
Comments on CPSO EOL Policy submitted on behalf of the Canadian Critical Care 
Society. 
 
Page 1: Definition of Family: “those closest to the patient in knowledge, care and 
affection. Family may include the biological family, the family of acquisition (related 
by marriage/contract), and the family of choice and friends. The patient defines who 
will be involved in his/her care and/or present at the bedside.” 
 
We  don’t think that this corresponds to any legal definition of family for the 
purposes of consent. The sentence: “patient or substitute decision-maker, and family 
if there is consent” implies that SDM and family can be used interchangeably, but the 
HCCA has a clear list of who can and can’t do this, and friends can only do so if given 
POA.  
 
Paragraph 1.1 – “When the patient is mentally capable, he or she makes treatment 
decisions and must provide consent for the many decisions involved in his or her 
care, including the participation of family members.” The patient “provides consent” 
rather than “makes decisions”. “…must provide consent…” is also strong. They can 
opt not to make decisions, so long as they understand the consequences of not 
making a decision. When the patient is not capable, a substitute decision-maker 
makes these decisions for the patient... and would add "in accordance with the 
principles for substitute decision-making". 
 
Paragraph 2.1- A good description of ACP but I would suggest adding a sentence or 2 
about what ACP should look like. We are moving away from ACP/AD that focus on 
specific treatment decisions, and focusing more on “decisional readiness”. This 
means talking about the types of decisions that will need to be made (but not 
necessarily making them), and the importance of having the SDM present during 
these discussions. There should be some reference to when in the context of illness 
trajectory this should occur. Once you're in hospital, you do not create advance care 
plans, but rather consent to plans of treatment - this language is a source of constant 
confusion. 
 
Through an advance directive, a person can indicate the kinds of treatment that he 
or she would accept (if medically indicated) or reject should he or she become 
incapable. 
  
These wishes are to be interpreted by the person’s substitute decision-maker; they 
are not directions to a health care practitioner and do not constitute a consent or 
refusal of consent to treatment. Suggest add:  If a SDM refuses consent contrary to 
a patient's prior expressed applicable wish, or contrary to the patient's best 
interests, the physician should consider an application to the Consent and 
Capacity Board. 
  
When the potential use of life-sustaining therapies is being discussed with patients 
or substitute decision-makers, and families if there is consent, the discussions 



should include the option of a trial of therapy and the circumstances under which 
such therapy might be withdrawn. Suggest add: Trial therapy should not be 
offered where there is no benefit to the patient. 
  
If the patient or substitute decision-maker, or family if there is consent, ('Or family' 
should be removed from this sentence) specifically requests the physician to 
provide or continue the treatment notwithstanding the recommendations of the 
health care team, the physician should turn to the conflict resolution measures 
discussed in Part 4.1 of this policy in an effort to achieve consensus. I think this 
might be a good time to differentiate between withholding and withdrawal. The 
SDM can choose to not consent to withdrawal (Rasouli requires that we now 
propose this as a treatment plan), but they cannot propose treatments not yet 
initiated. And the language is key - it is not about "requesting", it is about not 
providing consent. As for an SDMs "request" for treatment that has not been 
offered - the policy should advise that if it is not medically indicated, we should 
proceed to conflict resolution BEFORE actually providing something physicians 
don't feel is appropriate. 
 
3.1 "Palliative care, also known as hospice care..." – The terms are often used 
interchangeably in Canada, but we would suggest removing the term “hospice” care 
because it is more of an American term that has specific reference to a timeframe 
and funding program.  
 
“Physicians should be aware that there are palliative care resources that can be 
consulted throughout Ontario. They should make referrals to such resources 
wherever appropriate and available.” We wish that there were PC resources 
available throughout Ontario. In truth there are big gaps even in Toronto, and even 
in the large tertiary hospitals. I think we should have a softer statement about the 
importance of seeking out palliative resources for patients whenever appropriate 
and available.  
 
3.2 Bottom of left column: Here is a paragraph talking about situations in which the 
benefit of CPR/LST is uncertain, and suggesting a trial of LST be used. After the 
Rasouli decision, we wonder whether this should still be suggested, because it now 
appears as though the trial has to last as long as the family think it should last (at 
least in Ontario, unless you involve the CCB) 
 
Same comment applied to the middle of the right column. “Physicians should refrain 
from beginning or maintaining such treatment” – out of date following Rasouli, at 
least in Ontario. Although this is qualified in 4.1. 
 
Further, "patient ... specifically requests the physician to provide or continue the 
treatment..." is inappropriate; this suggests that patient or family can demand and 
receive treatment that is completely inappropriate, e.g. CPR in setting of massive 
intracranial hemorrhage, or dialysis in similar settings. In other words, physicians 



would be obliged to provide treatment that is not within the current standard of 
care. 
 
Right before 3.3, perhaps this section should have a piece that says "the 
physician IS obligated to propose a treatment plan and obtain consent for it" (in 
contrast to the first sentence that reads "the physician IS NOT obligated to" ... 
neglecting this plan of positive treatment unfairly focuses too much attention on 
what we won't be doing. 
 
4.1 page 7, left column: We found some of these statements confusing in respect to 
the Ontario HCCA. It is indicated that PGT  will address issues about compliance 
with HCCA by the SDM, but we believe it is the CCB. The CCB can also be invoked 
when there is a dispute between SDMs of equal rank and they disagree (top of right 
hand column). Here, the comment should specify that a dispute can be resolved 
either by the CCB or the PGT. 
 
Would again specify that "treatment and treatment plans are proposed by care 
providers in accordance with the medical standards of care and best practice. 
Substitute decisions makers and family do not propose treatments." 
  
We would like to advocate for more resources and training related to positive and 
effective communication to minimize the amount of conflict. However, we hope that 
physicians and other members of the health care team will remember that their first 
duty is to the patient and that they will advocate on their behalf, even though this 
can be time consuming and stressful. 


