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I n 2016, medical assistance in dying (MAiD) was decriminal-
ized in Canada with the passage of Bill C-14. Under Bill C-14, 
competent adults (aged ≥ 18 yr) with a serious and incurable 

condition in an advanced state of irreversible decline who were 
experiencing intolerable physical or psychological suffering and 
whose death was reasonably foreseeable could be eligible for 
MAiD.1 After its passage, legal challenges were brought before the 
Superior Court of Quebec, who ruled that the original legislation 
was too restrictive and in violation of the Canadian Charter of 
Rights and Freedoms.2 This led to the passage of Bill C-7 in March 
2021, which amended Canada’s criminal code to remove “rea-
sonably foreseeable death” as an eligibility criterion, thus creat-
ing 2 distinct pathways for MAiD, where death either is or is not 
reasonably forseeable.3 One patient population likely to be 
affected by these changes is older adults considered to be frail. 
Clinicians should consider whether factors contributing to frailty 
are reversible when considering requests for MAiD.

MAiD for those in whom death is not reasonably forseeable is 
subject to additional safeguards including a minimum 90-day 
period for assessing eligibility and mandatory assessment by a 
clinician with expertise in the patient’s condition.3 Bill C-7 also 
permits MAiD through an advanced directive if eligibility was 
determined when the patient was capable, which is relevant for 
patients with dementia or those at high risk of developing delir-
ium (both of which often co-exist with frailty).

Frailty is a syndrome characterized by reduced physiologic 
reserve that renders an individual more susceptible to adverse 
outcomes in response to stressors.4 Frailty is an underrecognized 
clinical entity that is distinct from normal aging. In frailty, an 
accelerated decline results from an accumulation of health 
deficits, leading to dysregulation of multiple systems over 
time. Many interrelated biological (e.g., genetics), clinical 
(e.g.,  underlying comorbidities) and socioeconomic (e.g., social 
isolation) factors contribute to this accelerated decline, with 
frailty being a final common pathway.4 A recent qualitative study 
from the Netherlands reported that, among 53 patients who 
underwent MAiD for “multiple geriatric syndromes,” a combina-
tion of medical, social and existential issues was often associated 
with unbearable suffering leading to the MAiD request in the 
absence of a life-threatening condition.5 When considering MAiD 

for frail individuals, it is essential that clinicians address this 
complex constellation of contributing factors, some of which 
may be modifiable. For example, frailty related to social isola-
tion, depression and food insecurity may need to be addressed 
differently than frailty from poorly controlled diabetes, conges-
tive heart failure and recurrent falls.

Assessments for frail individuals who request MAiD are chal-
lenging given ambiguities in the interpretation of whether frailty 
is irreversible and incurable, and whether it causes intolerable 
suffering. Frailty is neither a static nor a dichotomous state, but 
rather a dynamic condition characterized by transitions between 
varying degrees of severity. Given the many contributing factors 
that lead to frailty, determining the trajectory of a patient’s over-
all frailty status, amid episodes of decompensation, makes 
predicting improvement (or lack thereof) in patients with frailty 
challenging. The new 90-day waiting period for those requesting 
MAiD in the absence of a reasonably foreseeable death is a 
safeguard against the possibility of frailty reversal after an epi-
sode of acute decompensation. For individuals with mild frailty, 
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Key points
•	 Recent changes to Canadian legislation effectively created 

2 pathways for medical assistance in dying (MAiD), where death 
is or is not reasonably foreseeable, with implications for frail 
older adults.

•	 Although a reasonably foreseeable death is no longer an 
eligibility criterion for MAiD, it remains an important and difficult 
determination for MAiD assessors because it has implications on 
whether patients are subject to additional safeguards.

•	 Frailty is an underrecognized clinical entity that can be the 
source of enduring and intolerable suffering for patients who 
request MAiD.

•	 MAiD assessments for frail patients are challenging because of 
the dynamic nature of frailty and ambiguities in the 
interpretation of the eligibility criteria as they relate to frailty.

•	 Improved data collection and clinician education about frail 
patients who request MAiD are needed, along with enhanced 
integration of clinicians with expertise in frailty into the 
committees that inform MAiD policy, guidelines and legislation.
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comprehensive interventions by multidisciplinary teams 
addressing both medical and social factors may help improve 
frailty status.6 However, when frailty becomes advanced, it is 
unlikely to improve, even with these interventions, and the over-
all trajectory is more predictable.4,6–8

Frailty can cause intolerable physical, psychological and exis-
tential suffering from a loss of function and independence.9 A sys-
tematic review showed that frail individuals experience severe 
psychological distress, pain and functional limitations at levels 
comparable to those with other life-limiting conditions such as 
cancer.9 In Canada, routinely collected data characterize the 
nature of suffering described by people requesting MAiD. Unfortu-
nately, these data are not specifically reported for those request-
ing MAiD on the basis of frailty. Still, 2019 data on all individuals 
who received MAiD showed that suffering was most commonly 
related to the loss of ability to engage in meaningful life activities 
(82.1% of cases) and to perform activities of daily living (78.1% of 
cases)10 — sources of suffering common to patients with frailty.

To be eligible for MAiD, patients and assessors must agree 
that “reasonable and available means of alleviating suffering 
have been seriously considered.”3 Because frailty is a hetero
geneous syndrome, the approach to alleviate suffering must be 
individualized to the constellation of contributing factors for 
each frail patient. Assessors should also ensure that MAiD 
requests are voluntary and not the result of external pressure, 
which is particularly relevant in the potentially vulnerable popu-
lation of older adults.

Predicting whether death is reasonably foreseeable in 
patients considered to be frail is also not straightforward. 
Numerous studies have shown that frailty is associated with 
shortened survival compared with nonfrail adults.4,8,11,12 Impor-
tant factors that affect prognosis include the severity of 
frailty,11,12 the number of episodes of hospitalization13 and the 
speed of frailty progression.14 Two large Canadian studies of 
community-dwelling adults with severe frailty reported a median 
survival of 3.5–4 years.11,12 The development of acute illness por-
tends a worse prognosis, both by increasing the likelihood of 
death and reducing the likelihood of future improvements in 
frailty status among patients who do survive.13,15 Determining eli-
gibility for MAiD on the basis of a reasonably foreseeable death 
may consider a person’s future risk of hospitalization that may 
subsequently lead to worsened disability and dependence. 
Although studies help clinicians estimate survival for frail 
patients, there is still a lack of clarity on how to define a reason-
ably foreseeable death. For instance, 2 independent assessors 
could conceivably conclude that a median survival of 4 years for 
a patient with severe frailty either supports or refutes the reason-
able foreseeability of death criterion for MAiD. This key 
determination has the potential to lead clinicians to forgo addi-
tional safegaurds or the potential to prolong patient suffering, 
depending on its outcome.

Health care systems, clinicians and decision-makers must 
address these challenges through further research, education 
and policy changes. Health care systems need to understand 
how MAiD is being used by patients with frailty. Reporting the 
number of requests for MAiD on the basis of frailty, as is done 

with other conditions, should be mandatory.10 This should 
include the proportion of frail individuals found eligible, those 
deemed to have a reasonably foreseeable death, those with 
other life-limiting diagnoses for whom frailty is the primary cause 
of suffering and those whose deaths are deemed not reasonably 
foreseeable who subsequently die while waiting an extended 
period to receive MAiD.

Continued education about frailty as it relates to diagnosis, 
prognosis and suffering is vital for all clinicans and may be accom-
plished through the creation of MAiD clinical practice guidelines. 
Integrating clinicians with expertise in frailty into committees that 
create MAiD guidelines, write policy briefs on the interpretation 
and determination of a reasonably foreseeable death, and work to 
inform future MAiD legislation, may help ensure that policies and 
processes are inclusive and applicable to older adults with frailty. 
Consultation with geriatricians may lend confidence to the com-
plex clinical judgments involved in MAiD assessments. However, 
some geriatricians and elderly care specialists are conscientious 
objectors to MAiD. In acting as independent consultants (and not 
treating physicians), it is important to formulate clear questions 
regarding the diagnosis and prognosis of frailty, and not necessar-
ily around the patient’s overall eligibility for MAiD. Moreover, 
access to these specialists is rather limited in Canada and may 
delay the completion of assessments in a timely manner. Some 
generalists with expertise in the care of older adults (e.g., family 
physicians, internists) may be able to provide consultation; how-
ever, further clarification is needed on what constitutes an 
“expert” in the condition causing suffering. 

The recent widespread adoption of virtual care during the 
COVID-19 pandemic may offer an innovative opportunity to cre-
ate a virtual MAiD consultation service to overcome barriers in 
access to specialists. Difficulties using digital platforms among 
some older adults and concerns about privacy in conducting 
these virtual consultations may limit the extent to which virtual 
care can be used in this context. However, evolving strategies are 
under development to address these concerns and improve vir-
tual communication in older adults.16

The Canadian population continues to age, with increasing 
rates of medical comorbidity and associated suffering. A predict-
able rise in requests for MAiD because of frailty can therefore be 
expected. In turn, important changes are needed to ensure that 
all people in Canada have fair and equitable access to their 
desired end-of-life care.
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