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ABSTRACT 

Self-reguiation of the professions is established by govemments for the purpose of 

protection of the public and to direct the quality of heahh care. British Columbia aad other 

provincial jurisdictions are undergohg a period of change in the way health professions are 

reylated. The current changes are comprehensive and different than policy directions reflected 

in previous provincial staMes. Traditional regulatory powers granted by goverment are 

designed to establish the scope of practice of the profession, to set the standards of 

qualifications to practice the profession and to enforce minimum standards of practice by a 

cornplaints and discipline process. The new regulatory approach includes a change in how scope 

of practice is defmed and adds a new reguiatory responsibility of ensuring continued 

competency of the regulated professional. 

The purpose of this study is to increase understanding of the organizatiod context of 

professionai regulation by identüying the strengths and limits of professional regulation. To do 

this the structure of heahh profession self-regulation is provided along with a surmwy of 

current forces affecting the reguiation of heahh professions. A detailed and analytical look at the 

regulation of the physiotherapy protession in British Columbia is then provided. This bistorical 

summary sets the basis for detailing and analyzing the current changes in the way professions 

are regulated with the new legislative h e w o r k  ofthe Heahh Professions Act (1996). 

The study identifies that the need for professional regulation is based on the service 

rehtionship between the heahh care provider and the consumer of the services. In this 

reiationship there is an imbalance of knowledge and power between the professional and the 

consumer. Self-regulation bas an eff'ect on this Mance by the establishing and enforcing of 

standards of practice. The characteristics of heahh protissions are auaiyzed and tbe piirpows 



and extent of professioual powers that are establisbed by proféssioaal seIf-wgulation are 

described. A consistent criticism of profissional self-replation is the ability of the professions 

to use these powers to attain dominance and control. Self -reguIaîory powers have signifiant 

effects on the cost, availability and quality of heaith senices. 

The fmdings of this study show that changes in professional dominance and control are 

occurring with the implementation of the new regulatory ûamework estaôlished by the Health 

Professions Act (1996). In particular the new approach to defming scope of ptactices with 

shared cornpetencies anà only a few reserved acts has the potential to change the dynamics of 

professional dominance and control. Reserved acts are those acts detemiined to have the 

potential of significant harm and are given to specific professions. The sîudy finds that there is a 

probable increased accountability of the professions for public protection thmugh the 

establishment of a cmeut and uniform regdatory structure. Along with increasing protèssional 

accountability the ne w regulatory respomibility of assurance of continuai competency 

potentially increases the quality of services beiig delivered by health ptofessionals. 
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CHAPTER ONE 

iNTRODUCTION AND OVERVIEW 

British Columbia and other provincial jurisdictions are undergohg a period of change 

in the way health proksions are regulated. The changes in the legal framework for regulating 

beaith professions are comprphensive, and différent tfian policy direct ions reflected in the 

previous provincial statutes. In 1991, the province of Ontario was the tkst to enact regulatory 

changes, with changes in British Columbia occurring with the implementation of the Health 

Professions Act in 1994. 

Seif-regulation of the professions is one of the ways governments are able to direct the 

structure and fùnctions of the health care systen Governments grant self-regulation to the 

professions based on the overriding objective of public protection The regdatory powers 

traditionally granted to the professions are: establishment of the scope of practice of the 

profession, setting of the standards of qualifications fbr registration or kense to practice the 

profession, and allawing enforcement of minimum standards of practice by a complaints and 

discipline process. Although the granting of self-regdatory powers to the professions is done 

with the ovemding objective of pubtic protection, the granting of selfiregdatory powers to a 

prokssion does eaable the profission to potentiaiiy d e  decisions in the best interests of the 

profession and not the public. There is a need to attain a balance in the powers granted with 

~ e ~ r ~ g u l a t i o n  so that the interests of the profession are not served over the protection of and 

accountability to the public. C m n t  regulatory re form is in reqmnse to historical criticisrn 

wkre the hterests of the profession have ken or are perceived to be served over the 

protection of ihe public. 

The examination of reguiation of heah pmfessionals within the overail heaith system 

is a complex and multifàceted ta& although me8Sms of effectiveness can be determined 

h m  the reasoris why gowrnments have developed regulations. These meames are whether 

the public is protected h m  hann, whetber thete is greater efficiency and accountability in 



utilization of health care professionals and whether there are increased mechanisms for the 

provision of high quality care by regulated health professionais. 

The regulation of health care proféssionals bas an effect on the provision of heahh 

care by having an impact on the supply, availabitity and cornpetence of health professionals. 

Morrison (19%) suggests that most memben of the health workfom are ceguliated, and 

therefore an unknown, but significant, component of the cost of health care is due to 

regulatory restrictions on the use of the workforce. Regdation establishes restrictions on the 

use of health professionals within the workforce by regulatory antrol of the scope of practice 

and the qualifications required for providing health services. Kany (1996) proposes that 

unnecessary barriers to cost-effective, accessible, quality health are, induding those set by 

professional regulation, must be identifieci and removed ifa nation is to reach the important 

social goals of cost containment, improved access, and maintenance or improvement of 

quality of care. 

Incceasing knowledge and complexity of practices, a shortage of health care providen 

in the traditional professions and demands fiom consumers for an expaaded range of heahh 

care services are resulting in the development of a wider range of health care providers. Tbese 

are, in tum, resulting in an increasing number of health professions questing self-regulation. 

This increasing number of requests highlights the criticism of self-regulation king sought by 

professions as a means to attain professional status and to be seif-serving for the profision 

Uistead of to protect the public. 

In order to balance public protection with the effet of regulation on the cost, 

availability and quality of health services it is important that the public and professionals 

recognize the purpose of cegulating heahh professionals. Rachiis and Kushner (1994) c o d h  

the need for the provinces to review cunent laws and regulations for the proféssions but 

caution that fiirther evidence is needed as to whether or not the new approack to tegulation 

will actually serve their intended purposes. The purposes of this study are to increase 



understanding of the organizational context of professional tegulation by identifying the 

strengths and Limits of professional reguiation, and identifying emerging issues that kahh 

professions hce when implementing the current changes in reguhtion. This study fôcwes on 

how the new regulatory îramework has the potential to increase public protection while 

atîaining a balance between public protection and the intetests of the profession. The study 

will consider how the new self-regulatory h e w o r k  is accountable to the public and 

provides direction for proviâiig high quality health care. 

To provide an in-depth picture of regulation of health care professionals the 

examination will kgin with defining a health professional and the stmcture of professional 

regulation. The defining of a health professional and the services the professional delivers are 

important in developing an understanding of the ongoing tensions that occur in the 

development of regulatory policies. Illich et al., (1977) illustrates how pkssionalism is one 

of the ways professionals have control over their work. Reguiation enables proféssions to gain 

exclusive right and License to nianage their work and thus establishes the ability for 

professions to control the services provided. In other words the granting of regulation to a 

profession legitimizes the profession. One of the first health professions to attain regulatory 

status was the medical profession and thus this group is ofien used as the sampie group when 

analyzing the effects of regulatory policies. Reviews of self-regulation (eg Coburn et. al., 

1983; Illich &.ai., 1977)) ofien use the medical profession to illustrate how a profession 

attains dominance through reguiation. 

Following a discussion on various perspectives for definhg a health profession and 

the concepts related to professional controls and dominance a scan of the current 

enviconmental forces affecting the regulation of heahh care proksions will be provided. To 

further assist in understanding the causes and needs for the current regulatory changes, a 

descriptive case study of the history of reguhtion for physiokrapists in British Columbia 

wiii be provided. The final chapters wiil descrii two signifiant cbanges that have occurred 



with current regulatory rehrm. The first change is how %ope of practice definitions dl now 

be open and shared. The second is the new regulatory responsibility of ensuring continued 

cornpeteucy of regulated health professionals over the Iie-times of their careers. The study 

will conclude by swnmarizing the cunent status of professional self-regulation and identify 

reconunendations for further exploration. 

The analysis will focus on the question: In what ways does the new regulatory 

h e w o r k  have the potential to increase public protection and accountability? The potential 

for p a t e r  public protection may be seen by the extent to which the public is protected h m  

harm. Accountability can be defined as the responsibility for the services one provides or 

makes available. In other words, is there accountability built into the new regulatory 

framework to ensue reguiatory decisions and actions are in the public interest and provide 

effective mec hanisms for the provision of high quality care? 

In British Columbia, the physiotherapy profession was one of the 6rst previously 

regulated heahh professions to become regulated under the Health Professions Act (1996). 

Using the experiences of physiotherapists in British Columbia, the thal chapters will describe 

the two significant changes that have occwred with current regulatory refom 

Current Changes in British Columbia 

Legislative policy for professional self-regulation in British Columbia started to 

change with the introduction of an exposwe bill, Bill 91, The Heaith Disciplines Act, July 

1989. An exposure bill is a method used by governments to infonn the legislatute of pending 

legislation and to allow a process of feedback prior to passing the bill into iaw. On the basis of 

comments and suggestions received, changes were made and Bill 3 1, The Health Professions 

Act, was introduced to the legislahue by John Jensen, Minister of Heahh, on June 28, 1 WO. 

The Minister of Health stated that the new Act would provide a strengthening of public safety 

by enabling consumers to be even more confident that the care they receive is rendered by 

health professionais who are governed by enforceable standards of practice (British Columbia 



Debates, Sune 28, 1990,#10642). The bill passed third reading and was proclakd in July 

1990. The Act has continued to evolve and the most cunent fom is the Health Professions 

Act, RS.B.C. 1996, c.183. 

The objective of the new Act is to attain public protection through an effective and 

accountable regulatory structure. The professions continue to be self-regulated by the 

goverment continuing to delegate the duty and responsibility to regulate the profession to 

members of the profession. The new regulatory fiamework introduces the use of umbrella 

legislation. Umbrella legislation is where the legislation applies to more than one professional 

group. The B.C. government did not put ail regulated professions under the new legislation as 

occurred in Ontario, but chose to move regulated professions d e r  the new legislation when 

and if they required updating of th& acts. The legislation implements current ptinciples of 

administrative law to standardize the self-regulatory responsibilities, 

The new legislation adopts two significant changes for self-regulating professions in 

British Columbia. The most innovative and distinctive feature of the current changes is how 

scope of practice or "Who can do what" is regulated. The change recognizes overlapping skills 

amongst health professions and aims to remove monopolies over areas of practice. Examples 

of monopdy situations include chiropractors having the exclusive right to use manipulation 

techniques or physicians king the only ones to prescribe medications. Scope of practice 

definitions have changed h m  king restrictive or exclusive, to king open and shared 

between professions. 

A second innovative feature of the new Act is how it expands regulatory 

responsbilities to ensure the continued competence of health professionais throughout k i r  

careers. The responsibility for contkuing cornpetence was delegated to ail regulated tœaith 

professions in British Columbia, mt just those regulated under the Heahh Profissions Act 

(1996). The respoasibüiiy for ensuring continued competence is added to tbe traditional 

regulatory responsibilities for setting the entry-to-practice requirements and edbrcing 



standards of practice. 

Stuc& A~~roacb 

In this study 1 used current personal involvement anci pst experience to access the 

relevant information. My exposure to reguhtory issues began in 1987 when 1 was elected as a 

member of the regulatory board of the Association of Physiokapists and Massage 

Practitioners of British Columbia (APMP). 1 heki several executive positions on this board 

until the new legislation was accepted in 1994. Between 1994 and 1999 1 was the chair of the 

College of Physical Therapists of British Columbia (CPTBC). Currently, I chair the Canadian 

Alliance of Regulatory Boards (tbe Miance). The Alliance is the national association of 

regulatory boards of the provinces of Canada. Both the regulatory CPTBC and the Alliance 

were uiformed of this thesis topic and tbat the author would be using information h m  direct 

observation and fiom the review of relevant titerature and archival materials. The author has 

signed, and respects, the code of ethics and confidentiality plicies established by both 

groups. 

The study approach included obtaining and analyzing information h m  a range of 

sources including a Literature review on regulatory issues and the use of archiva1 materials 

fiom regdation of physical therapists in British Columbia. During the years of involvement 

on the reguktory boards 1 have been immersed in the process of the regulatory changes and 

thus it was important to systematically reflect on and re-confirm the regulatory issues king 

considered. Lofland and Lofland (1995), in discussing the rehtionship of tbe tesearcher to the 

research field state, "The moral is this: be neitber discouragecl nor overconMent about your 

reiatiooship to the setting. Whatever the reîationship, it is simultaneously an advantage and a 

drawback" (p.23). 

Tkre are several advantages to king so ciosely involved over the years. These 

include the ability to d e  direct observations d to coiiect the relevant literaiure and 

archival materiais, inciuding minutes of meetings, newsletters, correspondence and personal 



notes taken. This study allows me to reflect on the issues and provides me with the chance to 

p a s  new questions and consider new perspectives. The challenge or drawback, however, is to 

ensure that personal biases do not unduly influence the scope of the examination, During the 

process of reflection on the changes and issues one must acknowledge the petsonal and 

professional perceptions affecting the rnemory of the actions taken. Attempts must & niade to 

ver@ the facts, to weigh the factors influencing a perspective, anci to allow new perspectives 

to emerge. This ttiesis reflects my attempt at achieving an accurate, bdanced and reflective 

account of regulatory changes and their implications. 



CHAPTER TWO 

REGULATION OF HEALTH PROFESSIONS 

A profession may be defined 6om differing sociologicai, political and economic 

perspectives; however, this chapter d l  emphasize how a profession is defineci for regdatory 

purposes using tfie physiotherapy profession in British Columbia as an example group. A 

nview ofthe structure and forms of professional regulation wiil be given. The conclusion of 

this cbapter will provide an historical outline of professional regulation and note the current 

changes occuning in Canada. 

Definina a Health Profession anci a Health Professional 

When the privilege of regulation is granted to a profession by government, the 

profession achieves legal recognition of its professional statu. According to the Health 

Professions Act R.S.B.C. 1996, c. 183, the legislated defuiition ofa health profession: 

. . means a profession in which a person exercises ski11 or judgment or provides 
a service related to 
(a) the prese~ation or irnprovernent of the M t h  of individuais, or 
(b) the treaûnent or care of individuals who are injured, sick, disabled or 

in f i l .  

Understanding the characteristics of a profession helps in explaining the need for health 

professional regulation. One of the earliest reports that defined characteristics of a profession 

in the context of regulatory policies was by McLeod (1973) in the S-wcial Remrt. Public 

Regdation of the Professions prepared for FouIkes, RG. (1973), He& Security for British 

Columbians (the FouIkes Report). McLeod's report outlines the tollowing characteristics of a 

profession: 

a profession is an organized group of individuals providing a specific service, a 
service based on a body of knowledge which can be applied to human needs and 
a sociai purpose. 
practitioners are highly educated and have a cornmon body of knowledge. 
standards of ethical practice and conduct must prevaii. 
considerabie public confidence is given to the practitioner. 



a members must achieve and maintain high quality standards and competence. (p.2,3) 

Professionals bave organized into groups that have specitïc mles and responsibiiities. 

For physiotherapists in B.C. these groups include the reguiatory body (The Coiiege of 

Physical Therapists of British Columbia, CPTBC), the professional association (The Physical 

Therapy Association of British Columbia, PABC) and the educators (The Association of 

Academic Educators and the Faculty of the School of Rebabilitation at the University of 

British Columbia). Understanding the division between the mbx and funçtions of tbe 

professional association and the regulatory coiieges can be confùsing. The professional 

association promotes the professional interests, and the regulatory colleges act in the interests 

of the public. A criticism of professional self-regulation is that the powers granted with 

replation can be Nsused for professional self-interests, control and power within the heahh 

care system in the new regulatory structure established by the Heaith Professions Act (1996) 

there is a clear separation of professional membership promotion fùnctions fiom regulatory 

responsibilities of registration/licensing and discipline fimtions. Prior to the Health 

Professions Act (1 996) it was possible for ow board to have both regulatory and professioual 

association roles and responsibilities. The separation of regulatory coiieges h m  prokssiod 

associations reduces the potential for interests of the profession taking precedence uver 

interests of the public. 

A ptimary responsibility of regulatory coiieges is protection of the public by setting 

standards for education, training and practice of the professional. With regard to 

physiotherapists, Atkinson (1988) developed criteria of professioaalism and documented how 

the expertise and education of physical therapists met these criteria and in particular, achieved 

the highest professional level, autonomy of judgment. Atkinson used the British Rules of 

Pmféssional Coaduct of the Chartered Society of Physiotherapists in 1987 to substantiate her 

aaalysis on professionalism. Atkùison used the following criteria of proféssionalisrn 

developed by Moore (1970): 



1. Strong motivation and li fetirne wmrnitrnent towards the chosen career. 
2. Membership of an established organization committed to defhing, protecting 

and enhancing the represented profession. 
3. Completion of a prolonged period of specialized education and training. 
4. Orientation towards serving clients through the competent application of specialized 

knowledge and skilis to individuai needs. 
5. Autonomy ofjudgment within the realm of the given profession. 

The ability of a health care professional to use autonomous judgment in the 

application of specialized knowledge and skills is reinforced by the establishment of self- 

regulation of a health profession. Coburn (1999), in examining professional autommy, states 

Professional self-regulation, the measure of autonomy, implies not only that 
occupational organizations represent the profession extemally and are not subject to 
outside control, but the occupation itself and no one else controls the work of 
individual practitioners (p. 28). 

Graddy (1991) discussed how researchers and policy makers are increasingly 

scnitinizing the acceptance of obtaining self-regdation as a natural progression of 

professionalization of an occupation. Attaining self-regulation grants the profession the power 

to set and enforce the qualifications required for entry to practicing the profession and the 

standards of practice that occur in the service relationship between the client and the heah h 

professionai. These regulatory powers have an influence on the costs of services, the number 

of qualified professionals and the availability of services. 

Because health care involves people, a mark of a heahh professional is service through 

relationships. The reiationship between a health professional and the consumer is unequal in 

power and knowledge. Professional knowledge establishes a power relationship between the 

heahh professional and the patient. The reiationship inequity between the proféssional and the 

consumer is used in justifying the need for regulation to protect the public. Fulford (19%) 

states: "Medical knowledge bas too often been used, not to empower the patient, but as a 

pwer kse for the dnctor" (p. 151, FuWord d others (Friedwcrn, 1970; Stm, 19821 kmh 



usually using physicians as the sample group, how medical power can be used for çommercial 

gain and for a çonttoiling attitude of " 1 kww best". The powers of the professional are 

affected by the profession's regulatory ability to establish its scope of practice and by defining 

professional standards required in the provision of services. 

Professional's can use theu knowledge not only in direct patient relationships but also 

for iduencing social and political processes. Airaksinen (1994) presents a sociological view 

of professional service by comparing the professions of engineering and medicine. In 

comparing the professions Airaksinen describes the differences in the value and purposes of 

the service king provided. In medicine the value and purpose of the service is to be healthy 

and one cannot retùte that there is a wish to be healthy except in unusual circumstances where 

a person will use il1 health for personal gain such as avoiding work. Whereas the services 

provided in engineering are based on determining a need to provide the service. For example 

there is a need to build a bridge. This difFerence in the purpose of the service king provided 

and the value of the service affects the power and reiationship the professions have with the 

public they serve. 

Physiotherapists have the type of service reiationship where there is a direct effcct on 

the public. A direct effect is when a health professional applies a treatment to an individual 

and the individual is directly affected by the treatment. This direct effect justifies the need to 

protect the public by enforcing the standards of practice for the profession. An indirect effect 

is when the decision or action of the professional is not applied d k t l y  to the consumer. If 

the relationship is one of an indirect effkct then public protection may be accomplished by 

rneans other than by professional regulation The engineering and accounting proféssions are 

two examples of proféssions where application of professional skills may be reguiated and the 



public protected through legislation such as building codes and taxation laws. 

Educational qualifications or s p m i a l i  training are part of definhg a profession. 

Regulation of a profession gives the profession the power to establish entry-level practice 

qualifications. Professions have been moving away fiom using graduation from an education 

progam as the primary criterion for entry to praçtice and moving towards the requirement of 

competency based assessments. Physiotherapists in Canada started to implement a national 

competency based examination in 1994. The purpose of the examination is to determine that 

the candidate has acquired the minimal entry-level standard prior to king granted a ticense to 

practice physiotherapy. Both Canadian and non-Canadian educated physiotherapists must 

success~lly cornplete the examination. Eligibility for a candidate to take the cornpetency 

examination is established through a credentialing process. For Canadian educated applicants, 

credentialing criteria include having attained a Canadian baccalaureate degree in physical 

therapy fiom an accredited program, cornpletion of the required hours of supervised clinical 

practice and proficiency in the English or French ianguage. For the non-Canadian-educated, 

the credentialing process evaluates the applicant's education and determines if it is 

substantially equivalent to the Canadian baccalaureate degree in physiotherapy. in the 

regulatocy fiamework of the Health Professions Act (1996) responsibility for determining 

entry-level standards is retained as a responsibility of the regulating College. 

Structure and Forms of Professional Reeulation 

The World Health Organization (WHO) categorizes heahh laws into twenty-two 

categorles. Legislation implementing heaiîh policies for heakh manpower is one of the largest 

areas of legislation as so many aspects of the health systems depend on the qualifications of 

health providers. Roemer (1993) defines three maui forms of health profession liceasure laws 

h which a central authority exercises some convol over the activities of the open market as: 



Form One: 
Authority is invested in the Ministry of Heaith (e.g. in Sweden and Japan). 

Form Two: 
Authority is invested in independent quasi-govenimental groups recognized by the law 
(e.g. Medical Council in Great Britain, National Council of the Order of Physicians in 
France, the various agencies or colleges established by States and Provinces in the 
United States and C d ) .  

Form Three: 
Authority is invested in judicial decisions on controversial matters, often involving 
interpretation of a statute (e.g. a court decision on what is informeci cousent for 
treatment.) 

Each of these f o m  of occupational regulation bas a different effect on the service 

market, incurs different social costs and has different benefm to practitioners and consumen. 

It is Fonn Two where the authority is delegated to a profession to be self-regulated, under 

which health professions are regulated in Canada. 

Administrative Law 

While it is beyond the scope of this study to discuss in detail the types of law enacted 

by govements in Canada, some basic deîïnitions will assist in understanding the form of law 

under which health professions are regulated. In Canada, pliament is responsible for 

representing the popuhr will and does so by enacting legislation that sets general principles 

into law. Constitutionai law establishes the d e s  that determine which institutions have the 

right to make laws that govern our society. Admiiüstrat . . ive law is a branch of civil law that 

govem the administrative and adjudicative tùnctions of the goverment and quasi- 

govermental bodies and triiunals. 

The form of regulation used to establish the se~regulating colleges for health 

prokionals îàlls under the purview of administrative law. The functions of administrative 

law include setting the scope of the powers and duties delegated to adminisiraiive bodies, 

setting the principles of how the powers are to be exercised, and providing legai temedies for 

those aggrieved by administrative actions. Staîutes enacted by the govemment delegate 



powers and duties to the administrative or regdatory bodies. In other words there must be 

lawful authority for the actions of the administrative bodies. The principles of "nanual 

justice" or "procedural faimess" are an essential part of administrative law. The foundation of 

these principles is the duty to act tàirly in administering the powers and duties specified by 

the statute. Statutes are dicult  to amend as they can only be amended by the legislature. 

Regulations set the detaiis of b w  the statutory functions are to be administered. Regulations 

can be changed by an @der in Council or a Minister of the govenunent. 

In Canada, federal and provincial governments are increasingly using template, 

umbrella or skeleton legisiation to establisti administrative laws, where the administration of 

the law applies to more than one professional group. One exarnple of "umbrella" legislation 

is the British Columbia Heahh Professions Act (1996). Use of umbrelia legislation elirninates 

the need for parliament to debate the complex and technical details of every professionai 

group. Regulatory authonties have greater flexibility and more Vamediate ability to adapt the 

law in response to social or mnornic changes. However there is concern that governments 

are allowing an erosion of legislative power by negating their direct tesponsibiiii for the 

laws. To balance this concern, umbrelia legislation needs to be consistent with public policy, 

and incorporate rnethods of accountability. It is necessary to clearly dehe  the putposes ad 

methods of regulation and establish regular legislation reviews. 

SeEf--ulation 

A goverment often delegates authority for administering the regulation to those with 

the expertise and the ability to effèctively deai with issues requiring technical and scientific 

expertise. This is called "self-regdation". It is Unportant to understand that statutory authority 

for self-tegulation is a privilege given by the government to a health profession and is often 

referred to as delegated legislation. 

Reviews of federal and proviiacial rewrts on heaith care show that there has ken 

repeated consideration of the issue of whether or not self-goveniance shouid be granted as an 



effective way to protect the public. Federally, the Hal Commission (1964) report stated that 

6ee and self-governing professions means the right of the members of heahh professions to 

practice within the law, to ûee choice of location and type of practice and to professional self- 

government. ûther provincial reports (The McRuer ,1968 report in Ontario; The Casto~uay 

Reoort released August 29, 1967 in Quebec) agreed with the Hall Commission's concept that 

to achieve high quality service, professionals need to work with integrity, independence and 

fieedom fiom controls to allow the application of theu knowledge and skills. The 1991 report, 

Closer to Home. The Report of The British Columbia Roval Commission on Health Care and 

Costs (the Seaton Report) endorseci self-govemance as the chosen rneans for regulating health 

professions in British Columbia However, the report points out that there are evolving levels 

of self-governance king grauted by governments. 

The new regulatory structure set by the Heahh Professions Act (1 996) in British 

Columbia is based on the principles of self-governance with the objective of obtaining a 

hlance of essential regulation to safeguard the pubiic with the autowmy (or advantages) that 

self-regulation gives to the professions. 

Defininn Levels of Renulatioq 

Different levels of regulation have been developed to provide public protection and 

yet apply a policy of using the lem restrictive level of regulation. Regulation can occur in 

t h e  ways: licensw, certification, and registration. There is a hck of clarity and consistency 

in the everyday use of these terms. 

Licensure is the highest fonn of regdation since it provides the highest level of public 

protection. Generally governments must perceive a significant risk of h m  to the pubiic 

before a profession mets this requirement. Licensure deûnes a particular scope of practice 

making it iiiegal to perform a semice unless one has the specific qualifications. Licensure 

protects the use of a title and ailows certain activities to be doue oniy by members who hold 

certain qualif~cations. Licensure dehes standards of practice to be controlled and estabiishes 



power for cornplaint and discipline processes. In Canada, the licensure of heaith protèssions is 

a provincial regulatory responsibility. In British Columbia, prior to implementation of the 

Health Professions Act (1994) the recognized heahh professions with regulatory statutes 

included Optometrists, Naturopaths, Dentists, Chiropractors, Medical Practitioners 

(Physicians), Nurses, Pharmacists, Podiatrists, Psychoiogists and Physiotherapists (the 

Physiotherapy statute also covered Massage Therapists). Under the new Health Professions 

Act (1996) new prokssional groups cm apply for regulation. Examples of occupational 

groups apply ing for self-regulat ion include midwives, acupunc twists, laboratory technicians, 

occupational therapists and social workers. 

Certification restricts the use of a particular titk to individuah who rneet specific 

requirements but does not restrict practice to ody those that aitain certification. The pwpose 

of certification is to help the public to identify providers who have met certain defined criteria 

of knowledge, skills and abilities. Certification is used in both public and private sector 

industries. Certification can be attained by statutory (regulatory law) or non-statutory 

(volunteet) processes and rnay include meeting a certain kvel of education, experience d o r  

an examination process. An example of voluntary certification is when a person is certified 

aftet a course in reflexology; an example of govenunent certification is certifying a mechanic 

to repak specific machinery. Certification can also be used for fàcilities such as labratories. 

Registration is the ieast restrictive h m  of regulation, and provides a register of people 

with certain qualifications permitting the use of a certain title. It does aot resûict others iiom 

perfomiing si& activities. Registration is used when there is a low probability that the 

provider could cause harm to the public and it provides no guarantee of competence or 

assurance that the individual fias met h t i o n a l  or experiential staadards. An example of 

registration currently king used in health care is that of an exercise therapist. 

Structure of Heahh Regdation 

A staMe is an act of the legislature that sets tbe type and amount of authority to be 



granteci. When proposed legislation is k t  placed in the legislature it is caIled a bal; once 

passed by the legistature it is called an act. The tetms statute, act and Law are ofien used 

interchangeably in discussing legal hmeworks. 

By-laws are ancillary iegislation to a statute and are generaüy administrative and 

explanatory in nature. They expand the powers of an act by providing the hmework for 

applying the regulatory statute. A by-law is highly enforceable but cm be changed more 

easily than a statute. A by-law is changed by approval of the cabinet of the governent ad 

passed by the Lieutenant Govemor in Council. 

A rule does not have the same status as a by-law or a provision in the statute and has 

less authority. A rule passed by the relevant regulatory board is enforceable as law, pmviding 

that the making of the rule is specifically authorized within the statute. It is dificult to 

determine w h t  should be a by-law or a mie. The common process for deteminhg this is to 

evaluate the level of importance of the subject matter, the level of risk, and the need for 

evolving changes to occur within appropriate tirne fiames. By-laws potentially take Ionger to 

change because &y require approval of cabinet. Although the Provincial C a b i t  in B.C. 

usualy rneets once a week, accepting a bylaw ont0 the Cabinet agenda can be a slow process 

dependent on the prioritization of items to be included on th agenda. Agenda changes cm 

occur to deal with emergent or crisis items. 

Standards guide the practice of a proféssion aiad outline the minimal level of 

performance expected. They relate to the core areas of practice and are not subject to ûquent 

changes. Standards are used for inany fùnctions including the evaIuation by individual 

practitioners of their own performance, the education of members of the public, or other 

heahh-care providers, about îbe expxted performance levels of care and the reguiatory 

enforcement (discipline) of a profissional's practice performance. A standard can be 

Forrnalized, such as those relating to ethical considecations, by king included in a nik or a 

by-law. This is done to give the reguiatory body greater powers of enforcement. The Code of 



Ethics for the profession and standards for record-keeping are examples of standards t h  are 

usuaily placed into d e s  or bylaws. The Code of Ethics or Codes of Professional 

Responsibilities are used to guide everyday decisions in the delivery of care. They establish 

that a professional is accountable for his or her actions, including the responsibiiity to practice 

within his or her own level of competency. A Professional Code of Ethics provides a standard 

of professional conduct based on principles of competence, integrity, professional 

responsibiiity, respect for people's rights and dignity, concem for the welfare of others and 

socid responsibility. Professions may also use cl ical  practice statements and advisory 

statements to guide the practice of the profession. Physical therapists in British Columbia use 

clinical practice statements and advisory statements approved at the College Board level. The 

advisory statements provide interpretation of the standards and the clinical practice 

statements. The structure of regulation has developed over time and continues to evolve with 

the implementation of the new regulatory structures set by the Health Professions Act (1996). 

Historical Summarv of Earlv Remdation 

A review of the history of regulation shows its consistent purpose has been to protect 

the public from harm. This has been attained by setting standards of education and practice. 

Wiessert (1996) noted the fùst licensing for health personnel was for M e r s  in Bagdad in 931 

A.D. By 1225 A.D., Frederick II, Holy Roman Empetor, presided over what was probably the 

f ~ s t  medical practice law. The law forbade the practice of medicine without a liceme, 

included examination by teachets of medicine, rquired five years of academic study (three 

devoted to the study of logic), and one year of practice under the direction of an experienced 

physician. It also cequird physicians to provide fhe care for the poor and prohiiited them 

h m  runnîng apothecary shops. 

Roemer (1993) notes that early in the history of western civilization, Norman King 

Roger II in 1 140 ordered that physicians codd not practice medicine without king hund fit 

to practice by the Salernitan xnasters. This was the start of policy that s p d  h u g h  Europe 



for training and examinations to be administered by professors in universities. The 

govenunent also had a representative on the examinaiion board. In Europe occupational 

regulation became more prevalent with the development of crafts and guilds and the 

establishing of standards for producing goods and services of high quality in order to maintain 

and increase the market share of producing groups. Protecting the market share and the 

standards of quality of goods and seMces continues to be a component of occupational 

regulation today. 

Physicians, lawyers and notaries were the first professions to convince governments of 

the need to protect the public and be granted self-regulating licensing laws. The Royal 

College of Physicians was chartered in 15 18 and authotized to gant iicenses. The Medical 

Act (1858) is reported to be of major importance in the development of medicine in Britain. 

This Act established the General Medical Council and required this council to publish a 

register of qualified practitioners and to proteci the public fiom incompetent practitioners. 

"This act was h n e d  as protecting the public but critics at that time argued that the profession 

derived significant monopolistic advantapes h m  registration and the profession knew this 

fiom the beginning of their campaign for registration." (Waddington, 1994, p. 152). 

In Canada, the fint occupational regulation was enactd in the Quebec Ordinance of 

1788 "to prevent persons practicing physic and surgecy in the province of Quebec or 

midwifery iu the towns of Quebec and Montreal witbout a ücense" (MacDermot, 1975, p.12). 

When Canada became a nation, the Constitution Act (1867) gave the provinces the 

responsibility for providing their own health care services. In British Columbia, the Medical 

Act (1886) estabiished the College of Physicians and Surgeons of British Columbia. Other 

Acts aliowing professions to attain early regulation include the British Columbia Registered 

Nurses Act, passeci in 1918; the Chiropdy Act of 1929; the Chiropractie Act of 1934; and the 

Naniropaîhic Physiciam Act of 1936. Reguiatiag physiotherapists in British Columbia began 

in 1936, under the Nahuopathk Physicians Act. 



In the United States, regulating occupations began in 1639 in Virginia, with regulating 

fees charged by physicians (Berry & Brineger, 1990 in Weissert (1996). The first legislation 

requiring medical practitioners to take ücensure exams was passed in the 1760's in New York 

and New Jersey. Over the next few years most other States followed their lead. In 1889, a U.S. 

Suprerne Court decision, Dent v. West Virginia, upheld that state's right to deny a practice 

license to a physician without state approved credentials. The court's decision summarized the 

rationale for state regulation of health professionals. ''The power of the state to provide for the 

general welfare of its people authorizes it to prescribe al1 such regulation as in its judgment 

will secwe or tend to secure them against the consequences of ignorance and incapacity as 

we1l as of deception and h u d "  (Gross as cited in Weissert, 1996, p86). 

Review of Provincial Renulatory Changes 

A review of the current regulatory changes occurring in Canada reveals that al1 

provinces are moving towards the irnplementation of a uniform regulatory structure. 

Ontario 

Ontario's public policy implemented with the Regulated Health Professions Act 

(199 1) and the profession-specific acts that are its cornpanion pieces set many precedents now 

seen in other Canadian provinces. A major impact on public policy relating to the regulation 

of professionals in Ontario was the 1968 McRuer Roval Commission Inquiq into Civil 

Rights. Volume Three, Section Four was devoted to the professions. The purpose of 

regulating a health professional was reafkned as: 

The granting of self-government is a deiegation of legislative and judicial functions 
and can only be justified as a safeguard to the public interest. The power of self- 
governance must not be extended beyond the present Limitations unless it is clearly 
established that the public interest demands it and that the public interest could rot be 
adequately safeguarded by other means. (p. 1209) 

The Commission recommended the inclusion of lay representation on the boards, 

Lieutenant-Govemr-in-Cornil approval of professional regdations and establishment of 

due process in the procedures and actions of professional governing bodies. 



The McRuer Report, the Committee on Healing Arts, and the Ontario Law Reform 

Commission, which later became the Professional Organization Cornmittee (POC), idluencd 

the Minister of Health in 1983 to establih the Health Proféssions Legisiation Review. The 

1980 report of the Professional ûrganizations Cornmittee did not deal specifically with heahh 

professions but covered the strwtm and processes required for public accountability for self- 

regulating professions. The report covered what should be in a statute, what should be in 

regulations subject to Lieutenant-Govemr-in-Council approval, and what should be in a nile 

set by the regulated profession. The review recommendations were put forth in the report 

Strikin~! a New Balance: A Blueprint for the Renuiation of Ontario's Health Professions 

(1990). This report led to the Regulated Health Professions Act (1 Wl), an Act that is a 

departure kom the prevMus pattern of self-regulation in Ontario. Bohen (1994) States that the 

intent of the Regulated Heahh Professions Act (1991), prociaimed in 1993, is to d e  more 

efficient use of ali health professions withoia compromising public protection. The Act 

strongiy recognized that the purpose of professional regulat ion is the protection of t he public 

and not the interests of the profession. The Ontario regulatory reform signifcantly c h g e d  

the way in which a scope of pracrice was dehed. The scope of practice definitions are now 

designed to d o w  more fieedom of choice for the consumer, to recognize overlapping scopes 

of practice and to reduce exclusive control by any profasion. Other changes incluàed public 

representation on the boards and t h e  new statutory committees of Quality Assurance, Patient 

Relations and Fitness to Practice. The responsibilities of the statutory committees are to 

ensure continuhg competency of the regulated professionai and to prevent patient abuse. 

Quebec and Other Canadian Provinces 

In Quebec, corporations are given th privilege of self-teguiation. Corporations are 



equivalent in duties and iùnctions to CoUegesl Regdatory Boards and Registration Boards in 

the other provinces. The first corporations were created in the mid-eighteenth century for 

notaries, doctors and lawyers. Reform of the professional system in Quebec began in the 

1960s as a means to pmvide protection for the public, establish standards of quality in 

professional practice and iden@ certain professional groups by statute. In 1966 the Quebec 

govemment set up a Commission of Inquiry on Health and Social Welfare (the Castonuuav- 

Ne~vue Commission) and this commission identifid the need for changes in the Wework  

of professional regulation. The initial Castonquay Report was released August 29, 1967. The 

subsequent report, the Report of the Commission of Inquiy on Health and Social WeLfbre 

(The Castonquay Report, Quebec, 1970) was devoted to the examination of "The Professions 

and Society". The report identified the problems of accountability and of multiple professions 

being regulated with no consistency in their laws. The report identified the need for 

professional regulation to corne under closer state supervision. However the report also 

recognized the essential role that professional regdatory bodies performed in protecting the 

public. It was reçommended that goverment develop a mixed system that was neither totally 

independent nor state managed, where the privileges and powers accorded to the professions 

were balanced and managed under a new structure. This structural change included a minister 

responsible for application of professional laws, a new inter-professional council and the 

appointment to the corporations of directors to reptesent the public. In 1973, a professional 

code and 21 relateci bills identifying 38 professioriat Corporations were enacted. 

Protection of the public is the overriding goal for establishing Corporations in Quebec. 

Corporations are assigned reserved tittes, and bave the power to draw up regdations 

respecthg the conduct of business, the training requaed of ambers, and the criteria for 

acceptance into the profession. The professional code (the law) requires Corporations to make 

annual reports; c a q  out periodic assessments by inspectors to make sure their members are 

competent; and have discipline c o d e e s  to hear cornplaints h m  consumers such as 



cornplaints on fees, misconduct and professional secmy. The corporations are monitod by 

government, and are public agencies answerable to society. The overseeing body is the Ofice 

of th Professions. 

û k r  Canadian provinces are also undergoing regdatory reform similar to wbat bas 

occurred in Quebec, Ontario and British Columbia. In Alberta, the Special Committee of the 

Legislative Assembly of Alberta on Professions and Occupations, Report 1, April, 1973 and 

Report I l ,  December, 1973 (Alberta, Govemment of, 1973) ad Goverament of Alberta, 

Poticy Governing Future Legislation for the Professions and Occupations (Alberta: 

Govemment oc 1978) recomrnended the formation of a Health Workforce Rebalancing 

Committee. The conunittee mandate is to recommend to the govemment regdation that is 

consumer focused, affordable, accountable and to apply principles of public protection simiiar 

to the po tic y direct ions established in Ontario, British Columbia and Quebec. 

0 t h  provinces are in various stages of reguiatory reform. The direction of change is 

consistent with the changes that have occurred in Ontario and British Columbia. The 

territories, including Nunavut, do not currently have legislation to regdate the ticensure of 

physiotherapists. The Health Professions Act was passeci in Aiberta in May 1999. The CoUege 

of Physical Therapists of Alberta will fail under the Heaith Professions Act by December 3 1, 

2002. The Manitoba Law Reform Commission, in October 1994, recommended the 

establishment of a delegated common legislative fiamework focused solely on public 

protection; the Task Force also recornmended that the "traditional occupation-based approach 

to delineating scopes of practice should be replaced by a task based mode1 ...in which tasks 

and services are regulated, rather than practitioners or occupations" (p.8). The Manitoba 

report refened to the need to do a cost benefit analysis as part of the decision-nÈaking process 

on whether or not a profession should be regulated. The analysis was to determine whether 

the costs of regulating a profession were justifiable in relation to the benefits attained in 

public protection 



Suaunarv 
This chapter dehed a health proféssion fiom a regulatory perspective, dehed the 

structure of proféssional self-regdation and provided a bistorical and current summary of 

self-regdation of heaith professionals. The next chapter will provide a su- of c m n t  

torces Uifluencing the regulation of physiotherapists in C d  in general and British 

Columbia in particular. An understanding of the forces influencing the implementation of 

regulation assists in identifjhg why the new regulation is king implemented and whether the 

new structure has the potential to be accountable in meeting the objective of public protection. 



CnAP'rERTHREE 

ENVlRONMENTAL SCAN 

This chapter provides a su- of the forces perceiveci as influencing the regulation 

of health care professioaals, specifically physhtherapists. in particular the chapter will 

illustrate the interplay between regulation and social, hanciai, proféssional educational and 

legal influences on policy directions b r  self-regulation of the professions. The summary is 

compiled IÏom a range of sources, inchidhg workshop discussions, press and journal articles, 

and discussions with colleagues in health care. The basis of this summary was taken fiom a 

strategic planning session held March 199û in Toronto, Ontario by the Canadian Alliance of 

Physiotherapy Regulatory Boards. Participants attending this planning session represented 

physiotherapist regdators fiom acmss Canada. 

To Rermlate or Not 

The debate as to whether professional self-regdation provides for public protection or 

gives advantages to the regulated professions has existed since the kst establishment of 

professional self-regulation. Waddington, (1 994) noted this in the early history of medical 

regulation occuning in the 1850s in Great Britain. There are inherent costs and beneffis to 

professional self-regdation. Governments enact regdations emphasizing the public's need for 

accessibility, accountability, equity, quality of we and protection h m  harm. However 

regulation can be seen to promote profèssiorial self-intetests and protect "turf' through the use 

of restrictive scope of practice definitions and by the establishment of entry to practice and 

cdentialing requirements. Regukted prokssiom ensure d o m  and bgh standards of 

practice, codes of ethics ad oagoing monitoring of competence but they may also impose 

artificial barriers on interdisciplinary practice, limit safé patient cbices and protect the 

professional's ability to earn b m e .  OWiel, Finnoccb, and Dower (1996) summarize the 

criticisms of self-regulation in tbeir statement: 

. . .ahhough heahh profession regulation s v e d  the W h  care system and its 
consumers weII m the Fast, it is out ofstep with current heahh needs and expbtionu. 



As a resuk, the regdatory system is now behg criticized for increasing costs, 
restricting managerial and professioml fiexibility, M i n g  access to cm,  arsd for 
king equivodly related to quality. Perhaps mst seriously, regulatory bodies are 
perceived as largely unaccountable to the pubiic tbey serve. (p. 97) 

The main issue to consider in determining the need for regulation is whether there is 

suficient rieed to protect the public, and ifso, what kind of regulation is appropriate? 

Determinhg appropriate regdation occurs in a highly poiitical environment, with mucb 

debate on îhe degrec of legislative control d e d  to adequately protect the public. Weissert 

(1996) points out that while tditionaliy there has been little overiap between the world of the 

health proEsions a d  the discipline of political science, the regulation of heaith proféssions 

is a highiy political issue. 

AAer establishing the need for regulation thm are various reguiatory options available 

for governments to use: the setting of standards, regukting input by setting of certification or 

licensure and exteml regulation by the date or self-regulation of the profession. Each 

regulatory option has advantages and disadvantages. In describing how dif f int  regulatory 

options are chosen Trebilock, Tuby, and Wolfson (1979) state: 

The selection of regulatory options requires the application of priurities and weights 
across various interests and principles.. . These are a mtter of judgment, to be 
defended and debated, and uit imateiy to be resolwd by govwnment autboritii in 
fhming the legislation. (p. 85) 

Another cornideration in determinhg whether or not to have self regulation fOr the 

professions is the couris' consistent determination that the professionals themselves are best 

qualified to p a s  judgment on their coileagues' p m M n a l  khaviors including misconduct. 

The granting of self-regulatory powers to a profission recognizes th professionds are in the 

best position to make judgmeot on their coUeaguesY behaviors. 

Heaith Care versus Medicol Care 

Health care policy continues to reflect an emerging societal value of providii beaith 

care, rather îhan focushg solely on medical care. The way we think about heahh c m  has 

chat@ h m  an iüness d e l  to wellness and overail population h d h ,  with an emphasis on 



disease prevention and health promotion. There is increasing evidence that many important 

determinants of health lie outside the healtb care systern (e.g. Armstrong & Armstrong, 1996; 

Decter, 1994; Evans, Barer & Marmor, 1994; Pietroni, 1991; Rachlis & Kushner, 1994). For 

heahh regulators, the move away h m  a medical care mode1 towards prevention of injury and 

disease affects where health professionals are employed and the type of services king 

provided. Traditionally, a major part of physiotherapy services was care for the consequences 

of illness and disability and physiotberapists were prirnarily employed by hospitals. The shifi 

in society to an increased emphasis on weliness and prevention of illness and disability is 

resulting in expansion of the sccpe of practice and the cornpetencies required by 

physiotherapists. For example physiotherapist are now king employed in industry where they 

are providing strategies for ergonomic prevention of injury. 

A range of literature h m  difTerent disciplinary perspectives including sociology 

(Friedson, 1970; Stan 1982), politicai science (Fulton, 1993; Savan, 1989; Toulmin, 1986; 

Pietroni, 1991), and economics (Evans, 1983; Jerome-Forget, White & Wiener, 1995; 

Rodwin, 1993), describes the medical d e l  wiîh reference to the hierarchy of heahh case 

professionals, with the physician at the top. Fuhon (1993) describes how change in the 

delivery of health care is occurriag and with this change the autonomy, status and power of 

physicians is coilapsing. la reference to the new heaith professions legislation he states: 

The new health professions legislation in Ontario (oonsisting of 26 separate statutes), 
which impacts the province in 1993, embodies principles and mechanisms which 
permanently change the relat ioiiships of healt h care professionals. (p.235) 

Peitroni (1991) and Coburn (1999) descrii how the attalliment of selEregulation 

changes the relationships among heahh proféssioas, and more specificaily challenges 

physician autonomy. The implementation in regdation of open scope of practice de finitions 

and the expanded knowledge, skiils and abilities of a wider range of health care providers are 

also changing the relationships between professions. 



Knowledge and Technolou 

The continuing expansion of knowledge affects the scope of practice of health 

professionals and the determination of wb is qualüied to apply the new knowledge and 

advances. The continuing growth of knowledge heightens the need for regulators to address 

the issue of how to ensure continueâ cornpetence of professionals throughout the lifespan of 

their careers. 

Access to knowledge is more readiiy avaiiable with the continuing development of 

access to communication technologies. An example of a new communication techwlogy 

affecting the regulation ofheaith c m  profasionais is the development of telehealth. In a 

teIeheaIth system a client could receive medical advice by telephane or perhaps the internet 

fiom a practitioner anywhere in the world. A concem for regulators regardiog teleheahh is 

provision of services by a health care practitioner who is not registered in the province of the 

consumer who receives those services. The question of tfEe need to regulate telehealth services 

gets to the heart of whether or not reguiation is required for public protection. At present in 

both Canada and the United States, regdatory responsibility lies with the province or the state 

for reguiatory juridiction over the heaith professionai. How or if regulation will be enacted to 

address reguiatory issues of privacy, patient safety, eficacy, ethics, quality of services, and 

legal and econornic implications across jurisdictioml areas bas not yet been detertnined. 

Prompteâ by the issues raised by the implernentation of new communication technologies a 

shift may occur h m  professional regulation to more consumer responsibility for choice of 

care and reliance on marketplace cornpetition. 

&k 

An aging population and expanded ethic diversity is changing the demand for health 

care services and the type of care wanted. Addiionally, it appears that consumers are 

increasingly asking to be involved in decisions reiated to their care. ûne approach 

govemments use to control the costs of health care is to inctea~e heahh eâucation to 



consumers and place increased responsibiiity on the consumer to make informed choices. It is 

possible that informai consumers will increasingly utilize the regdatory cornplaints and 

discipline processes to enforce the quality and effectiveness of care being delivered. 

In regards to the demographics of physiotberapists there are several indicators of a 

potential shortage of qualified physiotherapists. The registration statistics for physiotherapists 

currently employed in British Columbia shows that many of those cwrently employed are 

nearing retirement. A shortage may in pressure fbr regdators to lower the qualifications 

requireâ to practice the profession andlor changes in the type of services the profession 

provides. The Alliance of C d i a n  Physiotherapy Regulatory Boards National Human 

Resource Data (1997) reported that there are 2,258 physiotherapists in British Columbia, 

58.4% of whom are between the ages of 35 ad 54 years, and 26.5% of whom are between the 

ages of 45 and 54 years. These data indicate that over the next ten years a significant number 

of physiotherapists may be retiring h m  practice. Another interesthg statistic to consider 

when determining a possible shortage is that 81% of the practitioners are female, which may 

affect the availability of physiotherapists if these womn are off work for family reasons. 

Another change occurring for physiotherapists and other heahh a r e  providers is that 

other care-givers are now providing services that were traditionaily in the scope of practice of 

the physiotherapy profession. An exampie of this includes tùerapeutic exercise king 

presçribed by kinesiologists and exercise therapists. 

Trujillo, Beggs, and Brown (1996) discuss how, for physiotherapisîs, there is a shifl 

fiom the traditional health delivery appmach to using support personnel for rehabilitation 

services previously provided exclusive1y by professionallyqualified practitioners. This is 

seen as cost effective and is supporteci by the iegishtive changes in regulation of heahh 

professionals. Currently, support personnel are umegulated; this is of concem in regards to 

public protection. For d e  and effective c m ,  the consumer needs to be able to assess the 

quaWcations of the service provider or to rely on public protection policies such as self- 



regulation. One aspect of public protection fbr physiotherapists aiad other heahh pmféssionals 

is the development of standards for transfet of ftnctions to a w k  me-giver. Regulation of a 

profmion applies only to the reguiated proféssionai, mt to the person to whom a fiinction 

may have been transferred. The scope of work a suppofl person c m  provide is guided by the 

current changes in regulation defining scopes of practiœ, including the definition of 

supervised acts and reserved açts. The effectiveness for public protection of using supervised 

acts is not yet ckar. The issues are how to appropriately delegate supervisai acts 

appropriately and how to direct and monitor the activities of others. 

Glo bathtion 

Regulatory bamers to trade are king challenged by the ghbalization of tk world 

economy. Regulaîors are determiuing how to apply standards acmss juridictions. Current 

Canadian plicies implemented in respom to the effect of the global economy and increased 

tolerance for t d e  are the Nonh Axnerican Amment  on Free Trade (NAFTA) a d  the 

provincial Aoreement on Inteml Trade (AIT). AIT makes specific teference to professionai 

services. Regulation of M h  care prokssionals is a provincial responsibility, but there are 

overriding influences of federal goverment policies, particularly in the areas of qualifications 

to practice and maintenance of registration cequirements. b inter-provincial and 

international trade agreements underscore the fàct tbat mgdatory policies and requirements 

must change to decrease or eliiinate barriers to labour mobility and to allow for fke 

muvernent of goods and services across pmWlcial and international boundaries. 

There are four potential barriers to the mobility of physiotherapists identitied in AIT: 

de finhg scope of practice, entry-to-ptice requirements, re-entry-tu-practice requirements, 

d maintenance of regisûation requirements. AIT includes the ptinciple that professionai 

standards and criteria are to be objectively related tu cornpetence and that the ievel of 

competence used is not to be more restrictive tban is necessary. As a result, proféssions, 

including physiotherapy, must establisb def'uiitbns of competency, must assess coqetence 



both at the entry level and continuhg to practice level and must document valid standards of 

practice. 

Eauit~ and Access 

The actions of a regulatory college are guided by the C d i a n  Charter of Rights and 

Freedoms (April 1982) and by provincial legislation on W o m  of information and 

responsibiies assigned to the Provincial Ombudmen's Office. Hamilton (1994) states tbat 

the principal reason for the ciramatic increase in court daisions affecthg seif-regulating 

profmions is the Canadian Charter of Rights and Freedoms (April 1982). In the Charter, 

criminal law principles corne into the due pmcess considerations to be used in regulating the 

professions. The effect of this is that regulating bodies must balance the responsibiiity to 

reguhe the conduct of the'i members in the public interest against individual professionais' 

rights and h d o m s  accordai by the Charter. T ~ E  provincial regulations on W o m  of 

informat ion and the powers of the Provincial Ombudsmen's office help to ensure that 

regulatory processes used are applied in a f ir aiad equitable mariner. An example of an equity 

concem for reguiators is the M e r s  esîablished by regdation for entry to professions or to 

practice a profession. The entry to practice regulations must be equitably applied to al1 

applicants whether Canadian or foreign educated. 

Heahh Care Goverriance 

Throughout Canada, health care governance is moving towards regional models for 

policy development and the makiig of heahh care delivery decisions. The Seaton 

Commission (1991) acknowledged that in British Columbia there is wide support for an 

increased emphasis on community-based heaith care, d e s i i  and fundeci to meet the 

specific needs of OUT communities. This empbasis on commmity is seen in the current 

policies of creating regiona! health boards, regional M i n g  and closer-to-home policies for 

service provision. The regionai governance mode1 is based on the assumption tbat health care 

delivery wüi improve witb more input and o m p  of decisions at the community level. 



Associated with this shitl to regional govemance is a shifi h m  instituhnal case to care 

providd within the comunity. The move to a regionai goveniance mode1 and changes in the 

location of service provision means tbere is a neai h r  regulators to worlr with the regional 

d local governing bodies to ensure understanding and consistent application of professional 

standards. 

HeaIth Care Fwlding 

Caaada's publicly hded heahh m e  system was establisbed d e r  the policy 

directions for health and health care set by the Canada Health Act (1984). This act r e m  

the program criteria for public bealth insurance set by the Hospital Insurance and Diagnostic 

Services Act (1957) of universality, accessibility, comprehensiveness, portabiiy, ad public 

administration. Universal W h  care M i n g  wvers only a portion of health care services; 

thus heahh c m  fùnding in Canada is a hybrid of private armd public funding. 

Currently, changes in fundhg are o c c d g  as a result of policy moves toward cost 

containment. The conflict is between contriolhg costs wMe retaining or enhancing quality 

and access. Jerome-Forget, White and Wiener (1995) propose that beahh care reform be 

influenceci by two concems: the total cost of care and whehr the care given is providing 

vaIue for the money spent. Evans (1983) discusses how the link between different systems of 

regulation and Ming  has an impact on the effectiveness, efficiency, and quality of services. 

Regulaton of self-reguiating professions are responsible for en-g that the ethics of the 

profession are maiatained and that the standards of care are appropriate for public safety, 

quality, d effective care. There is potential conflict for professionah aiad Men of heahh 

we in the determinaiion of which services can be provideâ within the resources available and 

yet still be effective and of a high quality. 

Authors @ion, 1997; Duncan, 1990, Evans 1983) note that reguhtion sets 

restrictions on the ability of market hrces to establish the scope d quality of Iieahh care 

detivery. In a cornpetitive market there is more of a "buyer beware" reIiance on tbe conmimer 



to make correct health care choices and this retiance rneans the public must be able to discern 

who is best quameci to provide comptent and valid m. Just how the public will develop an 

derstandhg of wbo is best qualified to provide this care has mt yet been determined. 

Cmntly, the government only regufates some professions d thus the public witl need to 

develop an understanding of the differences k t w m  regulated and non-regulated care 

providers. 

Botfi private and public fimding of physiotberapy services are changing with the 

development of MW reimbursement plicies. Examples of new payment or compensation 

models include managed care, prefemd provider contracts for services, a d  the use of multi- 

skilled and mult idiscipluiary practices. There is a h  a shiil towards a user pay appmach 

where the consumer directly pays for the care t k y  are receiving. Thse changes raise 

challenges of balancing th automimy of professional judgment to provide care, the quality of 

care the consumer wishes to have, and the fiscal goals of the payer. The health care 

practit ioner is façed with confiict of interest situations between the goals of regulators and 

fiders. An example of wbere potential conflicts are created is m the use of incentive 

payments to decresse the level of services king provided or for returning a client to work 

within a certain tirne h e .  When a physiotherapist 's decisions have the potential of king 

inauencd by self-interest, such as gaining more incorm by reducing care, there is a potential 

for not acting in the patient's best interesîs. With M i n g  &ls that force practiiiomm to 

choose between honoring their responsibility to the client and honoring k i r  W i n g  

contracts, ethical standards are becomuig increasingly more dificuit for praictitioners to 

homur. in  order to pmtect the public, reguhtors must ailswer the ethical question of whether 

professional judgment rnay be innuenced by inceniive payments. 

Compaent Pro* 

Regulating W h  care professionds includes the responsibilities of establishg and 

ensuring qualifications for entry to practice and continuhg competency requirements 



throughout the career of the professional. influences swh as globalization, the Canadian 

Charter of Rights and Freedom, and provincial human rights and equity legislation have 

made it necessary for regdators to rethink their appniach to definhg the qualifications which 

health prokssionals require in order to be registered. The methods of evaluating the 

knowledge, skills and attitudes of a heahh professional are evolving in many professions, 

including physiotherapy, to an approach based on defùiing competency. This is a shifi fiom 

assessing perforrriance based on credentials to competency-based evaluations. For 

physiotherapists this has meant the development of an inventory of entry level to practice 

competencies and the national competency examination. Ushg a competency-based appmach 

in education, evaluation, or regulation requires understanding the terms competence, 

competency and competencies. Glover-Takahashi (1997), in her development of the 

competency examination process for the Alliance, provided the following summary: 

The concept of competence is multi-dimensional and somewhat ambiguous. (Ellis, 
1988, p. 47). Ahhough there are many definitions of competence and competencies in 
the literature (Parry, 1996; Curry & Wergin, 1993; Jarnison, 1993; Gilbert, 1978), there 
is widespread agreement that competencies are a group of interrelateci elements, 
including the possession of luiowledge, skills, and attitudes enabling an individual to 
perfonn hlly and assume the role of a specified position. Other elements of 
cornpetence suggested include capabilities, adaptability, aptitudes, judgmentq and 
values. (p.5) 

Physiotherapists in Canada use the following dekition of competency in establishing 

their entry level and continuhg competency requirements: 

Competency is d e W  as a cluster of related knowledge, skillq attitudes and j~dgment 
that affects a major part of one's job (a role or responsibility) tbat co-relates with 
performance on the job, that can be Rieasured againsi weU accepted standards, and that 
can be improved by training and development (adapted h m  Parry, as cited by Glover- 
Takahashi, 1997). 

De6ning competency is affecteci by evolving forces, including the role and îùnctions 

of accreditation of heahh care s e ~ c e s ,  reguhtions implementing s h d  scope of practices, 

and the changes occurring in the ducation of care providers. Physiotherapy education is 



adapting to the forces of equity, mxsibility, accountability and cost ektiveness. 

Maintainhg quality of ducat ion with reduced remurces is a challenge for educators and 

indirectly, for regulators. Regulators are increasingly working with eâucators to &fine 

cornpetencies and to ensm tbat ducation is relevant aud iracorpurates new knowkdge. 

Tbere is also change murring in the education of physiotherapists. In the United 

States, there is a m v e  towards a master's degree as the d r y  level to practice qualification. 

S o m  universities in Canada are also in the pcess of moving to the granting of a master's 

degree in physiotherapy. Graduation fiom an accredited university program is a regulatory 

requirement for licensure in Canada. Thus this change in education wil l  impact regdatory 

standards for cntry-lew 1 qualifications, the accreditation process usecl for Canadian schools, 

and the mobility of C d i a n  t d  physiotherapists for ernployment in the United States. 

Accountabilitv 

There are many aspects of accountability affecting the development uPreguIatory 

policies, including accountability to the public for both the d e n t  use of resources and the 

outcome or result of the services king provided. Bohen (1994), in describing regulatory 

changes occuning in Ontario, stated that: 

By the 1 W s ,  the goverment's faith in the belief that repuiated heahh professions 
delivered better health care was tlagging. The new regulatory Grameworks are 
resuhing h m  gowniments diz ing tbat regdators require at the least, new 
rnechiuiisms for ensuring the provision of appropriate, efktive and bigh quality Gare 

1). 

The m v e  towards regdatory boards baving greater accountaôility for their actions bas 

resuhed in the appointment of public members to regdatory boards and updating of 

regulatory statutes to ensure a consistent and clear process for establishg bylaws, rules and 



Summarv 
This chapter pmvided a scan of the forces currentiy perceived to be influeacing policy 

decisions for regulating al1 heahh professions, and in particular for the physiotherapy 

proféssion, One cannot examine the effect of i d t h  professional regulation on the regulatory 

objectives of public protection and enhancement of health services without considering the 

link between professional regulation and the range of social, economic, and political factors 

that affect the delivery of heahh care. The current regdatory changes for health we 

professionals are king shapeà by these forces. Chapter Four wül detail the process of 

reguiatory change in British Columbia for the physiotherapy profession. 



CHAPTER F O U t  

REGULATION OF PHYSIOTHERAPISTS IN BRITISH COLUMBIA 

Ident i f j h w E  

Earlier reviews of health care (Foulkes, 1973; Hastings, 1972; Seaton, 1991) show that 

rnany of the regulatory changes implemented in the Heaith ProEssions Act (1996) had been 

under consideration for some the.  The Hastings Report, released in July 1972, recommended 

th development of comrnunity health centers. The report noted that cbanges in professional 

statutes were needed as the curent powers established by regdation limited the use of a wider 

range of health providers and the expandecl use of professional expertise. The Report 

recommended that professional self-regdation should have the sole purpose of public 

protection and should not advance the interest of tbe profiessions. The ratiode for this 

recommendation included the identified codict between professional self-interest and public 

protection, and the many professional and technical groups who had sfrongly expressed that 

their skills were w t  behg used. The report criticized the self-interestedness of professions, 

especially the medical profession When addressing this issue, the authors of the Hastings 

Repon recommended tbat Lay or public members be on regulatory boards and that scope of 

practice definitions be changed h m  rigid and exclusive to more open and aiiowing of a wider 

range of health professionals being able to provide services. This report also recommended 

that the legal des, responsibilities and fiuictions of regulation be as d o m  as possible 

across Canada. Recommendations tiom the Hastings Report incorporated into the Heahh 

Professions Act (1996) include the appointment of lay or public members to reguiatory boards 

and the development of kss fixeci and rigid roles in scope of practice dehitions for health 

professiooals. 

Foliowing the Hi-îstiags Repo~t (1972), the report of Richard G. Fouikes, Heahh 

Securitv for British Columbians (1973), noted tbat prokional regulation in B.C. was 



ûagmented, chaotic, and in some cases, obsolete. The Foukes Report's (1973) 

tecornniendations were consistent with those of the Hastings Report in advising the removal 

of barriers to educational and professional advancement of personnel in the heahh care 

system Both reports outlined the need for specific, weil-dehed regulation of heahh 

professionals in order to meet the overriding goal of public protection. The Foukes Report 

again c o h e d  the sole purpose of reguiation to be protection of the public and that h r e  

must be a clear separation in the roies and functions of professional and regulatory 

associations for this to be achieved. Tbe Fouikes Report mmmended that regulation be 

granted to health professions only if t h e  is a clear danger to public safety. The report tùrther 

recommended the abo lishment of excessively restrictive and narrowly defmed scope of 

practice definitions used by heahh professions. The 14 recommendations in the Foukes 

Report were s d e d  in the Special Report: Consumer Particimtion. Regdation of the 

Professions. and Decentralization prepared by J.T. McLeod (1973, pp.45-47). The Foulkes 

Report's recommendations included that the govemment review al1 existing legislation 

dealig wlh heaith professions, establish a Heahh Disciplines Regulation Board with the 

power to revoke regulations made by professional colleges, and add lay or public memkrs to 

regulatory Colleges. It was recomrnended that the Healh Disciplines Regulation Board be 

composed of appointed rnembers with a fiiu-the chairman. 

The recommendations of the Foukes Report (1973) were fUrther developed in the 

British Columbia Royal Commission On Health (1991) report (the Seaton Commission) 

which again confirmed that: 

... the purpose of self-regdation is to protect the public iiom preventable harm. 
This privilege is granted to a profession by the provincial legislatute. It is a 
social contract between the probssion and the public. It is the property of the 
public the profession ciaims to sem. (p. D-29) 

The Seaton Commission (lW1) wted the lack of consistency among the 16 provincial 

acts in British Columbia that governed beaitj~ care profèssions. Th rpcomrnendatioas oftbe 



Seaton Commission @p. D-29 to D-37) included repealing the Health Professions Act (1994) 

and revise the Act to become an umbreüa act regulatiag al1 of B.C.'s heahh care 

professionals. The Seaton Commission recommended establishing a Heahh Professions 

Council responsible for detennining ifa regulaîory coliege should be established by a heahh 

profession. The Seaton Commission also recommended adopting the approach recently taken 

in Ontario and echoed the Foulkes ansi Hastings Reports in a recommendation to dehe 

scopes of practice in non-exclusive terms with narrowly defined reserved acts. The objective 

of using open scope of practice defrnitions is to decrease the barriers established by 

professional regulation in the utiIization of the skills of heahh care providers. The Seaton 

Commission defined reserved acts to be those tasks or services that present a significant risk 

to the public. Physiotherapists participateci in the public hearings held by the Seaton 

Commission. They informed the Commission members of the aeed for new legislation for 

physiotherapists in British Columbia. 

The Renulat ion of Ph~siothera~ists in British Columbia 

Regulation of physiotherapists in British Columbia began with regulation under the 

Natmpathic Physicians Act (1936). The professional association for physiotherapists was 

involved with influencing the development of reguiatory legislation for physiotherapists. The 

provincial branch of the C d i a n  Association of Massage and Remedial Gymnasts was 

formed on February 10,1927 and the 6rst mual meeting was held on June 7, 1927 (personal 

communication with H. Southard, a physiotherapy member attending these meetings and 

minutes). The national association had been granted a charter on March 24, 1%0. It is 

interesthg to note that the professional association and the regulatory boards that were 

initially formed included both niassage and physiotherapy professions. This early association 



later became the Canadian Physiotherapy Association (CPA). The early minutes show that 

physiotherapists wished to stand alone as a profession and not be regulated by another. 

Southard's summary indicates the 6rst hints of legislative problems occurred in 1936 when 

the new Medical Insurance Act was to corne before the legisiature. The 1937 Canadian 

Physiotherapy Association Annual Report in reference to British Columbia stated: 

1937 will go down in the history of C.P.A. as a banner year. The narrow escape 
from king absorbai by the Naturopathic Physicians Act amendment was aii too 
close for cornfort. Doubtless it will amuse in the members of this association an 
appreciation of the necessity of king strongly organized, not only to protect our 
own interests, but to preserve the highest standards of training and medical ethics 
and loyalty to each other (no pg.#). 

The details on the amendment are sketchy but the annual report noted the amendments 

to the Naturopathic Physicians Act passeci in 1936, arnended in 1937 to include registration of 

physiotherapists and masseurs came to the provincial house in November 1937. (see appendix 

A). A comrnittee of the British Columbia branch of the Canadian Physiotherapy Association 

held an intensive campaign of letters and interviews and involved members of the medical 

associations, officials of the then Workrnan's Compensation Board and legal assistance so as 

to influence the legislation to exclude physiotherapy fiom king controiied by the 

Naturopathic Physicians Act. By order-in-couirü on November 30' 1948, annuhnen of the 

1937 clause in the Naturopathic Physicians Act (1938) reiating to physiotherapy was attained. 

Legislation covering physiotherapisîs and massage practitioners was attained with the 

enacting of Physiotherapist and Massage Practitiowrs Act S.B.C. 1946, c.59. This act 

estabiished the Association of Physical Therapists anci Massage Practitiowrs of British 

Columbia (A.P.M.P.). The establishment of kPA4.P. created a board responsible for 

regulating physhtherapids and massage practitioners, For physiotherapists this established 



separate regulatory and professional associations. Not al1 professions have this division of 

responsibilities within the structures of their associations. 

The Physiottierapist and Massage Practitioners Amendment Act, 1954 c.32, renamed 

the Board of the Physiotirerapists and Massage Praçtitioners, as the Council of 

Physiotherapists and Massage Practitionefs (the Council) ami gave it the p o w  10 d e  

regdations respecting applications, cancellations, suspensions, and reiastatemnt of members. 

The Council was also given the authority to approve sch i s  teaching physiotherapy and 

massage. Aîîaining authority reinforcd the Council' s regulatory power for establishing the 

qualifications required for iicensure in the profession The de finit ions of reg istered 

physiotherapist and masseuse were altered to give registered physiotherapists and masseurs 

exclusive rights to practice in theu respective fields. 

The Physiotkrapists and Massage Practitioners Act (1M6) created an untàir structure 

for the Council of the Association of Physiotberapists and Massage Practitioners, as it 

designateci that the Council be c o p s e d  of six physiotherapy memkrs and thtee massage 

practitioners. This dowed members of one profession vuting power over the other 

profession. Three membership categories were created undet the act: Charteml 

Physiottaerapists, Registered Physiotherapists and Massage M i t  ioners. 

Chaaered Physiotherapists were members of the Canadii Physiotherapy Association. 

The ducational requirement for licensure with A.P.M. P. was a hur-year halaureate 

degree in physiotherapy h m  îhe University of British Columbia, h m  mther university in 

Canada, or equivalent qualifications fiom outside Canada. C h a r t 4  Physiotherapists were 

not to practice except d e r  the prescription, supervision, or direction of a medical 

practitioner. Chartered Physiokapists bisd three manbers sitting on Council and were d e d  



Part One. The abiiity to work only d e r  prescription of a physician is an example of w h  

physiotherapists were subsewient to 8 ~ 1 t h  prohion. The attaining of regulation undet the 

Health Professions Act removed this requirement. 

The Registered Physiotherapists section developed as a result of the demand for 

patients fiom the war to be treated To resolve the personnel shortage, a shortened course of 

training had been established in England. The educational requirement for Registered 

Physiotherapists was completion of a three-year course with a specific number of hours of 

instruction, clinical experience, and successfiil completion of an examination specified by the 

Board of Examiners. Registered Physiotherapists were allowed to practice by direct access or 

without a medical practitioner referral. Registered Physiotherapists had three physiotherapy 

members sitting on Council and were caiied Part Two. 

Massage Practitioners graduated h m  a specified sçhool of massage therapy approved 

by the Council of the Association of Massage Practitioners and Physiotherapists. Until 1994 

there was one private school of massage tkrapy in British Columbia, which offered a two- 

year course. Massage Therapists bad three mernben sitting on Council and were cded Part 

Three. Parts One, Two and Three were also d e d  Sections. 

The Act regulating physiothentpists and massage practitioners was modifieci in 1972 

to incorporate the ducationai requkements and standards for the physiotherapy profession set 

by the professional association, the Canadh Physiotherapy Association. This esiablished a 

professional association role in determining the educational standards for the profession. 

By 1972, the C h a r t d  Physiotherapy section recognized that there were no 

regulations outiining a disciplinary process for theu members. Cornplaints about the 

cornpetence of a member could be received but the legal process and ability for disciplining 



members found guilty was not specüïed by the iegislation. By 1976, the Minister of Heahh 

had acknowledged physiotherapist rquests for updating theu legislation and requested input 

fiom the general membership. Aithough physiotherapists responded to the Minister of 

Health's request, only minor legislative changes were made until physiotherapists becarne 

legislated under the Heahh Professions Act (1996). 

In 1979, the statute was renanied the Physiotherapist Act, RS.B.C. 1979, c.327. By 

this the ,  the statute govemed the professions of massage therapy, physiotherapy, and a smaU 

group of remedial gymnasts. R e d i a l  gymnasts were an occupational group that h d  trained 

in Great Britain and by the late 1970s tbis training course had been discontinued. 

Physiothpists were requesting that the goverment gant them their own statute. They 

wanted massage practitioners and remedial gymnasts to be covered by 0 t h  legislation or to 

be in closed subsections within the statute regulating physiotherapists, Closed subsections 

would mean no tùrther memberships wouid be grante& the current members could either 

upgrade to physiotherapy qualifications or retain theu current registration but be limited in 

their areas of practice. By 1983, there had been several ministers of health but no legislative 

changes. The physiotherapy regdatory board's ability to discipline members bad been tested 

in the legal arena and was fiund to be seriously wanting. Serious discipline problems had 

arisen which were incapable of king resolved with the existing legislation. 

The Heahh Statutes Amendment Act, 1987, c.55, and subseqwntly the Health 

Professions Amendment Act, 1989, c.29 creaîed a separate closed register for cemedial 

gymnasts. This rneant the ümited wkr of remedial gymnasts practicing in British 

Columbia could either wfite the Registered Physiothpist examination and u p d e  to full 

physiotberapy membersbip or stay on a separate register until iheù retirement h m  practice. 



A more significant change oçcuned with the Health Professions Amendment Act (1 989). This 

change was to revise the qualificatioos required for registration of physiotherapists. The 

change enabled the Minister of Heahh to more readily change the educatioml requirements 

for registration. A review of the Council minutes, newsletters, and correspondence with tbe 

Ministry of Health reveals this significant change was d e  because of the critical shortage of 

physiotherapists, particularly in northen and nual areas of the province. Physiotherapists 

were concemed because they felt the govemment would have the potential to d o w  

inadequately trained physiotherapists to work by circumventing the qual i t ions and 

examination pmcess. To avoid the goverment detennining who was qualified to be 

registered to work as a physiotherapist, the Council proposed the use of a temporary register 

to d o w  foreign-train4 therapists to work while completing the required examination 

process. The Council emphasized that it did not want regulations changed to dlow 

temporarily registered therapists to avoid meeting the equivalent to the Canadian ducational 

standards. 

The establishment of the ternporary registration proces helped alleviate the shortage 

of physiotherapists but also raiseci public protection and ethical questions. A therapist granted 

a temporary License did not have equivalent qualifications but wrts allowed to work, o h  in 

sole practice positions, witb tbe sarne responsibilities and liabilities as a fiilly registered 

therapist. Tempocary registration was granted while the tberapists completed th& educatioaal 

requirements. They became full registrants once they had successfully passed the qualifLing 

examination. Som therapists with tempocary registration worked for up to two years and 

either did not complete their education or s i e d  the examination. This raised the question of 

whether there was increased risk of harm to the public by rmt haviug enfiirced the full 



registration requitements at the onset. For example, a physiotherapist with a tempocary 

registration was able to pmctice ami later d e e d  ineligible for registration ifhe or she did 

w t  successfiilly complete the examination process. When this situation occuned it is 

reasonable to conclude that the licensing board was not îulfü1mg its d t e  of public 

protection. 

The Chartered and Registered Physiotherapists Sections continued to ask the 

goverment for updated legisiation to join the two sections and to grant disciplinary powers to 

the Sections. By 1988, the Ministry of Health again requested that physiotherapists develop 

and submit the needed changes to their legislation. In August 1988, the Chartered and 

Registered Physiotherapy Sections submitted to the British Columbia Department of Policy 

and Planning, Ministry of Health, a drafi of new kgislat ion covecing the act, niles and bylaws. 

The drdl legislation incorporaîed the structure and principles of having a College of 

Physiotherapists guvemed by a Board composed of provincial representation as well as lay or 

public representatives. Ttai: propsed legislation included inquiiry and disciplinary procedures 

that would ensure protection of the public by defining standards of praçtice and d e f i g  

qualifications for entry, re-entry, specialization, and continuhg eduçation. 

The following List h m  the Cktober 1990 minutes of the Cbartered and Registered 

Physiotherapy legislative cornmittee summarizes the reasons for asking for updated 

legisbtioa for regulating physiotherapists. 

The October 1990 minutes mted that legislation m B.C. is dfierent h m  other 

provinces in Canada in two mabr aspects: 

1. The Physiotberapy Act reguiates the practice of two disikt  professions of 
Physiotherapy and Massage Practitioners. The Act was hbeled for one protession, the 
Physktherapy .4ct (1946). ,4m,ther profession, the Masseye Practitionem, wu hidden 



in the Act. 

2. The Act pmvided for the registration of two groups of physiothpists d e r  separate 
parts. The distinction b e t w n  Charterd and Registered Physiotbapists bad become 
an artificiai distinction when tbe shortened pst  war course to resolve manpowet needç 
was discontinued. There was no longer any difference in educatbn anci qualitications 
between Chartered and R e g i s t d  Physiotherapists. The ody dietence between 
C hartered and Registered Physiotherapist was that the Physiotherapy Act (1 946) 
allowed Registered Physiotherapists to treat patients withouî a physician's refmL 
Physiotherapists hixi begun to ask fbr this d k t  access to primary care for ail 
regulated members. (no.p.#) 

AmaIgamation of the two parts under a wnnnon act would establish administrative 

efficiency, eliminate unclear divisions between the Councii and the Sections and kilitate 

standardization of scope and standards of practice, standards for ce-licensing and disciplinary 

procedures. 

Prior to king regulated under the Healtb Professions Act (19%), physiotherapists were 

extremely fnistrated with their laçk of regulatory abiiiiy to discipline theu mrnbers. The o1d 

legislation was inefficient, t h e  consumllig, and resuited in delays in molving cornpiailits. 

The regulatory stnicnue of a Council and Sections meant that a cornplaint went through a 

review process at several levels. The iack of abiiity under the old legislation to pmtect the 

public in a tirnely and efficient manner was ilIustrated in the October 1990 brief written by the 

Chartered and Registered Physiotlierapists Legislation Cornmittee. "ûn January 29, 1990 a 

member pIeaded guihy to three of six charges of sexuai abuse and assauh. This was nine years 

der the first investigation" b.2). 

Prior to the Healtfi Probssions Act (1994), the existing legislation did not provide 

mechanism for public review. In requesting updated teguhtion, physiotkrapists had 

identified the need for more open policies and procedures to regulate the profession. 



appropriate cornmittees, including the Discipline Cornmittee, as an important way to increase 

the accountability of the actions of the Board and its cornmittees. 

Under the Physiotherapist Act (1979), consistency in registration criteria for Canadian 

trained and foreign trained physiotherapists was not possible. Physiotherapists had identified 

the need for diBetent classes of regisîrants, including the ability to reghier foreign trained 

physiotherapists white they upgraded to meet the Canadian standards. in addition, consistent 

registration criteria were needed for foreign trained specialists, out of province sports 

therapists, course leaders and students. Physiotherapists also wanted the new legislation to 

include provisions for specitjhg minimum standards of competency for physiotherapists re- 

entering the profession or re-licensing after a lengthy absence. 

Updated legislation was also required because the workplace was changing. More 

physiotherapists were moving h m  public practice to private practice. In public practice 

settings safeguards for public protection such as workplace policies and procedures and 

accreditation of facilities had already been established. Development of enforceable standards 

of practice including standards for equipment, tàcilit ies and business practices were required 

for private practices. The history of the regulation of physiotherapists in British Columbia 

identified the rieed for updated kgishion and by 1989 physiotherapists were infonned by the 

goverment that to attain new legiskition they shoutd consider applyiag to go under the new 

health professions legislation. 

Phvsiotherapists and The Heahh Profèssions Act ( 1996) 

In 1989, the Ministry of Health sta@ h m  the Policy, Planning and Legiskition division 

advised physiotherapists that Bill 91, the Heahh Disciplines Act (1989), would solve their 

legislative needs. The Heahh Disciplines Act (1989) later became Biii 3 1 and was r d  



the Heaith Professions Act (1990). The latest legislation is the Health Professions Act (1996). 

Physiotherapists involved with developing revisions to the Physiotherapists Act (1979) were 

surprised with the introduction of the Heahh Disciplines Act (1989). Physiotherapists feit a 

loss of faith with the Ministry of HeaIth for not king informed in the formative stages of 

developing this legislatioa 

As Chair of the Council of the Association of Physiotherapists and Massage 

Practitioners, Dediluke (1989) summarized the resistance to the new act as members feeling 

misled by Ministry of Health stafX The Health Disciplines Act (1989) looked like our 

proposed Physiotherapy Act right down to the speUing mistakes, yet we bad not been 

informed of this pending legislation while we worked on our proposed new legisiation. The 

new legislation included the same duties and tunctions for the regulatory board, the same 

structure for establishing the tegulatory board and the same inquiry and discipline processes 

we had proposed. The difference was regulation under umbrella legislation, covering more 

than one health profession. This experience contriiuted to physiotherapists' resistance to 

moving under the new act and strengthened the opinion of physiotherapists that any new 

legislation such as the Health Disciplines Act (1989) and the later revised Health Professions 

Act (1996) must include a consultation process prior to implementation of changes. A 

legislated requirement to consuh would increase accouatabiiity by ensuring that a political 

process of education and Iobbying elected govwnment representaîives could occur. 

Physiotherapists wished to amtinue with the responsibility of self-regulation but di 

not initially accept the use of umbrella legislation. They expressed concern that umbrella 

legislation would emde theh self-regulating status by grouping them with 0 t h  pmfessions. 

They further felt the legislation would incfea~e bureaucratie involvement in the regdation of 



heahh prokssionals. Physiotherapists aîîempted to argue that the physiotherapy profession 

had specifk and unique characteristics justifLing separate legislation. Chritian Reuter, Chair 

of the Legislative Cornmittee of the Chartered Physiotherapist Section, in his letter of 

September 6, 1990 to the Members of the Legislative Assembly in British Columbia (Reuter, 

1 M), summarized objections to the act and in the concluding paragraphs of bis letter staîed: 

Bill 3 1 is the anti-thesis of a document on which a self-regulating profession would be 
baseci. It places al1 power outside the health professions and degrades them to the 
statu of unpaid civil servant who are by their choice of profession locked into this 
retationship without escape! 

As the structure and fiuictions of the Heahh Professions Act (1990) became more 

clearly understood by physiotherapists, the advantages of having cunent, defendable and 

enforceable regulatory laws outweighed the fears of loss of powers and status if the profession 

did not have a stand atone regulatory act. Physiotherapists came to accept regulation under the 

new urnbrella legislation. The gaps and inadequacies in the old legislation for physiotherapists 

could be addressed by king regulated under the Health Professions Act (1990). 

The Health Professions Act (1990) sets out a template of delegated reguiation for ail 

health professionais in British Columbia. Umbrella legislation is designed to cover many 

professions and thus provide greater consistency of ngulatory ~ w o r k s  and uniformity in 

the application of governent policy. In this delegated regulatory h w o r k ,  the profession 

itself is granted the responsibility for public protection and is responsible for the costs of 

reguiating the profession. An advantage of a delegated regulatory structure as opposed to 

direct goveniment reguhtion is the direct involvement of the expertise and skills of the 

professions in adminisihg the regdatory responsibilities. 

The two new policies of expaMSed regulatory responsibility for ensuring continued 



cornpetence and the review and change to dehing scope of practk statenients were 

iaiplemented with the Heaith Professions Act (1W). These poiicies were applied to ail 

regulated health professions whether or w t  they were reguiated under the Health Professions 

Act (1994). Physiotherapists had perceived the Health Professions Council a six person 

advisory body appointed by the Minister of Health under the He* Professions Act (1 994), 

to be surother level of government h u c r a c y  that would irnpede self-regulatory actions. As 

more Somation was obtaiaed regardhg the roles and responsibilities of the Heaith 

Professions Council, physbtherapists became more accepting of the d for it. The Health 

Professions Council was given rhe respnsibility to consider and make recommendatbns to 

the Minister of Health on the designation of new health professions questing regulation ancl 

to review the legislative needs and scope of practke of al1 currently regulated professions. 

Encluded in the legislative review for al1 cunently regulated professions was a determination 

of reasons for maintenance of separate reguhion of a profession or whetber the profession 

h u l d  be regulated d e r  the Heahh Professions Act (1996). 

By the time both physiotherapists ancl massage practitioners chose to m v e  under the 

Heahh Professions Act (1990) they were aware that other cmnt ly  reguked professions 

could receive the same recommendation h m  the Ministry of Heahh. Physiotherapists wete 

also aware tbat in Ontario, all regulatd heaIth pmkssions were moved d e r  legistation 

simila- to British Columbia's. The B.C. Ministry of Heahh never advised the physiotherapists 

a d  massage practitioners that t h ~ y  must go under the new legislation. Instead, they were the 

h s t  regdatecl professions to choose to ask the Minister of Health to be reguiated under the 

Health Professions Act (1996). 

While coming to tiae decision to request behg regulated under the H d t h  Professions 



Act (1990), physiotherapists gave extensive kedback on the new legislation. They endorseci 

the need to have laylpublic representatives on the regdatory board and cornmittees but 

disagreed with the power of the Minister to appoint up to 50% of the members on a coiiege 

board. Physiotherapists were concemed that if the nwnber of public members was equal to or 

higher than professionai members, the profession would no longer be selliregulating. Also of 

concern was the cost of the pubticllay member appointments, as the issue of the remuneration 

of public members serving on regdatory boards remaineci unclear. However, physiotherapists 

recognized the value of the inclusion of lay members in the regulatory structure of the Health 

Professions Act (1990). Prior to the new legislation, physiotherapists included public 

appointments to the Discipline Cornmittee and had found the lay member representation to be 

valuable. 

The regulatory responsibility to set entry to practice requirements is important because 

of its effect on the availability and quality of î k  workforce in heahh we. Enforcing entry to 

practice requirements serves to protect the public by assessing practitioner competencies to 

safely perform health services. At the same time the profession may gain advantages by 

controllhg the number of qualifiai pmtitioners able to meet the entry to practice 

requirements. A shorîage or a restriction in the number of professionais c m  be used to limit 

access to services and to establish higher fees. This is an example of where there may be 

conflict between the interests of the public and the interests of tbe profession. 

Physiotherapists believed that educaîionai staadards for the protession should be 

included in the regulatory statute to protect changes h m  king too easily made by the 

government. Discussions in 1991 with Ministry of Health stafFclarified tbat placing 

educational standards at the higher statute level where more legislative control is required 



The mechanisrn of delegated responsibility for ducat ionai stamlards, subject to 
Cabiaet approval, is well-establistied in the legislation for nearly every h& 
profession. To remove this well-established mechankm would certainly be regarded as 
an erosion of self-govemce by those professions. (Süawczynski, 1991, p.2). 

To reiieve the physiotkapists' fear that the Ministry could t w  easily change educational 

standards, it was agreed tint the Heaith Professions Act (1990) would be amended to require 

that notice of aii proposed changes to regdations would be given to al1 regdateci heahh 

profèssions at least three months prior to the effective date of the regulation. This change 

provided assurance to physiotherapists that there would be tirne to tespond and if necessstry 

use political lubbying to influence regdatory changes. 

In moving to regulation under the Health Professions Act (1990), physiotherapists 

were delegated rhe responsibility of establishg the ccgistration requirements for the 

profession This resuhed in the ability of physiotherapists to change requirements to include 

successful completion of a national competency examination Physiotherapists in Canada had 

been actively involved in tiuiding and developing a competency based examination for entry 

to practice. Assessing competency for registration thtough an examination set by the 

regulatory boards is a move away h m  rely ing soiely on academic credentials for 

qualification. Prim to physiotherapists in British Columbia attaining their new regdatory 

framework, Ontario was the ody province with the regulatory powers to require succeçsfbl 

completion of the national examination for entry to practice the profession. 

The decision to use the national examination initiated much debate between 

physiotherapists involved with regulatory duties and physiotherapists representing the 

professional association. The ditkences in opinion on the validity, oust and effectiwness of 



under the Health Protessions Act (1994). These differences in opinion were debated withjn 

physiotherapy meetings, political meetings, and included lobbying the Minister of Heahh. The 

question of who should set the entry to practice standards raises concern about the protéssion 

using regulation to control the number of registered practitioners through setting an 

unnecessarily high or bard to attain standard. Such a standard could affect the availability and 

cost of services. Physiotherapists Uivolved with the regdatory changes had to convince the 

Minister of Health that the use of a national competency examination as a requirement for 

entry to practice as a physiotherapist was wananted for ensuring the competency of 

physiotherapists. 

By March 199 1, the Mister of Heaith, John Jensen, wrote a response to 

physiotherapists' concerns regarding the Health Professions Act (1990). Jenson (1991) 

clarif~ed that although the Act was introduced to focus on new and emerging professions 

aiready regulated professions could also be designatecl under the act. The letter stated that the 

proposais for legislative changes submitted by physiotherapists were ail met in the Heahh 

Professions Act (1990). Even though a profession wanting to be regulated must apply to the 

Health Professions Council for a review of its application, the Minister informeci the 

Association of Physiotherapists and Massage Practitioners that there would be no need to 

apply through the Health Professions Council. Because physiotherapists and massage 

practitionefs would be requesting to move under tbe new legislation, the Minister required 

only a clear statment fiom both the massage practitioners and the physiotherapists agreeing 

to separate regulation and designation under Bill 31, the Health Professions Act (1990). The 

M i e r  wanted asmance that a fi and agreed to separation was occurring between the 

physiotherapists and massage practitiouers. 



Agreeing to bypass the application through the Health Professions Council process 

meant there could be no request for change to the scope of practice of the professions. In 

1994, the Minister of Health delegated the tesponsibility of reviewing the scope of practice of 

al regulated health professions to the Health Professions Council. It was then that review of 

the definitions of physiotherapy and massage scopes of practice could occur and be changed. 

By January 1W2, physiotherapists iovolved with requesting legislative changes and 

the members of the Council of the Association of Physiotherapists and Massage Fractitioners 

had reconsidered the stance of wanting separate legislation and had accepted that regulatory 

needs could be met by moving under the Health Professioas Act (1990). Physiotherapists 

continueci to respond to the evolving changes to the Heahh Professions Act (1990) by giving 

feedback on various issues such as support that the legislation should include a mandate of 

yearly reporting to the Minister of Heahh (A.P.M.P. letter July 29, 1992, to the Minister of 

Health). A.P.M.P. Council accepted that the reporthg pmcess would be participatory and 

wouid provide an opportunity for the actions of the regulatory Coiiege to be monitored by the 

Mùiister of Health, thus maintainhg the goveniment's responsibility to ensure the riiethods 

chosen by Colleges for public protection wete valid and warranted. 

The discussion on appointees continueà and physiotherapists proposed that the 

nwnber of appointees should not exceed 25% of the total board membership, that the cost of 

appointees should be the government's responsibility, that appomtments should be made with 

input fiom the regulatory board, and the appointments should mt  be limitai, as in Ontario, to 

those licensed under the same umbrella legislation, Tbe A.P.M. P. Council furthet 

recornmended that the appointees should have the ability to participate in a valid mannet by 

canying their share of the work and resptmibilities. 



Changes in the Heaith Proksion Act (1990) regardhg lay appointees did occur and 

currently public members constitute one third of the College Boards. The government does 

ask for input fiom the reguiatory bards on nominees but uitimately chooses the appointees 

and the Colleges are responsible for the cost of the public members' involvement. Although 

not set in the legislation, physiotherapists were informeci that Coliege Boards can ask for a 

new appointee if there is a valid reason for hing so, for example, the need to replace a non- 

participating appointee. The pwpose of lay membership on regulatory boards is seen as a 

means to increase accountability of regulatory boards and to increase public protection 

through the active participation of public members in the work of the CoUege Boards. The 

current Health Professions Act (1 996) does wt  define a specific mechanism for lay members 

to report to the Minister of Health. Therefore it is reasonable to ask whether or not there is 

increased accountability for public protection by the appointment of lay members. 

In March 1 993, the individual sections of physiotherapists and massage practitioners 

passed motions to proceed with a request for separation with both professions to be regulaied 

under the Heahh Professions Act (1990). The motion was qualif~ed with the conditions that a) 

amenciments be made to the present act to provide for legislative review of regukitions a .  for 

lay representation of one third of tbe Board members, b) the Minister of Health permit the two 

professions to bypass the Health Prohsions Council application procedure, and c) the çcope 

of practice review be delayed until al1 0 t h  regulated W professions were also rwiewed. 

in 1993, there was cautious acceptance of Ministry of Heahh f d b a c k  that al1 other currently 

reguhted professions requiting sigdicant amenciments to theù legislation woukl alsr, be 

directed to move d e r  Heahh Professions Act Lgislation. The Cbartered and Registered 

Physiotherapy Newsletter (April 1994) suaunarized the decision tbat the Health Professions 



Act (1 990) wodd meet the legislative goals of (a) separation of physioîherapists and mixage 

practitioners fion king regulated under one Act, (b) dgama t ion  of physiotherapy Parts 1 

and iI, and (c) provide updated legislation and bylaws that would aUow for more efficient 

processing and resolution of complaints. 

This decision of the A.P.M.P. Council to m v e  under the new legishion initiated 

extensive debate between the professional association and the regulatory board. Prior to 

physiotherapists becoming regulated by the Health Professions Act (1990) and the subsequent 

revised Act (1996), the pmfessional association and physiotherapy d e n t s  fiom the 

University of British Columbia lobbied Members of the Legislative Assembly and the 

Minister of Health against the A.P.M.P. Council decision to move d e r  the new legislation. 

The concerns expressed by the professional association included fear of losing independent 

legislation for the profession, but the strongest objection was to the regulatory college's 

authority to set the new entry to practice requirement of a competency examination. The 

debate focused on wk tk r  or not the use of a nationai examination process for all new 

registrants was a valid requirement. A criticism of implementing a nationai competency 

examination was the signifcant wst implication for graduaîing students fiom Canadian 

univenities. Caaadian graduates, dong with the foreign applicants, wodd be responsibie b r  

the costs of writing the examination. 

This debate included convening a special general meeting of the Registered and 

Chartered Physiotherapist Sections, several Ministry of Health meetings and lobbying and 

intense debate at the annual meetings of both the regdatory and professionid associations. In 

1994, the Minister of Heahh had become convinced of the right fôr the regulatory board to 

determine the entry to practice requirements but needed assunuice that the students and 



professional association members lobbying him were satisfied. The compromise attained was 

that when the new regulatory College was formed, it would supplement the costs of the 

examination for the fïrst three graduating classes h m  the University of British Columbia. 

This provision of granting a subsidy to graduating students h m  the University of British 

Columbia convincd the then Minister of Heahh, the Honorable Paul Ramsey, that those 

lobbying against the examination process were satisfied. Tbus in the end, the authority of the 

regulatory board to set the ducational qualifications for the profession was upheld and the 

College of Physical Therapy of British Columbia was fonned December 14' 1994 under the 

Heahh Professions Act (1993). 

The debate on the use of a national competency examination for entry to practice 

illustrated where the interests of the profession and those of the public are not identical. It 

relliforced the value of the structure of the Heahh Professions Act (1996) that clearly sets a 

mandate for separating regulatory and professional groups. Such separation allows the 

regulatory board to focus on the manâate of public protection, and the profèssional 

associations to promote professional interests. Physiotherapists and massage practitioners 

aiready had this separation established in 1946 with their initial self-regulating legislation. 

Some regulated professions in British Columbia are not as clearly structured this way. This 

separation of roles increases public protection by reducing the potenth1 for professional 

interests to take precedence over public interests. 

Under the Heahh Professions Act (1990) and the subsequent revised Act all regulated 

professionals must carry liability insurance. This causeci concern on tbe part of the 

Physiotherapy Association of British Columbia and the major union representing 

physiotherapists (The Heafth Sciences Association) in British Columbia. The union held tbat 



physiotherapists employed in institutions where there was a union contract must teceive 

insurance coverage tiom their employer. The College of Physical Therapists deterrnined that 

hospital coverage was neither adquate for individual professional protection nor for public 

protection. The College compromised by accepting that physiotherapist malpractice coverage 

was suscient if verified by the employer. This malpractice insutançe requirement augments 

public protection by recognizing that accidents and negligence are possible and that there are 

means of retribution should these occur. 

Under the Heahh Professions Act (1990) and subsequent revised Acts the code of 

ethics and standards of the profession were included in bylaws approved by an oder in 

council of the government. The pmcess of obtaining bylaw approval includes a review by 

staffof the Health Legislative Policy and Planning Division, Ministfy of Heaith, and the 

requirement that the government pmvide notice of a bylaw prior to king brought forward to 

Cabinet for approval. This notice gives the opportuhity for fèedback to increase the 

accountability of both the regulatory body and the govemrnent in setting standanis that are in 

the interests of the public. Also incluâed is the abiity of the College Board to set clinical 

practice guidelines and advisory statements. Clinical practice guidelies set out specifics of 

clinical practice and by informing the members of the profession of these guidelines there is 

increased regulatory enforceabiiity to ensure k s e  guidelines are met. Advisory statements 

provide interpretation of the code of ethics, standards or clinical practice guidelines and are 

approved by the College Board. Because the College Board bas the power to set clinical 

practice guidelines and advisory statements, these guidelines and statemnts can be more 

readily updated as changes or new knowledge emerges. 

The code of ethics and staadards set by regdation provide guidance and support for 



everyday deçisions in the delivery of health c m .  Tûey outline the responsibility of t k  

professional to be accountable for his or ber actions anci to practice w i t b  bis or her own ievel 

of competence. Colleges enforce the standards by cespondhg to çomplaints by an itbquiry and 

discipline process. The new health proféssions legislation enables a complaiirt to be mlved  

through a more enforleable, consistent and efficient process. In the new legislation, the details 

of the inquiry and discipline processes are c h l y  explained. The processes implemented 

include imvative approack to encourage cornpliance of the practitioner by the use of 

consent orders as weU as encowaging alternative dispute resolution. Coosent orders are 

legally binding agreements between the regulatory bard, the registrant of the profession a d  

the cornplainant on the facts of the compla.int and the a@ upon discipline to be enacted. 

The use of consent orders decreases the need for tirne consurning and costly inquiry and 

discipline hearings and results in speedier resolut ion of complaints. For physmtherapists, the 

use of the new complaint process resulved long-standing probtems Uiherent in the old 

legislation. Use of consent orders duces the costs of lisindling a complaint, but more 

Unportantly for public protection, it applies an a d m i n i i v e l y  fair process that can be more 

rapidly implemented than a full inquiry and discipline process. The Health Proféssions Act 

(1996) d o w s  the Wiry Coramittee of the C o k e  to take th e x t r a o r d i  action of setting 

limits on the ptactice of the regisîrant or by suspendhg the practitioner's registration during 

the investigation or pending the hearing of th discipline cummittee. 

Tbis section sumniiuized tbe historical issues in physiotbetapy regdation and began to 

descr i i  the effeçts of the regdatory chaages tbat ciccurred with the irnplemenîathn of the 

Health Professions Act (1996). T b  two mist significant changes occUrnng with 

implementation of the new act the addition of a new regdatory respnsibility for 



continued cornpetence of the reguhted professional, and the way the scope of practice of the 

profession was dehed. The next chapter wiil analyze the new appmach to defining scopes of 

practice with the subsequent cbapter anaiyzing the new reguhtory tesponsibility of ensuring 

continued competency. 



CHAPTER FIVE 

OPEN SCOPE OF PRACTICE AND RESERVED TITLE 

A scope of practice statement describes what the profession does, its purposes, and 

methods. Reserved titles are the exclusive labels the profession may use for d e h g  itself. 

Ttie Physical Therapy Scope of Practice Review (1998) States the importance of d e h g  a 

scope of practice statement in that it: 

.. .defines the area of practice for which the goveming body must estabiish registration 
requirements ami standards of practice; it defines the parameters of the profession for 
members of the profession, employers, courts and educators; it informs the public about 
the services the practitioners are quaiiied to perform. (p.9) 

In B.C., the Health Professions Act (19%) changes the way scope of practice is detined 

by implementing open, non-exclusive scope of practice definitions and the granting of reserved 

titles. In B.C., the Heahh Professions Council has been assigneci the responsibility of 

reviewing the scope of practice definitions and the use of reserved titles of al1 regulated heahh 

professions and al1 new professions applying for regulation. The review has four ebments: 

scope of practice statements, reserved acts, supervised acts and reserved thles. 

The terms "ceservecl act model" and "controlled act model" are used to describe the 

model that incorporates broad, non-exclusive scope of pract ice statements and narrowly 

defined reserved acts, Reserved acts are those elements of a profession's scope of practice tbat 

present significant risk of harm to the heahh, safety, or well being of the public. Only 

regulated professionals may perform or supervise the performance of reserved acts. R ~ e d  

acts are given to specific professions and may be given to several regulated professions. 

S u p e d  acts are reserved acts performed d e r  supervision of a heahh professional to 

whom a ~esecved act bas been granted as part of his or her scope of practice. Sec Appendix B 

for the list of currently reserved acts in B.C. 



Defininn the Resewed Act Model 

The Health Professions Council's Shared Scow of Practice Model Working Paper 

(1998) clarified the intent of the move towards the use of a reserved act model for defining 

scope of practice. The t e m  of reference recognized that: 

... certain tasks or services performed by a health profession may carry such significant 
harm to the heahh, safety and well king of the public that they should be fe~etved to a 
particular profession, or shared amongst qualified professions. The ody restrictive 
element of a profession's scope of practice will be any reserved acts within that scope. 
(P. 1) 

The Health Professions Council, in determinhg how to mess which acts are of 

significant harm, was assistecl in part by the 1994 Manitoba Law Reform Commission 

Regulating Professions and Occupations. The Health Professions Council accepted three 

principles to use in detennining the seriousness or significance of potential harm to the public. 

The three criteria used are: 

the likelihood of its occurrence; 
r the significance of its consequences on individual victirns; 

t k  nwnber of people it threatens (p. 2). 

During the early consuhation process with the Health Professions Council the College 

of Physical Therapists, almg with the B.C. Dietitians and Nutritionists Association expresseci 

concern about the criterion of the number of people threatened. Tlie professions argued that an 

act should be resewed if even a small number of people are affected. The Heahh Professions 

Council agreed with this concern and determined that not ail three Wors were needed in 

order to reserve an act. 

The Move to ûpen Sco-pe of Practice Definitions 

Implementing a resewed act model for dethhg scope of practice reduces regulatory 

restrictions on providing heahh care services by reduciag the ability of any one regulatory 

CoUege to enforce exclusive license to practice an area of work However, there are diffeting 

social, economic, and political perspectives on the extent to which a reguiated scope of 

practice definition establishm dominance and control over the delivery of health care 



services. Coburn, Torrance and Kaufert (1 983) examine the historical developrnent of how 

medicine attained the stahis of king a dominant profession with restrictive control over the 

activities of other professions and daims to exciusive competence to pm&e dic ine .  

Friedson (1970), in d e m g  medical dominance used the following criteria: 
1. self-regdation over the content of work; 
2. nguiat ion over the tenns and conditions of work, 
3. control over 0 t h  occupations in the division of labor; 
4. and control of clients. (p. 407) 

Ushg Freidson's definition of medical dominance it can be concluded that self- 

regulation of the medical profession in B.C. eaables physician dominance in the provision of 

are. The pwers esîablistied by self-regulatbn enabling the medical profession to place 

restrictions on the division of labor and the content of who can do what work. This dominance 

is a major factor in the current govament decision to change the way scope of practice is 

defined by regulation ami is supported by conclusions of earlier reviews of heahh care in B.C. 

Health c m  reviews in B.C. have recomrnended the change to mn-exclusive scope of 

practice defmitions. The Hastings Report (1972) recommended the development of 

interdisciplinary teams where d e s  and scopm of practice were not m w l y  defined. This 

report concluded ihat m w  scopes of practice defuiitions &ted the professionai's 

application of skilk and is contrary to tbe public interest in that such definitions l i i  the 

supply of k l t h  case providers and consumer arxessibility to services. Similarly, McLeod 

(1973) concluded that regulation that unduly cestricts a profession's scope of practice is 

contrary to the public interest of wanting greater supply and accessibility to skilled personnel, 

and the ability to have greater f l e x i i i  in the utiliiion of diiffint l d t h  disciplines. The 

Seaton Commission (1991) conchided that existing legislath goveraing health proféssions 

creates ongoing jurisdictioaal disputes ad lack of coopemtbn between health professions. In 

mnmarkhg th& hdings, the Commission stated: 

According to a number of profesimnal associations and unions, scopes of ptactice - 
w h  is allowed &O do what to wbom and d e r  what circumstances - are a source of 
wnnict. Yow subniissbns a h  state t h ,  wntracy to tbek purpose, present kgislation 



and regulations govemhg the care of health professions tend to protect the profession 
at the expense of the public (p.19). 

The Seaton Commission recommended a move to open scopes of practice statements 

and concluded that: 

... exclusive scopes of practice shuld be m w e d  to focus on preventing harm, as has 
been initiated recently in Ontario. We believe that more appropriate, cost effective and 
timely heahh care couki be provideci to more paîknts if B.C. were to follow the 
Ontario initiative. 0-33) 

It is too early to detennine if the move to using open scope of practice definitions wili 

result in appropriate, cost effective and tirnely kalth cm.  There is continuai tension in 

balancing the use of regulation to ensure cotnpetent beaith care providers and the effect of 

regulation on the supply and cost of care. 

The Effect of Im~lementing (&en Scope of Practice Defmitions 

It has been explaineci that Unpiementhg a reserved act mode1 reduces regulatory 

restrictions on the provision of health senices but that proféssions which are granted reserved 

or controUed acts do have the potential to use the reserved act to set restrictions on the 

availability of manpower, services and costs of services. 

The use of an open scope of practice definition recognizes that more tban one 

professional group bas the skiils and lmwledge to provide heahh care services and reduces 

claims by any single profession of having exclusive cornpetence to perfonn heaith services. 

This approach should result in a more flexible and efiient use of health worken, and 

potentially in increased cost efféctiveness. Expancüng the a b i l i  of a range of health care 

practitioners to provide health services and enabhg owrlapping cornpetencies does not solve 

turf protection and inter-professional competition. Regdatory ability to protect turf is 

reduced but the heahh deiivery market wiil stili face interdisciplinary compet ition issues and 

there will be ongoing questioning of who is competent to provide the services. 

implementation of the resewed act mode1 fer defining scope of practice allows a 

greater range of health pmkssionals to fully use theu training, expertise, and skills. This 



expanded ability is influencing changes in the education of health care prohionah. One 

example is in the development of physiotherapy and rehabilitation assistant programs. 

Another is in the move for a W e r s  level degree as tbe entry to practice quicement for 

physiotherapy. 

The difficulty for the public is how to determine which profession is best qualifieci to 

provide a specific health service. An example of how using an open scope of ptactice 

dehition can cause contiision in understanding the choice of services and competencies of 

the heahh care providers is seen with the Heahh Professions Council's recommeitded scopes 

of practice for massage therapists and physical therapists. The scope of practice definitions 

proposeci for the two professions are very similar with the exception of which reserved acts 

are given to a profession It was recommended that massage therapists not be gnuited any 

reserved acts as none of the acts performed by massage therapists meet the criteria of 

signifiant risk of harm to the public. The reserved acts proposeci for physical therapists are 

those actions that meet the criteria of risk of harm (Appendix C). At the time of this writing, 

these statements have not yet been finalized and will undergo fivther review prior to king 

incorprated into the legislation. 

The Massage Therapy Scope of Practice Review preliminafy report released in 1998 

defines the practice of massage therapy as: 

the assessrnent of the sofi tissues and joints of the body and the treatmnt of 
dysfiinction, injury, pain and physical disorders of the soft tissues and joints prirnarüy 
by manipulation to develop, niaintain, cehabilitate or augment physical h t i o n ,  to 
relieve pain and promote heahh. (p. 3) 

The Physical Therapists Scope of Practice Review P.C. 1998) preliminary report 

defines the practice of physicai therapy as: 

the asessment and treatment of the neuto-musculas ad cardioresphtory systems of 
the human body by physical or mechanical means for the purpose of maintenance or 
restoration of fiuiction that bas been impaired by injury or disease, for pain 
management and for promotion of mobility and beaith. (p.3) 

la readhg these two definitions it is difficult to discern the diffèreme between a 



massage practitioner and a physiotherapist. Because the statements are open and generic in 

nature it is important when nvaking decisions on choice of care to discm who can best 

perform the services, the qualifications needed to provide the services, and the standards of 

practice of the profession, It is also important for the public to know which professions are 

regulated, thus being a s d  that the professions are enforcing acceptable standards of 

education and practices. How the public will know wbich profèssions are regulated is yet to 

be determined. 

The reserved act which physical therapists argue d s  to be included dong with the 

proposed reserved acts is the abiiity to conclude an assessment with a physical therapy 

diagnosis. Other professions kluding nursing are arguing that reserved act of diagnosis must 

be granted to professions other than medicine. Nurses and physiotherapisîs argue that 

concluding an assessment with a diagnosis determined within the cornpetencies of the 

profession occurs in everyday good practices as a necessary step in determining the rnost 

effective treatments to provide. Being unable to do so impairs tbis process and continues 

physicians' dominance in the delivery of heahh care. This limitation is contrary to the given 

reasons for implementiag in regulation tbe use of open scope of practice definitions. As the 

Health Professions Counçil has not yet concluded the review of scope of practice, this issue is 

undetennined. 

Tbrough the implementation of the reserved act d e l ,  the investigation of complaints 

against a practitioner shifts in emphasis h m  looking at whether or not the practitioner was 

working within his or her scope of practice to focusing on tbe harm that occurred and the 

competence rquired for the practitioner to perform the action. There will siiU be regulatory 

control over the reserved acts and complaints may corne hrward regardhg practitioners 

perforrning reserved acts that are not granted to theif profession. Tbe shiA to the focus on 

harm is due to the wide m p e  of acts that are not reserved ad the ability of these acts to be 

done by both reguiated d nomregulated camgivers. What arises with tk change is a 



heightened need for the regdatory structure to establish defensïble and enforceable standards 

of practice. To this end the Health Professions Act (19%) incorporates cunent principles of 

administrative law for establishing regdations to set and enfbrce the standards of practice of 

the professional. 

The ability of regulated professions to enforce siandards of practice was recently 

upheld in a court decision between the CoUege of Physical Therapists of British Columbia 

and CoUege member C. Eng. (British Columbia Supreme Courts (2000) Carolyn Eng. v. 

CoUege of Physical Therapists.) in this judgment the petitioner argued that the CoUege had no 

jurisdict ion to discipline the petitionet. and could not enforce the professional standards as 

they were not approved by the Lieutenant Govenior-in-Council. This argument fàiled based 

on the Health Professions Act (19%) ss.33 h u g h  ss.39, which States that the College, on its 

own motion, may investigate a practitioner in regards to professional misconduct. There is no 

requirement to legislate conduct by way of the act or by way ofthe bylaws in order for the 

CoUege to have juridiction over the conduct of the physiotberapist. This judgment referred 

to a long standing state of the taw occurring as fiir back as the turn of the century quoting: 

Chrichton (1 SM) 1 3 O.L.R. 27 t , (DC) at 284, the court Md: Impliciî in the concept 
of a profession is the existence of standards which are benchmarks for the practice of 
the profession, The standards may be wriîten or unwritta lhey may or may not be 
prescribed by the governing statute or regdations (Eng vs. CoUege of Physical 
Therapists, 2000, p.@. 

The ability to enforce standards of practice is reinforced by this court decision. The 

Heahh Professions Act (1996) updates the process of imlujr and discipline to enable the use 
. . of current principles and policy directions of adminisiraiive law. 

Establishing standards of practice by regdation is linked to defïning the competencies 

of practice for professionals. The d e m g  of cornpetencies and standards of practice has 

heightened the need for regulators to use evidence-M siandatds of practice in determinhg 

whether or not there was harm or incornpetence on the part of the practitioner. The heightened 



system was supported by the 1997 National F o m  on Health, Creating a Culture of Evidence- 

Based Decision Making in Health. The Forum recommended "Canada must move quickly 

towards an evidence-based system and to put into place the necessary resources to build a 

more effective and efficient W t h  system" (p.35). In regards to evidence-based practice, the 

National Forum on Health recommended "licensing bodies incorporate the use and 

development of evidence-based clinical practice guidelines into standards of care required of 

members" (p. 33). To be valid evidem-based clinical practice guidelines need to mcorporate 

the best evidence to date and be established with ongoing processes for review and updating. 

In 1996, the Canadian Physiotherapy Association developed a discussion papa on 

clinical practice guidelines (CPA, 1996). The introduction to this paper noted that a variety of 

factors and environmental forces ifluence the development of clinical practice guielines and 

the evaluation of the effectiveness of using such guidefines. Th development and use of 

evidence-based clinical practice standards for regulatory purposes is affected by the gaps in 

and limitations of current research on standards of care and the lack of knowledge as to 

whether or not clmical practice guidelines are the most effective means h r  ensuring 

practitioners provide the best care. Aithough tbere is a shifi m regulation towards definhg 

professional competencies and the use of evidence-baseci practice guidelines, regulation does 

not determine the effectiveness of a treafment. Another consideration in the use of clinical 

guidelines is the abiiity ofthe guidelines to be relevant for diering protessional knowledge 

and approaches to the provision of are. Professions will incorporate evidence into their 

practices in difîering ways. 

Despite the possibilities of aîîaining public protection through professional regulation, 

tbere are lirnits to public protection idment in the stnicture of professional self-reguiation 

The self-regdatory powets to ensure professional cornpetence are only applicable to the 

registrants of the CoUeges. Thus, if the petson performing the semice is not a regulated 

professional, other legal means must be available for the public to use ifbarm occurs, ûtbet 



public protection strategies include the qualifications required to obtain a busiuess license and 

the setting and enforcement of standards of care by those funding the care. The public can 

also be pmtected by the use of the legal system to determine injury or h a m  Utilizing these 

other means of liability and risk management strategies raises the question of who should be 

responsible for enforcing professional standards, the professions through self-regulation or 

these other means. Setting and enforcing standards of care allows the profession to have 

power and control within the health care systen The extent to which professions should have 

this control is part of the ongoing debate on the purpose and value of professional self- 

regulation. The implementation of the reserved act mode1 for definhg scope of practice 

reduces regulatory control in one area, but power and control is retained through the 

regulatory ability to set and enforce standards of care. 

The reserved act mode1 for defining scopes of practice increases reliance on the ability 

of consumers to make uiformed decisions about theu care. However, complete reliance on the 

ability of consumers to determine the best praçtitioner for their needs is not desicable. There is 

a wide range of capabilities among the people who utilize health services. In addition, 

consumers are king asked to make decisions when il1 health places them in a vulnerable 

position. Consumers have the challenge of dealiag with a large volume of knowledge and 

interpreting the validity of that knowledge. For these reasons, govemments bave accepted that 

the need for self-regdation is necessary to pmtect the public. 

Reserved Tales 

Under the Health Professions Act (1996), the Health Professions Council may 

recommend to the Minister of Heaith that m regulating professions under the Act, one or mre 

titles should be used exclusively by the registrants ofthe regulated pmtéssion. GiMng title 

protection is one way of mforming the public of a professionai grouping, but it is questionable 

as to how the public knows which titles are protected. 

The current use of titles does not tell the public which professions are ceguiated, what 



services they can expect or whether or not the person is qualified to provide that service. The 

consistent and valid use of titles and labels to designate a profession or the cornpetence of a 

professional is important for public protection so the public h w s  the type and quality of 

senices to be received and can have confidence that they are receiving care fiom the 

profession of theu choice. The Seaton Commission (1991, D-34) recognized the confùsion for 

the public in the use of the ternis "registered" " licensed" or 'ccertified" and recommended that 

the use of these terms be prohibited by any health professional unless that use has been 

approved by the Heahh Professions Council. In the review of scopes of practice and the 

designation of titles, the Heaith Professions Council to date bas not made consistent 

recommendations for the use of the registered, licensed or certified titles. The government 

also allows the use of titles without a registration pmess. An example of this is social 

workers, where, currently registration is on a voluntary basis. 

The use of reserved titles can be confùsing for the public when a professional 

designation is also used as a descriptor for the service king provided. There are many 

examples where other professions and caregivers use the tenn physical therapy: ''1 am doing 

my physical therapy", instead of; " 1 am doing my exercises p r e s c n i  by my 

physiotherapist." In the submissions to the Health Professions Council, naturopaths and 

chiropractors indicated theu rnembers are trained in providing physiotherapy. While their 

members may use cornmon procedures such as electrotherapy, exercise and manipulation, 

physical therapists contend that members of these Colkges do not practice physical therapy. 

To ceduce this confiision, physical therapists have strongly urged a policy change to protect 

professional titles d professional designations. This has not yet occurred. ûther professions, 

including respiratory therapists and occupational therapists, fâced with similar conhion on 

the use of terms, have tried to address this by using federal legislation and applying to 

trademark or patent laws to regulate the use of tenns labelhg the profission or describig the 

services provided by the profession. To date, these applications are still king considered by 



the federal government. What continues to be important for public protection is resolving the 

use of titles and terminology in order to establish a clear and consistent nornenchture that is 

understood by the public. 

Summarv 

Implementation of the resewed act mode1 for defining scope of practice bas tbe 

potential to remove unjustifed regulatory restraints on the ability of profèssionals to use their 

knowledge and abilities to provide heahh care and reduces but does not absolutely resolve the 

extent to which the scope of practice definition establishes regulatory control on the delivery 

of health care. The Health Professions Act (1996) diminishes the medical dominance of 

physicians but does not eliminate this dominance. 

The implementation of open scope of practice definitions for the regulated heahh 

professions allows the public more choice but places an increased reliance on them to be 

informeci. The change in defming what a professional is able to do fiom restrictive and 

exclusive t m  enbances the need for regdation to define and enforce the competencies of 

the pmfessional. This means that aitainhg public protection requins a supporthg legislative 

framework with the power to establish and enfocce valid standards of registration and 

practices. To this end, the Heahh Professions Act (1996) estabüshes a fiamework of current 

enforceable regdatory law induding a new reguhtory responsibility of ensuring continued 

competency of the regulated heahh professional. 

Although the Heahh Professions Act (1996) euttbles the granting of reserved titles for 

regulated professions, there temains a lack of clear and consistent use of titles and labels to 

describe heahh professional services. This lack of clarity in use of title ad labels and the 

dficulty in kmiwiag the competencies of dEerent protéssions makes it ditlticuh for the 

public to k w w  who is best qualitied to perform specsc W h  services. 



CHAPTER SIX 

ASSURING CONTINUING PRACTITIONER COMPETENCE 

One of the newer reguiatory responsibiliies assigned in 1993 for all self-regulated 

professions in B.C., including physiotherapists, is tk responsibiiiiy to ensure a professional's 

competence throughout his or her cateer* Regdatory tesponsibility for continued competence 

resulted fiom ongoing recognition by goverment and the public that competence of the 

professional needs to be rnonitored on an ongohg b i s  to ensure quality, safety and public 

protection. 

A review of the policies and practices b r  physiotherapy and other professions shows 

that the continuing competency requkrnent is not unique to B.C. as iî is king added to 

regulatory acts in other provinces and countriea In Canada, Ontario was the h s t  province to 

put this regulatory responsibility in its legislation. In the United States, tbe report of the Pew 

Health Case Commission-Task Force on Health Care Regulation (September 1995) 

recomrnended each state should "require the development, implementation, and evaluation of 

continuing competence requirements" (p.5). In response to this recommendation, the 

Federation of State Boards for Physical Therapy appointed a task force on continuing 

competency in 1998. The task force report, Contiming comoetencv. A discussion oaper, 

reieased in April 1998, discusses the need, and possibk meaas, to develop a national 

consensus on how regdators can work t o d  easuting continueô competency. 

In Canada, an implication of the provincial trade agteements is the need to determine 

equitable, tramferable, and defensible entry to practice and continuing competence 

requirements for professional regulation. Nationally, the Alliance's 1998 strategic plan 

includes the mandate to build a natiorial cousensus and strategy to meet this continuing 

competency responsïbility of the provincial reguiatory colleges. The CoUege of Physical 

Therapists of B.C. is supportive of the need for a nationai approach for ensuring continuhg 



competency. 

The Health Professions Act (19%) dekgates d e r  the duty and objects of a College 

the responsibility '?O establish and maintain a continuing competency program to promote 

high practice standards amongst registrants" (Section 15.1.2 (e)). There is also the duty to 

establish, monitor and enforce standards of education and qualifications for registration and to 

establish, monitor and enforce standards of practice that enhance the quality of practice and 

d u c e  incompetent, impaireci or unethical practice amngst registtants. Thus, the ampetence 

of the practitioner is approached withh the statute iiom three directions: a continuing 

cornpetence program, registration standards, and standards of practice. 

Attaininn Continued Cornpetence 

There are many unanswered questions about the most effective means to attain 

continued cornpetence. Recently, Braham and Williams (1999) prepared a survey report, 

Licemure. certification and continu in^ combeteme ~mctices ammg Canadian remlateci 

professions. In this survey, 155 professions responded h m  the 343 professions who were 

asked to parîicipate. Ninety-five percent of respondents indicated that the rpason for 

irnplementing a continuing competency program was public protection Of the 12 assessment 

methods surveyeâ, the most cornmon approaches taken included continuing education and 

self-assessment. The authors stated: 

Interestingly, these two approaches were ranked the bwest for satisfaction, indicating 
a growing realization that while easy to impkment, these two approaches have not 
been very effective in meeting their designed pirrpose of protecting the public. In 
contrast, assessment centers and computerized examinations were the least common 
approaches to current assessment, but were the two methodobgies that received the 
highest ranking of satisfaction ip.2). 

The process of developing a viable contirtuhg competency program provides an 

opportunity for self-regulated protéssions to research factors tbat influence a proféssiod's 

competent performance over the length of his or ber career and to use knowledge to niaximize 

the probabiy of public protection and provision of quality tsealth care. There is the need to 



detemiine professional cornpetencies, ways of measuring cornpetence, ami the effectiveness 

of continuhg cornpetence activities on Uicreasing the quality of health service. 

The move to establish a program to ensure oontiuued competmy does mit replace the 

ditional regulatory responsibility to handle cornplaints by an inquiry and discipline 

approach for protecting the public h m  incornpeteut practitioners. A ceplatory Coiiege has 

the duty "to superintend the pcactice of the pmfèssion" and '?O esiablish, monitor d enforce 

standards of practice to enhance the quality of practice ad d u c e  incompetent, impaired or 

unethical practice amongst registrants" (H.P.A. Section 15.1(2)). Tbe addition of ensuring 

conthued cornpetencc recognizes that attaining quaiity of practice only by smrching for those 

professionals whose practice is not competent ("the bad app1es")cioes mt affect the majority 

of th memben of the profession This conclusion is iüusûatd by teviewing the cornplaints 

dealt with by physiotherapists in B.C. In 1998, the total number of physiotherapists registered 

in B.C. was 2255, including 72 student registrants. in 1998, the tegulatory bard for 

physiothpists dealt with 54 complaints. Of these 54 complaints, 33 were outstanding 

complaints fiom previous years and 2 1 were complaints received in 1998. In 1997 tbere were 

20 new complaints. The number of compkis carrieci forward was a resuit of the 

hadequacies in physiotherapy regulatory legislation prior to going under the Health 

Professions Act (1996). The move to the new legishion has enabled the CPTBC to resolve 

these complaints. Thus, the number of complaints received relates to only about one percent 

of the regisliiants. 

Continuim Compettenc~ is mt an Isolâted Regmnsibility 

The Health Professions Act (19%) sets the expectation that tbe profession's regulatory 

and professional roks are to be distinct and separate, yet in the area of competency thse are 

both separate and overhppmg roles for the individual professioml, the regdatory college, the 

profissiinal associations, the academic educators, and the employas or flladets of care. The 

reguiator is respoasible under the Act for ensuring eatry to preçtice ad continukg 



competency; the prof ssional association complements this by its responsibility for enhancing 

competency, and the educators are responsible for the provision and deveiopment of 

education The pmfessionals theruselves have a responsibility to be competent, while the 

employer/fÙnder is responsible for ensuring those they employ or fimd are keeping up to date 

and competent in the services they provide. 

Entry to practice competencies and continuing competencies are strongly linked to the 

extent and quality of the professional's education. For public protection, it is necessary to 

ensure that the standards of education resuh in competent professionals. There is a range of 

approaches to ensuring quality of educational programs, including replation by govemment 

and mandatory or voluntary accreditation progranis. For physiotherapists, the use of a national 

entry to practice competency examination bas a feedbaçk loop to the university program. In 

addition, university physical therapy programs also participate in an accreditation process. 

It is a responsibility of the Health Professions Council to investigate and '70 ascertain 

what education programs exist in the province or elsewhere for the proper education and 

training of persons with respect to the practice of the heahh profession and evahiate the 

content of those programs" (H. P.A. 9, (2), (1)). Defining what is proper education and 

training is a complex task that depends on many factors, including the validity of the 

knowledge king taught, the scope of the knowledge obtained, and the methods of assessing 

wtiether what is taught is l e a d .  It is important to note this is a potentially strong power that 

bas been granted to the Heahh Professions Council and perhaps is an example of where the 

impact of delegating a regdatory responsibiiity has not been fiilly thought out. It is not clear 

how the Council will assess educational progtams, and discussion has not occurred regardii 

whether or not it is appropriate for the Councii to have this regulatory responsibility. 

Wih regard to the proposeci scope of pcactice proposal of massage therapists in B.C., 

physiotherapists expresseci concem about the regulation of private p s t  secondary scbools in 

B.C. and the potential conflicts in the accreditation processes cumntly in use. Detailed 



discussion of validity of education programs, the mix of privateiy aad publicly tiiaded 

education progranis, and marketplace cornpetition in the delivery of ducation is beyond the 

scope of this thesis. I t  is important to note, however, the lhk b e n  fegulation and 

education and the responsibility of the self-regulated profession to assess entry level and 

continued competency. 

k u s e  hnders of health a r e  (including the govemment) want to fund competent 

and quality c m ,  they are naturally interesteci in the cornpetence of heath care pmviders. in 

determinhg the standard or quality of care, there is potential conflict between regulators and 

fundas because regulators are responsible for setting standards for entry to practice, 

continued competency and services. Those fiinding W h  care may hold the view that 

regulators establish standards that are not affordable on an ongohg basis. Funders may wish 

to modiQ these standards because they want to enhance profits or stay within budget. This 

conflict enhances the need for regulators to defend anci validate the reasons behind the 

standards. 

The A~proach Taken bv tk Coliege of Phvsical Tbemists of British Columbia 

The Quality Assurance Cornmittee (QA) of the CPTBC has been assigneci the 

responsibility of deveioping a program to assure continuhg competency. The QA cornmittee 

is composed of coliege board members, a representative of the provincial professional 

association, and members h m  the academic conwunity. 

The QA Cornmittee bas approached the rnatter of ensuring cornpetence througbout a 

career by reviewing the many different approack tbat exist and developing basic guidhg 

principIes. The issues a r o d  deIivering çontiauiag competency programs are compIex and 

there are no clear methods to ensuce competence. The approacbes collsidered were 

profèssional portfolios, seLf-assessrnent itistruments, professional certificaiioo, continuhg 

education (mandatory and voiuntary), re-admuiistra . . tion of entry level examhations, 

administration of mid-career examinations, peer teview, practice reviews, use of staadardized 



patients and cases, and computer-baseâ client simulations. 

The QA Committee reviewed the range of approacbes to continuing pmfessioaal 

competency summarized by Barnhiii (1997) as a continuum h m  the bbangel's-tnist-me" 

model to the "insect's-show-me" model. The "angel's- trust-me" model is based on self- 

evaluation, where the role of the regulatory college is to encourage competence. The "insects- 

show-me" model is based on ce-certification examinations and prescriptive continuing 

education cequirernents. The "ht-show-me" mdei assumes that some pmféssionals will 

not be appropriately motivated to maintain competence, thecefore the shared responsibility of 

the regulatory college and professional, The "angels-trust-me" model is based on the 

assumption that aii professionals are motivated and will do what is necessary to maintain 

competence. 

Sheets and W i  (1996) proposed ushg a system of markers and indicators that 

licensing boards could use to identm practitioners d o s e  performances were below accepted 

standards. The methods of determining which practitioners are at higher risk of working 

below acceptable standards is an area where the QA Cornmittee sees the need for fiuther 

research. The QA Committee felt that the currently available cornplaint statistics are 

inconclusive in determinhg indicators of professional practice below acceptable standards. 

Having a system of markets as to which practitioners are at higher risic for performance below 

standards woukl be helpfiil for determinhg which practitioners would require p a t e r  hllow 

up by the regulatory board. 

Physiotherapists did not choose mandatory continuing education as a method for 

ensuring continueci competence. The effectiveness of voluntary a d o r  mandatory continuing 

education for continued cornpetence and inmasimg quality of care is debatable. The rationale 

used to defend voluntary continuing education is tbat a professionai's choice whethet to take 

courses should be respecteci and that d a t o r y  contiming education is contrary to ad& 

learning principles. An advantage of d a t o r y  coatinuiog education is the abiiity of the 



regulatory board to masure attendance and to potentially judge which educational activities 

are to be of benefit to the professional. 

More research into the relationship between continuing education and competence is 

necessary because of the current legai duty of reguiatory boards to ensure continued 

competence. Current means of evaluating tk outcome of continuing education ranges h m  

docwnenting attendance, to having participants give opinions on the educational activity to 

attempting to measure changes in practitioner cumpetencies such as attitudes, skills and 

know ledge. The highest level of evaluation is assessing the impact that continuing education 

has on practitioner behavior and the provisions of quality health case. Changes in professional 

behaviors are difficult to dernonstrate empirically, although performance measures such as 

patient satisfaction surveys d fùnctional assessrnent techniques of treatment outcornes are 

evolving. To this end, measuring effectiveness of treatment using outcome measures 

continues to be a professional deveiopment focus in current physiotherapy publications and in 

workshops sponsored by the physiotherapy professional associations. 

Other approaches used to promote learning or to identie the need for learning include 

feedback, peer reviews, mentoring, administrative guidelines and rules, financial incentives, 

performance assessments audit procedures such as chart audits, and office record reviews. 

Each of these approaches bas strengths and limitations for motivating the professional to 

change or irnprove his or her practice competeace. 

Upon reviewing the above methoâs, the CPTBC concluded that a quality assurance 

professional portfolio mode1 should h used to ensure continuing competency. The proposed 

quality assurance program is similar to pgrams king devebped for other regulated 

professions. It establishes a proactive and supportive approach to fostet growth and 

development of professional practice and enables adquate separation h m  the disciplllaary 

complaints-driven system. The portfolio approaeh is des igd to guide the self-assessrnent of 

professionai practice. The intent is to provide twls whereby the regulated professionai wiil be 



able to reflect on his or her professional practices, ident* leaming needs, develop learning 

goals, select an approach to learning, complete the learning activity, and evaluate the impact 

of the learning on his or her identifid goals and learning needs. The content of the portfolio 

consists of past and present experience, curcent career stahis, professional strengtbs and 

weaknesses, and short and long term cateer goals. 

There is a iündamental debate about the effectiveness for ensuring competency with a 

voluntary or mandatory program Physiotherapists bave detennined that an element of 

compulsion is required and thus a ünk to the inquiry and discipline process is necessary. It is 

proposed that this link would be used when a practitioner does not complete his or her 

portfolio to a satisfactory level or i f k r e  is an identified risk to the public. Ifeither scenario 

occurred, the inquiry and discipline process wodd be used to suspend or limit the 

practitioner's registration. The objective of the continuing competency program in using a 

quality assurance approach is not to cortect the behaviors of incompetent practitioners by 

punitive rneans, but to provide the tools for fostering the continued competence of al1 

prsrct it ioners. 

The QA Cornmittee suggested the professional portfolio incorporate a section where 

the physiotherapist is asked to look at his or her practice status and to take stock of the 

environment in which he or she lives and work. This is because one's work environment and 

personal circumstances may affect cornpetence. It is arguable that the public is not adequately 

protected by professional regdation as there are environmental fàctors that potentially impair 

the ability of the professional to perform services within the standards set by the professional 

regulations. Kushner (1992) proposes that the causes of poor quality of care cm be identified 

by looking at the efficiencies of how care is provideci and the effect of the regulatory 

standards of the individual professionals providing the care. 

Evaluatïng the work environment raises rhe question of how extensive the regulatory 

CoUege's role should be in assessing and infiuencing work environments. This is again a 



balance of power question and relates to bow or if a College should have involvement in 

negotiating andfor mandating work-setting influences on the standard of are. The Coilege's 

regulatory responsibilities are d i i t ed  at the proksionai, not at the employer or funder of 

care, but if the professional cannot meet his or her Coilege standards because of the work 

setting, it is plausible that CoUeges wilt be petsuaded to have greater involvement in this area. 

The choice of ushg self-assessrnent in the professionai portfolio acknowledges that it 

is the tesponsibility of the individual practitioner to ensure his or her own competence. This 

individual responsibility is one of the fhctors used to define a professionai. Critics of this 

approach challenge the abitity of the professional to engage in critical reflection and have 

insight into his or her behavior enough to determine his or her leamhg needs. An advantage 

of this mode1 is how it incorporates a range of ways to keep knowledge and skills up to date, 

thus respecthg individual leaming needs and overcoming the probkm of access to continuhg 

education opportunities. This approach is remedial and proactive rather than punitive and its 

irnplementation appears to be affordable. 

Ahhough the College bas accepted the use of a professional portfolio to ensure 

continued competence there remains many unanswered questions about the standards and 

measurement toois used. The Coüege realizes that ongohg research is required to determine 

what compromises a satisfactory portfoiio and how to ded with unsatisfactory portfolios. 

There needs to be continued research h o  the effectiveness of wing a professional portfolio 

approach to ensuring continuai cornpetence. 

It is too early to determine if this new regulatory responsfiility will be effeçtive in 

enhancing the quality of health care and protection of the public. G. Debling (personal 

communication, 1998) has assisted other industries in developing self-assessrnent cominuing 

competency toois. He reports that an early result of tbe follow-up d y s i s  of professional 

portfolios or diaries indicates increased kmwledge of the standards and poiicies of the 

prokssion and increased application of the poiicies resuhs in improved d c e  provision 



In summary, the new regulatory responsibility ter ensuring continuing competency bas 

introduced to regulaton the abiüty to develop a proactive, preventative appmach to ensuring 

competency throughout the career of al1 tegulated pmfèssionals. Tbe desued oideome of this 

new regulatory responsibility is improved quality of care. The implementation of the 

continuing competency requirement could also result in collaboration between professional 

associations, regulators, educators and fùnders with a result of improved quality of c m .  

The punitive complaints and discipline approach affects only a few inwmpetent 

practitioners whereas the impact of an effective continuing competency program will affect 

a11 regulated members of the profession. As stated by Steinecke (1996), 

... the developrnent of effective continuing competency programs may be much more 
effective than the whole of the complaints, discipline and fitness to practice activities 
of the College, and it will likely be more cost effective as well because it does not 
involve hearings. (p.9- 1) 

The development, implementation and eventual outcorne meamernent of the 

effectiveness of continuing competency programs has become a curtent hcus of research 

driven by the change in regulatory policy. Tbere are researchable questions on competency, 

leaning and retention of knowledge, skills and abilities, and on the effect of practice 

environments on professional competence. The effect on public protection of implementhg 

the regulatory responsibility to ensure competency throughout the Mespan of the 

professional's career has yet to be researched. 



CHAPTER SEVEN 

CONCLUSIONS 

Self-regulation of the health professions affects the supply side of heahh care services 

and is only one of many factors that interpiay to affect the quality ofheaitb care. It is a 

significant factor because many aspects of the delivery of heahh care are dependent on the 

qualifications and availability of care providers. Governments estabiiih the reguiation of 

professionals with the overall objectives of public protection and direction of the quality of 

health care. Reguiation establishes mechanisms for the enforcement of standards of practice 

for professional behaviors. The need for professional self-reguhtion is based on the imbalance 

between professional and public knowledge and the service relationship between the health 

care provider and the consumer of service. Although self-reguiation of the professions is for 

public protection, the granting of regulation to the professions does give power and status to 

the professions. These powers may be used in the best interest of the professions and not in 

the best interest of the public. In the development of regulatory kgislation it is this tension 

between professional control and interests anci public interests that directs policy decisiuns on 

how to regulate the professions. 

The historical summary shows that poticy changes cm take a substantial amount of 

t h e  to hplement and thus highiight the significance of the current changes. Several decades 

of health reviews (Foulkes Report, 1973; Hall Commission, 1964; Hastings Report, 1972; 

Pew Commission, 1997; Seaton commission, 1991) lud identifid the need for regdatory 

reforms. AU reviews identi6ed the need for regulatory refom because reguhtion hm an 

impact on professional control of the avaiiability, cost and quality of M h  prodets. 

Changes in regulatory poticy are also king driven by an inctease in expectahns by 

the public for accountability and responsiveness of professionals and the he& care system. 

Professionai kwwledge establishes a power reiationship between the consumer and the 



professional. Illich et a1 (1 977) discusses professional power as king different tkom otbr 

occupations and defmes three types of professional authority: 

. . .the sapient authority to advise, instnict and direct; the moral authority tbat makes its 
acceptance not just useful but obiigatory; and charismatic authority that aiiows the 
professional to appeal to some supreme interest of his client that not only ouîranks 
conscience but sotnetirne even the raison d 'etut. (p. 17- 18) 

The regulation of health care professionais teinforces the chacteristic of a 

professional to use autonomous jdgments and to contml his or ber work. How a pkssionai 

gains exclusive rights to nianage his or her work is documented by Friedson (1 970). Using 

Friedson's (1970) definition of medical dominance it can be concluded that the establishment 

of self-regulatory powers has an efféct on the division of labor and the content of who can do 

what work. The current regulatory change to using open scope of practice definitions and the 

resulting ability for more consumer choice is changing the dynamics of professiod authority. 

It is still too early in the implementation of these changes to detennine where the balance 

between professional power and the effect on the consumer will evolve, but it can be 

concluded there is a shift to more consumer choice which is resulting in a questionhg of 

professional authority. 

The Hedth Professions Act, RS.B.C. 1996, c. 183 implements substantive changes in 

the regulation of health professionals in B.C. The new act was 6rst introduced in 1990 and 

evolved with changes into the cunent 1996 legislation. This legislation estabtishes a new 

structure of umbreüa legislation that includes a policy shif? fiom restrictive or exclusive scope 

of practice definitions to defining scope of practice by the use of an open merved act mode1 

and a new reguiatory responsibüii to ensure continued competency. The traditional 

reguiatory functions of setting standards ofqualifications to practice the prohion and 

enforcement of minimum standards of practice using a compiaints and d i s c i p h  proces are 



stdardized and retained in the new legislation. 

The case study of the regulatory history of the physiotherapy profession in Bitish 

Columbia documents the evolution of regulation for a health profession and shows the need 

for and effects of the current regulatory reform. Physiotherapists in B.C. became regulateà 

under the Health Professions Act in December 1994 as one of the first previously self- 

regukted heahh professions to go under the new legislation. The new legislation provided 

physiotherapists with a much needed cment regulatory h e w o r k  to enforce the standards of 

practice of the profession It removed the subservient role requirement to ody work under 

medical prescription and enabled separating the joint regulation of massage therapy ami 

physiotherap y under one regulatory act. 

The findings of this study show that incorporated within the self-regulatory umbrella 

legislation are methods of increasing consumer focus, accountability, administrative 

eEciency and appropriate division of power between professionai boards, reguhtory boards, 

and the government. The government bas chosen to use delegated umbrella legislation to 

establish a self-regulating structure where the professions themselves administer the 

regulatory law. Administrative eficiency is attained by the move toward uniform regulatory 

language and the use of templatel urnbrella legislation in which al1 self-regulated professions 

have simiiar legislative duties and fùnctions. 

Accountability to the public bas k e n  aîtained througl~ the appointment of lay or 

public members to the regdatory bards. Accountability is also increased by the Iegislation 

incorporating the principle that al1 regulatory board members, both professiod and public, 

have the responsibility to reguhte in the public interest rather tban in the interest of the 

profession. In regards to the appointment of lay members the physiotherapy profession chose 



to set in their by laws a Limitation on the length of the temi of appointments of hy members. 

The rationale for this decision was that turmiver of hy members would fàcilitate greater input 

of public concem. The Health Professions Act (19%) does not set the length of t em for 

appointment of lay rnembers but leaves this to each profession to estabiish in their bylaws. 

ûther accountabiîity mechanisms Uiciuded in the new act are annuai reporthg to the 

Minister of Health and mandated malpractice insurance to be carried by al1 health 

professionals. The annual reporthg provides a method of informing the Minister of reguiatory 

actions and can be u x d  to alert him or ber to changes in regulation that rnay be required in 

response to changes in the delivery of health care. The Act, however, does not speciS. the 

infomtion to be reporteci to the Minister nor whether there will be checks to see if the 

regulatory boards are perforrning k i r  hnctions. 

Granting professional self-reguhtion reinforces tk concept that aîtaining regulation is 

a natural step in the development of a profession and establisfies status and powers for the 

regulated profession. To balance this concern, the new Act retains a consumer focus by 

establishing a defùied method for profèssions to appiy for regulatory statu. Self-regdation is 

granted only when the public interest is serveci by doing so, and when the advantages cleariy 

outweigh the disadvantages. Establishing this process reduces the p o t e d  of using political 

influences to attain regulatory status and thus increases the accountability of the regdatory 

structure. The responsibility hr determining iîa heabh profession should be recommended 

for regdatory status is g iven to the appointai Hdh Professions Councif established under 

the new legislation. It is important to note h t  the need for public protection criterion irsed by 

the Counciî does not ioclude detennining the effectivem of the beaith çare semMces nor 

which profession is better qualifieci to perform the services. In determining which professions 



are to be granted reserved acts, the Couacil does need to deteruine if the profession is 

qualified to perform the reserved act. In selecting one profession to be qualifieci to perform 

reserved acts over other professions means the Councii is determining which professions are 

better qualified. The determination of the qualif~cations by the Health Professionals Council 

does place the responsibility with an appointed board with expertise instead of decisions being 

made by politicians. 

In granting self-regdation to a health profession, the goverment bas specified the 

appropriateness of division of juridictions and k t i o n s  between the professional and 

regulatory groups within a profession. The regulatory College's sole responsibility is 

administration of the regulatory regime in the interest of the public. There can no longer be 

joint professional and regulatory boards where there is potential conflict between the interests 

of the profession and the interests ofthe public. For both physiotherapists and massage 

practitioners, separoition of the regubtory and profèssional association boards was already 

estabiished. 

The move to utilizing a reserved act mode1 for de6ning the theope of practice of health 

professions removes unjustified barriers to health c m  services and thus changes the 

relationships between heahh professions. The study rpveals that the move to the reserved act 

mode1 enables more health professiomis to fiilly use k i r  knowiedge and skills to provide 

care and reduces, but does not eliminate, the ability of any one profession to control an area of 

health services. It is important to note tbat in B.C. it bas not been maadated tbat aU 

professions be regulated under the Health Professions Act (1996), but all prokssions are 

undergoing a review of their scope of practiçe. Tt is anticipated that the recommetsded 

definitions of scope of practice, once determined by the Health Professions Councii, wîil be 



given to the Minister of Health for reguiatory changes in ail licensing acts whether or not the 

profession is regdateci d e r  the Heahh Professions Act (1996). A similar standardization 

occurred when implementing the reguhtory responsibility of continueci competency as this 

requirement was placed as an amendment in al1 heahh professions' regulatory acts. The use of 

the reserved act d e l  to d e h  scope of practke reduces regdatory barriers to the utihtion 

of professionals but, dependent on which reserved acts are granted to a profession, the granted 

reserved acts still allows a profession to tetain coritrol over services. 

Although physiohrapists have been designated to have some reserved acts that are 

detennined to have significant risk of harm, a large part of physiotherapy practices are SM 

competencies with utkr heahh care providers. The tesetved act mode1 for defùiing scope of 

practice appears to do little to decrease physician monopoly over services. The medical 

profession appears to k granted al1 the conmlled or reserved acts, wbich will continue to 

reinforce the traditional hiemhy of physician coniml. Rappolt (1999), in analyzing the 

teserveci act mode1 for de-g scope of practices, states: 

However, by cucumscniing medicine's formally al1 ençompassing and exclusive 
scope of practice, it has ken possible br other professions to encniach on medicine's 
traditional do main. (p. 1 2 1) 

Not gtanting diagwsis as a mewed act to professions sucb as nursing and 

physiobrapy Limits k s e  professions' ability to bave sbared coqetencies in the delivery of 

ôealth care and places a batriet to the fiil1 utilization of proféssiod competencies to pvide  

care. Physiotùerapists and other professions includiag nuising are arguing that the re~ecved 

u t  of diagwsis must be granted tu professions oiher tban medicine. It m k argueci argwdt 

concluding an assessrnent fi a diagnosis detemzined wahin the cornpetencies of the 

profession occurs in everyday goad practices as a neçessary step in detenninmg th mst 



effective treatments to provide. Wihout this ability limits are king set on the services that 

can be provided. As weI1, the imbiiity to conclude an assesment with a diagnosis coatinues 

physicians' dominance in the delivery of health care. This limitation is contrary to t k  given 

remns for irnplementing in regdation the use of open scope of practice dehitions. As the 

Health Professions Council has nat yet concluded the review of scope of ptaçtice, tbe 

resolution of tbis issue is yet to be detemined. 

Although the new legislatmn makes significant changes br regdation of h d t h  

professionals it is stiü very dificult for a rnemk of the public to know how to evaluate the 

quality of the health services they receive. The legislation is silent on bow to Uicrease 

efficiencies in the delivery of care and how to detemine the mst cost effective mix of heahh 

care provider to be used. The new regdatory regime dues sbifi increased responsibility to the 

consumers and funders of health care to rnake informed decisions in choosing health care 

services. This study identified that there are barriers tu effective public understanding and 

ability to make these decisions. There is an imbalance of knowldge between kalth 

professionals aiid cotlsumers and tbere are wlnerable consumers who may riot be able to 

make sufficiently informed decisions. In balth c m ,  consumers have a d h c t  &ce 

relationship wiîh professionals and usually oeed services at a t h e  when r e l i c e  on the 

professional's knowledge and ski11 is paramount to their weU-king. 

The utilization of open scûpe ofpractice definitions establishes the potential for an 

increased range of services to be provided by a wider range of both regulated and unregulated 

care pviders. There are ody a few reserved acts kld exclusive to designated profèssions. 

Ahwing unregulated caregivers to prode beahh case services f h k r  phces the 

responsibiiity of assessing quality of care whoUy onto the consumer a d o r  on the fiinder of 



the care. The new hrmwork bas hast been ùnplernented long emugb to evahiate wkther this 

difi to increased consumer responsibility for decisions will tesuh in tiarm to the public or if 

is m u &  consumer awareness and knowledge to d e  informed decisions. 

The resuit of having oniy a few reserved acts is a &fi towards determining 

incompetent practices of a regulated professional by ha* enforceable standards of practice 

within the regulatory structure. The ability to enforce standards of practice is enhancd by the 

new iegislation incotporating current ptinçiples of administrative laws. For physiotkrapists, 

this was extremely important k a w  of the outdated nature of their old legislatin. 

The value to consumers, ernployers and M e r s  of heahh care services of using 

regulated prokssionals is enforcement of entry to practice, continuhg competency 

qualifications and standards of pmtice d e r  which the professional works. The answer to 

the question of how the consumer will know wtao is or is not regulated is still unclear. The 

rmew act incoprates a process of designating professional tiîle(s) but this alone does mt 

provide enough information to tbe conswr to know whether a givea prokssional is 

regulated and Hhat ttiat means in terms of services that the consumer can expect. 

The updated regulatory structure incorporates the necessary tools to carry out 

regulatory responsibilities and is set to ensure that ihe activities of regdatory boards are 

effective and coordiited in the interest of the public. The Act establishes the ability for the 

CoUege Board to set and enforce staadaràs of praçtice at several leveh. The process of 

dealing with compkinîs and discipline is updated with ciurent due process laws tbat will 

increase efficiency and provide a process where cornplaints are investigaîed and resohred in a 

m e r  that is satisiactory and credible to the public. The traditionai regdatory fiinctions of 

estabiishing and enfôrcing entry to practace competencies and the approach for deaihg with 



incompetent practices by using a complaints and discipline system remains iacorporateà into 

the new regulatory h e w o r k .  

The new legislation clearly sets that it is the responsibility of the Coilege to establish, 

monitor and enforce standards of education and qualifications for registration. The meam to 

enforce qualifications for registration are by setting entry to practice standards, including 

examination and approval of educational programs. This responsibility to set entry to practke 

standards provides for the consumer an assurance of competency of the care provider. 

Through regdation under the Health Professions Act (1996), physiotherapists in British 

Columbia moved to using a national competency examination for entry to practice. Currently, 

changes are occurring in establishing, monitoring and enforcing stanâards of ducation. 

Potential issues that require tllrther study include the validity of current accreditation 

programs, how quality and standards are enforced for private andior for profit educational 

programs, and how much control the profession, the Heahh Professions Council or the 

government should have on setting the educational requirements. 

A significant change with the new act is the regdatory responsibility to ensure 

continued competency throughout the career of the regulated professional. There are many 

unanswered questions on the development, implementation and eventual measurement of the 

effectiveness of continuing competence programs. The effectiveness of the r eguh to~  cbanges 

implemented with the Health Professions Act (1996) will be detennined over time by 

measuring whether the public is protecteâ h m  harrn and whether there is enhanced quality of 

health care. Measures of effectiveness could include measures of heahh status, nieasures of 

quality of care and outcornes, d y s i s  of cost effectiveness and eficiencies in the use of 

health we mpower,  aati accountability measures such as the number of complaints 



received by Colieges. 

The governinent policy implemented with the Health Professions Act (1996) is for 

individual professional regulation d e r  an umbreiia framework statute. The new legislation 

sets a template for d professions but retains for each profession a separate College. The 

govemment also established a set of mode1 or template bylaws to be used by ail regulated 

health professions. The use of consistent or similar bylaws raises the question of whether or 

not public protection is best achieved with profession-specific standards or if it is feasible and 

more effeçtive to have generic standards for ail professions. Support of the use of common 

standards reflects an acceptance of the premise that ail professions will base their code of 

ethics and standards of practice on agreed upon evidence of vaiid practices, and on the values 

of society in which the professional is practicing. A move to generic standards presumes tbat 

there are no differing views among the professions. Such a move could become a way of one 

profession dominating the standards of care and imposing one professional view of client and 

health care situations onto other professions. There are multiple iàctors to consider in how 

widence relates to actud practice, a most dominant iàctor king defining dnerences in 

professional philosophies and treatment approaches. 

Govemments have historically kept the regulation of heahh care plans, delivery sites 

and bealth care protèssionals separate. It is increasingly important to ask if the lack of 

integration arnongst these systerns of regulation contriiutes to a lack of coordination and 

inefficiencies, thus &ting the quality of heahh cm.  The irnplementation of ensuring 

continuhg cornpetency requirements has increased heahh policy debate around the influence 

of professional regulation in the stnicture of the work environment. Professional self- 

regulation is established in recognition that the profession has the expertise to determine 



standards of care, but the impact on the work environment of enforcing these standards 

acutely raises the question of whether the standards are there to protect the public or to 

promote professional control of the work place. 

Trade agreements such as the Agreement on interna1 Trade (AIT) are creating moves 

towards standardkation of reguhtory hctions and this may encourage a move towards joint 

professional regulation where several professioas are regulated under one reguiatory board 

d o r  a move to a national regulatory tiamework. Some of the strengtbs of arguments for a 

national fiamework inchde increased uniformity of standards and enforcement, elimination of 

multi-jurisdictional regulatory expenses and increased mobility between jurisdictions. Some 

possible weaknesses of a national regulatory framework include the potential of greater costs 

for administration and enforcernent and decreased responsiveness for consumer protection 

because of the size and scope of the responsibilities, Any change to a national regulatory 

kmework would need to address the jurisdictional issue of the Provinces' responsibility to 

reguiate health care. 

It is also w m t e d  to consider a policy option of consolidating professions under one 

regulatory board instead of discrete individual CoUeges. Prior to going under the Health 

Professions Act (1996) massage therapists and physiotherapists were regulated under one 

board. Unàer the new legislation separation was attained. A loss with the separation is the k t  

that massage therapists and physiotherapists no longer meet routinely at the same regulatory 

table where tbere is the potential to address issues of inter-professionai rivalry. Both 

professions have lesser resoutces to t'und regulatory duties. With the current move to d e m g  

open scopes of practice and similar overlapping cornpetencies between the two professions it 

is arguable that joint reguhtion could enable greater consisteacy in the development and 



enforcement of common standards of practice. 

Issues for fiirther study include a continued need to examine the outcorne of 

professional regulation on public protection, quality of heahh Services and costs in delivery of 

health care. It is an ongoing question as to whether or not professional regulation is the most 

effective way for govemments to protect the public and to direct the provision of quality 

b l t h  care. Tied closely to this question is the evolving determination in society of what 

constitutes acceptable, affordable and effective beaith care. The granting of self-regulation to 

a profession does not mean there has been a determination of which services are necessary, 

nor whether the services are effective. Of the many fàcets to be examineci in determinhg 

effective regdatory policies an important facet is the characteristics of professional 

dominance and the nature of professionalism. The balance between self-regulation enabling 

professionals powers to dominate or control areas of work and the need for public protection 

rernains an ongoing issue. The basic question remains: Who benefits the most fiom 

professional self-regulation- the public or the profession? 
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APPENDIX A 

The Act Respecthg Naturopathie Physicians was passed 1936, amended 1937 

for the registration and admission of Physiotherapists and Masseurs. Regulations passed in 

1938. 

Abridged 

Part il of the Regulations covered Restrictions for Physiotherapists and Masseurs as follows: 

19.(1). No physiotherapist or masseur shall undwtake the treatment of any ailment, dise=, 

defect of disability o f  the human body except d e r  the prescription of  a physician legally 

qualified in the Province of British Columbia to diagnose and prescribe tmment for such 

ailment, disease, defect or disability. 

(2) No physiotherapist or masseur shall make or attempt to make any adjustmnt of any bony 

structure of the human body. 

(3) No physiotherapist or masseur shall use any form of medicated bath except by prescription 

or under the direction of a registered physician. 

Appointment o f  Physbtherapist for Examinations. 

(20) The Board of  Natmpathic Physicians, for the purpose o f  such examinations of 

applicants for registration under ihis Part of the Act as a physiotherapist or masseur, may 

appoint fiom tirne to time a tegistered physiothmpist to mist the Board of Examiners in the 

examination for such applicants. 

Penalties. 

(23) Any pemn registered under this Part of rhe Act who comrnits any breach thereof or who 

wilhlly or Msely pretends to be a physiciaa, doctor, or assumes any thle, addition, or 

description other than 'registered physbtherapist' or 'registered niasseut' as the case may b, 

shaU be liable, on su- conviction to pay a penalty not exceeding one hundred dollars mir 

kss than twenty-five douars d may be suspended or removed h m  ibe register by the 

h a i d .  



The regulatmns fimkr dehed a physiothetapist as: 

24. 'Physiotherapist' for the purpose of this Act, stiall mean any person wtm practices therapy 

by means of manipulations, mechanistic, hydro, thermo, heh, or electrical mebds for the 

tmtment of any ailment, dise=, defect, or disability of the humau body, but who Qes not 

diagnose nor prescribe. 

Quafifications were defined as: 

26. Any person, king twentysne years of age, on satist).ing the h a r d  of Naturopatk 

Physicians as to moral character, may register d e r  this Part of the Act as a 'physbtherapist' 

provided such applicant has passed the Junior Matriculation in British Columbia or its 

equivdent, aad has taken a four-year course in training in a college approved by the Board of 

Supervision, consisting of: 

(a) Three years' training in such fidamental studies as elementary physics and chemistry 

(preferably taken in the high-school course for matricuhtion), anatomy, physiology, 

personal and community hygiene, elementary nursing principles, elementary nursing 

mehds, bandaging and first ad, ndimenîs of elementary psychology, ethics of 

nurshg, foundaîional princ iples of preventative medicine (suscept ibilit y, immunity, 

protection, elementary general brtcteriology, (infection and inflammation), elementary 

pathology, diseases amenable 10 treatment by massage (passive, active, controlied 

movements, gymnastic exmises), technique of massage, usage of assisting mettiods 

(baths, kat, iight, ekctricky, instrunients, and mechanical appiiies), special 

massage (medicai, surgical, orthopaedic, pediatric). 

(b) One years' training in the special branches of massage, and gymnastics f a schoal of 

bahhg for that purpses appmved by the Board of Supervision, and passes such 

examinations as may be prescri'bed by the Board of Examinen. 

Physiotherapists ami Masseurs wiU also by reguiahn 30 denied the right to vote at any 



meeting of the Association of Naturopathie Physicians and by regulation 31 fom 

advertking that they treat any specific disease. 



APPENDIX B 

PROPOSED RESERVED ACTS IN BRITISH COLUMBIA 

1. Communicating to the individual or his or her personai representative a diagnosis 

identifjing a disease or disorder as the cause of systems of the individual in 

cucumstances in which it is reasonably foreseeable that the individual or his or her 

personal representative wili rely on the diagwsis. 

2. Performing a procedure on tissue beiow the demis, below the surfixe of a mucous 

membrane, in or below the surface of the cornea, or in or below the surfaces of the 

teeth, including the scaling of teeth. 

3.Setting or casting a liacture of a bne or a dislocation of a joint. 

4. Moving the joints of the spine beyond the individual's usual physiological range of 

motion using a fast, low amplitude thnist. 

5. Administering a substance by injection or inhalation. 

6. Putting an instrument, hand or finger 

i beyond the extenial ear c d  

ii. beyond the point in the nasal passages where they nomlly narrow 

iii. beyond the lamyx, 

iv. beyond the opening of the urethra, 

v. beyond the labia majora, 

vi. beyond the anai verge, or 

vii. into an artificial opening hto the body. 

7. Applying or ordering the application of a h m  of energy prescribed by the 

regdations under this act. 

8. Rescribiig, dispensing, selling or compodhg  a drug as defined in clause 1 13(1) 

of the Dnig and Pharmacies Reeulation Act or supervising the part of a pharmacy 

where such drugs are kept. 



9. Prescrîbing or dispensing, for vision or eye problems, subnonnal vision devices, 

contact lenses or eye glasses otfrer than simple magnifiers. 

10. Prescribiig a hearing aid for a heating impaired person. 

1 1. Fitting or dipensing a dental prosthesis, orthdontic or periodontal appliance or a 

device used inside the mouth to pmtect teeth h m  abnoml fwctioning. 

12. Managing labour or conducting the deiivery of a baby. 

13. AUergy challenge testing of a kind in which a positive resuh of the test is a 

significant allergic reaction. 



APFENDIX C 

PROPOSED RESERVED ACTS GIVEN BY THE HEALTH PROFESSIONS COUNCIL 

FOR MEMBERS OF THE COLLEGE OF PHYSICAL THERAPISTS OF BRITISH 

COLUMBIA 

Performing procedures below the dennis for purposes of acupuncture for the 

management of pain and or/mrmalization of physiological functioning of the 

wdiotespitatory and wurorrniscular systems to be granted to members of the College 

of Physical Therapists of B.C. 

Moving the joints of the spine beyond the bits the body can vohmtdy achieve but 

within the anatomical range of motion using a high velocity b w  amplitude thrust: 

Putthg a finger(s) beyonâ the anal verge for the purposes of mving the joints of the 

spine beyond the b i t s  the body can voluntarily achieve but within the anatomical 

range of motion using a high velocity low amplitude thrust; 

Putthg an instrument beyond the point of îhe n a d  passages when they rmrmally 

narrow, b o n d  îbe pharynx, or into an artificial opning into the body for the 

purposes of brachotracheal suctioning; and 

Administering on prescription, by inhalation or instillation, a rnucolytic agent, 

brorachodilator, or analgesic solution listed in Schedule 1 or iI of the Pharmacists, 

Pharmacy Operations and Drug ScMuling Act. P. 3-4 




