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We lack effective and especially curative treatments for many
brain cancers and unfortunately, for most adult patients, brain cancer
is a terminal diagnosis. For those with lower grade tumours, the
prognosis is less certain and survival may be measured in decades.
Consequently, there is a need for early discussions in Neuro-
oncology around supportive and palliative care that consider
advance care planning and optimising function in the face of
inevitable deterioration. For some patients, the choice of an early
death is preferable to the fear of suffering and loss of independence
that a slightly longer life might present. Medical assistance in dying
(MAiD), also known as physician-assisted suicide (PAS) or volun-
tary-assisted dying (VAD), may be self-administered or clinician
administered, depending on legislation.1 The practice remains con-
troversial, and some have expressed concern that MAiD may be
primarily driven by the inequity of access or failure to implement
early and comprehensive palliative care as well as by potential social
or financial vulnerability.2 Similarly, concerns exist regarding the
inequity of access to MAiD itself,3 including in many faith-based
health care settings where MAiD is unavailable. This polarising
topic is overlaid by the potential negative impact of a brain cancer
diagnosis on cognitive function and decision-making capacity that
often goes unrecognised.4

Despite insufficient guidelines for competency assessment and
decision-making for MAiD in Neuro-oncology, there is consensus
that understanding both patient and clinician views is required. In this
issue of the journal, Climans et al. reported on an international online
survey of Neuro-oncologists identifying attitudes and perspectives on
MAiD, including the assessment of decision-making capacity and the
moral permissibility of the practice.5 Hypothetical scenarios were
used to identify physician opinions about the eligibility of MAiD for
certain patients. Accepting the limitations of low response rates (125/
10,000), the study confirms differing opinions of Neuro-oncologists,
although all acknowledge that capacity must be assessed carefully.
Because most respondents were from jurisdictions in which MAiD is
not yet legal, and only 16% had participated in the process, familiarity
and provider experience may influence responses. This is supported
by practitioners with increased time in clinical practice reporting fewer
moral objections and increasing support from physicians in countries
where MAiD has been implemented longer.6,7 Surveys of physicians
in this context are also limited by non-random sampling as well as the

framing of questions with ‘yes-or-no’ options. Additional understand-
ing from this survey will be presented after qualitative interviews of
survey respondents currently under evaluation.

MAiD has been lawful in some jurisdictions since the 1940s
and in Canada since 2016.8 Since then, participation in MAiD
has increased steadily each year and accounted for approxi-
mately 2.5% of all deaths in 2020,9 and internationally this
ranges from 0.3% to 4.6%.10 MAiD remains controversial and
a topic of intense debate. Public interest is driven by concerns
about suffering and the desire for patient autonomy, often
motivated by highly visible and personal stories. In contrast,
the physician perspective demonstrates less support, frequent-
ly highlighting concerns about misuse of MAiD in the context
of financial and social vulnerability, as well as the dangers of
the ’slippery slope’, and multiple groups, including the Amer-
ican College of Physicians, have released position statements
arguing against the support of MAiD.2,11 Despite these con-
cerns, multiples cohorts have found MAiD recipients to be
wealthier, well-educated, and more likely to be partnered,8,12–
15 suggesting that requests for MAiD are unlikely to be driven
by social or financial inequity.

Brain cancer is unique, as a malignancy that affects the very
essence or identity of an individual, due to the impact of the tumour
on personality, cognitive function, and competence. Therefore,
debate on MAiD in Neuro-oncology requires attention to self-
identity and maintaining the dignity of patients with brain cancer.
Although pain and suffering are often considered drivers of requests
for MAiD, more frequently the loss of dignity, autonomy and
inability to enjoy life influences requests for MAiD.10,15 This
concern raises questions about advance care planning and deci-
sion-making in the patient whose disease changes cognitive capacity
such that they can no longer consent to MAiD. In this scenario,
should we enact the wishes of the patient before their impairment or
the ‘new’ patient before us who has been borne out of the disease?
The issue of impaired decision-making capacity in patients with
brain cancer may also be under-recognised, particularly in high-
grade glioma (HGG).4 Assessment of this capacity is made doubly
complex in brain tumour patients due to the prevalence of compli-
cating symptoms including aphasia and intermittent impairment of
consciousness.16
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The popular focus on MAiD as the ‘solution’ to end-of-life
suffering absorbs substantial political attention and funding, while
neglecting most dying patients who may not consider it. In the
context of brain cancer, a recent report from the State of Washing-
ton examining HGG patients’ request for MAiD found only a
minority of those who are prescribed elect to proceed with
MAiD.17 Amongst palliative care providers, there is concern that
MAiD will be further conflated in the public mind with palliative
care (due to fear that the promotion of effective opioid analgesia in
palliative care is ‘euthanasia by stealth’), and this may dissuade
patients who could reap substantial symptomatic benefits from
accessing palliative care.18 Early, comprehensive palliative care
support for brain cancer patients has been shown to result in high
patient and carer satisfaction and improved quality of life, and to be
highly cost-effective through reducing hospital readmission rates
with uncontrolled symptoms or deterioration.19 It would be unfor-
tunate if access to and funding of these goals were impacted by a
disproportionate focus on MAiD.

Many arguments are advanced both in favour and against MAiD;
however, the momentum internationally continues, and the intensity
of debate shows no sign of abating. Detailed guidelines for decision-
making in MAiD are indicated to support Neuro-oncologists in
assessing competency while ensuring respect for patient autonomy
and dignity. The question remains, can palliative care and MAiD
co-exist and will improvements in and earlier introduction of
palliative care in the brain cancer patient’s journey be impeded by
the further developments of MAiD? In the context of the terminal
nature of most brain cancers, this study reminds us to engage early,
frankly and often with our patients about their priorities and
preferences for end-of-life care, to ensure that we can be advocates
for and guardians of those wishes when their competence and
autonomy are inevitably diminished by their disease.
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