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Canadian School of Osteopathy
Manual Practice -Vancouver Campus

Traditional Osteopathy is defined as
“A natural medicine which aims to restore
function in the body by treating the causes
of pain and imbalance.”
Our part time training program provides students
with the necessary therapeutic reasoning skills
and manual treatment techniques to help achieve
optimal results.

The program includes:
• 6 seminars/year for 5 years
• myofascial, visceral, cranial
techniques
• specific osteoarticular
adjustments
• clinical methodology
• guided palpation & practice

For information and
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www.osteopathy-vancouver.ca
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COME FOR YOUR CAREER,
STAY FOR THE LIFESTYLE!
WE ARE LOOKING FOR A SELECT FEW RMT’S WHO WANT TO DRIVE THEIR
CAREERS TO NEW HEIGHTS.
PAINPRO IS AN RMT OWNED AND OPERATED COMPANY AND WE
UNDERSTAND HOW HARD IT IS TO BE AN RMT... BOTH PHYSICALLY AND
PSYCHOLOGICALLY. TAKE YOUR CAREER TO NEW HEIGHTS AND BECOME AN
EQUAL PARTNER IN A COLLABORATIVE CARE TEAM THAT INCLUDES
PHYSIOTHERAPY, CHIROPRACTIC, AND KINESIOLOGY.
WITH MULTIPLE LOCATIONS, AND GROWING, IN THE VANCOUVER, BURNABY
AND SURREY AREAS WE OFFER UNPARALLELED SUPPORT:
- FULL TIME MARKETING TEAM ATTRACTS OVER 750 NEW PATIENTS
MONTHLY... YOU'LL BE BUSY VERY QUICKLY
- MENTORSHIP AND FREE EDUCATION ON EVIDENCE INFORMED
APPROACHES TO SOFT TISSUE DYSFUNCTION THAT REDUCE THE PHYSICAL
STRESS ON YOUR BODY
- FT RMT'S EARN $80-100,000 ANNUALLY. OUR TOP RMT GROSSED $206,000
IN 2016.
-YOUR CHOICE OF COMPENSATION:
• GUARANTEED INCOME OR SLIDING SCALE SPLITS
- ACCESS TO EXTENDED MEDICAL BENEFITS
- NOT A MEMBERSHIP MODEL...WE ARE ALIGNED WITH THE MEDICAL AND
LEGAL COMMUNITIES AND PRIDE OURSELVES ON ATTRACTING COMPLEX
INJURY CASES IN ADDITION TO STRESS RELATED PAIN.
- AND MUCH MORE

RELIEF, RECOVER, PERFORM

COME EXPLORE THE PAINPRO DIFFERENCE
www.painproclinics.com/careers
IF YOU SEE ADVENTURE IN YOUR FUTURE AND
WANT TO LEARN MORE PLEASE CONTACT ME
DIRECTLY - NEW GRADS WELCOME!
MICHAEL@PAINPROCLINICS.COM
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ou’ll notice a distinct theme in this issue of RMT Matters.
Continuing education is a foundational requirement of all
regulated health care professions in BC, and for very good
reason. Continuing education is what keeps health care
professionals current with our practice and competent in the delivery of
treatments to our patients. The speed of change in health care is swift,
and the continual addition of technology, new techniques, and practices
to the delivery of health care means we must provide the best in current
evidence-informed practice. And with the increase in the acuity level
of our patients, it is incumbent upon each of us to continually educate
ourselves on what has changed and how we can apply new knowledge to
our practice.
It is recognized by law that the public is entitled to be protected, and
it is up to the College to exercise its powers in the public interest. The
importance of continuing education as part of the public’s assurance of
quality in regulated health care including Registered Massage Therapy is
mandated in the Health Professions Act, specifically Section 16 (1) where
it says that it is the duty of a College at all times to serve and protect the
public and to exercise its powers and discharge its responsibilities under all
enactments in the public interest; and more specifically Section 16 (2) (d)
to establish, monitor and enforce standards of practice to enhance the
quality of practice and reduce incompetent, impaired or unethical practice amongst registrants; and Section 16 (e) to establish and maintain
a continuing competency program to promote high practice standards
amongst registrants.
How this process is undertaken by registrants and how it meets the
best interests of the public are for the CMTBC to determine. CMTBC
Bylaw 63 (2) describes the continuing education cycle and the requirement for the minimum number of credits.
This is where RMTs are different than practitioners in many other regulated health care professions. In those other professions, Colleges have
concluded after research and study that it is the registrants themselves

Continuing education credits in Cycle 11 require all RMTs to have 24 credits. Ten of those credits come from the CMTBC’s mandatory online course selection. Fourteen credits can be chosen
from the list established by the Quality Assurance Committee on the CMTBC website. Given the
limited number of approved courses, it is recommended that RMTs plan for their CEC early.

who are the professionals and who are in the best position to
develop, implement, and monitor their own continuing competency. It provides them with the autonomy to focus on those
areas of their practice where they have themselves identified
a need for improvement, perhaps based on self-assessment,
perhaps on a personal interest in further professional development that is within their Scope of Practice, perhaps due to a
focus on a patient or condition or a combination of these.
In the case of the CMTBC, the Quality Assurance Committee
decides what is appropriate for the profession and its registrants and approves a suite of continuing educational offerings
from which we must choose.
As an example, the College of Physical Therapists of BC
(CPTBC) has a Quality Assurance Program, as the public would
expect, and that program is responsible for QA to support the
maintenance of standards and to intervene when a registrant
does not meet those standards. The CPTBC acknowledges
that “Within the spirit of self-regulation, the CPTBC requires
continuing competency activities to support physical therapists in their development of safe, effective and ethical practice
while the Quality Assurance Program reviews a sample of the
registrant’s physical therapy practice and identifies any areas
requiring further review or improvement.” The CPTBC further
explains that it maintains bylaw authority while recognizing
the need for flexibility, and, more so, that the College shares
accountability and responsibility for quality assurance with its
registrants. This culminates in an annual self-assessment report
that supports continuing competence by expanding a physical
therapist’s knowledge and understanding of professional, legal,
and ethical obligations.
It is a similar story for Registered Psychiatric Nurses. Those
registrants develop their own learning plans that must address

their own continuing competency. One keystone is recognizing
that each plan needs to show the registrant wants to increase
their knowledge and ability with their nursing practice; improve
their knowledge of assessment skills; develop their knowledge
and application of interpersonal communication skills; develop
their knowledge and application of self in the therapeutic relationship; value and respect the knowledge and contributions of
other staff and work collaboratively; and assume accountability
and responsibility for their own practice.
These examples are fundamentally different than the QA
Program currently required by the CMTBC.
You’ll read in this issue about some continuing education
courses that do not have the approval of the CMTBC Quality
Assurance Committee, even though some were previously
approved. More troubling is that in many cases nothing in the
courses had changed. Rather, the only change was the criteria
used by the committee, and the result is that those courses,
with their unique educational propositions, can no longer count
toward the professional regulated continual competency work
of a Registered Massage Therapist. Of course, that does not
prevent RMTs from taking additional courses (as so many do)
to expand their knowledge, by taking courses that are not
approved but beneficial to their practice and their patients.
In my view, there is a wealth of new and relevant material contained in these courses that would benefit individual
Registered Massage Therapists as health care professionals.
RMTs should be encouraged to determine their own needs
and areas for improvement, and should receive educational
credit for completing those courses and improving their knowledge and skills. This approach builds individual accountability
and responsibility which, in my view, is exactly what the public
expects.
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SAVE THE DATE
MAY 5 – 6, 2018
ANVIL CENTRE, NEW WESTMINSTER, BC
2018 RMTBC SYMPOSIUM

O UR AG I N G
POPUL AT I O N :

Mobility, Wellness,
and Independence
K E Y N OT E S P E A K E RS

Dr. Lorimer Moseley
Dr. Karim Khan

M AY 5, 2 01 8
Dr. Lorimer Moseley presents
The Pain Revolution: Introduction to
Pain Science Treatment
Dr. Karim Khan presents
Maintaining Independence in Seniors:
Injury Management and Prevention

M AY 6 , 2 01 8
Dr. Lorimer Moseley
The Pain Revolution: Introduction to
Pain Science Treatment
(FULL DAY WORKSHOP)

Why Choose Graston Technique® Therapy?
∙ Better outcomes
∙ Easier on your hands
∙ Exceed patient expectations
∙ Generate positive referrals
Go to www.GrastonTechnique.com
to ﬁnd trainings near you today!
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Vancouver

CONGRATULATIONS!
Dr. Vodder School

TM

I N T E R N A T I O N A L
M ember of Dr. Vodder Academy I nter national

Training in MLD and Combined
Decongestive Therapy in 2017/18
Basic (Full Body MLD)
Victoria: Oct. 16 - 20, 2017
Vancouver: Feb. 14 - 18, 2018
Victoria: April 6 - 10, 2018
Therapy I (Orthopedic Applications)
Victoria: Oct. 23 - 27, 2017
Vancouver: Feb. 21 - 25, 2018
Victoria: April 13 - 17, 2018
Therapy II & III (Edema Management)
Victoria: Oct. 30 - Nov. 10, 2017
Victoria: April 21 - May 1, 2018

Lymphedema
management
The most comprehensive
160 hr training.
Problem-solve your
challenging patients.

Dr. Dugald Seely, ND, M.Sc.

~ Evidence-based
~ Easy learning modules with
small class sizes
~ Interactive, live classroom
instruction with physicians
~ Learn precise manual skills
with expert, accredited
instructors
~ Classes available across
Canada
~ ISO 29990: 2010 certified
training

1 800 522 9862
info@vodderschool.com | www.vodderschool.com

PROFESSIONAL TRAINING IN MANUAL LYMPH DRAINAGE
AND COMBINED DECONGESTIVE THERAPY

Ottawa Integrative Cancer Centre

Winner of the 2017 $250,000 Dr. Rogers Prize
for Excellence
in Complementary and Alternative Medicine
DR. DUGALD SEELY is a leader in the development of
the field of integrative and naturopathic oncology. He
is the founder and executive director of the Ottawa
Integrative Cancer Centre, the first integrative cancer
care and research centre in Eastern Canada. He is the
executive director of research at the Canadian College

The 10 Step Examination
Table Thai Massage
Thai Yoga Massage
Cervical Spine

of Naturopathic Medicine and has recently launched
the largest integrative naturopathic cancer care clinical
trial ever conducted in North America. As a clinician
and researcher, Dr. Seely believes strongly in the ability
of evidence-based medicine to effect positive change
in the healthcare system.

Continuing Professional
Development Education
Courses

For more information on Dr. Seely’s achievements,
please visit DrRogersPrize.org.

With Instructor:
Joshua G. F. Lloyd, D.O.M.P.
www.OceanOsteopathy.ca
email us at
info@oceanosteopathy.ca
or call (778) 291 3058

20
17

DrRogersPrize.org
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PROFESSIONAL PRACTICE GROUPS
BY COREY VAN’T HAAFF

CONCUSSION
PROFESSIONAL PRACTICE GROUP SPORT

A

patient doesn't have to be playing a contact sport to
develop a concussion; it can be any sport really, like
bike riding or any team sport. If there’s a possibility
of a fall, or being hit into the boards, or getting an
elbow to the head, there’s a possibility of a concussion, says
Anita Wilson, RMT and Chair of the RMTBC’s PPG Sport.
“Concussion is probably one of the most misunderstood and
least understood conditions across all medical professions. The
protocols are being updated, and people need to be up to date
all the time. People can get concussion from car accidents, slips
and falls, sports. I would be shocked if an RMT was not treating
a patient with a concussion, either now or in the past.”
RMTs, she says, should be up-to-date but, if not, they should
at least know the symptoms of concussion. Most health care
professionals likely recognize the basic symptoms, but there is a
vast array of symptoms, and there are now concussion management protocols and credible places to refer to.
Headache and double vision are both red flag symptoms as
are weakness and vomiting, but other lesser known symptoms
include pain and head tenderness.
“RMTs need to look at the history of the head injury. They’re
not trained to evaluate concussion, so they need to recognize it
and refer it on.
“We didn’t get basic training and certainly not relevant up-todate training on protocols and concussion management and
research. How we manage concussion—not how we treat it—is
very different to how we used to manage it.”
The PPG Sport is a group of RMT peers who wish to advance
the quality and expectation around how to provide sports massage. The group collaborates with other sports professionals
and updates the management of sports massage and protocols.
Concussion currently is big news, says Wilson, and as such,
private companies claiming to certify clinics including massage
therapy clinics as ‘certified in concussion care’ do not guarantee
that a patient will actually receive proper concussion care. Certification is not a regulated practice and is not endorsed by the
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Canadian Concussion Collaborative. These certification companies are private companies.
Just because there is no credible certification doesn’t mean
there are no credible resources for concussion. It’s all about best
practices, says Wilson.
“Concussion really, primarily, is managed by doctors knowledgeable and up-to-date about concussion. Usually, these are
sports medicine doctors or referrals to a medical group that
includes a physician knowledgeable about concussion,” says
Wilson. “Diagnosis of concussion and original management
of concussion are at the doctor level, and a doctor is always
involved.”

RMT Anita Wilson at work

Establishing baselines pre-concussion with athletes or children and youth is not recommended
(the only support for baseline testing is with elite
athletes followed by a team of professionals).
One of the selling features of the private certification services is that they suggest RMTs do
baseline testing. This pre-injury assessment offers
a line of comparison should there be an injury.
The problem is that the symptoms of concussion
are so varied, the baseline test is not a good
indicator of concussion. It isn’t just ‘not required,’
says Wilson, it’s ‘not even recommended.’ To
teach an RMT to do a baseline test on a high
school student is just ridiculous, she says.

Because symptoms vary, Wilson points to a variety of concussion assessment tools, including CRT5, that RMTs can use
to recognize symptoms. SCAT5 also has guidelines for licensed
health care professionals to use to make real-time decisions on
the sidelines at sports events.
“These are for adults playing sports,” says Wilson. “It’s a
tool to recognize if a player might have a concussion symptom
and need to be removed from play.” These resources are also
available through the PPG Sport Facebook page.
For non-sport RMTs, the most important piece of advice is to
take a thorough history, which is a duty as a health care professional. The misconception that a patient must have always lost
consciousness to be suffering from a concussion is absolutely
not true, Wilson says.
“You can have a concussion without losing consciousness.
Any blow to the head or neck, or to the body that makes the
head or neck jerk, could fall into the concussion spectrum.”
Mental rest is as important as physical rest, and regular activity is often permitted if it does not exacerbate the symptoms.
Protocols often include advising patients to refrain from video
games or computer use as they provide excessive mental and
visual stimulus.
“With rest, symptoms improve within seven to ten days and
if not, the patent needs to be evaluated with a personalized
concussion plan by people who are trained to do so.”
If there are common symptoms after ten days, it is an indication of a more serious concussion, and referral to a doctor is
necessary.

“They are referred back to a GP for continuity of care, and
they can talk to their doctor about a referral to someone trained
in concussion management,” says Wilson.
The College of Massage Therapists of BC (CMTBC) previously approved the course offered by SportMedBC, but when
the Board of SportMedBC re-applied for approval, it was denied.
The course was developed by RMTs, and it may seem odd to
some that information on concussion management, coming from
the same place as the most credible information available—Berlin’s International Conference on Concussion in Sport—is not
approved by the CMTBC.
The best minds all agree on the guidelines to address concussion in sport, and those guidelines are updated every few years.
“RMTs should know these resources. RMTs should have access
to these resources. SportMedBC put together this course—not
for experts in concussion, but to provide basic understanding
of concussion: how to recognize the symptoms and how to
refer appropriately. An RMT’s expertise begins and ends at that
referral,” says Wilson.
The duty of an RMT is to be informed, and when it comes
to concussion, many RMTs wouldn’t even be aware that they
are not providing best practices or using up-to-date protocols.
Wilson wants to encourage RMTs to educate themselves on the
symptoms of concussion, even without the Continuing Education
credit registrants previously received, and then refer to the
physicians.

FOR MORE INFORMATION
CANADIAN ACADEMY OF SPORT & EXERCISE MEDICINE (CASEM)

CONCUSSION IN SPORT GROUP (CISG)

PARACHUTECANADA.ORG

CANADIAN CONCUSSION COLLABORATIVE (CCC)

CANADIAN GUIDELINE ON CONCUSSION IN SPORT (www.parachutecanada.org/guideline)
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CEC CYCLE 11
NEW CRITERIA
LIMITS OFFERINGS

THREE CONTINUING
EDUCATION SESSIONS
FOR RMTs WHICH
ARE NOT, OR ARE NO
LONGER, APPROVED
FOR CREDIT
BY COREY VAN’T HAAFF

1TRAUMA
A

lot of therapy, says Damian John, retired RMT, has a mainstream bias; it’s talk therapy, face-to-face therapy. It’s about
unraveling things, not quantifying them. With Aboriginal
therapy, the intent and focus is to bring indigenous wisdom
into the setting in a way that is authentic, useful, and relatable, using
North American indigenous language.
“It’s a way of connecting with our ancestors and our land, and
how we use that in person. We don’t face you. A lot of aboriginal
people don’t like eye contact and face-to-face [communication],”
says John, who is currently taking the Justice Institute of BC’s Aboriginal Focusing-Oriented Therapy and Complex Trauma Certificate.
Aboriginal therapy may be one to one, but it's sitting beside
each other, and not focusing on each other, he says. “You sit beside
the client; they know you’re there. The focus is on the land and the
relationship between you and the land.”
That may mean making a statement about the land and where they
are, and the therapist becomes the anchor, and the land becomes
where the client can unpack their feelings. "The land is big and spongey," says John, "and it can take anything you can throw at it."
The course provides a two-fold approach: to inform, and to become
a training venue for people to learn how to do focus-oriented therapy.
Participants develop a set of tools to help individuals with what they
bring to a therapeutic session, be that trauma, anxiety, depression, or
lack of sleep; whatever they come to see a therapist for, says John.
“It’s a way of looking at how your body expresses your issues,” he
says. “What’s going on in your body, not how do you feel.”
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Damian John, Course Developer,
Becoming Culturally Robust—Expanding Context from a First Nations Perspective.

The course is designed to bring aboriginal or indigenous concepts
into use as therapy. It's about using tools broadly and de-colonizing
therapy and bringing broader perspectives into a therapy session.
“I was active in the First Nations PPG,” says John, “and RMTs are
wanting to get more trauma-informed. The First Nations perspective
includes residential schools and colonization, and RMTs are working
with people and trauma and need to look at the First Nations perspective and let First Nations people come to the forefront.”
John says much of the information in the certificate program is
game-changing. It gives RMTs an alternate way of dealing with clients

FOCUSING-ORIENTED THERAPY
Focusing-Oriented Therapy (FOT) is a body-centred and
person-centred approach to healing, developed three
decades ago at the University of Chicago by Dr. Eugene
Gendlin. FOT allows clients total control of the pace and
the direction of their healing journey. It is particularly
effective in the treatment and healing of complex trauma caused by accident; sexual, physical, and emotional
abuse; or neglect. FOT has been especially well received
in Aboriginal communities because of its humanistic,
person-centred approach to healing, which reflects the
core values of respect and non-interference.

by allowing the RMT to do intake and treatment and to practise from a
different perspective. It’s a useful broadening of practice, he says.
“It isn’t diagnoses and treatment as that is not within the RMT scope
of practice," he says, but the information permits an RMT to understand
and recognize complex trauma, and perhaps avoid causing additional
trauma and maligning a client in error.
It's about asking yourself “How do you as a therapist recognize and
create a team to help an individual or patient in the right direction?”

“We get no training in identifying trauma and keeping ourselves in
a good place as practitioners so we can avoid trouble. This is a simple
step for developing a better recognition of a scenario that needs
caution."
John says that the intent of the course is to show RMTs how they can
become better at what they do and help appropriately address different populations.

2CULTURAL DIVERSITY
D

amian John’s own journey to developing his course,
Becoming Culturally Robust—Expanding Context from a
First Nations Perspective, was both long and varied.
John’s First Nations father lived in Tache Village, a
community of 800 people north of Fort St John, and John grew up
there. He earned a BA in history based, in part, on his yearning to
know how people could do what they do to each other. He studied
the Holocaust from this perspective, then educated himself about
residential schools. He learned about colonialism and what it means
to be, in Canada, a First Nations person. He also studied how First
Nations people are perceived in health care settings, including racism and stereotyping, and how to “unpack all that history” to the
point where health care professionals could take some positive steps
forward.
John, who also practised for a decade as an RMT, knows firsthand
that having such a cultural perspective is neither taught nor is it a
prerequisite or part of the RMT curriculum and, perhaps, is not even
on most people’s radar.
From a data perspective, he says, something's up. “First off, education broadly, in Canada, usually is either non-existent or minimal
depending on where you get your education, but in general, there’s
little on history as it relates to First Nations people,” he says. “The
issues faced by First Nations, compared to the regular population,
are not encountered to the same degree. We have a higher rate
of diabetes, cancer, depression, anxiety, suicide; there’s all kinds of
data collected on First Nations health and live experience, and we
fare far worse than the general population.”
When it comes to the practice of massage therapy, John asks
himself what kind of profession do we want to be? Well-informed?
Kind? Compassionate? Empathetic? The more informed RMTs are,
he says, the better able they are to provide better service and make
more appropriate referrals.
In Cycle 10, his course was approved for six credits by the
CMTBC; in Cycle 11, it is not.
He was denied, he says, as he is no longer an RMT or a part of a
regulated profession, and there is no category for this type of course
as it has no hands-on component.
"It's bad for the profession," he says. "RMTS need more options
for education, and most don’t have the knowledge or self-motivation
to study these issues.”
Other than personal interest, as a professional, there’s no incentive for taking a course such as his. The bias, he says, is toward
hands-on and away from oral knowledge transfer. He says he wants
to see RMTs better able to provide service in a way that makes sense
to specialized populations, which would also build better relationships with communities and address who First Nations people are in
a way that is robust.

He says the CMTBC’s new criteria limits the ability of RMTs to
gain knowledge such as cultural awareness. “RMTs need more than
just hands-on in their tool set. Experiential learning is necessary.”
The information he presents comes from a different place.
Due to the new criteria, RMTs are prevented from exploring other
information.

Ottawa, Canada–June 21, 2017: Three native-themed banners are added
to the former US embassy, across from Parliament Hill, during a ceremony on National Indigenous Peoples Day, formerly known as National
Aboriginal Day. PHOTO BY PAUL MCKINNON / ISTOCK.COM

BECOMING CULTURALLY ROBUST—EXPANDING
CONTEXT FROM A FIRST NATIONS PERSPECTIVE
In their country of origin, First Nations peoples suffer from
some of the most persistent and injurious stereotypes and
discrimination, much of it due to a lack of context. Using
history, conversation, self-exploration, poetry, and feeling,
participants will not only broaden their context around First
Nations peoples, they will also allow for the opportunity
to have this be a starting point in cultivating curiosity and
kindness with all the diversity they encounter. Together, they
will broaden their knowledge of the history of Canada from
an indigenous perspective to help begin building context
and explore the idea of culture and dive into how we define
ourselves and what culture could mean for others.
RMT Matters • 13
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DEMENTIA
Yvonne Poulin, RMT, EPC,
Dementia Care Instructor

C

anada is home to an unprecedented aging population. It has been
estimated that there are three-quarters of a million Canadians
living with dementia; a number expected to grow to 1.5 million by
2030. Dementia is specifically recognized in BC’s Seniors Action
Plan with a stated intent to help families understand and live with dementia,
and the Provincial Dementia Action Plan for BC recognizes a more integrated and responsive system of care, supporting people with dementia and
their caregivers as a priority population to ensure that individuals receive
quality care and support in all care settings through to end of life.
This is why Yvonne Poulin, RMT and Elder Plan Coordinator, developed
Dementia—Best Clinical Practices Certificate for Health Care Professionals,
which provides one CE credit where approved.
“It’s a one-hour online course covering dementia and the best clinical practices to employ. It covers the warning signs of dementia, which is
a syndrome like any other syndrome, and it is important that health care
practitioners are aware of the signs and are able to effectively guide their
patients and refer them to the best source of treatment,” says Poulin. “It is
not designed for people to diagnose dementia. However, I believe that all
heath care practitioners should be aware of the signs so they can guide the
patient accordingly.”
The course was developed specifically for RMTs who want to know what
to do when a patient presents with key warning signs of dementia. It teaches them how to interview the patient using a biopsychosocial model that
assesses not only physical health but also social aspects. It uses a holistic
approach to identify a general state of health.
“It’s important for an RMT to have the whole picture. When you have a
complete clinical picture, you can more effectively choose how to treat and
advise and guide a patient,” says Poulin.
RMTs need a complete background to effectively treat a patient, and
brain health is part of that assessment, especially as people are aging, and
their physical mental and social spheres are changing.
“An integral part of an RMT’s work is advising patients how to obtain
optimal health, so learning about brain health provides a clinical management tool to use to promote healthy aging. It helps patients create their
own awareness of their own health. It also teaches the RMT when and how
to refer in their professional and confidential manner because our ethical
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responsibility is to act in the best interests of a
patient."
Poulin says that RMTs must be familiar with
both their Scope of Practice statement as well
as their Standards of Practice, particularly Article
4(b) which says a registrant must refer to another
licensed practitioner if it may benefit the patient.
“Because the RMTs’ approach to health is
not just physical, it is incumbent on us to recognize the conditions that may be harmful to
our patients." It is not diagnosing and treating;
instead, it is recognition and referral, she says.
Dementia, she adds, is a collection of symptoms
that individually may not be apparent, but when
several signs are noted, the RMT can create a
clinical picture.
The course, she says, helps the RMT to feel
empowered to recognize the condition and to
understand how to best serve the needs of their
patients.
The course, says Poulin, was approved in
Cycle 10 for one CE credit, but now, in Cycle
11, it is not. When she submitted the course for
re-approval, it was denied as it was deemed to
be a general interest course with limited information and value for RMTs, and not focused toward
clinical care provided by RMTs.
"My course didn’t change, their mandate
changed,” says Poulin. She adds that her course
is completely in line with the BC Government’s
Dementia Action Plan to increase health service capacity to provide early, appropriate, and
effective care and support to assist people with
dementia [http://www.health.gov.bc.ca/library/
publications/year/2012/dementia-action-plan.
pdf].

WHAT PEOPLE

ARE SAYING
DR. JOHN COLLINS,
PhD, MA, Dip. Ed.(NT), BA(Hons), DPSN,
CMS(Dist.), RN, RPN

DEMENTIA—BEST CLINICAL PRACTICES CERTIFICATE FOR
HEALTH CARE PROFESSIONALS TEACHES RMTs TO:
RECOGNIZE THE SIGNS OF DEMENTIA
INTERVIEW THE PATIENT EFFECTIVELY
PROMOTE THE PATIENT'S OWN BRAIN HEALTH
MAKE REFERRALS AS NECESSARY

The pace of change in treatment and
technology in health care and the
discovery of new disorders or new causes
of disorders create a constantly changing
field for us all, says Dr. John Collins, PhD,
MA, Dip. Ed.(NT), BA(Hons), DPSN,
CMS(dist.), RN, RPN. Professionals keep
up to date to avoid causing harm to the
public.
“As professionals, we owe it to ourselves and our clients to ensure our competence and be as informed as possible to
give the best service.”
As a psychiatric nurse, he says maintaining competency is about feedback
and self assessment and developing a
learning plan. There are many ways to then
meet each individual’s learning needs,
like attending conferences, participating
in conferences, taking courses, reading
textbooks.
“There are so many ways to access
continuing education and all are equally
valid if they relate to your learning goals.”
He says that in his work as a psychiatric
nurse, and when developing programs for
other Colleges, it is normal protocol and
important to develop College programs in
consultation with their registrants. Instead,
it appears the regulator is making the decision on what registrants needs to learn,
and that may or may not be a true reflection of need.

DR. DAVID DE CAMILLIS,
DC, FCCRS(C), Dip MDT

There’s a difference between making a lot
of money and doing best practices, says
Dr. David De Camillis, DC, FCCRS(C), Dip
MDT. It is through continuing education
that professionals continue to learn. Best
practices are based on fact, and if there’s
some new piece of information or practice,
how do you best incorporate it into
practice?
“It’s about protecting the public,”
says Dr. De Camillis. "RMTs are in that
position of trust, and when they learn new
information, they are less apt to proceed
when something has been shown not to be
as effective, and that is more protection to
the public.”
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LEGAL MATTERS
BY SCOTT NICOLL, MA, LLB

L
SO,YOU
THINK YOU
HAVE A
CONTRACT?
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et’s assume that you are an RMT, and that you have a contract that says that the clinic owns the patient file, and that
you may not leave the clinic with a copy of the patient file
unless you have the permission of the patient. You and the
clinic owner agreed to this contract. You both signed it. You both
specifically discussed this clause, and you both knowingly agreed
to it. You have worked at the clinic for several years, but now you
have decided you want to move on. You review your contract, and
you notice this clause. As a prudent RMT, you make an effort to
stay up to date on your bylaws, and you recall reading some time
ago something about who actually owns the patient file. Now, you
are not sure what your contract means. Now, you need to know: is
the contract enforceable?
This is still one of the most frequent scenarios I encounter in my
advice to RMTs and clinic owners. The profession is improving, but
it is still remarkable to me how many clinic contracts fall into this
category. If your contract is like the one I have just described, it
needs to be fixed.
This is an example of a contract that is, and is not, enforceable.
The rest of the contract may be enforceable. The clause regarding
the clinic owning the records, however, is not. It is, as they say, not
worth the paper it was once printed on.
You cannot have a contract that offends the law. The CMTBC
bylaws are the law. They are passed pursuant to the bylaw-making
powers of the CMTBC that are set out in the Health Professions
Act (HPA). If you have a contract that contains a clause that violates any portion of the bylaws (or the HPA or the regulations),
that clause of the contract is unenforceable, or void for illegality,
as lawyers like to say.

It is an illegal clause because the bylaws do not permit a
clinic owner or other registrant to even view, let alone retain a
copy of, a patient record that was created by another registrant
without the express consent of the patient for them to do so. It
remains the obligation of the registrant (the RMT) to maintain
the patient record in their possession, and to keep it confidential. That means confidential from other registrants or clinic
employees or any other third party, unless or until the patient
provides express consent for that third party to view or have a
copy of that record, or until that patient is transferred from the
registrant who created the patient record to another registrant.
Note, too, that I am not using the term clinic here. I am
using the term registrant, and I am doing so intentionally. There
is no ability for a patient to permit a clinic to keep a copy of
or view their patient file. The permission must be provided to
a specific individual. When the patient is transferred from one
registrant, the patient must be transferred to another registrant
and not merely to a clinic.
The patient’s express permission, typically obtained on the
initial consent to treatment form (see the RMTBC’s template
for an example), permits the registrant to share a copy with
another registrant, but it does not relieve the registrant from
maintaining possession of a complete version of the patient
file. If your initial consent to treatment form does not contain
a clause giving the registrant permission to share a copy of the
patient record with other registrants (for instance, anyone else
they work with at the clinic), that registrant is not permitted to
leave a copy of any patient record created by them at the clinic
or with another registrant when they leave the clinic—again,
unless the patient has been transferred prior to the registrant’s
departure from the clinic.
Your clinic contract should set out who is obligated to pay
for copying the paper file when you leave a clinic. If it does not,
there will be a dispute. My view is that the registrant who created the patient record has the obligation of retaining possession
of the patient record. It is anyone else who may be entitled to
a copy of that record who should be paying for the costs of
copying it. The contract, of course, may provide to the contrary
because the bylaws are silent on this point.
Obviously, it is important to know who created the patient
record in question. Where multiple registrants treat the same
patient in the same clinic, multiple registrants will have created
different parts of the patient record. The bylaws do not assist

in this case. A lack of prior consent from the patient to share
copies of the patient record with other registrants in the same
clinic will result in no one registrant having a complete patient
record. That results in a much less than ideal situation for the
RMT, the patient, the clinic, and anyone asking for a copy of
the patient’s record in the future (lawyers, etc.). It is critical,
therefore, that your contract contemplate how this will work
and who will be entitled to copies of the patient record, both
during and after your tenure with a particular clinic.
The College recommends, with respect to paper files at
least, that each registrant maintain those pages of the patient
record that you create in a separate file within the patient’s
folder. This will permit you to remove those pages created by
s p i tr e g n i f r u oy ta e c i v d a l a g e l tr e p x e
you when you leave the clinic, if the patient has not consented
to you leaving a copy with another registrant at the clinic.
Electronic patient records are no different in principle. The
software your clinic uses should be capable of limiting access
to your patient’s record to you only. That means that no other
users of the software, including the clinic owner, should have
access to the patient file unless the patient has expressly consented to them being able to do so. A record of that consent
should be stored on the system.1 The software should have the
ability to export and then delete the patient records that any
registrant leaving the clinic is obligated to take with them. My
understanding is that most software of this type does permit
this. Your contract with your clinic/contractor should set out
expressly how this will occur and how any costs associated with
it will be handled.
Please turn your minds to your clinic contract. If it is more
than several years old, it is likely so out of date as to be illegal
in at least some parts. Review it regularly and seek advice when
you are not sure.

...
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JaneApp is an example of software that, to my knowledge at least, does not comply with the bylaws. The manufacturer confirmed to us that access to the patient
file cannot be limited to the RMT who created that patient record. The administrator, who in most cases will not be the RMT who created the patient record,
cannot be restricted from accessing the patient record. The RMTBC wrote to JaneApp to advise them of this problem but to date has received no response. If
JaneApp has fixed the problem, we are not aware of it. If you use JaneApp, you should check with JaneApp directly to confirm if this is still a problem or not.
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Hip and Pelvis Orthopedic
Assessment & Treatment

Lower Extremity: Orthopedic
Assessment & Treatment

2017:

2018:

Red Deer (Module 14)

Vernon

November 18, 19, 2017

Register Early as
Seats are Limited
CEC 14 PE

April 21, 22, 2018

Victoria
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May 26, 27, 2018
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“Clear and amazing techniques. Mike is an excellent instructor.”

Come experience a fun
and educational weekend
with Mike Dixon, RMT

New Westminster

October 20, 21, 2018

— Amy Eburne, Vernon 2017
“I really like the Instructor, very thorough and easy to understand.”
— Lucille Bertrand, Vernon 2017

Introduces
a new
Massage
Analgesic

Mike has 24 years of
teaching experience.

To register or for more info call
604.802.9322 or go online to
www.arthrokinetic.com

Invest in your future!

Natural Magnesium Sulfate
reduce muscles tension
Organic Arnica Montana
reduce inflammation

100% Pure Natural Ingredients
Pre & Post Manual Therapy
to reduce muscle tension,
reduce inflammation and
promote flexibility
Call Toll Free
1-866-490-5868
massageessentials.ca
Showroom
4624 - 99 St. NW
Edmonton
‘Works Great, Smells Better'
Alberta
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Pure Essential Oils
increase circulation
Water based formula
is gentle on skin for
therapist and patient.

Non irritating
Mild fragrance
No NSAIDs,
No harmful side effects
Product of Canada

The CSMTA is the only Sport Massage certification organization in Canada.
The CSMTA is a national organization dedicated to enhancing the health care needs of Canadian
athletes from grassroots to the professional level. This is accomplished by members working through
the National Sport Massage Certification Program and by applying effective sport massage
techniques during all phases of an athlete’s training, performance and competition.
It is not only the National Team or Professional Athlete that benefits from a
Sport Massage Therapist. We are here to help everyone find their inner athlete
and achieve their goals.

Kathleen Collin,
paddler & cyclist

Jan Snow, amateur ultra trail
runner

“Sport Massage
Therapy has shown me
the best results. It keeps
me moving and active
all year long. I can do
what I love because of
my sport massage
therapist.”

“As a middle aged runner, I could not have
achieved my goals without the help from my
sport trained therapist. She understands the
body in a different way than regular massage
therapists. She gets the mental and physical
anguish of the training, the injuries, the race
and its impact on the body and how to fix it.”

Thomas Tranter,
hockey player, cyclist
& motorcycle
enthusiast
“I cannot do what I do
without my Sport Massage
Therapist. She keeps me
going.”

