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The	  matters	  in	  dispute	  proceeded	  to	  a	  hearing	  in	  Toronto	  on	  October	  20	  &	  21,	  and	  December	  1	  
&	  2,	  2018.	  The	  Board	  met	  in	  Executive	  Session	  on	  January	  22,	  2019.	  
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Introduction	  

This	  interest	  arbitration	  was	  consensually	  convened	  under	  the	  Hospital	  Labour	  Disputes	  

Arbitration	  Act	  to	  resolve	  outstanding	  local	  issues	  arising	  between	  the	  31	  Participating	  Hospitals	  

and	  the	  SEIU	  (hereafter	  “the	  union”).	  The	  union	  represents	  approximately	  17,000	  members	  in	  

all	  of	  the	  usual	  clerical	  and	  service	  classifications,	  including	  many	  RPNs.	  Hearings	  took	  place	  in	  

Toronto	  on	  October	  20	  &	  21	  and	  December	  1	  &	  2,	  2018.	  The	  Board	  met	  in	  Executive	  Session	  on	  

January	  22,	  2019.	  

	  

In	  arriving	  at	  its	  decision	  concerning	  the	  outstanding	  matters,	  the	  Board	  has	  paid	  close	  

attention	  to	  the	  governing	  criteria	  –	  statutory	  and	  otherwise.	  As	  has	  been	  the	  case	  on	  other	  

occasions,	  the	  union	  made	  a	  number	  of	  joint	  submissions	  applying	  to	  all	  hospitals;	  in	  particular,	  

its	  request	  for	  an	  RPN	  adjustment,	  but	  also	  with	  respect	  to	  uniform	  allowance.	  A	  large	  number	  

of	  wage	  adjustments	  were	  sought	  at	  particular	  hospitals,	  and	  various	  contractual	  proposals	  

were	  also	  advanced	  by	  the	  parties.	  	  Any	  outstanding	  union	  or	  employer	  proposal	  not	  directly	  

addressed	  in	  this	  award	  is	  deemed	  dismissed.	  All	  agreed	  upon	  items	  to	  be	  incorporated	  into	  the	  

collective	  agreements	  settled	  by	  this	  award.	  	  

	  

RPN	  Adjustment	  

The	  union,	  in	  its	  revised	  proposal,	  seeks	  a	  new	  step	  –	  an	  eight	  -‐year	  rate	  –	  and	  compensation	  

for	  that	  new	  step	  set	  at	  75%	  of	  the	  RN	  rate	  (namely,	  a	  retroactive	  increase	  from	  $29.35	  to	  

$33.98).	  A	  detailed	  brief	  was	  filed	  in	  support	  of	  this	  submission,	  while	  further	  arguments	  were	  

advanced	  on	  the	  first	  hearing	  day.	  	  
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In	  brief,	  the	  union	  takes	  the	  position	  that	  it	  is	  well-‐accepted	  that	  there	  is	  a	  high	  degree	  of	  

commonality,	  indeed	  overlap,	  between	  RPN	  and	  RN	  functions.	  Moreover,	  as	  early	  as	  1977	  there	  

was	  arbitral	  recognition	  of	  a	  historical	  relationship	  between	  the	  two	  groups,	  one	  that	  should	  

also	  be	  reflected	  in	  a	  ratio	  approach	  to	  compensation.	  The	  union	  takes	  the	  position	  that	  RPNs	  

do	  at	  least	  75%	  of	  RN	  work	  and	  should,	  at	  the	  eight-‐year	  point,	  be	  paid	  75%	  of	  the	  RN	  rate.	  	  

	  

Nothing	  less	  than	  seventy-‐five	  percent,	  at	  the	  new	  proposed	  eight-‐year	  rate,	  was	  the	  

appropriate	  tie-‐in	  point,	  the	  union	  argued.	  	  Anything	  less	  would	  fail	  to	  reflect	  the	  increasing	  

accountability,	  responsibility	  and	  scope	  of	  practice	  of	  RPNs.	  In	  addition,	  and	  further	  supporting	  

the	  union	  request	  for	  a	  substantial	  RPN	  increase,	  were,	  the	  union	  argued,	  higher	  RPN	  rates	  at	  

three	  of	  the	  Participating	  Hospitals.	  Replication	  demanded	  no	  less.	  For	  all	  of	  these	  reasons,	  and	  

others,	  the	  union	  urged	  the	  board	  to	  substantially	  increase	  RPN	  compensation.	  

	  

For	  its	  part,	  the	  Participating	  Hospitals	  submitted	  that	  the	  RPN	  rate	  was	  a	  local	  issue	  and	  had	  to	  

be	  treated	  as	  such	  notwithstanding	  agreement	  that	  it	  be	  dealt	  with	  on	  a	  coordinated	  basis.	  

Seen,	  however,	  through	  this	  lens,	  and	  applying	  all	  of	  the	  normal	  interest	  arbitration	  criteria,	  

statutory	  and	  otherwise,	  it	  was	  manifest,	  in	  management’s	  submission,	  that	  there	  was	  no	  

justification	  whatsoever	  for	  the	  adjustment	  that	  was	  being	  sought.	  The	  evidentiary	  burden,	  the	  

Participating	  Hospitals	  noted,	  was	  on	  each	  and	  every	  local	  union	  establishing	  a	  need	  for	  an	  

adjustment	  at	  each	  and	  every	  local	  hospital.	  Not	  a	  single	  union	  submission	  addressed	  that	  point.	  

Put	  another	  way,	  the	  union	  advanced	  no	  evidence	  other	  than	  bald	  assertions	  of	  demonstrated	  

need,	  nothing	  on	  recruitment	  and	  retention;	  indeed,	  nothing	  substantive	  on	  any	  of	  the	  interest	  
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arbitration	  criteria	  that	  should	  be	  appropriately	  brought	  to	  bear	  with	  the	  sole	  exception	  of	  a	  

tenuous	  and	  completely	  unsupportable	  assertion	  that	  the	  RNs	  were	  both	  the	  appropriate	  and	  

the	  determinative	  comparator	  given	  an	  argued	  but	  never	  established	  RPN-‐RN	  duties	  overlap;	  

one	  that	  the	  union	  asserted	  should	  be	  acknowledged	  in	  a	  75%	  ratio.	  	  

	  

Put	  at	  its	  best,	  the	  Participating	  Hotels	  argued,	  it	  was	  the	  union’s	  submission	  that	  the	  RPN	  

classification	  was	  inappropriately	  rated	  when	  compared	  to	  the	  RN	  position.	  This	  was	  a	  job	  

classification	  submission,	  one	  that	  the	  Participating	  Hospitals	  argued	  could	  not	  serve	  as	  a	  

foundation	  for	  a	  massive	  wage	  gain	  request	  on	  a	  local	  issue	  in	  a	  local	  interest	  arbitration	  

proceeding	  (even	  if	  argued	  in	  a	  joint	  submission).	  The	  conclusion	  that	  there	  should	  be	  no	  wage	  

adjustment	  for	  all	  of	  the	  participating	  hospitals,	  the	  Participating	  Hospitals	  asserted,	  was	  made	  

manifest	  when	  every	  single	  one	  of	  the	  criteria	  normatively	  applied	  were	  absent	  –	  with	  the	  

possible,	  albeit	  vigorously	  disputed,	  exception	  of	  identification	  and	  application	  of	  the	  

appropriate	  comparator.	  In	  addition,	  there	  was	  no	  legitimacy,	  in	  the	  view	  of	  the	  Participating	  

Hospitals,	  to	  the	  establishment	  of	  a	  ratio:	  historical	  arbitral	  observations	  –	  dated	  from	  decades	  

ago	  –	  advanced	  in	  order	  to	  establish	  a	  tie-‐in	  was	  far	  from	  a	  firm	  contemporary	  foundation	  for	  

granting	  a	  completely	  unjustified	  wage	  increase.	  Simply	  put,	  there	  was	  no	  reason	  to	  grant	  the	  

union	  request.	  

	  

Decision	  on	  RPN	  Adjustment	  

Having	  carefully	  considered	  the	  written	  submissions	  of	  the	  parties,	  and	  those	  made	  at	  the	  

hearing,	  and	  following	  extensive	  discussion	  in	  Executive	  Session,	  and	  extended	  communications	  
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afterwards,	  we	  are	  of	  the	  view	  that	  the	  union’s	  request	  cannot	  be	  accepted.	  It	  is	  quite	  clear	  

that	  this	  is	  a	  local	  issue,	  and	  it	  is	  one	  that	  needs	  to	  be	  determined	  based	  on	  local	  conditions.	  To	  

be	  sure,	  three	  Participating	  Hospitals	  have	  wages	  that	  are	  .18¢,	  58¢	  and	  92¢	  above	  the	  

prevailing	  $29.35	  rate.	  The	  union	  suggested	  that	  this	  was	  the	  outcome	  of	  free	  collective	  

bargaining	  and	  given	  the	  primacy	  of	  replication	  in	  informing	  the	  work	  of	  interest	  arbitrators,	  

should	  be	  given	  careful	  consideration.	  However,	  the	  evidence	  indicates	  otherwise:	  	  These	  are	  

not,	  the	  Participating	  Hospitals	  point	  out,	  collective	  bargaining	  agreements	  but	  adjustments	  

resulting	  from	  new	  male	  comparators	  being	  established	  as	  part	  of	  pay	  equity	  maintenance.	  

Accordingly,	  they	  do	  not	  provide	  evidence	  of	  replication,	  which	  would	  be	  persuasive,	  and	  they	  

cannot	  serve	  as	  a	  foundation	  for	  a	  system-‐wide	  general	  increase.	  These	  outcomes,	  moreover,	  

further	  emphasize	  the	  local	  nature	  of	  RPN	  rates.	  

	  

Obviously,	  if	  the	  parties	  wish	  to	  make	  the	  RPN	  rate	  a	  central	  issue	  –	  which	  is	  fully	  within	  their	  

authority	  –	  one	  to	  be	  addressed	  in	  central	  bargaining	  including	  agreement	  on	  a	  standard	  (and	  

possibly	  increased)	  rate,	  they	  are	  free	  to	  do	  so.	  Significantly,	  they	  have	  not.	  Moreover,	  we	  are	  

entirely	  unpersuaded	  by	  the	  ratio	  argument.	  	  

	  

Much	  was	  made	  of	  the	  fact	  that	  the	  RPN	  scope	  of	  practice	  had	  increased	  over	  the	  years:	  that	  

RPNs	  now	  perform	  many	  of	  the	  same	  job	  functions	  once	  in	  the	  exclusive	  domain	  of	  RNs.	  That	  is	  

undoubtedly	  correct,	  but	  it	  is	  also	  true	  that	  RNs	  now	  perform	  duties	  once	  in	  the	  exclusive	  

domain	  of	  doctors.	  Tying	  one	  rate	  to	  the	  other	  on	  the	  basis	  of	  a	  ratio	  identified	  decades	  ago,	  
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and	  not	  accepted	  by	  both	  parties	  and	  barely	  acknowledged	  since,	  at	  best	  in	  passing,	  would	  

ignore	  the	  evolving	  nature	  of	  nursing	  practice,	  both	  RPN	  and	  RN.	  	  

	  

More	  importantly,	  when	  all,	  indeed	  any,	  of	  the	  normative	  interest	  arbitration	  criteria	  are	  

applied,	  absolutely	  no	  case	  has	  been	  made	  for	  the	  union	  proposal.	  	  There	  is	  no	  evidence	  of	  

difficulties	  in	  recruitment.	  There	  is	  no	  evidence	  of	  difficulties	  in	  retention.	  There	  is	  no	  governing	  

evidence	  of	  replication.	  	  There	  is	  no	  interest	  arbitration	  criterion,	  statutory	  or	  otherwise,	  that	  

would	  justify	  the	  wage	  demand.	  	  

	  

The	  truth	  is	  that	  there	  will	  always	  be	  fluctuations	  in	  hospital	  RPN	  rates	  because	  of	  local	  

bargaining	  and	  the	  impact	  of	  Pay	  Equity	  maintenance	  (at	  least	  until	  the	  parties	  agree	  on	  a	  

standardized	  rate).	  While	  three	  higher	  RPN	  rates	  in	  hospitals	  were	  brought	  to	  our	  attention,	  

taking	  them	  at	  their	  highest,	  and	  even	  assuming	  for	  the	  sake	  of	  argument	  that	  they	  were	  wholly	  

the	  result	  of	  free	  collective	  bargaining	  (and	  not,	  as	  appears	  to	  be	  the	  case,	  the	  impact	  of	  Pay	  

Equity	  maintenance),	  the	  delta	  between	  them	  and	  the	  rates	  generally	  in	  place	  at	  the	  

Participating	  Hospitals	  was	  in	  two	  of	  the	  three	  cases	  extremely	  small.	  Moreover,	  none	  of	  these	  

rates	  comes	  even	  close	  to	  the	  $4.63	  increase	  sought	  by	  the	  union	  (and	  none	  of	  them	  were	  

based	  on	  a	  ratio).	  When	  arbitrators	  award	  catch-‐up	  or	  other	  adjustments	  –	  based	  on	  replication	  

or	  otherwise,	  they	  generally	  do	  so	  to	  remedy	  large	  gaps	  –	  and	  the	  hospital	  examples	  brought	  

before	  us	  could	  not	  be	  fairly	  characterized	  in	  that	  way.	  	  
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The	  best	  comparator,	  of	  course,	  for	  an	  RPN	  is	  another	  RPN.	  That	  is	  not	  to	  say	  that	  one	  ignores	  

other	  wage	  outcomes	  in	  the	  hospital	  sector,	  and	  RN	  outcomes	  are	  certainly	  worth	  careful	  

consideration.	  But	  when	  ONA	  adjustments	  have	  taken	  place,	  both	  at	  the	  8-‐	  and	  25-‐year	  rates,	  

while	  memorialized	  in	  awards,	  this	  was	  effectively	  the	  result	  of	  free	  collective	  bargaining	  and	  a	  

shared	  recognition	  that	  there	  was	  a	  real	  problem	  in	  recruitment	  and	  retention	  that	  needed	  to	  

be	  addressed.	  Both	  of	  these	  factors	  are	  completely	  absent	  here	  and	  these	  outcomes	  cannot,	  

therefore,	  form	  the	  basis	  for	  an	  RPN	  wage	  increase.	  	  In	  terms	  of	  sectoral	  replication,	  it	  is	  fair	  to	  

say	  that	  in	  general,	  and	  with	  extremely	  limited	  exceptions,	  RPN	  rates	  outside	  of	  hospitals	  are	  

invariably	  much	  lower	  than	  those	  here.	  	  

	  

Simply	  put,	  RN	  collective	  bargaining	  outcomes	  do	  not	  drive	  RPN	  collective	  bargaining	  outcomes	  

and	  vice	  versa.	  The	  terms	  and	  conditions	  of	  RN	  collective	  agreements	  do	  not	  mirror	  the	  terms	  

and	  conditions	  of	  RPN	  collective	  agreements.	  This	  is	  reflected	  in	  the	  agreements	  these	  parties	  

have	  reached.	  For	  example,	  it	  is	  legally	  and	  factually	  significant	  that	  a	  comparison	  of	  negotiated	  

RN	  and	  RPN	  ATBs	  over	  many	  years	  amply	  illustrates	  this	  point	  –	  completely	  different	  outcomes,	  

and	  in	  contractual	  language	  as	  well.	  All	  of	  the	  criteria	  are	  important,	  but	  replicating	  free	  

collective	  bargaining	  is	  the	  main	  mission	  of	  the	  interest	  arbitration	  process.	  	  	  

	  

It	  is	  worth	  emphasizing,	  and	  among	  the	  reasons	  for	  this	  decision	  denying	  the	  union	  request	  –	  as	  

the	  Participating	  Hospitals	  pointed	  out	  –	  is	  that	  there	  is	  no	  evidence	  whatsoever,	  again	  for	  

decades,	  evidencing	  either	  mutual	  agreement	  or	  dispositive	  and	  governing	  arbitral	  recognition	  

of	  a	  ratio	  relationship	  between	  the	  RPN	  and	  RN	  rates;	  a	  relationship	  that	  in	  any	  way	  informs	  
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compensation.	  The	  actual	  fact	  of	  the	  matter	  is	  that	  an	  enormous	  spread	  between	  hospital	  RPN	  

rates	  was	  earlier	  found	  to	  be	  unjustified,	  and	  then	  corrected.	  The	  gap	  between	  hospital	  RPN	  

rates	  has	  been	  almost	  completely	  narrowed	  as	  it	  was	  an	  unjustifiable	  given	  commonality	  of	  

core	  functions	  (even	  while	  acknowledging	  that	  deployment	  of	  RPNs	  varies	  considerably	  at	  the	  

Participating	  Hospitals	  and	  not	  all	  RPNs	  work	  to	  their	  full	  scope).	  But	  that	  is	  not	  the	  basis	  for	  

establishing	  a	  system-‐wide	  RPN/RN	  ratio	  in	  a	  local	  process	  on	  an	  issue	  that	  is,	  as	  agreed,	  a	  local	  

one	  where	  local	  conditions	  need	  to	  be	  considered	  even	  if	  the	  matter	  is	  argued	  in	  a	  single	  

submission.	  It	  is	  also	  worth	  taking	  note	  that	  the	  cost	  of	  the	  proposal	  –	  and	  this	  was	  not	  

contested	  by	  the	  union	  –	  was	  equivalent	  to	  a	  2.887%	  wage	  increase	  across	  all	  employees	  

covered	  by	  the	  central	  collective	  agreement.	  Given	  the	  cost,	  compelling	  evidence	  responsibly	  

and	  satisfactorily	  satisfying	  some	  of	  the	  governing	  interest	  arbitration	  criteria	  would	  have	  to	  be	  

present,	  but	  it	  is	  not.	  Accordingly,	  and	  for	  all	  of	  these	  reasons,	  the	  union	  request	  for	  RPN	  

adjustments	  at	  the	  Participating	  Hospitals	  is	  denied.	  

	  

Other	  Matters	  

A	  large	  number	  of	  other	  matters	  were	  in	  dispute.	  It	  is	  most	  convenient	  to	  address	  the	  

remaining	  issues	  on	  hospital-‐by-‐hospital	  basis.	  However,	  insofar	  at	  the	  two	  main	  issues	  –	  

uniform	  allowance	  and	  Pharmacy	  Technician/Registered	  Technologist	  are	  concerned	  –	  it	  is	  our	  

view	  that	  the	  uniform	  allowance	  requires	  a	  substantial	  adjustment	  to	  reflect	  cost	  increases,	  

while	  still	  not	  even	  coming	  close	  to	  reimbursing	  employees	  for	  their	  actual	  out-‐of-‐pocket,	  while	  

application	  of	  the	  comparability	  criterion	  has	  convinced	  us	  that	  the	  Pharmacy	  Technician	  and	  

Registered	  Technologist	  should	  be	  paid	  at	  the	  OPSEU	  central	  rates.	  	  In	  terms	  of	  uniform	  
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allowance,	  free	  collective	  bargaining,	  including	  outcomes	  with	  hospitals	  engaged	  in	  this	  process,	  

establish	  increasing	  recognition	  that	  uniform	  allowances,	  in	  general,	  are	  inadequate	  and	  reflect	  

a	  general	  increase	  in	  reimbursement	  amounts.	  Our	  award	  increasing	  these	  rates	  at	  some	  of	  the	  

Participating	  Hospitals	  is	  effective	  the	  first	  full-‐pay	  period	  after	  issue,	  subject	  to	  pro-‐rating	  and	  

in	  all	  cases,	  uniforms	  must	  be	  required	  by	  the	  employer.	  	  

	  

As	  earlier	  noted,	  any	  issue,	  union	  or	  hospital,	  not	  addressed	  in	  this	  award	  is	  deemed	  dismissed.	  	  

	  

Alexandra	  Marine	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

	  

Bluewater	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

Effect	  of	  Absence	  

Standard	  Central	  Language	  awarded.	  

Union	  Representation	  

Current	  practices	  maintained.	  Chief	  Steward,	  7.5	  hours	  paid	  per	  month.	  
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Cambridge	  

Union	  Representation	  

Current	  practice	  to	  be	  incorporated	  into	  collective	  agreement.	  

	  

	  

Collingwood	  

MOU	  re:	  Parking	  

Remitted	  to	  the	  parties.	  Board	  remains	  seized.	  	  

Haliburton	  Highlands	  

Registered	  Technologists	  

Registered	  Technologists	  to	  match	  OPSEU	  central	  rate	  effective	  date	  of	  award.	  

	  

Halton	  

Scope	  

The	  parties	  agreed	  at	  the	  hearing	  to	  memorialize	  the	  fact	  that	  one	  particular	  employee	  who	  

works	  off-‐site	  is	  covered	  by	  the	  terms	  and	  conditions	  of	  the	  collective	  agreement.	  

	  

Hotel	  Dieu	  Shaver	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

Pharmacy	  Technician	  

Pharmacy	  Technicians	  to	  match	  OPSEU	  central	  rate	  effective	  date	  of	  award	  
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Headwaters	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

	  

Michael	  Garron	  

Uniform	  Allowance	  

$150	  full-‐time,	  $75	  part-‐time.	  

Union	  Representation	  

The	  Board	  is	  awaiting	  certain	  information	  that	  may	  pertain	  to	  the	  resolution	  of	  this	  issue.	  

Accordingly,	  we	  remain	  seized.	  

	  

Muskoka	  

Union	  Representation	  

Current	  practice	  incorporated	  into	  collective	  agreement.	  

Uniform	  Allowance	  

$150	  full-‐time,	  .08¢	  per	  hour	  part-‐time.	  

	  

Niagara	  Health	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

Pharmacy	  Technician	  

Pharmacy	  Technicians	  to	  match	  OPSEU	  central	  rate	  effective	  date	  of	  award	  
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North	  York	  

Clerical	  Outpatient	  Coder	  Specialist	  

Classification	  adjustment,	  $1.00	  per	  hour,	  effective	  date	  of	  award.	  

Royal	  Victoria	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

Vacations	  

Union	  and	  employer	  proposals	  remitted	  to	  the	  parties,	  Board	  remains	  seized.	  

LOU	  re	  Interviews	  

Union	  proposal	  granted.	  

Union	  Representation	  

Chief	  Steward,	  7.5	  hours	  per	  month.	  

	  

Runnymede	  

Hours	  of	  Work	  

Remitted	  to	  the	  parties,	  Board	  remains	  seized.	  	  

	  
Sensenbrenner	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  
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Southlake	  	  	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

	  

Thunder	  Bay	  

Uniform	  Allowance	  

$150	  full-‐time,	  $100	  part-‐time.	  

	  
West	  Park	  

Mobility	  Aide	  

Increase	  by	  1%	  effective	  date	  of	  award.	  
	  
	  

Conclusion	  

At	  the	  request	  of	  the	  parties,	  we	  remain	  seized	  with	  respect	  to	  the	  implementation	  of	  our	  

award.	  

DATED	  at	  Toronto	  this	  13th	  day	  of	  February	  2019.	  

“William	  Kaplan”	  

William	  Kaplan,	  Chair	  	  

I	  dissent.	  Dissent	  attached.	  

Brian	  O’Byrne,	  OHA	  Nominee	  

I	  dissent.	  Dissent	  attached.	  

Harold	  Caley,	  Union	  Nominee	  
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DISSENT	  BY	  OHA	  NOMINEE	  

	  

I	   agree	   with	   the	   Chair’s	   disposition	   of	   many	   of	   the	   issues	   in	   dispute,	   including,	   most	  
importantly,	   his	   rejection	  of	   the	  Union’s	   proposed	  RPN	  adjustment.	   The	  Chair	   is	   correct	   that	  
when	  all,	  indeed	  any,	  of	  the	  normative	  criteria	  are	  applied,	  absolutely	  no	  case	  was	  made	  for	  the	  
Union’s	  proposed	  RPN	  adjustment.	  This,	  of	  course,	  was	  a	  local	  issue	  and	  the	  evidentiary	  burden	  
was	  on	  each	  local	  union	  to	  establish	  a	  need	  for	  an	  adjustment	  at	  each	  and	  every	  hospital.	  This	  
they	  failed	  to	  do	  so	  at	  each	  and	  every	  hospital.	  Registered	  nurses	  are	  not	  the	  comparator	  for	  
RPNs	  and	  there	  is	  absolutely	  no	  basis	  for	  establishing	  a	  ratio	  to	  RNs.	  

I	  disagree,	  however,	  with	  the	  Chair’s	  disposition	  of	  some	  issues,	  including	  his	  decision	  to	  award	  
the	  OPSEU	   central	   rate	   for	   the	   Pharmacy	   Technician	   classification	   at	  Niagara	  Health	  &	  Hotel	  
Dieu	  Shaver	  and	  to	  award	  the	  OPSEU	  central	  rate	  for	  the	  Registered	  Technologist	  classification	  
at	   Haliburton	   Highlands.	   The	   evidence	   before	   us	   was	   that	   there	   were	   no	   recruitment	   and	  
retention	  problems	  whatsoever	  at	  any	  of	  these	  hospitals	  in	  regard	  to	  the	  classifications	  in	  issue.	  
Furthermore	  the	  cost	  of	  these	  adjustments	  is	  significant	  and	  is	  not	  something	  that	  each	  of	  the	  3	  
hospitals	   can	   afford.in	   the	   current	   economic	   climate	  when	   all	   three	   are	   facing	   deficits.	   	   The	  
Chair’s	   award	   on	   this	   issue	   shows	   no	   regard	   for	   the	   relationship	   between	   classifications	   and	  
their	  wage	  rates	  within	  each	  of	  the	  collective	  agreements	  of	  the	  three	  hospitals	  which	  were	  all	  
freely	  bargained.	  In	  my	  view,	  the	  union	  failed	  to	  demonstrate	  a	  real	  need	  for	  the	  adjustments	  
and	   the	   totality	   of	   the	   evidence	   before	   us	   did	   not	   support	   what	   was	   awarded.	   Interest	  
arbitration	  is	  supposed	  to	  replicate	  what	  the	  parties	  themselves	  would	  have	  agreed	  to	  had	  they	  
been	   engaged	   in	   free	   collective	   bargaining.	   In	  my	   view	   these	   adjustments	  would	   never	   have	  
been	  agreed	  to	  in	  free	  collective	  bargaining.	  

I	  also	  disagree	  with	  the	  adjustments	  that	  were	  awarded	  to	  the	  Outpatient	  Coder	  Specialist	  at	  
North	  York	  General	  Hospital	  and	  to	  the	  Mobility	  Aide	  at	  West	  Park.	  	  Neither	  adjustment,	  in	  my	  
view,	  was	  warranted	  based	  on	  the	  evidence	  before	  us.	  

I	   am	  disappointed	   that	  not	  a	   single	  hospital	  proposal	  was	  awarded.	  There	  were	  a	  number	  of	  
meritorious	  proposals	  before	  us	  that,	  in	  my	  view,	  should	  have	  been	  awarded.	  

My	  major	  disagreement	  with	  the	  Chair	   involves	  his	  decision	  to	  award	  a	  uniform	  allowance	  of	  
$150.00	  for	  full-‐time	  employees	  and	  a	  uniform	  allowance	  of	  $100.00	  for	  part-‐time	  employees	  
at	  11	  hospitals.	   	   In	  my	  view,	  the	  allowances	  awarded	  are	  excessive;	  are	  not	  supported	  by	  the	  
evidence	   before	   the	   Board	   and	   are	   costly.	   	   The	   Chair	   justifies	   his	   decision	   to	   grant	   these	  
allowances	  on	  the	  basis	  that	  “a	  substantial	  adjustment	  [was	  required]	  to	  reflect	  cost	  increases	  
while	  still	  not	  even	  coming	  close	  to	  reimbursing	  employees	  for	  their	  actual	  out-‐of-‐pocket”.	  

In	  its	  written	  submission	  to	  the	  Board,	  the	  Union	  referred	  to	  “increasing	  costs	  associated	  with	  
laundering	  and	  maintaining	  uniforms”.	  	  That	  is	  all	  the	  Union	  said	  on	  this	  point.	  	  We	  were	  given	  
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no	  information	  at	  all	  on	  the	  cost	  of	  purchasing	  uniforms;	  no	  information	  as	  to	  whether	  or	  not	  
such	  cost	  had	  increased	  over	  the	  last	  number	  of	  years	  (other	  than	  the	  bald	  statement	  that	  costs	  
had	  increased);	  and	  no	  information	  as	  to	  what	  the	  amount	  of	  the	  increase	  was	  (assuming	  that	  
there	  was	  an	  increase).	  

In	   the	   absence	   of	   such	   evidence,	   I	   do	   not	   see	   how	   the	   Chair	   can	   say	   that	   there	   have	   been	  
substantial	   cost	   increases	   and	   that	   his	   award	   still	   does	   not	   even	   come	   close	   to	   reimbursing	  
employees	  for	  their	  actual	  out-‐of-‐pocket	  costs.	  	  	  

As	  further	  justification	  for	  his	  award,	  the	  Chair	  states	  that	  “free	  collective	  bargaining,	  including	  
outcomes	  with	  hospitals	  engaged	  in	  this	  process,	  establish	  increasing	  recognition	  that	  uniform	  
allowances,	   in	   general,	   are	   inadequate	   and	   reflect	   a	   general	   increase	   in	   reimbursement	  
amounts”.	   	   The	   only	   evidence	   before	   us	   as	   to	   what	   other	   hospitals	   provide	   for	   uniform	  
allowances	   related	   to	   SEIU	  hospitals.	   	   That	   evidence	  was	  provided	  by	   the	  Union	  by	  way	  of	   a	  
table	  in	  its	  written	  submission	  to	  the	  Board.	  	  	  

The	  table	  showed	  that	  as	  at	  the	  expiry	  of	  the	  prior	  agreements,	  42	  hospitals	  provided	  a	  uniform	  
allowance	   for	   full-‐time	   employees.	   30	   hospitals	   provided	   $100.00	   or	   less	   (the	  most	   common	  
figure	  was	  $100.00	  which	  25	  hospitals	  provided);	  4	  provided	  $110.00;	  4	  provided	  $120.00;	  ;	  2	  
provided	  $150.00;	  1	  provided	  $155.00	  and	  1	  provided	  $185.00.	  	  For	  part-‐time	  employees,	  the	  
table	  showed	  that	  33	  hospitals	  provided	  a	  uniform	  allowance.,	  16	  hospitals	  provided	  $50.00	  or	  
less	   (the	  most	  common	  figure	  was	  $50.00	  which	  15	  hospitals	  provided);	  2	  provided	  $55.00;	  1	  
provided	  $60.00;	  1	  provided	  	  $65.00;	  1	  provided	  $70.00;	  2	  provided	  $75.00;	  5	  provided	  $80.00;	  
3	  provided	  $100.00;	  1	  provided	  $150.00	  and	  1	  provided	  $180.00.	  

The	  Union	  also	  filed	  with	  us	  at	  the	  hearing	  a	  chart	  showing	  what	  had	  happened	  with	  respect	  to	  
uniform	  allowance	  in	  the	  bargaining	  that	  had	  taken	  place	  during	  this	  round.	  	  Twelve	  hospitals	  
have	  settled	  this	  issue	  in	  free	  collective	  bargaining.	  	  A	  summary	  of	  what	  transpired	  at	  these	  12	  
hospitals	  is	  as	  follows:	  	  

For	   full-‐time	   employees:	   	   3	   hospitals	   moved	   to	   $150.00;	   the	   hospital	   that	   was	   already	   at	  
$155.00	   remained	   at	   $155.00	   but	   added	   shoes;	   1	   hospital	   moved	   to	   $130.00	   on	   January	   1,	  
2019;	  1	  hospital	  moved	   to	  $90.00	   in	  Year	  1	  and	  $105.00	   in	   	   Year	  2	  and	  $125.00	   in	  Year	  3;	  2	  
hospitals	  moved	  to	  $120.00;	  2	  hospitals	  moved	  to	  $110.00	  and	  	  2	  	  hospitals	  moved	  to	  $100.00.	  

For	  part-‐time	  employees:	   	  1	  hospital	  moved	  to	  $100.00;	  1	  hospital	  moved	  to	  $65.00	  effective	  
January	  1,	  2019;	  1	  hospital	  moved	  to	  $45.00	  in	  Year	  1	  and	  $55.00	  in	  	  Year	  2	  and	  $65.00	  in	  Year	  
3;	   3	  hospitals	  moved	   to	  $80.00;	  1	  hospital	  moved	   to	  $60.00;	  2	  hospitals	  moved	   to	  $50.00;	  2	  
hospitals	  moved	  to	  $75.00;	  1	  hospital	  that	  was	  at	  $100.00	  remained	  there	  but	  added	  shoes.	  	  

This	  information	  on	  what	  was	  bargained	  during	  the	  current	  	  round	  does	  not	  show	  any	  trend	  at	  
all	  to	  $150.00	  for	  full-‐time	  employees	  nor	  to	  $100.00	  for	  part-‐time	  employees.	  	  Only	  3	  out	  of	  12	  
hospitals	  moved	  the	  full-‐time	  employees	  to	  $150.00.	  	  For	  part-‐time,	  only	  one	  hospital	  out	  of	  12	  
moved	  to	  $100.00.	  
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Eleven	  hospitals	  had	  uniform	  allowance	  as	  an	  issue	  before	  us.	  	  	  

Based	  on	  the	  Union’s	  data,	  there	  are	  now	  43	  hospitals	  that	  provide	  a	  uniform	  allowance	  for	  full-‐
time	  employees.	  20	  of	  these	  hospitals	  remained	  status	  quo	  during	  this	  round	  of	  bargaining	  and	  
12	  made	  changes.	  	  The	  picture	  we	  have	  then	  for	  the	  32	  hospitals	  that	  are	  set	  with	  their	  uniform	  
allowance	  until	  December	  31,	  2021,	   is	  1	  at	  $180.00;	  1	  at	  $155.00;	  5	  at	  $150.00;	  1	  at	  $130.00	  
effective	  January	  1,	  2019;	  1	  at	  $125.00	  effective	  January	  1,	  2020;	  5	  at	  $120.00;	  6	  at	  $110.00	  and	  
12	  at	  $100.00	  or	  less.	  	  Using	  replication	  and	  comparability,	  there	  is	  no	  proper	  case	  to	  be	  made	  
at	  all	   for	  the	  $150.00	  for	  full-‐time	  employees	  that	  the	  Chair	  has	  awarded	  at	  the	  remaining	  11	  
hospitals.	  

For	  part-‐time	  employees,	  the	  Union’s	  data	  shows	  that	  there	  are	  now	  35	  hospitals	  which	  provide	  
a	  uniform	  allowance.;	  15	  of	  these	  hospitals	  remained	  status	  quo	  during	  this	  round	  of	  bargaining	  
and	   9	   made	   changes.	   	   Of	   the	   24	   hospitals	   that	   are	   set	   with	   their	   uniform	   allowance	   until	  
December	  31,	  2021,	  we	  have	  1	  hospital	  at	  $180.00;	  1	  at	  $150.00;	  4	  at	  $100.00;	  6	  at	  $80.00;	  4	  at	  
$75.00;	  1	  at	  $65.00;	  1	  at	  $65.00	  effective	  January	  1,	  2020;	  1	  at	  $60.00	  and	  5	  at	  $50.00.	  	  Once	  
again,	  using	  replication	  and	  comparability,	  there	  is	  no	  proper	  case	  to	  be	  made	  for	  the	  $100.00	  
for	  part-‐time	  employees	  that	  the	  Chair	  has	  awarded	  at	  the	  remaining	  11	  hospitals.	  

All	  of	  which	  is	  respectfully	  submitted.	  

Brian	  O’Byrne,	  OHA	  Nominee	  
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DISSENT OF UNION NOMINEE 

 

1. Given the result I am compelled to write a dissent.  The Award falls short in 

many respects.  With respect to the RPN issue, in my opinion, the Chairperson 

looked for excuses not to award the new step in the Wage Grids; ignored the 

reasons to award the additional step; and the simply stated the Award is wrong. 

 

2. The proposal of the Union is to add an 8 year step to the Wage Grids with the 

end rate matching the ONA Year 8 rate of $45.31 at 75% which would be 

$33.98. I would have awarded the Union proposal with some modification. 

 
3. The criteria for arbitrators is found in the Hospital Labour Disputes Arbitration 

Act and this Act does not mention demonstrated need; in fact, demonstrated 

need has never been raised as a criteria in the context of a wage increase or 

wage adjustment. Nor does this Act mention replication; in any event it is the 

Hospitals that set the wage rates for the RPNs and there is virtually no free 

collective bargaining regime that impacts the RPN wage rates. Finally, the Act 

does not mention recruitment/retention; rather it states ‘the employer’s ability to 

attract and retain qualified employees’; and what cannot be ignored is the 

statutory criteria of “a comparison, as between the employees and other 

comparable employees” on which I have more to say later in this Dissent. 

 
4. The RNA classification was created to deal with the shortage of nurses during the 

Second World War and it was during the 1960 that the number of RPNs began to 

swell significantly. Initially the RPNs with significant less duties of the RN earned 

between 71-75% of the RN job rate. 

 
5. Today the RPN bears a much closer relationship to the RN; the RPN is now a 

graduate from a 2 year college program;  the RPN is classified as a “nurse”; the 

RPN provides autonomous care to patients;  the RPN performs many of the tasks 

performed by RNs;  the RPNs are competent in 90% of the same areas as RNs 



	   19	  

as defined by their mutual regulator, the CNO. In short, there is no justification 

for the erosion of the RPN wage rate to 65% of the RN job rate. 

 
6. How do we value women in the workplace? In an excerpt from the book 

Shrewed: A wry and Closely Observed Look at the Lives of Girls and Women 

(Renzetti) the observation is that there are a number of professions, “including 

‘nurse’ which are predominantly filled by women and which require a component 

of emotional stoking and public smiling, listening, allaying fears, being 

attentative; that “women’s work” is undervalued at home and in the work place; 

and that “the debasement of caring means that both men and women have to 

live in a world that does not reward the professions that should be the most 

valuable and cherished”. 

 
7. In reviewing the prior Awards both the first issue of commonality of RPN rates 

across the Province in order to achieve a coordinated/standard rate for all RPN’s; 

and the second issue of maintaining a relationship between RPN rates and the 

RN rates, have been dealt with: 

 
i. The Burkett Award in ONA/Welsley Hospital 1977 – Employer 

Nominee concurred in the Award; also addressed the historical 

differential between the rates - where Mr. Burkett stated: 

 
“The Board has chosen the R.N.A. classification as the 
appropriate tie-point.  The Board has selected this tie-point 
for the following reasons.  Firstly, the registered nursing 
assistant belongs to the same work group as the registered 
nurse, secondly, the registered nursing assistant is a 
member of a service unit which includes classifications found 
in the private sector and hence the assumption of an indirect 
relationship to the private sector.  Thirdly, the registered 
nursing assistant is covered by a collective agreement 
extending to March 31, 1978, and fourthly, there is evidence 
before the Board which establishes the existence of an 
historical differential of 74% to 75% between the rates for 
the registered nursing assistant and registered nurse.  On 
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the basis of weighted average monthly rates, the parties 
themselves negotiated a differential of just under 75% for 
the 1975 calendar year.” 

 

ii. The Burkett Awards/CUPE/SEIU of 1986 – No dissent from 

Employer Nominee; where Mr. Burkett endorsed the 75% tie-point 

and stated at pages 42-44: 

 

“The three primary factors that are to be considered are, firstly, 
the current level of unionized wage settlements in community; 
secondly, the relativity between the wages paid under these 
agreements and those paid under the Ontario Industrial 
Composite; and thirdly, the relativity between the rate paid to 
the R.N.A. under this collective agreement and the rate paid to 
the R.N.  Given that these hospital employees, who have been 
denied the right to strike because their services are considered 
essential to the wellbeing of society, are entitled to wage 
increases in line with those being grated to other unionized 
employee in society, consideration of the first factor (the 
current level of unionized wage settlements) is essential to a 
fair and just award.  Consideration of the second and third 
factors, in their historical context, allows us to determine if, in 
addition to the “going” increase, some “catch-up” is required.  It 
is not disputed between the parties that there is a historical 
relationship between both the rate paid under these collective 
agreements and the industrial composite and the rate paid to 
the R.N.A. and to the R.N.” 
 
“The second question that must be answered is whether, in 
addition to an increase commensurate with what other 
unionized employees are receiving, there is any “catch-up” 
warranted.  The first measure in this regard is the differential 
between the R.N.A. and the R.N. As we have observed, it has 
long been accepted that the R.N.A. rate should fall between 
74% and 75% of the R.N. rate.  An increase in line with that 
indicated by the data with respect to current wage settlements 
will maintain the historical R.N.A.-R.N. relationship.” 
 
And at page 50: 
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“We have decided that a general increase of 5% to these 
hospital support staff employees for the one-year period 
commencing September 29, 1985 would reflect the prevailing 
level of settlement in the community and, at the same time, 
maintain the historical relationship between the average wage 
paid to these employees and the Industrial Composite and the 
rate paid to the R.N.A. as a percentage of that paid to the RN.”  

 

“It is not disputed between the parties that there is an historical 
relationship between both the rate paid under these collective 
agreements and the industrial composite and the rate paid to 
the RNA and to the RN”. 
 

This tie-point existed regardless of any variations in the work 

performed by the RPNs within a hospital or in different hospitals. 

 
iii. The McLaren Award of January 1989 

 
At page 55-56 

 
“In the Union submission one important aspect of the wage 
determination process is to examine the historical 
relationship between Registered Nurses and Registered 
Nursing Assistants.  In the arbitration award dated April 4, 
1977 between the Ontario Nurses Association and Wellesley 
Hospital, Arbitrator Burkett noted the historical relationship 
between the two groups when he said: 
 

“The Board has chosen the R.N.A. classification as the 
appropriate tie point.   The Board has selected this tie 
point   for the following reasons. Firstly, the 
registered nursing assistant belongs to the same work 
group as the registered nurse. Secondly, the 
registered nursing assistant is a member of the 
service unit which includes classifications found in the 
private sector. Thirdly, the registered nursing 
assistant is covered by a collective agreement 
extending to March 31, 1978 and fourthly there is 
evidence before the Board which establishes the 
existence of a historical differential of 74% to 75% 
between the start rates for the registered nursing   
assistant and the registered nurse on the basis of 
weighted average monthly rates, the parties 
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themselves negotiated a differential of just under 75% 
for the 1975 calendar year.” 

 
The relationship identified by Arbitrator Burkett has been 
acknowledged in a number of Interest Arbitrations.  A list of 
some of these arbitrations includes the decision on June 12, 
1979 of Arbitrator Swan involving Kingston General Hospital 
and the Ontario Nurses Association.  A central arbitration 
process between this Union and forty-three (43) Hospitals 
resulted in similar comments by Arbitrator Teplitsky in a 
decision dated June 19, 1978.  It was also recognized in an 
area central process involving fourteen (14) Hospitals and 
the London and District Service Workers Union, Local 220 in 
an award by Arbitrator Adams dated June 29, 1979. 
 
In the arbitration proceedings which established the expired 
collective agreement Arbitrator Burkett found that one of the 
primary factors affecting the wage determination by that 
interest arbitration Board was the internal RNA to RN 
relationship.  He noted that the parties were not in dispute 
over the existence of this relationship as stated at page 43 
of the award: 
 

“The second question that must be answered is 
whether in addition to an increased commensurate 
with what other unionized employees are receiving, 
there is any “catch-up” warranted.  The first measure 
in this regard is the differential between the R.N.A. 
and the R.N.  As we have observed, it has long been 
accepted that the R.N.A. rate should fall between 74% 
and 75% of the R.N. rate.  An increase in line with 
that indicated by the data with respect to current 
wage settlements will maintain the historical R.N.A. – 
R.N. relationship.” 

 
At page 62 
 
…”The Board of Arbitration is of the view that the 
introduction of the Pay Equity legislation provides a unique 
opportunity for the parties to engage in a process of study 
which can determine the issue of whether it is appropriate to 
benchmark the classifications other than the RNA 
classification.  The Board is of the view that the RNA rate is 
already a benchmark classification and it will deal with that 
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separately.  Therefore, the RNA rate should not be included 
within the proposal below.” 
 
At page 65 
 
…”The submission of the Union indicated that as of the 
expiry date of the SEIU agreement the RNA start rate was 3% 
behind the tie point of 75% of the RN rate.  It works out to 
$.35 per hour. 
 
The freely negotiated settlement with ONA resulted in 
irregular wage increases to the pattern on the grid.  To a 
degree this has had the effect of destroying the RN and RNA 
relationship to the extent that the relationship was based on 
the respect of start rates because the maximum impact for 
wage increases were placed at the senior end of the grid 
which has many more steps than the RNA grid.  Therefore, 
the Union has suggested that the approach has to be 
modified in order to continue the historical relationship 
between the two positions. 
 
From the table quoted in this award the relationship on 
November 16, 1985 and on November 16, 1986 when 
Arbitrator Burkett awarded wage increases was such that 
the start rate relationship was approximately 75%.  The 
relationship of the maximum RNA to RN rate was 
approximately 68%.” 
 
At page 66-67 
 
…”The Board accepts that there has been a historical 
relationship.  This relationship is evident in the date 
submitted and as indicated by a series of arbitration award 
including the last two rounds of interest arbitration with 
these parties.  However, the relationship has not been one 
which is used as a justification for additional adjustments to 
the RNA rate of for adjustments to that rate to occur at 
times other than the contract anniversary date.  What the 
historical concept has been used for is to ensure that the 
appropriate levels of compensation have been awarded for 
the RNAs in the general wage increase.  It might be the case, 
although this has never happened in the past, that the 
general increase might have to be higher for the RNAs if the 
historical tie-point relationship would not be achieved by the 
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general increase for the entire group of employees.  Given 
the increases ordered by this Board the adjusted tie-point 
rate of 68% of the RN maximum rate will be more than 
satisfied in the first year by the $0.55 increase and the same 
will be true of the $0.60 increase in the second year of the 
contract.  Therefore, the Board is satisfied that the general 
increase to the entire group of employees will also maintain 
the tie-point relationship as redefined by the Union in these 
proceedings.  The Board needs to take no further action in 
respect of this matter other than to note that the new tie-
point relationship is satisfied by the general increases which 
it has ordered.  The test of the tie-point relationship was 
established that suitable wages is satisfied.” 

 

iv. The Stanley/CUPE Award   of February 9, 1989 stated that 

historically Chairs have recognized the tie-point between RNs and 

RPNs; in an ONA Award of Burkett, he chose the RNA classification 

as the “appropriate tie point” for the RN. 

 

The Award goes on to indicate the relationship was acknowledged 

by Swan in an ONA decision in 1979; Teplitsky in a 1978 SEIU 

decision; Adams in a 1979 RSDWU decision; and in CUPE/SEIU RNA 

Hospital Awards of 1986 by Burkett. 

 

And later in the Award: 

 

“The most significant comparison group within the industry for 
these employees is ONA.” 
 

“The determination of a fair level of wages for RNAs in this group 
has always involved looking at the relationship to the RN rates. 
Burkett acknowledged, in his last award, that this was so, saying 
that the award would maintain the relationship between the rate 
paid to RNAs as a percentage of that paid to RNs. The relevant tie 
point for this comparison is disrupted by the changes in the RN 
wage grid.  
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However, it is easy to look at the data and see that the RNA is now 
at a low point having deteriorated from a 75% differential in 1975 
to 70.7% at the expiration of this agreement. This fact lends 
support to either a wage adjustment or a rate increase that 
exceeds that of the RN settlement.” 

 

The Award concluded with increasing the RPN start rate in each 

year as this “would maintain what is a fair relationship to RNs and 

would substantially reduce the gap between these RNAs and PNAs.” 

 

v. The Kaplan /SEIU Award of June 10, 2003:  On the first issue 

mentioned above Kaplan accepted "the extremely high degree of 

commonality in functions of the RPNs”. The result was an 

adjustment in the end rates of some hospitals as the "current 

spread between the lowest and the highest rates is unjustified". In 

other words, this Award addressed moving the RPNs to a common 

wage rate Province-wide. 

 

vi. The Carrier/CUPE Award of February 25, 2004 followed the Kaplan 

Award of moving toward a single rate for RPNs and reduced the 

spread tween the lowest and the highest RPN rates. 

 

vii. The Kaplan/SEIU Award of November 7, 2006 declined to make 

further adjustments to the RPN rates given the substantial 

reduction in the spread in the last round; however, Kaplan noted 

the ‘high degree of commonality in functions of the RPNs.” 

 

viii. The Albertyn/CUPE Award of June 30, 2007 followed this result. 

However, he did comment on the relationship between the RPN 

and the RN as follows: 
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“…the notion of re-establishing some ratio between PRN and 
RN rates has some attraction because the RNs are the 
professional grouping most closely associated with the RPNs, 
in proximity, duties performed, and professional regulation, 
among others, though with higher qualifications and a 
higher level of responsibility.  As Arbitrator Kates said (albeit 
in the context of deciding whether there ought to be one or 
two categories, and hence rates of pay, for RPNs at the 
same hospital),  

 
“In other words, implicit in the unchallenged evidence 
is the inference that so long as the core duties, 
responsibilities and education requirements of the 
RPN positions subject to review fall within “the scope 
of practice” of RPN professional standards for nursing 
care (dictated by the College of Nurses) then these 
positions should attract the one rate of pay.” 

 
It was prescient of Mr. Albertyn to choose this particular 

quote to illustrate his point.  At the time of his award, RNs 

and RPNs had separate scopes of practice, though there was 

already at that time significant overlap.  In 2010, however, 

the CNO brought both RPNs and RNs under a common 

scope of practice, making Mr. Albertyn’s reference even 

more fitting today. 

 

ix. The Raymond/SEIU Award of May 10, 2008 the coordinated RPN 

rate was again an issue and the Award adjusted the hospitals with 

an end rate below $23.00. 

 

x. The Briggs/CUPE Award of August 4, 2009 also addressed the issue 

of coordinated/standardized RPN rates and granted an increase of 

5% to the RPN end rate.  Arbitrator Briggs stated the following: 

 
“In arriving at our decision, we have taken into account the 
educational background, licensure requirements as well as 
the duties and responsibilities of the RPNs. We have 
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compared these elements against those of other hospital 
workers and their wage rates (sic) from the data provided by 
the parties (Tab 6 p7)” 
 

There can be no serious dispute but that the comparison 

was the evidence of the Union regarding the relationship 

between RNs and RPNs. 

 

xi. The Petryshen Award of February 10, 2012 awarded an RPN wage 

adjustment based on the spread being too great.  

 

“We are also influenced by the general erosion of PRN rates 
in relation the RN rate. Although there are obvious 
differences between RNs and RPNs, these two classes of 
professional employees have a close association. Although 
we do not suggest that there should be a magic tie point for 
RN and RPN rates, we are convinced that it is appropriate to 
adjust the RPN rates in light of their erosion in relation to RN 
rate in the hospital sector, particularly given that PRNs 
generally now perform tasks previously performed only by 
RNs.” 

 

Petryshen adjusted the minimum job rate; in line with the approach 

of Kaplan and Raymond in the SEIU Awards and Carrier and Briggs 

in the CUPE Award and the resulting spreads in the Wage Grid. 

 

xii. The Burkett/SEIU Award of August 22, 2012 addressed the parity 

between CUPE and SEIU and stated: 

 
Burkett awarded two .20 cent and one .27 cent increase on 
the lowest maximum rates. 
 

 

xiii. The Etherington/SEIU Award of December 1, 2013 awarded wage 

adjustments to the RPN minimum and end job rates. 
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8. Of the above thirteen (13) Awards, eight (8) specifically reference the 

appropriateness of an RPN/RN comparator; and five (5) Awards also provide for 

an RPN wage adjustment; 

9. There are two discreet issues in relation to the RPNs; namely: 

 

1. the spread among RPN rates in the different hospitals; and  

 

2. the relationship between RPN wage rates and the RN wage rates. 

 

 
10. The two issues should not be conflated.  The fact that recent Awards have dealt 

with the first issue is not justification for refusing to consider the second issue on 

its merits. 

 

11. Furthermore, a review of prior Awards does not indicate that arbitrators have 

rejected the need to address the second issue (that is, the relationship between 

the RPN and RN wage rates). 

 
12. The Awards since 2001; including Albertyn in 2007 (No. 7 viii above); Briggs in 

2009 (No. 7 x above); and Petryshen in 2012 (No. 7 xi above) all referenced the 

relationship between RPNs and RNs in a positive fashion for the RPNs.  

 
13. The Awards prior to 2001 also provide a sound foundation establishing a 

relationship between the RPN rates and the RN rates, again, as I hopefully have 

demonstrated above. The Awards in the period 1986 to 1999, including Burkett 

in 1986 (No. 7  i and ii above); McLaren in 1989 (No. 7 iii above); and Stanley in 

1989 (No. 7 iv above) all referenced the RPN wage rate in relation to the RN 

wage rate. 
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14. The OHA itself, in responding to a proposed restriction by ONA to limit the usage 

of RPNS in hospitals stated the following before the 2016-18 Albertyn interest 

arbitration board: 

“The Participating Hospitals maintain that their ability to make key 
organizational decisions regarding the management of resources and 
costs must be preserved. 
 
Hospitals continue to assess and make organizational decisions involving 
the assignment of work to a number of professional within their respective 
scopes of practice.  As scopes of practice change, as they have in the past, 
the hospitals must retain the right to make organizational decisions within 
their accountabilities and public mandates. 
 
Management of patient care is dynamic and evolving with different 
technologies and expanding scopes of practice for multiple professional 
groups involved in managing the care of patients.  It is common to have 
multidisciplinary teams of professionals providing care which include, 
among other professions, RNs and RPNs.  The nursing professional has a 
high degree of overlap in the care that can be provided to patients which 
is highly regulated and enforceable through the College of Nurses of 
Ontario.  Using a multidiscipline approach to patient care ensures health 
professionals are working to their full scope of practice and allows 
hospitals to resource their demands using the right professionals in order 
to manage their cast and patient outcomes. 
 
As discussed more thoroughly in Section 6.3 of the Hospitals’ brief, the 
shifting nature of care and services is evident.  Hospitals have taken on 
more services, closed units, and merged units, often resulting in 
adjustments to staff levels both up and down and in cases substituting 
RNs with other health professionals (Tab 26, pp7-8).” 
 
 

15. Albertyn recognized the evolving role of the RPN’s and stated the following: 

 

“17. Following the Report of the Johnson Hospital Inquiry Commission in 
1974, the current structure of hospital bargaining units was established.  
At that time the role of nursing assistants was very different from the role 
now played by RPNs within the health care system.  The scope of practice 
of RPNs has expanded significantly over the years since the 1970s and 
they now have considerable community of interest with RNs.” 
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16. In shifting the nursing burden of health care from the RN to the RPN the 

Hospitals should accept the responsibility of providing remuneration to the RPNs 

that bears some relationship to the remuneration paid to the RNs. While 

Hospitals have the right to organize nursing skill-mix in order to save costs, this 

has to be mirrored with providing the RPNs with remuneration that reflects the 

new and expanded role in the Hospital. 

 

17. The SEIU having achieved the first objective, namely standardized rates for 

RPNs across Ontario, now seek to achieve the second objective that has both an 

historical and current foundation; namely a return to the wage rate relationship 

between the RPNs and the RNs. 

 

18. The starting point for my submission on this second issue is of course the 

Awards referred to above followed by the legislation in Ontario that applies to 

nurses; and here nurses includes both RNs and RPNs. 

 

19. The Regulated Health Professions Act (RHPA) provides for the self-regulating 

profession of nurses governed by the College of Nurses (CNO); this includes RNs 

and RPNs. 

 
20. The Nursing Act of Ontario and the Registered Health Professionals Act regulate 

both classifications as "nurses"; it makes no distinction between the two classes 

of nurses, rather it applies fully to the profession of nursing, including both the 

RN and the RPN.  The common profession and common self-regulatory body 

distinguish these employees from other groups who do not have similar 

professional obligations and responsibilities and who are not bound by a model 

of professional conduct. It is stated: 

 
“In Ontario, nursing is one profession with two categories of 
practitioner, RNs and RPNs. 
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All RNs and RPNs are accountable individually for their practices, 
their decisions and their actions.” 

 

21. No one disputes that RPNs and RNs are two classes of professional employees 

and have a close association both professionally and in the work place; and are 

governed by the same mutual regulator, the CNO. 

 

22. The Nursing Act of Ontario establishes the profession of nurses with two 

categories – RN and RPN; and does not differentiate between RNs and RPNs in 

the administration of medication (Tab 24 of the Union Brief). 

 

23. As of 2018, the RPNs perform roughly 92% of the RN scope of practice. The 

CNO Entry-to-Practice Guidelines stipulates that of the 100 competencies 

expected of RNs, 90 are also expected of RPNs. In other words, through the lens 

of the body legislatively responsible for overseeing the nursing practice in 

Ontario, there is now a 90 percent overlap in the current competencies of the 

RNs and the RPNs. 

 

24. Tabs 48 and 56 of the Union Brief are the 2018 Practice Standards and Practice 

Guidelines of the College of Nurses of Ontario and are indications of the manner 

in which RNs and RPNs are performing work for the benefit of the patients in 

Hospitals. 

 
25.  Further, it is beyond dispute that in applying the statutory criteria #4, 

namely: 

 
“A comparison, as between the employees and other comparable 
employees in the public and private sectors, of the terms and conditions 
of employment and the nature of the work performed.” 
 
 is a compelling reason to establish a comparative relationship between 
the RPN wage rates and the RN wage rates. 
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The two classifications are bound together by statute in terms of responsibility, 

functions, duties and professional obligations; RPNs and RNs are comparable 

employees of the Hospitals. 

 
26. The fact that RNs and RPNs are in separate bargaining units does not detract 

from the assertions; in fact, separate bargaining units enhances the job security 

of the RPNs. 

 

27. Historically a tie point relationship between RPNs and RN was recognized at a 

differential between 74% and 75% - and this was at a time when the scope of 

duties of the RPN bore much less of relation to the close scope of duties that 

now exists between the RN and the RPN. 

 
28. No one disputes that RPNs have over time performed more of the duties that 

were once only performed by RNs – now to the extent of 92% of the RN scope 

of practice; and of the 119 competencies assigned to RNs 110 of these 

competencies are also part of the RPN scope of practice; this is a significant and 

overwhelming overlap. 

 

29. Simply stated the most relevant statutory criteria when considering wage rates 

mandates establishing a wage rate for the RPNs that bears a comparative 

relationship to the ONA RN wage rate. 

 
30. The fundamental basis of any acceptable job classification and wage rate system 

is that persons performing the same or similar duties ought to be paid the same 

or comparative wage rates.  The refusal to even consider addressing the 

comparability of wage rates as between RPNs and RNs in my opinion is not only 

unjustified but is inconsistent with statutory and arbitral criteria. 

 
31. On average, the practical nurses in the rest of Canada earn 75% of the RN rate. 
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32. One final note is that over the years the gap between RNs and RPNs has 

widened as a result of the general wage increase received by both groups – so 

the case for the result requested makes greater sense when we realize that while 

this wage gap has widened the scope of practices of the two groups have 

significantly narrowed. 

 
33. HILDA criteria not only specifically supports a comparison between the RN wage 

rates and the PRN wage rates but mandates such a comparison; particularly 

where this is an internal comparison – not an external one. What possible better 

comparator to RPNs is there than RNs? The Hospitals employ both classifications. 

 
34. The current proposal of the SEIU is different from past proposals and takes into 

account the expansion of the ONA Wage Grid to 8 years and then 25 years by 

providing an expansion of the SEIU Wage Grid to 8 years. In other words, the 

SEIU has proposed adding an additional step rate after 8 years service to 

compensate those employees who have gained this amount of experience in the 

Hospital and who have dedicated this amount of service to the Hospital. 

 
35. RPNs have the professional requirements and experience to provide the 

necessary physical care to patients in the hospitals; and like RNs they also 

provide the emotional “caring support” to these same patients; currently their 

contribution in both respects in hospitals is undervalued. 

 
36. With respect, the disparity in wage rates between the RNs and the RPNs is 

simply not justified, based on any relevant criteria this should have been 

addressed over the term of the Collective Agreements. Hospitals use ONA 

comparators for all other benefits, but not wages; in fact, it was asserted at the 

hearing that non-Hospital comparators were not relevant.  
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37. With respect to the Hospital assertions relating to cost, the only real argument 

advanced by the Hospitals, I adopt what the majority of the Board stated 

(Teplitsky/Geiger) in the Award of June 19, 1978 (Tab 30 of Employer Brief): 

 
“The ability of the employer to pay in a public sector dispute is irrelevant.  
It is not that I fail to recognize the difficulties facing the employer, when 
inflation is running at 8½% per annum and provincial grants are only 
4½%, in continuing the high level of service which our society has 
become accustomed to.  However, these employees cannot be expected 
to subsidize a higher level of care than we as a society can afford or are 
prepared to pay for by receiving less than appropriate wages.”  
 

38. In my opinion, the reasoning is flawed and the result is wrong in this Award 
when considering: 

 
(i) The prior Arbitration Awards; 
(ii) The historical wage relationship between RPNs and 

RNs; 
(iii) That both RPNs and RNs are “nurses” for purposes of 

the two statutes that govern their profession; 
(iv) That RPNs and RNs are two classes of professional 

employees governed by the same regulator; 
(v) That RPNs perform many of the duties once 

performed by RNs and can perform roughly 92% of 
the RN scope of practice; 

(vi) That RPNs and RNs are “nurses” and are employees 
of the Hospitals providing care for the benefit of the 
same patients; 

(vii) That the HLDA statutory criteria of comparability 
clearly applies to the “nurses”; 

(viii) That the wage rates of the RPNs have eroded over 
time in comparison to the wage rates of the RNs. 
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Respectfully Submitted and Dated at Toronto this 8th day of February, 2019. 
 
Harold F. Caley, Union Nominee 
	  

	  


