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• Determining and promoting key issues of concern for lobbying the Ontario government

• Empowering medical students in grassroots advocacy initiatives

• Educating students on healthcare issues and ways to advocate

• Fostering ongoing collaboration between Ontario’s medical students and health system       

 stakeholders including community and professional organizations, universities, and government

Ways in which we deliver on this mission include:

Represent medical student perspectives on educational, political, and social issues to improve our health and 

medical education systems and the health of Ontarians. 

MISSION 

ONTARIO POLITICAL ADVOCACY 

COMMITTEE 

This past year, OPAC has undergone a variety of changes to better position itself to fulfill its mission. These 

changes include:

Creating a medical student 
advocacy survey to understand the 
advocacy priorities of our members

Highlighting student advocacy 
initiatives from member schools

Developing OMSA Advocacy Awards

Restructuring the organization to support 
grassroots advocacy and strategic 
partnerships

Supporting a self-funded medical student 
Lobby Day

Signing a commitment to collaborate with 
Health Quality Ontario
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5 YEARS STRONG, A NEW DIRECTION PROVIDING VALUE TO STUDENTS 

LOOKING FORWARD 

In addition to continuing the initiatives outlined above, stay tuned for new OMSA initiatives including:

• Director of Representation Live Twitter Chats

• OPAC Letter Writing Day

• OPAC Lecture Series

• A provincial medical student advocacy database

• Continuously evolving grassroots advocacy support
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INITIATIVES BRANCH 
Ottawa

Tharshika Thangarasa: tthan020@uottawa.ca
Sunny Xia:  mxia064@uottawa.ca

Queens

Frances Dang: 12fd1@queensu.ca
Akshay Rajaram: arajaram@qmed.ca

Toronto

Christopher Harper: c.harper@mail.utoronto.ca
Bernard Ho: bernardd.ho@mail.utoronto.ca

McMaster

Nick Parle: nick.parle@medportal.ca
Siobhan Deshauer: siobhan.deshauer@medportal.ca

Western

Omar Gilani: sgilani2018@meds.uwo.ca
Michael-Anthony Ferrato: mferrato2019@meds.uwo.ca

 NOSM
Michelle Taylor: mictaylor@nosm.ca
Kian Madjedi: kmadjedi@nosm.ca

POSITION PAPER & LOBBY DAY BRANCH
Annie Wang: anniem.wang@mail.utoronto.ca
Heather Smith: hesmith@nosm.ca
Vivian Tam: vtam.mac@gmail.com
Daegan Sit: daegansit@gmail.com

SUPPORT BRANCH
Brian Hong: yhong010@uottawa.ca
Austin Yan: ayan049@uottawa.ca
 

DIRECTOR OF REPRESENTATION 
Justin Cottrell: representation@omsa.ca 

CHIEF OUTREACH OFFICER 
Henry Ajzenberg: jajzenberg@qmed.ca

CHIEF POLICY OFFICER 
Danusha Jebanesan: djeba028@uottawa.ca

CHIEF MEDICAL EDITOR  

LEADERSHIP WEEKEND/ LOBBY DAY CO-CHAIRS  
Claudia Frankfurter: claudia.frankfurter@mail.utoronto.ca
Danusha Jebanesan: djeba028@uwo.ca 
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Justin Cottrell

Director of Representation
Western University 
Class of 2017

With a new year upon us, and in a concerted effort to increase and improve 
communication with our membership, I am pleased to provide you this Ontario 
Political Advocacy Committee (OPAC) Representation Update. As the political Political Advocacy Committee (OPAC) Representation Update. As the political 
advocacy body of the Ontario Medical Students Association (OMSA), OPAC has 
been working diligently to advocate on behalf of medical students in the province. 
I hope you find this document informative and valuable to better understand the 
current changes taking place in our healthcare system and as a sign of OMSA’s 
commitment to transparency.

Great strides have been made in strengthening OMSA’s relationship with key 
players including the Ministry of Health and Long Term Care (Ministry) and theplayers including the Ministry of Health and Long Term Care (Ministry) and the
Ontario Medical Association (OMA). Working closely with the Canadian Federation 
of Medical Students (CFMS) and the Professional Association of Residents of 
Ontario (PARO), we have deepened our relationship with the Association of 
Faculties of Medicine of Canada (AFMC) and the Council of Ontario Faculties of 
Medicine (COFM), while forging new partnerships with Health Quality Ontario and 
HealthForceOntario. Continuing our engagement with such a broad group of HealthForceOntario. Continuing our engagement with such a broad group of 
stakeholders is one of many ways that we hope to improve our ability to 
communicate accurate and timely information to you. 

Responding to feedback from previous years, OPAC has restructured its resources Responding to feedback from previous years, OPAC has restructured its resources 
to serve you better. Changes include developing a self-funded Medical Student 
Lobby Day, creating a Medical Student Advocacy Survey, implementing Student 
Advocacy Highlights, and developing OMSA advocacy awards. These changes, 
among others, build a strong foundation that ensures OPAC delivers on its 
mission to represent medical student perspectives. 

The changes outlined above are made possible due to the immense contributions The changes outlined above are made possible due to the immense contributions 
of OPAC Members, OPAC Directors, OMSA Executives, and most importantly, you, 
the medical students of Ontario, for your engagement and ideas. As the Director 
of Representation, I have had the privilege of observing the incredible advocacy 
work occurring daily by medical students in Ontario. This devotion towards the 
wellbeing of our future patients can often go unrecognized, however it is this 
devotion that creates the foundation of medicine as an altruistic and trusted 
profession. Medical students provide a unique viewpoint to many of the issues profession. Medical students provide a unique viewpoint to many of the issues 
affecting our current healthcare system. We can take a fresh and longitudinal 
perspective on current issues, seeking long-term solutions to problems we will 
encounter in our practices. 

Within this update, you will find information regarding the work that is occurring 
within OPAC along with details surrounding provincial health human resource 
planning, the New Graduate Entry Program, and Physician Services Agreement 
negotiations. Rapid change within our healthcare system provides immense negotiations. Rapid change within our healthcare system provides immense 
opportunity to make meaningful, lasting change in our future profession. It’s my 
wish that OMSA can be viewed as a resource to help inform you of this change, 
and to support you in your efforts to contribute to it. 

Warmest Regards,

Justin Cottrell

Letter from the director

OPAC LETTERS
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Henry Ajzenberg
Chief Outreach Officer
Queen University

This year saw a major restructuring of the Ontario Political Advocacy Committee 
(OPAC), including the establishment of the Initiatives Branch. This OPAC 
subcommittee consists of two OPAC representatives from each of Ontario’s 
medical schools and a Chief Outreach Officer who serves as chair. The branch 
reports to the Director of Representation. This year, the Initiatives Branch focused 
on: (1) encouraging medical students to become actively involved in advocacy 
projects, (2) highlighting and engaging existing grassroots advocacy projects to 
promote a culture of advocacy, and (3) strengthening the ability of OPAC to promote a culture of advocacy, and (3) strengthening the ability of OPAC to 
undertake province-wide advocacy projects. 

The Initiatives Branch has sought to make itself the on-the-ground liaison, via its 
reps, between OPAC and each medical school. Initiative Branch representatives 
make themselves available to assist and encourage medical students in their 
various advocacy projects. Representatives can direct students to various OMSA 
resources, trainings, or similar projects going on at other schools. 

Thus far, our group has added an Advocacy Highlight to each bi-weekly OMSA 
Communique. These brief highlights look at a medical student, project, or event 
that is taking place locally at an Ontario medical school. The highlights are then 
posted on the OMSA website. 

In an effort to obtain a more representative picture of what provincial health care In an effort to obtain a more representative picture of what provincial health care 
issues medical students care about, we developed and released the OPAC 
Student Advocacy Survey. This survey was open for the month of January and was 
aggressively promoted by OPAC representatives at each of their schools. The 
results of this survey will be used to provide OPAC direction in regard to Lobby 
Day Ask selection, writing position papers, and deciding on what provincial 
advocacy efforts we should undertake as an organization. 

Upcoming projects include development of a database of ongoing advocacy Upcoming projects include development of a database of ongoing advocacy 
projects at each Ontario medical school, a province-wide Letter Writing Day, and 
an OPAC-driven Lecture Series with local advocacy leaders. 

Henry Ajzenberg

Letter from the chief outreach officer
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Danusha Jebanesan

Chief Policy Officer
Ottawa University

This year our portfolio focused on key issues that pertain to medical students in 
accordance with the OMSA and OPAC mandates. We were interested in 
addressing relevant issues that directly affect medical students as well as the 
broader community using evidence-based approaches. Thus we developed 
position papers focusing on addressing homelessness in Ontario using a Housing 
First Approach, as well as increasing stakeholder engagement in effective health 
human resource planning. Both of these topics were selected because they 
allowed us to explore broader principles embraced by Ontario Medical Students allowed us to explore broader principles embraced by Ontario Medical Students 
of 1) Social Accountability and 2) Stakeholder Engagement. To date, the position 
paper on Addressing Homelessness in Ontario was unanimously passed at the 
OMSA Executive meeting in January 2015 with the following 3 main 
recommendations:

1) The Ontario Government commit a portion of it’s current $10 million 
investment to end housing and homelessness through implementing the Housing 
First model

2) The Ontario Government take a leadership role in advocating for the 
prioritization of homelessness as an issue requiring immediate federation 
attention and sustainable support

3)3) The Ontario government implement a Housing First model in the 2014 
Investment in Affordable Housing (IAH) for Ontario Extension to address the 
needs of the most vulnerable homeless individuals

We hope that the adoption of this paper will provide guidance to support the We hope that the adoption of this paper will provide guidance to support the 
representation of Ontario Medical students in developing a permanent and 
concrete solution to advocate for the health and well being of marginalized 
populations through ending homelessness in Ontario. It is our vision that the 
recommendations put forth by our team will help start the conversation around 
developing a social accountability platform to empower students to advocate for 
the improvement of our health and social systems in an inclusive and 
collaborative fashion.collaborative fashion.

Our second position paper on Effective Health Human Resources Planning 
through increased stakeholder engagement, particularly medical students, is 
currently being drafted in conjunction with the Education Committee, meetings 
with representatives of the HealthForceOntario Marketing and Recruitment 
Agency, and MOHLTC. We hope to use this paper as a foundation for a potential 
ASK for our upcoming Lobby Day. 

Danusha Jebanesan

Letter from the chief policy officer

FEB 2016 OPAC REP UPDATE 6

OPAC LETTERS



MEDIA ENGAGEMENT

RESIDENCY REDUCTIONS 

When OMSA learned of plans to reduce 25 postgraduate year (PGY)-1 

positions in 2016, and 25 PGY-1 positions in 2017, we were determined to 

inform the membership. Based on information we were receiving, we 

were concerned with the focus on reducing positions from the CMG pool, 

and the lack of transparency and consultation in the process. Together 

with the Canadian Federation of Medical Students (CFMS), we drafted a 

communique to highlight these concerns. 

The communique reached 10,000 individuals through the CFMS and The communique reached 10,000 individuals through the CFMS and 

OMSA Facebook pages in less than a week. Medical students and school 

representatives contacted us with concerns about how these reductions

could impact patient care, and about ways to adapt career planning 

accordingly. Unfortunately, since the process of allocating residency positions is not completed until the CaRMS 

match opens, we could not provide concrete answers. In the interim, the Association of Faculties of Medicine of 

Canada (AFMC), CFMS, Federation Medicale Etudiente du Quebec (FMEQ), and OMSA crafted broad 

recommendations for students and encouraged students to apply broadly to R1 programs.

In August, the Toronto Star contacted OMSA for an interview with the Chair and Director of Representation, 

resulting in a front page article exposing the reductions. This was then followed by an article in the Toronto Sun 

and a live interview on CBC radio Ottawa and Sudbury.

Although there was risk inherent in engaging with the media, we believe the reductions required public attention 

to ensure decisions were made in an informed and consultative manner. Subsequent coverage reached all major 

provincial news outlets. OPAC members also received media training and provided customized content to local 

media sources. 

1. Residency positions should be allocated according to the current and future needs of the    

 Canadian population in close consultation with the medical students.

2. Not enough information has been provided to support that these reductions are evidenced   

 based.

3. More efficient information flow is required to ensure that future careers are not       

 jeopardized.

4.4. Medical students in Ontario have a history of advocating for evidence-based health human    

 resource planning.

5. We strongly believe in maintaining adequate opportunities for CMGs to enter the       

 postgraduate medical education system.

Our five key talking points for media appearances:

RESIDENCY REDUCTIONS
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DENISE COLE, ASSISTANT DEPUTY MINISTER OF THE HEALTH 
WORKFORCE PLANNING AND REGULATORY AFFAIRS DIVISION 
MEETING SUMMARY  
On Dec 15, 2015, OMSA members 
met with Denise Cole, Assistant 
Deputy Minister of the Health 
Workforce Planning and 
Regulatory Affairs Division, and 
her team, to discuss the residency 
reductions, the current Health 
Human Resource (HHR) process, Human Resource (HHR) process, 
and opportunities to improve 
communication and 
collaboration. 

BACKGROUND INFORMATION

In 2005, this division (under a 
different name) was created as 
part of the HealthForceOntario 
Strategy to address issues of 
supply, mix, and maldistribution 
of health human resources. This 
has been the focus of the division 
for the past decade, as they have for the past decade, as they have 
worked to increase the provincial 
supply of physicians. With the 
release of the Patients First Action 
Plan in February 2015, the 
division is now looking at 
developing a new strategic focus. 
Their two main areas of focus are:Their two main areas of focus are:

FORECASTING MODELS

Recognizing a need to break the Recognizing a need to break the 
cycle of large increases and cuts 
that had previously occurred in 
the 90’s resulting in a large 
physician shortage, the Ministry 
has been building its capacity to 
gather information and develop 
projections. The two models projections. The two models 
recently updated are not easily 
accessible, and the Ontario 
Population Needs-Based 
Physician Simulation Model is in 
the process of being updated. A 
future meeting with the Health 
Workforce Policy Branch will elicit Workforce Policy Branch will elicit 
more information about these 
new models. It was stressed to us 
that budgetary considerations do 
not play a role in the models 
themselves. That being said, 
recognizing that a public health 
system lives within the current system lives within the current 
economic realities of the time, the 
findings of the models do not 
guarantee funding, as 

the Health Workforce Planning 
and Regulatory Affairs Division 
must still present their findings to 
the Treasury Board for funding.

STATED EVIDENCE FOR 

REDUCTIONS

Based on the Population Based on the Population 
Needs-Based Physician 
Simulation Model, a projected 
8.8% physician oversupply was 
expected by 2025. With the 
reductions, a net addition of 700 
physicians is still expected 
provincially for the next 5 years. provincially for the next 5 years. 

Last year the Canadian ratio of 
participation to positions 
available for Canadian Medical 
Graduates (CMGs) was the lowest 
it has been since the year 2000. In 
2014, there were 55 unmatched 
students, up from 39 in the 
previous year, after the second previous year, after the second 
round. The total number of 
unmatched Ontario CMG’s has 
decreased from 22 in 2014 to 17 
in 2015. Although the Ministry 
considers the ramifications to 
medical students of residency 
position allocation decisions, they position allocation decisions, they 
do not have a benchmark CMG to 
PGY-1 ratio, or appropriate 
number of unmatched CMG’s to 
guide them. 
 

The three tools to support physician planning are:

1) Assessing Doctor Inventories and Net-Flows (ADIN) Model (UPDATED)
• Provides current and future supply of physicians
• Takes into account attrition, retirement, and number of new graduates entering the system
• Current model has proven to be 99% accurate 5-7 years out
2) Utilization Based Model (UPDATED)
•• Compares current utilization with physician supply 
• Identifies gaps in specific areas
3) Ontario Population Needs-Based Physician Simulation Model (TO BE UPDATED)
• Looks at changing need based on population characteristics

• Improving the Health     
 Workforce Planning Process   
 and Modernising their     
 regulatory framework

• Ensuring that the professionals  
 in their portfolio, including 26  
 regulatory colleges, are being  
 utilized appropriately and    
 providing safe patient care
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RESIDENCY POSITION REDUCTIONS FOR 2016 MATCH  

NOTE: USING THIS YEAR’S ALLOCATION OF (~2%) REDUCTIONS FOR CAREER PLANNING IS 
UNWISE. CHANGES TO THE MIX OF RESIDENCY POSITIONS OCCUR EACH YEAR (1~%) 

REGARDLESS OF REDUCTIONS. THESE NUMBERS DO NOT REFLECT FUTURE OPPORTUNITIES.

No reductions to Family Medicine positions were made

No schools removed a program due to the reductions

Total number of reductions at each school was based on 
the school’s proportion of residency positions in Ontario  

Recognizing that northern populations are underserviced, each school took additional reductions so 
that NOSM could increase their number of PGY-1 positions by 5

Reductions at one school in one specialty does not necessarily represent a total reduction in Reductions at one school in one specialty does not necessarily represent a total reduction in 
opportunities for that specialty. Example: Although there was a reduction in one PGY-1 psychiatry 
position at Toronto, there was also a local increase at another school. This means there was no net 
change in psychiatry PGY-1 positions in the province 

Yearly changes to the mix of residency positions occur each year and are not a predictive indicator of 
future prospects. Developing long-term plans and communication strategies through the Postgraduate 
Management Committee will help improve medical student’s ability to make informed career decisions

Please keep an eye out for the OMSA Education committee HHR Guide for a more in depth analysis of Please keep an eye out for the OMSA Education committee HHR Guide for a more in depth analysis of 
the postgraduate planning process and information helpful for career planning.

1
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KEY TAKEAWAYS
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We look forward to continuing the incredible collaboration currently occurring with the MOHLTC to engage with 
medical students. The work over the past year has placed OMSA in a much stronger position to enact positive 
change in our healthcare system. With this, we are better able to focus on developing and implementing new 
innovative HHR processes and communication opportunities. 

• In collaboration with other stakeholders and through government consultation, contributed to government preservation of  
 family medicine positions, reallocation of reductions to ensure NOSM will not receive reductions, and future consideration  
 that 2017 PGY-1 reductions will come from the IMG pool 

• A commitment from the the Assistant Deputy Minister to hold quarterly meetings with OMSA to improve communication   
 and collaborate on ways to improve the current HHR process

• Includes a presentation every year by HFO MRA to each medical school

• Scheduled meeting with the MOHLTC surrounding their updated forecasting models

• Contacts within the ministry to follow up with direct questions in a timely manner

• Initiation of process to include OMSA as part of the Postgraduate Management Committee with the MOHLTC and     
 Postgraduate Deans

• Partnering with HealthForceOntario Marketing and Recruitment Agency to develop new forums that will disseminate 
 current workforce demand and past trends to medical students

• Initiation by the Director of Education of the creation of an HHR Guide for medical students that will provide clarity on the  
 postgraduate planning process and information helpful for career planning such as current job market trends

•  The MOHLTC stated they now recognize OMSA as a key partner in the health system and want to engage further with   
 medical students
•  The MOHLTC acknowledged the evidence, planning, and communication process would be more robust by collaborating  
 with medical students

Some results of the efforts over the past 7 months include:

Through media and stakeholder engagement, medical students have played an important role ensuring that 
residency reductions occurred in an evidence-based manner. This work has also strengthened the ability of 
medical students to enact change and for OMSA to develop more effective communication capabilities 
surrounding HHR planning in Ontario. 

RESULTS AND THE YEAR AHEAD  
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NEW GRAD ENTRY PROGRAM  
(INFORMATION CURRENT AS OF DEC 8TH)

Background Information

The New Graduate Entry Program The New Graduate Entry Program 
(NGEP) is a physician 
compensation program for new 
graduate physicians wishing to 
practice in a Family Health 
Networks (FHN) or Family Health 
Organization (FHO) outside of 
areas that are designated as high areas that are designated as high 
needs (practice model 
descriptions below). The program 
involves a three-year commitment 
to practice in the FHN or FHO 
under the NGEP prior to receiving 
compensation under the terms of 
the FHO agreement. At the end of the FHO agreement. At the end of 
the three-year term, and subject 
to achieving specific performance 
metrics and evaluation by the 
MOHLTC, the NGEP physician 
would transition to compensation 
under the respective FHN or FHO 
agreement. agreement. 

To fulfill the NGEP requirements, 
physicians must satisfy patient 
enrolment requirements, achieve 
specific metrics targets, and 
participate in a mentorship 
program. Annual compensation is 
provided before overhead and is 
capped at a set amount each capped at a set amount each 
year. In Year 1, physicians are not 
able to participate in any other 
ministry-funded physician 
services model.

Creation of the NGEP 

The ministry created a Managed 
Entry Process which restricts new 
graduates from entering 
FHN/FHO’s in areas not 
considered high need. The 
managed entry process was 
meant to improve the 
maldistribution of family maldistribution of family 
physicians in Ontario. For 
example, 13% of the Northwest  

LHIN population does not have a 
family doctor, while this 
percentage is 2.7% in some 
Southern LHIN’s. 

The NGEP was created in The NGEP was created in 
response to concerns that 
team-based family practice 
models in which residents are 
trained would not be available in 
non-high needs areas. The 
Ministry Primary Healthcare 
Branch, Negotiation Branch, Branch, Negotiation Branch, 
Ministry Special Contracts Unit 
and other internal Ministry 
branches developed the program. 
There was no consultation 
process with outside 
groups/stakeholders. Typically, 
when designing new programs, when designing new programs, 
the ministry consults closely with 
the OMA who then contacts the 
sections that will be affected. In 
the absence of a Physician 
Services Agreement (PSA), the 
OMA has taken the stance that 
they will not assist with the they will not assist with the 
development of these types of 
programs until a PSA exists. As 
the OMA is the legal negotiating 
body of physicians, the Ministry 
states they have not reached out 
to other players to negotiate. The 
Ministry states that they are able Ministry states that they are able 
to seek information from other 
organizations, however they did 
not reach out or consult with 
other groups when creating the 
program.

After releasing preliminary 
information regarding the 
program, groups such as OMSA, 
PARO, Ontario College of Family 
Physicians, and individual 
physicians contacted the Ministry 
to express concern. The Ministry 
states they are taking these states they are taking these 
concerns into consideration as 
they move forward with 

implementing the program. There 
are an unlimited number of spots 
available however the Ministry 
states that ideally individuals 
would practice in underserviced 
areas instead of applying to the 
program. The entry timeline is 6-8 
weeks so applications could weeks so applications could 
potentially be received closer to 
the end of the year.

NGEP Requirements

Metrics

The metrics have still not been 
developed. The ministry is using 
historical documents from Health 
Quality Ontario (HQO) and the 
Institute for Clinical Evaluative 
Sciences (ICES) to inform them. 
There is no process or plan to 
work collaboratively with outside work collaboratively with outside 
organizations such as HQO or 
ICES to decide on these metrics. 
There is no evidence at this time 
from other groups that the 
metrics will be achievable in their 
current context other than the set 
enrollment numbers that must be enrollment numbers that must be 
reached each year of the 
program. These numbers were 
based on the previous enrollment 
requirements for the Income 
Stabilization Program that 
physicians were able to achieve. It 
was noted that the ability to reach was noted that the ability to reach 
these targets in 
non-underserviced areas may not 
be as easy and is a risk that must 
be taken by the physician.

Regarding potential concerns that 
this program could perpetuate 
healthcare inequalities in our 
province due to requiring higher 
quality standards in urban centres 
than rural settings, the Ministry 
noted that their thoughts were 
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that all physicians are expected to 
be performing at a high level no 
matter where they were.

Costs of Monitoring

This has not been looked at. This has not been looked at. 
There will be variability in take 
home compensation by 
geography due to cost of living 
but the Ministry has not looked at 
this in detail. The ministry 
mentioned that although there 
will be a reduction in pay for the will be a reduction in pay for the 
first 3 years, the program is set up 
in a way that in the physicians 4th 
year, they will have rostered the 
same amount of patients as the 
average new graduate so their 
incomes should be comparable 
after completing the program. after completing the program. 
There will no be financial 
assistance provided in paying for 
the additional costs of monitoring 
and setting up practice.

Mentors

There will be no training, 
qualifications, or accountability 
for the mentor and they will not 
be incentivised. The Ministry’s 
vision of this relationship would 
be to formalize the organic 
mentorship between more senior 
physicians and new graduates physicians and new graduates 
when entering these models of 
care.

Practice Restrictions

A key concern that has been 
raised is the ability for new 
graduates to provide local 
hospitals with help and 
comprehensive care. Since 
October the Ministry has been 
taking a close look at making 
amendments to this aspect of the amendments to this aspect of the 
program. This should be updated 
in the coming weeks to months. 
An Info Bulletin will be provided.  

This is also meant to address the 
fact that this program may 
increase the overhead of practice 
and provide a means to help 
contribute to those increased 
costs.   

Figure 1: Family Practice Models

• Designed for solo primary care physicians
• Patient enrolment is strongly encouraged
• Regular office hours plus one 3-hr session of extended hours
• Sign agreement to join
• PAID: Fee-for-service plus some incentives and bonuses for services to enrolled patients

•• 3 or more physicians practising together- not necessarily in the same office space but in   
 close proximity
• Patient enrolment is strongly encouraged
• Regular office hours and 3-5 sessions of extended hours based on number of group    
 physicians.
• Nurse-staffed, after-hours Telephone Health Advisory Service provides advice to enrolled   
 patients
•• Sign agreement to join
• PAID: Fee-for-service plus some incentives and bonuses for services to enrolled patients

• 3 or more physicians working together as a group- not necessarily in the same office space  
 but in close proximity
• Physicians commit to enrol patients
• Regular office hours and 3-5 sessions of extended hours based on number of physicians.
•• Nurse-staffed, after hours Telephone Health Advisory Service provides advice to enrolled   
 patients
• Sign governance and Family Health Network agreements to join
• Family Health Networks can apply to the Ministry of Health and Long-Term Care for    
 funding to add allied health professionals if they are successful in their application for a   
 Family Health Team
•• PAID: Blended capitation model i.e. age and sex adjusted base rate remuneration plus   
 bonuses and incentives

• 3 or more physicians work together as a group- not necessarily in the same office space   
 but in close proximity
• Physicians commit to enrol patients
• Regular office hours and 3-5 sessions of extended hours based on number of physicians
•• Nurse Staffed, after-hours Telephone Health Advisory Service provides advice to enrolled   
 patients
• Sign governance and Family Health Organization agreements to join
• Family Health Organizations can apply to the Ministry of Health and Long-Term Care for   
 funding to add allied health professionals if they are successful in their application for a   
 Family Health Team
•• PAID: Blended capitation model i.e. Complement-based remuneration plus bonuses and   
 incentives

• Work in Interdisciplinary teams
• Patient enrolment is strongly encouraged
• Regular and extended hours
• Become a member of a primary care group affiliated with an existing Family Health Team   
 to join
•• PAID: Blended capitation model OR Complement-based remuneration plus bonuses and   
 incentives or blended salary model

• Serves rural and northern communities with a complement of 1-7 physicians
• Regular hours and 1-5 sessions of extended hours based on the size
• Nurse-staffed, after-hours Telephone Health Advisory Service provides advice to enrolled   
 patients
• Sign agreement to join
•• Rural and Northern Physician Groups can apply to the Ministry of Health and Long-Term   
 Care for funding to add allied health professionals if they are successful in their application  
 to become a Family Health Team
• PAID: Complement-based remuneration plus bonuses and incentives

• Interdisciplinary teams serve hard-to-serve communities and populations that may have   
 trouble securing health services
•• Centres focus on addressing the underlying conditions that affect people’s health, such as  
 social determinants of health, poor diet and literacy
• Regular and extended hours
• Physicians are salaried employees of the Community Health Centre
• PAID: Salaried model

Comprehensive 
Care Model

Family Health 
Group

Family Health 
Networks

Family Health 
Organizations

Family Health 
Teams

Rural-Northern 
Physician Group 
Agreement

Community 
Health Centres

http://www.healthforceontario.ca/en/Home/Physicians/Training_%7C_Practising_Outside_Ontario/Physician_Role
s/Family_Practice_Models#fhn
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PHYSICIAN SERVICES AGREEMENT 

  
“We are asking doctors to take a modest decrease in the compensation they receive”

“The government must take steps to ensure other key priorities are well funded and expanded. If every dollar of 
budgetary increase goes to higher [doctor] salaries, we cannot tackle other patient priorities.”

“I want to assure Ontarians the services our physicians provide will continue.”

 -  Eric Hoskins, Minister of Health and Long Term Care

Health care is the Ontario government’s largest spending program. Ontario’s health care budget in 2010–11 was Health care is the Ontario government’s largest spending program. Ontario’s health care budget in 2010–11 was 
$44.77 billion, or 40.3 per cent of everything the provincial government spends on programs. This is projected to grow 

to over 44 per cent by 2017-2018. An expanding population, inflation, new drugs, treatments, and higher utilization 
are projected to further increase spending. If left unchecked, this growth in healthcare spending will crowd out other 

government spending such as maintaining welfare support and high-quality education.
          

-  Drummond Report 

“In 2012, Ontario’s doctors… contributed more than $850 million in fee concessions and health system savings. To “In 2012, Ontario’s doctors… contributed more than $850 million in fee concessions and health system savings. To 
impose a further $580 million in cuts to medical services and payments is unwarranted and destabilizing.”

“The government’s position will lock in system underfunding for future years and subject physicians to open-ended 
liability for growth… that is beyond our control. It will limit training… in primary care, mental health, and specialties.”

“I urge all members to stay focused on our patients and avoid divisive actions or any actions that will compromise 
patient care. We need to monitor the impact of the government’s measures on the system and our ability to 

practice.”

-   Dr. Ved Tandan, OMA President’s Update January 2015-   Dr. Ved Tandan, OMA President’s Update January 2015
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JANUARY 15, 2015- OMA BOARD REJECTS OFFER
THE OMA BOARD VOTED TO REJECT THE GOVERNMENT OFFER AFTER 

CONSULTATION WITH ITS MEMBERS. THE OMA PROVIDED A COUNTEROFFER 
TO THE GOVERNMENT OF A FREEZE TO PHYSICIAN FEES FOR TWO YEARS 

WHICH WAS REJECTED.

NOVEMBER 2014- CONCILIATION BEGINS
AS NO AGREEMENT WAS REACHED DURING FACILITATION, THE AGREED 

UPON THIRD PROCESS OF NEGOTIATIONS IS CONCILIATION. JUSTICE 
WARREN WINKLER, FORMER CHIEF OF JUSTICE OF ONTARIO WAS CHOSEN 

AS CONCILIATOR. 

SEPTEMBER 2014 - FACILITATION BEGINS
IN AUGUST 2014 BOTH PARTIES AGREED THAT FACILITATIONS WOULD BE 
NEEDED. DR. DAVID NAYLOR, A PHYSICIAN, AND FORMER PRESIDENT OF 

THE UNIVERSITY OF TORONTO WAS CHOSEN AS FACILITATOR. 
FACILITATIONS TOOK PLACE IN SEPTEMBER.

JANUARY 2014 - NEGOTIATIONS BEGIN
IN JANUARY 2014 THE OMA AND MOHLTC BEGAN NEGOTIATIONS. AS PER 

THE AGREED UPON PROCESS BETWEEN BOTH PARTIES, THERE WERE A 
MINIMUM OF 120 DAYS OF NEGOTIATIONS WITHOUT THIRD PARTY 

ASSISTANCE

OMA AND MOHLTC NEGOTIATIONS TIMELINE  
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IMPACT ON NEW GRADUATE FAMILY PHYSICIANS  

1. New family medicine graduates in a high needs area can register in a FHO/FHN and this has not changed. 20     
 new FHNs/FHO contracts are created per year in these areas. Graduates who wish to work in an area that is not    
 high-needs have three options: 1) Join a FHO/FHN if a physician leaves a currently existing practice or 2) register 
 as  an NGEP or 3) work in a fee for service model. 

2. New graduates have a financial loss ranging from $30K to $100K resulting from these changes: $30K in        
 enrolment premiums plus, if locating in a non priority area, either $70K based on joining a Comprehensive      
 Care Model or $30K for joining a FHG instead of joining a FHO. 

3.3. If provincial spending exceeds the budgeted amount, it is possible that the funds will be recovered from       
 physicians (commonly referred to as “clawbacks” or “reconciliation”). 
  

For more in depth information, including specialty specific cuts please refer to the Appendix. Please note that the 

current budget for physician services is dynamic and constantly changing which limits the accuracy of these numbers.  

For a list of areas considered “high-needs” by the Government of Ontario, visit: 

http://www.health.gov.on.ca/en/pro/programs/highneed/

UPDATE SINCE NEGOTIATIONS

On Oct. 1, 2015, the MOHLTC On Oct. 1, 2015, the MOHLTC 
implemented an additional 1.3% 
fee reduction, along with greater 
targeted reductions, to services. 
The NGEP was created in 
response to concerns over 
restrictions for new graduates to 
practice in FHN/FHO models.practice in FHN/FHO models.

The OMA launched a Charter 
challenge asking the Ontario 
Superior Court of Justice to rule 
that future bargaining difficulties 
be resolved through a binding 
dispute resolution mechanism. 
The OMA states that eight 
provinces and one territory have provinces and one territory have 
binding arbitration in place for 
their doctor’s negotiations, and 
that this is required to restore a 
fair balance of power in 
negotiations due to physicians’ 
inability to strike.

OMSA AND THE PHYSICIAN 
SERVICES AGREEMENT

Physicians in Ontario have been 
without a Physician Services 
Agreement (PSA) for a year, 

resulting in continued stress on 
the relationship between 
representative organizations like 
the Ontario Medical Association 
and the Ministry of Health and 
Long Term Care. From feedback 
we receive at the Ontario Medical 
Students Association, it is evident Students Association, it is evident 
that medical students display a 
diverse set of opinions 
surrounding healthcare funding. 
This makes it difficult to take a 
stance as an organization. Despite 
this, it is becoming quite clear that 
students have a thirst for students have a thirst for 
knowledge about the changes 
occurring in our province in order 
to better understand what 
healthcare and our profession will 
look like in the future. 

It is possible that these reductions 
could decrease your income and 
the financial support you receive 
as you begin your practice. This is 
occurring in conjunction with 
increasing medical student tuition 
and student debt. The OMA’s 
current data on the impact of the current data on the impact of the 
reductions show a reduction in 
the accessibility of primary care 
for patients with chronic disease. 

Proponents of these reductions 
state they play a role in removing 
obsolescent and/or abused fee 
codes, allow redirection of funds 
towards other critical areas of 
healthcare such as homecare, and 
help ensure the financial 
sustainability of our system. If left sustainability of our system. If left 
unchecked it is possible that 
healthcare spending could crowd 
out other important avenues of 
government spending such as 
education. In the end, the PSA is 
extremely complex and 
collaboration is required to collaboration is required to 
provide a sustainable, high value 
healthcare system for patients, 
while ensuring acknowledgement 
and fair compensation to 
physicians for their work. 

We welcome your thoughts on 
this topic, as well as suggestions 
on how to better share 
information and represent you. If 
you would like to share your 
opinions, we always welcome 
OMSA blog submissions. To 
contact OMSA about this topic, or contact OMSA about this topic, or 
to express concerns, please 
contact the Director of 
Representation at 
representation@omsa.ca.

 

FEB 2016 OPAC REP UPDATE 17

PHYSICIAN SERVICES AGREEMENT



SUMMARY OF GOVERNMENT’S UNILATERAL ACTION  (SOURCE: ONTARIO MEDICAL ASSOCIATION)  

APPENDIX  

1. Elimination of Enrolment Premiums for Family Physicians in   
 Patient Enrolment Models 
2. Managed Entry – limit entry to FHN/FHO model to 20/month  
 in priority areas only 
3. Income Stabilization – limit to underserviced areas 
4. Acuity Modifier – the payment to recognize the complexity of  
 patients negotiated in 2012 will not be paid 
5.5. A888 - The A888 fee is being reduced to the value of an A007.  
 The A888, emergency department equivalent partial    
 assessment, is an assessment rendered on a Saturday,    
 Sunday or Holiday for the purpose of dealing with an urgent  
 medical problem 
6. Elimination of all Canadian Medical Education (CME) programs 
7.7. Hospital On-Call Coverage (HOCC) Per Diem One Time    
 Payment for HOCC groups with less than five physicians   
 providing additional coverage above their minimum on call   
 coverage requirements will not be paid. 
8.8. HOCC Freeze - HOCC funding will be frozen at current levels.  
 This means that new groups (including those waiting    
 approval) will not be approved nor will additions to existing   
 HOCC groups be permitted 
9.9. Chronic Disease Assessment Premiums E078 - Internal    
 Medicine, Cardiology, Gastroenterology and Nephrology   
 would no longer be eligible for Chronic Disease Assessment   
 Premiums

AFFECTED GP SPECIALIZED MODELS

Agreements impacted include, but are not limited to:

1. Rural and Northern Physician Group Agreement 
2.2. Weeneebayko Health Authority
3. GP Focus – Palliative APP
4. GP Focus – HIV APP
5. GP Focus – Care for the Elderly
6. Toronto Palliative Care
7. Algonquin FHT
8. St. Joseph’s Health Centre
9.9. Community Health Centres
10. Aboriginal Health Access Centres
11. Blended Salary Model
12. Sherbourne; Shelter Health Network
13. Inner City Health
14. Sioux Lookout
15. Group Health Centre

IMPACT ON NON-FEE-FOR SERVICE PHYSICIANSIMPACT ON NON-FEE-FOR SERVICE PHYSICIANS

The Ministry of Health and Long-Term Care unilateral action plan 
includes a 2.65% across-the-board discount to all physician 
agreements including but not limited to: 

1. AHSC AFPs 
2. EDAFAs 
3. Northern Specialist APPs 
4.4. Provincial Oncology APPs 
5. Laboratory Medicine – LMFFA 
6. Other Comprehensive Academic APPs, and 
7. Other community APPs.

Other Physicians receiving PSA Funding 
The 2.65% payment discount will also impact salaried physicians 
and other payment models receiving PSA Funding: 

1.1. Divested Provincial Psychiatric Hospitals 
2. Assertive Community Treatment Program 
3. Anesthesia Care Teams 
4. Public Health 
5. Enhanced Care for the Frail Elderly 
6. Infectious Diseases 
7. Genetics 

Programs and Payment Items Programs and Payment Items 

On May 1, 2015, the Ministry will implement the 2.65% 
across-the-board payment discount to the following programs and 
payment items: 

1. On-Call Funding 
a. HOCC Program 
b. Physician On Call 
c.c. Complex Continuing Care 
2. Mental Health 
a. Ontario Psychiatric Outreach Program 
b. Mental Health Sessional Payments 
c. Mental Health Sessional Fee Supplements 
d. Psychiatric Stipend 
3. Other Programs and Payments 
a.a. Visiting Specialist Clinic Program 
b. Northern Specialist Locum Programs 
c. Rural Family Medicine Locum Program (GP Locum Program) 
d. Hospital Pediatric Stabilization 
e. Rural Medicine Incentive Program 
 
 
 

• Additional 2.65% across-the-board payment discount    
 ($320M) to all physician payment plans

• The ministry established a fixed amount of spending    
 on the whole of physician services. If spending were higher   
 than planned, the money would be recovered from physicians  
 at the end of the second and third year. 

•• Savings from 9 specific initiatives as per government’s offer   
 ($259M) 

 

MOHLTC Unilateral Action - 12 Jan, 2015

MOHLTC Unilateral Action - 12 Jan, 2015
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Notes
The total savings, ATB, and reverse CANDI over 2014/15 and 2015/16 is $580M.
a. Savings: Managed Entry; Income Stabilization; Enrollment Fees; CME; HOCC (one time, freeze); A888; and    
 E078. Equal to 2014/15 and $183M in 2015/16. Savings items also include $6.7M (HCC administration) not    
 attributed to any specialty
b.b. ATB: ADDITIONAL 0.5% payment discount, effective Feb 1, 2015 for FFS elements and May 1, 2015 for NFFS   
 elements. Applies to all items for which the payment discount of 0.5% from 2012 PSA applies.
c. Interim Discount: 2.15% (net of discount applied to other items not included in the base), effective Feb     
 1,2015 for FFS elements and May 1, 2015 for NFFS elements. Possibly to be replaced by a relativity allocation.

The Ontario Medical Association has a variety of ways to get involved. If you would like to 
aid in OMA’s efforts, join the Health Care Advocate Network to learn ways of engaging 

with MPPs, media and the public regarding the reductions.
Visit www.OntariosDoctors.com

Or get Involved by Emailing public.affairs@oma.org
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