
PLEASE STAMP BELOW

HURON PERTH
HEALTHCARE

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: 1 NKA or:

Weight (kg) Height (cm)
SCAN ALL ORDERS TO PHARMACY

HPHA PALLIATIVE ORDER SET

ADMIT TO: Dr. to [] consult [] assume MRP

DIAGNOSIS:

ISOLATION: [] Airborne L] Droplet [] Contact ] None

CODE STATUS: [] Documented resuscitation status in chart  [X] 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.

X] 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
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PLEASE STAMP BELOW

HURON PERTH
HEALTHCARE

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: 1 NKA or:

Weight (kg) Height (cm)
SCAN ALL ORDERS TO PHARMACY
MEDICATIONS CONTINUED: e Subcutaneous dose recommended
Regularly SCHEDULED OPIOID: to be half of PO dose
] morphine mg PO OR mg Subcutaneous Q4H e Please consider selecting
[ ] HYDROmorphone mg PO OR mg Subcutaneous Q4H morghiﬂe or HYDROmorphone,
not both.
BREAKTHROUGH OPIOID (May also be used for dyspnea): * If considering PCA pump use,
] morphine mg PO OR mg Subcutaneous Q1H PRN grcle:lseezze(PPéie)n(t)r%zrrwtgoellted
[ ] HYDROmorphone mg PO OR mg Subcutaneous Q1H PRN gesi '

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)
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HURON PERTH
HEALTHCARE

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: 1 NKA or:

Weight (kg) Height (cm)
SCAN ALL ORDERS TO PHARMACY

PLEASE STAMP BELOW

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.
[] Ozat 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

Do not order additional narcotics if ordered on page one of this order set.

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

L]

L]

[ ] 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
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PLEASE STAMP BELOW

HURON PERTH
HEALTHCARE

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: 1 NKA or:

Weight (kg) Height (cm)
SCAN ALL ORDERS TO PHARMACY

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:

X Artificial Saliva 1 — 2 sprays topical to mouth PRN

[] Nystatin 500,000 units swish swallow QID (if thrush suspected)

X Petroleum gel apply to lips topically Q2H PRN

X hydroxypropylmethylicellulose 0.5% 1 - 2 drops to both eyes Q2H PRN
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PLEASE STAMP BELOW

HURON PERTH
HEALTHCART

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: [ NKA or:

Weight (kg) Height (cm)

HPHA — MEDICAL ASSISTANCE IN DYING ORDER SET

Do NOT distribute this order set or store in areas accessible to members of the public.

X Physician/Nurse Practitioner (NP) providing MAID:
X Physician CPSO # : OR Nurse Practitioner #:

X Indication for Medication is: Medical Assistance in Dying
X 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.

X] Physician/Nurse Practitioner to confirm all required documents are included in patient chart; refer to
‘Documentation Checklist’ for further information

X 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

X 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 sedium chloride 0.9% at rate of mL/hour (recommend 18 — 22 gauge)
L] Establish IV sodium chloride 0.9% lock (recommend 18 — 22 gauge)

[] Establish 1V sodium chloride 0.9% lock (recommend 18 — 22 gauge)

[ IPatient requires midline catheter insertion

[ ] Patient requires PICC line insertion

ODRMEO37M4 12/20 ISFLEM
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PLEASE STAMP BELOW

HURON PERTH
HEALTHCARE

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: [ NKA or:

Weight (kg) Height (cm)

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
X] Sodium Chloride 0.9% 10 mL IV push / flush. To ensure catheter is inserted correctly and is patent.

Step 2 - Anxiolysis

X] 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

X 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

X] Propofol 1000 mg IV push up to5 minutes. Note: Total dose will be supplied in two syringes; each
syringe will contain 500 mg of propofol
Note — If above dose of propofoliis not enough to induce a deep coma, the dose must be increased by
using medication contained.in second medication kit
X] Sodium Chloride 0.9% 10 mk IV push / flush. To ensure full dose of coma inducing agent has been
administered

Step 5 — Neuromuscular.Blockade

X 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

X Cisatracurium 40 mg IV push over 30 seconds. Give only after coma has been confirmed

X] Sodium Chloride 0.9% 10 mL IV push / flush. To ensure full dose of neuromuscular blocking agent has
been administered
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PLEASE STAMP BELOW

HURON PERTH
HEALTHCARE

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: [ NKA or:

Weight (kg) Height (cm)

ORGAN DONATION

L]
[]
]
L]
]
]

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
‘Safequards’ 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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PLEASE STAMP BELOW

LURON PERTH
EALTHCARI

H

ALLIANCE HURON PERTH HEALTHCARE ALLIANCE

Allergies: [ NKA or:

Weight (kg) Height (cm)

Supplies:
e 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):

o 18— 22 G short catheter (2)
e Extension tubing set (2), one of which is an extra-long set
e |V pre-filled saline syringe (20)
e |V tubing set (2)
e 250 mL Sodium Chloride 0.9% IV bag (2)
o Adhesive tape (1)
e Tourniquet (1) Sharps Container (if no sharps container present in location of administration)
Processed by: Date & Time Reviewed by: Date & Time
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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):

Patient age.

Patient identification including confirmation of the province in which the patient resides.
Description of patient condition.

Patient diagnosis.

Description of patient suffering and patient’s subjective views of same.

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”

"D oo T W

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).

I 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.

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

o 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)

o Clinician Aid B — Primary Eligibility Assessment (Provider Physician/NP)

O 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.

o Clinician Aid C — Secondary Eligibility Assessment (Physician/NP)

o 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.

O Medical Assistance in Dying Order Set

O “Safeguards” document (included in Medical Assistance in Dying Order Set)

O “Documentation Checklist” (included in Medical Assistance in Dying Order Set)

o Completion of Medication Administration Record (MAR) by provider physician

o Completion of electronic Medication Administration Record (eMAR) by nurse

o0 Nursing documentation in patient’s medical record (see policy)

O Documentation of the Medical Assistance in Dying procedure. The Office of the Chief Coroner will
request this documentation in the event of an investigation.

O 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.

Updated: July 2021
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HURON PERTH
HEALTHCARE
ALLIANCE

HURON PERTH HEALTHCARE ALLIANCE

Allergies

: O NKA or: PLEASE STAMP BELOW

Weight (kg) Height (cm)

SAFEGUARDS

The Physician/Nurse Practitioner providing medical assistance in dying must:

O
O

O O

Before

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.

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.

Updated: July 2021










Medical Assistance in Dying
STANDARD WORK-NURSING regarding Direct Admissions and Procedure

FOR DIRECT ADMISSION:
e 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)
e  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
= *Qriginal 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.
e  Ensure Order Set is scanned to Pharmacy
e Once Pharmacy has processed medication orders, complete eMAR acknowledgement process (refer to Order Set)

PRE-PROCEDURE:
Pre-Procedure if Direct Admission:
e Notify Bed Allocator when patient arrives to complete Registration process

e Settle patient, query bathroom break; patient may prefer to remain in street clothes (unless organ donor)

For All Procedures
e Ensure patient’s orders have been scanned to Pharmacy
e Ensure patient allergy information has been entered / confirmed in Meditech to allow Pharmacy to process medication
orders
e  Once Pharmacy has processed medication orders, complete eMAR acknowledgement process — refer to Order Set

e Confirm if patient has specific requests for procedure (who in attendance; clothes or hospital gown [gown if organ
donor]; special touches etc.)

e If any concerns and/or issues are noted regarding patient during pre-procedure preparations, please discuss with
Provider

e 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

e Provide chairs, Kleenex boxes x 2, ice water/ cups for those in attendance

e Ensure activity in the area is kept to a minimum

e  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 |V sites are available for the procedure.
o Extension tubing sets (2), one of which is extra-long set
o IV tubing sets (2)

November 2020





IV flushes — prefilled saline syringes (20)

250 mL Sodium Chloride 0.9% IV bag (2)

Adhesive tape (1)

Tourniquet (1)

Sharps container (if not present in location of procedure)

O O O O O O

MicroClave Clear IV cap (4)

And if organ donor:

Patient must be in hospital gown (green with ties)

Portable monitor to go to room where MAID will be provided; silence alarms
If patient has PICC line, have IV pump available

Arterial line (if not possible, use cardiac monitoring)

Pens for marking level of OR table on OR greens

O O O O O O

Scissors to cut arterial line after procedure in Surgical Ambulatory Clinic (SAC) and prior to going to
Operating Room (OR)

Flat (not fitted) sheet on bed for ease of transfer to OR table

For staff going to the OR— bouffant caps, booties, masks

Adult shroud for OR

@)

e  Place candle symbol on room door to indicate palliative care/expected death, as appropriate, at discretion of patient,
patient, family

e  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)

e  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 Pl 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:

click on Footer Tab “OTHER”

o Click on “MANUAL BARCODE”
o Enter patient’s Account Number (AA)
o Document “time given”

November 2020





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).

e 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.

e  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)

e  Prepare body as usual.

e  With Provider order, release body to morgue and funeral home.

e 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.

November 2020






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:

e 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.

e The patient’s primary nurse and ensure they are aware of the requirements for the Clinician Aid A.

e 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.

e 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:

e 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.

e 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:
o Effective March 2021, an independent withess 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.

e HPHA staff may act in this capacity.

e 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).

o For Clinical Aid A to be valid, the withess 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:
e See definition on Clinician Aid A form.
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o 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.
o 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
S0 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.

Updated: July 2021
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IT’S YOUR LIFE. IT'S YOUR CHOICE.

WAIVER OF FINAL CONSENT DYING WITH

Written arrangement between the Patient and Provider named DIGN IT I

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

Last Name

2. PROVIDER INFORMATION

First Name Province/Territory

First Name Agreed date of MAID procedure

3. PATIENT CONSENT

Initials [ | have been informed by my Provider that | 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 | | have completed the documents relating to medical assistance in dying required by my province/territory.

Initials [ | request that my Provider provide me with medical assistance in dying on the day specified in this
arrangement.

Initials [ | 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 [ | consent to receive medical assistance in dying on the day specified in this arrangement, even if | no longer
have the capacity to consent to receiving medical assistance in dying on that date.

Initials [ | consent to the administration by my Provider of a substance to cause my death on or before the day
specified in this arrangement if | 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 | provide them with medical assistance in dying on the day specified in this
arrangement.

Initials [ | 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 | | have agreed to provide medical assistance in dying to my Patient on the day specified in this
arrangement.

Initials [ | 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

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

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

7. SIGNATURES

Patient Name Patient Signature Date of Signature
Provider Name Provider Signature Date of Signature
For The Provider
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Important Notes: Documentation completed by MAID provider on day of provision must explicitly include
confirmation of the following:

e The person had lost the capacity to consent to receiving medical assistance in dying

e The person did not demonstrate, by words, sounds or gestures, refusal to have the substance
administered or resistance to its administration, and

e 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.
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