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SCOPE 

This policy applies to Huron Perth Healthcare Alliance (HPHA)’s credentialed 

practitioners and staff responding to patient inquiries regarding and requests for medical 

assistance in dying. 

 

Note: For the purposes of this policy: 

 Physicians and Nurse Practitioners providing assessments to determine eligibility 

and administration of drugs for medical assistance in dying must have HPHA 

privileges and may not delegate these responsibilities to a medical resident or 

trainee. Temporary privileges may be coordinated through the office of the HPHA 

Administrative Assistant Medical Services, ext. 2428 (and in absence, Corporate 

Lead Medical Staff, ext. 2426). 

 Prescription and administration of drugs for the purposes of medical assistance in 

dying for HPHA inpatients will be performed only by privileged physicians and 

nurse practitioners who have assessed the patient’s eligibility for medical 

assistance in dying.  

 When a patient inquires about or requests a medically assisted death, they should 

be asked if they would like to meet with a Spiritual Care Advisor. 

 

POLICY  

HPHA supports patient and family centred care and acknowledges the right of eligible 

patients to choose medical assistance in dying as a legal end of life option. When a patient 

makes an inquiry regarding or request for medical assistance in dying, assistance in dying 

is only one of several possible options that may be explored with the patient. HPHA will 

support the autonomy of patient choice and support patient dignity in the full range of 

patient care services. HPHA’s Framework to Support Ethical Practice will be utilized as 

needed to support the patient and medical and administrative decision-making aspects of 

medical assistance in dying. 

 

HPHA acknowledges the right of individual health care providers who support the 

provision of medical assistance in dying to do so in accordance with legislation, 

professional regulatory standards and this policy. Correspondingly, HPHA acknowledges 

and supports the ability of individual health care providers to conscientiously object (see 

Definitions – Appendix E) to participating in the provision of medical assistance in dying 

in accordance with any requirements outlined in legislation and professional regulatory 

standards. Both participating and conscientiously objecting health care providers must be 

treated in accordance with HPHA Code of Conduct and Conflict of Interest policies. 

 

The intent for the treatment to result in the patient’s death is unique in medical assistance 

in dying because death is intended. Medical Assistance in Dying is distinguished from 

other options such as palliative care, palliative sedation therapy, withholding or 

withdrawing treatment, or refusing treatment because death is not intended but may 

incidentally occur due to the patient’s underlying condition. 

 

https://intranet.hpha.ca/myalliance/Default.aspx?cid=1494&lang=1
https://intranet.hpha.ca/myalliance/Default.aspx?cid=1365&lang=1


This policy does not apply to situations other than medical assistance in dying and is 

separate and distinct from withholding or withdrawing treatment, palliative care, and 

palliative sedation (see Definitions – Appendix E). 

 

With respect to legislation: 

 Bill C-14: 

Physicians and other healthcare providers are legally permitted to assist in the 

death of a competent and consenting adult aged 18 years of age or older with a 

grievous and irremediable medical condition who is suffering intolerably and 

whose death is reasonably foreseeable. 

 Criminal Code 

Amendments made to the Criminal Code, s.241(5.1) provide that no social worker, 

psychologist, or psychiatrist, therapist, medical practitioner, nurse practitioner or 

other health care professional (e.g. pharmacist) commits an offense if they provide 

information to a person on the lawful provision of medical assistance in dying. 

 Bill 84 (Chapter 7 of the Statutes of Ontario. 2017) includes amendments to the 

Excellent Health Care for All Act, 2010: 

o To provide protection against litigation for care providers and for doctors, 

nurse practitioners and people assisting them for performing medical 

assistance in dying (This protection does not apply where negligence is 

alleged). 

o Medical Assistance in Dying does not negatively affect the individual’s life 

insurance policy and may not be invoked as a reason to deny a right or 

refuse a benefit or any other sum which would otherwise be provided under 

a contract or statute. 

 Bill C-7 (March 17 2021) is an amendment to C-14 and creates 2 sets of 

safeguards (i.e. Tracks) for medical assistance in dying: 

o Track 1 –Patients with a Reasonably Foreseeable Natural Death (RFND) 

o Track 2 – Patients without a Reasonably Foreseeable Natural Death 

(RFND) 

 

Details regarding these Tracks are included in Procedure section. 

 

Note: Mental Health as the sole condition is excluded as an eligible condition for medical 

assistance in dying; a review is anticipated sometime after March 2023.  

 

GUIDING PRINCIPLES 

The overarching guiding principles of this policy are as follows: 

 Confidentiality will be maintained for any requests in order to protect patients, 

providers, and the hospital from unwanted media or public attention. 

 HPHA will respond to inquiries regarding and requests for Medical Assistance in 

Dying in a timely manner. 

 If the staff or physician receiving the inquiry regarding or request for Medical 

Assistance in Dying is not comfortable with responding or is a conscientious 

objector, they are to bring the inquiry or request to the attention of the Team 

Leader, unit Manager or Internal Resource Group (IRG). 



 An individual is not compelled to provide or assist in providing medical assistance 

in dying. 

 HPHA Internal Resource Group will serve as the patient access/conscientious 

objection infrastructure to support healthcare practitioners regarding involvement 

in medical assistance in dying to the extent they are comfortable. 

 The MOH has established a Clinician Referral Support line to help Ontario 

clinicians arrange for assessment referrals and consultation for patients requesting 

medical assistance in dying: 1-844-286-4023. (see Definitions – Appendix E). 

 If the person has difficulty communicating, all necessary measures must be taken 

to provide a reliable means by which the person may understand the information 

that is provided to them and communicate their decision. For patients for whom 

English is not their primary language, HPHA’s language resource is available. 

(refer to Language and Translation Resources policy). HPHA will utilize the 

Ministry of Health Clinician Aid B and C forms for primary and secondary 

assessments. Patients are encouraged to use Clinician Aid A for their formal 

written request as it contains all required information. Completed forms will be 

included in the patient chart. 

 When the patient requesting medical assistance in dying is not able to provide an 

authorized third person if required and/or an independent witness (see Definitions 

– Appendix E), HPHA staff may act in this capacity. A list of HPHA staff who 

volunteer to act in this capacity is available through the Stratford Hospital 

Switchboard. Staff who would like their names included on the list may contact 

the Administrative Assistant Medical Services (ext. 2438) or the VP People & 

Chief Quality Executive (ext. 8206).  

 Patients who are deemed ineligible for medical assistance in dying will be 

supported in receiving alternative plans of care including palliation where 

appropriate. 

 Direct admissions for medical assistance in dying will be admitted to an 

appropriate bed considering unit activity and available resources. Details regarding 

pre-registration and completion of the Medical Assistance in Dying Order Set 

(0DRME037M5) for direct admissions are outlined in section 9. 

 For medically assisted deaths for patients discharged to the community, drug 

protocol to be used and drug availability should be confirmed as early in the 

process as possible with the respective pharmacy to facilitate timely access. 

 HPHA will seek to collaborate with community and regional partners wherever 

possible to achieve patient-centred care. 

 The date and time of the proposed medically assisted death must be confirmed 

with Pharmacy and the unit Team Leader/ Manager prior to confirming with the 

patient. 

 Pharmacy should be given advance notice of a medically assisted death, even at 

the inquiry/request stage, as possible. Pharmacy requires 24 hours’ notice between 

receiving the 3 completed Clinician Aid forms and Order Set and the 

administration of the medication. 

 For patient safety and quality of care, HPHA will only administer medications for 

medically assisted death in the hospital setting through the intravenous route. Self-

administration of oral medications by patients is not a viable option at this time as 

https://intranet.hpha.ca/myalliance/Default.aspx?cid=1404&lang=1
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3890-22E
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3891-22E
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3889-22E


appropriate medications are not currently available in Canada. Decisions related to 

how and where assistance in dying will occur will be reassessed on an ongoing 

basis as new information and resources become available 

 Support of all health care providers at all stages of the process is essential.       

 HPHA will provide ongoing education and support to healthcare practitioners who 

support the provision of medical assistance in dying as well as those who 

conscientiously object. HPHA will follow the ethical principles (see Definitions - 

Appendix E) of accountability, collaboration, dignity, equity, respect, 

transparency, fidelity, and compassion when assisting a patient through their 

decision-making process. 

 

ELIGIBILITY 

To be eligible for medical assistance in dying, patients must satisfy all of the following 

requirements: 

 Be eligible for the Ontario Health Insurance Plan (OHIP); satisfy all eligibility 

requirements but for the 90 day waiting period. 

 Be capable: (see Definitions- Capacity). The patient must be capable to make 

decisions with respect to their health throughout the process from request to 

provision of medical assistance in dying with exception of valid Waiver of Final 

Consent. 

 Be an adult: as required by the Criminal Code, the patient must be eighteen years 

of age or older. 

 Have a grievous and irremediable medical condition (including an illness, disease, 

or disability) that meets all of the following requirements; 

a) have a serious and incurable illness, disease, or disability; and 

b) are in an advanced state of irreversible decline in capability; and 

c) that illness, disease, disability or that state of decline causes them 

enduring physical or psychological suffering that is intolerable to them and 

that cannot be relieved under conditions that they consider acceptable. 

 Be Voluntary: Patient’s request for medical assistance in dying was not made due 

to external pressure. 

 Made with Informed Consent: Patient provides informed consent to receive 

medical assistance in dying after having been informed of the options available to 

relieve their suffering, including palliative care. 

 

PROCEDURE 

The following procedure outlines specific details and complements Appendix A - 

Assessing Patient Inquiries and Requests for Medical Assistance in Dying Algorithm and 

the Centre for Effective Practice - Medical Assistance in Dying resource document. 

 

1. Patient's inquiry regarding or request for medical assistance in dying - initiate an 

exploratory discussion. 

The response to a patient’s request for medical assistance in dying should be initiated in a 

timely manner. If the request is made to someone other than the patient’s Most 

Responsible Practitioner (MRP), the patient should be told that their MRP will be notified 



to have a follow-up discussion with the patient. The patient’s inquiry/request and 

notification to the MRP shall be documented in the patient’s chart. 

 

If the healthcare practitioner receiving the inquiry/request feels unprepared to have a 

conversation, or conscientiously objects to informing the MRP, the healthcare practitioner 

must notify their supervisor/delegate of the inquiry or request. The HPHA Internal 

Resource Group may be contacted to support this process. 

 

If the MRP conscientiously objects to having an exploratory discussion with the patient 

regarding available options, potentially including medical assistance in dying, the patient 

will be notified of the available HPHA resources, including the Internal Resource Group, 

through which they may pursue their request. The practitioner may refer the patient to the 

HPHA Internal Resource Group (IRG), an appropriate physician, nurse practitioner or 

agency; the date on which and to whom the notification the referral/redirection was made 

must be documented in the patient’s medical record. Conscientious objectors are also 

referred to their respective College's guidance documents regarding Medical Assistance in 

Dying, including reviewing suggested individual accountabilities (CPSO Medical 

Assistance in Dying Policy; Colleges of Nurses of Ontario: Guidance on Nurses' Role in 

Medical Assistance in Dying; Ontario College of Pharmacists MAiD Guidance). 

 

2. MRP discussion with patient regarding inquiry or request 

The MRP clarifies with the patient whether they are making an inquiry for additional 

information regarding or a request for medical assistance in dying. 

 

The MRP explores the patient’s motivation for expressing a desire to die or inquiring 

about or requesting medical assistance in dying (see Appendix B - Exploring a Patient’s 

Motivation for Requesting Medical Assistance in Dying). 

 

The MRP considers if the patient is competent/capable.  

 

Note: the CPSO recommends that physicians rely on recommended practices and 

procedures for capacity assessments (see Appendix C - Assessment of Capacity Tool). If 

the patient is incapable, discussion will continue with the patient and Substitute Decision 

Maker regarding all other alternatives for care. Neither Substitute Decision-Maker 

consent nor advance consent (e.g. Advance Care Planning) for medical assistance in 

dying is legally permitted. 

 

Consider: 

 Have all other alternatives for care (e.g. palliative care, palliative sedation, 

symptom management, withdrawal of treatment, etc.) and likely outcomes been 

explored with the patient? 

 Is the patient’s death or loss of capacity imminent? 

 Have the perspectives of all appropriate individuals, with the patient’s consent, 

been considered? 

 Has input from ethics, legal, and/or spiritual and religious care been considered if 

indicated? 

https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Medical-Assistance-in-Dying
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Medical-Assistance-in-Dying
https://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid.pdf
https://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid.pdf
https://www.ocpinfo.com/regulations-standards/practice-policies-guidelines/assisted-death/


Provide the patient with the Frequently Asked Questions for Patients and Families - 

HPHA - Medical Assistance in Dying document. 

 

Explore all reasonable options that are acceptable to the patient, offer consultations with 

relevant professionals who provide these services, and ensure the individual has seriously 

considered reasonable and available means to relieve their suffering.  

 

When a patient inquires about or requests a medically assisted death, they should be asked 

if they would like to meet with a Spiritual Care Advisor. 

 

Decision Point: Does the patient wish to proceed with Medical Assistance in Dying? 

If no, care continues. 

 

If yes, and if the patient has been informed that they have a grievous and irremediable 

medical condition, they are requested to complete Clinician Aid A as the preferred form. 

 

3. Patient Completes Written Request 

MRP or patient’s primary nurse provides the patient with Clinician Aid A - Patient 

Request for Medical Assistance in Dying form. If a document other than Clinician Aid A 

is used, MRP must confirm that written request meets all Criminal Code documentation 

requirements. 

 

If patient is unable to sign and date the request, an authorized third party (see Definitions) 

may sign and date the request in the patient's presence, on the patient's behalf and under 

the patient's express direction. 

 

The patient, or their authorized third party, must sign and date the Patient Request in the 

presence of the independent witness and before the independent witness signs and dates 

the request.  

 

The independent witness must be an individual who is at least 18 years of age and 

understands the nature of the request for medical assistance in dying except if they: 

 now or believe that they are a beneficiary under the will of the person making the 

request or a recipient in any other way of a financial or other material benefit 

resulting from that person’s death 

 Are an owner or operator of any health care facility at which the person making 

the request is being treated or any facility in which that person resides; 

 

The independent witness can be a person who provides health care services or personal 

care as their primary occupation and who is paid to provide that care to the person 

requesting medical assistance in dying, except for 

(a) the medical practitioner or nurse practitioner who will provide medical 

assistance in dying to the person; and 

(b) the medical practitioner or nurse practitioner who provided an opinion of 

expertise. 

https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3889-22E
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3889-22E
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3889-22E
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3889-22E


HPHA staff may act in this capacity. A list of HPHA staff who have volunteered to act in 

this capacity is available at the Stratford Hospital Switchboard. Refer to Standard Work - 

Patient Request and Independent Witness. 

 

4. Notification of HPHA Internal Resource Group 

With the patient’s decision to proceed with medical assistance in dying, the MRP notifies 

the Internal Resource Group (IRG) which will provide oversight, management, 

coordination and evaluation of the provision of medical assistance in dying. The IRG can 

be contacted through the Administrative Assistant, Medical Services, at ext. 2438 Monday 

through Friday; if more immediate action is required on a weekend or statutory holiday, 

contact the Administrator on Call through the Stratford Switchboard. 

 

Members of the IRG will review the process for the provision of medical assistance in 

dying with the MRP and unit Manager as indicated.  

 Decision Point: Is the MRP willing to support the patient request and 

complete an initial eligibility assessment?  

 

If the MRP is unable to complete, or conscientiously objects to completing, an eligibility 

assessment, an alternate physician or NP will be identified by either the patient, MRP or 

the IRG. In most cases, the MRP will continue to provide care. Conversations and actions 

taken will be documented in the patient’s health record.  

 

If the MRP is willing to complete the eligibility assessment, physicians may seek 

consultation as required with the Canadian Medical Protective Association (CMPA) for 

legal support with counsel who is versed in Medical Assistance in Dying or the College of 

Physicians and Surgeons; NPs may wish to consult with the HPHA Chief Nursing 

Executive and the College of Nurses of Ontario’s Practice Advisor on medical assistance 

in dying for guidance. 

 

The IRG will inform members of the Senior Team that a patient request for medical 

assistance in dying has been received. 

 

5. Patient Informed of Hospital Policy  

The MRP will inform the patient that HPHA provides medical assistance in dying in the 

hospital using intravenous medications. Self-administration of oral medications by 

patients is not a viable option at this time as appropriate medications are not currently 

available in Canada. Ensure the patient is/has been provided with the Frequently Asked 

Questions for Patients and Families - HPHA - Medical Assistance in Dying document.  

 Decision Point - Does the patient wish to have medical assistance in dying in 

hospital? 

 

If no, inform the patient of other options. The IRG can facilitate this process as necessary.  

 

If initial eligibility assessment is to occur in the hospital, continue with next steps in 

process. 

 



6. Initial Eligibility Assessment 

Initial assessment should be conducted in a timely manner. If the MRP is not the patient’s 

primary care provider, the MRP will request the patient’s explicit consent to contact their 

primary care provider for additional information prior to conducting an assessment for 

eligibility of medical assistance in dying, 

 

Note: Clinician Aid B - Primary Medical Practitioner or Nurse Practitioner Medical 

Assistance in Dying Aid form is to be used by the Provider of the medically assisted 

death. If the Practitioner conducting the initial assessment will not be the Provider, 

Clinician Aid C should be used. The Medical or Nurse Practitioner will assess the patient 

to determine whether all eligibility criteria are met: 

 Confirm that the patient is at least 18 years of age or older and is eligible for OHIP 

(other than the 90 day waiting period). 

 Confirm that the patient is capable (see Appendix C - Assessment of Capacity 

Tool)  

 

Note: the CPSO recommends that physicians rely on recommended practices and 

procedures for capacity assessments. 

 Confirm that the patient has a grievous and irremediable medical condition 

(including an illness, disease, or disability) that meets ALL of the following 

requirements: 

1. The condition is serious and incurable;  

2. The patient is in an advanced state of irreversible decline in capability;  

3. The condition or state of decline causes the patient enduring physical or 

psychological suffering that is intolerable and cannot be relieved under 

conditions acceptable to the patient. 

 

If not, all other options should be explored. 

 Confirm that the patient’s request for medical assistance in dying has been made 

voluntarily without external pressure. (see definition for Voluntary). 

 

If not, all other options should be explored. 

 Confirm that the patient has given informed consent for medical assistance in 

dying. 

 

If not, all other options should be explored. 

 

Note: The practitioner completing the Assessment must complete a written consultation in 

addition to the Clinician Aid form for the clinical record. The Office of the Chief Coroner 

will require this consultation note. Refer to Physicians' Consultation and Progress Notes 

Documentation for information to be included in the physicians’ consultation and progress 

notes as recommended by the CMPA and based on HPHA experience to satisfy the needs 

of communication with the Office of the Chief Coroner. The completed form and 

consultation note are included on the patient record. 

 Decision Point: Does the patient meet eligibility criteria? 

https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3890-22E
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3891-22E


If the patient is deemed eligible for medical assistance in dying, assessing practitioner will 

determine whether patient’s eligibility status is “Track 1” or “Track 2”:  

 

Track 1: Patients with a Reasonably Foreseeable Natural Death (RFND) 

 No Period of Reflection is required. 

 MRP will discuss the Waiver of Final Consent with the patient  

 

The Waiver of Final Consent is a written agreement between the patient and the Provider, 

in accordance with section 241.2(3.2) of the Criminal Code of Canada, when it is 

determined all criteria and safeguards are met and Provider informs the patient of the risk 

of losing capacity. The Waiver of Final Consent is a written agreement that the MRP will 

administer a substance to cause the patient’s death on or before the day specified if the 

patient loses their capacity to consent prior to that day. 

 

Note: Legislation does not limit use of alternative practitioners to be named in the 

agreement; any alternate practitioner is required to sign the Waiver. 

 

Note: Waiver of Final Consent is not advance consent and only applies to patients who 

are eligible for a medically assisted death. 

 

Note: Procedure may proceed if Waiver of Final Consent has been completed and patient 

loses capacity prior being able to given due consideration to means available to relieve 

their suffering (Criminal Code s.241.2 (3)). 

 

Note: If the preferred date of procedure is postponed, “new” agreement is required, if only 

to change the date of administration. An earlier date does not require a new agreement. 

 

Track 2: Patients without a Reasonably Foreseeable Natural Death (RFND) 

 Minimum 90-day assessment period prior to provision of medical assistance in 

dying is required beginning on the day the first assessment begins. This 

assessment period may be waived if both clinicians agree the patient is at risk of 

imminent loss of capacity. 

 One of two assessors must have, or must consult with someone who has, expertise 

in the condition causing the patient’s suffering. The results of that consultation 

should be in writing and must be shared with the other assessor. 

 

Note: In case of comorbidities, medical condition that is patient’s greatest source of 

suffering is the condition for which expertise must be sought. 

 

Note: expertise is not necessarily defined as specialization or certification and can include 

special training or previous experience with patient(s) with a similar condition. 

 The MRP will inform the patient of: 

o Whether they are Track 1 or Track 2 and  

o Medical assistance in dying process, particularly of the patient’s ability to 

decline medical assistance in dying at any point and that the patient has a 

grievous and irremediable medical condition. 



 If not already completed, patient (or their authorized third party) must sign and 

date the written request for medical assistance in dying after being informed that 

they have a grievous and irremediable condition, and in the presence of an 

independent witness (Clinician Aid A - Patient Request for Medical Assistance in 

Dying; the date may be the same as the date on the Clinician Aid form used for the 

primary assessment). Refer to Section 3. 

 The Primary Assessor will notify the Team Leader and patient’s Primary Nurse of 

eligibility. 

 

If the patient is deemed ineligible for medical assistance in dying: 

 care continues. 

 they are to be informed of alternative options and the option to consult another 

medical or nurse practitioner to reassess eligibility. The medical or nurse 

practitioner should reasonably assist in identifying another medical or nurse 

practitioner to do the assessment. 

 

Note: As medical assistance in dying requests are patient-initiated as opposed to a 

physician proposing a treatment, challenging a finding of incapacity through the Consent 

and Capacity Board is not an option. 

 

7. Notification of Trillium Gift of Life Network 

Under the Gift of Life Act, designated hospitals are required to report all deaths, including 

anticipated/imminent deaths. Stratford General Hospital is the only HPHA designated 

hospital under the Gift of Life Act as at November 1, 2018, although TGLN may be 

contacted on behalf of a patient at any of the HPHA hospitals interested in organ and/or 

tissue donation.  

 

Note: Confirmation by one physician/NP of a patient’s eligibility to receive medical 

assistance in dying constitutes imminent death under the Gift of Life Act. When the first 

assessment determines eligibility and the patient completes their written request, TGLN is 

to be notified. This notification and any subsequent organ/tissue donation activity will 

follow HPHA’s process as outlined in HPHA’s Organ and Tissue Donation Procedure – 

Stratford Site Only policy thus ensuring that eligible persons are offered the opportunity 

to be an organ and/or tissue donor with sufficient time to incorporate donation into their 

end of life care plan. Wherever possible, the TGLN Coordinator will discuss donation 

opportunities with the patient.  

 

Patients who receive a medically assisted death may have the potential to donate organs 

and tissues after death including lungs, liver, kidneys, pancreas, eyes, heart valves, bones, 

tendons and skin. 
 

TGLN Organ and Tissue Donation Following Medical Assistance in Dying: Program 

Development Toolkit 

 

 

 

https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3889-22E
https://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=MAID&NO=014-3889-22E
https://www.ontario.ca/laws/statute/90h20
https://intranet.hpha.ca/myalliance/Default.aspx?cid=13674&lang=1
https://intranet.hpha.ca/myalliance/Default.aspx?cid=13674&lang=1
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8. Second Eligibility Assessment 

If patient does not have a reasonably foreseeable natural death (Track 2), a minimum 90-

day assessment period is required beginning on the day the first assessment begins. One of 

the two assessors must: 

 Have, or must consult with someone who has, expertise in the condition causing 

the patient’s suffering, and       

 Share the results of that expertise with the other assessor or       

 Ensure they have received the results of that expertise from the other assessor. 

 

Note: 90 day assessment period may be waived if both clinicians agree the patient is at 

risk of imminent loss of capacity. With this risk, the patient should be offered a Waiver of 

Final Consent. 

 

An independent medical or nurse practitioner assesses the patient’s eligibility using the 

same process as for the initial eligibility assessment. If it is unclear whether the medical 

practitioner meets the independence requirement, consult the Canadian Medical Protective 

Association. Nurse Practitioners may consult HPHA’s Chief Nursing Executive or the 

College of Nurses of Ontario’s Practice Advisory on medical assistance in dying for 

guidance. 

 

The second assessor completes the appropriate Clinician Aid form (Provider completes 

Clinician Aid B; assessor completes Clinician Aid C). The practitioner completing the 

secondary assessment must also complete a written consultation; the Office of the Chief 

Coroner will require this consultation note. The completed form and consultation note are 

included in the patient’s medical record.  

 Decision Point: Does the patient meet eligibility criteria? 

 

If the patient meets the eligibility criteria: 

 Explore the patient’s preference and options for the setting for medical assistance 

in dying 

 The Second Clinician notifies the Internal Resource Group (IRG) of the patient’s 

eligibility for medical assistance in dying. 

 If organ or tissue donation is a consideration by the patient, HPHA Organ and 

Tissue Donation Procedure - Stratford Site Only policy will be followed. Refer to 

TGLN Organ and Tissue Donation Following Medical Assistance in Dying: 

Program Development Toolkit 

 Decision Point: Does the patent wish to proceed with medical assistance in 

dying? 

 

If the patient does not wish to proceed with medical assistance in dying, care continues. 

 

If the patient does not meet eligibility criteria, the MRP, Clinician or Second Clinician 

provides the patient an explanation regarding their ineligibility. 

 The patient is informed that they may consult another medical or nurse practitioner 

for an eligibility assessment. The MRP/medical or nurse practitioner should 
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reasonably assist in identifying another MRP/medical or nurse practitioner to do 

the assessment.  

 

Note: If an individual is assessed to not be capable, they are entitled to seek a second 

opinion. As medical assistance in dying requests are patient-initiated as opposed to a 

physician proposing a treatment, challenging a finding of incapacity through the Consent 

and Capacity Board is not an option. 

 MRP or delegate repeats discussion of alternatives for care. 

 

9. Preparation for Medical Assistance in Dying 

 Identify the patient’s preference and options for the setting for medical assistance 

in dying 

 

If the patient’s preference is to receive medical assistance in dying in the community: 

 Hospital will collaborate with community providers to facilitate the procedure, 

including confirmation with the community pharmacy regarding drug availability, 

an appropriate turnaround time and the ability to address any other potential 

impediments. Dispensing pharmacist will be informed of the purpose for which the 

substance is intended before the pharmacist dispenses the substance. In 

community, drugs associated with medical assistance in dying will be dispensed 

through retail pharmacies at no charge to the patient. 

 

If the procedure will occur in hospital: 

Refer to Standard Work - Nursing - regarding Direct Admissions and Procedure 

 

Direct admission for the purpose of medical assistance in dying: 

 Pre-registration is recommended by providing required information to Bed 

Allocator as detailed on the Patient Demographic Form for Medical Assistance in 

Dying Pre-Registration. 

 

Note: The Diagnosis is the patient’s primary diagnosis, not Medical Assistance in Dying. 

For the day of the procedure, Provider or designated person will notify the patient or their 

designated person with the assigned room number. Provider completes the Medical 

Assistance in Dying Order Set (available on HPHA StartHub or as ODRME037M5 in 

Meditech) and provides Pharmacy with a minimum of 24 hours prior to the scheduled 

time of the procedure. 

 If organ or tissue donation is a consideration by the patient, the Provider follows 

the HPHA Organ and Tissue Donation Procedure – Stratford Site Only policy and 

the TGLN Organ and Tissue Donation Following Medical Assistance in Dying: 

Program Development Toolkit. 

 When the patient presents, the receiving inpatient unit notifies the Bed Allocator to 

activate the registration. The patient’s allergy information must be 

obtained/verified and entered in Meditech before Pharmacy is able to process the 

medication orders. 
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For all inpatients: 

 Identify appropriate patient-centred location where medical assistance in dying 

will be provided (e.g., private room, appropriate unit).  

 Confirm details of patient’s holistic end of life care plan (e.g., who will be present 

and any additional comforts that may be incorporated such as music, reading, pet 

visitation, clothing, etc.). 

 The patient and Provider propose a date and time for the event. Provider, inpatient 

unit’s manager/delegate and Pharmacy will work together to respect the preferred 

date and time to the greatest extent possible. Notify the pharmacy that medications 

for medical assistance in dying are required. The Medical Assistance in Dying 

Order Set (ODRME037M5) is to be completed and provided to Pharmacy a 

minimum of 24 hours in advance of the procedure.  

 The date and time of the proposed medically assisted death must be 

confirmed with Pharmacy and the Team Leader/unit Manager prior to 

confirming with the patient. 

 Pharmacy requires 24 hours’ notice between receiving the 3 completed 

Clinician Aid forms and Order Set and the administration of the medication 

 Tissue and Organ Donation – If organ or tissue donation is a consideration by the 

patient, HPHA Organ and Tissue Donation Procedure will be followed: HPHA 

Organ and Tissue Donation Procedure - Stratford Site Only; TGLN Organ and 

Tissue Donation Following Medical Assistance in Dying: Program Development 

Toolkit. 

 Provider advises patient that Office of the Chief Coroner may investigate medical 

assistance in dying related deaths. The extent of the coroner’s investigation cannot 

be determined in advance and may or may not include an autopsy  

 Identify/confirm which interprofessional team members are willing to support the 

provision of medical assistance in dying to eligible patient. 

 Identify which nurse is willing and available to insert the appropriate type of 

vascular access if necessary that will be used to administer the medication; the 

nurse must be aware of intended use. Depending on the patient, two (2) peripheral 

IVs (one to be a midline catheter if inserter available) or a PICC line are required. 

 Conduct a case walk-through as necessary with all interprofessional team members 

that will be participating in the administration by confirming eligibility criteria, 

confirming individual roles, and identifying the order and dosage of the 

medications that will be administered as required. The IRG can be a resource in 

this regard. 

 Educate patient and family members and any other persons that will be present 

regarding what to expect during provision of medical assistance in dying. 

 Inform the family that Office of the Chief Coroner will request to speak to a 

family member following procedure. 

 While in hospital, patient 

o Should be monitored regarding changes in health status and capacity. If 

any risk of patient losing capacity and Waiver of Final Consent has not 

been completed, this option should be discussed with the patient.  

o Should receive support for and observation regarding their planned course 

of action to ensure they are comfortable with and intent upon a medically 
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assisted death. Referrals should be considered to HPHA Spiritual Care 

Provider and Social Work as indicated. 

 Information regarding the medications administered and their effects is available 

in the document: “Information for Health Professionals Regarding Medications-

Medical Assistance in Dying" 

 

10. Notification of Internal Resource Group 

As soon as the proposed date and time are known, the IRG will be notified and will ensure 

provision of medical assistance in dying for the patient and supports for the patient, 

family, and interprofessional team throughout the process as indicated. The Internal 

Resource Group can be contacted through the Administrative Assistance, Medical 

Services (ext. 2438) Monday – Friday during business hours or through the Administrator 

on Call after hours. 

 

The IRG will confirm that all documentation and required steps in the process have been 

completed. 

 

The IRG will update the relevant members of the Senior Team.  

 

11. Provision of Medical Assistance in Dying 

Prior to date of provision of medical assistance in dying: 

 Provider administering medication will write orders related to medication, No 

CPR, no vital signs monitoring and intravenous / midline / PICC line insertion as 

needed. 

 Prescriber may choose to include a medication that will induce asystole in the 

protocol for patients who have factors that may result in a prolonged pulse after 

administration of the generally used protocol (i.e., moderate-strong cardiovascular 

drive). The preferred medication to be used in these cases is bupivacaine 400 mg 

IV push over 30-60 seconds.  

 Medical practitioner or nurse practitioner who prescribes a substance for purposes 

of medical assistance in dying must, before any pharmacist dispenses the 

substance, inform the pharmacist of the intended purpose.  

 Arrangements will be made for admission/transfer to a private room as necessary. 

 Members of the interprofessional team who will participate and who will provide 

support to patient and significant others as required will be identified. 

 Consideration will be given to nursing assignment and allocation of 

responsibilities with respect to nurse supporting patient and participating in 

procedure 

 

Day of provision of medical assistance in dying 

 

If the patient has lost their capacity to consent to medical assistance in dying, and a 

signed Waiver of Final Consent has been completed, if at provision, the patient does not 

demonstrate by words, sounds or gestures, refusal to have the substance administered or 

resistance to its administration the substance is administered to the patient in accordance 

with the terms of the Waiver of Final Consent. 



Note: involuntary words, sounds or gestures made in response to contact do not 

demonstrate a refusal or resistance. 

 

Note: Waiver of Final Consent is permanently invalidated if a “person emonstrates, by 

words, sounds, or gestures, refusal to have the substance administered or resistance to its 

administration”. 

 

Refer to Standard Work - Nursing - regarding Direct Admissions and Procedure 

 

Refer to Information for Health Professionals Regarding Medications-Medical Assistance 

in Dying for information regarding the medications administered and their effects. 

 

 Ensure activity in area of patient's room is kept to a minimum as possible 

preceding and following procedure. Ensure that, as necessary, staff not involved in 

the procedure and working in area are redirected (e.g. Environmental Services, 

Nutrition and Food Services). 

 Members of IRG will be available as necessary to meet with the interprofessional 

team to review process, discuss concerns, and answer questions. IRG confirms 

documentation is complete including orders, patient capacity, consent and the 

“Safeguards” (Forms Online ME0030) and the “Documentation Checklist” (Forms 

Online ME0029). 

 Provider or designated team member meets with patient regarding specific 

requests.  

 Individuals to be present are at the discretion of the patient. 

 Secondary intravenous / midline / PICC access to be established 

 If patient is capable, Provider verbally confirms patient’s informed consent for 

medical assistance in dying and provides explicit opportunity for the patient to 

withdraw their consent. 

 Note: All staff in attendance and Provider should not take their cell phones and 

Wi-Fi phones into the patient's room or ensure phones are silenced. 

 Provider completes the Medication Administration Record (MAR); nurse 

completes the electronic Medication Administration Records (eMAR) utilizing the 

administration option "given by MD". 

 The medical assistance in dying procedure must be documented as a written or 

dictated note. The Office of the Chief Coroner will request this documentation in 

the event of an investigation.  

 Note: HPHA “butterfly” sign should be placed on closed door of patient’s room 

following procedure signifying that a patient death has occurred. 

 Provider notifies Office of the Chief Coroner of the patient’s death and faxes 

required documentation (Documentation Checklist for the Office of the Chief 

Coroner). Under s.10 of the Coroners Act, medical assistance in dying deaths are 

required to be reported to the Office of the Chief Coroner unless a court orders 

otherwise. Once the death is reported, the Office of the Chief Coroner will 

determine whether it is appropriate to investigate the death. 

 

Note: Office of the Chief Coroner: Telephone: 1-416-341-4100 



Fax: 1-416-314-0888 

 Office of the Chief Coroner will request to speak to a member of the patient’s 

immediate family following their conversation with Provider and a review of 

submitted documentation. 

 If Coroner is of opinion that the death does not require an investigation, Provider 

completes and signs the Medical Certificate of Death – Form 16 with the cause of 

death as the underlying disease. No mention of medical assistance in dying, multi-

drug toxicity, etc. should be included on the death certificate. 

 If Coroner is of the opinion that the death ought to be investigated, and 

investigates the death, the Coroner is required to complete and sign the death 

certificate. It is recommended that complete medical records be available and 

accessible to the Coroner in the event of the Coroner’s investigation. 

 

Note: In the event of a Coroner’s investigation, the body will not be released until the 

Coroner completes the investigation; this may take several hours. 

 

 Unless otherwise directed by the Coroner, the usual practices for caring for a 

deceased patient will be performed. 

 If TGLN has been contacted regarding organ or tissue donation by the patient, 

follow the HPHA Organ and Tissue Donation Procedure 1) HPHA Organ and 

Tissue Donation Procedure – Stratford Site Only policy and 2) TGLN Organ and 

Tissue Donation Following Medical Assistance in Dying: Program Development 

Toolkit 

 

12. Documentation 

Provider Documentation 

Provider documentation will include confirmation of the patient’s verbal consent to 

medical assistance in dying; the means, timing and manner of death, and the names and 

roles of those who were present. The Coroner’s Office will request this information.  

 

Documentation should be in accordance with the Physicians' Consultation and Progress 

Notes Documentation 

 

The two documents entitled Safeguards (Forms Online ME0030) and HPHA 

Documentation Checklist (Forms Online ME0029) included with the medication kits must 

be completed by the Provider for the patient's chart. 

 

Nursing Documentation 

Nursing documentation is completed in the Patient Notes routine. Staff will choose the 

Medical Assistance in Dying (MAiD) template: 

 

“Writer was present during medical assistance in dying process. Time of death: ________.  

Support offered to family and friends.” 

 

Nursing staff will be required to document on the electronic medication administration 

record (eMAR) following the medical assistance in dying procedure. When documenting 
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the administration of medications, staff will choose “MD Given” or “NP Given” in the 

reason code drop down box after the “Given” prompt. Detailed instructions are available 

in the Standard Work - Nursing - regarding Direct Admissions and Procedure  document 

as well as Information for Health Professionals Regarding Medications-Medical 

Assistance in Dying. 

 

Nursing staff are responsible to have a process in place to ensure documentation occurs. 

Pharmacy may act as a resource to ensure nursing staff complete this task.  

 

Note: A nurse can document medications on the eMAR without scanning the medication 

or patient; manual barcode option is used as opposed to scanning the patient identification 

band. Nurse will click medication order and then ‘document’ button.  

 

13. Post-Provision of Medical Assistance in Dying: Ongoing Support, Monitoring, 

and Follow-up. 

Staff and Provider will provide emotional support to the individuals present with patient. 

HPHA Spiritual Care Advisor and/or Social Worker may be involved as indicated.  

Support and debriefing will be offered for all staff involved in the procedure. 

 

Any opportunities identified to improve HPHA’s process should be forwarded to the IRG. 

HPHA staff and physicians may access the HPHA Employee and Family Assistance 

Program (EFAP) to obtain additional support. 

 

IRG will review completed documentation from a quality improvement perspective. 

 

14. Reporting Requirements 

Regulations for the monitoring of medical assistance in dying outline reporting 

requirements effective November 1, 2018 for physicians and nurse practitioners who 

receive written requests for medical assistance in dying and for pharmacists/pharmacy 

technicians who dispense medication for assisted dying. See Appendix G - Medical 

Assistance in Dying (MAiD) Reporting Responsibilities 

 

Reporting requirements are required regarding collection of data on self-identified groups, 

with the individual’s consent, related to race, indigenous status and disability. 

 

This policy has been adapted from the University of Toronto Joint Centre for Bioethics 

Medical Assistance in Dying Implementation Task Force Model Draft Policy Template 

(October 11, 2016) and the Trillium Health Partners Assistance in Dying policy 

(02/08/2016). 

 

 

 

 

 

 

 



Related HPHA Policies and Procedures  

 Code of Conduct 

 Conflict of Interest 

 Consent to Treatment 

 Organ and Tissue Donation Procedure – Stratford Site Only 

 HPHA Framework to Support Ethical Practice (Huron Perth Sub Region 

Accreditation Team) 
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Appendix A:  Assessing Patient Inquiries and Requests for Medical Assistance in 
Dying (MAiD) – Process 


 
1. Patient Inquiry regarding MAiD   


   


2. MRP Discussion with Patient regarding Inquiry   
   


Patient Makes Initial Request for MAiD No Continue Care 


 Yes   


3. MRP Contacts IRG if indicated   
   


IRG Reviews Process with MRP and Unit Manager  
Senior Team informed of Request 


  


   


MRP- Willing to Support Patient Request? No 
↙ 


Patient, MRP or IRG Identifies Alternate 
Provider 


 Yes   


4. Patient Informed of Hospital Policy    
   


Patient Wishes MAiD in Hospital No 
↙ 


Inform Patient of Other Options 


Yes   


5. Initial Eligibility Assessment by Physician/NP   
   


Patient Meets Eligibility Criteria No Inform Patient of Reasons and Options 


Yes   


6. Patient Makes Written Request    
   


7. Second Eligibility Assessment by Independent 
Physician/NP 


  


   


Patient Meets Eligibility Criteria No Inform Patient of Reasons and Options 


Yes   


Patient Wishes to Proceed with MAiD  No Continue Care 


Yes   


9. Notification of IRG   
   


 IRG provides update to Senior Team and confirms all 
required documentation is complete  


  


   


10. Preparation for and Provision of MAiD      
   


11. Documentation of MAiD    
   


12. Post MAiD Debrief   


 


Track 1: Complete Waver of Final 
Consent if included 
Track 2: 90 Day Assessment Period 


Updated: July 2021 








Appendix B: Exploring a Patient’s Motivation for Requesting Medical Assistance in Dying 


Areas for Exploration Potential Motivation Probing Questions 
Expectations & Fears • Fears of uncontrolled


symptoms
• Expectation of


unrelieved suffering


How do you expect your own 
death to unfold? 
What concerns you the most 
about dying? 
What’s the worst thing that 
could happen to you as you 
die? 


Options for End of Life Care • Lack of knowledge of
available options


• Equating Medical
Assistance in Dying &
aggressive symptom
control


What do you understand 
about your options for end of 
life care? 
How specifically would you 
like me to assist you? 


Establishing Patient Goals • Discern if Medical
Assistance in Dying is
being contemplated
now or in the future


• Identify sources of
meaning for patient


What are your goals for 
whatever time you have 
remaining? 
If you were to die now, what 
would be left undone? 


Family or Caregiver • Family’s beliefs may
not be congruent with
patients


What does your family think of 
this decision? 
How has your illness affected 
your family? 


Relief of Suffering or Physical 
Symptoms 


• Patient’s unique
perspective on
experience of suffering


Are you suffering right now? 
What kind of suffering 
concerns you most? 
What is your most 
troublesome symptom? 


Sense of Meaning & Quality of 
Life 


• Understanding patient
values


What is your quality of life 
right now? 
What gives your life meaning 
right now? 


Ruling out Depression • Presence of treatable
depression


Are you depressed? 
What things in life still give 
you pleasure? 
Have you had a good life? 


Updated: April 2019








Appendix C: Assessment of Capacity Tool 
 


As described in the Health Care Consent Act (1996), individuals are capable to consent to treatment (a defined term) if 
they have the ability to understand the information that is relevant to making a decision and the ability to appreciate the 
reasonably foreseeable consequences of a decision or lack of decision. 
 
This general framework will be relied upon for assessment of capacity to consent to Medical Assistance in Dying. The 
physician or nurse practitioner completing the eligibility assessment (which includes obtaining consent) should assess the: 
 


1. Patient’s Ability to Understand (factual knowledge + problem solving ability); and 
2. Patient’s Ability to Appreciate (realistic appraisal of outcome + justification of choice) 


 
Prior to assessment of capacity, the patient will have been informed about his/her condition, the nature, benefits and risk 
of assisted death, as well as the alternatives.  
 


1. Patient’s Ability to Understand 
 Test Questions Comments 
Factual Knowledge Patient is able to 


understand factual 
knowledge associated 
with his or her condition 
and assisted death. 
Patient is able to 
understand purpose, 
benefits, risks, and 
alternatives of assisted 
death. 


• Can you tell me 
about your current 
medical problems? 


• How are your 
quality of life and 
daily activities being 
impacted? 


• What do you know 
about assisted 
death? 


• What will happen if 
you choose assisted 
death? 


• What are other 
alternatives? 


 


Problem Solving Ability Patient is able to 
understand at 
conceptual level and 
retain essential 
information long enough 
to reach an enduring 
decision.  
Patient is able to 
problem-solve around 
personal issues related 
to assisted death. 


• What are your 
thoughts about 
going forward with 
assisted death at 
this time? 


• Have they changed 
over time? If so, 
how? 


• If a member of your 
family disagrees 
with your decision, 
how would you 
manage this? 


• Have you thought 
about getting your 
affairs in order? 


 


Overall Impression of Patient’s Ability to 
Understand 


  


 
 
 
 
 
 
 
 
 
 







2. Patient’s Ability to Appreciate
Test Questions Comments 


Realistic Appraisal of 
Outcome 


Patient is able to 
appraise potential 
outcomes of a decision 
(i.e., certainty of death). 
Patient is able to focus 
on reasoning process 
Patient’s thought 
processes are reality-
based (not impacted by 
delusions or skewed by 
emotional states). 


• Tell me what will
happen if you go
ahead with assisted
death.


• How are you feeling
about this decision?


• Tell me how you
decided to request
assisted death.
Walk me through
the steps.


• How would you
describe your
emotional state? Do
you feel you are
burdening others?


Justification of Choice Patient can describe 
how this decision is 
consistent with his or 
her values and beliefs 
Patient can articulate 
rational choices for their 
choice. 


• How does this
decision align with
your personal
values and
feelings?


• What’s most
important to you at
this point in your
life’s journey?


• Why do you want
assisted death?


Overall Impression of Patient’s Ability to Appreciate 
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APPENDIX D - Assessors’ Consultation and Progress Notes – Medical Assistance in Dying (MAiD) 


Consultation Note (assessment for eligibility) 
 
The Canadian Medical Protective Association (CMPA) recommends the following elements be included: 
a.    Patient age. 
b.    Patient identification including confirmation of the province in which the patient resides. 
c.    Description of patient condition. 
d.    Patient diagnosis. 
e.    Description of patient suffering and patient’s subjective views of same. 
f.     When the patient first requested MAiD and when and how often the patient has repeated the   


request (overview of time line for when MAiD was discussed and how it progressed); this section 
may be entitled “MAiD History” 


g.    Appropriate physical assessment. 
h.    Physician’s opinion that the patient meets the eligibility criteria for MAiD and reasons for same. 
i.     Competence assessment (including mental health assessment, even if to state “no mental health  
       history of significance”) and opinion that patient is competent (Appendix C of HPHA policy). 
j.     Discussion regarding request for MAiD. 
k.    Confirmation that the written Request was signed by the patient (or was signed by someone on  
        behalf of patient). 
l.     Confirmation that the written request for MAiD was given after the physician or nurse practitioner  
       informed the patient they had a grievous and irremediable medical condition. 
m.  Confirmation of discussion that the Office of the Chief Coroner will be advised of the patient’s death  
       and that this may result in an investigation into the death. 
n.    Confirmation of discussion that the patient may, at any time and in any manner, withdraw or    
        rescind their request for MAiD. 
  
Progress Note: 
 
The CMPA recommends the following information be included: 
  
a.    Description of patient condition (can document no change from the prior assessment if true). 
b.    Patient diagnosis. 
c.    Description of patient’s suffering and patient’s subjective views of this (can document no change  
       prior assessment). 
d.    When the patient first requested MAiD and when and how often the patient has repeated the  
        request. 
e.     Confirmation that all safeguards were reviewed and confirmed. 
f.      Appropriate physical assessment (can document assessment revealed no change from previous). 
g.     Competence assessment (including mental health assessment) and opinion that patient is   
         competent (can document no change from previous). 
h.     Consent discussion and confirmation that Consent obtained from patient. Include Waiver of Final   
        Consent if applicable. 
i.      Confirmation of discussion that the patient can rescind request for MAiD at any time before the  
         procedure is performed and confirmation that the patient does not wish to withdraw the request. 
j.       Drugs administered, including route, doses, and time. 
k.      Date and time death declared. 
l.       Who was present when procedure was performed. 
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APPENDIX E:  DEFINITIONS - MEDICAL ASSISTANCE IN DYING 
 
Authorized Third Person: when a patient is unable to make a written request for medical 
assistance in dying, an authorized third person may be asked to complete the written request. In 
accordance with s. 241.2 (4) of the Criminal Code, an Authorized Third Person is a person who: 


 Is at least 18 years of age and who understands the nature of the request for medical 
assistance in dying and 


 Does not know or believe that they are a beneficiary under the will of the person making 
the request or a recipient, in any other way, of a financial or other material benefit 
resulting from that person’s death 


 Is able to sign and date the request in the presence and on behalf of the person 
requesting medical assistance in dying 


Canadian Medical Protective Association (CMPA): A mutual defense organization for 
physicians who practice in Canada. Its mission is to protect a member's integrity by providing 
services including legal defense, indemnification, risk management, educational programs and 
general advice.  


Capacity: A person is capable of making a particular decision if they are able to both 
understand the information that is relevant to making a decision and are able to appreciate the 
reasonably foreseeable consequences of a decision or lack of decision. In the context of 
medical assistance in dying, the person must be able to understand and appreciate the certainty 
of death upon self-administering or having the physician administer the prescribed dose of 
medication. See Consent to Treatment policy and CPSO Medical Assistance in Dying policy. 


Clinician: The Physician or Nurse Practitioner who is conducting the eligibility assessments and 
administering or prescribing the drug protocol for the provision of medical assistance in dying. It 
is recommended that this Clinician be responsible for ensuring that all relevant documentation is 
obtained and included in the patient’s medical record. In instances in which the Clinician 
responsible for the provision of medical assistance in dying is not the Most Responsible 
Provider (MRP) (e.g. conscientious objection), the MRP will remain involved to direct 
coordination of care for the patient excluding the provision of medical assistance in dying.  


Clinician Referral Service (CRS): The CRS is a service available to physicians and nurse 
practitioners across Ontario. The CRS was established to support making an effective referral 
for consultations and assessments for possible medical assistance in dying cases and to help 
connect clinicians who are unwilling or unable to provide medical assistance in dying with 
physicians who are willing to accept referrals. The CRS phone line is staffed Monday - Friday, 
9am-5pm. Voicemail is available after hours (1-866-286-40230).  


Conscientious Objection: An individual health care provider, due to matters of personal 
conscience, elects to not participate in medical assistance in dying. The level of comfort and 
support an individual provider may or may not be willing to provide will likely vary in scope. For 
example, individual health care providers may be comfortable supporting a range of activities 
such as having an exploratory discussion with the patient or providing a second medical opinion 
but are not willing to prescribe or administer, while other individual health care providers may 
wish to limit their involvement in medical assistance in dying to the full extent permitted by their 
professional regulatory colleges. 



https://intranet.hpha.ca/myalliance/Default.aspx?cid=1399&lang=1

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf





Consent: Informed consent must meet the following four requirements: 


 The individual consenting must be capable (see definition for capacity); 
 The individual’s decision must be informed (i.e., risks, benefits, side effects, alternatives, 


and consequences of not having treatment provided); 
 The decision must be made voluntarily (i.e., not obtained through misrepresentation or 


fraud); 
 The decision must be treatment specific (i.e., information provided relates to treatment 


being proposed). See Consent to Treatment policy. 


Note: Neither Substitute Decision-Maker consent nor advance consent (e.g. Advance Care 
Planning) for medical assistance in dying is permitted although a Waiver of Final Consent is 
permissible under specific conditions (see Definition). 


Ethical principles: Eight high-level ethical principles, developed by the Joint Centre for 
Bioethics Medical Assistance in Dying Implementation Task Force, help guide decision-making 
with respect to implementing medical assistance in dying  


 Accountability: Mechanisms exist to ensure that decision-makers are responsible for 
their actions; all have an obligation to account for, and be able to explain, one’s actions. 


 Collaboration: Partnering with relevant stakeholders in a respectful and accountable 
manner such that each individual and entity understands their associated role and 
accountabilities. 


 Dignity: The state or quality of being worthy of honour and respect of both humans and 
society. It belongs to every human by virtue of being human and to society as a product 
of the interactions between and amongst individuals, collectives, and societies. 


 Equity: Suggests that like cases are treated similarly and dissimilar cases treated in a 
manner that reflects the dissimilarities; and is characterized by the 'absence of avoidable 
or remediable differences among groups of people regardless of social, economic, 
demographic or geographic definition.' (World Health Organization) 


 Respect: Recognition of the individual’s right to make individual choices according to 
their values and beliefs (within shared legal parameters). The collective endeavours of 
individuals also deserve respect, though perhaps to a different degree than the level of 
respect afforded to individuals. 


 Transparency: The quality of acting in a way that ensures that the processes by which 
decisions are made are open to scrutiny, and the associated rationales are publicly 
accessible. 


 Fidelity: (Interpersonal-level) an enduring commitment to support patients and families 
and help people get through all facets surrounding medical assistance in dying requests 
from inquiry to post-provision; and at an organizational level, an ongoing commitment to 
support healthcare, 


 Compassion: A deep affective response to individual suffering and an appropriate 
response to relieve suffering, 


Independent (Eligibility Assessment): As per the Criminal Code, an objective assessment 
provided by a medical or nurse practitioner who is not in any of the following relationships with 
the other medical or nurse practitioner assessing the patient making the request: 


 Financial relationship: Do not know or believe they are a beneficiary under the will of the 
person making the request, or a recipient, in any other way, of a financial or other 



https://intranet.hpha.ca/myalliance/Default.aspx?cid=1399&lang=1





material benefit resulting from that person’s death, other than standard compensation for 
their services relating to the request; or 


 Professional relationship: A mentor to them or responsible for supervising their work; or 
 Personal relationship: Connected in any way that would affect objectivity. 


Independent Witness: As per the Criminal Code, any person who is at least 18 years of age 
and who understands the nature of the request for medical assistance in dying may act as an 
independent witness, except if they: 


 Know or believe that they are a beneficiary under the will of the person making the 
request or a recipient in any other way of a financial or other material benefit resulting 
from that person’s death 


 Are an owner or operator of any health care facility at which the person making the 
request is being treated or any facility in which that person resides; 


The independent witness can be a person who provides health care services or personal 
care as their primary occupation and who is paid to provide that care to the person 
requesting medical assistance in dying, except for 


 the medical practitioner or nurse practitioner who will provide medical assistance in 
dying to the person; and 


 the medical practitioner or nurse practitioner who provided an opinion of expertise. 


Internal Resource Group (IRG): An HPHA leadership group that will oversee, manage and 
evaluate the provision of medical assistance in dying at HPHA. 


Medical Assistance in Dying: At the request of a person who has been assessed to meet the 
eligibility criteria for medical assistance in dying: 


 The administering of a substance by a medical practitioner that causes the patient’s 
death or  


 The prescribing or provision of a substance by a medical practitioner to a person so that 
they may self-administer the substance and in doing so cause their own death.  


Medical Practitioner: means a person who is entitled to practice medicine in the province of 
Ontario (Criminal Code s.241.1) 


Most Responsible Provider: (MRP) The physician or nurse practitioner who admits a patient 
and is accountable for the medical management of that patient and thus plays a key role 
throughout the decision-making process and provision of care. The MRP may choose to not be 
the practitioner that facilitates medical assistance in dying for an eligible patent but may be an 
initial point of contact to receive an inquiry or request for medical assistance in dying. 


Nurse Practitioner: A Registered Nurse who, under Ontario law, is entitled to practice as a 
nurse practitioner and to autonomously make diagnosis, order and interpret diagnostic tests, 
prescribe substances and treat patients (Criminal Code s.241.1) 


Patient: Refers broadly to any HPHA inpatient or outpatient. 







Palliative Care: Specialized medical care for people with serious illness that aims to provide 
comfort and dignity for the patient living with the illness, as well as the best quality of life for the 
patient and family. Relief of pain and other symptoms is an important objective of palliative care 
as well as addressing psychological, social, cultural, emotional, and spiritual needs of each 
patient and family. Palliative care may be the main focus of care when a cure for the illness is 
no longer possible. (adapted from the Canadian Hospice Palliative Care Association, 2016). 


Palliative Sedation: Palliative sedation (‘controlled sedation’) is the intentional induction of 
sedation to relieve intractable symptoms/suffering when all other interventions have failed or are 
not readily available and death is imminent. The intention is to relieve intractable symptoms and 
NOT to deliberately cause death. (Pallium Palliative Pocketbook, 2016). 


Patient Access/Conscientious Objection Infrastructure: a confidential resource maintained 
by the HPHA Internal Resource Group that identifies practitioners/providers/professionals who 
are willing to participate in medical assistance in dying to facilitate timely access to medical 
assistance in dying. 


Provider: Physician or Nurse Practitioner who has completed one of the two assessments for 
eligibility and administers the medication for the purpose of a medically assisted death. 


Second Clinician: The medical or nurse practitioner that conducts the second, independent 
eligibility assessment of the patient. This role may also include the administering or prescribing 
the drug protocol for the provision of a medically assisted death. 


Waiver of Final Consent: a written agreement between the patient and the Provider, in 


accordance with section 241.2(3.2) of the Criminal Code of Canada, when it is determined all 


criteria and safeguards are met and Provider informs the patient of the risk of losing capacity. 


The Waiver of Final Consent is a written agreement that the MRP will administer a substance to 


cause the patient’s death on or before the day specified if the patient loses their capacity to 


consent prior to that day. Waiver of Final Consent is not advance consent.  Any alternate 


practitioner is required to sign the Waiver. 
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APPENDIX G 


Medical Assistance in Dying (MAiD) Reporting Responsibilities 


Who needs to report: 


 Physicians and nurse practitioners who have received a request for MAiD in writing and encounter one of the scenarios 
listed below  


 If there is no most responsible practitioner (MRP) identified with respect to the receipt of a written request, the 
practitioners involved must determine which practitioner will be responsible for reporting.  


 Pharmacists who have dispensed a substance in connection with the provision of MAiD. 
 


 Note that delegation of reporting on MAiD to other individuals or administrative staff is not allowed both in the context 
of the federal legislation and the Regulations for the Monitoring of MAID. 


 


When physicians and nurse practitioners are required to report: 


If MAiD was provided When to report Where to report deaths by MAiD 


You provided MAiD by administering a 
substance to a patient 


Report within 30 days AFTER the day the 
patient dies 


Chief Coroner of Ontario 


You provided MAiD by prescribing or 
providing as substance for self-
administration by the patient 


Report between 90-120 days AFTER the 
day of prescribing of providing (if patient has 


died earlier than the 90 days you can report earlier) 


Chief Coroner of Ontario 


 


If MAiD was not provided When to report Where to report  


You referred a patient to another 
practitioner or transferred their care 


Report within 30 days AFTER the day of 
referral or transfer 


Federal Minister of Health via the  
Canadian MaiD Data Collection Portal 


You found a patient to be ineligible for 
MAiD 


Report within 30 days AFTER the day 
ineligibility is determined 


Federal Minister of Health via the  
Canadian MaiD Data Collection Portal 


You became aware that the patient 
withdrew the request for MAiD 


Report within 30 days AFTER the day you 
became aware of the withdrawal. (You are 


never required to actively seek out information 
about whether a patient has withdrawn the 
request) 


Federal Minister of Health via the  
Canadian MaiD Data Collection Portal 


You became aware of the death of the 
patient from a cause other than MAiD 


Report within 30 days AFTER the day you 
became aware of the patient’s death. (You 


are never required to actively seek out information 
about whether a patient has died) 


Federal Minister of Health via the  
Canadian MaiD Data Collection Portal 


 


Exceptions when reporting is NOT required: 


 You receive a written request and provide the patient with contact information for a care coordination 
service. This is not considered, for the purposes of the federal regulations a referral or transfer of care, 
and reporting under the federal regulations is not required. 


 You receive a written request, did not provide MAID and none of the above reportable outcomes have 
happened within 90 calendar days of receiving the request. 


o Note: Reporting is always required when MAID is provided, regardless of the time that has passed since 
the receipt of the written request. For all other outcomes, reporting is only required if the outcome 
occurs within 90 days. 


 Your involvement is limited to providing a second opinion (second assessment) of a patient’s eligibility. 
o Note: this does not apply if you refer a patient in addition to providing a second assessment. For 


example, you receive a request for MAID but will be away on vacation so you refer the patient to 







another physician. You agree to provide a second assessment before you go away. In that case, you 
must still report the referral. 


 You have already filed a report related to a written request and have not provided MAID.   
o For example: you refer a patient to another practitioner and file a report. You later find out that the 


patient has withdrawn their request. You do not need to file again. Note: if you go on to provide 
MAID for this request, a second report is still required. 


 You work at a care coordination centre but you are not a physician or nurse practitioner. You receive a 
written request for MAID and refer the patient to a physician or nurse practitioner for an eligibility 
assessment. 


When pharmacists are required to report: 


If MAiD was provided When to report Where to report 


You dispense a substance in connection 
with the provision of MAiD 


Report within 30 days AFTER the day the 
substance(s) was dispensed 


Federal Minister of Health via the  
Canadian MaiD Data Collection Portal 


 


Further complete information can be accessed at the Health Canada website: 


https://www.canada.ca/en/health-canada/services/medical-assistance-dying/guidance-reporting-summary.html 


And the Medical Assistance in dying guidance document: 


https://www.canada.ca/content/dam/hc-sc/documents/services/medical-assistance-dying/guidance-reporting-


summary/guidance-reporting-summary/MAID-guidance-document-february-2019-eng.pdf 
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Medical Assistance in Dying (MAID): Ontario


Recent amendments made to Canada’s Criminal Code establish a federal framework 
for the lawful provision of Medical Assistance in Dying (MAID).1 


MAID, as denoted by federal legislation,1 refers to:


•	 The administering by a medical practitioner or nurse practitioner (NP) of a substance 
to a person, at their request, that causes their death; or


•	 The prescribing or providing by a medical practitioner or nurse practitioner of 
a substance to a person, at their request, so that they may self-administer the 
substance, and in doing so, cause their own death.


 
The Ontario Ministry of Health and Long-Term Care (MOHLTC) engaged the Centre for 
Effective Practice (CEP) to develop a resource to support Clinicians (medical and nurse 
practitioners) in the provision of MAID and to facilitate a consistent approach for the 
implementation of MAID within Ontario.


This resource highlights key considerations and recommends processes for the provision of 
MAID by Clinicians based on extensive consultations with key stakeholder organizations and 
regulatory bodies. It is intended to supplement, not circumvent, existing legal requirements, 
regulatory body requirements, or institutional processes that have been established. 


While this resource is based on the best available information, there may be gaps in the 
process that cannot be addressed at this time. Every effort will be made to incorporate 
updates as new information becomes available. 


Medical Practitioner


Nurse Practitioner


Clinician


A physician who is entitled to practise medicine in Ontario.


A registered nurse who is entitled to practise as a nurse practitioner  
in Ontario.


For the purposes of this resource, the term Clinician refers to the medical 
or nurse practitioner that is overseeing the provision of MAID for an 
individual patient. This role may include, but is not limited to, receiving 
a patient request for MAID, conducting the first eligibility assessment, 
and administering or prescribing the drug protocol for the provision of 
MAID. It is recommended that this Clinician be responsible for ensuring 
that all relevant documentation is obtained and included in the patient’s 
medical record. In instances where the Clinician responsible for the 
provision of MAID is not the Most Responsible Provider (MRP) (e.g., in 
cases of conscientious objection and patient referral), the MRP will remain 
involved to direct coordination of care for the patient (excluding the 
provision of MAID).


For the purposes of this resource, the term Second Clinician refers to the 
medical or nurse practitioner that conducts the second, independent 
eligibility assessment of the patient. This role may also include 
administering or prescribing the drug protocol for the provision of MAID.


*The MRP and the Clinician OR Second Clinician may have overlapping roles and responsibilities or 
may be the same individual.


INFO: Full URLs for hyperlinks within this document are 
included in Section 5: Supporting Material and References.i


Second Clinician



http://www.goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf 

http://thewellhealth.ca/maid





November 2016 thewellhealth.ca/maid Page 2 of 8 


Ontario


Patient meets ALL 
eligibility criteria


SECTION 2:  
Assessment of Patient  
Eligibility for MAID


SECTION 3:  
Provision of MAID


SECTION 1:  
Patient Inquiry 


  INTRODUCTION: Full Pathway for MAID


Communicate ineligibility to patient and inform 
the patient of their right to consult a different 
Clinician to obtain another eligibility assessment


Clinician conducts patient eligibility assessment for MAID
Eligibility Criteria: 1,2,3,4


☐☐ Is at least 18 years of age
☐☐ Is capable of making decisions with respect to their health
☐☐Has a grievous and irremediable medical condition
☐☐Has made the request voluntarily (not due to external pressure)
☐☐Has provided informed consent to receive MAID, after having been 
apprised of alternate care options that are available to alleviate their 
suffering, including palliative care


☐☐  Is eligible for publically funded health care services in Canada
Patient completes 
and signs formal 
written request 
(signed and dated 
by two independent 
witnesses)


Patient does not meet eligibility criteria


Clinician reaffirms that the patient is 
capable of making decisions related to 
their health, including the request and 
consent to proceed with MAID


Immediately before administering 
injection or prescription for MAID, the 
Clinician:
•	 Confirms the patient’s expressed 


consent for MAID
•	 Provides the patient with the opportunity 


to withdraw the request


Clinician 
administers 
lethal injection or 
prescription for 
MAID


Certification of Death and Reporting:
Clinician contacts Office of the Chief Coroner to report 
the death of a patient due to MAID. The Coroner obtains 
information from the Clinician and family to determine the 
need for examination of the body. Following the completion 
of a death investigation, the Coroner completes a death 
certificate


Reflection period completed:
A minimum of 10** clear days between the day 
the formal written request is signed and the day 
that the lethal medication is administered or 
prescribed
**possible exceptions 


     Reflection period begins:


Patient meets 
ALL eligibility 
criteria


Clinician develops plan for the 
administration of MAID, in consultation 
with the patient, family/caregivers 
(with consent), and other members 
of the care team (including the 
pharmacist)


Designated facilities under the 
Trillium Gift of Life Network 
(TGLN) Act notify TGLN of 
patient’s request for MAID when 
patient’s death is imminent by 
reason of injury or disease


Independent Second 
Clinician conducts a separate 
assessment of patient 
eligibility for MAID


Clinician continues to provide 
ongoing care to the patient


Clinician discusses and explores the request 
with the patient and provides information on all 
available treatment and care options


Clinician chooses not to participate in 
the provision of MAID due to religious 
or conscientious objections


Patient chooses to explore 
alternate care options and chooses 
not to pursue MAID at this time


Patient chooses to proceed with MAID


Clinician:
•	 Provides the patient with an overview of the 


MAID process
•	 Continues to provide ongoing care to the patient


Patient inquires about MAID


Clinician:
•	  Informs the patient that they  


are unable to provide MAID due to 
conscientious objections


•	 Refers the patient to another 
Clinician, institution, or agency that 
is willing and able to provide MAID


•	 Continues to provide ongoing care 
to the patient



http://www.cpso.on.ca/policies-publications/policy/mandatory-and-permissive-reporting

http://thewellhealth.ca/maid
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Ontario
SECTION 1: Patient Inquiry


SECTION 2: Assessment of Patient  
Eligibility for MAID on page 4


Patient inquires about MAID
A patient’s inquiry about MAID can take many 
forms:5


•	 An explicit request for MAID;
•	 A general inquiry of all available options to reduce 


suffering and expedite death (including MAID); 
•	 An expressed desire to end their life with the 


assistance of a medical or nurse practitioner. 


Discussion to understand motivation 
behind patient’s inquiry about MAID
An expressed desire to end one’s life through 
MAID requires a careful exploration to understand 
the patient’s suffering, as well as inducements 
that may arise from psychosocial or non-medical 
conditions and circumstances. If psychosocial 
factors (e.g., grief, loneliness, stigma, shame), or 
social conditions (e.g., lack of needed supports 
for the patient and caregivers) are motivating 
the patient’s request, efforts should be made to 
alleviate these concerns. 
This is an opportunity for the Clinician to:
•	 Assess the patient’s motivations for the request;
•	 Discuss the patient’s concerns and unmet needs;
•	 Explore with the patient all alternate treatment 


options (e.g., comfort/palliative care, pain/
symptom control, psychological support) 
including MAID.


Patients are not required to undergo  
any procedure or treatment that is not 
acceptable to them. 


!


Advance Medical Directive
At this time, a patient must be capable of 
consenting to MAID immediately before it is 
provided. For this reason, a person cannot 
consent to MAID through a living will or advance 
medical directive. Similarly, a substitute decision-
maker cannot consent to MAID on behalf of a 
patient. Family/caregivers or any other individual 
do not have the legal authority to consent to or 
authorize MAID on behalf of a patient.


Patient Submits Formal Written 
Request
Patients must submit a formal written request 
for MAID, signed and dated in the presence 
of two independent‡ witnesses. The formal 
written request can only be signed and dated 
by the patient after they have been informed 
by the Clinician that they have a grievous and 
irremediable medical condition.
•	 For patients who are unable to write, the formal 


request can be transcribed
•	 For patients who are unable to sign and date 


the request, another person — who is at least 
18 years of age, who understands the nature of 
the request for MAID and who does not know or 
believe that they are a beneficiary under the will 
of the patient, or a recipient, in any other way, 
of a financial or other material benefit resulting 
from that patient’s death — may do so in the 
patient’s presence, on the patient’s behalf and 
under the patient’s expressed direction1


The patient’s formal written request  must 
be signed and dated before two independent 
witnesses,‡ who then must also sign and date  
the request.
‡To meet the legal conditions for independent 	
witness, the following criteria must be met:1


•	 Person 18 years of age or older;
•	 Understands the nature of the request for MAID;
•	 Must not know or believe that they are a 


beneficiary under the will of the patient making 
the request, or a recipient, in any other way, of a 
financial or other material benefit resulting from 
that patient’s death;


•	 Must not be an owner or operator of any health 
care facility at which the patient making the 
request is being treated or any facility in which 
the patient resides;


•	 Must not be directly involved in providing  
health care services to the patient making the 
request; and


•	 Must not be directly providing personal care to 
the patient making the request.


i


Conscientious Objections and 
Patient Referral
Clinicians with conscientious objections must 
respectfully inform their patients that they are 
unable to provide MAID and refer patients to 
another medical or nurse practitioner, institution, 
or agency that is willing to provide MAID. The 
referral must be made in a timely manner to ensure 
that patients are not exposed to unnecessary 
delays or adverse clinical outcomes (e.g., decline 
in capacity). Irrespective of a patient’s desire to 
explore MAID through another non-objecting 
Clinician, institution, or agency, Clinicians must 
continue to provide ongoing care (excluding the 
provision of MAID) and not abandon the patient.2,3,4


Clinicians must comply with the requirements, 
policies, and guidelines set out by their respective 
regulatory college regarding conscientious 
objection and patient referral. 


Clinicians are required to adhere to additional 
directives outlined by their institution or agency 
(e.g., institutions may implement specific 
processes and policies to facilitate patient referral 
and to ensure access to care).
Clinicians who choose not to provide MAID 
can either make a referral through their own 
professional networks or through MOHLTC’s 
Clinician Referral Service (CRS).


Resources outlining referral guidelines 
for medical practitioners:


•	 CPSO Policy Statement #4-16 Medical 
Assistance in Dying


•	 CPSO Fact Sheet: Ensuring Access to  
Care – Effective Referral


Resources outlining referral  
requirements for nurse practitioners:


•	 Guidance on Nurses’ Roles in Medical  
Assistance in Dying


INFO: MOHLTC has created a CRS  
to support referrals by Clinicians.


The CRS phone line [1-844-243-5880] is 
staffed from: Monday-Friday, 9am-5pm. 
Voicemail is available after hours.
An e-mail inbox is also operational: 
MAIDregistration@ontario.ca


i


INFO: MOHLTC has created Clinician  
Aids to record the patient’s request 
and the results of the eligibility 
assessments:


•	 Formal Patient Request - Clinician Aid A
•	 Record of Eligibility Assessments -  


Clinician Aid B and Clinician Aid C


i


Clinician continues to provide 
ongoing care to the patient


Clinician discusses and explores the request 
with the patient and provides information on all 
available treatment and care options


Clinician chooses not to participate in 
the provision of MAID due to religious 
or conscientious objections


Patient chooses to explore 
alternate care options and chooses 
not to pursue MAID at this time


Patient chooses to proceed with MAID


Clinician:
•	 Provides the patient with an overview of the 


MAID process
•	 Continues to provide ongoing care to the patient


Patient inquires about MAID


Clinician:
•	  Informs the patient that they  


are unable to provide MAID due to 
conscientious objections


•	 Refers the patient to another 
Clinician, institution, or agency that 
is willing and able to provide MAID


•	 Continues to provide ongoing care 
to the patient



http://www.cpso.on.ca/policies-publications/policy/mandatory-and-permissive-reporting

http://thewellhealth.ca/maid

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/PAD-Effective-Referral-FactSheet.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/PAD-Effective-Referral-FactSheet.pdf

http://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid-july-4-vfinal.pdf

http://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid-july-4-vfinal.pdf

mailto:MAIDregistration%40ontario.ca?subject=

http://bit.ly/29Sovs0

http://bit.ly/2a9M8Pf

http://bit.ly/2eyjexk
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The following resources may be helpful  
to Clinicians when assessing capacity:


•	 NICE Capacity and Consent Tool 
Two sections: Consent to Treatment and  
Decisional Mental Capacity and Capacity 
Assessment


•	 Aid to Capacity Evaluation (ACE) 
Helps to systematically evaluate capacity when 
a patient is facing a medical decision


•	 Assessment of Capacity to Consent to  
Treatment (ACCT) Interview  
Assesses four decisional abilities and can be 
used to assess consent capacity in patients 
with neurocognitive or neuropsychiatric illness


•	 CPSO - Consent to Treatment
•	 CNO - Practice Guideline: Consent


Competent Adult and Assessing 
Capacity 
•	 Federal legislation outlines that the patient must 


be at least 18 years of age and capable of making 
decisions with respect to their health to qualify  
to receive MAID.1


•	 As capacity is specific to time and treatment: 
•	 The patient’s capacity must be assessed 


specifically for consenting to MAID; and
•	 The patient must be capable immediately 


before MAID is provided.
The requirements for capacity to undergo MAID  
are the same as those for any health care treatment. 
The use of existing procedures for capacity 
assessments are encouraged.2 


  SECTION 2: Assessment of Patient Eligibility for MAID Part 1 of 3


The patient’s request for MAID must be voluntary 
and not result from external pressure. 1,2,3


Reasonable measures should be taken to assess 
that the patient’s decision has been made freely, 
without coercion or undue influence from family 
members, health care providers, or others.
Patient must provide informed consent to receive 
MAID, after having been informed of alternate care 
options available to alleviate suffering, including 
palliative care.1


In order for consent to be informed, the patient 
must understand the six components of informed 
consent, as outlined in the Health Care Consent Act, 
1996:6


•	 The nature of the treatment;
•	 The expected benefits of the treatment;
•	 The material risks of the treatment;
•	 The material side effects of the treatment;
•	 Alternative courses of action;
•	 The likely consequences of not having  


the treatment.


Voluntary Request and Informed Consent to MAID 


Clinicians should consider the following to 
determine if their patient meets the criteria 
for informed consent.
The patient: 


☐☐Consents specifically to MAID and 
understands the certainty of death upon 
being given or taking the lethal medication;2


☐☐ Is fully informed of the process for the 
provision of MAID, including time, place, 
and method of administration;


☐☐Understands their health status,diagnosis, 
prognosis, and likelihood of death upon 
taking the lethal medication;


☐☐ Is aware of potential complications  
related to the provision of MAID, including 
medication failure;


☐☐ Is fully informed of alternative  
treatments and courses of action,  
such as: comfort, palliative, and hospice 
care, pain and symptom control, and 
psychological or spiritual counselling;


☐☐ Is informed that upon death, their  
body may be transferred by the Office 
of the Chief Coroner for examination. 
The extent of the Coroner’s investigation 
cannot be predicted in advance and may 
include a full autopsy. The Coroner will 
complete the death certificate and will 
classify the death as suicide, as per current 
practice; 


☐☐ Is provided with answers to all questions 
and to requests for additional information 
about MAID or any of the above items.


Two-part question to assess capacity: 6


1.	Is the patient able to understand the 
information relevant to deciding to consent, 
or to refusing to consent, to MAID?


2.	Is the patient able to consider and appreciate 
the reasonably foreseeable consequences 
of consenting or not consenting to MAID?


The Clinician has an obligation to take reasonable 
steps to ensure that the patient has understood 
the information provided regarding their health 
status and MAID. If the patient has difficulty 
communicating, the Clinician must take necessary 
measures to provide a reliable means by which the 
patient may understand the information provided 
and communicate their decision.1,2,3


The patient must understand that  
consent can be withdrawn at any time 
before undergoing MAID, without 
negative consequences on the 
Clinician-patient relationship or on the 
care provided to the patient.


!


The following resource may be 
helpful to Clinicians when assessing 
voluntariness and informed decision 
making with respect to patients from 
vulnerable populations: 


•	 Vulnerability Assessment


SECTION 3: Provision of MAID on page 6


Patient meets ALL 
eligibility criteria


Communicate ineligibility to patient and inform 
the patient of their right to consult a different 
Clinician to obtain another eligibility assessment


Clinician conducts patient eligibility assessment for MAID
Eligibility Criteria: 1,2,3,4


☐☐ Is at least 18 years of age
☐☐ Is capable of making decisions with respect to their health
☐☐Has a grievous and irremediable medical condition
☐☐Has made the request voluntarily (not due to external pressure)
☐☐Has provided informed consent to receive MAID, after having been 
apprised of alternate care options that are available to alleviate their 
suffering, including palliative care


☐☐  Is eligible for publically funded health care services in Canada
Patient completes 
and signs formal 
written request 
(signed and dated 
by two independent 
witnesses) Patient does not meet eligibility criteria


     Reflection period begins:


Patient meets 
ALL eligibility 
criteria


Designated facilities under the 
Trillium Gift of Life Network 
(TGLN) Act notify TGLN of 
patient’s request for MAID when 
patient’s death is imminent by 
reason of injury or disease


Independent Second 
Clinician conducts a separate 
assessment of patient 
eligibility for MAID


Clinician develops plan for the 
administration of MAID, in consultation 
with the patient, family/caregivers 
(with consent), and other members 
of the care team (including the 
pharmacist)



http://www.cpso.on.ca/policies-publications/policy/mandatory-and-permissive-reporting

http://thewellhealth.ca/maid

http://www.nicenet.ca/files/NICE_Capacity_and_Consent_tool.pdf

http://www.jcb.utoronto.ca/tools/documents/ace.pdf

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3074108/

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3074108/

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/Consent-To-Treatment.pdf?ext=.pdf

http://www.cno.org/globalassets/docs/policy/41020_consent.pdf

http://www.sacl.org/fileadmin/user_upload/CACL_Vulnerability_Assessment_Apr_8_2016_-_Final.compressed.pdf
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CALL:  Confidential Toll-free Line:  
                  1-800-851-6606


The following resources may be  
helpful to Clinicians when assessing  
the patient’s condition:


•	 The GSF Prognostic Indicator Guidance: 
A guide that helps Clinicians with earlier 
identification of adult patients who are 
nearing the end of their life and may need 
additional support.


•	 Supportive and Palliative Care Indicators  
Tool (SPICT):  
A guide to help identify people at risk of 
deteriorating health and dying.


•	 Mississauga Halton Regional Hospice  
Palliative Care Early Identification and 
Prognostic Indicator Guide: 
A guide to support earlier identification of 
patients nearing the end of life. 


•	 Illness Trajectories and Palliative Care:  
Publication describing three typical illness 
trajectories for patients with progressive 
chronic illness.


Clinician Develops Care Plan for the Provision of MAID
The Clinician develops a care plan for the provision of MAID through discussions with the patient, family/
caregivers (with consent) and other members of the care team.


The following resource may be helpful to Clinicians to help their patients and families 
 prepare for End-of-Life Care:


•	 Planning for and Providing Quality End-of-Life Care


Organ and Tissue Donations
Trillium Gift of Life Network (TGLN) 
Patients may be eligible to donate tissue and organs 
after MAID. Offering the opportunity for donation is 
part of the provision of high-quality end of life care. 
Through collaboration with the Clinician and TGLN, 
this conversation should take place early enough 
to facilitate patients incorporating the decision to 
donate into their planning for MAID.
Designated facilities and sites are required to notify 
TGLN of all patients whose death is imminent by 
reason of injury or disease as per section 8.1 of the 
TGLN Act.7


Part 2 of 3  SECTION 2: Assessment of Patient Eligibility for MAID
Conducting Eligibility Assessments 
For MAID 
Two independent* Clinicians (e.g., two medical 
practitioners, two NPs, or one medical practitioner 
and one NP) must separately conduct an 
assessment to ensure that the patient meets 
ALL the criteria required to be eligible for MAID 
and provide their opinion in writing to confirm the 
patient’s eligibility.1,2,3,4


*To meet the legal conditions for independence, 
each Clinician must ensure that they:1


•	 Are not a mentor to the Second Clinician or  
responsible for supervising their work;


•	 Do not know or believe that they are a beneficiary 
under the will of the patient making the request 
or a recipient, in any other way, of a financial or 
other material benefit resulting from the patient’s 
death, other than standard compensation for 
their services relating to the request; and


•	 Do not know or believe that they are connected  
to the Second Clinician or to the person making 
the request in any other way that would affect 
their objectivity.


Eligibility needs to be assessed on a case-by-
case basis to reflect the uniqueness of each 
patient’s circumstances.


It is encouraged that Clinicians  
consult their colleagues to obtain 
additional information that may  
support assessment of patient 
eligibility for MAID.


Example 1: Clinician suspects that a patient’s 
mental health condition may be impacting the 
ability to make decisions with respect to their 
health and initiates a psychiatric consult to help 
assess capacity.
Example 2: Clinician consults a neurologist 
to confirm the finding that a patient’s natural 
death has become reasonably foreseeable due 
to their neurological condition.


Grievous and Irremediable Medical 
Condition
A patient’s condition is grievous and irremediable 
if ALL of the following criteria are met: 1,2,3,4


•	 Serious and incurable illness, disease, or disability; 
•	 Advanced state of irreversible decline in  


capability;
•	 Enduring physical or psychological suffering as a 


result of the illness, disease, or disability that is 
intolerable to them and that cannot be relieved 
under conditions that they consider acceptable; 
and


•	 Natural death has become reasonably 
foreseeable (precise proximity to death is not 
required).


As stated in Justice Canada’s Legislative 
Background: Medical Assistance in Dying, “​​the 
medical condition that is causing the intolerable​​ ​
suffering does not need to be the cause of the​​​ 
reasonably foreseeable death”. The patient’s 
natural ​death is foreseeable, if it is expected to 
transpire within “a period of time that is not too 
remote”.​


CALL:  Toll free (1-877-363-8456)  
                   GTA (416-363-4438)


The following link provides a list of  
TGLN designated facilities and sites: 


•	 Designated Facilities and Sites


Care Plan Considerations: 
•	 Determine the method of providing MAID that is most appropriate for the patient given their wishes, 


health status, and available supports;
•	 If the patient plans to self-administer the medication for MAID at home, Clinicians must help the 


patient and family/caregivers assess whether this is a manageable option;
•	 Ensure that the care team is briefed of process that will be undertaken to provide MAID for the patient
•	 Inform pharmacist that the prescription will be used for the purpose of MAID;
•	 Ensure appropriate arrangements are made with respect to drug protocols (e.g., IVs are set up 


correctly; plan for what to do if initial drug fails; care team is aware of their roles, etc.).


Inclusion of family members,  
caregivers, and friends
There is no formal notification process to inform 
family/caregivers of a patient’s decision to pursue 
MAID. A patient should be encouraged to speak 
with family members and/or caregivers about 
the choice to pursue MAID. The patient is not 
obligated to inform their family/caregivers of 
their decision to pursue MAID. With the patient’s 
consent, discussions between the Clinician and 
family/caregivers should occur either before or 
after a formal request for MAID has been made. 


Care Team
The provision of MAID will require a collaborative 
care team, including allied health care providers, 
support care personnel, and/or administrators, 
depending on the clinical practice setting. Early 
in the process, Clinicians are encouraged to 
identify and engage the appropriate individuals 
to discuss the roles and responsibilities of each 
team member in the provision of MAID (e.g., 
pharmacist).
It is encouraged that the care team review and 
debrief after the provision of MAID has been 
completed for a patient. The process can be an 
overwhelming and emotional experience for 
the Clinician and care team. The use of wellness 
resources and supports is encouraged to promote 
self-care.


Resource for medical practitioners:
•	 OMA Physician Health Program 


The following resource may be helpful 
for Clinicians to better understand the 
eligibility criteria for MAID: 


•	 Justice Canada, Medical Assistance in Dying 
Glossary



http://www.cpso.on.ca/policies-publications/policy/mandatory-and-permissive-reporting

http://thewellhealth.ca/maid

http://www.goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf

http://www.gov.scot/resource/doc/924/0111396.pdf

http://www.gov.scot/resource/doc/924/0111396.pdf

https://www.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053

https://www.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053

https://www.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC557152//

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/End-of-Life.pdf?ext=.pdf

http://justice.gc.ca/eng/rp-pr/other-autre/adra-amsr/p2.html#sec14

http://justice.gc.ca/eng/rp-pr/other-autre/adra-amsr/p2.html#sec14

http://www.giftoflife.on.ca/en/publicreporting.htm#donors-cal

http://php.oma.org/index.htm

http://www.justice.gc.ca/eng/cj-jp/ad-am/glos.html

http://www.justice.gc.ca/eng/cj-jp/ad-am/glos.html
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 SECTION 3: Provision of MAID


Notification of the Coroner
Under current law, all MAID deaths must be reported to the Office of the 
Chief Coroner. Once a death is reported, the Office of the Chief Coroner is 
required to investigate. The Coroner is responsible for completing the Medical 
Certificate of Death. Clinicians will need to work with the Office of the Chief 
Coroner to provide the information required to make the process as efficient, 
effective, and appropriate as possible. It is recommended that Clinicians who 
provide MAID have complete medical records on-hand and accessible to the 
Coroner, in order to support an efficient and effective death investigation.


Office of the Chief Coroner: 
1-855-299-4100
NOTE: Upon the patient’s death, it is recommended that the 
Clinician be present to support family/caregivers (e.g., notification 
of the Coroner’s Office), even in cases of self-administration.


+


Preparing for Self-Administration
•	 Family members and/or other caregivers 


are legally able to help the patient self-
administer the lethal medication for MAID, 
provided that the patient explicitly requests 
the individual’s help


•	 Ensure that the patient or responsible family 
member/caregiver has the ability to store the 
medication in a safe and secure manner so  
that it cannot be accessed by others


•	 Develop plan for the return of unused 
medication, in the event that patient chooses 
not to proceed with MAID


•	 Ensure that the patient and family/caregivers are 
educated and prepared for what to expect once 
the patient has ingested the lethal medication 
and their death is imminent


•	 Ensure that the family/caregivers are prepared 
for what to expect and what to do when the 
patient has died (i.e., instructions on notifying 
Clinician to attend the location, reporting the 
death to the Office of the Chief Coroner, etc.)


•	 Clinicians are encouraged to be present to 
support family/caregivers upon the patient’s 
death (e.g., notification of the Office of the Chief 
Coroner)


Drug Protocols
Clinicians must exercise their clinical judgment in 
determining the appropriate drug protocol to follow 
for the provision of MAID. 
Irrespective of the chosen drug protocol for 
MAID, Clinicians should ensure that the patient 
is comfortable and that pain and anxiety are 
controlled. The cost of drugs, including the backup 
kit, for all eligible patients are covered regardless of 
the mode of administration.


The Reflection Period
The reflection period is intended to provide both the patient and the Clinician 
an opportunity to consider the request for MAID. This allows the patient 
sufficient time to reach an informed and voluntary decision to end their life, 
while appreciating the consequences of the decision.
There must be at least 10 clear days between the day on which the 
request was signed by or on behalf of the patient, and the day on which 
MAID is administered or the prescription for MAID is written.


  SECTION 2: Assessment of Patient Eligibility for MAID Part 3 of 3


EXCEPTIONS: If both Clinicians (Clinician providing MAID and 
Clinician conducting second eligibility assessment) are of the 
opinion that the patient’s death, or the loss of their capacity 
to provide informed consent is imminent — a shorter period 
is allowed, as deemed appropriate by the first Clinician for the 
circumstances.1,2,3 It is contrary to federal law to shorten the  
10-day reflection period for any reason other than the 
circumstances outlined here.


!


Discussions with the pharmacist should 
include: 4


•	 The drug protocol selected;
•	 The scheduled time and location for the 


administration of MAID;
•	 The time required to prepare (or obtain) 


the pharmaceutical agent(s);
•	 Whether there is a specific date after 


which the prescription should not be 
dispensed;


•	 Procedures for returning unused drugs to 
the pharmacy for safe disposal; and


•	 Any other relevant information required 
by the pharmacist.


The following resource may be helpful 
to medical practitioners for additional 
information on drug protocols:


• Drug Protocols (available to CPSO members 
only) 


Clinician reaffirms that the patient is 
capable of making decisions related to 
their health, including the request and 
consent to proceed with MAID


Immediately before administering the 
injection or prescription for MAID, the 
Clinician:
•	 Confirms the patient’s expressed 


consent for MAID
•	 Provides the patient with the opportunity 


to withdraw the request


Clinician 
administers 
lethal injection or 
prescription for 
MAID


Certification of Death and Reporting:
Clinician contacts Office of the Chief Coroner to report 
the death of a patient due to MAID. The Coroner obtains 
information from the Clinician and family to determine the 
need for examination of the body. Following the completion 
of a death investigation, the Coroner completes a death 
certificate


Reflection period completed:
A minimum of 10** clear days between the day 
the formal written request is signed and the day 
that the lethal medication is administered or 
prescribed
**possible exceptions 


Informing the Pharmacist
The Clinician who prescribes or obtains a substance 
for the provision of MAID must inform the pharmacist 
that the substance is intended for that purpose, 
before any pharmacist dispenses the substance.
It is encouraged that pharmacists are engaged  
as early as possible, once Clinician is aware that the 
patient is eligible for MAID.4


Collaboration at an early stage will ensure that 
eligible patients are able to access required 
medications and supplies in a timely manner.



http://www.cpso.on.ca/policies-publications/policy/mandatory-and-permissive-reporting

http://thewellhealth.ca/maid

https://www.cpso.on.ca/Login.aspx
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Documentation Date and Initial 
(completed)


Patient Inquiry
☐☐Date of patient’s initial inquiry 
☐☐Date and details of discussion to understand the exact nature of the patient’s request, including role of psychosocial factors
☐☐ Patient informed of all available alternate treatment and care options, including palliative care


Patient Consent Obtained to Discuss MAID with Family and Next of Kin
Conscientious Objection and Patient Referral (if applicable)


☐☐ Patient informed of Clinician’s conscientious objections as per regulatory guidelines
☐☐ Patient referral facilitated
☐☐ All relevant patient records transferred by the referring Clinician (include name and contact information of referring 
Clinician)


Eligibility Assessments: Completed Separately by Two Clinicians
☐☐Details and results of eligibility assessments


•	 Clinician Aid B and Clinician Aid C: Use of the MOHLTC forms are optional, however the details and results of the 
assessments must be documented 


•	 Document all consults (e.g., psychiatric, neurological, capacity assessments)
•	 All eligibility criteria are met:


•	 At least 18 years of age
•	 Capable of making decisions about their health
•	 Meets criteria for grievous and irremediable medical condition
•	 Request is voluntary (no concerns regarding coercion)
•	 Informed consent
•	 Eligible for publically funded health care services in Canada


Include dates of assessments, the names of Clinicians who completed the assessments, and confirmation that criteria for 
independence has been met


Formal Written Request for MAID
☐☐Written request completed, signed, and dated by the patient (Clinician Aid A: optional)
☐☐ Signed and dated by two independent witnesses (confirm criteria for independent witness has been met)
☐☐ Request transcribed on patient’s behalf (if unable to write)
☐☐ Request signed and dated on patient’s behalf (if unable to sign)


Patient Advised of Right to Withdraw Consent for MAID at Any Time
Routine Notification for Donation Eligibility (mandatory for designated facilities and sites)


☐☐Document notification of Trillium Gift of Life Network (TGLN)  
CALL: 1-877-363-8465


Details of MAID Care Plan
☐☐Members of care team identified and briefed
☐☐Document consent provided for inclusion of family/caregivers
☐☐ Time and place of MAID
☐☐Method of administration
☐☐ Pharmacist informed
☐☐Drug protocol selected
☐☐ Plan for safe disposal
☐☐Other relevant considerations


Patient and Family Meeting Prior to MAID Procedure 
☐☐Discussion with patient (and family, with consent) to prepare them for provision of MAID


Reflection Period
☐☐Document date reflection period begins 
☐☐Document date reflection period ends – ensure 10 clear days between the day formal written request is signed, and the day 
that the lethal medication is administered or prescribed


☐☐Document justification for shortening of 10-day reflection period (if applicable)


Patient Capacity and Consent Re-affirmed Prior to Provision of MAID
Documentation Related to the Administration of MAID


☐☐Method of administration documented (in hospital/practice setting or self-administration)
☐☐MAID procedure note
☐☐ Any other additional documents as required by Clinician’s institution (e.g., completed and signed order set for MAID, 
pharmacy dispensing records, MAID medication administration record, etc.)


Notification and Reporting of Death
☐☐Office of Chief Coroner notified: Call 1-855-299-4100 to report a death due to MAID
☐☐ Patient’s complete medical record provided to the Office of the Chief Coroner for investigation


 SECTION 4: Documentation Checklist
The following is a list of documentation that should be included in the patient’s medical record. These records should be on-hand and accessible to support an 
efficient and effective investigation by the Office of the Chief Coroner.



http://www.cpso.on.ca/policies-publications/policy/mandatory-and-permissive-reporting

http://thewellhealth.ca/maid

http://bit.ly/2a9M8Pf

http://bit.ly/2eyjexk





November 2016 thewellhealth.ca/maid Page 8 of 8 


Ontario SECTION 5: Supporting Material*


 SECTION 5: References
An Act to amend the Criminal Code and to make related amendments to other Acts (medical assistance in dying) (formerly Bill C-14), 1st Sess, 42nd Leg, Canada, 2016  
(assented to June 17, 2016).


College of Physicians and Surgeons of Ontario Policy Statement #4-16: Medical Assistance in Dying. 2016.  [cited 2016 June]. Available from: http://www.cpso.on.ca/CPSO/media/
documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf


College of Nurses of Ontario: Guidance on Nurses’ Roles in Medical Assistance in Dying. 2016. [cited 2016 June 27]. Available from: http://www.cno.org/globalassets/docs/
prac/41056-guidance-on-nurses-roles-in-maid-july-4-vfinal.pdf


Ontario College of Pharmacists: Medical Assistance in Dying - Guidance to Pharmacists and Pharmacy Technicians. 2016. [cited 2016 July 5]. Available from: http://www.ocpinfo.
com/library/practice-related/download/PhysicianAssistedDeath.pdf


Branigan M. Desire for hastened death: exploring the emotions and the ethics. 2015. [cited 2016 September 30]. Curr Opin Support Palliat Care. 9(1):64-71. 


Health Care Consent Act, 1996, S.O. 1996, c. 2, Sched. A


Trillium Gift of Life Network Act, R.S.O. 1990[7]


[6]


[5]


[4]


[3]


[2]


[1]


This Resource was developed as part of the Knowledge Translation in Primary Care Initiative, led by CEP with collaboration from OCFP and NPAO. Clinical leadership for the development of the resource was 
provided by Dr. Sandy Buchman, MD CCFP (PC) FCFP, and the resource was subject to external review by health care providers and other relevant stakeholders. This resource was funded by the Government of 
Ontario as part of the Knowledge Translation in Primary Care Initiative.  


This Resource was developed for licensed health care professionals in Ontario as a guide only and does not constitute medical or other professional advice. Health care professionals are required to exercise their 
own clinical judgment in using this Resource. Neither the Centre for Effective Practice (“CEP”), Ontario College of Family Physicians, Nurse Practitioners’ Association of Ontario, Government of Ontario, nor any 
of their respective agents, appointees, directors, officers, employees, contractors, members or volunteers: (i) are providing medical, diagnostic or treatment services through this Resource; (ii) to the extent 
permitted by applicable law, accept any responsibility for the use or misuse of this Resource by any individual including, but not limited to, primary care providers or entity, including for any loss, damage or injury 
(including death) arising from or in connection with the use of this Resource, in whole or in part; or (iii) give or make any representation, warranty or endorsement of any external sources referenced in this Resource 
(whether specifically named or not) that are owned or operated by third parties, including any information or advice contained therein.


Medical Assistance in Dying (MAID) is a product of the Centre for Effective Practice. Permission to use, copy, and distribute this material for all non-commercial and research 
 purposes is granted, provided the above disclaimer, this paragraph and the following paragraphs, and appropriate citations appear in all copies, modifications, and distributions. 
 Use of the Medical Assistance in Dying (MAID) for commercial purposes or any modifications of the resource are subject to charge and use must be negotiated with the Centre for 


Effective Practice (Email: info@effectivepractice.org). 


For statistical and bibliographic purposes, please notify the Centre for Effective Practice (info@effectivepractice.org) of any use or reprinting of the resource.  
Please use the below citation when referencing the Resource: 


Reprinted with Permission from Centre for Effective Practice. ( November  2016). Medical Assistance in Dying (MAID): Ontario. Toronto: Centre for Effective Practice.


Developed by: In collaboration with:


*These supporting materials are hosted by external organizations and as such, the accuracy and accessibility of their links are not guaranteed. CEP will make every effort to keep these links up to date.


[i]


[xviii]
[ii]


[xix]


[iii]


[iv]


[xx]


[xxi]
[v]


[xxii]
[vi]


[xxiii][vii]


[xxvi]


[xxvii]


[xxviii]


[xxix]


[xxx]


[xxv]


[xxiv]
[viii]


[ix]


[x]


[xi]


[xii]


[xiii]


[xiv]


[xv]


[xvi]


[xvii]College of Physicians and Surgeons of Ontario Policy Statement #4-16: Medical Assistance 
in Dying 
http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-
assistance-in-dying.pdf?ext=.pdf


CPSO Fact Sheet: Ensuring Access to Care – Effective Referral 
http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/PAD-Effective-
Referral-FactSheet.pdf


Guidance on Nurses’ Roles in Medical Assistance in Dying 
http://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid-
july-4-vfinal.pdf


Clinician Aid A – Patient Request for Medical Assistance in Dying  
http://bit.ly/29Sovs0 


Clinician Aid B - (Primary) “Medical Practitioner” or “Nurse Practitioner” Medical Assistance 
in Dying Aid  
http://bit.ly/2a9M8Pf


Clinician Aid C - (Secondary) “Medical Practitioner” or “Nurse Practitioner” Medical 
Assistance in Dying Aid 
http://bit.ly/2eyjexk


NICE Capacity and Consent Tool 
http://www.nicenet.ca/files/NICE_Capacity_and_Consent_tool.pdf 


Aid to Capacity Evaluation (ACE) 
http://www.jcb.utoronto.ca/tools/documents/ace.pdf


Assessment of Capacity to Consent to Treatment (ACCT): Challenges, the “ACCT” 
Approach, Future Directions 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3074108/


College of Physicians and Surgeons of Ontario Policy Statement #3-15: Consent to 
Treatment 
http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/Consent-To-
Treatment.pdf?ext=.pdf


College Nurses of Ontario Practice Guideline: Consent 
http://www.cno.org/globalassets/docs/policy/41020_consent.pdf


Assessing Vulnerability in a System for Physician-Assisted Death in Canada 
http://www.sacl.org/fileadmin/user_upload/CACL_Vulnerability_Assessment_
Apr_8_2016_-_Final.compressed.pdf


Justice Canada’s Legislative Background: Medical Assistance in Dying (Bill C-14, as Assented 
to on June 17, 2016) 
http://justice.gc.ca/eng/rp-pr/other-autre/adra-amsr/p2.html - sec14


The Gold Standards Framework (GSF) Prognostic Indicator Guidance  
http://www.goldstandardsframework.org.uk/cd-content/uploads/files/General Files/
Prognostic Indicator Guidance October 2011.pdf


Supportive and Palliative Care Indicators Tool (SPICTTM) 
http://www.gov.scot/resource/doc/924/0111396.pdf 
 
Mississauga Halton Regional Hospice Palliative Care Early Identification and Prognostic 
Indicator Guide  
https://www.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053


Murray SA, Kendall M, Boyd K, Sheikh A. Illness Trajectories and Palliative Care. BMJ. 
2005;330(7498):1007-1011  
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC557152//


Department of Justice Canada: Medical Assistance in Dying Glossary 
http://www.justice.gc.ca/eng/cj-jp/ad-am/glos.html


Ontario Medical Association: Physician Health Program 
http://php.oma.org/index.htm


College of Physicians and Surgeons of Ontario Policy Statement #6-16: Planning for 
and Providing Quality End-of-Life Care 
http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/End-of-
Life.pdf?ext=.pdf


Trillium Gift of Life Network (TGLN): Public Reporting (List of Designated Facilities 
and Sites) 
http://www.giftoflife.on.ca/en/publicreporting.htm - donors-cal


CPSO Drug Protocols – Member Login  
https://www.cpso.on.ca/Login.aspx


Canadian Nurses Protective Society: Medical Assistance in Dying: What Every Nurse 
Should Know  
http://cnps.ca/MAID


College of Nurses of Ontario Medical Assistance in Dying - FAQS 
http://www.cno.org/en/trending-topics/medical-assistance-in-dying/medical-
assistance-in-dying--faqs/


College of Physicians and Surgeons of Ontario Policy Statement #4-16: Medical 
Assistance in Dying 
http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-
assistance-in-dying.pdf?ext=.pdf


FAQ about the Vulnerable Persons Standard 
http://static1.squarespace.com/static/56bb84cb01dbae77f988b71a/t/56ec3f6d2
eeb817a4988351d/1458323310 
 
Ontario College of Family Physicians: Medically-Assisted Dying 
http://ocfp.on.ca/tools/medically-assisted-dying


Ontario College of Pharmacists: Medical Assistance in Dying: Guidance to 
Pharmacists and Pharmacy Technicians  
http://www.ocpinfo.com/library/practice-related/download/
PhysicianAssistedDeath.pdf


Trillium Gift of Life Network (TGLN): Routine Notification for Designated  
Hospitals FAQ 
https://www.giftoflife.on.ca/resources/pdf/Routine%20Notification.pdf


Vulnerable Persons Standard 
http://static1.squarespace.com/static/56bb84cb01dbae77f988b71a/t/56e17c654
d088e2c2003c978/1457618022701/VPSStandard-March9.pdf


Additional supporting materials and resources that may be useful for Clinicians:



http://www.cpso.on.ca/policies-publications/policy/mandatory-and-permissive-reporting

http://thewellhealth.ca/maid

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid-july-4-vfinal.pdf

http://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid-july-4-vfinal.pdf

http://www.ocpinfo.com/library/practice-related/download/PhysicianAssistedDeath.pdf

http://www.ocpinfo.com/library/practice-related/download/PhysicianAssistedDeath.pdf

mailto:%20info%40effectivepractice.org?subject=

mailto:info%40effectivepractice.org?subject=

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/PAD-Effective-Referral-FactSheet.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/PAD-Effective-Referral-FactSheet.pdf

http://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid-july-4-vfinal.pdf

http://www.cno.org/globalassets/docs/prac/41056-guidance-on-nurses-roles-in-maid-july-4-vfinal.pdf

http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=1&ENV=WWE&TIT=3889&NO=014-3889-22E

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/Consent-To-Treatment.pdf?ext=.pdf

http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=1&ENV=WWE&TIT=3890&NO=014-3890-22E

http://bit.ly/2eyjexk

http://www.nicenet.ca/files/NICE_Capacity_and_Consent_tool.pdf 

https://www.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053 

http://www.jcb.utoronto.ca/tools/documents/ace.pdf

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3074108/

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/Consent-To-Treatment.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/Consent-To-Treatment.pdf?ext=.pdf

http://www.cno.org/globalassets/docs/policy/41020_consent.pdf

http://www.sacl.org/fileadmin/user_upload/CACL_Vulnerability_Assessment_Apr_8_2016_-_Final.compressed.pdf

http://www.sacl.org/fileadmin/user_upload/CACL_Vulnerability_Assessment_Apr_8_2016_-_Final.compressed.pdf

http://justice.gc.ca/eng/rp-pr/other-autre/adra-amsr/p2.html

http://www.goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf

http://www.goldstandardsframework.org.uk/cd-content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf

http://www.gov.scot/resource/doc/924/0111396.pdf

http://www.gov.scot/resource/doc/924/0111396.pdf

https://www.cancercare.on.ca/common/pages/UserFile.aspx?fileId=344053

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC557152//

http://www.justice.gc.ca/eng/cj-jp/ad-am/glos.html

http://php.oma.org/index.htm

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/End-of-Life.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/End-of-Life.pdf?ext=.pdf

http://www.giftoflife.on.ca/en/publicreporting.htm%20-%20donors-cal

https://www.cpso.on.ca/Login.aspx

http://cnps.ca/MAID

http://www.cno.org/en/trending-topics/medical-assistance-in-dying/medical-assistance-in-dying--faqs/

http://www.cno.org/en/trending-topics/medical-assistance-in-dying/medical-assistance-in-dying--faqs/

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://www.cpso.on.ca/CPSO/media/documents/Policies/Policy-Items/medical-assistance-in-dying.pdf?ext=.pdf

http://static1.squarespace.com/static/56bb84cb01dbae77f988b71a/t/56ec3f6d2eeb817a4988351d/1458323310

http://static1.squarespace.com/static/56bb84cb01dbae77f988b71a/t/56ec3f6d2eeb817a4988351d/1458323310

http://static1.squarespace.com/static/56bb84cb01dbae77f988b71a/t/56ec3f6d2eeb817a4988351d/1458323310

http://ocfp.on.ca/tools/medically-assisted-dying

http://www.ocpinfo.com/library/practice-related/download/PhysicianAssistedDeath.pdf

http://www.ocpinfo.com/library/practice-related/download/PhysicianAssistedDeath.pdf

https://www.giftoflife.on.ca/resources/pdf/Routine%20Notification.pdf

http://static1.squarespace.com/static/56bb84cb01dbae77f988b71a/t/56e17c654d088e2c2003c978/1457618022701/VPSStandard-March9.pdf



		1: Off

		2: Off

		3: Off

		4: Off

		5: Off

		6: Off

		7: Off

		8: Off

		9: Off

		10: Off

		11: Off

		12: Off

		13: Off

		14: Off

		15: Off

		16: Off

		17: Off

		18: Off

		19: Off

		27: Off

		28: Off

		29: Off

		30: Off

		31: Off

		32: Off

		33: Off

		34: Off

		35: Off

		36: Off

		37: Off

		38: Off

		39: Off

		40: Off

		41: Off

		42: Off

		43: Off

		44: Off

		45: Off

		46: Off

		47: Off

		48: Off

		20: Off

		21: Off

		22: Off

		23: Off

		24: Off

		25: Off

		26: Off

		Text4: 

		Text5: 

		Text6: 

		Text7: 

		Text8: 

		Text9: 

		Text10: 

		Text11: 

		Text12: 

		Text13: 

		Text3: 

		Text2: 

		Text1: 








FOR R
EFERENCE O


NLY
              HURON PERTH HEALTHCARE ALLIANCE 


Allergies: □ NKA or: 


 __________________________ 
____________________________________________ 


Weight (kg) ____________  Height (cm) 


____________ 
 


 PLEASE STAMP BELOW 
 


 
 


 


 


 


 


HPHA DOCUMENTATION CHECKLIST – Medical Assistance in Dying 
 


 
 Assessment of Capacity (First Physician/Nurse Practitioner) 


 
 Eligibility Assessment and Consultation Note (First Physician/NP) 


 
 Patient’s Written Request 


 
 Assessment of Capacity (Second Independent Physician/NP) 


 
 Eligibility Assessment and Consultation Note (Second Independent Physician/NP) 


 
 Waiver of Final Consent, if applicable  


 
 Provider to ensure mandatory reporting to Health Canada has been completed (refer to 


Appendix G of HPHA Medical Assistance in Dying policy)  
 


Date:              
 
Patient Initials:            
 
Patient Medical Record Number (MNR#):         
 
Physician/NP Administering Medications: _______________________________________  
 
Presence of Documentation confirmed by:         


(Member of the Medical Assistance in Dying Internal Resource Group) 
 
Post Debrief Comments: 
______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________ 


Please complete document and file on Patient’s chart. 
 
 


 Updated: July 2021 












Documentation Checklist for Office of the Chief 


Coroner Medical Assistance in Dying 


Office of the Chief Coroner 


PHONE: (416) 314-4100 


FAX:       (416) 314-0888 


Clinician Form A – Patient Request for Medical Assistance in Dying 


Clinician Form B – Primary Medical Practitioner or Nurse Practitioner Medical Assistance in 
Dying Aid 


 Practitioner’s Consult Note related to Primary Eligibility Assessment 


 Clinician Form C – Secondary Medical Practitioner or Nurse Practitioner Medical 
Assistance in Dying Aid 


 Practitioner’s Consult Note related to Secondary Eligibility Assessment 


 Consult Notes related to patient’s medical history (e.g. Oncologist consult) 


 Procedure Note (may be written for transmission by facsimile to Office of the Chief Coroner) 


and dictated thereafter 


 Death Certificate 


 If the Office of the Chief Coroner determines  death will be investigated, the Coroner


completes and signs the Medical Certificate of Death


 If the Office of the Chief Coroner determines  death will not be investigated, the


physician providing medical assistance in dying completes and signs the Medical


Certificate of Death


Updated: April 2019
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Medical Assistance in Dying:  
Frequently Asked Questions 
 


Introduction 
 
This handout provides information regarding Medical Assistance in Dying. Medical assistance in dying is a 
personal decision and a potential option for patients with a serious condition that causes long-term 
suffering. 
 
The Huron Perth Healthcare Alliance (HPHA) supports patient and family centered care and acknowledges 
the right of individuals to choose medical assistance in dying as a legal end of life option if they are eligible. 
When a patient makes an inquiry about or a request for medical assistance in dying, assistance in dying is 
one of several possible options that will be explored with the patient. HPHA will support the right of patient 
choice and support patient dignity in the full range of patient care services. 
 
If you or a loved one is considering a medically assisted death, please read the following information 
carefully.  If you have questions, please ask a member of your healthcare team.  We will do our best to 
answer your questions or direct you to a resource that can. 
 


What is “Medical Assistance in Dying”?  
 


Medical Assistance in Dying is the act of bringing about death by the administration of medications upon   
request of an eligible individual. These medications may be administered by a doctor or nurse practitioner 
or self-administered by the individual. 
 
Please note: At this time, HPHA is only able to provide medical assistance in dying in the hospital by a 
doctor or Nurse Practitioner with HPHA privileges using intravenous (IV) medications. 
 


How is Medical Assistance in Dying different from Palliative Care? 
 
Palliative care is specialized medical care with the intent to provide comfort and dignity for the patient 
living with a serious illness, as well as the best quality of life for the patient and family. Relief of pain and 
other symptoms is an important objective of palliative care as well as addressing psychological, social, 
cultural, emotional, and spiritual needs of each patient and family. Palliative care may be the main focus of 
care when a cure for the illness is no longer possible (adapted from the Canadian Hospice Palliative Care 
Association, 2016). 
 


How is Medical Assistance in Dying different from Palliative Sedation? 
 
Palliative sedation (‘controlled sedation’) is the intentional initiation of sedation to relieve intractable 
symptoms and/or suffering when all other interventions have failed or are not readily available and death is 
imminent or quickly approaching.  The intention of palliative sedation is to relieve intractable symptoms 
and NOT to deliberately cause death.” (adapted from Pallium Palliative Pocketbook, 2016). 
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Who can provide Medical Assistance in Dying? 
 
At HPHA, the two assessments required to determine eligibility and administration of the medication for 
medical assistance in dying must be provided by doctors or nurse practitioners with HPHA privileges; 
privileges allow a doctor or nurse practitioner to provide patient care in the hospital. Temporary privileges 
can be arranged if necessary for your doctor or nurse practitioner.  Medical assistance in dying can be 
provided at any of the HPHA hospital sites. 


 
Who is eligible for Medical Assistance in Dying? 
 
A person qualifies for medical assistance in dying if they meet all the following criteria: 


a) Are eligible for an Ontario health card 
b) A r e  a t  least 18 years of age and capable of making decisions with respect to their health  
c) Have a grievous and irremediable medical condition (see below) 
d) Have made a voluntary request for medical assistance in dying that was not made as a result of 


external pressure, and 
e) Give informed consent to receive medical assistance in dying. 


 


What does “capable” mean? 
 
A person who is capable has capacity to make decisions. This means you are able to: 


 Understand the information that is relevant to making a decision about the treatment 
AND 


 Appreciate the reasonably foreseeable consequences of a decision or lack of decision. 


 


Your healthcare team assesses capacity by asking you questions to determine your level of understanding. 
 


What does “grievous and irremediable medical condition” mean? 
 
 A person has a grievous and irremediable medical condition if: 


a) they have a serious and incurable illness, disease or disability; 
b) they are in an advanced state of irreversible decline in capability; 
c) that illness, disease or disability or that state of decline causes them enduring physical or 


psychological suffering that is intolerable to them and that cannot be relieved under conditions that 
they consider acceptable; 


 


What is “enduring suffering”? 
 
Enduring suffering is physical or psychological pain or distress that you have lived with for a long time. 


 
What is “intolerable suffering”? 
 
Intolerable suffering is physical or psychological pain or distress that you find unbearable. 
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What does “informed consent” mean? 
 
At least one request must be in writing and HPHA can provide a form that ensures all the required information 
is provided. This shows you are sure about your request.  Your team wants to be certain that you are 
making this decision voluntarily, and that you have all the information you need to make this decision. 
This includes information about your medical diagnosis and available forms of treatment options to relieve 
suffering, including palliative care. To provide informed consent, you must be mentally competent and 
capable of making decisions. 


 


How is assistance in dying different from stopping or not starting 
treatment?  
 
Patients may choose to stop treatment or to not start treatment. These decisions, like assisted dying, are 
each patient’s decisions to make. Patients make these decisions based on their values, beliefs and health 
care goals. 
 
The key difference is the intent of the decision. Patients who choose to stop treatment or not to start 
treatment intend to not pursue treatment that they do not think will provide a benefit, that is too difficult for 
them or that they do not want. Their intent is not necessarily to bring about their own death. If death 
happens, the cause of death will be their disease. 
 
Medical assistance in dying results in death. 
 


Is medical assistance in dying the same as assisted suicide? 
 
Assistance in dying is possible through either patient administered and doctor administered methods. In the 
past, the patient administered method was called assisted suicide. At this time, at HPHA, medical assistance 
in dying is possible only through medications administered by a doctor or nurse practitioner.  This is not 
called assisted suicide. 
 


Do I have to undergo treatment first? 
 
No, you do not have to undergo any treatment (e.g., chemotherapy, surgery) that you find unacceptable. 
The Supreme Court of Canada has determined that irremediable: “… does not require the patient to 
undertake treatments that are not acceptable to the individual.” 1 


 


Is there a right decision? 
 
This is a personal decision based on your values, beliefs and health care goals. You determine what is right 
or wrong for you. 


 
Does my doctor have to agree I meet the criteria? 
 
No. Your doctor does not have to agree.  After you make your request, you will be assessed by two or more 
doctors or nurse practitioners; two of them need to agree that you meet the criteria. If one or more feels you 
do not meet the criteria, you can ask to be assessed by another doctor or nurse practitioner. 
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Can I expect my health care team to provide assistance in dying? 
 


At HPHA, patient and family centered care is supported and eligible patients have the right to choose    
medical assistance in dying as a legal end of life option. When a patient makes an inquiry about or a request 
for medical assistance in dying, assistance in dying is only one of several possible options that may be 
explored with the patient. HPHA will support the right of patient choice and support patient dignity in the 
full range of patient care services. 


 
Some health care professionals and some health care institutions will be unwilling to help with assisted dying 
because it is not comfortable for them or goes against an institution’s faith-based mission. It is a very 
personal choice for them as well. If they cannot help, you will be connected to a person or resource that will. 


 


How long will the assessment take? 
 


It depends how much time the doctors or nurse practitioners require to make sure that you meet the 
criteria. Please speak to your health care team if you have concerns. 
 
Revised Canadian legislation in March 2021 created 2 sets of safeguards (i.e. Tracks) for medical assistance 
in dying: 
• Track 1 –Patients with a Reasonably Foreseeable Natural Death 
o No waiting period is required. 
o Patient may sign a Waiver of Final Consent which is a written agreement between the patient and the 
doctor/nurse practitioner when it is determined all criteria and safeguards are met and doctor/nurse 
practitioner informs the patient of the risk of losing capacity. The Waiver of Final Consent is a written 
agreement that the doctor/nurse practitioner will administer medication to cause the patient’s death on or 
before the day specified if the patient loses their capacity to consent prior to that day.  A Waiver of Final 
Consent is not advance consent and only applies to patients who are eligible for a medically assisted death. 
            
• Track 2 – Patients without a Reasonably Foreseeable Natural Death 
o Minimum 90-day assessment period beginning on the day the first assessment begins.  This assessment 
period may be waived if both clinicians agree the patient is at risk of imminent loss of capacity. 
o One of two assessors must have, or must consult with someone who has, expertise in the condition 
which is the patient’s greatest source of their suffering.  The results of that consultation should be in 
writing and must be shared with the other assessor. 
 
Please note that Mental Health as the sole condition is excluded as an eligible condition for medical 
assistance in dying; a review is anticipated sometime after March 2023. 


 


Where can I have Assistance in Dying? 
 


Assistance in dying can be provided in hospital, at home or in a community setting. Your health care team will 
help you to review the options and discuss what is best for you and which you prefer. Medical assistance in 
dying can be provided at any of the HPHA hospital sites and your healthcare team will discuss your end of life 
wishes (e.g., who will be present, any additional comforts such as music, reading, pet visitation, clothing, etc.). 
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Do I have to inform my family? 


 
Family is defined as anyone important to the patient. While it is not required, it is usually a good idea to try 
to involve your family or discuss your decision with them.  Death is a meaningful life experience and your 
choice of medical assistance in dying may have a major impact on those who are important in your life. If it is 
difficult to talk with your family for any reason, you can ask for help from your health care team, spiritual 
care providers or others. 


 
Can family provide assistance in dying? 


 
Family can help you to complete forms.  They are not able to provide assistance in dying although they may 
provide support to you and the health care team during the process and be present during the procedure 
with your consent.  
 


Can I have family and friends with me when I die? 
 
You can have anyone you choose with you during assisted dying. You should discuss this with them well 
in advance to make sure they are willing to be present. The health care team will help prepare you and 
them. They need to understand the process and what they will see if they agree to be present. 
 


Can others make the decision for me? 
 
Only you can make the decision to request assistance in dying. If you have a Waiver of Final Consent with 
the doctor/nurse practitioner who will administer the medications, and you lose capacity, you can receive 
medical assistance in dying.   


 


Do I need to get court permission? 
 
You do not need to get court permission.  
 


Can I change my mind? 
 
You can change your mind at any time, for any reason. Simply tell a member of your health care team. If you 
change your mind, there will be no negative consequences; you will continue to receive high quality care. No 
one will think any less of you if you change your mind. 
 


What happens if the patient cannot sign their request? 
 
If the patient requesting assistance in dying is not able to sign and date the request, another person (at least 
18 years of age) who understands that the patient is requesting assistance in dying may do so in the patient’s 
presence on their behalf. 
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Will having a medically assisted death negatively affect my life insurance 
policy? 
 
Medical Assistance in Dying does not negatively affect an individual’s life insurance policy.  Under Bill 84 
(the Ontario legislation) and other legislation, benefits or any other sum which would otherwise be 
provided under a contract may not be denied or refused. 


 
What happens after I die from a medically assisted death? 
 
Under current law, all deaths from medical assistance in dying in Ontario must be reported by the 
doctor/nurse practitioner to the Office of the Chief Coroner, unless otherwise ordered by a Court.  
Coroners are doctors with special death investigation training. Once the death is reported, the Office of the 
Chief Coroner will determine if it is necessary to investigate the death; they will speak directly to the 
doctor/nurse practitioner and to a family member.  If the Coroner is of the opinion that the death ought to 
be investigated, the body will not be released until the Coroner completes the investigation which may take 
several hours. 


 
What is the Trillium Gift of Life Network? 
 
The Trillium Gift of Life Network is a non-profit agency of the Government of Ontario that plans, promotes, 
coordinates and supports the donation of organs and tissues for transplant in the province.  Hospitals are 
required by legislation to report any anticipated death to the Trillium Gift of Life Network. HPHA will notify 
the Trillium Gift of Life Network after the first assessment that determines you are eligible for medical 
assistance in dying and after you make a written request for a medically assisted death.  It is your choice to 
consider donation of any tissues or organs following death.  Please let your health care team if you would 
like more information or have questions.  They can provide you with information regarding the Trillium Gift 
of Life Network. 
 


What if I have other questions? 
 
If you have other questions, please ask a member of your health care team. 
 
Additional information can also be obtained from the Ontario Ministry of Health and/or the College of 
Doctors and Surgeons of Ontario. 


 


What is the process for medical assistance in dying at the Huron Perth 
Healthcare Alliance? 
 


1. You make a request to your healthcare professional. 
2. Throughout the process a team will work with you to help you through all steps. 
3. A doctor or nurse practitioner will conduct an assessment to determine if you meet the eligibility 


criteria. 
If you do meet the eligibility criteria, the doctor or nurse practitioner will determine whether or 
not you have a reasonably foreseeable death.  
• Patients with a Reasonably Foreseeable Natural Death 


o No waiting period is required. 
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o Patient may sign a Waiver of Final Consent which is a written agreement between the 
patient and the doctor/nurse practitioner when it is determined all criteria and safeguards are 
met and doctor/nurse practitioner informs the patient of the risk of losing capacity. The Waiver 
of Final Consent is a written agreement that the doctor/nurse practitioner will administer 
medication to cause the patient’s death on or before the day specified if the patient loses their 
capacity to consent prior to that day.  A Waiver of Final Consent is not advance consent and only 
applies to patients who are eligible for a medically assisted death. 


            
             •  Patients without a Reasonably Foreseeable Natural Death 


  o Minimum 90-day assessment period beginning on the day the first assessment begins.     
  This assessment period may be waived if both clinicians agree the patient is at risk of imminent    
  loss of capacity. 
  o One of two assessors must have, or must consult with someone who has, expertise in    
  the condition which is the patient’s greatest source of the patient’s suffering.  The results of    
  that consultation should be in writing and must be shared with the other assessor. 


 
If you do not meet the eligibility criteria, you will be provided with information on how to get a 
second opinion if that is your choice and you will continue to receive high quality compassionate 
care. 
 


4. If you are told you have a grievous and irremediable medication condition, you will make a formal 
written request, signed and dated by a witness, to proceed with medical assistance in dying.  If you 
are not able to provide a witness, HPHA can help you with this. 


5.  If the first assessment determines you are eligible for a medically assisted death, a second 
assessment by another doctor or a nurse practitioner is required to confirm eligibility.  


6. You are advised that your request can proceed or may not meet eligibility.  If you do not meet the 
eligibility criteria, you will be provided with information on how to get another opinion if that is 
your choice and you will continue to receive high quality compassionate care. 


7. Your request can be withdrawn at any time.  Speak to your doctor or your healthcare team if at 
any time you change your mind, want to think more about your decision or consider other options.   


8. Our health care team will discuss with you when and where you would like your death to occur,  
   who you would like to be present and what to expect during the procedure.  If it is your choice to        
   die at home or a location in the community, your hospital team will work with you and your   
   community health care team regarding these details. 
 


At the time of the procedure: 
9. You will be reminded that you can withdraw your request for this procedure. 
10. The health care team identified to be with you will stay with you.  
11. The health care team will discuss what to expect with those who are with you. 
12. Intravenous lines or a PICC line will be in place so the medications are able to be administered.  
13. Following your death, those present with you may stay with you as long as they wish 
14. All appropriate arrangements related to your death will be carried out as planned.  


 


Important and Practical Considerations for the Patient  
 


 I am eligible for the Ontario Health Insurance Plan (OHIP)  
 I have explored all palliative measures to manage my pain and suffering.  
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 I have spoken with my doctor or nurse practitioner about medical assistance in dying and have 
discussed my options. 


 I have been referred to community resources that can support me at home as necessary and help 
guide me. 


 I have explored if medical assistance in dying is available in my community through organizations 
outside the Hospital if this is my choice. 


 I have spoken to my family about medical assistance in dying and have discussed if they will 
support me.  


 I have spoken with my lawyer about any legal concerns and I have asked if there are other issues I 
should consider.  


 I have spoken with my financial advisor/accountant about any concerns and have asked if there 
are other issues I should consider.  


 I have ensured my will is current and my executor is aware that I want medical assistance in dying. 
 I have accessed spiritual and social support if this is my choice.  
 I have made funeral plans.  
 I am aware that bereavement support is available for my family after my death.  
 I have considered other parties with whom I need to consult to ensure my affairs are in order.  
 I have considered other practical things that may need to be done. 
 


1 Carter v. Canada (Attorney General) 2015 SCC 5, [2015] 1 S.C.R. 331.[127] http://scc-csc.lexum.com/scc-
csc/scc- csc/en/item/14637/index.do. 


 


Please use the next page to write down your questions and the answers 
 


 


 


 


 


 


 


 


 


 


 


 


 



http://scc-csc.lexum.com/scc-csc/scc-csc/en/item/14637/index.do

http://scc-csc.lexum.com/scc-csc/scc-csc/en/item/14637/index.do
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My questions regarding Medical Assistance in Dying 








 


1 
 


Areas of Inquiry about Bill C-7* Implementation  


(Provinces/Territories and their Stakeholders) 


 


Area of concern/Question Clarification Areas for PT development of practitioner 
guidance 


Non-RFND Safeguards 
 


Expertise in the condition that is causing suffering  
 


What constitutes expertise in the condition that is 
causing the individual’s suffering? 
 
Could a family physician who has treated a patient with 
“illness/disease/disability X” for many years/decades 
consider themselves to have expertise?   
 
Who can serve as experts in areas with limited access to 
specialists? 
 


• Specialization or certification is not required 


• Expertise could be obtained, for example, through special training or previous experience with patient(s) with a 
similar condition 


• The requirement is for expertise in the condition causing suffering, not just in the condition that is the serious and 
incurable illness, disease or disability, unless this is what is causing the greatest suffering.  The assessor needs to 
assess the greatest source of suffering to determine what expertise is required.  
 


• Guidance on the term “expertise” 


• Coordination mechanisms to facilitate finding practitioners 
with required expertise  


What is the practitioner with expertise assessing?   
 
How should the practitioner with expertise undertake 
their assessment?  (e.g., speak with the MAID assessor; 
review patient medical record and/or other 
documentation; speak with patient directly) 
 
How is the practitioner with expertise providing the 
information to the MAID assessor? (e.g., verbal or 
written documentation) 


• Only MAID assessors are assessing for MAID eligibility; this is not required from the third practitioner with 
expertise.  


• The practitioner with expertise in the condition causing the patient’s suffering should use all necessary 
mechanisms required to complete a thorough assessment of the patient’s status and treatment options, 
especially at it relates to options to reduce suffering. 


o The practitioner with expertise is providing knowledge on the individual’s medical condition and options 
to relieve suffering so that the MAID assessor can complete a fully informed assessment of the 
individual.  This knowledge would include advising on the reasonable and available types of services 
and/or treatment options that might relieve the patient’s suffering.  In addition, they might also 
advise on the stage/state/nature of the patient’s condition that is causing the suffering, or on the status 
of the patient’s state of decline based on their knowledge of the trajectory associated with the medical 
condition. 


• The feedback provided by the practitioner with expertise to the MAID assessor must be shared with the other 
MAID assessor.  The expert feedback should be in writing so that it can be shared with the other MAID assessor,in 
its entirety, as expressed by the expert (as opposed to one assessor expressing the expert’s input to the other 
assessor); good medical practice indicates that there should always be written documentation of the expert’s final 
assessment, and is advisable from a medical legal perspective.  
 
 


• What type of information should the MAID assessor provide 
to the practitioner with expertise? 


• How defined/specific do the potential other treatment 
options need to be? 
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Area of concern/Question Clarification Areas for PT development of practitioner 
guidance 


Do both MAID assessors need to consult with the 
practitioner with expertise? 


• Only one of the MAID assessors is required to consult with the practitioner with expertise, but they are required 
to share the information with the other MAID assessor. This is why the expert should provide their information in 
writing, so that it can be shared as expressed by the expert with the other assessor.  
 


 


In instances of comorbidities, will more than one 
assessment from a practitioner with expertise be 
required? 
 
 


• Expertise is required in the medical condition that is causing the patient intolerable suffering and is the reason for 
the patient’s request for MAID. 


• In the event of comorbidities, expertise is required in the medical condition most responsible for the patient’s 
suffering. 


• Additional expertise may be sought, as needed and appropriate, for other medical conditions if the practitioner 
feels they lack the necessary knowledge to evaluate the patient’s overall condition in determining eligibility for 
MAID.  
 


 


In cases of mental illness and another diagnosis where a 
psychiatric assessment is required, would another 
assessment be required from a practitioner with 
expertise in the other condition(s)? 
 
We expect to see lots of concurrent (“primary”) mental 
health diagnoses, with the illness/disease/disability cited 
for the request as another chronic illness (arthritis, 
GERD, osteoporosis, diabetes, etc) to satisfy the 
legislative requirements. 
 


• Mental illness as the sole condition is not an eligible condition for MAID; the individual would need to have 
another medical condition that meets the eligibility requirements. 


• A mental illness could be the cause of the advanced and irreversible state of decline in capability, which could be 
the cause of the suffering.  


• Expertise is required in relation to the condition that is primarily responsible for the person’s suffering. In the case 
of comorbidities, if a mental illness is the primary source of the person’s suffering, one of the two MAID assessors 
would require expertise in that mental illness, or they would need to seek consultation with a practitioner with 
that expertise. 


• In all cases, and as part of good medical practice, if the practitioner has concerns around the person’s capacity to 
make decisions with respect to their health, an expert in mental health should be consulted.  


• A practitioner must always refuse to provide MAID if they believe the patient does not meet the criteria set out in 
the Criminal Code, including seriously considering other treatment options and grievous and irremediable 
suffering or if it would go against their clinical judgement.  
 


 


Informed of all reasonable means to relieve suffering 
 


What does the term “be informed of” mean?  Does that 
mean referral to appropriate services, and that the 
patient has met with those services and either accepted 
or denied treatment/support?  And if it does, is there a 
timeline by which that referral must be seen to? 
 
 
 


• The MAID assessor is responsible for ensuring that the individual has been made aware of available 
treatments/services that might relieve their suffering, has provided a description of the treatments/services and 
their potential impact, and given the opportunity to speak with relevant professionals who provide these 
treatments/services.  In fulfilling these requirements, a MAID assessor will benefit from the consultation with the 
expert in situations where they do not have expertise in the condition that is causing the person’s suffering. 


• The individual is not required to have tried the treatment or support services. 


• The legislation does not specify a timeline within which the referral must take place. However, if the person is 
interested in being referred to those alternative treatment or service options, but this is taking significant time, 
great care should be taken in assessing the voluntariness and informed consent of the person if they choose to 
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Area of concern/Question Clarification Areas for PT development of practitioner 
guidance 


proceed with MAID as a result of the length of time it is taking to obtain access to those other services or 
treatments.  
 


90-day minimum assessment period 
 


What determines when the 90-day assessment period 
begins? 
 
Does the assessment timeline start when the first 
assessor (either assessor or prescriber) finds the patient 
eligible, or when the assessor has met the patient for the 
first time for the assessment process? Does it matter 
who assesses the patient first in relation to the timeline? 
 


• The assessment period begins on the day on which the first assessment of whether the person meets the MAID 
eligibility criteria begins, from the point of view of the MAID assessor’s understanding that they have begun to 
assess a request for MAID. 


• The first day could be triggered, for example, by the MAID assessor reviewing the person’s file or meeting with 
the person, or engaging in any other reflection or consideration of information that forms part of a MAID 
assessment. 


• The date of the beginning of the assessment period should be documented in some manner (e.g. patient medical 
record) as it is expected that this date will be requested through the federal monitoring regulations when they 
come into force (TBC).  


• The 90 days represents a minimum period (which can be shortened in specific circumstances).  
  


 


RFND Safeguards 
Waiver of final consent 
 
Questions regarding the specified date in the 
arrangement: 
 
Is there a limitation on the timeline for the date chosen 
or could a date be chosen weeks, months or even years 
into the future? 
 
Can the date be changed by the patient/provider?  Are 
there limits to changing the date (e.g., number of 
changes, length of each extension or overall time limit 
from the date the arrangement was signed) 
 
Is a new arrangement required every time the date 
changes? 
 
 


• The legislation requires the individual to specify the preferred date of provision at the time they establish the 
written arrangement. 


• The legislation does not impose a time limitation on the specified date to receive MAID and does not pronounce 
on specifying alternative dates. 


• However, persons whose deaths are reasonably foreseeable and who are approved for MAID, are by virtue of 
being found eligible, suffering unbearably and presumably they would not want to wait for an extended period of 
time.  Being willing to carry on for an extended period of time should give rise to questions about a person’s 
enduring and unbearable suffering and may render the person ineligible (even if only temporarily, until 
unbearable suffering resumes and MAID is sought in the short term).   


• The details of the arrangement required by the legislation are the name of the practitioner to administer MAID, 
the date that MAID is to be administered and explicit patient consent for the administration of MAID on the date 
(or possibly prior, if included in the consent). 


• The legislation does not limit the use of alternative practitioners to be named in the arrangement (in case the 
MRP practitioner is suddenly unavailable).  However, that practitioner would also be required to sign the 
document.  


• A change in date for the provision of MAID (e.g., if the preferred date is postponed) would require a “new” 
arrangement in writing, though one in which the date of administration might be the only detail that is changed. 
An arrangement in writing might explicitly set out the person’s consent to receive MAID earlier than their 


• Provisions in the arrangement to address specifying a date 
for MAID provision and potential change in date 
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Area of concern/Question Clarification Areas for PT development of practitioner 
guidance 


preferred date if they have lost capacity before then, in which case no new arrangement would be needed to 
administer MAID earlier than the preferred date if capacity is lost before then.   
 
  


Can the waiver of final consent be associated with a 
certain condition/set of circumstances rather than a 
date? 
 
 
 


• The legislation requires that a date be specified in the arrangement.   


• However, if the arrangement includes consent from the patient agreeing to receive MAID sooner than the 
specified date, if they have lost their capacity before that date, they may wish to describe the specific conditions 
or set of circumstances under which MAID could be provided on an earlier date.  


 


What happens if a practitioner is unable to provide 
MAID on the date specified in the written arrangement?   
 
Can more than one practitioner be listed in the 
arrangement in case that practitioner is unexpectedly 
unavailable on the MAID provision date? 
 
Does one of the two MAID assessors also have to 
provide MAID, or can a third practitioner provide MAID? 
 


• The legislation does not limit the use of alternative practitioners to be named in the arrangement (in case the 
MRP practitioner is suddenly unavailable).   


• However, the practitioner who actually provides MAID must have personally assessed the individual and found 
them eligible for MAID while they still retained capacity to provide informed consent. 


• The practitioner who provides MAID must be listed in the arrangement in order to lawfully provide MAID, and 
must agree to enter into this arrangement with the patient. 
 


• Provisions in the arrangement to address specifying 
practitioner(s) to provide MAID. 


Please clarify 3.2(a)(iv) “in the written arrangement, they 
consented to the administration by the medical 
practitioner or nurse practitioner of a substance to cause 
their death on or before the day specified in the 
arrangement if they lost their capacity to consent to 
receiving MAID prior to that day” 
 
 
Who can make the decision to move the specified date 
ahead if the individual has lost capacity? Are there 
requirements or stipulations, and if so, what?  
 
What does “losing capacity” before scheduled date 
mean?  Does this include acute delirium?  Due to 
medications (e.g., opioids), dehydration, sepsis?  Should 
this be cleared/managed first? 
 


• The arrangement must include consent from the patient that they agree to receive MAID on a specified date in 
the future, if they have lost capacity by that specified date and are not able to provide final consent.  In this 
scenario, the date of provision is determined by the MAID applicant. 


• The arrangement could also include consent from the patient to receive MAID sooner than the specified date if 
they have lost capacity before that date.  In this scenario, it would be important for the patient to set out the 
parameters describing what should happen and how the date of provision should be determined.  


• The practitioner and patient should discuss the various potential scenarios and document the patient’s wishes in 
the written arrangement, including scenarios that might result in an acute loss of capacity.  To the degree 
possible, an individual’s family/loved ones should be included or informed of these discussions in order to avoid 
potential conflicts regarding the day of MAID provision.  


• An individual could lose capacity as a result of the progression of their medical condition, a complication of their 
medical condition or as a result of the use of medications.  Good medical practice should always be followed (e.g., 
addressing infections; rehydration).  An individual is not required to reduce or eliminate medications for the 
purposes of retaining or regaining capacity. 
 


 


Clarification regarding the demonstration of refusal for 
MAID through words, sounds or gestures” 


• The written arrangement becomes invalidated (permanently) if “a person demonstrates, by words, sounds or 
gestures, refusal to have the substance administered or resistance to its administration”. 


Consider developing guidance on the interpretation of this 
provision to further protect the patient and practitioner (e.g. 
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Area of concern/Question Clarification Areas for PT development of practitioner 
guidance 


• The legislation goes on to clarify that involuntary words, sounds or gestures made in response to contact do not 
constitute a demonstration of refusal or resistance. 


• The legislation does not provide any further direction as the decision must defer to professional medical 
judgement. 
 


presence of a second corroborating practitioner/health 
professional; acknowledgement/confirmation by family/friends 
present at provision; extra documentation following provision; 
elaboration by patient within the written arrangement) 
 


After a patient has lost the capacity to provide consent, 
is there any way to stop MAID provision other than the 
invalidation of final consent as outlined in section (3.4)? 
 
Can the MAID provider refuse to provide MAID after 
signing the waiver of final consent? 
 
What recourse does the MAID provider and the 
supporting programs have, to ensure that MAID is 
provided despite family objection? 
 


• There is nothing in the federal legislation that requires MAID to be provided nor compels a practitioner to provide 
MAID. The advance consent arrangement does not impose any legal duty on the practitioner to provide MAID.  


• From a federal criminal law point of view, a practitioner is permitted to not provide MAID under all 
circumstances.  
 
 
 


• Whether there is a requirement to proceed with MAID would be a matter of health law, medical ethics or medical 
practice, and is therefore a matter of provincial or territorial concern.  


 


Monitoring Regulations and Reporting 
 


Are there specific data points requested in the interim 
until new federal reporting regulations come into force?  
 
Will “other illness, disease or disability” be further 
categorized now to reflect other diagnoses we might see 
with non-RFND? 


• Health Canada will be seeking PT cooperation in providing interim data associated with the new provisions in the 
legislation, on a voluntary basis until the new regulations come into force (anticipated Spring 2023). Health 
Canada will work closely with PTs to establish reasonable data collection elements and reporting schedule.  


• Currently the regulations require a description of the serious and incurable illness, disease or disability.  This 
requirement will remain, while the category of options to respond will be expanded to include potential non-
RFND conditions. 
 


 


Clarification on reporting by pharmacy technicians • The original MAID legislation requires a pharmacist to report when they dispense a substance in connection with 
the provision of MAID. 


• Given that individuals other than a pharmacist can dispense MAID substances, such as pharmacy technicians or 
their equivalent, C7 includes reporting requirements by these individuals. 


• Only one report is required for the dispensing of substances for the purposes of providing MAID to one patient.   


• NAPRA considers the dispensing individual to be the one that verifies and signs off on the substance once it is 
prepared. 
 


 


Will pharmacy technicians be offered the same 
exemptions from criminal charges that currently apply to 
pharmacists under Bill C-14? 


• Pharmacy technicians and assistants who participate in the dispensing of a substance for the purpose of MAID 
would fall under one of the following two exemptions: 
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Area of concern/Question Clarification Areas for PT development of practitioner 
guidance 


• In cases where the practitioner administers MAID:  Section 227(2) states that “no person is a party to 
culpable homicide if they do anything for the purpose of aiding a medical practitioner or nurse practitioner 
to provide a person with medical assistance in dying in accordance with section 241.2” 


 


• In cases where the person self-administers MAID using a substance prescribed by the practitioners:  
Section 241(3) provides that “no person is a party to [the offence of aiding a person to die by suicide] if they 
do anything for the purpose of aiding a medical practitioner or nurse practitioner to provide a person with 
medical assistance in dying in accordance with section 241.2” 


 


• Those assisting in the provision of MAID are always expected to act within the standards of practice and 
professional codes of conduct associated with their profession/role and set by the provincial regulatory bodies 
that govern their profession. 


 


Reporting requirements for all practitioners who 
conduct an assessment for MAID eligibility 


• The intent is to have a better picture of the number of people who request MAID and why they were found 
ineligible.  We are currently not capturing: 1) requests and assessments conducted following a patient’s verbal 
request and 2) written requests where an initial assessment (e.g., for triaging purposes) was conducted by a 
health professional who is not a physician or nurse practitioner (e.g., registered nurse as part of a care 
coordination service) 


• Following passage of C7, the federal government will undertake regulatory amendments that will involve 
consultations with PTs and stakeholders to inform the development and review of regulations prior to coming 
into force. 


 
 


 


 


General Questions 
 
Self-Administered MAID 
a. Does the MAID provider essentially always have to be 
present during self-administration of MAID?  Otherwise 
what would happen if self-administration of MAID didn’t 
work?  How would clinicians proceed?  
b. What if there was no written agreement for waiver of 
final consent? 


• Federal legislation does not require a practitioner to be present when an individual self-administers MAID, unless 
that individual has entered into a written arrangement that permits a practitioner to provide MAID if the 
individual does not die within a specified period after self-administering a substance and has lost capacity to 
provide consent. 


• Some PTs and their regulatory bodies have created policies that require the practitioner to be present in all cases 
when an individual self-administers. Given the risk of complications associated with self-administration, this may 
be considered a best or good practice.  


• The legislation requires the practitioner to obtain an individual’s final consent to receiving MAID unless the final 
consent has been waived according to section (3.2) of the legislation. This waiver of final consent for MAID that 
was always intended to be practitioner-administered is different from the arrangement providing advance 
consent in cases of “failed” self-administration that is set out in subsection 241.2(3.5) of the Criminal Code.  
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Medical Certificate of Death 
Any implications on medical certification of death for 
vital statistics for non-RFND diagnoses? 


• In 2017, Health Canada published guidelines on the type of information to include on death certificates in cases of 
MAID.  In Canada, death reporting and investigation are the responsibility of individual provinces and territories. 
Some provinces and territories have adopted their own approaches to death certification for medically assisted 
deaths. That is why the federal guidelines are non-binding and respect provincial and territorial oversight for 
reporting deaths 


• With the expansion of the MAID regime to include persons whose natural death is not reasonably foreseeable, 
the provinces and territories may wish to review their approach to reporting MAID deaths on the medical 
certificate of death to avoid skewing statistics on illnesses, diseases or disabilities that are not fatal. 
 


 


Health System 
Access to practitioners with expertise within reasonable 
timelines 
  
Practitioners with expertise who may not wish to devote 
clinical time to MAID consultations due to either: a) 
concerns of taking away time from non-MAID clinical 
duties; and/or b) conscientious objection to providing 
consultations involving MAID 
 
The unintended consequences of how a requirement for 
an expertise consultation could impact wait times for 
non-MAID patients and how this may present a barrier 
for practitioners wanting to support MAID assessments. 
 
 


• This is an area of PT jurisdiction  


*Bill C7 provisions as of January 2021 
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Information for Health Professionals Regarding Medications – Medical Assistance in Dying 
 
The following information applies to registered patients that will receive Medical Assistance in Dying at 
HPHA. 


 
Medication Kit – Handling and Storage 


 


 Pharmacy staff will make arrangements to provide the medication kit to the administering 
physician/NP. 


 The pharmacy will not fill any prescription that is not patient specific. 


 The pharmacy will not supply these kits as ward stock or allow these kits to be dispensed as office 
supply. 


 Transport of these kits will be a direct hand-off to the prescribing/administering physician/NP who is 
assigned to receive the kit on behalf of the patient. Receipt of the medication kit cannot be delegated 
to any other staff member or physician/NP. 


 These kits will be created on a patient specific basis and will not be created and stored for future use. 


 Each kit will contain instructions, as per the agreed upon protocol, on dosing, administration and proper 
handling of the medications (including disposal). 


 The pharmacy will always ensure that there are two kits available for use for any patient receiving 
medical assistance in dying. 


 Medication kit must be handled and stored appropriately – away from sources of contamination such 
as food or drink, at room temperature, and must be kept ‘secure’ (see below) 


o Once created, these kits are to be treated as narcotic agents: 
 Securely stored with limited staff access and no public access until they are to be 


dispensed to the physician; and 
 Noted with signatures for every transfer of location to be accounted for at all times. 


 
 
ADMINISTRATION PROCEDURE (as per the Quebec protocol1) 


1) The day before check in advance (within 24h) that venous access is possible and insert a venous line within 4 
hours (maximum) prior to administration of assistance in dying. 


2) Check each medication kit; it must contain:  


Each Medication Kit will Contain: 


 Lidocaine 2 %  40mg/2 mL syringe x 1 


 Midazolam 20 mg/20 mL syringe x 1 
 Sodium Chloride 0.9% - 10 mL syringe x 3 


 Propofol 500mg / 50 mL syringe x 2 


 Cisatracurium 40 mg / 20 mL syringe x 1 


 Documents included in Kit: 
1. MAR – Medical Assistance in Dying 


 
In the event of a patient allergy to lidocaine, the medication kit will be modified to contain the following medications/ 
items: 


Each Medication Kit will Contain: (LIDOCAINE ALLERGY) 


 Magnesium Sulfate  1000 mg/2 mL syringe x 1 


 Midazolam 20 mg/20 mL syringe x 1 


 Sodium Chloride 0.9% - 10 mL syringe x 3 


 Propofol 500mg / 50 mL syringe x 2 


 Cisatracurium 40 mg / 20 mL syringe x 1 


 Documents included in Kit: 
1. MAR – Medical Assistance in Dying 
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NOTE: Pharmacy will not be responsible to provide supplies / other necessary items to administer medications for 
 medical assistance in dying. 
 
3) Administration 


 Inform the patient and anyone present that the injection might be painful and that there is a risk of losing 
venous access 


 Inject 10 mL of Sodium Chloride 0.9% and make sure the catheter is inserted correctly and is patent 


 Inject 2.5 mg (2.5 mL) of midazolam slow IV push over 2 minutes to obtain anxiolysis; titrate dose up to a 
total dose equal to 20 mg (20 mL) based on patient response 


 Inject 40 mg of parenteral lidocaine over 30 seconds 


 The protocol provides for the injection of 1000 mg (100 mL) of propofol (2 x 50 mL syringes). However, if 
this is not enough to induce a deep coma, the dose must be increased. Inject the propofol over 5 minutes 
(2.5 minutes per syringe) 


 Flush the injection device with 10 mL of Sodium Chloride 0.9% 


 Carefully check that coma is confirmed; at the slightest doubt, continue coma induction by increasing the 
dose of propofol 


 Where appropriate, flush the injection device again with 10 mL of Sodium Chloride 0.9% 


 Then inject a bolus of 40 mg of cisatracurium immediately, over 30 seconds 


 Flush the injection device with 10 mL of Sodium Chloride 0.9% 


 
Detailed Procedure for the Administration of Medication  


 
The patient will be given intravenous medications to first help the patient to relax. The patient will then be put 
into a deep sleep and will not be aware nor feel anything when he/she stops breathing. The time to deep sleep 
will only be 1 to 2 minutes after the administration of the sleep medication. The total procedure after the start 
of the medications may take 20 to 30 minutes. 
 
Intravenous injection 
 
Medical assistance in dying via intravenous injection involves a medication for anxiolysis, followed by induction 
of deep sleep or artificial coma, and the administration of a neuromuscular blocker that causes respiratory 
arrest, cardiac arrest, and death. 
 
As appropriate oral formulations are not currently available in Ontario, intravenous injection is the only method 
that will be used for medical assistance in dying at Huron Perth Healthcare Alliance. Good venous access is 
an absolute prerequisite. Two Peripheral IVs are to be inserted; one should be a midline catheter if an inserter 
is available.  A central line or PICC (peripherally inserted central catheter) may be considered for patients with 
very poor venous capacitance. Precarious venous access is an absolute contraindication to the administration 
of medical assistance in dying. 
 
Venous access 
 
The assessment of venous access potential is important, as the loss of venous access during coma induction 
is a possible complication. Serious assessment should be made prior to medical assistance in dying and 
considerations made for alternate means of access. Poor planning may cause delays, difficulty, and also 
painful and excessive procedures.  
 
Systematic “preventive” placement of two peripheral venous lines (one being a midline catheter if inserter 
available) or a central line is recommended to ensure adequate venous access during procedure. The 
Provider must assess the indicated route of venous access in preparation for the procedure. The physician or 
nurse who is providing or supporting medical assistance in dying should be skilled in obtaining intravenous 
access in the event of inadequate venous access during the procedure. 
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Venous line placement 
 
Placement of an intravenous line within 4 hours prior to the provision of assistance in dying is preferred. The 
recommendation is to have a midline catheter (size 20 G) as one site plus one other peripheral IV catheter 
(preferable size is an 18 G catheter). An 18 to 22 G catheter is used depending on the patient’s venous 
capacitance. The smaller gauge will slow the rate of medication administration and compensation should be 
considered in delivering the medications. To prevent retrograde infusion, anti-reflux tubing is recommended. 
The catheter should be checked carefully to make sure it is correctly placed and there is no pain or impediment 
to flow. 
 
Note - The injection of propofol is less painful if it is given in an antebrachial vein, in the elbow crease, or a 
large diameter vein. The lower limbs may be used if no other site is available. 
 
The catheter placement and connection to intravenous tubing and fluids can be done in advance by a trained 
and experienced health professional. However, the physician providing assistance in dying must administer 
the medications. 
 
Prerequisites 
 
The medications used in medical assistance in dying have no analgesic effect so analgesia must be continued 
for patients requiring this support. Analgesic medications are not required as part of the medication regime 
for medical assistance in dying. 
 
Patients do not need to be NPO (nil per os) prior to the administration of treatment, however, a large meal 
immediately before treatment is not recommended. 
 
Oxygen therapy should be discontinued after induction of deep sleep/artificial coma to avoid prolonging the 
period of apnea and delaying the ensuing cardiac arrest by hypoxia. 
 
The following medication recommendations may not be the most appropriate in some situations. Any deviation 
from the protocol should be justified and documented. 
 
Anxiolysis 
 
Anxiolysis by slow direct injection of midazolam is indicated before coma induction. Paradoxical agitation may 
occur in some patients. Coma should then be induced without delay and without giving further doses of 
midazolam. 
 
Table 1. Anxiolysis 


 Dosage based on 
patient status 


Route and duration of 
administration  


Onset of action 


Midazolam 


1 mg/mL 


2.5 to 20 mg (2.5 to 20 
mL) to be titrated based 
on patient response 


Direct IV injection 
over 2 minutes 


3 to 5 minutes 


 
Artificial coma induction 
 
An artificial coma or deep sleep is necessary to prevent the patient from feeling the effects of the 
neuromuscular blocker. With the medication and dosage recommended, the risk of loss of consciousness 
being inadequate is extremely low. Care must be taken to ensure the intravenous catheter is inserted properly. 
Coma should be confirmed before administration of the neuromuscular blockade. 
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Table 2. Artificial coma criteria 


Physiological criteria Clinical signs 


Level of consciousness Unable to rouse, no response to verbal commands, no 
protective reflexes (loss of ciliary reflex in particular) 


Cardiovascular function Compromised 


Respiratory function Spontaneous breathing inadequate 


The medication recommended for induction of artificial coma is the general anesthetic, propofol. This drug is 
readily available, in common use for general anesthesia, and has predictable pharmacodynamics. The 
intravenous injection of propofol is often painful and an injection of lidocaine without epinephrine must be 
given first.  
 
If there is a known allergy to lidocaine, an injection of magnesium sulfate may be used. A dose of 1000 mg of 
magnesium sulfate given IV direct over 5 minutes will be provided in these situations. 
 
The injection of propofol is less painful if it is given in an antebrachial vein, in the elbow crease, or a large 
diameter vein. The lower limbs may be used if no other site is available. 
 
The propofol should be injected directly and slowly, over 5 minutes. A fast bolus injection may result in loss 
of venous access, while an injection that is too slow could reduce the effectiveness of the medication. At the 
dosage recommended for assistance in dying, cardiopulmonary arrest can occur rapidly during coma. This is 
more likely to happen with fast injection of propofol. 
 
Even when cardiopulmonary arrest occurs during injection of propofol, the neuromuscular blocker must always 
be injected to prevent any doubt as to the patient’s death. 
 
Table 3. Coma induction 


Medication Dosage Route of 
administration 


Duration of 
administration 


Expected 
effects 


Adverse 
effects 


Parenteral 
lidocaine 
2%  


40 mg 


(2 mL) 


Direct IV 
injection 


30 seconds Local 
analgesia 


 


Propofol 


10 mg/mL 


1000 mg 


(2 x 50 mL) 


If any doubt, 
continue 
coma 
induction by 
increasing 
the dose of 
the 
medication 


Slow direct IV 
injection 


5 minutes 


(2.5 minutes 
per syringe) 


Cardiovascular 
and respiratory 
depression 


Pain on 
injection 


Sodium 
Chloride 
0.9% 


10 mL Direct IV 
injection 


Instantaneous Flushing of the 
syringe and/or 
tubing 
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Neuromuscular blocker injection 
 
Intravenous injection of a large dose of neuromuscular blocker causes paralysis of the striate muscles (except 
the myocardium) within minutes. The resulting respiratory arrest leads to death by anoxia. The neuromuscular 
blocker cannot be injected until the artificial coma is confirmed. If there is any doubt, coma induction must be 
continued by increasing the dose of propofol. The neuromuscular blocker recommended is cisatracurium 
besylate. It is commonly used in the operating room and intensive care unit. In comparison to rocuronium, it 
has a longer duration of action. Rocuronium is also very painful to inject. 
 
Flushing the intravenous line with 10 mL of Sodium Chloride 0.9% or with a rapid running intravenous line is 
recommended to ensure that the full dose of propofol has been injected in the vein.  
 
Death can come quickly once the neuromuscular blocker has been injected, if it did not already occur during 
coma induction. Respiratory arrest occurs before cardiac arrest. The time between respiratory and cardiac 
arrest may take 20 minutes, leading to cyanosis. It is advisable to inform those present that the heart may 
keep beating for some time after breathing has stopped. 
 
Table 4. Neuromuscular blocker 


Medication Dosage Route of 
administration 


Duration of 
administration 


Expected effects 


Cisatracurium 


Besylate 


2 mg/mL 


40 mg 


(20 mL) 


Rapid direct IV 
injection 


 Respiratory arrest, 
followed by cardiac 
arrest and death 


Sodium Chloride 
0.9% 


10 mL Direct IV 
injection 


Instantaneous Flushing of the syringe 
and/or tubing to ensure 
that the full dose of 
cisatracurium has been 
injected into the vein 


 
Asystole Request: 
 
The prescriber may choose to include a medication that will induce asystole in the protocol. This may be utilized for 
patients that have factors that may result in a prolonged pulse after administration of the generally used protocol (i.e., 
moderate-strong cardiovascular drive). The preferred medication to be used in these cases is bupivacaine 400 mg IV 
push over 30-60 seconds.  


 
After death 
 
Any unused medication and material, empty packaging, and syringes (after removing sharps), as well as the 
second kit must be returned to the pharmacy by the physician/NP, as soon as possible after the medications 
have been administered. This allows for the accounting of controlled substances and disposal of 
contaminated product. 
 
The physician/NP is responsible for returning the kit to pharmacy; the pharmacy team will work with the 
physician/NP to coordinate the return of the kit to pharmacy. 
 
The physician/NP administering medications is responsible for documenting medication administration on 
the supplied Medication Administration Record (MAR) – Medical Assistance in Dying and providing a copy 
of this document to the pharmacy. 
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Nursing staff are required to document on the electronic medication administration record (eMAR) following 
the medical assistance in dying procedure. When documenting the administration of medications, staff will 
choose “MD Given” or “NP Given” in the reason code drop down box after the “Given” prompt. Detailed 
instructions are available in the Standard Work-Nursing document. Nursing staff are responsible to have a 
process in place to ensure documentation occurs; Pharmacy may act as a resource to ensure nursing staff 
complete this task. In the event of a conscientious objection, the nursing staff will need to inform nursing 
leadership to ensure appropriate documentation occurs. 
 
Note - A nurse can document medications on the eMAR without scanning the medication or patient. The 
nurse will click the medication order and then click the ‘document’ button (this would be after using the 
manual barcode option instead of scanning the patient armband. 
 
Note – Midazolam dose will default to 20mg – please indicate actual dose given in the comments field 
where needed. 
 
Screen shots below: 
 


1. Click on Manual Barcode Button: 
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2. Type in Patient Account #: 
 


 
 


3. Click on medication order and then click on document: 
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4. If the dose is less than the entire amount in vial, edit the appropriate info in the dose verification field, 
see below: 


 
 
 


5. You will see your pending documentation, click on the ‘admin time’: 
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6. In the drop down menu for Reason Codes, choose ‘MD Given’ or “NP Given” and click Document: 


 
 


7. Click Submit: 


 


 
 
 
 
Reference 


1Medical Aid in Dying. 11/2015 Practice Guidelines. Collège des médecins du Québec Ordre des 
pharmaciens du Québec Ordre des infirmières et infirmiers du Québec . 
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Medical Assistance In Dying: Information for 


Patients 


Getting the right help  


We know that death and dying can be difficult subjects to think and talk about. We also know 


that making a decision about medical assistance in dying can be challenging and that you may 


need help at many points along the way. If you are thinking about medical assistance in dying, 


talk to someone who can help inform you about your options: a doctor, nurse practitioner or 


other health care provider. You can also speak with your family, friends or a spiritual advisor. If 


you want to consider a formal request for medical assistance in dying you will need to speak 


with your doctor or nurse practitioner.  


Your doctor or nurse practitioner can guide you through the 


process  


Your doctor or nurse practitioner can discuss your medical condition with you – your diagnosis 


and prognosis, and all of the appropriate treatment and care options that are available. These 


may include, counselling services, mental health and disability support services, community 


services and/or medical assistance in dying.  


If you need help – such as an interpreter or another form of assistance – to understand the 


options, your doctor or nurse practitioner must take all necessary measures to ensure that you 


understand the information and can communicate your decision.  


Some doctors or nurse practitioners may not want to provide medical assistance in dying. They 


may choose not to provide the service. However, in Ontario, it is their professional duty to refer 


you in a timely manner to a doctor or nurse practitioner who is available to assess you for 


medical assistance in dying. A care coordination service is available to clinicians, patients and 


caregivers looking for information and help to facilitate access to medical assistance in dying. 


Please find information about contacting the care coordination service under the section “HOW 


TO GET HELP IN FINDING A DOCTOR OR NURSE PRACTITIONER TO PROVIDE MEDICAL 


ASSISTANCE IN DYING”. 
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A request for medical assistance in dying must be in writing  


Your doctor or nurse practitioner can provide you with a Patient Request form, or you can fill 


one out by: 


1. Searching Ontario Central Forms repository


2. Click on Quick Search on the right 


3. Type in “medical assistance in dying” 


4. Choose form called: Clinician Aid A - Patient Request for Medical Assistance in Dying


If you are physically unable to complete and sign the request, you can ask someone else to do it 


for you.  


You must sign and date your written request. This request should be observed by at least one 


independent witness who must also sign and date the request. This may occur only after you 


are told by your doctor or nurse practitioner that you have a grievous and irremediable medical 


condition. You can withdraw your request at any time.  


Learn more about other eligibility criteria for medical assistance in dying in the federal 


legislation.  


Important to know:  


You must personally consent to medical assistance in dying. Another person, often called a 


substitute decision-maker, cannot consent to medical assistance in dying on your behalf, or 


make the request for you.  


You can withdraw your request at any time by using words, sounds or gestures that 


demonstrate your refusal to receive medical assistance in dying. 


Even if you make the request, you can still receive all the other types of health care you need 


from your doctor or nurse practitioner. 


Whether you’re eligible depends on specific requirements  


Once you make your request, your doctor or nurse practitioner will assess whether you are 


eligible to receive medical assistance in dying.  



http://www.forms.ssb.gov.on.ca/

http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=1&ENV=WWE&TIT=medical+assistance+in+dying&NO=014-3889-22E

http://www.justice.gc.ca/eng/cj-jp/ad-am/bk-di.html
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Who is eligible for medical assistance in dying?  


The eligibility requirements for medical assistance in dying are set out in federal legislation.  In 


order to be eligible to receive medical assistance in dying, you must meet all these 


requirements.   


In general, to receive medical assistance in dying, you must: 


• Be eligible for publicly funded health care services in Canada (or be in the applicable 


waiting period), 


• Be 18 years of age or older,  


• Be capable of making health care decisions, including providing informed consent 


• Be making a request for medical assistance in dying voluntarily, and  


• Have a grievous and irremediable medical condition, which means you:  


▪ Have a serious and incurable illness, disease or disability, and  


▪ Are in an advanced state of irreversible decline in capability, and  


▪ Are enduring physical or psychological suffering, caused by the medical condition 


or the state of decline, that is intolerable to you and cannot be relieved under 


conditions that you consider acceptable.  


Please note: If you are seeking medical assistance in dying solely due to a mental illness, you 


will not be eligible until March 17, 2023. This temporary exclusion will provide the Government 


of Canada more time to study how medical assistance in dying can be provided safely to those 


who are suffering from a mental illness.  


Your doctor or nurse practitioner will make sure that you are making your request voluntarily, 


and that you are giving permission to receive medical assistance in dying after having received 


all of the information that you need to make your decision (informed consent). Your doctor or 


nurse practitioner must inform you of the options that are available to relieve your suffering, 


including, counselling services, mental health and disability support services, community 


services and palliative care, and offer consultations with relevant professionals who provide 


those services before you consent to medical assistance in dying. 


Please speak with your doctor or nurse practitioner to review all the eligibility requirements for 


medical assistance in dying as required by federal law. 



http://www.justice.gc.ca/eng/cj-jp/ad-am/bk-di.html
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A second assessment is required  


If your doctor or nurse practitioner decides that you are eligible for medical assistance in dying, 


a second doctor or nurse practitioner must complete another assessment to confirm that you 


meet all the eligibility criteria. The second doctor or nurse practitioner must provide the 


assessment in writing to the first doctor or nurse practitioner. 


You have time to think about your decision  


Once your request for medical assistance in dying is approved, you still have time to consider 


your decision. You may also withdraw your request at any time. 


If your death is not reasonably foreseeable, you must wait at least 90 clear days from the day 


on which the first eligibility assessment to receive medical assistance in dying is made to the 


day on which it is provided.  


In cases where the loss of your capacity to provide consent to medical assistance in dying is 


imminent, the doctors or nurse practitioners may approve a shorter waiting period. These 


conditions are defined in the federal law.  


What is the service itself?  


The doctor or nurse practitioner will either administer the drugs to cause your death, or will 


write a prescription for you to fill on your own. This means that you will be able to take them in 


a setting of your choice. How you receive the drugs is your choice.  


Right before providing the drugs or giving you the prescription, your doctor or nurse 


practitioner will give you an opportunity to withdraw your request, subject to the waiver of 


final consent rules set out below, will confirm they find that you are still medically capable of 


making this choice, and will get your final consent to proceed.  


Waiving final consent  


Although the law requires you to provide your consent to medical assistance in dying 


immediately before it is provided, this requirement can be waived if the following conditions 


are met: 


• Your natural death has become reasonably foreseeable; 


• You are assessed as eligible for and approved to receive medical assistance in dying;  


• Your procedure for medical assistance in dying has been scheduled with a specific 


doctor or nurse practitioner and that arrangement has been made in writing;  
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• You have been informed by your doctor or nurse practitioner that you are at risk of 


losing decision-making capacity before the scheduled date;  


• You consent to your doctor or nurse practitioner administering a substance to cause 


your death on the scheduled date; and 


• You do not demonstrate by words, sounds or gestures, refusal or resistance to having 


the substance administered. 


The request to waive final consent must be received in writing and your doctor or nurse 


practitioner must agree to administer a substance to cause your death on a specified day.  


Final consent for self-administered medical assistance in dying 


If you choose to self-administer the substance for medical assistance in dying, you can make an 


arrangement with your doctor or nurse practitioner that if complications occur after you take 


the substance, causing a loss of decision-making capacity, but not death, the doctor or nurse 


practitioner may administer a substance to cause your death. 


This arrangement must be made in writing and the doctor or nurse practitioner must be 


present at the time of self-administration. Anyone who chooses to self-administer the 


substance for medical assistance in dying can make this arrangement with their practitioner. 


How to get help in finding a doctor or nurse practitioner to 


provide medical assistance in dying 


If you do not have access to a doctor or nurse practitioner willing to provide medical assistance 


in dying, you (or a family member or caregiver) can request a referral for medical assistance in 


dying through a care coordination service which can be reached toll-free at: 1-866-286-4023. 


The information line operates 24 hours a day, 7 days a week, and referral services are available 


Monday to Friday, 9 a.m. to 5 p.m.  


The care coordination service is available in English and French (translations for other languages 


can also be requested). TTY services are also available at: 1- 844-953-3350.  


You can also contact the care coordination service for additional information and questions 


regarding end-of-life care in Ontario, including palliative care resources.  







6 


What will be done after i die?  


All medically assisted deaths in Ontario must be reported by the doctor or nurse practitioner to 


the Office of the Chief Coroner. While the Coroner must be notified of all medically assisted 


deaths, an investigation is not required unless the Coroner deems one to be necessary.  


Patients who choose to take the prescribed drugs on their own are strongly encouraged to 


share their plans and the contact information of their doctor or nurse practitioner with family 


or friends, or in writing somewhere easily located. This will help ensure authorities are aware 


the death was planned.  


Patients should make sure that they or their family can provide all the information and 


documentation that the doctor, nurse practitioner or coroner may require. 


Other sources for help and health information  


If you feel an urgent need for assistance, consider the following resources, available 24 hours a 


day/7 days a week:  


Get free medical advice through Telehealth Ontario at 1-866-797-0000, TTY 1-866-797-0007  


If you have a medical emergency or require immediate attention, call 9-1-1  


If you are experiencing distress or a crisis, there are support lines in many cities across Ontario. 


A list of phone numbers is available on the Distress Centres Ontario website.  


If you need assistance or services to address a mental health issue, call Ontario’s Mental Health 


Helpline at 1-866-531-2600  


If you need information about community, social, non-clinical health and related government 


services in Ontario, dial 2-1-1  



https://www.dcontario.org/resources/usefulinformation/
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HPHA Medical Assistance in Dying Internal Resource Group Terms of Reference  


PURPOSE 


To ensure that medical assistance in dying is provided in accordance with the HPHA Medical Assistance 


in Dying policy and relevant legislative and regulatory frameworks. 


RESPONSIBILITIES 


The HPHA Medical Assistance in Dying Internal Resource Group (IRG) is an interprofessional group that is 


responsible for the administrative oversight of the provision of medical assistance in dying. These 


oversight activities include:  


 Coordination, management, oversight and evaluation of provision of medical assistance in dying 


at HPHA 


 Leading development of clinical and administrative processes to implement medical assistance 


in dying 


 Establishing and maintaining a list of health practitioners who are willing to be involved in the 


provision of medical assistance in dying  


 Supporting physicians and staff in responding to a patient’s inquiry and/or request for medical 


assistance in dying  


 Reviewing documentation of a patient’s eligibility assessment and ensuring all required 


documentation is complete as necessary 


 Facilitating timely debriefing for those who have participated in medical assistance in dying as 


necessary 


 Facilitating witness as necessary, and authorized third party in the event the patient is not able 


to sign and date the formal written Patient Request  


 Conducting retrospective review of documentation for quality improvement purposes.  


 Compiling statistics related to HPHA medical assistance in dying cases 


 Ensuring Medical Assistance in Dying policy and procedures are in accordance with legislation 


and regulatory requirements 


Membership:  


 Physician Leader – Dr. Eric Thomas 


 Vice President People & Chief Quality Executive 


 Director Regional Pharmacy  


 Ad Hoc/Resource Members 


o Ethicist 


o Others as indicated 


The Internal Resource Group will be chaired by Vice President People & Chief Quality Executive.  


 







Accountability 


The Internal Resource Group will report to HPHA Senior Team and will provide reports and information 


to other groups as indicated (e.g. HPHA Medical Advisory Committee). 


Administrative Support 


 Administrative Assistance, Medical Services 


Contact 


Inquiries of/requests to the Internal Resource Group are directed to the Administrative Assistant 


Medical Services, ext. 2438 for direction to the most appropriate individual(s) or forum to 


address/manage inquiry or request. 
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 HURON PERTH HEALTHCARE ALLIANCE 


HPHA Palliative Order Set – April 20, 2021 


HPHA PALLIATIVE ORDER SET 


ADMIT TO:    Dr.     to   consult   assume MRP 


DIAGNOSIS:   


ISOLATION:   Airborne  Droplet  Contact  None 


CODE STATUS:    Documented resuscitation status in chart        Identify Substitute Decision Maker  
  Other (see chart for clarification):  ___________________________________________________ 


CONSULTS:   CAPCE Nurse    Hospice Volunteer    Social Work  


   Spiritual Care   Pharmacy     HCC Support Services  
   Physiotherapy 
   Dietitian   Occupational Therapy      Speech-Language Pathology   


DIET:   Regular Diet   Clear Fluids    NPO  


   Dysphagia Fluids, Full Fluid Texture    Dysphagia Fluids, Soft Texture   
   Soft Food PRN as per patient comfort (Ordering physician has discussed risk of aspiration with patient) 


ACTIVITY:       As Tolerated  


VITALS/MONITORING: 
  Discontinue routine vitals and oxygen saturation measurements  
  Palliative Performance Scale (PPS) QSHIFT and with change of condition or status 


 Vitals _______________________ 


LINES/TUBES: Consider whether non enteral hydration is necessary for patient comfort. 
  Discontinue IV Fluids   Saline Lock   Sodium Chloride 0.9% IV at _______ mL per hr     Foley catheter 
  If patient expires, remove all lines. Release body to morgue and funeral home 


MEDICATIONS: 
Consider discontinuing medications that are burdensome to the patient and non-essential at end of life. 


 As per Medication Reconciliation Form completed by Physician 
  Please discontinue all previous medications 


PAIN:  
If patient currently on opioids and unable to swallow, discontinue ALL previous PO opioids, then convert current 
regiment to subcutaneous.  Parenteral dose should be one-half of oral dose. Breakthrough is calculated as 10% of 
the 24-hour total daily dose of the scheduled opioid. Please select DOSE and ROUTE of administration: 
 


 Refer to PCA  Order Set 


FORM#0DRME073M4   04/21  ISFLEM   







FOR R
EFERENCE O


NLY


 
 


 


 PLEASE STAMP BELOW 
 


 
 


Allergies: □ NKA or:  __________________________ 
____________________________________________ 


Weight (kg) ____________  Height (cm) ____________ 
SCAN ALL ORDERS TO PHARMACY 


 


Processed by:   Date & Time Reviewed by:   Date & Time 


Practitioner Printed Name 


 


Practitioner Signature Date Time 
Page 2 of 4 


 


 HURON PERTH HEALTHCARE ALLIANCE 


HPHA Palliative Order Set – April 20, 2021 


MEDICATIONS CONTINUED: 
Regularly SCHEDULED OPIOID:          


  morphine _______ mg PO OR _______ mg Subcutaneous Q4H 
  HYDROmorphone _______ mg PO OR _______ mg Subcutaneous Q4H  


 
BREAKTHROUGH OPIOID (May also be used for dyspnea):   


  morphine _______ mg PO OR _______ mg Subcutaneous Q1H PRN 
  HYDROmorphone _______ mg PO OR _______ mg Subcutaneous Q1H PRN 


Consider ordering adjuvant analgesics/palliative radiotherapy, if applicable: 


___________________________________________________________________________________ 


___________________________________________________________________________________ 


___________________________________________________________________________________ 
 
Please do not select medications for delirium unless patient has this condition or at high risk for delirium. 
 
MILD/MODERATE DELIRIUM: Please ideally select PO OR Subcutaneous route of administration rather than both 


  Haloperidol _______ mg PO OR_____ mg Subcutaneous  Q1H PRN (Suggested dose 0.25 - 2 mg)   
  Haloperidol _______ mg PO OR_____ mg Subcutaneous  TID (Suggested dose 0.5 - 2 mg) 
  Methotrimeprazine _____ mg PO OR_____ mg Subcutaneous  Q1H PRN (Suggested dose  2.5 - 12.5 mg) 
  Methotrimeprazine _____ mg PO OR_____ mg Subcutaneous  TID (Suggested dose 2.5 - 12.5 mg) 


 
SEVERE DELIRIUM: 


  Midazolam _______ mg subcutaneous Q30MIN PRN (suggested dose 1- 5 mg)  
**Bring under control quickly and consider using antipsychotic medication dose at same time 


  Methotrimeprazine _______ mg subcutaneous Q30MIN PRN (suggested dose 12.5 - 25 mg) 
  Methotrimeprazine _______ mg subcutaneous TID (suggested dose 12.5 - 25 mg) 


 
AGITATION / RESTLESSNESS:   


  Supportive counselling (Hospice Program, Social Work) 
  Methotrimeprazine _______ mg PO OR_____ mg Subcutaneous Q1H PRN (suggested dose 5 - 12.5 mg) 
  Methotrimeprazine _______ mg PO OR_____ mg Subcutaneous TID (suggested dose 2.5 - 12.5 mg)  
  LORazepam _____ mg PO/Sublingual OR____ mg Subcutaneous Q1H PRN (suggested dose 1-2 mg) 
  Midazolam 1 - 5 mg subcutaneous Q30MIN PRN (for severe agitation or distress or terminal  bleeding) 


 


 Subcutaneous dose recommended 
to be half of PO dose 


 Please consider selecting 
morphine or HYDROmorphone, 
not both. 


 If considering PCA pump use, 
please see Patient Controlled 
Analgesia (PCA) Order Set. 
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 HURON PERTH HEALTHCARE ALLIANCE 


HPHA Palliative Order Set – April 20, 2021 


MEDICATIONS CONTINUED: 
DYSPNEA:   
Control symptoms, treat underlying causes, discuss with care partner.   If on opioids already consider increasing the 
baseline dose by 25 % and adjusting breakthrough accordingly.   


  O2 at _______ L per min via nasal prongs PRN (useful in hypoxia) 
  Position by open window/fan 


**Consider ordering opioids for dyspnea if not on opioids already. If patient already on opioids, consider optimizing 
dose to treat dyspnea 


  Morphine _______ mg  PO OR _______ mg Subcutaneous (suggested 2.5-5 mg PO) Q6H 
  Morphine _______ mg  PO OR  _______ mg Subcutaneous (suggested 1-2.5 mg PO) Q2H PRN 
  HYDROmorphone _______ mg PO Q2H PRN 
  HYDROmorphone _______ mg Subcutaneous Q2H PRN 


 
RESPIRATORY SECRETIONS:   
To promote patient comfort, avoid deep suctioning   


  Position patient in semi prone position  
  Scopolamine 0.6 mg Subcutaneous Q2H PRN 


OR 
 Glycopyrrolate 0.4 mg Subcutaneous Q2H PRN 


 
FEVER: 


  Acetaminophen 650 mg PO/rectal Q4H PRN  
 
NAUSEA:  


  Metoclopramide _______ mg PO OR _______ mg Subcutaneous QID PRN (suggested 10 - 20 mg)  
Consider in opioid induced nausea 


  Haloperidol _______ mg PO OR ______ mg Subcutaneous BID PRN (suggested  0.5 - 1 mg)  
Consider in bowel obstruction 


  Methotrimeprazine _____ mg PO OR _______ mg Subcutaneous TID PRN (suggested 2 - 12.5 mg)  
Consider as an alternative to haloperidol 


  Ondansetron _______ mg PO OR ______ mg Subcutaneous TID PRN (suggested 4 - 8 mg)  
Consider in nausea as a result of chemotherapy or radiation 


 Dexamethasone _______ mg PO OR ______ mg Subcutaneous DAILY PRN (suggested 4 - 8 mg) 
 Monitor/review dosage daily to establish lowest effective dose.   


    Consider in refractory nausea (give dose early in day) 


**If nausea is severe consider combination therapy targeting different neurotransmitters 


Do not order additional narcotics if ordered on page one of this order set. 
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 HURON PERTH HEALTHCARE ALLIANCE 


HPHA Palliative Order Set – April 20, 2021 


MEDICATIONS CONTINUED: 


LAXATIVE REGIME: (daily laxative if opioid prescribed, Docusate not recommended)  
  Polyethylene Glycol (PEG 3350) 17 g in 250 mL water PO Daily  
  Lactulose _______ mL PO Daily (suggested 15 - 30 mL) 
  Senna 17.2 mg PO Daily  


MOUTH AND EYE CARE:  
  Artificial Saliva 1 – 2 sprays topical to mouth PRN    
  Nystatin 500,000 units swish swallow QID (if thrush suspected)  
  Petroleum gel apply to lips topically Q2H PRN 
  hydroxypropylmethylcellulose 0.5% 1 - 2 drops to both eyes Q2H PRN 
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 HURON PERTH HEALTHCARE ALLIANCE 


 HPHA – Medical Assistance In Dying Order Set – December 10, 2020 


HPHA – MEDICAL ASSISTANCE IN DYING ORDER SET  
Do NOT distribute this order set or store in areas accessible to members of the public. 


 Physician/Nurse Practitioner (NP) providing MAID: _______________________________ 


 Physician CPSO # : _______________________ OR Nurse Practitioner #: ____________________ 


 Indication for Medication is:  Medical Assistance in Dying 
 Scheduled Date, Time and Location of Administration: _______________________________________ 


Note:   In general, a minimum notice of 24 hours is required, after pharmacy has received all paperwork  (order set 
and forms), to allow pharmacy to prepare medications and to make necessary  arrangements. The agreed upon 
date and time will be respected to the greatest extent possible. 
Note:   Deviations from this order set must be endorsed by the Medical Assistance in Dying Internal  Resource 
Group (IRG), including situations arising from patient allergy and/or medication shortage. 


 Physician/Nurse Practitioner to confirm all required documents are included in patient chart; refer to 
‘Documentation Checklist’ for further information 


 Clinician Aid A, B, and C must be included in and scanned with Medical Assistance in Dying Order Set. 
 Consult Social Work 
 Consult Spiritual Care 
 No CPR, No Vital signs monitoring 


Note any other patient preferences for procedure (i.e., location within hospital, requests on whom to be present during 
procedure, etc.):  ________________________________________________________ 


__________________________________________________________________________________ 


IV THERAPY:  
Physician/Nurse Practitioner must select from options listed below – PREFER that two separate IV sites are available 
(if central line is not present). 


Note: The Physician/Nurse Practitioner is responsible to ensure venous access is possible and to ensure lines are 
inserted (either by Physician/Nurse Practitioner or nurse) prior to administration of medications used for medical 
assistance in dying. An assessment of venous access should be completed as part of Physician/Nurse Practitioner 
assessment of  patient eligibility for MAID. If any issues with venous access are encountered, notify MRP. This note 
applies to both direct admissions and inpatients. 
Note: Nurse may establish IV, but not administer any medications related to medical assistance in dying 


Select ‘two’ of the following options – must be at different SITES: 
 Establish IV sodium chloride 0.9% at rate of ‘to keep vein open’(recommend 18 – 22 gauge)  
 Establish IV sodium chloride 0.9% at rate of _________ mL/hour (recommend 18 – 22 gauge)  
 Establish IV sodium chloride 0.9% lock (recommend 18 – 22 gauge) 
 Establish IV sodium chloride 0.9% lock (recommend 18 – 22 gauge) 


Patient requires midline catheter insertion 


 Patient requires PICC line insertion 
0DRME037M4   12/20   ISFLEM 
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 HURON PERTH HEALTHCARE ALLIANCE 


 HPHA – Medical Assistance In Dying Order Set – December 10, 2020 


MEDICATIONS:  Note:  Two identical sealed ‘kits’ will be dispensed. 
 


Medication Protocol 
Refer to ‘Information Regarding Medication  – Medical Assistance in Dying’ for further 


information 


Step 1 – Catheter Placement / IV Line Patency 


 Sodium Chloride 0.9% 10 mL IV push / flush. To ensure catheter is inserted correctly and is patent. 


Step 2 - Anxiolysis 


 Midazolam 2.5 - 20 mg IV push up to 2 minutes to obtain anxiolysis; to be titrated based on patient 
 response. 


Step 3 – Local Analgesia 


 Lidocaine 2% 40 mg IV push over 30 seconds for local analgesia. Used to reduce pain on injection of 
 coma inducing agent. 


In the event of an allergy to lidocaine:   Magnesium sulfate 1000 mg IV push over 5 minutes for local 
analgesia. Used to reduce pain on injection of coma inducing agent. 


Note:  Step 3 may be omitted if patient has a PICC line or other form of central line 


Step 4 – Coma Induction 


 Propofol 1000 mg IV push up to 5 minutes. Note: Total dose will be supplied in two syringes; each 
 syringe will contain 500 mg of propofol 
Note – If above dose of propofol is not enough to induce a deep coma, the dose must be increased by   
 using medication contained in second medication kit 


 Sodium Chloride 0.9% 10 mL IV push / flush. To ensure full dose of coma inducing agent has been 
 administered 


Step 5 – Neuromuscular Blockade 


 Physician/Nurse Practitioner to ensure that coma has been successfully induced and is maintained; at 
 the slightest doubt, continue coma induction by increasing the dose of propofol, then flush injection 
 device again with Sodium Chloride 0.9% 10 mL IV push / flush, as needed 


 Cisatracurium 40 mg IV push over 30 seconds. Give only after coma has been confirmed 
 Sodium Chloride 0.9% 10 mL IV push / flush. To ensure full dose of neuromuscular blocking agent has 


 been administered 
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 HURON PERTH HEALTHCARE ALLIANCE 


 HPHA – Medical Assistance In Dying Order Set – December 10, 2020 


ORGAN DONATION 


  Insertion of arterial line with Sodium Chloride 0.9% arterial flush as per protocol 
   Lidocaine 1% 1-2 mL subcutaneous for arterial line insertion 
   Heparin ________ units (1000 units/kg) IV push over 2 minutes to be given 5 minutes prior to MAID  


 procedure (Heparin dose to be rounded to the closest 100 unit value) 
 Sodium Chloride 0.9% 10 mL IV push/flush.  To ensure full dose of Heparin has been administered  
   Bupivacaine 0.5% 400 mg IV push over 30-60 seconds to be administered after neuromuscular 


blockade for induction of asystole  
       Note: Total dose will be supplied in two syringes; each syringe will contain 200 mg of bupivacaine. 


 Sodium Chloride 0.9% 10 mL IV push/flush.  To ensure full dose of asystole agent has been 
administered  


APPENDIX: 
 Prior to dispensing, pharmacist will affirm that each of the eligibility criteria is met. Note:  This 


confirmation can be obtained by the pharmacist verbally with administering physician/NP or by review 
of documentation (i.e. patient written request, primary assessment, secondary assessment, consult notes). 


 Prior to medication administration, Physician/Nurse Practitioner to verbally confirm patient consent for 
medical assistance in dying and provide an explicit opportunity for the patient to withdraw their consent. 
Physician/Nurse Practitioner must confirm that all safeguards have been completed. Refer to 
‘Safeguards’ for further information 


 Before starting medication administration, Physician/Nurse Practitioner to provide an overview of the 
procedure and counselling that most patients will stop breathing prior to completion of the protocol and 
despite this, the entire protocol will be administered. Physician/Nurse Practitioner to inform the patient 
and anyone present that the injections might be painful and that there is a risk of losing venous access. 
Refer to ‘Information Regarding Medication – Medical Assistance in Dying’ for detailed information.  


Documentation 
 Physician/Nurse Practitioner to document procedure in a written / dictated note 


Return of Kit 
 Any unused medication and material, empty medication packaging, and syringes (after removing 


sharps) from both kits must be returned to the pharmacy by the Physician/Nurse Practitioner, as soon 
as possible after the medications have been administered.  


Each Standard Medication Kit will contain: 


Lidocaine 2 %  40mg / 2 mL syringe x 1 


Midazolam 20 mg / 20 mL syringe x 1 


Sodium Chloride 0.9% - 10 mL syringe x 3 


Propofol 500mg / 50 mL syringe x 2 


Cisatracurium 40 mg / 20 mL syringe x 1 


Documents included in Kit:  MAR – Medical Assistance in Dying 
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 HURON PERTH HEALTHCARE ALLIANCE 


 HPHA – Medical Assistance In Dying Order Set – December 10, 2020 


Supplies: 
 Prior to administration, nursing staff will discuss needs with administering Physician/Nurse Practitioner 


and ensure adequate patient appropriate supplies are available to administer the medication protocol. 


Suggested Supply List (may differ based on patient needs):  
 18 – 22 G short catheter (2) 
 Extension tubing set (2), one of which is an extra-long set 
 IV pre-filled saline syringe (20) 
 IV tubing set (2) 
 250 mL Sodium Chloride 0.9% IV bag (2) 
 Adhesive tape (1) 
 Tourniquet (1) Sharps Container (if no sharps container present in location of administration) 


 












Patient Demographic Form for Medical Assistance in Dying Pre-Registration 


**Please provide LEGAL name** 


Last Name:                                                First Name:                                           Middle Name: 


Date of Birth:   Gender: 


Maiden Name: 


Family Physician: Admitting Physician: 


Mailing Address 


911 Address: 


City/Town:    Township: 


Province/State:     Postal Code: 


Home Phone:  Alternate Phone: 


Marital Status: 


Health Card Number:     Version Code: (letters) 


Religion: 


Language: 


Next of Kin Name: 


Next of Kin Address 


Next of Kin Phone: 


Relationship:


Diagnosis (primary diagnosis, never MAiD): 


Date of Medical Assistance in Dying Procedure: 


Time Patient is to Arrive: 


Unit/Location/Room Number: 


Updated: April 2019








Physicians’ Consultation and Progress Notes – Medical Assistance in Dying 


The following elements are recommended by CMPA to be included in the consultation note (assessment 
for eligibility): 


a. Patient age.
b. Patient identification including confirmation of the province in which the patient resides.
c. Description of patient condition.
d. Patient diagnosis.
e. Description of patient suffering and patient’s subjective views of same.
f. When the patient first requested MAID and when and how often the patient has repeated


the request (overview of time line for when MAID was discussed and how it progressed);
this section may be entitled “MAID History”


g. Appropriate physical assessment.
h. Physician’s opinion that the patient meets the eligibility criteria for MAID and reasons for


same.
i. Competence assessment (including mental health assessment, even if to state “no mental


health history of significance”) and opinion that patient is competent (see Appendix C of
HPHA policy).


j. Discussion about request for MAID.
k. Confirmation that the written Request was signed by the patient (or was signed by someone


on behalf of patient).
l. Confirmation that the written request for MAID was given after the physician or nurse


practitioner informed the patient they had a grievous and irremediable medical condition.
m. Confirmation of discussion that the coroner will need to be advised of the patient’s death


and that this may result in an investigation into the death.
n. Confirmation of discussion that the patient may, at any time and in any manner, withdraw


or rescind their request for MAID.


Further, the following information is recommended by CMPA to be included in the progress note: 


a. Description of patient condition (you can document no change from the prior assessment if
true).


b. Patient diagnosis.
c. Description of patient suffering and patient’s subjective views of it (you can document no


change prior assessment).
d. When the patient first requested MAID and when and how often the patient has repeated


the request.
e. Confirmation that all safeguards were reviewed and confirmed
f. Appropriate physical assessment (you can document assessment revealed no change from


previous).
g. Competence assessment (including mental health assessment) and opinion that patient is


competent (you can document no change from previous).
h. Consent discussion and confirmation that Consent was signed by patient (consent form


attached).
i. Confirmation of discussion that the patient can rescind request for MAID at any time before


the procedure is performed and confirmation that the patient does not wish to withdraw
the request.


j. Drugs administered, including route, doses, and time.
k. Date and time death declared.
l. Who was present when procedure was performed.


Updated: April 2019








Roles and Responsibilities Checklist - Medical Assistance in Dying 


□  Clinician Aid A – Patient’s Request for Medical Assistance in Dying 
     (If not MOH form, alternate document must contain all required information and independent    
     witness information) 
  
□  Clinician Aid B – Primary Eligibility Assessment (Provider Physician/NP) 
      
□  Consultation Note for Clinical Aid B - Practitioner completing Primary Assessment must complete    
     a written consultation in addition to Clinician Aid B for the clinical record. The coroner will  
     require this consultation note. 
  
□  Clinician Aid C – Secondary Eligibility Assessment (Physician/NP) 
      
□  Consultation Note for Clinical Aid B - Practitioner completing Secondary Assessment must complete  
     a written consultation in addition to Clinician Aid C for the clinical record. The coroner will require  
     this consultation note. 
 
□  Medical Assistance in Dying Order Set 


□  “Safeguards” document (included in Medical Assistance in Dying Order Set) 


□  “Documentation Checklist” (included in Medical Assistance in Dying Order Set) 


□  Completion of Medication Administration Record (MAR) by provider physician 


□  Completion of electronic Medication Administration Record (eMAR) by nurse 


□  Nursing documentation in patient’s medical record (see policy) 


□  Documentation of the Medical Assistance in Dying procedure. The Office of the Chief Coroner will 


request this documentation in the event of an investigation. 


□  Refer to Documentation Checklist for Office of the Chief Coroner Medical Assistance in Dying and 


ensure collection of the documents that are submitted to the Office of the Chief Coroner when 


reporting the medical assistance in dying death. 
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SAFEGUARDS 


 
The Physician/Nurse Practitioner providing medical assistance in dying must: 


 be of the opinion that the person meets all of the eligibility criteria  


 ensure that the person’s request for medical assistance in dying was made in writing and signed and 
dated by the person or by another person on behalf of the person, and 


o signed and dated after the person was informed by a medical practitioner or nurse practitioner 
that the person has a grievous and irremediable medical condition; 


o be satisfied that the request was signed and dated by the person — or by another person on 
behalf of the person — before an independent witness who then also signed and dated the 
request; 


 ensure that the person has been informed that they may, at any time and in any manner, withdraw their 
request; 


 ensure that another medical practitioner or nurse practitioner has provided a written opinion confirming 
that the person meets all of the eligibility criteria; 


 be satisfied that the physician or nurse practitioner who provided the other assessment is independent; 


 immediately before providing the medical assistance in dying, give the person an opportunity to 
withdraw their request and ensure that the person gives express consent to receive medical assistance 
in dying; and 


 if the person has difficulty communicating, take all necessary measures to provide a reliable means by 
which the person may understand the information that is provided to them and communicate their 
decision. 


Before providing the Patient with medical assistance in dying, all of the safeguards described above were 
completed/met. 


 
Date:               
 
Physician/Nurse Practitioner Name (Print):         
 
 
Please complete document and file on Patient’s chart. 
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                                 Medical Assistance in Dying  
STANDARD WORK-NURSING regarding Direct Admissions and Procedure 


 
FOR DIRECT ADMISSION: 


 Patient will be pre-registered; prior to scheduled day of procedure, appropriate unit/room will be identified and available 
(pre-registration enables medication orders to be processed) 


 When direct admission is contemplated and patient is pre-registered: 
o Create a chart for the patient and maintain in designated location on unit where procedure will take place and 


include: 
 “Standard Work – Nursing” document in chart for reference 
 Death Checklist 
 Death Certificate 
 Death Record envelope 


o File Medical Assistance in Dying (MAiD) documentation in plastic sleeve in chart (as opposed to hole punching 
documents): 


 *Clinician Aid A 
 *Clinician Aid B 
 Consultation Note for Clinician Aid B 
 *Clinician Aid C 
 Consultation Note for Clinician Aid C 
 *Original Order Set (that Provider Physician or NP will provide to unit in advance) 


Pharmacy requires a copy of the 4 documents starred with an asterisk.  Whenever possible, please scan all 4 
documents to Pharmacy.  


 Ensure Order Set is scanned to Pharmacy 


 Once Pharmacy has processed medication orders, complete eMAR acknowledgement process (refer to Order Set) 


PRE-PROCEDURE: 
Pre-Procedure if Direct Admission: 


 Notify Bed Allocator when patient arrives to complete Registration process 


 Settle patient, query bathroom break; patient may prefer to remain in street clothes (unless organ donor) 


For All Procedures 


 Ensure patient’s orders have been scanned to Pharmacy 


 Ensure patient allergy information has been entered / confirmed in Meditech to allow Pharmacy to process medication 
orders 


 Once Pharmacy has processed medication orders, complete eMAR acknowledgement process – refer to Order Set 


 Confirm if patient has specific requests for procedure (who in attendance; clothes or hospital gown [gown if organ 


donor]; special touches etc.) 


 If any concerns and/or issues are noted regarding patient during pre-procedure preparations, please discuss with 


Provider 


 Patient requires 2 IV sites (if no PICC line) – refer to Order Set 


o One peripheral IV site should be a midline catheter if inserter available 


 Provide chairs, Kleenex boxes x 2, ice water/ cups for those in attendance 


 Ensure activity in the area is kept to a minimum 


 Gather supplies (per Order Set and in discussion with Provider Physician): 


o IV Insertion:  


 ensure two peripheral IV sites available (if no PICC line) 


 One peripheral site should be a midline catheter (20G) plus one 18-22 G short catheter (preferred 


gauge for Propofol) 


 If no midline or PICC, ensure two peripheral 18-22 G IV sites are available for the procedure.  


o Extension tubing sets (2), one of which is extra-long set 


o IV tubing sets (2) 
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o IV flushes – prefilled saline syringes (20) 


o 250 mL Sodium Chloride 0.9% IV bag (2) 


o Adhesive tape (1) 


o Tourniquet (1) 


o Sharps container (if not present in location of procedure) 


o MicroClave Clear IV cap (4)         


 And if organ donor: 


o Patient must be in hospital gown (green with ties) 


o Portable monitor to go to room where MAiD will be provided; silence alarms 


o If patient has PICC line, have IV pump available 


o Arterial line (if not possible, use cardiac monitoring) 


o  Pens for marking level of OR table on OR greens 


o Scissors to cut arterial line after procedure in Surgical Ambulatory Clinic (SAC) and prior to going to 


Operating Room (OR) 


o Flat (not fitted) sheet on bed for ease of transfer to OR table  


o For staff going to the OR– bouffant caps, booties, masks 


o Adult shroud for OR  


 


 Place candle symbol on room door to indicate palliative care/expected death, as appropriate, at discretion of patient, 


patient, family  


 Confirm that if Trillium Gift of Life (TGLN) is to be contacted, that contact has been made.  TGLN will be notified as 


outlined in the “Organ and Tissue Donation Procedure – Stratford Site Only” (MyAlliance – Clinical Policies and 


Procedures) 


 Confirm funeral home; discuss with family/ patient about personal items to be sent to funeral home  


DURING PROCEDURE: 


 Ensure Wi-Fi phones and cell phones (staff/Provider/patient’s support persons) are silenced.  Remain with patient during 
procedure. Provider (physician or NP) will administer medications. Unless Provider documents time of each medication 
administration on Medication Administration Record (MAR), note these times and time of death as announced by Provider.  
Make copy of MAR (original is returned to Pharmacy in the medication kits) for completion of the eMAR. 


 Provide emotional support as necessary to those supporting patient. 
 


AFTER PROCEDURE 


 Place butterfly decal on room door to indicate patient death 


 Confirm with family about personal items to be sent to funeral home if necessary 


 Document IV starts (Add INTERVENTIONS to PI screen) 


 Enter patient note:  Nursing documentation is found in the “Patient Notes” routine. Staff will choose the Medical Assistance 


in Dying (MAiD) template and enter the time of death: 


“Writer was present during medical assistance in dying process. Time of death: ________. Support offered to family and 


friends” 


 Document on the electronic medication administration record (eMAR) following the Medical Assistance in Dying procedure; 


choose “MD Given” or “NP Given” in the reason code drop down box after the “Given” prompt. Document on each 


medication using the MAR – Medical Assistance in Dying document on which Provider documented medication 


administration as reference:  


o click on Footer Tab “OTHER” 


o Click on “MANUAL BARCODE” 


o Enter patient’s Account Number (AA) 


o Document “time given” 
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Note - A nurse can document medications on the eMAR without scanning the medication or patient. The nurse will click the 


medication order and then click the ‘document’ button (this would be after using the manual barcode option instead of 


scanning the patient armband). 


 Complete and print Death Checklist and include in death envelope. If patient is an organ donor, complete Death Checklist as 


completely as possible and leave in the patient’s chart for OR.  


 Follow the process for Routine Notification of Trillium Gift of Life (TGLN) as outlined in the “Organ and Tissue Donation 


Procedure – Stratford Site Only” (found in MyAlliance – Clinical Policies and Procedures) 


 Prepare body as usual. 


 With Provider order, release body to morgue and funeral home.  


 Notify Bed Allocator and Switchboard of death and time.  


Participants in a medically assisted death are reminded and encouraged to look after their self care through the manner that is 
most beneficial for the individual.  A resource for consideration is HPHA’s Employee and Family Assistance Program that can be 
reached at 1 -800-663-1142. 


  


 


 


 








 
Updated: July 2021 


 


                                 Medical Assistance in Dying  
STANDARD WORK- regarding Patient Request and Independent Witness 


 
Most Responsible Provider: 
When the patient’s Most Responsible Provider (MRP)/delegate has determined that a patient wishes to be 
assessed for eligibility for a medically assisted death, that Provider is to inform: 


 The patient that their formal request will be documented on the Clinician Aid A - Patient Request for 
Medical Assistance in Dying form and witnessed by an Independent Witness. If a document other than 
Clinician Aid A is used, the MRP must confirm that the written request meets all Criminal Code 
documentation requirements. 


 The patient’s primary nurse and ensure they are aware of the requirements for the Clinician Aid A. 


 The Unit Clerk to print and complete the patient demographic information on the Clinician Aid A form 
(Section 1).  


            NOTE: this form should be printed on paper that is not pre-punched. 


 The Administrative Assistant Medical Services (ext. 2438) to arrange for Independent Witness, if 
necessary, and confirm a mutual time for the witness to meet with the patient.  In the absence of the 
Administrative Assistant Medical Services, the Unit Manager/Team Leader/Charge Nurse may contact 
the Stratford Switchboard for the list of Independent Witnesses and arrange a mutual time for the 
witness to meet with the patient. 
 


Primary Care Nurse: 
The patient’s primary care nurse, or delegate: 


 Ensures they are familiar with Clinician Aid A, prior to the Independent Witness meeting the patient.    


 At the arranged time, introduce the Independent Witness to the patient. 


 Review the Clinician A Aid form with the patient, in the presence of the Independent Witness, 
explaining that the witness meets the criteria for an independent witness and will witness the patient’s 
signature. 


 Instruct the patient on where to sign the form and check “tick boxes” (Section 2) 
 


Independent Witness: 


 Effective March 2021, an independent witness must be at least 18 years of age and understand the 
nature of the request for medical assistance in dying except if they: 


o Know or believe that they are a beneficiary under the will of the person making the request or a 
recipient in any other way of a financial or other material benefit resulting from that person’s 
death 


o Are an owner or operator of any health care facility at which the person making the request is 
being treated or any facility in which that person resides; 


 The independent witness can be a person who provides health care services or personal care as their 
primary occupation and who is paid to provide that care to the person requesting medical assistance in 
dying, except for 


o the medical practitioner or nurse practitioner who will provide medical assistance in dying to the 
person; and 


o the medical practitioner or nurse practitioner who provided an opinion of expertise. 


 HPHA staff may act in this capacity. 


 The Independent Witness is encouraged to complete documentation of their personal information on 
the Clinician Aid A form prior to meeting with the patient (Section 4).   


 For Clinical Aid A to be valid, the witness must witness the patient’s (or Authorized Third Party’s) 
signature and sign in the presence of the patient/Authorized Third Party.   
 


Authorized Third Person: 


 See definition on Clinician Aid A form. 
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 If the patient is unable to sign and date the request, an authorized third party may sign and date the 
request in the patient's presence. 


 Complete Section 2 (on behalf of the patient) and Section 3. 
 


NOTE: 
If the patient requires and is not able to identify an authorized third party, HPHA staff may act in this capacity 
so as not to impede the medical assistance in dying process. A list of HPHA staff who have volunteered to act 
in this capacity is available at the Stratford Hospital Switchboard. 
 


Please refer to Sections 2: “MRP discussion with patient regarding inquiry or request” and 3: “Patient 


Completes Written Request” in HPHA’s Medical Assistance in Dying policy for further details as necessary. 
  



https://intranet.hpha.ca/myalliance/Default.aspx?cid=13108&lang=1
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WAIVER OF FINAL CONSENT


Written arrangement between the Patient and Provider named 
below for medical assistance in dying in accordance with section 
241.2(3.2) of the Criminal Code of Canada.


1. PATIENT INFORMATION
Last Name First Name Province/Territory


2. PROVIDER INFORMATION


Last Name First Name Agreed date of MAID procedure


3. PATIENT CONSENT
Initials I have been informed by my Provider that I meet the eligibility criteria for medical assistance in dying set out 


in section 241.2(1) of the Criminal Code of Canada and that all other safeguards set out in subsection (3) have 
been met.


Initials I have completed the documents relating to medical assistance in dying required by my province/territory.


Initials I request that my Provider provide me with medical assistance in dying on the day specified in this 
arrangement.


Initials I have been informed by my Provider of the risk of losing capacity to consent to receiving medical assistance in 
dying prior to the day specified in this arrangement.


Initials I consent to receive medical assistance in dying on the day specified in this arrangement, even if I no longer 
have the capacity to consent to receiving medical assistance in dying on that date.


Initials I consent to the administration by my Provider of a substance to cause my death on or before the day 
specified in this arrangement if I lose capacity to consent to receiving medical assistance in dying prior to that 
day. 


4. MEDICAL OR NURSE PRACTITIONER (PROVIDER)
Initials The Patient named above meets the eligibility criteria for medical assistance in dying set out in 241.2(1) of the 


Criminal Code of Canada and all other safeguards set out in subsection (3) have been met.
Initials The Patient has completed the documents relating to medical assistance in dying required by their province/


territory. 
Initials The Patient has requested that I provide them with medical assistance in dying on the day specified in this 


arrangement.
Initials I have informed my Patient of the risk of losing capacity to consent to receiving medical assistance in dying 


prior to the day specified in this arrangement.


Initials The Patient has given consent to receive medical assistance in dying on the day specified in this 
arrangement, even if they no longer have the capacity to consent on that date.
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Initials The Patient has given consent to the administration by me of a substance to cause their death on 
or before the day specified in this arrangement if they lose capacity to consent to receiving medical 
assistance in dying prior to that day.


Initials I have agreed to provide medical assistance in dying to my Patient on the day specified in this 
arrangement.


Initials I have agreed to provide medical assistance in dying to my Patient on or before the day specified 
in this arrangement, if the Patient loses their capacity to consent to receiving medical assistance in 
dying prior to the day specified in this arrangement.


5. SIGNATURES
Patient Name Patient Signature Date of Signature


Provider Name Provider Signature Date of Signature


6. ADDITIONAL TERMS


The Patient and Provider may agree to additional terms of this arrangement, such as specific conditions or 
circumstances under which medical assistance in dying could be provided on a date earlier than the day 
specified in this arrangement. Both the Provider and the Patient must be in agreement and MAID must be 
provided in accordance with the terms of this arrangement.


Patient Initials Provider Initials Additional Terms


Initials Initials


Initials Initials


Initials Initials


IF APPLICABLE: SIGNATURE OF A PERSON WHO IS SIGNING ON BEHALF OF THE PATIENT WHO IS 
PHYSICALLY UNABLE TO SIGN
Signed for, and in the presence of, 
                                                                             ________________________________________________________.
                                                                                                                             Patient Name


Full Name Signature Relationship to the Patient


Address Telephone Number Date of Signature


7. SIGNATURES
Patient Name Patient Signature Date of Signature


Provider Name Provider Signature Date of Signature
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Important Notes: Documentation completed by MAID provider on day of provision must explicitly include 
confirmation of the following:


•	 The person had lost the capacity to consent to receiving medical assistance in dying
•	 The person did not demonstrate, by words, sounds or gestures, refusal to have the substance 			


             administered or resistance to its administration, and
•	 The substance was administered to the person in accordance with the terms of the written            	


             arrangement.


The Patient should ensure a loved one, health care provider, and/or paid professional personal or health 
care worker has the contact information of the Provider in the event that the Patient loses capacity prior 
to their scheduled MAID date.


---


Appendix – Relevant statutory provisions – Criminal Code of Canada
Final consent — waiver
(3.2) For the purposes of subsection (3), the medical practitioner or nurse practitioner may administer a 
substance to a person to cause their death without meeting the requirement set out in paragraph (3)(h) if


(a) before the person loses the capacity to consent to receiving medical assistance in dying,
(i) they met all of the criteria set out in subsection (1) and all other safeguards set out in subsection 
(3) were met,
(ii) they entered into an arrangement in writing with the medical practitioner or nurse practitioner 
that the medical practitioner or nurse practitioner would administer a substance to cause their 
death on a specified day,
(iii) they were informed by the medical practitioner or nurse practitioner of the risk of losing 
the capacity to consent to receiving medical assistance in dying prior to the day specified in the 
arrangement, and
(iv) in the written arrangement, they consented to the administration by the medical practitioner 
or nurse practitioner of a substance to cause their death on or before the day specified in the 
arrangement if they lost their capacity to consent to receiving medical assistance in dying prior to 
that day;


(b) the person has lost the capacity to consent to receiving medical assistance in dying;
(c) the person does not demonstrate, by words, sounds or gestures, refusal to have the substance 
administered or resistance to its administration; and
(d) the substance is administered to the person in accordance with the terms of the arrangement.


3





		First Name: 

		First Name_2: 

		Date of Document: 

		Provider Name: 

		Address: 

		Telephone Number: 

		Provider Name_2: 

		Date of Document_2: 

		Last Name: 

		Last Name_2: 

		Province/Territory: 

		Date of MAID procedure: 

		Date of Signature: 

		Patient Name: 

		Full Name: 

		Relationship to Patient: 

		Additional Terms: 

		Additional Terms_2: 

		Additional Terms_3: 

		Patient Name_2: 

		Patient Name_3: 

		Date of Signature_2: 

		Date of Signature_3: 

		Date of Signature_4: 

		Date of Signature_5: 





