
  

CPSO Standards of Practice 
Consultation: Fall 2013 

Thank you for including the College of Physicians and Surgeons of Alberta (CPSA) in your consultation 
process on the following standards:  

1. Treating Self and Family Members  
2. Consent to Medical Treatment   
3. Decision-Making for the End of Life 

Treating Self and Family Members:  
SUMMARY 

• 2nd paragraph: the statement “treating a family member more than episodically” implies that 
episodic treatment, even under non-urgent circumstances, is acceptable. Consider the 
statement: “treating a family member brings into consideration other challenging elements of a 
physician-patient relationship.” Consider the word “may” to replace “shall” to align the next 
sentence “such that...” with the suggested change.  
 

• 3rd paragraph, 2st line: consider including the word “isolated” before minor conditions. The 
current language suggests that care for a minor condition can be ongoing.  For example, 
treatment for a ‘minor’ ailment like asthma can go on indefinitely and still be in line with the 
policy.  

DEFINITIONS 

• Family member, last sentence: consider linking the detection of a physician’s compromised 
ability to “exercise an objective professional judgment” to that of a reasonable person.  

APPENDIX 1 

• Providing tools to assist physicians in evaluating their personal relationships is a helpful addition.  
We will consider these concepts in our future work. Thank you.    

Consent to Medical Treatment:  
PRINCIPLES  



• General: consider capturing a physician’s responsibility to first do no harm (primum non nocere). 
There may be value in exploring how the relationship between a patient’s right to choice and 
the physician’s responsibility to first do no harm impacts clinical decision making.   

DUTIES  

• 1st bullet, general: consider adding language to capture the ongoing nature of determining a 
patient’s capacity for consent – to acknowledge that a patient’s capability for making informed 
health care decisions may change over the course of time and potential progression of the 
underlying disease. 
 

• 1st bullet, 2nd line: consider replacing “information about” with the concept of  “understanding”  
 

“Capacity: [t]o be deemed capable of making health care decisions, a person must 
understand the nature of the decision and appreciate the reasonably foreseeable 
consequences of a decision or lack of a decision. To understand: a person must be able to 
grasp and retain the relevant information to the decision at hand.”i    

 
We recognize that the concept of understanding is expanded upon in ELEMENTS OF CONSENT, 
Part 2; however, the requirement to determine capacity of consent should rest with the patient 
understanding the information, not with the information in and of itself.   
 

• 2nd bullet, general: consider adding language to acknowledge a substitute decision-maker’s 
responsibility to make a decision based on the context of the patient, not their own.   

B. EMERGENCY SITUATIONS 

Emergency treatment without consent: Capable person  

• 1st bullet: 2nd line: consider replacing “disability” with “condition”, considering the connotative 
associations with the word ‘disability’.   

Decision-Making for the End of Life:  
PRINCIPLES 

Section 1:  

• 1st bullet, 4th line: it is not clear who “their” refers to in the section stating “with sensitivity to 
their personal, cultural...”  This statement could refer to the family, the patient or both.  
Additional clarity may be helpful. 
 

• 1st bullet, 4th line: consider replacing “religious” with “spiritual”.   



BACKGROUND: ETHICAL CARE FOR THE END OF LIFE  

Definitions: 

• The definition of family is strongly supported, particularly the inclusion of “family of choice.” 

Quality Care at the End of Life:  

• 1st paragraph, 6th line: consider replacing “change” with “evolve;” the word evolve suggests a 
progression of events.    

The Role of the Physician:  

• 4th paragraph, 5th line: consider replacing “religious” with “spiritual”.   
 

• 5th paragraph, 7th line: consider replacing the statement “refusal of therapy” with “choice to 
accept or not accept a variety of treatment options including watchful monitoring”   
 

• 6th paragraph, 4th line: consider that the language of paragraph 6 may reinforce the assumption 
that aggressive treatment is often considered effective treatment, which is not always the case.   
 

• 7th paragraph, 4th line: consider replacing “prevent” with “avert” to enhance an understanding of 
forestalling as opposed to stopping death. 

PART 3: INTERVENTIONS AND CARE MANAGEMENT  

3.3 Expected Death at Home  

• Last paragraph, last sentence: consider removing “perhaps” and changing the statement to 
“[p]hysicians, along with other members of the care team, where possible.”  

PART 6: DOCUMENTATION  

• Consider adding a title 6.1 to be consistent with the sections 4.1 and 5.1 in the previous two 
parts.    

In conclusion, we believe these standards are very well done and will prove valuable in the future.  We 
would express general support for these standards as they are written and provide the above reflections 
merely for your consideration.  We hope that you find these suggestions helpful.   If there are further 
questions, please let me know at your earliest convenience. 

                                                           
i Ian Anderson Continuing Education Program in End-of-Life Care, Module 4, End-of-Life-Decision Making 
http://www.cme.utoronto.ca/endoflife/Modules/End-of-Life%20Decision-Making%20Module.pdf  

http://www.cme.utoronto.ca/endoflife/Modules/End-of-Life%20Decision-Making%20Module.pdf
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