
 

Advice to the Profession: End-of-Life Care 1 

Advice to the Profession companion documents are intended to provide physicians with 2 
additional information and general advice in order to support their understanding and 3 
implementation of the expectations set out in policies. They may also identify some 4 
additional best practices regarding specific practice issues. 5 
 6 

This document provides guidance on how the obligations set out in the Decision-Making 7 
for End-of-Life Care policy can be effectively discharged. This document also provides 8 
physicians with guidance on other specific end-of-life care issues, such as medical 9 
certificates of death and dying at home. 10 

Advance Care Planning and Goals of Care Discussions 11 

What are the differences between advance care planning and goals of care discussions? 12 
If I have these discussions, do I still need to obtain consent for treatment? 13 

The main difference between advance care planning and goals of care discussions is 14 
the context of the decision-making: where advance care planning discussions take 15 
place earlier and help prepare patients and their substitute decision-makers for future 16 
decision-making, goals of care discussions occur in the context of a serious illness 17 
when there are treatment or care decisions that will soon need to be made, and help 18 
inform which treatment options may be provided.  19 

As illustrated in the diagram below from Hospice Palliative Care Ontario’s “Speak Up” 20 
campaign, neither advance care planning nor goals of care discussions constitute 21 
consent. An advance care planning discussion may outline information about the prior 22 
capable wishes of a patient and may be used to guide substitute decision-makers in 23 
providing informed consent, but it does not constitute consent to treatment. Similarly, a 24 
goals of care discussion will often lead to the development of a plan of treatment, but it 25 
does not constitute consent to treatment. Accordingly, even if you have these 26 
discussions, you will need to obtain consent from your patient or their substitute 27 
decision-maker in order to provide treatment. 28 

 29 

https://www.speakupontario.ca/


 

 
 

What are the benefits of having timely advance care planning and goals of care 30 
discussions? What resources can I use or direct my patients to? 31 

Having timely end-of-life care discussions can, among other things: 32 

• lead to improved patient outcomes and quality of life;  33 
• inform treatment decisions and ensure that the care provided aligns with the 34 

patient’s wishes, as well as their personal, cultural and religious/spiritual values 35 
and beliefs;  36 

• lessen family distress;  37 
• increase patient comfort with physicians making decisions to write Do Not 38 

Resuscitate (DNR) orders;  39 
• decrease hospitalizations and admissions to critical care, as well as potentially 40 

harmful or overly aggressive interventions and treatments;  41 
• encourage realistic treatment goals; and  42 
• help ensure the health-care team is not urgently rushing to have last-minute 43 

conversations during an emergency, for example, when a patient is experiencing 44 
a cardiac or respiratory arrest.  45 

It is important for physicians to take an active role in helping patients and/or substitute 46 
decision-makers identify meaningful and realistic goals of care that seek to incorporate 47 
the patient’s – not the substitute decision-maker’s – wishes, values, and beliefs. 48 
Patients and/or substitute decision-makers may need some assistance articulating 49 
these wishes, and physicians can help them engage in this process by providing 50 
necessary medical information and opportunity for discussion.  51 

The following websites may be helpful: 52 

• Advance Care Planning Canada has resources and tools to assist both 53 
physicians and patients in making decisions regarding end-of-life care.  54 

• Speak Up Ontario offers an advance care planning workbook tailored to patients 55 
receiving care in Ontario.  56 

• Choosing Wisely Canada also has resources to help both physicians and patients 57 
get started in having end-of-life discussions. 58 

When should I be initiating advance care planning discussions? 59 

The policy requires physicians who provide care as part of a sustained physician-patient 60 
relationship to determine whether, based on the patient’s illness or medical condition, it 61 
is appropriate to initiate an advance care planning discussion (for example, when there 62 
is a reasonable possibility that decisions will have to be made about the provision of 63 
life-sustaining treatment). That said, it is never too early for physicians to have advance 64 
care planning discussions with their patients. As part of routine care, physicians may 65 
discuss the importance and benefits of advance care planning; choosing a substitute 66 

http://www.advancecareplanning.ca/
http://www.makingmywishesknown.ca/get-started/
https://choosingwiselycanada.org/Serious-Illness-Conversations


 

 
 

decision-maker; documenting and disseminating advance care plans to substitute 67 
decision-makers and health-care providers; and reviewing these plans throughout life.  68 

When significant life events or changes in the patient’s medical status occur, physicians 69 
can also remind patients of the importance of this process and encourage patients who 70 
have already engaged in advance care planning to evaluate existing care plans. 71 

Why might it be important to involve family members and/or others close to the patient 72 
in discussions about the patient’s care? 73 

Family and/or others close to the patient can act as intermediaries; ask clarifying 74 
questions; and help patients to better understand their diagnoses, prognoses, and 75 
medications, any tests that may be required, as well as the decisions they have to make 76 
about treatment options. Involving family and/or others close to the patient in the 77 
ongoing care of a patient can also result in patients receiving more effective care and 78 
support at home and can mitigate caregiver distress. 79 

It is important to ensure that consent is obtained to disclose personal health 80 
information about the patient whenever a patient and/or substitute decision-maker 81 
wishes to involve others in the patient’s care. 82 

Should I be documenting advance care planning and goals of care discussions? 83 

Yes. In keeping with the College’s Medical Records Documentation policy, physicians 84 
must document every encounter with a patient and/or substitute decision-maker and all 85 
patient-related information. In the end-of-life context, this means that physicians must 86 
document references to discussions and decisions regarding treatment, goals of care, 87 
and advance care planning, and explicitly and clearly reference when a Do Not 88 
Resuscitate (DNR) order has been placed in the patient’s record. 89 

Potentially Life-Sustaining Treatment 90 

Can I offer potentially life-sustaining treatment to patients on a trial basis? How would 91 
that work? 92 

Yes. There are times where the outcomes of a potentially life-sustaining treatment are 93 
uncertain, and in these instances, proposing a trial of treatment allows for the 94 
exploration of a possibly positive outcome. 95 

When offering a trial of treatment, it is important to explain to the patient and/or 96 
substitute decision-maker which outcomes would warrant continuation and 97 
discontinuation of the treatment. It is also important to explain that when the patient 98 
and/or substitute decision-maker provide consent to the trial of treatment, they may 99 
provide consent to discontinue the treatment at a later stage if it proves ineffective. 100 

https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Medical-Records-Documentation


 

 
 

Providing consent to discontinue the treatment up front is helpful because it eliminates 101 
the need to formally get consent from the patient and/or substitute decision-maker to 102 
stop the trial of treatment down the road. 103 

That said, once the treatment has been initiated, patients and/or substitute decision-104 
makers can withdraw their consent to any elements of the trial and/or withdraw their 105 
consent to discontinue the treatment at any time, and it is important to communicate 106 
this to the patient and/or substitute decision-maker. When consent to discontinue the 107 
treatment is withdrawn, the disagreement would be managed in accordance with the 108 
policy provisions on withdrawing potentially life-sustaining treatment. 109 

What is the role of the Consent and Capacity Board? How do I find more information? 110 

The Supreme Court of Canada1 has affirmed that the Consent and Capacity Board 111 
(CCB) is the appropriate authority to adjudicate disagreements between physicians and 112 
substitute decision-makers regarding the withdrawal of life-sustaining treatments. The 113 
CCB is an expert tribunal, comprised of lawyers, psychiatrists, and members of the 114 
public, and is supported by full-time legal counsel. The CCB has the ability to convene 115 
hearings quickly and has the authority to direct substitute decision-makers to make 116 
decisions in accordance with a patient’s prior capable wishes or best interests.  117 

The CCB can also provide assistance when a physician believes that a substitute 118 
decision-maker is not acting in the best interests of a patient, or when clarity is required 119 
to determine a patient’s wishes, whether a wish applies, or whether a wish was 120 
expressed while the patient was capable or at least 16 years of age. The CCB can also 121 
grant permission to depart from wishes in very limited circumstances. 122 

The CCB’s website (www.ccboard.on.ca) has information regarding their services. 123 
Physicians may wish to contact the CCB directly for more assistance or seek assistance 124 
from legal counsel, either from their institution, if applicable, or from the Canadian 125 
Medical Protective Association. 126 

Withholding Resuscitative Measures 127 

What are the legal requirements regarding withholding resuscitative measures and 128 
writing Do Not Resuscitate (DNR) orders? 129 

In August 2019, the Ontario Superior Court released Wawrzyniak v Livingstone2, which 130 
clarified that physicians are required to provide cardiopulmonary resuscitation (CPR) to 131 
a patient only when doing so is within the standard of care. 132 

 
1 In Cuthbertson v. Rasouli, 2013 SCC 53. 
2 Wawrzyniak v. Livingstone, 2019 ONSC 4900. 

http://www.ccboard.on.ca/
https://www.canlii.org/en/on/onsc/doc/2019/2019onsc4900/2019onsc4900.html
https://scc-csc.lexum.com/scc-csc/scc-csc/en/13290/1/document.do


 

 
 

Where a physician determines that it is not appropriate to provide resuscitative 133 
measures, such as CPR, to a patient (i.e., that it is not within the standard of care), the 134 
physician is not required to obtain consent from the patient and/or substitute decision-135 
maker prior to withholding resuscitative measures and/or writing a DNR order. 136 

Does the College require physicians to obtain consent before writing a Do Not 137 
Resuscitate (DNR) order? 138 

No, in keeping with the court’s decision in Wawrzyniak v Livingstone (Wawrzyniak), the 139 
College does not require physicians to obtain consent from a patient and/or substitute 140 
decision-maker prior to writing a DNR order.  141 

However, physicians have other professional expectations they must meet when writing 142 
DNR orders, and these expectations differ depending on the physician’s reason for 143 
writing the order, as outlined below. 144 

When providing resuscitative measures to a patient is medically futile 145 

If a physician determines that providing resuscitative measures to a patient is medically 146 
futile, the physician – who has the expertise to decide whether treatment simply will not 147 
work – can write a DNR order, but the policy requires them to: 148 

• inform the patient and/or substitute decision-maker that an order will be or has 149 
been written;  150 

• explain to the patient and/or substitute decision-maker why resuscitative 151 
measures are not appropriate; and  152 

• provide details regarding all other clinically appropriate care or treatment(s) they 153 
propose to provide, at the earliest opportunity.  154 

The College does not require physicians to inform the patient and/or substitute 155 
decision-maker of the DNR order before it is written in this scenario, although it is good 156 
practice to do so, where possible.  157 

When the risks of providing resuscitative measures to a patient outweigh the potential 158 
benefits 159 

There are times where it may be possible to resuscitate a patient, but the physician 160 
determines that the risks of providing resuscitative measures outweigh the potential 161 
benefits. This risk-benefit calculation involves subjective value judgments. As a result, 162 
before making these determinations, the policy requires physicians to consider the 163 
patient’s wishes, as well as the patient’s personal, cultural and religious/spiritual values 164 
and beliefs, if they can be ascertained and/or the physician is aware of them. In order to 165 
respect the importance of these decisions for patients/families, the policy also requires 166 
physicians to do several things before writing a DNR order: 167 

https://www.canlii.org/en/on/onsc/doc/2019/2019onsc4900/2019onsc4900.html


 

 
 

• inform the patient and/or substitute decision-maker that the order will be written; 168 
• explain to the patient and/or substitute decision-maker why resuscitative 169 

measures are not appropriate, including the risks of providing resuscitative 170 
measures and the likely clinical outcomes if the patient is resuscitated; and 171 

• provide details regarding all other clinically appropriate care or treatment(s) they 172 
propose to provide. 173 

Recognizing that decisions need to be made quickly when a patient’s condition 174 
deteriorates rapidly, the policy permits physicians to write a DNR order in the patient’s 175 
record and subsequently comply with the expectations set out above where there is an 176 
imminent need to write an order. While the policy still requires physicians to consider 177 
the patient’s wishes, values, and beliefs in these emergent situations, physicians do not 178 
have to discuss them with the patient and/or substitution decision-maker if there is no 179 
time to do so. However, if the physician is already aware of the patient’s wishes, values, 180 
and beliefs, they are required to factor them into their decision-making.  181 

When might a physician determine that providing resuscitative measures to a patient is 182 
“medically futile”? 183 

Providing resuscitative measures to a patient is “medically futile” when the patient’s 184 
condition is such that no intervention can successfully resuscitate the patient (i.e., 185 
provide oxygenated blood flow to the heart and brain). Some examples of when 186 
providing resuscitative measures to a patient might be medically futile include: 187 

• A polytrauma patient has uncorrectable exsanguination where cerebral perfusion 188 
cannot be achieved by chest compressions.  189 

• A frail patient has septic shock with progressive multiorgan failure that does not 190 
respond to optimal intensive care.  191 

• An elderly patient has severe ischemic cardiomyopathy that is not amenable to a 192 
revascularization procedure and now presents with another myocardial infarction 193 
and congestive heart failure.  194 

This list is not exhaustive and does not determine what is or is not medically futile. 195 
Physicians will need to use their professional judgment on a case-by-case basis to 196 
determine whether providing resuscitative measures to a patient could achieve the 197 
physiologic goals of resuscitation. 198 

When having discussions with patients and/or substitute decision-makers about 199 
withholding resuscitative measures, it is important to keep in mind that it may be more 200 
patient-centred to explain that providing resuscitative measures would be “medically 201 
inappropriate” or “ineffective” rather than “medically futile.” 202 



 

 
 

When might a physician determine that the risks of providing resuscitative measures to 203 
a patient outweigh the potential benefits? 204 

A patient’s medical condition may be such that even if the patient could be resuscitated 205 
in the immediate term, it would cause more harm than good. For example: 206 

• A patient has end-stage dementia and terminal cancer, is not verbal, and cannot 207 
eat or drink on their own. Every organ system is failing and it is clear that a 208 
cardiac arrest is imminent. 209 

• A patient with advanced, metastatic lung cancer and a profound brain injury with 210 
no prospect of neurological recovery experiences a respiratory arrest.  211 

Determining whether the risks of providing resuscitative measures to a patient would 212 
outweigh the potential benefits in these scenarios involves considering the patient’s 213 
medical condition, as well as their wishes, values and beliefs, if they can be ascertained, 214 
and then assessing whether, among other things: 215 

• the potential outcome would constitute a success for the patient (e.g., whether 216 
success means survival, discharge from intensive care, or discharge from 217 
hospital);  218 

• the probability of success is sufficiently high to warrant providing resuscitative 219 
measures in light of the risks; and/or  220 

• the patient’s quality of life would be tolerable to them if they survived. 221 

It is important that physicians consider how their own values, beliefs, and implicit 222 
biases may affect their assessment of whether the risks of providing resuscitative 223 
measures to a patient would outweigh the potential benefits. As outlined above, this 224 
risk-benefit calculation involves considering matters from the patient’s point of view as 225 
much as possible. 226 

How can I explain to a patient and/or substitute decision-maker why resuscitative 227 
measures are not being offered? 228 

It may be helpful to explain that just as patients would not be offered a surgery or other 229 
treatment that is not within the standard of care, patients are not provided resuscitative 230 
measures that are not within the standard of care. 231 

The policy requires physicians to inform/reassure the patient and/or substitute 232 
decision-maker regarding all other clinically appropriate care or treatment(s) they 233 
propose to provide – what does this mean? 234 

As outlined in the policy, physicians may determine that a patient’s condition is such 235 
that it is appropriate to either withdraw life-sustaining treatment or withhold 236 
resuscitative measures. However, it is critical for patients and/or substitute decision-237 
makers to understand that even when that is the case, the patient will not be 238 



 

 
 

abandoned. Rather, the patient will continue to receive all other care or treatment that is 239 
clinically appropriate, such as palliative care, surgical procedures that are clinically 240 
indicated (e.g., fracture repair), and/or chronic disease management (e.g., diuretic 241 
therapy for heart failure). 242 

What happens if there is disagreement about the writing of a Do Not Resuscitate (DNR) 243 
order? 244 

Given that physicians are not required to obtain consent before writing a DNR order, 245 
they can write an order even if the patient and/or substitute decision-maker disagree. 246 
However, physicians must do several things to provide support to the patient and/or 247 
substitute decision-maker at the earliest opportunity after learning of a disagreement, 248 
as set out in the policy. 249 

In addition, there are other things physicians can do to alleviate distress if a patient 250 
and/or substitute decision-maker expresses concern about the writing of a DNR order. 251 
For example, it is good practice to review the reasons for the DNR order and consult 252 
with another physician, where appropriate. 253 

It is important to note that disagreements between the health-care team and 254 
patient/substitute decision-maker regarding DNR orders often relate to 255 
misunderstandings about what is involved in providing resuscitative measures, and/or 256 
stem from the concern that a DNR order will result in neglect or very limited attention to 257 
otherwise treatable conditions unrelated to a cardiac or respiratory arrest. This is why it 258 
is important for physicians to review the reasons for the DNR order, as noted above.  259 

One of the types of resuscitative measures patients and/or substitute decision-makers 260 
might request is cardiopulmonary resuscitation (CPR). It is helpful to explain that CPR 261 
generally has a very low success rate – especially for frail/elderly patients, those who 262 
have a critical illness and are in the intensive care unit, and those with serious medical 263 
illnesses, like cancer, heart disease or kidney disease – and that the risks of CPR 264 
include harmful side effects (e.g., rib fracture, pneumothorax, damage to other internal 265 
organs) and adverse clinical outcomes (e.g., brain damage, coma, memory loss, 266 
paralysis). If CPR is not successful in providing oxygenated blood flow to the heart and 267 
brain, it may mean that the patient dies in an undignified and traumatic manner. 268 

I want to have a conversation with my patient and/or their substitute decision-maker 269 
about the patient’s resuscitation code status – what should I be discussing? 270 

Physicians can explain that full resuscitation is the default for all patients and that this 271 
means the health-care team will use any available resuscitative measure (e.g., chest 272 
compressions, artificial ventilation, etc.) to resuscitate a patient if the patient 273 
experiences a cardiac or respiratory arrest. 274 



 

 
 

It can also be helpful for physicians to have comprehensive discussions with patients 275 
and/or substitute decision-makers about what, if any, interventions the patient might 276 
want to receive, and explain that because resuscitative measures include a suite of 277 
interventions, it is possible to request only some interventions and not others (e.g., 278 
some patients and/or substitute decision-makers may request compressions but not 279 
intubation). It is good practice to explain that even if a patient and/or substitute 280 
decision-maker request full resuscitation, this request may be overridden in the future if 281 
a physician determines that it would not be appropriate to provide any or all 282 
resuscitative measures to the patient. It can also be helpful for physicians to explain 283 
that if a patient and/or substitute decision-maker request Do Not Resuscitate (DNR) 284 
status, the patient will still receive all other medically appropriate care (e.g., a patient 285 
with a “do not intubate” order may still be offered a surgery that is clinically indicated 286 
and requires intubation). 287 

Patient Death 288 

What can I do for my patients who are receiving end-of-life care and who wish to stay at 289 
home as long as possible or die at home? 290 

To help patients and their caregivers (including substitute decision-makers) assess 291 
whether home care and/or dying at home are manageable options, at minimum, it is 292 
important to speak to them about the following issues:  293 

o patient safety considerations; 294 
o the caregiver’s ability to manage the situation; and 295 
o whether the patient will be able to receive the necessary care (e.g., whether 24-296 

hour, on-call coverage is required and available, whether home palliative care 297 
physicians or community-based programs are able to assist, etc.). 298 

It is also helpful to speak with patients and their caregivers about what to expect and 299 
do, including who to contact, when the patient is about to die or has just died at home. 300 

If a patient has also expressed a wish not to be resuscitated, physicians are advised to 301 
order and complete the “Ministry of Health and Long-Term Care Do Not Resuscitate 302 
Confirmation Form”3 and inform the substitute decision-maker and any other caregivers 303 
on the importance of keeping the form accessible and showing it to paramedics if they 304 

 
3 These forms can be ordered by completing and submitting the Government of Ontario’s “Forms Order 
Request.” For more information about the “Ministry of Health and Long-Term Care Do Not Resuscitate 
Confirmation Form,” please 
visit: http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ENV=WWE
&NO=014-4519-45. 
 

http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ENV=WWE&NO=014-4519-45
http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ENV=WWE&NO=014-4519-45


 

 
 

are called. Unless this form is completed and presented, a paramedic is likely to use 305 
resuscitative measures and transfer the patient to hospital.      306 

When do I have to certify a patient’s death? 307 

The Vital Statistics Act4 requires physicians5 (and in limited circumstances, nurse 308 
practitioners) who have been in attendance during, or have sufficient knowledge of the 309 
last illness of a deceased person to complete and sign a medical certificate of death 310 
immediately following the death (usually interpreted as within 24 hours following 311 
death6), unless there is reason to notify the coroner7. 312 

Completing a medical certificate of death can be logistically difficult, and so it is 313 
beneficial for physicians to designate the physician(s) or nurse practitioner(s) who will 314 
be available to attend to the deceased in order to complete and sign the medical 315 
certificate of death. It is also helpful for physicians to take into consideration any local 316 
or community strategies8 that are in place to facilitate the certification of death.  317 

How do I obtain medical certificates of death? 318 

Physicians are able to access digital versions of the medical certificate of death online 319 
in both English and French. Physicians can also order blank hard copies of the medical 320 
certificate of death via phone (807-343-7432), fax (807-343-7694), or mail from the 321 
Office of the Registrar General, depending on their preference. 322 

 
4 Section 35(2) of the R.R.O. 1990, Reg. 1094, General, enacted under the Vital Statistics Act, 1990; R.S.O. 
1990, c. V.4. The certificate must state the cause of death according to the International Statistical 
Classification of Diseases and Related Health Problems, as published by the World Health Organization, 
and be delivered to the funeral director. 
5 Physicians cannot delegate the responsibility of completing and signing medical certificates of death to 
others (e.g., Physician Assistants). 
6 This may be extended on weekends, holidays and under unusual or special circumstances. 
7 Section 10 of the Coroners Act, R.S.O. 1990, c. C.37 requires physicians to immediately notify a coroner 
or police officer if there is reason to believe that an individual has died: as a result of violence, 
misadventure, negligence, misconduct or malpractice; by unfair means; during pregnancy or following 
pregnancy in circumstances that might be reasonably attributed to the pregnancy; suddenly and 
unexpectedly; from disease or sickness for which they were not treated by a legally qualified medical 
practitioner; from any cause other than disease; or under circumstances that may require investigation. 
8 Many communities in Ontario have an Expected Death in The Home Protocol. 

http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWE&TIT=11291&NO=007-11291E
http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/FormDetail?OpenForm&ACT=RDR&TAB=PROFILE&SRCH=&ENV=WWF&TIT=11291&NO=007-11291F
http://www.ontario.ca/laws/regulation/901094?search=vital+statistics+act
https://www.who.int/standards/classifications/classification-of-diseases
https://www.who.int/standards/classifications/classification-of-diseases
https://www.ontario.ca/laws/statute/90c37
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