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Introduction: 
 
The College is currently reviewing the issue of physician scope of practice.  As part of this review, the 
College consulted on the current Changing Scope of Practice policy and also asked for comments about 
the concept of scope of practice more broadly.  This public consultation was undertaken from April 4 to 
June 2, 2016. The purpose of this consultation was to inform work related to scope of practice occurring 
at the national level and to obtain stakeholders’ feedback to help ensure that any updates made to the 
policy reflect current practice issues, embody the values and duties of medical professionalism, and are 
consistent with the College’s mandate to protect the public. 
 
Invitations to participate in the consultation were circulated via email to all physician members of the 
CPSO and key stakeholder organizations, as well as individuals who had previously indicated a desire to 
be informed of College consultations. In addition, the other Canadian Medical Regulatory Authorities 
were invited to provide their members with a link to this consultation.1 
 
Feedback was collected via regular mail, email, an online discussion forum, and an online survey. In 
accordance with the College’s posting guidelines, all feedback received through the consultation has 
been posted online. 
 
This report summarizes the stakeholder feedback that was received through the online survey. 
 

Caveats: 
 

139 respondents started the survey (see Table 1 below). Of these, 19 respondents did not complete any 
of the substantive questions2. These respondents were removed from the analysis below, leaving 120 
respondents who either fully or partially3 completed the survey. The results reproduced below capture 
the responses for both complete and partially complete respondents.  
 
Table 1: Survey Status 

 
 
 
 
 

                                                           
1 Though the invitation was extended broadly to all Canadian Medical Regulatory Authorities, the majority of the 
feedback came from stakeholders within Ontario. 
2 These respondents completed only the demographic or ‘warm-up’ questions and dropped out of the survey 
before answering any of the substantive questions. 
3 Respondents who partially completed the survey answered at least one, but not all of the substantive questions 
regarding the current policy. 

Started n=139 

     Complete or partially complete 120 
86% 

      Incomplete 19 
14% 

http://www.cpso.on.ca/Policies-Publications/Policy/Changing-Scope-of-Practice
http://policyconsult.cpso.on.ca/?page_id=8325
http://www.cpso.on.ca/Footer-Pages/The-Consultation-Process-and-Posting-Guidelines


 

2 
 

The purpose of this online survey was to collect feedback from physicians, organizations, and the public 
regarding the current Changing Scope of Practice policy as well as on the issue of scope of practice more 
broadly. Participation in the survey was voluntary and one of a few ways in which feedback could be 
provided. As such, no attempt has been made to ensure that the sample is representative of the larger 
physician, organization or public populations, and no statistical analyses have been conducted.  
 
The quantitative data shown below are complete and the number of respondents who answered each 
question is provided. Figures are rounded to the nearest whole number4.   
 
The qualitative data captured below are a summary of the general themes or ideas conveyed through 
the open-ended feedback. 
 
Respondent Profile: 
 
Table 2: Respondents 
 

Do you live in… n=120 

Ontario 110 
92% 

Rest of Canada 6 
5 % 

 
Outside of Canada 
 

3 

3% 

Prefer Not to Say 1 
1% 

 
Table 3: Respondents (cont’d) 
 

If living outside Ontario, which province do you live in… n=6 

British Columbia 1 
17% 

Alberta 1 
17% 

Manitoba 
1 

17% 

Québec 3 
50% 

 
As shown in Tables 2 and 3, nearly all respondents were located in Ontario (92%) with only 6 
respondents living in the rest of Canada (5%) and 3 residing outside of Canada (3%).  One respondent 
preferred not to say which jurisdiction they were from.  
 

                                                           
4 Due to rounding, percentages may not always appear to add up to 100%. 

http://www.cpso.on.ca/Policies-Publications/Policy/Changing-Scope-of-Practice
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As shown in Table 3, of those respondents living within Canada but outside of Ontario, there was 1 
respondent living in British Columbia (17%), 1 respondent living in Alberta (17%), 1 respondent living in 
Manitoba (17%) and 3 respondents living in Québec (50%). 
 
Table 4: Respondents (cont’d) 

Are you a....? n=120 

Physician 120 
100% 

Member of the Public 0 
0% 

Other health care professional (e.g. nurse, pharmacist) 0 
0% 

Prefer not to say 0 
0% 

 
All of the respondents identified themselves as physicians (100%). (see Table 4)  
 
The survey was divided into 2 sections. The first section posed general questions about scope of practice 
while the second section posed questions related to the CPSO’s Changing Scope of Practice policy. 
 
Scope of Practice Questions - General: 
 

Q1. “Many organizations have an interest in understanding physician scope of practice (i.e. what a 
doctor is doing in their practice).  As such, a variety of organizations collect this information for 
various purposes, using different methods.  Please state your level of support for a single mechanism 
to collect this information, and manage its use, with full consideration of confidentiality and privacy.”  
 

As reported in Figure 1 below, a majority of respondents supported5 a single mechanism to collect scope 
of practice information (70%).  17% of respondents were neutral on this concept and a minority of 
respondents (13%) were opposed6 to this concept.   
 
Figure 1: Single Mechanism to Collect Scope of Practice Information                                        

 Base: n=120 

                                                           
5 The number of respondents reported to have “supported” in each preamble include both those who “strongly 
support” and those who “somewhat support”. Complete data are reported in the figures following each question. 
6 The number of respondents reported to have “opposed” in each preamble include both those who “strongly 
oppose” and those who “somewhat oppose”. Complete data are reported in the figures following each question. 

37% 33% 17% 9% 4% 

There should be a
single mechanism
to collect scope of

practice
information.

Strongly support Somewhat support Neutral Somewhat oppose Strongly oppose
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Open ended feedback regarding the level of support for a single mechanism to collect and manage 
scope of practice information was received from 37 respondents. A sampling of the key feedback is set 
out below:  

• A number of respondents were supportive of consolidating scope of practice 
information and indicated that a single mechanism:  

o is more reliable; 
o would provide important information for planning and would help policy 

decision-makers identify what services or specialities are needed in the 
community; 

o can help with regulatory functions like peer reviews, quality assurance, and 
change of scope processes; 

o can provide accurate information to the public, inform patients about 
physician qualifications, and generally protect patients; 

o is helpful for group statistics, databases and planning; and  
o is an important measure of transparency, accountability and quality 

assurance. 
• One respondent supported a single mechanism but was uncomfortable if many 

organizations could obtain physician information as it can be misinterpreted.  
• One respondent indicated that it is necessary for hospitals and regulatory bodies to 

have information about a physician’s scope of practice, but others should require 
express consent. 

• It was also suggested that this mechanism must be fair, fully transparent, 
accountable, and comprehensive.  

• Other respondents expressed concern that: 
o privacy, confidentiality and security cannot be guaranteed; 
o industry will be able to access information regarding prescribing practices; 
o increased regulation will create a barrier to evolving scope of practice and; 

physicians will become increasingly “locked in” to a scope of practice; 
o it would be difficult to define accurately especially in terms the public could 

understand; 
o centrally managing physician information about a physician’s performance 

does nothing to protect the public; 
o every organization has its own lens for examining data, and therefore 

determines what date to collect- one source would reduce the usefulness; 
and 

o CPSO is already doing this. 
• Some respondents wondered what organization would be responsible for collecting 

scope of practice information and another indicated that significant input would be 
required from other organizations which have a stake and expertise in the area of 
practice (ie College of Family Physicians to determine scope of Family Practice). One 
indicated that this task should be entrusted to the provincial colleges provided there 
is consistency. 
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Q2. “Collecting information about physicians’ scopes of practice (e.g. the types of patients a physician 
cares for, procedures performed, treatments provided, etc.) is undertaken by many regulatory 
colleges and used for a variety of activities such as selecting assessors for quality assurance activities.  
This information, de-identified and aggregated, in a national database, could be valuable to many 
healthcare initiatives such as health human resource planning and physician continuing professional 
development and planning. How valuable do you think a national database containing aggregate 
information about physicians’ scopes of practice would be?”  

The majority of respondents thought that a national database containing aggregate scope of practice 
information would be valuable or very valuable (70%).  11% of respondents thought a national database 
would have average value and 11% of respondents thought a national database would have limited or 
no value.  9% of respondents were unsure or didn’t know whether a national database would be 
valuable or not. (see Figure 2) 
 
Figure 2: Value of a National Database 
 

 
Base: n=112 
 
Q3. “If you were asked to define your own scope of practice, how difficult would this be for you?” 
 
A majority of respondents were of the view that it would be very easy or easy to define their own scope 
of practice (60%). 16% of respondents were of the view that it would be difficult or very difficult to 
define their own scope of practice and 16% were neutral with respect to this question. (see Figure 3) 
 
Figure 3: Defining Your Own Scope of Practice

       Base: n=112 
 
Open-ended feedback regarding the ease in which a physician would be able to define their own scope 
of practice was received from 43 respondents.  A sampling of key feedback included the following: 
 

29% 41% 11% 7% 4% 9% 

How valuable do you think a
national database containing
aggregate information about
physicians' scopes of practice

would be?

Very valuable Valuable Average Value Limited Value Not Valuable Don't Know/Not Sure

20% 40% 16% 13% 3% 
How difficult would it be for you to
define your own scope of practice?

Very easy Easy Neutral Difficult Very Diificult
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• Some respondents said that it is difficult for them to define their scope of practice for the 
following reasons: 

o Scope of practice changes slightly with each placement when working as a locum; 
o Infrequent but emergent procedures are difficult to predict when defining scope of 

practice;  
o When nearing retirement professional activities changed from regular clinic work to 

teaching and medico-legal expert activities; 
o A family practitioner does a bit of everything; 
o Scope of practice is very dynamic and constantly changing depending on continuing 

medical education; 
o Services provided overlap with specialist treatments, as well as other healthcare 

practitioners; 
o Services provided have evolved and changed over the years;   
o Physician has been an early adopter and routinely introduces new and innovative 

procedures into their practice. 
 

• Some respondents said it would be easy for them to define their scope of practice for the 
following reasons: 

o They know the services they provide; 
o They are practising in the field that they were trained in and keep updated via CFPC 

accredited programs; 
o They practise within a Royal College sub-specialty certificate;  
o Specialists have a fairly narrow scope of practice; 
o It is easy to say how many patients are seen, what services are offered, and future 

plans; 
o They have a paid a salary and have a defined job description; 
o They were trained in a culture and environment where scope of practice considerations 

were explicit and open during training, with constant supervision and mentorship 
regarding limitations of scope of practice; 

o They have been in practice for a long time; 
o The department they belong to often discusses what they do and the need for clear 

definitions regarding scope of practice. 
• One respondent stated that an objective way to define scope of practice would be to review the 

International Classification of Disease (ICD) codes used in visits, assuming the one used in billing 
is the primary/most frequent code. 

Q4. “Scope of practice can be described in many ways. Please state your level of agreement or 
disagreement with the following statements related to scope of practice.” 

The majority of respondents agreed with all of the statements related to scope of practice contained in 
Figure 4. (see Figure 4) 
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64% 

43% 

50% 

36% 

60% 

53% 

41% 

34% 

44% 

29% 

43% 

46% 

50% 

36% 

42% 

53% 

51% 

33% 

4% 

9% 

10% 

11% 

12% 

5% 

5% 

8% 

A physician's scope of practice evolves over a practice
lifetime.

A physician's scope of practice is unique to each
physician.

A physician's scope of practice is determined in part
by training.

A physician's scope of practice is determined in part
by certification.

A physician's scope of practice is determined in part
by experience.

A physician's scope of practice is influenced by the
continuing professional development activities that a

physician completes throught their career.

Scope of practice is influenced by the releative
amount of time physicians spend practising within a

specific area.

Exernal factors like systems issues, resources, and
payment systems impact a physician's scope of

practice.

Non-clinical work (e.g. administration, research) is
part of a physician's scope of practice.

Strongly agree Somewhat agree Neither agree nor disagree Somewhat disagree Strongly disagree

Figure 4: Describing Scope of Practice 

Base: n=107 

Open ended feedback regarding the elements of scope of practice identified above was received from 
13 respondents.  Key feedback is set out below: 

• Some respondents identified other factors to take into consideration with respect to a 
physician’s scope of practice, including: 

o characteristics of the group they work with;  

Note: results <4% not labelled. 
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o a physician’s capability to meet patient care needs; and 
o patient need, practice type/location and regional resources/needs. 

• One respondent stated that new therapeutic modalities are viewed by some as a change in 
practice but not by others. 

• Another respondent stated that consideration must be given to physicians who work in isolated, 
rural areas where they are called to do things for which they have not been trained but which 
need to be attended to. 

• One respondent questioned why administrative work would be considered part of a physician’s 
scope of practice and another stated that administration is a part of everyone's job. 

• One respondent stated that experience is the most important player in scope as this is also 
training.  

Q5. “What other factors influence a physician’s scope of practice?” 
 
103 respondents answered this open-ended question.  A sampling of the feedback regarding other 
factors that respondents believe influence a physician’s scopes of practice are listed below:  
 

• Illness 
• Injury 
• Moving 
• Children/ family 
• Life-style choices  
• Clinical demands 
• Colleagues / departmental issues 
• Remuneration 
• Location 
• Needs of community 
• Presence/availability of other providers and system supports  
• Patient access to services and wealth   
• Physician’s personal interest 
• Languages spoken/written 
• Culture 
• Physical and mental ability to complete medical tasks 
• Financial implications of receiving additional and ongoing training 
• Regulatory barriers  
• Professional goals 
• If hospital based, scope of practice is also determined by resources ( or lack of resources) the 

hospital has or is willing to obtain 
• Evolving technologies 
• Age and or changes in physical abilities 
• Pressure from patients e.g. demands for specialized and hard to obtain services from those who 

should be providing it 
• Education, training, experience, ongoing CME, clinical exposure, practice environment 
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Q6. “What is your specialty or subspecialty?” 
 
103 respondents answered this open-ended question.  A sampling of the responses is set out below:  
 
Internal Medicine Geriatrics 

 
Clinical Immunology and 
Allergy 
 

Anesthesiology and Pain 
Medicine  

Family Medicine 
 

Respirology 
 

Pathology 
 

Psychiatry 
 

General Practitioner, 
practising in 
psychotherapy 
 

Emergency Medicine, 
Family Medicine and 
Pain Medicine 
 

Neurology 
 

Emergency Medicine/ 
Pain Medicine/Sports 
Medicine 
 

General Practitioner 
 

Otolaryngology Endocrinology and 
Metabolism 

Anesthesiology 
 

Dermatology 
 

Physical Medicine and 
Rehabilitation  
 

Radiology 
 

Cardiology 
 

 
Q7. “Are there any examples of common changes of scope within your specialty? If so, what are they? 
 
101 respondents answered this open-ended question.  A sampling of the feedback with respect to 
examples of respondent’s views of common changes of scope within their practice area or specialty is 
listed below: 
 

• Anesthesiology: pain management has evolved over the last decade to the point where 
ultrasound guided regional anaesthesia is very commonplace. 

• Anesthesiology: Between pediatric and adult anesthesiology; between sub-specialties and 
general anesthesiology; between general anaesthesiology and chronic pain practice. 

• Anatomical Pathology: switching from academic (sub-specialty practice) to community (general 
pathology) and vice versa. 

• Cardiac Anesthesiology: physicians who decide to work in areas that are related to anesthesia, 
but not necessarily the predominant component of the specialty e.g. pain medicine, critical care, 
hyperbaric medicine, etc. 

• Cardiology: shift to non-invasive cardiology and office based practice. 
• Critical Care Medicine: new procedures including point of care ultrasound, critical care follow-up 

clinics, palliative care. 
• Dermatology: seeing cosmetic vs. medical patients 
• Diagnostic Radiology:  doing newer procedures such as cardiac CT and MR. 
• Emergency Medicine: new procedures e.g. bedside ultrasound; emergency medicine physicians 

evolve to scopes of practice that are office based as they get older. 
• Endocrinology: academic based to community based practice; treatment of transgender 

patients; weight loss programs. 
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• Family Medicine:  
o beginning (or resuming) or stopping (or pausing) any of the following activities: small 

office skin procedures (biopsy, etc.); gynecological procedures (IUD, biopsy); joint 
injections; practicing in walk-in or urgent care clinics; hospitalist work; cosmetic skin 
procedures, including botox; 

o changing to only doing cosmetic procedures or vasectomies; 
o obstetrics, care to the elderly, psychiatric care; 
o international health and infectious diseases; 
o mental health counselling, patient education; 
o palliative care, chronic pain, anaesthesia; 
o emergency medicine, obstetrics, anaesthesia; 
o psychotherapy, travel medicine, occupational medicine, practicing as a coroner; 
o sports medicine, working in marijuana clinics. 

• Infectious disease specialist doing clinical trial design: a move to a different institution or private 
corporation usually requires at least a small change in scope. 

• Internal Medicine: focus on addictions, cardiovascular risk, critical care. 
• Neurology: use of clinical neuropsychology, botox injections for spasticity or for headaches, 

change of location, having more administrative responsibilities. 
• Ophthalmology: surgical to non-surgical, medical retina, refractive surgery, glaucoma surgery, 

pediatric surgery, eyelid/oculoplastic surgery, uveitis. 
• Otolaryngology-Head and Neck Cancer surgery: procedures using new technology, new surgical 

procedures/approaches using conventional technology. 
• Pediatrics: age limits for seeing patients (e.g. maximum age). 
• Psychiatry: in consultation psychiatry there is a trend towards sub-specialization e.g. Psychiatric 

Oncology or Transplant Psychiatry. 
• Radiology: reading a modality if one has never learned this before e.g. MRI.   

 
Q8. “An evolution in practice may be characterized by the gradual development or progression of a 
physician’s practice within a certain area in keeping with the direction of the specialty. Based on the 
description of “evolution of practice” from above, do you think your scope of practice has evolved 
over time?” 
 
The majority of respondents indicated that their scope of practice has evolved over time (75%) (see 
Table 5).  22% of physicians who responded to this question did not think that their scope of practice 
had evolved over time.  3% of physicians who answered this question did not know or were unsure as to 
whether their scope of practice had evolved over time. 
 

Table 5: 
Do you think your scope of practice has evolved over time? 
 n=101 

Yes 76 
75% 

No 22 
22% 

Don’t Know / Not Sure 3 
3% 
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Q9: “How has your scope of practice evolved over time?” 
 
73 respondents answered this open-ended question.  A sampling of the feedback regarding the ways in 
which respondents’ scopes of practice have evolved over time is listed below: 
 

• Practicing in emergency medicine to palliative care to geriatrics with underlying family practice 
overall and evolved to administrative and teaching in many of these areas; 

• Increase of administrative responsibilities; 
• Change from Anaesthesia to chronic pain management;  
• Change in patient demographics (age, diversity); 
• Change from practicing as a general practitioner with a specific age demographic to a broadened 

practice that included all ages- then left general practice and focussed on psychotherapy; 
• From obstetrics to shared care with OB/Gyn to practicing in family counselling; 
• From hospital-based emergency medicine to urgent care medicine to chronic pain and sports 

medicine; 
• From cardiac anesthesia to critical care medicine;  
• From Family Medicine to Emergency Medicine and Critical Care Medicine; 
• Using new technologies and doing new procedures;  
• From General Practitioner to Sports Medicine to Emergency Medicine to Complementary 

Medicine; 
• Provide prenatal care until patients get appointments with an obstetrician and practice 

psychiatry until patients are booked with psychiatrists. 
 
Q10. “What has influenced the evolution of your scope of practice?” 
  
72 respondents answered this open-ended question.  A sampling of the feedback with respect to what 
has influenced the evolution of a respondent’s scope of practice is listed below: 
 

• Opportunity; 
• Interests, patient needs; 
• Experience, training; 
• Type of referrals; 
• Government policy, changes in private insurance coverage; 
• Continuing medical education, seminars, formal certified training programs; 
• Location changes; 
• Lifestyle choices, increased patient appreciation; 
• Remuneration; 
• Changing practice guidelines; 
• Practice demographics; 
• More colleagues to help, new information in the literature, new equipment and training; 
• New hires into the profession with different training; 
• Aging; 
• Evolution of specialties; 
• Departmental practice changes; 
• Change in available technology; 
• Change in patient and family expectations; 
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• Ability to compete for research grants; interest in clinical trials. 
 
Q11. “Are there changes to one’s scope of practice that can be classified as an evolution in practice 
instead of a significant change in practice? If so, please provide examples of scenarios that are 
classified as an evolution in practice instead of a significant change in practice?” 
 
96 respondents answered this open-ended question.  A sampling of the feedback with respect to 
examples of change in scope that can be classified as an evolution in practice instead of a significant 
change in practice is listed below: 
 

• Changing from psychodynamic psychotherapy to short term dynamic therapy or to 
psychoanalysis; 

• Adding on small procedures; 
• Change in patient population; 
• Growing old with patients; 
• Subcutaneous immunotherapy to sublingual; 
• Focusing on one area of practice where the person already has training; 
• Greater interest in women’s health promotion and diabetes care; 
• Use of general psychiatry knowledge to do medical-legal work and to review files for insurance 

companies; 
• Emergency to urgent care medicine; 
• Use of new technologies / treatments; 
• Family physicians moving to urban or rural areas, doing nursing home work, hospital work, 

addictions, geriatrics; 
• Moving to a new community and changing practice patterns; 
• Adding a new procedure which builds on previous skills is an evolution whereas a surgical 

specialty changing form open to endovascular would be a significant change in scope of practice; 
• Evolution: do more of the same but include ancillary tests: molecular, genetics, 

immunohistochemistry; change in practice: begin to do your own aspiration biopsies, do clinical 
consultations for skin lesions; 

• Focus on certain age groups, gender or diseases; 
• Going to full time or focused area of one’s previous practice is more of an evolution than a 

change in scope of practice eg. Counselling, walk-in, hospital medicine or palliative care when 
one was always involved. Going from GP to anaesthesia or psychiatry is a definite change; 

• Adding small procedures, change in population e.g. moving to a downtown community with 
more socioeconomically disadvantaged patients from a more suburban location. 

 
Q12. “What are the factors that would suggest a physician has significantly changed their practice 
instead of having undergone an evolution in practice?” 
 
95 respondents answered this open-ended question.  A sampling of the feedback with respect to the 
factors that suggest a physician has significantly changed their scope of practice instead of having 
undergone an evolution in practice is listed below: 
 

• Changing from practicing psychotherapy to primarily using medication and/or cognitive 
behaviour therapy; 
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• Adding a type of practice that is typically part of a 1+ training years, e.g. obstetrics or 
anaesthesia; 

• Different billing codes, different work setting; 
• Performing procedures where physician has not received training or does not have experience; 
• Anaesthesia to outpatient pain clinic; 
• Actively pursuing a change vs. evolving on demand by patient; 
• No longer practising in specialty or area of medical expertise; 
• Changing to another discipline totally unrelated to original specialty; 
• Getting referrals from other physicians relating to new skill being practised; 
• Location change, especially urban to rural practice; change from academic to private practice; 

changes in group practice, where members ‘subspecialize”; 
• Performing surgical procedures that are unrelated to the procedures previously performed; 
• Training background and practice characteristics: if both match, practice is an evolution, if they 

don’t then there has been a significant change; 
• A specialist taking on generalist functions or functions of another specialty, and the reverse – a 

generalist taking on specialist functions that were not within their original scope of practice; 
• Something that is chosen instead of something that develops over time; 
• A move to an area of medical practice that would not be considered within the typical scope of 

that type of physician; 
• Clear focus on a single area – e.g. methadone clinics; warts, etc. 

 
Q11. “If a physician has narrowed their scope of practice would you consider that to be a significant 
change of scope, or an evolution of practice? Please explain.” 
 
94 respondents answered this open-ended question.   
 
The majority of respondents who answered this question consider narrowing a scope of practice to be 
an evolution of practice instead of a significant change of scope.  Some of the reasons provided include: 

• no additional training is involved; 
• there is nothing new added; 
• this is still practising within the same specialty; 
• no new areas of treatment are being offered; 
• this is about refining skills rather than adding new ones. 

 
Other physicians thought that narrowing a scope of practice could be both a significant change of scope 
and an evolution of practice and that this is dependent on certain factors.  These respondents provided 
the following feedback:  

• depends upon how narrow and for how long; 
• depends on if the scope has become more specialized in an area and if that involves loss of skill 

in other areas; 
• slowing down as approaching retirement is an evolution but giving up a significant skill is a 

change in scope; 
• depends on the particulars of the situation- if a family doctor ceases to deliver babies or focuses 

on the care of elderly or women’s health, then this is an evolution; if the physician does nothing 
but methadone maintenance or chronic pain management then it is a change in scope of 
practice. 
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Some physicians thought that narrowing a scope of practice was a significant change in scope of 
practice.  The reasons given by these respondents included the following: 

• physicians are using more specialized procedures; 
• physician is not maintaining familiarity with the whole field of specialty; 
• if retraining is required. 

 
Q12. “Has your scope of practice significantly changed over time?”  
 
As reported in Figure 5 below, respondents were almost evenly split between those who have 
significantly changed their scope of practice over time and those who have not (49% responded yes, 
44% responded no, 7% were unsure). 
 
Figure 5: Significant Change in Scope 

 
Base: n=94 
 
Q13. “What factors motivated you to significantly change your scope of practice?”  
 
45 respondents provided open ended feedback on the factors that motivated them to significantly 
change their scope of practice.  Some of the key factors are set out below: 

• Physician health and aging; 
• Lifestyle- work life balance, fatigue, remuneration; 
• Interest, boredom, personal growth; 
• Re-location; 
• Community/patient needs (ie. aging patients); 
• Workplace demands (hospital / university) and lack of resources (lack of OR time and hospital 

funding); 
• External demands (administrative and teaching responsibilities); 
• Political/system issues; 
• Employment opportunity; 
• Move from academia to community practice; 
• Experience and knowledge; 
• Felt unappreciated in field (general practice); 
• Desire to practice at a higher level of proficiency. 

 
 
 

49% 44% 7% 

Has your scope of
practice

significantly
changed over

time?

Yes No I don't know
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Q14. “What steps did you take to effect this significant change in scope?”  
 
45 respondents provided open ended feedback regarding the steps they took to affect their significant 
change in scope of practice.  Many respondents indicated that they used continuing professional 
development to effect this change.  One respondent indicated that they did not do anything specific to 
effect this change. Some of the other key responses are set out below: 
 

• Certification; 
• Education (ie. a Masters degree); 
• Training and examination through Royal College of Physicians and Surgeons of Canada; 
• Reading; 
• Dedicated more time to that scope; 
• Supervision; 
• Mentorship/preceptorship/shadowing ; 
• Peer review; 
• Support from peers/networking with specialists in the field; 
• College’s changing scope of practice process; 
• Cut down on the number of patients seen and time worked; 
• Identification of learning needs and creation of learning opportunities to meet these needs; 
• Gradual intake of outside referrals; 
• Obtained new job; 
• Re-located and closed practice; 
• Stopped doing OHIP work; 
• Booked patients in for longer appointments (15-20 minutes). 
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Changing Scope of Practice Policy Review 
 
The following questions specifically address content contained in the College’s Changing Scope of 
Practice policy and responses will inform the College’s review of the current policy.  
 
 
Q15. “The definition of scope of practice set out in the CPSO’s current Changing Scope of Practice 
policy includes the following: A physician’s scope of practice is determined by the patients the 
physician cares for, the procedures performed, the treatments provided, and the practice 
environment. Please indicate whether you agree or disagree with the following elements of the 
current definition:”  
 
As reported in Figure 6 below, most respondents agreed with the elements captured in the definition of 
scope of practice set out in the current policy.  82 % of respondents agreed scope of practice is 
determined by the patients the physician cares for, 91% of respondents agreed scope of practice is 
determined by the procedures performed, 92% of respondents agreed scope of practice is determined 
by the treatments provided, and 81% of respondents agreed scope of practice is determined by the 
environment in which the physician practices. 
 
Figure 6: Definition of Scope of Practice

 
Base: n=100 
 

38% 

46% 

47% 

36% 

44% 

45% 

45% 

45% 

11% 

4% 

15% 

4% 
A physician’s scope of practice is 
determined by the patients the 

physician cares for.  

A physician’s scope of practice is 
determined by the procedures the 

physician performs.  

A physician’s scope of practice is 
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Open-ended feedback regarding the definition of scope of practice set out in the CPSO’s current policy 
was received from a number of respondents.  
 
41 respondents commented on elements of a physician’s scope of practice that are not included in the 
definition but should be. Some of the key suggestions include: 
 

• Experience, education, training, certification, license and continuing professional development 
(CPD); 

• Competence, capabilities, and knowledge; 
• Preferences, interests, aptitudes; 
• Recognition of expertise by peers; 
• Research, administration, advocacy, academic activities; 
• Professional roles; 
• Resources; 
• Geographic location (rural vs. urban); 
• Remuneration  (insured and uninsured); 
• What physicians are not doing- particularly in primary care; 

 
It was also suggested that the definition does not adequately represent the CanMEDS roles and that the 
definition does not take into account a physician’s ability to adapt to a changing environment and 
respond to the needs of patients/communities.  
 
17 respondents provided comments in response to the question about elements of a physician’s scope 
of practice that are included in the definition but should not be. Key comments included: 
 

• Disagreement with the definition as it stands if it is meant to limit a physician’s options or 
opportunities to change practice patterns in the future. It was felt that a physician’s current or 
past scope should not limit what a physician is able to do in the future. 

• Disagreement that practice setting strongly influences scope of practice. It was expressed that 
working in a rural area would not differ from working in a city.   

• A request for clarity on the definition of practice environment and a suggestion that the 
description of practice environment be expanded upon. 

• Agreement that certification is important but must not be relied upon solely. 
• Agreement that the elements of the definition are all appropriate but not comprehensive. 
• Recognition that physicians must be able to be flexible and evolve their practice to care for 

patients and populations as health needs and systems evolve over time.  
 
Q16. “The current Changing Scope of Practice policy requires physicians to report a change in scope to 
the College if they are expanding or changing their area of focus.  Is it also important for the College to 
be aware of physicians who narrow their scope of practice?”  
 
As reported in Figure 7 below, respondents were almost evenly split about whether it is important for 
the College to be aware of physicians who narrow their scope of practice (39% responded yes, 37% 
responded no, 24% responded I don’t know). 
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Figure 7: Reporting Narrowing Scope of Practice 

 
Base: n=100 
 
Open-ended feedback on whether it is also important for the College to be aware of physicians 
narrowing their scope of practice was received from 48 respondents.  
 
Respondents that felt the College should be aware of physicians who have narrowed their scope of 
practice commented that this would be beneficial for the following reasons:  
 

• Regulation; 
• Health and human resource planning; 
• To control and balance need/demand in a community; 
• To identify/be aware of physicians who want to go back to their previous/broad scope ; 
• To assist patients looking for a new GP (this would help identify GPs who are not generalists). 

 
Respondents who did not feel the College must be aware of physicians who have narrowed their scope 
of practice commented that they felt this way for the following reasons: 
 

• Safety is of no concern as narrowing would be within the previous scope and the physician 
would be continuing to do something they have always done; 

• Scope of practice is dynamic and constantly evolving; 
• This would discourage future expansion of care patterns and limit learning new skills; 
• It is possible for physicians to be specialists and generalists and be competent in both areas; 
• Physicians already impose restrictions on themselves based on what they believe is safe; 
• Focusing on a narrow area of practice will increase physician competency in that area;  
• Would not be a very helpful use of time and resources and would generate unnecessary 

paperwork. 

Others indicated that this would be dependent on the type of change and noted that it may be prudent 
to be aware of a narrowed practice if: 
 

• This change took place in a private practice versus an academic setting; 
• This change was related to pain management, methadone, or family doctors practicing in 

cosmetic medicine or dermatology. 

39% 37% 24% 

Is it also important
for the College to

be aware of
physicians who

narrow their scope
of practice?

Yes No I don't know



 

19 
 

 
Q17. “Often physicians who wish to change an aspect of their practice must undergo training in order 
to ensure they are competent to practice within the new area.  Some changes in scope of practice 
would require re-training within the new area while others may not. Please state your level of 
agreement or disagreement with the following statements:”  
 
As reported in Figure 8 below, respondents were generally divided about what types of changes in scope 
of practice require re-training.  More respondents felt that re-training would not be required when a 
physician was narrowing their scope of practice (64%) and when a physician was working in a different 
geographic setting from that in which they were experienced (61%).  More respondents felt that re-
training would be required for physicians working in a discipline other than the one in which they are 
certified (78%) and performing innovative techniques and procedures that are new to the physician 
(85%). Respondents were generally divided about whether re-training was required when working in a 
different practice setting (30% agreed, 31% were neutral, 39% disagreed) and when treating a 
population that differs from the one the physician is experienced treating (34% agreed, 24% were 
neutral, 42% disagreed). 
  
Figure 8: Changes Requiring Re-training
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Respondents were asked to provide any other examples of changes to a physician’s practice that would 
require re-training that were not captured above.  Open-ended feedback regarding the type of practice 
changes requiring re-training was received from 18 respondents.   
 
Some suggestions for examples of other changes to a physician’s practice that would require re-training 
included: 
 

• Where there were physician health concerns or skill challenges; 
• Innovative techniques or procedures- it was suggested that a general surgeon performing 

laparoscopic cholecystectomies should be considered a change in scope7.  
 
Other respondents expanded on their response above and indicated that changes in certain areas would 
not require re-training. Those respondents indicated that:    
 

• Serving a new geographic area or new populations may not necessarily require re-training; 
• Physicians have a professional responsibility to do the appropriate self-learning and training to 

successfully implement the changes and this is a constant process that happens on the job;  
• Formal re-training is often not required and learning can occur through CPD, peer consultation, 

reading an article, or reviewing a picture; 
• Sometimes, there is no formal training available for a particular/narrow field; 
• Physicians do not need to be overly regulated and should be given a certain amount of flexibility 

and allowed to use judgement and common sense. 
 
Still others indicated that the training required would depend on what the change is. One respondent 
indicated that some techniques can be picked up quickly and other techniques require more extensive 
training. 
 
Q18. “Often physicians who wish to change an aspect of their practice must undergo supervision in 
order to ensure they are competent to practice within the new area. Some changes in scope of 
practice would require supervision within the new area while others may not. Please state your level 
of agreement or disagreement with the following statements:”  
 
As reported in Figure 9 below, respondents were generally divided about what types of changes to 
scope of practice require supervision.  More respondents felt that supervision would not be required 
when a physician was narrowing their scope of practice (72%) and when a physician was working in a 
different geographic setting from that in which they were experienced (62%).  More respondents felt 
that supervision would be required for physicians working in a discipline other than the one in which 
they are certified and trained (77%) and performing innovative techniques and procedures that are new 
to the physician (81%). Respondents were generally divided about whether supervision was required 
when working in a different practice setting (28% agreed, 31% were neutral, 40% disagreed) or treating 
a population that differs from the one the physician is experienced treating (32% agreed, 24% were 
neutral, 44% disagreed). 

                                                           
7 This is an example from the current policy that was identified as not being a change of scope. 
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Figure 9: Changes Requiring Supervision

 
Base: n=91 
 
Open-ended feedback regarding the type of practice changes requiring supervision was received from 
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performed after seeing "how it is done" or attending a course. Direct supervision is not always 
necessary; 

• Supervision is a pejorative term and implies a hierarchal relationship. “Facilitatory coaching” 
may be preferred; 

• A lot would depend on the clinician doing the job. 
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Opinions of the Current Policy: 

The following questions assess respondents’ general opinions of the current policy. As such, the 
questions in this section were only posed to those respondents who indicated that they had read the 
current policy (n=93, or 81% of respondents). 

A majority (81%) of respondents indicated that they had read the current version of the Changing Scope 
of Practice policy (See Table 6). 

Table 6: Read Policy 
Have you read the current version of the 
Changing Scope of Practice policy? n=93 

Yes 75 
81% 

No 18 
19% 

Q19. “We’d like to understand whether the policy is clear. Please indicate whether you agree or 
disagree with each of the following statements:”  

As reported in Figure 10 below, most respondents agreed that the current policy clearly articulates 
physicians’ obligations to report an intention to change scope of practice to the College (86%), that the 
policy is easy to understand (84%), and is clearly written (79%). Most respondents also agreed that the 
policy was well organized (81%), the definition of scope of practice is clear (72%), and that it is clear 
when a significant change in scope occurs (73%). Respondents were more divided about whether it is 
clear when this policy would apply (66%). 
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Figure 10: Clarity
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Open-ended feedback regarding the clarity of the draft policy was received from 26 respondents.  
Respondents suggested that the policy’s clarity could be improved by: 
 

• Updating and providing more examples of change in scope. (It was suggested that 
many physicians changing from general practice to psychotherapy and this should 
be included as an example in the policy.); 

• Clarifying what a significant change in scope would be and at what point the College 
should be notified; 

• Clarifying the difference between an evolution in practice and a change in scope and 
providing examples of what a change in scope would not be; 

• Changing the process for notification to involve an interview instead of an 
application; 

• Addressing the issue of resuming practice in an area in which a physician has 
experience and has been trained, but had not actively practiced for some time; 

• Updating the policy to include reference to self-directed training and the time taken 
to prepare for the change. i.e., number of years of preparation. 

 
Q20. “Is it clear from the current policy that a physician must meet certain expectations before they 
can practise in a new area?” 
 
The majority of respondents indicated that it is clear from the current policy that a physician must meet 
certain expectations before they can practise in a new area (72%). A minority indicated it is not clear 
(12%) or they don’t know (16%). 
 
Figure 11: Clarity of Expectations  

 
Base: n=74 
 
Q21. “Do you feel confident that you know what a significant change in scope of practice would be in 
your practice? 
 
The majority of respondents indicated that they feel confident that they would know what a significant 
change in their scope or practice would be (74%). A minority indicated they do not feel confident (14%) 
or they don’t know (12%). 
 
 
 

72% 12% 16% 

Is it clear from the current policy that
that a physician must meet certain

expectations before they can practise
in a new area?

Yes No I don't know



 

25 
 

Figure 12: Significant change in scope  

 
Base: n=74 
 
Q22. “What tools would assist you in helping to determine whether you have significantly changed 
your scope of practice? 
 
Open-ended feedback regarding tools that would assist physicians in determining whether they have 
significantly changed their scope of practice was received by 73 respondents.  The majority of 
respondents indicated that more examples of significant changes and changes that are not significant 
would be helpful. Respondents also indicated that the following would assist them in determining 
whether a change in their practice was significant: 
 

• Continuing Medical Education; 
• College policy/ better communications from CPSO; 
• Guidelines/examples tailored to each specialty; 
• Definition of area of expertise, field of training, minimum requirements for practice; 
• Assessment of competency by an independent assessor; 
• Clearer definitions; 
• An advisor to speak with at the College (including someone to contact by email); 
• A check-list or questionnaire defining the change: types of patients, nature of practice, location, 

procedures, etc. that would produce an aggregate "score"; 
• Peer review/speaking with a peer, mentors or department chief who is practicing in the same 

area; 
• A Royal College checklist to define all the areas included in a specialty scope of practice; 
• Tools to assist with measurable practice evaluation; and 
• A questionnaire during annual CPSO certification. 

 

Q23. “If you have any additional comments that you have not yet had the opportunity to share, 
please feel free to provide them below, by email or through our online discussion forum.” 

When given the opportunity to provide any feedback respondents had not provided, 16 respondents 
offered a comment. Some of the key comments are set out below: 

• In the field of chronic pain management inadequate teaching in medical school and residency 
training is still the norm. The standard of care is therefore less clear than in other fields of 
medicine.  
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• Any significant change in practice should take into consideration the relativity of the individual 
physician’s prior training and experience. 

• The policy should aim at providing a balance between desire for patient safety and physician 
flexibility of practice. It should not be too restrictive that physicians become fearful to move and 
try anything new.  It would be a disservice to patients if physicians have to go through hurdles to 
move to rural or less desirable areas as it would further increase doctor shortage in remote 
areas. 

• I am strongly against this policy. 
• It is very important to consider the current pathways to licensure when considering scope of 

practice policy. For example, American trained physicians (ACGME) can no longer obtain 
unrestricted licensure. The only element that qualifies an Ontario physician for unrestricted 
licensure is the MCC. This is discriminatory and dangerous. What is the functional difference 
between a physician with an unrestricted independent license and a restricted license to 
practice independently? Once certified, physician scope of practice should be externally defined. 
For example, a psychiatrist with an independent license should still only be restricted to practice 
in the areas in which they are trained and have experience. This differential treatment opens 
the door to dangerous variations in practice and treats practising physicians inequitably. There 
should be consideration of this policy and I would urge council to consider less discriminatory 
classifications of licensure in order to improve quality patient care. 

• The change of scope of practice process was, in my opinion, too lengthy, poorly administered 
and unsatisfactory. 

• MDs should stick to their area of training. I don't think that MD without certification in 
cardiology should be allowed to report or supervise cardiac testing, as they obviously do not 
have adequate training in this area. 

 

 

 

 

 


