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FOREWARD
A NOTE FROM 

HARM REDUCTIONIST
AND FACILITATOR,
 AARA AMEY AYER

        It gives me immense pleasure to write the foreword for the 
ABRPO Guide to Medical Assistance in Dying (MAiD) for Frontline
Workers. I started working with ABRPO in 2019 while I was
working at an AIDS Service Organization as a Harm Reduction
Outreach Coordinator. I was so impressed with the history and 
In line with western culture, social services organizations often avoid talking about grief, despite
widespread overwhelm with the task of supporting staff, Peer workers, volunteers, and community
members living through multiple loss. Many of us experienced this void while working during the
height of the AIDS crisis, and now a new generation of workers are experiencing multiple losses in
the drug toxicity crisis. The services of ABRPO are so unique and critical to the community of HIV
and Harm Reduction workers. 

        Currently, dedicated workers are supporting clients who are dealing with increasingly complex
social issues. People in Ontario are living with less due to gaps in health care, income supports, and
social services, affordable housing, while the cost of living increases. We have an unprecedented
number of Ontarians living houseless, unable to access a primary care physician or specialists to
manage chronic health conditions. All of these factors impact a MAiD decision, and workers have an
important role to play in the process.

        As a Harm Reductionist for the last 35 years, I am a vocal advocate for MAiD. I had my first
experience with MAiD almost four years ago when my father died. He was extremely ill and living
with pain, nausea, insomnia, and a limited ability to breathe. It was awful to see his distress. Every
night for a week, he would go to bed convinced that he would be dead before morning, only to
awaken again having survived a night full of pain and a day beginning that way as well. He had
already made the decision to die but his body would not cooperate.

        Ten years before, his 92-year-old mother was dying and was moved to a palliative care unit. A
week later she was moved back to her original bed. She was so angry that her body betrayed her as
she awoke each day. She asked me if I had enough medication to help her cross over. I did not, and
like many others in the same position, I struggled with the legal and ethical implications of this
request. Several weeks later she passed, but I still struggled with guilt about not being able to help
her die when she wanted to. 

        This time as my father was dying, we had the choice of using MAiD. We were new to the
process, and a guide like this would have helped me to figure out our next steps. We hope that you
find this guide useful in your work supporting folks. We are as always in awe of the role workers
play in their communities every day. We stand with you in solidarity and in revolutionary love for
each other and those we serve. 3

mission of ABRPO.
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INTRODUCTION

        The history of Medical Assistance in Dying (MAiD) in Canada has been tumultuous, beginning
with Sue Rodriguez’s landmark legal challenge in 1992. Living with amyotrophic lateral sclerosis
(ALS), Sue Rodriguez sought the right to end her life with the assistance of a physician following
her diagnosis. At the time, no physician was willing or legally able to help. Despite losing her case at
the Supreme Court of Canada, Sue Rodriguez continued to advocate for autonomy and dignity at
the end of life. In 1994, she ended her life with the assistance of an unidentified physician. It would
take another 23 years before the law adapted toward end-of-life care, autonomy, and compassion.

        Many people continue to hold strong opinions about MAiD, shaped by cultural, religious, or
personal beliefs. Some of our community partners asked why there are such extensive safeguards
in place for the MAiD process, but safeguards do not exist to ensure the quality of life of people on
the margins, such as those living with chronic illness or people who use drugs. In this guide we hold
two truths at the same time: we honour the autonomy of a person to determine how they will live
and die, and we know that there are dire gaps in social structures like housing, basic income, and
compassionate health care that make life not worth living for disabled and chronically ill folks. It is
especially relevant to hold these two truths as the MAiD eligibility criteria is planning to expand to
include mental health issues in 2027.  

        Death and dying are extremely complex and necessitate hard conversations for the individual
and the loved ones supporting them. As a worker, you may be called upon to act as a primary
support for a client who is isolated, may not have familial support, or whose family may disagree
with their decision. It is also essential to note that each person has their own way to describe what
family means to them. This might include parents, brothers and sisters, aunties and uncles,
grandparents and cousins, but also chosen family such as partners/spouses, friends, coworkers,
community members, and in-laws, co-parents and step-parents. As workers, it’s crucial we respect
who the MAiD applicant chooses to include in their version of family. 

        Medical assistance in dying can be a complicated process, both emotionally and legally. It is
helpful to know the parameters of this program, application, and the process of MAiD. We hope
that this information is helpful and can be shared with your client when making decisions. Beyond
program eligibility and the application process, the most important task supporting the person who
is dying. This can bring up all sorts of feelings. Death and dying is difficult in any situation.
However, there are many nuances with MAiD that can leave the person seeking MAiD and their
community feeling conflicted about this choice. We will explore some of these issues in this guide.



5

        For clarity, let’s define some language. Many people feel that MAiD is the equivalent of
suicide. As such, many people may struggle with the concept due to faith-based, spiritual, or ethical
concerns. Here are the definitions for suicide and MAiD. As you will see these two terms have very
different meanings and are utilized by different folks.  

 Suicide - the action of killing oneself intentionally.  
 
MAiD – Medical assistance in dying (MAiD) is an applicant-centered process that gives
terminally and chronically ill people control over their end-of-life options.  

        It is critically important to differentiate between these definitions. The main difference is that
the person seeking MAiD has a terminal illness or chronic condition that significantly impacts
quality of life, and they have the capacity to decide how to manage their end-of-life care. 
Suicide is a decision that is made when a person feels that they have run out of options and cannot
continue to live with their suffering. None of these options are inherently right or wrong. They are
complex and difficult decisions regardless of the situation. It is essential that we approach these
situations with a compassionate heart and an acknowledgement of the physical and emotional pain
people are in when they must make decisions about their end-of-life care. As workers, we support
people’s self-determination, internal wisdom, and personal expertise about their own bodies. And
still, MAiD can present challenges for us as workers due to our internal biases, belief systems, or
faith.  

        We consider MAiD to be a strategy that can complement other Harm Reduction strategies.
Living with a terminal or chronic illness can be extremely painful, scary, depressing, and isolating.
As Harm Reductionists we can focus on the harms of the illness and how we can reduce these
harms for our clients. MAiD is one of the options people have to address the harms of the illness.
As Harm Reductionists, we also know how important it is to have social structures in place that
make life worth living.

        In the palliative care community they often use the term “good death”, and this definition is
different for everyone. Some may call a peaceful and pain free death surrounded by loved ones a
“good death”. Another framing may be that the dying person, the family and medical professionals
all working together and supporting each other with the goal of improving end-of-life care and
achieving the best possible outcome for the dying. This closely aligns with how we work with
community members on other issues: person-centred, community-centred, and uplifting self-
determination and personal expertise about their life and death. 

        We at ABRPO are not experts in MAiD, but we are experienced with supporting people
through grief and building the capacity of workers to respond to the grief of their community
members and participants. We hope this resource helps provide clarity about MAiD eligibility and
offers guidance on the support that may be needed during application, at time of death, 
and for the loved ones who are grieving the loss. 



CURRENT PROVINCIAL REGULATIONS
LAWS AROUND ELIGIBILITY,

SAFEGUARDS, AND
EXEMPTIONS  

        In Ontario, a person must meet several eligibility criteria in
order to access MAiD. Eligibility is always assessed on an
 individual basis and takes some of the applicant's life circumstances 
into account. To be approved, the applicant must meet all eligibility criteria. 

        The MAiD applicant must:
be eligible for publicly funded health care services in Canada
be 18 years of age or older
be capable of making health care decisions
be able to provide informed consent
voluntarily request MAiD
have a grievous and irremediable medical condition:

have a serious and incurable illness, disease, or disability
are in an advanced state of irreversible decline in capability
are experiencing enduring physical or psychological suffering caused by the medical
condition or state of decline that is intolerable and cannot be relieved

        A physician or nurse practitioner will assess whether the MAiD applicant meets all eligibility
requirements. If found eligible, a second physician or nurse practitioner must complete an
independent assessment to confirm the MAiD applicant meets the criteria (Ministry of Health,
2024). Individuals requesting MAiD are also required to have an independent witness sign all
required documentation to confirm that the person requesting MAiD understands what they are
signing.

        To be considered independent, the witness must meet specific requirements. An independent
witness cannot:

benefit from the person’s death
be an unpaid caregiver of the person requesting MAiD 
be an owner or operator of a health care facility where the person lives or is receiving care 

        In June 2016, the Canadian government passed legislation allowing eligible Canadian adults to
request medical assistance in dying from either a physician or nurse practitioner in one of two ways: 

directly administering a substance (such as injection of a drug) that causes death; or 
providing or prescribing a drug that MAiD applicants take themselves in order to bring about
their own death.

6
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        In Canada, MAiD is governed by several safeguard measures designed to protect individuals
seeking access. Here are a few key safeguards:

One of the two medical practitioners conducting eligibility assessments must have expertise in
the medical condition responsible for the person’s intolerable suffering.
Individuals must also be informed of available options to relieve their suffering and be offered
consultations with relevant professionals, which may include palliative care, mental health
services, and disability supports, where appropriate.
The eligibility assessment process must take a minimum of 90 days, unless assessments are
completed sooner and the individual is at imminent risk of losing the capacity to provide
informed consent.
Immediately before providing medical assistance in dying, the practitioner must give the person
an opportunity to withdraw their request and must obtain the person’s final express consent to
proceed.

        First, clause 1(7) would permit persons whose natural death has become reasonably
foreseeable to receive MAID on the basis of an “advance consent arrangement” under certain
conditions. This option would be available when the applicant has been assessed and approved for
MAID in accordance with all the applicable safeguards and has indicated their preferred date for
the procedure. The applicant must be informed by their practitioner that they are at risk of losing
capacity to give final consent, and has a written arrangement with the practitioner to proceed on
the preferred date. However, the practitioner would not be permitted to proceed with the MAID
agreement if the person demonstrates refusal or resistance (by words, sounds or gestures) to the
administration of the substance that would cause their death. 

        The second exception to the final consent requirement would allow a person who chooses to
self-administer MAID to create a back-up plan in case the self-administration fails to produce
death but results in a loss of capacity. In order to qualify for the exception, the person would have
to enter into an agreement with the practitioner that the practitioner will be present at the time of
self-administration and will administer MAiD if the person loses decision-making capacity but does
not die within a specified period of time.

Safeguards

Exceptions to the requirement for final consent for MAID

        Under Bill C-7 from the Department of Justice Canada, there are two situations in which the
requirement for “final consent” would be waived.
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        Currently, many people living with HIV are excluded from accessing MAiD, as HIV on its own
is not considered a “grievous and irremediable medical condition” under existing eligibility. What
this fails to address are the social and structural factors that can make suffering intolerable for
people living with HIV, such as housing instability, underfunding of income supports like ODSP,
limited access to home care, and experiences of stigma within healthcare settings. It also fails to
address the presence of HIV co-morbidities that increase with age, such as cardiovascular disease,
diabetes, kidney and liver disease, bone cancer and mental health issues. Denying access to MAiD
does not resolve these co-morbidities. 

        In our community consultations with long-term survivors of HIV, there were conflicting
feelings about the eligibility exclusion. Some felt that their autonomy was being taken from them,
and raised the question, “who gets to decide what quality of life is for a person?” Others named
that HIV medication can be inaccessible to some folks, and that some people living with HIV are
medication-resistant. However, many of our community partners named that when they received
their diagnosis they thought their “life was over” or that they’ll “be dead in a year” because of
stigma and social perception, but this did not end up being the case and they went on to thrive in
full lives. There was concern from our community partners that newly diagnosed people would
resort to MAiD because of panic and stigma. They were concerned that if HIV is eligible for MAiD,
it goes against modern narratives that HIV is survivable. Clearly more consultations with people
living with HIV, especially long-term survivors, are needed to understand the complexities of HIV
eligibility.

HIV Eligibility Exemption



PROPOSED REGULATION CHANGES
MENTAL HEALTH
 ELIGIBILITY AND

 ADVANCED DIRECTIVES
        Currently as of 2026, if the applicant’s only medical condition is a
mental health issue, they are not eligible for MAiD. An amendment is 
currently under consideration to expand eligibility to include mental health issues in March 2027.
The planned inclusion raises serious questions about the social factors that contribute to mental
health issues, such as social marginalization and intergenerational trauma. Factors like racism,
colonization, ableism, and poverty create constant traumatic impacts that significantly impact
mental health, and create barriers to compassionate and accessible healthcare, employment, and
housing. These barriers are exacerbated by the lack of culturally grounded treatment and recovery
programs for people experiencing mental health and substance use challenges. These systems of
oppression and the barriers they create need to be addressed and uprooted to increase quality of
life, and reduce the necessity for medically assisted death in cases of mental health issues.

        Under current federal legislation, individuals seeking MAiD are not permitted to submit an
application for MAiD as an advance directive for care. For example, a person diagnosed with
dementia who is currently able to understand the process communicate clearly cannot request
MAiD for a future date. This is because informed consent must be provided at the time MAiD is
administered, unless within the conditions for waiving “final consent” as indicated above in
alignment with Bill C-7. This current regulation is being considered for expansion to include
advanced requests in 2027.

9
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Advanced Requests



EXPERIENCES OF GRIEF
WHOLISTIC,

DISENFRANCHISED, AND
ANTICIPATORY GRIEF

        MAiD does not just impact the person who is choosing to 
receive medically assisted death. The process also significantly 
impacts family, friends, communities, workers, and also medical staff. 
The grief can vary depending on the circumstances around the MAiD decision and administration.
At ABRPO, we believe that our grief is wholistic and impacts our bodies, emotions, mind, spirits, and
relationships. Some of the ways grief can manifest are aches and pains, sleep and eating changes,
strong emotions like sadness, anger, and regrets, brain fog or rumination, hopelessness or
questioning faith, and isolation or seeking support. It is also important to note that the MAiD
process can create positive impacts such as respecting autonomy, relief, gratitude, and a chance to
rest and recover. This might be confusing for folks if they are also experiencing sadness at the same
time. All these impacts and more can be experienced by anyone involved in the MAiD process. 

        Since MAiD is often framed as a personal or family experience, it is common for medical staff or
workers supporting a MAiD applicant through the process to feel that their grief is not warranted or
recognized. This is referred to as disenfranchised grief, and can prolong the grieving experience or
cause feelings of being misunderstood, isolation, and self-judgement. For this reason, it is important
that grief supports are available for workers supporting community members through MAiD, as well
as the medical professionals administering it.
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        Anticipatory grief is a common experience in the time leading up to a MAiD death, when we
may begin our bereavement before the loss has occurred. Anticipatory grief includes all of the grief
impacts mentioned above, with the addition of worry, anxiety, and dread. If the process of applying
for MAiD is well supported by open communication and family support, especially taking time to say
goodbye, anticipatory grief may make it easier for loved ones to come to terms with a MAiD
applicant’s death. However, if there are conflicting beliefs around suicide or MAiD, it can increase
the loved one’s grief after the death if there is regret, anger, or worry about their loved one’s
afterlife.



CULTURAL & RELIGIOUS CONSIDERATIONS
THE ROLE OF RELIGION AND

CULTURE ON GRIEVING 
AND SUPPORT

        It’s important to take the MAiD applicant’s and their loved
ones’ culture and religion into consideration when supporting 
the MAiD process to understand attitudes and practices around 
death and dying. Even within cultures and religions there can be individual differences of opinion
about MAiD. Workers can support their community members pursuing MAiD by engaging them in
conversations about their beliefs about life and death to better understand their cultural realities. 

        When workers are supporting a MAiD applicant through the MAiD process, it is common that
they will encounter family, friends, community members, and faith leaders. It is not necessary to
understand all aspects of their culture related to death and dying. It is more important for workers
to have a good awareness of their own cultural, spiritual, or religious beliefs about death and MAiD,
and a co-existing commitment not to bring these beliefs into the supportive interaction unless the
person asks. Workers can bring a genuine sense of curiosity to the person’s beliefs on dying and
MAiD to understand what supports may be needed during the process, both for the MAiD applicant
who is dying, and also their family and friends. Workers can ask compassionate questions to open
the discussion about death such as, “In your culture, what kind of rituals or gatherings happen when
people die?” or “When you were young, how did you see your people honouring a death?” or “What
are your beliefs about what happens when we die?” or “How do your family or friends feel about
your choice to pursue MAiD”? 
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        In some cultures and religions, MAiD is associated with suicide and viewed as morally wrong.
There may be beliefs that it will stop the MAiD applicant from having a “good death” or prevent
their access to a peaceful afterlife. If a MAiD applicant chooses to pursue MAiD while their family
holds these religious or cultural beliefs, it may cause strain for the MAiD applicant, or strain
between them and their loved ones. If MAiD is associated with suicide and viewed as culturally or
religiously wrong, it can be challenging to find a place of worship to host the funeral, which may
amplify the family’s grief after the loss has occurred. It is also important to note that the autonomy
to choose how one dies can also be a spiritual ethic, as can honouring someone’s awareness of their
needs and when it is their time to die.

         As a medical process, MAiD happens within the dominant white eurocentric medical industrial
complex. This dominant medical view undermines the respect for and dignity of the dying person,
and does not account for culturally diverse views on death and dying that would help MAiD
applicants experience a “good death” within the medical system. 
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        Our Indigenous community partners named ceremonies such as sacred fires, singing,
drumming, dancing, plant medicines, and washing the body as essential for end of life transitions.
Our Indigenous and ACB community partners also named the necessity of family and community
during end of life transitions. Making decisions as a family and community are essential, however
the current MAiD process is framed as mostly an individual decision. It is also crucial to have family
and community present at the time when MAiD is administered, which includes extended family
such as aunties and cousins, friends and neighbours, faith leaders, and spiritual fellowship
members. 

        One way to move toward a culturally-grounded MAiD is for the process to be started and
administered by medical professionals within the MAiD applicant’s culture so there is an
understanding of what approach is meaningful for the applicant and their community. The federal
provision that allows MAiD applicants to take home medication to end their life is also a way to
reduce the over-medicalization of dying in hospital, and bring the process within people’s home
communities. Finally, workers can encourage applicants to include their supportive loved ones in
the emotional & spiritual discussions around MAiD to resist the ways the process is currently
individually focused, not family or community focused.



SUPPORTING APPLICANTS & LOVED ONES
SUPPORTS WHEN APPLYING,

WHEN DYING, AND 
AFTER THE LOSS

        When considering what supports are needed around 
MAiD, we frame those supports in 3 phases: When Applying, 
When Dying, and After the Death. We feel it is important to 
include a section on Structural Supports that empower disabled and chronically ill people to have a
quality of life that reduces the need for MAiD.
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        Workers can be a significant source of support during the consideration and application stage
of MAiD. Workers can take on roles similar to grief workers such as end of life advocates or
community facilitators who can support the MAiD applicant to have a good death with the
involvement of their family, friends, community, and spiritual and cultural practices. Workers can
also facilitate connections to death doulas who can be present with the MAiD applicant and their
loved ones at the time of death. Workers can also support the family through hard conversations if
there are differences in opinion around MAiD, helping the MAiD applicant advocate for their needs
while considering the perspectives of loved ones. A worker could also be supportive if there are
accessibility needs around the application process, such as verbal supports like talking through the
forms. 

Supports When Applying

        Whether working with grief workers or workers within social services agencies, the support at
this stage should be rooted in empathy and compassion for the MAiD applicant and their loved
ones. We heard from some of our community partners that the MAiD process, and the medical
system in general, can be a dehumanizing experience that is overly focused on medical intervention
and not enough on the care needed around the coming death. Some of the supports that may be
needed in the applying phase could be support from nurses and doctors from within the MAiD
applicant’s culture, or grief workers as named above, who understand some of the MAiD applicant’s
experiences and the traumatic impacts of racism, colonization, stigma, and poverty. Part of taking a
compassionate approach is being aware of the potential fear the MAiD applicant may be feeling
leading up to their death, and supporting them through that process with conversations and
exploring views on life, death, and afterlife with them. It may be important to them to have cultural
or spiritual leaders present for these conversations, and the worker can be a facilitator of those
connections as well. 
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        Many of our community partners named the need for both individual and group supports for
the MAiD applicant and their loved ones. Who needs these supports may depend on the MAiD
applicant’s relationship with them, so it’s important that we don’t assume loved ones only include
immediate family, but expand to include extended family and friends. These supports may include
therapy or grief counselling, discussions of anticipatory grief, funeral / celebration of life planning,
legacy and memorial planning, will planning, planning a grief-care network, how to set up the dying
environment in terms of lighting, sounds, ceremony, people, and how to say goodbye. Workers can
also support MAiD applicants and their loved ones with the after-death logistics such as calling
doctors, meeting the coroner, calling family members and friends, and more.

        When considering the supports people may need when dying, remember that MAiD can be
completed at home with a prescription for life-ending medication, as per the federal regulations
outlined in section on Current Provincial Regulations. This is important because some cultures do
not send their older, disabled, or chronically ill loved ones to nursing homes or to die in hospitals,
with the belief that dying at home among loved ones and within culture can be better for their
spirit’s transition. This is especially important for rural or remote communities where people may
have to travel long distances to receive medical care. Workers can help facilitate their return home
for death care. 

        A role that social service workers can take in the dying of their community member is to
connect them to spiritual care that can be present for the death, such as hospital chaplains, faith
leaders, and community leaders. Our Indigenous community partners named the importance of
ceremony such as sacred fires, washing the body, dancing, drumming, singing, and plant medicines.
They also stated that the presence of family and community, Knowledge Keepers, Elders, and
community leaders such as aunties and kokums. Our ACB community partners echoed this with
the importance of the uplifting presence of family and faith leaders at the time of death. 

Supports When Dying

        Our community partners said that supports are also needed for applicants that are rejected for
MAiD, because they may act to end their life without medical or community presence. However, if
people don’t qualify for MAiD it is possible that with the support of the medical practitioner that
they can stop life-prolonging medical treatments, and move to palliative care. 

        Workers can also support a peaceful death by helping to arrange a comforting sensory
environment for the dying person. This might include soft lighting, comforting music, nice smells,
photographs of loved ones, flowers and plants, art, or beloved blankets and pillows. Workers 
can also help arrange for loved ones like family, friends, and faith leaders to be present 
at the time of death.
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        Since MAiD losses can be disenfranchised and misunderstood or diminished by people who
don’t understand, supports may be most impactful in a group setting or when offered by people
who have had loved ones die through the MAiD process. Loved ones of the person who passed
may also be needed in the long term. People may be hit by their grief immediately after a loss, but
it can often take months or even years for them to be ready to experience the grief. Even if they
think they are “over it”, grief can re-emerge years after a loss and feel almost as strong as it did
around the time of the death. This often happens around holidays, birthdays, anniversaries, but
also when hearing familiar songs, watching movies, visiting neighbourhoods, and anything else that
triggers our grief.

Supports After the Loss
        After a MAiD death, family, friends, and community may need individual and group support to
feel and process their grief. Who may need aftercare supports will depend on the relationship with
the person who has died, not necessarily the immediate family members. Some of these supports
could include counselling, memorials, individual and group therapy, talking circles, celebrations of
life and more. This grief support could include discussing disenfranchised grief (when grief is not
recognized by family, society, culture), questions over whether the MAiD decision was the right
one for the person or family to make, feelings of ethical or religious/spiritual concerns, and the
conflicting emotions that can be present after a MAiD death. The loved ones of the person who
has died may be left feeling the deep sorrow we may expect after a loss, mixed with feelings of
relief that their suffering is over, which may also create feelings of confusion, guilt, and shame.

        When considering supports after a MAiD death, it is important that we also provide supports
for the nurses, doctors, workers, and death workers who were involved in the process. Often these
people can be left out of the aftercare process, and specific groups for people who have
administered or supported the death may be a place to unpack losses that are not recognized
elsewhere. This may be especially necessary if the medical staff or workers have personal beliefs
on a “good death” that conflict with the MAiD process. 

Structural Supports
        It is essential that people have autonomy and choice over their own life and death when living
with health conditions that are terminal or diminish their quality of life. It is equally essential that
there are structural and systemic supports in place that increase their quality of life so MAiD is less
needed. The choice of the MAiD applicant is only meaningful when they have equitable access to
safe healthcare and a quality of life uplifted by social determinants of health such as cost of living
income, accessible employment, environmental safety, and a life free of racism, cis-sexism, and
colonial violence. 
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        Primarily, access to well-funded healthcare free of ableist, racism, misogyny, classist, and
colonial violence would create a medical environment where people with chronic or terminal illness
are treated with compassion, dignity, and respect. Culturally grounded health care would have an
understanding of the impacts of trauma and marginalization on a person’s health and quality of life.
This could also include comprehensive home healthcare and preventative care. Comprehensive
health care also means that severe chronic pain patients have access to a variety of treatment
options to increase their quality of life, including opioid medication without prescriber fears of
addiction that lead to chronic pain patients being cut off from safer supply and forced to source
street drugs to maintain their quality of life. Comprehensive care also requires dignified care for
older folks, especially people living with HIV who are aging. Since HIV is a condition that is not
currently eligible for MAiD, extensive healthcare is needed to meet the known co-morbidities of
HIV. Similarly, healthcare for people who use drugs should include harm reduction supplies, safe
consumption services, safer supply, robust, consensual and culturally appropriate treatment
options, and decriminalization. 

        Accessible and affordable housing for terminally ill, chronically ill, and disabled people is also a
systemic requirement to reduce the necessity of MAiD. Already long waitlists for affordable
housing are extended when accessible housing is needed. Accessible housing not only refers to the
accessibility features within the building, but also the building’s location around amenities like
transportation, stores, and services. It is important to consider all of the intersecting issues when
assessing quality of life.

        When considering the criteria for MAiD extending to mental health issues, it’s important for
healthcare policy makers to be aware of the “social death” of houselssness community members,
especially those experiencing mental health issues. Social death happens when a person or group
of people are cast aside by society and considered “as good as dead”. Social death causes immense
barriers to housing and employment, and also compassionate mental health care and medical care.
Keeping this in awareness allows for a critical examination of whose quality of life is uplifted, who
gets comprehensive medical care, and whose death is easier for the state than ensuring a good
quality of life through income, housing, and healthcare.



IN CLOSING
SUMMARY,

RECOMMENDATIONS,
AND A CALL TO ACTION

        Thank you for taking time to learn about MAiD and how 
workers can support community members who are navigating 
the process for themselves or with loved ones. We hope this
guide sheds light on the current and proposed regulations, as well as the role of workers in
supporting the process during application, dying, and after the loss. We have done our best to
uphold the autonomy of people to end life on their own terms, while also advocating for the
structural factors that make life worth living.
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Recommendations

Our community partners made the following recommendations:

Expand end of life care to be more comprehensive, including compassionate medical care,
better quality of long-term care homes, more care for the applicant and their loved ones.
Policy makers should engage in more consultations about HIV eligibility with people living with
HIV, especially long term survivors who were on early medications and have co-morbidities.
Policy makers should share more information on MAiD and then conduct follow-up
consultations, especially about cultural and spiritual considerations in the MAiD process, with
Indigenous communities, ACB communities, and faith communities. 
We can all make an effort to move toward more awareness on grief, loss, death, and dying, to
increase the openness to have conversations about MAiD and end of life care. This is especially
true in social service organizations.
All levels of government must invest more funding into disability income support,
compassionate and comprehensive healthcare, culturally grounded mental health and addiction
treatment and recovery options, culturally grounded long-term care options, affordable
accessible housing, and accessible transportation.

        We are always open to hearing feedback on all our resources, including this guide. Please feel
free to reach out to abrpoinfo@abrpo.org for feedback, suggestions, or questions. 

Call to Action
        In closing, we invite you to learn more about the grief that is impacting your community, and be
willing to talk about it with your service users. This might include end of life planning if people are at
risk of death, are chronically ill, or considering MAiD. Check the Resources & References page for 
ABRPO resources to help build your grief awareness. 

mailto:abrpoinfo@abrpo.org


TIMELINE OF MAiD IN CANADA

Feb 2024: The Government of Canada announces a three year delay on the proposed expansion of
MAiD eligibility to include mental health issues and advanced directives. 

Mar 2021: Bill C-7 passes, making amendments to the Criminal Code to expand MAiD eligibility.

Sept 2019: The Superior Court of Quebec declared that it is unconstitutional for the federal MAiD
legislation to require that natural death must be reasonably foreseeable to be eligible for MAiD.

May 2017: Ontario government passes MAiD legislation that provides more regulations and
protection for clients, their families, health care providers and institutions. 

June 2016: Bill C-14 passes, making medical assistance in dying legal in Canada. 

February 2015: The Supreme Court of Canada unanimously overturns a legal ban on doctor-
assisted suicide, ruling the law should be amended to allow doctors to help in specific situations.

August 2014: Gillian Bennett, a B.C. woman diagnosed with dementia three years ago, ends her life.
Before her death, she posted on her blog that she feared she would spend "an indefinite number of
years of being a vegetable in a hospital setting" and hoped to reopen the MAiD debate.

June 2014: The National Assembly in Quebec passes Bill 52, known as the 'dying with dignity' law,
allowing terminally ill MAiD applicants to have medical aid in dying. 

June 2012: B.C. Supreme Court Justice Lynn Smith, declares Canada's laws against physician-
assisted suicide unconstitutional since they discriminate against disabled people. Smith noted
suicide is not illegal, and therefore the law against assisted suicide contravenes Section 15 of the
Charter, which guarantees equality for disabled people. The federal government appeals the ruling.

June 2007: Dr. Ramesh Kumar Sharm of Vernon, B.C. is given a conditional sentence of two years
and has his physician's licence revoked after prescribing a lethal dose of drugs for a woman.

1998: Maurice​ Généreux becomes the first doctor to be sentenced under the law banning
physician-assisted death. The Quebec doctor received a jail term for prescribing medication to end
the lives of two men with AIDS who were not at imminent risk of death.

1994: Sue Rodriguez, assisted by an unknown doctor, dies in her home in Victoria. MP Svend
Robinson witnesses her death.

1993: The Supreme Court of Canada dismisses the appeal of Sue Rodriguez to die with medical
assistance. The decision includes concerns about potential abuse and the difficulty of safeguards.

1991: The Right to Die Society is founded in Canada in Victoria, B.C. to help guide those who need
assistance in dying and to lobby for the legalization of MAiD. 
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RESOURCES & REFERENCES

ABRPO RESOURCES RELEVANT TO THIS RESOURCE

E-Learning: Grief Basics, Gathering to Remember, Holistic Check-in, Grounding, Bracketing 

Print Materials: Gathering to Remember zine, Saying a Good Goodbye, Sudden Temporary
Upsurges of Grief
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Focus groups with community partners who are disabled and chronically ill, substance users,   
        workers in social services, Indigenous, African, Caribbean, and Black, and Long-term Survivors 
        of HIV. (2025 & 2026).
College of Nurses of Ontario. (2026). Medical Assistance in Dying. https://www.cno.org/standards- 
         learning/medical-assistance-in-dying
Department of Justice Canada. (2023). Bill C-7: An Act to amend the Criminal Code (Medical 
        Assistance in Dying). https://www.justice.gc.ca/eng/csj-sjc/pl/charter-charte/c7.html
Dying with Dignity Canada. (2026). Navigating a dementia diagnosis: What you need to know.
Dying with Dignity Canada. (2026). What the data tells us about gender, sex, and end-of-life. 
Dying with Dignity Canada. (2026). Rights, Respect and Reality; HIV, Human Rights & Privacy in 
        Practice.
Dying with Dignity Canada. (2026). Myths & Facts: Track 1 MAiD.
Dying with Dignity Canada. (2026). Myths & Facts: Track 2 MAiD.
Health Canada. (2025). Medical assistance in dying: Overview. Retrieved from Medical assistance in 
        dying: Overview. Canada.ca
Health Canada. (2025). National conversation on advance requests for medical assistance in dying. 
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        rapid review. Death Studies Journal. 
Ontario HIV Treatment Network. (2017). Impact of medical assistance in dying on family and 
        friends. https://www.ohtn.on.ca/rapid-response-impact-of-medical-assistance-in-dying-on-
        family-and-friends/
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