3 %%om STATEMENT No. 1602

WITHHOLDING AND WITHDRAWING
LIFE-SUSTAINING TREATMENT

BACKGROUND

Purpose

The purpose of this Statement is to assist physcitheir patients and others involved with decisio

to withhold or withdraw life-sustaining treatmeny bstablishing a process for physicians to follow
when withholding or withdrawing life-sustaining &tenent is being considered. It stipulates thecathi
obligations of physicians, emphasizes open comnatinit aimed at achieving consensus and provides
for conflict resolution in circumstances where camsus cannot be reached.

Medical, L egal and Ethical Context

The spectrum of clinical scenarios raising consitien of withholding or withdrawing life-sustaining
treatment ranges from abstract discussions aboesdeable end of life circumstantés unforeseen
medical emergenciés Within the confines of this Statement, physisianust use their best clinical
and ethical judgment to tailor their approach te particular concerns and circumstances of each
patient and should recognize that decisions comggrhfe-sustaining treatment may need to be
revisited as circumstances change.

This Statement is necessarily limited to standafdsare and ethical requirements for physiciarts. |
cannot impose legal obligations or create legditsgn respect to physicians, nor can it imposelleg
or ethical obligations on other health care prossd® on institutions. Likewise, it cannot crekdgal
rights for patients

Physicians often treat patients who lack capaoityjéke their own health care decisions and who have
not completed a health care directive expressieg thishes or appointing a health care proxy. In

such circumstances, the common practice is to ¢ongtln and/or seek consent to treatment from a

member of the patient’s family. Though this preetis not specifically sanctioned by legislation or

the common law, it is consistent with physiciarnsieal obligations.

Certain aspects of provincial law regarding who legal authority to make decisions regarding
withholding or withdrawing life-sustaining treatntesre ambiguous. Significant aspects of the legal
context in which this Statement has been developsdde:

1. Neither legislation nor the common law recognizgght to demand life-sustaining treatment;

! e.g. Consulting with a patient in the course opgréng a Health Care Directive or regarding an aded care plan to address
anticipated end of life situations.
2 e.g. Deciding whether to initiate resuscitativimes$ following a cardiac or respiratory arrestuléiag from an unforeseen event.
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2. No one, including the patient’'s next of kin, hag flegal authority to consent to or refuse
medical treatment, including life-sustaining treatity on behalf of an adult patient, unless that
person has been granted that authority by thematiea valid health care proxy or by Court
appointment or pursuant to legislation.

3. The Manitoba Courts have recognized that physiclange the authority to make medical
decisions to withhold or withdraw life-sustainimgdtment from a patient without the consent
of the patient or the patient’s family.

4. Physicians’ legal authority to make such decisignsubject to significant corresponding legal
duties and ethical obligatiofis

5. Legislation provides that the death of a persordailace at the time at which irreversible
cessation of all that person's brain function os€ur

3Persons who may be legally authorized to conseot tefuse medical treatment may be:
a. statutorily authorized, including:
i. a health care proxy appointed by the patient imatance withThe Health Care Directives AGE.C.S.M. c. H27
ii. a Committee appointed undEne Mental Health Act;.C.S.M c. M110 ;
iii. a substituted decision maker appointed urfidher Vulnerable Persons Living with a Mental DisaypifAct, C.C.S.M ¢. V90 ;
iv. the Public Trustee, in limited circumstances.
b. recognized by the common law, including:
i. a parent or other legal guardian of a patient vete minor;
ii. aperson with authority pursuant to a decisionrdepof a Court with jurisdiction.
4 See Re: Child and Family Services of Central Mutv. Lavale¢1997), 154 D.L.R. #) 409 (Man. C.A.) and Sawatzky
Riverview Health Centre In¢1998), 167 D.L.R. (% 359 (Man. Q.B.)
5 These duties include, but are not limited to, Sjreduties associated with the doctrine of infornoethsent, patient confidentiality and
the duty to exercise reasonable care and not tosexiie patient to unreasonable risk of harm.
% These obligations include those established irichewing provisions of The Code of Conduct:

12. Provide your patients with the informationteahatives and advi¢ethey need to make informed decisions about their
medical care, and answer their questions to the degour ability.
13. Make every reasonable effort to communicate ydur patients in such a way that information exaled is understood.
14. Ensure that information is available or has meg®ovided to patients so that they know how taiobtare in your
absence.
* new wording added by CPSM
15. Recommend only those diagnostic and therapputicedures that you consider to be beneficial darypatient or to
others. If a procedure is recommended for the lienéfothers, as for example in matters of publealth, inform your
patient of this fact and proceed only with explioformed consent or where required by law.
16. Respect the right of a competent patient t@jaicor reject any medical care recommended.
17. Ascertain wherever possible and recognize ymatient's wishes about the initiation, continuationcessation of life-
sustaining treatment.
18. Respect the intentions of an incompetent patierthey were expressed (e.g. through an advaineetige or proxy
designation) before the patient became incompetent.
19. Treatments that offer no benefit and serve tmlyrolong the dying process should not be emploWhen appropriate,
an effort should be made to explain non-provisibfutile treatments with patients and families.
20. When the intentions of an incompetent patieatienknown and when no appropriate proxy is avadalbender such
treatment as you believe to be in accordance aighpiatient's values or, if these are unknown, #iept's best interests.
21. Respect your patient's reasonable request g@cand opinion from a physician of the patiertsice.
22. Recognize the need to balance the developimpetency of children and the role of families indioal decision-
making.
23. Be considerate of the patient's family andificgnt others and cooperate with them in the p#tgeinterest.
23A. When a patient expresses discontent with mleckece received from you, the ethical physiciati attempt to resolve
the issues. If the issues are not resolvable, thesipian will provide the patient with informatiabout the role of the
College and its complaints process. (EN.06/02)

" The Vital Statistics AcC.C.S.M. ¢. V60, section 2.

15-S2



$ ' No. 1602

Terminology

The following terms are defined for the purposéhid StatementThe definitions do not necessarily
reflect the meaning of the termsused in other contexts.

Family

Persons recognized by the patient as being cldsgted to the patient in knowledge, care and
affection, including biological family, those lintdoy marriage or common-law (same or opposite sex)
and any other person chosen by the patient asehi&ily.

Health Care Team
This term includes all personnel who are activelyolved in the health care of the patient and to
whom the physician may turn for input in accordawdé this Statement.

Life-sustaining Treatment
Any treatment that is undertaken for the purposemionging the patient’s life and that is not
intended to reverse the underlying medical conulitio

Minimum Goal of Life-sustaining Treatment

This term is clinically defined as the maintenanter recovery to a level of cerebral function that
enables the patient to:

» achieve awareness of self; and

* achieve awareness of environment; and

» experience his/her own existence.

For pediatric patients, the potential for neurotagidevelopment must be factored into

the assessment.

Physician

A member of the College who is providing medicalecto the patient. Where there is more than one
physician involved in the patient's medical cares physician who is the coordinator of the patent’
medical care is responsible for ensuring that #ggiirements of this Statement are met.

Patient
The patient is the recipient of medical care whes#-being is the physician’s primary concern.

Proxy

The person who is legally authorized to make healihe decisions on the patient’'s behalf in
circumstances where the patient lacks capacityakensuch decisions, including, but not limited&o,
health care proxy appointed in a health care direft

8 This person’s authority is limited to that legagisanted to him/her by the patient, Court, legistabr otherwise. See supra note 3 for
examples.
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Representative

The person who represents the patient and/or ttienga family in discussions about the patient’s
health care where the patient lacks capacity toenmaalth care decisions and there is no proxyier it
not possible to communicate with the patient or ghexy for any reason. This person is usually a
member of the patient’s family. If the patientinsa health care facility, the representative may b
determined in accordance with that facility's intdrpolicy. In the absence of an applicable polay,

if the patient is in the community, it will be up the physician to use his/her best judgment totifie

a member of the patient’s family who has the suppbinterested parties to assume this role.

Guiding Principles

1. A patient is not just a physical being, but a peraith a body, mind and spirit expressed in a
human personality of unique worth.

2. Human life and dignity must be respected, recoggizhat death is a natural and inevitable
event.

3. lIssues relating to end of life care should be askbré in a supportive environment.

4. Good communication with patients/proxies/reprederdga and amongst physicians and other
members of the health care team is essential tprthasion of a high standard of medical care.

5. The ethical foundations of the relationship betweémgsician and patient are the sometimes
competing principles of beneficence, nonmaleficenegpect for patient autonomy and justice.
None of these principles should be consideredotai®n. The physician’s primary goal of
treatment is to restore or maintain the patiengalth as much as possible in a manner that
maximizes benefit, minimizes harm and recognizesothjectives of the patient.

6. A physician cannot be compelled by a patient, proggresentative or member of the patient’s
family to provide treatment that is not in accorciamith the current standard of care.

7. When restoring or maintaining health is not possilthe physician’s primary goal becomes
palliative care focused on patient comfort.

8. The physician has an ongoing obligation to commateicwith his/her patient, proxy or
representative and, where appropriate, the pagiefdmily, regarding withholding or
withdrawing life-sustaining treatment from the pati

9. A patient, either on his/her own behalf or throwyproxy or representative, has the right to
participate in decisions regarding withholding oitha@rawing life-sustaining treatment,
facilitated by open and honest communication whith patient’s physician.

10.The physician must maintain patient confidentiadityd is only authorized to disclose personal
health information regarding his/her patient toeo#) including members of the patient’s
family, with the consent of the patient or a lega#luthorized proxy, except in limited
circumstances

11. A patient has the right to consent to and/or refuselical treatment, including life-sustaining
treatment, where it is possible for the patiengitee or refuse consent. The consent or refusal
must be voluntary and informed in that the naturér@atment and its benefits and risks and
alternatives to treatment are understood.

12.A physician cannot be compelled to withhold or withw life-sustaining treatment from a
patient where that physician believes that contigureatment is in the patient’s best interests
unless the patient has made an informed decisicgfiige treatment.

9 SeeThe Code of ConducArticles 24-26 regarding confidentiality aiitie Personal Health Information A&,C.S.M. c. P33.5,
Section 22, which permits limited disclosure ofqmral health information about a patient to preweressen serious and immediate
threat to the health or safety of any individuatluding the patient, and Section 23, which alléimsted disclosure to family members
when the disclosure is about current care, is @o@ance with good medical and professional practad it is believed that the
disclosure would be acceptable to the patient.
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SCOPE
This Statement applies to all physicians.
REQUIREMENTS

The requirements in this Statement are personalnamt not be delegated to other members of the
health care team in other than exceptional circantgls. They must be met to the extent possible,
recognizing that the manner in which they will betrmay vary to accommodate unique circumstances
and that it may not be possible to meet all requoénets in some circumstances.

When a physician is confronted with a clinical sa@m in which withholding or withdrawing life-
sustaining treatment is being considered, the fioain components of the process the physician must
follow are the same in all cases:

1. Clinical Assessment;

2. Communication;

3. Implementation;

4. Documentation.

This Statement establishes:

+ General Requirements, which apply to each of the four components descriabove in all
circumstances. These are the only requirementsnwihere is consensus between the
patient/proxy/representative and the physician.

« Specific Requirements, which supplement and/or modify the General Rexpents when
consensus cannot be achieved in the following pigtances:

A. No consensus - the physician offers life-sustainmegtment but the patient/proxy declines
treatment or the representative advocates withhgldr withdrawing treatment;

B. No consensus - the minimum goal is not realistycatthievable and the physician concludes
that life-sustaining treatment should be withheldr owithdrawn but the
patient/proxy/representative does not agree amdforands life-sustaining treatment;

C. No consensus - the minimum goal is achievablehmiptysician concludes that life-sustaining
treatment should be withheld or withdrawn and thgemt/proxy/representative does not agree
and/or demands life-sustaining treatment;

D. Emergency Situations where communication between ysiplan and
patient/proxy/representative cannot occur;

E. Cardiac arrest and resuscitation, including Camdimpnary resuscitation (CPR) and/or
Advanced Cardiac Life Support (ACLS), and Do Notefdpt Resuscitation (DNAR) Orders.
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GENERAL REQUIREMENTS

1. Clinical Assessment

* The physician must clinically assess the patiengathering and evaluating information
about the patient’s physical condition, diagnogmspgnosis and treatment options,
including palliation, balancing the risks and bésefssociated with identified treatment
options.

* The assessment must be based on the best availaii=l evidence, including, where
appropriate, consultation with another physitiaend must include consideration of the
feasible life-sustaining treatment options in tlentext of theminimum goal of life-
sustaining treatment, which is clinically defined as:

maintenance of or recovery to a level of cerebwmatfion that enables the patient
to:

0 achieve awareness of self; and

o0 achieve awareness of environment; and

0 experience his/her own existence.

For pediatric patients, the potential for neurobadidevelopment

must be factored into the assessment

«  Where the physician is uncertain about any aspécth® assessment,
including the range of treatment options, he/shetraaek additional clinical
input by consulting with at least one other physicbefore concluding that
the minimum goal is not realistically achievabled@m that life-sustaining
treatment should be withheld or withdrawn for atiyeo reason.

* Based on the clinical assessment, the physiciancmaglude that:

1. Life-sustaining treatment should be offer@R
2. Life-sustaining treatment should be withheld or hadrawn because the
minimum goal isnot realistically achievable.

« Where, based on the clinical assessment, the pagstoncludes that th@inimum
goal is realistically achievable, but is contemplating withholding or withdrawing
life-sustaining treatment because of concerns ttiette are likely to be significant
negative effects on the patient, including, but lmited to pain and suffering, the
physician should explore the patient's values, seegbals and expectations of
treatment with the patient/proxy/representativeoleiconcluding that life-sustaining
treatment should be withheld or withdrawn.

19“Recognize your limitations and the competencethérs and when indicated, recommend that addlitimpiaions and services be
sought”, Article 6, Code of Conduct.
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Communication

The physician must identify the person(s) with whbaishe must communicate about

withholding or withdrawing life-sustaining treatnteand communicate with that person

as early as possible and, where possible befaeslistaining treatment is withheld or
withdrawn.

Every effort must be made to communicate with thgept as early as possible, while

the patient can identify his/her preferences featiment and has the capacity to make

his/her own health care decisions.

Where the patient is not capable of participatimghie discussion, the physician should

inquire as to whether the patient has made hisdigres known in a valid health care

directive, and/or has designated a proxy.

Where there is a proxy, the physician must shargopal health information and consult

with the proxy in the same manner he/she wouldretise consult with the patient,

unless he/she is made aware of limits on the peoaythority.

Where there is no proxy, the physician should sip@msonal health information and

consult with the representative in accordance whis Statement to identify known

preferences and/or interests of the patient anvdhat treatment might be in the patient’s
best interests.

In some cases, patients/proxies/representativesbeanssisted by others, including,
social work, spiritual care, clinical ethics, patieadvocacy and/or other available
members of the healthcare team, whose assistamcgdsbe sought by the physician
where appropriate.

The physician must comply with reasonable requesdtsthe patient, proxy or

representative to include other person(s) in teeutision described below.

The physician must ensure that relevant informati®nexchanged and strive for

understanding and consensus when discussing walimigolor withdrawing life-

sustaining treatment from the patient. The natunek content of discussion will depend
on the physician’s assessment of treatment opaoiisthe individual circumstances of
the patient. The discussion should, at a minimaoiude:

o0 a description of the underlying condition or ailrhand prognosis;

0 an exploration of the patient’s values, needs,gaatl expectations of treatment;

o the options for treatment and their expected ougoimcluding potential benefit and
harm;

o where the physician has concluded that treatmemildhbe withheld or withdrawran
explanation of the assessment and the basis focdimclusion;

0 assurances that the patient will not be abandohé&eatment is either withheld or
withdrawn, including an explanation and offer ddlljative care;

o where there is a need or a request for additiossisnce with psychosocial, cultural,
spiritual, and/or informational needs by the pdtien proxy or representative and/or
family, an offer to seek support from institutiona@sources such as social work,
chaplaincy, or clinical ethics;

o where welcomed by the patient, proxy or represemtathe patient's personal, cultural,
religious and family issues insofar as they arevat to the decision;

o0 where appropriate, an exploration of potential tguilregret associated with end of life
decision-making.
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3. Implementation

* Treatment may be withheld or withdrawn where thereonsensus between the physician
and:
1. a patient who is capable of making his/her ownthezdre decisions; or
2. the proxy or representative, where the patientdaapacity to make his/her own health
care decisions.

* Provided that the physician has complied with tlegurrements of this Statement,
decisions may be implemented in as timely a mamasepossible, while respecting the
grieving process for patients and families.

* Once a decision to withhold or withdraw treatmentmade, the need for someone to
communicate this decision to other family membeh® were not involved in making the
decision should be explored. In such circumstanegs proper consent, the physician
should be prepared to assist by providing appragmdormation to such family members.

4. Documentation

* Accurate and complete documentation of the pertingetails of the physician’s
assessment and his/her interaction with the patémt others involved in decisions
whether to withhold or withdraw life-sustainingateent is essentiat.

* At a minimum, the physician must clearly recordha patient's health care record:

o sufficient details about the assessment of treatimgtions to identify the basis for the
conclusion that treatment should be withheld ohdrawn;

0 pertinent details regarding consultations with odhend second opinions;

o if it is determined that the patient lacks capaddymake his/her own health care
decisions, the basis for that determination and ithentity of the proxy or
representative designated in accordance with thie®@ent;

o particulars of the communications required by 8tigtement, including:

= identity of the participants in the discussion;

= where there is a proxy or representative, anytdiron that person’s authority to
make decisions on the patient’s behalf;

= relevant information communicated by the physician;

= concerns raised by others and the information pexiby the physician in
response;

= whether or not consensus was reached;

= where consensus was not reached, the nature oé&ftb#s made to reach
consensus;

= the implementation plan.

1 See By-law #1, Article 29 and Guideline 117.
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SPECIFIC REQUIREMENTS

The specific requirements for the circumstancestitied earlier are set out in separate sectiofhsvhe
Where no specific requirements are identified, gemeral requirements apply. Where specific
requirements are identified, those requirementplsapent or modify the general requirements.

A. NO CONSENSUS- THE PHYSICIAN OFFERS LIFE-SUSTAINING TREATMENT BUT
THE PATIENT/PROXY DECLINESTREATMENT OR THE REPRESENTATIVE
ADVOCATESWITHHOLDING OR WITHDRAWING TREATMENT

1. Clinical Assessment

* Where the physician is confronted with a patienbwleclines life-sustaining treatment that is
offered, that physician should consider taking fiddal steps to assess the patient’s capacity to
make his/her own health care decisions.

2. Communication

* Where a patient with capacity to make his/her owalth care decisions or a legally authorized
proxy declines life-sustaining treatment for thatignt, the physician must be satisfied that the
decision to decline treatment is informed and vtdonin that the nature of treatment, including
its benefits and risks and alternatives, are unhoeds

* Where the patient lacks capacity and the decisiodetline treatment is made by a proxy on
behalf of the patient, the physician must be gatisthat the proxy’s legal authority includes
declining treatment on the patient’s behalf in soicbumstance¥’

* Where the patient lacks capacity, there is no praxyl a representative advocates withholding
or withdrawing life-sustaining treatment:

o the physician should review with the representatiie physician’s concerns
regarding that person’s lack of legal authority ni@ke such a decision on the
patient's behalf and the representative’s reasamnsaflvocating withholding or
withdrawing life-sustaining treatment; and

o should consider looking to other members of thdthezare team and/or another
physician as a source of information.

* The physician must be mindful of the general comigation requirements, but should be
prepared to meet the unique needs of the patiemticplarly in respect to the physician’'s
communication with the patient’s family

12 Where a proxy is legally authorized to refuse $ifestaining treatment and the physician believescbratinuing treatment is in the patient’s best
interests and that physician has reason to befi@tehe proxy has an improper motive for refugiegtment on the patient’s behalf, the physiciasukh
consider seeking legal advice.
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3. Implementation

» If the physician has satisfied him/herself of thatters referred to in the Communication
section above, he/shenust withhold or withdraw treatment in accordance withe
patient/proxy’s wishes.

 |If a representative is advocating withholding orthdrawing treatment against the
recommendation of the physician that the treatnientprovided, the physician must make
his/her treatment decisions in accordance witratteepted standard of care.

4. Documentation

There are no specific requirements; the generalirements apply.
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B. NO CONSENSUS - THE MINIMUM GOAL ISNOT REALISTICALLY ACHIEVABLE
AND THE PHYSICIAN CONCLUDES THAT LIFE-SUSTAINING TREATMENT
SHOULD BE WITHHELD OR WITHDRAWN BUT THE
PATIENT/PROXY/REPRESENTATIVE DOES NOT AGREE AND/OR DEMANDS
LIFE-SUSTAINING TREATMENT

1. Clinical Assessment

» There are no specific requirements; the generailirements apply.

2. Communication

* Where a physician concludes that thenimum goal is not realistically achievable and that
life-sustaining treatment should be withheld orhaiawn and there is no consensus with the
patient/proxy/representative, the physician is nbtigated to continue to try to reach a
consensus before withholding or withdrawing treattndut must meet the implementation
requirements set out below before treatment camithdeld or withdrawn.

3. Implementation

* WHERE THE PHYSICIAN CONCLUDES THAT THE MINIMUM GOAL IS NOT
REALISTICALLY ACHIEVABLE AND THERE IS NO CONSENSUS, IF POSSIBLE,
thatphysicianmust consult with another physician:

1. Where the consultation supports the opposite csmaty that theminimum goal is
realistically achievable, the physician who sought the consultation mubieeiprovide
the treatment or facilitate the transfer of caranother physician who will provide the
treatment.

2. Where the consultation supports the conclusion that minimum goal is not
realistically achievable, or it is not possible to consult with another giboian, the
physician who sought the consultation is not olidato continue to try to reach
consensus before withholding or withdrawing treatindout must first advise the
patient/proxy/representative:

a. that the consultation supports that physician’ssssent that theninimum
goal is not realistically achievable, or that it was not possible to consult with
another physician and attempt to address any rémga@oncerns; and

b. of the specified location, date and time at whigatment will be withheld or
withdrawn.

4. Documentation

» The information regarding the communication betweéhe physician and the
patient/proxy/representative following the physiégaconsultation with the other physician,
including the specified location, date and timewdtich treatment will be withheld or
withdrawn, must be documented in the patient’'stchar
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C.

1.

2.

NO CONSENSUS - THE MINIMUM GOAL IS ACHIEVABLE BUT THE PHYSICIAN
CONCLUDESTHAT LIFE-SUSTAINING TREATMENT SHOULD BE WITHHELD OR
WITHDRAWN AND THE PATIENT/PROXY/REPRESENTATIVE DOES NOT AGREE
AND/OR DEMANDSLIFE-SUSTAINING TREATMENT

Clinical Assessment

There are no specific requirements; the generalirements apply.

Communication

In this situation, communication is particularlyatlenging and important. The physician

should be aware that careful discussion above aydria what is generally required may be
necessary;

The concerns in these circumstances may not r&datdinical assessment or care and may
involve subjective values and judgments regardunglity of life;

When confronted with such concerns, the physiclaukl consider seeking assistance from
other members of the health care team and/or oelkgauthorities and/or ethics and/or other
consultants.

| mplementation

WHERE THE PHYSICIAN CONCLUDES THAT THE MINIMUM GOAL IS
REALISTICALLY ACHIEVABLE BUT THAT TREATMENT SHOULD BE
WITHHELD OR WITHDRAWN, that physiciaimmust consult with another physician.

1. Where the consultation supports the opposite csmaiy thattr eatment should not be
withheld or withdrawn, the physician who sought the consultation mubieeiprovide
the treatment or facilitate transfer of care totheo physician who will provide the
treatment.

2. Where the consultation supports the conclusionttteatment should be withheld or
withdrawn:

a. The physician who sought the consultation must sadvi the
patient/proxy/representative that the consultasiopports the initial assessment that
treatment should be withheld or withdrawn

b. If there is still a demand or request for treatmené physician must attempt to
address the reasons directly and with a view tohieg consensus. The physician
should consider resolving the conflict by:

i.  offering a time-limited trial of treatment with dearly defined outcome;
and/or

ii. involving additional or alternative methods to faate a consensus,
including, but not limited to, available resoursegh as a patient advocate,
mediator or ethics or institutional review processe

c. If consensus cannot be reached, the physician mgste the
patient/proxy/representative a reasonable oppdytuni identify another physician
who is willing to assume care of the patient andsinfacilitate the transfer of care
and provide all relevant medical information totthhysician.
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d. Where, despite all reasonable efforts, consensusotde reached the physician may
withhold or withdraw life-sustaining treatment, but
i. in the case of a patient/proxy who is still notaigreement with the decision to
withhold or withdraw treatment, the physician mpstvide at least 96 hours
advance notice to the patient or proxy as descitieéaiv.

Written Notice
The notice must be in writing, where possible, andst contain, at a
minimum:
« name and location of the patient;
- name of the person to whom notice has been given;
« name, address and telephone number of the physician
- diagnosis;
« description of the treatment(s) that will be witlther withdrawn;
« date, time and location at which treatment wilMaghheld or withdrawn;
- date and time that notice was provided;
- name of the person who provided the notice.

Verbal Notice
Where it is not possible to provide notice in vwgj notice to withhold or
withdraw treatment may be given verbally, but mbst witnessed and
include:

« name and location of the patient;

« name, address and telephone number of the physician

- diagnosis;

- description of the treatment(s) that will be witlther withdrawn;

+ date, time and location at which treatment wilMaghheld or withdrawn;

« name of the person who provided the notice.

ii. in the case of a representative who is still nagneement with the decision to
withhold or withdraw treatment, the physician slibuéxercise his/her
discretion as to what, if any, notice should bevmled to the representative
before treatment is withheld or withdrawn.

4. Documentation

* In addition to the general requirements of docuwemsm, the following must also be
documented:
o Where written notice has been given, a copy ohthtece;
o Where verbal notice has been given:
= the reason that it was not possible to providetaminotice;
= all of the information required when verbal notisgiven (see above);
= the signature of the physician and a witness tattee.
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D. EMERGENCY SITUATIONS WHERE COMMUNICATION BETWEEN PHYSICIAN
AND PATIENT/PROXY/REPRESENTATIVE CANNOT OCCUR

1. Clinical Assessment

* In emergent situations, where the patient lacksaciép to make his/her own health care
decisions and it is not reasonably possible to tilenand communicate with a
proxy/representative, the physician must make adragsessment based on the patient’s
clinical status as well as information from othevko have interacted with the patient,
including other involved members of the health ¢dasen, before deciding whether to withhold
or withdraw life-sustaining treatment.

2. Communication

» The physician should communicate with the proxygspntative as soon as possible after the
decision has been implemented.

3. Implementation

* The physician must decide when to withhold or wi#tvd life-sustaining treatment.

4. Documentation

» There are no specific requirements; the generailirements apply.
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E. CARDIAC ARREST AND RESUSCITATION, CARDIOPULMONARY
RESUSCITATION (CPR) AND/OR ADVANCED CARDIAC LIFE SUPPORT (ACLYS),
AND DO NOT ATTEMPT RESUSCITATION (DNAR) ORDERS

« Situations involving cardiac arrest are unique bheeaunlike some potentially life-sustaining
treatments which can be provided over a prolongeb@ of time, CPR and/or ACLS are
interim measures implemented to achieve a retugpofitaneous circulation.

» Actual or impending cardiac arrest is very diffdréfom a situation where a DNAR order is
being considered as a proactive element of advarud planning. The specific
requirements of physicians in each of these sdnatiare addressed separately in this
Statement.

* The requirements for Clinical Assessment, Commuitica Implementation and
Documentation are combined in this section.

1. ACTUAL ORIMPENDING CARDIAC ARREST AND RESUSCITATION

» Actual or impending cardiac arrest often occursxpeetedly and it is not possible to
communicate and/or achieve consensus before éititi@ting or withholding resuscitative
efforts.

» A physician is not required to initiate or continG®R and/or ACLS, if, based on his/her
clinical assessment, the physician determines that:

o0 CPR/ACLS will not achieve return of spontaneousudation; OR

0 resuscitation will not result in the patient achmgythe minimum goal.
If the physician is uncertain about his/her clihieagasessment, he/she must consult with
another physician, where possible.

* In the setting of an impending cardiac arrest, wheephysician determines that he/she will
not initiate cardiac resuscitation based on onetheke criteria, and it is possible to
communicate the decision prior to the cardiac &ritbe physician will make reasonable
efforts to communicate the decision to the patigmgxy or representative, and will
document the discussion in the patient’'s medicadne and write an DNAR order.

2. DNAR ORDERS
* Where a physician determines that a DNAR ordempjg@priate, but cardiac arrest is not
imminent/impending, that physician must identifg thppropriate section in this Statement
which corresponds to the surrounding circumstaacesattempt to meet the requirements
of that section prior to writing a DNAR Order. ikhile attempting to meet the
requirements of the appropriate section(s), theepttsuffers a cardiac arrest or the
physician determines that a cardiac arrest in inemitmpending, the requirements
automatically change to those for Actual or ImpeagdCardiac Arrest and Resuscitation as
set out above.

LEGAL INTERVENTION
If at any time a physician becomes aware of angtlunch as a legal proceeding and/or a Court Order
that may impact the legal right of a patient, praxyrepresentative to request or demand specific
treatment(s), that physician must take steps tarenthat he/she complies with the law and should
consider seeking legal advice.
A statement isa formal position of the College
with which member s shall comply.
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