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Medical Assistance in Dying-Canada

• Bill C-14: An Act to amend the Criminal Code of Canada and to make related 
amendments to other Acts (medical assistance in dying)--received royal assent on 
June 17, 2016.

• Medical assistance in dying (MAID) is not like most health care services and 
warrants its own monitoring system.
‒ In Carter v. Canada, the Supreme Court of Canada called for “scrupulous monitoring” of MAID. 

‒ Monitoring can help to ensure that vulnerable people are protected and that the public’s trust in the health 
care system continues to be maintained. 

• Only death investigation service in Canada providing oversight role

• Death Investigation →Provincial Responsibility

• Progressive change in approach to oversight
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Role of Office of Chief Coroner in MAiD

1. Reporting

2. Monitoring

3. Oversight

4. Data Collection
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Reporting, Monitoring, Oversight & Data Collection – The Need

To monitor and understand the frequency, scope, themes and trends of MAiD deaths:

– Provide information to the public regarding implementation of the legislation 

– Monitor operation of MAiD framework and identify potential areas for 
refinement 

– Foster transparency and public trust in the system

– Inform future development of public policy and health systems re: end-of-life 
care and MAiD

– Inform legislative review
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Reporting, Monitoring, Oversight & Data Collection – The Need

To ensure diligence in process and adherence and compliance with 
legislation & safeguards:

– Protect vulnerable populations – ensure informed consent and 
voluntariness 

– Ensure access to and provision of MAiD to those individuals who 
satisfy eligibility criteria and who have a genuine & enduring desire to 
die
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Reporting-Progression

• MAiD deaths are reported to the Office of the Chief Coroner under the Coroners Act

• Prior to May 10, 2017:

– reported under section 10 (1) (f) – “…any cause other than disease…” (i.e., “non-
natural”)

– Coroner must investigate the death

o Examination of the body 

o Completion of Medical Certificate of Death

• May 10, 2017: Enactment of Bill 84, Medical Assistance in Dying Statute Law Amendment 
Act

– Addition of section 10.1 – stand-alone section that specifically speaks to MAiD 
deaths
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Reporting--Current
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Reporting-Current
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Medical Certificate of Death: Cause & Manner

Prior to May 10, 2017:

• Medical Certificate of Death completed by coroner

• Cause of Death: Combined Drug Toxicity

• Manner of Death: Suicide

As of May 10, 2017:

• Medical Certificate of Death completed by MAiD provider

• Cause of Death: The illness, disease or disability leading to the request for MAiD (this condition 
will be selected as the cause of death for vital statistics)

• Manner of Death: Natural

• No reference to MAiD or drugs administered for the purpose of MAiD
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Federal Reporting: Hybrid Reporting in Ontario
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Monitoring & Oversight

• MAiD deaths are a new type of death with serious implications that requires a unique and 
different approach from standard investigative procedures for coroner cases

• Goal: Provide the least intrusive approach by balancing the requirement for reporting, 
monitoring and oversight while respecting the needs of the patient, family and clinicians during 
the MAiD process

• Outcome: MAiD Team = small, centralized group of staff  (Coroner Investigators) distinct from 
investigation team to ensure a consistent approach and to develop expertise in this area
• Section 16.1 (1) of the Coroners Act: “The Chief Coroner may appoint any person, in accordance with the 

regulations, to exercise the investigative powers and duties of a coroner”
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Oversight – Eligibility Criteria

• At least 18 years or older

• Mentally competent (“capable”) to make health care decisions

• Eligible for health services funded by a government in Canada 

• Voluntary request for MAiD (i.e., no external pressures)

• Informed consent for MAiD (i.e., informed of other means of relieving 
suffering – e.g., palliative care, etc.) 

• Grievous and irremediable medical condition
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Oversight – Safeguards

• Written request signed/dated before 2 independent witnesses (who also sign/date the 
request) 

• Informed that request can be withdrawn or rescinded at any time

• Initial assessment by MD/NP confirms eligibility

• 2nd assessment by independent MD/NP confirms eligibility

• Reflection period of at least 10 days b/w request and provision of MAiD (only exception: if 
both assessors are of the opinion that person’s death and/or loss of capacity to consent is 
imminent – i.e., before 10 days)  

• Confirm decision/consent to proceed immediately before provision of MAiD
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Monitoring & Oversight – Review Process

• MAiD provider contacts Provincial Dispatch — connect with MAiD Review Team

– Speak with the reporting clinician

– Speak with the family

– Review ALL documentation/records related to MAiD

– Determine need for investigation

• Flowing from concerns re: MAiD

• Reason for MAiD = other section 10 criteria (non-natural)

• Potential for examination of body and completion of death certificate by coroner

– Release the body

– Follow up with family and/or clinician(s) (if indicated)

– Complete documentation (report, data collection form) 
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Monitoring & Oversight – Review Process

Information typically requested by OCC:

• Provider Information

• Patient Information

• Information for Family/Next-of-Kin

• Assessments 

• Mandatory requirements for federal reporting

• Reflection Period

• MAiD Procedure
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Monitoring & Oversight – Review Process

Documentation typically requested by OCC:
• Patient’s written request for MAiD

• First & Second MAiD Eligibility Assessments

• Where applicable, documentation by both assessors that demonstrates & supports the rationale for shortened 
reflection period 

• Where available, any recent and/or relevant consultation reports (e.g., from oncology, palliative care, psychiatry, 
etc.), reports on relevant imaging studies, pathology reviews, diagnostic tests, and/or other investigations 
pertaining to the patient’s illness, disease, or disability prompting their request for MAiD 

• Enhanced data for federal reporting requirements: access to palliative care, access to disability support services, 
avenue of referral, consultation with other health care practitioners

• MAiD procedure note

19



Monitoring & Oversight – Review Process

• MAiD provider contacts Provincial Dispatch — connect with MAiD Review Team

– Speak with the reporting clinician

– Speak with the family

– Review ALL documentation/records related to MAiD

– Determine need for investigation

• Flowing from concerns re: MAiD

• Reason for MAiD = other section 10 criteria (non-natural)

• Potential for examination of body and completion of death certificate by coroner

– Release the body

– Follow up with family and/or clinician(s) (if indicated)

– Complete documentation (report, data collection form)

20



Data Collection 

• Total number of MAiD deaths

• Number of MAiD deaths
• By type: Clinician-Administered vs Self-Administered

• By clinician: MD vs NP

• Setting in which MAiD occurred 
• Large Urban Centres vs Smaller Population Centres

• Private Residence, Hospital, LTC Facility, etc.

• Patient demographics
• Age, Sex

• Medical Circumstances leading to request for MAiD
• Cancer, Neurodegenerative, Circulatory/Respiratory, Other
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MAiD Statistics – Ontario 
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MAiD in Ontario

Number of MAiD Deaths per Month
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MAiD Statistics – Ontario 

Statistics as of March 31, 2019= 2897 MAiD Deaths in Ontario

• Type:

– Clinician-administered: 2896

– Self-administered: 1

• Sex:

– Male: 50

– Female: 50

• Age:

– Youngest: 22

– Oldest: 105

– Average: 74
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MAiD Statistics – Ontario 
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MAiD Statistics – Ontario 
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Lessons Learned

• By virtue of our role, the Office of the Chief Coroner continues
to identify key issues and ‘lessons learned’ in the course of its
review of medically assisted deaths

• Collaboration with Physician Regulatory Body (College of
Physicians and Surgeons for Ontario) to develop MAiD Lessons
Learned documents
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Lessons Learned

• Documentation/Record Keeping: 

– Ministry of Health “Clinician Aids”

• Intended as supplementary aids 

• Being used in isolation – absence of accompanying clinical note/ 
documentation of the assessment that provides detailed history, 
rationale and criteria supporting the patient’s eligibility for MAiD
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Lessons Learned

• Written Request for MAiD

– Witnesses

• Request witnessed at time patient’s written request is made – date on which the patient’s written request is signed should always 
match the date on which the written request is witnessed

• Criteria for Independence outlined in legislation:

– An independent witness IS: at least 18 years of age and understands the nature of the request for MAiD

– An independent witness IS NOT: a beneficiary or recipient of any financial or material benefit resulting from the patient’s 
death; the owner of the health care facility where the patient is being treated; or directly involved in the patient’s healthcare 
or personal care

– A healthcare provider in the facility where the patient has requested MAiD can be a witness as long as this individual does not 
own the facility and is not directly involved in the patient’s healthcare or personal care

– Person signing request for MAiD on patient’s behalf

• Criteria outlined in legislation 

• Differs from substitute decision maker as per Health Care Consent Act

– Delayed identification of issues with request can result in additional wait time for patient
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Lessons Learned

• Reflection Period

– 10 clear days of reflection between the date MAiD is requested and the date it is provided – may 
only be shortened in 2 circumstances

– 24% of cases; 13% capacity; 3% imminent death; 8% both

– Shortened for reasons other than those outlined in legislation:
• Misinterpretation/Miscalculation

• Suffering

• Pressure from the patient and/or their family members

• Logistics/Resources/Scheduling 

– Documentation:
• Statutory exception relied upon in shortening the reflection period (i.e., death or/or loss of capacity is imminent) and 

the information/observations that support the clinicians’ opinion that exception was satisfied

• Rationale must be supported by the information provided/contained in the records  
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Lessons Learned

Consideration of grievous and irremediable medical condition

• Criteria for grievous and irremediable is more broad than a single disease entity leading to a 
premature death 

• Medical condition that is causing the intolerable suffering does not need to be the cause of the 
reasonably foreseeable death

• Presence of a disease, illness or disability and/or the overall condition of the patient (age, state 
of disability/decline) individually or concurrently can account for a reasonably foreseeable death

Institutional inconsistency

• Variable practices across Ontario

• Continuum

• ? Quality framework

• Value of Education/Certification
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Challenges

• How to evaluate for potential coercion

• How to evaluate the quality/suitability of the palliative care 

offered

• How to evaluate the initial clinical relationship and decision 

making process
• i.e. strategies discussed that may alleviate suffering

• Evaluation of access issues



Challenges

Reasonably foreseeable death-Considerations

• Not clearly defined
– Clinical judgement

– Case by case within the complete clinical presentation

• Trajectory to death, i.e. time defined

• Natural process that will result in death
– What is reasonable time period?

• Patient's natural death to be foreseeable in a period of time that is not too 
remote



QUESTIONS?
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