To Zero:
Independent Report of the Minister's Task Force on the
Prevention of Sexual Abuse of Patients and the
Regulated Health Professions Act, 1991

I am extremely proud of the dedication, expertise and calibre of the
professionals who work within Ontario's health care system. But
my top priority as Minister is to protect the safety and well-being of
Ontarians, which is why we have asked the task force to take alook
at the existing legislation to help prevent and deal with cases of
sexual abuse of patients by regulated health professionals.
- The Honourable Dr. Eric Hoskins,
Minister of Health and Long-Term Care

In each of these agencies, I am vulnerable.
I may be asked questions about my medical history; I may be asked
to remove some or all of my clothing; I may be touched in ways that
feel personal. The system breaks down if I cannot trust that each
and every person working within the walls of that agency will treat
me professionally.
-Patient

The re-victimization occurs when they seek redress or justice and
here it's the imbalance that is really striking in terms of access to
resources... Why should taxpayers support only the doctors - how
is this patient-centred? How is this just?
- Michael B. Deeter, chair of the board, Patients Canada;
former Deputy Minister of Health
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Letter of Transmittal
December 15, 2015
The Honourable Dr. Eric Hoskins
Minister of Health and Long-Term Care
Government of Ontario
Since your appointment of this independent task force, which commenced
on January 5, 2015, we have taken a patient-centred approach to reviewing
the Regulated Health Professions Act, 1991 (RHPA) to assess whether it and
related laws, policies and programs in Ontario uphold the standard of zero
tolerance of sexual abuse of patients — as you requested.
Soon after we began, the Honourable Roy McMurtry, regretfully, resigned for
health reasons, reducing this expert panel from three to two. We appreciated
the benefit of his contributions to developing our work plan, and we have
been determined to deliver on the task you entrusted to us. We also wish
to express our appreciation for the resources provided by your ministry to
ameliorate some of the pressure on this task force. In the first six months of
2015, we heard from over 100 patients and presenters at public and private
hearings, roundtables with experts in law, health policy and advocacy, faculty
and students at five universities in Toronto, Hamilton, Ottawa and Thunder
Bay. As well, we engaged with:
• health regulatory colleges and professional associations representing
regulated health care professionals, as well as individual professionals;
• patients who have experienced sexual abuse by regulated health
professionals;
• organizations representing individuals who have experienced sexual
abuse, sexual assault or other types of sexual violation;
• institutions in which regulated health professionals are employed or
hold privileges to practise.
The sexual abuse of patients is a complex problem, and complex problems
require complex solutions. Our recommendations to you are interlocking
and multi-sectoral in nature, situated within an ecological human rights
framework. Access to justice for all is a strong theme in this report.
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This task force was given the mandate to “examine the existing legislative
scheme under the RHPA and provide advice and recommendations with
respect to modernizing and reinforcing the province’s ongoing commitment
to a zero tolerance policy for the sexual abuse of patients by regulated
health professionals.” As well, the task force was asked to “undertake its
work bearing in mind that patient experience is its primary focus, while also
respecting the fundamental guiding principle set out in the RHPA regarding
the self-regulatory model for all health regulatory colleges in the province.”
In conveying our findings to you on “patient experience,” we are of the
opinion that those from whom we did not hear from is also an important
consideration. For example, although we consulted experts based in both
urban and northern Aboriginal communities, we did not hear directly
from any patients of Aboriginal origin. As well, we heard from very few
patients who moved to Ontario from other countries, or patients living with
disabilities. Nor did we hear from patients who self-identified as lesbian/gay/
bisexual/transgender/queer.
Reform of the self-regulatory model as it pertains to the sexual abuse of patients
is central to the substantive changes that this task force recommends as crucial
for modernizing and reinforcing Ontario’s ongoing commitment to the zero
tolerance of sexual abuse of patients by regulated health professionals.
Upholding the standard of zero tolerance requires ongoing, courageous
ministerial oversight with sustained silo-crossing within government and
across various sectors of Ontario society. We believe that this government,
under Premier Kathleen Wynne, with you as the Minister of Health and
Long-Term Care and in cooperation with key Cabinet colleagues, can achieve
what no other government has for patient safety and protection.
The media’s freedom to question access to justice for sexually abused
patients has alerted the public’s perception of the issue repeatedly in the
25 years since it was first raised in Ontario and the first task force was
formed. While this is a cherished freedom in our democracy, government
must do much more than rely on the media as the primary mechanism for
transparency and accountability in patient safety.
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In this independent report, entitled To Zero: Independent Report of the
Minister's Task Force on the Prevention of Sexual Abuse of Patients and the
Regulated Health Professions Act, 1991, recommendations are predicated on

transparency and accountability in responding to the pressing need for
immediate substantive changes and in sustaining the multi-sectoral reform
necessary to achieve zero tolerance of sexual abuse of patients in Ontario.
We are all patients. Patient safety is key to public safety.
We thank you for this opportunity to serve the interests of public safety and trust.
Sincerely,

Marilou McPhedran,
Task Force Chair

Sheila Macdonald,
Task Force Member

Task Force Chair Marilou McPhedran; Minister of Health and Long-Term Care Dr. Eric Hoskins;
and Task Force Member Sheila Macdonald.
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Mandate
At the request of the Honourable Dr. Eric Hoskins, Minister of Health and
Long-Term Care, the task force was asked to review the implementation
of the Regulated Health Professions Act, 1991, to ensure that its legislative
measures were appropriate and effective.
As part of this appointment, the task force was asked to provide advice and
recommendations on how to strengthen the legislation in order to reinforce
the province’s zero tolerance policy on sexual abuse of patients by regulated
health professionals.
Specifically, the task force was asked to provide advice on:
•
•

•
•
•
•

the current definition of “sexual abuse” contained in the legislation;
the disciplinary orders that may be imposed by health regulatory
colleges against members who have been found to have sexually
abused a patient;
support tools for patient victims of sexual abuse;
mandatory reporting requirements with respect to sexual abuse of
patients by regulated health professionals;
ways to further encourage and support patients who report incidents
of sexual abuse to health regulatory colleges; and
aspects of college discipline proceedings and other college processes.

Please see Appendix A for the full Terms of Reference.
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Executive Summary
On January 5, 2015, the Minister of Health and Long-Term Care, Dr. Eric
Hoskins, appointed this independent task force to review the Regulated
Health Professions Act, 1991 (RHPA) and to provide advice to him on how
best to reinforce Ontario’s zero tolerance standard on the sexual abuse of
patients by regulated health professionals. Mindful of Premier Wynne’s
whole-of-government response to sexualized violence and harassment
launched in December 2014 to address sexualized violence and harassment
in Ontario, and of the Patients First: Action Plan for Health Care announced by
Minister Hoskins in February 2015 (shortly after this task force commenced),
our analysis and recommendations in this final report encompass what was
learned from patients and heard at both public and private hearings. It also
encompasses the specialized knowledge that was shared with us by task force
advisors and by invited participants at consultations in several parts of the
province.
These voices, taken together, inspired the crosscutting theme of genuine
access to justice for patients that is fundamental to our recommendations.
Every patient in Ontario — that is, every Ontarian — has the right to safety
in every interaction within the health care system. Our recommendations
are geared to patients being able to live that right — every time they seek
care.
The need for significant changes was apparent throughout this process. Far
too often, the health regulatory colleges have been unable to uphold the
zero tolerance standard, and far too many Ontario patients do not have
confidence in the current system.
There are particular concerns in our review, including the exclusionary
definition of “patient” in disciplinary proceedings that, in our opinion, did
not meet the zero tolerance standard; that colleges are using their discretionary
authority to find health care professionals guilty of lesser charges, such as
“professional misconduct,” instead of fully exercising their authority under the
RHPA to find them guilty of the “sexual abuse of a patient”; and the overall
lack of support from colleges for patients through the reporting, investigation
and disciplinary proceedings in sexual abuse cases. As well, it was apparent
that many health professionals (as well as health professional students and
health care organizations) have limited or no understanding of their legal
Executive Summary
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duties under the RHPA to responding when patients report, or professionals
suspect, sexual abuse.
Of grave concern to us is the inequity for patients in the justice process.
Michael Decter, a former Ontario Deputy Minister of Health and Long-Term
Care, reported in public to this task force on the millions of tax dollars that
go into the defence fund for Ontario’s medical doctors each year, and how
this can tilt the scales of justice. He noted that “The re-victimization often
occurs when they seek redress or justice and here it’s the imbalance that is
really striking in terms of access to resources.”

Contents of this Report
This report comprises the Letter of Transmittal from the task force to
Minister Hoskins, an executive summary, seven chapters and ten appendices,
including a summary of the recommendations, in Appendix B.
Chapter 1 provides a comprehensive introduction to the report, explaining
how the ecological human rights framework demonstrates the essential
engagement of multiple stakeholders across sectors and the need for a
high-level commitment to sustaining a vision of justice, health and dignity
through engagement in the sectors of health, law, education and Ontario
society as a whole. The first chapter also looks at how the RHPA provisions
on the zero tolerance standard have been interpreted judicially since the
first Ontario task force report on the sexual abuse of patients in 1991. It also
includes the recommendations made by this task force, some 25 years later.
Chapter 2 is an overview and analysis of the qualitative and quantitative
data provided to the task force by Ontario’s 26 health regulatory colleges,
and how they have responded to patient complaints, including how the
colleges have collected, maintained and reported on information connected
to sexual abuse complaints. Due to the gaps revealed, recommendations
are made for more effective collection, analysis and use of data, to support
evidence-based reform.
This report benefited from the expertise and observations provided by
a number of key contributors, who are listed in appendices. We greatly
appreciated their analyses and insights, which form core sections of this
report — from illuminating the trauma experienced by numerous survivors
of sexual abuse by health professionals (Chapter 3), to exploring the history
and on-the-ground implementation of the zero tolerance standard in
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Ontario and around the world (Chapter 4), to analyzing pertinent cases and
outcomes (Chapter 4 and Appendix G).
Chapters 5, 6 and 7 contain our recommendations, with rationales.
The recommendations are comprehensive and built on an ecological
human rights framework within three interconnected, thematic clusters:
modernization of the RHPA, research and education, and accountability and
transparency measures for substantial and sustainable reform to uphold zero
tolerance of sexual abuse of patients.
The first interconnected theme, Modernization of the Regulated Health
Professions Act, 1991, for Health and Dignity (Chapter 5), includes the
recommendation that responsibility for processing complaints and
investigations of sexual abuse be taken away from the regulatory health
colleges and assigned to a new, independent government-funded body,
the Ontario Safety and Patient Protection Authority (OSAPPA). OSAPPA
will draw upon expertise from public members and from peer reviews of
regulated health professionals appointed to it. In addition, in order to ensure
adequate legal support and assistance for patients reporting sexual abuse
by a regulated health professional, there are recommendations for a pilot
project through Legal Aid Ontario that would give victims access to legal
information and options.
The second interconnected theme, Research and Education Priorities
(Chapter 6), has detailed recommendations for the education of the public,
health professionals, future health professionals and patients. A newly
established Minister’s Implementation Council would be responsible for
research initiatives, including evaluation of the newly established OSAPPA,
as well as for reporting/tracking mechanisms for complaints of sexual abuse,
and an annual international symposium to promote and evaluate research
and effective practice in preventing sexual abuse of patients.
The third interconnected theme, Sustainable Transparency and
Accountability (Chapter 7), examines how patients have so often
fallen off the health system reform agenda, and recommends ways to
shift representation of patients to higher levels of accountability and
transparency. Health care institutions have a responsibility to ensure that
there is an appropriate response when reports of sexual abuse by a health
professional within the organization are made. Administrations, including
boards, have the responsibility to ensure staff education/policies/procedures
are implemented and legal duties are fulfilled. Further, oversight bodies
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such as the Ontario Hospital Association and Accreditation Canada need to
incorporate accountability measures on this issue within their mandates and
implement effective programs that deliver on patient safety.
The appendices comprise many of the key documents that were both drawn
upon and created by this task force, including the terms of reference, the
summary of recommendations, correspondence, a summary of questions
sent to the regulatory colleges, the consultation summary, relevant sections
of the RHPA and its Health Professions Procedural Code, samples of media
coverage, an table of acronyms and a table of cases. In Appendix G, an actual
decision of a college, selected from many similar cases where evidence of
sexualized boundary crossing was clear and strong, has been “re-visioned”
by invited experts to demonstrate how a college could have chosen (but did
not, in their opinion) to apply the RHPA more rigorously in order to uphold
and implement zero tolerance of sexual abuse of patients by regulated health
professionals.
We are all patients. Patient advocacy is essential to transparency and
accountability in health care. Yet the current task force, unlike the previous
two (in 1991 and 2000), did not hear from even one organization or patient
advocate that received any Ontario government funding to work on any
aspect of the sexual abuse of patients by regulated health professionals. This
imbalance generates numerous deficiencies in our democracy, including
greatly reduced accountability on issues of patient safety, particularly the
sexual abuse of patients.
All of our recommendations lead to an extensive overhaul of the RHPA, with
emphasis on implementation for the long term. The sexual abuse of patients
cannot be effectively addressed by “tinkering” with the current system,
which has relied on the regulatory health colleges. In examining more than
20 years of evidence about self-regulation by health professions — in the
arena of preventing and addressing the sexual abuse of patients — the task
force has concluded that the current system is not working in the public
interest. Immediate and bold reform is therefore crucial.

xii
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Chapter 1:
Introduction and Recommendations
Introduction
In December 2014, the Honourable Dr. Eric Hoskins, Ontario's Minister of
Health and Long-Term Care, announced the Minister's Task Force on the
Prevention of Sexual Abuse of Patients as an independent expert panel to
review the implementation of, and make recommendations on, the
"modernization" of the Regulated Health Professions Act, 1991 (RHPA), which
includes the Health Professions Procedural Code. 1 The task force commenced its
work on January 5, 2015, with a mandate to provide advice and
recommendations on how to uphold the province's zero tolerance policy on
the sexual abuse of patients by regulated health professionals.2
The recommendations of this task force are situated within an ecological
human rights framework- that is, our mandate is mindful of the diverse,
interconnected responsibilities and relationships operating within the
legislative framework of the RHPA and in sectors of broader Ontario society, for
patient safety in the public interest. We used this framework to help us clarify:
• the harm to patients and to the public trust that is posed by the selfregulation of health professionals, because of the imbalance in the
rights ecology for patients who have experienced a range of sexual
exploitation/abuse by regulated health professionals and who have

December 2014: Health Minister Hoskins told the Star that sexual

assault and abuse is 'unequivocally unacceptable.. .. I have zero
tolerance for any criminal sexual behaviour and will- after athorough
review by experts and victims' advocates - make any and all necessary
changes to ensure Ontarians are protected,' he said. 3

May 1991: Two days ago, the task force on sexual abuse ofpatients

presented its preliminary report and recommendations to the College
ofPhysicians and Surgeons ofOntario. The council has already carried
out the first recommendation by confirming its commitment to the
philosophy ofzero tolerance ofsexual abuse. The Ministry ofHealth also
has azero tolerance policy for sexual abuse, whether committed by a
physician or any other caregiver. 4

•

•

put their trust in the RHPA's self-regulatory system for justice and
remedies;
why our recommendations address access to justice for patients as
well as for members of regulated health professions in responding to
the minister's request for suggestions to modernize the RHPA; and
why it is our considered conclusion that the current self-regulatory
system is so disproportionately skewed against patients who
complain of sexual abuse/exploitation that it must be discontinued.

The sexual abuse of patients is an issue that just won't go away, and is a
longstanding stain on the exemplary record of Ontario's regulated health
professionals. This kind of abuse is a profound breach of trust perpetrated
by a relatively small number of the more than 300,000 health professionals
regulated by their colleges under the RHPA. 5 When we tum the lens around
and focus on patients, however, it is much harder to discount rationally the
impact of these perpetrators. As noted in the second independent task force's
report:
It is not unreasonable to estimate that well over 200,000 Ontario
patients have experienced sexual abuse at the hands of health
professionals [from 1994-99] ... of particular concern if we compare the
200,000 estimate with the comparatively small number of complaints
received by colleges during that period.... The data compel us to say
that sexual abuse by health professionals remains an important public
safety problem ... magnified when we consider the specific impact and
severity of sexual abuse due to breach of trust. 6

We are all patients — and thus we all rely on one or more of the regulated
health professions. The sexual abuse of patients is a persistent problem and
deeply harmful to patients and their families, as well as to the perpetrators,
their families and their communities.

Regulation under the RHPA
Despite major changes to legislation, principally the RHPA, over more
than 20 years, sexual abuse by health professionals has proven impossible
to eradicate. This disturbing fact has raised questions about both the
content and the implementation of the law through Ontario’s regulatory
health colleges under the RHPA. These cases keep appearing, and there are
convincing arguments that there are many more cases of abuse than are
reported to colleges or to the police.
When we listened to patients and advocates over the task force’s six months
of consultations, we heard a range of concerns, including:
• no comprehensive information system available to inform patients
about where to go in cases of sexual abuse by regulated health
professionals;
• no assurances that patient–complainants will be represented as
vigorously as are the alleged abusers through their insurance
schemes;
• no assurances that patients and their families will not be deprived of
health services as a result of making a complaint;
• no assurances that patients will be supported with adequate
resources to participate fully throughout the complaint process,
which is controlled by the alleged abuser’s regulatory college; and
• how objective — no matter how well chosen they have been — the
alleged abuser’s professional colleagues will be in the majority of
those judging the complaint.
We feel compelled to bring into our analysis this crucial question: Who are
the patients who chose not to tell us about their experiences of sexual abuse
by regulated health professionals? And why? The task force advertised in
advance and travelled to northern Ontario, yet not one patient of Aboriginal
origin came to either the public or private hearings.
This report does not castigate the efforts of the regulatory health colleges,
which, in many cases, do their best within their legislated options under the
RHPA. Rather, this task force assesses how the RHPA creates a disciplinary
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process that runs parallel to the criminal legal system under the Criminal
Code of Canada. The civil law process created by the RHPA is what colleges
must use when dealing with sexual abuse complaints from patients. This
process leads to specified penalties, such as the loss or suspension of the
certification required to practice for a limited time, with the chance to apply
for reinstatement later on. Similar assaults on the street, in a stranger's
apartment or in the marital bed would lead to jail if proven in a criminal
court - but that is not the system that colleges are required to administer
under the RHPA.

Mandatory Reporting of Sexual Abuse of a Patient to Police
We examine more closely the argument we heard from a number of
participants in task force hearings: that all patients with complaints of
sexual abuse by regulated health professionals should be forced to take their
complaints into the criminal legal system. For the task force, the key element
in support of a civil law complaints system under the RHPA is choice retaining choice for patients who prefer a civil law option.
The recommendation that the law should be changed to require mandatory
reporting to police of a complaint to a college of sexual abuse by a regulated
health professional was voiced numerous times at hearings and in written
submissions to the task force. For some people, reporting to the police
would bring acknowledgement of the criminality of the acts committed,
while for others it meant stronger accountability and penalty for offenders.
Patients and patient advocates often expressed their frustration over college
processes, citing a lack of accountability and transparency in sexual abuse
cases. However, we also heard patient after patient express concern that

It's one thing to have the college review and discipline doctors on
matters that relate to their profession; however sexual assault is a
criminal code violation plain and simple. The CPSO has no more right to
interfere with the justice system than apolice officer has to remove an
appendix.
- Patient to the Minister's Task Force

abusive professionals should be stopped from hurting more patients — and
only the colleges have the authority to revoke the certificate that enables a
regulated health professional to practise in Ontario.
A College of Nurses of Ontario (CNO) case involving Rick Klein, RPN,
provides an example of a college upholding the zero tolerance standard
under the RHPA as well as criminal legal system outcomes.7 Klein was
charged in 2007 with one count of sexual assault contrary to subsection
271(1) of the Criminal Code of Canada. In his interview with the police, he
admitted to touching the patient’s breasts. The patient was a resident of an
ambulatory dementia unit where Klein worked. In 2009, Klein pleaded guilty
to the offence of sexual assault before an Ontario court and was found guilty,
receiving a suspended sentence with probation for two years. As a term of
his probation, Klein was not to be left alone to care for vulnerable people.
Further, he was not to be employed at any long-term care facility unless
under direct supervision while in contact with clients.
Subsequent to Klein’s criminal conviction, the CNO acknowledged the
significant breach of public trust by Klein’s actions, found him guilty of
professional misconduct for sexually abusing a patient and revoked his
certificate of registration. The task force notes that in this case, the CNO used
its discretion under the RHPA to revoke Klein’s certificate, even though the
sexualized acts to which he admitted are not specified in the list in section
51(5) of the Health Professions Procedural Code (Code). This is a significant
contrast to the decisions identified in this report in which college panels
have avoided the mandatory revocation penalty by characterizing the
sexualized acts of a member as being outside the ambit of the list in section
51 of the Code that attracts mandatory revocation. For more analysis on
this point, see Appendix G, a thorough review of a case in which evidence
of sexualized boundary crossing was clear and strong. The case has been
“re-visioned” by invited experts, to demonstrate how a regulatory college
could have chosen (but did not, in their opinion) to apply the RHPA more
rigorously, in order to uphold and implement the zero tolerance standard.
In September 2015, the College of Physicians and Surgeons of Ontario
(CPSO) recommended that the RHPA be amended to include mandatory
reporting to police of any disciplinary decisions when potential criminal acts
by doctors — including sexual abuse — are involved. The task force notes
that the CPSO approach retains jurisdiction for processing sexual abuse
complaints with that college and that, in effect, the CPSO is undertaking
to refer all its decisions in complaints of sexualized boundary crossing to
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the police. However, there are significantly fewer disciplinary decisions
than complaints received. As well, this approach means that the CPSO
has not undertaken to report to police, however, until after completing its
adjudication — a process that can take years.

Patients Need Options When Making Sexual Abuse Complaints
It is the opinion of the task force that mandatory reporting of sexualized
boundary-crossing to the police should not be done. Understandably, we
all wish for a simple solution to a complex problem in our society. While
the perspectives of patients and others who recommended to the task
force that the complaints procedures under the RHPA should be abolished
and replaced by mandatory reporting to police are acknowledged, the task
force members know first-hand that the criminal justice system has its
own challenges, many of which result in many victims of sexual violence
feeling dissatisfied and traumatized by the process. Numerous patients who
have taken their cases to the police have had negative experiences, much
like some of the frustrations that patients reported experiencing with the
college processes, including the fact that charges are often not laid by police
because patients are told that there is insufficient evidence , or charges
are withdrawn by Crown attorneys who are unconvinced that they have a
reasonable prospect of a conviction based on the required standard of proof
of “beyond a reasonable doubt.” Conviction rates in sexual assault cases
are extremely low, so victims seeking recourse are frequently disappointed
by the outcomes. This report was prepared in the period during which the
sexual assault charges and trial of former CBC television host Jian Ghomeshi
were very much in the news — in the context that sexual assault remains
the most unreported and under-prosecuted of criminal offences, with
conviction rates that are stagnant, at 0.3 per cent.8 The task force is not
convinced that closing off options to patients by forcing them to take sexual
abuse complaints into the criminal law sphere would increase their access to
justice. The most recent findings from Statistics Canada, using data gathered
from 2009–14, note that “Among all measured offences, sexual assault
was the least likely to be reported to police, with just one in twenty being
brought to the attention of the police.”9
The right to a fair trial is a right that complainants and witnesses, as well as
accused persons, should be able to rely upon. But in sexual assault cases,
some highly experienced lawyers are expressing concern. “There’s far too
much scrutiny of the victim in sexual assault cases,” Toronto lawyer Susan
Chapman says. “It’s unparalleled.”10
6
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“It just isn’t working on the ground,” said Tamar Witelson, legal director for
METRAC Action on Violence. “I don’t think that just taking the criminal
justice system as it’s designed for any kind of criminal offence and then
laying that into the nature of sexual assault—I just don’t think it works.” “So
this idea of looking for ways of restructuring our legal response to allegations
of sexual assault is really necessary; and I don’t mean just tinkering. ‘“11
The task force notes that patients who have experienced sexual abuse by
a health professional have, and should continue to have, the option to
report the abuse to the police and proceed through the criminal justice
system process, should they so choose. However, the task force asserts
that choice is essential for patients who have experienced abuse and that
the patient must retain agency and control as the decision-maker in these
situations. In Recommendation 4, the Ontario Safety and Patient Protection
Authority (OSAPPA) is proposed as the primary mechanism to modernize
the RHPA and uphold zero tolerance of sexual abuse of patients. Any patient
reporting sexual abuse to one of the colleges (during the transition to the
new Ontario Safety and Patient Protection Authority [OSAPPA]) should be
advised of the option to also report to the police under the Criminal Code
of Canada. Conversely, police should also offer the option to patients to
report to a college under the RHPA. This would require a much higher level
of cooperation than that which is currently in effect between these two
systems.

Concerns About the Current System Under the RHPA
We could find no evidence that the oversight of health regulatory colleges
delegated by the Ontario government via the RHPA over a number of decades
has led to significant reductions in the number of instances of sexual abuse of
patients by members of those colleges. However, as discussed in more detail
in Chapter 2, accurate data that allow for meaningful comparisons from year
to year have not been gathered consistently, and information that the task
force received from colleges allowed us to reach few firm conclusions based
primarily on data. This unfortunate reality is the foundation for our emphasis
on implementing our recommendations through sustainable transparency
and accountability built upon mandatory reporting.
When the first task force on the sexual abuse of patients in Ontario held
hearings in 1991, non-governmental organizations (NGOs, also known
as civil society organizations, or CSOs) addressed the work being done
to address the sexual abuse of patients by regulated health professionals.
Chapter 1: Introduction and Recommendations
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Similarly, the second task force, in 2000, heard from patient advocacy
organizations and patient advocates working actively on this issue.
Yet the current task force — held 24 years after the first one — did not
hear from even one organization or patient advocate that received any
government funding to work on any aspect of the sexual abuse of patients
by regulated health professionals, and none came to our attention during
our mandate. This imbalance generates numerous deficiencies in our civil
society, including greatly reduced accountability on issues of patient safety,
particularly the sexual abuse of patients.
Put more bluntly, patient advocacy — a crucial accountability mechanism
for patient safety in Ontario — has been starved “nigh unto death,” in
significant contrast to the robust legal defence schemes available to regulated
health professionals and institutions.
This entrenched imbalance can now be characterized as systemic
discrimination, and generates many unfortunate and unfair consequences
that affect the health and dignity of Ontario patients. The previous task force
reports in 1991 and 2000 also noted that this damaging imbalance needed
recalibration through public investment in patient safety and accountability
to patients. Yet the situation has deteriorated significantly in the past
15 years. Feedback we received during consultations suggests that many
patients are not aware of the existence of the colleges or of their disciplinary
roles, or they are afraid to venture into a process that they fear could render
them even more vulnerable. The Ontario landscape for patient advocacy and
public accountability is parched, and patients are often lost in the desert of
the current regulatory health system.
In light of this situation, our multisectoral recommendations are intended to:
• provide protection and assistance to patients who experience sexual
abuse and exploitation by regulated health professionals;
• ensure that the disciplinary process protects the rights of the accused
regulated health professional as well as the patient(s);
• increase access to justice for patients; and
• shed light on the objectives and processes, including public tax
support of defence insurance for regulated health professionals.
Access to justice is essential for preventing the sexual abuse of patients and
improving health outcomes, particularly for patients who are found in
vulnerable populations.
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In a legislated complaints system, such as the one that exists under the RHPA
and that we have been asked to assess, there are some checks and balances
available through administrative tribunals such as the Health Professions
Appeal and Review Board (HPARB)12 and courts at different levels, depending
on resources that determine how far parties are able to take their appeals.
It is impossible to participate fully in any of the aforementioned decisionmaking fora, however, without significant resources of time, expertise and
money. Regulated health professionals in Ontario deservedly can access
these resources because they are insured through a variety of protective
plans, ranging from the Canadian Medical Protective Association (CMPA) for
doctors, to individual insurance plans that regulatory colleges such as the
Royal College of Dental Surgeons of Ontario (RCDSO) require their members
to carry.
Patients have no access to any such legal defence plans, however. Patients
are seldom granted party status to be able to participate fully in most of the
college processes or appeals by regulated health professionals against college
findings of sexual abuse by patients. In the absence of the needed resources
that would help patients to participate in a meaningful way, therefore, access
to justice is greatly reduced or non-existent.

Judicial Interpretations of the RHPA Provisions
To understand our emphasis on access to justice as a crucial component of
implementing the zero tolerance standard on the sexual abuse of patients, it
is important to look more closely at how colleges, tribunals and courts have
interpreted the RHPA provisions on sexual abuse that have been enacted
since the first independent task force report, which was commissioned by
the College of Physicians and Surgeons of Ontario (CPSO) and released in
1991.13 Later in this report, in Chapter 5 and in Appendix G, we examine
more closely recent college decisions that have added to our high level of
concern about the lack of parity for patients, which reduces access to justice
in the self-regulatory health college system under the RHPA.
While there is some variance among lower court decisions since the
RHPA sexual abuse provisions were enacted in 1994, we see considerable
acceptance of the zero tolerance standard and consistency in the judicial
interpretations of what is required under the RHPA to protect patients. More
than 20 years after it was decided by the Supreme Court of Canada in 1992,
the case of Norberg v. Wynrib,14 for example, stands as an authority on setting
a clear standard of responsibility in protecting patients from sexual abuse.
Chapter 1: Introduction and Recommendations
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Although lower courts did not hold Dr. Wynrib accountable for demanding
sexual services from his patient, Ms. Norberg, in exchange for providing
her with the drug to which she was addicted, the Supreme Court disagreed,
citing and drawing upon the analysis in the Final Report of the Task Force on
Sexual Abuse of Patients.15 In particular, Justices Beverly McLachlin and Claire
L’Heureux-Dubé accepted the task force’s reasoning that doctors are to be
held to the highest legal standard in their care of patients — that of fiduciary
trust. Justice McLachlin concluded:
where such a power imbalance exists it matters not what the
patient may have done, how seductively she may have dressed, how
compliant she may have appeared, or how self interested her conduct
may have been — the doctor will be at fault if sexual exploitation
occurs.16
This Supreme Court decision from 1992 has been questioned and interpreted
in a number of subsequent cases, but the appeal court decisions in Ontario
have followed the Supreme Court ruling and held firm to the responsibility
of regulated health professionals as being the highest standard of fiduciary
trust.
The CPSO’s case, The College of Physicians and Surgeons of Ontario v. Mussani
is a useful reference for illustrating some of the key issues that are revealed
when the ecological rights framework is used as a lens through which to
view the impact of the sexual abuse of patients.17
This case set a precedent: at the CPSO hearings and, again, at each level of
appeal by Dr. Mussani, the Ontario Medical Association (OMA) participated
fully as an intervenor in a sexual abuse case for the first time in its history,
raising concerns about doctors’ rights. In 2000, just as the second independent
task force report (commissioned by the then-Minister of Health for Ontario)
was being released, the 1999 decision of CPSO upholding the zero tolerance
standard in the case of Dr. Mussani had come under appeal. In addition to the
OMA’s intervention, the Ontario Nurses’ Association (ONA) — at the point at
which the case went to the Ontario Court of Appeal — joined the OMA in the
appeal to argue that certain RHPA provisions were invalid. In raising concerns
about how the CPSO had relied on a number of the interconnected sections of
the RHPA that were designed to implement the zero tolerance standard on the
sexual abuse of patients (including the provision for mandatory revocations in
certain sexual abuse cases), the OMA and ONA each made arguments against
some of the RHPA sexual abuse protections (also referred to as the mandatory
revocation provisions) as contravening certain rights of their members under
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the Canadian Charter of Rights and Freedoms in the Constitution Act, 1982 (this
is discussed in more detail below).
In its 2000 report, the second task force noted that the appeal was underway.
It also quoted from the CPSO decision in Mussani, with approval, as follows:
Section 51(5) of the Code does not regulate sexual relations per se: it
regulates the way in which a doctor may practise medicine…the right
to practise a profession is characterized as an economic interest rather
than a legal right, and so is not the type of liberty which section 7 [of
the Canadian Charter of Rights and Freedoms in Canada’s constitution]
is intended to protect…it is the view of the Committee that the
proper characterization of subsection 51(5) is not to deprive
physicians of their liberty, but rather to regulate the practice
and behaviour of doctors within the practice of medicine. The
practice of medicine in Ontario is a privilege, which brings with
it certain obligations both to their patients (to refrain from sexual
relations), the public and to fellow members of the profession.”18
[emphasis added]
In responding to a 2001 article in The Medical Post entitled “OMA Fights
Abuse Laws: Association argues mandatory revocation violates Charter of
Rights,” the then-president of the OMA stated in a letter to the editor, “The
OMA has always supported zero tolerance” and that the OMA intervened
in the Mussani case to challenge the legality of sections 51(5) 2 and 73(5.1)
of the Health Professions Procedural Code.19 Section 51(5) 2 provides that if a
discipline committee of the CPSO finds that a physician sexually abused a
patient, the CPSO must revoke a physician’s certificate of registration. This
is known as mandatory revocation. Another provision challenged by the
OMA, section 73(5.1), states that the CPSO may not issue a new certificate
of registration to the physician “unless prescribed conditions are met.” In
his letter to The Medical Post, the OMA’s president argued that, since no
“conditions” had ever been prescribed, the penalty for sexual abuse is a
“permanent lifelong suspension” of a physician’s certificate of registration.
These were among the unsuccessful OMA arguments presented to the courts
in the Mussani appeals.
Although the OMA and ONA arguments in Mussani were made more than
10 years ago and were not successful, it is important that they be known and
understood, because similar arguments continue to be made by some CMPA
defence counsel for doctors and by other lawyers defending other regulated
health professionals facing sexual abuse complaints. Given the mandate of
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this task force to include in its analysis all the health professions regulated
under the RHPA — not only physicians — it is of interest that, by the time
the CPSO decision in Mussani was before the Ontario Court of Appeal, the
ONA had joined in the appeal as a “friend of the court,” and made some
arguments specific to the “rights” of nurses and some other arguments
aligned with the challenges to the RHPA provisions on the sexual abuse
of patients put forward by Dr. Mussani and the OMA. The OMA and ONA
represent just two of the 26 regulated health professions under the RHPA,
but they have a combined membership in excess of 100,000 regulated health
professionals and students.20
Legal challenges to certain provisions of the RHPA related to the zero
tolerance standard on sexual abuse that emanate from the two largest
regulated health professional unions are important elements affecting
implementation of this standard in Ontario. For these reasons, we
recommend that a full and careful reading be given to the suite of CPSO and
judicial appeal decisions in the Mussani case, from 1999 to 2004, and we
provide the following observations on the significance of those deliberations.
The brief excerpts outlined below are taken from court filings made by the
OMA and ONA in questioning certain provisions of the Health Professions
Procedural Code that relate to the sexual abuse of patients in the Mussani
case, before the Ontario Court of Appeal.21 This task force has been unable to
find any indication that the OMA and ONA positions have changed in this
regard.
Arguments in a factum filed by the OMA in 2002 challenging the RHPA’s
mandatory revocation provisions predicated on the zero tolerance of sexual
abuse of patients included the following:
The OMA submits that a physician’s decision concerning with
whom to enter into consensual sexual relations is a fundamentally
or inherently personal matter. By declaring that the intimate
sexual relationship between a physician and another consenting
adult constitutes ‘sexual abuse’ and professional misconduct,
the Mandatory Revocation Provisions interfere with this choice,
invading ‘the core of what it means to enjoy individual dignity and
independence.’
………..
The OMA submits that the freedom of the individual to enter into
consensual sexual relationships as he or she desires is protected
by section 2(d) of the Charter. By restricting a physician’s freedom
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to enter into personal relationships of this kind, the Mandatory
Revocation Provisions violate section 2(d).22
The following arguments were outlined in a factum filed by the ONA in
2004, which argued that section 7 of the Canadian Charter of Rights and
Freedoms be interpreted by the Ontario Court of Appeal to include the need
for college discipline panels and courts to balance the “liberty interest” of
sexual relations with a patient with “public policy concerns”:
In order to give proper effect to the broad liberty interest protected by
s. 7, ONA submits that it is critical to draw a distinction between the
nature of the interest affected by the impugned sexual abuse provisions,
on the one hand, and the restrictions on that interest imposed by the
impugned provisions, on the other hand. Again, ONA submits that the
Divisional Court erred by effectively conflating these two questions
when it held that s. 7 of the Charter does not protect a right to have
sexual relations with a patient.
………..
ONA submits that the mandatory penalty of licence revocation
eliminates the balancing of this liberty interest with the public policy
concerns about the seriousness of sexual abuse. ONA further submits
that this balancing can only be done through the exercise of discretion
on the part of the Discipline Committee to apply a wide range of
penalties that reflect the appropriate balance in all of the circumstances
of each particular case.
………..
ONA respectfully requests that the Court make the following orders:
a. An order granting the Appellant’s appeal.23
If it had been successful, the “Appellant’s appeal” by Dr. Mussani (with the
OMA as intervenor) that the ONA requested the Court of Appeal to grant
would have resulted in the court striking down the mandatory revocation
provisions of the RHPA.

An Imbalance of Resources
This task force has identified a damaging imbalance in the health regulatory
system arising from a significantly disproportionate investment from various
sources, including public funds entrusted to the Ontario government. This
imbalance stems from the greater resources that are available to regulated
health professionals and their organizations compared with the resources
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— in particular, funding from the Ontario government — available to
personnel and programs inside both government and to NGOs in Ontario
civil society with mandates to represent the interests of patients.
One of the more complex elements of this imbalance is the way in
which resources that benefit regulated health professionals tilt the entire
complaints-driven system, influencing every aspect of a patient’s experience
— from first point of contact with a regulatory college onward — in both
subtle and not-so-subtle ways. The mandate of this task force has included
hearing from patients, regulators and the 26 health professions regulated
under the “umbrella” legislation of the RHPA and its Code. However, it is
inescapable that the majority of the patients we heard from and the nearmajority of the cases of sexual abuse in Ontario dealt with under the RHPA
are about physicians and their organizations: the CPSO and the OMA, as well
as a lesser known but hugely influential organization — the CMPA.
Although the CMPA was identified by the first task force in 1991 as having
considerable influence on the negative experiences reported by many
patients in CPSO cases, often due to how CMPA-funded legal counsel
represented their clients (i.e., physicians) in CPSO sexual abuse cases,
little information about the nature of this powerful organization could
be obtained. Twenty-four years later, this task force finally heard relevant
information presented for the first time at a public hearing by an expert that,
while specific to the CMPA and, in turn, the CPSO, informed our analysis
of the impact of the resource imbalance across the entire health regulatory
system. This imbalance is addressed in our recommendations for one simple
reason: patients do not have insurance that will cover the costs of their
complaints, but regulated health professionals do. Taxpayers in Ontario
largely fund this insurance coverage for physicians facing complaints by
patients: Thus,
When a physician faces a disciplinary hearing or process or a
complaint or a law suit they have the full resources of a not well
known organization aptly named the Canadian Medical Protective
Association (CMPA as it is known). The CMPA insures doctors —
there is nothing sinister or untoward about this; it would be more
surprising if a doctor’s insurer did not exist.
For a GP [General Practitioner], CMPA fees are $4668. The
Government reimbursed $3798 or 80%. For a plastic surgeon CMPA
fees are $18,360. The government reimbursed the physician $14,000
or 76%.
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What is the price we have to pay to level the playing field and stop
making double victims of patients who are abused or injured? It is the
government that must decide whether they are comfortable paying to
support those who abuse, but not those who are abused.
If the Ontario government chooses to continue to massively subsidize
lawyers for doctors through CMPA dues it should also subsidize
lawyers for abused patients.
Why should taxpayers support only the doctors — how is this patient
centered? How is this just?”24
Among other injustices, this significant disparity in resources — between
patients bringing sexual abuse complaints and regulated health professionals
defending against them — was outlined by several witnesses at task force
hearings. It exemplifies the nature of the serious imbalance between victims
of sexual abuse and the health care practitioners who may be accused of
such abuse, within the complaint processes of the colleges. Our task force
recommendations must not be seen as an attempt to “take away” privileges
and benefits now flowing generously to regulated health professionals and
their organizations, but rather as the means by which to redress key elements
of the imbalance that undermines patient safety and dignity by increasing
public funding to patients, to NGOs that support and advocate for patient
safety and rights and to governmental bodies with patient-centric mandates
and transparent, accountable programs.25 Many of the key recommendations
of this task force should therefore be considered “must-haves” for patients
in Ontario, because we are all patients, in some way, at some time. Patient
safety is public safety.

Our Recommendations
Minister Hoskins asked the task force to provide advice to him on a range of
issues, including:
• the current definition of “sexual abuse” contained in the legislation;
• disciplinary orders that may be imposed by health regulatory
colleges against members who have been found to have sexually
abused a patient;
• support tools for patients who are victims of sexual abuse;
• mandatory reporting requirements with respect to the sexual abuse
of patients by regulated health professionals;
• ways to further encourage and support patients who report incidents
of sexual abuse; and
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•

aspects of health regulatory college discipline proceedings and other
college processes.

The end of this chapter contains the compilation of task force
recommendations that were delivered to the minister in December 2015.
Internal consultations were held in early 2016, and this report includes
corrections and clarifications made by the task force. The task force
appreciates that the minister and his colleagues in the Ontario government
and public service need a reasonable time to develop an implementation
plan for recommendations that are accepted. The task force recommends
firmly that this final independent report should be released to the public of
Ontario, with no changes to content (unless by mutual agreement), within
eight months of its delivery. It is the firm recommendation of the task force
that, in the event that the minister (or his successor), has not released this
report within eight months of receiving it, that the minister should make
a public explanation as to why it has not been released and what steps are
being taken to respond to the task force recommendations and to make
the task force report publicly available. Public access to this information on
sexualized boundary crossing by regulated health professionals is a crucial
component of Ontario’s relatively new government-wide policy, which states
that sexual violence and harassment are never “okay” — and that sexual
abuse of patients must be understood to be on that spectrum of violence.
Complex problems require complex solutions. The sexual abuse of patients is
a complex problem facilitated by multiple factors, at multiple levels, that are
exposed through the ecological human rights framework. Examples of the
ensuing interconnections include factors at the:
• societal level (e.g., social attitudes, norms and awareness shaped by
media, education, cultural and legal practices);
• sectoral level (e.g., regulatory frameworks and professional
accreditation practices);
• organizational level (e.g., policies, practices and training in health
care and educational organizations); and
• individual level (e.g., attitudes, beliefs and behaviours of health
care professionals, patients, bystanders and others about the
perpetration, reporting and the dynamics of sexual abuse).
Consequently, an integrated, multisectoral approach to addressing these
problems requires that we consider interventions at four levels:
• societal: public education to increase awareness of the problem, its
impacts and remedies;
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sectoral: within health, law and education, strengthening regulatory
frameworks and adjudication processes, embedding the prevention
of sexual abuse of patients into patient safety accreditation and
quality assurance standards, and revising health care professional
pre-service and in-service education;
organizational: developing and applying risk management strategies
and processes as well as quality assurance practices to ensure that
patients are kept safe from sexual abuse; and
individual: education and awareness for health care professionals,
so that they understand their responsibility to avoid abusing their
patients and to report the sexual abuse of patients by others; and
that patients and others know their rights and what recourses are
available to them.

These recommendations focus on the issues of patient safety and dignity
through access to justice - with the ecological human rights model
predicated on seeing and understanding intersectoral forces. Viewing patient
safety through this lens, we see interlocking responsibilities shared within
a sector that either enable or prevent the sexual abuse of patients. Table 1
outlines the sectors that have a key role to play in preventing sexual abuse
and increasing access to safety and justice for patients, and gives examples of
their responsibilities and mechanisms.

Table 1: Key Sectors in the Prevention of SexuaI Abuse of Patients
HEALTH SECTOR
Professional
associations
and unions for
regulated health
professionals
Health care
institutions, such
as hospitals

LEGAL SECTOR

EDUCATION SECTOR

SOCIETAL SECTOR

Legal defence funds for
regulated health professionals,
such as the CMPA

Health care professional
education institutions such as
medical, dental and nursing
schools

Practitioners, bystanders,
media, the public

Adjudicative bodies, such as the
Health Professions Appeal and
Review Board (HPARB)

Accreditation bodies, such
as Accreditation Canada
Continuing in-service education

Patients, families,
public education,
ombudspersons

By considering the problem and responsive interventions in this way, it is clear
that the interdependent sectors of health care delivery, law, education, research
and governance must bridge the gaps separating them and thereby stifling
collaboration, by "silo-crossing" at the executive, staff and public levels.
The World Health Organization (WHO) promotes the use of the ecological
model to develop comprehensive approaches to violence prevention and it
has been adapted to the prevention of sexual violence (see Figure 1).26 The
framework adopted by this task force provides a way of appreciating the

essential engagement of multiple stakeholders across sectors - including
patients, regulated health professionals, students and faculty in health
professions, hospital administrators, elected officials, their political advisors,
members of the Ontario Public Service and members of civil society (the
Ontario public)- in preventing and responding to the sexual abuse of
patients.27

Figure 1: The Ecological Framework (Violence Prevention Alliance)

Adapted by Cu kier et al.; used with permission.

Bold Change is Needed- Immediately
To modernize and strengthen Ontario's commitment to preventing the
sexual abuse of patients by regulated health professionals, a collaborative,
multilayered, integrated approach is immediately required. This new
approach will bring new resources and understanding to preventing the
sexual abuse of patients as an issue of patient safety. As well, at every stage,
the zero tolerance standard should be applied to ensure that all patients
(and, by extension and, in effect, the public) are protected. The RHPA and
other legislation specific to health professions transfer some government
responsibility for the safety and well-being of patients in Ontario to "selfregulating" health professions through their health regulatory colleges.
We therefore recommend that the RHPA's delegation of authority (from
government to health regulatory colleges, which are mechanisms created by
government) to process and adjudicate complaints about the sexual abuse of
patients, should be amended to remove from all health regulatory colleges
their jurisdiction over all responses to the sexual abuse of patients by
their members. This needs to happen as quickly as possible, through
transition of this delegation from the colleges to a new, centralized

regulatory body and an independent tribunal. To accomplish this
essential and bold reform, we have made suggestions for careful but decisive
short- and long-range transition planning and implementation, beginning
with the establishment of two high-level implementation mechanisms:
the Minister’s Implementation Council and the Inter-Ministerial
Implementation Group, with integration responsibility designated to
a high-level official reporting to the minister, as part of sustainable
accountability. Via a separate letter to the minister, we have made more
detailed suggestions as to the mandate and composition of these proposed
mechanisms. These two crucial implementation mechanisms will jointly
address the focal point of recommendations made by this task force: the
establishment of a new, centralized regulatory body, the Ontario Safety and
Patient Protection Authority (OSAPPA), with an independent appeal tribunal
to review OSAPPA decisions.
Nurtured by roots across sectors (i.e., civil society, health, law and education)
and including, but not limited to, the Ontario Public Service, OSAPPA
will provide equitable, patient-centric services that encompass culturally
competent outreach, education, supports and sexual abuse complaint
investigations, with referral of investigated complaints to an independent
adjudication tribunal. Adjudicators appointed to this tribunal — including
some regulated health professionals — are to be recommended by an
independent, resourced panel of public members with a minimum fiveyear mandate, to determine remedies and penalties in accordance with the
RHPA and its Health Professions Procedural Code (amended as per task force
recommendations) and related legislation.
Accountability requires transparency within a patient-centric, rightsbased ecological framework. This is consistent with the ministerial
oversight evident in the policy paper Patients First: Action Plan for Health
Care, announced in February 2015 by Minister Hoskins.28 The minister
responded decisively by naming this task force as one key initiative when
Premier Kathleen Wynne directed specific ministers in December 2014 to
bring forward options to enhance support for victims of sexual violence
relating to health care, education, the criminal justice system, policing,
post-secondary campuses and Ontario workplaces. The premier’s approach
is an acknowledgment that preventing violence requires a multi-layered
response targeting individuals, groups, communities, health care and legal
institutions, and the media, and addressing a range of social norms, attitudes
and behaviours. The task force notes, with regret, that the RHPA is not listed
among the “Acts Affected” in Bill 132, Sexual Violence and Harassment Action
Chapter 1: Introduction and Recommendations

19

Plan Act (Supporting Survivors and Challenging Sexual Violence and Harassment),
2015.29 The task force encourages Minister Hoskins to open discussion
with the Minister Responsible for Women’s Issues, the Honourable Tracy
MacCharles, who tabled Bill 132, while there is still time to consider
amendments.
Research into violence against women, sexual harassment, sexual assault,
domestic violence, child abuse and related areas is increasingly turning to
examinations of gendered social norms and practices and how they support
the silencing of victims, as well as the lack of engagement by bystanders and
others who may observe these behaviours. Hence, directly addressing broad
social attitudes and behaviours is a crucial component of preventing the
sexual abuse of patients by health professionals in Ontario.
The task force proposals require sincere and sustainable commitments to
engage civil society substantially over the long term in implementation and
accountability mechanisms that are fairly and dependably resourced and
that operate at arms length from the Ontario Public Service. Multisectoral
implementation should therefore include:
• public education to ensure that patients, families and bystanders
recognize abuse;
• education to ensure that the responsibilities of all regulated health
professionals and institutions to prevent, report and be accountable
for abuse are fully understood;
• accessible, patient-responsive reporting systems and supports; and
• balanced, separate investigation and adjudication processes that are
fair to all parties, not just those with “deep pockets.”
Any improved regulatory framework must be regularly audited through
a transparent approach if it is to remain effective. OSAPPA and the
independent adjudicative body for sexual abuse complaints must adhere
to the civil standard of proof when patients decide to put their trust in
the health regulatory civil system, instead of taking their complaints to
the police under the Criminal Code of Canada. As well, the skill building of
independent investigators and adjudicators will need to include substantive
training in the dynamics of and damage caused by sexual abuse, including
trauma-informed and cultural-competency training to understand the
damages that can be exacerbated by racism, sexism, homophobia and other
forms of social and economic exclusion.
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In every recommendation in which the health regulatory colleges are
referenced specifically or generally, the recommendation is to be understood
as relevant both before and during the transition from jurisdiction of
the RHPA colleges over sexual abuse complaints by patients, to the
recommended new OSAPPA model.
Three interconnected themes are woven among our 34 recommendations.
They are reflected throughout this report and discussed in more detail in
Chapters 5, 6 and 7:
1. Modernization of the Regulated Health Professions Act, 1991, for Health
and Justice (Chapter 5, primarily recommendations 1 to 18, 27 and 28);
2. Research and Education Priorities (Chapter 6, primarily
recommendations 21, 22, 23, 25 and 26); and
3. Sustainable Transparency and Accountability (Chapter 7, primarily
recommendations 19, 20, 24 and 29 to 34).

Recommendations
The recommendations are listed in their order of appearance in the rest
of this report. As well, because the three themes are interconnected, some
recommendations are relevant to more than one thematic cluster.

1. Definitions of Patient and Boundaries
The RHPA, Health Professions Procedural Code, should be amended to define
“patient” as well as to specify clear boundaries and time periods for sexual
contact between members and their former patients. Therefore the Minister’s
Task Force recommends:
• an amendment to the interpretation clause of the RHPA, section
1.(1) by adding, after the definition for “Minister”: “patient” means
an individual who at any time has received, or is receiving, health
care from a member, or has been assessed by the member, or is
otherwise under, or assigned to, the care of the member, including
psychotherapy delivered through a therapeutic relationship or
counselling for emotional, social, educational or spiritual matters
delivered through a confidential treatment context; and
• an amendment on clearer boundaries so that decision-makers
in colleges and/or OSAPPA processes find that a member has
committed an act of professional misconduct by sexually abusing:
i.
a patient concurrent with a health care relationship; or

Chapter 1: Introduction and Recommendations

21

ii.
iii.

an individual who was a patient within two years from the
sexual abuse; or
a person to whom a member has provided treatment by
means of a psychotherapy technique delivered through a
therapeutic relationship, including counselling delivered
through a therapeutic relationship.

2. Mandatory Revocation: Zero Tolerance Standard
The Health Professions Procedural Code of the RHPA should be amended to
add to specific acts defined in section 51.5 that trigger mandatory revocation
of the certificate of registration of a member who has been found guilty of
a recurrent pattern of sexual abuse under section 1(3) (b) or (c) of the Code
(touching of a sexual nature or behaviour or remarks of a sexual nature by
the regulated health professional).
The member’s college must revoke the member’s certificate of registration if
the sexual abuse consisted of, or included, any of the following:
i.
sexual intercourse;
ii. genital to genital, genital to anal, oral to genital, or oral to anal;
iii. digital penetration or penetration with an object of the mouth;
vagina or anus without medical/health care justification;
iv. masturbation of the member by, or in the presence of, the patient;
v. masturbation of the patient by the member;
vi. masturbation of the patient in the presence of the member;
vii. touching of a patient’s breasts without medical/health care
justification; or
viii. simulated sexual intercourse with the patient.

3. No Gender-Based Restrictions
As discussed in detail in Chapter 5, with case examples, the Minister’s Task
Force recommends immediate stoppage of any decision-making body under
the RHPA placing gender restrictions on the scope of practice where a health
professional has been found to have had sexualized contact with one or
more patients, in contravention of any of the sections of the Code related to
sexual abuse and/or misconduct and/or impropriety.
The Health Professions Procedural Code should be amended by adding a
new subsection to s. 51 to clarify that, notwithstanding section 37(1) and
subsection 51(2)3, where the member has committed, or has been alleged
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To Zero: Independent Report of the Minister’s Task Force on the Prevention of Sexual Abuse of Patients and the RHPA

to have committed, an act of professional misconduct by sexually abusing
a patient, gender restrictions on the member’s ability to practise as a term,
condition or limitation on the member’s certificate of registration are not to
be imposed.

4. Ontario Safety and Patient Protection Authority (OSAPPA)
The Government of Ontario should establish OSAPPA, the Ontario Safety
and Patient Protection Authority, with the mandate to uphold the standard
of zero tolerance of sexual abuse of patients and receive dedicated long-term
resources to support that mandate, including to provide for:
• public education and outreach, with particular attention and
resources to cultural sensitivity and competency;
• educational liaison with all programs for students in the regulated
health professions;
• supports to patients reporting sexual abuse by regulated health
professionals; and
• complaints and investigations, but with adjudication of sexual abuse
complaints by the independent OSAPPA Tribunal.

5. Fast Tracking Sexual Abuse Complaints
All discipline cases of sexual abuse by health care professionals should
be given priority and fast tracked by the colleges during the transition to
OSAPPA and any such occasion thereafter. The modernized RHPA is to
place legislated onus on regulatory colleges to make immediate referrals of
patients with sexual abuse complaints to OSAPPA — in person with written
information provided to facilitate the patient’s access to OSAPPA services,
and in writing — by the most efficient possible electronic means directly to
OSAPPA. Every regulatory college is to be mandated to include a record of all
patient visits and other forms of inquiry vis-à-vis the sexual abuse of patients
(not only referrals to a discipline panel) with documentation as to the speed
and nature of referrals to OSAPPA. The modernized RHPA is to mandate
OSAPPA with resources and reporting responsibility to ensure that sexual
abuse complaints are processed within the required timeline.

6. Patient Privacy and Confidentiality
Oversight by the Ministry of Health and Long-Term Care should be vigilant,
to ensure that the existing protection in section 85.3(4) of the Health
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Professions Procedural Code is upheld so that a reporting member does not
give the name of the patient–complainant unless the member has the
express, written consent of the patient, for patients who are able to provide
consent. For patients who are not able to provide consent for reasons of age
(children) or mental or physical disability, consent must be provided by the
legal guardian/power of attorney. However, when a complaint is received,
the registrar of the college of the health professional making the report is
to receive a copy of the mandatory report by that health professional, even
when the patient is not named in the report.

7. Full Participation of Patients
In order to increase access to justice for patients, it is recommended that
— instead of at the discretion of discipline panels to “allow” patients some
greater participation in hearings, as set out in subsections 41.1(1)(b) and (2)
— the Health Professions Procedural Code be amended to include the following
provisions for complainants in sexual abuse cases:
• all complainants should have the right to participate in the
proceedings of any complaints or disciplinary hearings, as a full
party, with their own legal representation provided by the colleges
and OSAPPA after transition;
• all complainants should have the right to a support person of her
choice at the expense of the health regulatory colleges, and after
transition, OSAPPA;
• the RHPA should clearly provide to all complainants in sexual
misconduct/abuse proceedings the option to testify behind a screen
or by closed-circuit electronic means;
• all complainants should have the opportunity, in accordance with
current RHPA provisions, where the member is found guilty, to
submit a victim impact statement and not be cross-examined on
that statement, such statement to be taken into account in the
assessment of a remedy or penalty;
• a videotape of an interview with the complainant may be admitted
in evidence if the complainant, while testifying, adopts the content
of the videotape; and
• under no circumstances should the alleged perpetrator of the sexual
abuse be permitted to cross-examine the complainant personally.
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8. OSAPPA Tribunal — Adjudication
The Government of Ontario should establish a tribunal that should provide
independent adjudication for OSAPPA cases, which could be a new tribunal
or developed as a specialized branch of the Ontario Human Rights Tribunal
or as a thorough restructuring of the Health Professions Appeal and Review
Board (HPARB).

9. Health Professions Appeal and Review Board – Restructuring Review
A. A review as to the possible restructuring of the Health Professions Appeal
and Review Board (HPARB), taking into account the Professional Standards
Authority for Health and Social Care in the United Kingdom, the Health
Practitioner Disciplinary Tribunal in New Zealand and the Ontario Human
Rights Tribunal, should be conducted for the Minister’s Implementation
Council to assess and then advise the minister as to whether a restructured
HPARB should function as the independent tribunal to decide OSAPPA cases.
B. In any event, the Health Professions Procedural Code should be amended to
require HPARB to:
• render a decision within 120 days of receiving the request for review
of a decision of a complaints committee panel;
• allow patients as full parties to review hearings, whether in person or
by other means; and
• report annually on the number of appeals heard and the number
of those where the board dismissed appeals by patients, such report
to be made in a timely manner to be included in the public report
of the Minister of Health and Long-Term Care to the appropriate
committee of the Ontario Legislature.

10. Evidentiary Rules at Discipline Hearings in Sex Abuse Complaints
The Health Professions Procedural Code should be amended with a new
provision that the evidentiary rules governing sexual abuse complaints and
related discipline hearings are governed by the Statutory Powers Procedures Act.

11. Admissibility of Evidence
Subsection 36(3) of the RHPA should be amended so that evidence on the
findings, orders or decisions in disciplinary proceedings under the RHPA are
admissible in civil proceedings.
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12. Expert Witnesses in the Dynamics of Sexual Abuse of Patients
The OSAPPA should appoint at least two independent experts with
specialized backgrounds in research and/or practice related to the dynamics
and impact of sexual abuse by health care professionals. These experts can
present evidence at complaints, discipline and reinstatement proceedings,
to ensure that the OSAPPA tribunal has the benefit of this expertise to take
into consideration, rather than the prosecution and defence each appointing
their own experts.

13. Resources for Participation of Patients in Investigation and Adjudication
Patients deserve appropriate and timely resources for full participation in the
investigation and adjudication of sexual abuse complaints including access
to therapy funds (during and after transition to the OSAPPA model).
A. Provincial rules and legislation should be amended to ensure that any
fines imposed on a member for the sexual abuse of a patient should be
designated as a separate fund under the jurisdiction of OSAPPA, to be used
for support to patients, including therapy and counselling for eligible
patients.
B. Subsection 85.7(4) of the Health Professions Procedural Code should be
amended so that interim funding for patient therapy is provided prior to the
hearing stage by colleges (during transition) and by OSAPPA.

14. Therapy and Counselling
A. A regulation pursuant to section 85.7 of the Health Professions Procedural
Code should be made to clarify that funds are to be provided to the patient–
complainant throughout a sexual abuse complaint process to cover the cost
of medications, childcare and reasonable travel/accommodation expenses
associated with accessing therapy related to the sexual abuse.
B. A regulation pursuant to the RHPA should stipulate that a patient is also
eligible for funding for therapy or counselling if:
• there is an admission made by a member in a statement to the
college (during transition) or to OSAPPA or the OSAPPA tribunal that
the member sexually abused the patient;
• the member has been convicted under the Criminal Code of Canada
of sexually assaulting a person while that person was a patient of the
member; or
26
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•

OSAPPA staff determine that there is sufficient evidence to support a
reasonable belief that the patient was sexually abused by a member.

15. Protection from Sexual Abuse by Unregulated Health Practitioners
A. The Ministry of Health and Long-Term Care (MOHLTC) and OSAPPA
should commission research to determine the most effective legislative
means for creating and maintaining a public record listing unregulated
health practitioners who were previously licensed in Ontario or other
jurisdictions, but who have lost their certificates of registration due to
findings against them of sexual abuse of patients.
B. Currently unregulated health care providers — for example, sonographers
— need to be identified and assigned to an existing college for regulation in
the interest of patient safety, and where unregulated health care providers
are contracted to or employed by regulated health professionals or health
care corporations, the regulated health professionals and/or corporations
are to be held responsible for acts of sexual abuse or harassment by those
employees/sub-contractors by amendments to the RHPA and the Excellent
Care for All Act (ECFAA).

16. Enforcement of Mandatory Reports of Sexual Abuse Complaints
All health care institutions and corporations providing health services to
patients in Ontario, including hospitals, universities and private clinics,
should become subject to fines between $100,000 and $250,000 for failure to
make a mandatory report of alleged sexual harassment, sexual misconduct,
exploitation or abuse. Despite more than 20 years of cases since the RHPA
was amended to include explicit institutional obligations to report, not one
institution has been held accountable for sexual abuse of patient(s) that was
proven to have occurred within its jurisdiction.30

17. Prerequisites for New or Renewed Registration
The RHPA should be amended to enhance prerequisites for new or renewed
registration for regulated health professionals, to ensure that:
• powers under the RHPA (for example in in subsection 43 (1)(f)) and
the Health Professions Procedural Code (for example, in subsection
94(1)) must be used to have all college councils change by-laws to
require mandatory answering of questions by applicants/members
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•

on any complaints of sexual abuse or harassment against the
applicant/member before certificates of registration are obtained
initially or renewed annually;
applications for a certificate of registration or for reinstatement of a
certificate to any college under the RHPA are to require verification
as to good character, including sworn statements as to previous
convictions or charges of a criminal nature, any civil findings where
the member has been a party in a lawsuit involving sexual abuse or
harassment, and detailed reasons given for resignation or suspension
if the member has resigned or was suspended from a college or any
other health profession in any other jurisdiction in the world; and
applications for reinstatement must include reference to any
conditions placed by the college or OSAPPA, which the health
professional was to meet, and evidence that the conditions have
been met, as well as identifying the official(s) and expert(s) who
deemed the evidence acceptable.

18. Access to Justice for Ontario Patients Pilot with Legal Aid Ontario
An Access to Justice for Patients pilot project with Legal Aid Ontario (LAO)
is to be facilitated by the Inter-Ministerial Implementation Group, as per
Recommendation 20. The Government of Ontario should provide adequate
financial and other resources to LAO to launch and sustain this pilot
project. The project will remove barriers that prevent patients in vulnerable
populations from:
• getting comprehensive, understandable information and education
about sexual abuse by regulated health professionals;
• reporting sexual abuse and impropriety for action to be taken; and
• receiving appropriate and timely resources so that they can fully
participate in the investigation and adjudication of sexual abuse
complaints.
Recommendation 18 is essential to an effective shift to the OSAPPA model
by making the complaints and disciplinary process for patients more
transparent and meaningful, through increased access to public legal
information as well as skilled, culturally competent legal counsel. The
project should be delivered through coordinated, sustainable programs by
adequately resourced community-based organizations that are oriented to
patient safety and patient rights.
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A. Ontario should fund the development and delivery of a five-year
pilot project, using the Barbra Schlifer Commemorative Clinic as lead
community partner, to develop core legal competence for a vulnerable
patient population, and to engage in direct patient legal advocacy and
support throughout the complaint and discipline process. This five-year
project should be evaluated at the end of year three, at which time a renewal
plan will be created for the remaining two years of the pilot, with another
evaluation and planning stage, with the stated goal of long-term, sustained
access to justice for this vulnerable population.
B. Funding for this five-year project should include the hiring of at least
two full-time legal counsel (based at the Schlifer Clinic for at least the
first three years of the pilot project while OSAPPA is set up) to support the
development of core legal competence of legal aid clinic lawyers and other
legal aid service providers throughout the province.
C. As the lead agency, the Schlifer Clinic should collaborate with other
legal advocacy partners (e.g., Community Legal Education Ontario [CLEO],
ARCH Disability Law Centre, the Advocacy Centre for the Elderly [ACE],
Nishnawbe-Aski Legal Services,the African Canadian Legal Clinic [ACLC],
Aboriginal Legal Services of Toronto, the South Asian Legal Clinic of Ontario,
Justice for Children and Youth, etc.) in consultation with the Ontario
Federation of Indian Friendship Centres (OFIFC) and other communitybased networks, such as METRAC and Patients Canada, as appropriate, to
promote cultural competency, diversity and effective outreach to patients in
marginalized and hard-to-reach communities across the province.
D. The Schlifer Clinic and LAO, in collaboration with other legal advocacy
partners, as appropriate, should ensure that they develop appropriate
statistical and qualitative tools to measure and understand client needs. This
information can be used for ongoing needs assessment, financial planning
and service delivery purposes in the transition to OSAPPA and beyond.
E. The Government of Ontario will direct Legal Aid Ontario to inform
patients about and direct them to the legal aid certificate programs (see
below), and to train and sensitize staff at legal aid offices and legal aid clinics
in the competencies required to meet the unique needs of patients who have
experienced sexual abuse by regulated health care professionals (consistent
with augmenting the sensitivity training provided as part of LAO’s Domestic
Violence Strategy). Training should be adapted to meet the desired outcomes
in this recommendation, and increased access to justice for Ontario patients
should include the following actions, as needed:
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i.

ii.

iii.
iv.

v.

30

Expand the current summary advice legal aid certificate program
to provide two hours of summary advice to potential/actual
complainants, and to support this expansion with resources and
action, which will include the following:
(a) establishing a panel of eligible lawyers throughout the province
who have the core competence to provide such advice;
(b) proactively informing frontline service organizations of
the existence of, and eligibility for, this new legal aid certificate
(e.g., the Ontario Coalition of Rape Crisis Centres [OCRCC],
hospitals with sexual assault services, legal aid clinics, etc.);
(c) proactively engaging the legal profession and inviting lawyers
with the appropriate eligibility criteria to be included on the
panel; and
(d) as part of LAO’s financial eligibility test expansion, possibly
relaxing the strict financial eligibility criteria (for legal aid
certificates) for this vulnerable client population. The revised
criteria should be consistent with LAO’s June 8, 2015,
announcement31 to expand its certificate services in criminal law,
family law and refugee/immigration law and for mental health
legal proceedings, as well as its November 2014 announcement32
to implement a higher financial eligibility test for family law
clients who have experienced domestic violence.
Expand the current legal aid certificate program to permit patients
alleging sexual abuse by a regulated health professional to obtain
legal counsel throughout the discipline process (i.e., from the initial
complaint to the hearing and the appeal). Legal Aid Ontario should
develop eligibility criteria to establish a panel of qualified lawyers
who have both legal competence in the area of patient sexual abuse
and sensitivity training in dealing with survivors of sexual abuse.
Adjust LAO financial eligibility criteria so that they are not a barrier
to Ontario patients in this pilot.
As a priority service, encourage Ontario’s 76 legal aid clinics to
develop a coordinated plan on how best to deliver legal services
to eligible patients who have alleged sexual abuse by regulated
health care professionals, consistent with this emerging area of legal
representation.
Set, as a specific priority for LAO public interest work, sexual
violence in the regulated health professional context for the Group
Applications and Test Case Committee of LAO, recognizing that
complainants are a marginalized group.
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Public Education and Legal Information Resources for the New Complaints Processes
F. Ontario should fund and develop an effective public education and legal
information program, co-chaired by CLEO and METRAC, that informs the
Ontario public about patients’ legal rights and options for recourse when
they have suffered sexual abuse by a regulated health care professional. The
program will include information on:
• the scope of behaviours that constitute sexual abuse;
• the health care and forensic evidence collection services provided at
sexual assault/domestic violence treatment centres across Ontario;
• the option of filing and pursuing a complaint and discipline process;
• patients’ rights and status within complaint and discipline
proceedings;
• the legislative provisions of the RHPA and its Code vis-à-vis patient
sexual abuse;
• additional legal options under criminal and civil law; and
• legal support services and legal aid-funded services.
G. In implementing this aspect of the Access to Justice pilot project, CLEO
and METRAC should offer to collaborate with other organizations that have
public legal education mandates (such as Luke’s Place, the Legal Education
and Action Fund [LEAF], Action Ontarienne contre la violence faite aux
femmes [AOcVF], the Ontario Federation of Indigenous Friendship Centres
and others, as appropriate), in order to:
i. identify effective strategies for developing relevant public legal
information training and resources for service providers to assist them
in responding to patients’ disclosure of sexual abuse by health care
professionals; and
ii. engage diverse patient communities to develop relevant public
education and legal information through the selection of topics and
resource formats that ensure accessibility, and specification of relevant
outreach and communications methods. The program will facilitate
effective distribution of information based on intersecting needs
and the provision of ongoing community feedback for improving
program relevance and responsiveness, and contributing to a final
evaluation to measure program results and overall effectiveness.
H. Ontario-coordinated funding to support the Access to Justice pilot should
explicitly support inter-sectoral coordination and sharing of information and
services across multiple sectors, including the following:
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i.

ServiceOntario will distribute materials to individuals and institutions
across Ontario, including government offices, patient advocates and
service provider organizations.
ii. The Government of Ontario will develop a program to educate
lawyers about how to most effectively represent patients who have
been sexually abused by regulated health professionals with respect
to the related disciplinary processes. The government will do this in
partnership with an appropriate agency, such as the Law Society of
Upper Canada and/or the Ontario Bar Association.
iii. Consolidation and distribution of examples of “lessons learned”
and culturally competent proven practices, including highlighting
different educational models, such as community-based approaches
that include models for evaluation that can measure outcomes among
multiple services and sectors, and incorporate access and equity
principles.

19. Minister’s Implementation Council
A. The Minister of Health and Long-Term Care (MOHLTC) should
immediately establish the Minister’s Implementation Council for an initial
renewable five-year term, to make an annual public report to the minister,
who in turn should report to a standing committee of the Ontario Legislative
Assembly. Reports should include a detailed summary of cases, patient
evaluations of processes and responses, an audit of decisions, evaluation
of OSAPPA and suggestions for more effective procedures and educational
initiatives for preventing the sexual abuse of patients in the public interest.
Membership in the Minister’s Implementation Council should include one
Ministry of Health and Long-Term Care employee/appointee at the assistant
deputy minister level (or equivalent) and one at the director level in the
ministry, one member of the Premier’s Permanent Roundtable on Violence
and one member of the Aboriginal Roundtable on Violence, two experienced
executives from health regulatory colleges, one health care administrator
with extensive community-based care experience, at least two survivors
and two advocates working in the field of abuse prevention and/or victim
support, one executive officer of OSAPPA — taking into consideration
those recommended by separate letter from the task force for the minister’s
consideration. To succeed, each member of the Minister’s Implementation
Council needs to be able to interact critically with every other member in a
way that protects the integrity of each; thus, all members should receive the
same level of remuneration for this public service — at the level of chair —
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as a clear indication of the respect and need for the equivalency of the range
of expertise needed for effective collaboration and implementation of this
major reform.32 The Implementation Council should encourage, receive and
respond to reports on educational and research initiatives undertaken, as per
relevant recommendations made herein.
B. That the Minister of Health and Long-Term Care include in the mandate
of the Minister’s Implementation Council responsibility to develop
an evaluation framework for the OSAPPA with appropriate metrics, at
minimum, annual reporting to the Minister on the number and type of
complaints by patients, the disposition of those complaints, the fines levied
for lack of mandatory reporting, general understanding of sexual abuse of
patients and the response system, and other indicators of effectiveness of the
reporting system and public education initiatives.

20. Inter-Ministerial Oversight for Implementation
The Cabinet of Ontario should immediately establish an inter-ministerial
implementation initiative (group) that includes leadership from the Ministry
of Health and Long Term Care in cooperation with the Ministry of Training,
Colleges and Universities, the Ministry of the Attorney-General, the Minister
Responsible for the Status of Women and others to be named, as decided
by the ministers, to coordinate an ongoing cross-government response
to preventing the sexual abuse of patients by health care professionals in
Ontario — consistent with the whole-of-government response to sexualized
violence and harassment in Ontario. Through the Minister of Health and
Long-Term Care, leadership by this Inter-Ministerial Implementation Group
would generate reforms consistent with the mandate of the Minister’s
Implementation Council to supervise and facilitate the development and
implementation of initiatives to deal with sexual abuse by health professionals,
including monitoring recommendations that flow from this report.

21. MOHLTC Leadership in Research
The Minister of Health and Long-Term Care (MOHLTC) should immediately
ensure funding to designate an ongoing annual research fund within the
MOHLTC34 health research program to support research pertaining to sexual
abuse by health care professionals including but not limited to:
• rates of and remedies for same;
• comparison of rates and dispositions of sexual abuse complaints to
other offences;
Chapter 1: Introduction and Recommendations

33

•
•
•
•

relevant organizational innovations and responses;
links to broader societal norms, attitudes and behaviours;
improved performance of the health care system; and
pre-service and in-service education and training intended to
prevent and rectify such behaviours.

Such research should be conducted in accordance with recognized
institutional ethics review policies and procedures and with appropriate
consent processes and policies. Patients must be informed of such research
and assured of anonymity.

22. Research and Monitoring
The Minister of Health and Long-Term Care should commission a research
study to track and analyze the rates, responses and disposition of sexual
abuse cases of patients by health care professionals in Ontario retrospectively
and going forward 20 years, in five-year segments, recognizing the
complexities of reporting, versus incidence data.

23. Minister’s Annual Symposium
The Minister of Health and Long-Term Care should announce and support
an annual international symposium to address systemic changes in the
province of Ontario to prevent and provide remedies for the sexual abuse of
patients by health care professionals. This would include ongoing research,
professional and public education, community action and partnerships,
and assessment of the RHPA. It is suggested that the minister be a keynote
speaker at the symposium on sexual abuse of patients being planned by
Women’s College Hospital in 2016, and contribute substantial resources of
experts, information and financial support to this symposium as an initial
step in MOHLTC taking responsibility for its annual symposium, beginning
in 2017.

24. Aboriginal Health Strategy Renewal
A. The task force recommends that the Minister of Health and Long-Term
Care initiate the renewal of a comprehensive, cross-cutting inter-sectoral
policy on aboriginal health to incorporate and act upon the 94 Calls to
Action made by the Truth and Reconciliation Commission,34 as relevant to
the overall health and well being of Indigenous peoples in Ontario generally,
and to the sexual abuse of patients of Aboriginal origin, in particular. Specific
34
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attention should be given to research, policy proposals and commentary
principally authored by experts of Aboriginal origin, including the Final
Report of the Truth and Reconciliation Commission of Canada (released
December 15, 2015), reports from the Ontario Joint Working Group on
Violence against Aboriginal Women, the Strategic Framework to End
Violence against Aboriginal Women (Ontario Native Women’s Association
and Ontario Federation of Indigenous Friendship Centres), and the
Aboriginal Sexual Violence Action Plan (Ontario Federation of Indigenous
Friendship Centres).
B. The task force recommends that the minister designate an Assistant
Deputy Minister to lead a five-year plan from MOHLTC officials on
comprehensive, cross-cutting intersectoral policy on cultural competency
in research, education and other programs addressing the sexual abuse
of patients in marginalized (social and/or geographic) and/or vulnerable
populations in Ontario, to be submitted to the Minister’s Implementation
Council.

25. Patient Safety Reporting in Health Care Educational Curricula and Systems
A. The Inter-Ministerial Implementation Group should review accreditation
standards for educational institutions providing certificate, diploma,
undergraduate and post-graduate programs for professions under the RHPA,
with the goal of incorporating patient safety assessments — including
protections against sexual abuse — in all accreditation programs. The
review of curricula should include an assessment periodically of ethical
standards for professional practice and strategies in place to build awareness
of the impact of sexual abuse on patients, along with the responsibilities,
approaches to prevention, and requirements to report and to implement
tracking mechanisms regarding knowledge of, and educational institutions’
responses to, reports of sexual abuse of patients.
B. Institutions responsible for training health care professionals should have,
as a minimum, explicit senior management commitments to preventing
sexual abuse of patients, clear statements and explanations of sexual abuse
of patients, professional responsibilities to report as part of core training,
examinations concerning professional practice and codes of ethical conduct
— all embedded in performance reviews conducted periodically for funders.

26. Education for Patients and Professionals
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The Minister of Health and Long-Term Care should introduce and — in
cooperation with the Ministry of Training, Colleges and Universities and
other affected ministries — support, with adequate resources, newly designed
and evaluated pre-service, in-service and public education on sexual abuse of
patients by health professionals, to be reviewed and reported on periodically,
including:
• refreshed curriculum for pre-service education in universities and
colleges;
• refreshed continuing education and training for in-service health
professionals;
• cultural competency as a mandatory component in any education
or training public education campaign addressing patients, families,
bystanders and communities about rights and redress;36
• education for hospital and other health care administrators on their
legal, patient safety and reporting responsibilities; and
• mandatory training, with periodic reviews, for members of
governing councils and staff of health regulatory colleges to begin
immediately and to continue through transition to include OSAPPA
officials and personnel.

27. Patients’ Safety Bill
A Patients’ Safety Bill should immediately be developed by the Ontario
Ministry of Health and Long-Term Care in consultation with patients’
advocacy groups and the regulatory colleges as an amendment to the RHPA.
The Ontario Hospitals Act should be amended to require all regulated health
professionals and all administrators of health care facilities, including
privately owned health care facilities, to post, with clear requirement to
maintain: a) visibility of the Bill and b) availability upon request of print
copies of the Bill. The Patients’ Safety Bill and current contact information
should be placed in high-visibility locations wherever health professionals
are providing services. This amendment may be complementary to, but is
substantially different from, the Patient Ombudsman office announced in
2015.

28. Patient Evaluations re Access to Justice for Better Health Care
Following every determination and resolution of a complaint about sexual
abuse during the transition to the OSAPPA system, every college is to
ensure that an evaluation form, with introductory information supplied by
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MOHLTC, is provided to every patient involved in the process, and include
a pre-paid return envelope addressed to the Minister’s Implementation
Council. The OSAPPA mandate should include an ongoing responsibility
to continue and improve upon gathering feedback from patients, to enable
meaningful comparisons in evaluation and annual reporting.

29. Reports for the Public Record — Excellent Care for All Act
A. The Minister of Health and Long-Term Care should introduce the
reporting and disposition of sexual abuse cases as a priority Quality
Improvement Indicator under the Excellent Care For All Act (ECFAA)
pertaining to hospitals in Ontario, community and home-based care, and
primary care practitioners. Results should be included in the minister’s
annual report to the legislative committee and — if not included — there
should be an explanation required in the report.
B. The RHPA should be amended to include the requirement that every
college shall make a public annual report to the Minister of Health and
Long-Term Care and to OSAPPA of any complaints received concerning
the sexual abuse of patients by members or former members of the college,
including a summary of the timeline and description of actions taken by the
college in referring on to OSAPPA. The Minister’s Implementation Council
should be responsible for the template for this annual report, in consultation
with patients’ advocacy groups, hospitals, educational institutions, OSAPPA
and the colleges.
C. The Minister should recommend to the Ontario Hospital Association
(OHA) to incorporate the sexual abuse of patients by health professionals
into the current Quality and Patient Safety Plan (QPSP), given that one of
their stated goals is “to champion the adoption of a culture of quality and
patient safety.”37 The OHA can support health care institutions in developing
their annual Quality Improvement Plans (QIPs) as mandated under the
ECFAA. The OHA could be instrumental in providing materials, supports
and tools to health care institutions that include: a broader definition of
patient safety, the psychological harm and other harms associated with
sexual abuse of patients and definitions of patient, health care provider,
and sexual abuse based on the RHPA. Responsibilities and accountabilities
of the hospitals/other health care facilities and health providers for the
prevention, identification, reporting, tracking and responding to reports of
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sexual abuse of patients by health care providers should also be delineated.
The OHA should be encouraged to contribute leadership in preventing the
sexual abuse of patients by making a long-term commitment to developing,
providing and sustaining education, quality assurance and reporting
mechanisms to OHA members.

30. Information Accessible on the Public Record — Registers
The Health Professions Procedural Code should be amended to require
that every college register includes disciplinary decisions in which the
member was found to have committed an act of sexual abuse/misconduct/
impropriety as defined in the RHPA and Code, including section 1(3)(c)
(behaviour or remarks) as well as 1(3) (a) (physical sexual relations) and
1(3)(b) (touching of a sexual nature) of the Code and that staff of colleges
are clearly obliged to inform anyone who inquires as to the nature of the
complaint. The amendments should be designed to apply high-transparency
standards to the public record of colleges during and after the transition and
also to public records of the OSAPPA model.

31. Transparency and Notifications of Findings by Colleges and OSAPPA
The Health Professions Procedural Code should be amended to ensure that
college and OSAPPA registers contain for the public record:
• any stipulations or programs imposed on a member related to
any complaint of sexual abuse of a patient, with a notation on
whether the requirements were disciplinary panel decisions, or
determinations through any other means, including suspension
or resignation of the member, related to sexual abuse complaints
processed by a college (during transition) or OSAPPA (after
transition); and
• determinations of any kind, including resignation, that colleges
(which retain the authority to issue or revoke certificates to practise)
should be legally obliged to inform all other licensing authorities
in Canada and to keep written records verifying such notification,
to be included in annual public reports to the Standing Committee
on Government Agencies of the Legislative Assembly of Ontario or
another appropriate standing committee that includes MOHLTC in
its mandate.

32. Provincial, National and International Database Access
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The Ministry of Health and Long-Term Care should initiate joint and
reciprocal ventures to establish, link and maintain both a national and
international database, with public access and capable of identifying sexual
abuse offenders who are, or were, regulated health care professionals.

33. Patient Safety Standards Addressing the Sexual Abuse of Patients in Hospitals,
Health Care Organizations, and Long-Term Care Facilities
The OHA and other such health organizations, as relevant, should provide
increased, focused and sustained leadership in the development of policy
and education for all institutional members. Included should be a broader
definition of patient safety that recognizes the extensive and serious range
of harm associated with sexual abuse of patients. Specific and detailed
standards for hospital and other health institution leaders should be
established.38 These would leave no doubt about the definitions of patient,
health care provider and sexual abuse, or the responsibilities of hospitals and
other health care facilities for the prevention, identification, reporting and
tracking of sexual abuse of patients by health care providers. Accountability
mechanisms geared to hospitals and health care providers should be clear,
resourced and implemented for the long term. Health care institutions,
including hospitals, should have rigorous training, quality assurance and
reporting mechanisms in place that reinforce their duties to prevent, report
and track sexual abuse incidents within risk management systems that
permeate every level of service within the health care institutions — with
clear, enforced consequences for all executives who do not deliver on the
patient safety and protection standards.
The minister should recommend to the OHA to incorporate sexual abuse
of patients by health professionals into the current Quality and Patient
Safety Plan (QPSP), given that one of their stated goals is “to champion the
adoption of a culture of quality and patient safety.” The OHA can support
health care institutions in developing their annual Quality Improvement
Plans (QIPs) as mandated under the ECFAA. The OHA could be instrumental
in providing materials, supports and tools to health care institutions that
include: a broader definition of patient safety, the psychological harm
and other harms associated with sexual abuse of patients and definitions
of patient, health care provider, and sexual abuse based on the RHPA.
Responsibilities and accountabilities of the hospitals/other health care
facilities and health providers for the prevention, identification, reporting,
tracking and responding to reports of sexual abuse of patients by health care
providers should also be delineated. In keeping with Recommendation 29,
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the OHA should be encouraged to contribute leadership in developing and
providing education, quality assurance and reporting mechanisms to OHA
members.

34. Accreditation standards
The Minister of Health and Long-Term Care should recommend to
Accreditation Canada the development of Required Organizational Practices
(ROPs) in the Safety Culture category that are specific to the sexual abuse
of patients by regulated health professionals. Sexual abuse of patients is a
low-probability/high-impact risk that needs to be addressed at a strategic
level as an issue of patient safety. These ROPs would clearly describe the
organizational/board responsibilities in addressing sexual abuse, i.e.,
educational requirements for employees, mandatory reporting expectations,
and tracking and reporting within and by institutions.
The ROP approach would also require the sexual abuse of patients to become
a “standing agenda item” at all regular meetings of the governing body.
ROPs would include: a) definitions, consistent with the RHPA, of “patient”
and of “sexual abuse or exploitation”; and b) clear commitments as to what
patients should be able to expect from their health care provider within
a patient safety context. ROPs would clearly describe for patients what to
do if they experience sexual abuse and to whom reports must be made.
Similar to the approach taken by many hospitals, for example, in protecting
patient privacy, hospital boards should mainstream protection of patients
from sexual abuse at all levels of governance and management and ensure
implementation of relevant sections of the Health Professions Procedural Code,
including mandatory reporting of sexual abuse complaints per section 85.1
(reporting by members) and section 85.2 (reporting by facilities).
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Chapter 2:
Context for this Report
What We Learned from Information Provided by Health Regulatory Colleges
Major amendments to the Regulated Health Professions Act, 1991 (RHPA)
were guided by the philosophy of “zero tolerance of sexual abuse of
patients,” which was adopted for the first time anywhere in the world by the
College of Physicians and Surgeons of Ontario (CPSO) in May 1991, on the
recommendation of Ontario’s first independent task force on sexual abuse of
patients.1 The 1991 task force was commissioned by the CPSO, but the zero
tolerance standard was adopted widely, including by the Ontario Medical
Association (OMA), the Ontario Hospital Association (OHA), numerous other
colleges and the then-Minister of Health, Frances Lankin, who named zero
tolerance as the guiding principle for the sweeping amendments to the RHPA
that took effect in 1994.2
Twenty-four years later, assembling a comprehensive picture of how regulatory
colleges deal with complaints of sexual abuse is still a challenge. To the best
of our knowledge, the data derived from information provided by Ontario’s
health regulatory colleges to this task force are the most comprehensive
assembled to date. The task force requested information on college cases and
processes covering the last decade, and was provided with skilled assistance
from the Ministry of Health and Long-Term Care.3 We express our sincere
appreciation to the staff and councils of the colleges for their responsiveness.
In this chapter, we discuss some of the concerns that underpin our
recommendations for transferring certain responsibilities of colleges in sexual
abuse complaints, and our “what and how” view into the responses of health
regulatory colleges to complaints about sexual abuse by members of their
respective colleges — all subject to the omnibus definitions and requirements
of the Regulated Health Professions Act, 1991 (RHPA) and its Code. We note with
concern that the oversight by the Health Professions Regulatory Advisory
Council (HPRAC) as an accountability mechanism that contributed to quite
robust reporting by colleges on sexual abuse cases noticeably declined in the
last few years, with a reduction in 2009 of the scope of authority for HPRAC,
which now has “duties” solely to “advise the Minister and no other person on
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any issue...but only if the Minister decides to refer the issue to HPRAC…and in
no other circumstances.”4

Almost 1,000 Complaints of Sexual Abuse Over the Past Decade
Between January 2015 and July 2015, the task force asked 26 colleges to
supply various kinds of data (see Appendix D) reporting, where possible, on
the years 2004 to 2014 (the reference years). There were a number of followup requests on behalf of the task force, as well as in-person meetings with
many of the colleges, to clarify and gain as much detail as possible. The
questions asked by the task force elicited a wide range of information and
data from the colleges, illustrating differences in record-keeping, the level
of detail available and in membership-based resources available to some
colleges, but not others.
Because some of the questions were open-ended, we were able to gather both
quantitative and qualitative data. These mixed methods allowed us to garner
insight into various aspects of process and experience, as well as to collect
numbers and statistics about complaints. Taken together, these kinds of data
paint a picture of the overall situation facing the public in Ontario vis-à-vis
sexual abuse complaints, across several colleges and professions. While these
data are helpful in illustrating profession- or college-specific issues, they do
not offer a basis for comparing the colleges or the professions, as there are
differences among the colleges in collecting and reporting data, resources,
length of tenure and professional role.
Of the 26 colleges, 21 have been empowered under the RHPA since 1993;
an additional 5 have been empowered since 2007 (two in 2013 and three in
2015). A wide variation in experience and processes around the responses
to the sexual assault of patients remains, however, with some of the newer
colleges still in the process of writing their bylaws.
We found no standardized approach to the collecting, maintaining and
reporting of information connected to sexual abuse complaints amongst the
colleges. Notwithstanding the recent establishment of some colleges, this
lack of standardization means that the colleges and professions are not easily
compared to each other, based on the data provided.
This lack of standardization between the colleges is not restricted to recordkeeping. In addition, there is no standard approach to the recording of
complaints, the kind of information provided post-complaint to patients or
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clients, or to ensuring that the public is informed of the availability of the
complaints process in the first place. Currently, responses from the colleges
suggest that they address these matters inconsistently and in limited ways.
In short, not only is there no standardized data collection and reporting of
sexual abuse complaints, but there appears to be no standard outreach or
public communication amongst and between the colleges.
Having said this, we did receive information about how the colleges
communicate with complainants. There were wide variations in this
practice amongst the colleges, with discretion used to either release or
share information with a complainant about a registrant's response or the
disposition. Some colleges recently announced that they are reviewing
these procedures in order to bring principles forward more clearly and
consistently.
There is also a difference in the resources available for dealing with sexual
abuse complaints. For smaller colleges, the costs involved can be substantial
in comparison to their overall resources and staffing. As such, the burden of
maintaining complaints systems can be significant. This information was
taken into account when we developed our recommendation that sexual
abuse complaints should no longer be within the jurisdiction of the colleges.
According to the responses from the colleges, approximately 980 patients
made allegations to the various colleges about sexual abuse during the
reference years. 5 Almost one-half of these were reported by the CPSO. A
third of these came through mandatory reports or registrars' investigations.
Approximately 55% came from patients, and the remainder through other
sources such as staff, police or other means.

I believe that it may be in the interest of the public that 23 different
regulated health professional colleges do not need to have 23 different
discipline committee panels. I believe, quite frankly, that the public and
those professions may be best served by aunified tribunal that handles
disciplinary matters.

-Member ofthe public

The vast majority (80%) of the complainants were female, reflecting the
gendered nature of sexual abuse of patients, and 5-10% of the complainants
were children or teenagers. Both of these statistics reflect the vulnerability of
patients. Approximately 10% of the professionals subjected to allegations had
complaints involving more than one patient, reflecting a pattern of abuse.
These numbers can be interpreted as indicative of patterns, but not reflective
of the true extent of the problem. First, they are products of inconsistent
approaches to reporting and collecting data, so colleges and professions
cannot be compared. Second, they represent only reported incidents,
which, in sexual assault cases, can be reasonably assumed to be only a small
fraction of the real rates. We have few reference points or baselines to which
we can compare these data, and none that could be considered current underscoring our emphasis on the need for inter-ministerial leadership on
research and education on this aspect of sexualized violence in Ontario.

An Aware Public is an Investment in Accountability
Although we cannot compare the colleges on their public outreach or
assistance, colleges did offer descriptions of some of their efforts in these
arena. These data suggest that the primary mode of communication with
the public is via the colleges' websites. This mode does not, however,
necessarily inform the public about prohibitions, standards of practice or
other details. Some of the colleges provide information in two languages, but
there are differences in practices. In summary, there are no firm standards
on outreach, information, responses, complainant support or processes.
Reliance on websites may exclude some individuals, and may inadequately
inform others.
In general, with few exceptions, the colleges appear to share the registrant's
response with the complainant, but less can be said about sharing

When I put the health professionals name in {to the Register}, I could
get absolutely no information, I couldn't even find out if the person was
amember.
-Patient

information later in the process. Some colleges are conducting reviews
about the amount and process of information sharing, examining a range of
issues such as the role of discretion, safety concerns, or third-party sharing.
At the moment, it is clear that a complainant would not receive consistent
treatment at all colleges.
Further, in general, the colleges do not solicit feedback from the
complainants on their level of satisfaction with the processes or engage in
surveys to elicit such feedback with either processes or dispositions. While
some colleges receive few complaints of this nature to begin with, and others
more, from the patient and public’s perspective, consistent standards of
processing and responding to any complaints would be beneficial.
Training of college personnel and Inquiries, Complaints and Reports
Committee (ICRC) panel members also varies across the colleges, according
to the colleges’ responses. There are variations in training on diversity,
cultural competency, conflict, sensitivity, sexual abuse dynamics and
related matters, but it is not possible to say how these differences relate to
dispositions. Various pre-service and in-service training issues were described
by the colleges, and when the task force convened the first roundtable
with public members appointed by the government to the colleges, over 50
people came. Their feedback confirmed that there is a high level of interest
in more and better training.
As well, there is no consistent framework for addressing curricula
development at universities on the subject of sexual abuse and related
issues and responsibilities, and universities and professional schools have
autonomy over the content of their curricula. Further, many practitioners
are not trained in Ontario or even in Canada, and may not have had these
components in their professional education. Some practitioners are mobile
within Canada, and therefore may have had different exposure to training as
students in other provinces.
Once students become full members of colleges as regulated health
professionals, there are opportunities for the colleges to influence
training, and in our conversations with college representatives, there
seemed to be some coordination of effort to provide integrated training.
Recommendations discussed in Chapters 5, 6, and 7 address these points
further.
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Chapter 3:
A Systemic Betrayal of Trust: Survivors Speak
One of the most common human responses to the sexual abuse of a patient
— which is a profound violation of trust and sexual exploitation — is
denial, at both individual and societal levels. An element of societal denial
is exposed when sexual abuse of patients becomes a “numbers game” — for
example, when the relatively small number of perpetrators in the regulated
health professions is held up as justification for inaction. An element of
individual denial can keep a patient from reporting the abuse by a trusted
professional and keep that patient away from the care needed.
This task force was asked by Minister Hoskins to “undertake its work bearing
in mind that patient experience is its primary focus….” To fulfill this aspect
of our mandate, we invited some patients to speak with renowned journalist
and author Michele Landsberg, on a confidential basis, so that her writing of
this chapter would become a way to enhance understanding and empathy
for the truth about the varied and extensive damage done when regulated
health professionals sexually abuse their patients. Any recommendations
that may have been influenced by the patients you will meet in this chapter,
or elsewhere in this report, have been authored by the task force.

By Michele Landsberg
All patients’ names and professions have been disguised
Canadians are at a turning point in their awareness of the crimes committed
behind the discreetly closed doors of medical offices. These places represent
the last bastions of our ignorance, the line beyond which many of us refuse
to go in understanding the roles of perpetrators and their victims. We have
come so far in the past few years: many Canadians now understand the
devastating harm inflicted by incestuous relatives, stranger rapists, date
rapists, cultural misogynists and other abusers. Until recently, though, we
have often not fully acknowledged the invisible wounds suffered by those
who are exploited by health practitioners.
Often, the sometimes-compliant victim is characterized as a willing
participant in the abuse. Sexual relations between a health professional and
a patient are often described as an “affair” by the media. And those who
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are preyed upon are usually unwilling to report the abuse, because they
know that they may be seen as complicit. Too often, this lack of public
concern makes it possible for society’s watchdog institutions to shrug off the
predatory abuse that is inflicted on vulnerable victims.

Changing Understanding, Better Reporting
Encouragingly, over the course of 2014 and 2015 there has been a seismic
shift in the public’s awareness of — and its response to — sexual violence.
The recent drum roll of news stories about campus and workplace violence
against women — verbal, physical, sexual — has been the culmination of a
very long and difficult effort to make society accountable for a crime that
mostly affects women and girls, and shapes the life experience of all females,
whether through restricting their freedoms, crushing their self-worth or even
imperilling their lives.
From the beginning of the Second Wave of the feminist movement, in
the mid-1960s, the question of rape has been at the forefront of feminist
struggles: how to force the public’s attention onto this crime and the
devastating impact it has on its victims; how to prevent rape; and how to
reform the justice system, from policing to courtrooms, so that it better
reflects women’s experience of this crime.
In the first 40 years of the Second Wave, legal progress was torturously
slow and very limited. No sooner had feminist advocates won a slight
improvement in the law (the inadmissibility of a woman’s previous sexual
experience, for example), than the criminal bar and its many spokesmen
put pressure on the judicial system to roll back the advance. Time and
again, the women’s movement had to spend scarce resources to establish
even a minimum of justice for the victims of rape — victims who were not
entitled to any representation in court. Even Paul Bernardo’s many young
rape victims had no say in his trial; it was determined that he would be tried
only for the murder of two women. On the day of his sentencing, eight of
the young women who had been ambushed, raped, sexually tortured and
terrorized by Bernardo sat in the courtroom as mere spectators, traumatized
and heartbroken that they would not have their own day in court to see
their attacker held accountable.
The media have been an important part of the story, too. For the first half of
the 20th century, articles about rapes were almost entirely absent from the
newspapers. Robberies, murders, even petty thefts were reported in detail.
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Yet rapes — unless they were dramatic stranger rapes with dire consequences
— were almost never mentioned. The women’s movement pushed the reality
of rape closer to the news pages, but reporters, editors and the general public
mostly reacted with denial and backlash: What was she wearing? Why did
she accept a ride from him? Was she “leading him on”? Judges routinely
acquitted accused attackers if the victim showed no visible marks of violence
or ripped clothing to indicate resistance. The onus was always on the
woman to prove her case against a stone wall of skepticism and misogynist
stereotypes. Because of that rush to judgment against the complainant, the
overwhelming majority of rape victims (only 5% of sexual assaults were
brought to the attention of the police in 2014, compared to 8% recorded a
decade earlier, according to Statistics Canada in 1993)1 did not report this
crime to the police.

The “Jian Effect”
Gradually, painfully slowly, the balance shifted. More women were taken
seriously by better-educated judges. Still, it was not until 2014 that the
uphill struggles of the women’s movement began to gain greater traction.
Ironically, the seismic shift began in October 2014, with an initial, low-key
accusation of sexual harassment against a popular and apparently femalefriendly CBC radio host, Jian Ghomeshi. Almost immediately, the usual
protests, denials and exculpations came pouring forth — protests that were
hugely enhanced through social media. Many of these came from his female
friends, as well as from more typical sources. But this time, male reporters
and male investigators were making the case against Ghomeshi, piling up
more witnesses and more evidence day by day. The Ghomeshi defenders
quickly fell silent.
By the time he was charged with four counts of sexual assault in late
November that year, Ghomeshi’s reported actions had unleashed a
tsunami of Internet fury. For the first time ever, women felt emboldened
to tell their own truths about sexual assault, and the outpouring was so
vociferous — tens of millions of tweets, circling the globe, using the hashtag
#BeenRapedNeverReported — that the usual cacophony of derision and
disbelief failed to materialize.
For six months, the front pages blazoned stories of campus rape, both here
and in the United States. Names were named and men were openly shamed
for outrageous sexual harassment online and in person. For the first time
ever, the public consensus seemed to be against the accused harassers and
rapists.
Chapter 3: A Systemic Betrayal of Trust: The Survivors Speak
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During that same time, the Toronto Star zeroed in on doctors who were
caught in shocking acts of sexual violence against patients. Revealingly, the
case that caused a wave of sympathetic public reaction was one in which
women were preyed upon while anaesthetized and completely physically
and mentally helpless. There could be no doubt in anyone’s mind about the
possible “complicity” of the victims in the notorious Doodnaught case.
By the end of 2014, Ontario’s Minister of Health and Long-Term Care,
Dr. Eric Hoskins, announced the creation of his Minister’s Task Force on The
Prevention of Sexual Abuse of Patients and the Regulated Health Professions
Act, 1991.2 A few months later, the Premier of Ontario, Kathleen Wynne,
announced an unprecedented $41-million, three-year initiative to curb sexual
violence and harassment.3 Never before had a government taken such forceful
action against such a pervasive and sensationally under-prosecuted crime.

Through Patients’ Eyes
It would seem to be the perfect moment to shine a light, once more, on
the crime of sexual abuse of patients by health practitioners. The public
has never been more sympathetic or more willing to hear victims’ versions
and to insist on accountability for the perpetrators. Yet for the public, one
more hurdle still has to be overcome. We have to get past our own deep
squeamishness about a victim who is illicitly seduced, not physically forced,
into sexual acts. It may be that the long history of negligence in pursuing
and punishing the perpetrators of patient abuse lies in this difficulty: unlike
many other forms of rape, this kind of sexual abuse almost never seems to
result from force.
This chapter will attempt to address exactly these questions. It will also try
to illuminate the answers through the actual experience of a number of
abuse survivors who have come forward, either at the public hearings of the
task force or in private sessions with the task force’s investigators. For the
government to succeed in curbing sexual abuse, it must have the support
of the public. Only a widespread surge in the public’s understanding of,
and revulsion against, these secretive crimes can shore up our government’s
resolve. The regulation of health professionals is like a constantly moving
body of water, with hidden shoals and tricky currents.
Precisely because the public must be helped to understand the nature of
sexual abuse, survivors were willing to come forward and, with renewed
pain and shame, tell their stories to the task force. The public must not
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underestimate the trauma these people were willing to undergo in order
to advance this work. It was a sacrifice for them, willingly undertaken for
the greater good. We can thank them by stretching our imaginations and
expanding our powers of empathy to hear what they are telling us.
Patient abuse is a deceptive and sometimes elusive crime. It is founded on a
complete power imbalance between a patient and a practitioner: a patient is,
according to the word's Latin roots, someone who is "undergoing, suffering
or bearing" illness or trauma. In this vulnerable state, the patient seeks
help, placing their trust in someone whom they believe will help relieve
the pain. The psychological power of the father figure, the rescuer, the
saviour, is enormous; even the most sophisticated and level-headed adult, in
a vulnerable state, may yield to a health practitioner's greater wisdom and
authority. Too often, the need for the practitioner's healing power is so great,
and the trust so deeply ingrained, that the patient numbs him- or herself
into returning to the healer, even after abuse has taken place.
To the public, the abusive situation can look very much like an "affair" an indiscretion committed by two consenting adults. Picture this scenario,
for example: a wise, older psychiatrist leaves his wife and is seen squiring a
beautiful, much younger woman around town. She is vivacious, articulate
and adoring. One's snap judgment might be that she is a "home wrecker,"
an unscrupulous young woman who has not let morality stand in the way of
what she wants.
Now let the image of the beautiful blonde dissolve into its true, underlying
picture: a terrified, abandoned six-year-old with haunted eyes, clutching
desperately to the only hand that reached out to save her. Would that
confused and frightened child be a home wrecker - or a victim?

"No one had any idea what to say to me"
Charlotte G. is that six-year-old frozen in time - and, later, "disguised"
as an attractive woman. She was privileged, not only in her beauty and
intelligence, but also in her upper-crust upbringing. Her large family
is prominent in that city, but "I'm the one who lives in the shadows," she
says wryly.
In grade one, this lively child caught the eye of her public school principal.
Before long, he was summoning her to his office for private "special
enrichment" classes. The sexual abuse continued all year, until the last

time he thrust his penis in her mouth - and she bit him. He lashed out so
violently that the blow left her ears ringing and her sight blurred; she fled to
the bathroom and curled up on the cold, tiled floor of the toilet stall until
long after the last bell rang and the school was empty. No one at home asked
her why she was so late.
The abuse finally stopped when Charlotte - in the cryptic way that children
often convey difficult information- told her mother, "Mr.Xis a bad man."
Her parents moved her to a different school. But nothing was done to hold
Mr. X to account, or to help Charlotte heal. Within a family that had its own
troubled secrets (her mother, too, Charlotte learned, had survived childhood
sexual abuse), Charlotte learned to suppress her pain. She drifted through
primary and secondary schools, suffering from severe anxiety and, for a
while, anorexia. She had friends, but no boyfriends, and her arts training
seemed to lead nowhere. At the end of her 20s, when a friend suggested that
she might need therapy, Charlotte scrolled through phone numbers, seeking
a psychologist or psychiatrist who wouldn't just ask her if she w e r e ·
The first one who sounded kind, and who could see her almost at once, was
Dr.W.
"His practice was in a friendly old house; the smell of furniture polish
reminded me of my grandmother's house." For someone whose inner child
trembled perpetually on the verge of extreme separation anxiety, Dr. W. was
a saviour. He recommended daily psychoanalysis, and every morning at
7:05, Charlotte was there. And Dr. W. was always there too, waiting for her
- even when she was late, even when she lay on the couch silently for days
on end. His patience was her safe harbour.

All my information was passed to Dr. W. ... he had all the rights of the
accused. He was surrounded by friends, family, colleagues, lawyers. For
me, there was no one to shepherd me, no one to meet me at the door
and say 'hi,' no one to tell me what to expect.. .. Then Iheard absolutely
nothing for a whole year and ahalf. Then Igot a business-like letter
saying he was guilty.

Gradually, as t he months t urned to years, the relationsh ip grew deeper, more
intimate in tone. St rict psych oan alytic boundaries began to st retch and
wobble. Dr. W. phon ed h er at home, "just to check in ." Once, t hey met at a
coffee shop, and she was as thrilled as a schoolgirl. "I becam e the golden girl
- he gave me free rein to come in and see him any time I needed to. An d he
was my god, m y everyt hing. I was begin ning at lon g last to feel I was m aking
progress, understanding wh at had happened to me."
It was 10 years before Dr. W. cam e to her apartment. The first visit led to a
kiss. "Did you like it?" he asked h er in therapy the next day. "Do you want
m ore?" "Yes," she quavered in a tentative, girlish voice.
For the n ext eight years, she lived "un der great fear of loss. I was very afraid
of n ot being t he good little girl or t he lover h e wanted." His office felt like
h er h ome; h e was as important to her as the air she breathed. He had a
h abit of popping into h er apartment during h is morning jog. Eventually,
h is marriage broke up and his "relationship" with Charlotte cam e m ore into
the open . They went to t he t heatre and dinner parties together, all the while
continuing t he psychoanalysis. When he fin ally decided he h ad had enough,
Charlotte almost went mad from need and grief and the gradual realization
that she h ad let herself be exploited . She lost her job;
"It was the abandon ment of all abandonments," she said.
The h arm done by an abusive practitioner is difficult to calculate. In
Charlotte's case, an ext rem ely fragile and vulnerable person was caught up
in an almost infantile dependency on som eone wh o kn ew very well the
m eaning of transferen ce and wh o used h is intimate knowledge of h er psyche
to manipulate h er for his own gratification. He consumed t he prime of her
life, and robbed h er of everything. "I have nothing ... no job, n o children, no
career," Charlotte said.
When a female doctor wh o was treating Charlotte after t he breakup
discovered what had happen ed, she followed t he rules an d reported the
abuse to the College of Physicians and Surgeons of Ontario. Luckily for
Charlotte, justice was swift. The investigation took place prom ptly and a
h orrified disciplin e committee took away Dr. W.'s licence to practise.
Yet, if you had seen t his "couple" on t he st reet or at a social event, you
m ight never have suspected that a crime was in progress. It would h ave
looked utterly consensual. Emotion al victimhood is invisible. Like many
other victims of crim e, Charlotte is safe now, but still paying the price for
what Dr. W. did to her.

"That chapter is engraved in my life"
More often, predatory sexual behaviour by a health practitioner does not
wear the guise of "love." Extraordinarily, victims who could not have
prevented the abuse in any way are just as plagued by shame and guilt as
those who might appear to have more agency.
Dee was one of the women preyed upon by the notorious anaesthetist Dr.
George Doodnaught.4 He was sentenced in 2014 and is now serving 10 years
in jail for his crimes. The record of his crimes clearly shows the sadistic
pleasure he took in humiliating and debasing his prey. He deliberately
maintained his patients' anaesthesia at a level at which they were slipping
in and out of consciousness, yet physically paralyzed. In other words, they
could be aware of his repulsive actions, but helpless to stop them. At the
same time, even though these women were as helpless as animals caught
in a trap, Doodnaught tried to make them feel that they were the sexual
aggressors.
Dee, a middle-aged woman undergoing surgery, was blurrily aware of the
clock on the wall and the distant laughter of people around her in the
operating room. "I thought I was dead because the laughter was far away and
no one was with me," she recalls. Suddenly, she felt Doodnaught's hand
manipulating her nipples under the surgical coverings. "I bet you like sex,"
he hissed at her. When she tried to flinch away, he increased the anaesthetic.
Next she became aware of his breathing in her ear. Something was in her
outstretched hand- unbelievably, she realized, it was his penis. Dee felt
him bend over her and mutter, "Just to be fair, you took it out."
Eventually, Doodnaught was convicted on 21 counts of sexual assault. But
during her recovery, Dee was alone with disgusting memories and confused
sensations. "I was trying to deal with the pain of recovery in hospital, and

I'm stuck. Iused to be an upbeat person, busy with knitting, needlework,
reading ... but now Ican't concentrate. Ican't complete anything. Iget
flashbacks, when Ican't breathe, my heart is racing. I'm not atrusting
soul any more. Ineed more help.

I kept thinking, ‘But why would I take it out?’ And I was bothered by a
recurring sensation of something awful in my mouth.” She said nothing to
her family and fought off a series of nightmares. “I was in shock, not quite
living in reality…there was a big hum between me and the world, like being
outside the window looking in.”
It was not until the day Doodnaught was charged, and she and her husband
were watching it on the news, that the dam broke. Her husband looked at
her strangely and said, “What did he do to you?” And then, at last, she says,
“The tears flowed.”
The harm done to Dee was compounded by medical staff and other workers
at the North York hospital where the assault had occurred. Ironically, her
own job kept her in close touch with colleagues who knew the perpetrator.
She frequently heard joking and dismissive remarks about Doodnaught’s
victims; when she told her own doctor, who had referred her to the
surgeon who worked with Doodnaught, he laughed it off. “Oh, you were
hallucinating because of the anaesthetic,” was his jolly response.
Nothing is as wounding and destabilizing to a victim as not being believed.
Dee left her long-time position and is now more happily employed
elsewhere, but the demeaning dismissal of her suffering still rankles. It is
some comfort that so many other victims came forward. “We got no support
from the college, but four or five of us patients have been in touch on the
phone quite a bit, helping each other through it.”
It was much later that Dee was diagnosed with post-traumatic stress disorder.
Even now, five years later, it’s hard for her to concentrate on tasks she used to
enjoy, and she avoids crowds (“Everyone started looking like Doodnaught, and
I couldn’t breathe”) and can’t take the subway. Doodnaught, although in jail,
still has his licence to practise although it has been suspended by the CPSO.5
The ugly truth about health practitioners who commit sexual abuse is
that they choose their victims with finely tuned instincts for the most
vulnerable prey — exactly the patients they are sworn to protect. In Dee’s
case, she was physically immobilized; in most cases, the chosen victims have
vulnerabilities that are less tangible but that render them equally helpless.

“I will never be the same”
Ann G. was sensitive and anxious; as a child, she had been diagnosed with
attention deficit disorder. She struggled to please her distracted parents, both
Chapter 3: A Systemic Betrayal of Trust: The Survivors Speak
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I hate being a victim! Ihate that my entire life story is now common

knowledge. Ihate that Iam often turned inside-outjust to bring this
man to justice.
busy professionals. As an adult, Ann found herself with two very young
children, a distant and angry husband and an overwhelming challenge:
her father was dying of AIDS (contracted in his medical practice), while her
mother was succumbing to cancer.
An only child, Ann worked frantically for almost a year to nurse her father
in his home. It was a gruelling task, both physically and emotionally, in the
days when AIDS patients were shunned and there were no antiretroviral
drugs available. Ann frantically tried not to neglect her two small children,
or infect them with HIV. By the time her father died, she was also coping
with the death of two grandparents who had provided love and stability in
her childhood.
Overwhelmed, Ann sought grief counselling from a "stress management
psychologist" and hypnotist recommended by a friend. Soon, she was
captivated by the emotional "support" offered by Dr. L. There were
reassuring hugs, small gifts, touching that went just over the line of
propriety... and several odd practices. Dr. L. always locked his office door
after Ann entered. He always offered her a paper cup of juice and pressed her
to drink it; she wonders now if it was drugged. She describes "an altered state
of consciousness" in which she numbly acquiesced to his sexual demands.
The year-and-a-half with Dr. L. pushed Ann into a netherworld of shame,
self-disgust, guilt and despair. Even now, years later, her current therapist
concludes that she has not recovered. Before she began seeing Dr. L., she
could be described as functional, although one of the "walking wounded";
after Dr. L., after her hearing at the college, during which she felt exposed
and violated, and after the retraumatizing horror of having to testify again
two years later, when Dr. L. appealed his conviction, Ann has descended into
a state of "chronic post-traumatic stress disorder." Her business failed, her
husband left and she could barely count all that she has lost. Dr. L., however,
is back in practice.

It is quite possible that- even now- Dr. L. is seducing another fragile
patient into sexual intimacies that will eventually erode her sense of self and
fray the fabric of her life. Health practitioners have undeniable authority and
emotional power over their patients, and because the public so often fails to
understand the plight of the victim, there is little public outrage or demand
for change.
Many of us, for example, find it difficult to picture the stark isolation that
can trap someone as surely as Dee was trapped on that operating table. If
you looked at Scarlet, a poised and attractive woman with a melodious voice
and a very self-controlled, contained manner, you would never dream that
she could have lived through a terror scenario as extreme as that of a victim
in a horror movie.

"There was no victim support"
Scarlet and her former husband were both successful
· A f t e r Scarlet suffered serious injuries in an accident at work and had
to take prolonged medical leave, the couple moved with their small children
to what they thought of as an idyllic retreat in the countryside north of
Toronto, where they became extremely close to members of their evangelical
congregation.
Instead of recovering, however, Scarlet found herself struggling with
excruciating chronic pain, while her husband began to show frightening
signs of psychological imbalance. "This kind, nice man I'd known for years
suddenly turned psychotic," she recalls with pain. He began to bring home
weapons of every kind. He menaced Scarlet and even the children with the
weapons. Gradually, his rages escalated to violent attacks. Scarlet deeply
believed in her faith's injunction to stay true to her partner and to work to

At the lowest point ofyour life, it's so hard to find your words and your
composure. The self-stigma is terrible; the voice ofthe abuser carries on
in your head.

build a loving relationship. But when she sought help from her pastor, he
seemed to blame her for the troubles. When she began to fear for her life,
she quickly learned that her husband's close friends
would insist that she was lying about the violence.
Scarlet needed a doctor to treat her chronic pain, and she found a highly
respected practitioner in her congregation. By now, the strength and
competence she had shown in her working life had been chipped away by
fear and panic about her children's safety, by isolation and by the chronic
pain she was suffering. She was easy pickings for a medical doctor who was
by turns gentle and then aggressively domineering. He cited the Bible when
he wanted to bend Scarlet to his will, and, when she resisted, he threatened
to write to her
and tell him that her injuries were fabricated.
Scarlet desperately needed her sick leave pay in order to make a planned
escape from her husband, so she gave in to the doctor's demands.
Scarlet's religious beliefs only deepened her internalized guilt and shame. She
became as cornered and isolated as it's possible for a person to be, and her
own self-blame became part of her invisible prison.
It was not until she learned that her doctor/abuser had - shockingly deliberately kept quiet about some test results that showed her health to
be endangered that Scarlet was outraged enough to phone the college and
report his medical delinquency and his sexual aggression.
The college's hearing process was as emotionally brutal as a criminal trial is
for a rape victim. "I had no emotional support - he had his lawyers, he had
the support of the congregation, he was there claiming it was consensual,
and at the lowest point of my life I had to be organized and credible as a
witness. The whole time, the voice of the abuser was in my head - it was so
hard to forgive myself for being so stupid."
The doctor lost his licence at that hearing, but he appealed - and Scarlet
had to go through the demeaning and lonely battle once more. "I was
outgunned, not in control. My voice, my whole experience, was never
heard. "
The burden of being a witness at the discipline hearing is so great - and
the imbalance of power so unfairly reinforced by the victim's lowly and
humiliated status as a mere witness, all of whose evidence is placed in the
hands of the accused - that it's no mystery why so few patients come

forward. Once again, the public seems in the dark; our indifference plays
into the hands of the predators.

"I felt like a pawn"
Let's look at the case of Tom, now 28 years old. Tom is a pleasant-looking
young man who looks 10 years younger than he is, with nervous social
mannerisms and an anxious expression around his eyes. It's not possible
to understand why or how Tom succumbed to abuse without first grasping
the emotional desert of his childhood and adolescence. In an oppressively
conventional suburban home in a southern Ontario city, his parents were
distracted by their own problems (the father has never admitted his secret
gay liaisons, though his children had long known, and his mother was
chronically depressed), and so Tom grew up in loveless neglect.
"Nothing ever felt right to me," he says, thinking about his childhood. He
was shuffled off to special education classes and labelled as having attention
deficit hyperactivity disorder. "It was driven into me that something was
fundamentally wrong with me... no one ever bothered to ask me what was
wrong."
Tom was tormented by social isolation throughout high school, inept at his
studies although clearly very intelligent, and plagued b y
and
moods of hopelessness. When he was 19, Tom took himself to a psychologist
who was recommended by his family doctor. Dr. B. began "relaxation
exercises" during the counselling sessions - massaging Tom's shoulders and
chest, and gradually becoming more and more slyly sexual.
Tom was alarmed and confused by this gradual encroachment. He prides
himself now on "keeping tuned in, keeping lucid" and not blanking out
as Dr. B.'s hands went further and further. In the next breath, though,
Tom admits that there are gaps in his memory of these events and that he
sometimes felt disassociated - it's hard for him to remember, for example,

I left those sessions feeling weird and detached. I told myselfI was
remembering wrong. After, my self-blame was that I kept going back.

how long he attended counselling with Dr. B. He left the sessions rattled
enough that he felt detached from reality: "What the f-, did that really
happen?" he would think. With his girlfriend, who expressed shock at
his description of events, he slipped readily into denial. "No, no - he's
professional; he would never do that on purpose," he remembers saying.
To a teenager with a shaky identity and fragile self-worth, the aftermath
was devastating. Tom cut off the therapy with Dr. B. but found himself
increasingly defiant of authority and deeply distrustful of therapy. In his
second year of university, after leaving Dr. B., Tom spiralled downward into
chaos and self-harm. During his first year at school, he had forced himself
to break out of his isolation, trying to make friends and becoming a joiner.
After his experience with Dr. B., Tom retreated into a whirlwind of alcohol,
violent tantrums, cocaine and even overdosing
. Tom
was in imminent danger. He still bears many knife scars from slashing
himself.
"People don't get it. You don't cut yourself because of the pain; you do it
when you' re so numb, you have all these terrible swirling feelings that are
pressed down and not going anywhere... you don't know what you feel, so
you cut to feel anything. And it's very effective."
Somewhat miraculously, Tom's life is now back on track. A therapist who
helped him
reported Dr. B. to the college,
and when Dr. B. lost his licence, Tom seemed to regain some focus and
composure. "I thought, maybe I have it in me to be more than a coked-up
drunk f- up." He began seeing a former girlfriend, started doing better in
his studies, auditioned successfully for local amateur theatre and is now
planning on going to graduate school. It may be that when the world (in the
shape of the college) reflected back to him that he was a victim of an abusive
therapist, he felt vindicated for the first time in his life.

"I've been diagnosed with PTSD"
No one should ever underestimate the terrifying vulnerability of people who
might look perfectly fine on the surface - and the havoc an unscrupulous
therapist might inflict on that person's life. Janie was performing superbly at
her professional administrative j o b , but behind the scenes, she was
struggling in a number of unproductive ways
to
deal with the aftermath of

There are invisible scars. The biggest misconception about all this is the
idea that "Well you weren't hurt." But ashrink does lasting damage ifhe
messes with your head.
Janie was an activist in her community, a lively organizer of family events,
the centre of a large circle of friends and well-loved by her husband. At the
same time, she was falling in love with a woman and secretly clawing her way
through confusion about her sexual identity. In the midst of all this, her son
was diagnosed with attention deficit disorder and referred to a psychiatrist.
Janie began to wonder whether the psychiatrist could help her, too. A year
and a half into the therapy, the doctor declared his love for her. "I knew
nothing then about transference and counter-transference," Janie says
ruefully. "I questioned the appropriateness of it but I couldn't resist his
advances. We both came from religious families and he tried to persuade me
that 'priests do this, and are forgiven."'
He showered her with expensive gifts, flooded her work phone with
imploring messages whenever she stayed away, deluged her with e-mails and
handwritten letters - and kept increasing her prescriptions for sleeping pills
and tranquillizers.
Janie's over-stressed life began to implode like a collapsing tower of cards.
Her husband discovered the letters and ordered her out of the house; her
father died; she lost her job; soon after coming out and beginning an open
relationship with her girlfriend, she was diagnosed with a potentially lethal
cancer. "The doctor actually told me to begin planning my funeral."
It turned out to be easier to beat the cancer than it was to cope with the
aftermath of the psychiatrist's sexual predation. "Therapy for post-traumatic
stress disorder is very, very hard," she says now. "You have to revisit and
visualize all the trauma." She still throws up whenever she sees someone
who resembles her former psychiatrist. She still suffers from the shame. "It's
a question of 'power over' ... the violence happened in my head and the scars
are invisible." People's biggest misconception is that "you didn't fight back,
so it was consensual."

Janie's life is happier now, and the turbulence has subsided, but the impact
has been staggering and permanent. "I lost my home, the cottage, my
income - and I lost a circle of friends and family who think I was 'having
an affair."' One of the worst outcomes has been a new element of distrust in
her life. She still has occasional symptoms but is unwilling to see a doctor.

"Ifelt so violated by it"
Let the last word go to Neil. Neil is a medical practitioner himself who was
brave enough to state a truth that few want to admit. Much of the shame
and self-blame, much of the lasting harm done in a victim's mind, stems
from the fact that the body may respond, willy-nilly, to an unwanted sexual
overture. This is part of what tangles the patient's emotions into a knot of
guilt and inner torment.
Neil was an 18-year-old student, a happy-go-lucky kind of kid who had just
proudly shot up in height and had begun dating Rose, the young woman he
would eventually marry. A sore in his mouth took him to see a doctor in the
outpatient service at a downtown hospital.
"He told me to take off my shirt and lie down on the examining table. I
thought that was weird, but I co-operated... and then he started undoing
my pants." When Neil protested, the doctor insisted a general exam was
necessary. He not only fondled Neil's genitals but also started to do a
prostate exam.
Neil was horrified and embarrassed - and had an erection. "I jumped off
the table and ran to the bathroom. I felt so violated, I was totally thrown by
it." He left the hospital in such haste that he didn't remember the doctor's
name. But that one incident, and his body's betrayal, had a profound
impact. He tried to bury the memory; he worried that something was wrong
with him; he was plagued by nightmares and gradually became anorexic. It
wasn't until he had therapy for sexual abuse that he overcame these fears

Until then, I liked my body. I hadjust grown up, I hadjust started dating.
But afterward, I hated my body. I became anorexic. I wouldn't let anyone
touch me.

and symptoms, but he was left with a lifelong aversion to being touched. “It
just happened to me at the wrong time,” Neil reflects. “I was so vulnerable at
that age.”

Moving Forward: The Aftermath of Abuse
Sexual abuse by an authority figure — a person who has power over you —
plays havoc with a patient’s thoughts and emotions. Every testimony heard
by the task force resonates with the pain of being made complicit in one’s
own debasement, even though what happened was a crime. That experience
can reverberate throughout a lifetime, at terrible cost to the victim and to
society. And yet, for the most part, there is no punishment for the aggressor,
no being held to account — and no societal redemption for the victim.
Every person who told her or his story to this task force did so with renewed
embarrassment and pain, often with anguished tears — and did it solely for
one reason: to urge the public to hold health practitioners accountable when
they ruin the lives of the people who come to them for help.
We hold the power — the power of public outrage and public pressure — to
strengthen the safety of patients and protect the victims of abuse. We can, as
a society, decide that this pattern of irresponsible interference with patients’
integrity and impunity for molesters is no longer acceptable at any level, and
that those who have allowed it to continue unchecked for so long must now
be held to account. This is the thrust and the determination of this report, of
the task force members and of the courageous patients who dared to speak
their truths. We owe them no less.
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Chapter 4:
The Why and How of Ontario’s
Zero Tolerance Standard
The Why of Zero Tolerance
Introduction
Patient safety means public safety for all Ontarians. The sexual abuse of
patients by regulated health professionals affects our entire society, because
we are all patients within the health care system. Ensuring patient safety
within our system is primarily the responsibility of the government of
Ontario, through the Ministry of Health and Long-Term Care (MOHLTC).
For more than 100 years, however, the Ontario government has chosen to
delegate its regulatory authority for patient safety to self-regulating health
profession colleges. Vigilant and thorough oversight of these colleges
through legislation is therefore crucial to the safety of all Ontarians.
Ontario was the first jurisdiction in the world to set an explicit zero tolerance
standard for the sexual abuse of patients. To this end, and to ensure that the
authority and trust invested in Ontario’s self-regulating health professions
are focused on public interest, the legislation regulating health professions
requires a clear articulation of core standards and values.
In Ontario, systematic reviews over more than 20 years have resulted in
legislation such as the Regulated Health Professions Act, 1991 (RHPA) and
its Health Professions Procedural Code, and implementation strategies to
strengthen policies and practices designed to eliminate sexual abuse by
dismantling inadequate practices (see Appendix F). A crucial question forms
part of the mandate of this task force: Is everything possible being done to
reach the zero tolerance standard in Ontario, including adequate support
for those patients whose reports of abuse are essential to creating and
maintaining effective complaint-driven regulation?
The standard of zero tolerance originates from a proposal made by Patricia
Freeman Marshall, who was a member of the Independent Task Force on
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Sexual Abuse of Patients commissioned in 1991 by the College of Physicians
and Surgeons of Ontario (CPSO). In order to provide a perspective on the
evolution and importance of zero tolerance, Ms. Marshall was asked to
provide her personal reflections and analysis in the following section of our
independent report to the Government of Ontario. Any recommendations
influenced by Ms. Marshall have been authored by the task force.

By Patricia Marshall

The Independent Task Force on Sexual Abuse of Patients, 1991: History, Process and
Outcomes
Almost 30 years ago, in a 1986 brief to the Ontario Health Professions
Legislation Review (HPLR) from the Metropolitan Action Committee on
Violence Against Women and Children (METRAC), I described the harm
done to women by health professionals who were sexually abusing them,
and the difficulty these women experienced when they complained to the
regulatory colleges. In light of this reality, METRAC recommended changes
to the complaints process, including the creation of a single complaints
committee through which all the regulated health professions could deal
with sexual abuse complaints; the creation of an advocacy office; and full
participation through party standing for complainants at the discipline
hearings. I believed then — and I still believe today — that only by naming
the tolerance of sexual abuse could we ever effectively eliminate it. I also
believed that a new, zero tolerance standard for sexual abuse was the only
way in which patient safety could be adequately ensured within the health
care system.
Five years later, in 1991, CPSO created the Independent Task Force on Sexual
Abuse of Patients, of which I was a member.1 During its hearings, task force
members listened carefully to patients who spoke powerfully about the
pain of the abuse they had suffered and the ongoing damage they were
experiencing. Their lives had been drastically altered by the criminal conduct
of their trusted doctor — abuse that often occurred when these patients were
physically or emotionally at their most vulnerable.
The 1991 task force reported on practices throughout CPSO that indicated a
high level of tolerance of sexual abuse. In the opinion of the task force, these
practices included inadequate policy development; little specialized training
of staff and college members vis-à-vis sexual abuse; insensitive, inadequate
responses to complainants that included long delays, no responses or
complaints seemingly evaporating into thin air; high attrition rates for
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complaints after ineffective or inadequate investigations; and no mechanism
for third-party reporting in a complaint-driven system. As well, CPSO had
no formal mechanism addressing the prevention of repeated sexual abuse
by physicians. The 1991 task force met subsequent victims of doctors
who had been found guilty, lightly sanctioned for their "impropriety" or
"misconduct" but allowed by CPSO to continue practising medicine.

Outcomes of the 1991 Task Force
In its report, the task force submitted 60 detailed recommendations that
outlined how the government and CPSO could support the zero tolerance
standard to which CPSO had committed. The offences of sexual impropriety
and sexual violation were defined. A finding of guilt for sexual violation
included a mandatory licence revocation for five years and a fine of $20,000.
At the end of that five-year period, the task force recommended stringent
requirements to be met by the offending doctor if re-entry to the profession
was sought.
In addition, it was recommended to CPSO that there be no sexual contact
between a patient and her or his practitioner for a two-year period following
the termination of the professional relationship between them. For a

Zero Tolerance: Guiding Principles
The 1991 task force report set out the guiding principles of zero tolerance,
which include the following:*
• that there is no tolerance of sexual abuse by physicians or of the
ways sexual abuse by physicians is implicitly supported;
• that doctors and the public are sufficiently educated so that abuse
cannot occur out of ignorance by either party and that the harms
of the abuse are fully understood;
• that there is full support of touch as acrucial, healing part of the
practice of medicine when that touch is caring and nurturing, and
not sexual or exploitive; and
• that there is full support of due process for the physician.
*The Rnal Report ofthe Task for<e on Sexual Abuse ofPatients, November 25, 1991, pp. 15-6.

psychotherapeutic relationship, however, a complete prohibition on any
future sexual contact between physician and patient was recommended. It
would also be mandatory for a member to notify CPSO if he or she had a
reasonable belief that another member had engaged in sexual impropriety
or violation; the college was to maintain records of such reports. Although
the 1991 task force reported only to CPSO, its findings were taken seriously
by the Ontario government as part of an ongoing review of government
responsibilities in regulating health care more generally.
Legislation enacted after the final report of the 1991 task force, principally
the Regulated Health Professions Act, 1991 (RHPA) and its Schedule 2, the
Health Professions Procedural Code, mandated reporting by facilities if there are
reasonable grounds to suspect that a member is incompetent, incapacitated
or has sexually abused a patient.2 New safeguards included practices,
policies and procedures that were put in place to prevent the sexual abuse
of patients. Information on the disposition of complaints of sexual abuse by
hospital staff or patients was also to be included, and fines would be imposed
for any non-compliance, as part of the powerful, transparent process of
accountability with full stakeholder participation recommended by the task
force.
In 1994, the zero tolerance standard for the sexual abuse of patients was
codified in amendments to the RHPA. This new standard applied to all
Ontario health professions regulated under the RHPA.3

Resistance to the 1991 Task Force Recommendations
Although the zero tolerance standard was the first of the task force
recommendations adopted by CPSO, significant resistance appeared: no
doubt some doctors felt threatened, perceiving risk to the continuation
of self-regulation. In context, this resistance reflected the larger society’s
tendency to distrust the abuse victims’ accounts, as well as the general lack
of awareness about sexual abuse of patients. For example, there was limited
understanding of the fact that under-reporting of sexual abuse is common,
that the harms and risk of harm of patient sexual abuse are great, that false
accusations are statistically quite rare and that the mandatory revocation
of abusers’ licences serves the profession well by building the public’s
confidence in CPSO’s ability to govern the conduct of its members in the
public interest.
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The emergence of a zero tolerance approach can be seen as central to
inquiries in a larger context — principally the work of the Canadian Panel
on Violence Against Women, established in 1991 by the Government of
Canada, which undertook the largest and most comprehensive national
review of violence ever conducted in the world. As co-chair of the panel, I
participated in extensive hearings and research, including new findings on
the pervasiveness of sexual violence, that revealed a starkly different picture
of Canada — an often invisible landscape of violence in communities, held
in place by a web of tolerance.4
Like the 1991 task force in Ontario, the panel heard heart-searing
testimony from survivors of sexual abuse by health professionals in other
parts of Canada — testimony that included tragic inaction by health
institutions in several provinces. The panel also heard how the extensive
use of the biomedical model, with its artificial separation of physical from
psychological health, worked against effective treatment for some abuse
survivors. Both the 1991 Ontario task force and the national panel heard
how prior sexual abuse was not identified, leading to years of costly missed
diagnosis and misdiagnosis — not identified as a competency issue that was
worthy of an oversight response from the health practitioner’s college.
If the panel’s implementation plan had been adopted nationally, it is
possible that institutions — including the Canadian Armed Forces, the
Canadian Broadcasting Corporation (CBC), hospitals, self-regulating
professions, universities and colleges — could have had more effective
prevention and response protocols and policies in place that would have
mitigated against the individual and institutional harms being documented
by the media today.

The Special Task Force on Sexual Abuse of Patients, 2000: History and Process
Almost a decade after the 1991 task force recommendations, the Health
Professions Regulatory Advisory Council (HPRAC) commenced a mandatory
five-year review of the RHPA (1994–99). As the review progressed, it became
apparent that information from patients in Ontario (about the RHPA
amendments to address sexual abuse) was not being sought.5 Early in 2000,
the Minister of Health and Long-Term Care asked Marilou McPhedran to
assemble another task force “to conduct an independent inquiry into the
experience of patients and members of the public on the subject of sexual
abuse by regulated health professionals in Ontario.”6 Unlike the 1991 task
force’s focus on CPSO, however, this time patients were invited to recount
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their experiences with any of the 21 health regulatory colleges that were
then regulated by the RHPA.
Again, the task force listened to powerful and painful testimony from
patients who had been sexually abused by health care practitioners,
and from patients’ families and advocates, who also gave compelling
testimony at the task force hearings. Several witnesses reported that, in their
experience, the CPSO had reneged on its previously strong commitment to
zero tolerance and had “diluted” some of the early changes it had made in
response to the 1991 task force recommendations. At task force roundtables,
some of the colleges expressed concerns about the burden that the
implementation of new programs to prevent sexual abuse would impose on
them. There were also concerns expressed about the duplication of services
across the colleges, particularly in relation to complaints of sexual abuse.7
In its final report,8 the 2000 task force made 34 recommendations. These
included a new legislated patients’ bill of rights, which was to be posted
within every health professional’s premises and that would include the
definition of sexual abuse in the RHPA, as well as contact numbers and
clear information about how to make a complaint. Zero tolerance was to be
reaffirmed as the essential standard that would, going forward, guide the
development, implementation and evaluation of all policies and practices
designed to stop sexual abuse by health practitioners. Clear reporting and
transparency mechanisms included use of the zero tolerance standard for
any future reviews of the RHPA. The task force also recommended a variety
of initiatives to ensure the implementation of the zero tolerance standard
through a comprehensive approach to preventing the sexual abuse of
patients.

International Uptake of Ontario’s Zero Tolerance Standard
Since the zero tolerance standard for sexual abuse was first introduced in
the 1991 task force report, it has been widely adopted and adapted. For
example, the Zero Tolerance Charitable Trust, launched in 1994 and based in
Edinburgh, works to prevent the abuse of women and children in Scotland;
Google instituted a zero tolerance policy on child sexual abuse content;
and the international organization PLAN notes that the zero tolerance
standard lies at the heart of its “Because I am a Girl” campaign. As well, in
the United Kingdom (UK), the Halton Domestic Abuse Forum uses a zero
tolerance approach; and in Halton, Ontario, the Regional Council’s recent
zero tolerance strategy includes police, survivors and advocacy organizations
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in the campaign to eliminate violence against women. As well campaigns
to reduce violence against nurses have adopted a zero tolerance standard in
Ontario, Australia and the UK.9
Several bodies in the United Nations (UN) have made commitments to a
zero tolerance standard for violence against women and girls, demonstrating
a significant policy impact worldwide.10 Many UN member countries have
undertaken anti-violence projects since then, with reference to a zero
tolerance policy standard. In 2012, the UN also established the International
Day of Zero Tolerance for Female Genital Mutilation,11 and in 2013 the UN
peacekeeping office adopted a zero tolerance policy governing the sexual
exploitation of civilians in conflict zones by personnel.12
It should be noted, however, that the zero tolerance standard has sometimes
been used merely as an attention-getting slogan, with results that are
rarely positive. The term can also be used as a “measuring stick” of the
difference between bloated language and effective leadership. Madam Justice
Deschamps (now retired) recently recommended (in 2015) the creation of an
independent agency to deal with abuse complaints in the Canadian Armed
Forces, thus exposing the hollow nature of the Forces’ formal commitment
to zero tolerance. The Vatican’s espousal of zero tolerance in a February 2015
letter was released amidst compelling examples of Church-tolerated abuse by
clergy in many countries. As well, the Ontario Human Rights Commission
has raised concerns about the enforcement of zero tolerance policies in
schools that resulted in targeting disadvantaged students.13

Zero Tolerance and Education within the Regulatory Colleges
The 1991 task force recommended the creation of a Patient Relations
Committee (PRC) within CPSO, to be a catalyst for organizational change
through the development of bold, proactive educational programs
complemented by clear zero tolerance practice guidelines. The 1994
amendments to the RHPA introduced the PRC function to all of the
regulatory colleges as internal accountability mechanisms, with internal
education as well as supportive patient-outreach programs seen as integral
to the viability of self-regulation. It is difficult, however, to discern fully
functioning PRCs in CPSO or other regulatory colleges, perhaps due to
removal from the HPRAC mandate to monitor colleges regarding sexual
abuse cases and public education — meaning that, for the most part, there
has been no meaningful oversight of PRCs for more than five years now.
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Zero Tolerance and College Disciplinary Proceedings and Decisions
Bringing perpetrators to justice within the regulatory college disciplinary
system is a complaint-driven process, and one in which complainants
can experience a significant degree of trauma and uncertain outcomes, in
addition to the original harm.

Effect ofProceedings on Complainants
In some cases, medical and psychiatric evidence has been allowed by colleges
in ways that do not uphold the zero tolerance standard. For example, the
use of patients' medical records in attempts to attack their credibility and
advance the health professional's case is still allowed by some colleges.
There are serious implications for public safety every time a complainant
witness is insensitively treated or - unable to bear the stress of the
disciplinary hearing-withdraws her or his complaint. Patients have
described themselves as feeling "disposable" and frustrated, with no direct
say in a process in which they are deeply invested. Although most patients
launch a complaint feeling that there is hope for a just outcome, their
traumatic experiences in the disciplinary hearing far too often shatter those
expectations. These kinds of experiences would likely be ameliorated by
according party standing to patient-complainants and developing protocols
to protect from unduly harsh and abusive cross-examinations - of all
parties. Although colleges have the discretion to grant party status to
patients, this has seldom happened.

The CPSO allowed my psychiatric records to be used against me and
against my vehement protests yet nothing from the doctor's psychiatric
history was brought forward. And the psychiatric records were proven
factually inaccurate and distorted but nevertheless it was all dragged
out and Ihad no legal standing or protection.
-Patient

Effect of Decisions on Complainants
Decisions and penalties imposed by colleges that do not uphold the zero
tolerance standard minimize the severity of the behaviour and its significant
adverse impact on the patient. The CPSO decision in Maharajh is a clear
example of this kind of decision. The committee wrote that it considered it
to be one of several mitigating factors that “he had no previous Discipline
Committee findings,” even though it had already received the information
that he voluntarily brought forward information on similar conduct with 10
or more other women patients. This decision overlooked the future risk of
harm arising from allowing an abuser to continue to practise.14
The assumption that a boundary violator will confine himself to a single
boundary violation, and the dependence by the college on abusers
informing their patients that the abuser’s practice has been restricted, fail
to uphold the zero tolerance standard in the RHPA. For example, Dr. Sharif
Tadros, one of approximately 20 doctors reported in late 2014 to be in
practice in Ontario with gender-based restrictions, recently admitted that he
continued to treat female patients in his office and at a clinic in spite of the
CPSO’s prohibition.15
Allowing the voluntary resignation of health practitioners in the midst of a
patient’s sexual abuse complaint when there is evidence of abuse is also an
inadequate disciplinary response, because it lacks recognition of the very
real potential risk of harm from the alleged abuser, who may opt to move
and practise in another jurisdiction. The College of Psychologists of Ontario
(CPO), for example, allowed a member to resign from the college and
undertake that he would “never reapply for or resume practice as a registered
psychologist anywhere in the world at any time.”16
A lack of transparency in decisions raises concerns about accountability to
patients in the public interest. For example, in the Redhead decision (see
Appendix G), the CPSO used a pseudonym for a physician in a subsequent
disciplinary hearing of his colleague, Dr. Redhead, some 23 months after the
CPSO decision to revoke that physician’s registration.17 Protecting the identity
of a doctor after publicly announcing revocation, does not uphold the zero
tolerance standard, nor is it consistent with the current transparency promises
emanating from some colleges, including the CPSO, nor can it be logically
defended as protection of the patient’s identity when so much personal detail
was included in the subsequent hearing of Dr. Redhead.
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Mandatory Reporting Provisions and Institutional Failings
Robust enforcement of mandatory reporting provisions is a key component
of the complaint-driven process. Only when abusers are identified and
stopped can their potential to devastate more lives be halted. Lack of
enforcement by colleges and by the Ministry of Health and Long-Term Care
under the mandatory reporting requirements of the RHPA undermines
patient safety and does not uphold the zero tolerance standard.

HPRAC and Zero Tolerance
The Health Professions Regulatory Advisory Council was created in the
1994 amendments to the RHPA as the designated review mechanism. A
review of materials supplied by HPRAC revealed an early application of the
zero tolerance standard. Sexual abuse prevention plans were developed and
delivered by the colleges to HPRAC in a timely manner — a welcome start
to achieving zero tolerance goals. After a decade, the records indicate a shift,
however, and by 2006, HPRAC recommended that PRCs be abolished —
something the Minister of Health and Long-Term Care refused to do.18
In 2008, HPRAC recommended a broader approach to patient relations that
further diluted the essential function of the PRCs to improve the colleges’
responses to the sexual abuse of patients.19 In 2012, HPRAC recommended
the creation of an exemption in the RHPA that would remove from the
sexual abuse provisions the prohibition around health practitioners treating
their spouses.20 This recommendation was implemented as an option for the
colleges with the passage of Bill 70 in 2013.21 The CPSO and CPO thereafter
decided that there could be no spousal exemption that is consistent
with the zero tolerance standard, given the imbalance of power in the
relationship between health professional and patient. By mid-2015, only the
Royal College of Dental Surgeons of Ontario (RCDSO) had created such a
regulation, which allows its members to treat spouses.

Can Self-Regulation Achieve Zero Tolerance of Sexual Abuse?
Each college is a concentrated repository for the specialized knowledge of
its health profession. It is this base of expertise around health-related issues
common to its profession that should have made the colleges well-suited
to regulate the practices of their members while upholding patient safety
in the public interest. As discussed in the recommendations made by this
task force, sexual abuse of patients is an exception. The highly trained
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expertise of the health practitioner who serves as a college member does
not necessarily extend to an adequate knowledge base and expertise in the
complex realm of sexual abuse. This has been demonstrated in some of the
more recent decisions by colleges - for example, those allowing doctors to
return to practise with only "gender restrictions."

WhyHas AchievingZero Tolerance BeenSo Difficult?
Society's ingrained tolerance of sexual abuse is generally invisible until an
abusive incident becomes the focus of media attention, often revealing
inadequate institutional responses to sexual abuse. While media coverage
is a crucial aspect of accountability, the flurry of activity following a media
story can decline soon after the media spotlight disappears. For more than
a decade, there has been little or no investment of public funds to sustain
patient advocacy and patients' voices as essential to long-term viable
accountability in the public interest.22

Institutional Responses
The zero tolerance standard cannot thrive in a culture of tolerance of sexual
abuse. We need more institutional leaders to make reducing tolerance for
sexual abuse a priority on par with all other aspects of their patient safety
protocols. Tolerance of abuse and resistance to the zero tolerance standard
have had tenacious holds on institutions. There can be an unequal match
between an alleged abuser, who is well-known in the institution and holds
a position of trust, and an often vulnerable complainant-victim whose
credibility may be easily shredded and whose resources seldom match those
of the institution and the professional.

The reality is that many ofthe disciplinary actions are not made public
and many of the complaints are not made public even after they are
investigated and dealt with, which leaves the public and patients in the
dark about anything that's gone on.
- Patient advocate

Every institution that does not make sexual abuse prevention a stated
priority with allocated resources is leaving those within it vulnerable to
sexual predators. This institutional breach of trust is, unfortunately, aided by
ineffective policies and practices that are inconsistent with the zero tolerance
standard.23

Conclusion: Achieving Zero Tolerance and Ensuring Patient Safety
The iceberg that is the sexual abuse of patients has remained frozen for far
too long — it must be dissolved. The establishment of new, fair and effective
processes to increase the reporting of complaints, reduce abuse significantly
and provide public accountability is overdue.
From three decades of supporting sexually abused patients, I know all
too well that “one is too many.” Those with the ability to effect change
need to reflect on the heartbreaking and tragic harm that sexual abusers
have perpetrated over the years under the protective cover of tolerance by
those around them. Insufficient implementation after the 1991 task force
and almost no implementation after the 2000 task force — for example,
inadequate monitoring by the regulatory colleges and the Ministry of
Health and Long-Term Care — have shattered lives. The public of Ontario is
composed of patients, and they — we — deserve more.
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The How of Zero Tolerance
Introduction
As part of the mandate for this task force, we were asked by Minister Hoskins
to advise on a range of potential changes, including:
• disciplinary orders that may be imposed by health regulatory colleges
against members who have been found to have sexually abused a
patient;
• support tools for patient victims of sexual abuse;
• ways to further encourage and support patients who report incidents
of sexual abuse to health regulatory colleges; and
• aspects of college disciplinary proceedings and other college
processes.
In the first part of this chapter, “The Why of Zero Tolerance,” Patricia
Freeman Marshall provided her reflections and analysis on the evolution of
the zero tolerance standard, since she first suggested the term that became
the centrepoint of recommendations by the 1991 task force and the 2000
task force.
In this part of the chapter, the medical advisor for this task force, Dr. Gail
Robinson, discusses the “how” of zero tolerance, by drawing upon her role
as a psychiatrist. Dr. Robinson’s expertise is built on decades of wide-ranging
experience that includes treating patients who have been sexually abused,
advising colleges and governments, testifying as an expert in sexual abuse
cases, reviewing and providing an expert assessment of case submissions,
and teaching peers, medical students and residents as a professor of medicine
at the University of Toronto. Any recommendations influenced by Dr.
Robinson have been authored by the task force.

An Expert’s Opinion On Upholding the Zero Tolerance Standard
By Dr. Gail Robinson
As the medical advisor to this Minister’s Task Force on the Prevention of
Sexual Abuse of Patients and the RHPA, as a psychiatrist and educator who
has been responsible for teaching boundaries and ethics to medical students
and supervising psychiatric residents for decades, and as a regulated health
professional who has been an expert witness in numerous cases of patient
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sexual abuse complaints before college panels and courts, I was asked to
provide my observations on the overall decline in zero tolerance of sexual
abuse of patients in Ontario.
In order to provide my opinion as to what key issues must be addressed if the
standard of zero tolerance of sexual abuse is to be upheld, my observations
must be placed in a brief historical context. Although responsibility for
protection and remediation, in the event of protection failure, must be fully
shared by men and women in our society, to a significant degree the sexual
abuse of patients has been viewed as a “women’s issue,” because the majority
of victims are women. This fact became apparent early in my psychiatric
practice, and led me to engage in proactive and preventive measures beyond
the confines of my medical office.
As I sought the means to bring about deep systemic change, it became
clear that “not-for-profit” community-based organizations are at the core
of building a safe and civil environment in which all citizens can thrive.
The “public” comprises patients; we are all patients. And when patients can
thrive, caregivers like me will end up treating far fewer trauma survivors,
at far lower cost to our society. This realization led me to co-found the
Metropolitan Toronto Action Committee on Violence Against Women and
Children (METRAC) in 1984, and to be an “early responder” in alerting
the College of Physicians and Surgeons of Ontario (CPSO) to the fact that
a significant number of patients were being abused by physicians and were
either not reporting this abuse to the college or, when they did, that their
reports were being dismissed without proper investigation.
After extensive media coverage of some of these dismissals, the CPSO
commissioned the independent Task Force on Sexual Abuse of Patients,
which held hearings in four regions of Ontario in 1991. A shocking
number of patients came forward to report having been sexually abused by
a physician. As a physician, I was proud when the CPSO became a world
leader by adopting the zero tolerance standard, the first recommendation of
that task force.
As a recognized medical expert, I was consulted by the government of
Ontario on extensive amendments to the RHPA, which applied to more than
20 regulated health professions through their self-regulating colleges. These
amendments would both identify and address the sexual abuse of patients
for the first time. Based on the number of requests for assistance with cases
that I received when the amendments took effect, the colleges were active in
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pursuing complaints and using expert witnesses to explain the complicated
dynamics of sexual abuse to college discipline panels, including: why such
abuse occurs; why patients are vulnerable; why some patients are slow to
report; and the harms to the patient and others that result from this abuse.
From my perspective as an expert witness, I could see how carefully colleges
were applying the new law and observing the zero tolerance standard.
However, for unclear reasons, as the years went by, I noticed a reduction in
how vigorously colleges were pursuing some of these cases. In my considered
opinion, some college discipline panels used their discretion to give lighter
penalties or to slide back into the pattern of dismissing patients' accounts instead of exercising their discretion to uphold zero tolerance of sexual abuse.
This pattern was similar to what I had witnessed before the implementation of
the RHPA amendments addressing the sexual abuse of patients.
More than 20 years after those RHPA amendments, which were predicated
on the zero tolerance standard of sexual abuse of patients, I still act as
an expert witness and I still treat survivors of sexual abuse by health
professionals. For the most part, though, I am disappointed by how colleges
deal with patients' sexual abuse complaints. The depth of my concern is
illustrated by my assessment of the following two cases: in the first case, the
perpetrator was a medical physician; in the second, she was a member of
another college.

Case 1: Not Zero Tolerance -A CPSO Decision
The first case is analyzed in more detail in Appendix G. I have chosen to
analyze it in this chapter, however, to offer my opinions on this case, from
my perspective as a medical expert.
Dr. Redhead was a physician who admitted to having a sexual relationship
with Ms. X in the winter and spring of 2007. He gave her medications
and money, and had previously attended in person as her physician on
five occasions within a hospital setting: twice on November 12, 2006, and
then on December 27, 28 and 29, 2006. He had seen her in the emergency
department (ED) when she came in
, and had admitted her to the hospital on two occasions.
Dr. Redhead began having sexual relations with Ms. X in late January or
early February 2007.
Although he acknowledged that they had had a sexual relationship,
Dr. Redhead pleaded not guilty to the allegations. He stated that, at the time

the "affair" started, he did not remember that Ms. X had been a patient of
h is, because sh e looked better than she had in late 2006 when h e saw her in
the h ospital. The CPSO pan el concluded (correctly) that h is defence lacked
credibility; Ms. X was mem orable in m any ways,
The defence for Dr. Redhead maintain ed that Ms. X was n ot actually his
"patient" during the course of their sexual relationship because h e had never
done intensive coun selling with her. The term "patient" is not explicitly
defin ed in the RHPA. It is n ot n ecessary to engage in counselling with a
patient for a physician-patient relationship to exist. He had seen Ms. X
when she was very distressed, both in the ED and as an in patient, and had
allowed h er to provide h im with personal details about her troubles. Clearly,
sh e un derstood h im to be h er physician.
In his defence, Dr. Redhead stated that the therapeutic relationsh ip h ad
ended in December 2006, and that Ms. X was therefore not his patient in
early 2007. Yet Dr. Redhead clearly knew that she was a vulnerable person .
He had seen her on five occasion s over a two-mon th period, during wh ich
t hat she required admission
sh e presented with
to hospital twice. He knew all about her personal h istory but had disclosed
n one of h is to her. Alth ough he may well h ave helped her improve her
m ood
, it would be highly unreason able for h im
to think th at, just one m onth after she had experienced
sh e would be well enough to begin an inform ed
sexual relationsh ip with him.
Consistent with th e CPSO's disciplin e committee fin dings, it is clear t hat
there was still a sign ificant power differen tial between this fragile patient
and t his physician, wh om she idealized, as is common in many physician/
patient dyn amics. He took advantage of her ongoing vulnerabilities and her
desire to please. The eviden ce also suggested that Ms. X was trying to please
on e of his colleagues, anot her of her physicians who h ad also had sex with
h er, by agreeing to answer a social call from Dr. Redh ead, wh ich led to their
sexual in teraction .
The CPSO com mittee did not accept th e majority of Dr. Redhead's
arguments. The committee noted that its determination was guided by t he
principle of protection of t he public, and therefore the penalty should serve
as a general deterrent to the h ealth professions and a specific deterrent to
this member. Th e only mitigatin g factor it noted was that th at Dr. Redhead
h ad no prior disciplin ary record. In my opinion, this is th e point at which

the CPSO's conclusions and its penalty decision begin to diverge to a
disturbing degree - away from upholding the zero tolerance standard.
The committee concluded that Dr. Redhead's conduct was disgraceful,
dish onourable and unprofessional. It foun d that h is misconduct was
serious; he engaged in sexualized conduct wit h a person who had been h is
patient until about one m ont h before t he sexual acts began. It noted that
Ms. X was cared for by Dr. Redhead
times wit hin a sh ort period of time, during wh ich she had been repeatedly
. It determined that he h ad en gaged in sign ificant
assessed
therapeutic interventions with Ms. X, and it found t hat he knew of her
troubled past history an d was fully aware of the extent of her emotion al
problems, an d t hat even t hough h e did not provide intensive counselling or
form al psychotherapy, he had treated h er while sh e was in significant
distress, providin g her wit h verbal support and medications.
The committee determined that Dr. Redh ead was, t herefore, fully aware
that Ms. X was a highly vulnerable patient and that th ere was a sign ificant
power imbalance in t heir relationsh ip . He provided h er wit h gifts of m oney
and pharmaceutical drugs t hat had the effect of further exploiting her
vulnerability and augmen ting t he power imbalance between them . It noted
that, even if Ms. X was feeling better at the time th e sexual contact started,
sh e had a long h istory
and
therefore continued to be vulnerable. As well, t he committee did n ot give
weight to letters describing Dr. Redhead's good character
Yet a sad irony unfolded in the committee's decision on t he penalty for
this physician, which was issued on May 15, 2013. Instead of assessing
Dr. Redhead's m iscon duct in accordance wit h t he m andatory revocation
provisions in t he RHPA, t he com mittee relied on CPSO case precedents in
which t he m an datory revocation of a physician's certificate was not applied.
These cases involved physicians wh o were foun d to have engaged in sexual
relations wit h former patients between 1994 and 2011, and in wh ich the
suspensions ranged from two to nin e mont hs. In a sharp tum away from
the logic in the reasoning in th eir decision, t he com mittee concluded that
a five-month suspension appropriately recogn ized t he seriousness of t he
m isconduct.
In my opinion, t his could well have been considered a mandatory revocation
offence, but college's discipline committee ch ose to exercise its discretion at

a level that was far below the threshold of zero tolerance of sexual abuse of
patients (see Appendix G). This underscores the need to amend the RHPA
to include a clear definition of "patient." Consider that Dr. Redhead tried
to claim that Ms. X was not his patient, when the evidence clearly showed
that he had seen her on five occasions in the ED and in the hospital, where
he twice admitted her. He had also prescribed medications for her. The
physician-patient relationship had clearly been established despite whatever
notes had, or had not, been written, and no matter who had completed the
billing for the visits.
As a physician at the hospital, Dr. Redhead had provided counselling to help
Ms. X
. He had
taken a history and knew that she had a previous
history and a
troubled past. He, on the other hand, was likely seen by her as a "saviour"
and who supplied needed support,
caring and assistance to help her get through a chaotic few months.
Within a month after the last time he had seen her as a patient, Dr. Redhead
initiated sexual contact with the patient. Even had she completely recovered
from a transient crisis, this was a professional boundary violation: there was
an extreme power differential between her, a patient recently in crisis, and
him, the physician who had "saved" her
. This differential
was exacerbated by the short period of time between their last professional
visit and the start of the sexual relationship, her long history o f
problems and his supplying her with money.
It is my opinion that the demonstrated facts of this case brought it within the
mandatory revocation provisions of the RHPA. Ms. X was in no way capable
of making an informed decision as to whether an intimate relationship with
Dr. Redhead was advisable. It is also my considered opinion that Dr. Redhead
exploited his patient's dependency and vulnerability, and risked adding more
stress to her life and putting her at an even greater risk of a future breakdown

Case 2: Another Regulatory College
Although the CPSO processes more sexual abuse complaints than the other
health regulatory colleges, other health care professionals (HCPs) are also
disciplined by their regulatory colleges for the sexual abuse of patients. I will
give my opinion on a case at another college that has been brought to my
attention.

A female HCP worked in a program attended by a
patient who
had been off work on disability for many years. She began to engage in
sexualized conduct with this patient. Several months later, both the patient
and the HCP separated from their spouses. Following these separations, the
patient became very upset and went to an ED after almost hanging himself.
When the HCP's conduct was discovered, the patient was transferred out
of the program he had been attending and was sent to a different program.
The HCP was fired, but it is not clear if any report was made at that time to
her health regulatory college. The couple began living together and then
married, less than two years after the professional relationship ended.
A considerable time after their marriage, the patient's ex-wife made a
complaint to the college. The lawyer defending the HCP maintained that no
harm had been done, because the patient denied that he had been harmed
by this new relationship. The HCP even stated that the relationship had
been helpful to the patient - that his condition had improved because of it.
No mention was made by either the patient or the HCP about how he had
come very close to killing himself after his separation. Neither did they refer
to any harm experienced by the HCP's ex-husband or the patient's ex-wife,
the patient's children, other patients in the rehabilitation program or to the
profession in general.
In my professional opinion, this is a straightforward case of sexual abuse,
for which the HCP should have received a mandatory five-year revocation
of her licence. It is not logical or reasonable, in a zero tolerance framework,
for regulatory bodies to rationalize such sexualized conduct on the premise
that, if one falls in love and gets married, the offence is not as serious. In a
scenario such as this, consideration also must be given to the fact that the
relationship could have failed and had a very negative effect on the patient,
thereby putting him at risk of more attempts at self-harm.

Flawed and Troubling College Decisions
These two cases reveal some troubling paradoxes. In the first case, the
CPSO's findings, reasoning and conclusions appear, at first, to be correctly
headed toward mandatory revocation of Dr. Redhead's licence for sexually
abusing his patient; they did not accept his excuses or rationalizations. The
CPSO recognized that, given the patient's vulnerability, there was no way
that, approximately one month after termination of the physician-patient
relationship, the power differential and vulnerability between them would
have ended.

Yet the penalty for his sexually abusing this very vulnerable patien t in cluded
on ly a five-month suspension. It is n ot clear why th is case and th e other
precedents cited by the CPSO did not warrant a five-year revocation. Wh at is
clear is that th e college paid "lip service" to the issues of power differentials,
exploitation and patient vulnerability, but then chose a penalty that was
inconsistent with its conclusions, its own set penalty for such an offence
and its statement about protecting the public and being a deterrent for other
m embers. The college's reliance on previous cases illustrates that this was not
the first time there was an inconsistency between its conclusions about t he
n ature of the offen ce and the penalty it imposed. (A m ore detailed analysis
of the Dr. Redhead case is found in Appendix G.)
In the second case, despite the fact that there was a clear violation of both
the RHPA and the college's own rules against sexual contact between patients
and members, and against intim ate sexual relationships between HCPs and
patients for at least two years following the end of treatment, t he college
found that that there was no imm ediate, clear harm to the patient. This
finding ign ored t he fact that the HCP could in no way predict whether or n ot
the patient could be h armed by her conduct; in fact, the patient had to leave
the treatment program,
Both of these cases clearly demonstrate the troubling situation t hat now
exists, wh ereby, even if the regulatory colleges seem to understand and accept
the reasoning beh ind the rules governing sexual abuse of patients, they do not
enforce appropriate discipline against offenders in cases such as these. While
it is not clear why some colleges have found it in creasingly difficult to en force
their own policies, the cases that are brought to my attention dem onstrate
to m e that there h as been increasingly lax enforcem ent of strong disciplinary
m easures in t he RHPA against sexual abusers.
As the m edical adviser to this task force, I support its bold recommen dation s
for major ch anges to how sexual abuse complaints by patien ts are to be
dealt with by t he health regulatory system. The in tersectoral approach in
the recom mendations, wh ich includes prioritizing the education of patients,
trainees and practising HCPs, gives me hope that the sexual abuse of
patients will again com e to be considered to be a serious offen ce with serious
consequences for perpetrators - applied consistently with in the regulated
h ealth professions.
In reviewin g th ese two case studies, it became apparent that the colleges'
decision-makers did not seem to understand the complex dynamics inheren t

in the sexual abuse of patients, or the extent of the damage caused by
their members through sexually exploiting their patients. In the following
section, I provide an overview of what I teach to medical students, residents,
psychiatrists and other health care professionals, as a way of supporting the
conclusions reached by this task force that education on sexual abuse of
patients at every level of training is crucial and that regulatory colleges have
— in too many cases — demonstrated their inability to implement the zero
tolerance standard, and are, therefore, ill-equipped to respond to complaints
by patients of sexual abuse by their members.

Sexual Abuse By Health Care Professionals
Boundary violations can occur between any dyad of HCP and patient,
whether male–female, male–male or female–female. Because the most
commonly reported abuse occurs between male HCPs and female patients,
I use female terminology in this section to describe patients, and male
terminology to describe HCPs (any member of the 26 regulated health
professions in Ontario).

Boundaries
The term “boundary” is defined as a border, or limit. Within a patient–
HCP relationship, boundaries define the relationship by establishing the
framework of the intervention. Therapeutic boundaries refer to such issues
as: touching; language used; the time and place of meeting; duration of the
meeting; disclosure by the HCP; gifts; favours; socializing; dual relationships;
and sexual behaviour between the HCP and the patient. Solid boundaries
help to set positive expectations of the professional relationship. The
maintenance of appropriate boundaries is fundamental to the establishment
of trust between patients and HCPs.
Boundary crossings are behaviours that disrupt the treatment framework for
the benefit of the patient — for example, spending extra time with a suicidal
patient. A boundary violation is any behaviour that infringes on the primary
goal of providing care, thus causing harm to the patient, the HCP and the
treatment. Violations of any of the boundaries listed above are damaging in
and of themselves, but also may potentially lead to sexual abuse by the HCP.
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Why Sexual Abuse Occurs
Certain elements of the HCP–patient relationship increase the potential for
sexual abuse. The patient usually comes to the HCP because she is worried
or suffering, and needs help. The patient may be anxious about symptoms
or emotional problems, and may feel frightened and vulnerable. She sees
the HCP as a wise and knowledgeable person who holds the answer to
her problems. The HCP receives the patient’s trust and respect merely by
virtue of his position: because patients usually do not know how to carry
out medical, therapeutic or psychological treatments, they rely on HCPs to
ensure that they are receiving legitimate procedures, carried out ethically.
This inequality between the patient and the HCP is enhanced by the fact
that the HCP has the opportunity to find out everything about the patient’s
personal life while divulging only what he chooses about his own. The power
differential may also be accentuated and enhanced when the HCP is male
and the patient is female (since, in our society, greater power is generally
accorded to men than to women); when there is a marked socioeconomic
difference between the patient and the HCP; and/or when there is a marked
age difference.

Transference and countertransference
Transference and countertransference feelings may also increase the risk
of boundary violations. Transference is generally defined as the set of
expectations, beliefs and emotional responses that a patient brings to the
patient–HCP relationship. Transference reflects not necessarily who the
HCP is, but, rather, what persistent experiences a patient has had with
other important authority figures throughout her life, such as a parent.
Transference involves how those experiences influence the patient’s
relationship with her HCP — for example, whether the patient “loves,”
idealizes or feels anger toward the HCP. These feelings generally are
unconscious to the patient but can affect her feelings and behaviour.
In the same way, an HCP may bring countertransference feelings that are
negative, disproportionately positive, idealizing or even eroticized. If these
feelings are not understood, they can affect the HCP’s reaction to and
behaviour toward the patient.
Although transference and countertransference can be enhanced in intensive
psychodynamic psychotherapy or psychoanalysis, this is not the only
type of treatment in which they occur. The automatic respect, trust and
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acquiescence given by the patient to the HCP’s instructions demonstrate
that a certain degree of transference is part of any patient–HCP relationship.
Although a therapist or other HCP may not choose to identify or work with
transference as part of the treatment, this does not mean it does not exist.
In the same way, countertransference — unrealistic feelings toward or about
the patient — may also happen in any kind of HCP–patient interaction, and
increase the risk of a boundary violation occurring.

Consent
Patients who go to an HCP for treatment often bring their prior behaviour
with them. For example, a patient may propose or invite sexual behaviour
because this was part of her previous way of dealing with relationships. Of
major importance is the fact that patients do not study or understand the
potential harm of sexual behaviour between an HCP and patients. Their only
experience of this behaviour may be through watching movies or reading
books in which these relationships are romanticized. Patients cannot,
therefore, be expected to understand the risks of such involvements.
Mere mutual consent is never a justification for sexual relations with patients
because the disparity in power, status, vulnerability and needs make it
difficult for a patient to give meaningful consent to sexual contact or sexual
relations. Because of the imbalance in the relationship, the vulnerability
of the patient, the possibility of a transference reaction and, hence, the
potential for exploitation in a HCP–patient relationship, it is always the
HCP’s responsibility to refrain from unethical behaviour, even when the
patient appears to consent to or even initiate an intimate relationship.
Patients may have various reasons for submitting to an intimate relationship
with a HCP. A patient may have low self-esteem and believe that she will
acquire importance and an enhanced sense of self-worth by establishing a
relationship with someone who appears to be more powerful. A patient may
feel grateful to the HCP, or feel dependent and needy, and therefore fear that
the HCP will stop helping her if she does not cooperate. Patients may not
enjoy the sexual relationship, but trade sexual favours for drugs, support,
attention, concern and “love” from the HCP. None of these motivations
provide justification for the HCP to violate boundaries.
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Why Patients Continue to be Involved with Abusers
There are a number of reasons why patients continue to be involved with an
HCP who has committed boundary violations. Patients essentially believe
that HCPs are helpful, caring and trustworthy individuals. They therefore
give HCPs the benefit of the doubt, assuming that whatever an HCP does
is in the patient's best interest. Even such behaviour as a kiss or hug,
which might raise alarm in other circumstances, is likely to be perceived as
something the HCP is doing for the benefit of the patient. This respect by
patients for HCPs can be accentuated by a difference in age or socioeconomic
status between the HCP and the patient.
Despite the patient's awareness that certain behaviour by the HCP makes her
uncomfortable or feels inappropriate, the patient may feel that she is getting
something from the HCP that she believes she needs, such as feeling special,
listened to, cared about or even loved. A patient who has become sexually
involved with a HCP may also feel embarrassed and ashamed. This shame
and embarrassment may interfere with the patient's ability to reach out to
others for help to get out of the situation. She often can feel guilty about
what has transpired, even though she is blameless. The patient wishes to
believe that the HCP is a good, honourable and helpful person, and so feels
that, if there has been any violation, it must have been provoked by her.
This assumption of guilt by the patient prevents her from recognizing that
she has actually been exploited by the HCP. Health care providers often add
to this guilt by convincing the patient that it is her fault that the boundary
violation occurred. This betrayal of trust by someone who is supposed to

The acts were sexually demeaning, humiliating, intimidating and
aggressively manipulative. The perpetrators used their position of
privilege to abuse me. And in doing so they left deep scars on my life and
my psyche. They impacted the way I view the world and how I conduct
myself with others. The acts took atoll on my family life and have
adversely affected all interactions with all medical personnel.

-Patient

look after the patient often leads the patient to mistrust any other authority
figures, thereby making it difficult for her to turn to anyone else for help.
The patient can often have ambivalent feelings about the HCP. She may
have felt that the HCP was helpful to her in many ways. Despite the abuse,
these persistent feelings of gratitude or affection may result in the patient’s
continuing wish to protect the HCP. If the HCP discloses a great deal about
his personal problems, the patient can end up feeling responsible for the
HCP’s well-being, rather than the reverse. The HCP may emphasize the
trouble he will get into if she reports him to the regulatory college, making
the patient feel like a bad person and responsible for protecting him.
Frequently, it takes a long period of time before a patient is able to come
forward and report the abusive incident. During that time, the patient may
be trying to recover from the consequences of the abuse and gain inner
strength. Patients must also deal with their guilt and embarrassment, sort
through their feelings and begin to understand that it is the HCP who has
erred and that it is reasonable for the patient to be angry at the HCP.

Consequences
Sexual abuse has many possible consequences for victims. Patients’
presenting problems are often ignored and, indeed, complicated as a
result of the abuse. Abused patients may find it difficult to trust other
authority figures in the future. Since the abusive physician may have
been kind, helpful or even loving in some ways, the patient may have
confused, ambivalent and protective feelings towards the HCP. Patients
often erroneously blame themselves for the abuse and feel guilty and
ashamed. The secrecy in which abuse takes place often leads to isolation and
loneliness. Patients may experience anxiety, depression, repressed anger or
suicidal ideation, any of which may require treatment in hospital. They may
become suicidal, have stress-related somatic complaints or be less able to
cope with the symptoms of other physical problems they might have. They
may suffer from symptoms of post-traumatic stress disorder, and try to cope
with their distress by abusing drugs or alcohol. The distress and feelings of
worthlessness patients feel following sexual abuse may interfere with their
ability to work or have healthy relationships.
The abuse also has wider-reaching consequences. Other patients might be
harmed by the unexplained extra attention being shown to the abused
patient. When the sexual abuse is exposed, patients may lose their HCP
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and feel betrayed, shocked and violated. Their trust in therapy may be
destroyed so deeply that they are unable to seek help from other HCPs. The
profession as a whole also suffers, because the public loses faith and respect
for all HCPs. This situation is enhanced if the abuser does not receive serious
punishment for the violation, because it leads to the conclusion that HCPs
protect each other at the cost of harm to the public.

Post-Termination Relationships
Because some HCPs appear to believe that merely ending the professional
relationship with the patient means that there is no obstacle to developing
a personal intimate relationship, it is important to clarify the reasons for
restricting post-termination relationships. First, if such a relationship is seen
by either the patient or the HCP as a future possibility, it colours and distorts
the treatment. The patient may withhold important information that might
present her in a negative light, thereby interfering with the investigation
and diagnosis, which will limit the effectiveness of the treatment. The HCP
might hesitate to be as direct and challenging as he should be, in order not
to seem unkind or uncaring. The openness and honesty that are necessary
for excellent care are lost as the patient and HCP calculate the odds of a
future relationship.
The power differential that exists in the relationship between the HCP and
the patient does not change the moment the professional relationship ends:
the professional still knows a great deal about the patient, yet the patient
knows only what the professional has chosen to reveal about himself. This
is true not only in physician–patient relationships, but may also be true in
every HCP–patient relationship. All patients are vulnerable, because they
generally seek care when they are ill or worried about their health and,
during the course of treatment, frequently disclose a great deal about their
personal lives. In the case of counselling, the HCP may learn a great deal
about a patient’s vulnerabilities and weaknesses, and the patient increasingly
will view the HCP as a knowledgeable, trustworthy, helpful and important
part of their recovery and well-being. A deeper transference may also
develop, whereby the patient may believe that she is in love with the HCP.
This belief makes the patient even more vulnerable.
These differences in perspective and vulnerability do not change once therapy
ends. If the sessions are ended before the patient feels ready, she will continue
to feel helpless, vulnerable and needy — willing to please the HCP in order
to have continued support. The fragility that caused the patient to seek
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treatment will not have disappeared and may, in fact, be exploited by the HCP
in order to draw the patient into a relationship that will satisfy his desires,
without any concern for the potential harm that may be done to the patient.
Conversely, if the treatment has been successful, the patient may view the
HCP with gratitude and even greater idolization. The HCP is seen as the
person who has “cured” her; someone who has been kind, thoughtful,
caring, helpful and wise. The patient may also feel that she loves the HCP.
All studies of former psychotherapy patients show that transference and
power differentials persist and that — even after a break — they can be
instantly re-established. The patient may feel flattered and special because of
her belief that this wonderful person wants to have a relationship with her.
All the ingredients are there for the patient to create an idealized view of the
HCP and begin eagerly hoping to have an ongoing personal relationship. It
is, therefore, impossible to establish an equal, unbiased relationship between
an HCP and a former counselling patient.
The power differentials and idealization may continue even for patients who
have not been involved in psychotherapy, making them vulnerable to an
offer from the HCP for an ongoing relationship, or to seek it out on their
own. Even if an HCP and a patient believe that they are mutually agreeing to
an equal relationship with no persistent power differential, there is no way
to predict the outcome. Patients may come to realize they have been caught
up by their own idealization and transference. An HCP who believes that he
is not consciously taking advantage of a vulnerable patient may realize that
he has become attracted to his patient through her idealization of him and
then may then no longer want that kind of dependent relationship. The
relationship may then end with a disillusioned, emotionally crushed, guilty,
embarrassed and depressed patient who has no one to turn to for help.

Preventing Sexual Abuse
The sexual abuse of patients can be prevented in three key ways:
1. Appropriate punishment of offenders, with severe consequences —
this sends a clear message to the public that this behaviour will not
be tolerated by the health professions. Punishment also acts as a
deterrent to others.
2. Establishment of clear boundaries — the public needs to understand
that sexual behaviour between HCPs and patients is never justified.
3. Adequate, ongoing education — students in all of the regulated
health professions must receive detailed, adequate education about
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I have searched through my lecture notes and am unable to find

the precise lecture during which we talked about sexual abuse,
which Ithink speaks to how superficial and not memorable the
discussion was.
- Health care profession student
appropriate boundaries, and boundary violations, and should be
regularly examined on this to demonstrate its importance.

The Importance ofCurriculum
Although Ontario medical schools are teaching about professionalism and
ethics, there is no standard, well-defined course on boundary violations and
the sexual abuse of patients. Each physician must keep to the "no sexualized
contact" boundary, even though the challenges may differ in some ways
(e.g., in psychiatry, more personal information may be obtained from the
patient; other HCPs are more frequently in physical contact with patients). It
is also true that non-physician HCPs may believe that the power differential
between them and their patients is minimal or non-existent, and that there
is therefore no risk in establishing intimate relationships with patients.
The issues described below, however, are relevant to all HCP-patient
relationships.
In general, these courses should not be taught only in a didactic manner:
they need to include experiential components that incorporate materials
such as videos, case vignettes, standardized patients or role playing. As
well, it is not sufficient to teach this course only one time during the course
of HCPs' professional training: the issue needs to readdressed every year.
Questions about these areas of ethical standards and the possibility of abuse
should also be included on professional examinations, to ensure that their
importance is emphasized.
The following nine components should be an essential part of students'
curriculum.

1. Zero Tolerance
The zero tolerance standard is fundamental to preventing the sexual abuse
of patients. Zero tolerance implies that there will be no excuses made for
sexual abuse by HCPs. Sexual abuse is defined as sexual intercourse or other
forms of physical sexual relations between the member and the patient;
touching of a sexual nature of the patient by the member; or behaviour or
remarks of a sexual nature by the member towards the patient. Under the
zero tolerance standard, no rationalization or justification can be accepted
when these behaviours occur.

2. Boundary Crossings and Boundary Violations
The concept of boundaries must be clearly taught. A clear definition of
boundaries sets the framework for any kind of HCP–patient interaction.
The difference between a boundary crossing and a boundary violation
should also be clarified. The importance of boundaries in all areas of the
HCP–patient relationship should be defined. These include but are not
restricted to: touching; duration of treatment sessions; time of day of the
treatment sessions; place where the treatment occurs; language used by
the professional towards the patient, including sexual jokes, demeaning or
suggestive remarks; questions about sexual functioning that are not relevant
to the specific examination or treatment; ogling or flirting with the patient;
inappropriate personal disclosure by the HCP; socialization; and dual
relationships.
In examination or treatment sessions in which the patient is required to
undress, teaching should involve such issues as: explanations to the patient
before any physical examination or procedure is carried out; appropriate
draping and gloving; and allowing the patient to dress or undress in private.

3. Why Sexual Abuse Occurs
Students need to understand the fundamental power differential that occurs
in all professional interactions between HCPs and their patients. No matter
what the profession, the HCP has the professional knowledge and the
ability to help that the patient requires. Patients have not been educated as
to the harms of boundary violations, and thus are not trained to recognize
inappropriate or improper examinations or treatment. Most examinations
and treatments occur in privacy, where no one else is supervising the
procedure. Patients believe that they can trust their HCPs. This trust begins
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Asingle incident can be life-shattering.

-Patient

before they even meet any specific HCP; indeed, it is built into the concept
of seeking help from a knowledgeable professional.
This educational component should include education around factors that
increase the vulnerability of patients, including: fear about their health
problem; a feeling of helplessness to diagnose or cure themselves; neediness,
as they seek help; a desire to please and avoid alienating the HCP; a previous
history of sexual abuse; strong positive transference feelings toward the HCP;
and age and socioeconomic status differences between the HCP and the
patient.
Some HCPs are exploitative people who take advantage of the power
differential to prey on vulnerable patients. Other HCPs may experience
certain factors and situations that can increase their likelihood of violating
boundaries. These factors include: lack of knowledge; current life stressors;
mental illness; a personal need for approval; lack of a fulfilling life outside
of work; countertransference feelings toward the patient; a rationalization
that if one "falls in love," the boundaries no longer apply; and a sense of
entitlement or omnipotence.
It is important for HCPs to clearly understand that the maintenance of
boundaries is always the responsibility of the HCP.

4. Harm Resulting from Sexual Abuse
Students must be taught the about the harm caused by boundary violations.
These harms include negative consequences for the patient, the HCP, the
families of the patient and the HCP, other patients in the practice and to the
profession in general, because of the ensuing loss of trust in the practice by
the general population.
Further harms to the patient include: ignoring the presenting problem;
adding additional problems to those the patient is already experiencing;
guilt; self-blame; shame; isolation from friends and family; anger; loss of
trust in health care providers or authorities in general, which may result in

For all these years Ihave not understood that this was sexual abuse until
most recently when Ideveloped symptoms ofPTSD. Inever knew it was
related to abuse ofpower, sexual assault, betrayal oftrust.
-Patient
future health care needs not being adequately met; role reversal, in which
the patient becomes excessively concerned about the HCP's well-being;
ambivalence about the HCP's actions; sexual confusion; anxiety; depression;
PTSD; and suicide.

5. Consent
Students must be taught the difference between consent and submission.
Factors that must be stressed include: the inability of the patient to give
informed consent because of their neediness and vulnerabilities; lack of
awareness of the harm of sexual abuse; strong transference feelings; power
differentials; possible limited availability of alternative sources of help; and
initial increased self-esteem at being "chosen" by the HCP.
In some situations, it may appear as if the patient is consenting to or even
seeking a sexual relationship with the HCP. It must be emphasized to HCPs,
however, that this may be part of the patient's overall way of functioning
and an aspect of how she deals with relationships in general, as well as
an attempt to ensure the HCP's assistance. Even if the patient attempts to
overtly or covertly seduce the HCP, this is not true consent, and the HCP
must not act on this invitation.

6. Post-Termination Involvements
The risks and harms of post-termination involvement with a patient must be
clearly taught to students. The imbalance in power within the professional
relationship does not immediately end with the end of treatment: it
continues for an unknown period of time. The power imbalance is
perpetuated by: differences in the level of disclosure between the HCP and
the patient; the HCP's awareness of all of the patient's vulnerabilities; the
continuation of transference and countertransference feelings; the continued
neediness of the patient if her issues have not been addressed in treatment;

gratitude toward and idealization of the HCP if the patient has been helped;
and the basic trust and respect that the public tends to extend to HCPs.
It should be emphasized that there is no HCP–patient relationship — no
matter how brief — that can be said to be completely clear of any ongoing
power differential or idealization of the HCP by the patient. When the
treatment has included any type of counselling, the patient’s vulnerability
continues for an undisclosed time after the therapy ends, because of the
heightened power differentials. There should, therefore, be a lifetime ban
on any type of personal, intimate relationship between HCPs and former
counselling patients. For other HCP–patient relationships, there should
be a minimum of a one-year ban. This year-long period must not be
negotiated with the patient when the treatment ends: it must begin to apply
only when the HCP and former patient meet, by chance, under different
circumstances more than a year later, and strike up a relationship. Even in
this circumstance, the HCP should be aware of the possibility of ongoing
transference, power differentials and vulnerability on the part of the patient.

7. Mandatory Reporting Rules
Students need to understand the importance of mandatory reporting, to
the appropriate college, of any HCP suspected of boundary violations with
a patient. Because patients who have been sexually abused by an HCP are
generally left feeling confused, guilty and ashamed, and yet frequently
ambivalent about and protective toward former abusers, they may find
it very difficult to complain about an abusive HCP. Every HCP has a
vested interest in identifying abusers so that they can be appropriately
disciplined. If this does not occur, the public can lose faith in the health care
professions, and begin to assume that many HCPs are abusers and that these
professionals always protect their own. This belief does a great disservice to
the health care professions but also can interfere with patients’ willingness
to seek out necessary health care.
Every HCP who sees a survivor of this type of abuse has an obligation to
report the name of the offender to his or her regulatory college. Although it
is important to protect the patient’s identity until she is willing to disclose,
it is essential to try to obtain enough details and information to allow the
college to begin an investigation into this serious matter. Failure to carry out
a mandatory report is punishable by a $25,000 fine.
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8. Knowledge of the Rules and Standards
All students should be familiar with the rules and standards around sexual
abuse of the regulatory college of which they are a member, as well as the
RHPA’s requirements.

9. Evaluating and Avoiding Boundary Violations
Although the prohibition on any sexual contact with patients should be very
clearly understood, every student and HCP needs to learn how to evaluate
potential boundary crossings so that they don’t slip into violations that
result in sexual abuse. Every HCP should also be taught to ask themselves the
following questions before they consider crossing any boundary in the HCP–
patient relationship:
1. Why am I thinking of doing/saying this?
2. Would I do this with all my patients? If not, why with this
particular patient, and why at this particular time?
3. How much do I know about how this will be received by the
patient?
4. Is there a safer way of achieving the same goal?
5. Why do I think I can do this without harm?
6. Would I hesitate to tell a colleague what I have done?
7. Would I worry if my patient told someone about what I have done?

Continuing Professional Education
Health care professionals should need to verify that, at least once every five
years, they have attended a course or seminar that reviews the information
on and prohibitions around sexual abuse so that they do not lose sight of
why it happens and the harm it causes. These seminars should include an
overview of the topics noted above.
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Chapter 5:
Modernization of the Regulated Health Professions
Act, 1991, for Health and Dignity
Background and Rationale
To be considered fair and capable of delivering credible decisions, a
complaints-driven accountability system (such as the college processes set up
by the Regulated Health Professions Act, 1991 (RHPA) to deal with sexual abuse
of patients) is predicated on there being an equivalency of resources for each
stakeholder and a "level playing field" without barriers that obstruct one
party but not another. Under-reporting of sexual assault, including sexual
abuse by regulated health professionals, is a given. As discussed in Chapter
1, the task force heard from experts working with patients of Aboriginal
origin in urban and isolated areas of Ontario, and from experts working
in immigrant communities, that distrust of current complaint options is a
significant cause of sexual abuse under-reporting by patients.
Across Ontario, patients who have experienced sexual abuse by regulated
health professionals do not currently have adequate access to either legal
support or effective legal representation, largely because they are not usually
considered to be full parties in the discipline process that is triggered when
their sexual abuse complaint is referred to a college panel for a discipline or
reinstatement decision. Only the regulatory colleges can revoke certificates
of registration that entitle regulated health care professionals (HCPs) to

If I had known about these issues Iprobably would have been amuch

stronger advocate for myself, Iwould have been astronger witness. I
would have asked for more involvement. Ilost my voice during this time.
I lost my sense ofself.
-Patient

practise in Ontario. This lack of resources is a particularly significant barrier
to patients who are marginalized and vulnerable, and affects patients' health
outcomes. The task force recommendations regarding a new system for
deciding sexual abuse complaints by patients is predicated on self-regulation
by health professionals and fairness to professionals and patients alike.
Self-regulation of health professionals through their colleges is guaranteed
through the RHPA, but patients often do not know - and report having
difficulty finding out -where they can go to report sexual abuse.
Our recommendations for a modernized RHPA are responsive to this reality,
which is why public education and outreach are such clear priorities in the
new proposed model, the Ontario Safety and Patient Protection Authority
(OSAPPA) -well beyond what any of the regulatory colleges have been
doing. During and after the transition to the OSAPPA model, some patients
will continue to tum to regulatory colleges. Under the modernized RHPA,
there is to be a legislated onus on regulatory colleges to make immediate
referrals of patients with sexual abuse complaints to OSAPPA- in person,
with written information provided to facilitate the patient's access to
OSAPPA services and in writing - by the most efficient possible electronic
means, directly to OSAPPA. Every regulatory college is to be mandated to
include a record of all patient visits and other forms of inquiry about the
sexual abuse of patients with documentation as to the speed and nature of
referrals to OSAPPA.
Although some legal expertise in this specialized field exists within some
of Ontario's legal aid clinics, it is not widespread throughout the legal
aid network or the bar generally. The core legal competence of lawyers in
this underdeveloped and underserved area of the law must therefore be
strengthened across the province's legal aid system.
Public legal education also needs to be enhanced in Ontario, in order to
provide patients with the information they need to understand both their

Many survivors do not know the law or even where to begin to proceed
with acomplaint when an incident ofsexual violence occurs by a
health professional.
- Patient advocate

rights when they experience sexual abuse by a regulated health professional,
and the processes they must embark upon to pursue sexual abuse
complaints. Greater access to justice for patients is a key theme in this task
force report because of the discrepancies in resources available to patients,
compared to health professionals and their colleges.
Competent legal support and information/education for patients (that is, the
public) in Ontario can be achieved by using the expertise, and strengthening
the capacity of, existing resources, especially Legal Aid Ontario (LAO), which
has a network of clinics and services, Community Legal Education Ontario
(CLEO), the Barbra Schlifer Commemorative Clinic and the Metropolitan
Action Committee on Violence Against Women and Children (METRAC).
The services provided to marginalized and vulnerable patients by each of
these organizations are outlined below based on task force discussions with
them.

Description Of Key Players
Legal Aid Ontario
Legal Aid Ontario is an independent but publicly funded and publicly
accountable non-profit corporation that administers the province’s legal aid
program. It has a statutory mandate to promote access to justice throughout
Ontario for low-income individuals.
The values of LAO are to “ensure that healthy communities include
responsive and meaningful legal aid services and improved access to
justice.”1 Because there are legal aid clinic and services across Ontario, LAO
can provide legal aid services to patients regardless of their geographical
location.

Community Legal Education Ontario
Community Legal Education Ontario is a community legal clinic and part
of Ontario’s legal aid system. Since 1974, CLEO has been a key provider of
legal education to the public. The organization develops “clear, accurate, and
practical legal rights education and information to help people understand
and exercise their legal rights,” with a focus “on providing information to
people who face barriers to accessing the justice system.”2
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Barbra Schlifer Commemorative Clinic
The Schlifer Clinic is Canada’s only integrated counselling, language
interpretation and legal clinic specializing in assisting women from
underserved communities who are experiencing violence or its aftermath.
The clinic provides services in over 100 languages, has a variety of
innovative counseling services and is the “go-to” resource for community
mobilization, public legal education and information and representation
for gender-based violence, both nationally and internationally.3 The Schlifer
Clinic has experience and expertise in providing summary advice to patients
who have been sexually abused by regulated health professionals.

METRAC
Founded in 1984, METRAC is a community-based, not-for-profit
organization that works with individuals, communities and institutions
to change ideas, actions and policies, with the goal of ending violence
against women and youth. It focuses on education and prevention and uses
innovative tools to build safety, justice and equity.4
A proposed collaboration between LAO, CLEO, the Barbra Schlifer
Commemorative Clinic and METRAC, as outlined in this chapter and
reflected in the relevant task force recommendations (see Chapter 1), will
increase access to justice for the portion of Ontario’s vulnerable patient
population that has experienced sexual abuse at the hands of regulated
health professionals.

Access to Justice: Amendments Essential to Modernization of the RHPA
Numerous amendments are required to the RHPA in order to make the
complaints and disciplinary process for patients more transparent and
meaningful by enhancing access to justice, through the availability of skilled
legal counsel and important public legal information, to this process. In
addition, with the creation of a new complaints and investigative regime in
the form of OSAPPA, the legal aid network of lawyers and services will require
specialized training in order to provide quality legal services to complainants,
and the sensitivities which surround representing victims of trauma.
Amendments to the RHPA should include:
• Adding a definition of “patient”;
• Expanding section 51(5) of the Code, adding more revocable offences;
and
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•

Stopping gender-based restrictions on practice as a response to sexual
abuse or any form of “sexual misconduct.”

Amendments made to the RHPA more than 20 years ago created “mandatory
revocation offences,” which are set out in subsection 51(5), paragraph 2 of
the Code, in order to:
(a) signal the seriousness with which the sexual abuse of patients is to be
taken;
(b) underscore the gravity of the breach of fiduciary trust involved, and
take away from the offending health care professionals (HCPs) their
certificates of registration — the means by which self-regulated health
professionals can command privilege and trust in our society;
(c) emphasize the considerable impact of the practitioner’s failure to meet
his or her responsibility towards maintaining the integrity of the
profession; and
(d) respond to the need to protect the public from the risk of recidivism
by removing the practitioner from practice for a minimum period of
time.
The proposed amendments, which follow in the recommendations, are
necessary because the sexual abuse provisions are intended to protect the
individual patient, the public and the integrity of the health care profession
in the eyes of the public. When a health professional violates the sexual
integrity of a patient, the result is a violation of the trust that the health care
professions, as a whole, owe to the public as represented by patients — in
short, sexual abuse of any patient is a violation of the public trust, which
lies at the heart of the privilege of these professions to be self-regulated. The
proposed amendments will also promote clarity for health professionals and
their patients as to the absolute nature of professional boundaries where
those boundaries protect the sexual integrity of patients and maintain the
protected space that every patient deserves in their care from regulated
health professionals. It is fair that the Code be as clear as possible, to ensure
that there can be no uncertainty as to the types of conduct which will,
unequivocally, attract mandatory revocation of one’s certificate to practice
in the health system in Ontario. Finally, these amendments are essential
to advance the public policy mandate of zero tolerance for sexual abuse of
patients by regulated health care professionals, as enshrined in the Regulated
Health Professions Act and its Health Professions Procedural Code.5
Thus, the mandatory revocation provision should be expanded to include
forms of sexual abuse consistent with the zero tolerance policy affirmed by
the Ontario government in this task force’s mandate and reflected in the Code.
Chapter 5: Modernization of the Regulated Health Professions Act, 1991, for Health and Dignity
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As another example supporting the need for an amendment to the RHPA
to define "patient," and to codify boundaries and timelines, the task force
notes with concern the 2010 case of Paul Johnston, 6 a clinical psychologist
who provided psychological services
. In describing her
health issues to
this practitioner, the patient disclosed that she had
. Mindful of the guidelines of the College of Psychologists
of Ontario (CPO), the member engaged h is patient in social interaction
and discussion about the possibility of commencing a sexual relationship
with her. Shortly after t he passage of two years from the last provision of
psychological services, he commenced a sexual relationship with t he patient.
The disciplinary panel accepted Johnston's plea of guilty and found that
he had committed professional misconduct but t hat he could continue to
practise, with conditions on his certificate of registration that his therapist
make quarterly reports to the registrar, confirming regular attendance and
placing an onus on his therapist to inform the registrar if she had any
concerns about the safety of Dr. Johnston's patients, and that he had to
attend an objective assessment by a therapist selected by the college, with
costs of the assessment shared equally between the college and the member.
In May 2015, the CPSO Council endorsed a number of proposed changes to
the sexual abuse provisions in the governing legislation, the Regulated Health
Professions Act, 1991, including a proposal for two different definitions of
sexual misconduct:
1. all physical sexual contact between a physician and patient would fall
within the definition of sexual abuse, and would result in revocation but not necessarily for the mandatory five years as currently required
under s. 51 of the RHPA Code; and
2. sexual comments and gestures would be defined as sexual impropriety,
and penalties for sexual impropriety would be at the discretion of the
Discipline Committee.
This approach is the opposite of what the task force recommends, in that
the CPSO proposal would eliminate the list of specific acts - currently in
s. 51 of the RHPA Code - that triggers mandatory revocation. However, the
CPSO proposal is of interest in that all physical sexual contact between a
doctor and a patient would be deemed a fundamental breach of a physician's
obligation to patients that requires revocation. But key to this aspect of
the proposed amendment is doing away with t he current minimum fiveyear period prior to a reinstatement application, in all cases of mandatory

revocation. In effect, the CPSO proposal would restore to Discipline
Committee panels much wider discretion that is currently allowed under the
RHPA, including the power to specify a period between one and five years
before a physician can apply for reinstatement following a revocation for
sexual abuse or other professional misconduct of a sexual nature.
Of particular concern to the task force is the pattern of decisions by some
colleges that resulted from “diversion” from the mandatory revocation
standards in the Code. This concern is discussed elsewhere in this chapter
and more detail is given in the re-vision commentary on the case chosen
to demonstrate task force concerns more extensively, in Appendix G, with
the CPSO having the most sexual abuse cases of any college, to “divert”
discipline cases from the zero tolerance standard implicit in the mandatory
revocation provisions of the RHPA. While the CPSO and other colleges are
to be acknowledged for initiatives that respond to a range of concerns, the
information available to the task force about such initiatives is not sufficient
to alter our first recommendation that Ontario patients should not be
required by the RHPA to make complaints of sexual abuse to the colleges,
and that a new government agency, with the suggested title of the Ontario
Safety and Patient Protection Authority (OSAPPA), be established.
First, the amendments recommended by this task force are necessary because
the sexual abuse provisions are intended to protect the individual patient,
the public and the integrity of the health care profession in the eyes of the
public. When an HCP violates the sexual integrity of a patient, the result is a
violation of the trust that the health care professions, as a whole, owe to the
public, as represented by patients — in short, sexual abuse of any patient is a
violation of the public trust, which lies at the heart of the privilege of these
professions to self-regulate.
Second, the proposed amendments will also promote clarity for health
professionals and their patients as to the absolute nature of professional
boundaries where those boundaries protect the sexual integrity of patients
and maintain the protected space that every patient deserves in their care
from regulated health professionals. It is fair that the Code be as clear as
possible to ensure that there can be no uncertainty as to the types of conduct
which will, unequivocally, attract mandatory revocation of one’s certificate
to practice in the health system in Ontario.
Finally, these amendments are essential to advancing the public policy
mandate of zero tolerance for sexual abuse of patients by regulated HCPs, as
enshrined in the RHPA and its Code.7
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Fiduciary Trust Owed to Patients
The first task force, in 1991, proposed that the highest level of trust
recognized in law was the appropriate measure of the breach of trust that
occurs when a medical doctor sexually exploits one or more patients. This
was confirmed by the Supreme Court of Canada in the 1992 decision of
Norberg v. Wynrib,8 which cited the task force reasoning extensively. The
Ontario Court of Appeal clearly confirmed, more than 10 years ago, that the
importance of responding to these objectives is not contested (see Mussani v.
College of Physicians and Surgeons, at paragraph 80).9
For thousands of years, as reflected in the Hippocratic Oath, HCPs have
understood that they must not harm patients, that it is wrong and
unprofessional to place their own sexual gratification interests ahead of
the health interests of their patients. Because of the power, authority and
trust health care professionals hold in our society over patients, they are
held to the highest ethical standards of conduct. As such, HCPs are in a
status-based, or presumptive, fiduciary relationship with their patients. This
was recognized in the decision of McLachlin J. (as she then was), writing
for herself and L’Heureux-Dube J., in Norberg v. Wynrib. In this landmark
doctor/patient sexual abuse case, McLachlin J. explicitly characterized
the doctor and patient relationship as presumptively fiduciary.10 All of the
Justices in Norberg recognized that a significant power imbalance exists in a
doctor/patient relationship.11 Other courts, including Ontario courts, have
characterized various HCPs as being in a fiduciary relationship with their
patients both within the context of sexual abuse and in other contexts as
well; for example, psychologist/psychotherapist and patient (N.C. v. Blank,
[1998] O.J. No., 2544 (Gen. Div.) (Q.L.)), psychiatrist and patient (TC v. Scott,
[1997] O.J. No., 2389 (Gen.Div.)(Q.L.)), and dentist and patient (Axelrod (Re)
(In Bankruptcy)).12
It is well established that HCPs owe a duty of loyalty to their patients and
must avoid a conflict of interest between their own self-interests and the
best health-related interests of their patients. These obligations have been
recognized as informing the scope of an HCP’s fiduciary duty to their
patients. When an HCP sexually abuses a patient, that professional has
placed his or her own sexual gratification needs ahead of the best healthrelated interests of the patient. Accordingly, the sexual abuse of a patient is
a breach of the fiduciary duty owed by the HCP to the patient. To be clear,
although some colleges in some cases have chosen to define “sexual abuse”
in narrow terms, the task force intends “sexual abuse” to be understood to
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include sexual impropriety, misconduct and incompetence in our discussion
of access to justice for patients who have experienced sexualized boundarycrossing by regulated health professionals.
The public policy purpose underlying the fiduciary doctrine is the desire to
preserve the integrity of socially valuable or necessary relationships. The
courts recognize that the fiduciary must be entrusted with the power and
authority to perform his or her function, and that there is an inherent risk
of an abuse of power within the fiduciary relationship. Embedded in the
concept of a fiduciary relationship, as applied to a health professional and
his or her patient, is the recognition that the patient must rely on, and is
vulnerable to, the health professional’s exercise of professional judgment,
as it affects her or his health care and well-being. The patient must repose
trust in the health professional in order for the health care relationship to be
effective.
In its landmark doctor/patient sexual abuse decision rendered in Mussani,13
the Ontario Court of Appeal recognized the public trust vested in HCPs, and
the serious harm caused not only to the patient but to the public generally,
when an HCP commits sexual abuse against a patient. The Court of Appeal
also upheld the zero tolerance policy recommended by the 1991 Task Force
on the Prevention of Sexual Abuse of Patients and enshrined in amendments
to the Health Professions Procedural Code:
In more general terms, the objective of the legislative scheme is to
ensure that discipline for serious forms of sexual abuse signals the serious
harm that such abuse causes the patient as well as the breach of trust
committed by the health professional and the harm such misconduct
causes to the profession itself.14

Why the RHPA Needs to be Amended to Define “Patient”
The RHPA currently does not include a precise legislative definition of
“patient,” perhaps because, for many, this is clearly a matter of common
sense, but disciplinary decisions of colleges in sexual abuse complaints by
patients have revealed a different reality. Given the absence of a specific
definition, the discipline committees of the respective regulated health
colleges have had to resort to a case-by-case factual determination, subject to
interpretation, as to whether or not the complainant was indeed a “patient”
for purposes of section 51(5) of the Health Professions Procedural Code,
Schedule 2 to the RHPA.15
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The failure in the legislative scheme to define the term “patient” has resulted
in the release, by some of the regulated health colleges’ respective discipline
committees, of decisions in which proven acts of sexual abuse (as defined by
subsection 51(5) of the Code) faltered on the lack of specificity in the Code as
to who is a “patient.” This has resulted in the temporary suspension of the
HCP’s licence for a period of months, rather than the license being revoked.
For example, in The College of Physicians and Surgeons v. Powell (Powell),16
Dr. Powell, a psychiatrist, admitted to engaging in sexualized acts with two
of his long-term psychotherapy patients, whom he had been treating. He
kissed the first complainant during the course of a psychotherapy treatment
session, then terminated formal treatment of her and continued with the
sexualized kissing and hugging, which progressed to sexual intercourse
within approximately 10 months after the formal termination of the
patient’s treatment. Dr. Powell also engaged in sexualized conduct with
another long-term psychotherapy patient that consisted of repeated sexual
intercourse commencing between four and six weeks after the psychiatrist
formally terminated the patient’s treatment. The discipline committee stated
in the course of delivering its reasons for decision that:
It is of paramount importance that a psychiatrist maintains professional
boundaries in a psychotherapeutic relationship in order to treat a patient
effectively and that appropriate boundaries be maintained after the
doctor-patient relationship is terminated.
In fact, depending upon the circumstances, a sexual relationship may
never be appropriate with a former psychotherapy patient. At all times,
it is the physician’s professional responsibility to maintain appropriate
boundaries with patients and former patients.17
The committee then accepted the joint submission of the college and Dr.
Powell’s lawyer regarding the penalty, and suspended Dr. Powell’s certificate
of registration for nine months. While there was no explicit rationale as
to why Dr. Powell’s certificate of registration was not revoked pursuant to
subsection 51(5) of the Code, it appears that it was because the committee
believed that these complainants were not deemed to have been “patients”
at the time of the sexual abuse, since the proven sexual acts, including sexual
intercourse, would have otherwise mandated revocation of the certificate of
registration.18
Other examples of doctors found to have committed sexualized acts which,
in the opinion of this task force, amounted to sexual abuse of their patients,
but which, in the opinion of the college decision-makers, did not meet
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the th reshold of sexual "abuse" of "patients" for purposes of s. 51(5) of the
Code, are College of Physicians and Surgeons of Ontario v. Carter19 and College of
Physicians and Surgeons of Ontario v. Minnes. 20

Carter involved a fam ily doctor who treated the complainan t for various
m edical condition s, including supportive psychoth erapy. Dr. Carter h ugged
and kissed the complain ant on one occasion at the end of a medical
appointmen t. The kissin g and hugging contin ued until Dr. Carter formally
termin ated treatment of the complainan t. CPSO's discipline comm ittee
foun d as a fact t hat shortly after the formal termination of treatm ent of the
patient, the doctor engaged in repeated sexual in tercourse with her.
Of particular note is th e fact that th e committee observed t hat the "rom antic
relationship between Dr. Carter and the com plainant commen ced prior to
the termination of the doctor/patient relation ship, and t hat this became a
sexual relationsh ip very shortly after the official term ination."21
The Committee also made t he foll owing finding regarding the vulnerability
of the complainan t to Dr. Carter as his patient:
the complainant was a very vulnerable individual. She h ad a history
. Dr. Carter would have been aware of her
vulnerabilities, of the power imbalance inh erent in the doctor/patient
relationship, and of the risk of harm to the complain ant wh ich was
likely to arise on account of h is actions. Conduct of this nature not only
exposes patients to harm, but impugn s the integrity of the profession
and must be strongly sanctioned.22
Notwithstanding these strong statements condemn ing the doctor's actions,
the committee did n ot apply the m an datory revocation pen alty under
subsection 51(5) of the Code, apparently because while Dr. Carter was found
to have comm itted serious sexual abuse against the complainant, the only
form of sexual abuse that was con current with the active medical treatmen t
of the complainan t was t he kissing and hugging, which falls short of the
conduct captured by t he m an datory revocation provisions of t he Code. The
repeated sexual intercourse followed the form al termination of treatment.
The committee accepted the joint penalty submission, which included an
18-month suspension of Dr. Carter's certificate, rath er than revoking his
certificate. Again , while there is no explicit analysis as to why the mandatory
revocation provision was not applied, it is implicit that t his decision rested
on th e fact that the sexual intercourse did not commen ce until after the
doctor form ally terminated treatment, and th at, according to this formalistic

approach, therefore, the complainant was not a “patient” at the time of the
sexual intercourse.
Minnes concerned sexualized boundary-crossing by Dr. Minnes, who at
the time was the camp doctor (and the only camp doctor) at the camp at
which the the then 17-year-old complainant worked.23 Importantly, the
CPSO’s discipline committee accepted the complainant’s testimony of sexual
contact, which included Dr. Minnes taking the complainant’s hands and
placing them on his genitals over his pants, fondling her breasts, rubbing
himself against her buttocks as she was laying face down on his bed, and
having her touch his exposed erect penis. All of this conduct occurred in Dr.
Minnes’s cabin at the camp.
The committee referenced the Mussani decision for the proposition that
the determination as to whether or not a doctor-patient relationship exists
between the physician and the complainant, at the time of the sexual abuse,
is “a factual enquiry that is subject to interpretation by the tribunals and the
courts.”24
The committee found the complainant’s version of events to be credible,
whereas the doctor’s version was “simply not credible, is contrary to human
nature and common sense and, in fact, verges on the preposterous.”25 The
committee also found that the age difference between the complainant (17
years old) and the doctor (47 years old), “and the compelling aspect of his
authority over her by virtue of his position as camp physician”26 meant that
Dr. Minnes was “in a position of authority vis a vis [the Complainant].”27
On the other hand, the committee found that Dr. Minnes’s professional
involvement with the complainant (looking at her injured ankle, and “brief
informal conversations” about her injured ankle) was not sufficient to
constitute the complainant as a “patient” because this activity constituted
“informal” treatment, thus removing this complaint from the mandatory
revocation provision of subsection 51(5) of the Code.
However, due to the serious nature of the proven allegations of sexualized
boundary crossing, which were characterized in the course of the penalty
decision as “predatory” and involving an abuse by Dr. Minnes of “his
position of authority and trust vis a vis the complainant, in order to take
advantage of her for his sexual gratification,”28 the Committee exercised its
discretion under a different provision of the Code and revoked Dr. Minnes’
certificate of registration to practice.29 Dr. Minnes appealed the committee’s
decision to court and no practice restrictions attached to his certificate to
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practise, according to CPSO’s public register, meaning that he was free to
continue to practise medicine pending the outcome of his appeal, which
resulted in revocation of his certificate of registration.
The CPSO committee declined to characterize the complainant as a
“patient,” notwithstanding its findings that it was through Dr. Minnes’
position as camp doctor that he possessed significant authority and trust
over her.30
By applying a narrow formalistic definition of “patient” based on the start
and end of the formal/official treatment, at least some of the colleges, in
some cases, have failed to recognize that the sexual abuse of patients by
regulated health professionals represents, fundamentally, an abuse of the
health professional’s trust, power and authority in exploiting patients who
are vulnerable to their professional influence. The apparent approach by
some colleges that the patient’s vulnerability to the health professional does
not start until the first formal treatment, or, conversely, ends on the last
recorded date of formal treatment, ignores the authority, respect and trust
that society has vested in our health professionals as necessary to have an
effective health care system.
The term “patient” captures the pervasive influence that health professionals
have over individuals with whom they have professional contact, and that
influence and its related ethical responsibility can either pre-date or postdate the formal treatment provided. Recognition of the power, trust and
authority of health professionals over individuals is particularly compelling
where the professional contact included an element of psychotherapy or
counselling.

Recommendation 1. Definitions of Patient and Boundaries
The RHPA, Health Professions Procedural Code, should be amended to define
“patient” as well as to specify clear boundaries and time periods for sexual
contact between members and their former patients. Therefore the Minister’s
Task Force recommends:
• an amendment to the interpretation clause of the RHPA, section
1.(1) by adding, after the definition for “Minister”: “patient” means
an individual who at any time has received, or is receiving, health
care from a member, or has been assessed by the member, or is
otherwise under, or assigned to, the care of the member, including
psychotherapy delivered through a therapeutic relationship or
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•

counselling for emotional, social, educational or spiritual matters
delivered through a confidential treatment context; and
an amendment on clearer boundaries so that decision-makers
in colleges and/or OSAPPA processes find that a member has
committed an act of professional misconduct by sexually abusing:
• a patient concurrent with a health care relationship; or
• an individual who was a patient within two years from the
sexual abuse; or
• a person to whom a member has provided treatment by
means of a psychotherapy technique delivered through a
therapeutic relationship, including counselling delivered
through a therapeutic relationship.

Expanding the List ofTypes of Sexual Abuse that are Subject to Mandatory Revocation of Certificates
The task force reviewed many cases in which the regulatory colleges found a
way to avoid mandatory revocation, even in cases where, in the opinion of
the task force, the acts should have resulted in mandatory revocation.
Often, the colleges' rationale for less than zero tolerance was that the
conduct was not specifically included under subsection 51(5) of the
Code (the "mandatory revocation" provision). The task force considers
sexual abuse to include impropriety, misconduct and/or exploitation of a
sexualized nature to be sexual abuse and serious in nature, and regrets that
a hierarchy of which kind of abuse is considered "serious" has arisen in
cases and commentary under the RHPA. This approach is reminiscent of
attitudes and judgments that used to require penile penetration in order to
qualify as "real" rape - prior to amendments in the 1980s to clarify what
constitutes sexual assault. In particular, it is recognized that all forms of nonmedically justifiable penetration of a patient (or penetration by a patient of

I am stunned that aperpetrating doctor, where it is historically rare for

these offenders to be found guilty in these warped tribunals, has been
given the luxury to continue working with achaperone nurse present or
with asimple stipulation ofonly attending to male patients.
- Patient advocate

a health professional), such as digital penetration, are serious forms of abuse
commensurate with the types of serious sexual abuse listed under subsection
51(5). In addition, simulated sexual intercourse is a serious form of sexual
abuse. As well, there is never a legitimate reason for a health professional to
place his or her mouth on a patient’s breasts.
Yet none of these forms of sexual abuse are the subject of mandatory
revocation of a health professional’s certificate of registration under the
current mandatory revocation provision of the Code. This omission has
resulted in some health professionals receiving temporary suspensions rather
than losing their certificate of registration to practise. It is time to remedy
this gap in the legislation.
For example, in the College of Physicians and Surgeons of Ontario v. Gorman,31
Dr. Gorman was found to have “engaged in what would be reasonably
regarded as disgraceful, dishonourable or unprofessional conduct
and sexually abused” his patient within the context of a concurrent
psychotherapeutic physician/patient relationship by engaging in sexual acts
and behaviour as follows: “(i) lying next to each other, (ii) caressing, (iii)
embracing, (v) kissing, including kissing on the lips, (vi) fondling her breasts,
and (xi) engaging in a simulated act of sexual intercourse as well as 1.2(vii)
placing her breast in his mouth; 1.2(x) asking her to let him perform oral sex
on her; and 1.3 sending an essay containing sexual innuendo in an email
dated late September 2002, to Patient A.”32
However, the committee found that while the sexual misconduct occurred
within the context of a psychotherapeutic relationship, none of the forms
of misconduct fell within the acts listed in subsection 51(5) of the Code, and
therefore the sexual behaviour did not attract mandatory revocation of the
doctor’s certificate to practise.
It is important to note that, in cases such as this, where sexualized acts have
been proven to have been perpetrated by a regulated health professional on
one or more patients, colleges are choosing not to exercise their discretion
and authority under the RHPA to revoke the certificate required for practice.
The specific acts listed in subsection 51 (5), when proven in due process,
require mandatory revocation. Yet nothing in the RHPA specifies that this is
an exhaustive list. If and when college panels so choose, they can use their
discretion to revoke a certificate when patient safety is their paramount
concern. It is possible that the scenario of looming, well-funded legal
challenges on behalf of some regulated health professionals may be a factor in
some of these decisions.
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In Dr. Gorman’s case, the committee ordered that the registrar suspend his
certificate of registration for 24 months, to be reduced to 12 months if he
successfully completed an ethics course acceptable to the college and if he
continued in psychotherapy with a therapist acceptable to the college for as
long as the therapist deemed necessary (but not to be less than two years).
The committee also imposed restrictions on Dr. Gorman’s practice, including
a restriction on his practice in psychotherapy and psychodynamics with
respect to female patients, in that such activity must be supervised by a
supervisor acceptable to the college. Dr. Gorman was ordered to appear to
be reprimanded and required to pay a fine. Subsequently, at Dr. Gorman’s
request, the committee varied its own restriction by excluding Dr. Gorman’s
hospital practice from the mandated supervision restriction, and reducing the
frequency of supervision of his office practice from monthly to quarterly.33
On a further motion to vary the supervision term in 2013, the committee
determined that ongoing clinical supervision of his private practice was no
longer required in order to protect the public interest.34

Recommendation 2. Mandatory Revocation: Zero Tolerance Standard
The Health Professions Procedural Code of the RHPA should be amended to
add to specific acts defined in section 51.5 that trigger mandatory revocation
of the certificate of registration of a member who has been found guilty of
a recurrent pattern of sexual abuse under section 1(3) (b) or (c) of the Code
(touching of a sexual nature or behaviour or remarks of a sexual nature by
the regulated health professional).
The member’s college must revoke the member’s certificate of registration if
the sexual abuse consisted of, or included, any of the following:
i.
sexual intercourse;
ii. genital to genital, genital to anal, oral to genital, or oral to anal;
iii. digital penetration or penetration with an object of the mouth;
vagina or anus without medical/health care justification;
iv. masturbation of the member by, or in the presence of, the patient;
v. masturbation of the patient by the member;
vi. masturbation of the patient in the presence of the member;
vii. touching of a patient’s breasts without medical/health care
justification; or
viii. simulated sexual intercourse with the patient.
In submissions made to the task force, particularly from the Ontario
Coalition of Rape Crisis Centres (OCRCC), a compelling argument was
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made not to add to the structure of the RHPA, which has already created
a hierarchy of acts that are considered to be “serious” sexual abuse. The
OCRCC stressed that damage to a patient cannot be accurately measured
in relation to certain sexualized conduct not being “serious,” nor can
deleterious impact on a patient be pre-determined by the nature of a specific
breach of trust.
The task force deeply appreciated OCRCC bringing forth this analysis, and
while we are in agreement on principle, nevertheless the task force has
concluded that the structure of the RHPA dominates the reality of the system
that patients and professionals must navigate. To better protect patients
through implementation of the zero tolerance standard, the task force
recommends that specific additions are needed to the section 51 (Code) list
of sexualized acts that trigger mandatory revocation.
In May 2015, the CPSO Council endorsed a number of proposed changes
to the sexual abuse provisions in the RHPA, including a proposal for two
different definitions of sexual misconduct:
• all physical sexual contact between a physician and a patient would
fall within the definition of sexual abuse, and would result in
revocation, though not necessarily for the mandatory five years as
currently required under section 51 of the Code; and
• sexual comments and gestures would be defined as sexual
impropriety, and penalties for sexual impropriety would be at the
discretion of the CPSO’s Discipline Committee.
This approach is the opposite of what the task force recommends, in that
the CPSO proposal would eliminate the list of specific acts — currently in
section 51 of the Code — that trigger mandatory revocation. However, the
CPSO proposal is of interest in that all physical sexual contact between a
doctor and a patient would be deemed a fundamental breach of a physician’s
obligation to patients that requires revocation. Fundamental to this aspect
of the proposed amendment, however, is doing away with the current
minimum five-year period prior to a reinstatement application, in all
cases of mandatory revocation. In effect, the CPSO proposal would restore
to discipline committee panels much wider discretion than is currently
allowed under the RHPA, including the power to specify a period between
one and five years before a physician can apply for reinstatement following
a revocation for sexual abuse or other professional misconduct of a sexual
nature.
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Of particular concern to the task force is the pattern of decisions by colleges,
discussed elsewhere in this chapter and in the case chosen to demonstrate
task force concerns more extensively in Appendix G, with the CPSO having
the most sexual abuse cases of any college, to “divert” discipline cases from
the zero tolerance standard implicit in the mandatory revocation provisions
of the RHPA. While the CPSO and other colleges are to be acknowledged for
initiatives that respond to a range of concerns, the information available
to the task force about such initiatives is not sufficient to alter our first
recommendation that Ontario patients should not be required by the
RHPA to make complaints of sexual abuse to the colleges, and that a new
government agency, with the suggested title of the Ontario Safety and
Patient Protection Authority (OSAPPA), be established.

Stopping Gender-Based Restrictions that Enable Sexually Offending Health Professionals to
Continue to Have Access to Patients
When it is recognized (as affirmed by our courts) that sexual abuse of a
patient is about the abuse of power, authority and trust within the context
of a health care relationship, and not about sexual preferences of the
health professional, it becomes readily apparent that the imposition of
gender restrictions, such as prohibiting a health professional from treating
females because they have sexually abused one or more female patients,
but permitting the health care professional, notwithstanding the finding of
sexual abuse, to continue treating male patients, is missing the point and
continues to place the public (or a segment of it) at risk for future sexual
abuse. It also falls short of the zero tolerance standard, since the implicit
message of imposing a gender restriction as a condition of ongoing practice
is that the public trust has only been violated with part of the population.
Once a health professional is found to have sexually abused a patient,
the health professional has, by extension, betrayed the public’s trust in
preserving the safety and well-being of all patients.
On a practical note, policing compliance by health professionals with respect
to these types of gender-based restrictions has proven to be a challenge.
A recent example demonstrating this difficulty is the case of College of
Physicians and Surgeons of Ontario v. Tadros.35
In Tadros, three separate patients alleged that Dr. Tadros had committed acts
of professional misconduct in that he engaged in sexual abuse of them. The
nature of the sexual abuse included repeated sexual intercourse over a period
of time with each of the patients (and oral sex with two of the patients)
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that occurred concurrent with the treatment provided by Dr. Tadros to each
of these patients. Prior to this matter going to discipline committee, the
Inquiries, the CPSO’s Complaints and Reports Committee (ICRC) made an
order, on July 15, 2014, under section 37 of the Code, directing the registrar
to impose terms, conditions and limitations on Dr. Tadros’s certificate
of registration that included the term that Dr. Tadros not engage in any
professional encounter or interaction with any female person, except in the
presence of a monitor.
It subsequently came to the attention of the ICRC that Dr. Tadros failed
to comply with the terms of the section 37 order by, among other things,
repeatedly having professional encounters and interactions with female
patients without a monitor, failing to comply with the requirements of
the order regarding posting a sign advising of this gender restriction to his
practice, failing to maintain a log and failing to submit to and not interfere
with unannounced inspections of his office and practice by the CPSO for the
purposes of monitoring and enforcing his compliance with the terms of the
section 37 order.
Hence, on September 16, 2014, the ICRC varied the terms of the section
37 order to impose the stricter condition that Dr. Tadros not engage in
any professional encounter or interaction with any female person under
any circumstances. It then came to the ICRC’s subsequent attention that
Dr. Tadros breached the terms of this revised order by continuing to have
professional encounters and interactions with multiple female patients.
This included his interaction with female patients at a medical spa. It was
revealed that Dr. Tadros never advised the owners of that medical spa of the
terms of the section 37 order and did not post the requisite sign advising
of the section 37 order, as revised from time to time, at the medical spa.
Therefore, on November 7, 2014, the ICRC varied the terms of the original
section 37 order for a second time, directing the registrar to suspend the
doctor’s certificate of registration effective November 8, 2014.
On May 6, 2015, the CPSO’s Discipline Committee ordered and directed,
among other things, that Dr. Tadros’s certificate of registration be revoked,
effective immediately.
This case is illustrative of the point that imposing a gender restriction as a
term of practice, in the face of sexual abuse allegations, is not an adequate
measure for protecting the public or for addressing a concern that the
conduct of the member exposes, or is likely to expose, his or her patients to
harm or injury, as per subsection 37(1) of the Code.
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In the case of College of Physicians and Surgeons of Ontario v. Maharajh,36 the
CPSO’s Discipline Committee issued a decision on July 29, 2013, in which
it found that Dr. Maharajh committed an act of professional misconduct in
that he engaged in the sexual abuse of a patient, and in that he engaged in
an act or omission relevant to the practice of medicine that, having regard
to all the circumstances, would reasonably be regarded by members as
disgraceful, dishonorable or unprofessional. In particular, Dr. Maharajh, a
family physician, touched his patient’s breasts and nipple, including cupping
her nipple with his mouth, without medical justification.
Dr. Maharajh admitted that, in addition to this transgression, he had
engaged in conduct that was similar to the inappropriate conduct engaged
in with the complainant with approximately 10 to 12 other female patients
between approximately 2005 and 2011. The committee ordered and directed
that the registrar suspend Dr. Maharajh’s certificate of registration for eight
months, apparently in relation to all of the patients whom he admitted to
having either placing his mouth on the patient’s breast or allowing his cheek
to rest “lightly” on the patient’s breast. The committee also ordered and
directed that the registrar impose certain terms, conditions and limitations
on Dr. Maharajh’s certificate of registration for an indefinite period of time,
which included a term that Dr. Mararajh’s practice is restricted to male
patients only.37
Imposing gender restrictions on a health professional does not ensure
patient safety and demonstrates a lack of understanding of the power and
control dynamics within the health professional/patient relationship.

Recommendation 3. No Gender-Based Restrictions
As discussed in detail in this chapter, with case examples, the Minister’s Task
Force recommends immediate stoppage of any decision-making body under
the RHPA placing gender restrictions on the scope of practice where a health
professional has been found to have had sexualized contact with one or
more patients, in contravention of any of the sections of the Code related to
sexual abuse and/or misconduct and/or impropriety.
The Health Professions Procedural Code should be amended by adding a
new subsection to s. 51 to clarify that, notwithstanding section 37(1) and
subsection 51(2)3, where the member has committed, or has been alleged
to have committed, an act of professional misconduct by sexually abusing
a patient, gender restrictions on the member’s ability to practise as a term,
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condition or limitation on the member’s certificate of registration are not to
be imposed.

Recommendation 4. Ontario Safety and Patient Protection Authority (OSAPPA)
The Government of Ontario should establish OSAPPA, the Ontario Safety
and Patient Protection Authority, with the mandate to uphold the standard
of zero tolerance of sexual abuse of patients and receive dedicated long-term
resources to support that mandate, including to provide for:
• public education and outreach, with particular attention and
resources to cultural sensitivity and competency;
• educational liaison with all programs for students in the regulated
health professions;
• supports to patients reporting sexual abuse by regulated health
professionals; and
• complaints and investigations, but with adjudication of sexual abuse
complaints by the independent OSAPPA Tribunal.

Recommendation 5. Fast Tracking Sexual Abuse Complaints
All discipline cases of sexual abuse by health care professionals should
be given priority and fast tracked by the colleges during the transition to
OSAPPA and any such occasion thereafter. The modernized RHPA is to
place legislated onus on regulatory colleges to make immediate referrals of
patients with sexual abuse complaints to OSAPPA — in person with written
information provided to facilitate the patient’s access to OSAPPA services,
and in writing — by the most efficient possible electronic means directly to
OSAPPA. Every regulatory college is to be mandated to include a record of all
patient visits and other forms of inquiry vis-à-vis the sexual abuse of patients
(not only referrals to a discipline panel) with documentation as to the speed
and nature of referrals to OSAPPA. The modernized RHPA is to mandate
OSAPPA with resources and reporting responsibility to ensure that sexual
abuse complaints are processed within the required timeline.

Recommendation 6. Patient Privacy and Confidentiality
Oversight by the Ministry of Health and Long-Term Care should be vigilant,
to ensure that the existing protection in section 85.3(4) of the Health
Professions Procedural Code is upheld so that a reporting member does not
give the name of the patient–complainant unless the member has the
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express, written consent of the patient, for patients who are able to provide
consent. For patients who are not able to provide consent for reasons of age
(children) or mental or physical disability, consent must be provided by the
legal guardian/power of attorney. However, when a complaint is received,
the registrar of the college of the health professional making the report is
to receive a copy of the mandatory report by that health professional, even
when the patient is not named in the report.

Recommendation 7. Full Participation of Patients
In order to increase access to justice for patients, it is recommended that
— instead of at the discretion of discipline panels to “allow” patients some
greater participation in hearings, as set out in subsections 41.1(1)(b) and (2)
— the Health Professions Procedural Code be amended to include the following
provisions for complainants in sexual abuse cases:
• all complainants should have the right to participate in the
proceedings of any complaints or disciplinary hearings, as a full party,
with their own legal representation provided by the colleges and
OSAPPA after transition;
• all complainants should have the right to a support person of her
choice at the expense of the health regulatory colleges, and after
transition, OSAPPA;
• the RHPA should clearly provide to all complainants in sexual
misconduct/abuse proceedings the option to testify behind a screen
or by closed-circuit electronic means;
• all complainants should have the opportunity, in accordance with
current RHPA provisions, where the member is found guilty, to
submit a victim impact statement and not be cross-examined on that
statement, such statement to be taken into account in the assessment
of a remedy or penalty;
• a videotape of an interview with the complainant may be admitted in
evidence if the complainant, while testifying, adopts the content of
the video-tape; and
• under no circumstances should the alleged perpetrator of the sexual
abuse be permitted to cross-examine the complainant personally.

Recommendation 8. OSAPPA Tribunal — Adjudication
The Government of Ontario should establish a tribunal that should provide
independent adjudication for OSAPPA cases, which could be a new tribunal
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or developed as a specialized branch of the Ontario Human Rights Tribunal
or as a thorough restructuring of the Health Professions Appeal and Review
Board (HPARB).

Recommendation 9. Health Professions Appeal and Review Board – Restructuring
Review
A. A review as to the possible restructuring of the Health Professions Appeal
and Review Board (HPARB), taking into account the Professional Standards
Authority for Health and Social Care in the United Kingdom, the Health
Practitioner Disciplinary Tribunal in New Zealand and the Ontario Human
Rights Tribunal, should be conducted for the Minister’s Implementation
Council to assess and then advise the minister as to whether a restructured
HPARB should function as the independent tribunal to decide OSAPPA cases.
B. In any event, the Health Professions Procedural Code should be amended to
require HPARB to:
• render a decision within 120 days of receiving the request for review
of a decision of a complaints committee panel;
• allow patients as full parties to review hearings, whether in person or
by other means; and
• report annually on the number of appeals heard and the number of
those where the board dismissed appeals by patients, such report to
be made in a timely manner to be included in the public report of the
Minister of Health and Long-Term Care to the appropriate committee
of the Ontario Legislature.

Recommendation 10. Evidentiary Rules at Discipline Hearings in Sex Abuse Complaints
The Health Professions Procedural Code should be amended with a new
provision that the evidentiary rules governing sexual abuse complaints and
related discipline hearings are governed by the Statutory Powers Procedures Act.

Recommendation 11. Admissibility of Evidence
Subsection 36(3) of the RHPA should be amended so that evidence on the
findings, orders or decisions in disciplinary proceedings under the RHPA are
admissible in civil proceedings.

Chapter 5: Modernization of the Regulated Health Professions Act, 1991, for Health and Dignity

125

Recommendation 12. Expert Witnesses in the Dynamics of Sexual Abuse of Patients
The OSAPPA should appoint at least two independent experts with
specialized backgrounds in research and/or practice related to the dynamics
and impact of sexual abuse by health care professionals. These experts can
present evidence at complaints, discipline and reinstatement proceedings,
to ensure that the OSAPPA tribunal has the benefit of this expertise to take
into consideration, rather than the prosecution and defence each appointing
their own experts.

Recommendation 13. Resources for Participation of Patients in Investigation and
Adjudication
Patients deserve appropriate and timely resources for full participation in the
investigation and adjudication of sexual abuse complaints including access
to therapy funds (during and after transition to the OSAPPA model).
A. Provincial rules and legislation should be amended to ensure that any
fines imposed on a member for the sexual abuse of a patient should be
designated as a separate fund under the jurisdiction of OSAPPA, to be used
for support to patients, including therapy and counselling for eligible
patients.
B. Subsection 85.7(4) of the Health Professions Procedural Code should be
amended so that interim funding for patient therapy is provided prior to the
hearing stage by colleges (during transition) and by OSAPPA.

Recommendation 14. Therapy and Counselling
A. A regulation pursuant to section 85.7 of the Health Professions Procedural
Code should be made to clarify that funds are to be provided to the patient–
complainant throughout a sexual abuse complaint process to cover the cost
of medications, childcare and reasonable travel/accommodation expenses
associated with accessing therapy related to the sexual abuse.
B. A regulation pursuant to the RHPA should stipulate that a patient is also
eligible for funding for therapy or counselling if:
• there is an admission made by a member in a statement to the college
(during transition) or to OSAPPA or the OSAPPA tribunal that the
member sexually abused the patient;
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the member has been convicted under the Criminal Code of Canada
of sexually assaulting a person while that person was a patient of the
member; or
OSAPPA staff determine that there is sufficient evidence to support a
reasonable belief that the patient was sexually abused by a member.

Recommendation 15. Protection from Sexual Abuse by Unregulated Health
Practitioners
A. The Ministry of Health and Long-Term Care (MOHLTC) and OSAPPA
should commission research to determine the most effective legislative
means for creating and maintaining a public record listing unregulated
health practitioners who were previously licensed in Ontario or other
jurisdictions, but who have lost their certificates of registration due to
findings against them of sexual abuse of patients.
B. Currently unregulated health care providers — for example, sonographers
— need to be identified and assigned to an existing college for regulation in
the interest of patient safety, and where unregulated health care providers
are contracted to or employed by regulated health professionals or health
care corporations, the regulated health professionals and/or corporations
are to be held responsible for acts of sexual abuse or harassment by those
employees/sub-contractors by amendments to the RHPA and the Excellent
Care for All Act.

Recommendation 16. Enforcement of Mandatory Reports of Sexual Abuse Complaints
All health care institutions and corporations providing health services to
patients in Ontario, including hospitals, universities and private clinics,
should become subject to fines between $100,000 and $250,000 for failure to
make a mandatory report of alleged sexual harassment, sexual misconduct,
exploitation or abuse. Despite more than 20 years of cases since the RHPA
was amended to include explicit institutional obligations to report, not one
institution has been held accountable for sexual abuse of patient(s) that was
proven to have occurred within its jurisdiction.

Recommendation 17. Prerequisites for New or Renewed Registration
The RHPA should be amended to enhance prerequisites for new or renewed
registration for regulated health professionals, to ensure that:
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•

•

•

powers under the RHPA (for example in in subsection 43 (1)(f)) and
the Health Professions Procedural Code (for example, in subsection
94(1)) must be used to have all college councils change by-laws to
require mandatory answering of questions by applicants/members on
any complaints of sexual abuse or harassment against the applicant/
member before certificates of registration are obtained initially or
renewed annually;
applications for a certificate of registration or for reinstatement of a
certificate to any college under the RHPA are to require verification
as to good character, including sworn statements as to previous
convictions or charges of a criminal nature, any civil findings where
the member has been a party in a lawsuit involving sexual abuse or
harassment, and detailed reasons given for resignation or suspension
if the member has resigned or was suspended from a college or any
other health profession in any other jurisdiction in the world; and
applications for reinstatement must include reference to any
conditions placed by the college or OSAPPA, which the health
professional was to meet, and evidence that the conditions have been
met, as well as identifying the official(s) and expert(s) who deemed
the evidence acceptable.

Recommendation 18. Access to Justice for Ontario Patients Pilot with Legal Aid Ontario
An Access to Justice for Patients pilot project with Legal Aid Ontario (LAO)
is to be facilitated by the Inter-Ministerial Implementation Group, as per
Recommendation 24. The Government of Ontario should provide adequate
financial and other resources to LAO to launch and sustain this pilot
project. The project will remove barriers that prevent patients in vulnerable
populations from:
• getting comprehensive, understandable information and education
about sexual abuse by regulated health professionals;
• reporting sexual abuse and impropriety for action to be taken; and
• receiving appropriate and timely resources so that they can fully
participate in the investigation and adjudication of sexual abuse
complaints.
Recommendation 18 is essential to an effective shift to the OSAPPA model
by making the complaints and disciplinary process for patients more
transparent and meaningful, through increased access to public legal
information as well as skilled, culturally competent legal counsel. The

128

To Zero: Independent Report of the Minister’s Task Force on the Prevention of Sexual Abuse of Patients and the RHPA

project should be delivered through coordinated, sustainable programs by
adequately resourced community-based organizations that are oriented to
patient safety and patient rights.
A. Ontario should fund the development and delivery of a five-year
pilot project, using the Barbra Schlifer Commemorative Clinic as lead
community partner, to develop core legal competence for a vulnerable
patient population, and to engage in direct patient legal advocacy and
support throughout the complaint and discipline process. This five-year
project should be evaluated at the end of year three, at which time a renewal
plan will be created for the remaining two years of the pilot, with another
evaluation and planning stage, with the stated goal of long-term, sustained
access to justice for this vulnerable population.
B. Funding for this five-year project should include the hiring of at least
two full-time legal counsel (based at the Schlifer Clinic for at least the
first three years of the pilot project while OSAPPA is set up) to support the
development of core legal competence of legal aid clinic lawyers and other
legal aid service providers throughout the province.
C. As the lead agency, the Schlifer Clinic should collaborate with other
legal advocacy partners (e.g., Community Legal Education Ontario [CLEO],
ARCH Disability Law Centre, the Advocacy Centre for the Elderly [ACE],
Nishnawbe-Aski Legal Services,the African Canadian Legal Clinic [ACLC],
Aboriginal Legal Services of Toronto, the South Asian Legal Clinic of Ontario,
Justice for Children and Youth, etc.) in consultation with the Ontario
Federation of Indian Friendship Centres (OFIFC) and other communitybased networks, such as METRAC and Patients Canada, as appropriate, to
promote cultural competency, diversity and effective outreach to patients in
marginalized and hard-to-reach communities across the province.
D. The Schlifer Clinic and LAO, in collaboration with other legal advocacy
partners, as appropriate, should ensure that they develop appropriate
statistical and qualitative tools to measure and understand client needs. This
information can be used for ongoing needs assessment, financial planning
and service delivery purposes in the transition to OSAPPA and beyond.
E. The Government of Ontario will direct Legal Aid Ontario to inform
patients about and direct them to the legal aid certificate programs (see
below), and to train and sensitize staff at legal aid offices and legal aid clinics
in the competencies required to meet the unique needs of patients who have
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experienced sexual abuse by regulated health care professionals (consistent
with augmenting the sensitivity training provided as part of LAO’s Domestic
Violence Strategy). Training should be adapted to meet the desired outcomes
in this recommendation, and increased access to justice for Ontario patients
should include the following actions, as needed:
i. Expand the current summary advice legal aid certificate program
to provide two hours of summary advice to potential/actual
complainants, and to support this expansion with resources and
action, which will include the following:
(a) establishing a panel of eligible lawyers throughout the province
who have the core competence to provide such advice;
(b) proactively informing frontline service organizations of
the existence of, and eligibility for, this new legal aid certificate
(e.g., the Ontario Coalition of Rape Crisis Centres [OCRCC],
hospitals with sexual assault services, legal aid clinics, etc.);
(c) proactively engaging the legal profession and inviting lawyers
with the appropriate eligibility criteria to be included on the
panel; and
(d) as part of LAO’s financial eligibility test expansion, possibly
relaxing the strict financial eligibility criteria (for legal aid
certificates) for this vulnerable client population. The revised
criteria should be consistent with LAO’s June 8, 2015,
announcement30 to expand its certificate services in criminal law,
family law and refugee/immigration law and for mental health
legal proceedings, as well as its November 2014 announcement31
to implement a higher financial eligibility test for family law
clients who have experienced domestic violence.
ii. Expand the current legal aid certificate program to permit patients
alleging sexual abuse by a regulated health professional to obtain
legal counsel throughout the discipline process (i.e., from the initial
complaint to the hearing and the appeal). Legal Aid Ontario should
develop eligibility criteria to establish a panel of qualified lawyers
who have both legal competence in the area of patient sexual abuse
and sensitivity training in dealing with survivors of sexual abuse.
iii. Adjust LAO financial eligibility criteria so that they are not a barrier
to Ontario patients in this pilot.
iv. As a priority service, encourage Ontario’s 76 legal aid clinics to
develop a coordinated plan on how best to deliver legal services
to eligible patients who have alleged sexual abuse by regulated
health care professionals, consistent with this emerging area of legal
representation.
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v. Set, as a specific priority for LAO public interest work, sexual
violence in the regulated health professional context for the Group
Applications and Test Case Committee of LAO, recognizing that
complainants are a marginalized group.

Public Education and Legal Information Resources for the New Complaints Processes
F. Ontario should fund and develop an effective public education and legal
information program, co-chaired by CLEO and METRAC, that informs the
Ontario public about patients’ legal rights and options for recourse when
they have suffered sexual abuse by a regulated health care professional. The
program will include information on:
• the scope of behaviours that constitute sexual abuse;
• the health care and forensic evidence collection services provided at
sexual assault/domestic violence treatment centres across Ontario;
• the option of filing and pursuing a complaint and discipline process;
• patients’ rights and status within complaint and discipline
proceedings;
• the legislative provisions of the RHPA and its Code vis-à-vis patient
sexual abuse;
• additional legal options under criminal and civil law; and
• legal support services and legal aid-funded services.
G. In implementing this aspect of the Access to Justice pilot project, CLEO
and METRAC should offer to collaborate with other organizations that have
public legal education mandates (such as Luke’s Place, the Legal Education
and Action Fund [LEAF], Action Ontarienne contre la violence faite aux
femmes [AOcVF], the Ontario Federation of Indigenous Friendship Centres
and others, as appropriate), in order to:
i. identify effective strategies for developing relevant public legal
information training and resources for service providers to assist them
in responding to patients’ disclosure of sexual abuse by health care
professionals; and
ii. engage diverse patient communities to develop relevant public
education and legal information through the selection of topics and
resource formats that ensure accessibility, and specification of relevant
outreach and communications methods. The program will facilitate
effective distribution of information based on intersecting needs
and the provision of ongoing community feedback for improving
program relevance and responsiveness, and contributing to a final
evaluation to measure program results and overall effectiveness.
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H. Ontario-coordinated funding to support the Access to Justice pilot should
explicitly support inter-sectoral coordination and sharing of information and
services across multiple sectors, including the following:
i. ServiceOntario will distribute materials to individuals and institutions
across Ontario, including government offices, patient advocates and
service provider organizations.
ii. The Government of Ontario will develop a program to educate
lawyers about how to most effectively represent patients who have
been sexually abused by regulated health professionals with respect
to the related disciplinary processes. The government will do this in
partnership with an appropriate agency, such as the Law Society of
Upper Canada and/or the Ontario Bar Association.
iii. Consolidation and distribution of examples of “lessons learned”
and culturally competent proven practices, including highlighting
different educational models, such as community-based approaches
that include models for evaluation that can measure outcomes among
multiple services and sectors, and incorporate access and equity
principles.

For Immediate Implementation
Develop Core Legal Competence and Accessible, High-Quality In-House Counsel
These recommendations are aimed at making the complaints and
disciplinary process for patients more transparent and meaningful by
enhancing access to justice, through the availability of skilled legal counsel
and important public legal information, to this process. In addition, with
the creation of a new complaints and investigative regime in the form of
OSAPPA, the legal aid network of lawyers and services will require specialized
training in order to provide quality legal services to complainants, and the
sensitivities which surround representing victims of trauma.
i. Develop and fund a pilot project, using the Barbra Schlifer
Commemorative Clinic as lead partner, to develop core legal competence
for a vulnerable patient population, and to engage in direct patient legal
advocacy and support throughout the complaint and discipline process.
Specifically:
(a) this would be a three-year pilot project, subject to an evaluation
and renewal at the end of this period, and ultimately would
become a permanent service;

132

To Zero: Independent Report of the Minister’s Task Force on the Prevention of Sexual Abuse of Patients and the RHPA

(b) funding would include a component dedicated to the hiring
of at least two full-time counsel, who would be charged with
developing core legal competence and would help educate legal
aid clinic lawyers and other legal aid service providers to develop
core legal competence and sensitivity training. These lawyers
would ultimately become in-house counsel at the Ontario Safety
and Patient Protection Authority (OSAPPA) Patient Access Centre
(see Recommendation 4). They would be available as a legal
support and training resource to other legal aid clinics and legal
aid services across the province. The number of counsel ultimately
hired to fulfil these functions would be commensurate with the
caseload. These counsel would be based at the Schlifer Clinic as
part of the three-year pilot project;
(c) the Schlifer Clinic would collaborate with other legal advocacy
partners (e.g., CLEO, ARCH Disability Law Centre, the Advocacy
Centre for the Elderly [ACE], Nishnawbe-Aski Legal Services,
the African Canadian Legal Clinic, Aboriginal Legal Services
of Toronto, the South Asian Legal Clinic of Ontario, Justice for
Children and Youth, etc.) as appropriate to promote diversity and
enhance effective outreach to patients in marginalized and hardto-reach communities province-wide; and
(d) the Schlifer Clinic and Legal Aid Ontario, in collaboration with
other legal advocacy partners, as appropriate, should ensure
that they develop appropriate statistical and qualitative tools to
measure and understand client needs. This information can be
used for ongoing needs assessment, financial planning and service
delivery purposes.

Enhance Accessibility to Quality Legal Services Across Ontario
i. The government of Ontario will provide adequate financial and
other resources to LAO to fund quality legal services across the
province in accordance with this recommendation.
ii. The government of Ontario will direct Legal Aid Ontario to inform
patients about and direct them to the legal aid certificate programs
identified in items iii and iv (below), and to train and sensitize the
staff at legal aid offices and legal aid clinics in the competencies
required to meet the unique needs of patients who have
experienced sexual abuse by regulated health care professionals
(consistent with the sensitivity training provided as part LAO’s
Domestic Violence Strategy).
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iii. Expand the current summary advice legal aid certificate program
to provide two hours of summary advice to potential/actual
complainants; this expansion will include:
(a) establishing a panel of eligible lawyers throughout the province
who have the core competence to provide such advice;
(b) proactively informing frontline service organizations of the
existence of, and eligibility for, this new legal aid certificate (e.g.,
Ontario Coalition of Rape Crisis Centres, hospitals with sexual
assault services, legal aid clinics, etc.);
(c) proactively engaging the legal profession and inviting lawyers with
the appropriate eligibility criteria) to be included on the panel;
and
(d) as part of LAO’s financial eligibility test expansion, consider
relaxing the strict financial eligibility criteria (for legal
aid certificates) for this vulnerable client population. The
revised criteria should be consistent with LAO’s June 8, 2015,
announcement to expand its certificate services in criminal law,
family law, refugee/immigration law and for mental health legal
proceedings, as well as its November 2014 announcement to
implement a higher financial eligibility test for family law clients
who have experienced domestic violence.
iv. Expand the current legal aid certificate program to permit patients
alleging sexual abuse by a regulated health professional to obtain
legal counsel throughout the discipline process (i.e., from the initial
complaint to the hearing and the appeal). Legal Aid Ontario will
develop eligibility criteria to establish a panel of qualified lawyers
who have both legal competence in the area of patient sexual abuse
and sensitivity training in dealing with survivors of sexual abuse,
consistent with Recommendation 2.
v. Legal Aid Ontario will consider relaxing the strict financial eligibility
criteria so that it is consistent with iii (d), above.
vi. Encourage Ontario’s 76 legal aid clinics to consider delivering legal
services to eligible patients alleging sexual abuse by regulated health
care professionals as a priority service, consistent with this emerging
area of legal representation.
vii. Legal Aid Ontario will set, as a specific priority for its public interest
work, sexual violence in the regulated health professional context for
the Group Applications and Test Case Committee, recognizing that
complainants are a marginalized group.
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Develop and Disseminate Public Education and Legal Information Resources for the New Complaints
Processes
i.
Ontario will fund and develop an effective public education and legal
information program in which CLEO and METRAC will work together to
inform the public of patients’ legal rights and options related to disciplinary
procedures when they have suffered sexual abuse by a regulated health care
professional. This program will include information on:
• the scope of behaviours that constitute sexual abuse;
• the option of filing and pursuing a complaint and discipline process;
• patients’ rights and status within complaint and discipline
proceedings;
• the legislative provisions of the Regulated Health Professions Act and
the Health Professions Procedural Code relating to patient sexual abuse;
• additional legal options under criminal and civil law; and
• legal support services and legal aid funded services.
ii. CLEO and METRAC will collaborate with other organizations that
have public legal education mandates, such as Luke’s Place and
LEAF, Action Ontarienne contre la violence faite aux femme and
others as appropriate. The program will:
a) identify effective strategies for developing relevant public legal
information training and resources for service providers to assist
them in responding to patients’ disclosure of sexual abuse by
health care professionals; and
b) engage diverse patient communities to develop relevant
public education and legal information through the selection
of topics and resource formats that ensure accessibility, and
specification of relevant outreach and communications
methods. The program will facilitate effective distribution of
information based on intersecting needs and the provision of
ongoing community feedback for improving program relevance
and responsiveness, and contributing to a final evaluation to
measure program results and overall effectiveness.
iii. ServiceOntario will distribute materials to individuals and
institutions across Ontario, including government offices, patient
advocates and service provider organizations.
iv. The government of Ontario will develop a program to educate
lawyers about how to most effectively represent patients who have
been sexually abused by regulated health professionals with respect
to the related disciplinary processes. The government will do this
in partnership with an appropriate agency, such as the Law Society
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of Upper Canada and/or the Ontario Bar Association.
v. These initiatives will consolidate and distribute examples of best
practices, including highlighting different educational models, such
as community-based approaches. They will also offer models for
evaluation that can measure outcomes among multiple services and
sectors, and incorporate access and equity principles.

For Longer-Term Implementation
Integration with the Ontario Safety and Patient Protection Authority
i. Once the OSAPPA (a centralized public agency that will handle all
complaints and investigations into alleged patient sexual abuse by
regulated health care professionals, up to the discipline hearing
stage) is established, LAO will fund in-house counsel to provide
initial summary legal advice to all prospective/actual complainants,
navigate complainants through the investigatory and discipline
processes and represent claimants (whether as full or limited
standing parties) through any resultant discipline hearings and
appeals. The number of in-house counsel to be funded will be
determined commensurate with the caseload, and will be subject to
an ongoing client needs assessment. It is anticipated that the initial
number of counsel will be greater than two; this takes into account
the steep learning curve, and will include legal counsel retained for
purposes of the pilot reflected in Recommendation 1. The Ontario
government will provide funding for LAO to develop appropriate
statistical and qualitative tools to measure and understand client
needs, in collaboration with other legal aid clinics and agencies, as it
may consider appropriate. This information can be used for ongoing
needs assessment, financial planning and service delivery purposes.
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Chapter 6:
Research and Education Priorities
International Context
The World Health Organization’s (WHO’s) violence prevention strategy
stresses the importance of identifying optimal practices, compiling and
disseminating information, supporting evidence-based policy-making,
building capacity and advocating in order to promote the highest levels
of health. These principles are embedded in our strategy to prevent
sexual abuse of patients because, to be sustained, systemic, permanent
and meaningful change must be measured on an ongoing basis. Such
an approach will also reassure the Ontario public and government that
improvements are being made in the face of historical failures to properly
address these incidents and respond in affirming, respectful and patientcentred ways.
In addition, evidence-based policy-making requires establishing baseline
measures, tracking progress, measuring impact, defining optimal practices
and disseminating the results, in order to promote an effective strategy,
with adjustments based on evidence drawn from meaningful comparative
measurements in evaluations planned and implemented for five, ten, 15
and 20 years. Ongoing measurement approaches will assess the effect of
these reforms and provide key information regarding the reform of the
disciplinary system regarding sexual abuse of patients in Ontario, as well as
to the important, deserved recovery processes of victims, their families and
their communities.
Complex problems require complex solutions and a robust ecological rights
framework to inform effective strategy and policy-making. The task force
has adapted the WHO framework for its ecological human rights framework,
which is consistent with Premier Wynne’s “whole of government” approach
to countering violence across all sectors and at all levels. This multilayered, inter-ministerial and intersectoral approach engages all sectors of
Ontario’s government and population in understanding and addressing
the sexual abuse of patients. In order to uphold the zero tolerance of
sexual abuse standard, a sustainable investment in research, evaluation and
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education is essential. The Task Force recommends the Minister provide
support to encourage research on the complex dimensions of the problem
as well as strategies across jurisdictions, robust tracking and analysis of
data and complaints, formal evaluation of OSPPA, as well as mechanisms
for knowledge dissemination, including an annual symposium and
multisectoral educational initiatives. Without clear research, evaluation,
and knowledge dissemination initiatives, any improvement in Ontario’s
response to sexual abuse of patients will go either undone or unrecognized,
and long overdue shifts in public response and private experiences will
not be identifiable. The impact of Ontario’s response to the sexual abuse of
patients must move beyond conjecture and more importantly, opportunities
to mobilize all sectors to address the problem must not be missed.

Bold Reform Requires Effective Implementation
Recommendation 19. Minister’s Implementation Council
A. The Minister of Health and Long-Term Care (MOHLTC) should
immediately establish the Minister’s Implementation Council for an initial
renewable five-year term, to make an annual public report to the minister,
who in turn should report to a standing committee of the Ontario Legislative
Assembly. Reports should include a detailed summary of cases, patient
evaluations of processes and responses, an audit of decisions, evaluation
of OSAPPA and suggestions for more effective procedures and educational
initiatives for preventing the sexual abuse of patients in the public interest.
Membership in the Minister’s Implementation Council should include one
Ministry of Health and Long-Term Care employee/appointee at the assistant
deputy minister level (or equivalent) and one at the director level in the
ministry, one member of the Premier’s Permanent Roundtable on Violence
and one member of the Aboriginal Roundtable on Violence, two experienced
executives from health regulatory colleges, one health care administrator
with extensive community-based care experience, at least two survivors
and two advocates working in the field of abuse prevention and/or victim
support, one executive officer of OSAPPA — taking into consideration
those recommended by separate letter from the task force for the minister’s
consideration. To succeed, each member of the Minister’s Implementation
Council needs to be able to interact critically with every other member in a
way that protects the integrity of each; thus, all members should receive the
same level of remuneration for this public service — at the level of chair —
as a clear indication of the respect and need for the equivalency of the range
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of expertise needed for effective collaboration and implementation of this
major reform. The Implementation Council should encourage, receive and
respond to reports on educational and research initiatives undertaken, as per
relevant recommendations made herein.
B. That the Minister of Health and Long-Term Care include in the mandate
of the Minister’s Implementation Council responsibility to develop
an evaluation framework for the OSAPPA with appropriate metrics, at
minimum, annual reporting to the Minister on the number and type of
complaints by patients, the disposition of those complaints, the fines levied
for lack of mandatory reporting, general understanding of sexual abuse of
patients and the response system, and other indicators of effectiveness of the
reporting system and public education initiatives.

Recommendation 20. Inter-Ministerial Oversight for Implementation
The Cabinet of Ontario should immediately establish an inter-ministerial
implementation initiative (group) that includes leadership from the Ministry
of Health and Long Term Care in cooperation with the Ministry of Training,
Colleges and Universities, the Ministry of the Attorney-General, the Minister
Responsible for the Status of Women and others to be named, as decided
by the ministers, to coordinate an ongoing cross-government response
to preventing the sexual abuse of patients by health care professionals in
Ontario — consistent with the whole-of-government response to sexualized
violence and harassment in Ontario. Through the Minister of Health and
Long-Term Care, leadership by this Inter-Ministerial Implementation Group
would generate reforms consistent with the mandate of the Minister’s
Implementation Council to supervise and facilitate the development and
implementation of initiatives to deal with sexual abuse by health professionals,
including monitoring recommendations that flow from this report.

Ministerial Leadership in Research
The task force has concluded that it is essential that the minister provide
support to encourage research on the complex dimensions of the problem.
To be useful, the research agenda should include: strategies and outcome
measurements across jurisdictions (provincial, national and international)
with robust tracking and analysis of data and complaints; formal evaluation
of OSAPPA every five years for 25 years; and mechanisms for knowledge
dissemination, including an annual symposium and multi-sectoral
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educational initiatives. Without such adequately resourced research,
evaluation and knowledge dissemination initiatives, any improvement in
Ontario’s response to the sexual abuse of patients will go either undone
or unrecognized, and long overdue shifts in public response and private
experiences will not be identifiable. The impact of Ontario’s response to the
sexual abuse of patients must move beyond conjecture. More importantly,
opportunities to mobilize all sectors to address the problem must not be
missed. In this vein, the task force recommends a number of research
leadership opportunities and modalities.
Such research should be conducted in accordance with recognized
institutional ethics review policies and procedures and with appropriate
consent processes and policies. Patients must be informed of such research
and assured of anonymity — for example, in reviews of the new complaint
system recommended, the OSAPPA.

Recommendation 21. MOHLTC Leadership in Research
The Minister of Health and Long-Term Care (MOHLTC) should immediately
ensure funding to designate an ongoing annual research fund within the
MOHLTC health research program to support research pertaining to sexual
abuse by health care professionals including but not limited to:
• rates of and remedies for same;
• comparison of rates and dispositions of sexual abuse complaints to
other offences;
• relevant organizational innovations and responses;
• links to broader societal norms, attitudes and behaviours;
• improved performance of the health care system; and
• pre-service and in-service education and training intended to
prevent and rectify such behaviours.

Recommendation 22. Research and Monitoring
The Minister of Health and Long-Term Care should commission a research
study to track and analyze the rates, responses and disposition of sexual
abuse cases of patients by health care professionals in Ontario retrospectively
and going forward 20 years, in five-year segments, recognizing the
complexities of reporting, versus incidence data.
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Recommendation 23. Minister’s Annual Symposium
The Minister of Health and Long-Term Care should announce and support
an annual international symposium to address systemic changes in the
province of Ontario to prevent and provide remedies for the sexual abuse of
patients by health care professionals. This would include ongoing research,
professional and public education, community action and partnerships,
and assessment of the RHPA. It is suggested that the minister be a keynote
speaker at the symposium on sexual abuse of patients being planned by
Women’s College Hospital in late 2016, and contribute substantial resources
of experts, information and financial support to this symposium as an initial
step in MOHLTC taking responsibility for its annual symposium, beginning
in 2017.

Ministerial Leadership in Education
Recommendation 24. Aboriginal Health Strategy Renewal
A. The task force recommends that the Minister of Health and Long-Term
Care initiate the renewal of a comprehensive, cross-cutting inter-sectoral
policy on aboriginal health to incorporate and act upon the 94 Calls to
Action made by the Truth and Reconciliation Commission,34 as relevant to
the overall health and well being of Indigenous peoples in Ontario generally,
and to the sexual abuse of patients of Aboriginal origin, in particular. Specific
attention should be given to research, policy proposals and commentary
principally authored by experts of Aboriginal origin, including the Final
Report of the Truth and Reconciliation Commission of Canada (released
December 15, 2015), reports from the Ontario Joint Working Group on
Violence against Aboriginal Women, the Strategic Framework to End
Violence against Aboriginal Women (Ontario Native Women’s Association
and Ontario Federation of Indigenous Friendship Centres), and the
Aboriginal Sexual Violence Action Plan (Ontario Federation of Indigenous
Friendship Centres).
B. The task force recommends that the minister designate an Assistant
Deputy Minister to lead a five-year plan from MOHLTC officials on
comprehensive, cross-cutting intersectoral policy on cultural competency
in research, education and other programs addressing the sexual abuse
of patients in marginalized (social and/or geographic) and/or vulnerable
populations in Ontario, to be submitted to the Minister’s Implementation
Council.
Chapter 6: Research and Education Priorities
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Education for Patients and the Ontario Public
Five years is a relatively short time for major systemic reform to be
actualized, but after 20 years there should be evidence of significant
improvement in attitudes and actions. Regrettably, the task force sees little
progress in coordinated and cohesive educational initiatives on the sexual
abuse of patients. More than a decade ago, Professor Sanda Rodgers assessed
the implementation of the RHPA’s sexual abuse provisions, for which she
surveyed materials generated by the mandatory review of the first five years
of the RHPA (1994–99). She concluded:
Although the PwC Report revealed that each College showed varying
strengths and weaknesses in achieving the legislative objectives,
overall there had been a failure of leadership, absence of a unified
educational strategy for members of the public or the professions
and limited change to the behaviour of members of the regulatory
Colleges subsequent to the new legislation.1 [emphasis added]
The task force believes that the MOHLTC is ultimately responsible for
ensuring education for patients, health professionals and health care
organizations about prevention and response to sexual abuse of patients
by health professionals. However, it is difficult to discern a centralized and
comprehensive system of public information and education on the sexual
abuse of patients by regulated health professionals. The RHPA mandated
colleges to have a patient relations program, stipulating that it must include
“measures for preventing or dealing with sexual abuse of patients.”2 In
most colleges, there is a Patient Relations Committee (PRC) mandated
to inform the public of their rights under the RHPA. In 2007, the scope
of PRCs broadened when the Health System Improvements Act, 2007, gave
responsibility to the PRCs “to promote and enhance relations between the
College and its members, other health profession colleges, key stakeholders
and the public.”3
A deficiency in the way that government and colleges are implementing
the sexual abuse prevention goals of the RHPA is that MOHLTC no longer
issues detailed instructions on its expectations for sexual abuse prevention
plans from the colleges, which in turn influences how well colleges and their
bodies, such as the PRCs, reach out to patients and the public. Some of the
colleges — the Royal College of Dental Surgeons of Ontario — for example,
still invest in their PRCs.
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The task force is of the opinion that, even with the transition to the OSAPPA
model, there is a continuing role for PRCs and sexual abuse prevention
plans, given that colleges remain the sole licensing bodies for certificates
of registration to practice. As well, although altered by the OSAPPA model,
colleges will continue to interact with patients in a variety of ways on a
variety of issues. Referring back more than a decade for precedents, plans
and reporting could again include annual updates to the minister or
designate of sexual abuse prevention plans that should include, for example:
a. a statement of philosophy, to articulate the college’s position on
sexual abuse;
b. an evaluation of present practices as they relate to sexual abuse,
including a review of college participation in the transition to
OSAPPA and in ICRC (Investigations, Complaints and Reports
Committee), as well as OSAPPA discipline processes; and
c. a summary of communications with, and referrals of, sexual abuse
complainants, to ensure smooth and timely transition to the OSAPPA
model so that no patient is “left behind” or under-served.

Education for Students in the Regulated Health Professions
Based on anecdotal information provided to the task force through
consultations with students in a number of regulated health profession
programs and through communication with the Council of Faculties of
Medicine (COFM) of the Council of Ontario Universities (COU), the task
force found that some educational institutions have made some progress
in addressing the issues of sexual assault of patients in codes of conduct,
educational materials and overall culture and values; however, gaps remain
and practices are very uneven. Some medical schools in Ontario, for
example, provide explicit guidelines for undergraduates in their handbooks,
as well as curricular model and teaching materials. Others do not. Recent
events in some Canadian medical and dental schools suggest that broad
issues associated with ethics and culture remain; these allow a context in
which ignorance of the health impacts of the sexual abuse of patients and a
lack of cultural competency,are more likely to occur due to uneven concern
and commitments among faculty and administrators to addressing these
issues as priorities in theory and praxis.
The task force sees a significant need for improved coordination of
curriculum development in every educational and training program for
future members of all the regulated health professions. Improved learning
amongst students in the 26 regulated health professions in Ontario on the
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dynamics, impact and legal framework related to the sexual abuse of patients
would result from cross-discipline curricula made equally and widely
available.
Given that the greatest number of patient complaints about sexual abuse
are about physicians, the task force sought a meeting in May 2015 with the
COFM, which was facilitated by the COU and attended by five of the six vice
or assistant deans of undergraduate medical education, five vice or assistant
deans of postgraduate medical education (PGME), and one acting associate
dean of PGME. Although the discussion in that meeting was rather strained,
the COFM deans (none of whom attended the May meeting with the task
force) wrote to Minister Hoskins on June 8, 2015, advising that they were
“very committed to working with the Ministry on this issue to continue to
augment the longstanding work we have been doing to ensure Ontario’s
undergraduate and graduate medical programs have the most current and
effective content regarding the prevention of sexual abuse.” The task force
recommends that this letter be placed on the agenda of the first meeting
of the inter-ministerial implementation initiative (per Recommendation
20) as a standard of commitment to be actively pursued and extended to
all other deans and their senior associates in all post-secondary education
and training for future members of all the regulated health professions in
Ontario.

Recommendation 25. Patient Safety Reporting in Health Care Educational Curricula
and Systems
A. The Inter-Ministerial Implementation Group should review accreditation
standards for educational institutions providing certificate, diploma,
undergraduate and post-graduate programs for professions under the RHPA,
with the goal of incorporating patient safety assessments — including
protections against sexual abuse — in all accreditation programs. The
review of curricula should include an assessment periodically of ethical
standards for professional practice and strategies in place to build awareness
of the impact of sexual abuse on patients, along with the responsibilities,
approaches to prevention, and requirements to report and to implement
tracking mechanisms regarding knowledge of, and educational institutions’
responses to, reports of sexual abuse of patients.
B. Institutions responsible for training health care professionals should have,
as a minimum, explicit senior management commitments to preventing
sexual abuse of patients, clear statements and explanations of sexual abuse
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of patients, professional responsibilities to report as part of core training,
examinations concerning professional practice and codes of ethical conduct
— all embedded in performance reviews conducted periodically for funders.

Recommendation 26. Education for Patients and Professionals
The Minister of Health and Long-Term Care should introduce and — in
cooperation with the Ministry of Training, Colleges and Universities and
other affected ministries — support, with adequate resources, newly designed
and evaluated pre-service, in-service and public education on sexual abuse of
patients by health professionals, to be reviewed and reported on periodically,
including:
• refreshed curriculum for pre-service education in universities and
colleges;
• refreshed continuing education and training for in-service health
professionals;
• cultural competency as a mandatory component in any education
or training public education campaign addressing patients, families,
bystanders and communities about rights and redress;35
• education for hospital and other health care administrators on their
legal, patient safety and reporting responsibilities; and
• mandatory training, with periodic reviews, for members of
governing councils and staff of health regulatory colleges to begin
immediately and to continue through transition to include OSAPPA
officials and personnel.

Education for Regulated Health Professionals
Colleges are still responsible for their members, and in their responses to
questions from the task force, as requested by Minister Hoskins via a letter
dated December 17, 2014, colleges reported on professional education
programs, including both continuing education of their members and the
education of candidates for registration. Again relying on what MOHLTC
used to request, colleges should return to reporting on features of their
educational initiatives, including whether and to what extent they succeed
in delivering programs that:
• sensitize members to cultural competency in appreciating the
diversity of circumstances and the history of patients and their
communities, with particular attention paid to patients of Aboriginal
origin;
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•
•
•
•
•
•
•

induce an aura of risk as to the real and present danger of slipping
into exploitation and sexually abusive behaviour;
create an awareness of the consequences of sexually abusing patients;
educate on the impact of sexualized acts/abuse on patients;
increase knowledge of human sexuality, professional boundaries and
appropriate practitioner and patient relations;
educate practitioners to recognize subtle and indirect disclosure by
patients of prior sexual abuse;
educate practitioners as to how to handle the disclosure of prior
sexual abuse, and how to report it; and
educate practitioners as to the requirements of the RHPA, including
statutory definitions, mandatory reporting requirements and
penalties.

Education of Staff and Committee Members at Colleges and OSAPPA
Currently, and in the transition to OSAPPA, education and support to staff,
members of college councils and committees (including publicly appointed
members) who have contact with abused patients or investigate or hear
allegations of sexual abuse, is essential. Assessments need to be done in
the transition planning and implementation to develop appropriate and
sustainable education by:
• identifying staff and committee members who have direct contact
with the public or with abused patients;
• sensitizing such staff and committee members to issues of sexual
abuse; and
• helping such staff and committee members to develop appropriate
communication skills.

Conclusion
To close this chapter on research and education priorities, the task force
adopted closing commentary from the June 2015 Report of the Task Force
on Misogyny, Sexism and Homophobia in Dalhousie University Faculty of
Dentistry:
Cultural change and acceptance of collective responsibility happen
when individuals recognize, whether individually or collectively,
that change is imperative. It must be seen as the right thing to do.
Leadership within an institution motivates and nurtures change,
and the credibility of leadership will inspire others to follow. The
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Faculty of Dentistry will change when both its leaders and its faculty
members believe that they should change and are prepared to take
steps to do that. Education, research, and reflection can help, but they
are not a substitute.4
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Chapter 7:
Sustainable Transparency and Accountability
Improved accountability and transparency are understood to be critical
to improving health care system performance generally, and patient
safety specifically. We are not proposing anything new or different in this
implementation strategy, but we do believe that genuine, substantive
implementation - to a much greater degree than has been seen since
the major amendments to the RHPA were enacted in 1994 - must now
happen. We have built upon recognized best practices to leverage existing
quality assurance, accountability and accreditation mechanisms as necessary
components of the sustained oversight, tracking, reporting and accreditation
that are essential to preventing the sexual abuse of patients.
Our observations and recommendations pertain to all of the regulated
health professions under the RHPA. We are indebted to Dr. David Musson,
Associate Dean, Undergraduate Medical Education at the Northern Ontario
School of Medicine, for reminding the task force to look more closely at
creating patient safety systems that are integral to preventing the sexual
abuse of patients. In proposing a patient-centred approach to implementing
our recommendations, we have drawn on generally accepted principles for
sustainability, transparency and accountability to uphold a zero tolerance
standard for the sexual abuse of patients in Ontario.

AFramework for Accountability
As discussed in more detail in Chapter 2, the health regulatory colleges
have not consistently gathered accurate data that allow for meaningful
comparisons from year to year. Information that the task force received

For apatient to complain and then hear nothing about the outcome of what
was done is in some ways just a further victimization.
- Patient advocate

from the colleges or through the Ministry of Health and Long-Term Care
(MOHLTC), therefore, allowed us to reach few firm conclusions based
on data. This unfortunate reality is the foundation for our emphasis on
implementing our recommendations through sustainable transparency
and accountability that are built upon mandatory public reporting. The
ecological human rights framework for our recommendations is predicated
on seeing and understanding intersectoral forces. Viewing patient safety
through this lens, we see interlocking responsibilities that are shared within
a sector and that either enable or prevent the sexual abuse of patients.
Promoting a culture of patient safety requires a multi-level strategy, and
protecting patients from sexual abuse by health care professionals must be
considered in this context. Leadership at the Ontario Cabinet level is also
crucial to successful implementation.
A recent, relevant report, which evolved from the Royal College of
Physicians and Surgeons of Canada’s (Royal College’s) March 2014 workshop
“Transitioning to safe care: Culture meets Competence,” proposed “to begin
a national conversation around the culture of patient safety.”1 This report
cites the Institute of Medicine — “Achieving a learning health care system
— one in which science and informatics, patient-clinician partnerships,
incentives, and culture are aligned to promote and enable continuous and
real time improvement in both the effectiveness and efficiency of care —
is both necessary and possible” — while noting that “an enabling culture
to the realization of the health care system as a learning organization
harkens back to the culture of safety being a requisite for high-reliability
organizations.” The report also recognizes the importance of “partnering
with more targeted organizations, as context-specific approaches are more
likely to effect the sustained attitudinal and behavioural changes needed to
shift the culture.”2
The importance of accountability is recognized to be critical in generating a
system-wide perspective on health sector reforms and in linking individual
improvement interventions to prevent the sexual abuse of patients through
immediate, intermediate and long-term changes. This perspective is
consistent with an ecological human rights framework. We believe that
not being subjected to sexual violations is every patient’s right, and that
ensuring this standard of care is the responsibility of the Government of
Ontario and all regulated health professionals in the province. In a general
sense, accountability-enhancing strategies can focus on:
• preventing/reducing abuse;
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•
•

assuring compliance with procedures/standards through oversight;
monitoring and reporting requirements; and
improving performance/learning through feedback loops and
transparency.

The critical elements of an accountability framework aimed at improving
patient and client care are understood to include clear oversight
mechanisms, performance metrics, reporting requirements, and meaningful
sanctions for noncompliance.3

Recommendation 27. Patients' Safety Bill
A Patients' Safety Bill should immediately be developed by the Ontario
Ministry of Health and Long-Term Care in consultation with patients' advocacy
groups and the regulatory colleges as an amendment to the RHPA. The Ontario
Hospitals Act should be amended to require all regulated health professionals
and all administrators of health care facilities, including privately owned
health care facilities, to post, with clear requirement to maintain: a) visibility
of the Bill and b) availability upon request of print copies of the Bill. The
Patients' Safety Bill and current contact information should be placed in highvisibility locations wherever health professionals are providing services. This
amendment may be complementary to, but is substantially different from, the
Patient Ombudsman office announced in 2015.

Recommendation 28. Patient Evaluations re Access to Justice for Better Health Care
Following every determination and resolution of a complaint about sexual
abuse during the transition to the OSAPPA system, every college is to

The unique needs, capabilities, and vulnerabilities ofOntario's Aboriginal
people need to be acknowledged, recognized, engaged and partnered with
when developing and delivering policies and programs to improve their health
and safety in the health care system.

- Aboriginal community member

ensure that an evaluation form, with introductory information supplied by
MOHLTC, is provided to every patient involved in the process, and include
a pre-paid return envelope addressed to the Minister’s Implementation
Council. The OSAPPA mandate should include an ongoing responsibility
to continue and improve upon gathering feedback from patients, to enable
meaningful comparisons in evaluation and annual reporting.

Recommendation 29. Reports for the Public Record — Excellent Care for All Act
A. The Minister of Health and Long-Term Care should introduce the
reporting and disposition of sexual abuse cases as a priority Quality
Improvement Indicator under the Excellent Care For All Act (ECFAA)
pertaining to hospitals in Ontario, community and home-based care, and
primary care practitioners. Results should be included in the minister’s
annual report to the legislative committee and — if not included — there
should be an explanation required in the report.
B. The RHPA should be amended to include the requirement that every
college shall make a public annual report to the Minister of Health and
Long-Term Care and to OSAPPA of any complaints received concerning
the sexual abuse of patients by members or former members of the college,
including a summary of the timeline and description of actions taken by the
college in referring on to OSAPPA. The Minister’s Implementation Council
should be responsible for the template for this annual report, in consultation
with patients’ advocacy groups, hospitals, educational institutions, OSAPPA
and the colleges.
C. The Minister should recommend to the Ontario Hospital Association
(OHA) to incorporate the sexual abuse of patients by health professionals
into the current Quality and Patient Safety Plan (QPSP), given that one of
their stated goals is “to champion the adoption of a culture of quality and
patient safety.” The OHA can support health care institutions in developing
their annual Quality Improvement Plans (QIPs) as mandated under the
ECFAA. The OHA could be instrumental in providing materials, supports
and tools to health care institutions that include: a broader definition of
patient safety, the psychological harm and other harms associated with
sexual abuse of patients and definitions of patient, health care provider,
and sexual abuse based on the RHPA. Responsibilities and accountabilities
of the hospitals/other health care facilities and health providers for the
prevention, identification, reporting, tracking and responding to reports of
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sexual abuse of patients by health care providers should also be delineated.
The OHA should be encouraged to contribute leadership in preventing the
sexual abuse of patients by making a long-term commitment to developing,
providing and sustaining education, quality assurance and reporting
mechanisms to OHA members.

Recommendation 30. Information Accessible on the Public Record — Registers
The Health Professions Procedural Code should be amended to require
that every college register includes disciplinary decisions in which the
member was found to have committed an act of sexual abuse/misconduct/
impropriety as defined in the RHPA and Code, including section 1(3)(c)
(behaviour or remarks) as well as 1(3) (a) (physical sexual relations) and
1(3)(b) (touching of a sexual nature) of the Code and that staff of colleges
are clearly obliged to inform anyone who inquires as to the nature of the
complaint. The amendments should be designed to apply high-transparency
standards to the public record of colleges during and after the transition and
also to public records of the OSAPPA model.

Recommendation 31. Transparency and Notifications of Findings by Colleges and
OSAPPA
The Health Professions Procedural Code should be amended to ensure that
college and OSAPPA registers contain for the public record:
• any stipulations or programs imposed on a member related to
any complaint of sexual abuse of a patient, with a notation on
whether the requirements were disciplinary panel decisions, or
determinations through any other means, including suspension
or resignation of the member, related to sexual abuse complaints
processed by a college (during transition) or OSAPPA (after
transition); and
• determinations of any kind, including resignation, that colleges
(which retain the authority to issue or revoke certificates to practise)
should be legally obliged to inform all other licensing authorities
in Canada and to keep written records verifying such notification,
to be included in annual public reports to the Standing Committee
on Government Agencies of the Legislative Assembly of Ontario or
another appropriate standing committee that includes MOHLTC in
its mandate.
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Leadership Essential to Transparency
Abuse cannot thrive in a transparent environment. Yet on this point, a
reality check is needed.4 Although mandatory reporting of sexual abuse of
patients has been a legal obligation under the RHPA for more than 20 years,
there has never been enforcement of this law against any institution in
Ontario under the Act. Nevertheless, mandatory tracking and the review of
data concerning the sexual abuse of patients are fundamental to an effective,
integrated prevention strategy.
Aligned with our task force emphasis on education as key to the prevention
of sexual abuse of patients, the Royal College report singled out the critical
role of academic leaders (e.g., health profession deans and teaching hospital
CEOs) to provide:
• leadership that “walks the talk”;
• transparent communication;
• psychological safety that facilitates the reporting of errors;
• patient and family engagement; and
• a commitment to ongoing improvement.5
Leadership is a crucial determinant of effectiveness in the institutions that
we rely on to deliver prevention, education and mandatory reporting in
health care. Patients in Ontario need leaders in these institutions who will
step up to the challenges of preventing sexual abuse by regulated health
professionals. It is encouraging to see the following commitment from
the Ontario Hospital Association (OHA) and we hope to see it matched by
positive results for patients in Ontario:
• The OHA is working to ensure that every patient receives safe,
appropriate, and high-quality care, and that all health care providers
work together to contribute to a high-performing health system. The
OHA’s 2013-2016 Strategic Plan: A Catalyst for Change renews the
OHA’s commitment to achieving a high-performing health system
for the people of Ontario. It underscores three main areas: quality,
integration, and value.6
The following recommendations provide specific actions to be taken by
Ministry of Health and Long-Term Care officials, health care leaders and
health care organizations. These recommendations strengthen accountability
and transparency for Ontario’s patients but also provide quality
improvements for patient safety.
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Recommendation 32. Provincial, National and International Database Access
The Ministry of Health and Long-Term Care should initiate joint and
reciprocal ventures to establish, link and maintain both a national and
international database, with public access and capable of identifying sexual
abuse offenders who are, or were, regulated health care professionals.

Recommendation 33. Patient Safety Standards Addressing the Sexual Abuse of
Patients in Hospitals, Health Care Organizations, and Long-Term Care Facilities
The OHA and other such health organizations, as relevant, should provide
increased, focused and sustained leadership in the development of policy
and education for all institutional members. Included should be a broader
definition of patient safety that recognizes the extensive and serious range
of harm associated with sexual abuse of patients. Specific and detailed
standards for hospital and other health institution leaders should be
established. These would leave no doubt about the definitions of patient,
health care provider and sexual abuse, or the responsibilities of hospitals and
other health care facilities for the prevention, identification, reporting and
tracking of sexual abuse of patients by health care providers. Accountability
mechanisms geared to hospitals and health care providers should be clear,
resourced and implemented for the long term. Health care institutions,
including hospitals, should have rigorous training, quality assurance and
reporting mechanisms in place that reinforce their duties to prevent, report
and track sexual abuse incidents within risk management systems that
permeate every level of service within the health care institutions — with
clear, enforced consequences for all executives who do not deliver on the
patient safety and protection standards.
The minister should recommend to the OHA to incorporate sexual abuse
of patients by health professionals into the current Quality and Patient
Safety Plan (QPSP), given that one of their stated goals is “to champion the
adoption of a culture of quality and patient safety.” The OHA can support
health care institutions in developing their annual Quality Improvement
Plans (QIPs) as mandated under the ECFAA. The OHA could be instrumental
in providing materials, supports and tools to health care institutions that
include: a broader definition of patient safety, the psychological harm
and other harms associated with sexual abuse of patients and definitions
of patient, health care provider, and sexual abuse based on the RHPA.
Responsibilities and accountabilities of the hospitals/other health care
facilities and health providers for the prevention, identification, reporting,
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tracking and responding to reports of sexual abuse of patients by health care
providers should also be delineated. In keeping with Recommendation 29,
the OHA should be encouraged to contribute leadership in developing and
providing education, quality assurance and reporting mechanisms to OHA
members.

Effecting Change through Accreditation Processes
Accreditation Canada notes that accreditation processes are essential to
improving quality and safety in Canada and more than 70 countries.
According to Wendy Nicklin, President and Chief Executive Officer of
Accreditation Canada, recent lawsuits have demonstrated the risks to
standard-setting bodies that do not keep their standards current.7 We suggest
that, to be current, standards for government, regulatory colleges and health
professional educational programs — both undergraduate and postgraduate
— must include the protection of patients from sexual abuse by health
care practitioners. Leveraging accreditation in this way creates a framework
through which to improve patient safety. It also provides an unambiguous
standard that is widely communicated among key stakeholders. In addition
to mitigating the risk of adverse events, updated accreditation standards also
promote continuous improvement and the sharing of best practices.
We agree with the Royal College report’s assertion that “the potential to
effect change through the accreditation process can be harnessed as a
function to drive not only clinical and educational innovation, but the
permeation of a safety culture across the medical landscape.”8 The Royal
College report recommends leverage of its accreditation process “to improve
the culture of safety by stipulating the elements an organization must have
in place in order to be a base for medical training.”9 We also see applicability
well beyond the medical landscape. For this reason, we believe it is critical
to have required accreditation standards for regulated health professional
schools that incorporate the consistent interprofessional standards found in
the RHPA that are needed to prevent the sexual abuse of patients.
Our recommendations therefore include suggestions for leveraging existing
accreditation processes to prevent the sexual abuse of patients by teaching and
implementing the zero tolerance standard and the RHPA’s requirements. In
the roundtable discussions we held with a range of health profession students
in different parts of Ontario, we consistently heard from many (though not
all) students that they learned little or nothing about the legal obligations
under the RHPA provisions governing the sexual abuse of patients. Learning
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more about the impact on patients and their families when trust in their
health care provider was betrayed by sexual abuse was identified as a gap by
some students.
Additionally, the Royal College report stresses metrics, transparency and
accountability strategies:
the critical importance of metrics and transparency in order to
achieve this culture of patient safety. A truism increasingly applied
to health care is that ‘you can’t improve what you can’t measure.’
This truism is a fundamental driver of health care reform, and in
part underlies the implementation of mandatory public reporting
of quality indicators in many jurisdictions. While acknowledging
that public reporting has inconsistent impacts, there is evidence
that providing provider-specific outcome data improves clinical
outcomes.10
The report also quotes from Bloom, as cited in Brinkerhoff, 2003
Accountability strategies…depend on the availability of information.
This is an area where government has a primary role; one of the
hallmarks of democratic governance is information availability and
transparency. Data on health needs, health status, health system
resource use, and performance need to be available to stakeholders if
accountability relationships are to be more than pro forma or empty
exercises in oversight.11

Recommendation 34. Accreditation standards
The Minister of Health and Long-Term Care should recommend to
Accreditation Canada the development of Required Organizational Practices
(ROPs) in the Safety Culture category that are specific to the sexual abuse
of patients by regulated health professionals. Sexual abuse of patients is a
low-probability/high-impact risk that needs to be addressed at a strategic
level as an issue of patient safety. These ROPs would clearly describe the
organizational/board responsibilities in addressing sexual abuse, i.e.,
educational requirements for employees, mandatory reporting expectations,
and tracking and reporting within and by institutions.
The ROP approach would also require the sexual abuse of patients to become
a “standing agenda item” at all regular meetings of the governing body.
ROPs would include: a) definitions, consistent with the RHPA, of “patient”
and of “sexual abuse or exploitation”; and b) clear commitments as to what
Chapter 7: Sustainable Transparency and Accountability
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patients should be able to expect from their health care provider within
a patient safety context. ROPs would clearly describe for patients what to
do if they experience sexual abuse and to whom reports must be made.
Similar to the approach taken by many hospitals, for example, in protecting
patient privacy, hospital boards should mainstream protection of patients
from sexual abuse at all levels of governance and management and ensure
implementation of relevant sections of the Health Professions Procedural Code,
including mandatory reporting of sexual abuse complaints per section 85.1
(reporting by members) and section 85.2 (reporting by facilities).
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Appendix A:
Terms of Reference
Background
When the Regulated Health Professions Act, 1991 (RHPA), was passed in 1991,
it was widely regarded as groundbreaking legislation. The legislative scheme
provides a comprehensive framework for regulating the provision of most
health services in Ontario. The RHPA was amended in 1993 following a
College of Physicians and Surgeons of Ontario task force report on sexual
abuse of patients and with all-party support to enact, in legislation, a
comprehensive, zero tolerance policy on the sexual abuse of patients by
members of regulated health professions.
The legislation currently contains numerous measures to prevent and deal
with the sexual abuse of patients by regulated health professionals. Its
purpose is to encourage the reporting of sexual abuse by regulated health
professionals, to provide funding for therapy and counselling for patients
who have been sexually abused by such professionals and, ultimately, to
eradicate the sexual abuse of patients by professionals.

Purpose
The purpose of the Minister’s Task Force on the Prevention of Sexual Abuse
of Patients and the Regulated Health Professions Act, 1991 (the “task force”) is
to advise Her Majesty the Queen in Right of Ontario as represented by the
Minister of Health and Long-Term Care (the “ministry”) about various issues
concerning the sexual abuse of patients by regulated health professionals
and in particular to make recommendations concerning any potential
legislative amendments to the RHPA, as well as the Health Professions
Procedural Code (the Code), which is Schedule 2 to the RHPA concerning the
sexual abuse of patients.
The task force will examine the existing legislative scheme under the RHPA
and provide advice and recommendations with respect to modernizing and
reinforcing the province’s ongoing commitment to a zero tolerance policy
on the sexual abuse of patients by regulated health professionals.
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Mandate
In undertaking this work, the task force shall consider best practices from
an operational and legislative standpoint from leading jurisdictions around
the world. The task force shall consider how the current legislative scheme
may be enhanced, such that every interaction between a patient or witness
and a health regulatory college is sensitive and timely. The task force should
undertake its work while bearing in mind that patient experience is its
primary focus, while also respecting the fundamental guiding principle set
out in the RHPA regarding the self-regulatory model for all health regulatory
colleges in the province.
The task force shall examine, discuss and provide advice and make
recommendations respecting the appropriateness and effectiveness of the
following areas in the legislation:
1. The current definition of “sexual abuse” contained in the Code.
2. The current list of frank sexual acts set out in subsection 51 (5) of
the Code whereby a member’s certificate of registration must be
mandatorily revoked for a minimum of five years if he or she is found
to have sexually abused a patient by engaging in one of those acts.
3. Provisions related to discipline and disciplinary orders made by college
discipline panels involving regulated health professionals who have
been found to have committed an act of professional misconduct
by sexually abusing a patient, including the appropriateness,
breadth and scope of terms, conditions and limitations imposed on
certificates of registration and any guidance the task force may provide
regarding the purposes for which or the circumstances in which these
restrictions should be imposed. In making its recommendations, the
task force should give consideration to relevant jurisprudence that
has considered decisions of colleges’ discipline panels in relation to
professional misconduct involving sexual abuse of a patient.
4. Interim legislative tools that are currently available to address instances
involving potential sexual abuse of a patient prior to disciplinary
proceedings (e.g., the use of interim orders for suspension and/or
terms, conditions or limitations imposed on an individual’s certificate
of registration pending the outcome of disciplinary proceedings) and
the provisions of the Code related to the timeliness of disciplinary
proceedings for cases involving sexual abuse of a patient.
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5. The operations and requirements of the colleges’ patient relations
programs, including the education and training of college staff to
ensure that patients who may have been sexually abused by regulated
health professionals are treated with sensitivity and respect in their
dealings with the college.
6. The requirement for a college program to provide funding for therapy
and counselling for patients who have been sexually abused by
regulated health professionals.
7. The current mandatory reporting schemes involving patient sexual
abuse by regulated health professionals and facilities including the
possibility of a mandatory disclosure of such information to law
enforcement entities with a view towards increased transparency and
accountability, including consideration of the role of the patient who
may have been sexually abused in relation to such disclosures.
8. Actual or potential barriers relating to the reporting of patient sexual
abuse and actual or potential barriers relating to sexually abused
patients participating in college discipline proceedings, and measures
that could reduce or eliminate such barriers.
The task force shall also consider and provide advice and make
recommendations respecting:
1. How comprehensive, understandable, publicly accessible information
provided by the colleges in the following areas could be improved and
supported:
• sexual abuse of patients by regulated health professionals;
• information about existing supports for such patients;
• funding for their therapy and counselling;
• patient relations programs; and
• patient impact statements.
2. The ministerial oversight role with respect to these matters.
3. Any other related issue that the Task Force considers necessary to
address in the course of carrying out its functions.
In carrying out its mandate, the Task Force shall also have due consideration
for any other expert advisory bodies and/or external review(s) being
concurrently undertaken as advised by the Ministry of Health and LongTerm Care and which may have the potential to overlap with the subject
matter of the task force’s mandate. The task force shall endeavour, where
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possible, to coordinate and to minimize the potential for overlap and/or
duplication with such other advisory bodies or external reviews.

Project Timelines and Deliverables
The task force may consult with interested parties including but not limited
to:
• health regulatory colleges and professional associations representing
regulated health care professionals;
• individuals who have experienced sexual abuse by regulated health
professionals;
• organizations representing individuals who have experienced sexual
abuse, sexual assault or other types of sexual violation;
• organizations where regulated health professionals are employed or
hold privileges to practise; and
• individual regulated health professionals or group practices where
regulated health professionals provide health care.
The task force is a short-term advisory body and will act in an advisory
capacity only.
Within two weeks’ time following the date on which the task force holds
its first meeting, the task force shall provide a work plan to the ministry
setting out a detailed overview of how the task force intends to fulfill its
mandate and to deliver its written report to the minister within the specified
timeframe as set out in these terms of reference.
Following the completion of its consultations and analysis of the relevant
subject matter, the task force shall provide its final written report to the
ministry detailing its advice and recommendations with respect to the
matters set out above by no later than December 31, 2015.
The Task Force’s advice and recommendations in its written report shall
be limited to the items set out above, in accordance with the Task Force’s
mandate.
The task force’s written report to the minister shall be in a form and manner
specified by the ministry.
The ministry is not required to act on the task force’s advice and
recommendations as set out in the task force’s written report.
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Membership
The minister would appoint the members of the task force pursuant to
section 9 of the Ministry of Health and Long-Term Care Act, R.S.O. 1990, c.
M.26. The minister may also designate one or two of the members as CoChairs of the task force.
The task force would comprise up to three members. All members,
including the co-chairs, would serve at the minister’s pleasure for a period
commencing January 5, 2015, and ending December 31, 2015, unless the
member’s appointment is revoked at an earlier date by the minister without
cause and/or without notice.
Subject to the prior written approval of the ministry, the ministry will
compensate the task force members on a per diem basis in accordance with
all applicable government directives, policies and guidelines. The ministry
will also reimburse all task forcee members for eligible travel, meal and
accommodation expenses in accordance with the Management Board of
Cabinet, Travel, Meal and Hospitality Expenses Directive.

Chair
In addition to the responsibilities of a member of the task force, the chair
shall preside at all meetings of the task force, and are responsible for the
general supervision of the affairs and business of the task force.

Meeting Schedule
The task force shall meet periodically at times to be determined by the task
force members for the purposes of carrying out its mandate. The task force
shall also meet when asked to do so by the ministry. The task force shall
conduct its meetings in the manner it considers appropriate.
In accordance with the requirements of the Travel, Meal and Hospitality
Expenses Directive, task force meetings will be conducted by teleconference
or by videoconference as much as possible. Additional meetings or meetings
via teleconference or videoconference may be held as requested by the
ministry. Members may be asked to review and comment on relevant
documents circulated between meetings.
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Accountability/Reporting
The task force reports through its chair to the Assistant Deputy Minister
of the Health Workforce Planning and Regulatory Affairs Division of the
ministry.

Adherence to Appointee Directives
All task force members shall comply with the provisions contained in the
Management Board of Cabinet’s Agencies and Appointments Directive.

Confidentiality, Access and Privacy
All confidential information, as defined in the members’ Terms and
Conditions of Appointment pertaining to the task force, including notes
written by individual members in connection with their work on behalf
of the task force, may be subject to the provisions of Ontario’s Freedom of
Information and/or the Protection of Privacy Act and Personal Health Information
Protection Act, 2004, and may be subject to disclosure in accordance with
these Acts.
In addition to the provisions of the members’ Terms and Conditions of
Appointment pertaining to confidentiality and access and privacy, each
member shall be responsible for the following in order to ensure compliance
with the confidentiality, access and privacy provisions requirements:
a. Members shall create a separate email address to use to conduct Task
Force business.
b. Members may conduct business related to the committee at their
primary place of employment or in their personal dwelling, as long as
all confidential information pertaining to the committee is saved and
stored separately from other business and personal activities, either in
a separate electronic or physical, paper folder.

Conflict of Interest
As detailed in the members’ Terms and Conditions of Appointment, any
actual, potential or perceived conflict of interest arising in regard to any
matter under consideration by the task force must be disclosed to the
ministry as soon as any such actual, potential or perceived conflict of interest
becomes apparent to the member.
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Administrative Support
Administrative support for the task force will be provided through the
Health Workforce Planning and Regulatory Affairs Division. Administrative
support will include coordination of booking of meetings, preparation of
agendas and support in arranging meetings. The ministry will provide the
panel with access to a senior policy analyst to provide liaison between the
ministry and the panel, and a coordinator in order to fulfill the committee’s
role.

Amendment to Terms of Reference
The minister may amend the task force’s Terms of Reference from time to
time and in the minister’s sole discretion.
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Appendix B:
Recommendations
1. Definitions of Patient and Boundaries
The RHPA, Health Professions Procedural Code, should be amended to define
“patient” as well as to specify clear boundaries and time periods for sexual
contact between members and their former patients. Therefore the Minister’s
Task Force recommends:
• an amendment to the interpretation clause of the RHPA, section
1.(1) by adding, after the definition for “Minister”: “patient” means
an individual who at any time has received, or is receiving, health
care from a member, or has been assessed by the member, or is
otherwise under, or assigned to, the care of the member, including
psychotherapy delivered through a therapeutic relationship or
counselling for emotional, social, educational or spiritual matters
delivered through a confidential treatment context; and
• an amendment on clearer boundaries so that decision-makers
in colleges and/or OSAPPA processes find that a member has
committed an act of professional misconduct by sexually abusing:
i.
a patient concurrent with a health care relationship; or
ii.
an individual who was a patient within two years from the
sexual abuse; or
iii.
a person to whom a member has provided treatment by
means of a psychotherapy technique delivered through a
therapeutic relationship, including counselling delivered
through a therapeutic relationship.

2. Mandatory Revocation: Zero Tolerance Standard
The Health Professions Procedural Code of the RHPA should be amended to
add to specific acts defined in section 51.5 that trigger mandatory revocation
of the certificate of registration of a member who has been found guilty of
a recurrent pattern of sexual abuse under section 1(3) (b) or (c) of the Code
(touching of a sexual nature or behaviour or remarks of a sexual nature by
the regulated health professional).
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The member’s college must revoke the member’s certificate of registration if
the sexual abuse consisted of, or included, any of the following:
i.
sexual intercourse;
ii. genital to genital, genital to anal, oral to genital, or oral to anal;
iii. digital penetration or penetration with an object of the mouth;
vagina or anus without medical/health care justification;
iv. masturbation of the member by, or in the presence of, the patient;
v. masturbation of the patient by the member;
vi. masturbation of the patient in the presence of the member;
vii. touching of a patient’s breasts without medical/health care
justification; or
viii. simulated sexual intercourse with the patient.

3. No Gender-Based Restrictions
As discussed in detail in Chapter 5, with case examples, the Minister’s Task
Force recommends immediate stoppage of any decision-making body under
the RHPA placing gender restrictions on the scope of practice where a health
professional has been found to have had sexualized contact with one or
more patients, in contravention of any of the sections of the Code related to
sexual abuse and/or misconduct and/or impropriety.
The Health Professions Procedural Code should be amended by adding a
new subsection to s. 51 to clarify that, notwithstanding section 37(1) and
subsection 51(2)3, where the member has committed, or has been alleged
to have committed, an act of professional misconduct by sexually abusing
a patient, gender restrictions on the member’s ability to practise as a term,
condition or limitation on the member’s certificate of registration are not to
be imposed.

4. Ontario Safety and Patient Protection Authority (OSAPPA)
The Government of Ontario should establish OSAPPA, the Ontario Safety
and Patient Protection Authority, with the mandate to uphold the standard
of zero tolerance of sexual abuse of patients and receive dedicated long-term
resources to support that mandate, including to provide for:
• public education and outreach, with particular attention and
resources to cultural sensitivity and competency;
• educational liaison with all programs for students in the regulated
health professions;
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•
•

supports to patients reporting sexual abuse by regulated health
professionals; and
complaints and investigations, but with adjudication of sexual abuse
complaints by the independent OSAPPA Tribunal.

5. Fast Tracking Sexual Abuse Complaints
All discipline cases of sexual abuse by health care professionals should
be given priority and fast tracked by the colleges during the transition to
OSAPPA and any such occasion thereafter. The modernized RHPA is to
place legislated onus on regulatory colleges to make immediate referrals of
patients with sexual abuse complaints to OSAPPA — in person with written
information provided to facilitate the patient’s access to OSAPPA services,
and in writing — by the most efficient possible electronic means directly to
OSAPPA. Every regulatory college is to be mandated to include a record of all
patient visits and other forms of inquiry vis-à-vis the sexual abuse of patients
(not only referrals to a discipline panel) with documentation as to the speed
and nature of referrals to OSAPPA. The modernized RHPA is to mandate
OSAPPA with resources and reporting responsibility to ensure that sexual
abuse complaints are processed within the required timeline.

6. Patient Privacy and Confidentiality
Oversight by the Ministry of Health and Long-Term Care should be vigilant,
to ensure that the existing protection in section 85.3(4) of the Health
Professions Procedural Code is upheld so that a reporting member does not
give the name of the patient–complainant unless the member has the
express, written consent of the patient, for patients who are able to provide
consent. For patients who are not able to provide consent for reasons of age
(children) or mental or physical disability, consent must be provided by the
legal guardian/power of attorney. However, when a complaint is received,
the registrar of the college of the health professional making the report is
to receive a copy of the mandatory report by that health professional, even
when the patient is not named in the report.

7. Full Participation of Patients
In order to increase access to justice for patients, it is recommended that
— instead of at the discretion of discipline panels to “allow” patients some
greater participation in hearings, as set out in subsections 41.1(1)(b) and (2)
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— the Health Professions Procedural Code be amended to include the following
provisions for complainants in sexual abuse cases:
• all complainants should have the right to participate in the
proceedings of any complaints or disciplinary hearings, as a full
party, with their own legal representation provided by the colleges
and OSAPPA after transition;
• all complainants should have the right to a support person of her
choice at the expense of the health regulatory colleges, and after
transition, OSAPPA;
• the RHPA should clearly provide to all complainants in sexual
misconduct/abuse proceedings the option to testify behind a screen
or by closed-circuit electronic means;
• all complainants should have the opportunity, in accordance with
current RHPA provisions, where the member is found guilty, to
submit a victim impact statement and not be cross-examined on
that statement, such statement to be taken into account in the
assessment of a remedy or penalty;
• a videotape of an interview with the complainant may be admitted
in evidence if the complainant, while testifying, adopts the content
of the videotape; and
• under no circumstances should the alleged perpetrator of the sexual
abuse be permitted to cross-examine the complainant personally.

8. OSAPPA Tribunal — Adjudication
The Government of Ontario should establish a tribunal that should provide
independent adjudication for OSAPPA cases, which could be a new tribunal
or developed as a specialized branch of the Ontario Human Rights Tribunal
or as a thorough restructuring of the Health Professions Appeal and Review
Board (HPARB).

9. Health Professions Appeal and Review Board – Restructuring Review
A. A review as to the possible restructuring of the Health Professions Appeal
and Review Board (HPARB), taking into account the Professional Standards
Authority for Health and Social Care in the United Kingdom, the Health
Practitioner Disciplinary Tribunal in New Zealand and the Ontario Human
Rights Tribunal, should be conducted for the Minister’s Implementation
Council to assess and then advise the minister as to whether a restructured
HPARB should function as the independent tribunal to decide OSAPPA cases.
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B. In any event, the Health Professions Procedural Code should be amended to
require HPARB to:
• render a decision within 120 days of receiving the request for review
of a decision of a complaints committee panel;
• allow patients as full parties to review hearings, whether in person or
by other means; and
• report annually on the number of appeals heard and the number
of those where the board dismissed appeals by patients, such report
to be made in a timely manner to be included in the public report
of the Minister of Health and Long-Term Care to the appropriate
committee of the Ontario Legislature.

10. Evidentiary Rules at Discipline Hearings in Sex Abuse Complaints
The Health Professions Procedural Code should be amended with a new
provision that the evidentiary rules governing sexual abuse complaints and
related discipline hearings are governed by the Statutory Powers Procedures Act.

11. Admissibility of Evidence
Subsection 36(3) of the RHPA should be amended so that evidence on the
findings, orders or decisions in disciplinary proceedings under the RHPA are
admissible in civil proceedings.

12. Expert Witnesses in the Dynamics of Sexual Abuse of Patients
The OSAPPA should appoint at least two independent experts with
specialized backgrounds in research and/or practice related to the dynamics
and impact of sexual abuse by health care professionals. These experts can
present evidence at complaints, discipline and reinstatement proceedings,
to ensure that the OSAPPA tribunal has the benefit of this expertise to take
into consideration, rather than the prosecution and defence each appointing
their own experts.

13. Resources for Participation of Patients in Investigation and Adjudication
Patients deserve appropriate and timely resources for full participation in the
investigation and adjudication of sexual abuse complaints including access
to therapy funds (during and after transition to the OSAPPA model).
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A. Provincial rules and legislation should be amended to ensure that any
fines imposed on a member for the sexual abuse of a patient should be
designated as a separate fund under the jurisdiction of OSAPPA, to be used
for support to patients, including therapy and counselling for eligible
patients.
B. Subsection 85.7(4) of the Health Professions Procedural Code should be
amended so that interim funding for patient therapy is provided prior to the
hearing stage by colleges (during transition) and by OSAPPA.

14. Therapy and Counselling
A. A regulation pursuant to section 85.7 of the Health Professions Procedural
Code should be made to clarify that funds are to be provided to the patient–
complainant throughout a sexual abuse complaint process to cover the cost
of medications, childcare and reasonable travel/accommodation expenses
associated with accessing therapy related to the sexual abuse.
B. A regulation pursuant to the RHPA should stipulate that a patient is also
eligible for funding for therapy or counselling if:
• there is an admission made by a member in a statement to the
college (during transition) or to OSAPPA or the OSAPPA tribunal that
the member sexually abused the patient;
• the member has been convicted under the Criminal Code of Canada
of sexually assaulting a person while that person was a patient of the
member; or
• OSAPPA staff determine that there is sufficient evidence to support a
reasonable belief that the patient was sexually abused by a member.

15. Protection from Sexual Abuse by Unregulated Health Practitioners
A. The Ministry of Health and Long-Term Care (MOHLTC) and OSAPPA
should commission research to determine the most effective legislative
means for creating and maintaining a public record listing unregulated
health practitioners who were previously licensed in Ontario or other
jurisdictions, but who have lost their certificates of registration due to
findings against them of sexual abuse of patients.
B. Currently unregulated health care providers — for example, sonographers
— need to be identified and assigned to an existing college for regulation in
the interest of patient safety, and where unregulated health care providers
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are contracted to or employed by regulated health professionals or health
care corporations, the regulated health professionals and/or corporations
are to be held responsible for acts of sexual abuse or harassment by those
employees/sub-contractors by amendments to the RHPA and the Excellent
Care for All Act (ECFAA).

16. Enforcement of Mandatory Reports of Sexual Abuse Complaints
All health care institutions and corporations providing health services to
patients in Ontario, including hospitals, universities and private clinics,
should become subject to fines between $100,000 and $250,000 for failure to
make a mandatory report of alleged sexual harassment, sexual misconduct,
exploitation or abuse. Despite more than 20 years of cases since the RHPA
was amended to include explicit institutional obligations to report, not one
institution has been held accountable for sexual abuse of patient(s) that was
proven to have occurred within its jurisdiction.

17. Prerequisites for New or Renewed Registration
The RHPA should be amended to enhance prerequisites for new or renewed
registration for regulated health professionals, to ensure that:
• powers under the RHPA (for example in in subsection 43 (1)(f)) and
the Health Professions Procedural Code (for example, in subsection
94(1)) must be used to have all college councils change by-laws to
require mandatory answering of questions by applicants/members
on any complaints of sexual abuse or harassment against the
applicant/member before certificates of registration are obtained
initially or renewed annually;
• applications for a certificate of registration or for reinstatement of a
certificate to any college under the RHPA are to require verification
as to good character, including sworn statements as to previous
convictions or charges of a criminal nature, any civil findings where
the member has been a party in a lawsuit involving sexual abuse or
harassment, and detailed reasons given for resignation or suspension
if the member has resigned or was suspended from a college or any
other health profession in any other jurisdiction in the world; and
• applications for reinstatement must include reference to any
conditions placed by the college or OSAPPA, which the health
professional was to meet, and evidence that the conditions have
been met, as well as identifying the official(s) and expert(s) who
deemed the evidence acceptable.
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18. Access to Justice for Ontario Patients Pilot with Legal Aid Ontario
An Access to Justice for Patients pilot project with Legal Aid Ontario (LAO)
is to be facilitated by the Inter-Ministerial Implementation Group, as per
Recommendation 20. The Government of Ontario should provide adequate
financial and other resources to LAO to launch and sustain this pilot
project. The project will remove barriers that prevent patients in vulnerable
populations from:
• getting comprehensive, understandable information and education
about sexual abuse by regulated health professionals;
• reporting sexual abuse and impropriety for action to be taken; and
• receiving appropriate and timely resources so that they can fully
participate in the investigation and adjudication of sexual abuse
complaints.
Recommendation 18 is essential to an effective shift to the OSAPPA model
by making the complaints and disciplinary process for patients more
transparent and meaningful, through increased access to public legal
information as well as skilled, culturally competent legal counsel. The
project should be delivered through coordinated, sustainable programs by
adequately resourced community-based organizations that are oriented to
patient safety and patient rights.
A. Ontario should fund the development and delivery of a five-year
pilot project, using the Barbra Schlifer Commemorative Clinic as lead
community partner, to develop core legal competence for a vulnerable
patient population, and to engage in direct patient legal advocacy and
support throughout the complaint and discipline process. This five-year
project should be evaluated at the end of year three, at which time a renewal
plan will be created for the remaining two years of the pilot, with another
evaluation and planning stage, with the stated goal of long-term, sustained
access to justice for this vulnerable population.
B. Funding for this five-year project should include the hiring of at least
two full-time legal counsel (based at the Schlifer Clinic for at least the
first three years of the pilot project while OSAPPA is set up) to support the
development of core legal competence of legal aid clinic lawyers and other
legal aid service providers throughout the province.
C. As the lead agency, the Schlifer Clinic should collaborate with other
legal advocacy partners (e.g., Community Legal Education Ontario [CLEO],
ARCH Disability Law Centre, the Advocacy Centre for the Elderly [ACE],
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Nishnawbe-Aski Legal Services,the African Canadian Legal Clinic [ACLC],
Aboriginal Legal Services of Toronto, the South Asian Legal Clinic of Ontario,
Justice for Children and Youth, etc.) in consultation with the Ontario
Federation of Indian Friendship Centres (OFIFC) and other communitybased networks, such as METRAC and Patients Canada, as appropriate, to
promote cultural competency, diversity and effective outreach to patients in
marginalized and hard-to-reach communities across the province.
D. The Schlifer Clinic and LAO, in collaboration with other legal advocacy
partners, as appropriate, should ensure that they develop appropriate
statistical and qualitative tools to measure and understand client needs. This
information can be used for ongoing needs assessment, financial planning
and service delivery purposes in the transition to OSAPPA and beyond.
E. The Government of Ontario will direct Legal Aid Ontario to inform
patients about and direct them to the legal aid certificate programs (see
below), and to train and sensitize staff at legal aid offices and legal aid clinics
in the competencies required to meet the unique needs of patients who have
experienced sexual abuse by regulated health care professionals (consistent
with augmenting the sensitivity training provided as part of LAO’s Domestic
Violence Strategy). Training should be adapted to meet the desired outcomes
in this recommendation, and increased access to justice for Ontario patients
should include the following actions, as needed:
i. Expand the current summary advice legal aid certificate program
to provide two hours of summary advice to potential/actual
complainants, and to support this expansion with resources and
action, which will include the following:
(a) establishing a panel of eligible lawyers throughout the province
who have the core competence to provide such advice;
(b) proactively informing frontline service organizations of
the existence of, and eligibility for, this new legal aid certificate
(e.g., the Ontario Coalition of Rape Crisis Centres [OCRCC],
hospitals with sexual assault services, legal aid clinics, etc.);
(c) proactively engaging the legal profession and inviting lawyers
with the appropriate eligibility criteria to be included on the
panel; and
(d) as part of LAO’s financial eligibility test expansion, possibly
relaxing the strict financial eligibility criteria (for legal aid
certificates) for this vulnerable client population. The revised
criteria should be consistent with LAO’s June 8, 2015,
announcement to expand its certificate services in criminal law,
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ii.

iii.
iv.

v.

family law and refugee/immigration law and for mental health
legal proceedings, as well as its November 2014 announcement to
implement a higher financial eligibility test for family law clients
who have experienced domestic violence.
Expand the current legal aid certificate program to permit patients
alleging sexual abuse by a regulated health professional to obtain
legal counsel throughout the discipline process (i.e., from the initial
complaint to the hearing and the appeal). Legal Aid Ontario should
develop eligibility criteria to establish a panel of qualified lawyers
who have both legal competence in the area of patient sexual abuse
and sensitivity training in dealing with survivors of sexual abuse.
Adjust LAO financial eligibility criteria so that they are not a barrier
to Ontario patients in this pilot.
As a priority service, encourage Ontario’s 76 legal aid clinics to
develop a coordinated plan on how best to deliver legal services
to eligible patients who have alleged sexual abuse by regulated
health care professionals, consistent with this emerging area of legal
representation.
Set, as a specific priority for LAO public interest work, sexual
violence in the regulated health professional context for the Group
Applications and Test Case Committee of LAO, recognizing that
complainants are a marginalized group.

Public Education and Legal Information Resources for the New Complaints Processes
F. Ontario should fund and develop an effective public education and legal
information program, co-chaired by CLEO and METRAC, that informs the
Ontario public about patients’ legal rights and options for recourse when
they have suffered sexual abuse by a regulated health care professional. The
program will include information on:
• the scope of behaviours that constitute sexual abuse;
• the health care and forensic evidence collection services provided at
sexual assault/domestic violence treatment centres across Ontario;
• the option of filing and pursuing a complaint and discipline process;
• patients’ rights and status within complaint and discipline
proceedings;
• the legislative provisions of the RHPA and its Code vis-à-vis patient
sexual abuse;
• additional legal options under criminal and civil law; and
• legal support services and legal aid-funded services.
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G. In implementing this aspect of the Access to Justice pilot project, CLEO
and METRAC should offer to collaborate with other organizations that have
public legal education mandates (such as Luke’s Place, the Legal Education
and Action Fund [LEAF], Action Ontarienne contre la violence faite aux
femmes [AOcVF], the Ontario Federation of Indigenous Friendship Centres
and others, as appropriate), in order to:
i. identify effective strategies for developing relevant public legal
information training and resources for service providers to assist them
in responding to patients’ disclosure of sexual abuse by health care
professionals; and
ii. engage diverse patient communities to develop relevant public
education and legal information through the selection of topics and
resource formats that ensure accessibility, and specification of relevant
outreach and communications methods. The program will facilitate
effective distribution of information based on intersecting needs
and the provision of ongoing community feedback for improving
program relevance and responsiveness, and contributing to a final
evaluation to measure program results and overall effectiveness.
H. Ontario-coordinated funding to support the Access to Justice pilot should
explicitly support inter-sectoral coordination and sharing of information and
services across multiple sectors, including the following:
i. ServiceOntario will distribute materials to individuals and institutions
across Ontario, including government offices, patient advocates and
service provider organizations.
ii. The Government of Ontario will develop a program to educate
lawyers about how to most effectively represent patients who have
been sexually abused by regulated health professionals with respect
to the related disciplinary processes. The government will do this in
partnership with an appropriate agency, such as the Law Society of
Upper Canada and/or the Ontario Bar Association.
iii. Consolidation and distribution of examples of “lessons learned”
and culturally competent proven practices, including highlighting
different educational models, such as community-based approaches
that include models for evaluation that can measure outcomes among
multiple services and sectors, and incorporate access and equity
principles.
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19. Minister’s Implementation Council
A. The Minister of Health and Long-Term Care (MOHLTC) should
immediately establish the Minister’s Implementation Council for an initial
renewable five-year term, to make an annual public report to the minister,
who in turn should report to a standing committee of the Ontario Legislative
Assembly. Reports should include a detailed summary of cases, patient
evaluations of processes and responses, an audit of decisions, evaluation
of OSAPPA and suggestions for more effective procedures and educational
initiatives for preventing the sexual abuse of patients in the public interest.
Membership in the Minister’s Implementation Council should include one
Ministry of Health and Long-Term Care employee/appointee at the assistant
deputy minister level (or equivalent) and one at the director level in the
ministry, one member of the Premier’s Permanent Roundtable on Violence
and one member of the Aboriginal Roundtable on Violence, two experienced
executives from health regulatory colleges, one health care administrator
with extensive community-based care experience, at least two survivors
and two advocates working in the field of abuse prevention and/or victim
support, one executive officer of OSAPPA — taking into consideration
those recommended by separate letter from the task force for the minister’s
consideration. To succeed, each member of the Minister’s Implementation
Council needs to be able to interact critically with every other member in a
way that protects the integrity of each; thus, all members should receive the
same level of remuneration for this public service — at the level of chair —
as a clear indication of the respect and need for the equivalency of the range
of expertise needed for effective collaboration and implementation of this
major reform. The Implementation Council should encourage, receive and
respond to reports on educational and research initiatives undertaken, as per
relevant recommendations made herein.
B. That the Minister of Health and Long-Term Care include in the mandate
of the Minister’s Implementation Council responsibility to develop
an evaluation framework for the OSAPPA with appropriate metrics, at
minimum, annual reporting to the Minister on the number and type of
complaints by patients, the disposition of those complaints, the fines levied
for lack of mandatory reporting, general understanding of sexual abuse of
patients and the response system, and other indicators of effectiveness of the
reporting system and public education initiatives.
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20. Inter-Ministerial Oversight for Implementation
The Cabinet of Ontario should immediately establish an inter-ministerial
implementation initiative (group) that includes leadership from the Ministry
of Health and Long Term Care in cooperation with the Ministry of Training,
Colleges and Universities, the Ministry of the Attorney-General, the Minister
Responsible for the Status of Women and others to be named, as decided
by the ministers, to coordinate an ongoing cross-government response
to preventing the sexual abuse of patients by health care professionals in
Ontario — consistent with the whole-of-government response to sexualized
violence and harassment in Ontario. Through the Minister of Health and
Long-Term Care, leadership by this Inter-Ministerial Implementation Group
would generate reforms consistent with the mandate of the Minister’s
Implementation Council to supervise and facilitate the development and
implementation of initiatives to deal with sexual abuse by health professionals,
including monitoring recommendations that flow from this report.

21. MOHLTC Leadership in Research
The Minister of Health and Long-Term Care (MOHLTC) should immediately
ensure funding to designate an ongoing annual research fund within the
MOHLTC health research program to support research pertaining to sexual
abuse by health care professionals including but not limited to:
• rates of and remedies for same;
• comparison of rates and dispositions of sexual abuse complaints to
other offences;
• relevant organizational innovations and responses;
• links to broader societal norms, attitudes and behaviours;
• improved performance of the health care system; and
• pre-service and in-service education and training intended to
prevent and rectify such behaviours.
Such research should be conducted in accordance with recognized
institutional ethics review policies and procedures and with appropriate
consent processes and policies. Patients must be informed of such research
and assured of anonymity.

Appendix B: Recommendations

191

22. Research and Monitoring
The Minister of Health and Long-Term Care should commission a research
study to track and analyze the rates, responses and disposition of sexual
abuse cases of patients by health care professionals in Ontario retrospectively
and going forward 20 years, in five-year segments, recognizing the
complexities of reporting, versus incidence data.

23. Minister’s Annual Symposium
The Minister of Health and Long-Term Care should announce and support
an annual international symposium to address systemic changes in the
province of Ontario to prevent and provide remedies for the sexual abuse of
patients by health care professionals. This would include ongoing research,
professional and public education, community action and partnerships,
and assessment of the RHPA. It is suggested that the minister be a keynote
speaker at the symposium on sexual abuse of patients being planned by
Women’s College Hospital in 2016, and contribute substantial resources of
experts, information and financial support to this symposium as an initial
step in MOHLTC taking responsibility for its annual symposium, beginning
in 2017.

24. Aboriginal Health Strategy Renewal
A. The task force recommends that the Minister of Health and Long-Term
Care initiate the renewal of a comprehensive, cross-cutting inter-sectoral
policy on aboriginal health to incorporate and act upon the 94 Calls to
Action made by the Truth and Reconciliation Commission, as relevant to
the overall health and well being of Indigenous peoples in Ontario generally,
and to the sexual abuse of patients of Aboriginal origin, in particular. Specific
attention should be given to research, policy proposals and commentary
principally authored by experts of Aboriginal origin, including the Final
Report of the Truth and Reconciliation Commission of Canada (released
December 15, 2015), reports from the Ontario Joint Working Group on
Violence against Aboriginal Women, the Strategic Framework to End
Violence against Aboriginal Women (Ontario Native Women’s Association
and Ontario Federation of Indigenous Friendship Centres), and the
Aboriginal Sexual Violence Action Plan (Ontario Federation of Indigenous
Friendship Centres).
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B. The task force recommends that the minister designate an Assistant
Deputy Minister to lead a five-year plan from MOHLTC officials on
comprehensive, cross-cutting intersectoral policy on cultural competency
in research, education and other programs addressing the sexual abuse
of patients in marginalized (social and/or geographic) and/or vulnerable
populations in Ontario, to be submitted to the Minister’s Implementation
Council.

25. Patient Safety Reporting in Health Care Educational Curricula and Systems
A. The Inter-Ministerial Implementation Group should review accreditation
standards for educational institutions providing certificate, diploma,
undergraduate and post-graduate programs for professions under the RHPA,
with the goal of incorporating patient safety assessments — including
protections against sexual abuse — in all accreditation programs. The
review of curricula should include an assessment periodically of ethical
standards for professional practice and strategies in place to build awareness
of the impact of sexual abuse on patients, along with the responsibilities,
approaches to prevention, and requirements to report and to implement
tracking mechanisms regarding knowledge of, and educational institutions’
responses to, reports of sexual abuse of patients.
B. Institutions responsible for training health care professionals should have,
as a minimum, explicit senior management commitments to preventing
sexual abuse of patients, clear statements and explanations of sexual abuse
of patients, professional responsibilities to report as part of core training,
examinations concerning professional practice and codes of ethical conduct
— all embedded in performance reviews conducted periodically for funders.

26. Education for Patients and Professionals
The Minister of Health and Long-Term Care should introduce and — in
cooperation with the Ministry of Training, Colleges and Universities and
other affected ministries — support, with adequate resources, newly designed
and evaluated pre-service, in-service and public education on sexual abuse of
patients by health professionals, to be reviewed and reported on periodically,
including:
• refreshed curriculum for pre-service education in universities and
colleges;
• refreshed continuing education and training for in-service health
professionals;
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cultural competency as a mandatory component in any education
or training public education campaign addressing patients, families,
bystanders and communities about rights and redress;
education for hospital and other health care administrators on their
legal, patient safety and reporting responsibilities; and
mandatory training, with periodic reviews, for members of
governing councils and staff of health regulatory colleges to begin
immediately and to continue through transition to include OSAPPA
officials and personnel.

27. Patients’ Safety Bill
A Patients’ Safety Bill should immediately be developed by the Ontario
Ministry of Health and Long-Term Care in consultation with patients’
advocacy groups and the regulatory colleges as an amendment to the RHPA.
The Ontario Hospitals Act should be amended to require all regulated health
professionals and all administrators of health care facilities, including
privately owned health care facilities, to post, with clear requirement to
maintain: a) visibility of the Bill and b) availability upon request of print
copies of the Bill. The Patients’ Safety Bill and current contact information
should be placed in high-visibility locations wherever health professionals
are providing services. This amendment may be complementary to, but is
substantially different from, the Patient Ombudsman office announced in
2015.

28. Patient Evaluations re Access to Justice for Better Health Care
Following every determination and resolution of a complaint about sexual
abuse during the transition to the OSAPPA system, every college is to
ensure that an evaluation form, with introductory information supplied by
MOHLTC, is provided to every patient involved in the process, and include
a pre-paid return envelope addressed to the Minister’s Implementation
Council. The OSAPPA mandate should include an ongoing responsibility
to continue and improve upon gathering feedback from patients, to enable
meaningful comparisons in evaluation and annual reporting.

29. Reports for the Public Record — Excellent Care for All Act
A. The Minister of Health and Long-Term Care should introduce the
reporting and disposition of sexual abuse cases as a priority Quality
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Improvement Indicator under the Excellent Care For All Act (ECFAA)
pertaining to hospitals in Ontario, community and home-based care, and
primary care practitioners. Results should be included in the minister’s
annual report to the legislative committee and — if not included — there
should be an explanation required in the report.
B. The RHPA should be amended to include the requirement that every
college shall make a public annual report to the Minister of Health and
Long-Term Care and to OSAPPA of any complaints received concerning
the sexual abuse of patients by members or former members of the college,
including a summary of the timeline and description of actions taken by the
college in referring on to OSAPPA. The Minister’s Implementation Council
should be responsible for the template for this annual report, in consultation
with patients’ advocacy groups, hospitals, educational institutions, OSAPPA
and the colleges.
C. The Minister should recommend to the Ontario Hospital Association
(OHA) to incorporate the sexual abuse of patients by health professionals
into the current Quality and Patient Safety Plan (QPSP), given that one of
their stated goals is “to champion the adoption of a culture of quality and
patient safety.” The OHA can support health care institutions in developing
their annual Quality Improvement Plans (QIPs) as mandated under the
ECFAA. The OHA could be instrumental in providing materials, supports
and tools to health care institutions that include: a broader definition of
patient safety, the psychological harm and other harms associated with
sexual abuse of patients and definitions of patient, health care provider,
and sexual abuse based on the RHPA. Responsibilities and accountabilities
of the hospitals/other health care facilities and health providers for the
prevention, identification, reporting, tracking and responding to reports of
sexual abuse of patients by health care providers should also be delineated.
The OHA should be encouraged to contribute leadership in preventing the
sexual abuse of patients by making a long-term commitment to developing,
providing and sustaining education, quality assurance and reporting
mechanisms to OHA members.

30. Information Accessible on the Public Record — Registers
The Health Professions Procedural Code should be amended to require
that every college register includes disciplinary decisions in which the
member was found to have committed an act of sexual abuse/misconduct/
impropriety as defined in the RHPA and Code, including section 1(3)(c)
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(behaviour or remarks) as well as 1(3) (a) (physical sexual relations) and
1(3)(b) (touching of a sexual nature) of the Code and that staff of colleges
are clearly obliged to inform anyone who inquires as to the nature of the
complaint. The amendments should be designed to apply high-transparency
standards to the public record of colleges during and after the transition and
also to public records of the OSAPPA model.

31. Transparency and Notifications of Findings by Colleges and OSAPPA
The Health Professions Procedural Code should be amended to ensure that
college and OSAPPA registers contain for the public record:
• any stipulations or programs imposed on a member related to
any complaint of sexual abuse of a patient, with a notation on
whether the requirements were disciplinary panel decisions, or
determinations through any other means, including suspension
or resignation of the member, related to sexual abuse complaints
processed by a college (during transition) or OSAPPA (after
transition); and
• determinations of any kind, including resignation, that colleges
(which retain the authority to issue or revoke certificates to practise)
should be legally obliged to inform all other licensing authorities
in Canada and to keep written records verifying such notification,
to be included in annual public reports to the Standing Committee
on Government Agencies of the Legislative Assembly of Ontario or
another appropriate standing committee that includes MOHLTC in
its mandate.

32. Provincial, National and International Database Access
The Ministry of Health and Long-Term Care should initiate joint and
reciprocal ventures to establish, link and maintain both a national and
international database, with public access and capable of identifying sexual
abuse offenders who are, or were, regulated health care professionals.

33. Patient Safety Standards Addressing the Sexual Abuse of Patients in Hospitals,
Health Care Organizations, and Long-Term Care Facilities
The OHA and other such health organizations, as relevant, should provide
increased, focused and sustained leadership in the development of policy
and education for all institutional members. Included should be a broader
definition of patient safety that recognizes the extensive and serious range
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of harm associated with sexual abuse of patients. Specific and detailed
standards for hospital and other health institution leaders should be
established. These would leave no doubt about the definitions of patient,
health care provider and sexual abuse, or the responsibilities of hospitals and
other health care facilities for the prevention, identification, reporting and
tracking of sexual abuse of patients by health care providers. Accountability
mechanisms geared to hospitals and health care providers should be clear,
resourced and implemented for the long term. Health care institutions,
including hospitals, should have rigorous training, quality assurance and
reporting mechanisms in place that reinforce their duties to prevent, report
and track sexual abuse incidents within risk management systems that
permeate every level of service within the health care institutions — with
clear, enforced consequences for all executives who do not deliver on the
patient safety and protection standards.
The minister should recommend to the OHA to incorporate sexual abuse
of patients by health professionals into the current Quality and Patient
Safety Plan (QPSP), given that one of their stated goals is “to champion the
adoption of a culture of quality and patient safety.” The OHA can support
health care institutions in developing their annual Quality Improvement
Plans (QIPs) as mandated under the ECFAA. The OHA could be instrumental
in providing materials, supports and tools to health care institutions that
include: a broader definition of patient safety, the psychological harm
and other harms associated with sexual abuse of patients and definitions
of patient, health care provider, and sexual abuse based on the RHPA.
Responsibilities and accountabilities of the hospitals/other health care
facilities and health providers for the prevention, identification, reporting,
tracking and responding to reports of sexual abuse of patients by health care
providers should also be delineated. In keeping with Recommendation 29,
the OHA should be encouraged to contribute leadership in developing and
providing education, quality assurance and reporting mechanisms to OHA
members.

34. Accreditation standards
The Minister of Health and Long-Term Care should recommend to
Accreditation Canada the development of Required Organizational Practices
(ROPs) in the Safety Culture category that are specific to the sexual abuse
of patients by regulated health professionals. Sexual abuse of patients is a
low-probability/high-impact risk that needs to be addressed at a strategic
level as an issue of patient safety. These ROPs would clearly describe the
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organizational/board responsibilities in addressing sexual abuse, i.e.,
educational requirements for employees, mandatory reporting expectations,
and tracking and reporting within and by institutions.
The ROP approach would also require the sexual abuse of patients to become
a “standing agenda item” at all regular meetings of the governing body.
ROPs would include: a) definitions, consistent with the RHPA, of “patient”
and of “sexual abuse or exploitation”; and b) clear commitments as to what
patients should be able to expect from their health care provider within
a patient safety context. ROPs would clearly describe for patients what to
do if they experience sexual abuse and to whom reports must be made.
Similar to the approach taken by many hospitals, for example, in protecting
patient privacy, hospital boards should mainstream protection of patients
from sexual abuse at all levels of governance and management and ensure
implementation of relevant sections of the Health Professions Procedural Code,
including mandatory reporting of sexual abuse complaints per section 85.1
(reporting by members) and section 85.2 (reporting by facilities).
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Appendix C:
Correspondence
Date
February 9,
2015

Sent to

Letter

Thomas Corcoran,
Chair, Health
Professions Regulatory
Advisory Council

The Premier recently announced several initiatives to raise
awareness of sexual violence and harassment, enhance
prevention initiatives to combat sexual discrimination,
harassment and violence, and improve support for victims.
Initiatives span the province and include a request to Ministers
to bring forward options to enhance support for victims of
sexual violence in various sectors, including health care.
In December 2014, the Minister of Health and Long-Term Care,
Dr. Eric Hoskins, established a Task Force on the Prevention of
Sexual Abuse of Patients and the Regulated Health Professions
Act, 1991. The Minister asked the Hon. Roy McMurtry, Prof.
Marilou McPhedran and Ms. Sheila Macdonald to serve
on the Task Force. The Task Force will review the Regulated
Health Professions Act, 1991, which governs all regulated
health professions in the province, to ensure it is effective in
preventing and dealing with the sexual abuse of patients by
regulated health professionals.
In order for the Task Force to carry out its work, your assistance
is required. The Health Professions Regulatory Advisory Council
(HPRAC) has played an important advisory role to the Minister
on the matters that the Task Force is considering. As a result,
the Task Force is requesting that you provide a summary of
HPRAC responses to the Minister related in any way to the
sexual abuse of patients. If you have other data or information
that is relevant to the work of the Task Force, please share it.
Although this request may require a considerable amount of
staff, time and resources to fulfill, the Task Force is working
within a compressed timeline at the Minister’s request
and would appreciate receiving this information (through
SATaskforce@ontario.ca) before February 27, 2015.
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Date

Sent to

February 11,
2015

Denise Cole, Assistant
Deputy Minister,
Health Human
Resources Strategy
Division

Letter
As you know, in December 2014, the Minister of Health and
Long-Term Care, Dr. Eric Hoskins, established a Task Force on
the Prevention of Sexual Abuse of Patients and the Regulated
Health Professions Act, 1991.
In order for the Task Force to carry out its advisory work, your
assistance is required and very much appreciated.
At this time, the Task Force is requesting that you liaise with
your colleagues within the Ministry of Health and Long-Term
Care (MOHLTC), across social service ministries, and within any
other ministries that may have information to share or a stake
in the work of the Task Force. Specifically, we are interested
in research or program development planned, in progress,
published (including references if available) or implemented
since 2003 on the prevalence or incidence of sexual abuse
by health professionals; and other data or information that is
relevant to the work of the Task Force.
Similarly, the Terms of Reference guiding our work ask us
to consider other expert advisory bodies and/or external
review(s) being concurrently undertaken by your Ministry
which may have the potential to overlap with our work. Please
provide an overview of any other such reviews or advisory
bodies currently at work.
Through early consultations, the Task Force has become aware
of a review being conducted on the complaint processes at
the College of Physicians and Surgeons of Ontario. The review
is also to consider information from the Canadian Medical
Protective Association (CMPA) about the factors that affect
costs at various stages of the complaints process. A final report
is due to the Deputy Minister of the MOHLTC by April 30, 2015.
If possible, please provide further details of this initiative so
that we may assess potential areas of overlap and alignment in
keeping with our Terms of Reference.
The Task Force is working within a compressed timeline at
the Minister’s request and would appreciate receiving this
information (through SATaskforce@ontario.ca) before March 6,
2015.
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Date
February 27,
2015

Sent to
Dr. Eric Hoskins,
Minister of Health and
Long-Term Care

Letter
As your Task Force on the Prevention of the Sexual Abuse of
Patients and the Regulated Health Professions Act, 1991, we
would appreciate your input on several matters.
In November 2000, the previously constituted Special Task
Force on the Sexual Abuse of Patients delivered its report
to the then-Minister of Health and Long-Term Care. At her
direction, the report was also delivered to the then-Chair of
the Health Professions Regulatory Advisory Council (HPRAC)
as HPRAC was at that time conducting the mandated five-year
review of the amendments to the RHPA, which took effect in
1994. The report, entitled “What about accountability to the
patient?”, contained 34 recommendations.
Almost 15 years have passed since those recommendations
were made. It would be very much appreciated if the ministry
would report on the responses and action taken (or not) to
each of the recommendations, including rationale where the
recommendations were not accepted.
We would like to ensure that you are aware that we are asking
HPRAC to clarify whether and when since 2000 HPRAC has
been asked to provide advice relating to preventing the sexual
abuse of patients.
Section 84(4) of Schedule 2, the Health Professions Procedural
Code, indicates that each regulatory college is obligated to
provide HPRAC with a written report describing its patient
relations program and advise HPRAC in writing when changes
are made to the program. What has been the outcome of this
legislation?
In addition, and to better understand HPRAC’s advisory
relationship, please provide details on HPRAC’s funding since
2000 including, on a yearly basis, its deliverables and other
output.
On the current enquiry related to the review of complaint
processes at the College of Physicians and Surgeons of Ontario
that is being undertaken by Mr. Stephen Goudge, please
provide details on the current government terms of payment
to the Canadian Medical Protective Association (CMPA), and
if they have changed since 2000 please provide more details.
Is there an accountability mechanism in place by which the
CMPA reports to the government?
As the Task Force is working within a compressed timeline
at the Minister’s request, we would appreciate receiving this
information (through SATaskforce@ontario.ca) before March
20, 2015.
We take seriously the mandate you have given to this Task
Force and wish to thank you and your officials in advance for
the work that will be undertaken.
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Date
February 27,
2015

Sent to

Letter

Thomas Corcoran,
Chair, Health
Professions Regulatory
Advisory Council

Further to our letter of February 11, 2015 regarding the
Minister’s Task Force on the Prevention of the Sexual Abuse of
Patients and the Regulated Health Professions Act, 1991 (the Task
Force), we would appreciate your input on additional areas of
enquiry.
In November 2000, the previously constituted Special Task
Force on the Sexual Abuse of Patients co-delivered its report to
the then-Minister of Health and Long-Term Care and the thenChair of the Health Professions Regulatory Advisory Council
(HPRAC). The report, entitled “What About Accountability
to the Patient?”, contained 34 recommendations. As current
Chair of HPRAC, please provide details on your knowledge
of responses and action taken (or not) on each of the
recommendations.
Additionally, since 2000, please advise whether and when
HPRAC has been asked to provide advice relating to preventing
the sexual abuse of patients.
Sections 84(4) of Schedule 2, the Health Professions Procedural
Code, indicates that each regulatory college is obligated to
provide HPRAC with a written report describing its patient
relations program and advise HPRAC in writing when changes
are made to the program. How does your Council use this
information vis-à-vis your advisory role to the Minister of
Health and Long-Term Care? Please provide copies of any
reports received under this provision.
As the Task Force is working within a compressed timeline
at the Minister’s request, the Task Force would appreciate
receiving this information (through SATaskforce@ontario.ca)
before March 19, 2015.
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Date
June 3, 2015

Sent to
Dr. Eric Hoskins,
Minister of Health and
Long-Term Care

Letter
I have yet to hear from your office as to an extension of the
Task Force mandate and naming of a co-chair for the Phase 2
proposed to you in our discussion on May 11th regarding the
interim recommendations of the Task Force. With our current
mandate about to end, we are intensely in the process of
honing our recommendations in order to deliver a report to
you by July 2, 2015, when our 177-day appointments to the
Task Force end.
As discussed on May 11th, a critical part of our recommended
approach is to catalyze substantial changes in key areas of
Ontario jurisdiction. For example, substantial change is needed
in the education of future regulated health professionals and
continuing education after certification regarding sexual
abuse and preventative actions as well as the range of support
provided to victims of sexual abuse by health professionals and
others in positions of trust, but it is well understood that such
change does not fall fully within your ministerial jurisdiction.
As mentioned to you in our personal meeting on May 11th,
inter-ministerial silo-crossing is the recommended catalyst
for changes beyond your authority and I am writing to ask for
permission to seek opportunities to engage in discussions
with key staff in the offices of the Hon. Reza Moridi, Minister
of Training, Colleges and Universities (MTCU), the Hon.
Madeleine Meilleur, Attorney General of Ontario and the Hon.
Tracy MacCharles, Minister of Children and Youth Services
and Minister Responsible for Women’s Issues, including the
Premier’s Permanent Roundtable on Violence Against Women.
As such, we would appreciate the support of your office
in facilitating this direct contact with staff of your Cabinet
colleagues in the very near future, and in pursuing a ministerial
meeting in person with you and these colleagues to optimal
effect on our recommendations in our imminent report.
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Date

Sent to

June 3, 2015

Denise Cole, Assistant
Deputy Minister,
Health Human
Resources Strategy
Division

Letter
In order to complete the advisory work of the Task Force on
the Prevention of Sexual Abuse of Patients and the Regulated
Health Professions Act, 1991, your assistance is required and
appreciated.
The Task Force is interested in learning about any action taken
as a result of the recommendations produced by the Health
Professions Regulatory Advisory Council (HPRAC) between
2000 and 2009. HPRAC produced five documents during the
years of 2000-2009;
•
A Report to the Minister of Health and Long-Term Care
on the Health Professions Regulatory Colleges’ Patients
Relations Programs (May 2008),
•
Regulation of Health Professions in Ontario: New
Directions (April 2006),
•
Evaluation of the Effectiveness of the Patient Relations
Program of the Ontario Colleges of Health (March 2001),
•
Adjusting the Balance: A Review of the Regulated Health
Professions Act (March 2001), and
•
Effectiveness of Colleges’ Complaints and Discipline
Procedures for Professional Misconduct of a Sexual Nature
(December 2000).
All of these reports presented a number of recommendations,
many of which dealt directly with issues of sexual abuse in
the health professions. HPRAC has provided the Task Force
with a summary of referral recommendations related to sexual
abuse, however, HPRAC has indicated that an enquiry about
any action made relating to these recommendations should be
directed to the Ministry. We are interested in determining what
steps have been taken by the Ministry of Health and Long-Term
Care as a result of the advice provided in these reports.
The Task Force is working within a compressed timeline at
the Minister’s request and would appreciate receiving this
information (through SATaskforce@ontario.ca) before June 10,
2015.
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Date
February 27,
2015

Response from
Thomas Corcoran,
Chair, Health
Professions Regulatory
Advisory Council

Letter
On behalf of the Health Professions Regulatory Advisory
Council (HPRAC), I have included a response to your request,
dated February 9, 2015.
Please find attached a high-level summary of
recommendations HPRAC has provided to the Minister of
Health and Long-Term Care since 1993 related to the sexual
abuse of patients. Certain reports which are relevant to your
inquiry do not include specific recommendations but were
included nonetheless. All efforts have been taken to adhere
as closely as possible to HPRAC’s original reports while still
providing a useful summary for the Task Force. If you would like
information on the actions the Ministry of Health and LongTerm Care has taken related to HPRAC’s recommendations,
please contact Denise Cole, the Assistant Deputy Minister of
the ministry’s Health Human Resources Strategy Division.
Please note that, except for the most recent HPRAC report
referred to in the attached summary, all reports were prepared
prior to a change in HPRAC’s mandate. In 2009, Bill 179, the
Regulated Health Professions Statute Law Amendment Act, 2009,
which received Royal Assent in December 2009, changed
the mandate of HPRAC significantly. Whereas in the previous
statute, the Minister was obligated to refer to HPRAC any
matter requested by a Council of a health college or a person
concerning major issues of health professions regulation, the
new statute requires that the Minister may choose to make
a specific referral to HPRAC on matters arising from such
requests, and may or may not refer requests to HPRAC for a
review. These matters include:
•
Whether unregulated health professions should be
regulated;
•
Whether regulated health professions should no longer
be regulated;
•
Amendments to the Regulated Health Professions Act, 1991
(RHPA);
•
Amendments to a health profession’s Act or a regulation
under any of those Acts.
Additionally, while it was previously the statutory duty of
HPRAC to monitor each college’s patient relations program and
to advise the Minister about its effectiveness, the amendments
to the statute now specify that the Minister must make a
specific referral to HPRAC in order to receive a report on
colleges’ patient relations programs. These changes came into
force in December 2009.
As noted in the response provided, each report referenced
includes a link to a full copy of the report and contains
information related to HPRAC’s process, methodology and
rationale for the recommendations given. I would be more
than happy to discuss the recommendations outlined in the
document attached with the Task Force but must underscore
that I have been Chair of HPRAC since 2011 and was directly
responsible for the last report – the Spousal Patient.
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Date

Response from

April 9, 2015

Denise Cole, Assistant
Deputy Minister,
Health Human
Resources Strategy
Division

Letter
I am writing further to your letter of February 11, 2015 and my
March 6, 2015 e-mail to Laura Niles.
As requested, my office has liaised with relevant divisions
within the Ministry of Health and Long-Term Care and with
key Ontario ministries to compile information on research
or program development planned, in progress, published
or implemented since 2003 on the prevalence or incidence
of sexual abuse by health professionals, and other data or
information that is relevant to the work of the Task Force.
Attached is a table that provides the information requested; for
ease of reference, documents have been embedded in some
instances.
Also attached are the Terms of Reference for the review of the
College of Physicians and Surgeons of Ontario’s complaints
process, which provides the information requested about its
purpose and scope.

July 3, 2015

Dr. Eric Hoskins,
Minister of Health and
Long-Term Care

I am responding to the letter dated February 27, 2015, from the
Minister’s Task Force on the Prevention of the Sexual Abuse of
Patients and the Regulated Health Professions Act, 1991 (Task
Force) requesting additional information from the Ministry
on several matters. Please accept my apologies for the delay
in providing you with my response. I trust that the following
information will be of assistance to the work of the Task Force.
1. Previous Reports
‘What about accountability to the patient?’
The Task Force asked for information on action taken with
respect to the 34 recommendations contained in a report
entitled “What about accountability to the patient?” produced
by the Special Task Force on the Sexual Abuse of Patients
constituted in 2000 (2000 Special Task Force).
The 2000 Special Task Force was created in order to provide
advice and recommendations on professional misconduct
involving the sexual abuse of patients to the Health Professions
Regulatory Advisory Council (HPRAC). In doing so, the 2000
Special Task Force held public hearings, answered questions
related to sexual abuse of patients, and in general, assisted
HPRAC as subject matter experts.
At that time, HPRAC was undertaking a mandated five-year
review of the Regulated Health Professions Act, 1991 (RHPA),
which was to include providing advice to the then-Minister
of Health and Long-Term Care on the effectiveness of each
college’s complaints and discipline procedures relating to
sexual abuse.
The recommendations made by the 2000 Special Task Force
were considered to be part of the advice provided by HPRAC
in its final report to the Minister entitled the Effectiveness of
Colleges’ Complaints and Discipline Procedures for Professional
Misconduct of a Sexual Nature, dated December 2000.
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Date
July 3, 2015
(continued)

Response from

Letter

Dr. Eric Hoskins,
Minister of Health and
Long-Term Care

Further advice was provided to the then-Minister by HPRAC in
its subsequent report Adjusting the Balance, delivered in 2001.
In that report, HPRAC made a number of recommendations
related to patient relations, the sexual abuse provisions of
the legislation and the college’s complaints and discipline
processes.
However, with a change in government in 2003, HPRAC was
requested to provide advice on the currency of, and any
recommended additions related to, HPRAC’s advice contained
in Adjusting the Balance and related reports in 2005 as part of a
ministerial referral.
New Directions
In response to the 2005 referral, HPRAC provided the thenMinister of Health and Long-Term Care with comprehensive
advice in its report entitled Regulation of Health Professions
in Ontario: New Directions (New Directions) in 2006. As a
result of the advice contained in the New Directions report,
amendments were made to the RHPA through the Health
System Improvements Act, 2007. These changes made included:
•
allowing for the use of alternative dispute resolution
processes as an acceptable way of resolving a complaint,
with the exception of where the complaint included an
allegation of sexual abuse;
•
clarifying the intent of the colleges’ patient relations
program was to have components that both prevent and
deal with the sexual abuse of patients; and,
•
permitting that the funding provided for therapy
or counselling could be used to pay for therapy or
counselling which occurred at any time after the sexual
abuse took place.
Although not specifically intended to address the sexual abuse
of patients by regulated health professionals, the amendments
to the RHPA in 2007 also included:
•
ensuring more information about individual providers
would be posted on the colleges’ public registers;
•
mandating that public registers and other committee
information be posted on colleges’ websites;
•
requiring each college committee to monitor and
evaluate its own processes and outcomes and annually
submit a report of its activities to the Council of the
College in a form acceptable to the Council; and,
•
requiring the Inquiries, Complaints and Reports
Committee (ICRC) to consider all available prior decisions
of the ICRC, its predecessors (Complaints and Executive
Committee), and the Discipline Committee, involving the
individual provider, unless the decision was not to take
any action based on a frivolous or vexatious complaint.
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Date
July 3, 2015
(continued)

Response from

Letter

Dr. Eric Hoskins,
Minister of Health and
Long-Term Care

These amendments were aimed at ensuring:
•
all patients had access to additional information about the
individual providers from whom they were receiving care;
•
information on statutory programs such as funding for
therapy and counselling was more easily accessible;
•
appropriate information was being collected and
provided in college’s annual reports by all college
committees; and,
•
decision-making by the ICRC considered the past conduct
of the member.
Included in the 2006 New Directions report was HPRAC’s
recommendation that the Patient Relations Committee of
each college be disbanded and an outreach program take its
place. Further, it recommended that each college should, itself,
determine the most administratively effective place within
each college to manage its statutory obligations under the
legislation with respect to the mandated components of the
patient relations program and the required funding for the
sexual abuse therapy and counselling program.
The ministry did not accept this recommendation from HPRAC
as it was concerned that the intended focus of the Patient
Relations Committee would be lost by any such change. The
Patient Relations Committee and its programs were specifically
created as a vehicle for addressing the issue of sexual abuse of
patients by regulated health professionals.
2. Patient Relations Programs
The Task Force has asked about subsection 84(4) of the Health
Professions Procedural Code (the Code), which is Schedule 2
to the RHPA. Under this subsection, each college is required
to give HPRAC a written report describing its patient relation
program and, when changes are made to the program, a
written report describing the changes.
Among the issues that the Minister may seek the advice of
HPRAC about is each college’s patient relations program and its
effectiveness (s. 11(2)(e) of the RHPA).
In May of 2008, HPRAC provided advice to the Minister on the
patient relations programs of the colleges in a report entitled, A
Report to the Minister of Health and Long-Term Care on the Health
Profession Regulatory Colleges’ Patient Relations Programs. In
that report, HPRAC noted that all colleges were in compliance
with the provisions related to the patient relations programs.
Based on HPRAC’s advice, the ministry took no further action
with regard to those provisions.
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Date
July 3, 2015
(continued)

Response from

Letter

Dr. Eric Hoskins,
Minister of Health and
Long-Term Care

In 2009, statutory amendments were undertaken to the RHPA
that altered the mandate of HPRAC. These changes included
the removal of HPRAC’s express duty to monitor each college’s
patient relations program. However, as noted above, it remains
one of the matters about which the Minister can request advice
from HPRAC. Since 2009, no ministerial referral with respect to
the patient relations programs of the colleges has been made
to HPRAC.
As such, colleges are still required under subsection 84(4) of
the Code to provide HPRAC with the specified information,
such as when changes are made to a colleges’ patient relations
program. It is my understanding that you have also requested
that HPRAC provide you with information on the patient
relations programs of colleges and that information was
provided to you.
3. HPRAC Funding and Deliverables
Enclosed in this letter are copies of HPRAC’s annual reports.
These reports provide detailed information with respect to
expenditures, referrals and activities.
4. Canadian Medical Protective Association
The Task Force asked for information with respect to a parallel
review of complaints and discipline matters in relation to
the RHPA. Specifically, you have asked about the current
government terms of payment to the Canadian Medical
Protective Association (CMPA), including if any changes have
been made since 2000, and any accountability mechanisms in
place under which the CMPA reports to the government.
In accordance with the negotiated agreement between the
ministry and the Ontario Medical Association (OMA), the
ministry subsidizes the cost to physicians for their medical
liability protection. The subsidy applies to membership fees
paid to the CMPA or any other medical protective association
through which an Ontario physician chooses to purchase
medical liability coverage.
The ministry has no direct accountability agreement with the
CMPA. The ministry subsidizes the difference between the
negotiated physician contribution (which varies by specialty),
and the annual fees set each year by the CMPA. Ontario
physicians pay for their medical liability protection directly to
the CMPA or an organization of their choosing. The ministry
then provides a partial reimbursement of fees (subsidy) to the
physicians, delivered through its Medical Liability Protection
Reimbursement Program (MLPRP). Reimbursements are made
directly to physicians through the MLPRP.
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Date
July 3, 2015
(continued)

Response from

Letter

Dr. Eric Hoskins,
Minister of Health and
Long-Term Care

While a tripartite Memorandum of Understanding (MOU)
previously existed between the ministry, the OMA and
the CMPA, it served only to set out specific confidentiality
measures to protect the CMPA’s business as well as the
application of fee credits or debits that might be available
through the annual CMPA fee setting process resulting in the
final aggregate fee requirement which informs the ministry’s
planning and forecasting for the appropriate fiscal period.
The ministry provides the funding difference between the
negotiated value of the physician portion and the membership
fee set by the CMPA.
From extension to extension of the MOU through to the most
recent but expired MOU (March 31, 2014), there has been
no change to this subsidy process nor the accountability
arrangement save for the change in the physician portion/
government subsidy values.
Since 1987 the ministry provided subsidy to fees for any
amount over the “base rate” established for each ‘’Type of Work’’
(similar to physician specialty). This base rate was not changed
until a negotiated agreement between the ministry and the
OMA (2012 Physician Services Agreement) set out a new base
rate, with incremental increases over 10 years.
I would like to take this opportunity to thank the Task
Force for its work. I look forward to receiving its advice and
recommendations.

March 20,
2015

Thomas Corcoran,
Chair, Health
Professions Regulatory
Advisory Council

On behalf of the Health Professions Regulatory Advisory
Council (HPRAC), I am responding to your letter dated
February 27, 2015.
Regarding your inquiry about my knowledge, as current Chair
of HPRAC, of responses and actions taken on each of the
recommendations in the 2000 “What about Accountability to
the Patient?” report, I would suggest you contact the Ministry
of Health and Long-Term Care. Any actions in response to this
report would have been taken by the ministry.
In terms of HPRAC’s advice since 2000 relating to preventing
the sexual abuse of patients, please see the summary of
recommendations HPRAC has made on this issue, which was
attached to our February 27, 2015, letter to the Task Force.
As per your request, attached are copies of the patient relations
reports that were made available to us per section 84(4) of
the Health Professions Procedural Code, which is Schedule 2
of the Regulated Health Professions Act, 1991 (RHPA). We have
also provided a brief outline of the information provided. As
noted in our February 27, 2015 letter to the Task Force, while
it was previously the statutory duty of HPRAC to monitor each
college’s patient relations program and to advise the Minister
about its effectiveness, the amendments to the RHPA in 2009
now specify that the Minister must make a specific referral
to HPRAC in order to receive a report on a College’s patient
relations programs. During my tenure as Chair, HPRAC has
received no such referral.

210

To Zero: Independent Report of the Minister’s Task Force on the Prevention of Sexual Abuse of Patients and the RHPA

Date
July 2, 2015

Response from
Denise Cole, Assistant
Deputy Minister,
Health Human
Resources Strategy
Division

Letter
I am responding to the letter dated June 3, 2015, from the
Minister’s Task Force on the Prevention of the Sexual Abuse
of Patients and the Regulated Health Professions Act, 1991
(Task Force) requesting information on the action taken by
the ministry as a result of the recommendations produced by
the Health Professions Regulatory Advisory Council (HPRAC).
My apologies for the delay in responding, however, time was
needed to gather the information.
The 2000 Special Task Force was created in order to assist
HPRAC with advice related to professional misconduct
involving the sexual abuse of patients, and to provide advice
and recommendations to HPRAC on this issue. In doing so,
the 2000 Special Task Force held public hearings, answered
questions related to sexual abuse of patients, and in general,
assisted HPRAC as subject matter experts.
At that time, HPRAC was undertaking a mandated five-year
review of the Regulated Health Professions Act, 1991 (RHPA),
which was to include providing advice to the then-Minister
of Health and Long-Term Care on the effectiveness of each
college’s complaints and discipline procedures relating to
sexual abuse.
The recommendations made by the 2000 Special Task Force
were considered to be part of the advice provided by HPRAC
in its final report to the then-Minister entitled the Effectiveness
of Colleges’ Complaints and Discipline Procedures for Professional
Misconduct of a Sexual Nature dated December 2000.
Further advice was provided to the then-Minister by HPRAC in
Evaluation of the Effectiveness of the Patient Relations Program
of the Ontario Colleges of Health, delivered in March 2001, and
its report Adjusting the Balance, also delivered in March 2001.
HPRAC made a number of recommendations related to patient
relations, the sexual abuse provisions of the legislation and the
colleges’ complaints and discipline processes.
Since that advice was given to a previous government, any
decisions or intentions on the previous government’s part to
act on any of the recommendations ended when the election
was called in 2003 and a change in government occurred.
In 2005 and 2006, HPRAC conducted a review of the RHPA as
part of a ministerial referral. In particular, HPRAC was asked
to provide advice on the currency of, and any recommended
additions related to, HPRAC’s advice contained in Adjusting
the Balance and related reports. In response, HPRAC provided
the then-Minister of Health and Long-Term Care with
comprehensive advice in its report entitled Regulation of
Health Professions in Ontario: New Directions (New Directions).
As a result of the advice contained in the 2006 New Directions
report, amendments were made to the RHPA through the
Health System Improvements Act, 2007.
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Date

Response from

July 2, 2015
(continued)

Denise Cole, Assistant
Deputy Minister,
Health Human
Resources Strategy
Division

Letter
Included in the 2006 New Directions report was HPRAC’s
recommendation that the patient relations committee of
each college be disbanded and an outreach program take its
place. Further, it recommended that each college should, itself,
determine the most administratively effective place within
each college to manage its statutory obligations under the
legislation with respect to the mandated components of the
patient relations program and the required funding for the
sexual abuse therapy and counselling program.
The ministry did not accept this recommendation from HPRAC
as it was concerned that the intended focus of the patient
relations committee would be lost by any such change. The
patient relations committee and its programs were specifically
created as a vehicle for addressing the issue of sexual abuse of
patients by regulated health professionals.
In 2007, following receipt of the New Directions report, the
RHPA was amended in order to (among other things):
•
allow for the use of alternative dispute resolution
processes as an acceptable way of resolving a complaint,
with the exception of where the complaint included an
allegation of sexual abuse;
•
clarify the intent of the colleges’ patient relations program
as having components that both prevent and deal with
the sexual abuse of patients; and,
•
permit that the funding provided for therapy or
counselling could be used to pay for therapy or
counselling which occurred at any time after the sexual
abuse took place.
Although not specifically intended to address the sexual abuse
of patients by regulated health professionals, the amendments
to the RHPA in 2007 also included:
•
ensuring more information about individual providers
would be posted on the colleges’ public registers;
•
mandating that public registers and other committee
information be posted on colleges’ websites;
•
requiring each college committee to monitor and
evaluate its own processes and outcomes and annually
submit a report of its activities to the Council of the
College in a form acceptable to the Council; and,
•
requiring the Inquiries, Complaints and Reports
Committee (ICRC) to consider all available prior decisions
of the ICRC, its predecessors (Complaints and Executive
Committee), and the Discipline Committee, involving the
individual provider, unless the decision was not to take
any action based on a frivolous or vexatious complaint.
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Date
July 2, 2015
(continued)

Response from
Denise Cole, Assistant
Deputy Minister,
Health Human
Resources Strategy
Division

Letter
These amendments were aimed at ensuring:
•
all patients had access to additional information about the
individual providers from whom they were receiving care;
•
information on statutory programs such as funding for
therapy and counselling was more easily accessible;
•
appropriate information was being collected and
provided in colleges’ annual reports by all college
committees; and,
•
decision-making by the ICRC considered the past conduct
of the member.
In May of 2008, HPRAC provided advice to the then-Minister
on the patient relations programs of the colleges in a report
entitled, A Report to the Minster of Health and Long-Term Care
on the Health Profession Regulatory Colleges’ Patient Relations
Programs. In that report, HPRAC noted that all colleges were in
compliance with the provisions related to the patient relations
programs. Based on HPRAC’s advice, the ministry took no
further action with regard to those provisions.
I trust that this information is of assistance as the Task Force
finalizes its report.
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Appendix D:
Summary of Questions to
Health Regulatory Colleges,
February 6, 2015, to July 22, 2015
Date
February 6,
2015

Sent to

Questions

All regulatory colleges

1. Using the attached Excel spreadsheet #1, summarize the
complaints and outcomes from 2004 to present related
to sexual abuse, boundary violations of a sexual nature or
other matters that pertain to the mandate of the Task Force.
Please use the spreadsheet to report the following:
• To the extent possible, a description of the complainant
(e.g., age, gender, location in the province, selfdisclosure as to protected characteristics in the Human
Rights Code, etc.);
• Use of interim legislative tools (e.g., interim orders for
suspension and/or terms, conditions or limitations
imposed on a certificate of registration pending the
outcome of disciplinary proceedings), if any;
• Instances where competence measures have been
considered in cases where there has been an allegation
of sexual abuse or sexual impropriety, if any; and
• Instances where the complainant is named as a party
and/or where the complainant is allowed to examine
witnesses and/or to have their own legal counsel, if any.
In addition, please provide a written response to the
following questions:
• How many complaints related to sexual abuse and/or
boundary violations, in total, were received in each year
from 2004 to present?
• What is the average length of time between complaint
submission and complaint resolution for all complaints
received? What is the average length of time between
complaint submission and complaint resolution for
complaints related to sexual abuse and/or boundary
violations?
o What percentage of the complaints are withdrawn?
o What percentage of the complaints are abandoned?
o What percentage of the complaints are closed prior
to the end of the complaints process for any other
reason?
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Date
February 6,
2015
(continued)

Sent to
All regulatory colleges

Questions
•

What is your policy and process for cases where a
member of the profession resigns or is no longer
available following the submission of a complaint?

2. Using the attached spreadsheet #2, summarize the
complaints and outcomes from 2004 to present where the
subject of the complaint is the regulatory college or its
processes.
In addition, please provide a written response on the
following matters:
• Since 2010, what is the average length of time, in each
year, between complaint submission and complaint
resolution for complaints of this type?
o What percentage of the complaints are withdrawn?
o What percentage of the complaints are abandoned?
o What percentage of the complaints are closed prior
to the end of the process for any other reason?
•

•
•

If your organization has developed policy for
complaints where the subject of the complaint is the
regulatory college or its processes, the task force would
appreciate a copy of the document and/or a summary
of the policy.
If no formal policy is in effect, how are these complaints
generally handled?
If a complainant is not satisfied with the action of your
organization in response to a complaint of this nature,
what recourse would a complainant have?

3. Please describe how individuals are made aware of the
process for making a complaint. Is assistance provided if it
is required when an individual is making a complaint? Are
there other types of supports available to individuals?
4. When a complaint of any kind is investigated, what
information is shared with the complainant? For example,
in cases where the subject of the complaint is a member
of your organization, is the submission of the member to
the Inquiries, Complaints and Reports Committee (ICRC)
shared with the complainant?
5. What internal process is used when appointing an ICRC
panel? For example, what criteria are used to determine
the suitability of panel members? Do panel members
receive training to investigate complaints of sexual abuse
or boundary violations of a sexual nature? Who conducts
the training and what materials are provided? How do
panel members stay current in their approach to these
complaints?
6. Please describe what you do to obtain feedback on
complainants’ level of satisfaction with respect to the
complaints process. Do you assess the level of satisfaction
of individuals who make enquiries but are not referred to
the complaints process?
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Date
February 6,
2015
(continued)

Sent to

Questions

All regulatory colleges

7. Has your organization identified areas within your
legislated or discretionary processes where improvements
could be made for victims of sexual abuse or boundary
violations of a sexual nature? Please describe.
8. Identify the most recent occasion when a sexual abuse
complaint was referred to an alternative dispute resolution
process.
9. Please summarize the information included in your annual
reports for 2011, 2012, 2013 and 2014 to the Minister of
Health and Long-Term Care regarding sexual abuse.
10.Please provide as many details as possible regarding the
curriculum offered in the Ontario educational institutions
that prepare your members for practice related to
sexual assault, sexual abuse of patients and boundary
violations, including amount of time spent on the topic
and whether the student is tested on the topic. In addition,
please provide details on other ways your members
demonstrate knowledge of Ontario jurisprudence
related to sexual abuse of patients, practitioner-patient
boundaries and other relevant ethical topics (e.g., entrance
exam, jurisprudence exam, application for registration,
continuing education, etc.).
11.Provide current membership numbers for 2013/14
including gender breakdown.
12.Describe any research or program development planned,
in progress, published or implemented since 2004 on
the prevalence or incidence of sexual abuse by health
professionals.
13.Provide contact information for a staff member who can
be reached if questions arise.
14.If there is other data or information that is relevant to the
work of the Task Force, as outlined in the Minister’s letter to
you of December 17, 2014, please share it.
Spreadsheet #1 – Summary of Complaints and Disciplinary
Cases Related to Sexual Abuse or Boundary Violations of a
Sexual Nature (2004 to Present)
• Date of complaint
• Time between occurrence and complaint submission
• Manner of submission
• Complainant description
• Complaint summary
• Are there any other findings related to sexual abuse
or boundary violations of a sexual nature for this
member?
• If Yes, provide details of other complaints
• Investigation summary
• Outcome – dismissed?
• Rationale for dismissal
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Date

Sent to

February 6,
2015
(continued)

All regulatory colleges

May 26,
2015

College of Physicians
and Surgeons of
Ontario

Questions
•
•
•
•
•
•
•
•
•
•

Outcome – sent to discipline?
Outcome – other action?
Use of interim tool
Competence measure considered?
Complainant named as a party?
Complainant allowed to examine witnesses?
Complainant allowed to have own legal counsel?
Decision and order (if any)
Referral to counselling?
Follow-up with complainant? Provide details

1. Please provide the following information at an aggregate
level for each year. Please enter data so that it is possible
to follow any one year’s reports. For example, if a case
was referred to discipline in 2009 but was first reported in
2005, the “referred to discipline” data should be recorded
for 2005*:

CPSO

Calendar year
2000

2005

#

#

2009
#

2010
#

2014
#

College members
Reports/cases that included initial allegations that would, on
their face (i.e., prior to any findings) appear to describe sexual
abuse as defined by the RHPA, Sched. 2, s. 1(3).
Total

50*

55*

50*

Referred to
discipline with
specific allegations
of sexual abuse
under the RHPA.

18*

21*

17*

Unique physicians
referred to
discipline.

9*

16*

11*

Unique physicians
with initial
allegations

That resulted in
revocation of
licence.
* We appreciate that CPSO provided information about completed
investigations and referrals to discipline in its response to the task
force questions of February 6, 2015, and this is entered provisionally.
But we are unsure whether the same logic set out here was
followed. If not, please provide the data as requested here.

2. Please explain the circumstances under which a specified
allegation of sexual abuse under the RHPA can be
withdrawn, as occurred in the following cases:
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Date
May 26,
2015
(continued)

Sent to
College of Physicians
and Surgeons of
Ontario

Questions
i.
ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.
xi.
xii.
xiii.
xiv.

Anastasio, JR
Bonin, MMJ
Cameron, RS
Choptiany, PJ
Gutman, MM
Hajcsar, E
Irvine, RA
Kanhai, DV
Krishnalingham, C
Le, D
Nanka-Bruce, R (2003)
Parikh, MS
Taynen, HD
Tennen, J

3. In the following cases, penalty hearings were ordered but
no results were provided. Please identify whether penalty
hearings took place (and, if so, with what results), or
remain pending with/without a date:
xv. Gale, JS
xvi. Lambert, DS
xvii. Lukezich, JT
xviii. Minnes, BG
xix. Noriega, EH
xx. Redhead, CA
xxi. Sliwin, SJ
4. In the case of Karkanis, SJG, Divisional Court has ordered a
re-hearing. Has the date been set?
5. Has Lee, SJ, gone to appeal yet? If so, was there a result? If
not, is a date set?
6. Under what circumstances can complaints related to
sexual abuse, and made since the RHPA came into force,
go to discipline without specified allegations of sexual
abuse under the RHPA, as occurred in the following cases:
xxii. Im, CCS
xxiv. Powell, GW
xxv. White, KP
xxvi. Wong, BT-P
7. Regarding reinstatements:
i. How many reinstatement applications have been made
following mandatory revocations?
ii. If reinstatement was allowed, please provide details
of the circumstances and reasons for the decision and
advise as to whether any complaints regarding this
member were received subsequent to reinstatement.
iii. If complaints regarding a reinstated member were
received subsequent to reinstatement, please provide
details on what action, if any, has been taken by the
College.
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Date
May 26,
2015
(continued)

Sent to
College of Physicians
and Surgeons of
Ontario

Questions
iv. If a reinstatement application was made but denied by
the College, were there any appeals and if so, what was
the outcome?
8. Regarding mandatory reports:
i. How many members or facilities were identified to have
been in a position to make mandatory reports (s. 85.1
and s. 85.2 of the Procedural Code) but did not do so?
ii. Did the College initiate any actions towards members
who, or facilities that, did not make mandatory reports
although they were identified as having been in a
position to do so? If so, what action was taken in each
case?

May 27,
2015

- College of
Chiropractors of
Ontario
- College of Dental
Hygienists of Ontario
- College of Massage
Therapists of Ontario
- College of Nurses of
Ontario
- Ontario College of
Pharmacists
- College of
Psychologists of
Ontario
- Royal College of
Dental Surgeons of
Ontario

With respect to mandatory license revocations that have been
ordered subsequent to findings of sexual abuse of patients:
1. How many reinstatement applications have been made
following mandatory revocations?
2. If reinstatement was allowed, please provide details of the
circumstances and reasons for the decision and advise as
to whether any complaints regarding this member were
received subsequent to reinstatement.
3. If complaints regarding a reinstated member were
received subsequent to reinstatement, please provide
details on what action, if any, has been taken by the
College.
With respect to mandatory reports:
1. How many members or facilities were identified to have
been in a position to make mandatory reports (under s.
85.1 and s. 85.2 of the Procedural Code) but did not do so?
2. Did the College initiate any actions towards members
who, or facilities that, did not make mandatory reports
although they could have been identified as having been
in a position to do so? If so, what action was taken in each
case?

June 3, 2015
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- College of Chiropodists With respect to mandatory reports:
of Ontario
1. Has your College identified any members who (or facilities
- College of Dietitians
that) were in a position to make mandatory reports to the
of Ontario
College (per s. 85.1 and s. 85.2 of the Procedural Code) but
- College of
did not do so? If so, how many? If facilities, please indicate
Medical Radiation
whether these were hospitals or other facilities.
Technologists of
Ontario
2. Did the College initiate any actions towards members
- College of
who (or facilities that) did not make mandatory reports
Occupational
although they could have been identified as having been
Therapists of Ontario
in a position to do so? If so, what action was taken in each
- College of
case?
Optometrists of
Ontario
- College of
Physiotherapists of
Ontario
- College of Respiratory
Therapists of Ontario
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Date

Sent to

June 5, 2015

All regulatory colleges

Questions
Therefore, we wish to be absolutely certain of the
following:
1. That we have been informed of all initial allegations
(complaints or reports) that were made to your College
about sexual abuse or boundary violations of a sexual
nature involving patients. To that end:
a. Please confirm that you have provided full information
about each of the following:
i. Initial allegations that:
- were dismissed at the investigation stage; or
- are still being investigated/pending
investigation.
ii. Complaints/reports that were sent after
investigation to the ICRC and:
- were resolved at that level, e.g., by undertakings
or other decisions;
- were sent on to committees other than the
Discipline Committee; or
- for which an ICRC decision is still pending.
iii. Complaints/reports that were referred to the
Discipline Committee, and hearings:
- were concluded; or
- are still pending.
b. Please send information for any of the above about
which you have not already informed us, using the
spreadsheet tool you were originally sent. (It is also
appended here.)
2. That we are not inadvertently double counting as might
have happened, e.g., if a College indicated that a member
had other complaints made against him/her but did not
tell us where else in the spreadsheet those complaints
appeared. To that end, please provide a final count, from
your records, of:
a. The total number of patients, across all of the
reference years (2004 to most recent), that were
referred to in all complaints or reports made to your
College about sexual abuse or boundary violations of a
sexual nature.
b. The total number of College members, across all of the
reference years, that were referred to in all complaints
or reports made to your College about sexual abuse or
boundary violations of a sexual nature.

June 9, 2015

College of Physicians
and Surgeons of
Ontario

1. Please provide the number of mandatory reports the
College has received filed by health care facilities under
s. 85.2 of the Procedural Code, and provide a breakdown of
the number of mandatory reports received by facility and
year.
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Date
June 9, 2015
(continued)

Sent to
College of Physicians
and Surgeons of
Ontario

Questions
2. Please provide the outcome of each mandatory report,
including any related decision (including reasons for
decision, and cautions) issued by the Inquiries, Complaints
and Reports Committee (ICRC) under s. 26 and/or s. 27 of
the Procedural Code and, where applicable, any decision,
reasons for decision, and reasons for penalty issued by
the Discipline Committee. Kindly ensure that you include
specific information as to any fines levied in relation to a
facility’s failure to comply with its mandatory obligation to
report.
3. Please provide the decisions (including reasons) issued
by the ICRC and, where applicable, the Discipline
Committee, relating to a member’s failure to comply with
the mandatory reporting obligations under s. 85.1 of the
Procedural Code.
4. Having reference to the allegations made by the
complainant during the course of her testimony in
Redhead relating to having had a “sexual affair” with
Dr. G. at around the same time as her sexual contact with
Dr. Redhead, and her further testimony of having been
asked by Dr. G. whether he could provide her phone
number to Dr. Redhead so that they could have some
“fun” given Dr. Redhead’s unhappiness in his marital
relationship, did the College undertake an investigation
into the alleged professional misconduct of Dr. G. and, if
so:
a. When did this investigation occur?
b. What caused the College to conduct the investigation
and under what provision(s) of the Procedural Code was
the investigation conducted?
c. What was the outcome of that investigation and
resulting decision from the ICRC and, if applicable, the
Discipline Committee?
d. In the event that no investigation was undertaken,
please advise of all the reasons supporting the lack of
an investigation.

July 22, 2015 College of Physicians
and Surgeons of
Ontario
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The Task Force received a submission from the Health
Professions Appeal and Review Board (HPARB) regarding
cases involving sexual abuse. There were four cases in the
submission where HPARB referred the matter back to the
Complaints Committee of the CPSO for further investigation/
reconsideration. We would like to request additional
information on the results of the subsequent investigations
by the Complaints Committee.
The four cases are:
· S.B. v J.D. (2014 CanLii 65723)
· J.B. v R.C. (2012 CanLii 59092)
· Applicant v P.W.O. (2010 CanLii 46649)
· M.G. v O.T. (2010 CanLii 59597)
The Task Force is hoping to find out if the Complaints
Committee has completed an additional investigation for
these cases, and if so, what the decision of the Complaints
Committee is following that investigation.
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Appendix E:
Consultation Summary
Overview
This document summarizes the consultation activity generated by the
Minister’s Task Force on the Prevention of the Sexual Abuse of Patients and
the Regulated Health Professions Act, 1991 (RHPA).
Stakeholder input informs the task force’s recommendations to the Minister
of Health and Long-Term Care. The task force conducted an extensive
consultation program in the process of examining the existing legislative
scheme under the RHPA and as it developed its advice and recommendations
to the Minister on modernizing the RHPA. Appendix A outlines the task
force’s mandate.
The consultation program was multi-pronged and included regional
stakeholder engagement activities, a student and faculty engagement
strategy, public and private consultation sessions, media advertisements and
a variety of meetings involving specific stakeholders.

Components: Goals and Objectives
Preliminary Stakeholder Engagement
The task force sent out a public call for participation in consultation sessions,
with options for participation, in order to reach the broadest range of
participants and provide the most open, clear form of communication while
still maintaining the privacy of participating individuals. A media protocol
was developed in conjunction with the Ministry of Health and Long-Term
Care.
In order to raise awareness about the task force and solicit participation
at public consultation sessions, a database of stakeholders was developed.
To ensure that the broader community of interest had the opportunity
to participate in this initiative, stakeholders were identified by both the
ministry and task force members. Those with a potential interest in the work
of the task force, or expertise related to the subject matter, were added to an
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extensive list of regulatory-affiliated stakeholders. In addition, as the public
became aware of the task force proceedings, individuals and organizations
contacted the task force and asked to be added to the database. The task
force made vigorous efforts to reach relevant stakeholder groups and
individuals across the province.
The following stakeholder groups were invited to become involved in the
work of this task force:
• sexual abuse/victim groups and networks;
• women’s groups and networks;
• Aboriginal groups and networks;
• regulatory colleges;
• regulated health professions’ associations;
• academics/experts/lawyers/organizations;
• trade unions representing regulated health professionals; and
some faculty members who provide education to regulated health
profession students.
These stakeholders were emailed and advised about public consultation
sessions.
The task force also established a dedicated email address and toll-free
telephone number in order to consolidate communications, both incoming
and outgoing. By July 10, 2015, approximately 17 written submissions were
received through the email address, or were mailed to the office.

Ongoing Stakeholder Engagement
In order to increase the public’s awareness of the work of the task force, and
to better connect with patient-victims of sexual abuse, a variety of methods
and strategies were used. For example, all regulatory colleges were asked to
distribute an invitation to participate to former sexual abuse complainants.
The task force also leveraged the expertise and network of the Ontario
Coalition of Rape Crisis Centres (OCRCC) and METRAC to reach out directly
to patients through a variety of direct and social media methods.
Outreach partners and ministry staff logged all interactions with
stakeholders on individual excel spreadsheets. These were consolidated on a
weekly basis for ongoing data analysis. The volume of inquiries is captured
in Figure 1.
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Figure 1: Types of Stakeholders Contacted

Public and Private Consultation Sessions
Based on the experiences of a task force member who had helped
develop the 1991and2000 related reports, the task force determined
that in-person consultation would be imperative in fulfilling its mandate.
Potential participants were notified of the hearings through newspaper
announcements, emailed invitations or other means, with options to contact
the task force via its email address or toll-free telephone number. Requests
for accommodation (e.g., translation, hotel accommodation, travel funding)
were considered.
Consultation sessions were held in downtown Toronto. Those who were
unable to attend in person, however, were given one or more alternative
options to participate (e.g., via teleconference or written submission). The
task force asked that the consultation sessions be held in the conference
facilities of a centrally located hotel in order to provide a neutral public
venue, rather than in a government building or location associated with
government business. Each participant was given approximately 25 minutes
to share his or her thoughts with the task force.
The public and private consultation sessions provided an opportunity
for anyone affected by an alleged incident of patient sexual abuse by a
regulated health professional the opportunity to be heard by the task force.
The objective was to hear from victims, families of victims, organizations
representing victims, perpetrators and anyone else who had been affected

in any way and wished to come forward and provide input. Task force
recommendations would be informed and enriched by hearing the
perspectives and experiences of these individuals and organizations. The task
force committed to providing participants a safe, supported and anonymous
environment in which to share their perspectives or experiences. Security
was present on site for both private and public sessions.
The task force held seven public and private consultation sessions (see Figure
2). Each session included a “private” component, in which the participants
met anonymously with the task force. These meetings were closed to
the public and only included the task force and individual participants.
Consultations also included a “public” component that was open to
the media and others to hear presentations; these public sessions were
videotaped. Each participant was given a notice of consent and was advised
that the task force was not obligated to follow up on complaints or reports.
Because of the sensitive nature of the hearings, referral-to-counselling
services were available onsite for participants.

Figure 2: Task Force Hearings
12
10
8
Number of
attendees

6
4
2
0

Feb. 28

Mar. 30 Apr. 13

May 8

May 22

May 23

Jun. 1

Date of hearing (2015)

In total,1 the following organizations, experts and private individuals made
presentations to the task force during the private and public consultation
sessions:
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Organizations or
Experts
Feb 28, 2015

5

# Presenting
Privately/#
Presenting Publicly
0/5

Individuals
0

# Presenting
Privately/#
Presenting Publicly
0/0

Mar 30, 2015

3

0/3

6

4/3

Apr 13, 2015

3

2/1

7

5/2

May 8, 2015

2

1/2

8

8/2

May 22-23, 2015

0

0/0

1

1/0

Jun 1, 2015

2

0/2

8

5/3

TOTAL

15

3/13

30

23/10

The following organizations, experts or members of the public made public
presentations to the task force during these consultation sessions and were
videotaped for the public record:
• Sanda Rodgers, Professor Emerita, Faculty of Law, University of
Ottawa (February 28, 2015)
• Dr. Gail Erlick Robinson, Professor of Psychiatry, University of
Toronto (February 28, 2015)
• Krittika Ghosh, Senior Coordinator, Violence Against Women,
Ontario Council of Agencies Serving Immigrants (OCASI)
(February 28, 2015)
• Nicole Pietsch, Coordinator, Ontario Coalition of Rape Crisis Centres
(OCRCC) (February 28, 2015)
• Dr. Katie Bingham, Psychiatry Resident, Co-Chief Resident, UHN
(February 28, 2015)
• Cynamin Maxwell and Maria Olaya, Toronto Rape Crisis Centre
(March 30, 2015)
• Anastasia Harripaul and Tim Lenartowych, Registered Nurses’
Association of Ontario (RNAO) (March 30, 2015)
• Ann Van Regan, advocate (March 30, 2015)
• Sharon Danley, survivor of patient sexual abuse (March 30, 2015)
• Stephanie Williams, Ontario Federation of Indigenous Friendship
Centres (March 30, 2015)
• Deborah (March 30, 2015)
• Donna (March 13, 2015)
• Ellie (March 13, 2015)
• Michael Decter, Patients Canada (April 13, 2015)
• Bob Ebrahimzadeh (May 8, 2015)
• Iuliana Baciu, Christian Horizons (May 8, 2015)
• L.A. Doyle, Bit by Bit Trauma Training (May 8, 2015)
• Nadia (May 8, 2015)
• Deborah (June 1, 2015)
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•
•
•
•

Robert (June 1, 2015)
Shona Casola, Autism Ontario (June 1, 2015)
Mike Pett and Roslyn Shields, CAMH (June 1, 2015)
Dr. Alan Ennis (June 1, 2015)

1:1 Interviews with Some Victims of Patient Sexual Abuse
At the request of the task force, the Metropolitan Action Committee on
Violence Against Women and Children (METRAC) and OCRCC conducted
personal interviews with select victims of patient sexual abuse in order
to provide detailed examples to be included in the report to the minister.
Interviews took place outside the purview of the ministry. The task force also
invited some patients to be interviewed by Michele Landsberg (see Chapter 3).

Individual Meetings with Selected Stakeholders
The task force identified several stakeholders whose perspectives were
required in order to fill gaps in knowledge. Other stakeholders requested
meetings with the task force. Detailed minutes were taken, which related
discussion to the Terms of Reference.
The task force met with regulatory colleges, including the College of
Pharmacists of Ontario, the College of Massage Therapists of Ontario, the
College of Physicians and Surgeons of Ontario, the Royal College of Dental
Surgeons of Ontario, the College of Nurses of Ontario and the College of
Psychologists of Ontario. The task force also met with the Federation of
Health Regulatory Colleges of Ontario. Other stakeholders included the
Canadian Federation of Students (including a nursing student); and the chair
of the Health Professions Regulatory Advisory Council.

Education Engagement Strategy
The task force identified the need to learn more about the perspective of
students and faculty on the prevention of the sexual abuse of patients. An
education engagement strategy was therefore developed to reach out to this
cohort, and an additional database was developed. Approximately 47 student
and faculty representative organizations were contacted by email and/or
telephone, and asked to use their networks to provide information to their
members.
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Work focused on the following:
• Information dissemination, in order to raise awareness of the work
of the task force; solicit participation at hearings; solicit input on
related curriculum and the experience of health profession students;
and to advise of the potential for participation at a roundtable on
education. The targeted populations included Ontario university
students and college students; students and student groups with
a focus on sexual abuse and sexual assault; faculty of Ontario
universities and colleges; and students of professions of particular
interest. Students and faculty were provided with information on the
task force, its membership, its mandate and ways to get involved,
including (i) appearing before the task force, in order to be heard
about an incident of patient sexual abuse; (ii) attending a roundtable
on education (see details below); and (iii) submitting written
comments on the delivery of education related to sexual abuse and
sexual abuse of patients.
• Information gathering (curriculum), in order to gain insight on
the experiences of students and faculty in receiving or providing
education on boundaries, transference and projection in relation
to sexual contact with patients, amount of time spent on the topic,
practitioner-patient boundaries; whether course work relating to
sexual abuse is mandatory and whether students are tested on the
topic. In addition, students were invited to provide written feedback
through the same standardized form provided to all stakeholders
wishing to make a written submission and seeking guidance.
The task force also wrote to the Ontario Deans of Medicine and met
in person with the Council of Faculties of Medicine (COFM) in order
to better understand the relevant curriculum being delivered to
medical school students.
• Information gathering (culture), to gain insight into the unique
events that are currently taking place on university campuses
related to sexual assault, sexual abuse, consent, etc. Developing a
relationship with the Canadian Federation of Students, an association
representing the majority of university students in Ontario, resulted
in a presentation to the task force on the subject, and in other kinds
of participation.
• Information gathering (roundtables), to provide a different forum
in which to gather unique information on the experiences of students
and faculty in receiving or providing education on boundaries,
transference and projection in relation to sexual contact with
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•

patients. The task force met with students and faculty on a regional
basis (see details below).
Other engagement activity, in order to fill information gaps or
provide a required perspective (e.g., engagement with Dr. Daniel
Haas, Dean of Dentistry at the University of Toronto and the ViceChair of the Council of Health Sciences at the University of Toronto;
and Dr. Trevor Young, Dean of Medicine at the University of Toronto).

Roundtables on Education
To further consult with regulated health professions’ faculty and students on
their experiences and relevant curriculum, the task force held roundtables at
the following universities:
• University of Toronto (March 14, 2015)
• McMaster University (April 7, 2015)
• University of Ottawa (April 24, 2015)
• Ryerson University (May 12, 2015)
• Lakehead University (May 22, 2015)
Students met with the task force separately; this encouraged candid and
uninhibited discussion. Approximately 36 students, faculty and university
administrators met with the task force at these venues. A set of questions was
devised and utilized at each roundtable in order to guide and standardize the
discussions. Students and faculty were invited via the student engagement
strategy (see above), as well as through partnering with leaders at each
university in order to co-facilitate the discussion. In order to provide a
comparator to better assess the outcome of the roundtables in Ontario, a
meeting was also held at McGill University in Montreal.

Roundtable for Public Members of Regulatory College Councils
The perspective of public members appointed to serve on health regulatory
college councils was prioritized by the task force, in order to learn
more about the prevention of the sexual abuse of patients vis-à-vis the
implementation of the RHPA.
All public members of all Ontario regulatory colleges were invited to a
roundtable discussion, which took place on April 14, 2015. In addition, and
in order to reach and encourage the participation of all public members,
regulatory college registrars were asked to send the invitation to their public
members.
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The roundtable facilitated discussion centred on the themes of the task
force’s Terms of Reference; questions (see below) were pre-circulated to
participants. Approximately 46 public members from a wide cross-section of
regulatory colleges attended the roundtable meeting.
The following question sets were also developed and distributed:
Question Set “A” for members who did not attend the roundtable:
1. For how long, measured in months, have you served as a public
member of a regulatory college?
2. Can you suggest improvements to the orientation you received when
you joined the college as a public member: a) generally about the
college; b) specifically in relation to complaints regarding sexual abuse
of patients? (Please be specific.)
3. Were you advised by the college that it had a policy of zero tolerance
of sexual abuse of patients?
4. If you have been involved in any aspect of the college’s complaint/
discipline process in relation to the sexual abuse of complaints, please
circle the answer closest to your experience and provide more detail if
possible.
5. Please indicate whether you agree that as a public member of a college,
you have a particular responsibility to represent the public interest in
the system of self-regulation by health professionals.
6. Do you think that you are fairly compensated by the Government of
Ontario for your contributions as a public member? If you answered
“No,” what is the range of payment that you would consider to be fair
compensation?
Question Set “B” for members who attended the roundtable (for
focus group discussion) and non-attending members:
1. Does the public need to be better informed about the colleges’
complaints and discipline procedures? If yes, what suggestions do you
have?
2. Based on your experience as a public member, does training and
education of regulated health professionals on preventing sexual abuse
of patients need to be improved? If yes, what suggestions do you have?
3. Do you agree that colleges’ complaints and discipline processes
are sensitive and respectful towards patients who complain to a
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college about sexual abuse? Do you have any specific suggestions for
improvement?
4. Do you have any specific suggestions for improvement in orientation
for new public members to college processes?
5. Do you have any specific suggestions for improvement in training and
ongoing support for public members in their role as decision-makers in
complaints and discipline processes related to sexual abuse of patients
by one or more regulated health professionals?
6. Do you have any comments or suggestions on improving colleges’
processes that we have not yet discussed?

Roundtable for Aboriginal Stakeholders (Northern Region)
The task force identified the need to liaise with those with an interest in
protecting the well-being of patients of Aboriginal origin. Capturing an
understanding of how patients have been affected by sexual abuse by
health professionals, and hearing from leaders regarding opportunities for
prevention and change, is foundational to the task force’s deliberations. The
task force teamed up with the City of Thunder Bay Aboriginal Liaison Office
(Ann Magiskan and Joyce Hunter) in order to facilitate a discussion between
stakeholders and task force members. The meeting took place on June 9,
2015, in Thunder Bay. It was facilitated by Dr. Cynthia Esquimaux Wesley
(Vice-Provost, Lakehead University), and 11 attendees were present.

Roundtables for Lawyers
The task force held the first roundtable with lawyers who have recognized
expertise in the field at the Ontario Bar Association on May 12, 2015. This
roundtable was held to promote discussion and facilitate input from various
legal perspectives that would inform task force recommendations on ways
that the current legislation can best ensure that every interaction by patients
and witnesses with health regulatory colleges in relation to issues involving
sexual abuse and colleges’ processes are sensitive, accessible and timely, and
identification of best practices from leading jurisdictions around the world.
Approximately 25 lawyers attended the meeting. To promote candid and
uninhibited discussion, the task force committed to following the Chatham
House Rule (i.e., no attribution would be made; however, individual
statements and themes were recorded. If someone wished attribution or
to be quoted, the task force would comply). A series of questions were
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circulated prior to the meeting and were discussed in 15-minute intervals
(per issue).
The task force held a second roundtable on June 8, 2015, with a select group
of lawyers and researchers who were intimately familiar with sexual abuse and
sexual violence cases within civil, criminal and/or administrative law. This
consultation sought to obtain information on such cases involving health
care professionals and to solicit legal advice on making changes to the RHPA.
This roundtable was hosted by N. Jane Pepino, Aird & Berlis, LLP, with
Marilou McPhedran and Susan Vella acting as co-chairs. It was attended by
Susan Chapman, Mary Eberts, Mary Lou Fassel, Lorraine Greaves, Patricia
Marshall, Gail Robinson, Sanda Rodgers and Wendy Sutton. Once again,
the task force committed to the absence of attribution in order to facilitate
unrestricted discussion.

Roundtable for Violence Against Women Group
The task force invited the newly constituted permanent stakeholder group
Roundtable on Violence Against Women to meet to discuss common issues
and to better inform the the task force recommendations to the minister.
Specifically, the task force asked meeting attendees to share their experiences
with patient–victims, explore items and issues that require change and
discuss the challenges that are currently present. The meeting took place on
May 11, 2015.

Roundtable for Policy Advisors
The task force engaged a number of professionals who have extensive
experience developing or working with policy to discuss their opinions
on task force recommendations. The topics explored included alternative
regulatory models, reporting mechanisms and dissemination of procedures
to the public. This meeting took place on June 5, 2015, and approximately
eight attendees were present.

Roundtable for Non-Governmental Organizations (NGOs)
Throughout the process of engaging stakeholders, the task force placed
a high priority on advocates. Accordingly, it invited representatives of
NGOs that advocate for vulnerable groups, especially those with a focus
on survivors of violence and abuse of women. In this meeting, NGO
representatives were asked to provide their perspectives on recommendations
Appendix E: Consultation Summary

233

to be put forth by the task force, the role played by civil society in
supporting these recommendations, and ensuring long-term accountability.
This meeting took place on June 15, 2015, and was attended by Marilou
McPhedran, Sheila Macdonald, Diane O’Reggio, Tamar Witelson, Sharon
Danley, Erin Harris, Wendy Komiotis and Patricia Marshall.

Media
On an ad hoc basis, when requested, the task force provided information to
the media on its work, its mandate and its public consultation sessions.
In addition, the task force ran three advertisements in leading newspapers, in
English and French, to publicize the public and private consultation sessions
(see below).
Date of Hearing
Apr 13, 2015

Date Advertisement
Appeared — English

Date Advertisement
Appeared — French

Toronto Star

Apr 7, 2015

Metro
Apr 7, 2015

May 22-23, 2015

L’Express2
Toronto Star

Apr 29, 2015
May 8, 2015

Name of Newspaper

Metro
Apr 28, 2015

L’Express

Apr 29, 2015

Le Metropolitain2

May 13, 2015

Thunder Bay Chronicle

May 15, 2015

Thunder Bay Source3
May 13, 2015

Thunder Bay Chronicle

The ministry also sent messages on Twitter on behalf of the task force. By the
beginning of June, the ministry reported 8 re-Tweets and 7 favourites.
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If you've been affected
by sexual abuse as a
patient - we want to
hear from you
Sexual abuse of patients is a form of violence and a breach
of trust The Government of Ontarto has set up a task force
to gather information about sexual abuse of patients in Ontario
and the Regulated Health Professions Act,, 1991, to ensure
the legislation is effective in upholding zero t olerance of
sexual abuse of patients and supporting those affected.
If you are:
• an individual who has been affected by patient sexual abuse

• a group (such as a professional association or advocacy
group) or an individual with an interest in preventing sexual
abuse of patients
you are invited t o join the discussion.

Your privacy and safety will be respected. You can choose
a public or private hearing with the task force.
The next consultation will be:
Monday April 18
Marriott Courtyard Toront o Downtown,
475 Yonge St., Toronto, Ontario M4Y 1X7
10:00 a.m. start
There is another consultation planned in May 2015.
If you want to participate, please confirm a time and date

with the coordinat or. Presentations are by appointment
only; spaces are limited.

For more information, contact the task force at
SATaskforce@ontario.ca or at 1-844-821-6151.
We thank you for your interest and concern.
Marilou McPhedran,
Co-Chair of the Minister's Task Force

Endnotes
1

Some participants presented both privately and publicly.

2

I.:Express and Le Métropolitain are weekly papers.

3

Thunder Bay Source is a community paper.

Appendix F:
Relevant Sections of the Regulated Health
Professions Act, 1991, and the
Health Professions Procedural Code
Relevant excerpts from the Regulated Health Professions Act, 1991 (RHPA)
(last amendment 2015, c.18. ss. 2, 3; and its Code, deemed by s. 4 of the RHPA to be
part of each health profession Act and to apply to all the health regulatory colleges).
When the RHPA and its Code came into effect in 1994, new provisions related to the
sexual abuse of patients were introduced, including the following:
• the term “sexual abuse of patients” was defined and specified as an act of
professional misconduct;
• mandatory penalties, including mandatory reprimands and mandatory
revocation for five years of a health professional’s certificate of registration
(licence) for certain specified types of sexual abuse;
• mandatory reporting by regulated health professionals of other health
professionals in relation to the sexual abuse of patients, other prescribed acts of
misconduct, incompetence and incapacity;
• mandatory reporting of persons operating facilities where health professionals
practise (e.g., hospitals and clinics);
• protections against reprisals for persons required to comply with the
mandatory reporting;
• requirement for each college to establish a program to provide funding for
treating sexually abused patients through therapy and counselling; and
• requirement for each college to establish a patient relations program for
outreach and education on sexual abuse (initially patient relations committees
had this responsibility; some of these committees still exist, but their authority
has been reduced).
As more health regulatory colleges have been added to the RHPA, the law has been
amended from time to time, but there have been only a few major amendments that
directly address the sexual abuse of patients. These include:
• the introduction, in 2007, of a new committee, the ICRC (Inquiries,
Complaints and Reports Committee, previously known as the Complaints
Committee) to be established by each college, with authority given to the
ICRC chair to select a panel from among members of the ICRC to investigate
a complaint (s. 25 of the RHPA Code). The ICRC may, where an allegation
has been referred to a Discipline Committee, make an interim order directing
the registrar to suspend or impose conditions on a member’s certificate of
registration if the conduct of the member exposes or is likely to expose his or
her patients to harm or injury;
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• also in 2007, consistent with the new ICRC replacing the Complaints
Committee, oversight powers of the Health Professions Review and Appeal
Board were defined to allow it to review certain decisions of the ICRC (as it
had of the defunct Complaints Committee) at the request of the complainant
(patient) or the member who is the subject of the complaint (regulated health
professional), each having party status in board proceedings. The board retains
authority to review either or both of the adequacy of the college investigation
or the reasonableness of the college decision;
• an amendment, in 2007, that prevents a college registrar from referring
allegations of sexual abuse to an alternative dispute resolution process (this was
a recommendation of the 2000 task force on the sexual abuse of patients);
• mandatory reporting, based on reasonable grounds to believe that a member
has sexually abused a patient, was expanded in 2007 to include mandatory
reporting where reasonable grounds to believe that a member is incompetent,
incapacitated or has sexually abused a patient, with provision for immediate
filing of a report if reasonable grounds to believe that the member will
continue to sexually abuse or that the incompetence or incapacity is likely to
expose a patient to harm or injury;
• fines against individuals and corporations found guilty of certain offences
under the RHPA, including sexual abuse of one or more patients, were increased
in 2007 and 2009;
• a reduction, in 2009, of the scope of authority for the Health Professions
Regulatory Advisory Council (HPRAC); HPRAC had been the oversight body
and accountability mechanism for monitoring colleges on cases and policies
related to the sexual abuse of patients. HPRAC’s “duties” are now solely to
“advise the Minister and no other person on any issue…but only if the Minister
decides to refer the issue to HPRAC…and in no other circumstances”;
• the introduction, in 2013, of an option to allow college councils to activate a
“spousal exemption” for conduct, behaviour or remarks that would otherwise
constitute sexual abuse if the patient was the member’s spouse and the member
was not engaged in the practice of the profession at the time the conduct,
behaviour or remark occurred; and
• the addition, in 2015, of a new prohibition regarding sexual orientation and
gender identity treatments.
In s. 1 of the RHPA, “Interpretation,” a number of key terms that are relevant
to responding to cases where sexual abuse of patients is alleged are defined, but
“patient” is not defined in the RHPA. The task force recommends that a definition of
“patient” be added (see also Chapter 1, and Appendix G, of this report).
Some relevant terms that are defined in s. 1 of the RHPA include the following:
“Board” means the Health Professions Appeal and Review Board;
“Code” means the Health Professions Procedural Code in Schedule 2 of the RHPA;
“College” means the College of a health profession or group of health professions
established or continued under a health profession Act
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“Council” means the Council of the College
“member” means a member of the College
“Minister” means the Minister of Health and Long-Term Care
“quality assurance program” means a program to assure the quality of the
practice of the profession and to promote continuing evaluation, competence and
improvement among the members
3. Duty of Minister
It is the duty of the Minister to ensure that the health professions are regulated
and co-ordinated in the public interest, that appropriate standards of practice are
developed and maintained and that individuals have access to services provided by
the health professions of their choice and that they are treated with sensitivity and
respect in their dealings with health professionals, the Colleges and the Board. 1991,
c. 18, s. 3.
4. Code
The Code shall be deemed to be part of each health profession Act. 1991, c. 18, s. 4.
5. Powers of Minister
(1) The Minister may,
(a) inquire into or require a Council to inquire into the state of practice of a health
profession in a locality or institution;
(b) review a Council’s activities and require the Council to provide reports and
information;
(c) require a Council to make, amend or revoke a regulation under a health
profession Act, the Drug and Pharmacies Regulation Act or the Drug
Interchangeability and Dispensing Fee Act;
(d) require a Council to do anything that, in the opinion of the Minister, is
necessary or advisable to carry out the intent of this Act, the health profession
Acts, the Drug and Pharmacies Regulation Act or the Drug Interchangeability and
Dispensing Fee Act. 1991, c. 18, s. 5 (1); 2009, c. 26, s. 24 (1).
(2) If the Minister requires a Council to do anything under subsection (1), the
Council shall, within the time and in the manner specified by the Minister, comply
with the requirement and submit a report. 1991, c. 18, s. 5 (2).
(3) If the Minister requires a Council to make, amend or revoke a regulation under
clause (1) (c) and the Council does not do so within sixty days, the Lieutenant
Governor in Council may make, amend or revoke the regulation. 1991, c. 18, s. 5 (3).
(4) Subsection (3) does not give the Lieutenant Governor in Council authority to do
anything that the Council does not have authority to do. 1991, c. 18, s. 5 (4).
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College supervisor
5.0.1 (1) The Lieutenant Governor in Council may appoint a person as a College
supervisor, on the recommendation of the Minister, where the Minister considers
it appropriate or necessary and where, in the Minister’s opinion, a Council has not
complied with a requirement under subsection 5 (1). 2009, c. 26, s. 24 (2).
Note: On a day to be named by proclamation of the Lieutenant Governor,
subsection (1) is repealed and the following substituted: (See: 2014, c. 14, Sched. 2,
ss. 9, 13)
College supervisor
(1) The Lieutenant Governor in Council may appoint a person as a College
supervisor, on the recommendation of the Minister, where the Minister considers it
appropriate or necessary. 2014, c. 14, Sched. 2, s. 9.
Reports
Annual report
6. (1) Each College and the Advisory Council shall report annually to the Minister
on its activities and financial affairs. 1998, c. 18, Sched. G, s. 2 (1).
(2) Repealed: 2007, c. 10, Sched. M, s. 2 (1).
Audited financial statement
(3) Each College’s annual report shall include an audited financial statement. 1998,
c. 18, Sched. G, s. 2 (2).
Content and form
(4) The Minister may specify the content and form of the annual reports submitted
by the College and the Advisory Council and, where the Minister has done so, the
annual reports shall contain that content and be in that form. 2007, c. 10, Sched. M,
s. 2 (2).
Minister may publish information
(5) The Minister may, in every year, publish information from the annual reports of
the Colleges. 2007, c. 10, Sched. M, s. 2 (2).
No personal information
(6) Information from the annual reports published by the Minister shall not include
any personal information. 2007, c. 10, Sched. M, s. 2 (2).
Additional audits
(7) The College and the Advisory Council shall be subject, at any time, to any
other audits relating to any aspect of its affairs as the Minister may determine to be
appropriate, conducted by an auditor appointed by or acceptable to the Minister.
2009, c. 26, s. 24 (3).
Auditor to submit results
(8) The auditor shall submit the results of any audit performed under subsection (7)
to the Minister and the College. 2009, c. 26, s. 24 (3).
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Advice for Minister only
(2) Unless the Minister or this Act provides otherwise, the Advisory Council shall
provide its advice to the Minister and no other person, and shall not provide advice
on any issue other than the issue referred to it by the Minister. 2009, c. 26, s. 24 (5).
Form and manner
(3) If the Minister refers an issue to the Advisory Council for advice, the Advisory
Council shall provide its advice to the Minister only in the form and manner
specified by the Minister. 2009, c. 26, s. 24 (5).
Jurisdictions of Colleges
(2) Despite subsection (1), an aboriginal healer or aboriginal midwife who is a
member of a College is subject to the jurisdiction of the College.
7. Advisory Council
(1) The Advisory Council is established under the name Health Professions
Regulatory Advisory Council in English and Conseil consultatif de réglementation
des professions de la santé in French.
Composition
(2) The Advisory Council shall be composed of at least five and no more than seven
persons who shall be appointed by the Lieutenant Governor in Council on the
Minister’s recommendation.
Chair and vice-chair
(3) The Lieutenant Governor in Council shall designate one member of the Advisory
Council to be the chair and one to be the vice-chair. 1991, c. 18, s. 7.
8. Qualification of members
A person may not be appointed as a member of the Advisory Council if the person,
(a) is employed under Part III of the Public Service of Ontario Act, 2006 or by a
Crown agency as defined in the Crown Agency Act; or
(b) is or has been a member of a Council or College. 1991, c. 18, s. 8; 2006, c. 35,
Sched. C, s. 116 (1).
9. Terms of members
(1) Members of the Advisory Council shall be appointed for terms of two years.
1991, c. 18, s. 9 (1).
Replacement members
(2) A person appointed to replace a member of the Advisory Council before the
member’s term expires shall hold office for the remainder of the term. 1991, c. 18, s.
9 (2).
Reappointments
(3) Members of the Advisory Council are eligible for reappointment. 1991, c. 18,
s. 9 (3).
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(4) REPEALED: 2007, c. 10, Sched. M, s. 3.
10. Remuneration and expenses
The members of the Advisory Council shall be paid the remuneration and expenses
the Lieutenant Governor in Council determines. 1991, c. 18, s. 10.
Duties of the Advisory Council
11. (1) The Advisory Council’s duties are to advise the Minister and no other person
on any issue from the matters described in clauses (2) (a) to (f), but only if the
Minister decides to refer the issue to the Advisory Council in writing, seeking its
advice, and in no other circumstances. 2009, c. 26, s. 24 (4).
Matters that may be referred
(2) The matters that the Minister may refer to the Advisory Council are,
(a) whether unregulated professions should be regulated;
(b) whether regulated professions should no longer be regulated;
(c) suggested amendments to this Act, a health profession Act or a regulation under
any of those Acts and suggested regulations under any of those Acts;
(d) matters concerning the quality assurance programs undertaken by Colleges;
(e) each College’s patient relations program and its effectiveness; and
(f) any matter the Minister considers desirable to refer to the Advisory Council
relating to the regulation of the health professions. 2009, c. 26, s. 24 (4).
Referrals to the Advisory Council
12. (1) The Minister may refer any issue within the matters described in clauses 11
(2) (a) to (e) to the Advisory Council that a Council or person asks the Minister to
refer, and the Minister may refer any other issue to the Advisory Council that the
Minister determines is appropriate. 2009, c. 26, s. 24 (5).
13. Notice of amendments to Councils
(1) If the Minister refers a suggested amendment to this Act, a health profession Act
or a regulation under any of those Acts or a suggested regulation under any of those
Acts to the Advisory Council, the Minister shall give notice of the suggestion to the
Council of every College within ten days after referring it.
Submissions to Advisory Council
(2) A Council may make written submissions to the Advisory Council with respect
to a suggestion within forty-five days after receiving the Minister’s notice of the
suggestion or within any longer period the Advisory Council may specify. 1991, c.
18, s. 13.
14. Function is advisory only
The function of the Advisory Council is advisory only and no failure to refer a
matter or to comply with any other requirement relating to a referral renders
anything invalid. 1991, c. 18, s. 14.
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15. Procedure
(1) The Advisory Council shall sit in Ontario where and when the chair designates.
Idem
(2) The Advisory Council shall conduct its proceedings in the manner it considers
appropriate. 1991, c. 18, s. 15.
16. Employees
(1) Such employees as are considered necessary for the proper conduct of the affairs
of the Advisory Council may be appointed under Part III of the Public Service of
Ontario Act, 2006. 2006, c. 35, Sched. C, s. 116 (2).
Experts
(2) The Advisory Council may engage experts or professional advisors to assist it.
1991, c. 18, s. 16 (2).
17. Secretary
(1) The Advisory Council shall appoint one of its employees as the Secretary.
Jurisdictions of Colleges
(2) Despite subsection (1), an aboriginal healer or aboriginal midwife who is a
member of a College is subject to the jurisdiction of the College.
Definitions
(3) In this section,
“aboriginal healer” means an aboriginal person who provides traditional healing
services; (“guérisseur autochtone”)
“aboriginal midwife” means an aboriginal person who provides traditional
midwifery services. (“sage-femme autochtone”) 1991, c. 18, s. 35.

Sexual orientation and gender identity treatments
29.1 (1) No person shall, in the course of providing health care services, provide any
treatment that seeks to change the sexual orientation or gender identity of a person
under 18 years of age. 2015, c. 18, s. 2.
Exemption, aboriginal healers and midwives
35. (1) This Act does not apply to,
(a) aboriginal healers providing traditional healing services to aboriginal persons or
members of an aboriginal community; or
(b) aboriginal midwives providing traditional midwifery services to aboriginal
persons or members of an aboriginal community.
36. Confidentiality
(1) Every person employed, retained or appointed for the purposes of the
administration of this Act, a health profession Act or the Drug and Pharmacies
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Regulation Act and every member of a Council or committee of a College shall keep
confidential all information that comes to his or her knowledge in the course of
his or her duties and shall not communicate any information to any other person
except,
(a) to the extent that the information is available to the public under this Act, a
health profession Act or the Drug and Pharmacies Regulation Act;
(b) in connection with the administration of this Act, a health profession Act or the
Drug and Pharmacies Regulation Act, including, without limiting the generality of this,
in connection with anything relating to the registration of members, complaints
about members, allegations of members’ incapacity, incompetence or acts of
professional misconduct or the governing of the profession;
(c) to a body that governs a profession inside or outside of Ontario;
(d) as may be required for the administration of the Drug Interchangeability and
Dispensing Fee Act, the Healing Arts Radiation Protection Act, the Health Insurance Act,
the Independent Health Facilities Act, the Laboratory and Specimen Collection Centre
Licensing Act, the Ontario Drug Benefit Act, the Coroners Act, the Controlled Drugs and
Substances Act (Canada) and the Food and Drugs Act (Canada);
Note: On a day to be named by proclamation of the Lieutenant Governor, clause (d) is
repealed and the following substituted: (See: 2014, c. 14, Sched. 2, ss. 10, 13)
(d) as may be required for the administration of the Drug Interchangeability and
Dispensing Fee Act, the Healing Arts Radiation Protection Act, the Health Insurance Act,
the Health Protection and Promotion Act, the Independent Health Facilities Act, the
Laboratory and Specimen Collection Centre Licensing Act, the Ontario Drug Benefit Act,
the Coroners Act, the Controlled Drugs and Substances Act (Canada) and the Food and
Drugs Act (Canada);
(d.1) for a prescribed purpose, to a public hospital that employs or provides privileges
to a member of a College, where the College is investigating a complaint about that
member or where the information was obtained by an investigator appointed pursuant
to subsection 75 (1) or (2) of the Code, subject to the limitations, if any, provided for in
regulations made under section 43;
(d.2) for a prescribed purpose, to a person other than a public hospital who belongs
to a class provided for in regulations made under section 43, where a College is
investigating a complaint about a member of the College or where the information
was obtained by an investigator appointed pursuant to subsection 75 (1) or (2) of the
Code, subject to the limitations, if any, provided for in the regulations;
(e) to a police officer to aid an investigation undertaken with a view to a law
enforcement proceeding or from which a law enforcement proceeding is likely to
result;
(f) to the counsel of the person who is required to keep the information confidential
under this section;
(g) to confirm whether the College is investigating a member, if there is a compelling
public interest in the disclosure of that information;
(h) where disclosure of the information is required by an Act of the Legislature or an
Act of Parliament;
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(i) if there are reasonable grounds to believe that the disclosure is necessary for the
purpose of eliminating or reducing a significant risk of serious bodily harm to a
person or group of persons; or
(j) with the written consent of the person to whom the information relates. 2007, c.
10, Sched. M, s. 7 (1).
Evidence in civil proceedings
(3) No record of a proceeding under this Act, a health profession Act or the Drug and
Pharmacies Regulation Act, no report, document or thing prepared for or statement
given at such a proceeding and no order or decision made in such a proceeding is
admissible in a civil proceeding other than a proceeding under this Act, a health
profession Act or the Drug and Pharmacies Regulation Act or a proceeding relating to
an order under section 11.1 or 11.2 of the Ontario Drug Benefit Act. 1991, c. 18, s. 36
(3); 1996, c. 1, Sched. G, s. 27 (2).
38. Immunity
No action or other proceeding for damages shall be instituted against the Crown, the
Minister, a College supervisor appointed under section 5.0.1 or his or her staff, an
employee of the Crown, the Advisory Council, a College, a Council, or a member,
officer, employee, agent or appointee of the Advisory Council, a College, a Council,
a committee of a Council or a panel of a committee of a Council for an act done in
good faith in the performance or intended performance of a duty or in the exercise
or the intended exercise of a power under this Act, a health profession Act, the Drug
and Pharmacies Regulation Act or a regulation or a by-law under those Acts or for any
neglect or default in the performance or exercise in good faith of the duty or power.
1991, c. 18, s. 38; 1998, c. 18, Sched. G, s. 8; 2007, c. 10, Sched. M, s. 10; 2009, c. 26,
s. 24 (8).
43.1. Regulations
Subject to the approval of the Lieutenant Governor in Council, the Minister may
make regulations governing funding under programs required under section 85.7 of
the Code, including regulations,
(a) prescribing the maximum amount or a means of establishing the maximum
amount of funding that may be provided for a person in respect of a case of sexual
abuse;
(b) prescribing the period of time during which funding may be provided for a
person in respect of a case of sexual abuse. 1993, c. 37, s. 3.
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REFERENCES TO HEALTH PROFESSIONALS
Column 1

Column 2

1.

person registered as a chiropodist under the
Chiropody Act

member of the College of Chiropodists of
Ontario

2.

person registered as a dental technician
under the Dental Technicians Act

member of the College of Dental
Technologists of Ontario

3.

person licensed as a denture therapist under
the Denture Therapists Act

member of the College of Denturists of
Ontario

4.

person registered as a chiropractor under the
Drugless Practitioners Act

member of the College of Chiropractors of
Ontario

5.

person registered as a masseur under the
Drugless Practitioners Act

member of the College of Massage Therapists
of Ontario

6.

Repealed. See: Table of Public Statute Provisions Repealed Under Section 10.1 of the
Legislation Act, 2006 – December 31, 2011.

7.

person registered as a physiotherapist under
the Drugless Practitioners Act

member of the College of Physiotherapists of
Ontario

7.1

person registered under the Drugless
Practitioners Act

member of the College of Naturopaths of
Ontario

8.

person registered as a dental hygienist under
Part II of the Health Disciplines Act

member of the College of Dental Hygienists
of Ontario

9.

person licensed under Part II of the Health
Disciplines Act

member of the Royal College of Dental
Surgeons of Ontario

10.

person licensed under Part III of the Health
Disciplines Act

member of the College of Physicians and
Surgeons of Ontario

11.

person who is the holder of a certificate
issued under Part IV of the Health Disciplines
Act

member of the College of Nurses of Ontario

12.

person licensed under Part V of the Health
Disciplines Act

member of the College of Optometrists of
Ontario

13.

person licensed under Part VI of the Health
Disciplines Act

member of the Ontario College of
Pharmacists

14.

Person registered under the Ophthalmic
Dispensers Act

member of the College of Opticians of
Ontario

15.

person registered under the Psychologists
Registration Act

member of the College of Psychologists of
Ontario

16.

person registered under the Radiological
Technicians Act

member of the College of Medical Radiation
Technologists of Ontario
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SCHEDULE 1 – SELF GOVERNING HEALTH PROFESSIONS
Health Profession Acts

Health Profession

Audiology and Speech-Language Pathology
Act, 1991

Audiology and Speech-Language Pathology

Chiropody Act, 1991

Chiropody

Chiropractic Act, 1991

Chiropractic

Dental Hygiene Act, 1991

Dental Hygiene

Dental Technology Act, 1991

Dental Technology

Dentistry Act, 1991

Dentistry

Denturism Act, 1991

Denturism

Dietetics Act, 1991

Dietetics

Homeopathy Act, 2007

Homeopathy

Kinesiology Act, 2007

Kinesiology

Massage Therapy Act, 1991

Massage Therapy

Medical Laboratory Technology Act, 1991

Medical Laboratory Technology

Medical Radiation Technology Act, 1991

Medical Radiation Technology

Medicine Act, 1991

Medicine

Midwifery Act, 1991

Midwifery

Naturopathy Act, 2007

Naturopathy

Nursing Act, 1991

Nursing

Occupational Therapy Act, 1991

Occupational Therapy

Opticianry Act, 1991

Opticianry

Optometry Act, 1991

Optometry

Pharmacy Act, 1991

Pharmacy

Physiotherapy Act, 1991

Physiotherapy

Psychology Act, 1991

Psychology

Psychotherapy Act, 2007

Psychotherapy

Respiratory Therapy Act, 1991

Respiratory Therapy

Traditional Chinese Medicine Act, 2006

Traditional Chinese Medicine

1991, c. 18, Sched. 1; 1998, c. 18, Sched. G, s. 9;

SCHEDULE 2 – HEALTH PROFESSIONS PROCEDURAL CODE
Note: This Code is deemed by section 4 of the Regulated Health Professions Act, 1991
to be part of each health profession Act.

1.
1.1

CONTENTS
Interpretation
Statement of purpose, sexual abuse provisions

2.
2.1
3.
3.1
4.

College is body corporate
Duty of College
Objects of College
College website
Council

COLLEGE
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5.
6.
7.
8.
9.
10.
11.
12.
13.
14.

Terms
Quorum
Meetings
Remuneration and expenses
Employees
Committees
Annual reports
Executive Committee’s exercise of Council’s powers
Members
Continuing jurisdiction

15.
16.
17.
18.
19.
20.
21.
22.
22.1
22.2
22.3
22.4
22.5
22.6
22.7
22.8
22.9
22.10
22.11
22.12
22.13
22.14
22.15
22.16
22.17
22.18
22.19
22.20
22.21
22.22
22.23
23.
24.

REGISTRATION
Registration
Disclosure of application file
Panels
Consideration by panel
Application for variation
Notice of orders
Appeal to Board
Registration hearings or reviews
Definitions
Fair registration practices: general duty
Information
Qualifications
Functions
Review of practices
Fair registration practices reports
Audits
Filing of reports by College
Form of reports
Certification of report
Offences
Immunity
Limitation on powers
Definitions
Purposes
Ontario residency cannot be required
When applicant holds out-of-province certificate
Transition
Occupational standards
Notice of proposed occupational standards
Conflict
Regulations and by-laws to conform
Register
Suspension for non-payment of fees
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25.
25.1
25.2
26.
27.
28.
28.1
29.
30.
31.
32.
33.
34.
35.

COMPLAINTS AND REPORTS
Panel for investigation or consideration
Alternative dispute resolution with respect to a complaint
Submissions by member
What a panel may do
Notice of decision
Timely disposal
Powers of Board re time limits
Review by Board
When no review
Personal representative as complainant
Record of decision to be reviewed
Conduct of review
Procedural provisions
Powers of Board

36.
37.
38.
39.
40.
41.
41.1
42.
42.1
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
53.1
54.
55.
56.

DISCIPLINE
Inquiries, Complaints and Reports Committee referral
Interim suspension
Panel for discipline hearing
Panel members deemed to continue
Amendment of notice of hearing
Parties
Non-party participation in hearings
Disclosure of evidence
Disclosure of evidence
No communication by panel members
Legal advice
Hearings public
Exception to closed hearings
Sexual misconduct witnesses
Transcript of hearings
Admissibility of evidence
Members of panel who participate
Professional misconduct
Incompetence
Costs if proceedings unwarranted
College’s costs
Decision to complainant
Release of evidence
Publication of decisions
INCAPACITY

57.
58.
59.

Registrar’s inquiry
Panel shall inquire
Inquiries by panel
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60.
61.
62.
63.
64.
65.
66.
67.
68.
69.

Panel’s report
Referral to Fitness to Practise Committee
Interim suspension
Restrictions on orders
Panels for Fitness to Practise hearings
Parties
Reports of health professionals
Procedural provisions
Hearings closed
Orders

70.
71.
71.1
71.2

APPEALS TO COURT
Appeals from decisions
No stay of certain orders pending appeal
No stay of certain orders pending appeal
Order where public at risk

72.
73.
74.

REINSTATEMENT
Applications for reinstatement
Referral to Committee
Orders without hearing

75.
76.
77.
78.
79.

REGISTRAR’S POWERS OF INVESTIGATION
Investigators
Application of Public Inquiries Act, 2009
Entries and searches
Copying of documents and objects
Report of investigation

80.
80.1
80.2
81.
82.
83.
83.1

QUALITY ASSURANCE COMMITTEE
Quality assurance program required
Minimum requirements for quality assurance program
Powers of the Committee
Assessors
Co-operation with Committee and assessors
Confidentiality of information
Quality assurance and other information

84.
85.

PATIENT RELATIONS PROGRAM
Patient relations program
Advice to Council

85.1
85.2
85.3

REPORTING OF HEALTH PROFESSIONALS
Reporting by members
Reporting by facilities
Requirements of required reports
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85.4
85.5
85.6
85.6.1
85.6.2

Additional reports, psychotherapy
Reporting by employers, etc.
Immunity for reports
Reporting by members re: offences
Reporting by members re: professional negligence and malpractice

85.7

FUNDING FOR THERAPY AND COUNSELLING
Funding provided by College

85.8
85.9
85.10
85.11
85.12
85.13
85.14

HEALTH PROFESSION CORPORATIONS
Professional corporations
Notice of change of shareholder
Application of Act, etc.
Professional, fiduciary and ethical obligations to patients
Conflict in duties
Restrictions apply to corporation’s certificate
Prohibition, professional misconduct
MISCELLANEOUS

86.
87.
88.
92.
92.1
93.
93.1
94.
95.

Right to use French
Court orders
Evidence of Registrar
Making false representations to obtain certificates
Protection for reporters from reprisals
Offences
Forms
By-laws
Regulations

Interpretation
1. (1) In this Code,
“alternative dispute resolution process” [the definitions are repeated in full]
“Board”
“certificate of registration”
“Council”
“incapacitated”
“member”
“Minister”
“patient relations program’
“quality assurance program”
“Registrar”
“registration”
Sexual abuse of a patient
(3) In this Code,
“sexual abuse” of a patient by a member means,
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(a) sexual intercourse or other forms of physical sexual relations between the
member and the patient,
(b) touching, of a sexual nature, of the patient by the member, or
(c) behaviour or remarks of a sexual nature by the member towards the patient.
1993, c. 37, s. 4.
Exception
(4) For the purposes of subsection (3),
“sexual nature” does not include touching, behaviour or remarks of a clinical nature
appropriate to the service provided. 1993, c. 37, s. 4.
Exception, spouses
(5) If the Council has made a regulation under clause 95 (1) (0.a), conduct,
behaviour or remarks that would otherwise constitute sexual abuse of a patient by a
member under the definition of “sexual abuse” in subsection (3) do not constitute
sexual abuse if,
(a) the patient is the member’s spouse; and
(b) the member is not engaged in the practice of the profession at the time the
conduct, behaviour or remark occurs. 2013, c. 9, s. 1 (1).
Definition
(6) For the purposes of subsection (5), “spouse”, in relation to a member, means,
(a) a person who is the member’s spouse as defined in section 1 of the Family Law
Act, or
(b) a person who has lived with the member in a conjugal relationship outside of
marriage continuously for a period of not less than three years. 2013, c. 9, s. 1 (1).
1.1. Statement of purpose, sexual abuse provisions
The purpose of the provisions of this Code with respect to sexual abuse of patients
by members is to encourage the reporting of such abuse, to provide funding for
therapy and counselling for patients who have been sexually abused by members and,
ultimately, to eradicate the sexual abuse of patients by members. 1993, c. 37, s. 5.
Duty of College
2.1 It is the duty of the College to work in consultation with the Minister to ensure,
as a matter of public interest, that the people of Ontario have access to adequate
numbers of qualified, skilled and competent regulated health professionals. 2008, c.
18, s. 1.
3. Objects of College
(1) The College has the following objects:
1. To regulate the practice of the profession and to govern the members in
accordance with the health profession Act, this Code and the Regulated Health
Professions Act, 1991 and the regulations and by-laws.
2. To develop, establish and maintain standards of qualification for persons to be
issued certificates of registration.
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3. To develop, establish and maintain programs and standards of practice to assure
the quality of the practice of the profession.
4. To develop, establish and maintain standards of knowledge and skill and
programs to promote continuing evaluation, competence and improvement among
the members.
4.1. To develop, in collaboration and consultation with other Colleges, standards
of knowledge, skill and judgment relating to the performance of controlled acts
common among health professions to enhance interprofessional collaboration,
while respecting the unique character of individual health professions and their
members.
5. To develop, establish and maintain standards of professional ethics for the
members.
6. To develop, establish and maintain programs to assist individuals to exercise their
rights under this Code and the Regulated Health Professions Act, 1991.
7. To administer the health profession Act, this Code and the Regulated Health
Professions Act, 1991 as it relates to the profession and to perform the other duties
and exercise the other powers that are imposed or conferred on the College.
8. To promote and enhance relations between the College and its members, other
health profession colleges, key stakeholders, and the public.
9. To promote inter-professional collaboration with other health profession colleges.
10. To develop, establish, and maintain standards and programs to promote the
ability of members to respond to changes in practice environments, advances in
technology and other emerging issues.
11. Any other objects relating to human health care that the Council considers
desirable. 1991, c. 18, Sched. 2, s. 3 (1); 2007, c. 10, Sched. M, s. 18; 2009, c. 26, s. 24
(11).
Meetings
7. (1) The meetings of the Council shall be open to the public and reasonable notice
shall be given to the members of the College, to the Minister, and to the public.
2007, c. 10, Sched. M, s. 20 (1).
Exclusion of public
(2) Despite subsection (1), the Council may exclude the public from any meeting or
part of a meeting if it is satisfied that,
(a) matters involving public security may be disclosed;
(b) financial or personal or other matters may be disclosed of such a nature that the
harm created by the disclosure would outweigh the desirability of adhering to the
principle that meetings be open to the public;
(c) a person involved in a criminal proceeding or civil suit or proceeding may be
prejudiced;
(d) personnel matters or property acquisitions will be discussed;
(e) instructions will be given to or opinions received from the solicitors for the
College; or
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(f) the Council will deliberate whether to exclude the public from a meeting or
whether to make an order under subsection (3). 1991, c. 18, Sched. 2, s. 7 (2); 2007,
c. 10, Sched. M, s. 20 (2).
Orders preventing public disclosure
(3) In situations in which the Council may exclude the public from meetings, it
may make orders it considers necessary to prevent the public disclosure of matters
disclosed in the meeting, including banning publication or broadcasting of those
matters. 1991, c. 18, Sched. 2, s. 7 (3).
Remuneration and expenses
8. Council members appointed by the Lieutenant Governor in Council shall be paid,
by the Minister, the expenses and remuneration the Lieutenant Governor in Council
determines. 1991, c. 18, Sched. 2, s. 8; 2006, c. 19, Sched. L, s. 10 (1).
Duty
(2) In carrying out its objects, the College has a duty to serve and protect the public
interest. 1991, c. 18, Sched. 2, s. 3 (2).
10. Committees
(1) The College shall have the following committees:
1.
Executive Committee.
2.
Registration Committee.
3.
Inquiries, Complaints and Reports Committee.
4.
Discipline Committee.
5.
Fitness to Practise Committee.
6.
Quality Assurance Committee.
7.
Patient Relations Committee. 1991, c. 18, Sched. 2, s. 10 (1); 2007,
c. 10, Sched. M, s. 21 (1).
Transitional
(1.1) For greater certainty, where, at the time subsection 21 (1) of Schedule M
to the Health System Improvements Act, 2007 comes into force, any matter that
is before the Board based on anything done by the Committee formerly known
as the Complaints Committee shall proceed as if the Board had the authority to
do anything it could have done before the coming into force of sections 30 to
32 of that Schedule. 2007, c. 10, Sched. M, s. 21 (2).
Same
(1.2) Where a regulation made under the Regulated Health Professions Act, 1991 or
a health profession Act that was made before the coming into force of subsection
21 (1) of Schedule M to the Health System Improvements Act, 2007 refers to the
Complaints Committee, the reference shall be deemed to be to the Inquiries,
Complaints and Reports Committee. 2009, c. 26, s. 24 (12).
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Annual reports
11. (1) Each committee named in subsection 10 (1) shall monitor and evaluate their
processes and outcomes and shall annually submit a report of its activities to the
Council in a form acceptable to the Council. 2007, c. 10, Sched. M, s. 22.
Exclusions from reports
(2) The Inquiries, Complaints and Reports Committee shall not submit a report that
contains information, other than information of a general statistical nature, relating
to,
(a) a referral by the Inquiries, Complaints and Reports Committee to the Discipline
or Fitness to Practise Committee until a panel of the Discipline or Fitness to Practise
Committee disposes of the matter;
(b) an approval for the Registrar to appoint an investigator until the investigation
is completed and reported by the Registrar and the Inquiries, Complaints and
Reports Committee decides not to make a referral with respect to the matter to the
Discipline Committee or, if the Inquiries, Complaints and Reports Committee makes
a referral with respect to the matter to the Discipline Committee, until a panel of the
Discipline Committee disposes of the matter; or
(c) an interim order made by the Inquiries, Complaints and Reports Committee
in respect of a member until a panel of the Discipline Committee disposes of the
matter. 2007, c. 10, Sched. M, s. 22.
(d) matters concerning the quality assurance programs undertaken by Colleges;
(e) each College’s patient relations program and its effectiveness; and
(f) any matter the Minister considers desirable to refer to the Advisory Council
relating to the regulation of the health professions. 2009, c. 26, s. 24 (4).
Members
13. (1) A person registered by the College is a member.
Suspended members
(2) A person whose certificate of registration is suspended is not a member. 1991, c.
18, Sched. 2, s. 13.
Note: On a day to be named by proclamation of the Lieutenant Governor, Schedule 2 is
amended by adding the following section:
Professional liability insurance
13.1 (1) No member of a College in Ontario shall engage in the practice of the
health profession unless he or she is personally insured against professional liability
under a professional liability insurance policy or belongs to a specified association
that provides the member with personal protection against professional liability.
2009, c. 26, s. 24 (13).
Insurance requirements
(2) A member mentioned in subsection (1) shall comply with the requirements
respecting professional liability insurance or protection against professional liability
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specified by the College and prescribed in the regulations made under the health
profession Act governing the member’s health profession or set out in the by-laws.
2009, c. 26, s. 24 (13).
Professional misconduct
(3) In addition to the grounds set out in subsection 51 (1), a panel of the Discipline
Committee shall find that a member has committed an act of professional
misconduct if the member fails to comply with subsection (1) or (2). 2009, c. 26, s.
24 (13).
See: 2009, c. 26, ss. 24 (13), 27 (2).
Continuing jurisdiction
14. (1) A person whose certificate of registration is revoked or expires or who resigns
as a member continues to be subject to the jurisdiction of the College for professional
misconduct or incompetence referable to the time when the person was a member
and may be investigated under section 75. 2007, c. 10, Sched. M, s. 23 (1).
Idem
(2) A person whose certificate of registration is suspended continues to be subject
to the jurisdiction of the College for incapacity and for professional misconduct or
incompetence referable to the time when the person was a member or to the period
of the suspension and may be investigated under section 75. 1991, c. 18, Sched. 2, s.
14 (2); 2007, c. 10, Sched. M, s. 23 (2).
Registration hearings or reviews
22.(3) The following provisions also apply with necessary modifications to a hearing:
1. Section 45 (hearings open).
2. Section 47 (sexual misconduct witnesses).
3. Section 48 (transcript of hearings). 1991, c. 18, Sched. 2, s. 22 (3).
Same
(3.1) The following provisions of the Statutory Powers Procedure Act also apply with
necessary modifications to a review by the Board:
1. Section 21.1 (correction of errors).
2. Section 25.1 (rules). 1998, c. 18, Sched. G, s. 12.
Findings of Fact
(4) The findings of fact in a hearing shall be based exclusively on evidence
admissible or matters that may be noticed under sections 15, 15.1, 15.2 and 16 of
the Statutory Powers Procedure Act. 1991, c. 18, Sched. 2, s. 22 (4); 2007, c. 10, Sched.
M, s. 27 (1).
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Disposal by Board
(6) The Board shall, after the hearing or review, make an order doing any one or
more of the following:
1.
Confirming the order made by the panel.
2.
Requiring the Registration Committee to make an order directing the Registrar
to issue a certificate of registration to the applicant if the applicant successfully
completes any examinations or training the Registration Committee may specify.
3.
Requiring the Registration Committee to make an order directing the Registrar
to issue a certificate of registration to the applicant and to impose any terms,
conditions and limitations the Board considers appropriate.
4.
Referring the matter back to the Registration Committee for further
consideration by a panel, together with any reasons and recommendations the
Board considers appropriate. 1991, c. 18, Sched. 2, s. 22 (6); 2007, c. 10, Sched. M, s.
27 (3).
23. Register
(1) The Registrar shall maintain a register. 2007, c. 10, Sched. M, s. 28.
Contents of register
(2) The register shall contain the following:
1.
Each member’s name, business address and business telephone number, and, if
applicable, the name of every health profession corporation of which the member is
a shareholder.
2.
The name, business address and business telephone number of every health
profession corporation.
3.
The names of the shareholders of each health profession corporation who are
members of the College.
4.
Each member’s class of registration and specialist status.
5.
The terms, conditions and limitations that are in effect on each certificate of
registration.
6.
A notation of every matter that has been referred by the Inquiries, Complaints
and Reports Committee to the Discipline Committee under section 26 and has not
been finally resolved, until the matter has been resolved.
7.
The result, including a synopsis of the decision, of every disciplinary and
incapacity proceeding, unless a panel of the relevant committee makes no finding
with regard to the proceeding.
8.
A notation of every finding of professional negligence or malpractice, which
may or may not relate to the member’s suitability to practise, made against the
member, unless the finding is reversed on appeal.
9.
A notation of every revocation or suspension of a certificate of registration.
10. A notation of every revocation or suspension of a certificate of authorization.
11. Information that a panel of the Registration, Discipline or Fitness to Practise
Committee specifies shall be included.
12. Where findings of the Discipline Committee are appealed, a notation that they
are under appeal, until the appeal is finally disposed of.
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13. Where, during or as a result of a proceeding under section 25, a member has
resigned and agreed never to practise again in Ontario, a notation of the resignation
and agreement.
14. Information that is required to be kept in the register in accordance with the bylaws. 2007, c. 10, Sched. M, s. 28.
Publication ban
(3) No action shall be taken under this section which violates a publication ban,
and nothing in this section requires or authorizes the violation of a publication ban.
2007, c. 10, Sched. M, s. 28.
Access to information by the public
(5) All of the information required by paragraphs 1 to 13 of subsection (2) and all
information designated as public in the by-laws shall, subject to subsections (6),
(7), (8), (9) and (11), be made available to an individual during normal business
hours, and shall be posted on the College’s website in a manner that is accessible to
the public or in any other manner and form specified by the Minister. 2007, c. 10,
Sched. M, s. 28.
Other cases when information may be withheld
(11) The Registrar shall refuse to disclose to an individual or to post on the College’s
website information required by paragraph 7 of subsection (2) if,
(a) a finding of professional misconduct was made against the member and the
order made was only a reprimand or only a fine, or a finding of incapacity was made
against the member;
(b) more than six years have passed since the information was prepared or last
updated;
(c) the member has made an application to the relevant committee for the removal
of the information from public access because the information is no longer relevant
to the member’s suitability to practise, and if,
(i) the relevant committee believes that a refusal to disclose the information
outweighs the desirability of public access to the information in the interest of any
person affected or the public interest, and
(ii) the relevant committee has directed the Registrar to remove the information
from public access; and
(d) the information does not relate to disciplinary proceedings concerning sexual
abuse as defined in clause (a) or (b) of the definition of “sexual abuse” in subsection
1 (3). 2007, c. 10, Sched. M, s. 28.
25. Panel for investigation or consideration
(1) A panel shall be selected by the chair of the Inquiries, Complaints and Reports
Committee from among the members of the Committee to investigate a complaint
filed with the Registrar regarding the conduct or actions of a member or to consider
a report that is made by the Registrar under clause
79 (a). 2007, c. 10, Sched. M, s. 30.
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Composition
(2) A panel shall be composed of at least three persons, at least one of whom shall be
a person appointed to the Council by the Lieutenant Governor in Council. 2007, c.
10, Sched. M, s. 30.
Quorum
(3) Three members of a panel constitute a quorum. 2007, c. 10, Sched. M, s. 30.
Complaint must be recorded
(4) A panel shall not be selected to investigate a complaint unless the complaint is in
writing or is recorded on a tape, film, disk or other medium. 2007, c. 10, Sched. M, s.
30.
Complainant to be informed
(5) The Registrar shall give a complainant notice of receipt of his or her complaint
and a general explanation of the processes of the College, including the jurisdiction
and role of the Inquiries, Complaints and Reports Committee, together with a copy
of the provisions of sections 28 to 29. 2007, c. 10, Sched. M, s. 30.
Notice to member
(6) The Registrar shall give the member, within 14 days of receipt of the complaint
or the report,
(a) notice of the complaint, together with a copy of the provisions of sections 28 to
29, or notice of the receipt of the report;
(b) a copy of the provisions of section 25.2; and
(c) a copy of all available prior decisions involving the member unless the decision
was to take no further action under subsection 26 (5). 2007, c. 10, Sched. M, s. 30.
25.1. Alternative dispute resolution with respect to a complaint
(1) The Registrar may, with the consent of both the complainant and the member,
refer the complainant and the member to an alternative dispute resolution process,
(a) if the matter has not yet been referred to the Discipline Committee under section
26; and
(b) if the matter does not involve an allegation of sexual abuse. 2007, c. 10, Sched.
M, s. 30.
26. What a panel may do
(1) A panel, after investigating a complaint or considering a report, considering the
submissions of the member and making reasonable efforts to consider all records
and documents it considers relevant to the complaint or the report, may do any one
or more of the following:
1. Refer a specified allegation of the member’s professional misconduct or
incompetence to the Discipline Committee if the allegation is related to the
complaint or the report.
2. Refer the member to a panel of the Inquiries, Complaints and Reports Committee
under section 58 for incapacity proceedings.
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3. Require the member to appear before a panel of the Inquiries, Complaints and
Reports Committee to be cautioned.
4. Take action it considers appropriate that is not inconsistent with the health
profession Act, this Code, the regulations or by-laws. 2007, c. 10, Sched. M, s. 30.
27 Notice of decision
(1) A panel shall give the complainant and the member who is the subject of the
complaint,
(a) a copy of its decision;
(b) a copy of its reasons, if the panel acted under paragraph 3 or 4 of subsection 26
(1); and
(c) a notice advising the member and the complainant of any right to request a
review they may have under subsection 29 (2). 2007, c. 10, Sched. M, s. 30.
Timely disposal
28. (1) A panel shall dispose of a complaint within 150 days after the filing of the
complaint. 2007, c. 10, Sched. M, s. 30.
Not affected by ADR
(2) A referral to an alternative dispute resolution process under section 25.1 does not
affect the time requirements under this section. 2007, c. 10, Sched. M, s. 30.
If complaint not disposed of
(3) If a panel has not disposed of a complaint within 150 days after the complaint
was filed, the Registrar shall provide the complainant with written notice of that fact
and an expected date of disposition which shall be no more than 60 days from the
date of the written notice. 2007, c. 10, Sched. M, s. 30.
If further delay
(4) If a panel has not disposed of the complaint by the expected date of disposition
described in subsection (3), the Registrar shall,
(a) provide the member and complainant with written notice and reasons for the
delay and the new expected date of disposition which shall be no more than 30
days from the date of the revised notice or from the expected date of disposition
described in subsection (3), whichever is sooner; and
(b) provide the Board with written notice of and reasons for the delay as were
provided to the member and complainant. 2007, c. 10, Sched. M, s. 30.
Powers of the Board
(5) The Board, on application of the member or the complainant, shall consider the
written reasons for the delay and shall do any one of the following:
1. Direct the Inquiries, Complaints and Reports Committee to continue the
investigation.
2. Make recommendations the Board considers appropriate to the Inquiries,
Complaints and Reports Committee.
3. Investigate the complaint and make an order under subsection (9) within 120
days of the decision to investigate the complaint. 2007, c. 10, Sched. M, s. 30.
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Board’s investigatory powers
(6) In investigating a complaint under paragraph 3 of subsection (5), the Board has
all the powers of a panel of the Inquiries, Complaints and Reports Committee and
of the Registrar with respect to the investigation of the matter and may appoint an
investigator under clause 75 (1) (c). 2007, c. 10, Sched. M, s. 30.
Continuing power of Inquiries, Complaints and Reports Committee
(7) The Inquiries, Complaints and Reports Committee may take action under section
26 at any time before the Board completes its investigation. 2007, c. 10, Sched. M, s.
30.
Same
(8) For greater certainty, if the Inquiries, Complaints and Reports Committee takes
action as provided for in subsection (7), the Board no longer has jurisdiction to take
action under section 26. 2007, c. 10, Sched. M, s. 30.
Powers of Board re an investigation
(9) After an investigation, the Board may do any one or more of the following:
1. Refer the matter to the Inquiries, Complaints and Reports Committee.
2. Make recommendations the Board considers appropriate to the Inquiries,
Complaints and Reports Committee.
3. Require the Inquiries, Complaints and Reports Committee or a panel to do
anything the Committee or a panel may do under the health profession Act and this
Code except to request the Registrar to conduct an investigation. 2007, c. 10, Sched.
M, s. 30.
Powers of Board re time limits
28.1 If the Board is satisfied that no person will be unduly prejudiced, it may, on
reasonable grounds, extend any time limit with respect to,
(a) a requirement, under subsection 21 (1), for a review or hearing by the Board;
(b) a request, under subsection 29 (2), for a review by the Board; or
(c) the Registrar’s obligation to give to the Board, under subsection 32 (1), a record
of an investigation of a complaint against a member and all relevant documents and
things. 2007, c. 10, Sched. M, s. 30.
29 Review by Board
(1) Subject to section 30, the Board shall review a decision of a panel of the
Inquiries, Complaints and Reports Committee if the Board receives a request under
subsection (2). 2007, c. 10, Sched. M, s. 30.
(b) pending clarification
Request for Review
(2) The complainant or the member who is the subject of the complaint may request
the Board to review a decision of a panel of the Inquiries, Complaints and Reports
Committee unless the decision was,
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(a) to refer an allegation of professional misconduct or incompetence to the
Discipline Committee; or
(b) to refer the member to a panel of the Inquiries, Complaints and Reports
Committee under section 58 for incapacity proceedings. 2007, c. 10, Sched. M, s. 30.
31 Personal representative as complainant
A complainant’s personal representative may act as the complainant for the
purposes of a review of the decision by the Board if the complainant dies or becomes
incapacitated. 1991, c. 18, Sched. 2, s. 31.
33 Procedure
(2) In conducting a review, the Board,
(a) shall give the party requesting the review an opportunity to comment on the
matters set out in clauses (1) (a) and (b) and the other party an opportunity to
respond to those comments;
(b) may require the College to send a representative;
(c) may question the parties and the representative of the College;
(d) may permit the parties to make representations with respect to issues raised by
any questions asked under clause (c); and
(e) shall not allow the parties or the representative of the College to question each
other. 1991, c. 18, Sched. 2, s. 33.
35 Powers of Board
(1) After conducting a review of a decision, the Board may do any one or more of
the following:
1. Confirm all or part of the decision.
2. Make recommendations the Board considers appropriate to the Inquiries,
Complaints and Reports Committee.
3. Require the Inquiries, Complaints and Reports Committee to do anything the
Committee or a panel may do under the health profession Act and this Code except
to request the Registrar to conduct an investigation. 1991, c. 18, Sched. 2, s. 35 (1);
2007, c. 10, Sched. M, s. 32 (1, 2).
36 Inquiries, Complaints and Reports Committee referral
(1) The Inquiries, Complaints and Reports Committee may refer a specified
allegation of a member’s professional misconduct or incompetence to the Discipline
Committee. 2007, c. 10, Sched. M, s. 33 (1).
Allegations of Sexual abuse
(2) In deciding whether or not to refer an allegation of the sexual abuse of a patient
to the Discipline Committee, the Inquiries, Complaints and Reports Committee
shall take into account any opinion, required under subsection 85.3 (5), as to
whether or not the member who is the subject of the report is likely to sexually
abuse patients in the future. 1993, c. 37, s. 9; 2007, c. 10, Sched. M, s. 33 (2).
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37 Interim suspension
(1) The Inquiries, Complaints and Reports Committee may, subject to subsection
(5), make an interim order directing the Registrar to suspend or impose terms,
conditions or limitations on a member’s certificate of registration if,
(a) an allegation is referred to the Discipline Committee; and
(b) it is of the opinion that the conduct of the member exposes or is likely to expose
his or her patients to harm or injury. 1991, c. 18, Sched. 2, s. 37 (1); 2007, c. 10,
Sched. M, s. 34 (1).
38 Panel for discipline hearing
(1) The chair of the Discipline Committee shall select a panel from among
the members of the Committee to hold a hearing of allegations of a member’s
professional misconduct or incompetence referred to the Committee by the
Inquiries, Complaints and Reports Committee. 1991, c. 18, Sched. 2, s. 38 (1); 2007,
c. 10, Sched. M, s. 35.
Composition
(2) A panel shall be composed of at least three and no more than five persons, at
least two of whom shall be persons appointed to the Council by the Lieutenant
Governor in Council. 1991, c. 18, Sched. 2, s. 38 (2).
41 Parties
The College and the member against whom allegations have been made are parties
to a hearing. 1991, c. 18, Sched. 2, s. 41.
41.1 Non-party participation in hearings
(1) A panel, on application by a person who is not a party, may allow the person to
participate in a hearing if,
(a) the good character, propriety of conduct or competence of the person is an issue
at the hearing; or
(b) the participation of the person, would, in the opinion of the panel, be of
assistance to the panel. 1993, c. 37, s. 10; 2007, c. 10, Sched. M, s. 36.
42 Disclosure of Evidence
(1) Evidence against a member is not admissible at a hearing of allegations against
the member unless the member is given, at least ten days before the hearing,
(a) in the case of written or documentary evidence, an opportunity to examine the
evidence;
(b) in the case of evidence of an expert, the identity of the expert and a copy of the
expert’s written report or, if there is no written report, a written summary of the
evidence; or
(c) in the case of evidence of a witness, the identity of the witness. 1991,
c. 18, Sched. 2, s. 42 (1); 1993, c. 37, s. 11.
45 Hearings public
(1) A hearing shall, subject to subsection (2), be open to the public. 1991, c. 18,
Sched. 2, s. 45 (1).
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Exclusion of public
(2) The panel may make an order that the public be excluded from a hearing or any
part of it if the panel is satisfied that,
(a) matters involving public security may be disclosed;
(b) financial or personal or other matters may be disclosed at the hearing of such
a nature that the harm created by disclosure would outweigh the desirability of
adhering to the principle that hearings be open to the public;
(c) a person involved in a criminal proceeding or in a civil suit or proceeding may be
prejudiced; or
(d) the safety of a person may be jeopardized. 1991, c. 18, Sched. 2,
s. 45 (2); 2007, c. 10, Sched. M, s. 37.
Orders preventing public disclosure
(3) In situations in which the panel may make an order that the public be excluded
from a hearing, it may make orders it considers necessary to prevent the public
disclosure of matters disclosed at the hearing, including orders banning the
publication or broadcasting of those matters. 1991, c. 18, Sched. 2, s. 45 (3).
Public information may be disclosed
(4) No order shall be made under subsection (3) that prevents the publication of
anything that is contained in the register and available to the public. 1991, c. 18,
Sched. 2, s. 45 (4).
47 Sexual misconduct witnesses
(1) A panel shall, on the request of a witness whose testimony is in relation to
allegations of a member’s misconduct of a sexual nature involving the witness, make
an order that no person shall publish the identity of the witness or any information
that could disclose the identity of the witness. 1991, c. 18, Sched. 2, s. 47.
Interpretation
(2) In subsection (1),
“allegations of a member’s misconduct of a sexual nature” include, but are not
limited to, allegations that the member sexually abused the witness when the
witness was a patient of the member. 1993, c. 37, s. 13.
49 Admissibility of evidence
Despite the Statutory Powers Procedure Act, nothing is admissible at a hearing that
would be inadmissible in a court in a civil action and the findings of a panel shall be
based exclusively on evidence admitted before it. 1991, c. 18, Sched. 2, s. 49.
51 Professional misconduct
(1) A panel shall find that a member has committed an act of professional
misconduct if,

264

To Zero: Independent Report of the Minister’s Task Force on the Prevention of Sexual Abuse of Patients and the RHPA

(a) the member has been found guilty of an offence that is relevant to the member’s
suitability to practise;
(b) the governing body of a health profession in a jurisdiction other than Ontario
has found that the member committed an act of professional misconduct that
would, in the opinion of the panel, be an act of professional misconduct as defined
in the regulations;
(b.0.1) the member has failed to co-operate with the Quality Assurance Committee
or any assessor appointed by that committee;
(b.1) the member has sexually abused a patient; or
(c) the member has committed an act of professional misconduct as defined in the
regulations. 1991, c. 18, Sched. 2, s. 51 (1); 1993, c. 37, s. 14 (1); 2007, c. 10, Sched.
M, s. 39 (1).
Orders
(2) If a panel finds a member has committed an act of professional misconduct, it
may make an order doing any one or more of the following:
1. Directing the Registrar to revoke the member’s certificate of registration.
2. Directing the Registrar to suspend the member’s certificate of registration for a
specified period of time.
3. Directing the Registrar to impose specified terms, conditions and limitations on
the member’s certificate of registration for a specified or indefinite period of time.
4. Requiring the member to appear before the panel to be reprimanded.
5. Requiring the member to pay a fine of not more than $35,000 to the Minister of
Finance.
5.1 If the act of professional misconduct was the sexual abuse of a patient, requiring
the member to reimburse the College for funding provided for that patient under
the program required under section 85.7.
5.2 If the panel makes an order under paragraph 5.1, requiring the member to post
security acceptable to the College to guarantee the payment of any amounts the
member may be required to reimburse under the order under paragraph 5.1. 1991, c.
18, Sched. 2, s. 51 (2); 1993, c. 37,
s. 14 (2).
Orders relating to sexual abuse
(5) If a panel finds a member has committed an act of professional misconduct by
sexually abusing a patient, the panel shall do the following in addition to anything
else the panel may do under subsection (2):
1. Reprimand the member.
2. Revoke the member’s certificate of registration if the sexual abuse consisted of, or
included, any of the following,
i. sexual intercourse,
ii. genital to genital, genital to anal, oral to genital, or oral to anal contact,
iii. masturbation of the member by, or in the presence of, the patient,
iv. masturbation of the patient by the member,
v. encouragement of the patient by the member to masturbate in the presence of the
member. 1993, c. 37, s. 14 (3).
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Statement re impact of sexual abuse
(6) Before making an order under subsection (5), the panel shall consider any
written statement that has been filed, and any oral statement that has been made to
the panel, describing the impact of the sexual abuse on the patient. 1993, c. 37, s. 14
(3).
Same
(7) The statement may be made by the patient or by his or her representative. 1993,
c. 37, s. 14 (3).
Same
(8) The panel shall not consider the statement unless a finding of professional
misconduct has been made. 1993, c. 37, s. 14 (3).
Notice to member
(9) When a written statement is filed, the panel shall, as soon as possible, have
copies of it provided to the member, to his or her counsel and to the College. 1993,
c. 37, s. 14 (3).
Incompetence
52. (1) A panel shall find a member to be incompetent if the member’s professional
care of a patient displayed a lack of knowledge, skill or judgment of a nature or to an
extent that demonstrates that the member is unfit to continue to practise or that the
member’s practice should be restricted. 1991, c. 18, Sched. 2, s. 52 (1); 2007, c. 10,
Sched. M, s. 40 (1).
Decision to complainant
54. A panel shall give its decision and reasons in writing to the parties and, if the
matter had been referred to the Discipline Committee by the Inquiries, Complaints
and Reports Committee, to the complainant in the matter. 1991, c. 18, Sched. 2, s.
54; 2007, c. 10, Sched. M, s. 41.
Release of evidence
55. The Discipline Committee shall release documents and things put into evidence
at a hearing to the person who produced them, on request, within a reasonable time
after the matter in issue has been finally determined. 1991, c. 18, Sched. 2, s. 55.
56 Publication of decisions
(1) The College shall publish a panel’s decision and its reasons, or a summary of its
reasons, in its annual report and may publish the decision and reasons or summary
in any other publication of the College.
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Publication of member’s name
(2) In publishing a decision and reasons or summary under subsection (1),
the College shall publish the name of the member who was the subject of the
proceeding if,
(a) the results of the proceeding may be obtained by a person from the register; or
(b) the member requests the publication of his or her name.
Withholding of member’s name
(3) The College shall not publish the member’s name unless it is required to do so
under subsection (2). 1991, c. 18, Sched. 2, s. 56.
70 Appeals from decisions
(1) A party to proceedings before the Board concerning a registration hearing or
review or to proceedings before a panel of the Discipline or Fitness to Practise
Committee, other than a hearing of an application under subsection 72 (1), may
appeal from the decision of the Board or panel to the Divisional Court.
Basis of appeal
(2) An appeal under subsection (1) may be made on questions of law or fact or both.
Court’s powers
(3) In an appeal under subsection (1), the Court has all the powers of the panel that
dealt with the matter and, in an appeal from the Board, the Court also has all the
powers of the Board. 1991, c. 18, Sched. 2, s. 70.
71.2 Order where public at risk
If the conduct of the member exposes or is likely to expose his or her patients to
harm or injury and urgent intervention is needed, the College may apply to a judge
of the Superior Court of Justice for an order declaring that an order that was made
by a panel of the Discipline Committee on the grounds of professional misconduct
and that directs the Registrar to revoke, suspend or impose terms, conditions or
limitations on a member’s certificate shall take effect immediately despite any appeal
and any other Act. 2007, c. 10, Sched. M, s. 51.
72 Applications for reinstatement
(1) A person whose certificate of registration has been revoked or suspended as a
result of disciplinary or incapacity proceedings may apply in writing to the Registrar
to have a new certificate issued or the suspension removed. 1991,
c. 18, Sched. 2, s. 72 (1).
Time of application, sexual abuse cases
(3) An application under subsection (1), in relation to a revocation for sexual abuse
of a patient, shall not be made earlier than,
(a) five years after the date on which the certificate of registration was revoked; or
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(b) six months after a decision has been made in a previous application under
subsection (1). 2007, c. 10, Sched. M, s. 52.
Notice where complainant
(4) The Registrar shall give the complainant in the original proceeding notice of an
application under subsection (1). 2007, c. 10, Sched. M, s. 52.
Reasons for reinstatement
(5) The person making the application under subsection (1) shall provide reasons
why the certificate should be issued or the suspension be removed. 2007, c. 10,
Sched. M, s. 52.
Referral to Committee
73. (1) The Registrar shall refer the application, if the revocation or suspension was
on the grounds of,
(a) professional misconduct or incompetence, to the Discipline Committee; or
(b) incapacity, to the Fitness to Practise Committee.
Hearings
(2) The chair of a committee to which an application is referred shall select a panel
from among the members of the committee to hold a hearing of the application.
Order
(5) A panel may, after a hearing, make an order doing any one or more of the
following:
1. Directing the Registrar to issue a certificate of registration to the applicant.
2. Directing the Registrar to remove the suspension of the applicant’s certificate of
registration.
3. Directing the Registrar to impose specified terms, conditions and limitations on
the applicant’s certificate of registration. 1991, c. 18, Sched. 2, s. 73 (1-5).
Limitation for sexual abuse cases
(5.1) A panel may not make an order directing that the Registrar issue a new
certificate of registration to an applicant whose certificate had been revoked for
sexual abuse of a patient unless the prescribed conditions are met. 1993, c. 37, s. 19.
Decision
(6) A panel that held a hearing of an application shall give its decision and reasons
in writing to the applicant and the Registrar. 1991, c. 18, Sched. 2, s. 73 (6).
74 Orders without hearing
(1) The Council or Executive Committee may, without a hearing, with respect to a
person whose certificate of registration has been revoked or suspended as a result of
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disciplinary or incapacity proceedings, make an order doing any one or more of the
following:
1. Directing the Registrar to issue a new certificate of registration to the applicant.
2. Directing the Registrar to remove the suspension of the applicant’s certificate of
registration.
3. Directing the Registrar to impose specified terms, conditions and limitations on
the applicant’s certificate of registration if an order is made under paragraph 1 or 2.
1991, c. 18, Sched. 2, s. 74.
Limitation
(2) This section does not apply with respect to a revocation for sexual abuse of a
patient. 1993, c. 37, s. 20.
Emergencies
75 (2) The Registrar may appoint an investigator if,
(a) the Registrar believes on reasonable and probable grounds that the conduct of
the member exposes or is likely to expose his or her patients to harm or injury, and
that the investigator should be appointed immediately; and
(b) there is not time to seek approval from the Inquiries, Complaints and Reports
Committee. 2007, c. 10, Sched. M, s. 53.
Report
(3) Where an investigator has been appointed under subsection (2), the Registrar
shall report the appointment of the investigator to the Inquiries, Complaints and
Reports Committee within five days. 2007, c. 10, Sched. M, s. 53.
Entries and searches
77. (1) A justice of the peace may, on the application of the investigator made
without notice, issue a warrant authorizing an investigator to enter and search a
place and examine any document or thing specified in the warrant if the justice
of the peace is satisfied that the investigator has been properly appointed and that
there are reasonable and probable grounds established upon oath for believing that,
(a) the member being investigated has committed an act of professional misconduct
or is incompetent; and
(b) there is something relevant to the investigation at the place. 2007, c. 10, Sched.
M, s. 55.
Minimum requirements for quality assurance program
80.1 A quality assurance program prescribed under section 80 shall include,
(a) continuing education or professional development designed to,
(i) promote continuing competence and continuing quality improvement among
the members,
Note: On a day to be named by proclamation of the Lieutenant Governor, clause (a) is
amended by adding the following subclause:
(i.1) promote interprofessional collaboration,
See: 2009, c. 26, ss. 24 (14), 27 (2).
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(ii) address changes in practice environments, and
(iii) incorporate standards of practice, advances in technology, changes made to
entry to practice competencies and other relevant issues in the discretion of the
Council;
(b) self, peer and practice assessments; and
(c) a mechanism for the College to monitor members’ participation in, and
compliance with, the quality assurance program. 2007, c. 10, Sched. M, s. 58.
84 Patients relations program
(1) The College shall have a patient relations program. 1991, c. 18, Sched. 2, s. 84
(1).
Measures for sexual abuse of patients
(2) The patient relations program must include measures for preventing and dealing
with sexual abuse of patients. 1993, c. 37, s. 22 (1); 2007, c. 10, Sched. M, s. 60 (1).
Same
(3) The measures for preventing and dealing with sexual abuse of patients must
include,
(a) educational requirements for members;
(b) guidelines for the conduct of members with their patients;
(c) training for the College’s staff; and
(d) the provision of information to the public. 1991, c. 18, Sched. 2,
s. 84 (3); 1993, c. 37, s. 22 (2); 2007, c. 10, Sched. M, s. 60 (2).
Report on program
(4) The Council shall give the Health Professions Regulatory Advisory Council a
written report describing the patient relation program and, when changes are made
to the program, a written report describing the changes. 1991, c. 18, Sched. 2, s. 84
(4).
85.1 Reporting by members
(1) A member shall file a report in accordance with section 85.3 if the member has
reasonable grounds, obtained in the course of practising the profession, to believe
that another member of the same or a different College has sexually abused a
patient.
If name not known
(2) A member is not required to file a report if the member does not know the name
of the member who would be the subject of the report.
If information from a patient
(3) If a member is required to file a report because of reasonable grounds obtained
from one of the member’s patients, the member shall use his or her best efforts to
advise the patient of the requirement to file the report before doing so. 1993, c. 37,
s. 23.
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85.2 Reporting by facilities
(1) A person who operates a facility where one or more members practise shall file
a report in accordance with section 85.3 if the person has reasonable grounds to
believe that a member who practises at the facility is incompetent, incapacitated, or
has sexually abused a patient. 1993, c. 37, s. 23; 2007, c. 10, Sched. M, s. 61.
When non-individuals have reasonable grounds
(2) For the purposes of subsection (1), a person who operates a facility but who is
not an individual shall be deemed to have reasonable grounds if the individual who
is responsible for the operation of the facility has reasonable grounds. 1993, c. 37, s.
23.
If name not known
(3) A person who operates a facility is not required to file a report if the person does
not know the name of the member who would be the subject of the report. 1993, c.
37, s. 23.
85.3 Requirements if required reports
(1) A report required under section 85.1 or 85.2 must be filed in writing with the
Registrar of the College of the member who is the subject of the report. 1993, c. 37,
s. 23.
Timing of report
(2) The report must be filed within 30 days after the obligation to report arises
unless the person who is required to file the report has reasonable grounds to believe
that the member will continue to sexually abuse the patient or will sexually abuse
other patients, or that the incompetence or the incapacity of the member is likely
to expose a patient to harm or injury and there is urgent need for intervention, in
which case the report must be filed forthwith. 2007, c. 10, Sched. M, s. 62 (1).
Contents of report
(3) The report must contain,
(a) the name of the person filing the report;
(b) the name of the member who is the subject of the report;
(c) an explanation of the alleged sexual abuse, incompetence or incapacity;
(d) if the grounds of the person filing the report are related to a particular patient
of the member who is the subject of the report, the name of that patient, subject to
subsection (4). 1993, c. 37, s. 23; 2007, c. 10, Sched. M, s. 62 (2).
Patients not named without consent
(4) The name of a patient who may have been sexually abused must not be
included in a report unless the patient, or if the patient is incapable, the patient’s
representative, consents in writing to the inclusion of the patient’s name. 1993, c.
37, s. 23.

Appendix F: Relevant Sections of the RHPA and the Procedural Code

271

If reporter providing psychotherapy
(5) If a member who is required to file a report under section 85.1 is providing
psychotherapy to the member who would be the subject of the report, the report
must also contain the opinion of the member filing the report, if he or she is able to
form one, as to whether or not the member who is the subject of the report is likely
to sexually abuse patients in the future. 1993, c. 37, s. 23.
85.6 Immunity for reports
No action or other proceeding shall be instituted against a person for filing a report
in good faith under section 85.1, 85.2, 85.4 or 85.5. 1993, c. 37, s. 23.
85.7 Funding provided by College
(1) There shall be a program, established by the College, to provide funding for
therapy and counselling for persons who, while patients, were sexually abused by
members. 1993, c. 37, s. 23.
Funding governed by regulations
(2) The funding shall be provided in accordance with the regulations made under
the Regulated Health Professions Act, 1991. 1993, c. 37, s. 23.
Administration
(3) The Patient Relations Committee shall administer the program. 1993, c. 37, s. 23.
Eligibility
(4) A person is eligible for funding only if,
(a) there is a finding by a panel of the Discipline Committee that the person, while a
patient, was sexually abused by a member; or
(b) the alternative requirements prescribed in the regulations made by the Council
are satisfied. 1993, c. 37, s. 23.
Effect of appeal
(5) A person’s eligibility for funding under clause (4) (a) is not affected by an appeal
from the panel’s finding. 1993, c. 37, s. 23.
No assessment
(6) A person is not required to undergo a psychological or other assessment before
receiving funding. 1993, c. 37, s. 23.
Choice of therapist or counsellor
(7) A person who is eligible for funding is entitled to choose any therapist or
counsellor, subject to the following restrictions:
1. The therapist or counsellor must not be a person to whom the eligible person has
any family relationship.
2. The therapist or counsellor must not be a person who, to the College’s knowledge,
has at any time or in any jurisdiction been found guilty of professional misconduct
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of a sexual nature or been found civilly or criminally liable for an act of a similar
nature.
3. If the therapist or counsellor is not a member of a regulated health profession,
the College may require the person to sign a document indicating that he or she
understands that the therapist or counsellor is not subject to professional discipline.
1993, c. 37, s. 23.
Payment
(8) Funding shall be paid only to the therapist or counsellor chosen by the person.
1993, c. 37, s. 23.
Use of funding
(9) Funding shall be used only to pay for therapy or counselling and shall not be
applied directly or indirectly for any other purpose. 1993, c. 37, s. 23.
Same
(10) Funding may be used to pay for therapy or counselling that was provided at any
time after the sexual abuse took place. 2007, c. 10, Sched. M, s. 64.
Other coverage
(11) The funding that is provided to a person shall be reduced by the amount that
the Ontario Health Insurance Plan or a private insurer is required to pay for therapy
or counselling for the person during the period of time during which funding may
be provided for him or her under the program. 1993, c. 37, s. 23.
Right of recovery
(12) The College is entitled to recover from the member, in a proceeding brought in
a court of competent jurisdiction, money paid in accordance with this section for
therapy or counselling for an eligible person referred to in clause (4) (a). 1993, c. 37,
s. 23.
Person not required to testify
(13) The eligible person shall not be required to appear or testify in the proceeding.
1993, c. 37, s. 23.
Professional, fiduciary and ethical obligations to patients
85.11 (1) The professional, fiduciary and ethical obligations of a member to a person
on whose behalf the member is practising a health profession,
(a) are not diminished by the fact that the member is practising through a health
profession corporation; and
(b) apply equally to the corporation and to its directors, officers, shareholders, agents
and employees. 2000, c. 42, Sched., s. 37; 2001, c. 8, s. 221 (1).
87 Court Orders
The College may apply to the Superior Court of Justice for an order directing a
person to comply with a provision of the health profession Act, this Code, the
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Regulated Health Professions Act, 1991, the regulations under those Acts or the bylaws made under clause 94 (1) (l.2), (l.3) (s), (t), (t.1), (t.2), (v), (w) or (y). 1991, c. 18,
Sched. 2, s. 87; 1998, c. 18, Sched. G, s. 20; 2000, c. 42, Sched.,
s. 38; 2001, c. 8, s. 224; 2006, c. 19, Sched. C, s. 1 (1).
93 Offences
(1) Every person who contravenes an order made under subsection 7 (3) or section
45 or 47, or who contravenes subsection 76 (3), 82 (2) or (3), 85.2 (1), 85.5 (1) or (2)
or 85.14 (2) or section 92.1 is guilty of an offence and on conviction is liable,
(a) in the case of an individual to a fine of not more than $25,000 for a first offence
and not more than $50,000 for a second or subsequent offence; or
(b) in the case of a corporation to a fine of not more than $50,000 for a first offence
and not more than $200,000 for a second or subsequent offence. 2007, c. 10, Sched.
M, s. 72; 2009, c. 26, s. 24 (17).
95 Regulations
(1) Subject to the approval of the Lieutenant Governor in Council and with prior
review of the Minister, the Council may make regulations,
(0.a) providing that the spousal exception in subsection 1 (5) applies in respect of
the College;
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Appendix G:
Re-Vision: Zero Tolerance Implemented
Rationale
There are numerous related sections of the RHPA that articulate components
of the Ontario policy for zero tolerance of sexual abuse of patients. However,
the RHPA still allows for broad areas of discretion to colleges in their
interpretation of applying the law in sexual abuse cases. In May and June of
2015, the task force hosted two roundtables with invited legal experts who
have represented organizations and individuals involved in a wide range of
cases and a wide range of perspectives on policy issues related to the sexual
abuse provisions of the RHPA. For a list of the distinguished individuals, to
whom we are grateful, and who participated in these roundtables on the law,
please see Appendix E.
The task force appreciates that we need to be clear as to why we recommend
major changes to the RHPA that, if accepted, will result in Ontario patients
no longer taking complaints of sexual abuse to the individual regulatory
health colleges, depending on the professional affiliation of the regulated
health professional facing sexual abuse allegations. In the democratic
process, law and policy reviews often utilize freedom of expression to
welcome thoughtful critiques and peer-reviewed analysis by legal scholars,
with the reasonable expectation that examples be given to support
conclusions that differ from conclusions reached in the cases under review,
be they decisions made by judges on the Supreme Court of Canada or
members of a quasi-judicial tribunal. The task force undertook to explain, by
way of a recent college decision, the significance of decisions where a college
panel accepted facts of sexualized acts that can be found in s. 51 of the
RHPA Code, but diverted their decision away from the mandatory revocation
required by s.51, in certain specific circumstances. For greater clarity, relevant
excerpts of s. 51 state:
Professional misconduct
(1) A panel shall find that a member has committed an act of professional
misconduct if, …
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b.1) the member has sexually abused a patient;
….
(5) If a panel finds a member has committed an act of professional
misconduct by sexually abusing a patient, the panel shall do the following
in addition to anything else the panel may do under subsection (2):
1.

Reprimand the member.

2.

Revoke the member’s certificate of registration if the sexual
abuse consisted of, or included, any of the following,
i. sexual intercourse,
ii. genital to genital, genital to anal, oral to genital, or oral to anal
contact,
iii. masturbation of the member by, or in the presence of, the patient,
iv. masturbation of the patient by the member,
v. encouragement of the patient by the member to masturbate in the
presence of the member. 1993, c. 37, s. 14 (3). [emphasis added]

With the assistance of our legal counsel, the task force invited a panel of
experts from the academy (professors of law or medicine) and from the Bar
of Ontario (including practitioners who have represented regulated health
professionals as well as patients and regulatory colleges in individual cases
and related policy issues) to review a number of actual decisions in which
we saw a gap between the wording in the RHPA and the interpretation and
application of that wording by the colleges in some sexual abuse complaints
by patients. Of several such cases, the roundtable participants chose to
review the decision below. The critical analysis in this Appendix to the task
force report is based on acceptance of the agreed upon facts in the case. This
‘Re-Vision’ demonstrates what could have been possible within the current
RHPA, linking relevant sections of the RHPA that could have been applied to
uphold the zero tolerance of sexual abuse standard, and pointing out how
the college panel in this case chose to interpret the RHPA in ways that did
not result in mandatory revocation and therefore did not uphold Ontario’s
zero tolerance standard.
A review of the discipline decisions issued by various regulated health
colleges over the past ten years or so revealed that some health professionals
found to have committed sexualized acts that could be interpreted to come
within the RHPA definition of sexual abuse, have not had their licences to
practice revoked. In fact, in some cases, the ICRC exercised its discretion and
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declined to send complaints under s. 51(1)(b.1) (sexual abuse of a patient)
of the Health Professions Procedural Code (the “Code”), instead directing
the complaint to be heard on the basis of the allegations constituting
disgraceful, dishonourable or unprofessional conduct. In the latter situation,
section 51(5)2, which mandates revocation of a health professional’s licence
to practice where sexual abuse of a patient as described by that provision has
been proven, cannot be applied by the discipline committee. Even in cases
where the committee’s findings of fact indicate that acts of the respondent
health professional come within the list detailed in section 51(5)2, the ICRC
direction has the effect of diverting the case from mandatory revocation.
The task force is gravely concerned that discretion is being exercised in
college processes that result in diversion from mandatory revocation in cases
where that acts of sexual exploitation are clearly identified in the RHPA and
its Code. Consistent with the public policy objective of zero tolerance, an
actual case will be explored in which a physician’s certificate was suspended,
rather than revoked, notwithstanding the finding that he engaged in serious
sexual abuse of a person he had recently assessed for mental health issues in
a hospital context.1
The analysis of this case, here in Appendix G, helps to demonstrate the gaps
in the Code which have, at least in part, hampered the fulfillment of the
public policy objective of zero tolerance under Ontario’s current regulated
health system.
Although substantially different applications of the RHPA result, for the
purpose of this illustration, the findings of fact made by the Discipline Panel
have been adopted in full.

Findings Of The Discipline Committee Of The CPSO
The material findings for purposes of this illustration, as made by the
Discipline Committee (Committee) of the CPSO in College of Physicians and
Surgeons of Ontario v Redhead, 2013 ONCPSD 18 (CanLII) (written reasons
released on May 15, 2013), were as follows:
1. The Complainant lived in the same
her life.

town as Dr. Redhead all of

2.
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3. Her family doctor, who was in the same medical office as Dr.
Redhead, was sexually abusing her. (This misconduct was the subject
of a separate discipline proceeding resulting in the family physician
losing his license pursuant to section 51(5) of the Health Professions
Procedural Code.)2
4. This same family doctor facilitated an introduction of the
Complainant to Dr. Redhead for potential sexual contact, to the
knowledge of Dr. Redhead.
5. Dr. Redhead admitted that he treated the Complainant on several
occasions in November and December 2006 when he was on call for
the emergency department of the local hospital.
6. November 11, 2006 was the first time that Dr. Redhead had
professional contact with the Complainant. This contact was by
telephone when the Complainant was admitted to the emergency
department
. As
a result of this telephone consultation, Dr. Redhead ordered
medication for the Complainant
. The Complainant was then discharged from the
emergency department on the same date.
7. The second time Dr. Redhead had professional contact with the
Complainant was on November 12, 2006 again in the emergency
department. Dr. Redhead asked the Complainant and her aunt to
pick up Chinese food for him, which they did. He then conducted an
assessment of the complainant
. The Complainant was then discharged from the hospital.
8. The third professional contact occurred later in the evening of
November 12, 2006. Dr. Redhead admitted the Complainant to the
care of her family doctor. Dr. Redhead assessed the Complainant
. On this occasion,
Dr. Redhead spent 30 minutes assessing the Complainant.
9. The complainant remained in the hospital until November 27, 2006.
The medical records indicated that Dr. Redhead was officially charged
with the complainant’s care on November 24 in the absence of her
family doctor, though he did not see her again during the course of
this hospital admission.
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10. The fourth professional contact with the Complainant was in person
on December 27, 2006. The Complainant was admitted
. Dr. Redhead assessed the
Complainant in the evening. Following the assessment, Dr. Redhead
ordered
medication for the Complainant and she
was discharged home later that evening.
11. The fifth professional contact with the Complainant was on
December 28, 2006. The Complainant was admitted to hospital
after being seen by Dr. Redhead in the emergency department. Dr.
Redhead sent her home to get her things and then she was admitted
as an in-patient approximately 2 hours later to the hospital. The
emergency department record for this admission indicates that
Dr. Redhead dictated notes of the history which the Complainant
provided, as well as of her physical examination of her at that time.

.
12. The sixth professional contact with the Complainant was on
December 29, 2006, at the hospital. Dr. Redhead made a note of the
complainant’s behaviour in the hospital chart.
13. On December 30, 2006, Dr. Redhead wrote an order for the
Complainant’s medication to be decreased in the hospital.
Specifically, he made a note to decrease the complainant’s

.

14. Dr. Redhead was in a doctor-patient relationship with the
Complainant during the course of her hospital admissions between
November and December 2006.
15. A finding of credibility was made against Dr. Redhead on the issue
of his claim that he did not realize he had treated the complainant,
when he committed the impugned sexual acts.
16. Dr. Redhead saw the Complainant in January 2007, approximately 2
weeks after providing a
assessment of her and having
engaged in “significant therapeutic interventions” with her in the
hospital, and recognized her as having been the patient from the
hospital.
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17. Dr. Redhead had assessed the complainant at the hospital for,
amongst other things,
.
18. The sexualized conduct by Dr. Redhead ended about 3 months after it
started, as a result of Dr. Redhead’s wife learning of it. Implicit in this
finding was the fact that Dr. Redhead unilaterally ended the sexual
relationship.
19. The Committee found that the Complainant was easily manipulated
and that Dr. Redhead attempted to deflect blame from himself onto
the Complainant after his wife discovered the impugned sexual acts.
20. The family doctor coerced the Complainant to writing a letter to the
College drafted by the family doctor, falsely denying that she and he
had been in a sexual relationship. The Committee relied on this event
as evidence of the Complainant’s vulnerability to her doctor.
21. Dr. Redhead may have engaged in sexual intercourse with the
Complainant during the same period as he provided, free of charge,
medication,
, and money. In any event,
the Committee found it was immaterial whether the
was
provided during the same time as the sex acts or two weeks after the
sex acts stopped. [p. 27]
22. The Committee found that Dr. Redhead was aware of the
Complainant’s
vulnerabilities and was having
problems emotionally coping with her life at the outset of the
impugned sex acts.
23. The Committee found that Dr. Redhead’s relationship with the
Complainant “was not a relationship between peers. The giving of
gifts by Dr. Redhead to someone who he knew had such problems,
served only to deepen her dependence on him and thus exploited her
vulnerability and augmented the power imbalance between them.”
24. In its Decision and Reasons on Penalty, the Discipline Committee
found that the Complainant was treated by Dr. Redhead

Dr. Redhead’s five attendances on [the Complainant] within a short
period of time included significant exploration of her
circumstances. Dr.
Redhead twice admitted her to hospital, attended her there, and
repeatedly assessed her
. Although his care for her
was not continuous and other physicians were involved in it, Dr.
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Redhead engaged in significant therapeutic interventions with
[the Complainant]. 11 [emphasis added]
25. The Committee ordered Dr. Redhead to appear before the panel
to be reprimanded, directed the registrar to suspend his certificate
of registration for a period of 5 months, required Dr. Redhead,
at his own expense to successfully complete College facilitated
instruction in professionalism/ethics and ordered Dr. Redhead to
pay reduced costs to the College in the sum of $25,000 reflecting
what the Committee characterized as divided success as the College
was unsuccessful in proving "sexual abuse11 • The Committee found
instead that Dr. Redhead committed conduct which was disgraceful,
dishonourable and unprofessional, which, accordingly, did not attract
mandatory revocation of his licence in light of its finding that the
Complainant was not a "patient11 at the time of the serious sex acts
committed by Dr. Redhead against her.

Analysis: Zero Tolerance Not Implemented
1. The starting point of the Committee's analysis was its observation

that, as there is no definition of "patient11 in the Health Professions
Procedural Code, "it is up to the Committee to apply its expertise in
considering all the facts and circumstances in order to determine
whether a complainant who was having a sexual "relationship11 was
also a patient of the health care professional. 11

2. The Committee found that the Complainant was not Dr. Redhead's
patient at the time of the impugned sexual acts because Dr. Redhead
had ostensibly not provided any medical treatment at a time
concurrent with the sexual acts. The provision of
, following the hospital admissions, were considered by the
Committee to be in the nature of incidental treatment whether or not
they were provided during the time Dr. Redhead was having sex with
the Complainant, ostensibly as that term was used by the Court of
Appeal in Leering,3 since the provision of this medication was deemed
by the Committee to be "minor in nature or casual11 within the
context of the impugned sexual acts.
3. However, the Committee adopted a narrow interpretation of
"incidental11 • The Court of Appeal, in Leering, was examining the
concept of minor or isolated emergency medical treatment of a
spouse in the context of a pre-existing spousal relationship. In the

Redhead case, the provision of an
flowed from a
clear doctor/patient treatment relationship which commenced at
the hospital. In fact, it was Dr. Redhead who prescribed Efflexor to
the Complainant while treating her at the hospital. In any event,
the Complainant was not Dr. Redhead’s spouse. Indeed, there was
no pre-existing (personal) relationship between Dr. Redhead and the
Complainant prior to her admissions to the hospital.
4. Furthermore, by providing medication to the Complainant, which
medication was a necessary component of her medical treatment
arising from the hospitalizations, Dr. Redhead extended his doctorpatient treating relationship with the Complainant concurrent with
the impugned sexual acts. This fact alone was enough to bring the
case squarely within the scope of section 51(5) of the Code, attracting
mandatory revocation of his licence to practice medicine. The fact
that Dr. Redhead provided the medication free of charge, during the
same time as his sexualized behaviours with the Complainant makes
the doctor/patient relationship even more insidious and reminiscent
of the Supreme Court of Canada’s landmark doctor/patient (exchange
of drugs for sex) sexual abuse case of Norberg v. Wynrib [[1992] 2 SCR
226] in which the Supreme Court of Canada found that a patient
could not consent to sex with her doctor where that sex was in
exchange for drugs to feed her addiction.
5. In addition, the Committee did not take into consideration the
nature of the pre-existing doctor-patient relationship but rather
focused, apparently exclusively, on the duration Dr. Redhead’s
ostensible formal medical treatment of the Complainant. In doing so,
the Committee failed to
a) address the nature of the power and authority that a doctor
has over his patient, as is implicit in the status-based fiduciary
relationship which exists between doctors and their patients
(imposing a strict duty of loyalty on the physician to not engage
in activity which will harm the patient, in favour of his own
sexual gratification interests),
b) acknowledge the importance of the impact of such sex acts
by doctors on the public trust and integrity of the health care
profession, and
c) recognize the ongoing coercive influence a doctor can have on
a vulnerable patient, even after the formal “termination” of the
doctor/patient relationship.
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6. The Committee also apparently placed little weight on the College
of Physician and Surgeon’s own policy, entitled Physician-Patient
“Dating” (1992) (the “Policy”) which was in place at the time of
the impugned sex acts. This policy stipulates that, in general,
physicians should not have any sexualized form of contact with
a former patient for a period of one year following the date of the
last professional contact with the patient, even if the physician has
formally terminated the professional relationship. The Policy further
stipulates that in some instances, it may never be appropriate for a
post termination sexual relationship to develop, but that, on the
other hand, it may sometimes be unnecessary to wait for one year
before a sexual relationship can develop, for example, in the case
of an emergency room physician who has treated a patient on one
occasion. Implicit in this Policy is the recognition by the College of
Physicians and Surgeons of Ontario that a doctor can have a coercive
influence and ongoing effective authority over a former patient.
The Committee reasoned that the Policy was only a guideline and
its application would depend on the particular circumstances of the
physician/patient relationship. The Committee did not provide any
analysis on the likely ongoing authority and influence Dr. Redhead
exercised over the Complainant by virtue of his position as not only a
doctor, but as the Complainant’s doctor over the course of her various
hospitalizations for
assessment and treatment.
7. The Committee failed to recognize that the “significant therapeutic
intervention” by Dr. Redhead was a hospital/institutionalized
setting in which the Complainant was particularly vulnerable
and emotionally fragile and dependent upon for her emergency
psychiatric in-patient care. By analogy to the Committee’s decision,
would sexual acts committed by a health professional within weeks
following the release of a patient from a short term admission in a
residential health care facility (like an addictions centre)also fall short
of sexual abuse of a patient thereby attracting a lesser penalty than
mandatory revocation under the Code? Is this consistent with the
zero tolerance public policy objective enshrined by the Legislature in
the Code? The answer is an emphatic “no”.
8. Various courts and tribunals, along with the medical profession, have
recognized that the power and authority held by a health professional
over a patient, particularly one engaged in psychotherapeutic
treatment, continues to survive past the formal termination of a
patient relationship. This is consistent with the fiduciary nature of
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the health professional/patient relationship. For example, in Re Seitz,
2002 CanLII 49662 (Manitoba College of Physicians and Surgeons),
the Committee found as follows:
“The physician/patient relationship is a fiduciary relationship.
It is based on trust. The patient reposes trust and confidence in
the physician and the physician assumes responsibility for the
relationship because the physician holds the more powerful
position in the relationship. The physician is obligated to act
in the best interests of the patient and to use the therapeutic
relationship to further those interests. Not be used to further the
physician’s own interests.
It is not acceptable to terminate a physician/patient relationship
with the intent of engaging in a sexual relationship. The
physician’s ethical obligation not to exploit the physician/
patient relationship for the physician’s personal advantage applies
whenever a physician considers a termination of the physician/
patient relationship to pursue a personal relationship. Where a
physician/patient relationship is terminated with the intent of
entering a personal relationship, the physician is accountable for
any exploitation.”
9. The Ontario Court of Appeal in R v. Matheson (1999 CanLII 3719)
upheld the criminal conviction of a psychologist who had sexual
intercourse with 2 patients. In the context of that decision, the Court
of Appeal cited various passages from the Supreme Court of Canada’s
landmark decision in Norberg v Wynrib including the following
passage (from McLachlin J., as she then was):
“I think it readily apparent that the doctor-patient relationship
shares the peculiar hallmark of the fiduciary relationship — trust,
the trust of a person with inferior power that another person who
has assumed superior power and responsibility will exercise that
power for his or her good and only for his or her good and in his
or her best interests.”
10. The Court of Appeal in R v. Matheson also cited R. v Audet4 [1996]
2 SCR 171, 1996 CanLII 198 (SCC) by analogy. In Audet, a teacher
sexually assaulted a former student. In setting aside the acquittal
and entering a conviction, the Supreme Court of Canada recognized
that the accused’s position of authority as a teacher survived the
termination of the teacher/student relationship, and thus any
ostensible consent was vitiated/negated by virtue of the finding
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that the teacher coerced consent through the improper exercise of
his authority as the student’s former teacher. In Audet the Supreme
Court of Canada found that in the vast majority of cases a teacher
has authority over students because of the important role which
society has entrusted in them to discharge. This finding easily
applies, by analogy, to the important societal role vested in its health
professionals over patients, and therefore, by analogy, over former
patients.
11. In Mussani v. College of Physicians and Surgeons of Ontario 2004 CanLII
48653, the Ontario Court of Appeal, relying on the Final Report of the
Task Force on Sexual Abuse of Patients, commissioned by The College
of Physicians and Surgeons of Ontario (1991 Task Force Report) and
the subsequent adoption of the zero tolerance policy reflected in the
RHPA and the Code, stated the following:
“The Task Force found ample evidence that sexual abuse by
physicians was a serious societal problem….Its recommendations
for zero tolerance and mandatory revocation were founded upon a
number of important findings and factors. Principal among these
were the following:
a) the general vulnerability of patients in such relationships;
b) the power imbalance that almost invariably exists in favor of
the practitioner, thus facilitating easy invasion of the patient’s
sexual boundaries;
c) the privileged position of doctors in society, based on their
education, status and access to resources;
d) the breach of trust entailed in such conduct by physicians;
e) the serious, long-term injury to the victim, both physical and
emotional, that results from the sexual abuse, including the
harmful effects on future care caused by the victim’s inability
to place her trust in other doctors and caregivers;
f) that sexual abuse tarnishes public trust in the entire
profession;
g) the results of an historical review by the Task Force of
sanctioning decisions by the College’s discipline committee
and the Divisional Court, which demonstrated a leniency that
reflected “a profound non-appreciation of the harm done to
victims”; and,
h) the significant risk of recidivism by abusers, enhanced
effectiveness of rehabilitation measures and previous
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restrictions on doctor’s practices in providing protection
against the re-occurrence of abuse.”[para 20-22]
12. In Norberg v Wynrib, [1992] McLachlin J. (as she then was), recognized
that the hallmarks of a fiduciary relationship exist in doctor/patient
relationships, and that a doctor’s fiduciary duty to act in the best
health related interests of his patient, and to avoid preferring his
own sexual gratification interests over the interests of his patient, is
paramount. McLachlin J. also cited with approval extensively from
the 1991 Task Force Report in the course of her analysis. McLachlin J.
found:
Recognizing the fiduciary nature of the doctor-patient relationship
provides the law with an analytic model by which physicians can
be held to the high standards of dealing with their patients which
the trust accorded them requires. [p. 272]5
13. In short, the discipline committee failed to recognize the inherently
fiduciary character of Dr. Redhead arising presumptively by virtue of
his status as a doctor in relation to the Complainant. The discipline
committee thereby failed to recognize the ongoing authority and
influence which Dr. Redhead exercised over the Complainant,
subsequent to the technical termination of the doctor/patient
relationship, continuing to give
medication to
the Complainant enhanced his influence as a doctor beyond the
Complainant’s hospitalization.
14. The findings of fact of the discipline committee, when applied to the
existing jurisprudence, and the significant body of clinical literature
including the well-known phenomenon of transference, supported a
conclusion that the significant power, authority, influence and trust
vested in a physician/patient relationship persists beyond the formal
termination of medical treatment. The admitted sexual abuse of the
Complainant constituted an abuse of the power and authority over
the Complainant which Dr. Redhead gained when the Complainant
was in the hospital and under his medical care. Dr. Redhead used his
knowledge of the Complainant’s vulnerabilities to his advantage in
procuring sexual acts for his personal pleasure which were not in the
Complainant’s best health related interests.
15. In this review, it is the opinion of the task force that, based on
the accepted findings of fact in this case by the CPSO discipline
committee, the acts of sexual exploitation to which the doctor
admitted can be found in the mandatory revocation section of the
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RHPA Code and it was open to the committee to use its discretion to
find that a sufficient patient/physician relationship existed as to bring
this case within the mandatory revocation provisions of the law. A
finding that Dr. Redhead committed sexual abuse against his former
patient, resulting in the mandatory revocation of his certificate
(rather than a 5 month suspension), would have upheld the zero
tolerance policy reflected by the Regulated Health Professions Act and
the Code, carried out the College’s mandate of protection of the
public, and enhanced patient safety from sexual abuse by physicians
and other health professionals. It would also have preserved the
integrity of the health profession and the public trust inherent in the
privilege of self-regulation.
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Appendix H:
Samples of Media Coverage,
December 2014–December 2015
Date

Title

December 16,
2014

Protecting the Safety
and Well-Being of
Ontario Patients:
Province to Conduct
Review of Regulated
Health Professions Act,
1991

Ontario
Newsroom

Ministry of
Health and
Long-Term
Care

http://news.ontario.ca/
mohltc/en/2014/12/
protecting-the-safety-andwell-being-of-ontariopatients.html

December 16,
2014

New Minister’s Task
Force to Review
Legislation to Prevent
Sexual Abuse of
Patients

Ontario
Newsroom

Ministry of
Health and
Long-Term
Care

http://news.ontario.ca/
mohltc/en/2014/12/
new-ministers-task-forceto-review-legislation-toprevent-sexual-abuse-ofpatients.html

January 14,
2015

Ontario Is
Re-examining the Law
that Allows Doctors to
Practice After Sexually
Assaulting Their
Patients

Vice

Emma Paling

http://www.vice.com/
en_ca/read/ontario-is-reexamining-the-law-thatallows-doctors-to-practiceafter-sexually-assaultingtheir-patients-273

January 22,
2015

Ex-Sick Kids doc
loses licence over
misconduct including
sexual impropriety

Toronto Sun

Michele
Mandel

http://www.torontosun.
com/2015/01/22/
ex-sick-kids-doc-loseslicence-over-misconductincluding-sexualimpropriety

January 26,
2015

Allegations of sexual
assault dropped
against Hamilton
psychiatrist

Toronto Star

Laura
Armstrong

http://www.thestar.
com/life/health_
wellness/2015/01/26/
allegations-of-sexualassault-dropped-againsthamilton-psychiatrist.html

February 2,
2015

College of Physicians
spreads word about
doctor misconduct—
just not to police

Toronto Star

Laura
Armstrong

http://www.thestar.
com/life/health_
wellness/2015/02/02/
college-of-physiciansspreads-word-aboutdoctor-misconduct-justnot-to-police.html
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Date

Title

February 19,
2015

Dr. Mohamed Salih
Izzeldin faces five sex
assault counts

London Free
Press

Randy
Richmond

http://www.lfpress.
com/2015/02/19/drmohamed-salih-izzeldinfaces-five-sex-assaultcounts

February 27,
2015

Windsor doctor
charged with sexual
assault

Windsor Star

Trevor
Wilhelm

http://blogs.windsorstar.
com/news/windsordoctor-charged-withsexual-assault

February 28,
2015

’Backroom deals’ keep
problem MDs out of
the public eye

Toronto Star

Theresa
Boyle

http://www.thestar.com/
news/gta/2015/02/28/
backroom-deals-keepproblem-mds-out-of-thepublic-eye.html

March 30,
2015

Anger of doctor’s sexassault victim shows
through at latest
hearing: Porter

Toronto Star

Catherine
Porter

http://www.thestar.com/
news/world/2015/03/30/
anger-of-doctors-sexassault-victim-showsthrough-at-latest-hearingporter.html

April 9, 2015

Plastic surgeon invokes
Charter in appealing
sexual abuse ruling

OurWindsor.ca

Jacques
Gallant

http://www.ourwindsor.
ca/news-story/5548819plastic-surgeon-invokescharter-in-appealingsexual-abuse-ruling/

April 13, 2015

College of Physicians
slow to censure silent
bystanders: Porter

Toronto Star

Catherine
Porter

http://www.thestar.com/
news/world/2015/04/13/
college-of-physiciansslow-to-censure-silentbystanders-porter.html

April 14, 2015

MD gets revoked
license back after court
ruling on sex-assault
case

Toronto Star

Laura
Armstrong

http://www.thestar.com/
news/gta/2015/04/14/
md-gets-revoked-licenceback-after-court-rulingon-sex-assault-case.html

April 15,
2015

Cobourg chiropractor
loses licence

Northumberland Today

Cecilia
Nasmith

http://www.
northumberlandtoday.
com/2015/04/15/
cobourg-chiropractorloses-licence

April 17,
2015

No legal
representation for
victims of assault by
Ontario doctors

Toronto Star

Catherine
Porter

http://www.thestar.com/
news/insight/2015/04/17/
no-legal-representationfor-victims-of-assault-byontario-doctors.html

May 4, 2015

Burlington doctor
admits to sexual abuse

Toronto Star

Marco
Chown Oved

http://www.thestar.com/
news/gta/2015/05/04/
burlington-doctor-admitsto-sexual-abuse.html
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May 7, 2015

Doctor’s license
revoked for sleeping
with 3 patients

Toronto Star

Marco
Chown Oved

http://www.thestar.com/
news/gta/2015/05/07/
doctors-licence-revokedfor-sleeping-with-3patients.html

May 11, 2015

Windsor psychiatrist
Ravi Shenava
faces more patient
allegations of sexual
assault

Windsor Star

Sarah
Sacheli

http://blogs.windsorstar.
com/news/windsorpsychiatrist-ravi-shenavafaces-more-patientallegations-of-sexual-assault

May 12, 2015

Consent merits more
talk

London Free
Press

Jonathan
Sher

http://www.lfpress.
com/2015/05/12/consentmerits-more-talk

May 28, 2015

Western University
doctor abused sex
assault victim, says
Ontario College
of Physicians and
Surgeons

London Free
Press

Jonathan
Sher

http://www.lfpress.
com/2015/05/28/mdabused-sex-assault-victimsays-regulator

June 2, 2015

Physicians’ watchdog
loosens reins on
secrecy

Toronto Star

Theresa
Boyle

http://www.pressreader.
com/canada/toronto-star/
20150602/
281479275022003/
TextView

June 2, 2015

Sex assault hearings
a surreal merry-goround: Porter

Toronto Star

Catherine
Porter

http://www.thestar.
com/life/health_
wellness/2015/06/02/
sex-assault-hearings-asurreal-merry-go-roundporter.html

June 3, 2015

The Spectator’s View:
College of physicians
opts for transparency

Hamilton
Spectator

Howard
Elliott

http://www.thespec.com/
opinion-story/5657003the-spectator-s-viewcollege-of-physiciansopts-for-transparency/

June 3, 2015

Complaint of sexual
nature against doctor
revived—again

Toronto Star

Jacques
Gallant

http://www.thestar.com/
news/gta/2015/06/03/
complaint-of-sexualnature-against-doctorrevived-again.html

June 4, 2015

College of Physicians
and Surgeons of
Ontario charges
Dr. Douglas Brooks
of professional
misconduct

Sault Star

Jeffrey
Ougler

http://www.saultstar.
com/2015/06/04/
college-of-physicianand-surgeons-of-ontariocharges-dr-douglasbrooks-of-professionalmisconduct

July 16, 2015

Doctors group will pay
unlimited funds to
fight sex abuse claims

CBC News

Robert Jones

http://www.cbc.ca/news/
canada/new-brunswick/
doctors-group-willpay-unlimited-fundsto-fight-sex-abuseclaims-1 3154324
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July 20, 2015

Toronto doctor found
guilty of sex abuse of
four patients

Toronto Star

July 23, 2015

Patients come first

Toronto Star

September
22, 2015

Barrie dermatologist
being investigated by
college

October 4,
2015

Author

Link

Jacques
Gallant

http://www.thestar.com/
news/gta/2015/07/20/
toronto-doctor-foundguilty-of-sex-abuse-offour-patients.html

The Barrie
Examiner

Cheryl
Browne

http://www.
thebarrieexaminer.
com/2015/09/22/barriedermatologist-beinginvestigated-by-college

Sex consensual
but pharmacist’s
licence loss ruled
constitutional

The Hamilton
Spectator

Colin Perkel

http://www.thespec.com/
news-story/5930031sex-consensual-butpharmacist-s-licence-lossruled-constitutional/

October 5,
2015

Area doctor sexually
abused four female
patient, College
of Physicians and
Surgeons finds

Ottawa Citizen

Don Butler

http://ottawacitizen.com/
news/local-news/areadoctor-sexually-abusedfour-female-patientscollege-of-physiciansand-surgeons-finds

October 6,
2015

College of physicians
and surgeons shares
information with
police about MDs'
alleged criminal acts

Ottawa Citizen

Don Butler

http://ottawacitizen.
com/news/local-news/
college-of-physiciansand-surgeons-forwardingdiscipline-decisions-topolice

October 6,
2015

Doc fondled me
at Sick Kids in '60s,
woman tells trial

Toronto Sun

Sam Pazzano

http://www.torontosun.
com/2015/10/06/docfondled-me-at-sick-kidswoman-tells-trial

October 21,
2015

Ottawa doctor who
sexually abused
patients barred from
seeing female clients
alone: College

National Post

Don Butler

http://news.nationalpost.
com/news/canada/
ottawa-doctor-whosexually-abused-patientsbarred-from-seeingfemale-clients-alonecollege

October 21,
2015

Government body
revokes licence of area
doctor who sexually
abused four patients

Ottawa Citizen

Don Butler

http://ottawacitizen.
com/news/local-news/
government-bodyrevokes-licence-ofdoctors-who-sexuallyabused-patients

October 29,
2015

Eye doctor receives
public reprimand

The Kingston
Whig-Standard

Steph
Crosier

http://www.thewhig.
com/2015/10/29/eyedoctor-receives-publicreprimand
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November
12, 2015

Health practitioner
faces sex rap

The Toronto
Sun

November
18, 2015

Doc denies allegations
dermatologist faces
lose of licence and
sexual assault charges

The Barrie
Examiner

November
25, 2015

Disciplinary hearing
on hold for doctor

The Barrie
Examiner

November
28, 2015

The high cost of OB/
GYN mistakes in
Ontario

Toronto Star

Robert Cribb,
Theresa
Boyle, Emma
Jarratt
Harriet

http://www.thestar.com/
news/canada/2015/11/28/
the-high-cost-of-obgynmistakes-in-ontario.html

November
30, 2015

Psychiatrist’s decades
of sex transgressions
over

Toronto Star

Tara
Deschamps

http://www.thestar.com/
news/gta/2015/11/30/
psychiatrists-decades-ofsex-transgressions-over.
html

December 2,
2015

London doc finally
loses licence

London Free
Press

Jane Sims

http://www.lfpress.
com/2015/12/02/londondoc-finally-loses-licence

December 9,
2015

Unlicensed therapist
found guilty

Daily Observer
(Pembroke)
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Appendix I:
Acronyms
ACE: Advocacy Centre for the Elderly
CLEO: Community Legal Education Ontario
CMPA: Canadian Medical Protective Association
CNO: College of Nurses of Ontario
COFM: Council of Ontario Faculties of Medicine
CPO: College of Psychologists of Ontario
CPSO: College of Physicians and Surgeons of Ontario
CSO: Civil society organizations
COU: Council of Ontario Universities
ECFAA: Excellent Care for All Act
ED: Emergency department
EFPO: Education of Future Physicians of Ontario
HCP: Health care professional
HPARB: Health Professions Appeal and Review Board
HPLR: Health Professions Legislation Review (Ontario)
HPRAC: Health Professions Regulatory Advisory Council
ICRC: Inquiries, Complaints and Reports Committee
LAO: Legal Aid Ontario
LEAF: Women’s Legal Education and Action Fund
METRAC: Metropolitan Action Committee on Violence Against Women and
Children
MLPRP: Medical Liability Protection Reimbursement Program
MOHLTC: Ministry of Health and Long-Term Care
MOU: Memorandum of understanding
MTCU: Ministry of Training, Colleges and Universities
NGO: Non-governmental organization
Appendix I: Acronyms
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OHIP: Ontario Health Insurance Plan
OCRCC: Ontario Coalition of Rape Crisis Centres
OHA: Ontario Hospital Association
OHIP: Ontario Health Insurance Plan
OMA: Ontario Medical Association
ONA: Ontario Nurses Association
OSAPPA: Ontario Safety and Patient Protection Authority
PAC: Public access centre
PGME: Post-graduate medical education
PRC: Patient relations committee
QIP: Quality Improvement Plan
QPSP: Quality and Patient Safety Plan
RCDSO: Royal College of Dental Surgeons of Ontario
RHPA: Regulated Health Professions Act, 1991
ROP: Required Organizational Practices
SA/DVTC: Sexual Assault/Domestic Violence Care and Treatment Centres
SANE: Sexual Assault Nurse Examiner
TDD: Telecommunications device for the deaf
UK: United Kingdom
UN: United Nations
WHO: World Health Organization
YWCA: Young Women’s Christian Association
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Prevention of sexual abuse is about education, education, education
in all the regulated professions, for students and postgraduate
students, plus continuous professional education, and - equally
important- education to the public about what's not acceptable,
and where patients can go for help.
- Dr. Gail Robinson, medical advisor to the task force

Ontario's faculties of medicine recognize the
significant importance of the prevention of sexual
abuse of patients and are fully engaged in delivering
curricula that teaches and enforces professionalism.
I have searched through my lecture notes and
am unable to find the precise lecture during
which we talked about sexual abuse, which
I think speaks to how superficial and not
memorable the discussion was.

- Ontario medical school deans to
the Honourable Dr. Eric Hoskins, June 8, 2015

Ontario medical student
Aboriginal people are reporting asignificant lack of trust in health
care providers and the Ontario health care system. The increased
negative health status and surrounding political and historical
factors have led Aboriginal people to be especially vulnerable in
their encounters with the system.
- Ontario Federation of Indigenous Friendship Centres

The LGBTQ community, especially immigrant and
refugee and transgender community members, face
further barriers of homophobia and lack of hospital
staff trained in gender identity issues. They may fear
reporting for being "outed" or fear other repercussions
from family, community and legal systems.
-Advocate
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