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S ulmasy et al. oppose medical aid in dying (MAID) on the
grounds there is a misinterpretation of respect for auton-

omy. In doing so, they argue for the radical autonomy of
physicians, who are described as isolated clinicians with mere-
ly medical knowledge of their patients. This ignores the avail-
ability of interdisciplinary teams (IDT) caring for terminally ill
patients that provide perspectives beyond the physician’s med-
ical knowledge.
They worry that the physician knows very little about their

patients’ lives. They point to family dynamics as an example
of what is beyond the Bken and expertise of the physician.^1

And yet, there are palliative medicine specialists trained to
recognize and address psychological distress, reactions to
illness, stress, coping strategies, and anticipatory grief.2

Moreover, hospice and palliative care interdisciplinary teams
include physicians, nurses, social workers, and chaplains
who have overlapping professional competencies in emo-
tional distress, family systems, existential crises, and
interpreting interpersonal relationships.
BAll MAID statutes require that both the attending and con-

sulting physician inform the patient about end-of-life options,
including hospice and palliative care.^ According to the 2017
Joint Commission on Health Care MAID interim report, up to
89% of MAID users were enrolled in hospice and had access to
palliative care.3 Given that the IDT approach addresses some of

the authors’ unease with MAID, we must ask why the physician
is presented as an isolated clinician in this manuscript. Pitting
the physician against the patient rather than as equal parts of an
intersecting collaborative system detracts from a shared
decision-making process. The patient and physician become
autonomous agents trying to exert their wills on each other
within a traditionally skewed power dynamic that does not
always value patient centered care. In this context, the
physician’s sense of morality enters into the discussion and
can eclipse the patient’s sense of morality. For these authors, the
conflict is resolved by reinforcing a patient’s intrinsic value,
optimizing symptom management, and supporting the refusal of
unwanted intervention. If the physician can counsel about one’s
intrinsic value, then the physician has the competency to
counsel about other subjective issues as well.
If a terminally ill patient with decision-making capacity

chooses an earlier death over a longer life of suffering, inten-
tionally prolonging suffering by erring on the side of life is
contradictory to accepted clinical ethical principles and patient
concordant care. For the 0.2%4 of terminally ill patients in the
most recognized jurisdiction who end their lives utilizing
MAID, neutrality represents erring on the side of quality over
quantity of life.
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