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Response to Consultation on CPSO Document Interim Guidance on Physician-
Assisted Death  
 
Thank you for offering us the opportunity to provide our perspective. CMDS Canada is a 
national association of 1700 members who strive to integrate their Christian faith with 
the practice of medicine. We were one of the interveners in the Carter case. Because of 
our Christian convictions, CMDS Canada cannot support or condone assisted suicide or 
euthanasia (AS/E). While we respect the decision of patients to refuse treatment at end 
of life rather than to prolong the inevitable dying process, it is our moral conviction that it 
is never justified for a physician to take a patient’s life. Nevertheless, at the same time 
we do accept the principle of patient autonomy, and will not obstruct patient’s decisions.  
It is for this reason that we submitted a proposal to the Canadian Medical Association 
prior to their national meetings in August that has since been approved by their national 
Board.   
 
We are concerned for our patients who will be vulnerable to wrongful death if permissive 
legislation passes. For instance, people with disabilities (including mental health 
concerns) will be eligible for AS/E under the criteria set down by the Supreme Court in 
Carter. Once they qualify by reason of their disability and capacity to consent, they may 
choose to end their lives for reasons of isolation, discouragement, loneliness, or poverty 
even though they may have years to live. We suggest that even those doctors who 
support AS/E in principle may be uneasy when they experience the far-reaching clinical 
implications of the Supreme Court decision on patients and patient care.   
 
Conscientious Objection  
 
Our primary concern with Section C: Conscientious Objection is bullet point four on page 
5, lines 184 – 189, specifically the requirement to refer. We are also concerned with the 
section of the Professional Obligations and Human Rights Policy B. 3 that refers to 
professional obligations in “an emergency”. The concern here is that a physician may be 
forced by the College to perform a pre-approved euthanasia in circumstances in which 
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another physician may not be available.  
 
Issues of conscience are a serious matter for our members. Many are concerned that 
they may be forced to leave their current roles because of conscience conflicts and will 
be unable to serve their patients. We would like to reiterate the following reasons why it 
is not in the public interest to require members to refer for AS/E: 
 
1. For most of our physicians a referral means approval, recommendation or facilitation 
of something we consider to be not in the patient's best interests. To require referral 
would be to force our members to act against their moral conviction that AS/E is 
intentionally harming their patients. This would threaten the very core of why they 
became physicians, which is to help to heal people. We do respect patient autonomy, 
and the right of patients to make their own decisions about their own health; we simply 
ask that we not be morally implicated in their decisions that will be harmful to them.    
 
 2. The Canadian Catholic Bioethics Institute in Canada, the National Catholic Bioethics 
Centre in the US, and several Evangelical theologians have all stated that a referral for 
AS/E is cooperation in an evil act.  
 
The following is a portion of the text of a letter from Cardinal Thomas Collins of Toronto 
to the Canadian Medical Association on August 6, 2015.  
 
The Cardinal wrote:  
"One strategy used to reconcile the rights of patients with the rights of physicians is to 
exempt the physician from the requirement to actually perform the objectionable 
procedure , but to require him or her to make an effective referral, so that the patient gets 
the desired result. But this strategy is not acceptable: the physician does not personally 
do the procedure that violates his or her conscience, but is personally responsible for 
making sure that the procedure is performed, though by someone else. The physician is 
forced or pressured into arranging for something that is a violation of conscience. In 
ethics, this is a case of formal co-operation in evil."   
 
The Canadian Conference of Catholic Bishops recently supported the Cardinal by 
stating that physicians should not be forced to refer for procedures that go against their 
conscience. The Evangelical Fellowship of Canada also supports this position.  
 
The concern about referral extends even to a referral to a third party; as it becomes a 
"necessary step" to the patient's access to AS/E.  
 
A requirement to refer would therefore drive some physicians out of practice areas 
where they might be required to refer. It is not in the public interest to remove from the 
practice of medicine a whole group of people based on their moral convictions. This 
does not create a more tolerant or inclusive society. It is in fact discrimination. 
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3. The Canadian courts require that when legislators create policy they must respect the 
freedoms that are guaranteed in the Charter of Rights and Freedoms. The Charter 
contains the right to freedom of conscience and religion.  The Court in Carter said that 
no physician could be forced to participate in assisted death. They also said that this 
was a matter that engaged conscience rights. The use of the word “reconcile” by the 
court does not mean that conscience rights need to be diminished in order to respect 
patient autonomy. There are ways to respect patient autonomy and uphold conscience 
rights at the same time. There is no Charter right that requires a particular doctor to 
provide a particular service to a patient, provided the doctor does not discriminate in the 
provision of services. 
  
We have developed a proposal that demonstrates that both patient autonomy and 
conscience rights can be respected at the same time. It was submitted to the CMA prior 
to their 2015 General Council. A broad outline of this approach received a favourable 
response from nearly 2/3 of delegates at the recent CMA General Council and has since 
been approved by the CMA Board.  
 
The proposal simply requires that the patient have direct access to a separate 
information and referral service that would provide them with an assessment once they 
have discussed this with their doctor and clearly decided to seek assisted death. 
Quebec already has a mechanism in place for the doctor with a conscientious objection 
to contact a medical administrator. If this service was accessible to the patient, and was 
properly advertised to the public, it could resolve the conscience concerns of our 
members. Our members want to serve our patients, and even help them with this 
difficult decision, but they would like to be able to "step away" from the process once the 
patient has made a firm commitment to take this path. In cases where the patient is not 
able to access the service on their own, the physician could advise the patient's 
representative, who could make inquiries on the patients behalf. In cases when a patient 
does not have a suitable representative, is in a facility, and is seriously infirm, the 
conscientiously objecting physician could advise the medical director that a conflict 
exists and that the patient has requested a transfer of care. The full proposal can be 
read at MoralConvictions.ca.   
 
Governments need to provide mechanisms to respect the autonomy of the patient and 
conscience rights at the same time. Access to AS/E should be through a separate 
referral and information service – doctors should not be required to do referrals to 
ensure access. This was the conclusion of the Canadian Medical Association and they 
have been lobbying provincial governments for this separate referral and information 
service. No other foreign jurisdiction requires physician compliance in assisted death 
through referral.   
 
Any right the patient may have to access procedures must be born by the system, not by 
the particular doctor. It is part of Canadian law (the Oakes test) that any lawmaker or 
regulator who limits the physician’s rights and freedoms in the Charter must 
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demonstrate that there is no other way to achieve their policy goals than to do so. We 
have already demonstrated with our attached proposal that there is another way to do 
this that respects both the autonomy of the patient and physicians’ conscience rights.  In 
addition, five provincial colleges – BC, AB, SK, MB and NB have now proposed policies 
that do not include a forced referral for AS/E. While we might prefer some minor 
amendments to these proposals, we must acknowledge that they have exhibited respect 
for a pluralism of views on this issue.  
 
4. Public opinion does not favour forcing physicians to refer. The majority of the 
Canadian public would not require physicians to refer for procedures against their moral 
convictions. Opinion poll results can be found on page 5 of this document.  
 
In our view it is up to governments and regulators to ensure that systems and 
procedures are in place to protect the conscience rights of all health professionals. 
Health professionals should not be required under any circumstances to participate in 
assisted death, or refer for it, or be discriminated against because of this refusal to 
participate. These protections should be included in your document to the extent that 
they are relevant to Ontario physicians.    
 
Conclusion  
 
Thank you for the opportunity to provide our input as you face this most important task.   
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Abingdon survey results:  
 
In a May 2015 survey of 1,201 Canadians conducted by Abingdon Research (overall 
margin of error +/- 2.8%, 19 times out of 20), the majority of respondents did not support 
requiring doctors to refer for procedures that were against their moral convictions. The 
questions asked along with the results are reproduced below. 
 
Imagine a doctor disagrees with a patient about a treatment the patient wants, because 
of the doctor’s moral convictions. The doctor cannot be forced to administer the 
treatment and the patient cannot be forced to follow the doctor’s orders. What should be 
the outcome? 
• The doctor should not be required to provide a referral to another doctor who will 
administer the treatment (12%) 
• The doctor should tell the patient how to access the procedure, but not provide a 
formal referral (44%) 
• The doctor should be required to provide a referral to another doctor who will 
administer the treatment (44%) 
Note that 56% of respondents said that the physician should not have to refer, made up 
of those who would require information only (44%) and those who required no action at 
all (12%). Furthermore, the majority of respondents supported direct access as a valid 
option when asked the following question: 
 
In some circumstances, patients can self-refer to a physician or service for a procedure. 
In a situation where a physician’s moral or religious convictions do not allow them to 
refer for a procedure that is requested by a patient, and the patient can self-refer 
themselves for the service, what should happen? 
• The physician must refer for the procedure (31%) 
• The physician should have to make the patient aware that they can refer themselves 
for the procedure, but make no referral (54%) 
• The physician should not have to make the formal referral (16%) 
 
When asked specifically about physicians whose religious beliefs would forbid them 
from referring to another physician who would provide euthanasia, 58% of respondents 
felt that those physicians should not have to perform euthanasia or refer for it. In 
contrast, 28% of respondents would require a referral, while 14% would require a 
physician to perform euthanasia, at least under some circumstances. The margin of 
error is higher on this question: +/- 5%, 19 times out of 20. 
 
 




