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OF PROFESSIONAL MISCONDUCT 

The parties hereby agree that the following facts and attached documents may be accepted as 
true by the Discipline Committee: 

The Registrant 

1. Dr. Colbran Marjerrison, ND (the “Registrant”), registered with the College of Naturopaths of
Ontario (the “College”) on April 4, 2019.

2. Between April 4, 2019 and February 16, 2023, the Registrant held an Active certificate of
registration. On February 17, 2023, the Registrant moved to the Inactive registration class. A
copy of the Registrant’s public register profile is attached as Tab “A”.

3. At all relevant times, the Registrant worked at and owned Beechwood Naturopathy (the
“Clinic”) in Ottawa, Ontario.

Concurrent Therapeutic and Sexual Relationships 

4. It is agreed that between September 7, 2020 and February 13, 2021, the Registrant provided
ongoing treatment to a patient (the “Patient”) at the Clinic. Specifically, the Registrant provided
naturopathic services to the Patient during twenty appointments. A copy of the Patient’s
patient record is attached as Tab “B”.

5. At the onset of the treatment on September 7, 2020, the Patient informed the Registrant that
they were suffering from PTSD related to a prior intimate relationship. The Patient also
indicated that they were suffering from PTSD on their intake form (see Tab “B”).

6. The Registrant started seeing the Patient socially outside of the Clinic in December 2020.
Specifically, the Registrant and the Patient did the following:

a. attended a gift exchange on December 31, 2020;
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b. socialized for several hours after a treatment session on January 30, 2021; and  

c. planned a birthday party for the Registrant on February 6, 2021. 

7. The Registrant’s last appointment with the Patient was on February 13, 2021 (see Tab “B”). 

8. It is agreed that in February 2021, following the last appointment, the Registrant began a 
consensual sexual relationship with the Patient, including which included sexual intercourse. 

9. Pursuant to section 1(6) of the Health Professions Procedural Code (the “Code”), being 
Schedule 2 of the Regulated Health Professions Act, 1991 (the “RHPA”), the definition of 
patient includes an individual who was a patient of a member for one year from the date on 
which the individual ceased to be the member’s patient. As a result, the Patient remained a 
patient at the time the Registrant began a sexual relationship. 

10. Pursuant to paragraph (a) of section 1(3) of the Code, sexual abuse of a patient by a member 
means sexual intercourse or other forms of physical sexual relations between the member 
and a patient. As a result, the Registrant sexually abused the Patient because the Registrant 
engaged in a concurrent sexual and therapeutic relationship with the Patient. 

11. It is further agreed that the conduct set out in paragraphs 4 to 9 above amounts to a conflict 
of interest because the Registrant engaged in concurrent personal, sexual and therapeutic 
relationship with the Patient as a result of which the Registrant’s personal interests could 
improperly influence their professional judgment and conflict with their duty to act in the 
Patient’s best interest. 

12. It is further agreed that the conduct set out in paragraphs 4 to 9 above amounts to physical 
and emotional abuse of the Patient.  

Record Keeping 

13. It is agreed that between September 2020 and July 2021, the Registrant failed to keep records 
as required in respect of their treatment of the Patient in the following ways: 

a. Failing to make treatment notes for each appointment as required, in particular by 
failing to make treatment notes for appointments that occurred on the following 
dates:   

i. September 16, 2020; 

ii. September 21, 2020; 

iii. November 5, 2020; 

iv. November 26, 2020; and 

v. December 3, 2020. 

b. Failing to make chart entries for each appointment as required, in particular by 
failing to make chart entries for appointments that occurred on the following dates: 

i. September 16, 2020; 



ii. September 21, 2020; 

iii. November 5, 2020; 

iv. November 26, 2020; and 

v. December 3, 2020. 

c. Failing to make chart entries as soon as possible after a patient interaction, in 
particular by making late entries on July 13, 2021 for appointments that actually 
occurred on the following dates: 

i. September 21, 2020; 

ii. October 1, 2020; 

iii. October 8, 2020; 

iv. October 29, 2020; 

v. January 30, 2021; and 

vi. February 6, 2021. 

d. Creating and amending chart entries months after a patient interaction and failing 
to record the amendments to the patient record as required, in particular by 
creating new entries on July 13, 2021 for appointments that actually occurred on 
the following dates: 

i. October 8, 2020; 

ii. October 29, 2020; 

iii. January 30, 2021; and 

iv. February 6, 2021. 

14. A copy of the audit trail documentation from the Registrant’s charting software company, Jane 
App, is attached as Tab “C”.  

15. It is agreed that on July 13, 2021, after the Registrant self-reported their concurrent 
therapeutic and sexual relationships with the Patient to the College, they went back through 
the Patient’s record and made the late entries identified in paragraph 11(c) above and created 
the new entries identified at paragraph 12(d) above before submitting the patient record to the 
College’s investigator.  

16. Specifically, it is agreed that the Registrant went back through the Patient’s records after the 
self-report to the College in order to sign off or close any entries that had not been previously 
closed. The chart notes are accurate and the notes were left open because the Registrant 
forgot to sign off the Patient’s chart. 

 



Admissions of Professional Misconduct 

17. It is agreed that the above-noted conduct constitutes professional misconduct pursuant to 
section 51(1)(b.1) of the Code (sexual abuse of a patient, more specifically sexual intercourse 
or other forms of physical sexual relations between the member and the patient). 

18. It is further agreed that the above-noted conduct constitutes professional misconduct pursuant 
to section 51(1)(c) of the Code and as set out in the following paragraphs of section 1 of 
Ontario Regulation 17/14 made under the Naturopathy Act, 2007:  

a. Paragraph 1 (contravening, by act or omission, a standard of practice of the 
profession or failing to maintain the standard of practice of the profession, 
including:  

i. Code of Ethics (attached as Tab “D”); 

ii. Record Keeping (attached as Tab “E”); 

iii. Therapeutic Relationships and Professional Boundaries (attached as Tab 
“F”); and 

iv. Conflict of Interest (attached as Tab “G”).  

b. Paragraph 2 (abusing a patient physically and emotionally); and 

c. Paragraph 17 (acting in a conflict of interest when acting in a professional 
capacity).  

d. Paragraph 23 (failing to keep records in accordance with the standards of the 
profession); 

e. Paragraph 46 (engaging in conduct or performing an act relevant to the practice 
of the profession that, having regard to all the circumstances, would reasonably be 
regarded by members as disgraceful, dishonourable or unprofessional); and 

f. Paragraph 47 (engaging in conduct that would reasonably be regarded by 
members as conduct unbecoming a member of the profession). 

Acknowledgements 

19.  By this document, the Registrant agrees that: 

a. They understand fully the nature of the allegations made against them; 

b. They have no questions with respect to the allegations against them; 

c. They admit to the truth of the facts contained in this document and that the facts 
constitute professional misconduct; 

d. They understand that by signing this document they are consenting to the evidence 
as set out in this document being presented to the Discipline Committee; 

e. They understand that by admitting the allegations made against them, they are 



waiving their right to require the College to prove the allegations against them at a 
contested hearing; 

f. They understand that the decision of the Discipline Committee and a summary of
its reasons, including reference to her/his name, will be published in the College’s
annual report and any other publication or website of the College;

g. They understand that if there is any agreement between them and the College with
respect to the penalty proposed it does not bind the Discipline Committee; and

h. They understand and acknowledge that they are executing this document
voluntarily, unequivocally, free of duress and free of bribe, and that they have been
advised of their right to seek legal advice and has done so or had the opportunity
to do so.

All of which is respectfully submitted, 

Signed this ____ day of _________, 2023 

________________________________ 
Dr. Colbran Marjerrison, ND 
Registrant 

Signed this ____ day of _________, 2023 

_______________________________ 
Andrew Parr 
Chief Executive Officer 
College of Naturopaths of Ontario 
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Code of Ethics 
 

Naturopathic Doctors have an obligation to act in a manner that justifies public trust and confidence, that upholds and 
enhances the integrity of the profession, that serves the interests of society and above all, that safeguards the 
interests of the individual patients. 

The Code of Ethics defines the expectations the College of Naturopaths of Ontario has for every Registrant and is 
intended to guide naturopathic practice and assist in ethical decision making. The Code of Ethics, along with the 
Standards of Practice, forms the foundation of professionalism and Registrants adhere not only to these guidelines, 
but also to the underlying principles of Naturopathic Medicine. 

 
General 
 

Every Naturopathic Doctor shall: 

• Practise competently, with integrity, and without impairment. 
• Strive for professional excellence by advancing professional knowledge through lifelong learning. 
• Practise only within the limits of professional competence, in surroundings that do not compromise the 

quality of care offered. 
• Refuse any influence or interference that could undermine professional integrity. Refuse to participate in or 

support practices that violate basic human rights. 

To the Patient 
 
Every Naturopathic Doctor shall: 

• Practise in a manner that treats each patient with dignity and respect. 
• Provide care that respects the patient’s needs, values and dignity, and does not discriminate on any 

grounds, including on the basis of race, ancestry, place of origin, colour, ethnic origin, citizenship, creed, 
sex, sexual orientation, gender identity, gender expression, age, marital status, family status or disability. 
This does not negate the ND’s right to refuse to accept a patient for legitimate reasons. 

• Recommend only diagnostic procedures and treatments that he/she determines to be necessary for the 
well-being of the patient. 



• Be considerate of the concerns of the patient’s family and cooperate with them as appropriate in the 
patient’s interest. 

• Recognize and disclose conflicts of interest that arise in the course of professional duties and activities, 
and resolve them in the best interest of the patient. 

• Refrain from treating an individual where the Registrant’s professional objectivity may be compromised. 
• Recognize professional limitations. When indicated recommend to the patient that additional opinions 

and/or services be obtained and provide referrals where possible. 
• Recognize the patient’s right to accept or reject any health care recommended. 
• Safeguard the patient’s right to privacy and only disclose confidential information when either authorized 

by the patient or required to do so by law. 
• Avoid public discussions or comments about patients that could reasonably be seen as revealing 

confidential or identifying information. 
• Provide the patient with the information they need to make informed decisions about their care, and 

answer questions appropriately. 
• Respect the patient’s request for a second opinion. 
• Continue to provide services to the patient until they are no longer required or wanted; until another 

suitable practitioner has assumed responsibility; or until reasonable notice of termination of care has 
been provided to the patient. 

• Participate only in research that is scientifically relevant and conducted ethically and is approved by a 
research ethics board where appropriate. 

• Recognize that community, society and the environment are important factors in the health of individual 
patients. 
 

To the Profession 
 

Every Naturopathic Doctor shall: 

• Recognize that self-regulation of the profession is a privilege and that each Naturopathic Doctor has an 
ongoing responsibility to merit the retention of that privilege. 

• Maintain and advance the standards of care, and body of knowledge and strive to improve professional 
knowledge, skill and judgment. 

• Behave in a manner that is beyond reproach. 
• Enter into associations, contracts and agreements only if they allow for professional integrity to be 

maintained. 
• Rely on ability and integrity to build a professional reputation. Refrain from endorsing any service or 

product for personal gain. 
• Collaborate with other Naturopathic Doctors and health professionals in the care of patients and in the 

function and improvement of the health care system. 
• Refrain from keeping secrets from colleagues related to the diagnostic or therapeutic agents and 

procedures that are employed. 
• Treat colleagues with dignity and respect. 

 

To Society 
 

Every Naturopathic Doctor shall: 

• Consider the well-being of society in matters affecting health. 
• Strive to improve the standards of health care and promote health and safety for the individual, the 

public and the global community. 



• Recognize the profession’s responsibility to society in matters relating to the health and well- being of 
the community. 

• Recognize the responsibility to indicate when a stated opinion is contrary to the generally held opinion of 
the profession. 

• Recognize and manage the impact of his/her naturopathic practice on public health care resources. 
• Understand and minimize the impact of his/her naturopathic practice on the environment. 

 

To the College of Naturopaths of Ontario 
 
Every Naturopathic Doctor shall: 

• Comply with all governing legislation, Standards of Practice, policies, by-laws and guidelines approved 
by the College of Naturopaths of Ontario. 

• Report to the College any conduct of a colleague which may generally be considered unprofessional or 
unbecoming to the profession. 

• Cooperate with and assist the College in its work. 
 

To Oneself 
 
Every Naturopathic Doctor shall: 

• Strive to maintain personal health and well-being. 
• Recognize those stress factors in professional and personal life that can affect patient care and 

incorporate appropriate coping strategies. 
• Seek help from colleagues and appropriately qualified professionals for personal problems that might 

adversely affect service to patients, society or the profession. 
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Introduction 
The intent of this standard is to advise Members with respect to the expectations for record keeping in their practice.  

This standard applies to both written and electronic records as appropriate. 

 

Definitions 
Patient Record: Consists of the patient chart, appointment record and financial records. 

 

 

1. Appointment Records 

The Member maintains an appointment record that is accurate, legible and comprehensive. 

Performance Indicators 

The Member maintains an appointment record that clearly and legibly identifies: 

 Member’s name, clinic name, address and telephone number; 

 date and time of appointment; 

 name of patient (minimum of last name and first initial); and 

 duration of appointment. 

 

The Member maintains and retains appointment records for a period of at least 10 years after the date of the last 

entry.  In the case of a minor, records are retained for at least 10 years following the patient’s 18th birthday, 

regardless of the date of the last entry. 

 

2. Patient Financial Records 

The Member maintains a financial record that is accurate, legible and comprehensive. 

Performance Indicators 

The Member ensures that financial records clearly and legibly record: 

 name of treating Member, clinic name, address, telephone number; 

 patient’s name, address and telephone number; 

 date of service; 

 services billed; 

 substances, drugs or devices dispensed; 

 payment amount and method of payment; and 
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 balance of account. 

The Member ensures that: 

 patient financial records are clearly itemized; 

 fees for naturopathic consultation are separated from all other fees; 

 fees for supplements, injectable substances, devices, special testing, etc., are individually listed; 

 receipts are issued for all payments and copies are maintained in the patient financial record. 

 

The Member maintains and retains financial records for a period of at least 10 years after the date of the last entry.  

In the case of a minor, records are retained for at least 10 years following the patient’s 18th birthday, regardless of 

the date of the last entry. 

 

3. Patient Charts 

The Member maintains a patient chart that is accurate, legible and comprehensive. 

Performance Indicators 

In all patient charts, the Member ensures: 

 all written entries are made in indelible ink; 

 the patient’s name or patient number is recorded on each page; 

 all entries are made in either English or French.  Other languages may be used provided that English or French 

are also used; 

 there is no highlighter used over writing; 

 all written records are clearly legible; 

 there are no blank spaces between entries; 

 all pages are in chronological order, consecutively numbered and dated; 

 a consistent format is used for recording the date; 

 all chart entries are recorded as soon as possible after the patient interaction; and  

 when other than generally accepted medical abbreviations are used, a legend of abbreviations or codes is 

available. 

 

The Member ensures that all records contain: 

 the patient’s chief complaint(s); 

 relevant health, family and social history; 

 subjective information provided by the patient or their authorized representative; 

 relevant objective findings; 

 consent; 

 results of any naturopathic examinations; 

 an assessment of the information and any diagnosis; 

 proposed treatment plan, including prescriptions and recommendations; 

 relevant communications with or about the patient; 

 the patient’s reactions/feedback to treatment 

 relevant information obtained from re-assessment;  

 relevant referral and consultation information, where applicable; and 

 indication of who made each entry and when the entry was made. 
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The Member records the following information related to the delivery of treatment: 

 name and strength of all drugs and/or substances administered; 

 dosage and frequency; 

 date of administration; 

 method of administration; and  

 how treatment was tolerated. 

 

The attending Member includes his/her registration number and signs the written record so that the treating ND is 

clearly identified. 

 

The Member maintains and retains patient records for a period of at least 10 years after the date of the last entry.  

In the case of a minor, records are retained for at least 10 years following the patient’s 18th birthday, regardless of 

the date of the last entry. 

 

4. Electronic Records 

The Member ensures that electronic records are maintained and retained in a safe and effective 

manner. 

Performance Indicators 

Electronic records are subject to the same security requirements as paper/written information.  The Member 

ensures that, when patient records are maintained in an electronic system, the following criteria are met: 

 the system provides a visual display of the recorded information; 

 the system provides a means of accessing the record of each patient by the patient’s name or other unique 

identifier; 

 the system is capable of printing the recorded information in chronological order for each patient; 

 the system maintains an audit trail that: 

 records the date and time of each entry for each patient; 

 preserves the original content of the record if changed or updated; 

 identifies the person making each entry or amendment; and 

 is capable of printing each patient record separately. 

 the system provides reasonable protection against unauthorized or inappropriate access; 

 the system is backed up at least each practice day and allows for the recovery of backed-up files or otherwise 

provides reasonable protection against loss of, damage to and inaccessibility of records; 

 backed-up files are stored in a physically separate and secure area; and 

 files are encrypted if they are transferred or transported outside of the facility. 

 

When making the transition from paper to electronic records, the Member must: 

 ensure the integrity of the data that has been converted into electronic form; 

 verify that documents have been properly scanned; 

 ensure that the entire patient record is intact upon conversion, including all attached notes and hand-written 

comments. 
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5. Storage of Charts 

When storing patient charts, the Member takes reasonable measures to ensure patient confidentiality 

and security of patient information to prevent unauthorized access and maintain its integrity. 

Performance Indicators 

The Member: 

 ensures all patient charts are secured; 

 ensures sensitive information is never left unattended in an unsecured location; 

 stores all patient charts alphabetically or numerically, such that a specific file can be easily identified and 

retrieved; 

 maintains a separate chart for each patient; and 

 ensures, if other practitioners also see the same patient, that the Member’s electronic records can be 

individually retrieved. 

 

6. Amendments to Patient Charts 

The Member ensures that any amendments made to a patient chart are properly documented. 

Performance Indicators 

The Member ensures that: 

 any amendment to a written chart is initialed, dated and indicates what change was made; 

 all previous written entries remain legible; 

 amendments are only to be in the form of additions and not erasure or overwriting; 

 the original entry is available and legible; 

 a patient chart is never re-written. 

 

7. Privacy 

The Member adheres to the Personal Health Information Protection Act, 2004 (PHIPA). 

Performance Indicators 

The Member obtains the patient’s consent when collecting, using or disclosing personal health information unless 

provided otherwise by law. 

 

The Member maintains patient confidentiality in the course of collecting, storing, using, transmitting and disposing 

of personal health information. 

 

The Member identifies the Health Information Custodian (HIC) who establishes written policies and procedures 

relating to the collection, use, and disclosure of all personal health information.  The patient is informed of who has 

custody and control of their personal health information and how their information will be managed. 

 

All patients are made aware that other practitioners may have access to their charts and patients may choose to 

decline that access. 
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8. Retention and Transfer of Patient Records 

When retaining and transferring records, the Member takes reasonable measures to ensure 

confidentiality and security of information to prevent unauthorized access and maintain the record’s 

integrity. 

Performance Indicators 

The Member: 

 maintains the original chart unless it is requested by the College for a regulatory purpose or is required for legal 

purposes in which case a copy is retained by the Member; 

 never provides any information concerning a patient to a person other than the patient or their authorized 

representative(s) without the express consent of the patient, an authorized representative, or as otherwise 

required by law; 

 may charge a reasonable fee to reflect the actual cost of reproduction, the time required to prepare the material 

and the direct cost of sending the material to the authorized party.  The Member shall not require prepayment of 

this fee.  Non-payment of the fee is not a reason for the Member to withhold the information; 

 retains and transfers records in a manner that ensures continued access by patients and the College. 

 

The Member maintains and retains records for a period of at least 10 years after the date of the last entry.  In the 

case of a minor, records are retained for at least 10 years following the patient’s 18th birthday, regardless of the 

date of the last entry. 

 

In the event of the death of a Member, the responsibility for the maintenance of the records lies with the estate, 

which is obliged to maintain those records as defined above.  If the estate sells the practice to another Member, all 

records are transferred to the purchasing Member and are maintained as above. 

 

If a Member relocates a practice he/she takes the patient records to the new location.  If the practice ceases 

operation, the Member either appropriately transfers or maintains the original of all patient records as described 

above.  Patients are notified in writing as to how they can obtain access to their patient records.  The College is 

also notified and provided with a forwarding address for a minimum of ten (10) years. 

 

In the event of a sale of the practice, all of the original records are transferred to the purchasing Member who 

maintains those records as described above.  Where feasible (in some cases by newspaper notice) patients are 

notified, in writing, of the practice sale so that any patient who requires it may obtain a copy of their record.  The 

College is also informed in writing of the sale and in whose care and control the original records will be 

maintained. 

 

In all cases, the College is notified, in writing, of the forwarding address where the records are kept for a minimum 

of ten (10) years from the date of the last day of practice of the Member 

 

9. Dispensing and Selling of Drugs and Substances 

The Member creates and maintains appropriate records of the dispensing and selling of drugs and 

substances for a minimum of ten years. 

Performance Indicators 

The Member: 

 records and maintains an inventory of drugs and substances purchased or received, including date of receipt; 

 records the date drugs and substances are dispensed and/or sold; 

 records the name of the person to whom the drugs and substances were dispensed and/or sold; 
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 maintains copies of prescriptions/recommendations from other Members or health care providers; 

 maintains a log containing a record of distribution of each drug or substance dispensed to enable the Member 

to issue a recall of any dispensed drug or substance; 

 maintains a record of any product recalls or alerts provided by the manufacturer or Health Canada; and 

 maintains these records for a minimum of ten (10) years. 

 

10. Disposing of Patient Records 

The Member does not dispose of a record of personal health information unless their obligation to 

retain the record has come to an end. 

Performance Indicators 

When the obligation to retain records comes to an end, the records may be destroyed: 

 paper or hard copy records must be disposed of in a secure manner such that the reconstruction of the record 

is not reasonably possible; 

 Electronic records must be permanently deleted from all hard drives, as well as other storage mechanisms. 

 Hard drives must either be crushed or wiped clean with a commercial disk wiping utility. 

 Similarly, any back-up copies of the records must be destroyed. 

 

The Members maintains a record of disposal dates, and names of patient whose records were disposed. 

 

Related Standards 
Consent 

Dispensing 

Fees and Billing 

Prescribing 

Recommending Non-Scheduled Substances 

Selling 

 

 

Legislative Framework 
Personal Health Information Protection Act, 2004 

Professional Misconduct Regulation 

 

Approval 
Original Approval Date: October 15, 2012 

Latest Amendment Date: March 6, 2019. 

 

Disclaimer 

In the event of any inconsistency between this standard and any legislation that governs the practice of Naturopathic 

Doctors, the legislation shall govern. 

http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_04p03_e.htm
http://www.e-laws.gov.on.ca/html/regs/english/elaws_regs_140017_e.htm
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