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POLIcy MATTERS

a patient’s medical needs do not align with the physi-
cian’s clinical competence and/or scope of practice, this 
would be permissible grounds for refusing a prospective 
patient. Such decisions, however, must also be made in 
good faith.

The policy is also more explicit with regard to the use 
of introductory “meet and greet” appointments and 
medical questionnaires. The policy states that it is inap-
propriate, for physicians, or those acting on their behalf, 
to use introductory meetings such as ‘meet-and-greet’ 
appointments, and/or medical questionnaires to vet 
prospective patients and determine whether to accept 
those patients into the practice.1

However, once a patient has been accepted into a phy-
sician’s practice, physicians may use introductory meet-
ings and/or medical questionnaires to share information 
about the practice and/or obtain information about the 
patient. MD

1 Medical questionnaires include those administered in person, by phone, 
or electronically by physicians or those acting on their behalf.

Five things to know about the policy:

THE POLICY:

1   Sets out how the first-come, first-served rule 
applies in various practice settings.

2    Clarifies that “meet and greet” appointments and 
medical questionnaires can be used only after a 
patient is accepted into the practice.

3   Scope has been broadened to include all physi-
cians, not only those providing primary care. 

4   Clarifies that wait-listed patients are to be ac-
cepted into the physician’s practice in the same 
order in which they were added to the list.

5   Describes the limited exceptions to first-come, 
first-served approach, namely to prioritize ac-
cess to care for higher need and/or complex 
patients or to care for patients’ family members. 

Please provide your feedback by July 31, 2017. www.cpso.on.ca

The College’s Confidentiality of Personal Health Information policy is currently under review. The policy 

sets out physicians’ legal and professional obligations to protect the privacy and confidentiality of patients’ 

personal health information. It also outlines the limited circumstances where the disclosure of personal health 

information without a patient’s consent is permitted or required by law.

To assist with this review, we are inviting feedback from all stakeholders, including members of the medical 

profession, the public, health-system organizations and other health professionals on the current policy. 

We would like to hear your thoughts on the current policy, along with suggestions you may have for how the 

policy could be improved.

Confidentiality of Personal Health Information

Issue 2, 2017  Dialogue 31

POLIcy MATTERS

Council has approved 
a policy that provides 
more explicit guidance 
with respect to the 

circumstances in which it may be 
appropriate to end the physician-
patient relationship, and the cir-
cumstances in which it is not.

The policy, which was last up-
dated in 2008, sets out key princi-
ples and expectations for physicians 
when ending the physician-patient 
relationship for any reason other 
than the physician’s retirement, 
relocation, leave of absence, or as a 
result of disciplinary action by the 
College.

When considering whether to 
end the relationship, the Ending 
the Physician-Patient Relation-
ship policy requires physicians to 

apply good clinical judgment and 
compassion in each case to deter-
mine the most appropriate course 
of action. 

In every case, physicians must 
bear in mind that ending the physi-
cian-patient relationship may have 
significant consequences for the pa-
tient, for example, by limiting their 
access to care. Abruptly discontinu-
ing treatment of a patient who is 
on opioids, for example, could 
lead to fatal consequences for those 
patients with an opioid use disorder 
as they turn to highly potent street 
sources. 

The above is just one example 
why physicians must undertake 
reasonable efforts to resolve the 
situation affecting their ability to 
provide care in the best interest 
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Clinical judgment, compassion key to determining course of action

What to consider before ending 
the physician-patient relationship
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of the patient, and only consider ending the 
physician-patient relationship where those 
efforts have been unsuccessful. 

Even then, physicians must ensure the pro-
vision of necessary medical services while the 
patient seeks a new health-care provider.

While the policy provides examples of situ-
ations in which it may be appropriate to end 
the physician-patient relationship, it cautions 
that each case is ultimately fact-specific. Phy-
sicians must always use their own professional 
judgment to determine whether discontinu-
ing the relationship is appropriate. 

The policy allows that if there has been a 
significant breakdown in the relationship, it 
may erode trust and respect to such a degree 
that quality care may be compromised. 
Examples of situations that may lead to a 
significant breakdown in the physician-
patient relationship include: prescription-

related fraud; frequently missed appoint-
ments without appropriate cause or notice; 
engaging in behaviour which significantly 
disrupts the practice, such as use of abusive 
or threatening language, or posing a risk of 
harm to the physician, staff, colleagues, and/
or other patients.

The policy permits physicians to consider 
ending the physician-patient relationship 
in situations where a patient has repeatedly 
sought care outside of a rostered practice 
without appropriate justification, or refused 
to pay an outstanding fee, while also strongly 
discouraging physicians from terminating 
patients due to a single incident.

The policy does require physicians to con-
sider the financial burden that a fee may place 
on the patient, and “if appropriate, consider 
waiving or allowing for flexibility with respect 
to fees based on compassionate grounds”. MD

1   The expectations of the policy ap-
ply to all physicians, regardless of 
speciality or area of practice.

2   In all cases, physicians must apply 
good clinical judgment and com-
passion to determine whether it is 
appropriate to end the physician-
patient relationship.

3   Physicians must undertake reason-
able efforts to resolve the situation 
affecting their ability to provide care 
in the best interest of the patient 
prior to ending the physician-
patient relationship (for example, 
by considering whether a particular 
incident or behaviour is an isolated 
example, or part of a larger pattern).

4   Physicians must respect patient 
autonomy with respect to lifestyle, 
health-care goals, and treatment 
decisions, and not end the phy-
sician-patient relationship solely 
because a patient chooses not to 
follow their advice, or seeks treat-
ment to which the physician ob-
jects on the basis of conscience or 
religious beliefs.

5   Even where the physician-patient 
relationship has been discontinued, 
physicians must ensure the provi-
sion of necessary medical ser-
vices while the patient seeks a new 
health-care provider. 

5 tHingS tO knOW:
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In May, 2017 Ontario passed legislation 
that will support the implementation of 
medical assistance in dying by providing 
more protection and greater clarity for 

patients, their families and their health-care 
professionals.

Federal legislation, passed in June 2016, 
guides how medical assistance in dying is to 
be lawfully provided. The province’s Medical 
Assistance in Dying Statute Law Amendment 
Act aligns with the federal medical assistance 
in dying legislation while addressing areas 
relevant to MAiD that fall under provincial 
jurisdiction. 

At the end of March, College President, 
Dr. David Rouselle, appeared in front of the 
Standing Committee on Finance and Eco-
nomic Affairs, and expressed general support 
of the then proposed legislation. “The Col-
lege strongly supports Bill 84 … It provides 
important clarity and protections on a range 
of issues that fall under provincial legislation. 
It demonstrates respect for patient autonomy 
and access to care, two goals which have 
underpinned the College’s work on MAiD,” 
he said. 

The Medical Assistance in Dying Statute Law 
Amendment Act amends:

Coroner’s Act
The amendments clarify the Coroner’s role 
in relation to MAiD cases. Previously, the 
Ontario Coroner’s office was required to be 
notified of all medically assisted deaths in the 
province and had to investigate all circum-
stances involving MAiD. Under the Bill 84 
amendments, the Coroner will now be given 
notice of a MAiD death, however, he or 
she would have the discretion to determine 
whether it is necessary to investigate. This 
amendment will help to balance the Coroner’s 
reporting functions while lessening the intru-
sion on patients and their families during a 
challenging time. 

Vital Statistics Act
Amendments to the Vital Statistics Act com-

MAiD

Bill 84 provides clarity, protection 
for patients, health-care providers
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Supports implementation of medical assistance in dying

Dr. David 
Rouselle, 
College 
President, 
appeared in 
front of the 
Standing 
Committee


