protect patient safety, the CPSO suggests that
COCOO (or a future College of Podiatrists) be authorized and required to operate
quality assurance oversight programs wherever either radiation is applied or
anesthesia is administered.
The CPSO does not object to the proposal that podiatrists who have the requisite
knowledge, skill and judgment be permitted to apply radiation, and operate
radiographic equipment where that is required in order to provide safe and effective
treatment. The CPSO acknowledges, however, that over-exposure to radiation is a
legitimate patient safety concern and accordingly would suggest that HPRAC and
COCOO provide guidance to podiatrists on the safe use of radiation for diagnostic
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purposes. The CPSO’s own guidance on this topic, Independent Health Facilities:
Clinical Practice Parameters and Facility Standards, Diagnostic Imaging, 4th Edition,
as well as the Out-of-Hospital Premises Inspection Program: Program Standards,
may be useful resources, and links to these documents are included at the end of
this letter.
2. Constructive Comments

a) Scope of Practice and Standards of Practice
As podiatry will be a ‘new’ profession within Ontario, and as the registrants of the
practice of podiatry will be undertaking a broader scope of practice than currently
exercised by chiropodists, the CPSO feels there may be value in having COCOO
(or a future College of Podiatrists of Ontario) develop Standards of Practice
guidelines that explicitly set out the limits and expectations of the podiatrists’ scope
of practice and performance of controlled acts. For example, will podiatrists perform
amputations? Bunion surgery? What scope of surgeries will be considered ‘ankle
surgery’? Is it just surgery involving the bones, or could it involve tissues and
tendons as well? Will such surgeries be performed out of hospital? What types of
substances will podiatrists be permitted to administer by inhalation?
Clarification of the above points will help not only the profession of podiatry, but may
also enhance inter-professional collaboration, contribute to system efficiencies and
ensure patient safety.
b) Education of podiatrists in Ontario
The CPSO would like to commend COCOO for its work on outlining the education
standards needed to register as a podiatrist in Ontario under the proposed scheme
and for its thorough research into bridging education and training gaps. Again,
because this will be a ‘new profession’ in Ontario, there may be value in expanding
upon the details of the proposed Doctor of Podiatric Medicine (DPM) degree
program anticipated for Ontario. This is especially important as there will
undoubtedly be confusion related to the existence of a College of Podiatry until an
associated Faculty of Podiatry can be established in Ontario.
How will the proposed podiatry residency requirements and programs achieve parity
with other jurisdictions such as BC and Alberta? Will candidates be eligible for
Certification in Foot Surgery if they successfully complete a podiatric medicine and
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surgery program that is 36 months in length, rather than 24 months, in keeping with
recent changes in residency training accreditation requirements seen in other
jurisdictions? Who will be responsible for the bridge education and residency plan
for current chiropodists in Ontario wishing to qualify as podiatrists? How will
COCOO ensure parity of this bridge education with other jurisdictions, especially
where participants will have differing levels of educational backgrounds (podiatry vs.
chiropody)? How will COCOO ensure the bridge education program is sufficiently
comprehensive and robust to allow chiropodists to practice as podiatrists with the
requisite knowledge, skill and judgment? Will bridge education programs be
accredited? What are COCOO’s (or a future College of Podiatrists of Ontario) longterm plans regarding a mechanism for vetting registrant applicants with respect to
education and residency qualifications?
Finally, while the CPSO appreciates the COCOOs’ statement that the proposed
podiatric surgical “residency stream in Ontario is expected to be separate and apart
from that for orthopedic surgeons and therefore, would not impact on the availability
of residency spaces available for them” (p. 58 of COCOO’s application), HPRAC
and COCOO may wish to liaise with the Council of Ontario Faculties of Medicine in
relation to curricular development of prospective podiatric educational programs and
residency training programs.
The CPSO appreciates the opportunity to provide comments on this important
application. We hope that HPRAC finds them helpful. Should you have any questions or
concerns, please do not hesitate to be in touch.
Yours very truly,

Rocco Gerace MD
Registrar
RG/ew
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Attachments:
1. CPSO Submission to Health Quality Ontario: The Regulation of Facilities,
Looking Forward.
Links to CPSO documents:
1. Independent Health Facilities: Clinical Practice Parameters and Facility
Standards, Diagnostic Imaging, 4th Edition
2. Out-of-Hospital Premises Inspection Program: Program Standards
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1. Introduction
A significant proportion of medical procedures provided in Ontario are now occurring outside of
hospitals. The College of Physicians and Surgeons of Ontario (the “College”) has played a lead role in
both advocating for systems of quality and oversight in the out of hospital setting and in overseeing
inspection and assessment programs.
In the fall of 2014, concerns were raised by the media about the adequacy and amount of information
available to the public about assessments of out of hospital facilities (“facilities”) 1 and infection
outbreaks in these facilities. In response and in recognition that facilities play an important role in
providing Ontarians with quality health care services, the Minister of Health and Long-Term Care created
a panel chaired and supported by Health Quality Ontario (HQO) to provide advice to government on the
comprehensiveness and effectiveness of the current quality oversight programs for facilities.
The College is supportive of this review and is pleased to contribute to the work of the panel. We see
this work as an opportunity to enhance and consolidate Ontario’s out of hospital programming and
services, with the goals of ensuring that patient safety is protected, improving quality in the delivery of
out of hospital care, and making the system more transparent and accessible to patients and their
health care providers. As the system continues to evolve and is under considerable scrutiny there is a
need to carefully examine and address the issues that served as the catalyst for the Minister’s request.
In addition, there is an opportunity to assess the effectiveness of existing programs, identify
opportunities for improvement, and consider how the system can best be consolidated in a manner that
improves its overall quality and effectiveness and that is responsive to the needs of patients. With this in
mind, the objectives of this submission are as follows.
First, in Section 2 – “The College’s Contribution to Facilities Regulation”, we provide an overview of the
current regulatory systems in place for the two out of hospital models, namely Independent Health
Facilities and Out of Hospital Premises, and our involvement in these systems to date. This experience
serves as the foundation from which we offer our suggestions for moving the system forward.
Second, we identify in broad terms how we envision a new system for the regulation of facilities. Our
views are based on our experience supporting and regulating the two existing models. This includes our
vision and a brief description of what we consider to be the “ideal system”. In Section 3 – “One System,
One Regulator”, we propose that a single legal framework and program for oversight of facilities be
adopted, that this regulatory system be driven by quality and patient safety considerations, and that the
one resulting program be overseen by a single entity. Then in Section 4 – “Attributes of the System –
Lessons Learned and Considerations for Moving Forward” we outline the specific attributes that the
ideal system should possess in order to ensure quality care is provided in a safe manner.

1

For the purposes of this report, the term “facilities” will be used to refer to the generic class of out of hospital
facilities. When referring to specific subsets of facilities, the report will specifically identify the facility type (i.e.
either independent health facilities or out of hospital premises) directly or by using the relevant acronym.
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Finally, in Section 5 – “The College’s Role Moving Forward” we outline potential roles for the College in
helping to move facility regulation forward. Given our experience in supporting and regulating the two
existing programs, the College is well positioned to provide expert advice and guidance as a new and
improved regulatory system for facilities is constructed and implemented. Moreover, should a new
regulatory system be developed that accords with our proposal, the College would be best suited to
carry this system forward.

2. The College’s Contribution to Facilities Regulation
The College’s involvement in facilities regulation began in the early 1990s. The Independent Health
Facilities Act (IHFA) 2 established a regulatory system for a subset of facilities, namely, independent
health facilities (IHFs). The IHFA specifies that facilities are considered IHFs and therefore subject to the
IHFA and IHF regulatory program, if they perform insured services and bill for a facility fee or if they
have been identified as an IHF by the Ministry of Health and Long-Term Care (the “Ministry”). Under the
IHFA, the College was assigned specific responsibilities through its Registrar regarding the regulation of
IHFs. In particular, the College develops the standards and tools for assessments and conducts
assessments of IHFs. The Ministry is responsible for identifying those IHFs that are to be assessed, for
decision-making regarding facility outcomes and enforcement, and for maintaining a public register of
facilities. 3 Currently, there are 934 IHFs 4 delivering services in Ontario including but not limited to
diagnostic imaging, sleep medicine, and non-cosmetic insured plastic surgery.
Our involvement in facilities regulation was then expanded in 2010 with the development of the Out of
Hospital Premises Inspection Program (OHPIP), which was created to regulate another subset of
facilities, namely, out of hospital premises (OHPs) providing health services under specified types of
anaesthesia and sedation. The College sought to develop this program to address a significant threat to
patient safety as we came to learn of facilities that were providing uninsured, complex surgical
interventions for cosmetic purposes, but that were not captured by the IHFA or any other form of
oversight. To bridge this significant gap in regulatory oversight we worked with government to explore
options and advocate for change that would allow the College to protect the public and ensure that
facilities were regulated. While the College requested a consolidated approach to facilities regulation,
ultimately a regulation under the Medicine Act, 1991 5 was developed to create a new and separate
inspection and enforcement system specific to OHPs. In contrast to the IHFA where how a facility bills
determines whether or not it is subject to the IHFA, the objective of the OHPIP is to capture facilities
based on the risk they pose to patients. In this case, the decision was made to capture facilities that
provide procedures under specific types of anaesthesia and sedation, as these pose the highest risk to
the public. The College is wholly responsible for this program, determining through self-reported
2

Independent Health Facilities Act, R.S.O. 1990, c.I.3.
To view the Ministry of Health and Long-Term Care’s public register of IHFs, please visit:
http://www.health.gov.on.ca/en/public/programs/ihf/docs/ihf_assessment_report.pdf
4
As of February 13, 2015.
5
See Part XI of O.Reg 114/94 General, enacted under the Medicine Act, 1991, S.O. 1991, c. 30.
3
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information which facilities are OHPs, developing the standards and tools for assessment, making
decisions about facility outcomes, enforcing these outcomes, and posting these outcomes on our public
register.6 Currently there are 273 OHPs 7 operating in Ontario, providing services including, but not
limited to, pain management, plastic surgery, and endoscopy.
The College’s involvement in facilities regulation continues to grow in scope. In March, 2013 the
Ministry announced a formal partnership between the College and Cancer Care Ontario: the Quality
Management Partnership (QMP). QMP is a framework to facilitate quality around specific medical
services for patients regardless of their provider (e.g. doctor, nurse) and setting (e.g. community,
hospital) and currently focuses on pathology, mammography, and colonoscopy. The framework for
quality will include, but is not exclusively about, oversight of providers and facilities. This program is still
awaiting government approval, although it is anticipated that when it is implemented the College will
have responsibility for developing facility standards, assessment tools, and for coordinating
assessments. The College’s role in the QMP is based on our ability to hold our members and the facilities
accountable for quality. As we move forward, the success of the QMP will depend heavily on the role of
the College to hold physicians and facilities accountable.
Since 1990, the College has assessed hundreds of facilities in a broad range of modalities such as
diagnostic imaging, sleep medicine, cosmetic surgery, and interventional pain. To conduct this work we
have relied on the profession to develop and define standards of care where none previously existed
and have facilitated the development of a collaborative environment by seeking the expertise of other
health care professions (e.g. nurses, radiologist technicians) to assist with facility assessments. Through
these programs we have sought to improve the delivery of care in facilities by working with facilities to
improve their practices and by taking steps to ensure the public is protected from facilities that do not
meet quality standards. Importantly, the vast majority of facilities assessed over the past 25 years have
met the standard of care and through these programs we have been able to ensure that high quality
care is being provided for the patients of Ontario. Unlike many other oversight bodies, however, the
College maintains a unique regulatory position, as we have regulatory authority over both physicians
working within a facility and the facility itself. This gives us a multi-faceted approach to the regulation of
facilities, working both through our members and through the regulatory system for facilities, as well as
a unique perspective on facility regulation. Moreover, our own research regarding facilities regulation
across the country and internationally has shown that components of the College’s IHF program and
OHPIP appear consistent, and on par, with other similar quality assurance programs in those
jurisdictions reviewed and that the College’s public register of OHPs is among the most transparent in
Canada (for more information see page 7 of Appendix A).
It is from this experience in supporting the regulation of out of hospital facilities that we propose a new
model of oversight for facilities and offer our lessons learned. We know that the existing systems of
oversight have value, but we have also been able to identify specific challenges which give rise to
6

To view the College’s public register of OHPs, please visit: http://www.cpso.on.ca/Public-Register/Out-ofHospital-Premises-Listing
7
As of February 13, 2015.
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opportunities for improvement. In addition to identifying gaps within the existing regulatory systems,
we are increasingly becoming aware of the limits of the current systems and have been able to identify
clinics and/or procedures that pose significant risk to patients, but for which there is no oversight
system, except via the College’s own oversight of individual physicians.
It is also important to note that the College’s perspective on facility regulation and, in particular,
approaches to quality assurance oversight is from the perspective of a medical regulator. As a medical
regulator, our primary focus is on risk of harm and patient safety as well as the quality of care provided
to patients. In fact, the College has a legislated role in quality assurance through regulations enacted
under the Medicine Act, 1991. 8 In particular, we are structured to ensure quality through Peer
Assessments of our members and by requiring Continuing Professional Development of our members.
These programs are supported and fall within the College’s Quality Management Division. The College is
also a leader in quality assurance in both physician practice and facility regulation. For example, the
OHPIP supports continuous quality improvement through developing and maintaining standards for the
provision of medical care in OHPs and by inspecting and assessing OHPs for safety and quality of care.
Similarly, the QMP is building a quality management program that is designed to improve outcomes for
patients and to ensure consistent patient experiences across the province. As such, the College sees
quality as a core component of our vision for any new regulatory system for facilities. There are,
however, many different ways to conceptualize quality. For example, the College is aware that the
Institute of Medicine focuses on six domains of quality: that health care be safe, effective, patientcentred, timely, efficient and equitable. While we see conceptual overlap between the various
conceptions of quality available, we will continue to work with and take our lead from organizations
such as HQO, Cancer Care Ontario and institutions such as hospitals to build a conceptual framework for
quality in facilities in Ontario

3. One System, One Regulator
Taking into consideration the value and challenges of the existing regulatory systems and the sector
more broadly, we propose that moving forward:
There should be one singular framework and program for oversight of facilities with a
focus on quality and minimization of patient risk; which builds on the strengths of the
IHF and OHPIP systems; and that is managed by a singular entity.
Given the significant restructuring that will be required to implement this new regulatory
system, we favour reengineering the system anew rather than making adjustments to the
existing mechanisms. There are many good reasons for proceeding with this approach.
From a conceptual point of view, we see no difference between IHFs and OHPs. In the College’s view,
although IHFs and OHPs are currently treated as distinct categories of facilities, we do not see any
8

See Part VII of O.Reg 114/94 General, enacted under the Medicine Act, 1991, S.O. 1991, c. 30.
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meaningful practical differences between them as it bears on the delivery of health care services in an
out of hospital setting and so do not believe that maintaining separate regulatory programs is
warranted. While it is true that the services offered in IHFs (mostly diagnostic) and OHPs (surgical and
procedural services) differ, it is difficult to imagine that this could be considered a meaningful difference
that would warrant distinct regulatory oversight. In fact, from a regulatory perspective these programs
are very comparable: they deliver care to patients, with inherent risks, in an out of hospital setting that
does not likely have a comparable quality assurance infrastructure present in other institutions such as
hospitals. Our experience in facilities regulation to date indicates that the nature of services in both IHFs
and OHPs can pose risks to patients and that these risks can similarly be mitigated by attention to
quality systems within the facility and by external oversight.
Moreover, from the perspective of patients, the question as to whether a facility is an IHF or
OHP is not a useful or relevant distinction. It is reasonable to believe that patients simply expect
any facility they visit to be safe and subject to adequate oversight.
Similarly, from our perspective there does not appear to be a strong rationale for facilities to be
subject to different sets of outcomes following an assessment or for there to be differences in
terms of how facilities with problems are managed and/or restricted from providing care to the
public. Currently, the standards and tools for assessments of both IHFs and OHPs are consistent
in substance, 9 due to the fact that the College has responsibility for assessments in both
programs and the College is responsible for coordinating assessments of both IHFs and OHPs.
However, despite this consistency, decision-making regarding facility outcomes and
enforcement processes for IHFs and OHPs are different. More specifically, there are different
outcome categories used to evaluate IHFs and OHPs 10 and the procedural mechanisms in place
to manage concerning facilities also differ. 11
A single program of oversight would ensure consistency not just in the standards and tools for
assessments, but also in terms of decision-making and enforcement vis à vis individual facilities.
Given that both categories of facilities pose risks to patients that can be mitigated by structured
internal quality management and external oversight, we believe that the approach to oversight
should be consistent from the development of standards through to the enforcement of those
standards.
9

In particular, the constituent elements of both programs are consistent insofar as there are standards to address
emergency procedures, professional qualifications, procedural indications etc.
10
More specifically, facilities in the IHF program can receive one of five possible outcomes: Rating 1 – full
compliance; Rating 2 – recommendations to foster patient health and safety (e.g. missing a written policy); Rating
3 – recommendations to protect patient health and safety (e.g. more than 1 concern noted); Rating 4 – care is
prejudicial to the health, safety and welfare of patients (e.g. infection control breaches, unqualified staff); Rating 5
– care poses an immediate threat to the health, safety and welfare of patients (e.g. facility isn’t clean; equipment is
broken, clinical issues). In contrast, facilities in the OHPIP receive either a pass, a pass with conditions, or a fail.
11
For example, the Ministry can suspend an IHF license where it feels the IHF poses an immediate threat to the
health and safety of the public. The Ministry can also suspend a specific service or services in a facility, suspend a
facility’s license, or revoke a facility’s license. Within the OHPIP, physicians working within an OHP are immediately
barred from performing those services that received a ‘fail’.
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It is our view that this singular regulatory system should adopt a focus on the risk of the services
delivered in a facility, ensuring that at its core, quality and minimization of patient risk is the
driver or raison d’être for the regulatory system. This approach is consistent with the OHPIP
which was proposed by the College and approved through regulatory change by government,
and so we believe that this model for regulation is reflective, at least in part, of the philosophy
for delivering care embodied by HQO and the Ministry.
The singular regulatory system is further enhanced by assigning oversight responsibility for this
system to a singular entity. Most notably, a single regulator would be best situated to ensure
consistency between facility standards, assessments, outcomes, enforcement and quality
assurance and improvement. In particular, a single regulator could ensure that the clinical
expertise that grounds facility standards is consistently applied through the assessment,
decision-making and enforcement processes. By locating responsibility for this whole process
within one entity, a direct accountability mechanism would also be established to ensure that
the public is protected through each aspect of facilities regulation. While a partnership model
may have some advantages (for example, separate responsibility with two or more
organizations based on those aspects of facilities regulation for which an organization had
adequate experience and expertise), a single regulator would streamline the process, maximize
consistency in the program, and would minimize the need for coordinating between program
partners to ensure that the common goals of protecting the public and ensuring quality are
being met by all. In our view, this would all contribute to maximizing public protection and the
quality of care delivered.
In addition, we expect that a single regulator would consolidate the patient complaints process
and improve transparency and access to information in the system through a single repository
of information regarding facilities. Under the proposed system we expect that all complaints
regardless of the type of facility they relate to would be addressed by the one regulator
responsible for all facilities. A centralized register of facilities and assessment results managed
by the single regulator would also improve transparency in the system, improve the ease with
which patients access information about facilities, and improve patient understanding through
the adoption of a consistent terminology to describe all facilities and the outcomes of
inspections. From the public’s perspective, this would most likely be considered a benefit and
indeed, the public may already believe that this is the status quo given that they may not see
any relevant distinctions between IHFs and OHPs.

119 of 197

8

4. Attributes of the System – Lessons Learned and Considerations for
Moving Forward
On the basis of our experience in facility regulation and having assessed hundreds of facilities over the
past 25 years, we have identified five attributes that the new system should possess. 12 They are:
transparency, comprehensiveness, flexibility, accountability, and enforceability. Importantly, while
presented in isolation below, these attributes are highly interconnected and will need to be considered
alongside one another moving forward. At this time, we offer preliminary sketches of these attributes as
they feature in the ideal system and recognize that much work remains to be done in order to
implement these recommendations. As such, we are prepared to work with HQO and the Ministry to
help refine these suggestions and articulate the operational elements required to implement the system
we have proposed.
1. Transparency
First and foremost, we believe that transparency should be a defining principle of the new regulatory
system. The College shares HQO’s and Government’s commitment to transparency and has been
working on issues relating to transparency since 2012. For example, as a part of the Advisory Group for
Regulatory Excellence (AGRE), the College has been participating in a multi-College, 13 multi-phased
transparency initiative intended to make more information available to the public, about both our
members and the effectiveness of self-regulation. This work has the potential to fundamentally change
the way health professions and their regulatory bodies communicate and share information with the
public. We have also demonstrated a firm commitment to improving transparency with respect to
facility regulation. We already offer the public access to a register of all OHPs, with addresses,
assessment date and outcome and/or status of each premise, and detail where a premise has failed or
has passed with conditions: reasons for the fail results, and detail of the conditions the premise must
satisfy. In fact, the College’s public register for OHPs is among the most transparent in Canada (see page
7 of Appendix A), but we are continuing to identify areas for improvement and exploring additional
types of information that should be shared with the public to increase transparency even further. 14 We
believe that patients deserve information about each facility and feel strongly that the new regulatory
system for facilities should be transparent and the entity responsible for overseeing facilities regulation
moving forward be required to develop a comprehensive register.

12

These suggestions are consistent with the Dialogue Summary from Creating Community-Based Specialty Clinics
by stakeholders facilitated by the McMaster Health Forum. For more information see:
http://www.mcmasterhealthforum.org/docs/default-source/Product-Documents/stakeholder-dialoguesummary/community-based-specialty-clinics-in-ontario-sds.pdf
13
The AGRE includes the College of Physicians and Surgeons of Ontario, College of Nurses of Ontario, Royal College
of Dental Surgeons of Ontario, Ontario College of Pharmacists, College of Physiotherapists of Ontario, and College
of Optometrists of Ontario.
14
For example, our research indicates that no public register of facilities posts information regarding adverse
events or infection outbreaks, although the public and other stakeholders have expressed interest in accessing this
type of information (See page 5 of Appendix A).
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We also believe that the information that is available in the new system should be driven both by the
type of information patients need when they are seeking safe and quality care from a facility and the
type of information physicians need access to or must consider when referring patients to these
facilities. Ideally, HQO will provide further insight in this regard to help determine the amount and type
of information that must be made available and preferably legislation will set these expectations out.
Moreover, consideration will have to be given to the design and implementation of a register including
how this information is presented in a user-friendly and easily accessible format. From our own
experience, the use of health care or legal terminology may have unintended consequences for how the
public understand and consume the information that is shared through a register. Finally, it will need to
be determined whether facilities have any obligation to track and publicly report quality assurance
indicators and to whom they have this obligation (e.g. to the oversight body, to HQO or the Ministry, to
the public through a facility website, etc.).
2. Comprehensiveness
Second, we believe the new system needs to be comprehensive. Our experience suggests that the scope
of facilities captured by the new regulation needs to be extended beyond what is currently captured
under the IHFA and OHPIP. In fact, one of the primary challenges with the current regulatory systems
relates to those facilities or procedures that are excluded and yet pose clear risks to patients. With
respect to the OHPIP, while experience indicated that using specific types of anaesthesia and sedation as
the criteria for inclusion in the program was appropriate in 2010 when the regulation which enabled the
development of OHPIP was formed, the College’s experience since that time has shown that these
criteria are too limited. As alluded to above, infection control has become an emerging area of concern
and we have identified a number of procedures that pose risk to patients but that currently fall outside
of the IHF program or OHPIP. Procedures provided in facilities for which there is no oversight except via
the College’s own oversight of individual physicians include, for example, procedures such as Lasik
surgery, cystoscopy, non-permanent fillers, and sclerotherapy, all of which have risks such as blindness,
infection, or disfigurement.
Determining the appropriate scope of application for the regulatory system will require careful thought
and deliberation. However, it is our view that this is a laudable project and one that is consistent with
the underlying ethos of the existing OHPIP model, that is, to capture and address areas of risk and to
ensure quality care is provided in a safe manner. From our perspective, the scope of application will
need to be broad enough so as to capture those procedures currently provided in IHFs and OHPs, as well
as procedures like those identified above, but not be so broad as to include procedures where there is
little or no risk of harm to patients. Additionally, consideration will have to be given to preserving the
existing roles and responsibilities of various agencies that sometimes overlap and/or intersect in
facilities regulation (see subsection “Accountability” below for more information). Moreover, the
proposed scope of application will need to be nimble enough to capture emerging areas of risk (see
subsection “Flexibility” below), which will become increasingly important as more services are moved
into the community by health care professionals and through strategic decisions of government.
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On a more practical note, if the scope of the regulatory system is expanded beyond the status quo, this
will have implications for existing clinics and a transition strategy to move these clinics into the new
system fairly, efficiently, and safely will need be to be developed. We also acknowledge that in some
instances facilities may not be equipped to meet the standards of this new system and inclusion into the
system may risk closure of these facilities. As such, consideration will need to be given to the
relationship between quality and access, ensuring that an appropriate balance is struck that ultimately
protects patients.
3. Flexibility
Third, we believe that the new regulatory system will need to be flexible. The facilities sector is going to
continue to evolve and the regulatory system will require the capacity to evolve as well to ensure
oversight extends to new procedures and new facilities that arise on the landscape over time. This could
include, for example, ensuring that language is selected for the inclusion criteria that is nuanced and
specific but that is flexible so as to capture both current and emerging areas of risk and new procedures
that move out of hospital as new technologies come along.
Achieving flexibility will also require that consideration be given to the legal framework which grounds
this new regulatory system. While we expect that legislative change will be required to facilitate the
parameters and development of the new regulatory system, given the rigidity of legislation we propose
constructing the legislation in such a way as to permit the oversight body themselves to adapt the
program in response to the changing landscape. These changes could be implemented through
organizational by-law changes which are more flexible than legislation or regulation. We can be assured
that the system will continue to evolve due in part to the Ministry’s commitment to seeing more
services provided in the community, and it is our view that the system must be constructed in a way to
quickly address emerging areas of concern.
4. Accountability
Fourth, the new system should be designed with a view to accountability. To minimize risk to patients,
we believe that an accountability mechanism must be built into the system outlining the roles and
responsibilities of the various agencies or bodies that have shared responsibilities for the activities
within facilities. This is true even if there is one regulator responsible for the new regulatory system, as
there will often be an overlap and/or interaction of responsibilities with other agencies. For example,
infection control involves shared or overlapping responsibilities between multiple agencies (for example,
the College and Public Health agencies). Moreover, where there are multiple regulated health
professionals at clinics, we must ensure that there are no barriers in a quality assessment program that
would hamper effective profession-specific regulation. As such, it is our view that there needs to be
clarity regarding roles and responsibilities in order to ensure cross-agency 15 accountability in terms of
managing activities and assessment, enforcement and monitoring, sharing of information between
agencies, and patient notification. We also believe that any barriers that may prevent information
sharing between organizations must be addressed. Without adequate system coordination, no single
15

This may include the regulatory colleges of those health care professionals providing care in the facility.
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organization can ever fully ensure patient safety and so a mechanism or body should be put in place to
ensure a multi-agency response when necessary to protect the public.
In our view, the ideal regulatory system would be designed in such a way as to ensure that both the
health care professionals and the facility itself through the owner are held accountable for the quality of
care delivered. Importantly, this will require that careful consideration be given to facilities with nonhealth care professional owners. For example, we have found it very challenging to oversee facilities
with non-physician owners as we have no jurisdiction over them and cannot control the practices they
set out in their facility, other than indirectly through the Quality Advisor (for IHFs) or Medical Director
(for OHPs) and the individual physicians practicing in the facility. This unfairly makes physicians
practicing in these facilities solely accountable for decisions made by ownership. At minimum we believe
it is important to require facilities, through legislation, to have a Quality Advisor or Medical Director.
However, moving forward it will be absolutely necessary to explore the appropriateness of different
ownership models and/or different accountability and governance requirements (e.g. pharmacy and
dentistry) in order to best protect the public and ensure that facilities deliver quality care.
Finally, consideration will need to be given to how the singular body responsible for overseeing the new
regulatory system will be held accountable for its operation of the program, the decisions made
regarding facility outcomes, and to ensure that it protects the public. For example, accountability
mechanisms are built into the College’s own involvement in facilities regulation through the Regulated
Health Professions Act, 1991 (RHPA). 16 More specifically, as with all College activities, the RHPA requires
that we act in accordance with our duty to serve and protect the public interest. The Premises
Inspection Committee of the College, which oversees OHPIP and determines inspection outcomes, is
also comprised of both physicians with relevant clinical expertise and Public Members of College
Council, thereby ensuring that the public voice is represented throughout the program. It is our view
that comparable accountability mechanisms will need to be developed for the singular entity that is
responsible for overseeing the new regulatory system. Consideration will also have to be given to any
conflicts of interest that the entity responsible for oversight may have. For example, the accreditation
model is a voluntary model of quality oversight that relies on the fees paid by its members to conduct
assessments and develop facility outcomes. We see this as a potential conflict of interest that should be
avoided in the regulation of facilities moving forward.
5. Enforceability
The fifth attribute of the new system is enforceability. The ideal regulatory system would include an
enforcement mechanism that provides the oversight body the power to inspect and force a shutdown of
a facility when that is required to ensure patient safety.
Currently, both the IHF program and OHPIP include measures to enforce the program and ensure public
safety is protected. There are, however, limits in enforceability in both of these programs that should be
considered moving forward. For example, with respect to IHFs, the language of the IHFA creates a
loophole that theoretically allows facilities to avoid regulatory oversight. Since it is not mandatory to bill
16

Regulated Health Professions Act, 1991, S.O. 1991, c.18.
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a facility fee under the IHFA, revocation of a facility license does not necessarily prevent a facility from
continuing to provide services; facilities can continue to operate and effectively opt out of regulatory
oversight by simply choosing not to bill a facility fee. Moreover, facilities can appeal Ministry decisions
to the Health Services Appeal and Review Board, but while the appeal is underway, which can take
years, facilities can continue to offer those services which prompted the suspension, thereby putting
patients at risk.
While the OHPIP allows for effective and quick shut down of a clinic from offering those services that fail
to meet the OHPIP standards, there are limitations to this program as well. Most notably, a ‘fail’ only
prevents physicians from providing those procedures that are captured by the OHPIP and the facility
may continue to provide services that are outside the scope of the program. For example, this could
mean that patient consultations are still offered in the same office, or that while the facility is prevented
from providing cosmetic surgery, they could still provide Botox injections further exposing patients to
inadequate infection prevention control practices. Additionally, many IHFs and OHPs are owned by nonphysicians over whom we have no jurisdiction and who may implement practices that are not consistent
with program requirements or direction of the College. In these cases, it is left to the Quality Advisor or
Medical Director of each facility to work with the owner, and advocate for compliance, effectively
making physicians solely responsible for ensuring owners implement appropriate practices within the
facility. Lastly, while the College has taken steps to require adverse events reporting, this critical
component of quality can be strengthened by specifying clear and meaningful consequences for a failure
to report adverse events to the oversight body in legislation.
For these reasons, we believe the new regulatory system should be designed with remedies in mind for
the shortcomings found in the current regulatory systems. This may mean, for example, following the
current approach of the OHPIP and simply shutting down the ability for a physician to work in a facility
or could be more significant, such as making a facility’s license to offer services or a facility’s funding
conditional on compliance and assessment results. In our view, the choice of approach will likely
depend, in part, on how the new system manages facilities owned by non-physicians or non-health care
professionals. We also acknowledge that there could be a significant increase in the resources necessary
to assess facilities and enforce outcomes in this new system and additional consideration will need to be
given to how manage these operational demands going forward.

5. The College’s Role Moving Forward
From our perspective, this submission is just the start of a much larger conversation about the future of
facilities regulation. Much more work and discussion is required to develop this new consolidated out of
hospital regulatory system.
Given our extensive experience in facility regulation, the College can provide valuable, expert advice and
guidance in helping to move the regulation of out of hospital facilities forward and develop an updated
and consolidated system. Recognizing the important role that facilities play in providing Ontarians with
quality health care services and given the need to examine and address the important issues that served
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as catalyst for the Minister’s request, the College is committed to helping improve facilities regulation.
As such, we welcome the opportunity to continue to support HQO and the Ministry in furthering this
undertaking regardless of our anticipated or actual role in implementing the new regulatory system.
Should a new regulatory system be developed that is consistent with the approach outlined in this
submission, we are best suited to fulfill the oversight role proposed in this submission. We have the
ability to adapt our existing infrastructure to assume responsibility of this growing and changing sector.
We note, however, that our willingness to expand our oversight role and assume responsibility for the
regulation of an updated, consolidated and expanded system is provisional on there being a singular
system of oversight that is transparent, comprehensive, flexible, accountable, and that has improved
enforceability; that is, a system that contains all of the attributes specified in this submission. The
College remains committed to continuing to protect the public and improving quality in the system
through facilities regulation like the QMP, but our continued role in facilities regulation moving forward
will depend on how the new system is constructed.
In closing, we thank the review panel of HQO for this opportunity to share our experience and
knowledge regarding out of hospital facility regulation. We see this as an excellent opportunity to
enhance out of hospital programming and services in Ontario, and rebuild the system to better protect
Ontario patients and continue to improve the quality of out of hospital care.
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OMA Submission to HPRAC on the Proposed Model of
Chiropody/Podiatry in Ontario
The Ontario Medical Association is pleased to comment on the proposed model of
Chiropody/Podiatry in Ontario. The OMA is an advocate for interprofessional care and we have
long held the position that all health care providers should be empowered to work to their full
scope of practice. We understand the primary goals of the College of Chiropodists of Ontario’s
proposal to be twofold:
1. To bring all foot care practitioners who are members of the College of Chiropody under
one professional umbrella of podiatry;
2. To enable members of the amalgamated podiatry profession to work to an expanded
scope of practice that includes, among other acts, foot and ankle surgery.
The OMA supports the notion of a unified foot care profession under one College. We also agree
that all registrants of a College should undertake additional training in order to work to the full
podiatry scope that is currently available through legislation. However, we question whether a
broader podiatry scope of practice that includes surgery is an appropriate model for Ontario at this
time.
Ankle Surgery
The current scope of practice and authorized acts for members of the College of Chiropody do not
include the ankle and are limited to the foot for purposes of diagnosis, assessment, treatment and
the performance of certain procedures. In the case of bone surgery, the current legislation limits
podiatrists to the bones of the forefoot. We are not confident that transitioning to a podiatry model
where all practitioners can theoretically perform surgery of the ankle is in the best interest of
patient safety. We acknowledge that the College contemplates a model whereby only
practitioners who have demonstrated competencies will carry out ankle surgery. However, we are
unclear as to how the College would monitor registrants who have not demonstrated
competencies and who have restrictions on their title.
The OMA is troubled by the fact that the proposal does not include a clear definition of and
framework for ankle surgery. We would expect both a precise definition of ankle surgery as well
as specific supporting evidence that this type of surgery is appropriate for podiatrists practicing in
Ontario. Ankle surgery is a complex procedure and is typically considered an area of subspecialty among orthopedic surgeons.
Appropriate Training for Podiatrists
Our concerns regarding podiatry’s expanded scope are directly related to the apparent lack of
training options available for those who wish to take on the advanced podiatric practice model.
The submission of the College of Chiropodists does not identify appropriate training or educational
programs for prospective advanced podiatrists. We believe this is a fundamental problem that
would need to be resolved in order to proceed in discussing an Ontario model for podiatry that
includes ankle surgery. This problem does not only apply to chiropodists looking to perform ankle
surgery. We are not confident that suitable education programs exist in Ontario for chiropodists
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looking to take on the basic podiatry scope of practice (i.e. forefoot surgery). We believe this
should be addressed.
We note that in the US where podiatrists are considered foot surgery specialists, they generally
undergo a rigorous training program that includes four years of podiatric medical school followed
by a surgical-based residency which is hands-on, post-doctoral training. Many US podiatrists go
on to acquire further certification. No Ontario institution offers similar training programs or
opportunities. We question how a chiropody student or practitioner could demonstrate requisite
skill, knowledge and training to take on an advanced podiatric scope of practice when there are no
adequate training programs to objectively measure competence.
Other Considerations
If the goal of this endeavor is to provide accessible and timely care to patients who are in need of
foot care providers, then there are system issues that would also need to be considered before
proceeding with a change to scope of practice. For example, there is limited funding for podiatric
services in Ontario which might have an impact on access. The ongoing podiatric cap clearly
remains a barrier as well.
We also note that the majority of podiatric surgery would take place in private clinics, outside of
hospitals. We would welcome further details about quality assurance mechanisms the College
foresees to ensure both professional and premise standards.
We believe chiropodists and qualified podiatrists provide valuable expertise in providing important
services to patients. The OMA looks forward to ongoing collaboration with our colleagues in foot
care to develop a model that enables professionals to work to their full scope of practice. Thank
you for considering these comments.
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March 19th, 2015
Chair Thomas Corcoran, ICD.D, MBA, B.Sc., P.Eng.
Health Professions Regulatory Advisory Council
56 Wellesley St W.,
12th Floor
Toronto, Ontario, Canada
M5S 2S3
By e-mail: hpracsubmissions@ontario.ca

Dear Mr. Corcoran, Council Members and Staff;
Re: Review of the Chiropody and Podiatry Professions
The Ontario Physiotherapy Association (OPA) is pleased to have this opportunity to provide our response
to the Review of the Chiropody and Podiatry Professions consultation. The OPA is the professional
association representing over 5500 member physiotherapists, physiotherapist assistants and
physiotherapy students and is the Ontario Branch of the Canadian Physiotherapy Association.
Physiotherapists provide primary foot care both in interprofessional and single profession settings in all
sectors of the health system. We support any initiatives in the evolving health system that support
expansion of access to needed services by Ontarians through interprofessional care and we support
allowing professions to work to their full scope of practice. We support the removal of the “Podiatric
Cap" for these reasons. Removal of the Cap will also assist in the transition to a Podiatric Model of Care
for Ontario by allowing the profession to evolve naturally in response to health system and patient needs,
for educational programs to develop, and for greater labour mobility from other jurisdictions.
Physiotherapists work with chiropodists and podiatrists in the circle of care for patients with foot
conditions and refer to podiatrists when surgical interventions short of hospitalization appear to be
required.
The OPA referred to HPRAC’s Criteria for Scope of Practice Reviews as the basis for reviewing the
proposed application by the College of Chiropodists of Ontario. Although we support the removal of the
Podiatric Cap and a transition to a Podiatric Model of Care as described in the College of Chiropodists'
Application, the OPA does have significant concerns regarding the proposed scope of practice and the
singularity of title and class being proposed, due in particular to the material variations in levels of
education, training and competence among currently-registered chiropodists and the potential of risk of
harm due to confusion and lack of transparency of title in relation to levels of competency.
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Scope of Practice:
Proposed Scope of Practice for the Podiatry Act: The College of Chiropodists has proposed that the
legislated scope of practice be "The practice of podiatry is the assessment or diagnosis of the foot and
ankle and the treatment and prevention of diseases, disorders or dysfunctions of the foot, ankle and
structures affecting the foot or ankle by therapeutic, orthotic or palliative means.”
The addition of the phrase ‘structures affecting the foot or ankle’ creates ambiguity as to anatomically
where the scope of practice ends.
The foot and ankle complex is not isolated from conditions, injuries and functional issues affecting the
entire person and is also subject to specific impairments and issues that, in turn, impact overall function.
We note in this regard that dentistry—a profession analogous to podiatry-has its anatomical scope of
practice clearly limited to the oral-facial complex, even though diseases, disorders and dysfunctions of
the oral-facial complex may result from or cause conditions elsewhere in the body. Optometry's legislated
scope of practice is limited anatomically to the "eye and the vision system". We think it absolutely
necessary that the proposed Podiatry Act include a clear anatomical boundary for the scope of practice
and therefore propose deletion of the reference to "structures affecting the foot or ankle".
The expansion of the scope statement to include diagnosis and the addition of the ankle creates a general
scope statement that is intended to apply to all registrants, but in reality is only applicable to the most
trained members of the podiatric profession, whether members of the podiatrist class or podiatrists who
are registered as chiropodists.
The OPA fully supports the importance of chiropodists in the health system in Ontario and the critical role
this profession has played in the delivery of foot care within communities and health organizations. We
also recognize, through no fault of the profession, that the imposed Podiatric Cap has limited educational
options that would support evolving scope and roles for Chiropodists. We believe that a clear and
detailed transitional plan to assist those who aspire to evolve their practices and achieve the education to
practise up to the proposed scope is critical.
Nevertheless, at this time OPA has concerns about the education and competencies of the vast majority
of currently-practising chiropodists to practise safely and effectively at the level proposed in the scope
statement and to perform any of the proposed new or expanded authorized acts. In fact, according to the
Application, no more than a handful of chiropodists are expected to become qualified to perform any or
all of the proposed new or expanded authorized acts. At least initially and for several years thereafter,
therefore, the scope of practice expansion proposed by the College will apply to only a small minority of
existing registrants. This consideration makes it doubly important to be able to distinguish between what
might be called "full scope podiatrists" and chiropodists.
The OPA does not agree that the controlled act of "communicating a diagnosis" should be automatically
granted to all grandparented chiropodists. "Communicating a diagnosis" is a controlled act that carries
with it a high risk of harm and, therefore, cannot and has not been authorized casually. The public
interest need to "communicate a diagnosis" depends on one's legislated scope of practice. The ability to
"communicate a diagnosis" depends on one's competencies. The Application from the College of
Chiropodists does not indicate why chiropodists who continue to practise in the current scope, or intend
to practise by-and -large in the current scope, have the need or competencies to "communicate a
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diagnosis". As with the other new or expanded authorized acts, individual grandparented chiropodists
should be required to demonstrate that they have acquired the skills and competencies to "communicate
a diagnosis" within their scope of practice.
Gaps in Authorized Acts
The College of Chiropodists has noted gaps in the current authorized acts that require podiatrists'
patients to go through circular referrals to obtain orders for laboratory and other diagnostic tests; with
the associated increase in health system costs, delays in diagnosis and treatment and patient
inconvenience. The OPA agrees that appropriately-qualified podiatrists should be authorized to order
laboratory tests and apply or order the application of forms of energy within the current and proposed
scope of practice.
Singularity of title and class:
It is the above-mentioned differences in the education and competencies between podiatrists and
chiropodists that prompt our concerns of risk of harm should the proposal that all registrants under the
new College be authorized to use the title podiatrists. Allowing all practitioners to call themselves
"podiatrists", no matter the education they have completed or the authorized acts they may perform, will
create confusion with the public and with other healthcare practitioners. This "one title" approach will
increase the risk of harm, obscure training and competence levels essential for informed patient decisions
and unnecessarily complicate interprofessional collaborative care. Whereas the College indicates that the
use of a single title will address confusion between the "chiropodist" and "podiatrist" titles, the single title
being proposed seems to us to risk even more confusion, accompanied by a higher risk of potential harm.
Only those who are competent and authorized to practise to the full podiatric scope should be authorized
to call themselves "podiatrists". The others should retain the "chiropodist" title, or perhaps a compromise
title of "Podiatrist (Chiropodist Member)" until such time as all the competencies required to practise at
the ‘podiatrist’ level have been achieved and verified by the College. As the risk of harm associated with
practice at the level of the additional competencies is high, testing used to determine competence should
entail a high level of rigour and should be consistent with those of other Colleges assessing the same
competencies.
In the case of physiotherapy, all physiotherapists upon completion of entry-level education fulfill the
standard of education and competence required to perform the scope of practice as stated in the
Physiotherapy Act. All physiotherapists are trained and competent to diagnose and communicate a
diagnosis within their scope of practice. For other authorized acts, physiotherapists must meet
educational requirements and demonstrate currency of practice to be listed in the College of
Physiotherapists' public registry as authorized to perform the controlled act independently.
Further supporting the functionality of a separate class of registration in this sector, the OPA notes the
"UK chiropody/podiatry model" proposed by the Canadian Federation of Podiatric Medicine. That model,
with its demarcation between chiropodists/podiatrists and podiatric surgeons, with a limited scope of
practice for the former and a more extensive scope of practice (as recommended in the College
submission) for the latter, appears to be a workable solution for Ontario and one that would address the
OPA's concerns.

3|Page
135 of 197

Conclusion:
Ontario faces many challenges related to access to care, including the shortage of health professionals in
rural, remote, First Nations and Aboriginal communities, and other underserviced areas and sectors. Any
model of care delivery should place the patient at the centre and encourage interprofessional outcomebased care and communication in the best interest of the patient.
An interprofessional approach to foot and ankle care, recognizing the skills and competencies of all
regulated professions who work in this field is critical to ensuring that Ontarians have the care they need,
when they need it, in the communities in which they live.
OPA supports the proposed changes in the application with the exception of the scope of practice
statement and the single title/class approach presented. In fact we believe that the "single title"
approach recommended by the College is a disservice to the needed and valued role that Chiropodists
currently play in the health system and that we need them to play in the future. We feel that addressing
the concerns about title and competency gaps raised in this submission will lead to greater transparency
to the public and other health professions that, in turn, will facilitate appropriate access to needed
services, mitigate risk of harm and encourage interprofessional collaborative care models.

Yours sincerely,

Dorianne Sauvé
Chief Executive Officer
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Mr. Thomas Corcoran, ICD.D, MBA, B.Sc., P.Eng.
Chair
& Council Members
Health Professions Regulatory Advisory Council
56 Wellesley St. W,
12th Floor
Toronto, Ontario, Canada
M5S 2S3
Re-: Chiropody & Podiatry Review
Dear Mr. Corcoran et al,
On page 25 of Part Three the College of Chiropodists' Submission to HPRAC dated November 28, 2014 (The
response to HPRAC's 18 additional questions) the statement is made that a physician referral is required in
order for podiatrists' services to veterans to be reimbursable by Veterans Affairs Canada. That was an
accurate representation of the situation at the time.
By letter dated March 16, 2015 to the OPMA, the Minister of Veterans Affairs has indicated that podiatrists'
services to veterans no longer require a physician referral to be reimbursed by VAC.
Yours sincerely,

Bruce Ramsden, B.Sc., DPM
President
cc: College of Chiropodists of Ontario
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March 20, 2015
Thomas Corcoran, Chair
Health Professions Regulatory Advisory Council
56 Wellesley St W., 12th Floor
Toronto, Ontario, Canada
M5S 2S3
Attention: Second Consultation - Chiropody and Podiatry Review
Dear Mr. Corcoran and Council Members,
Orthotics Prosthetics Canada (OPC) is pleased to provide feedback on the College of Chiropodists of Ontario
Application for Scope of Practice and Regulation Review submitted to the Health Professions Regulatory Advisory
Council on November 28, 2014. It is important that the voice of the professionals most educated and certified in
orthotics be considered in determining the continuum of care and scopes of practice related to foot and ankle
care when orthoses are involved.
The Canadian Association for Prosthetics and Orthotics (CAPO), incorporated in 1954, and the Canadian Board for
Certification of Prosthetists and Orthotists (CBCPO), incorporated in 1972, have amalgamated to form Orthotics
Prosthetics Canada (OPC). OPC took effect January 1, 2015, and its role is to protect the public and advance the
profession of prosthetics and orthotics through quality standards of practice, professional credentialing,
education and awareness. As the governing body for orthotics and prosthetics in Canada, the members of OPC
have a vested interest in the regulation of foot and ankle care in Ontario.
CBCPO has been certifying professionals in the field of prosthetics and orthotics since 1972 and CBCPO will
continue to exist, under OPC, as an arm’s length credentialing body to manage the certification and registration of
clinicians and technicians and confer the designations of: Certified Orthotist C.O.(c); Certified Prosthetist C.P.(c);
Certified Prosthetist and Orthotist C.P.O.(c); Registered Technician Orthotics R.T.O.(c); Registered Technician
Prosthetics R.T.P.(c); and, Registered Technician Prosthetics and Orthotics R.T.P.O.(c).
Certified Prosthetists (C.P.(c)) and Certified Orthotists (C.O (c)) in Ontario are regulated by OPC, and not by the
Regulated Health Professions Act (RHPA), therefore they do not perform any legislatively controlled acts.
Unfortunately, the very narrow focus on regulated health professions during the Chiropodists (Podiatrists)
consultation and in this proposal and discussion has rendered the voice of Ontario’s most skilled and educated
orthotic professionals’ silent, up to now. Certified Orthotists C.O.(c) have been the recognized experts in
orthotics in Ontario and Canada for several decades. It should be noted, that it has long been a position of the
prosthetic and orthotic profession that it should be a regulated health profession. There are almost 300 OPC
members in Ontario and close to 800 across the country.
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The current scope of practice for Chiropodists states that their practice involves the “treatment and prevention of
diseases, disorders or dysfunctions of the foot by therapeutic, orthotic or palliative means.” The Certified
Orthotists of Ontario understand that providing foot orthotic care to a patient is considered part of the public
domain since there is no current regulation controlling the act of providing orthotic treatment. The OPC asserts
that Certified Orthotists by nature of their exclusive education, training and professional self-regulation are the
foremost experts in providing orthotic treatment to patients in Ontario. It has been proposed by the College of
Chiropodists of Ontario (CCO) that they would like to expand their scope of practice to include, “the treatment
and prevention of diseases, disorders or dysfunctions of the foot, ankle and structures affecting the foot or ankle
by therapeutic, orthotic or palliative means.”
The addition of the ankle to the scope of practice permits the Podiatrist (Chiropodist) to include the ankle in the
orthotic care of patients. This is concerning to Certified Orthotists since the orthotic treatments above and around
the ankle joint require extensive knowledge of design, materials, and components to properly provide a minimum
standard of patient care. The CCO has even stated this in Part 3 of the Review, 18 Additional Questions; “The foot
prosthetics and foot orthotics designed and manufactured by Orthotists and Prosthetists are usually used in the
instance of amputations, partial amputations or congenital and systemic chronic conditions and are thus
significantly more complicated and complex than the orthotics usually prescribed and dispensed by chiropodists
or podiatrists and by other professions.”

IT WOULD NOT BE IN THE PUBLIC OR MOHLTC BEST INTERESTS TO DEFINE A SCOPE OF PRACTICE
RELATED TO ORTHOTICS THAT DOES NOT INCLUDE CERTIFIED ORTHOTISTS OR REGISTERED
ORTHOTIC TECHNICIANS.
A recently completed Practice Analysis study1 done by Professional Examination Services for the CBCPO identified
that Certified Orthotists and Registered Orthotic Technicians spend over 70% of their professional time working
with patients on lower extremity orthotics. By far the largest areas of practice for Certified Orthotists and
Registered Orthotic Technicians are Foot Orthotics (FO) and Ankle-Foot Orthotics (AFO).
The CCO has stated in their review that they recommend a continuum of care when it comes to the provision of
foot orthotics. It is our position that Certified Orthotists must be a necessary participant in that continuum of
care. The CCO recommends to its members that they should be prescribing the foot orthotic, filling the
prescription and dispensing the foot orthotic. HPRAC and the MOHLTC have expressed concerns in the past, with
other regulated health professions, pertaining to a lack of separation between prescribers and providers. The
question needs to be asked, with the skills, knowledge and expertise in orthotics that a Certified Orthotist
provides, why would this self-contained model be considered? What assurances does the public have that what is
prescribed and provided is what is required? The answer is a continuum of care that separates the prescriber
from the provider and includes the use of appropriate skills and expertise that exist within the domain.
The Ontario members of OPC endorse the model that the Ministry of Health and Long Term Care (MOHLTC) has
established in the Assistive Devices Policy. The MOHLTC requires a physician or nurse practitioner prescribe the
orthotic or prosthetic treatment that a patient is to receive. This ensures to the MOHLTC and the public that the
patient has a medical diagnosis from a physician or nurse practitioner and that the treatment is pertaining to this
1

PRACTICE ANALYSIS STUDY OF CERTIFIED CLINICIANS AND REGISTERED TECHNICIANS, September 2014, Professional
Examination Service, New York, NY
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diagnosis. The idea of “one stop shopping” for patient care may seem to improve efficiencies for patients but
without a separation between prescriber and provider it is difficult to guarantee that self-interest has been
eliminated from the process.
OPC supports the development of strategies which protect the public from fraudulent provision of orthotic
devices and the over prescription of orthotic devices. We agree with the recommendation by the CCO that
legislation be brought forward which provides consumer protection for all providers of orthotic treatments to the
public. The OPC membership would be eager to work with the Ministry of Consumer Services to develop this
legislation. An important component of OPC’s regulatory role is its Canons for Ethical Conduct, compliance to
which is required by all certified and registered professionals as well as resident and intern members. These
Canons prohibit the provision of orthotic or prosthetic devices for personal financial gain and state, “Provision of
services for personal financial gain of the orthotist or prosthetist, rather than for the need of the individual
receiving the services, is unethical.”2
CBCPO Certified Orthotists and Certified Prosthetists offer care to Ontario patients that is supported by the three
pillars to their profession. Those pillars are; education, certification and regulation. The orthotic and prosthetic
education in Canada is delivered through accredited two year, full time post-graduate programs which are at
provincially recognized public institutions. Following program completion, the CBCPO Certification Program
requires qualified applicants to complete a two year residency in the discipline of their choice, then complete and
pass comprehensive Board exams that include a written, an oral and a practical exam prior to being conferred the
Certified Orthotist or Certified Prosthetist credential. Once certified, all Orthotists and Prosthetists must support
and develop their knowledge through mandatory continuing education. To protect the public interest all certified
professionals must abide by our Canons of Ethical Conduct as well as character and fitness rules. The three pillars
assure the public that all Certified Orthotists and Certified Prosthetists have been appropriately educated,
coached on skill development and regularly participate in professional development to maintain their professional
qualification. Appendix 1 provides a curriculum outline for the prosthetic and orthotic post-graduate program at
George Brown College.

Summary
OPC has read the CCO review and feels that there are areas of concern if the changes to scope of practice are
recommended by HPRAC. Those concerns include:




Exclusion of the perspective and expertise of Certified Orthotists in pre-submission consultations related
to the foot care model in Ontario and the review of the Chiropody Act.
The need to include Certified Orthotists in the continuum of care for foot, ankle and all other lower and
upper extremity orthotics.
The need to maintain separation of prescriber and provider.

OPC maintains that the public’s orthotic needs are best served by CBCPO Certified Orthotists, the preeminent
orthotic experts.
Respectfully submitted,

Dan Mead, President
Orthotics Prosthetics Canada
2

CBCPO Canons of Ethical Conduct, Section 4 – Provision of Services, pg 4.
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Appendix 1 – George Brown College Prosthetic and Orthotic Program Curriculum Outline
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RESPONSE TO THE COLLEGE OF
CHIROPODISTS OF ONTARIO’S
HPRAC APPLICATION
FOR THE CONSIDERATION OF THE HEALTH
PROFESSIONS REGULATORY ADVISORY COMMITTEE
Submitted by the Pedorthic Association of Canada | Suite 503 | 386 Broadway | Winnipeg, MB | R3C 3R6
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PAC’s RESPONSE TO
THE COCOO’S HPRAC SUBMISSION
AREAS OF AGREEMENT & DISAGREEMENT
Introduction
After a thorough review of the recent application made by the College of Chiropodists of
Ontario (COCOO) to the Health Professions Regulatory Advisory Council (HPRAC), the Pedorthic
Association of Canada (PAC) would like to have the opportunity to respond to some of the
comments made within Part Three of the COCOO submission.
There are many items in this document with which we agree, albeit some of our agreements
are qualified. However, there are also some comments with which we strongly disagree and
which are factually incorrect. We would like to offer our response to both areas of agreement,
qualified agreement, and disagreement for HPRAC’s consideration in the evaluation of COCOO’s
submission.
Areas of Agreement: Inter-professional Collaboration in the Foot Care Space
1. COCOO says that it “…has no problems whatsoever with members of professions other
than chiropody and podiatry providing foot care…” (Part 3, p. 5)
We are pleased to see that COCOO has included this statement in their submission, and
we are in full agreement that there is no problem with having more than one profession
operating in the foot care space.
2. COCOO states that, “The College also encourages the professions to work with the
insurance industry…” (Part 3, p. 31)
We agree that professions should work with the insurance industry; in fact, PAC is
currently working with the Canada Life and Health Insurance Association (CLHIA) to
revise their claim submission guidelines. This CLHIA project is being done in partnership
with the Canadian Podiatric Medical Association (CPMA). Additionally, in 2012, PAC
published Clinical Practice Guidelines, a reference manual for use by health care
practitioners and insurance companies to standardize and ensure proper pedorthic
treatment and dispensing of foot orthotics for quality patient care. The Clinical Practice
Guidelines is a major work, and will be sent by hard copy in addition to a hard copy of
this response.
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Areas of Qualified Agreement: Methods for Addressing Abuses & Improving Foot Care
3. COCOO’s first suggested method for addressing abuses relating to foot orthotics: “Make
any one or combination of the prescription, dispensing and manufacture of foot
orthotics a controlled act under the RHPA…” (Part 3, p. 30)
Pedorthists and orthotists are presently unregulated professions under the RHPA. If the
MOHLTC were to move forward on making dispensing of foot orthotics a controlled act,
they would also need to ensure that the professions that are currently dispensing foot
orthotics and have been trained to do so become regulated under the RHPA. Failure to
do this would result in essentially eliminating professions such as orthotists and
pedorthists in favour of chiropodists and podiatrists who are already regulated under
the RHPA.
Therefore, while we agree in principle that the dispensing of foot orthotics should be a
controlled act we would only support this transition if professions not regulated under
the RHPA were brought under this legislation at the same time.
4. COCOO suggests a second method for addressing abuses relating to foot orthotics:
“Bring any member of an unregulated profession that engages in the act of prescribing
or dispensing foot orthotics under the jurisdiction of the College of Chiropodists, or the
proposed College of Podiatrists.” (Part 3, p. 30)
We have seriously considered having our membership and other professions which are
not regulated under the RHPA together under the jurisdiction of another college.
However, we are concerned with the potential challenges that this poses in allowing for
fair representation of each profession under a single college umbrella. If multiple
professions are brought under the College of Chiropody it will be important to maintain
a democratic approach to the scopes of practice within the foot care space, and ensure
that all key foot care providers are treated with equal weight and fully control their own
profession. Since there are competing interests between different providers given the
overlap of services performed, this solution may prove to be impossible in practice
however desirable it may be in theory. The result could be a highly dysfunctional
college that does not serve the public interest.
5. COCOO suggests its preferred method for addressing abuses relating to foot orthotics:
“Bring forward consumer protection legislation that applies to unregulated practitioners
who prescribe, dispense or manufacture foot orthotics.” (Part 3, p. 31)
We agree that protection legislation would benefit unregulated practitioners including
PAC, however, we do not think that this legislation should fall under consumer services
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as COCOO suggests. Pedorthists are health providers not providers of consumer goods.
Essentially, COCOO would like us to be regulated, but they do not want us to be
regulated as health care providers or in the same class or category as chiropodists.
6. To improve the current foot care model, COCOO recommends that, “Bringing currently
unregulated professions into the RHPA-regulatory framework may well improve the
delivery of foot care in Ontario…” (Part 3, p. 32)
We agree that it is a good idea to bring unregulated professions into some form of title
protection or legislative framework such as the RHPA. However we are very concerned
of the constant perpetuation of the myth that somehow the ONLY way in which to
ensure public protection and quality is through the RHPA framework. We already
employ effective and consistent standards through formal education and implement
disciplinary measures through The College of Pedorthics of Canada to ensure quality
care by all members of PAC.
The key point is that we are not “unregulated”. We are regulated by our own college
though not through the RHPA legislation. We advise the MOHLTC to consider different
legislative mechanisms for smaller professions other than the RHPA. For example, title
protection legislation could be a much easier vehicle for smaller professions who are
prepared, like pedorthists, to create a college that oversees the profession and can
provide public protection and discipline to its members. This need not be the RHPA
which is more geared to large professions with a critical mass of members.
A myth persists that only professions regulated under the RHPA legislation can ensure
quality care, and it is perpetuated by those professions who are regulated under the
RHPA. For example, elsewhere in this submission, COCOO implies that professions not
regulated under RHPA are “less-than-competent” (Part 3, p. 14). Additionally, the
website of the Ontario Podiatric Medical Association falsely informs the public that,
“Chiropodists and podiatrists are the only professions in Ontario for which "orthotics"
are included in their legal scope of practice.” Misinforming the public in this way not
only undermines the scope and devalues the quality of work done by professions not
regulated under the RHPA; it also confuses patients and can lead to improper treatment.
Areas of Disagreement: Misinformed Comments Made by COCOO
7. COCOO disputes The College of Pedorthics of Canada’s (CPC) use of the term “College,”
on the basis that CPC is not regulated under the RHPA. (Part 3, pp. 12 – 15)
Members of PAC have voluntarily paid fees to join CPC, and are proud to hold the C. Ped
(C) designation because it provides the same oversight as colleges that fall under the
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RHPA legislation. Its mandate is to protect the public. We take extreme issue with any
questioning from COCOO of CPC’s use of the term college. CPC is a national college and
functions as any other college regardless of the legislation governing it. The RHPA is
certainly not a panacea but a legislative tool that was created to bring professions of
critical mass into some public protection framework. It is not the determinant of quality
assurance.
8. COCOO states that, “…regulated practitioners…often resist inter-professional care with
unregulated providers.” (Part 3, p. 32)
PAC disagrees with this statement. Although we are unregulated under the RHPA, we
consistently work with other RHPA-regulated professions on a daily basis. Many
pedorthists work directly with chiropodists in hospital and clinic settings, and some
larger pedorthic clinics actually employ chiropodists on their staff. The majority of our
clients are sent to us by orthopaedic surgeons and family doctors. Our members work
in hospitals and with nurses on diabetic patients. We work with health teams engaged
with aboriginal communities. Misconceptions like this one can serve as barriers to the
kind of inter-professional collaboration espoused by COCOO in this HPRAC submission.
9. COCOO describes casting methods that utilize devices other than non-weight bearing
devices as “ineffective gimmicks.” (Part 3, p. 29).
The pedorthic profession uses casting methods that extend beyond non-weight bearing
devices, and have been uniquely trained in the fabrication and manufacturing of foot
orthotics. In fact, pedorthists worked collaboratively with The Prescription Foot Orthotic
Laboratory Association (PFOLA) to write the Technical Standards Document, which
includes a variety of acceptable fully- or semi-weight bearing casting methods, in
addition to non-weight bearing methods. Additionally, this document is endorsed by
Canadian chiropodists and podiatrists.
10. COCOO describes that in the pedorthic profession “the fabrication of foot orthotics is
their only business.” (Part 3, p. 34)
This statement is factually incorrect. Pedorthists provide the full cycle of care within our
scope, which is not limited to fabrication. Patients are referred to pedorthists by all
regulated professions, including doctors, nurses, and chiropodists. Pedorthists then
assess the lower limb anatomy and biomechanics of the patient, as well as cast,
manufacture, adjust, and dispense foot orthotics and shoes.
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Conclusion
In conclusion, PAC would like to make the following statements:
Pedorthists are health care professionals who work in multi-disciplinary settings with many
professions regulated under the RHPA. We have our own national college that provides the
same oversight as Ontario colleges under the RHPA. We have created Clinical Practice
Guidelines that are used by other professions including doctors and nurses and are recognized
by insurers as a guide to appropriate treatment. We are experts in our scope of practice and
we are collaborative in our approach to patient care.
PAC is generally supportive of increasing the scope of practice for professions who have the
requisite education and training. We cannot comment on this aspect of COCOO submission as
we are not experts in assessing their profession as it relates to their request.
If there is an interest to providing a consistent approach to oversight of health care professions
(whether they are RHPA professions or not) then Ontario needs different legislative
mechanisms. Such mechanisms would need to address the capacity of smaller professions who
cannot form RHPA-type colleges province to province as well as for those professions that
provide health services but do not have carriage of “controlled acts” under RHPA. Some form
of title protection could be granted for professions that actually have the necessary oversight in
place or which are prepared to create the necessary oversight on a national level rather than a
provincial level. This would benefit the public.
The COCOO submission repeatedly provides criticism of professions not regulated under the
RHPA. PAC believes that self-regulation as provided by our national college is a tremendous
achievement that should be recognized in title protection legislation, replicated by other small
professions and not criticized.
Bringing different professions together under one college is, at face value, a very interesting
idea. However from a practical, real world perspective it would certainly present a great deal of
complexity. The foot care space is filled with competing interests and overlapping services
from a multitude of providers. Each provider is essential to increasing access and a full range of
services. Bringing all groups together would require buy-in from each profession to be a part of
a larger group. Buy-in would require the guarantee of equality of governance amongst each
participating profession; full control for each profession over its own and finally a democratic
culture whereby no one profession would be subjugated by another more powerful profession.
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  19,	
  2015	
  
	
  
55	
  St.	
  Clair	
  Avenue	
  West	
  	
  
Suite	
  806,	
  Box	
  18	
  	
  
Toronto,	
  Ontario,	
  Canada	
  	
  
M4V	
  2Y7	
  	
  
HPRACSubmissions@ontario.ca	
  	
  
	
  
RE:	
  Regulation	
  of	
  Chiropody	
  and	
  Podiatry	
  in	
  Ontario	
  
Dear	
  Health	
  Professions	
  Regulatory	
  Advisory	
  Council,	
  
	
  
The	
  Registered	
  Nurses'	
  Association	
  of	
  Ontario	
  (RNAO)	
  is	
  the	
  professional	
  body	
  representing	
  registered	
  
nurses	
  (RNs),	
  nurse	
  practitioners	
  (NPs)	
  and	
  nursing	
  students	
  working	
  in	
  all	
  practice	
  settings	
  in	
  the	
  
province	
  of	
  Ontario.	
  We	
  are	
  pleased	
  to	
  respond	
  to	
  HPRAC’s	
  consultation	
  request	
  on	
  the	
  regulation	
  of	
  
chiropody	
  and	
  podiatry	
  in	
  Ontario.	
  This	
  submission	
  was	
  informed	
  through	
  consultation	
  with	
  RNAO	
  
members,	
  with	
  two	
  of	
  RNAO's	
  expert	
  interest	
  groups	
  (the	
  Diabetes	
  Nursing	
  Interest	
  Group	
  and	
  the	
  
Community	
  Health	
  Nurses'	
  Initiatives	
  Group),	
  and	
  with	
  the	
  Canadian	
  Association	
  of	
  Foot	
  Care	
  Nurses.	
  
This	
  is	
  RNAO’s	
  second	
  submission	
  to	
  HPRAC	
  on	
  the	
  topic	
  of	
  foot	
  care	
  –	
  the	
  first	
  responded	
  to	
  HPRAC’s	
  
call	
  for	
  analysis	
  of	
  foot	
  care	
  in	
  Ontario.i	
  	
  
RNs	
  and	
  NPs	
  in	
  Ontario	
  deliver	
  expert	
  foot	
  care	
  across	
  a	
  broad	
  range	
  of	
  health-‐care	
  settings.	
  A	
  foot	
  care	
  
nurse	
  carries	
  out	
  foot	
  risk	
  assessments,	
  develops	
  individualized	
  care	
  plans,	
  and	
  provides	
  treatment,	
  
health	
  teaching	
  and	
  referrals	
  to	
  other	
  interdisciplinary	
  team	
  members	
  as	
  needed.	
  Nurses	
  play	
  an	
  
essential	
  role	
  in	
  providing	
  foot	
  care,	
  as	
  they	
  often	
  work	
  with	
  those	
  who	
  are	
  most	
  vulnerable.	
  RNs	
  in	
  
home	
  care	
  are	
  integral	
  in	
  helping	
  their	
  clients	
  maintain	
  foot	
  health	
  in	
  order	
  to	
  prevent	
  falls	
  and	
  promote	
  
safetyii,	
  mobility,	
  and	
  independence	
  among	
  older	
  adultsiii.	
  Nurses	
  in	
  this	
  setting	
  address	
  skin	
  issues,	
  nail	
  
problems,	
  foot	
  wounds	
  and	
  ulcers	
  that	
  occur	
  in	
  both	
  healthy	
  older	
  adults	
  and	
  those	
  with	
  chronic	
  
illnesses.ii	
  Nurses	
  also	
  provide	
  street	
  outreach	
  services	
  for	
  homeless	
  populations	
  who	
  may	
  have	
  
difficulty	
  accessing	
  foot	
  care	
  services	
  due	
  to	
  lack	
  of	
  proper	
  identification,	
  precarious	
  and	
  often	
  transient	
  
living	
  circumstances.iv	
  	
  
RNAO's	
  submission	
  corresponds	
  to	
  the	
  objectives	
  in	
  the	
  proposal	
  put	
  forward	
  to	
  HPRAC	
  by	
  the	
  College	
  
of	
  Chiropodists	
  of	
  Ontario:	
  
Correct	
  gaps	
  and	
  anomalies	
  in	
  the	
  current	
  scope	
  of	
  practice	
  to	
  allow	
  chiropodists	
  and	
  podiatrists	
  to	
  
provide	
  a	
  safe,	
  continuum	
  of	
  care	
  in	
  the	
  best	
  interest	
  of	
  patients	
  and	
  for	
  health	
  system	
  efficiency.	
  
RNAO	
  supports	
  chiropodists	
  and	
  podiatrists	
  in	
  practising	
  to	
  their	
  full	
  scope	
  and	
  removing	
  barriers	
  for	
  
them	
  to	
  do	
  so,	
  as	
  a	
  means	
  to	
  improve	
  universal	
  access	
  and	
  increase	
  efficiencies	
  in	
  the	
  health-‐care	
  
system.	
  Given	
  the	
  advanced	
  biomechanical	
  assessments	
  they	
  conduct	
  and	
  types	
  of	
  interventions	
  they	
  
provide,	
  RNAO	
  agrees	
  that	
  chiropodists	
  and	
  podiatrists	
  should	
  be	
  able	
  to	
  communicate	
  diagnoses,	
  
perform	
  procedures	
  below	
  the	
  dermis,	
  administer	
  injections,	
  order	
  forms	
  of	
  energy,	
  and	
  order	
  
laboratory	
  tests.	
  According	
  to	
  the	
  Ministry	
  of	
  Health	
  and	
  Long-‐Term	
  Care,	
  the	
  average	
  provincial	
  wait	
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time	
  for	
  forefoot	
  surgery	
  (the	
  time	
  within	
  which	
  90	
  per	
  cent	
  of	
  patients	
  have	
  their	
  procedures	
  
completed)	
  is	
  240	
  days.v	
  Clearly,	
  foot	
  care	
  and	
  limb	
  salvage	
  are	
  in	
  serious	
  need	
  of	
  improvement	
  in	
  
Ontario,	
  especially	
  when	
  chronic	
  health	
  conditions	
  like	
  diabetes	
  are	
  involved.vi	
  However,	
  universal	
  
access	
  and	
  increased	
  efficiency	
  must	
  occur	
  within	
  the	
  context	
  of	
  a	
  publicly-‐funded,	
  not-‐for-‐profit	
  service	
  
delivery	
  model.	
  Services	
  must	
  be	
  allocated	
  based	
  on	
  need,	
  and	
  not	
  ability	
  to	
  pay,	
  in	
  order	
  to	
  protect	
  the	
  
province’s	
  most	
  vulnerable	
  populations.	
  According	
  to	
  a	
  study	
  on	
  lower	
  extremity	
  amputations,	
  lower	
  
socioeconomic	
  status	
  and	
  insufficient	
  access	
  to	
  health	
  care	
  increase	
  amputation	
  rates.vii	
  However,	
  
services	
  provided	
  by	
  podiatrists	
  are	
  only	
  covered	
  up	
  to	
  $135	
  per	
  year	
  by	
  OHIP–	
  a	
  number	
  that	
  hasn't	
  
changed	
  since	
  1989.viii	
  The	
  rest	
  of	
  the	
  cost	
  is	
  paid	
  through	
  private	
  insurance	
  coverage	
  or	
  out	
  of	
  pocket	
  by	
  
clients.	
  This	
  is	
  concerning	
  because	
  recent	
  media	
  reports	
  have	
  revealed	
  that	
  one	
  in	
  three	
  Ontario	
  
workers	
  does	
  not	
  have	
  medical	
  or	
  dental	
  benefits	
  through	
  their	
  employer.ix	
  Of	
  even	
  greater	
  concern	
  is	
  
that	
  low	
  income	
  workers	
  and	
  women	
  are	
  disproportionately	
  affected.	
  RNAO	
  supports	
  greater	
  
integration	
  of	
  podiatrists	
  in	
  the	
  health-‐care	
  system	
  provided	
  that	
  there	
  is	
  a	
  commitment	
  to	
  expand	
  
publicly-‐funded	
  podiatric	
  services	
  and	
  not	
  rely	
  on	
  third	
  party	
  insurance	
  or	
  private	
  payment	
  models	
  
which	
  leave	
  many	
  Ontarians	
  without	
  adequate	
  care.	
  
Public	
  investment	
  in	
  foot	
  care	
  will	
  save	
  money	
  by	
  preventing	
  costly	
  complications.	
  For	
  example,	
  foot	
  
ulcers	
  and	
  amputations	
  result	
  in	
  enormous	
  societal	
  costs,	
  including	
  lost	
  wages,	
  job	
  loss,	
  prolonged	
  
hospitalization,	
  lengthy	
  rehabilitation	
  and	
  an	
  increased	
  need	
  for	
  home	
  care	
  and	
  social	
  services.x	
  A	
  cost-‐
utility	
  evaluation	
  of	
  best	
  practice	
  implementation	
  of	
  leg	
  and	
  foot	
  ulcer	
  care	
  in	
  Ontario	
  estimates	
  that	
  
lower	
  extremity	
  ulcer	
  care	
  costs	
  $511	
  million	
  per	
  year.xi	
  An	
  interdisciplinary	
  strategy	
  that	
  includes	
  
education,	
  prevention,	
  and	
  close	
  monitoring	
  can	
  decrease	
  rates	
  of	
  amputation	
  by	
  49-‐85	
  per	
  cent.xii	
  
Focusing	
  on	
  health	
  promotion	
  and	
  disease	
  prevention	
  –	
  as	
  nurses	
  do	
  by	
  educating	
  clients	
  and	
  increasing	
  
access	
  to	
  foot	
  care	
  and	
  foot	
  wearxiii	
  –	
  will	
  also	
  improve	
  efficiency.	
  In	
  the	
  UK,	
  a	
  multidisciplinary	
  diabetic	
  
foot	
  care	
  team	
  consisting	
  of	
  a	
  diabetes	
  nurse	
  specialist	
  and	
  two	
  podiatrists	
  was	
  established	
  in	
  1995	
  by	
  a	
  
university	
  hospital.	
  The	
  team	
  ran	
  a	
  four-‐hour	
  clinic	
  once	
  per	
  week	
  and	
  decreased	
  major	
  and	
  minor	
  
amputation	
  rates	
  by	
  more	
  than	
  50	
  per	
  cent	
  over	
  5	
  years.	
  Furthermore,	
  the	
  initiative	
  cost	
  only	
  14	
  per	
  
cent	
  of	
  the	
  funds	
  the	
  hospital	
  saved	
  from	
  averted	
  amputations.xiv	
  Beyond	
  fiscal	
  savings,	
  a	
  study	
  
analyzing	
  a	
  preventative	
  foot	
  care	
  program	
  found	
  that	
  nursing	
  assessments	
  and	
  patient	
  education	
  were	
  
associated	
  with	
  a	
  decrease	
  in	
  neuropathy	
  experienced	
  by	
  diabetic	
  patients	
  with	
  end	
  stage	
  renal	
  
disease.xv	
  For	
  these	
  reasons,	
  RNAO	
  believes	
  health	
  system	
  funds	
  would	
  be	
  more	
  effectively	
  spent	
  in	
  
preventing	
  foot	
  complications	
  rather	
  than	
  treating	
  them.	
  	
  
Expand	
  the	
  scope	
  of	
  practice	
  to	
  reflect	
  a	
  North	
  American	
  podiatry	
  model	
  whose	
  efficacy	
  has	
  been	
  
amply	
  demonstrated	
  elsewhere	
  and	
  in	
  order	
  to	
  enhance	
  patient	
  choice	
  and	
  access	
  to	
  more	
  advanced	
  
footcare.	
  
While	
  the	
  College	
  of	
  Chiropodist’s	
  submission	
  provided	
  studies	
  to	
  support	
  a	
  cost-‐benefit	
  line	
  of	
  
reasoning	
  in	
  favour	
  of	
  podiatric	
  services	
  being	
  more	
  fiscally	
  efficient,	
  it	
  did	
  not	
  provide	
  the	
  same	
  level	
  of	
  
scientific	
  evidence	
  to	
  show	
  that	
  expanding	
  the	
  scope	
  of	
  practice	
  in	
  podiatry	
  would	
  effectively	
  improve	
  
patient	
  outcomes.	
  Since	
  the	
  College	
  is	
  not	
  requesting	
  hospital	
  privileges,	
  evidence	
  is	
  required	
  to	
  indicate	
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that	
  podiatric	
  services	
  can	
  be	
  performed	
  safely	
  in	
  an	
  office	
  setting	
  or	
  surgical	
  centre.	
  A	
  rapid	
  review	
  
conducted	
  by	
  the	
  Health	
  Professions	
  Regulatory	
  Council	
  on	
  chiropody	
  and	
  podiatry	
  found	
  “limited	
  
information	
  was	
  found	
  on	
  patient	
  safety	
  and	
  risk	
  of	
  harm	
  associated	
  with	
  foot	
  care.	
  Two	
  studies	
  
identified	
  potential	
  for	
  inappropriate	
  care	
  arising	
  from	
  risk	
  misclassification	
  and	
  anaesthetic	
  toxicity.	
  xvi”	
  
While	
  other	
  Canadian	
  provinces,	
  states	
  in	
  the	
  U.S.	
  and	
  regions	
  of	
  Mexico	
  have	
  expanded	
  the	
  scope	
  of	
  
practice	
  of	
  podiatrists,	
  RNAO	
  is	
  unable	
  to	
  support	
  an	
  expanded	
  scope	
  in	
  Ontario	
  without	
  compelling	
  
evidence	
  demonstrating	
  safety	
  and	
  positive	
  client	
  outcomes.	
  	
  
Address	
  regulatory	
  inefficiencies	
  and	
  anomalies	
  by	
  adopting	
  a	
  unitary	
  profession	
  with	
  a	
  single	
  title	
  
and	
  scope	
  and	
  revoking	
  the	
  “podiatric	
  cap”.	
  
The	
  transition	
  from	
  chiropody	
  to	
  podiatry	
  is	
  complex,	
  particularly	
  in	
  the	
  management	
  of	
  grandfathered	
  
chiropodists,	
  and	
  is	
  of	
  concern	
  to	
  RNAO.	
  There	
  are	
  significant	
  educational	
  differences	
  between	
  
chiropodists	
  and	
  podiatrists.xvii	
  While	
  the	
  College	
  has	
  grouped	
  603	
  members	
  into	
  six	
  cohorts	
  to	
  assess	
  
their	
  competency,	
  there	
  will	
  have	
  to	
  be	
  individual	
  assessments	
  and	
  follow-‐up	
  with	
  practitioners	
  to	
  prove	
  
they	
  are	
  able	
  to	
  effectively	
  perform	
  their	
  expanded	
  acts.	
  Registration	
  restrictions	
  will	
  also	
  need	
  to	
  be	
  
managed	
  on	
  an	
  individual	
  basis	
  and	
  these	
  restrictions	
  will	
  have	
  to	
  be	
  clearly	
  communicated	
  to	
  the	
  
public.	
  Lastly,	
  requisite	
  bridging	
  programs	
  will	
  also	
  have	
  to	
  be	
  accessible	
  to	
  current	
  Ontario	
  chiropodists.	
  
It	
  is	
  unclear	
  how	
  these	
  programs	
  will	
  be	
  provided	
  given	
  that	
  there	
  is	
  currently	
  no	
  accredited	
  education	
  
program	
  for	
  podiatrists	
  in	
  Ontario.	
  
RNAO	
  supports	
  the	
  adoption	
  of	
  a	
  unitary	
  profession,	
  provided	
  that	
  HPRAC	
  is	
  satisfied	
  that	
  the	
  
appropriate	
  regulatory	
  instruments/processes	
  would	
  be	
  in	
  place	
  by	
  the	
  regulator	
  to	
  effectively	
  
transition	
  chiropodists	
  into	
  the	
  podiatry	
  profession,	
  with	
  emphasis	
  on	
  transparency	
  and	
  patient	
  safety.	
  
RNAO	
  also	
  supports	
  revocation	
  of	
  the	
  podiatric	
  cap	
  to	
  allow	
  the	
  profession	
  to	
  expand	
  and	
  evolve.	
  
However,	
  only	
  under	
  two	
  conditions:	
  that	
  the	
  government	
  commits	
  to	
  publicly-‐funding	
  podiatric	
  
services,	
  and	
  that	
  an	
  accredited	
  Ontario	
  podiatry	
  program	
  be	
  developed.	
  	
  
RNAO	
  greatly	
  appreciates	
  this	
  opportunity	
  engage	
  in	
  the	
  important	
  discussion	
  surrounding	
  the	
  
regulation	
  of	
  chiropodists	
  and	
  podiatrists	
  in	
  Ontario.	
  We	
  hope	
  you	
  will	
  consider	
  our	
  recommendations	
  
and	
  are	
  open	
  to	
  future	
  consultation	
  on	
  this	
  matter.	
  	
  
	
  
Warm	
  regards,	
  
	
  
	
  
Doris	
  Grinspun,	
  RN,	
  MSN,	
  PhD,	
  LLD(hon),	
  O.ONT.	
  
Chief	
  Executive	
  Officer	
  	
  
Registered	
  Nurses'	
  Association	
  of	
  Ontario	
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Individual Submissions
Submitter 1

185 of 197

186 of 197

187 of 197

Submitter 2
Dear Sir/Madam
Please find a PDF version of an article which clearly outlines and rebuts major misinformation
and errors pertaining to the UK model of Podiatry in the Gap report submitted by the College of
Chiropodists of Ontario
I wish this to be included in the analysis of the consultation
Thank you in advance
Redacted Redacted D.Pod.M, M.Sc., B.Sc.(Hons)
Chiropodist Lic# Redacted

188 of 197

189 of 197

190 of 197

Submitter 3
Please review this article re UK training and misinformation supplied by COCOO during the
HPRAC review
Redacted Redacted Chiropodist Redacted

191 of 197

192 of 197

Submitter 4
Hello,
Please find attached a letter describing some of the work I carried out with the College of
Chiropodists of Ontario.
Please do not hesitate to contact me if you have any additional questions,
Redacted

193 of 197

Submitter 5
To whom it may concern:
Redacted in redacted performed bunion surgery on my right foot in 2006. Truly this has been a
dramatic change in my life.
Prior to the surgery, I had difficulty walking four blocks to my downtown area.
During the following years, I was able to travel throughout Europe and Asia.
Currently my left foot is problematic and I am anticipating surgery again.
I am only 70 years old in good health, but my feet have become the measure of my health.
Please do consider further support for the podiatrists in Ontario.
We should have similar or comparable support as that which is provided in other provinces.
Thank you for consideration of my thoughts, redacted redacted
Submitter 6
I am a graduate of the redacted Chiropody diploma program and I completed my Doctor of
Podiatric Medicine program at redacted University in redacted in 2010. I lived in Ontario for
approximately 10 years and had every intention of returning to practise in Canada with my
husband who is Canadian; unfortunately, the current situation of Podiatry in Ontario would not
allow me to practice to my full competencies because of the “Podiatric cap”.
I practised in Ontario for approximately two years as a Chiropodist before going to Podiatry
school and it became clear to me that there is a great need for more ‘full scope’ Podiatrists. It
was in large part because of this great need for more advanced foot care in Ontario that I chose to
return to school to upgrade my academic and clinical education to podiatry so that I could
someday provide that desired level of care. Accordingly, I believe Ontario should follow a
podiatry model like that practised in Alberta and have Podiatrists perform all aspects of foot and
ankle surgery as they have been trained to do and to be given hospital privileges as well, as
applies to most US Podiatrists.
Significantly expanding the scope of practice and authorized acts for Podiatry in the current
Chiropody Act would bring Ontario up to speed with the other Canadian provinces that require
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DPM-level education and most US states and also give Canadian Podiatrists the option to return
to Ontario, rather than work in foreign countries or other provinces.
I left Ontario and now practise podiatry in Michigan, because the only option Ontario offered me
was to practise as a chiropodist and thereby not be able to use the additional competencies I
acquired through my DPM education. If Ontario removes the podiatric cap and allows podiatrists
to perform to the full extent of our competencies, I would likely apply for registration with the
College as a podiatrist.
Sincerely,
Redacted redacted
Submitter 7
March 24, 2015
Health Professions Regulatory Advisory Council
56 Wellesley St. W, 12th Floor
Toronto, ON. M5S 2S3
Attention: Second Consultation - Chiropody and Podiatry Review

To Whom It May Concern,
My name is Redacted Redacted. I am writing this letter regarding my current profession and
its essential role in Ontario. I am a currently three years out of residency training and am a
practising podiatric surgeon here in New York. I am a Canadian citizen and grew up in
Brampton, Ontario. I attended the University of Western Ontario, where I attained my Honours
in Health Sciences. At that point, I had decided to pursue the career path of Podiatry. Doing so,
as I later came to understand, was not an easy task. I had read that The Michener Institute for
Applied Health Sciences had a program called Chiropody , and that this program could
potentially lead to further education at the Temple University School of Podiatric Medicine. I
decided to follow that path.
There was a time in Ontario’s history where Podiatrists from the United States, trained at one of
nine colleges, were permitted to register to practise as podiatrists in Ontario. In 1993, this
changed, and there was a prohibition placed on the registration of new members of the podiatrist
class.
The current members of the podiatrist class in Ontario share the same statutory scope of
practice and authorized acts as Chiropodists, but have two additional authorized acts:
“Communicating a diagnosis” and performing surgery on the bones of the forefoot of the foot.
Members of the podiatrist class are also allowed to order and take x-rays, and bill OHIP for the
services they render. Even with these privileges under the Chiropody Act, the Podiatry scope of
practice in Ontario is much more limited and limiting than the scope of practice for DPMs in
most other North American jurisdictions. This would include every state in the United States of
America, as well as British Columbia, and Alberta.
In order to promote the development of the Chiropody profession in Ontario, the registration of
new Podiatrists was actively discouraged from 1982. The Chiropody Act (1991) took the
unprecedented step of prohibiting the registration of new members of the podiatrist class after
July 31, 1993. DPM graduates who returned to Ontario to practise since 1993 have been
registered to practise as Chiropodists and do NOT have access to the additional authorized acts
of Podiatry, regardless of their competencies. Although they may take and order x-rays, they
may not bill OHIP for the services they provide. The use of the title “Doctor” was also banned,
and one is not able to use that protected title in any form of advertising.
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I want to emphasize the role of Podiatry in the medical field. Podiatrists are doctors of
podiatric medicine (DPM), also often known as a podiatric physicians or podiatric surgeons,
qualified by their education and training to diagnose and treat conditions affecting the foot, ankle
and related structures of the leg. Podiatrists are uniquely qualified among medical professionals
to treat the foot and ankle based on their education, training and experience. I myself am
completing a three-year Podiatric Medicine and Surgical residency. This program not only
requires certain surgical quotas before graduation, but it is integrated heavily with all aspects of
medicine including: Endocrinology, Pathology, Radiology, Infectious Diseases, Dermatology,
Vascular Surgery, Plastic Surgery, Orthopaedic surgery, Emergency Medicine, and General
Surgery. Another important facet to Podiatry is the treatment and management of diabetics.
Both medical and surgical techniques in Podiatry aid in salvaging limbs, and incidentally saving
the health care system considerable amounts of money. This has been proven in the clinical
literature.
When conservative treatment of the foot fails in Ontario (which is what Chiropodists specialize
in) the case is passed by and large to either orthopaedic surgeons, or general surgeons for
management. The problem with this is two-fold. Firstly, because the surgical load of these
doctors is already excessive. Secondly, is the severe increase in patient wait times. This is
unacceptable both clinically and for patient convenience. If the cap is lifted, and the scope of
practice expanded, these patients will be treated faster and will be able to live a better quality of
life.
I would return to Ontario to practise podiatry if I were not prohibited from doing so and if I
were allowed to practise to the full extent of the competencies I have acquired. After the
extensive and expensive education I have pursued, it makes absolutely no economic or career
sense for me to return to Ontario and practise as a chiropodist.
This is the reason for my letter. I have gone through so much education to get where I am, and
continue to learn on a daily basis. I can personally vouch for the difference between the
education given at The Michener Institute’s Chiropody diploma program versus the degree
program offered at a University of Podiatric Medicine—there simply is a superior divide
between the respective surgical and didactic components. After what I have seen, I am positive
that the need for Podiatry is only expanding. Chiropody is an important aspect of foot care, but it
is limited in its surgical and diagnostic scope. The one reason why I left my homeland was to be
able to get the tools to further help the patient when Chiropody’s conservative management are
inadequate or fail. British Columbia, Québec and Alberta have recognized the need for the
podiatry profession and British Columbia and Alberta have full scope, title, and privileges.
Canada is a leader in many aspects of healthcare. Limiting new DPMs from practising their full
surgical scope in Ontario needs to be reassessed and lifted.
There are going to be major objections from the existing/newly graduating Chiropodists in
Ontario. They may feel that if the cap is lifted, they will lose their patients to Podiatrists. This
problem could easily be solved using the and chiropody/podiatry model used in the U.K. wherein
the two professions coexist, but where there are definite delineations in what services each may
offer.
I know that this letter has quite a bit to absorb and to process. I have tried my best to
summarize the most important facts. I would also like to make note of t other colleagues of mine
who share my educational backgrounds. They too want to be able to return to Ontario and
provide services to the province. As British Columbia and Alberta have done, Ontario needs to
reform its policies when it comes to foot care.
I thank you kindly for your audience in this matter and I hope that some amendments can be
made to rectify this deficit in health care soon.
Sincerely,
Dr. Redacted Redacted
Podiatric Medicine & Surgery
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