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September 24, 2015 

 

Submission of the Christian Legal Fellowship (CLF) to the  

Canadian Provincial/Territorial Expert Advisory Group on Physician-Assisted Dying 

 

Re: Request for Input: Questionnaire on the Implementation of Physician-Assisted Dying 

 

Attn: Dr. Jennifer Gibson and Ms. Maureen Taylor, Advisory Group Co-Chairs 

 

Sent via e-mail to: PADadvisorygroup@ontario.ca 

 

Dear Dr. Gibson and Ms. Taylor: 

 

Christian Legal Fellowship (CLF) is a national organization of approximately 600 lawyers, law students, 

professors, and others who support its work, from more than 30 Christian denominations working in 

association together. The CLF has intervened in numerous legal cases relating to matters of Charter rights 

and freedoms at the appellate and Supreme Court level (including all three levels of court in Carter v. 

Canada). The organization also engages in policy consultations raising issues that impact, among other 

things, protection for the vulnerable and the appropriate protection to be afforded religious/conscientious 

beliefs (including those specifically of physicians). CLF is therefore knowledgeable and well-positioned to 

provide the feedback requested by this Advisory Group. 

 

CLF is grateful for the opportunity to participate in this consultation, although we would prefer that it were 

not necessary.  

 

CLF was profoundly disappointed with the Supreme Court of Canada's decision in Carter and is of the 

view that the Supreme Court's decision in Rodriguez was the correct one. CLF believes that a total ban on 

physician-assisted suicide is the only reasonable means to effectively advance the valid and desirable 

objectives of preserving life and protecting the vulnerable. As such, even participating in a consultation on 

the appropriate parameters to place on "physician-assisted death" is of moral concern to CLF and its 

members.   

 

Nevertheless, in light of the Supreme Court of Canada's mandate in Carter, CLF is making the attached 

recommendations to ensure that, if PAD must be made available, it is done so in a way that protects the 

vulnerable and respects the Charter rights and freedoms of all Canadians in so far as that may be possible.  

 

 

http://www.christianlegalfellowship.org/


 

 

It is on this basis that CLF has completed the attached survey. We are also providing, in response to your 

request for any additional guidance prepared by our organization on this subject, CLF's submissions to: 

 

1) The Supreme Court of Canada in Carter v. Canada, where CLF participated as an intervenor; 

2) The College of Physicians of Surgeons of Ontario (CPSO) in relation to its policy dealing with doctors’ 

professional obligations related to procedures that violate their conscience; and, 

3) The College of Physicians and Surgeons of Saskatchewan in relation to is draft policy dealing with 

professional obligations that may violate physicians’ freedom of conscience and religion. 

 

As indicated in our previous correspondence, we note that the issues raised in this consultation are nuanced 

and complex and require further consideration and wider consultation beyond what can be submitted here. 

We reiterate our concern about the short time frame allotted for this consultation and would appreciate the 

opportunity to make further submission to the Advisory Group in person at a later date. 

 

CLF would be pleased to provide further assistance in any way this Advisory Group believes would be 

appropriate. Thank you for your consideration of our submissions. 

 

Sincerely, 

 

 

  

 

 

Derek B.M. Ross, LL.B., LL.M. 

CLF Executive Director  
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This document contains both information and form fields. To read information, use the Down Arrow from 
a form field. 

CANADIAN PROVINCIAL/TERRITORIAL 
EXPERT ADVISORY GROUP ON PHYSICIAN-ASSISTED DYING 

WRITTEN STAKEHOLDER SUBMISSION FORM 

BACKGROUND 

In February 2015, the Supreme Court of Canada struck down the federal law prohibiting physician-
assisted dying (PAD). The ruling applies to a competent adult who: 

• Clearly consents to the termination of life; and 
• Has a grievous and irremediable medical condition (including an illness, disease or disability) 

that causes enduring suffering that is intolerable to the individual in the circumstances of his or 
her condition 

The court gave governments one year to consider the development of new laws and practices for 
physician-assisted dying. 

In July 2015, the federal government established an external panel to inform its legislative response to 
the Supreme Court of Canada’s decision. The primary focus of the Federal Expert Panel’s work is to 
provide advice to the federal government on possible amendments to the Criminal Code. In August 
2015, eleven provinces and territories established the Provincial/Territorial Expert Advisory Group on 
Physician-Assisted Dying (the “Advisory Group”). 

As provinces and territories have the primary responsibility for health care, including regulating 
physicians and health care institutions, provincial and territorial governments must consider whether 
regulatory or other changes are needed over the coming months in response to the Supreme Court’s 
decision. The Advisory Group will provide advice on the development of laws, policies, practices and 
safeguards for provinces and territories to consider in advance of physician-assisted dying becoming 
legal in Canada. 

Your organization’s input and feedback will be considered as part of the Advisory Group’s 
deliberations.  
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INSTRUCTIONS 

The Advisory Group is seeking input on the following questions. Your organization’s responses will be 
used by the Advisory Group to inform its advice to the provincial and territorial governments on 
physician-assisted dying, with a focus on the needs of patients and their families as well as health 
institutions and regulatory bodies. 

Please answer all questions relevant to your organization’s interests. If your organization does not have 
a position or opinion on a particular issue, please feel free to leave that section blank. Please limit your 
response to each question to 1000 characters (or approximately 200 words). If your organization has 
developed specific guidance (e.g., policy, guidelines) for its staff or members related to the 
implementation of PAD, you may attach it to your reply email. Please send the completed template and 
attachment to PADadvisorygroup@ontario.ca by September 24, 2015. 

Please note that all information collected by the Advisory Group is governed by Ontario’s Freedom of 
Information and Protection of Privacy Act and may be subject to disclosure in accordance with that Act.  
In addition, comments or documents provided to the Advisory Group may be shared with provinces and 
territories participating in the work of the Advisory Group and will be treated as public information that 
may be used and disclosed by the Advisory Group without the consent of the author, or the organization 
on whose behalf the submission is made. As such, please ensure that you do not include any personal 
information about identifiable individuals in your responses to this template. 

The information collected will be considered by the Advisory Group in developing recommendations for 
provinces and territories to consider as they develop their responses to the Supreme Court’s decision on 
physician-assisted dying.  If you have any questions about how the Advisory Group will collect, use and 
disclose the information that you are providing, please contact Alicia Neufeld at 
Alicia.Neufeld@ontario.ca.  

mailto:PADadvisorygroup@ontario.ca
mailto:Alicia.Neufeld@ontario.ca


QUESTIONS  FEEDBACK 

What are your organization’s thoughts on the 
Supreme Court of Canada’s decision in Carter v. 
Canada (Attorney General)?  
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QUESTIONNAIRE 

GENERAL 
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In general, should provinces and territories develop 
new legislation or regulations to govern the provision 
of physician-assisted dying (PAD) or should the 
regulation of PAD be left to regulatory bodies (e.g., 
professional colleges) and/or individual physicians 
and patients? 

In the Supreme Court of Canada’s decision, it was 
determined that, in certain circumstances, a 
“competent adult” must not be prohibited from 
accessing PAD.  

• What should the definition of “adult” be? 
• Should the competency requirement apply at 

the time of request for PAD or at the time of 
provision of the assistance, or both?  

 
See Appendix 1 for additional information. 

ELIGIBILITY CRITERIA  



5 

The Supreme Court of Canada’s decision limits PAD to 
those who have a “grievous and irremediable medical 
condition”.   

• What does “grievous and irremediable 
medical condition” mean to your 
organization?  

• Should the term “grievous and irremediable 
medical condition” be defined in the 
provincial/territorial legislation or 
regulation? 

• Should specific medical conditions be 
defined in law or should it be determined in 
each case by the patient and their physician? 
If the medical conditions should be defined 
in law, what medical conditions should be 
included? 

See Appendix 2 for additional information. 

The Supreme Court of Canada’s decision limits PAD to 
a competent adult person who “clearly consents to 
the termination of life”.  

• What processes should be put in place to 
ensure that the consent to PAD is informed? 
(e.g., what information should have to be 
provided to the patient? Who should provide 
the information?) 

See Appendix 3 for additional information. 

PROCEDURAL SAFEGUARDS TO ENSURE ELIGIBILITY CRITERIA ARE MET  
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What processes should be put in place to ensure that 
the consent to PAD is voluntary?  
 

What processes should be put in place to ensure that 
the person requesting PAD is competent?  For 
example:  

• Who should conduct the competency 
assessment(s)? 

• Should an assessment by a psychiatrist or 
psychologist be required in any or all cases?  
If some, which ones?) 
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How many physicians should be required to confirm 
that the eligibility criteria have been met? Must they 
be from any particular specialities?  Must they be 
independent of one another?  If so, what should be 
the definition of independent for these purposes? 

Should a waiting period (sometimes called a “cooling 
off period”) be established between the request and 
the provision of PAD? If so, how long should the 
waiting period be? Should the waiting period vary 
based on the medical condition? 



8 

What should be the formal requirements for a 
patient’s request for PAD?  (e.g., should requests be 
written or can they be oral?  Should witnesses be 
required?) 

What is the appropriate role of physicians in 
physician-assisted dying? For example:  

• Should a physician’s role be to actively 
administer the medication that causes death 
if requested to do so by a patient who meets 
the eligibility criteria? 

• If an eligible patient prefers, and has the 
ability, should a physician’s role be to 
prescribe the lethal medication which the 
patient would then administer themselves? 

• Should physicians always remain with the 
patient until the time of death? 

ROLE OF PHYSICIANS 
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What is the appropriate role of non-physician 
regulated health care professionals in the provision of 
PAD? 

Should non-physician regulated health care 
professionals (e.g., Registered Nurse, Nurse 
Practitioner) acting under directives from a physician 
be allowed to fulfil a request for PAD? 

ROLE OF OTHER HEALTH CARE PROVIDERS 
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What is the appropriate role of non-regulated health 
workers in the provision of PAD? 

Should physicians have the right to refuse to provide 
PAD for reasons of conscience?  If yes:   

• What continuing obligations, if any, do they 
have to the patient? 

• Does the right to refuse include the right to 
refuse to provide an effective referral for 
PAD? 

See Appendix 4 for additional information. 

CONSCIENTIOUS REFUSALS BY HEALTHCARE PROVIDERS 
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Should non-physician regulated health care 
professionals (e.g., Registered  Nurse, Nurse 
Practitioner, Pharmacist, etc.) have the right to refuse 
to participate in the provision of PAD for reasons of 
conscience?  

• If so, under what circumstances?   

What is the appropriate role of health care 
institutions (e.g., hospitals, hospices, long-term care 
facilities, etc.) in making PAD services available to 
patients?  

ROLE OF INSTITUTIONS 
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On what issues in particular does your organization 
feel that health institutions need specific guidance – 
through legislation, regulation, or guidelines – for the 
implementation of PAD services? 

Should health care institutions be required to provide 
PAD at their facility? If yes, please explain why. If no, 
under what circumstances and what responsibility 
should the institution have to ensure patients have 
access to PAD? 
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What should be the responsibility of the health care 
institution to the patient when a physician within the 
facility refuses to provide PAD for reasons of 
conscience and/or provide an effective referral for 
PAD in a case where the requesting patient meets the 
eligibility criteria? 

What barriers to access do you foresee that will need 
to be addressed in implementing PAD?  In what ways 
do you think these barriers could or should be 
reduced? 
Where access to PAD is limited by these barriers, 
what steps should be taken to facilitate access for 
patients seeking the service? 

ACCESS 
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What unique implementation issues, if any, do you 
foresee for PAD in rural or remote settings? How 
should they be addressed?  

How could and should provincial/territorial 
governments ensure equitable access to PAD? 
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If it is determined that a patient is ineligible for PAD, 
should the patient have a right to appeal that 
decision? If so, what process should be used and to 
whom should the appeal be directed? 

In what health care settings should PAD be provided? 

See Appendix 5 for additional information.  

SETTINGS 
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If PAD were provided at home, what implementation 
issues would this raise? How should they be 
addressed? 

Are there other implementation issues related to the 
settings in which PAD might be provided that need to 
be addressed? 
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What reporting (including documentation) should be 
required of the physician following the provision of 
PAD? How should this reporting be done? Who 
should receive the reports? 

See Appendix 6 for additional information. 

Should there be a review of each case of PAD? If yes: 
• Should it be undertaken before or after the 

assistance is provided? 
• Who should undertake the review? 
• What standards (e.g., clinical, professional, 

legal) should be used in the review? 
• To whom should the reviewer(s) report any 

findings of non-compliance with the 
standards? 

If there should be no review, why not? 

CASE REVIEW AND OVERSIGHT 
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Should an oversight body be established? If yes:  
• Should it be national or 

provincial/territorial? 
• Should it be administered by government or 

by regulatory bodies? 
• What role and responsibilities should it 

have? 
• What should its composition be, in terms of 

the number of members and their 
backgrounds? 

• What should be its obligations for public 
reporting and quality improvement? 

• What other considerations are relevant to an 
oversight system, process, or body? 

What, if any, educational materials should be 
developed for and provided to physicians and other 
health care providers? Who should be responsible for 
developing these materials (e.g., provincial/territorial 
governments, professional bodies, provincial Colleges 
of Physicians and Surgeons)?  

ADDITIONAL SUPPORTS 
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Should an independent organization be established to 
support physician practice (e.g., information, training) 
and/or facilitate patient access to PAD services?   

• If so, who should establish it? What should it 
be tasked to do? 

• If not, what organization(s) should assume 
this responsibility?  

What other resources should be developed to 
support physicians and other health care providers in 
relation to PAD? 
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What resources should be developed to support 
patients and their families/caregivers in relation to 
PAD? 

Is there anything else, not covered above, that your 
organization considers relevant to the 
implementation of PAD? Please use this space or 
attach additional comments to your e-mail response. 

ADDITIONAL INPUT 


	01: Christian Legal Fellowship (CLF)
	02: Derek B.M. Ross, LL.B., LL.M.; assisted by John Sikkema, J.D.
	03: 470 Weber St North, Suite 202, Waterloo, ON, N2L 6J2519-208-9200; E-mail: execdir@christianlegalfellowship.org
	04: September 24, 2015
	05: The Supreme Court of Canada (SCC) adopted too narrow an interpretation of the objective of the laws it invalidated. The purpose of the law is to prohibit active participation in another person's death as "intrinsically morally and legally wrong", as Justice Sopinka recognized in Rodriguez (1993), and as a violation of the longstanding legal and ethical principle of the inviolability of life. The moral dimension is  also captured in the oath all physicians swear. Any legislative response must take into account the core ethical principles governing the practice of medicine and the need to preserve a medical culture that favours life and does not view killing as a treatment option. Although the Supreme Court struck down the existing total ban on physician-assisted suicide, it did not approve physician-assisted suicide for all individuals. Among other restrictions, only those who cannot commit suicide by their own hand are entitled to assistance from a physician. See paras 56, 57, 65, 66, 126, and 127 of the SCC's Carter ruling. The SCC explicitly limits the scope of its declaration to the facts of the case.
	06: This matter must not be left up to professional colleges or to individual physicians and patients.The Criminal Code prohibition on assisted suicide was voided only because the SCC was persuaded that “a properly administered regulatory regime”  that “imposes strict limits that are scrupulously monitored and enforced”  is capable of achieving the objective of protecting the vulnerable from abuse and error. The SCC did not outline any procedures or rules to ensure that the lives of the sick or disabled are not devalued and that vulnerable persons are not pressured to end their lives or otherwise victimized. That task falls to Parliament, and Carter clearly anticipates a legislative response.Since Carter required an exception to the existing Criminal Code prohibition on assisted suicide only in very limited factual circumstances, those circumstances should also be defined in legislation in light of the facts in Carter and not left up to the discretion of regulatory bodies.
	07: Adult must be defined as an individual who is 19 years of age or older, competent, fully informed, and acting out of his/her own volition.The competency requirement should apply both at the time of the request and at the time of assisting suicide, and should be assessed both times by two physicians acting independently and independently concluding that the patient is competent. The second assessment must take place after a waiting period of at least two weeks from the request for PAD and initial assessment.The patient must be competent at the time he or she makes the request for PAD and at the time PAD is carried out. PAD can not be administered based on an advanced directive given when the patient was competent.Substitute decision makers have no role to play here.
	08: The term grievous and irremediable medical condition should be defined in legislation in light of the facts of Carter. The SCC concluded that the existing law violated the section 7 rights of “Ms. Taylor and of persons in her position” and added that the scope of its declaration was “intended to respond to the factual circumstances in this case" only, and not to "other situations in which [PAD] may be sought." Therefore, PAD should be limited to medical conditions that are similar to the disease of the plaintiff in Carter, namely Amyotrophic Lateral Sclerosis (ALS). That is, the condition must be incurable, terminal, and advanced to such a state that is causes complete or near-complete physical debilitation, and causes enduring, continual and severe physical suffering. Psychological suffering must be excluded. While the SCC said that its reasons in Carter do not require patients to receive treatment that is not acceptable to the plaintiff, in light of the rest of Carter this cannot be read as making PAD  available whenever treatment is refused for any serious illness or condition.
	09: At the time the request for PAD is made by the patient, and on the day before PAD is to be administered, the qualified patient must first have had fully adequate palliative care made available to him/her. In addition, he/she must be fully informed by the attending physician, in the presence of a third party witness, of:- His or her medical diagnosis;- His or her prognosis;- The probable result and potential risks of proceeding with PAD;- Alternatives to PAD including, but not limited to: all available treatment options for the patient's illness, palliative care, comfort care, hospice care and pain management; and-Their opportunity to rescind the request at any time and in any manner.The patient must not only expressly affirm  his or her desire to receive PAD, but also expressly affirm that he or she has understood the information that has been communicated to him or her by the attending physician. An audio-visual record of the informed consent must be made that includes the diagnosis and prognosis of the patient.
	10: Judicial oversight of every case of PAD. An application to a judge for a warrant is to be made  by the patient  alone (no power of attorney and no advance directive permitted). The judge will have the opportunity to inquire regarding cognitive impairment, depression, mental illness, coercion, undue influence, psychological/emotional manipulation, prejudice or ambivalence towards the patient, or misdiagnosis. A judge must review the informed consent process and issue a warrant declaring that all requirements have been followed. The warrant must confirm the patient is not a minor, not suffering from a psychiatric disorder, and has a medical condition that qualifies for PAD. A written opinion signed by two physicians (one of whom must be the personal primary care provider for the patient) declaring that, to the best of the physicians' knowledge the patient is acting voluntarily and is not subject to any of the pressures listed above. Two arm's length witnesses must be present when PAD is carried out and  each must sign a statement affirming that the patient consented voluntarily. Only the two physicians and the two other witnesses are present when PAD is performed.
	11: Two physicians acting independently must assess competence and both must independently reach the conclusion that the patient is competent, to the satisfaction of the reviewing judge. Both physicians must sign statements to that effect. One of the two physicians must be the personal primary care provider for the patient.Patients who seek PAD may be suffering from a psychiatric or psychological disorder causing impaired judgment. In the future, there should be specially trained medical practitioners to determine competency for the purpose of PAD. At least one of the two assessing physicians would be required to have such special training and one of the assessing physicians would have to be the patient's primary doctor. Until then, however, an additional competency assessments should be conducted by a psychiatrist in all cases.In order to ensure adequate oversight, there must also be in place an audio visual record of each of the competence assessments conducted by the two physicians and the psychiatrist.
	12: The eligibility criteria will raise questions of fact and law. This is why the involvement of physicians and a judge is essential.In addition to the competence assessments by two physicians acting independently and the screening by a psychiatrist for psychiatric or psychological disorders, a judicial warrant must be obtained confirming that the patient is eligible after the judge reviews the patient's application and the competence assessments submitted with the application for a warrant. The judicial review must allow the judge opportunity to inquire regarding cognitive impairment, depression or other mental illness, coercion, undue influence, psychological or emotional manipulation, systemic prejudice, ambivalence and/or misdiagnosis of the patient.
	13: Yes. This is necessary in order to the procedural safeguards we recommend to be given effect and to give patients the opportunity to consider the options communicated to them by their physician.The state of Oregon requires, for example:"No less than fifteen (15) days shall elapse between the patient's initial oral request and the writing of a prescription under ORS 127.800 to 127.897. No less than 48 hours shall elapse between the patient's written request and the writing of a prescription” (Oregon Death with Dignity Act, 127.850 s.3.08) We would recommend such waiting periods as a minimum. We must reiterate the importance of limiting the circumstances in which PAD is available at all. A person who suffers from a severe chronic physical or mental illness or may go through periods in which they wish to receive PAD, but they may emerge from those periods in time and with help. If PAD is to be available, it should only be in the late stages of a terminal and debilitating disease where the patient experiences severe and enduring suffering.
	14: The request must be in made in writing and witnessed by two arms-length witnesses who are not related to the patient, not entitled to any portion of the patient's estate, not the patient's physician, and not employed by a health care facility caring for the patient, and have known the patient for at least 3 years.The initial request must state the precise date on which the request was made. The waiting period shall begin to run from that date. If a patient wishes to continue to pursue PAD, he or she must undergo the required assessments and file an application for a warrant after the initial request is made.Having obtained a warrant, the patient must submit another written request to set a date for PAD to be administered. This second request must be made to a willing PAD provider in the presence of two arms-length witnesses and the warrant must be presented to the attending physician.
	15: A patient must be physically incapable of taking his or her own life without assistance in order to receive PAD. The activation of the physician-assisted suicide must be dependent upon a positive indication from the patient.Under no circumstances should a patient be sent from a health care facility with lethal medication.
	16: None.The Carter ruling only contemplates the involvement of physicians. In fact, this was an important part of the SCC's reasoning. The Court found that a complete ban was not necessary only because physicians have the expertise necessary to adequately assess capacity and vulnerability. In addition, the SCC found that only a system of strict standards that are "scrupulously monitored and enforced" could "substantially minimize" the risk that vulnerable people will be victimized. The more people that are permitted to be involved, the more difficult it becomes to ensure that all procedures are properly followed.
	17: No.Competence must be assessed at the time PAD is administered as well as at the time the request for it is made. The Carter ruling only contemplates the participation of physicians. In fact, this was an important part of the SCC's reasoning. The Court found that a complete ban was not necessary only because physicians have the expertise necessary to adequately assess capacity and vulnerability. In addition, the SCC found that only a system of strict standards that are "scrupulously monitored and enforced" could "substantially minimize" the risk that vulnerable people will be victimized. The more people that are permitted to be involved, the more difficult it becomes to ensure that all procedures are properly followed. 
	18: None, other than specially trained staff whose job it is to assist the attending physician in ensuring that the administering of PAD is reliably audio-video recorded and that all other administrative requirements are met.No person - whether a hospital staff member or otherwise - shall be required to provide administrative support or to be otherwise involved in the provision of PAD.As a general rule, the more people that are permitted to be involved in administering PAD, the more difficult it becomes to ensure that all procedures are properly followed.Non-regulated health workers may not act as witnesses where the request for PAD or the administering of PAD takes place in a health facility in which they work.
	19: Yes. All medical professionals should have the right to refuse to participate in PAD for reasons of conscience or religion. While a physician with a conscientious objection should not prevent her patients from obtaining information or treatment, the physician must not be required to personally and specifically arrange with another physician to provide that information or treatment to the patient. Physicians should communicate their objection to the patient, provide continuity of care, and transfer the patient’s medical record promptly and effectively if requested. It would be the responsibility of the patient, not the physician, to find another willing provider on their own, whether or not a separate referral service exists. Charter jurisprudence affirms that doctors providing medical services are not government actors. They retain their rights as private citizens vis-a-vis the state, which includes professional regulatory bodies. Few would want to be treated by physicians willing to compromise their ethical convictions in order to keep their medical license and billing number. People with moral and conscientious beliefs should not be discouraged from practicing medicine.
	20: Yes. These should not be required to be involved at all.
	21: The assisted suicide may only occur in a government-approved facility that is licensed to provide assisted suicide deaths. This is necessary in order to ensure that all necessary safeguards are in place and the necessary procedures followed when PAD is administered.No health care facility should be required to obtain such a license or to refer a patient for PAD or otherwise participate in providing PAD. Patients must find physicians who are willing to participate. The government can, if it chooses, help the patient find physicians who are willing to participate without forcing doctors or health care institutions to participate or provide referrals to PAD providers.
	22: PAD should be provided only in approved facilities. Protocols must be set up for these facilities to follow. For example, the facility must ensure that the procedure has been approved by a judicial warrant that has not been rescinded, it must ensure that only qualified people are present when PAD is administered, it must ensure that the witnesses and all persons are properly identified upon entry, and it must ensure that an audio-visual recording is made of the final giving of informed consent through to the administering of PAD and confirmation of the patient's death.The government should provide approved facilities with clear instructions to ensure the accommodation of any religious/conscientious objections among their staff, whether those staff are members of a regulated health profession or not, and regularly audit and review those facilities to ensure that these accommodations are being implemented.
	23: No.The fundamental freedoms of conscience and religion in section 2(a) of the Charter of Rights and Freedoms include both the individual and collective aspects of conscience and religion. Religious freedom under the Charter must  account for the socially embedded nature of religious belief, and the deep linkages between belief and its manifestation through communal institutions and traditions (Loyola v Quebec (AG), 2015 SCC 12).To require religious hospitals, palliative care homes, or other health care institutions to participate in PAD would violate the Charter. It would also be poor public policy as it would undermine the mission and ethos of such institutions, and potentially force them to close their doors, depriving communities of much needed health and social services.
	24: No physician and no health care institution should be forced to participate in the provision of PAD.Neither a physician or health care institution should prevent the patient from obtaining information about PAD, but neither should have to actively facilitate such a service by referring the patient to a PAD provider.
	25: Accessing PAD necessarily involves going through some strict procedural steps that will cause some delay, but these steps are absolutely necessary to ensure adequate protections for the vulnerable, as the SCC said in Carter.
	26: In light of the narrow circumstances in which the SCC required that an exception be made to the general prohibition on assisted suicide, PAD should be exceedingly rare. Therefore, it will be impossible to ensure that persons have access in their home town, or even within their home province. Most health care institutions cannot be expected to be prepared to provide PAD, when most will not receive a qualifying request in any given year. In the wake of Carter, physicians are making it known loud and clear that they do not want to kill their patients or decide when to do so is legal. This is entirely reasonable, as society trains doctors to save lives, not render legal opinions. Willing providers may therefore be few and far between.To fully carry out this one, life-ending decision, travel within Canada may be necessary and is to be expected. The government must not relax the procedural safeguards because the request for PAD is made by a patient in a rural or remote setting.
	27: PAD may be accessed only where the eligibility criteria are met and the procedural steps followed, which are restrictive and stringent by design. Ideally, the criteria and procedural safeguards would be federally mandated. That way, the same criteria apply to all Canadians.
	28: A patient who has applied for a judicial warrant and not received one should have no right of appeal.If the patient's condition changes either because the patient has a new illness that he or she did not have when the first application was made or the patient's physical condition has worsened significantly, the patient can reapply for a warrant. The application should explain what has changed since the previous application was made and this must be confirmed by the necessary signed statements from two physicians, at least one of whom shall not be one of the two physicians who supported the initial failed application, affirming that the patient is competent and that his or her condition qualifies him or her for PAD.
	29: Part of ensuring that stringent safeguards are "scrupulously monitored and enforced" is limiting the settings in which PAD can be provided.PAD should be provided only in approved facilities. Protocols must be set up for these facilities to follow, as described above. Approved facilities must have a person on staff who is trained to assist the attending physician in identifying the witnesses present, ensuring all necessary paperwork is signed, and ensuring that the event is reliably audio-video recorded.
	30: This is untenable.Restricting the practice to licensed or approved facilities where only certain persons are present serves important safety needs both in terms of controlling the lethal drugs used and in insulating the patient from persons who might be subtly inducing the person to choose PAD.
	31: 
	32: The government should create an agency to which all incidents of PAD must be reported and by which each report must be reviewed, filed, and safely stored. Ideally, the agency would be federal.The report must include all signed documentation (patient's requests for PAD; physicians' opinions about the patient's competence and medical condition; witness statements), as well as the requisite audio-visual recordings of the competence assessments, the second request for PAD, and the administering of PAD.The responsibility for filing the report shall be on the physician who provides PAD. Of course, the physician must have much of the required documentation before performing PAD, including the judicial warrant. After PAD is performed, the record will have the addition of the audio-visual recording of the PAD itself as well as the signed statements of those present when PAD was administered that the patient was competent and consented voluntarily and that PAD was provided only at the positive indication of the patient.
	33: Yes. In addition to all of the procedural steps, including competence assessments, judicial approval, and the recording and witnessing of informed consent, each case of PAD should, after it is reported, be reviewed by an independent panel, including at least one doctor and one lawyer. The panel shall report any non-compliance to the board of its agency, to the Minister of Justice, and to the Attorney General.
	34: An independent government agency should be responsible for ensuring that the medical and legal community are informed of the laws pertaining to assisted suicide.The agency should oversee the approval of facilities for providing PAD.The agency should be under the oversight of a non-partisan board that includes at least one lawyer, doctor, judge, and palliative care specialist.Ideally, the oversight body will be national, in order to ensure consistency throughout Canada. This life-and-death matter is not one for provincial experimentation. Reporting requirements and monitoring should not differ from one province to another.
	35: The  responsible government agency should provide materials to ensure that physicians are aware of the many subtle outside influences that can pressure a person to seek PAD and how to screen for them.Physicians and other health care providers should also be provided with materials to keep them  informed about alternatives to PAD so that they can give accurate and complete information to their patients about alternatives. PAD should never be mentioned by a health care service provider unless the patient asks about it of their own initiative.
	36: No.
	37: Federal and Provincial governments should do everything they can to promote and improve the provision of end-of-life care, which the Christian Legal Fellowship believes should not include PAD. Only 16-30 % of Canadians who need palliative care have access to it, which is appalling (see the Parliamentary Committee on Palliative and Compassionate Care report, “Not to be Forgotten:Care of Vulnerable Canadians” (November 2011) at p. 21, online: <http://pcpcc-cpspsc.com/wp-content/uploads/2011/11/ReportEN.pdf>.
	38: Adequate notice of the patient’s judicial application must given to the patient's immediate family members. All patients who make application must also be provided, along with their families, complete information about the available alternatives to PAD, especially palliative care. No information resources produced by the government, whether for physicians, patients, or patients' families, should in any way encourage the choice of PAD. There is already a risk that a family member could subtly pressure patient to choose PAD. Resources, in the form of information and services, in support of alternatives to PAD should be made available to patients and their families. Governments should pursue policies that it make it easier for family members to make themselves available and to afford to provide care and support for each other at the end of life.
	39: As noted in our cover letter, CLF is concerned about the very premise of this survey. It is also premature, in our view, as it fails to recognize the primary role of Parliament in drafting legislation in response to Carter and assumes that assisted suicide is now a health service to be facilitated/provided by the provinces. A physicians' role is to "do no harm" and to heal, mend, and treat their patients - not to kill them. CLF believes that a ban on physician-assisted suicide is the only reasonable means to effectively advance the valid and desirable objectives of preserving life and protecting the vulnerable.Improving access to palliative care should be the governments' first priority in responding to Carter, as PAD must not made be available until the patient has first had access to fully adequate palliative care; otherwise, their consent would not be informed (many patients who ask for euthanasia change their minds when given good palliative care - see Chochinov, Dignity Therapy: Final Words for Final Days; Oxford University Press, 2012, pp.224).


