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The Committee will meet at 9.45 am in the Robert Burns Room (CR1).
 
1. Decision on taking business in private: The Committee will decide whether to

take item 5 in private.
 
2. Appointment of European Union Reporter: The Committee will appoint a

member to serve as its European Union Reporter.
 
3. Assisted Suicide (Scotland) Bill: The Committee will take evidence on the Bill

at Stage 1, in round-table format, from—
 

Jennifer Buchan, Celebrant, Humanist Society Scotland;
 
Dr Gordon Macdonald, Parliamentary Officer, CARE for Scotland;
 
Dr Peter Saunders, Campaign Director, Care Not Killing;
 
Dr Bob Scott, Campaign Spokesperson, My Life, My Death, My Choice;
 
Sheila Duffy, Press Officer, Friends at the End (FATE);
 

and then from—
 

Professor Sheila McLean, Emeritus Professor of Law and Ethics in
Medicine;
 
Dr Sally Witcher, Chief Executive Officer, Inclusion Scotland;
 
Catherine Farrelly, Alliance Member, Scottish Youth Alliance;
 
Dr Peter Bennie, Chair of BMA Scotland, British Medical Association;
 
Tanith Muller, Parliamentary and Campaigns Manager, Parkinson’s UK in
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Scotland.
 

4. Assisted Suicide (Scotland) Bill (in private): The Committee will consider the
main themes arising from the oral evidence heard earlier in the meeting.

 
5. Sport  – the Commonwealth Games legacy: The Committee will consider its

approach to the Commonwealth Games legacy.
 
 

Eugene Windsor
Clerk to the Health and Sport Committee

Room T3.60
The Scottish Parliament

Edinburgh
Tel: 0131 348 5410

Email: eugene.windsor@scottish.parliament.uk
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The papers for this meeting are as follows—
 
Agenda Item 2  

Note by the clerk HS/S4/15/4/1

Agenda Item 3  

Written Submissions HS/S4/15/4/2

PRIVATE PAPER HS/S4/15/4/3 (P)

PRIVATE PAPER HS/S4/15/4/4 (P)

Agenda Item 5  

PRIVATE PAPER HS/S4/15/4/5 (P)
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Health and Sport Committee 
 

4th Meeting, 2015 (Session 4), Tuesday, 3 February 2015 
 

Appointment of EU Reporter 
 
Background 
 
The Scottish Parliament’s EU Strategy 
1. The Scottish Parliament’s EU Strategy outlines the enhanced role of subject 
committees in early engagement and in the scrutiny of emerging EU legislative 
proposals. Subject committees are responsible for appointing EU Reporters and for 
scrutinising EU proposals within their area. 

The Role of the EU Reporter 
2. The role of the EU Reporter is to act as ‘champion’ for EU matters within the 
Committee. This will involve promoting the European dimension in the work of the 
Committee, taking the lead on EU early engagement and in developing relationships 
with the European Commission and European Parliament, leading the Committee’s 
EU scrutiny work, promoting and speaking to European issues, highlighting the 
European dimension within policy debates and acting as a conduit between the 
Committee and the European and External Relations Committee of the Scottish 
Parliament. 
 
3. Aileen McLeod MSP was the Committee’s EU Reporter. As she has left the 
Committee, the role is now vacant. 

Action 
 
4. The Committee is invited to nominate a member to act as EU Reporter for the 
Committee. 
 

Andrew Howlett 
Assistant Clerk to the Committee 
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Assisted Suicide (Scotland) Bill 

Humanist Society Scotland welcomes the opportunity to respond to the Health 
and Sport Committee’s call for written evidence on the Assisted Suicide 
(Scotland) Bill. 

1. Do you agree with the general purpose of the Bill to make it 
permissible, in the circumstances provided for, to assist another to 
commit suicide? 

Yes. 

Committing suicide in Scotland, or attempting to do so, is not a crime. It is a 
human right. The Bill guarantees that right for those who qualify under its 
terms but who, on account of illness and suffering, may require assistance. 
This is the essential ethical argument for the Bill. 

2. Do you have any views on how the provisions in this Bill compare 
with those from the previous End of Life Assistance (Scotland) Bill? 

The measures to enhance the protection of the vulnerable are welcome, as is 
the clarification that euthanasia will remain a crime. The new role of licensed 
facilitator is an improvement, in that it provides comfort and reassurance. 

3. The Bill precludes any criminal and civil liability for those providing 
assistance, providing the processes and requirements set out in the Bill 
have been adhered to. Do you wish to make any comment on this? 

These are vital components of the Bill, which are necessary to allow it to 
operate properly. Removing the risk of prosecution from those who provide 
assistance is a welcome development. The Bill clearly defines the assistance 
to be provided, and the people authorised to provide it. 

4. The Bill outlines a three stage declaration and request process that 
would be required to be followed by an individual seeking assisted 
suicide. Do you have any comment on the process being proposed? 

The fact that an individual would need to "opt in" to the process should 
reassure those who would never seek assisted suicide, no matter the 
circumstances. The mechanism for allowing assistance to be provided; the 
"cooling off" periods, plus the opportunity for an individual to halt the process 
at any time, should comfort those who wish to remain in control of what they 
are experiencing near the end of their lives, whether or not they ultimately 
avail themselves of such assistance. 

5. Do you have any comment on the provisions requiring that the person 
seeking assisted suicide must have a terminal or life-shortening illness, 
or a progressive condition which is either terminal or life-shortening? 

These terms, which may have arisen from disagreements amongst doctors 
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advising those who were drafting the Bill, are confusing. While the aim in the 
Memorandum "...to capture those diagnoses which involve an on-going 
deterioration in the person's ability to live a normal life..." is laudable, this 
section of the Bill should be reworded. 

6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill? 

Yes. 

The Explanatory Notes make clear that it is open to a doctor, dealing with a 
first or second request for assistance, to seek any specialist input necessary 
to form an assessment of an individual's mental capacity. 

7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill? 

During the preliminary consultation stage in 2012, the Royal College of 
General Practitioners in Scotland concluded that it would be inappropriate to 
take a stance either for or against the Bill. This position was adopted after a 
national survey of its members showed a wide range of views. This is likely to 
mean that some doctors would co-operate with the process and others would 
not be willing to do so. The Royal Pharmaceutical Society in Scotland and 
Community Pharmacy Scotland take a similar view.  

The Policy Memorandum states that the General Medical Council and the 
Royal Pharmaceutical Society will require to alter their guidance to members, 
should the Bill pass into law. These will probably make it clear that doctors 
who are unwilling to engage with the requirements of the Bill will not be 
compelled to do so, but must refer an individual seeking assistance to another 
medical practitioner, who is likely to cooperate with such a request. 

8. Do you have any comment on the means by which a person would be 
permitted to end his/her life under the Bill? 

Based on the evidence from elsewhere, swallowing a liquid preparation of a 
barbiturate would appear to be the most appropriate means to be used, 
although the Bill does not exclude other methods. Those may be required in 
highly unusual circumstances where, for example, an individual with an 
obstruction in their gullet is unable to swallow, but is able to inject a 
barbiturate by themselves into a intravenous drip or PEG tube directly into 
their stomach. 

9. Do you have any comment on the role of licensed facilitators a 
provided for in the Bill? 

This is a welcome measure. It provides an additional protection for the 
vulnerable. It may be worthwhile enhancing the role of the facilitator beyond 
what the Bill proposes. For example, they could be given authority to check 
that all the necessary steps had been correctly followed and that appropriate 
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records were kept and centrally recorded.  

Provision for those could come under Section 23 (1) of the Bill, where Scottish 
Ministers may issue directions about how licensed facilitators are to act. 

It would be important to keep and publish a statistical account of the process. 
That could include a record of the numbers of individuals obtaining a 
prescription; the numbers who ultimately consumed the drug; the underlying 
diagnoses; their ages and gender. Licensed facilitators could be responsible 
for gathering this data and the licensing body could collate the information and 
publish it as an annual report. 

10. Do you have any comment on the role of the police as provided for in 
the Bill? 

No. 

11. Do you have any comment to make about the Bill not already 
covered in your answers to the questions above? 

The Bill answers a need in Scotland that is not currently being met. A small, 
but significant, number of individuals look to it as a means of offering them 
relief from intolerable suffering. It is regrettable that, at present, those who 
might wish to obtain the assistance the Bill would authorise are required to 
either travel to Switzerland or make attempts on their own lives in an uncertain 
and possibly violent manner.  

Humanist Society Scotland 
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Assisted Suicide (Scotland) Bill 

1. Do you agree with the general purpose of the Bill to make it 
permissible, in the circumstances provided for, to assist another to 
commit suicide? 

No. Assisted suicide is both unnecessary and unethical. It is unnecessary 
because the majority of terminal illnesses can be effectively treated or 
managed with the use of palliative care, which is effective in over 95% of 
cases. It is unethical in the sense that to describe a life with disability and a 
dependence on carers as lacking in basic human dignity is deeply flawed. The 
UN Declaration of Human Rights defines human dignity as inherent; people 
with debilitating terminal illnesses or conditions, therefore, have the same 
inherent human dignity as those who do not. In the same way as a baby who 
relies on its mother for care does not lack human dignity, so too someone with 
a terminal illness who requires help and assistance from others does not lose 
dignity. 

The broad scope of the Bill is deeply alarming. People with the potential to live 
for decades could opt for assisted suicide under this legislation. Those with 
conditions such as diabetes, dementia, heart disease, renal failure, any form 
of cancer and stroke victims would qualify for assistance to end their lives 
under this Bill. There is no requirement that the patient’s death is to be 
expected in the near future. Nor does the Bill require that there is objective 
evidence of serious physical suffering: it simply mentions an “unacceptable 
quality of life”. As such the test which requires to be met in order to qualify for 
access to assisted suicide is based largely on the subjective judgement of the 
applicant as to the quality of his/her life. This raises considerable concerns 
regarding the possibility of people who are depressed (which is associated 
with terminal or chronic illness) being given assistance to end their lives rather 
than medication to overcome their depressive mood.  

The focus of our efforts should be on continuing to improve and extend 
palliative and other medical care and on suicide prevention strategies. This is 
the truly compassionate way forward.  

2. Do you have any views on how the provisions in this Bill compare 
with those from the previous End of Life Assistance (Scotland) Bill? 

The End of Life Assistance (Scotland) Bill was comprehensively defeated in a 
free vote at the Scottish Parliament in December 2010, by a margin of 85 
votes to 16. Many groups voiced concerns about the content, wording and 
implications of the Bill. The vast majority of the concerns which were raised in 
relation to the previous Bill remain valid, and in some cases the proposed 
safeguards have been lessened.  

There is no requirement in the current Bill for a psychiatric assessment of the 
qualifying individual before assistance to commit suicide is provided. Although 
the Bill states that no one who is suffering from a mental disorder can be 
considered to have capacity to consent to an assisted suicide, there is no 
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mechanism in place to ensure that people suffering from depression or other 
mental illness are identified and prevented from gaining assistance to end 
their lives prematurely.  

The inclusion of a time limit within which the act of suicide must take place 
raises the concern that once a person has been prescribed lethal drugs 
he/she will feel under pressure to complete the act of suicide. Experience in 
the US State of Oregon shows that on many occasions the lethal drugs are 
prescribed by a doctor but remain unused by the person who requested the 
prescription. By including in the Bill a time limit within which the act of suicide 
must take place those who are suffering from depression, mood swings or 
have doubts about the proposed act of suicide will feel under pressure to take 
their own lives within the time limit.  

3. The Bill precludes any criminal and civil liability for those providing 
assistance, providing the processes and requirements set out in the Bill 
have been adhered to. Do you wish to make any comment on this? 

There remains the possibility that a proxy may have a personal interest or 
some nefarious motivation for signing the documentation. This raises a 
serious concern that an individual who abuses his/her position of trust may be 
able to pressurise a person to commit suicide. In such a case it would be 
extremely difficult if the proxy or the licensed facilitator was charged with an 
offence to secure a conviction for murder or manslaughter.  

4. The Bill outlines a three stage declaration and request process that 
would be required to be followed by an individual seeking assisted 
suicide. Do you have any comment on the process being proposed? 

The pre-registration system is a flawed attempt at adding more effective 
safeguards to the proposal. The requirement for a single witness does nothing 
to alleviate concerns about the potential from undue influence being applied to 
a patient from those close to them; although the witness could not be a 
relative, he/she could be close personal friend or even a long term partner. 
Pre-registration would not protect the most vulnerable people from being 
placed under pressure to end their lives. 

In 2010 MSPs expressed grave concerns about the evaluation of applicants. 
The new proposals do absolutely nothing to allay these fears. The removal of 
any kind of formal psychiatric assessment is staggering. General Practitioners 
do not have the specialist mental health training which would be required to 
determine whether or not a person is in a fit state of mind to request an 
assisted suicide. By removing the need for compulsory psychiatric 
assessment, there is potential for the state to assist in the suicide of mentally 
unwell patients who are simply not in a position to make informed decisions.  

In our view, the involvement of two doctors is an illusionary safeguard which is 
likely to provide little protection to ensure that abuses do not occur. In practice 
it is likely that a small number of doctors who have a commitment to legalised 
assisted suicide are likely to approve most of the assisted suicide requests 
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without any real scrutiny of the validity of applications. This has proven to be 
the case in other countries which have legalised assisted suicide  

5. Do you have any comment on the provisions requiring that the person 
seeking assisted suicide must have a terminal or life-shortening illness, 
or a progressive condition which is either terminal or life-shortening? 

The Policy memorandum which accompanies the Bill indicates that in the 
future the Bill may be extended to include those with other conditions. This is 
extremely worrying and indicates that should assisted suicide be legalised in 
any form it will lead to a slippery slope with assisted suicide being 
incrementally extended to apply to other groups of people. This has proven to 
be the case with euthanasia in the Netherlands and Belgium.  

6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill? 

The suggested eligibility requirements are wholly inappropriate. The concept 
of capability is one which is extremely difficult to define. Using the definition of 
‘capacity’ contained in the Bill, it is the case that a dependency on alcohol or 
drugs would not lead to a patient being considered to lack ‘capacity’. 
Moreover, ‘capacity’ is not a static state in all cases. Rather ‘capacity’ can 
come and go, particularly during the early stages of dementia.  

There is a high likelihood that applications for assisted suicide would be 
directed to a few GP practices or a single organisation.1 There would be 

nothing to stop a person moving to the area and registering with a practice 
with the expressed intention of applying for an assisted suicide. There is 
nothing in the Bill which would prevent someone residing outside Scotland 
establishing an accommodation address within Scotland and registering with a 
medical practice in order to access assistance to end his/her life. Both ‘death 
tourism’ and the export of lethal drugs to other countries remain possible 
under this Bill.  

Scots law has a tradition of protecting children up to and beyond the age of 
sixteen from making decisions which are manifestly against their interests. 
Indeed, the submission from the Royal College of Psychiatrists to the previous 
bill expressed a ‘general reluctance to contemplate end of life assistance in 
young people’. Moreover, it seems somewhat inconsistent that the Scottish 
Parliament has agreed to introduce a ‘Named Person’ to for every young 
person to up to the age of 18 and aftercare for care leavers up to the age of 
25, whilst at the same time proposing that young people aged just 16 can 
access government-provided assistance to terminate their lives.  

Rather than finding robust and objective criteria upon which to make an 
assessment, the Bill simply states that a qualifying person must find their 
‘quality of life is unacceptable’. The concept of ‘intolerability’ was one which 

                                                           
1 In the US State of Oregon nearly all of the assisted suicides are facilitated by one 
organisation, Compassion and Choices. 
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was identified in the End of Life Assistance (Scotland) Bill Committee report 
as extremely difficult to define or prove. It is a subjective term which cannot be 
ascertained or measured and may be liable to fluctuate; a patient’s attitude 
towards the tolerability of their condition is by no means fixed and is liable to 
change as an illness progresses. Indeed, for a patient, finding life intolerable 
may be the symptom of depression which could be treated, rather than an 
understandable response to a serious medical condition. The replacement of 
the term ‘intolerable’ with the even more subjective test of the person finding 
that their ‘quality of life is unacceptable’ is a matter of grave concern.  

7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill? 

CARE is of the view that it is not appropriate for medical practitioners to be 
involved in assisting patients to commit suicide. This action has no place in 
health care and runs contrary to all ethical principles of medicine (in particular 
the principle of do no harm) and the Hippocratic Oath. Although medical 
practitioners are not directly involved in administering lethal drugs, the Bill 
involves them in the process by approving applications for assisted suicide 
and prescribing lethal drugs. Similar concerns apply in relation to pharmacists 
who will be asked to dispense lethal drugs. We note that there is no 
conscience clause in the Bill for those who may wish not to participate in the 
assisted suicide process.  

8. Do you have any comment on the means by which a person would be 
permitted to end his/her life under the Bill? 

There is no clarity in the Bill as to the means by which a person would be 
permitted to end his/her life. This raises the prospect of a variety of activities, 
which society would wish to discourage, becoming immune from criminal 
prosecution as long as they are associated with the suicide of a person who 
qualifies under the Bill.  

9. Do you have any comment on the role of licensed facilitators a 
provided for in the Bill? 

The Bill leaves it to the discretion of the Scottish Government whether to issue 
regulations relating to the training and activities of licensed facilitators. There 
is no requirement in the Bill that there be any form of training or that there be 
any regulatory system in place to oversee their activities. Without an effective 
and independent regulatory regime in place the opportunity for abuse to occur 
and go undetected remains a very real danger.  

The Bill suggests that facilitators should remove any unused drugs from the 
qualifying person as soon as practicable after the expiry of the 14 day period. 
However, there is no requirement that these drugs, even if obtained, be 
returned to the source pharmacy. There does not seem to be any way of 
ensuring that unused drugs will not go missing.  

10. Do you have any comment on the role of the police as provided for in 



HS/S4/15/4/2 Written Submissions ASB393 

 
     CARE for Scotland 

 

8 

the Bill? 

The Bill provides no compulsion for the police to investigate deaths. It 
provides no detail as to what action should be taken by a police officer once 
he/she has been informed that an assisted suicide has occurred. This is 
wholly inadequate in order to ensure that abuses do not go undetected and 
that prosecutions occur in cases where a facilitator has acted maliciously, 
negligently or without due regard to the appropriate procedures. There 
appears to be no effective after-death reporting mechanism.  

11. Do you have any comment to make about the Bill not already 
covered in your answers to the questions above? 

It is unclear as to who would sign the death certificate if a doctor is not 
involved in the administration of the lethal medication. On what basis would 
the doctor who signs the death certificate be able to certify that this was 
indeed a voluntary act if they were not involved in the administration of the 
lethal medication?  

The monitoring of the private facilitator companies would need to be stringent 
and exhaustive in order to protect against abuses. The alternative is the 
frightening scenario where there would be little real supervision and regulation 
of the process with huge potential for abuse by rogue individuals.  

 

CARE for Scotland Public Policy 
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Assisted Suicide (Scotland) Bill 

CARE for Scotland is part of a UK Christian charity which engages in public 
policy work at Westminster, in Holyrood, at the Welsh and Northern Irish 
Assemblies and at the European Union institutions. In our view, it is important 
that at Stage 1 the Health and Sport Committee considers both principles 
which underpin this Bill and its practical provisions. Our view is that the Bill is 
wrong in principle and lacks the safeguards necessary to ensure that abuse 
does not occur.  

Our starting point of principle is the belief that all human beings are created in 
the image of God and therefore have intrinsic worth and value. This is the 
basis of Scottish society and has shaped the Scottish social consensus that 
we have responsibility to care about the welfare of others. 

The debate about assisted suicide is rooted in whether the principle of the 
radical autonomy of the vociferous few should take precedence in legislation 
over protecting the many who are vulnerable owing to ill health and/or 
disability. In the Christian worldview, the integrity of the individual person 
should be upheld, but not at the expense of the rights and interests of other 
people. Public policy should be promoting care for the person, so their 
physical, emotional and spiritual needs are met.  

Historically, campaigns for the so called ‘right to die’ emphasised fear of 
suffering and pain in approaching the end of life or in dealing with chronic 
disease. However, with increases in palliative care provision the debate has 
become focused on the issues of individual autonomy. A distorted form of 
utilitarianism is used to argue for the legalisation of assisted suicide. It 
prioritises personal autonomy as the ultimate value and supreme ethic of 
human society. However, a true utilitarian perspective (emphasising the 
greatest happiness) would suggest that the ‘right to die’ for the few should not 
be allowed to undermine the right to life of the overwhelming majority. 

The Christian worldview challenges the assumption that the prioritisation of 
personal autonomy is the supreme value in human life. For secular humanists, 
a person’s source of meaning resides in the value which he/she gives to 
himself/herself as measured by his/her perception of quality of life. The 
Christian worldview point’s instead to the value of human life which is 
externally determined by divine authority and fulfilled in the vocation of sharing 
in the life of God. Faced with the prospect of suffering and death, the Christian 
responds with an act of faith in God’s providence and in Christ’s power to 
overcome the final enemy.  

Christian ethics are above all else relational. They involve a dynamic 
relationship with God in which the Holy Spirit assists the believer to live a 
moral life and to love one’s neighbour. Human reason is engaged, but it is not 
in ultimate control. Christian ethics, which starts with the nature of the human 
person who is created in the image of God, entails a right relationship with 
God and incorporates justice within the wider community. This includes caring 
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for others and meeting their physical, emotional and spiritual needs.  

In addition to the principled concerns set out above, CARE for Scotland is 
concerned that the allegedly “robust safeguards” in the Bill will not provide 
adequate protection, not least because this Bill is process heavy and 
safeguard light. If passed, over time the Bill is likely to be extended to include 
other categories of people. It will change the nature of medicine and create a 
climate in which pressure is brought to bear on those in a vulnerable situation 
to end their lives prematurely. 

Doctors and Medicine 

This Bill would allow doctors to prescribe lethal medications2 for patients.  
This significantly alters the doctor/patient relationship and potentially leads to 
assisted suicide being considered just another treatment option.3  At the end 
of life, doctors should be focusing on caring for their patients and promoting 
work in palliative care.  

The safeguards associated with doctors are supposed to offer “transparency 
and consistency”4 but there are significant weaknesses as the safeguards 

focus on whether the process has been met rather than whether the eligibility 
criteria have been met. There is no requirement for the doctor to: 

 Examine the patient nor state whether the reason they are 
physically eligible is because of an illness or disease so there is no 
clarity on requirements; 

 Have any expertise in the illness or condition to judge whether the 
person’s view of their life being intolerable is consistent with the 
facts; 

 Have expertise in judging capacity which is essential in these cases 
where depression is likely to be an important factor nor expertise to 
judge whether the decision is being made voluntarily. 

 There is no need for the two doctors to be independent of each 
other so there is likely to be a group of doctors who sign off on the 
majority of the cases. 

 There is no requirement in the Bill to cite the original 
illness/condition as cause of death so there is no accountability of 
decision making or ability to monitor the proposed law. 

 There is a significant ‘get out of jail card’ in clause 24 which gives 
no incentive for rigour in their assessment. 

 There are no specific penalties for not carrying out the procedures 
in the Bill. 

                                                           
2  Although other methods of suicide could also be used. 
3  Cases in Oregon of Barbara Wagner, Aug 2008 

http://abcnews.go.com/Health/story?id=5517492&page=1 and Case of Randy Stroup, July 2008. 

http://www.foxnews.com/story/0,2933,392962,00.html.   

4  Policy Memorandum, page 2, para 6  

http://abcnews.go.com/Health/story?id=5517492&page=1
http://www.foxnews.com/story/0,2933,392962,00.html
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 There are no specific measures in the Bill to cover medical 
professionals who do not wish to be involved in any of the 
processes or procedures with assisting a suicide. 

Patients, Consent and Decision Making 

The significantly broader criteria for eligibility – that a person’s illness or 
condition is either terminal or life-shortening to them and their quality of life is 
“unacceptable” - a criteria that involves a subjective judgement - means that 
many more people could choose to end their life or be pressured into doing 
so, potentially reducing their life by years.5   

There are not adequate safeguards for patients:  

 Patients should be fully examined by doctors and given information 
about palliative care and other care alternatives so that they can 
make a fully informed decision; 

 Given the lasting consequences of a decision to end one’s life, an 
expert assessment of capacity and judgement is essential.  This 
need is heightened since feeling that the quality of one’s life is 
“unacceptable” is an eligibility criteria, a state that often occurs 
when someone is clinically depressed and the Bill applies to 
someone who under international law is technically a child.   

 It is not clear what will happen at the time of death. 

o There are no details about what types of assistance can be 
provided, who is to do so and where the assistance is to be 
provided.  All of this was covered under clause 10 of the previous 
Bill.   A family member with a vested interest in the death could 
assist in the presence of the licensed facilitator.  A death could 
potentially involve the use of a firearm.   

o Self-administration is seen as the ultimate safeguard because 

the patient has the final control over their death.  However, it is 

not clear whether the Bill would still apply if a patient was not 

able to physically self-administer a lethal drug, if that were the 

route the person chose.  

Monitoring and the Longer Term 

CARE does not support a change in the law, but if the law changes, it should 
be monitored closely.  This Bill does not have any system of monitoring, data 
reporting or even proposals on how a person’s death should be reported.  

CARE is concerned about the longer term impact of this Bill on the disabled 
and vulnerable” 

 Most disabled groups oppose any change in the law. 

                                                           
5  Explanatory Notes, page 15, para 27 
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 Thee evidence from Oregon and Washington is that being a burden 
is increasingly become a reason for someone choosing an assisted 
death. 6 

 The Explanatory Notes set out the potential cost savings for 
someone ending their life.7  

 The desire to extend the Bill beyond terminally ill is clear in the 
Policy Memorandum.”8 

Conclusion 

For reasons of principle and owing to the inadequate safeguards contained in 
the Bill, CARE for Scotland is opposed to the legalisation of assisted suicide in 
Scotland.  

In our view, this legislation is both morally wrong and poses a danger to 
society. It places many thousands of Scots at risk of externalised or 
internalised pressure to commit suicide for fear of being a burden on family, 
friends and/or the NHS.  

It runs contrary to the Christian understanding of the value of the human 
person and our responsibility to treat others with respect and dignity. It is 
based upon a flawed ethic and a worldview which is fundamentally at odds 
with that which has historically underpinned Western civilisation.  

If passed, over time the Bill is likely to be extended to include other categories 
of people.  

It will change the nature of medicine and create a climate in which pressure is 
brought to bear on those who are in a vulnerable situation to end their lives 
prematurely.  

 

                                                           
6   See Washington and Oregon Death with Dignity Reports 
7  Explanatory Notes, page 14, para 17 and para 23, page 15, para 26, page 18, para 42 
8  Policy Memorandum, page 10, para 54 
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Assisted Suicide (Scotland) Bill 

Executive Summary 

This Bill to legalise assisted suicide, following very shortly after one which was 
comprehensively rejected by Holyrood Parliamentarians, is as dangerous as 
its predecessor. It should be rejected because: 

 Loose and relativistic terms such as ‘life-shortening condition’ mean 
that tens of thousands of seriously ill and disabled people throughout 
Scotland would be eligible 

 Licensing doctors to kill would fundamentally alter the doctor-patient 
relationship 

 The Bill fails to define the ‘means’ of suicide 

 So-called safeguards are seriously defective with reporting and 
oversight provisions unenforceable even where they exist 

 There are no penalties for contravention 

 Doctors need not know or examine the patient  

 No assessment by a psychiatrist is required  

 Patients’ beliefs about their illness/condition cannot be objectively 
confirmed by the doctor  

 The ‘savings’ clause protects all errors and omissions made ‘in good 
faith’ 

 There is no conscience clause for doctors, despite widespread medical 
opposition to assisted suicide 

We thank the Scottish Parliament for this opportunity to comment, and now 
respond in detail to the Committee’s specific questions. 

1. Do you agree with the general purpose of the Bill to make it 
permissible, in the circumstances provided for, to assist another to 
commit suicide? 

No. This Bill, in both principle and practice, would be deleterious to public 
safety, to the practice of medicine and healthcare, and to the security of 
vulnerable people within society. 

The Bill would be open to abuse and is also clearly being promoted as a ‘first 
step’. From the accompanying Policy Memorandum (PM): ‘the form of 
assisted suicide the Bill authorises will not be available to all those that the 
member would ideally wish to include... She would be confident that, once it 
has been seen to operate effectively for a number of years, there may be an 
opportunity for further developments in the law’ (PM 54). 

The Bill’s proponents seek (PM 60) to play down public and parliamentary 
opposition to the Bill and its intentions, and point to polling of public opinion, 
but it must be emphasised that (i) 64% of individuals and 62% of 
organisations responding to the framers’ own 2012 consultation rejected a 
change in the law and (ii) the previous attempt was defeated in Holyrood by a 

http://www.scottish.parliament.uk/S4_MembersBills/Assisted_Suicide_Summary_of_consultation_responses_Final_v.3.pdf
http://www.scottish.parliament.uk/S4_MembersBills/Assisted_Suicide_Summary_of_consultation_responses_Final_v.3.pdf
http://www.carenotkilling.org.uk/quick-overview/margo-macdonald-scotland-bill/


HS/S4/15/4/2 Written Submissions ASB191 

 
Care Not Killing 

 

14 

massive 85-16 in 2010. 

2. Do you have any views on how the provisions in this Bill compare 
with those from the previous End of Life Assistance (Scotland) Bill? 

This Bill is as dangerous as its predecessor, despite claims to the contrary. 

3. The Bill precludes any criminal and civil liability for those providing 
assistance, providing the processes and requirements set out in the 
Bill have been adhered to. Do you wish to make any comment on 
this? 

The Bill’s loose and relativistic wording, the emphasis on precluding 
individuals from criminal or civil responsibility, and the absence of any 
penalties for abuse result in the Bill’s containing no meaningful legal 
protections for Scotland’s citizens. Its compatibility with Article 2 of the 
European Convention on Human Rights (ECHR) must be in question. 

Notably, section 24 (‘savings’) removes culpability for ‘incorrect’ and 
‘inconsistent’ actions ‘in good faith’ and contains no penalties for abuses or 
‘careless’ errors, nor any suggestion of how such might be investigated. 

4. The Bill outlines a three stage declaration and request process that 
would be required to be followed by an individual seeking assisted 
suicide. Do you have any comment on the process being proposed? 

All aspects of this Bill are subordinated to the principle of making the securing 
of assisted suicide as easy and efficient as possible. We express particular 
concern about the following: 

 The very completion of a declaration could potentially alter the entire 
future dialogue between patient and doctor as medical issues arise 
(PM 21) 

 Only a passing reference is made to the content of a cancellation (7) 

 There is no indication of how doctors would exclude pressure 

 The witness is required to have known the individual ‘for a period 
longer than that associated with the signing of the declaration’ 
(schedule 1) – this could be mere minutes 

 The declaration places no investigative obligation on the doctor, and 
subsection 4(3) effectively makes the doctor an accomplished witness 

 Similarly, in the requests, the doctor need only confirm that the patient’s 
understanding of the situation ‘is not inconsistent with the facts 
currently known to me’ (schedule 3) 

 The short waiting periods exist simply to permit claims that ‘no-one opts 
for an assisted suicide without careful consideration over an 
appropriate period’(PM 20). There is no counselling advised, alternative 
treatments considered or supportive care required to be given. 

5. Do you have any comment on the provisions requiring that the 
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person seeking assisted suicide must have a terminal or life-
shortening illness, or a progressive condition which is either terminal 
or life-shortening? 

Doctors are simply being asked to endorse the weight of patients’ personal 
perceptions: ‘The aim here is not to substitute the person’s judgement about 
the quality of their own life with a medical opinion’ (PM 31). This, however, 
dangerously subverts the very real need for a genuine doctor-patient dialogue. 

Currently, health and social care professionals do all they can to enhance 
quality of life and do not see the termination of life as a solution to patients’ 
health concerns. 

The Bill’s vague wording gives wide scope for eligibility. Most progressive (PM 
27) conditions will have a life-shortening effect; this need not be pronounced, 
as the framers chose not to include any prognosis-based time limit. Eligibility 
only requires that your life will conceivably be shorter than someone else’s. 

Legalising assisted suicide changes the culture surrounding care for sick and 
dying people, and would be a catastrophe in terms of how our society 
confronts illness and disability – not to mention devaluing suicide prevention 
efforts. 

6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill? 

Most children and young people seek to ameliorate their family’s suffering. 
This was emphasised by opponents of Belgium’s recent extension of 
euthanasia to children. We question whether 16 year olds might be subject to 
such emotional pressures. 

Regarding capacity, we are concerned that it is not (PM 22) a required 
element at preliminary declaration. 

Even at first and second requests, there is no mandated or recommended 
psychological (or indeed physical) assessment. It is deemed sufficient (12) 
that the individual has not already been diagnosed with a mental disorder and 
has some powers of communicating decision. 

Regarding connection with Scotland, the revised Bill actually removes the 
2010 Bill’s requirement that an individual should have been registered with a 
Scottish practice for at least 18 months prior to initiating the process. 

7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill? 

The Bill removes responsibility from doctors, repeatedly absolving them from 
blame with no prescribed checks and no penalties. Doctors are no longer 
making clinical decisions but sociological ones, and are expected to rubber 
stamp. 
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There is no conscience clause in the Bill, and while the framers muse (PM 39) 
on anticipated professional guideline changes to allow for opt-outs, this is 
preceded (PM 38) by a very clear expectation that pharmacists will dispense 
any medicine prescribed for the purpose of suicide. 

There is an expectation (PM 39) that doctors would not want an opt-out. What 
is the evidence base for this? Healthcare professionals have consistently 
opposed legalising assisted suicide, as uncontrollable, unethical and 
unnecessary. A change in the law is formally opposed by the British Medical 
Association, the Association for Palliative Medicine, the British Geriatric 
Society, the World Medical Association and the Royal Colleges of Physicians 
and General Practitioners. Medical opposition has been frequently reaffirmed 
as with the the BMA in 2012 and the RCGP in 2011 and 2014, when 77% of 
respondents favoured maintaining collegiate opposition. The RCGP’s 
consultation is the most recent to survey Scottish doctors on this issue, and 
their analysis of reasons for opposing change should be read carefully by 
Parliamentarians scrutinising this Bill. 

The main problem in licensing doctors to end the lives of their patients is 
doctors who are predisposed to say ‘yes’. It is claimed (PM 32) that by 
requiring that the first doctor identify the second, there can be no ‘shopping 
around’, but individuals are free to seek endorsements from doctors outside of 
their own practice, who are not required to examine them and who having 
endorsed a request are unlikely to seek support from someone who would say 
no. 

8. Do you have any comment on the means by which a person would be 
permitted to end his/her life under the Bill? 

No means are prescribed or suggested in the Bill, which speaks very 
generally of ‘any drug or other substance or means dispensed or otherwise 
supplied for the suicide’(19(c)). The words ‘means… otherwise supplied’ are 
extremely broad in scope and could arguably include the whole range of 
‘means’ that are already employed in Scotland to commit suicide (see the 
‘Scottish Suicide Information Database Report 2012’ listing which includes 
hanging, strangulation & suffocation, poisoning, jumping or falling from a high 
place, drowning and submersion, firearm etc.) 

9. Do you have any comment on the role of licensed facilitators as 
provided for in the Bill? 

It is hard to imagine how any licensing authority would approach training for 
such an all-encompassing role. 19(c) requires that the facilitator be present at 
the suicide, yet section 20 allows for a report to be made to the police by a 
facilitator who ‘knows or believes’ (emphasis added) that a suicide has been 
committed or attempted. This is surely contradictory. 

It is clear from schedule 3 that by the time of second request, the individual 
will have ‘arranged to have the services of a licensed facilitator’. We do not 
know the extent to which a particular facilitator may have counselled the 

http://bma.org.uk/practical-support-at-work/ethics/bma-policy-assisted-dying
http://bma.org.uk/practical-support-at-work/ethics/bma-policy-assisted-dying
http://www.apmonline.org/documents/132406163664879.pdf
http://www.bgs.org.uk/index.php/consultations/835-psnstatementassistedsuicide
http://www.bgs.org.uk/index.php/consultations/835-psnstatementassistedsuicide
http://www.carenotkilling.org.uk/news/world-medical-association-stance/
http://www.rcplondon.ac.uk/press-releases/rcp-cannot-support-legal-change-assisted-dying-survey-results
http://www.carenotkilling.org.uk/enewsletter/2005-09-21-200509-enewsletter/
http://www.carenotkilling.org.uk/articles/great-result-on-bma-ethics-debate/
http://www.commissiononassisteddying.co.uk/wp-content/uploads/2011/05/Submission-from-RCGP-to-the-Commission.pdf
http://www.carenotkilling.org.uk/press-releases/rcgp-rejects-assisted-suicide/
http://www.rcgp.org.uk/news/2014/february/rcgp-remains-opposed-to-any-change-in-the-law-on-assisted-dying.aspx
http://www.rcgp.org.uk/news/2014/february/rcgp-remains-opposed-to-any-change-in-the-law-on-assisted-dying.aspx
http://www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/Assisted-Dying-Consultation/Assisted%20Dying%20Consultation%20Analysis.ashx
http://www.isdscotland.org/Health-Topics/Public-Health/Publications/2012-12-18/2012-12-18-ScotSID-2012-Report.pdf
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individual: as with doctors, we must consider the effect that the counsel of 
those predisposed to see assisted suicide as a positive choice will have on 
vulnerable people’s decisions. 

PM 43 makes clear that while a family member could not be the designated 
facilitator, ‘there is nothing to prevent other persons from also providing 
assistance’. The Bill has nothing to say about this additional assistance 
provided by family members. 

The proponents claim (PM 14 and 42) that they have eliminated any chance 
of the Bill’s being used to justify euthanasia and the Bill states (18(1)) that 
‘Nothing in this Act authorises anyone to do anything that itself causes another 
person’s death’, yet section 19 follows this vague wording by charging 
facilitators ‘to provide, before, during and after the act of suicide (or attempted 
suicide) by the person for whom the facilitator is acting, such practical 
assistance as the person reasonably requests’, and the Delegated Powers 
Memorandum envisages (3) ‘for example holding a cup for someone who 
might otherwise be unable to drink the necessary drugs from it’. Statistics from 
the Netherlands are broken down into instances of euthanasia, assisted 
suicide and ‘combinations’ – this Bill clearly invites the last. 

10. Do you have any comment on the role of the police as provided for in 
the Bill? 

The police are granted no role. This is woefully inadequate, and we question 
again compliance with Article 2 of the ECHR. The Bill calls (20) for facilitators 
to report assisted suicides – completed and attempted – to the police, but they 
are not required to confirm that procedures have been properly followed. 
Reporting and oversight provisions are not enforceable.  

11. Do you have any comment to make about the Bill not already covered 
in your answers to the questions above? 

The Bill’s so-called safeguards assume that those who will request assisted 
suicide will know their own minds beyond doubt. This is a false assumption. In 
today’s individualistic society the pressures on sick, disabled and elderly 
people to avoid placing ‘unfair burdens’ on others are very great. Maintaining 
the law’s protection of this silent and vulnerable majority is more important 
than giving choices to a minority of strong-minded and highly resolute people. 

This Bill is flawed both in principle and in detail. Care Not Killing calls upon the 
Scottish Parliament to reject this Bill at the earliest opportunity. 

Care Not Killing 
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Assisted Suicide (Scotland) Bill 

Care Not Killing is a UK-based alliance of individuals and organisations which 
brings together disability and human rights groups, healthcare providers, and 
faith-based bodies, with the aims of: 

1. promoting more and better palliative care; 

2. ensuring that existing laws against euthanasia and assisted suicide are 
not weakened or repealed; 

3. influencing the balance of public opinion against any further weakening 
of the law. 

We believe the Assisted Suicide (Scotland) Bill is flawed both in principle and 
in detail and should be rejected. 

Flawed in principle  

1. The case for legalising voluntary, active euthanasia (VAE) and/or assisted 
suicide (AS) has been repeatedly and exhaustively considered, and 
overwhelmingly rejected, by legislatures, courts and expert committees 
worldwide.  

2. The case has also long been rejected by the medical profession as 
uncontrollable, unethical and unnecessary.  The World Medical Association 
reaffirmed its opposition in 2013. A change in the law is formally opposed by 
the British Medical Association, the Association for Palliative Medicine, the 
British Geriatric Society and the Royal Colleges of Physicians and General 
Practitioners. Medical opposition has been frequently reaffirmed as with the 
BMA in 2012 and the RCGP in 2011 and 2014, when 77% of respondents 
favoured maintaining college opposition. 

3. A first major reason for maintaining the historic legal and medical 
prohibition on intentionally killing patients, and intentionally helping them to kill 
themselves, is the fundamental equality-in-dignity of all patients. As the House 
of Lords Select Committee on Medical Ethics put it in 1994: ‘That prohibition is 
the cornerstone of law and of social relationships. It protects each one of us 
impartially, embodying the belief that all are equal.’  

4. VAE and AS are, by contrast, grounded in the belief that some patients 
have lives which are no longer ‘worth living’ and that they would be ‘better off 
dead’. Once the law abandons its historic, bright-line prohibition on 
intentionally ending the lives of patients, or on intentionally helping them to 
end their own lives, it invites arbitrary and discriminatory judgments about 
which patients would be ‘better off dead’. This has dangerous historical 
precedent. It is noteworthy that all major disability rights groups in Britain 
(including Disability Rights UK, SCOPE, UKDPC and Not Dead Yet UK) 
oppose any change in the law believing it will lead to increased prejudice 
towards them and increased pressure on them to end their lives. 
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5. The two main arguments typically used to justify AS equally justify VAE. 
The first is respect for patient autonomy. The second is that death would 
benefit the patient by ending suffering (though the Bill does not even require 
suffering, merely that the patient finds their quality of life ‘unacceptable’). If 
those arguments justify lethal prescriptions, they equally justify lethal 
injections (especially if the patient is physically unable to commit suicide). 
They also apply equally to people who do not fall within the bill’s already wide 
qualifying criteria of having a ‘terminal or life-shortening illness’ or a 
‘progressive and terminal or life-shortening condition’. The bill thereby is 
discriminatory and has within it the seeds of its own extension being ripe for 
legal challenge on equality grounds.  

6. Any change in the law to allow assisted suicide would place pressure on 
vulnerable people to end their lives for fear of being a financial, emotional or 
care burden upon others. This would especially affect people who are 
disabled, elderly, sick or depressed. The right to die can so easily become the 
duty to die. Current legislation also protects vulnerable relatives from being 
subtly coerced into assisting a suicide against their better judgement. The 
pressure people will feel to end their lives if assisted suicide is legalised will 
be greatly accentuated at this time of economic recession with families and 
health budgets under pressure. Elder abuse and neglect by families, carers 
and institutions are real and dangerous and this is why strong laws are 
necessary. This fear is borne out by the American data. In Washington in 
2013, 61% of people opting for assisted suicide gave the fear of being a 
burden to family, relatives and caregivers as a key reason. 13% cited 
‘financial implications of treatment’. In the same year in Oregon the equivalent 
figures were 49% and 6%. 

7. Experience in other jurisdictions, such as Belgium, the Netherlands and the 
American states of Oregon and Washington, shows that any change in the 
law will lead to ‘incremental extension’ and ‘mission creep’ as some doctors 
will actively extend the categories of those to be included (from mentally 
competent to incompetent, from terminal to chronic illness, from adults to 
children, from assisted suicide to euthanasia). This process will be almost 
impossible to police. We also see in all these jurisdictions a steady annual 
increase in the overall numbers undergoing assisted suicide or euthanasia. 

8. The Oregon data show that those people citing ‘inadequate pain control or 
(even) concern about it’ constitute just 23.7% of cases overall. So what are 
the main reasons given for taking one’s life? In 2013 93% cited ‘loss of 
autonomy’, 89% said they were ‘less able to engage in activities making life 
enjoyable’ and 73% listed ‘loss of dignity’. These are not physical but 
existential symptoms. But should people who feel their lives no longer have 
meaning and purpose be assisted by the state to kill themselves? This will 
lead to suicide contagion by presenting suicide as a solution for existential 
problems (the well-recognised ‘Werther’ effect)  and will also undermine 
Scotland’s suicide prevention strategy.  



HS/S4/15/4/2 Written Submissions Supplementary 
 

Care Not Killing 
 

20 

9. The present law making assisted suicide illegal is clear and right and does 
not need changing. The penalties it holds in reserve act as a strong deterrent 
to exploitation and abuse whilst giving discretion to prosecutors and judges in 
hard cases. It has both a stern face and a kind heart. The current law is 
working well. The number of British people travelling abroad to commit 
assisted suicide or euthanasia is very small (243 at the Dignitas facility in 11 
years) compared to numbers in countries that have legalised assisted suicide 
or euthanasia. With an ‘Oregon’ law Scotland would have 115 deaths a year 
and with a ‘Dutch’ law over 1,525. The scope of this bill lies between Oregon 
and the Netherlands. 

10. Persistent requests for assisted suicide and euthanasia are extremely rare 
if people are properly cared for so our priority must be to ensure that good 
care addressing people’s physical, psychological, social and spiritual needs is 
accessible to all. Patients almost always change their minds about euthanasia 
when they experience good care. A good doctor can kill the pain without killing 
the patient. This bill is therefore unnecessary. 

11. Public opinion polls can be easily manipulated when high media profile 
(and often celebrity-driven) ‘hard cases’ are used to elicit emotional reflex 
responses without consideration of the strong arguments against legalisation. 
But this public opinion is uninformed, uncommitted and unconvincing. Public 
support for Falconer’s Bill dropped from 73% to just 43% when the five key 
arguments against it were heard. 

Flawed in detail  

12. The bill gives huge power to doctors without proper accountability. This 
invites abuse. It will be doctors who see the patients, fill out the forms, 
prescribe the lethal drugs. Some of them will push the boundaries. Some will 
falsify certification. There may be some who, like Harold Shipman, will 
develop a taste for killing and they will be very difficult to detect. But many will 
simply be too busy, too pressured and facing too many demands to make the 
kind of cool comprehensive objective assessments that this kind of law 
requires. And very few of them will really know the patients or their families. 
Society is reluctant to touch and question doctors. The police are reluctant to 
investigate. The Prosecution service hesitates to prosecute and the courts are 
unwilling to convict. Parliament turns a blind eye. It is simply not safe to give 
doctors this sort of power because some will abuse it as they have in other 
countries and it will be very difficult to stop them.  

13. The Bill’s loose and relativistic wording, the emphasis on precluding 
individuals from criminal or civil responsibility, and the absence of any 
penalties for abuse result in the Bill’s containing no meaningful legal 
protections for Scotland’s citizens. Its compatibility with Article 2 of the 
European Convention on Human Rights (ECHR) must be in question. Notably, 
section 24 (‘savings’) removes culpability for ‘incorrect’ and ‘inconsistent’ 
actions ‘in good faith’ and contains no penalties for abuses or ‘careless’ 
errors, nor any suggestion of how such might be investigated. This will 
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inevitably encourage some doctors and facilitators to act outside the bill’s 
provisions. 

14. We have seen already how doctors operate when licensed to end life in 
the case of abortion. We began with a very strict law which allowed it only in 
limited circumstances. Now there are 200,000 cases a year. Most of them fall 
outside the boundaries of the law. There is illegal pre-signing of forms, 
abortions for sex selection, abortions on demand for ‘mental health’ grounds 
(over 98% of all abortions) in the absence of peer-reviewed evidence that 
abortion protects mental health and only one conviction for illegal abortion in 
45 years. 

15. The Bill’s vague wording gives wide scope for eligibility. Most progressive 
conditions will have a life-shortening effect – cancer, coronary heart disease, 
chronic obstructive airways disease, multiple sclerosis, diabetes, 
hypertension, obesity and many mental forms of mental illness and acquired 
and congenital disability. This life-shortening effect need not be pronounced, 
as the framers chose not to include any prognosis-based time limit.  

16. Even at first and second requests, there is no mandated or recommended 
psychological (or indeed physical) assessment. It is deemed sufficient that the 
individual has not already been diagnosed with a mental disorder and has 
some powers of communicating decision. No assessment by a psychiatrist is 
required even though mental capacity can be very difficult for a non-specialist 
to assess and mental illness which may have contribute to suicidal ideation 
difficult to diagnose. This is compounded by that fact that the doctor need not 
know nor examine the patient nor confirm objectively that the patient does in 
fact have a qualifying illness or condition as opposed to simply believing or 
claiming this.  

17. There is no conscience clause for doctors, despite widespread medical 
opposition to assisted suicide. If AS is legalised his will inevitably lead to it 
being included as a therapeutic option for all life shortening illness which 
doctors will be obliged to mention or offer and coercive pressure being placed 
on doctors to provide ‘the full range of services’. Licensing doctors to end life 
would thereby fundamentally alter the doctor-patient relationship. While the 
framers muse (PM 39) on anticipated professional guideline changes to allow 
for opt-outs, this is preceded (PM 38) by a very clear expectation that 
pharmacists will dispense any medicine prescribed for the purpose of suicide. 

18. In summary, the Assisted Suicide (Scotland) Bill:  

(i) undermines a fundamental and historic legal and ethical principle: respect 
for the equal worth of all patients.  

(ii) is a ‘foot in the door’. The main ethical arguments which will be used to 
support it, misguided understandings of ‘autonomy’ and ‘beneficence’, are 
equally arguments for euthanasia for the competent, and for the incompetent, 
and, in either case, whether ‘terminally ill’ or not.  
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(iii) evades a vital question: ‘Precisely how will it ensure what relaxed laws in 
other jurisdictions have conspicuously failed to ensure: effective control of 
PAS, not least to protect those who do not want to die and those for whom 
there are alternatives?’ 
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Assisted Suicide (Scotland) Bill 

1. Introduction 

My Life, My Death, My Choice is an independent campaign supported by the 
Humanist Society Scotland, Friends At The End (FATE) and the Scottish 
Secular Society. The purpose of the campaign is to support the Assisted 
Suicide (Scotland) Bill, initially proposed by Margo MacDonald MSP and now 
being led by Patrick Harvie MSP with the backing of MSPs from other parties 
including Mary Fee MSP, Jackson Carlaw MSP, Liam McArthur MSP and Bill 
Kidd MSP. 

It is important to make clear that what is being proposed in this Bill is assisted 
suicide, not euthanasia. The Bill would require the patient to take the final 
action which causes their death, likely to be ingesting a lethal barbiturate. No-
one, including a doctor or the facilitator, is allowed to administer this 
medication for them. This will remain a criminal act. 

Our campaign understands that assisted suicide is a controversial matter but 
we believe a mature society should be able to discuss difficult issues honestly 
and openly. Scottish voters feel strongly about the Bill, with 69% supporting 
and only 13% opposing the legislation.9 Furthermore, nearly 2500 people 
have already signed a petition calling on MSPs to approve the Bill. 

2. Current situation – excellent palliative care is limited by current 
criminality of assisted dying 

My Life, My Death, My Choice is determined to ensure that the measures in 
this Bill will complement the excellent palliative care that is already on offer in 
Scotland, not undermine it. The great majority of people approaching death 
can have distressing symptoms relieved by doctors, nurses, carers or 
religious or secular counsellors. Palliative care specialists have made huge 
improvements to the management of end-of-life symptoms and we believe 
that investment in these services should continue and even increase.  

However, most health professionals recognise that a very small number of 
patients do not get satisfactory relief of their distress, be that physical, 
psychological or spiritual and these are the people for whom assisted suicide 
is being proposed. Decriminalising this act would allow the voice of this few to 
be heard and a compassionate extension of palliative care.  

It should be stressed that the Bill is significantly different from the previously 
proposed End of Life Assistance Bill. The new Assisted Suicide (Scotland) Bill 
is more focussed and limited in scope, includes stronger safeguards to protect 
vulnerable groups and also introduces the role of a facilitator who must be 
trained and registered.  

                                                           
9
 http://www.lifedeathchoice.org.uk/news/news/poll-shows-over-two-thirds-of-scots-in-favour-of-

assisted-suicide-bill-/  

http://www.lifedeathchoice.org.uk/news/news/poll-shows-over-two-thirds-of-scots-in-favour-of-assisted-suicide-bill-/
http://www.lifedeathchoice.org.uk/news/news/poll-shows-over-two-thirds-of-scots-in-favour-of-assisted-suicide-bill-/
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The focus of this legislation is about enabling individuals to take action to end 
their own live with no direct involvement of anyone else. Key improvements in 
this Bill include: 

 A simpler and more clearly defined process that must be followed for 
assisted suicide to be legal. 

 Limiting eligibility, while implementing strong safeguards to protect 
vulnerable groups and prevent coercion. 

 Clarifying that no family member or individual who can benefit 
financially can be involved at any stage. 

 Defining the geographical criteria to prevent “suicide tourism” 

 A requirement for licensed facilitators who will provide well-defined 
practical assistance and comfort. 

3. Why legislation is needed – enabling the voice of the few 

Modern medicine now means that people are living longer and, because of 
technology and social media, are more aware of the implications and realities 
of terminal and life shortening conditions such as cancers, and several 
neurological conditions. This allows them to consider their own treatment 
options in advance and in more detail that would previously have been 
possible. 

Many will recognise from their own experience a situation where a person 
would like to have seen their suffering ended by “a merciful release”. The 
current law that makes assisting suicide a crime means that neither the 
patient nor the health professional can easily broach the subject without risk of 
criminal action or suspicion of professional wrongdoing. Is there any other 
medical situation where a doctor is not allowed, or obliged, to honestly answer 
a question from a patient? 

4. The Bill – decriminalising the true application of care within a 
regulating framework  

My Life, My Death, My Choice believes that the current version of the Bill 
would help the small number of people affected each year whilst striking the 
right balance of protecting vulnerable groups through a clear process through 
so the public understand what is permitted and what the role is of different 
actors in the process.  

On the specific questions asked by the Committee regarding the Bill, the 
campaign responses would be: 

 The three-stage declaration process is simple to understand whilst 
still providing adequate safeguards to protect vulnerable individuals.  

 Limiting the Bill to those only with terminal or life-shortening 
illnesses or a progressive condition makes it easier for individuals 
and doctors to determine if someone is eligible for the process. Blurring 
the lines beyond this could lead to people not suitable believing they 
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are eligible or doctors being unclear as to the process.  

 The eligibility requirements of the Bill should be tight and strictly 
enforced to prevent so-called “suicide tourism” or allow the legislation 
to flex beyond what is intended. It must be understood that this Bill only 
applies to Scotland and, even then, will only apply to a very small 
number of people each year. The legislation must not be allowed to slip 
and expand unintentionally. 

 Our campaign believes strongly that two medical practitioners should 
be required to certify on two separate occasions that an individual 
meets the medical criteria to take part in the process to certify this after 
time has passed provides time for mature consideration by both the 
doctor and patient. We also believe that it is important that no doctor 
should be forced to take part and should be free to request additional 
tests or assessments from outside experts prior to making a decision.  

 My Life, My Death, My Choice believes that pharmacists should be 
subject to similar safeguards. The Royal College of Pharmacists have 
produced a policy paper on this subject and, were the Bill to pass at 
Stage 1, we would seek to work closely with them and other 
organisations to ensure the Bill is practical and contains sufficient 
safeguards. 

 The campaign does not believe that any new agency or body is 
required to monitor operation of the Bill. Training guidelines for 
facilitators would be laid down by the Scottish Government centrally. 
Instances of those applying for the process at different stages would be 
reported to the NHS in a similar way to other information and published 
regularly, similar to the situation in the US State of Oregon. Any abuse 
of the system would be a criminal offence and, because of the process 
and safeguards in place, would be reported to the police. 

 A key new feature of this Bill is the inclusion of a facilitator. We believe 
that this addition of an independent, trained individual adds a further 
safeguard for the Bill as they will only be permitted to act if they are 
content the process has been properly followed. Furthermore, they will 
be in a position to comfort and support a person at the end of their life. 
They will not be permitted to take an active role in an individual’s death. 

5. International examples 

(i) Oregon 

The Bill being proposed is closest in scope and process to the Death With 
Dignity Act (DWDA)10 passed in the US State of Oregon in 1997. That law was 
passed twice through state-wide citizens initiatives and has not been 
amended. My Life, My Death, My Choice believes this shows that passing a 
similar law in Scotland would not inevitably lead to it being expanded in future.  

                                                           
10

 

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/P

ages/index.aspx  

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx
http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx
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Because it has been in operation for such a long period, there are significant 
amounts of data available to measure performance. This is collected each 
year by law and published as part of an annual report.11 The population of 
Oregon (3.9 million) is also comparable to that of Scotland (5.3 million) so 
gives some insight in to the likely numbers of people who might use the 
process each year were similar legislation enacted here. The key figures from 
Oregon are: 

 An average of just 73 people complete the process per year and 
receive a prescription.  

 Of those, an average of 47 people die per year as a result of taking 
medication through DWDA. 

 DWDA allows the overwhelming majority of patients (97.2% in 2013) to 
die in their own home. 

 Consistently, the three most frequently mentioned end-of-life concerns 
expressed by those in the DWDA process were: loss of autonomy 
(93.0% in 2013), decreasing ability to participate in activities that made 
life enjoyable (88.7% in 2013) and loss of dignity (73.2% in 2013).  

These figures indicate that if the same process applied in Scotland, only a 
very small number of people would make use of the measures outlined in the 
Assisted Suicide (Scotland) Bill. The difference between those receiving the 
prescription and those who take it (35% received the prescription but did not 
take it in 2013) perhaps indicates that having the comfort of the choice to end 
their own life was helpful. 

(ii) Other US states 

 Washington State (population 6.9 million) passed a similar law to 
Oregon in 2009. According to the figures available so far, in 2009 there 
were 63 individuals given lethal medication and 36 used it (57%). In 
2010, 87 individuals were given lethal medication, 51 used it (59%). 

 In 2013, Vermont also passed a law similar to that of Oregon and 
Washington but no data is yet available. 

 A court judgement in Montana in 2013 ruled that rights granted under 
the state’s living will law, “The Rights of the Terminally Ill Act,” form the 
basis for permitting physician “aid in dying”. The court did not officially 
legalise assisted suicide but said that, if charged with assisting a 
suicide, a doctor could use the patient’s request as a defence.12  

(iii) European Countries 

 It is well known that Switzerland allows assisted suicide. However, a 
key difference in their law is that they allow foreign citizens to also use 
the law. This is not included in the Bill and is not something our 

                                                           
11

 

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/P

ages/ar-index.aspx  
12

 http://www.patientsrightscouncil.org/site/montana/  

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/ar-index.aspx
http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/ar-index.aspx
http://www.patientsrightscouncil.org/site/montana/
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campaign could support. 

 The Netherlands, Belgium and Luxembourg also have in place laws 
but these all allow physician assisted suicide which is not what is being 
proposed by the Bill in Scotland. We believe the most important thing is 
to allow individuals to make the final decision and take action to end 
their lives in certain circumstances. However, we would not support 
doctors being permitted to administer lethal drugs directly and believe 
the final choice and action should only be with the patient concerned. 

6. Conclusion 

My Life, My Death, My Choice strongly support the principles of the Assisted 
Suicide (Scotland) Bill and hopes the Health & Sport Committee will 
recommend to the Scottish Parliament that it be approved at Stage 1. We 
believe the strong public support in Scotland, over two-thirds, and the large 
number of people who have actively declared their support for the Bill places a 
duty upon the Scottish Parliament to consider the Bill in detail through the 
Stages 2 and 3. 

Were the Bill to be approved at Stage 1, our campaign is keen to establish a 
dialogue with all sides and interest groups to ensure the final version of the 
Bill is as clear as possible and includes strong safeguards to protect 
vulnerable groups. 

My Life, My Death, My Choice 
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Assisted Suicide (Scotland) Bill 

1. Do you agree with the general purpose of the Bill to make it 
permissible, in the circumstances provided for, to assist another to 
commit suicide?  

Yes. 

As a result of intolerable suffering due to physical disease, it is undeniable 
that some individuals wish to calmly and rationally bring their lives to an end. 
Some are able to achieve this, but a few are unable to carry that out by 
themselves and require assistance to do so. The general purpose of the Bill 
represents a humane and compassionate response to that need. 

2. Do you have any views on how the provisions in this Bill compare 
with those from the previous End of Life Assistance (Scotland) Bill?  

The process is more stringent than was previously the case. The three stages 
with their respective time limits and the endorsement of medical practitioners 
on four separate occasions strengthen the safeguards for the vulnerable, as 
does the role of the licensed facilitator.  

3. The Bill precludes any criminal and civil liability for those 
providing assistance, providing the processes and requirements set 
out in the Bill have been adhered to. Do you wish to make any 
comment on this?  

The purpose of the Bill is to define the circumstances in which individuals can 
legally obtain support to end their lives. Decriminalising such acts and the 
removal of civil liability are implicit in that objective.  

4. The Bill outlines a three stage declaration and request process that 
would be required to be followed by an individual seeking assisted 
suicide. Do you have any comment on the process being proposed?  

The Preliminary Declaration makes it clear that there would be a need to opt-
in to the process. As a consequence, individuals who would never seek 
assistance to commit suicide, no matter the circumstances, can be reassured 
that the provisions of the Bill would not apply to them.  

The two Request Stages, with their corresponding "cooling off" periods, 
provide a safeguard against any impulsive actions. Experience from 
elsewhere in the world suggests that a significant proportion of those seeking 
assistance would drop-out at each stage, yet obtain comfort from remaining in 
control of their lives.  

5. Do you have any comment on the provisions requiring that the 
person seeking assisted suicide must have a terminal or life-
shortening illness, or a progressive condition which is either 
terminal or life-shortening?  
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The difference that is drawn between the terms "illness" and "condition" is 
confusing. Making it clear that a diagnosis per se would not allow an individual 
to proceed to Stages 2 and 3 is laudable, but the use of the above terms is 
not helpful.  

6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill?  

Yes. 

7. Do you have any comment on the roles of medical practitioners 
and pharmacists as provided for in the Bill?  

During the preliminary consultation stage of the Bill, the Royal College of 
General Practitioners in Scotland decided that it would be inappropriate to 
take a stance either for or against the Bill. This position was adopted after a 
national survey of members showed a wide range of views. It is likely that 
would translate into some doctors co-operating with the process and others 
being unwilling to do so. The Royal Pharmaceutical Society in Scotland and 
Community Pharmacy Scotland take a similar view.  

8. Do you have any comment on the means by which a person would 
be permitted to end his/her life under the Bill?  

These means should be known to be effective and to be capable of achieving 
the desired end rapidly, without causing pain or discomfort. A liquid barbiturate 
is likely to be the preferred agent.  

9. Do you have any comment on the role of licensed facilitators 
provided for in the Bill? 

The proposed licensed facilitator is to be welcomed. It offers additional 
protection for the vulnerable. It may be worthwhile enhancing their 
involvement. For example, the facilitator could be given authority to check that 
all necessary steps had been properly observed; that records were kept and 
centrally recorded. Provision for those could come under Section 23 (1) of the 
Bill, where Scottish Ministers may issue directions about how licensed 
facilitators are to act. 

It would then be useful to keep and publish a statistical account of the 
process. Amongst other items, that could include a record of the numbers of 
individuals obtaining a prescription and the numbers who ultimately consumed 
the drug. Facilitators could be responsible for gathering this information. 

10. Do you have any comment on the role of the police as provided 
for in the Bill?  

No 
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11. Do you have any comment to make about the Bill not already 
covered in your answers to the questions above?  

Over many years FATE has gained considerable experience in dealing with 
persons who are intent on taking their own lives. Not infrequently that has 
resulted in referrals being made to organisations which seek to prevent 
suicide, such as the Samaritans. However, FATE is also aware of a number of 
sane individuals who have travelled to Switzerland to obtain an assisted 
suicide, while a few have taken steps to achieve the same result in this 
country. While the numbers who do so are not large, inquiries continue to be 
received.  

It is clear to us that there is a need for this assistance to be provided in 
Scotland. To compel such persons to travel elsewhere, or to risk forcing them 
into taking violent measures in this country, is both immoral and cruel. The 
provisions contained within the Bill are to be welcomed. 

We would welcome the opportunity of giving oral evidence to the Committee 
in due course.   

Friends At The End {FATE} 
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Assisted Suicide (Scotland) Bill 

In general, I would support the aims of this Bill. In principle, the right of 
individuals to make their own end of life decisions should, I believe, be 
respected where the individuals concerned are acting competently and 
without undue pressure from third parties. Evidence from a number of 
jurisdictions where legalisation of assisted suicide (and in some cases, 
voluntary euthanasia) has already happened legalised does not suggest that 
the system is abused. Indeed, in countries such as the Netherlands, there 
would appear to be a reduction rather than a growth in incidences of assisted 
dying – usually voluntary euthanasia in that case. In Oregon, where only 
assisted suicide is lawful, the numbers of those granted authority remains 
relatively small year on year. 

There are, however, some concerns that I have with the Bill as it currently 
stands, some of which are technical. In section 7, it is proposed that the 
cancellation of a preliminary declaration should be in writing. This is also 
required when revoking the 2 formal requests. While this may make sense in 
terms of record-keeping, it is somewhat strange, as there seems no obvious 
reason why such a change of mind could not be legally valid if expressed 
verbally. The important issue is to ensure that the person’s actual wishes are 
respected and that surely has no bearing on the form in which these wishes 
are expressed. 

Section 8, (3)(d) seems to me to be strangely worded. It almost reads as if a 
different person is being considered in this section. I also do not believe that 
the law can require that a person has reflected on anything, far less would it 
be possible to prove that such reflection had actually occurred. For clarity, I 
would urge that this subsection is rephrased and that the element of 
consideration is removed. 

Throughout the Bill, as, for example, in the case of s.8 (5)((a) and (b), the 
wording is also peculiar. The insertion of the words ‘for that person’ in each 
subsection is unnecessary. If an illness is terminal or life-threatening, then 
surely it is that for any person who has it? It is surely the suffering that 
accompanies such conditions or illnesses that should be the focus of the Bill. 

The requirement in section 17 that the suicide be attempted or completed 
within 14 days is surely a fundamental error. In Oregon, for example, it seems 
that some people want the reassurance of knowing that, when the time is right 
for them, they have the wherewithal to end their lives, but a number of those 
whose request is approved will wait some time before actually completing the 
act. People in these situations should not be coerced by law into potentially 
acting before they truly feel the time is right, which is a likely consequence of 
setting this time limit. We should surely be happy if people choose to live as 
long as they can even although they may have decided that they wish – at 
some stage in the future – to end their life in this way? 

I wonder if some thought might not be given also to the question of insurance. 
As I understand it, some policies will not pay out for, say, the first year if a 
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person commits suicide. Presumably, an assisted suicide would still count as 
suicide in these cases, unless it is specifically categorised otherwise by law. 
While possibly rare, it is not inconceivable that a person might take out a life 
insurance policy while well and yet become terminally ill in the course of the 
first year and suffer unbearably. In order to avoid negating the policy, they may 
then feel obliged to linger for longer than they would otherwise choose. 

s.19 – while there may be good reasons to have someone available to provide 
comfort, etc. the Bill specifically precludes from this role just about everyone 
that the person might wish to play that role. The mere fact of a relationship 
(close or otherwise) with the person seeking an assisted death (or their 
relatives) does not imply that pressure has been applied – which I assume is 
what these restrictions are designed to preclude? Moreover, it is unclear how 
a person who, according to the Bill, will likely be a total stranger can in fact 
offer meaningful support and comfort. I would guess that many people would 
prefer a close relative or friend to be with them, as seems evident from the 
number of people who travel to Switzerland with family in order to obtain an 
assisted death. While MacMillan nurses manifestly offer such support and 
comfort, they do so having developed a relationship with the individual. They 
are, in effect, no longer strangers. 

Overall, the requirements of Bill seem to me to be unnecessarily cumbersome 
and bureaucratic. While it is entirely appropriate that safeguards are built in, 
the process is overly complex and asks a great deal of people who are 
already in a difficult situation. Nothing in the 3 notification of intent 
requirements will actually act as a safeguard that could not be achieved by 
one, or perhaps two, notifications of intent. While I understand that there may 
be good reasons to limit the Bill to assisted suicide only, I regret that the 
euthanasia option has been dropped. The rationale for each is essentially the 
same, and arguably the drawing of lines at assisted suicide is somewhat 
artificial. While somewhat elderly, and opinion ‘evidence’ only, it might be 
worth noting that in 1996, in response to a research project conducted by 
myself and a colleague, the BBC in Scotland arranged for 1,000 people to be 
questioned. By a margin of 2:1 those interviewed expressed a preference for 
the legalisation of voluntary euthanasia rather than assisted suicide, if only 
one could be legalised. Perhaps unsurprisingly, the margin was exactly the 
same in the case of the professionals who responded to our questionnaire – 
the difference being that they preferred the legalisation of assisted suicide 
rather than voluntary euthanasia! 

Professor Sheila A.M. McLean 
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Assisted Suicide (Scotland) Bill 

Sheila A.M. McLean 

Additional points 

Capacity – while concern to ensure that the individual requesting assistance is 

competent is appropriate, many submissions seem to ignore the fact that 

capacity is presumed in law in the case of all adults. It is for those who doubt 

its existence to establish this – see the case of Ms B. In this case, the 

autonomous decision of the individual was sufficient to require healthcare 

professionals to. remove the life-sustaining ventilator. Indeed, failure to 

comply with a patient’s wishes could amount to an assault.  

Additionally, not all mental illnesses necessarily entail lack of capacity (which 

is a legal, not a medical concept). In any case, doctors already make 

decisions about capacity when dealing with medical decisions taken by young 

people under the age of 16. It is disingenuous to suggest that they cannot 

equally do so in these cases, especially since capacity is legally presumed to 

exist unless the contrary is proved. 

The concept of dignity – while widely used – is notoriously difficult to define 

unless one starts from a non-secular perspective. It is plausible to argue that 

dignity is not a helpful concept in this debate, particularly as it is so vague; 

rather, people’s perceptions of their own lives’ value are the only way a true 

decision can be made about the benefits and disbenefits of continued 

existence. Not everyone would agree that length of life is preferable to quality 

of life and only they can measure and weigh this. It is not for others to second 

guess their genuine, competent assessment. 

While the fact that medical and related organisations either oppose or declare 

themselves to be neutral on this question may raise practical problems were 

the Bill to be passed, with respect these organisations should not be permitted 

to set the moral tone for society and their views should carry no more (nor 

less) weight than those of ordinary citizens. 

Support for assisted suicide in no way implies that there should be less 

importance attributed to palliative care. Indeed, any change in the law should 

ideally act as a stimulus to improve such services. However, the availability of 

hospice/palliative care will not inevitably prevent individuals making a 

competent request for end of life assistance. It is worth noting that in Oregon, 

for example, more than three quarters of those seeking an assisted death 

were enrolled in hospice programmes. 

It is speculative to assert that legalisation of assisted dying would necessarily 

harm the doctor/patient relationship. It is equally possible to argue that trust 
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between patients and doctors might be enhanced by the ability to conduct 

open, lawful conversations about end of life choices. The speculative effect on 

trust also ignores the fact that doctors already are involved in end-of-life 

decision making, most commonly when the wishes of the patient are not 

available – e.g. pvs – and in cases where a DNR order has been placed on 

the patient. In reality, assistance in dying is already legal – e.g. in PVS cases 

or situations where people have life-sustaining treatment that they can refuse. 

The argument that in these cases doctors are omitting to save rather than 

acting to assist a death is philosophically and legally flawed. As the House of 

Lords made clear in the case of Anthony Bland, the purpose of removing 

assisted nutrition and hydration was to bring about his death. The fact that this 

is permissible, but other interventions are not, based on the so-called 

acts/omissions distinction, led Lord Mustill to describe the law as ‘intellectually 

and morally misshapen.’  

It is, of course, equally important that people’s decisions are indeed freely 

taken and not the outcome of coercion. The law already has considerable 

experience in such matters and there is no reason to believe that this 

expertise is not appropriate in these cases. Perhaps a fast-track route to the 

courts, or a dedicated quasi-judicial body, might serve the allay the fears of 

those who are concerned that any given decision has been unduly influences. 

Finally, while many will welcome the Bill’s focus on assisted suicide rather 

than voluntary euthanasia, the principles that support one also support the 

other. Moreover it is worth noting that one of the first legal challenges to the 

Oregon legislation came from groups representing the interests of people with 

disabilities. Their concern was that people with disabilities might be unable to 

take advantage of the legislation as for some it would not be possible to take 

the medication themselves. Even the Disability Rights Commission has said in 

the past that – while it does not support legalisation – if it is available, people 

with disabilities should be equally entitled to take advantage of it.  

 

Sheila A.M. McLean 
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Assisted Suicide (Scotland) Bill 

The British Medical Association (BMA) is an independent trade union and voluntary 
professional association representing over 153,000 doctors and medical students 
working in all branches of medicine across the UK. The BMA represents doctors who 
hold a wide range of views on the issue of assisted dying. This issue has been debated 
at our annual conference (annual representative meeting) and whilst these debates 
reflect the wide range of opinions on the subject, the weight of opinion has consistently 
been to oppose assisted dying in all forms.  

The Association has clear and consistent policy, established at its representatives 
meeting in 2006 to oppose all forms of assisted suicide and euthanasia. The policy is 
as follows.  

The BMA:  

 Oppose all forms of assisted dying;  

 Supports the current legal framework, which allows compassionate and ethical 
care for the dying; and  

 Supports the establishment of a comprehensive, high quality palliative care 
service available to all, to enable patients to die with dignity.  

The Association therefore supports the provision of high quality person-centred 
palliative care for those individuals facing the effects of terminal illnesses and 
conditions but is concerned that giving them a legal right to end their lives with 
physician assistance, even where that assistance is limited to assessment, verification 
and prescribing, could alter the ethos within which medical care is provided.  

Given that the BMA's current position is that it does not support a change in the law to 
permit assisted dying, it is not appropriate for us to comment further on the principles of 
the Bill at this stage.  

Dr Brian Keighley 
Chairman of BMA Scotland 
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Assisted Suicide (Scotland) Bill 

The Scottish Youth Alliance is a coalition of young people in Scotland seeking 
to promote human dignity. We work to empower young people to impact policy 
and culture by facilitating involvement and enabling them to make their voices 
heard at local and national levels.  

We thank the committee for this opportunity to comment on the current Bill. 
While answering all of the committee’s questions, our emphasis will be on the 
fundamental weaknesses in the general principles of the Bill. 

1. Do you agree with the general purpose of the Bill to make it 
permissible, in the circumstances provided for, to assist another 
to commit suicide? 

No. The policy objectives as set out in the policy memorandum can be 
summarised as autonomy, compassion and control; we believe the Bill is 
fundamentally misdirected on all three counts.  

In terms of autonomy, the Bill is aimed at people who wish to ‘retain control of 
their lives to secure a dignified death at a time of their choosing’.13 This is an 
illusion of autonomy as choosing the time of one’s death is not to control life 
but to end it: there is no greater destroyer of autonomy than death. 
Furthermore, by placing any restrictions on assisted suicide the Bill 
contradicts even this limited understanding of autonomy. 

The End of Life Assistance (Scotland) Bill Committee (“EOLA Committee”) 
considered the issue ‘in the context of preserving a balance between an 
individual’s right to exercise autonomy and the interests of society as a whole’ 
and concluded that ‘the wider societal concerns should prevail’. We believe 
the same concerns should prevail against this latest Bill. 

The Bill claims to be about a allowing a ‘good death’ but is in fact about quality 
of life: having a life-shortening illness does not mean you are dying yet. The 
only reason for the Bill being limited to the terminal or life-shortening illnesses 
and conditions appears to be as an attempt to avoid the objection that the 
previous Bill ‘inappropriately targeted disabled people.’14 The reasons put 
forward in the current Bill, however remain the same: ‘pain or discomfort’, 
‘inability to experience or enjoy those things that previously gave their life 
meaning and which most of us take for granted’, ‘they may be paralysed or 
have limited mobility, they may need help with feeding and washing, 
everything they do may be painful, slow and frustrating.’15 All of these criteria 
apply to long-term conditions and illnesses and so it is of no surprise that 
many disabled people continue to feel threatened by the current proposals. If 
the only criterion for determining the value of someone’s life is how close they 
are to death, then this is certainly not a compassionate response. 

                                                           
13

 Policy Memorandum, 3. 
14

 Policy Memorandum, 13. 
15

 Policy Memorandum, 4. 
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Indeed, deliberate death can never be a compassionate response to human 
suffering. The inherent dignity of the human person (as recognised, for 
example, in the Universal Declaration on Human Rights) demands that 
everything be done to improve quality of life but prohibits deliberately 
hastening death. 

The argument that the Bill would bring control is belied by the fact that current 
illegal practices as described in the policy memorandum include assisted 
suicide and euthanasia. The idea that all illegal euthanasia would cease if 
assisted suicide were legalised is more than questionable. The control such a 
law might bring would therefore be severely lacking in both depth and breadth. 
Moreover, studies in other countries that have brought in assisted suicide or 
euthanasia have shown reporting rates to be worryingly low.16  

The incremental extension of legislation expected and envisaged in the policy 
memorandum is being seen in Belgium. For example, age restrictions have 
been lifted, and intensive care doctors are calling for the right to euthanize 
patients without their consent.17 Furthermore, the EOLA Committee found 
that ‘There is no ambiguity in current Scots law in this area’ and that ‘Any call 
for clarity is, therefore, spurious.’18 

We can only conclude that the general principles of the Bill are severely 
lacking and that its purpose, although well-meaning, is fundamentally 
mistaken. 

2. Do you have any views on how the provisions in this Bill compare 
with those from the previous End of Life Assistance (Scotland) 
Bill? 

This Bill fails to address most of the concerns of the EOLA Committee, and 
what has been changed appears to have been altered in an attempt to avoid 
previous opposition rather than to create a good piece of legislation.19 

3. The Bill precludes any criminal and civil liability for those 
providing assistance, providing the processes and requirements 
set out in the Bill have been adhered to. Do you wish to make any 
comment on this? 

Criminal and civil liability exists to protect the weak and vulnerable. No 
safeguard will ever be as effective as maintaining liability. This is particularly 
so when the ‘savings’ (section 24) limit liability yet further, and no penalties for 
abuses or ‘careless’ errors are given, nor any suggestion of how such might 
be investigated. 

                                                           
16

 E.g. ‘Reporting of euthanasia in medical practice in Flanders, Belgium: cross sectional analysis of 

reported and unreported cases’, BMJ 2010;341:c5174. 
17

 ‘“Piece” of mind: End of life in the intensive care unit Statement of the Belgian Society of Intensive 

Care Medicine’, Jean-Louis Vincent, et al. Journal of Critical Care 1 February 2014 (volume 29 issue 

1 Pages 174-175) 
18

 Stage 1 Report on the End of Life Assistance (Scotland) Bill, 256. 
19

 Cf. E.g. Policy Memorandum, 29 & 54. 
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4. The Bill outlines a three stage declaration and request process 
that would be required to be followed by an individual seeking 
assisted suicide. Do you have any comment on the process being 
proposed? 

The process would do nothing to prevent the influence of the subtle societal 
pressures that inevitably accompany the legalisation of assisted suicide. The 
doctor is required to assess whether a request for assisted suicide is being 
made voluntarily and without external influence. This is far from being 
straightforward or reliable. It is necessary to ensure that an applicant is not 
acting as the result of internalised pressures, such as a sense of duty to 
remove him or herself as a care burden on the family or to avoid consuming in 
nursing home fees money that is ‘needed’ by children.  

The process does not encourage the long-term accompaniment of the patient 
by the practitioner, ignoring the dignity of the patient and the necessary 
human relationships. Furthermore, there is no provision for the practitioner to 
cancel any stage in the process should new information come to light. The 
requirement that the second medical practitioner be identified by the first is 
meant to prevent ‘shopping’ for a supportive doctor in dubious cases, but it 
would seem likely that the patient would be referred to a supportive doctor 
anyway, so it would be no real safeguard. Moreover, individuals are free to 
seek initial endorsements from doctors outside of their own practice.  

The short waiting periods exist to permit claims that ‘no-one opts for an 
assisted suicide without careful consideration over an appropriate period’20, 
but there is no counselling, consideration of alternative treatments, or support 
required. The witness is required to have known the individual ‘for a period 
longer than that associated with the signing of the declaration’ (schedule 1), 
but no minimum period is specified. Similarly, the doctor need only confirm 
that the patient’s conclusion about her quality of life ‘is not inconsistent with 
the facts currently known to me’ (schedule 3): there is no investigative 
obligation on the medical practitioner, nor even any requirement that the 
patient’s conclusion be reasonable. Furthermore, the very completion of a 
declaration could potentially alter the relationship between patient and 
practitioner. 

5. Do you have any comment on the provisions requiring that the 
person seeking assisted suicide must have a terminal or life-
shortening illness, or a progressive condition which is either 
terminal or life-shortening? 

That such central terms are left undefined is extremely worrying. Specifically, 
the phrase ‘terminal or life-shortening’ is extremely broad in its scope and, 
combined with a broad interpretation of ‘for the person’, could cover a vast 
array of illnesses and conditions. Legalising assisted suicide in these cases 
would change the culture surrounding care for sick and dying people, and 
would be a catastrophe in terms of how our society confronts illness and 
                                                           
20

 Policy Memorandum, 20. 
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disability. 

The Bill in effect states that the lives of people with a qualifying illness or 
condition have no objective worth: their only value is the subjective worth held 
by the individual. Our feelings of self-worth and of what constitutes an 
acceptable quality of life fluctuate. The changes in quality of life associated 
with a terminal illness or progressive condition can be dramatic, but they are 
changes that many people come to terms with over time. The late Alison 
Davis was sure that the most compelling argument she could present against 
assisted suicide was her own experience: ‘Had euthanasia or “assisted 
suicide” been legal I would have missed the best years of my life. And no one 
would ever have known that the future held such good times, and that the 
doctors were wrong in thinking I didn't have long to live.’21  

6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill? 

In a matter of such gravity it would surely be prudent and responsible to err on 
the side of caution with regard to the maturity of applicants. The minimum age 
of just 16 for patients, witnesses and facilitators is simply too young. 
Regarding capacity, we are concerned that it is not a required element of the 
preliminary declaration and that its assessment is confused. Even at first and 
second requests, there is no mandated or recommended psychiatric (or 
indeed physical) assessment. 

7. Do you have any comment on the roles of medical practitioners 
and pharmacists as provided for in the Bill? 

The Bill attempts to distance medical practitioners from the act of suicide, but 
if a doctor cures by prescribing life-saving drugs then he similarly kills by 
prescribing lethal ones: assisted suicide is killing. As the Solicitor General for 
Scotland made clear in his evidence to the EOLA Committee, the chain of 
causation is not broken by voluntary ingestion: supplying lethal drugs is 
sufficient causation.22 The Bill is expecting medical practitioners and 
pharmacists to cause patients’ deaths. Doctors are no longer making clinical 
decisions but sociological ones, being asked to endorse the weight of patient’s 
personal perceptions.23 This dangerously subverts the very real need for a 
genuine doctor-patient relationship. 

It is unlikely that the practitioner would have a detailed knowledge of the 
patient, making it difficult to be sure that the patient was not acting under 
duress. The so-called protection in the Bill would thus be no more than a 
formality: the ‘best of my knowledge’ may be very little knowledge indeed. This 
would be especially true of the second medical practitioner. The issue was 

                                                           
21

 https://www.spuc.org.uk/about/no-less-human/alison 
22

  Scottish Parliament End of Life Assistance (Scotland) Bill Committee. Official Report, 28 

September 2010, Col 231. 
23

 Cf. Policy Memorandum, 31: ‘The aim here is not to substitute the person’s judgement about the 

quality of their own life with a medical opinion.’ 
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raised by the EOLA Committee but has not been addressed. 

There is no legislative protection of conscience, merely an anticipation that 
professional organisations might acknowledge ethical or faith-based 
objections in any revised guidelines or codes of practice. 24 This is a 
completely inadequate level of protection. It is further anticipated that medical 
practitioners and pharmacists would not exercise an opt-out but no evidence 
is given, and the position of professional bodies suggests otherwise.25 

8. Do you have any comment on the means by which a person would 
be permitted to end his/her life under the Bill? 

The Bill is silent on precisely what means of suicide are to be legalised. The 
Policy Memorandum envisages that a lethal dose of barbiturate or other drug 
would be prescribed and dispensed, but the Bill is open to other forms or 
killing, such as suffocation, carbon monoxide poisoning, hanging, shooting or 
assistance jumping over a cliff. This is an unacceptable lack of precision. 

9. Do you have any comment on the role of licensed facilitators as 
provided for in the Bill? 

While there are of course many professions that are concerned with death in 
one way or another, there is no other profession whose primary purpose is to 
bring death. Any such facilitator would be worryingly vulnerable to the 
psychological effects of such a position. As with doctors, we must also 
consider the effect that the counsel of those predisposed to see assisted 
suicide as a positive choice will have on vulnerable people’s decisions. 

The lack of concrete limits to their role (can they hold the cup? lift the cup? 
pour the cup so long as the patient deliberately swallows?) risks tempting the 
facilitator to go just a little bit further when a patient is unable to himself. 
Similarly, the Bill has nothing to say about the additional assistance provided 
by other persons present. 

10. Do you have any comment on the role of the police as provided 
for in the Bill? 

The role of the police is ill-defined but is sure to stretch officers’ time. The Bill 
has not answered any of the issues raised by the Association of Chief Police 
Officers in Scotland in response to the EOLA Bill. The Bill calls for facilitators 
to report assisted suicides – completed and attempted – to the police, but they 
are not required to confirm that procedures have been properly followed. 
Reporting and oversight provisions are not enforceable. 

11. Do you have any comment to make about the Bill not already 
covered in your answers to the questions above? 

                                                           
24

 Policy Memorandum, 39. 
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 A change in the law is formally opposed by, among others, the British Medical Association, the 

Association for Palliative Medicine, the British Geriatric Society, the World Medical Association and 

the Royal Colleges of Physicians and General Practitioners. 
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The Bill would contradict the government’s current efforts in suicide 
prevention. By promoting the idea that death is the appropriate response to a 
perceived lack of quality of life, the Bill would have consequences beyond 
those covered by the Bill. For this reason alone the Bill would be imprudent 
and dangerous. 

In conclusion, this Bill is flawed both in principle and in detail. The Scottish 
Youth Alliance calls upon the Scottish Parliament to reject this Bill at the 
earliest opportunity. 

The Scottish Youth Alliance 
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Assisted Suicide (Scotland) Bill 

1. Do you agree with the general purpose of the Bill to make it 
permissible, in the circumstances provided for, to assist another to 
commit suicide?  

Parkinson’s UK welcomes the opportunity to respond to this consultation.  

Parkinson’s UK neither supports nor opposes a change in the law to allow 
assisted suicide. Our position is neutral because we recognise that people 
affected by Parkinson’s have a wide range of personal beliefs on this 
issue.  

Whether or not the law is changed, Parkinson’s UK will continue to provide 
evidence-based information to enable people with Parkinson’s, their carers 
and their families to make informed choices. We will continue to campaign 
for access to high quality care and support until the at the end of life for 
people with Parkinson’s, their carers and families, as well as post-
bereavement support for carers and families after someone with 
Parkinson’s dies. 

Our response is framed around the questions asked by the Committee, 
and highlights the issues that are of particular relevance to people with 
Parkinson’s, their families and carers. It should not be read as implying 
either support for, or opposition to, the Bill.  

2. Do you have any views on how the provisions in this Bill compare 
with those from the previous End of Life Assistance (Scotland) Bill?  

No.  

3. The Bill precludes any criminal and civil liability for those providing 
assistance, providing the processes and requirements set out in the 
Bill have been adhered to. Do you wish to make any comment on 
this?  

No.  

4. The Bill outlines a three stage declaration and request process that 
would be required to be followed by an individual seeking assisted 
suicide. Do you have any comment on the process being proposed?  

Parkinson’s UK has major concerns about the maximum 14 day time limit 
between the second request and the act of suicide, which is half the time 
that was proposed in the previous Bill. We believe that this timeframe may 
put undue pressure on the requesting person to act to end their life.  

5. Do you have any comment on the provisions requiring that the 
person seeking assisted suicide must have a terminal or life-
shortening illness, or a progressive condition which is either terminal 
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or life-shortening?  

Parkinson’s UK notes that there is some clinical debate about the extent to 
which Parkinson’s can be seen as a life shortening condition. We have 
some concerns that the new criteria of “terminal”, “life shortening”, 
“progressive”, “illness” and “condition” may be quite subjective and open to 
interpretation by individual practitioners.  

6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill?  

Parkinson’s UK has serious concerns about the assessment of capacity for 
people with advanced Parkinson’s and other neurological conditions as 
laid out in this bill, as the only requirement is foe the person to be a 
registered medical practitioner. 

A typical GP in Scotland will see only one new case of Parkinson’s every 
3.3 years.i It is a complex condition with a wide range of symptoms and 
medication side effects.  

Issues of capacity are of particular importance for people with Parkinson’s, 
and for those with other neurological conditions. Accurate and sensitive 
assessment of capacity is particularly important for people with advanced 
Parkinson’s, who are likely to experience communication difficulties in 
addition to mental health symptoms and medication side effects. These 
may include depression, dementia, compulsive behaviours and psychotic 
symptoms.  
 Around 40% of people with Parkinson’s have depression,ii up to 50% 
experience anxietyiii and around 25% experience mild psychotic 
symptoms.iv  
The latest evidence suggests that cognitive decline and dementia are very 
common in Parkinson’s, and become more common as the condition 
progresses.v vi However, there is also evidence that these symptoms are 
under-diagnosed and under-managed, and there is a danger that capacity 
may not be assessed accurately as a result.  

Parkinson’s UK agrees with the Bill’s specification that communication 
difficulties should not be considered to indicate a lack of capacity, where 
human or mechanical aids can be used to overcome difficulties. If the Bill 
proceeds, we would like to see a duty to involve a speech therapist where 
people have significant communication difficulties. 

In view of the complex communication and psychiatric issues in advanced 
Parkinson’s, we are extremely concerned that GPs may not be able to 
assess capacity accurately. We believe that the legislation should specify 
that assessment of capacity should be made by a clinical neuro-
psychologist, in line with recommendations made in guidance 
accompanying the Adults with Incapacity (Scotland) Act. 
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7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill?  
As noted above, Parkinson’s UK has concerns that non specialist doctors 
may lack knowledge about complex conditions like Parkinson’s. In addition 
to the concerns about assessment of capacity, this is important because 
people with advanced Parkinson’s can sometimes be offered changes in 
medication types, timings and doses that can offer significant symptomatic 
relief and improve elements in quality of life.  
We recognise that the role of the registered medical practitioner is not to 
rule on the severity of the person’s condition, as the legislation is framed to 
be driven by the perceptions of the individual about their quality of life. 
However, in light of the variability of people’s symptoms and response to 
medication, and the fluctuating nature of Parkinson’s, we believe that 
people with complex conditions like Parkinson’s should be encouraged to 
seek input from their specialist team about potential changes and 
improvements to their condition before making a decision based on their 
current or possible future quality of life. 

8. Do you have any comment on the means by which a person would be 
permitted to end his/her life under the Bill?  

No.  

9. Do you have any comment on the role of licensed facilitators a 
provided for in the Bill?  

No.  

10. Do you have any comment on the role of the police as provided for in 
the Bill?  

No. 

11. Do you have any comment to make about the Bill not already covered 
in your answers to the questions above?  

Parkinson’s UK believes that any discussion of assisted suicide needs to 
happen alongside an awareness of the need for high quality and 
accessible palliative care for everyone, on the basis of need not diagnosis.  

There are very serious areas of unmet need in Parkinson’s care at the end 
of life. People with advanced Parkinson’s typically have very complex 
needs –dementia, immobility, pain, fatigue, problems with swallowing, 
communication problems, breathlessness, weight loss, continence issues, 
frailty, falls, and other issues. It is also very common for people with 
advanced Parkinson’s to have other serious health conditions in addition to 
their Parkinson’s.  

People with the most severe forms of Parkinson’s at the end of life report 
that their quality of life is as bad as – and in some cases is worse than - 
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those with terminal cancervii and motor neurone disease (MND).viii  

Clinicians’ awareness of the non-motor symptoms of Parkinson’s remains 
lower than the motor symptoms,ix yet many people find that the non-motor 
symptoms have a greater impact on their quality of life.x If such symptoms 
remain untreated, it means that people are more likely to find their lives 
intolerable.  

People with neurological conditions including Parkinson’s are much less 
likely to have opportunities to take part in advance care planning, or to 
receive palliative care and end of life support, than people with cancer. xi xii 
xiii xiv xv 

The Audit Scotland Review of palliative care services in Scotlandxvi 
showed that there are particularly significant gaps in the provision of 
appropriate end of life support for people with neurological conditions like 
Parkinson’s compared with conditions like cancer and organ failure. In 
addition, the finding that people aged over 75 may be less able to access 
specialist palliative care is also of concern, as the incidence of Parkinson’s 
increases with age.  

Whether or not this Bill proceeds, it is essential to address these gaps in 
services. 

About Parkinson’s 
About 10,000 people in Scotland people have Parkinson’s.  

Parkinson’s is a progressive, fluctuating neurological disorder, which 
affects all aspects of daily living including talking, walking, swallowing and 
writing. People with Parkinson’s often find it hard to move freely. There are 
also other issues such as tiredness, pain, depression, dementia, 
compulsive behaviours and continence problems which can have a huge 
impact. The severity of symptoms can fluctuate, both from day to day and 
with rapid changes in functionality during the course of the day, including 
sudden ‘freezing’. There is no cure. 

The average age of onset of Parkinson’s is between 50-60 years of age, 
and incidence increases with age. One in twenty people with Parkinson’s 
is diagnosed before the age of 40.  

Parkinson’s UK 
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Assisted Suicide (Scotland) Bill 

1 Background 

1.1 Inclusion Scotland is a network of disabled peoples' organisations and 
individual disabled people. Our main aim is to draw attention to the 
physical, social, economic, cultural and attitudinal barriers that affect 
disabled people’s everyday lives and to encourage a wider 
understanding of those issues throughout Scotland.  

1.2 Inclusion Scotland acknowledges that disabled people are divided on 
the issue of assisted suicide. We accept that there are disabled people 
with sincerely held contrary views. However when we last consulted on 
this issue our membership overall remained against the principle of 
assisted dying/suicide.  

1.3 This submission concentrates on two key questions – the General 
Purpose of the Bill and provision requiring the person seeking assisted 
suicide to have a terminal or life shortening condition. Answers to the 
Committee other questions are contained in an annex. 

2 Bill’s General Purpose: Do you agree with the general purpose of 
the Bill to make it permissible, in the circumstances provided for, 
to assist another to commit suicide? 

2.1 At the heart of the Bill lies a fundamental misunderstanding of the 
impact of impairment on quality of life. Quality of life (and prospects for 
its improvement) is not necessarily attributable to any medical 
condition, no matter how severe or limiting. It is also contingent on 
many external factors, including public attitudes towards disability (the 
stigma, misplaced assumptions, hostility and hate crime that disabled 
people experience), the availability and quality of support and the 
degree of choice and control that a person has over how they are 
directed, and the accessibility of buildings, transport and so on that 
determine whether a person with an impairment is able to participate in 
society as an equal citizen. 

2.2 Faced with the prospect of being branded a burden, ostracised and 
isolated as a social pariah, of a future blighted by poverty, humiliating 
assessment procedures, vulnerability to abuse and the removal of 
choice, autonomy and freedom, any rational person might question the 
value of continuing such an existence. Yet these are not the inevitable 
outcomes of a medical condition, however defined. They are outcomes 
of inadequately funded and poorly designed public policy, of a culture 
that values human life only in financial terms - how much money a 
person has or can generate, versus how much it costs to ensure a 
person’s quality of life and respect their human rights. 

2.3 To give people dignity, choice and control over the manner of their 
death when you have denied them the support they need to have 
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dignity, choice and control over their lives is to play into the hands of 
any government (at any time) that values profit more than people; that 
garners support for cuts to publicly funded benefits and services by 
demonising and dehumanising those who need them. Moreover, ‘those 
who need them’ are not some small separate sub-set of the population. 
It might be you tomorrow and will probably be all of us in future, as we 
approach the end of our natural lives. Surely there should be pressure 
on governments to ensure provision is in place to make life as good as 
possible for as long as possible, and that they should be held to 
account when their failure to do so renders the lives of some of their 
citizens so intolerable that death becomes the rationally preferred 
option.   

2.4 Inclusion Scotland therefore believes it is very dangerous for 
government to give priority to enabling people who have impairments to 
have a (debatably) good death rather than to supporting them to have 
the best possible life. Evidence of current failures regarding the latter is 
widespread and overwhelming, when it comes to the impact of benefit 
cuts, social care cuts and negative attitudes. 

3 Impact of Welfare Reform 

3.1 Disabled people and their families are currently being subjected to 
more than 50% of the £23 billion in benefit cuts imposed via the 
Coalition Government’s Welfare Reform programme. This will deepen 
and widen disabled people’s existing poverty. Some disabled people 
exposed to these cuts have already taken their own lives.  

3.2 In 2012 the website Calum’s Listxvii collated the stories of 21 people 
who had committed suicide as a result of hardship caused by welfare 
reforms. The fully-referenced list comprised of 21 cases where either a 
suicide note or the testimony of family or health professionals cited an 
aspect of the welfare reforms as the main cause for the suicide.  

3.3 There have been many more such suicides since Calum’s List was 
originally compiled. The Mental Welfare Commission for Scotland 
recently published a reportxviii on the suicide of a woman with severe 
mental health issues who had her benefits taken away after a Work 
Capability Assessment. The Commission heavily criticised the current 
Assessment regime’s impact on people with mental health issues. The 
Commission also surveyed 56 psychiatrists who had treated patients 
who had undergone Work Capability Assessments. To quote the report: 

“40% (had at least one patient who had self-harmed after 
the WCA. 13% (7) of respondents reported that a patient had 
attempted suicide and 4% (two RMOs) stated that a patient 
had taken his/her own life” 

3.4 A Freedom of Information response from 2013 also shows that 58%xix 
of those subjected to ESA sanctions had mental health issues and/or 
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learning difficulties suggesting that those most vulnerable to self-harm 
and suicide are also most likely to be subjected to sanctions on their 
benefit entitlement. 

4 Impact of Social Care Cuts 

4.1 The austerity cuts imposed by the UK Government combined with 
growing demand for care services (as people live longer) has resulted 
in the rationing of support which would enable disabled people to 
exercise choice and control whilst maintaining their dignity. Learning 
Disability Alliance Scotland estimate that 20,000 disabled peoplexx who 
would have qualified for care services 5 years ago are now going 
without them due to local authorities raising eligibility criteria. 

4.2 In addition to those that have totally lost their care support many other 
disabled people have had their care support reduced. Local authorities 
are increasingly turning to 15 minute visits as a means of satisfying 
their duty to supply care services. A Unison Scotland FOI request 
showed that at least 28 Scottish councils commission such short 
visitsxxi. Needless to say whilst such visits might meet disabled people’s 
need for “life & limb” cover, and potentially ensure their safety, they 
seldom enable them to participate in work or wider community life.  

4.3 Simply being in receipt of care services, even by way of direct 
payments, does not guarantee a disabled person’s right to dignity and 
respect. In 2009 Ms Elaine McDonald, a former prima ballerina with 
Scottish Ballet, had who suffered had a life-altering stroke had her care 
needs re-assessed by her local authority (Kensington & Chelsea). They 
decided that she should no longer receive payments allowing her to 
employ overnight care workers instead she would be placed in 
incontinence pads for ten hours each night, only having them removed 
the following morning.  

5 Right to Dignity 

5.1 As Ms McDonald believed that lying in her own excrement for up to ten 
hours at a time effectively removed her right to dignity and respect 
under the European Convention she took the Council to court. 
Ultimately, the European Court of Human Rightsxxii decided that 
although her right to dignity had been breached the local authority had 
eventually discharged its duty to take her human rights into account 
and on balance it was within their wide discretion to reduce her care 
support in order to achieve savings that would benefit the “wider 
community”.  

5.2 Thus disabled people have no absolute right to obtain dignity and 
respect for their needs at present as they are limited by national and 
local government’s discretion to achieve budget cuts. Nearly all 
research studies conducted on assisted dying show "not wanting to be 
a burden" as the principal reason for seeking death. Other disabled 
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people may conclude that life is simply not worth living if they are so 
poor that they cannot afford to eat (as in the tragic case of Mark 
Woodxxiii) or heat their homes or keep a roof over their heads (as a 
consequence of the Bedroom Tax and changes to Local Housing 
Allowance).  

6 Negative Attitudes and Stigmatisation 

6.1 Finally there are the terms of the debate around Welfare Reform and 
how this impacts both on public attitudes and disabled people’s attitude 
towards themselves. The Paralympics were thought to have had a 
positive impact on public attitudes towards disabled people but this 
appears to have been transitory at best. A survey of 1,014 disabled 
adults by Scope found that nearly 25% of those living in London has 
suffered hostile/threatening behaviour or been physically assaulted 
since the Paralympics. Across the UK, 17% of disabled people said 
they had been attacked. Overall some 81% said they had experienced 
no improvement in the attitudes shown towards them, while more than 
one in five of these said behaviour towards them had instead 
deteriorated since the Games.  

6.2 These findings are in line with those of the Glasgow Media Group who 
carried out research on media coverage of disability in 2011xxiv. That 
research found – 

 A significant increase in the use of pejorative language to describe 
disabled people. The use of terms such as ‘scrounger’, ‘cheat’ and 
‘skiver’ was found in 18% of articles which mentioned disabled 
people in 2010/11  

 An increase in articles portrayal disabled people as a ‘burden’ on the 
economy – with some articles even blaming the recession on 
incapacity benefit claimants. 

6.3 Because of the discrimination, harassment and social isolation that 
disabled people experience – which Welfare Reform and the rhetoric 
surrounding it is intensifying – they are much more prone to depression 
than non-disabled people. Disabled people with a single impairment 
are two to three times more likely to develop depression than the rest 
of the population whilst people with three or more impairments or 
health conditions are seven times more likely to have depressionxxv 

7 Do you have any comment on the provisions requiring that the 
person seeking assisted suicide must have a terminal or life-
shortening illness, or a progressive condition which is either 
terminal or life-shortening? 

7.1 The Bill aims to extend the “right” of Assisted Suicide to those with a 
terminal or life-shortening illness or a progressive condition which are 
terminal or life shortening. This means that the “beneficiaries” of any 
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rights contained in the Bill are restricted to disabled people (The 
Equality Act defines a disabled person as a person with ‘a physical or 
mental impairment which has a substantial and long-term adverse 
effect on their ability to carry out normal day-to-day activities.’) 

7.2 Everyone in Scottish society has a progressive condition which is 
terminal or life shortening – it is called aging! Moreover a very large 
number of conditions which are in not in any way life threatening can 
nevertheless be life shortening.  

7.3 For example, approximately 250,000 Scots have clinically significant 
depression at any one time, and depression was the commonest 
reason for Scots visiting their GP in 2012. Depression is also known to 
be a contributor to shorter life expectancy. Those with a learning 
impairment are also known to have significantly shorter life 
expectancies (on average 20 years less) than non–disabled people. 

In fact the great majority of the 350,000 Scots on Disability Living Allowance 
would qualify for Assisted Suicide using the broad parameters of having either 
a terminal or life shortening illness or condition. Even conditions such as 
blindness or deafness that are not in themselves threats to health can be 
accompanied by social isolation that can indeed have that consequence.  

8 Conclusion 

8.1 Inclusion Scotland believes that much more needs to be done to 
ensure that disabled people are supported to live with dignity and 
respect before we would feel able to endorse the idea of legislating to 
allow disabled people to be assisted in taking their own lives.  

8.2 Inclusion Scotland also believes that legalising the assisted suicide of 
disabled people would allow the State to avoid its responsibility to 
ensure that disabled people have an adequate income and access to 
care services. If this Bill succeeds, Inclusion Scotland predicts that 
disabled people’s despair at their increasing poverty and loss of care 
support will lead many to choose suicide as an option. Is Parliament 
prepared to endorse that choice for those reasons?  

Dr Sally Witcher OBE 
Chief Executive Officer 
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ANNEX: Summary of responses to Committee Questions 

1. Do you agree with the general purpose of the Bill to make it permissible, in 
the circumstances provided for, to assist another to commit suicide? 

For reasons outlined in our main submission, Inclusion Scotland does not support 
the general purpose of the Bill. 

2. Do you have any views on how the provisions in this Bill compare with those 
from the previous End of Life Assistance (Scotland) Bill? 

Whilst the original Member in Charge of the Bill clearly attempted to address some 
of the concerns raised by Inclusion Scotland and others in response to the End of 
Life Assistance (Scotland) Bill by redefining the criteria, our fundamental objections 
remain unaddressed. The previous Bill was criticised for inappropriately targeting 
disabled people. This one still does. Similarly, while it may contain a statement that 
the assistance authorised does not include any form of euthanasia, in practice this 
could be hugely problematic to establish. 

3. The Bill precludes any criminal and civil liability for those providing 
assistance, providing the processes and requirements set out in the Bill have 
been adhered to. Do you wish to make any comment on this? 

In fact it does not appear necessary to adhere to those processes and 
requirements. Section 24 of the Bill provides that those concerned were acting ‘in 
good faith’ and meaning to follow the requirements of the Act shall not be held 
criminally or civilly liable for incorrect statements, failure to follow those 
requirements (including omissions) – unless shown to be ‘careless’. 24 (3) appears 
to go further, allowing that nothing done by a person acting in ‘good faith’ and 
‘intended adherence to the Act’ is affected by any incorrect statement carelessly or 
knowingly made, or any other thing carelessly or knowingly done that is 
inconsistent. But how is ‘good faith’ and intent to be proven? Section 24 appears to 
totally undermine any safeguards supposedly provided by the requirements to 
follow the statutorily-defined processes contained in the Bill.    

It is not just the undermining or inadequacy of any such safeguards but their 
inadequacy in the first place. Indeed, there is scope for abuse for which the 
perpetrators should be held criminally and/ or civilly liable that the Bill has not even 
identified, let alone provided safeguards against. This primarily concerns the fact 
that there are parties not directly involved in carrying out the process who could 
nonetheless stand to gain by a person’s death and who could take action towards 
that goal by exerting influence over that person or others who are directly involved 
in carrying out the process. It should therefore be possible to bring prosecutions 
against any such perpetrators.   

4. The Bill outlines a three stage declaration and request process that would be 
required to be followed by an individual seeking assisted suicide. Do you 
have any comment on the process being proposed? 
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Cancellation process – needs clear explanation that earlier stages are not de facto 
cancelled by the cancellation of later stages 

5. Do you have any comment on the provisions requiring that the person 
seeking assisted suicide must have a terminal or life-shortening illness, or a 
progressive condition which is either terminal or life-shortening? 

As argued in the main submission, while it may have been intended to distinguish a 
particular group of people from the wider population of disabled people these 
provisions fail to do so. They also fail to account for the many other factors than 
impairment that have a profound impact on the quality of life of people who would 
be covered by these provisions.  

According to the Policy Memorandum accompanying the Bill ‘They may be 
paralysed or have limited mobility, they may need help with feeding and washing, 
everything they do may be painful, slow and frustrating.’ (paragraph 4). They may 
indeed experience all of these things and, with the right support, removal of 
barriers, and so on, experience very little if any deterioration in quality of life. The 
fact that this statement is even included in the Policy Memorandum demonstrates a 
profound misunderstanding of the impact of impairment, and the fact that having 
choice and control over the support provided with such tasks (who, how, how much, 
etc) means that requiring assistance is in no way incompatible with preserving 
dignity and autonomy. 

In fact, it is not just targeted at disabled people. Paragraph 5 of the Policy 
Memorandum states: ‘It is also aimed at those whose diagnosis has allowed them 
to see such a situation in prospect, and even those who are currently healthy but 
fear for an uncertain future.’ This risks pandering to and reinforcing fear of disability 
(or rather an undignified life due to external factors) among the general populace. 

If it is the intention to single out people for whom the impact of impairment is 
overwhelmingly intolerable regardless of the availability of appropriate support to 
adjust to a newly acquired impairment and/ or to live a good life with one, removal 
of barriers and/ or stigma associated with impairment, absence of indirect 
pressures, etc, there is a very long way to go – not least because those factors 
remain unaddressed and, in the case of indirect pressures, near impossible to 
ascertain.     

6. Are you satisfied with the eligibility requirements as regards age, capacity, 
and connection with Scotland as set out in the Bill?  

No comment. 

7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill?  

We have some concerns regarding the assumption that medical professionals will 
necessarily be well-placed to make pronouncements on a person’s quality of life. 
While they may indeed be the right people to give a medical diagnosis and 
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prognosis, as argued in the main submission those do not neatly and consistently 
relate to quality of life. There are many external factors that play a critical role.  Yet, 
in view of their professional focus on impairment it would be understandable if they, 
more than others, would take a narrow view on the relationship between medical 
condition and quality of life. We are aware of instances where doctors have issued 
‘do not resuscitate’ notices to patients with impairments, without consulting them or 
their families, simply based on the practitioners own prejudice and misplaced 
assumptions as to the persons poor quality of life and lack of desire to continue it. 

The fact that two different members of the medical profession must be involved also 
requires some examination. If the intention is to ensure that each is completely 
independent of the other in their assessment, which would presumably strengthen 
the supposed safeguard, it is necessary to consider the relationship between the 
two: the potential difficulties created by disagreement between colleagues for any 
ongoing professional relationship, and scope for like-minded colleagues to be 
rapidly identified and for referrals to be channelled to them.   

There is also the critically important matter of principle and of the human right ‘to 
life’. Everyone must be able to trust that their doctors is there to promote their good 
health and that the National Health Service should not be transformed into a 
National Death Service. 

Of course, none of this is not to assert that all members of the medical profession 
will take a negative or narrow view of impairment. It is, though, to suggest that the 
fact of the involvement of members of the medical profession cannot be taken to 
indicate that robust safeguards are in place.    

8. Do you have any comment on the means by which a person would be 
permitted to end his/her life under the Bill? No comment. 

9. Do you have any comment on the role of licensed facilitators as provided for 
in the Bill? 

Our main concern here is the outsourcing of the role of licensed facilitators and of 
trainers. Clearly it will be important to ensure that no perverse incentives enter the 
equation, for example, so that payment is contingent on the number of deaths 
‘facilitated’.    

10. Do you have any comment on the role of the police as provided for in the Bill? 

In view of the lack of transparency throughout the process, the scope for a decision 
to pursue assisted suicide to be compelled through the exertion of a variety of 
indirect pressures, and the significant watering down of the need to follow the 
statutory requirements of the process, including the impossibility of ascertaining 
whether failure to do so emanated from good or bad faith (section 24), it is hard to 
see how the police could begin to identify illegal action or construct a robust case 
against the perpetrators. If there are few prosecutions in places where assisted 
suicide is legal (e.g. Oregon), it seems highly plausible that it should be for these 
reasons, rather than providing testimony to the absence of abuse.   
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11. Do you have any comment to make about the Bill not already covered by your 
answers to the questions above? 

The inadequacy of safeguards would benefit from further elaboration. Aside from 
those already mentioned in the mains submission and in this annex, concerns 
include: 

 Relatives who stand to gain may not be directly involved in carrying out the 
process but they are nonetheless able to exert powerful influence. Given the 
closed nature of such relationships this could be near impossible to detect. But 
reasons why a person might confirm no undue influence when there has in fact 
been undue influence include threats/ fear of mistreatment/ powerlessness and 
being made to feel like a burden. Of course a person might also believe they are 
a burden despite relatives’ reassurance that they are not. 

 Scope for institutional gain – Governments who wish to save public money to 
fund tax cuts, local authorities/ health authorities who could save expenditure on 
expensive care provision, corporate (private or voluntary sector) gain when 
payment is contingent on numbers.  Safeguards also need to provide protection 
from all of these.  

 The difficulties of identifying euthanasia and direct killing in what is a far from 
transparent process.  
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