
HS/S4/15/3/A

 
HEALTH AND SPORT COMMITTEE

 
AGENDA

 
3rd Meeting, 2015 (Session 4)

 
Tuesday 27 January 2015

 
The Committee will meet at 9.45 am in the David Livingstone Room (CR6).
 
1. Assisted Suicide (Scotland) Bill: The Committee will take evidence on the Bill

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

Dr  Pat  Carragher,  Medical  Director,  Children’s  Hospice  Association
Scotland;
 
Baroness Finlay of Llandaff, Palliative Care Lead Clinician for Wales and
Crossbench Peer, House of Lords;
 
Dr Stephen Hutchison, Consultant Physician in Palliative Medicine,
Highland Hospice, Inverness;
 
Mark Hazelwood, Chief Executive, Scottish Partnership for Palliative Care;
 
Richard Meade, Head of Policy and Public Affairs, Scotland, Marie Curie
Cancer Care;
 
Dr David Jeffrey, Honorary Lecturer in Palliative Medicine, University of
Edinburgh;
 

and then from—
 

Rev Sally Foster-Fulton, Convener, Church of Scotland (Church and
Society Council);
 
Rev Dr Harriet Harris, Convener, Doctrine Committee, Scottish Episcopal
Church (General Synod);
 
Rev Dr Donald MacDonald, Former surgeon and retired Professor of
Theology and Ethics, Free Church of Scotland;
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Affairs, Muslim Council of Scotland;
 
John  Deighan,  Parliamentary  Officer,  Catholic  Bishops’  Conference  of
Scotland.
 

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

 
3. Mental Health (Scotland) Bill (in private): The Committee will consider a

revised draft Stage 1 report.
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Health Division

HS/S4/15/3/5

Death with Dignity Act Report Washington State Department
of Health 2013
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PRIVATE PAPER HS/S4/15/3/7 (P)
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http://www.doh.wa.gov/portals/1/Documents/Pubs/422-109-DeathWithDignityAct2013.pdf
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                                   Assisted Suicide (Scotland) Bill 
 
This submission starts by setting out some background information before moving on to 
address the specific questions posed by the Committee. 
 
About the Children's Hospice Association Scotland (CHAS) 
 
CHAS is the sole provider of children’s hospice services in Scotland, caring for children and 
young people with a wide range of life-shortening conditions, many of which are rare. 
 
CHAS offers care in two children’s hospices, Rachel House and Robin House, and through 
the CHAS at Home service. CHAS estimated that in Scotland there are approximately 800 - 
1200 children and young people with palliative care needs in 2013, CHAS is providing care 
to in excess of 370 of these children, young people and their families across Scotland.  
 
Anyone can refer a child or young person to CHAS, providing the referral has been 
discussed and agreed by their family. Referral will also be discussed with a child or young 
person’s lead professional and other practitioners who are providing care and advice to the 
family. CHAS understands that for many families the decision to accept palliative care for 
their child is very difficult.  
 
CHAS provides children (including babies), young people and their families with the 
opportunity to be cared for, respected and nurtured as individuals and as a family in an 
environment which offers rest and recuperation from the demands of caring. The hospices 
provide a sense of continuity and stability, and encourage trusting relationships to develop 
between families and staff.  
 
CHAS provides holistic care and support regardless of care setting or geographical location 
through the delivery of a comprehensive range of services including: 
 

 Short planned breaks for the individual and/or family  
 Emergency or unplanned admissions to the hospice  
 Symptom management  
 End of life care 
 Care and support at home, in children’s hospitals and in local communities 
 24 hour advice for families and professionals 
 Bereavement care and support  

 
CHAS is also involved in the education and training of nursing, medical, social care and 
allied professionals throughout Scotland and the UK. 
 
Association for Children with Life Threatening or Terminal Conditions and their Families 
(ACT) and the Royal College of Paediatrics and Child Health (RCPCH) defines children's 
palliative care thus; “Palliative care for children and young people with life-limiting 
conditions is an active and total approach to care, from the point of diagnosis or 
recognition, throughout the child’s life, death and beyond. It embraces physical, emotional, 
social and spiritual elements and focuses on the enhancement of quality of life for the 
child/young person and support for the family. It includes the management of distressing 
symptoms, provision of short breaks and care through death and bereavement.” (ACT 
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2007, RCPCH 2009) 
 
Specialist palliative care focuses on people with complex palliative care needs (e.g. 
complex pain management or psychological support) and is provided by a team of 
professionals who specialise in palliative care (e.g. consultants in palliative medicine and 
clinical nurse specialists in palliative care). General palliative care forms part of the routine 
care of patients and support for carers. This may be part of the work of a range of health 
and social care practitioners including GPs, community children's nurses, care assistants 
and hospital staff. 
 
Over 40,000 people in Scotland each year could benefit from palliative care.  
Most people with palliative and end of life care needs are aged over 65 years. However, 
some babies, children and young people also have palliative and end of life care needs. A 
study from Leeds in 2011 concluded that there were over 4000 children and young people 
under 18 years who could benefit from palliative care. With support from the Scottish 
Government, CHAS has commissioned further research to explore this figure further, and 
to assess the needs of this patient group and their families. 
 
There is a common misconception that the use of opioid medicines to control pain shortens 
life in dying patients. In appropriate doses the opioid medicines (e.g. morphine) do not 
shorten life, and case studies show in children that it can be associated with increased 
longevity. This also needs to be viewed alongside the fact that there is no robust evidence 
to support the assertion that medical staff use opioid medicines to shorten deliberately the 
life of patients.  
 
Society-wide approaches to better death, dying and bereavement whilst death, dying and 
bereavement are inevitable, it is possible to reduce the harm and trauma associated with 
these experiences. How people experience death, dying and bereavement is only in part 
dependent on health and social care services. Other factors include access to adequate 
legal and financial planning, supportive workplace practices and the extent to which people 
are able to get support from family, friends and the wider community. There are many ways 
in which people can exercise choice and control towards the end of their lives. For 
example, people can make a will, engage a Power of Attorney, and make an Advance 
Directive, and an Advance Care Plan in discussion with their GP. 
 
However, levels of awareness and uptake of these opportunities are low. This is mainly 
because Scottish society has not been open to discussions about death, dying and 
bereavement, and these issues are seldom discussed. This lack of openness makes it 
more difficult for people to achieve the death that they may have wished for. CHAS has 
established ‘The 100% Project’ to promote more openness about these issues in Scotland. 
 
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? 
 

 CHAS does not support the general purpose of the Bill which makes it permissible 
for a person to assist another to commit suicide. Our response is made in the 
context of our expertise of working with young people with palliative care needs for 
whom we further oppose the purpose of the Bill.  
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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? CHAS is clear that 
the proposed Bill still does not provide adequate safeguards for young 
people. 
 

 CHAS offers no response on this question. 
 

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? 
 

 CHAS has no response here as it is outside its field of expertise; however, CHAS 
recommends strongly that any Bill should explicitly preclude criminal and civil 
liability for those who decline to provide such assistance. 
 

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? 
 

 Assessment 
 

 In this new process some attempt has been made to improve the robustness of the 
safeguards, but CHAS continues to have significant concerns about the process in 
respect of young people. There is nothing in the background papers to explain the 
basis on which the current process has been proposed, or how it addresses the 
distinct issues of assisted suicide among young people. 
 
The development of understanding of mortality means that, even in the absence of 
any psychopathology, young people think differently about their own death from the 
way that older people do. For neurodevelopmental reasons, young people up to 
the age of about 25 years old do not fully associate their own death with 
permanent erasure from existence. This is extremely important because it means a 
young person might ask for assisted suicide for reasons that have nothing to do 
with an actual desire to die in the sense that death is understood by older adults.  
 
The distinctness of young people in this important respect is still not acknowledged 
in the Bill. 
 

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? 
 

 CHAS is concerned about these provisions, particularly in the context of young 
people. The definitions are ambiguous:  
 
 The phrase 'life-shortening' is unclear because a young person can have a 

condition (for example, cystic fibrosis) which will shorten life but could 
nevertheless allow them to live for several decades more. A condition causing 
life to be shortened to sixty years of age means that, for an adult aged 58 
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years, physician assisted suicide will bring death forward by only two years. 
But for a young person aged 18 years, assisted suicide will bring death forward 
by more than 40 years. This safeguard is therefore inherently much weaker in 
young people than in older adults. 

 The phrase 'prospect…..of improvement' (p5) is unclear because an 
individual's perception that improvement is impossible is not reliably linked to 
the actual possibility that their life will improve. Conditions that ultimately 
shorten life-span are often associated with sadness and a tendency to under-
estimate the chance of improvement that has nothing to do with reality. 

 The word 'prognosis' has two meanings that are quite distinct in a way that is 
not acknowledged. The first is the sense of the duration of life (the prognosis of 
Duchenne Muscular Dystrophy is poor because it will inevitably shorten a 
sufferer's life). The second is the risk of death (the prognosis of metastatic 
osteosarcoma is poor because the likelihood of cure is small. But if it is cured, 
the sufferer's life will be of normal duration). This distinction is extremely 
important in young people, because the implication of the two meanings for 
their future is quite different. In requesting PAS, a young person with Duchenne 
Muscular Dystrophy might be choosing death now over inevitable death in five 
or ten years' time, while a young person with metastatic osteosarcoma might 
be choosing inevitable death over the possibility of normal life, lasting 
potentially fifty or sixty further years. This safeguard is therefore inherently 
much weaker in young people than in older adults. 

 
The experience of practitioners (particularly those specialists in palliative care) is 
that it is difficult to predict accurately when a particular person may die. 
Prognostication is particularly difficult in the case of young people and adolescents 
with non-malignant disease, meaning that there is a huge uncertainty in 
determination of what is a life-shortening or terminal condition 
 

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

 CHAS is not satisfied. CHAS had two concerns about this in young people. 
 
 The assumption here is that capacity and autonomy are the same. That is not 

true: a person can be subject to coercion even if they have full capacity. That 
gap between capacity and autonomy is particularly wide in young people. 
Compared with older adults, young people are relatively disempowered as they 
lack influence in society, are often poor or financially dependent on others, and 
are isolated. 

 From (5) above, it is clear that the level of the test for capacity that should apply 
to a young person would need to be greater than that of older adults, since the 
latter have a more developed and sophisticated sense of what death means. If 
this Bill were to become law, there should be a graduated test for capacity that 
reflects the graduated developmental understanding of death over early 
adulthood. 

 It is not clear what authority the Bill gives to parents of young people who lack 
capacity. Currently, the parents of such young people in Scotland are given de 
facto rights to consent on their behalf to medical interventions under the age of 
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16 years, they need to legally attain this through the Adults with Incapacity Act 
2000 (Scotland) for 'their children' in the age range 16-17.9 years. Would 
parents therefore be able to request physician-assisted 'suicide' on behalf of 
such a young person? The dangers of such authority are obvious, but it is not 
clear how the current Bill would prevent it. The extent and limitations of parental 
authority over young people who lack capacity need to be made explicit in any 
Bill. 

 6.3 states that parents are "given legal consent de facto" - whereas they need 
to legally attain this through the Adults with Incapacity Act 2007 (Scotland) for 
'their children' in the age range 16-17.9 years. 

 
 Capacity 

 
 A potentially very common combination of factors affecting older requesting 

persons (mild depression, mild cognitive impairment, multiple morbidities and an 
internalised perception that they are a burden to relatives or others) may be 
difficult to identify. The criteria should be clear as to whether such a person is 
eligible, and it must also be emphasised that there is a considerable staff shortage, 
and already significant waiting lists for young people to be assessed by specialists 
in this field.  
 
In young people, the age of legal mental capacity to give consent should not be 
assumed to be the same as the age at which an individual achieves the cognitive 
and emotional ability to make a particular decision. The criteria should be clear 
whether a 16 year old with capacity, pre-existing mental health problems and/or 
impulsive behaviours and/or self-harm behaviours is eligible. 
 
If persons of the type cited in the previous two paragraphs should not be eligible 
then any legislation should contain adequate provisions for the identification and 
exclusion of such individuals. 
 

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

  The term 'medical practitioner' seems to include only doctors, but if the Bill 
were enacted it would involve other clinicians as well, especially nurses. Who 
does this term include? 

 The term 'core competencies' seems to refer to competencies around mental 
health, rather than those around young people. Young people are not well 
served by professionals whose training and experience are in adults, especially 
in areas such as end of life care which depend absolutely on a sound 
understanding of their distinct physical, emotional and psychological needs. If 
this Bill were enacted, it would be important to ensure that all practitioners 
involved in facilitating suicide among young people had appropriate 
competences in young people specifically. 

 There are no agreed competencies for facilitating death among patients and no 
experience of this in young people. 

 There is no explicit legal protection for practitioners who would find themselves 
morally unable to provide support for suicide. 
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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 nothing in the proposed Bill to suggest how suicide would be facilitated. It 
is assumed that practitioners already have the competencies necessary for doing 
this in an effective and evidence-based manner. There is no evidence indicating 
what means of dying are preferable over others, what adverse effects of the 
medications used are intolerable, or whether these are different in young people. 
There are plausible reasons to consider that young people are relevantly different 
from older adults in the way they metabolise medications (they usually require 
higher doses for analgesia, for example), and in the way they respond to some 
anaesthetic agents (for example, children report frightening auditory hallucinations 
with ketamine when used as an anaesthetic induction agent). There is currently no 
evidence base that could inform training, nor any competencies that could ensure 
young people were not inadvertently made to suffer during the process of assisted 
suicide. This safeguard is inherently weaker in young people than in older adults. 
 

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

 The proposed Bill does not specify the role or the skillset of such facilitators and is 
entirely inadequate in this respect. It is easy to envisage complex scenarios being 
precipitated by the proximity of death and loss at the scheduled time of suicide e.g. 
sudden uncertainties, conflicts between family members, belated allegations of 
undue influence. 
 
Facilitators would need to be equipped to cope with such circumstances.  
Any legislation should ensure robust vetting, regulation and adequate training for 
facilitators.  
 

10. Do you have any comment to make about the Bill not already covered in 
your answers to the questions above?  
 
CHAS offers no response on this question 
 

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

 CHAS offers no response on this question 
 

 
Maria McGill 
Chief Executive 
Dr Patrick Carragher 
Medical Director 
Children's Hospice Association 
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Assisted Suicide (Scotland) Bill 
 

As a couple, we have maintained an interest in Scottish Parliamentary affairs over many 
years and have contacted our MSPs on several occasions about a variety of issues. 
Corporate responses to assisted suicide proposals often indicate that they are, as a 
matter of practical fact, unable to represent the individual views of all their constituents 
and that their moral position must therefore be one of neutrality. Their substance is 
focused on professional, practical or ethical matters. Proponents of assisted suicide may 
interpret neutrality as supportive and we urge the Committee to be wary of this pitfall. 
However this is a personal response, which gives us the opportunity to address the 
issue in a different way, and to articulate a moral and philosophical position. 
 
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? 
It is legitimate - indeed crucial - to consider the moral and philosophical case for this 
proposal. In a legal hearing in 2013 brought by campaigners for the right to die, 
Supreme Court Justice Lord Sumption stated that the question of that right is a 
“fundamental moral construct” and in deciding whether assisted suicide should be 
allowed, basic questions of right and wrong cannot be ignored. 
 
At the consultation stage for this Bill, the declared foundation for its inception was 
personal autonomy, as it was for the 2010 Bill. This is an important principle and not 
simply a matter of semantics. Strictly speaking, personal autonomy means that 
individuals in society are free to behave and act as they choose without reference or 
regard to any other. Philosophically, that gives dangerous license to anything, and on 
that basis, the Assisted Suicide Bill could indeed proceed to statute. However there is 
another, safer principle which obliges an altogether different approach, namely that our 
undoubted right to choose is nevertheless constrained by societal responsibility. There 
are few meaningful decisions we can make or actions we can take, which do not have 
an impact on others – maybe trivial, sometimes important, but an impact nonetheless. 
Human beings are relational, not autonomous, and society functions on that basis. 
Therefore, when considering any legislative proposal, it is essential to reflect not only on 
the rights which may be conferred on benefactors, but also on the negative or harmful 
aspects which may ensue for others. 
 
This principle is well recognised. The End of Life Assistance (Scotland) Bill Committee in 
2010 did not accept the principle of autonomy as argued by the Sponsor and concluded 
that ‘wider societal concerns should prevail’ (Committee Report, paragraph 78). Despite 
this, the present Bill is founded on the same principle and we hope that the Committee 
will reject this for the same reasons as before. 
 
In terms of rights, the legalisation of assisted suicide would enable people in stipulated 
circumstances, having fulfilled due process, to secure the help of others to facilitate their 
premature death, and that is all. However as we have stated above, the negative or 
harmful potential must also be considered. Even proponents of assisted suicide will 
acknowledge this. For example, the Consultation paper and the Policy Memorandum 
acknowledge the potential for coercion, and assisted dying proposals are always 
surrounded with safeguards. Whether one believes the safeguards are sufficient or not 
is another point, but their very existence implies that such law is intrinsically unsafe, and 
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that measures must be taken to avert danger. 
 
It is therefore germane to examine practice in societies where assisted suicide is 
permitted. In doing so we must guard against any sort of national arrogance or ethnic 
superiority. People of other nationalities are essentially the same as us, and cultural 
nuance does not abrogate that fact. Consequently, although proponents of assisted 
suicide dispute the existence of incremental extension, known colloquially as the 
slippery slope, and although specific practices elsewhere may or may not be repeated in 
Scotland, the relaxation of criteria and disregard for the law as seen elsewhere is almost 
certain to be replicated here if assisted suicide was to be legalised. To argue otherwise 
is dangerously naïve. There are many instances of this, of which the following are 
examples. 
 
In Oregon, there has been a 30% increase in the number of assisted suicide deaths 
since 2009. Assisted suicide demographics there are consistent with elder abuse. The 
original requirement for psychiatric assessment is now largely ignored. Depression is a 
common antecedent to a wish for death, but in 2012 only two of seventy-seven patients 
had a psychiatric assessment. There are instances where patients were denied 
treatment under the Oregon Health Care Plan but payment for their assisted suicide was 
offered instead. In another report a doctor encouraged a sick man to have assisted 
suicide, much to the alarm of his wife. The patient lived for a further five years under the 
care of a different doctor. 
 
In Belgium, only about 50% of euthanasia cases are reported to the Federal Control and 
Evaluation Committee, and where life-ending drugs are used without an explicit request, 
this mostly involves elderly hospitalised patients. One report describes how, in 77.9% of 
these instances, the decision was not discussed with the patient. Moreover, nurses are 
acting illegally by administering life-ending drugs, and are doing so in almost half of the 
cases without an explicit request from the patient. Euthanasia for children has just been 
legalised. In 2011 a woman with depression died by euthanasia. In 2012, identical twin 
brothers who were born deaf died by euthanasia because they feared becoming blind, 
even though they were not sick, nor yet blind. In 2013 a woman with anorexia nervosa 
died by euthanasia, and another person was euthanised after becoming depressed 
following unsuccessful gender reassignment surgery. Most recently a statement by 
Belgian intensive care specialists announces their belief that it is acceptable to 
involuntarily euthanise patients who are profoundly sick with irremediable illness, despite 
this being illegal. 
 
In Switzerland, an elderly Italian lady in good physical and mental health had assisted 
suicide because she was distressed about losing her looks. In 2013 the Dignitas suicide 
clinic assisted the suicide of a magistrate after he received a wrong diagnosis. In 2008, 
after being paralysed in a rugby accident a young British man committed suicide using 
medication prescribed by a doctor at a Swiss clinic. Just recently an elderly lady had 
assisted suicide at Dignitas because she felt unable to adjust to the modern world, and 
||||||||||||||||||  , who helped her with her application, said that she had been made to travel 
to Switzerland to do so, implying that assisted suicide law here would have 
accommodated her request. 
 
Examination of practice in the Netherlands demonstrates that five of the nine original 
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1981 Rotterdam criteria for euthanasia are now routinely ignored. In 2013 the first case 
of euthanasia for disability concerned an elderly woman who wanted to die because she 
had lost her sight. In the three years to 2013, seventy-two people have been euthanised 
because of psychiatric illness. A substantial proportion of euthanasia is unreported, and 
euthanasia without specific request in the Netherlands is well described. 
 
We do not question the distress experienced by any of the people whose lives were 
ended as described above, but we are very disturbed that the actions taken in response 
to these were to allow them to take their own lives (assisted suicide) or to be killed by 
others (euthanasia). The implication that by legalising this in our country we would 
accommodate such requests and prevent people travelling abroad for these purposes, is 
abhorrent.  
 
Other jurisdictions have safeguards in their assisted dying legislation, but these 
safeguards clearly do not prevent abuse. Many of the above cases involve euthanasia. 
The Assisted Suicide (Scotland) Bill prohibits euthanasia. However, the 2010 Bill did 
encompass that, and during committee hearings the Sponsor agreed that limiting the Bill 
to assisted suicide would be illogical and would leave those physically incapable of 
ending their lives, without a means of doing so (End of Life Assistance (Scotland) Bill 
Committee Report, Paragraph 47). The Assisted Suicide Bill Policy Memorandum states 
unequivocally the Sponsor’s hope that the terms of legislation for assisted suicide will be 
relaxed later: 
 

(I)t is recognised that the form of assisted suicide the Bill authorises will not be 
available to all those that the member would ideally wish to include. While this is a 
matter of regret to the member, she considers this a price worth paying if it allows the 
Bill to secure majority support in the Parliament. 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 that would offer hope to other 
categories of people seeking assistance to die. (Paragraph 54). 

 
Lord Carlile, a member of the House of Lords Select Committee on Assisted Dying, said; 
“Laws aren’t like precision-guided missiles. Once they are on the statute book they have 
a habit of causing collateral damage well beyond the intended target area.” Lord Walton, 
on the House of Lords Select Committee on Medical Ethics said; “It would be next to 
impossible to ensure that the law was not abused.” The Prime Minister, David Cameron 
MP, is opposed to assisted suicide because he fears that people will be pressurised into 
ending their own lives. Nick Clegg MP, whose mother is Dutch, has observed that 
assisted suicide in Holland has created a culture in which doctors push the boundaries 
of the law. Margo MacDonald herself recognised the possibility of coercion: “I accept 
that protection needs to be afforded to those who might be perceived to be vulnerable to 
coercion or pressure that causes them to feel that they have become a burden to 
others.” (Assisted Suicide Bill consultation.) 
 
The Committee should be in no doubt whatsoever that the legalisation of assisted 
suicide now, would lead inevitably to euthanasia in the future, and the dangers 
exemplified above are powerfully relevant. 
 
In summary we do not agree with the general purpose of this Bill and it is legitimate and 



HS/S4/15/3/1                            Written Submissions                                 ASB054 
 

Dr Stephen Hutchison and Mrs Ingrid Hutchison 
 

10 

essential to express moral and philosophical objections. The benefits of any legislation 
must be weighed against risk or actual harm. The single benefit of assisted suicide for a 
few is far outweighed by many risks that would be created for tens of thousands of 
people every year who face serious illness and others who fear the prospect of illness or 
disability. The duty of government is to protect its citizens. There can be no doubt that 
the law as it currently stands is the safest law for the greatest number of people. An 
extensive and powerful case against assisted suicide was presented to the Committee 
in 2010, and their unequivocal conclusion was that they could not recommend the 
proposals to Parliament. We urge you similarly, to reject the proposals in the Assisted 
Suicide (Scotland) Bill. 
 
  
Dr Stephen Hutchison  
Mrs Ingrid Hutchison 
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     Assisted Suicide (Scotland) Bill 
 

We are Consultant Physicians working on a daily basis in the care of patients with 
advanced disease, often with a short life expectancy, and with those who are elderly and 
frail. We have maintained a close interest in previous legislative attempts in connection 
with assisted suicide and euthanasia, and wish to respond to the Committee on the 
basis of our clinical experience. 
 
Q1 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?  
 
We consider the provisions are so broad in scope that they could include many 
advanced, progressive, incurable, or potentially life-shortening illnesses or conditions. 
Legalisation of assistance to deliberately end life in these, or any other circumstances, 
could sanction in statute the belief by a person that life can become unworthy of living 
and that it is acceptable for one person to be materially involved in bringing about the 
death of another. This would be a significant change in the approach of society towards 
the sanctity of life and the prohibitions which protect life. Despite denials by assisted 
suicide proponents about ‘slippery slope’, there is evidence in the literature and media of 
incremental extension, notwithstanding safeguards. In practice, over half the original 
safety criteria in Holland are now ignored. In Oregon, the original requirement for 
psychiatric assessment to identify depression has been effectively abandoned1. Other 
reports describe illegal activity2, and assisted dying for people with conditions such as 
depression, actual or anticipated blindness, anticipatory grief, anorexia nervosa, or 
following unsuccessful gender reassignment surgery3. There is convincing evidence of 
under-reporting of assisted dying interventions in jurisdictions where it is lawful, with a 
reporting rate of 77% in the Netherlands, 53% in Belgium, and unknown in Oregon4,5,6. 
Taken together these amount to a worrying catalogue of behaviour in assisted-dying 
permissive societies. 
 
The oft-repeated mantra that people are being ‘forced to go to Switzerland’ etc, implies 
the hope, expectation, and inevitably pressure to ensure, that such requests would be 
accommodated by legalisation of assisted suicide in the UK in due course. 
 
In the UK, elder abuse affects over half a million people, with the perpetrators commonly 
being friends or family7. In the face of chronic illness and dependence, and the prospect 
of expensive care eroding the family’s inheritance, the availability of assisted suicide 
could create further risk to the frail and elderly and expose them to unhealthy societal 
and internal pressures. We are acutely aware of the vulnerability of our patients to 
pressure and influence and of our responsibility to exercise particular care in our 
professional interactions with them. 
 
The Policy Memorandum for the present Bill is explicit about the hope for future 
extension of the scope of assisted dying, and the late Margo MacDonald is on record as 
saying that it would be illogical to have assisted suicide without euthanasia8. Nick Clegg 
MP, whose mother is Dutch, said recently that assisted suicide in Holland had created a 
culture in which doctors push the boundaries of the law. Politics, it has been said, is the 
art of the possible. Responsible politics however should employ caution, not license, 
when the issue is the deliberate ending of human life. 
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Q5 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? 
 
Taken together with— 
 
Q7 Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill?  
 
Whilst the prospects for a patient with advanced malignancy may be predicted with 
reasonable (but not absolute) confidence, the present criteria are so ambiguous that 
eligibility for assisted suicide could apply to a wide range of conditions amenable to 
medical care. It would be unprofessional and unethical for a doctor to simply accede to 
assisted suicide in these circumstances. Moreover, for several years the Scottish 
Government has been pursuing a well-established and successful strategy to prevent 
suicide9. Mental illness and substance (including alcohol) abuse are most closely 
associated with a risk of suicide. These are conditions which could be, and often are, 
‘progressive and either terminal or life-shortening’. Legalising assisted suicide in these 
circumstances would undermine the suicide prevention strategy, and place adjudicating 
clinicians in an impossible position. 
 
The Assisted Suicide (Scotland) Bill places several requirements on doctors: 
 

1. To receive and record a preliminary declaration, or the subsequent revocation of 
a preliminary declaration. 

2. To receive the first and second requests for assisted suicide. 
3. To adjudicate on the capacity of the person who is making the request. 
4. To confirm that the person is suffering from a relevant disease or condition and 

that this is terminal or life-shortening. 
5. To refer the patient to colleagues for the purpose of confirmatory statements of 

the above. 
6. To confirm that the person’s assessment of their quality of life (QoL) is not 

inconsistent with the facts known at the time. 
7. To confirm in the medical records that the required procedures have been 

followed. 
8. Possibly to issue a prescription for a lethal drug. 

 
A doctor’s consultation includes careful and sensitive exploration of the details of a 
patient’s presentation, and the background to that, not simply acceding to demands. 
Quality of life is best assessed by the person themselves. For the purposes of this Bill, 
doctors are required to judge whether or not the person’s conclusion about QoL is 
consistent with the facts. Whilst at first glance this sounds objective, it inevitably requires 
a doctor to make a judgement about the actual QoL. Moreover this is not the only issue 
to consider. For instance, a person with advanced and complicated diabetes (a 
progressive and potentially life-shortening condition) may judge their QoL to be 
unacceptable. This Bill perhaps expects that a doctor could simply agree with this and 
accede to assisted suicide. However the doctor may anticipate possible betterment with 
good management, or improvement in patient compliance. Simply equating the person’s 
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opinion to known facts is an inadequate response and reduces the doctor’s involvement 
to the perfunctory rather than the responsible professional who seeks to guide and 
advise the patient. To conduct a consultation in the way this Bill implies would be 
irresponsible, particularly when the issue at stake is the deliberate ending of the 
person’s life. There is also the possibility that a determined person who is turned down 
by one doctor will ‘shop around’ for a compliant doctor. 
 
Our objection on this point is not that doctors should have wider responsibilities in the 
assisted suicide process in order to ensure correct decision-making, and the safe 
prescribing and administration of drugs, but that doctors should not facilitate this process 
in any way whatsoever. Although we are aware that some doctors do support assisted 
suicide, it is indisputably the case that the involvement of doctors in the deliberate 
ending of life is fundamentally at variance with our historically accepted professional 
paradigm since the time of Hippocrates. Where a patient presents to a doctor and 
expresses a wish to die, the doctor’s attention should be directed entirely towards 
supportive care and the provision of means to control the illness or condition and its 
symptoms. A doctor’s responsibility in prescribing does not end with the supply of the 
prescription. The concept of a doctor providing a prescription for a lethal drug and then 
having no further responsibility for that is disturbing, whether a patient is close to the end 
of their natural life anyway, or in situations where the person, properly treated and 
cared-for, could have a substantial and meaningful life expectancy beyond the current 
circumstances. 
 
There is established evidence from careful research that the majority of UK doctors (up 
to 94% in some specialties) are opposed to assisted suicide10,11 and this is the position 
of a substantial number of professional bodies including the Royal College of 
Physicians, the Royal College of Physicians and Surgeons of Glasgow, the Royal 
College of Surgeons of England, the Royal College of General Practitioners (RCGP), the 
British Medical Association, the Royal College of General Practitioners, the Association 
for Palliative Medicine, and the British Geriatrics Society. In a recent consultation, the 
RCGP found that 77% of individual respondents, and 71% of participating committees 
were opposed to a change in the law because they considered it would be detrimental to 
the doctor-patient relationship, would compromise palliative care, would present 
unacceptable risks, would lead to extension in scope to include the incapacitated and 
disabled, and inevitably to coercion12. 
 
Q8 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 itself is silent about the means of suicide. There is an assumption that a doctor 
will prescribe a lethal drug, and we have articulated our objections to that above. The 
Policy Memorandum states that the Bill is drafted widely enough to allow for death to be 
achieved by use of other substances or means and this is particularly concerning when 
that death is facilitated by another person. 
 
Q9 Do you have any comment on the role of licensed facilitators as provided for 
in the Bill? 
 
We recognise the significant demands and psychological impact of caring for a patient at 
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the end of life and have misgivings about the work and wellbeing of licenced facilitators 
whose involvement, in contrast to that of a clinician, would be entirely focussed on the 
patient’s death. The Policy Memorandum states that the nature and extent of the 
assistance that each person will need or want will vary greatly according to their illness 
or condition (for example, “whether they are physically capable of lifting a cup to their 
lips unaided”). This comes close to administering the means of death to the person, 
which is effectively euthanasia. We are concerned about what action would be required 
from the licensed facilitator in the face of complications with assisted suicide, and about 
their training and competence to deal with these. 
 
In summary, this Bill, like its predecessor, is substantially dependent on the co-operation 
of the medical profession. It creates impossible dilemmas for doctors, reduces our 
involvement to the perfunctory at a time of crisis in a patient’s life and places 
responsibilities upon us that fundamentally conflict with the ethical and moral framework 
within which we work. For these reasons we are opposed to the legalisation of assisted 
suicide. 
 
  
Dr Stephen MW Hutchison MD FRCP (Glasg) 
Consultant Physician in Palliative Medicine 
Dr Martin Wilson MB ChB, MRCP, MPhil 
Consultant Physician in Medicine for the Elderly 
Raigmore Hospital, Inverness 
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  Assisted Suicide (Scotland) Bill 

Health and Sport Committee, 27 January 2015 

Dr Stephen Hutchison worked as a palliative care physician for 23 years, and until 
his recent retirement was a Consultant Physician in palliative medicine at the 
Highland Hospice, Inverness and NHS Highland for 20 years. 

I am grateful for the opportunity to present oral evidence to the Health and Sport 
Committee. I have extensive first-hand experience in the care of people who would 
be affected by the proposed legislation. I have been closely involved with the 
current and previous legislative attempts regarding assisted suicide and have 
consulted widely about the issue with colleagues in my own and other specialties 
and in general practice. 

Autonomy 

The foundational principle for this Bill is autonomy1. It is therefore important to 
establish what this means. Strictly speaking autonomy means the freedom to decide 
and act without external constraint. On the basis of autonomy I could be granted 
anything I want in law or demand any intervention from my doctor. It is clearly an 
unwise precedent. ‘Autonomy’ is the wrong word. In 2010 the End of Life Assistance 
(Scotland) Bill Committee acknowledged this and concluded after detailed 
consideration that the rights of an individual ‘may have to be tempered in the 
interests of wider society2’. It is self-evident that we are relational, not autonomous. 
We live in communities and families, not in isolation. The issue is therefore not 
autonomy, but choice with responsibility. This is not simply semantics or abstract 
philosophy but is of immediate relevance to clinical care. We recognise the suffering 
and distress which accompanies serious illness, particularly when symptoms are 
difficult to control. Every day we encounter patients and family members made 
vulnerable and frightened by such circumstances but the demand for assisted 
suicide is tiny. Even those who raise the issue will often change their minds when 
they receive good palliative care. 

Patients with terminal illness are often frail, frightened and vulnerable, particularly if 
symptoms are difficult to control. Legalisation of assisted suicide would expose our 
patients to internal or external pressures to consider that option, creating a dilemma 
which would compound their distress and prejudice their treatment and its outcome. 
Whereas proponents of assisted suicide portray the prospects for these patients as 
otherwise bleak, agonising and undignified, the facts are that palliative care in our 
country is world leading. We now have an opportunity to affirm that lead by bringing 
the wider availability of palliative care up to the level of excellence already provided 
for cancer patients. That would be a far more productive enterprise than legalising 
assisted suicide and would do more to alleviate suffering for the many than would 
accommodating the demands of a few. Our patients, and their families, consistently 
tell us that good care made all the difference and we know that the overwhelming 
majority will experience a peaceful and comfortable end to life. Society is judged on 
how it treats its weakest members. A right for the minority who determinedly wish 
assisted dying would threaten the care, safety and security of the majority. 
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Principles of care 

The diagnostic criteria in this Bill are so broad that they could include many 
advanced, progressive, incurable or potentially life-shortening diseases. The 
availability of assisted suicide would have significantly altered my relationship with 
my patients and would have introduced an incentive to opt for an easy way out 
rather than the hard work of controlling symptoms and alleviating distress. Given the 
loose diagnostic criteria, the work of many of my colleagues would be similarly 
undermined since many such conditions can be effectively treated or palliated. We 
are all too aware of the suffering which can be experienced in such situations but 
our experience, and the consistent testaments of our patients and their families, 
confirm that good palliative care the makes all the difference.  

There is overwhelming evidence (including a recent systematic review) that the 
majority of doctors are opposed to assisted suicide3,4. Whilst this Bill does not 
oblige doctors to be directly involved in the actual suicide event, nevertheless we 
would remain integrally involved in the process. The deliberate ending of life 
fundamentally conflicts with the principles of medical care. When faced with 
someone who wishes to commit suicide, the doctor’s duty is to assess and care for 
the patient, whereas this Bill presents the doctor as a dispassionate facilitator, 
obliged by the patient’s autonomy and without a conscience clause, and who may 
not even be the patient’s own doctor. Moreover, doctors would be faced with an 
impossible dilemma given the Scottish Government’s successful initiative to prevent 
suicide5. Palliative care in particular aims principally to control symptoms rather 
than prolong life, but the hastening of death is specifically excluded. Evidence 
supports the contention that assisted dying and palliative care are not compatible6. 

The demand for assisted suicide in my patients was miniscule. In my professional 
lifetime I cared for patients who had lost hope, or wished for the end of their lives to 
come sooner than later, but I can’t remember more than a handful who expressed a 
clear and constant wish that their lives should be deliberately ended. However I can 
testify to thousands who, when given time, attention, and high quality 
multiprofessional palliative care, were deeply grateful for that care because it made 
all the difference.  

Dr Stephen Hutchison MD FRCP (Glasg) 
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Assisted Suicide (Scotland) Bill 
 

This submission starts by setting out some background information before 
moving on to address the specific questions posed by the Committee. A fully 
referenced version is available. 
 
About the Scottish Partnership for Palliative Care (SPPC) 
 
SPPC is the umbrella body representing the major organisations involved in 
palliative care in Scotland. Our membership is detailed at 
www.palliativecarescotland.org.uk. The Partnership contributes at national 
level to the development and strategic direction of palliative care in Scotland 
and to service improvement at local level. The Partnership’s aims are to 
promote equitable access throughout Scotland to high quality palliative care 
for all patients and families on the basis of need not diagnosis. 
 
About Palliative Care 
 
The World Health Organization defines palliative care thus: 
 
“Palliative care is an approach that improves the quality of life of patients and 
their families facing the problems associated with life-threatening illness, 
through the prevention and relief of suffering by means of early identification 
and impeccable assessment and treatment of pain and other problems, 
physical, psychosocial and spiritual. Palliative care: 
 

 provides relief from pain and other distressing symptoms;  
 affirms life and regards dying as a normal process;  
 intends neither to hasten or postpone death;  
 integrates the psychological and spiritual aspects of patient care;  
 offers a support system to help patients live as actively as possible until 

death;  
 offers a support system to help the family cope during the patient’s 

illness and in their own bereavement;  
 uses a team approach to address the needs of patients and their 

families, including bereavement counselling, if indicated;  
 will enhance quality of life, and may also positively influence the course 

of illness;  
 is applicable early in the course of illness, in conjunction with other 

therapies that are intended to prolong life, such as chemotherapy or 
radiation therapy, and includes those investigations needed to better 
understand and manage distressing clinical complications.” 

 
Specialist palliative care focuses on people with complex palliative care needs 
(e.g. complex pain management or psychological support) and is provided by 
a team of professionals who specialise in palliative care (e.g. consultants in 
palliative medicine and clinical nurse specialists in palliative care). General 
palliative care forms part of the routine care of patients and support for carers. 
This may be part of the work of a range of health and social care practitioners 

http://www.palliativecarescotland.org.uk/
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including GPs, district nurses, care assistants and hospital staff. 1 in 3 
patients in hospital are in their last year of life and 54% of Scots die in 
hospital. 
 
Over 40,000 people in Scotland each year could benefit from palliative care. 
Most people with palliative and end of life care needs are aged 65+. However 
some babies, children and young people also have palliative and end of life 
care needs. 
 
There is a common misconception that the use of opioid medicines to control 
pain shortens life in dying patients. In appropriate doses the opioid medicines 
(e.g. morphine) do not shorten life. There is no robust evidence to support the 
assertion that medical staff use opioid medicines to shorten deliberately the 
life of patients. 
 
Society-wide approaches to better death, dying and bereavement 
 
Whilst death, dying and bereavement are inevitable, it is possible to reduce 
the harm/trauma associated with these experiences. How people experience 
death, dying and bereavement is only in part dependent on health and social 
care services. Other factors include access to adequate legal and financial 
planning, supportive workplace practices and the extent to which people are 
able to get support from family, friends and the wider community. There are 
many ways in which people can exercise choice and control towards the end 
of their lives. For example people can make a Will, a Power of Attorney, an 
Advance Directive, and an Advance Care Plan in discussion with their GP. 
However, levels of awareness and uptake of these opportunities are low. This 
is mainly because Scottish society is not open about death, dying and 
bereavement. These issues are seldom discussed. This lack of openness 
makes it more difficult for people to achieve the death that they may have 
wished for. SPPC has established Good Life, Good Death, Good Grief 
www.goodlifedeathgrief.org.uk – an alliance promoting more openness about 
these issues in Scotland.  
 
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? 
 
SPPC is not able to adopt a position on the principle of whether or not 
assisted suicide should be legalised. This is because the topic raises issues of 
a moral, personal and ethical nature upon which many of our member 
organisations (for example our member NHS Boards) are institutionally unable 
to hold a position. 
 
However, SPPC holds the view that in contemplating legislating in this area 
MSPs should give careful regard to: 
 

 Any possible impact on the practice and provision of palliative care.  
 The protection of vulnerable people. All people are potentially 

http://www.goodlifedeathgrief.org.uk/
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vulnerable, depending on events and circumstances, especially 
towards the end of life. 

 
The content of this submission is guided by these twin considerations. The 
submission aims to support the deliberation of MSPs by providing relevant 
factual information and also by directing the attention of MSPs to questions of 
practical relevance to these twin considerations.  
 
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? 

 - 
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? 

- 
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? 
 
Assessment 
 
The Bill should provide guidance to healthcare professionals on the standards 
of diligence required when assessing eligibility. Consideration should also be 
given to whether assessing clinicians require particular 
skills/expertise/knowledge beyond those universally required of all medical 
practitioners. 
 
The Bill does not require the assessing practitioner to have any prior 
knowledge of the requesting person or their social and family circumstance. 
Assessment may be more difficult in these circumstances. Four separate 
practitioners may be involved in assessment and this reduces the time and 
continuity which tends to underpin therapeutic relationships. 
 
Timescales 
 
It would be possible to move though the entire process set out in the Bill in 
around 24 days. MSPs are asked to consider this timescale in the context of 
the experience of many practitioners (including specialists in palliative care) 
that the views, feelings and wishes of patients change over time and may alter 
frequently during the course of an illness. Patients who have a desire for an 
early death or who express a wish to get assistance to commit suicide 
because of distressing physical or psychological symptoms often change their 
minds when these symptoms are addressed through appropriate palliative 
care. It is recognised that palliative care cannot always successfully address 
all symptoms. 
 
The Bill does not articulate a requirement that alternatives to assisted suicide 
are adequately explored and it seems likely as a result that some people will 
commit suicide who would otherwise have gone on to experience a further 



HS/S4/15/3/1                        Written Submissions                           ASB343 
 

Scottish Partnership For Palliative Care 
 

20 

period of life which they would have valued. The timescales in the Bill make 
adequate exploration of alternatives difficult. The existence of assisted suicide 
as an option may make it harder to engage patients in discussion about 
alternative options. 
 
MSPs should consider whether the cooling off periods, deadlines and 
revocation arrangements contained in the Bill could create an undesirable 
dynamic in which some vulnerable individuals might feel impelled to proceed. 
 
Some people will have an enduring wish for suicide and such individuals have 
a need and a right to be respected, affirmed and valued, regardless of the 
legality or otherwise of assisted suicide. 
 
Appeal 
 
The Bill should be clear whether patients requesting assistance should have a 
right of appeal should they be deemed ineligible (and also be clear on any 
action required of assessors identifying undue influence).  
 
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 experience of practitioners (including specialists in palliative care) is that 
it is difficult to predict accurately when a particular person may die. 
Prognostication is more difficult in some conditions and for some individuals 
than others. Prognostication is particularly difficult in the case of young people 
and adolescents with non-malignant disease. 
 
The terms “terminal or life-shortening illness” and “progressive condition” are 
insufficiently precise to form part of clear eligibility criteria. Since the Bill (and 
accompanying documents) defines neither “terminal” or “life-shortening” it is 
unclear what the intended difference between these terms is.  
 
The Bill therefore grants assessing doctors a high degree of discretion 
regarding eligibility. How these various terms are interpreted will impact on the 
numbers of people who are eligible. If the terms are not clear then the Scottish 
public and healthcare professionals will be left not knowing who is eligible and 
inconsistency is likely to arise. 
 
It may be more meaningful to speak of an individual reaching “a terminal 
phase of their illness” based on a combination of their diagnosis or diagnoses 
and whether their illness is in an advanced stage. However, the term 
“advanced stage” does not itself have a clear definition unless linked to 
specified levels of need and/or predicted life expectancy. 
 
The Bill should be clear about the level of experience/expertise it deems 
necessary to determine whether the requesting person meets the criteria in 
the Bill. For example would a neurologist be required to determine whether a 
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specific person’s MS was “progressive”, “terminal” or “life-shortening” or would 
it be adequate for a general practitioner to make this determination? 
 
It is very common for older people to have several chronic and progressive 
conditions concurrently. The Bill may need to reflect this in the definitions used 
within the eligibility criteria. 
 
Life Unacceptable 
 
A more objective criterion could be “unrelievably unacceptable” – in this 
circumstance a third party would assess whether a full range of measures 
which might normally be expected to relieve feelings of unacceptability (care, 
support, treatment) had been undertaken. The assessment would be about 
the adequacy of the relief measures rather than the individual’s feeling about 
their life. 
 
Whether a person “sees no prospect of improvement in [their] quality of life” is 
in part a function of their knowledge of potentially beneficial options available. 
Public knowledge and awareness of the benefits of palliative care (both 
specialist and that provided by other practitioners) is typically low. People 
(especially with non-malignant disease) are typically not referred, or referred 
very late, to specialist palliative care. 
 
The phrasing of 9(2)(c) means that the endorsing doctor isn’t required to 
ascertain whether the applicant is informed about, or has had access to, 
options to improve quality of life. 
 
6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill? 
 
Capacity 
 
A potentially very common combination of factors affecting older requesting 
persons (mild depression, mild cognitive impairment, multiple morbidities and 
an internalised perception that they are a burden to relatives or others) may 
be difficult to identify. The criteria should be clear as to whether such a person 
is eligible.  
 
In young people the age of legal mental capacity to give consent should not 
be assumed to be the same as the age at which an individual achieves the 
cognitive and emotional ability to make a particular decision. The criteria 
should be clear whether a 16 year old with capacity, pre-existing mental health 
problems and/or impulsive behaviours and/or self-harm behaviours is eligible. 
 
If persons of the type cited in the previous 2 paragraphs should not be eligible 
then any legislation should contain adequate provisions for the identification 
and exclusion of such individuals. 
 
It is difficult to predict when and how fast any individual may experience 
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deterioration of capacity. 
 
7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill? 
 
See above (various). 
 
The Bill is not clear as to who will prescribe/dispense any lethal medication or 
about the role of non-medical prescribers. 
 
8. Do you have any comment on the means by which a person would be 
permitted to end his/her life under the Bill? 
 
Any legislation should give consideration to dealing with medical 
complications arising during the assisted suicide. The role of clinical 
professionals called to intervene in such a circumstance (e.g. unsuccessful 
attempts) need to be made clear. What is the duty of care owed in such 
circumstances? 

  
9. Do you have any comment on the role of licensed facilitators as 
provided for in the Bill? 
 
It is easy to envisage complex scenarios being precipitated by the proximity of 
death and loss at the scheduled time of suicide e.g. sudden uncertainties, 
conflicts between family members, belated allegations of undue influence. 
Facilitators would need to be equipped to cope with such circumstances. 
 
Any legislation should ensure robust vetting, regulation and adequate training 
for facilitators. 
 
10. Do you have any comment on the role of the police as provided for in 
the Bill?  

 - 
11. Do you have any comment to make about the Bill not already 
covered in your answers to the questions above? 
 
A robust reporting regime would allow for monitoring, scrutiny, audit, 
regulation and research into a highly controversial, contested and potentially 
evolving area of public policy.  
 
Background to Internal Consultation on this Submission 
 
The membership of SPPC was consulted on the content of this submission. 
30% of nominated member representatives responded to the consultation. Of 
these responses 89% supported the submission. 
 
 
Scottish Partnership for Palliative Care 
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Assisted Suicide (Scotland) Bill 
 

Marie Curie Cancer Care is pleased to respond to the Committee’s call for 
written evidence on the Assisted Suicide (Scotland) Bill, which is currently 
being considered by the Committee.  
 
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? 
 
Marie Curie’s current policy on the issue of assisted dying is set out below: 
 
 We strongly endorse the right of the competent patient to refuse consent to 

any medical treatment. 
 We commend the developing use of Advance Decisions (or their 

equivalent) to refuse treatment. 
 We strongly commend the continued development and growth of end-of-

life care services in hospices, hospitals and the community. 
 We are not seeking a change in the law to permit euthanasia or physician 

assisted suicide. 
 
Do you have any comment to make about the Bill not already covered in 
your answers to the question(s) above? 
 
Marie Curie understands the importance of this Bill to those that are 
advocating for and against it. We believe, however, that it is critical to highlight 
that the issue of assisted suicide/dying is only one part of much wider debate 
on end of life in Scotland. This wider debate is not currently been given the 
attention and recognition that it deserves or needs by policy-makers and the 
general public.  
 
As a result far too many terminally ill people are not receiving the care they 
need at the end of life, which can have a detrimental impact on the quality of 
life they have in the last years and months of their life.  
 
Marie Curie recognises that the Scottish Government and others have 
achieved a great deal in supporting the care of those that are terminally ill and 
those at the end of life, however, there is still much more that needs to be 
done.  
 
Over 54,000 people die in Scotland every year and currently close to 60% of 
them die in hospital. Yet, the vast majority of people do not want to be cared 
for in hospital for any significant length of time, especially if it is avoidable. 
They mostly want to be at home surrounded by their family and loved ones, 
with adequate support from community health and social care services. This is 
also true of their preferred place to die.  
 
Scotland currently faces a diagnostic lottery in access to crucial end of life 
care and support. A recent study suggested that 80% of non-cancer patients 
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are not being identified in primary care for palliative care, which would benefit 
them1. This compared to 75% of those with a cancer diagnosis who were 
accessing palliative care. For all those receiving palliative care too many of 
them are getting it far too late in the terminal phase of their disease, typically 
in the last 8 weeks of life. It is absolutely imperative that we look to ensure 
that people are getting the right care at the right time, as this can significantly 
improve their quality of life. 
 
The World Health Organisation defines palliative care as an approach that can 
improve the quality of life of patients and their families facing the problem 
associated with life-threatening illness through the prevention and relief of 
suffering by means of early identification and impeccable assessment and 
treatment of pain and other problems, physical, psychosocial and spiritual2. It 
is for all diseases and should be introduced as early as possible for those that 
might benefit.  
 
Scotland should strive to ensure that all patients who need palliative care 
access it. To support this we need to make sure that terminally ill patients 
along with their healthcare practitioners are developing Anticipatory Care 
Plans (ACP) as early as possible following their diagnosis. An ACP can help 
ensure that the patient’s care is person-centred, but also planning can help 
reduce inappropriate hospital admissions and give patients a greater chance 
of being cared for and dying in their preferred place. 
 
It is clear that in Scotland, in common with other parts of the UK, people are 
not open about death and dying. Research has highlighted that professionals 
struggle with these conversations with their patients, particularly with a non-
cancer diagnosis. Patients and their families find these conversations difficult 
both within their families and with healthcare practitioners. This can have a 
direct impact on whether a patient gets an ACP or accesses palliative care, or 
have their wishes over the last months and weeks of life realised. We need to 
have a public debate about all of the issues that surround death in society and 
not just those issues that relate to assisted suicide.  
 
The experiences of patients and of bereaved relatives should be central to our 
thinking about improving end of life care. In England, the national survey of 
bereaved people, VOICES, which is about to be carried out for the third time, 
has produced a number of significant key findings, which is helping shape the 
debate about end of life care. There is currently no such survey carried out in 
Scotland. A survey similar to VOICES should inform future service planning, 
identify gaps and deficiencies in service delivery, as well as helping policy-
makers understand to what extent care delivered is truly person-centred. 
 

                                            
1
 Zheng L, Finucane AM, Oxenham D, McLoughlin P, McCutcheon H, Murray SA. How good is primary 

care at identifying patients who need palliative care? A mixed-methods study. European Journal of 
Palliative Care 2013; 20: 216–222 
2
 http://www.who.int/cancer/palliative/definition/en/ 

 

http://www.who.int/cancer/palliative/definition/en/
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Marie Curie would urge the committee to consider all of the wider issues 
around terminal illness and end of life care that surround assisted suicide 
when considering the general principles of the Bill.  
 
We would be happy to discuss these issues further with the Committee as 
part of its scrutiny of the legislation at Stage One.  
 
About Marie Curie 
 
Marie Curie is the leading charity providing care to people with any terminal 
illness in their own homes or in one of its nine hospices, including Edinburgh 
and Glasgow. Last year our Edinburgh hospice saw 410 admissions and 
Glasgow 559. We carried out 2,836 home care visits to community patients in 
Edinburgh and 3,310 in Glasgow. We also provide bereavement support 
services for families and carers. 
 
In 2012/13 There were 400 Marie Curie Nurses in Scotland supporting 4,425 
patients in 31 out of 32 local authorities across Scotland. 
 
The charity is also a leader in research into the best ways of caring for people 
with a terminal illness. In addition to this the charity designs and advises on 
end of life services and works to ensure that the best possible care and 
patient choice is at the heart of commissioning end of life care across the UK.  
 
All Marie Curie services are completely free of charge. Around 70% of the 
charity’s income comes from donations with the balance of funds coming from 
the NHS.  
 
Richard Meade 
Head of Policy and Public Affairs, Scotland 
Marie Curie Cancer Care 
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Assisted Suicide (Scotland) Bill 
 

We are responding to the call for written evidence by the Health and Sport 
Committee and our answers to your questions are as follows: 
 
Q1 Strong objection 
 
We are experienced palliative care doctors and express our serious concerns 
about the Assisted Suicide (Scotland) Bill. We believe the Bill represents a 
paradigm shift in medical ethics which will have a damaging effect on the 
doctor-patient relationship and multidisciplinary team working across all 
aspects of NHS care. 
 
Q2 The Bill compared with its Predecessor 
 
At first glance the Bill seems less extensive than its predecessor however it 
also contains serious flaws. Perhaps the most worrying is the removal of a 
requirement for a psychiatric assessment. This shows a complete lack of 
understanding of the clinical complexity of assessing Mental Capacity or of 
diagnosing depression in this group of people.  
 
The creation of licensed “facilitators”, who may only be 16 years of age, is 
also of great concern. 
 
We are also concerned that this Bill has dropped the requirement that an 
applicant has a prognosis of less than six months. 
 
Q4 Declaration and Requests 
 
We feel that a waiting period of only a week between the making of a 
declaration and the filing of a first request for assisted suicide is far too short a 
time period. There is strong evidence that people with a life shortening illness 
often change their minds about a wish for a hastened death especially if they 
receive appropriate palliative care. The idea that suicide must be completed 
within 14 days of the second request again flies in the face of all evidence 
which shows that terminally ill patients often change their minds. 
 
The Bill fails to acknowledge the complexities of assessing Mental Capacity in 
patients who may have fluctuating episodes of confusion or underlying 
depression. There is evidence that patients with clinical depression requesting 
assisted suicide in Oregon have not been diagnosed by their doctors. 
 
All doctors, psychiatrists in particular, work to prevent suicide. This Bill ignores 
a basic tenet of medical care that all suicidal patients should receive an expert 
psychiatric assessment.  
 
Q5 Terminal Illness 
 
In excluding any limit to life expectancy the Bill encompasses any illness 
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which is incurable. This will inevitably highlight “hard cases” who will demand 
euthanasia because they cannot commit suicide. This will result in legal cases 
calling for euthanasia for these patients under equal opportunities law. 
Experience in the Netherlands has demonstrated a shift from assisted suicide 
to euthanasia over the years. 
 
Q6 Eligibility 
 
Our concerns regarding the assessment of Mental Capacity and the difficulty 
in diagnosing depression apply to this question. If the diagnosis of depression 
is missed then all “safeguards “of the Bill are illusory. There is strong evidence 
that depression in this group of people is very difficult to diagnose and this is 
why we feel an expert psychiatric assessment is mandatory. 
 
Q7 Medical Practitioners 
 
There is no clause for conscientious objection for doctors. It is alarming that 
the Bill takes no account of the views of nurses and pharmacists who will be 
morally and practically involved in the practice of assisted suicide as 
envisaged in the Bill. The majority of doctors are opposed to a change in the 
current law and would not take part in the practice of assisted suicide even if it 
were legalised. The Bill if implemented would be destructive of team working 
on which effective delivery of health care depends. The Bill also assumes, 
incorrectly, that doctors have some specialised knowledge of how to kill 
patients. This assumption is simply not true and if the Bill were passed there 
would be training implications for students and doctors which might threaten 
recruitment to general practice and indeed medicine itself.  
 
Q8 Means of suicide 
 
The Bill is alarmingly vague as to the means of suicide. As it stands, could it 
include supplying the patient with a loaded gun? 
 
Q9  Licensed Facilitators 
 
The Bill does not define the role of these facilitators. Can they help the patient 
to take the lethal drugs? This would in effect be carrying out euthanasia. How 
would facilitators be recruited? Would they all be supporters of assisted 
suicide? Would there be any who might question the applicant and suggest 
that their life was still of importance and value? Under the present Bill a 70 
year old man with chronic obstructive pulmonary disease could have a 16 
year old person as his “suicide facilitator”. This hypothetical scenario 
illustrates one of the many ways in which this Bill does not relate to the reality 
of effective end of life care. 
 
Q10  Unsuccessful suicide 
 
The Bill at least acknowledges that assisted suicide does not guarantee the 
patient a dignified death by outlining the scenario where the person has 
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attempted to commit suicide does not die. The distress to the patient and 
family would be enormous. What is the doctor to do if called to such a 
situation? In the Netherlands such cases would most likely be “completed” by 
euthanasia ,and are one further reason why euthanasia is preferred to 
assisted suicide in that country. 
 
Q11  Other comments 
 
Current law works well  
 
The primary function of law is to protect the vulnerable. End of life care is 
complex, uncertain and, as experience with the Liverpool Care Pathway has 
recently shown, difficult to regulate by written documents. The current law 
protects the weak and vulnerable and gives healthcare staff clear guidance 
that they must not kill patients. In the tragic “hard cases” which do occur the 
law takes account of extenuating circumstances in dealing with families and 
carers. While this is not always perfect it is, in our view, the best solution 
which takes account of the individual complexity in each case. Changing the 
law to allow doctors and other healthcare professionals would undermine the 
trust which is the foundation in all therapeutic relationships, not just those 
involved in end of life care. 
 
Bureaucracy  
 
GPs would have to spend a great deal of time filling in the numerous forms 
and arranging witnesses. NHS care is perceived by many to be in crisis. 
There is simply no spare capacity to take on the lengthy bureaucracy 
demanded by this Bill. 
 
NHS care  
 
Following the Francis Report there is widespread concern about the quality of 
care, especially with providing continuity of care and psychosocial care. To 
introduce a Bill which assists people to commit suicide in this environment is 
particularly inappropriate. There is a real risk of errors which would have fatal 
consequences. There is general agreement that what is needed in the NHS is 
improved psychosocial care and better continuity of care. 
 
Further evidence 
 
David Jeffrey has detailed the evidence for not legalising assisted suicide in 
“Against Physician Assisted Suicide; A Palliative Care Perspective” Radcliffe 
Publishing London 2011. 
 
 
Professor Marie Fallon, St Columba’s Chair in Palliative Medicine  
Dr David Jeffrey, Lecturer in Palliative Medicine 
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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? 
 
The Church of Scotland reaffirms that an important aspect of our ministry is 
providing pastoral support to both individuals and communities, and 
particularly in caring for the most vulnerable in society. Our ministers and 
others spend much time alongside people who are close to death and feel 
their pain. We are therefore sympathetic towards the fears and desires of 
those who may be afraid of a death which is painful, or where people fear the 
sense of dependency or powerlessness which may characterise various 
degenerative diseases. 
 
However, we are clear that what is proposed in this Bill is not the best 
solution. Rather, there is a necessity to ensure that, as far as possible, all 
have access to good palliative care. This, in the widest sense, involves caring 
not just for the physical but also the emotional and spiritual needs of people 
coming towards the end of their lives. There is also a need to accept the 
inevitability of death, and that there are times when medical interventions are 
inappropriate. 
 
The Church fundamentally disagrees with the proposed legislation, which 
represents much more than simply a tinkering with the law. Such legislation, 
breaching as it does the societal prohibition on the taking of human life, 
carries implications for the whole of society, and for attitudes to many aspects 
of health and social care. It has profoundly negative implications for the most 
vulnerable in society, who may already feel voiceless and marginalised. These 
implications and concerns of those who will be most directly affected must 
carry as much importance as the views expressed by those who are pushing 
for a change in the law. 
 
The modern world has seen changes to family life with increasing numbers of 
people living geographically apart from their relations. The ways in which care 
and support for the vulnerable are provided therefore also need to change. 
While this Bill may represent an attempt to address some of these issues, as 
a society we need to do better. 
 
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? 

 
We are concerned that, in many ways, the proposed legislation is even more 
open to abuse than was the previous Bill, which was decisively rejected by the 
Scottish Parliament in 2010. For example, use of very broad terminology such 
as “life shortening” as a qualifying condition. People with diabetes or epilepsy 
die younger than average (see 
http://www.nhs.uk/news/2013/07July/Pages/People-with-epilepsy-have-
higher-risk-of-early-death.aspx), so epilepsy suffers could therefore be defined 

http://www.nhs.uk/news/2013/07July/Pages/People-with-epilepsy-have-higher-risk-of-early-death.aspx
http://www.nhs.uk/news/2013/07July/Pages/People-with-epilepsy-have-higher-risk-of-early-death.aspx
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as people qualifying for assisted suicide under this Bill. Diabetes is also life 
shortening and affects a much larger proportion of the population; does the 
proposed legislation wish to allow all diabetics the option of killing themselves 
if they develop one of the complications, such as vascular disease (possible 
amputation), eye problems (possible blindness), or renal failure (possible 
dialysis +/- transplantation)? 
 
Also, following criticisms of the provision for assessments of the mental health 
of those seeing assisted suicide in the previous version of the Bill, rather than 
make any attempt to tighten or improve that aspect of the Bill, the response of 
the proposers has simply been to remove any requirement for an assessment 
of mental health at all! 
 
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 many ways, this prevention of prosecution of those carrying out the 
assistance seems to be the main purpose of the legislation. The law as it 
stands, which makes it an offence for anybody to assist another person to 
attempt or complete suicide, is straight forward. To allow for provision of 
assistance in some circumstances would mean that there is always the 
possibility of abuse of any “safeguards” included. Motivations of all involved 
would need to be assessed, which may be difficult. For example, families 
under pressure may make subtle (perhaps even unintentional or 
misunderstood) suggestions to their relatives that the best and most 
honourable thing to do would be to seek assistance to die. Such suggestions 
may be difficult for those outside the family to detect. 
 
Or if, for example, a resident of a care home were to seek assistance to end 
their own life, how this would affect other less able residents of the care 
home? This is not simply about the attitudes of staff or family members; it is 
about how a person experiences the expectations of those around them. It is 
not possible to provide a legal process which can check whether a vulnerable 
person, dependent on the care of others, is acting freely. 
 
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? 
 
Any process of this type almost inevitably runs the risk of becoming, in the 
hard-pressed context of caring for those near death, a “tick box” exercise, 
where procedures are superficially adhered to, but the main reason behind the 
protocol is lost. Witness, for example, the recent situation with regard to the 
Liverpool Care Pathway in end of life care. The pathway becomes a one-way 
street. 
 
We need to explore in more detail how society understands, communicates 
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and discusses death, dying and bereavement. One of the issues which a 
debate such as this reveals is the sense of loss of control which patents and 
their families sometimes feel as death approaches. We must beware of 
medical models which can depersonalise, and also need to avoid 
inappropriately aggressive medical interventions as people near the end of 
their lives: the (sometimes implicit) view that every death is a medical failure 
needs to be challenged. Care is spiritual as well as physical. There is a great 
fear of a painful death, which can be mitigated, although not always 
completely removed, by palliative care. 
 
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 has already been pointed out, the terminology used in the Bill is so broad 
as to be almost pointless, and provides essentially no protection against 
abuse. The Member who introduced the Bill has made it clear that the ultimate 
intention, if any such legislation were introduced, would be that the categories 
of those eligible to be assisted to die be extended (see Assisted Suicide 
(Scotland) Bill Policy Memorandum 
http://www.scottish.parliament.uk/S4_Bills/Assisted%20Suicide/b40s4-introd-
pm.pdf sect 54). 
 
In addition, we would wish to express concern about illnesses such as 
dementia in which there may be minimal medical treatment or intervention but 
a high need for care, which may be expensive. While it would never be put in 
such stark terms by its advocates, assisted dying saves money- for health 
boards or for relatives, it could come to be seen as the cheapest option. We 
need to ensure protection of the weak and vulnerable, of people who cannot 
argue against being led down a particular route- remembering that not every 
family is a supportive and caring family, seeking the best for their relative.  
 
6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill?  
 
As we have already said, we feel that no amount of “safeguards” will ever be 
able to completely prevent abuse. 
 
7. Do you have any comment on the roles of medical practitioners 
and pharmacists as provided for in the Bill? 
 
One of the most disturbing aspects of this proposed legislation is that it 
requires members of the medical and allied professions such as pharmacy to 
be active participants in the process of assisted suicide. As has already been 
pointed out, death is a natural process. It is clear that there is a role for the 
medical profession in supporting people at the end of their lives; however, that 
role should not include the intentional ending of life. 
 

http://www.scottish.parliament.uk/S4_Bills/Assisted%20Suicide/b40s4-introd-pm.pdf
http://www.scottish.parliament.uk/S4_Bills/Assisted%20Suicide/b40s4-introd-pm.pdf
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The great majority of health care professionals and their representative bodies 
have consistently opposed legalising assisted suicide. Requiring members of 
the medical profession to be involved in intentionally ending life would 
fundamentally change the relationship between medical professionals and the 
society they serve. This is a point of principle which goes beyond the 
individual practitioner and the individual patient. While a conscience clause 
would enable individuals to opt out of participation in this process, there would 
also be practical problems- for example, in rural areas where alternative 
practitioners may not be available. It would also be a problem in urban areas 
where, if the patient’s own doctor refused to participate, the patient would 
have to hawk themselves around to try to find a doctor prepared to do it. 
 
8. Do you have any comment on the means by which a person would 
be permitted to end his/her life under the Bill?  
 
While we appreciate the proposers’ motivation in not stipulating the means of 
death, we would be concerned that, in the current draft of the Bill, no limits at 
all are placed on how the person is assisted in ending their lives. 
 
9. Do you have any comment on the role of licensed facilitators a 
provided for in the Bill? 
 
We have concerns about many aspects relating to the proposed facilitator. For 
example, facilitators are there to give “such practical assistance as the person 
reasonably needs”. What are the limits of the assistance that the facilitator is 
able to give in, for example, lifting the cup to the lips of the person seeking to 
complete suicide? 
 
The description of the way in which licensed facilitators would act seems to 
suggest that the suicide (or attempted suicide) would take place at the 
person’s home. While we can understand why the proposers of the Bill would 
wish to do this, there are clear risks inherent in the final death not happening 
near medical professionals. For example if there was a mistake made in the 
administration of the drugs, the person could be left in great pain while 
paramedics come to their aid; if it were done in a more controlled medical 
environment the person could receive aid more quickly in the event of 
maladministration. Also, we are concerned about the fact that drug with the 
ability and intention to cause death could be available outside a controlled 
medical environment, and could be used accidentally by someone else, 
misplaced, or stolen, more easily than if they were secured in a medical 
facility. 
 
10. Do you have any comment on the role of the police as provided 
for in the Bill?  
 
11. Do you have any comment to make about the Bill not already 
covered in your answers to the questions above? 
 
There is a need to accept that death is a natural process, and that not every 
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death is a medical failure. What is a good or a dignified death? Arguably 
assisted dying, as envisaged by this Bill, is less dignified than the natural 
process because of the requirement to submit to a formal protocol, with 
numerous consultations, etc. 
 
Much of our opposition is motivated by a concern for the weakest and most 
vulnerable in our society. While the articulate and those with supportive 
families can get their voices heard, what of the marginalised? Prejudice 
against disabled people is already widespread and their quality of life 
underrated. Will this proposed legislation encourage doctors and nurses to 
fully explore the concerns of the disabled, and fight for their full lives, or will it 
undermine this work? Will those in our communities with disabilities get 
suicide prevention or suicide assistance? 
 
While recognising that medicine is constantly improving our ability to deal with 
physical pain, we need to also be aware that the anguish around death is 
much more than a fear of pain. Palliative care, which takes care of all aspects 
of the person, needs to be made more widely available. 
 
The current law, through its acceptance that some may wish to take their own 
lives, but its blanket prohibition of assisting another person to attempt or 
complete suicide, is clear, and provides a strong disincentive to abuse and 
exploitation whilst allowing prosecutors and judges discretion in hard cases. It 
does not, in our opinion, need changing. 
 
 
Church of Scotland Church and Society Council 
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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, and not at the present time. We would like questions about Assisted Suicide to 
be asked within a wider context. Any one person, let alone any one denomination, is 
likely to feel conflicted on this matter. Members of the Scottish Episcopal Church 
have a variety of views. See response to question 11 for considerations and 
elaboration. 

 
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?  
 

We view favourably:  
 

 the omission of voluntary euthanasia 
 the seemingly narrower eligibility criteria (that a person’s disability and inability 

to live independently are not sufficient to qualify for assisted suicide). 
 
We are concerned that the Bill: 
 

 does not require the presence or assistance of medical staff at the suicide 
 does not stipulate the need for assessment by a psychiatrist. 

 
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?  
 

See responses to questions 1 and 11. 
 

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?  
 

We see a role of the Law as being to protect the vulnerable, and are concerned that 
some people may feel under pressure to make requests. It is not clear how this 
process would be policed. 

 
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?  
 

Our lives are lived in a progressive condition that is terminal and so these definitions 
do not offer clear delineation. 

 
We would advocate palliative care being extended beyond cancer and heart care, 
and made available to all people who would like to receive it. 
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6. Are you satisfied with the eligibility requirements as regards age, 

capacity, and connection with Scotland as set out in the Bill?  
 
We share with others fears that provision for Assisted Dying will be extended to 
children, as has been the case in Belgium. It will indeed be hard to make a case for 
allowing Assisted Suicide to a 16 year old whilst denying it to someone who is 15 
years and 11 months old, and we may be taken towards legitimising assisted suicide 
for minors.  
 
We acknowledge that Scotland has the advantage of seeing the law in operation in 
other places, and the freedom to decide how to manage its own legislation and 
practice on this matter. It is possible, for example, to set a limit of 16 years of age, 
which may seem arbitrary in that there is no discernible difference between 16 years 
and 15 years and 11 months, and to stick to this limit for regulatory reasons so as to 
provide the certainty that the law requires, as, for example, the limit of 14 days from 
fertilization for keeping a live embryo in the laboratory. These limits are not entirely 
arbitrary; there are reasons behind them, and any change would, we would ask, be 
made with extremely careful deliberation. 
 
We hear the fear of many disability groups, that the Bill sends out a message that if 
you have certain conditions then life is not worth living, or that you lack dignity. As 
mentioned re question 4, we also fear that vulnerable people, including elderly 
people, may in time come to feel it as a duty not to go on living so as not to be a 
burden. 
 
We are aware of the expressive function of the law; that when a law is changed, it 
also changes perceptions (for example, when wearing seatbelts became compulsory 
in law, this affected people’s judgements about the non-wearing of seatbelts). The 
law is not neutral; it approves and disapproves of things. We are concerned that 
Assisted Suicide legislation would delineate an abject realm in which choosing to be 
assisted to die is perceived to be the reasonable thing to choose, such that not 
choosing it would somehow be unreasonable. 
 

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

 
We are aware the professional bodies representing medical practitioners and 
pharmacists are opposed to the Bill, and would want assurance that no-one would 
be put under duress should the Bill become law. 
 
We are concerned that where assisted dying is made legal, funding for palliative care 
may be reduced. The optimum outcome, were assisted suicide to become legal, 
would be it for it to be in conjunction with good palliative care, and for palliative care 
to be available to all who would benefit from it. 
 

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

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

It is not clear whether the facilitator would need to be present at the actual death, nor 
is it clear how facilitators would be selected, trained and funded. 

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

the Bill?  
 

The Bill would be hard to police. It would be hard to make a judgement that a person 
requesting Assisted Suicide was ‘not persuaded or similarly influenced’.  
 
There would need to be a reporting mechanism such that the police could ascertain 
who was involved in any particular death. This will be difficult if the licensed facilitator 
is not required to be present at a death. 

 
11. Do you have any comment to make about the Bill not already covered in 

your answers to the questions above?  
 

We uphold the sanctity of human life, and this, alongside compassion, are our 
primary considerations when thinking about Assisted Suicide.  

 
1. We acknowledge that in Christian contexts the sanctity of human life is rarely 

an absolute, but rather is adhered to in contexts where the preservation of life 
might come second to some other good, such as justice (for example, where 
there have been arguments for just war), or self-sacrifice.  

2. Christian arguments in favour of Assisted Suicide, are usually offered on the 
grounds that compassion is in some circumstances a higher good than the 
preservation of life, and we have sympathy with that, and want to explore the 
transformative effects of compassion that broaden our responses to suffering 
(see iii) below).  

3. Christian arguments tend not to promote autonomy/the right to choose as a 
higher good than the preservation of life, although Swiss Roman Catholic 
theologian Hans Küng has argued that the all-merciful God, who has given 
men and women freedom and responsibility for their lives, has also left dying 
people the responsibility for making a conscientious decision about the 
manner and time of their deaths. 

 
I. We would like questions about Assisted Suicide to be asked within a wider 

context.  
 

1. We would like to see and contribute to a wider conversation in society about 
how to live our dying well; a conversation that will broaden this question out 
beyond purely medical considerations.  

2. People find it difficult to talk about death, and large numbers of people in 
Scotland have not made wills. The current trend of death cafés is helping us 
to overcome our taboos, but conversation in death cafés is primarily focussed 
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on medical choices at the end of life. We are helped to face our mortality 
when we see death on a trajectory with other things that we face through life: 
change, saying goodbye, letting go, loss, limitations. By experiencing all of 
these things, we are getting some practice in for how to live our dying well. 
We can also hear and gain perspectives on the preciousness of life and the 
intensity of living close to death from those who are knowingly approaching 
their life’s end. Learning these things is part of ‘the art of dying’.  

3. Discussion of assisted suicide is likely to look different in a context where the 
art of dying is remembered and practised as something that we can learn 
throughout our lives. Baroness Neuberger, in the Malcolm Goldsmith Lecture 
(Edinburgh, 11 March 2014), said that the art of dying began in eighteenth 
century when laudanum came to be used to combat pain. In other words, she 
saw the art of dying as a medical art to do with pain relief. But the art of dying 
is a spiritual art, learned emotionally and communally, and found in all 
religions and traditions. In Christian Europe, it grew with the plague and 
culminated in the Seventeenth Century in the work and words of Jeremy 
Taylor: ‘Dying is an art, best learned by us in health’.  

 
II. We want to explore compassion beyond the giving of drugs and legality of 

choosing death, and to look towards transformative possibilities. 
 

1. Matters that people most dread about the end of their lives are loss of 
autonomy and loss of dignity. Intolerable pain is the third highest factor that 
people worry about ahead of time. About 90% of pain can be controlled by 
drugs but that leaves 10% that cannot, and we are realistic about that.  

2. Loss of autonomy and loss of dignity cannot be palliated by drugs, and need a 
different response; one that is social, emotional and, for many people, 
spiritual. Loss of autonomy and loss of dignity cannot be ‘fixed’ but they can 
be transformed, and we need to look for what enables transformation, and to 
allow that transformation can take unforeseen positive directions. Loss of 
hope might seem like the worse loss of all, but when we lose hope we gain 
acceptance. New forms of hope may follow. 

3. A related matter is the possibility of transforming the notion that people are a 
burden when they are ill and dying. Caring for others is deeply humanising 
and often felt to be a blessing. Just as some people say that the last few 
months of life have been the most intensely lived, and in some ways ‘happy’, 
so some people can say that caring for their dependent loved ones, with 
dementia or debilitating illnesses, have been the most precious times, or the 
culmination of their lives. These experiences need to be kept before us as 
possibilities, and as part of the conversation when facing very real fears about 
loss of autonomy and dignity. 

 
 
Faith and Order Board 
General Synod of the Scottish Episcopal Church 
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Assisted Suicide (Scotland) Bill 
 

Introduction 
 
We are grateful for the opportunity to submit written evidence on this Bill. We 
regret that the limit of 2000 words has been imposed, which makes it very 
difficult to express fully our objections to the Bill. We therefore crave the 
indulgence of the Committee if we go beyond the limit.  
 
There is no question asked about the principles of the Bill, only “the general 
purpose”. This reflects the determination of the late Ms MacDonald in her 
Consultation to consult only on “the specifics of the process” rather than on 
the principles on which the Bill is based. This is a serious omission, as it was 
on the principles of the End of Life Assistance Bill that it was defeated at 
Stage 1 after exhaustive scrutiny. These principles have not changed and no 
amount of tinkering with the process will make the Bill acceptable. We will 
deal briefly with some of these principles in answering question 1.  
 
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 
We are intrigued by the phrase “general purpose”. On the face of it the Bill 
has a very specific purpose. However, perhaps unwittingly, the question 
shows that framing such a law may well have effects other than the specific 
purpose for which it was framed. We will return to this later (Q 11).  
 
We oppose the purpose of the Bill for the following main reasons: 
 

 Sanctity of human life. As a Christian Church we believe that human 
beings are made in God’s image and likeness and this gives an 
inherent dignity to each one of us. This demands that we treat human 
life with the utmost respect and this prohibits the deliberate ending of 
an innocent human life, including one’s own. It also prohibits assisting 
others to end their own lives. Our responsibility is to protect human life, 
especially at its weakest and most vulnerable, and our humanity is best 
shown in our mutual care for one another to reduce suffering and to 
give appropriate support right up to the end of life. This includes 
making palliative care available to all who would benefit from it. It does 
not demand that we attempt to prolong life indefinitely by burdensome 
treatment when no long-term benefit is achievable.  

 
 Limitations on autonomy. The main principle on which the Bill is based 

is that of individual autonomy, which, it is claimed, gives us the right not 
only to choose the time and manner of our death but also to demand 
help to end our lives if we are unable to do so by ourselves. But our 
personal autonomy is already limited in many significant ways by 
legislation which is aimed at protecting ourselves and others. It is an 
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abuse of autonomy to claim not only that I have a right to take my own 
life when I find its quality unacceptable but also that I have a right to 
get someone else to help me end my life regardless of the effect this 
may have on others and on society in general. This extreme 
individualism is unrealistic and dangerous to society as a whole. 
Humans are relational, not autonomous beings. We have a duty of care 
for others in society, especially those who are vulnerable. People can 
exercise their autonomy to refuse treatment that they consider 
burdensome and uncertain in its benefits and this may shorten their 
lives. But this is not euthanasia.  

 
 Quality of life. The concept of finding one’s quality of life unacceptable 

seems to be based on loss of independence, control and dignity, and 
not only on the suffering of symptoms such as pain, which, in the vast 
majority of cases, can be relieved by palliative care. This is an 
insufficient basis for deciding a life is no longer worth living. None of us 
is completely independent. We are dependent on others to a greater or 
lesser extent throughout our lives as well being dependent on our 
environment, the creation of which we are a part. We believe that 
ultimately we are dependent on God himself. We support the concept 
and practice of ‘independent living’, which gives disabled individuals 
choice and control over the extent and manner in which they are 
supported. But this still involves a measure of dependence on others. It 
is as we learn to give and accept care that we realise our full humanity.  

 
Although we may suffer a subjective loss of dignity due to loss of 
independence, loss of privacy and loss of control of bodily functions, 
we do not lose the inherent human dignity which we each possess as 
human beings. This inherent dignity does not depend on any capability 
or lack of it. Rather it is inherent to our humanity as made in God’s 
image. 
 
If we decide our quality of life is such that we no longer wish to live, this 
will inevitably have an effect on others in similar or worse situations 
and how they are viewed by society. We are in effect inviting society to 
believe that such lives are not worthy of life. We have a duty towards 
such people of protecting their inherent human dignity and right to life.  

 
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 attempts to be clearer, simpler and more specific than its 
predecessor. Although some aspects are clarified, many ambiguities remain 
and it is no more acceptable as legislation than its predecessor. 
  

 The change of title attempts to narrow the scope from “end of life 
assistance” to “assisted suicide”. Also an attempt is made to distance 
assisted suicide from euthanasia. This is unsuccessful (see answer to 
Q 8).  
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 It is claimed that this Bill is better drafted than its predecessor. This, 

however, is debateable. This Bill is written in a way that is confusing 
because of frequent cross-references for clarification. Also many terms 
are used which require definition, as they are capable of various 
interpretations. For example, in Section 18 (3) the word “cause” 
requires some elaboration. In Section 19 the phrase “best endeavours” 
is used without definition or specification.  

 
 The qualifying conditions claim to be narrower and more specific, in 

particular purporting to exclude people who are permanently physically 
incapacitated. However, as we shall endeavour to show, this is by no 
means as clear as is claimed (Q5).  

 
 The three stage process, beginning with a preliminary declaration is 

different, and we will comment on this later (Q 4). 
 
 The introduction of “licensed facilitators” is an attempt to distance 

medical practitioners from the act of suicide and, as we shall argue, is 
as unacceptable as the previous procedure (Q 7 & 9).  

 
 The procedure to be followed during and after the assisted suicide is 

different and is poorly defined (Q 8, 9, 10).  
   
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?  
 
It is intriguing that Part 1, section 1, subsection (3) provides for circumstances 
in which the process of the Act has not been followed. This seems remarkably 
like the status quo. Since at present there is no specific crime of assisted 
suicide, prosecution is at the discretion of the COPFS and the court, in any 
case, would have complete discretion in finding that a crime had not been 
committed based on the evidence submitted to it. This shows that the Bill is 
unnecessary. The purpose of the law is to protect the vulnerable. It is doing 
this at the moment and should not be changed. This Bill would open the way 
for vulnerable people to be put at risk because assisted suicide would become 
socially acceptable and deemed a valid ‘treatment option’ to offer to people. 
Subtle internal and external pressure could be brought to bear on vulnerable 
people, especially in these financially straitened times. The current incidence 
of ‘elder abuse’ further heightens our concern about the potentially harmful 
effects of this Bill.  
 
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 
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The purpose of this seems to be threefold: if done while the person is in good 
health, to lay down an early marker for those interested in assisted suicide as 
an option in some future situation; if done late, to provide a screening process 
before the first request; to be a safeguard for those who are not interested in 
assisted suicide. We object strongly to the provision that it can be made from 
the age of 16 while in a state of good health. This opens the door to 
encouraging thoughts of suicide at a vulnerable age, as well as softening up 
society to accept suicide as an acceptable way out of problem situations. At a 
time when the Scottish Government is commendably trying to reduce the 
suicide rate, this is unacceptable. There seems to be no logical reason for 
anyone to make such a declaration until faced by the diagnosis of a possibly 
terminal illness. One week is far too short an interval between a preliminary 
declaration and a first request. Undue pressure would be just as likely to 
occur for a preliminary declaration as for an actual request, so it does not 
provide much of a safeguard.  
 
The first and second requests 
 
See answers to Q 5 and 7 
 
The short 14 day time limit between the second request and the assisted 
suicide is purportedly to ensure that capacity is maintained. However, it could 
well give rise to extra pressure to go through with the suicide rather than await 
a natural end which might not be far away. Statistics from Oregon show that 
many lethal prescriptions and drugs are never used by the intended 
recipients. They are a ‘back-up policy’ – surely a very poor medical practice.  
 
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 two provisions are capable of wide interpretation, especially 
when qualified by “for the person”. “Life-shortening”, in particular, 
widens the range of illnesses and conditions to which this would apply. 
Whereas “terminal” would normally indicate a life-expectancy of days, 
weeks or months, “life-shortening” could apply to a situation where 
there were many years of life expectancy. Thus illnesses and 
conditions such as diabetes, some forms of heart disease and lung 
disease, Progressive Multiple Sclerosis, Motor Neurone Disease and, 
in some cases, tetraplegia would qualify in certain circumstances.  

 
 The other provisions, which are not mentioned in the question, are that 

the person has an unacceptable quality of life and the person sees no 
prospect of improvement of quality of life. Since the foregoing 
provisions are fairly wide, these qualifying provisions assume an even 
greater importance. Thus persons with many years of life-expectancy 
could qualify if they saw no prospect of improvement and found their 
quality of life unacceptable. These are very subjective judgements 
which are impossible to falsify. These provisions leave the door wide 
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open for incremental extension to conditions which at first sight are 
neither terminal nor severely life-shortening. It all depends on the 
person’s subjective view of quality of life and the readiness of the 
medical practitioners to acquiesce.  

 
 The qualification of “condition” by “progressive” seems to have the 

purpose of excluding conditions which are not usually progressive, 
such as tetraplegia, while including conditions which are, such as 
Muscular Dystrophy. However, this is by no means clear. Disabled 
people have just as much to fear from this Bill as they did from the ELA 
Bill. The protestations of the Policy Memorandum 27-30 fail to 
convince.  

 
 Medical assessment for mental illness such as depression should be 

mandatory.  
 

 There should also be assessment of the level of palliative care and 
social support being given in order to have some objective measure of 
quality of life. The vast majority of people who receive good palliative 
care do not persist with requests for help to end their lives.  

 
6. Are you satisfied with the eligibility requirements as regards age, 
capacity, and connection with Scotland as set out in the Bill?  
 
NO 
Sixteen is too young an age to make such a momentous decision.  
 
7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill?  
 

 The requirement that the preliminary declaration be recorded in the 
medical records of the person might, in the event of the endorsing 
practitioner not being in the person’s practice, involve the medical and 
other staff in an activity they might not be in favour of and to which they 
might have conscientious objections. The Bill makes no allowance for a 
conscience clause in such circumstances.  

 
 The two medical practitioners endorsing the two requests have to judge 

capacity. This differs from the End of Life Assistance Bill in which it was 
a psychiatrist who would do this (Explanatory Notes 28). There is no 
mention of the necessity of examining the person for the possibility of 
mental illness such as depression, which might be present and yet not 
affect capacity, while causing suicidal thoughts. Such an examination 
would take some time and should not be glossed over. This is a serious 
defect.  

 
 There is no mention of excluding the presence of undue pressure and 

ensuring that the request is entirely voluntary.  
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 The medical practitioners do not need to specify the illness or 

condition. This would seem to render a thorough examination of the 
person unnecessary and is wide open to abuse, especially since the 
medical practitioners do not seem to need to acquaint themselves fully 
with the person’s case. This is deplorable. Good medical practice is 
based not only on a thorough knowledge of disease and health, but on 
good personal rapport with the patient and detailed assessment. This 
cannot be gained in a brief interview, however many case records are 
available. Since only a minority of doctors are in favour of any form of 
euthanasia, people would have to search for a suitable medical 
practitioner.  

 
 There is no mention in the Bill of the acts of prescribing and dispensing 

or supplying the “drug, other substance or means” by which the person 
is to end his or her life. This would be a serious departure from the 
traditional roles of medical practitioners and pharmacists and would 
require changes in the professional guidelines for these professions. 
This we oppose strongly, as the role of these professions should never 
be to bring about death deliberately and should always be to care and 
treat appropriately until the natural end of life. The Policy Memorandum 
(38-40) and the Explanatory Notes (38-39) treat this in a rather cavalier 
fashion, considering that the Royal College of General Practitioners 
opposes a change in the law. This is not a merely technical or 
procedural matter, but affects the nature of the profession and the 
doctor-patient relationship.  

 
 There is no mention in any of the documents of a death certificate, who 

should complete it or what should be entered as cause of death. There 
is no mention of collection of statistics of assisted suicide. There is no 
mention of monitoring or of a review mechanism. Would these be left to 
Government directives, to be worked out later?  

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

 This seems deliberately to remain unspecified in the Bill (Policy 
Memorandum 38-40 and Explanatory Notes 38-39). So it could be by 
prescribed oral barbiturates or other drugs; by an inert gas like helium, 
self-administered by means of a supplied mask or hood; or by the use 
of some sort of apparatus through which the person could self-
administer a lethal drug intravenously. The list could go on – depending 
on human ingenuity. This is a serious defect, as some means might be 
undetectable and this could open the door to abuse. Again there seems 
to be an attempt to distance health professionals from the act of 
suicide, because some of these means would not require the 
involvement of a doctor and would therefore be more difficult to 
supervise and police.  
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 These means increasingly approach the euthanasia side of the 

spectrum of “assisted dying”, where more and more is done by the 
person supplying the means. For instance, someone who cannot 
swallow and is being fed through a tube could have a bottle of a lethal 
drug prepared and set up so that the person could self-administer it by 
opening a valve. If his or her hands were very weak, assistance would 
be needed, so that it becomes a joint operation, possibly with most of 
the strength coming from the assistant. Or it could be triggered through 
a computer by a slight finger movement or the blink of an eye. This 
shows how difficult it can be to differentiate between euthanasia and 
assisted suicide.  

 
 If a person fulfils the requirements of having a life-shortening or 

terminal illness or condition, etc, but is unable to perform the act 
directly causing death, the person might go to law on the basis of unfair 
discrimination and denial of ‘rights’, if assisted suicide is admitted as a 
‘right’ under certain ill-defined circumstances. Once the principle is 
legalised in one form, it is possible that it may be extended to include 
euthanasia. This is another reason to reject the Bill.  

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

 Sixteen is too young an age for this onerous responsibility.  
 
 The role of the licensed facilitators may clash with the role of health 

professionals delivering care for the terminally ill person. It is unlikely 
that the facilitator would have the all-round training and skills necessary 
to deliver such care. What about the conscientious objections of these 
care attendants who have to be present to the end of the person’s life?  

 
 The psychological effects on the facilitators could be deleterious to 

their well-being.  
 

 There is no requirement for the facilitator to keep records, or even to be 
present at the moment of death. This confirms that this Bill is poorly 
drafted.  

 
 There is no mention of the place or premises in which assisted suicide 

may be carried out. We would object strongly if this were allowed in 
NHS premises.  

 
10. Do you have any comment on the role of the police as provided for in 
the Bill?  
 
The only role of the police specified is as recipients of the report from the 
facilitator of the assisted suicide or attempted assisted suicide. The Policy 
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Memorandum (49) states that it is for the police to make any investigation 
they consider necessary and to report to the procurator fiscal if they have any 
grounds for believing that the correct procedure had not been followed. So on 
a verbal report from a facilitator, the police could just record the report and 
forget it. Why should they investigate it as a routine? This seems another 
attempt to make this a routine matter, not a monumental change in society’s 
dealing with life and death issues.  
 
11. Do you have any comment to make about the Bill not already 
covered in your answers to the questions above?  
 
Cost implications 
Because we oppose the Bill in principle, we oppose the use of public money 
both to set up the licensing structure for facilitators and also to meet any 
charges on the NHS. The Financial Memorandum (28) argues that it is difficult 
to calculate the overall financial effect, although there may be some savings in 
individual cases depending on how long they would have lived if they had not 
undergone assisted suicide. Section 29 emphasises that cost-saving is not a 
purpose of the Bill, but it is all too easy to see this becoming a factor if this Bill 
were to become law, thus putting even more vulnerable people at risk.  
 
Possibility of extension in the future 
According to Paragraph 54 of the Memorandum the sponsor of the Bill “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 that 
would offer hope to other categories of people seeking assistance to die.” This 
would suggest that the Bill is seen as a first step towards wider access to 
assisted dying, possibly to include euthanasia, which some campaign groups 
favour.  
 
Conclusion 
This Bill is wrong in principle and is poorly drafted. The proposed safeguards 
give no confidence that vulnerable lives will be protected. The Bill should 
therefore be rejected.  
 
  
Rev Professor-Emeritus Donald M MacDonald FRCSEd  
The Free Church of Scotland  
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Assisted Suicide (Scotland) Bill 

The Free Church of Scotland is opposed to the Assisted Suicide (Scotland) 
Bill for the following main reasons: 

Principles 

 Sanctity of human life. Christianity, based on the Bible’s teaching, 
which has been the bedrock of our society for centuries, forbids the 
taking of innocent human life because we are made in the image of 
God. This demands that we protect all human life, especially the most 
vulnerable. Compassion requires mutual care of one another and the 
relief of suffering right up to the end of life. Suicide is not to be 
encouraged, far less assisted. We strongly support the extension of 
good palliative care to all who require it.  

 Limitations of autonomy. We reject the argument for the Bill based on 
individual human autonomy. Our autonomy is already limited by laws to 
protect ourselves and others. Human beings are relational, not 
completely autonomous beings. People are free to exercise their 
autonomy by refusing treatment and this may hasten their death, but 
this is not euthanasia. Legalising assisted suicide could put vulnerable 
lives at risk through internal or external pressure being bought to bear 
on vulnerable people.  

 Quality of life. The Bill is also based on the premise that those who find 
their quality of life unacceptable have the right not only to take their 
own lives, but to ask others to help them if they are unable to do so 
themselves. One problem with this is that by agreeing that their life is 
not worthy of life, we would be passing judgement on others in similar 
circumstances, thus demeaning and endangering human life at its most 
vulnerable. We maintain that, although we may lose our subjective 
sense of human dignity, we cannot lose our inherent human dignity.  

Other considerations 

 Appeal to opinion polls. The House of Lords in 2005 warned against 
reliance on opinion polls to settle such serious matters, because much 
depends on selection of participants and the way the question is 
framed. While many polls appear to show that the majority of the 
population supports assisted suicide, this is unreliable. A recent 
internet poll conducted by Thirdforcenews, which represents the 
voluntary sector in Scotland, with the question “Should assisted suicide 
be legalised?” and answered by nearly 1200 people, showed nearly 
70% opposed and only 30% supported legalisation.  

 We question the frequent assertion that implementation of assisted 
suicide and euthanasia in other countries is problem-free and that there 
is no evidence of incremental extension. The figures from Oregon show 
that there has been a steady increase in the number of deaths under 
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the Death with Dignity Act up to 2012. The figures for 2013 are not yet 
complete. In 2013 only 65% of those who died under the Act had 
cancer and 35% had more long-term illnesses. The main reasons given 
for using the Act were loss of autonomy, loss of dignity and fear of 
being a burden on others, not uncontrollable pain. There is no 
mechanism for investigating these deaths.  

In 2012 the Lancet published an analysis of statistics of end-of-life 
practices in the Netherlands which showed that recorded case of 
euthanasia had risen over recent years to constitute over 3% of all 
deaths, a number of which are for non-terminal conditions. It was 
estimated that 23% of euthanasia cases were unreported. Also over 
12% of all deaths were due to deep continuous sedation, not officially 
classified as euthanasia.  

 We are concerned that with an ageing population in a time of economic 
stringency and increasing elder abuse pressure might be felt by 
vulnerable groups to consider assisted suicide as their duty.  

Problems in the Bill  

 Preliminary declaration. We object strongly to the provision that this 
can be made from the age of 16 while in a state of good health. This 
would open the door to encouraging thoughts of suicide at a vulnerable 
age, as well as softening up society to accept suicide as an acceptable 
way out of problem situations. At a time when the Scottish Government 
is commendably trying to reduce the suicide rate, this is unacceptable. 

 Qualifying conditions. Proponents of the Bill maintain that it is designed 
for the very few people who have unbearable suffering towards the end 
of life, unrelieved by treatment, and who want help to end their lives. 
However, the provisions of the Bill are framed very widely to include 
those with a terminal or life-shortening illness or a progressive 
condition which may be terminal or life-shortening. Quite apart from the 
difficulty of defining “terminal”, this may include people who may have 
many years of life expectancy.  

 There is no provision for professional assessment for depression, 
which is often associated with suicidal thoughts.  

 There is no provision for the assessment of the level of long-term or 
palliative care being received.  

 Implications for the medical and allied professions. Despite the attempt 
to distance doctors from the act of assisted suicide, they must be 
involved in endorsing the first and second request and then prescribing 
a lethal dose of a drug and a pharmacist would have to dispense it. 
This would be a huge departure from the traditional roles of these 
professions as life-affirming and could be liable to abuse. There is also 
no conscience clause.  
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 The means of ending life. Nowhere are these specified, leaving the way 
open for further uncertainty. The amount of assistance that is required 
is also not specified, leaving a grey area bordering on euthanasia, 
although this is specifically denied by the sponsors.  

 The recording process of the actual suicide is not specified and there is 
much vagueness about the procedure of reporting of the death and no 
mention of a death certificate.  

 The problem of human rights. If someone qualifies, but is physically 
unable to take the action required, they could use human rights and 
equality legislation to claim a right to euthanasia. Once the principle of 
euthanasia is allowed, there is even greater danger of abuse. The 
Memorandum states (54) that the sponsor’s hope was that the 
provisions could be extended in future.  

 The licensed facilitator. This role is poorly defined and it could clash 
with the role of those who care for the person.  

This Bill is wrong in principle and is poorly drafted. The proposed safeguards 
give no confidence that vulnerable lives would be protected. The Bill should 
therefore be rejected.  

Rev Professor-Emeritus Donald M MacDonald FRCSEd  
On behalf of The Free Church of Scotland  
19 January 2015 
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Assisted Suicide (Scotland) Bill 

The Scottish Council of Jewish Communities (SCoJeC) is the representative 
body of all the Jewish communities in Scotland and its aims are to advance 
public understanding about the Jewish religion, culture and community. It 
works with others to promote good relations and understanding among 
community groups and to promote equality, and represents the Jewish 
community in Scotland to government and other statutory and official bodies 
on matters affecting the Jewish community.  

In preparing this response we have consulted widely among relevant 
organisations and members of the Scottish Jewish community. 

The Jewish Community in Scotland 

The majority of the Jewish community in Scotland is affiliated to Orthodox 
Judaism, which has four synagogues in Glasgow, and one in each of 
Edinburgh, Dundee, and Aberdeen. In addition there is a Liberal Jewish 
community in Edinburgh, and a Reform synagogue in Glasgow. There are 
also several welfare organisations, including organisations providing care 
services to people with terminal or life-shortening illnesses or conditions. 

Jewish religious law regards human life as sacrosanct. Its value is absolute, 
not relative to a person’s age or health, and it is certainly not something that 
can be ended at will. The requirement to save life is central to Jewish belief – 
the Talmud states that "one who saves a single life is regarded as if he had 
saved the whole world", and other religious obligations must (not "may") be 
set aside in order to do so. 

Reform and Liberal Judaism differ in some respects from traditional Judaism 
with regard to assisted suicide. All of these views are reflected in this 
response. Reform and Liberal Judaism respect and consult Jewish law and 
tradition in making decisions but do not regard themselves as ultimately 
bound by it; in particular they respect the autonomy of individuals and the right 
of individual conscience in reaching decisions, especially on issues of deep 
personal concern such as end-of-life issues.  

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? 

Jewish religious law is unequivocally opposed to both euthanasia and suicide, 
and Judaism sets great store by the dedicated care given to patients in their 
final illness by members of the medical and nursing professions. Jewish 
religious tradition gives clear guidance to those caring for terminally ill patients 
and for the patients themselves. Expressed simply, the principle is that it is 
forbidden to do anything that will hasten death. The pre-eminent authority on 
Jewish medical ethics, Rabbi Dr J.D. Bleich, has stated, in summarising the 
Jewish view on euthanasia: “Any positive act designed to hasten the death of 
the patient is equated with murder in Jewish law, even if the death is hastened 
only by a matter of moments. No matter how laudable the intentions of the 



HS/S4/15/3/1                       Written Submissions                              ASB403 
 

Scottish Council of Jewish Communities 
 

50 

person performing an act of mercy-killing may be, his deed constitutes an act 
of homicide.”3  

However, adequate pain relief supplied with the sole intention of relieving pain 
and distress is permitted by Jewish religious law, even if there is the possibility 
that the patient's life may be shortened in consequence. Since this is a 
complex area, consultation with doctors and a religious authority nominated 
by the patient or his or her family may be requested to establish what is 
appropriate in any individual case. 

While never encouraging suicide, Liberal Judaism is divided about assisted 
suicide. Many, motivated by the ethical concerns about the inherent value of 
all life, and the grave risk of coercion, would oppose any change in the law. 
Many others, however, would see it as the moral right of an individual to seek 
assistance in ending life which had become intolerable due to a terminal 
illness or terminal condition, and would oppose the prosecution of individuals 
who offered such assistance out of love and care, or in pursuance of their 
legally recognised responsibility. Where this is done within the framework of a 
procedure designed to ensure informed consent, and eliminate abuses, many 
members of the Liberal Jewish community would welcome a change in 
Scottish law.  

Reform Judaism is also divided about assisted suicide; it has no unequivocal 
position on assisted suicide, and respects the differing views. However, there 
are a growing number of Reform Rabbis who believe that there are limits to 
the efficacy of palliative care, and who strongly assert that assisted dying 
should be permitted, providing that safeguards are in place to protect the 
vulnerable. 

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 current Bill does not, in our view, provide improved security for individuals 
suffering from terminal or life-limiting illnesses or conditions, or for those who 
might be involved in assisting such individuals to commit suicide. 

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? 

Opinion in the Jewish community is divided on this subject. When she was 
Deputy Minister for Health and Community Care, Rhona Brankin informed the 
Scottish Parliament that "Under Scots law, an act of euthanasia by a third 
party, including physician-assisted suicide, is regarded as the deliberate killing 
of another and would be dealt with under the criminal law relating to homicide. 
The consent of the victim would not be a defence and no degree of 
compassion on the part of the person who carried out the act would amount to 
a legal justification."4 Many Jewish people, from across the religious 
                                            
 
3
 Judaism and Healing, Ktav Books, 1981 
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spectrum, would prefer this situation to be maintained, while, however, 
allowing the Lord Advocate wide discretion to consider each case on its 
individual merits. Others, however, would prefer greater clarity, and would 
therefore welcome a clear and legally enforceable statement defining what 
behaviour is permissible, and what would expose someone to prosecution.  

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? 

We do not believe that the proposed procedure can be relied on to ensure 
that an individual does not feel under pressure to request an assisted suicide. 
A rational decision to die would have to follow consideration, with family, 
friends, and carers, of the nature of the illness, concern about the impact that 
one is having on others, reflection on the available alternatives, and even on 
the perceived attitude of the health care team. If, for example, they, or any of 
the witnesses, believe that, were they in the situation of the requesting 
person, they would not wish to go on living, this view will undoubtedly be 
communicated, by tone and body language, if not in words, and will be an 
additional pressure on the person to proceed. The position of trust that they 
occupy in relation to a person requesting an assisted suicide, would itself lend 
weight to their view, whether explicitly stated or only implied. 

The death of a burdensome relative may be welcome to some people, and we 
are therefore concerned that the proposed lawful killing could become a cover 
for murder, and though the proposed safeguards might limit the scope for 
direct abuse, a considerable potential still exists for indirect abuse, not to 
mention well-intentioned but dangerous legal uncertainly.  

i) Declaration and Requests 

We would have expected a requirement for the full team engaged in caring for 
and supporting an individual to be involved in the request procedure, 
including, for example, both hospital-based doctors and GPs, hospital, 
hospice, and community nurses, and the community psychiatric team. We are, 
therefore, concerned that the Bill only requires the involvement of two medical 
practitioners, neither of whom is required to have known or provided care to 
the individual for any significant length of time. 

ii) Witness declarations 

It is not, in our view, possible for the witnesses to the declaration and requests 
to make a safe determination that an individual “has made the declaration 
voluntarily and, in particular, has not been persuaded or similarly influenced 
by another person to make it.” since the person concerned may feel 
constrained to withhold information that would lead to a contrary 

                                                                                                                             
4
  Official Report, 11 November 2004 
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=4541&mode=html#iob_340
20  
 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=4541&mode=html#iob_34020
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=4541&mode=html#iob_34020
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determination. If expert witnesses can disagree about mens rea – whether or 
not an act was voluntary – how can lay people make this judgement about 
someone who may be distraught and in pain? Moreover, being ‘voluntary’ 
does not preclude a request from having been made as a result of real or 
perceived pressure. We are concerned that some people may feel pressured 
to request assistance to end their life because they believe that otherwise 
they will be a financial burden to their family or to the NHS, but that this may 
not always be apparent. The simple presence on the statute book of a law 
legalising a form of euthanasia would in itself introduce an additional 
psychological pressure on patients. 

iii) Time limit 

Far from being a safeguard, it is conceivable that setting a time limit between 
the second request and its implementation might put additional pressure on 
an individual to proceed with an assisted suicide before the 14 days are up – 
and sooner than they otherwise might have done – in order to avoid having to 
repeat the entire request procedure. 

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? 

We are concerned at the breadth of these proposals. A person with a terminal 
or life-shortening illness may continue to live for only a few days or for several 
years, and whether or not there is a “prospect of any improvement” may 
depend as much on someone’s emotional as physical condition. It is not 
uncommon for a person who does not believe life worth living on one day, 
desperately to wish to live long enough to attend a wedding or see a 
grandchild when an engagement or pregnancy is revealed on the next, and it 
is not tenable to rely on a criterion that is not only subjective, but which may 
be subject to complete reversal in response to factors that have no bearing on 
the extent of a person’s illness or level of incapacitation. 

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

We are very concerned that the Bill’s proposal only to require a minimal 
connection with Scotland, namely registration, for however short a period, with 
a Scottish GP, would, as has become the case with Switzerland, cause 
Scotland to become a destination for people seeking assisted suicide. In the 
words of the Chief Executive of a welfare organisation in the Jewish 
Community that provides services to a large number of vulnerable people, 
“What the Bill is proposing would make Scotland a death haven – is that really 
how the Scottish Parliament wants us to be known?” 

The premise of the proposed Bill is that a person under 16 is not competent to 
request an assisted suicide, but we are concerned that some young adults 
could feel under pressure to so. For example, if a child under 16 expressed a 
wish to commit suicide, and his or her family moved to Scotland in order to 
facilitate this, he or she may feel compelled to abide by that earlier statement, 
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the more especially if other members of the family are suffering continuing 
detriment or disadvantage as a result.  

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

The Policy Memorandum acknowledges that relevant “guidelines or codes 
might include recognition that some GPs and pharmacists will have ethical or 
faith-based objection to any involvement in assisted suicide”, but we are 
concerned that the absence of an opt-out procedure from the face of the Bill 
could leave practitioners vulnerable. Even were guidelines to permit this, at 
best many would come under pressure not to opt out, and at worst some may 
find themselves out of a job, the more especially since judges in several 
recent cases have ruled that public employees are not exempted from duties 
that contradict religious beliefs. The emotional and legal pressure would be 
even greater on the incumbent of a single-GP practice in a remote rural area, 
especially if his or her nearest colleagues also happened to have 
conscientious objections to assisting a suicide.  

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

We do not wish to comment on this question. 

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

We are concerned at the proposal that licensed facilitators could be as young 
as 16, and do not think it appropriate that someone with so little life-
experience should be permitted to take on the burden of assisting someone to 
kill him- or herself. 

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

We agree that it is appropriate for the police to investigate all cases of 
assisted suicide reported to them, and to take whatever subsequent action 
they consider appropriate. 

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

Judaism believes that all people, including the dying, should be invested with 
dignity, and that the dying should be treated with the greatest respect. 
Traditional Judaism disagrees absolutely with the suggestion that a death that 
is "assisted" to take place before its natural time can be described as 
“dignified”, and is entirely opposed to the putative ethic on which the proposed 
Bill is based. Liberal and Reform Judaism would agree that the dignity and 
wellbeing of the dying should be the paramount concern of the law, and that 
every effort should be made through counselling to encourage patients to find 
meaning in their lives, however circumscribed by illness and incapacity. 
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However, many Liberal and Reform Jews would support the autonomy of the 
patient in deciding whether dignity and wellbeing consist in the continuation of 
life or its peaceful termination, and would agree that appropriate assistance 
should be permitted to those who wish to die. 

Very many people in a situation where assisted suicide might be considered, 
in a regime where assisted suicide is permitted, fall under some pressure to 
comply, and we are concerned that the enactment of the proposed Bill would 
inevitably place a moral and emotional burden on those who are already 
suffering. 

Scottish Council of Jewish Communities 
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Assisted Suicide (Scotland) Bill 
 
Introduction 
 
Islamic Beliefs 
 
Our main objection to this Bill is the based on our strong belief on the sanctity of life 
and the complete rejection of any interference with it. These objections were detailed 
in our responses to the 2010 Bill and we are briefly repeating them here: 
 
There are moral values for Muslims that do not change because they are grounded 
in teachings of God.  
 
The Islamic Laws are based on the protection of the life, faith, family, wealth and 
honour. 
 
Life is the greatest gift from God and to tamper with it or interfere to end it is the most 
serious sin and an act of ingratitude against the creator. 
 
This applies whether it is the person’s own life or someone else’s life. 
 
God has given life and it is not for physicians, or others, to end a person's life early. 
 
This belief is the part of our community’s practice of their faith, which is also 
protected by the European Convention of Human Rights (ECHR) and other 
conventions. 
 
This belief affects all of us including those working in the medical profession.  
 
Principle Objections 
 
The conclusions of the 2010 Committee made it clear that the moral and ethical 
issues should be considered before the practical proceedings. 
 
As this Committee agreed in 2010 it is not a question of autonomy, but one of 
societal responsibility.  
 
The public made it clear, and MSPs decided overwhelmingly, that they did not want 
assisted suicide.  
 
The civil Society’s duty is to protect the vulnerable not just facilitate their demise to 
save the trouble of looking after them. 
 
A civilised society must sometimes constrain the freedom of its members especially 
to protect the very basis of its civilisation which is the equal, immeasurable and 
inherent value and worth of all its members without exception. 
 
The carefully argued case about dignity and worth etc at the 2010 Committee stage 
of the last Bill, is completely ignored by the proposers of the present Bill. 
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While the Bill is claimed not to allow euthanasia, however in practice it will lead to 
euthanasia.  
 
Legalising assisted suicide changes the culture surrounding care for sick and 
vulnerable and would be a catastrophe in terms of how our society confronts illness 
and disability. 
 
Legalising assisted suicide will create a culture which will undermine the efforts to 
prevent suicide especially with the young who are mentally vulnerable but physically 
able to commit suicide. 
 
In the pre-Bill consultation of this Bill two thirds of the respondents were opposed to 
the principle of this bill.  
 
The new Bill does not address these issues, assumes them irrelevant and 
deals only with the practical details. 
 
Now we turn to the 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?  

 
We do not agree with the purpose of this Bill. 
 
First of all, this Bill is wrong in principle as explained in our introduction above and 
ascertained by this Committee only three years ago after wide consultation and 
scrutiny. 
 
It will harm the public in general, the relation between the public and medical 
profession, and reduce the security of vulnerable people within society. 
 
As for the practical issues, Lord Faulkner was quoted to say that “No safeguard is 
water tight”. The safeguards represent a moving target as evidenced by the 
proposers own admission; they are 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’, 
 
Evidence shows that wherever assisted suicide is legalised, it inevitably leads to 
increasingly more people becoming eligible to end their lives prematurely, the recent 
example of Belgium’s extension of euthanasia to children confirming that in this area 
the slippery slope is real. 
 
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 new Bill is even weaker on details such as mental health examination and time 
to reflect. 
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For example, the issue of mental and psychological capacity, the Bill does not require 
any examination or involvement of mental health experts.  
 
Previous studies have shown that around 25% of Oregon patients requesting 
assisted suicide are likely to be suffering from depression or anxiety, yet only 2% 
were referred to psychological testing. 
 
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 gives an open and easy exit for anyone who does assist in suicide with no 
consideration or deterrent to those who may abuse the system.  
 
It even 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. 
 
The Bill does not require any oversight body to monitor the application with all the 
various areas open to abuse, intentionally or unintentionally in a the procedure. 
 
This easy approach lends little protection to the general public and may be 
incomputable with Article 2 of the European Convention on Human Rights (ECHR). 
 
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:  
 

1. There is no counselling or advice, alternative treatments considered or 
supportive care required to be given. 

2. The very completion of a declaration could alter the entire future dialogue 
between patient and doctor as medical issues arise  

3. There is no procedure for the making and communication of a cancellation. 
4. There is no indication of the time the witness is required to have known the 

individual, the Bills text can be interpreted as few minutes  
5. The declaration requires no action by the doctor, and effectively makes the 

doctor an accomplished witness  
6. 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’ 
7. There is no reason given to explain why the second Doctor is chosen by the 

first. 
8. The waiting periods is too short and nothing is required to be done to help the 

individual proceed or otherwise. 
 
5. Do you have any comment on the provisions requiring that the person 
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seeking assisted suicide must have a terminal or life-shortening illness, or a 
progressive condition which is either terminal or life-shortening?  
 
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 phrase “condition which for the person is terminal or life-shortening” is extremely 
broad in its scope and gives wide scope for eligibility. Most progressive conditions 
will have a life-shortening effect in an undefined way. There should be a better way of 
defining this life shortening, unfortunately there is no scientifically agreed measure, 
nor there is one for quality of life. 
 
Legalising assisted suicide will not only compromise the work of palliative care 
professionals but also other professionals working with people with lots of chronic or 
life-shortening diseases. 
 
6. Are you satisfied with the eligibility requirements as regards age, capacity, 
and connection with Scotland as set out in the Bill?  
 
Young people at 16 year olds might be subject to emotional pressures and usually 
easily disturbed and certainly need advice and counselling to make such a major 
decision. Thus we think 16 is too low to make this decision. 
 
The Bill does not require a certain capacity for making the preliminary declaration.  
 
At first and second requests, there is no mandated or recommended psychiatrist (or 
indeed physical) assessment and only that the individual has not already been 
diagnosed with a mental disorder, which is a guarantee of having no disorder. 
 
We belief these assessments have to be made at the time of the declaration and 
requests. 
 
Regarding connection with Scotland, the Bill does not specify any period which is 
open to abuse as medical tourism. 
 
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.  
 
A doctor’s involvement with someone who is distressed enough to want suicide must 
be given the time and space to have a real dialogue. Doctors have to gain a deep 
understanding of the patient’s problems, and seek to address it, rather than just 
agreeing with the person’s wishes. 
 
However this Bill asks Doctors to simply endorse the weight of patients’ personal 
perceptions, with no requirement of a genuine doctor-patient dialogue which is 
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needed to reach a better outcome. 
 
It is also important that there is no conscience clause in the Bill for Doctors, in spite 
of the overwhelming opposition by the majority of healthcare professionals and their 
professional bodies. 
 
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 does not also define the actions or materials which are considered as 
assistance.  
 
The Bill does not specify the means to be used for causing the suicide, instead it lists 
some drugs etc but give no restrictions, thus leaving the door open for any other 
methods 
 
This could lead to euthanasia since some person will not be able to do it themselves 
and the facilitator may think it is part of his assistance role. 
 
Thus the wording of the Bill would make it legal to assist someone to hang 
themselves, apply suffocation, electric shock, etc since there is no exclusions are 
made in the Bill. These cases easily progress assistance to become euthanasia. 
 
We note also that limiting the Bill to assisted suicide would leave those physically 
incapable of ending their lives without a means of doing so, which goes against the 
logic of the Bill. 
 
9. Do you have any comment on the role of licensed facilitators as provided for 
in the Bill?  
 
The definition of facilitation is so vague and impractical. How much time the facilitator 
will spend with the person to satisfy the requirement that “the facilitator be present at 
the suicide”. To be consistent the time should be the full 14 days prescribed in the 
procedure. 
 
It is also unrealistic to expect the facilitator to deliver care in a real sense if he/she is 
contracted to a person unknown to him/her previously for the sole purpose of 
assisting to suicide. 
 
This situation has to be compared to Palliative care which has a much more 
wholesome and global involvement with the patient and their family, and lots of 
attendant issues 
 
10. Do you have any comment on the role of the police as provided for in the 
Bill?  
 
It is well known that in any country where assisted suicide has been legalised the 
safeguards initially introduced are gradually breached. It is generally accepted that in 
Netherlands and Belgium, where assisted suicide is legal, many deaths by assisted 
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suicide are not reported to the authorities 
 
The police are granted no real role, this situation is inadequate. and may not be in 
compliance with Article 2 of the ECHR. 
 
Reporting without monitoring and oversight provisions are not enough to prevent 
abuse. There is no enforceable procedure to govern the procedures. 
 
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. However 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 wrong on the moral principle and whatever procedures are introduced will 
not make it right. The proposed safeguards and procedures are lacking in many 
areas as explained in the response to the specific questions. A summary of the main 
points follows: 
 

1. No counselling or advice whether from elders, faith leaders, medical personal 
etc. 

2. Loose and relativistic terms such as ‘life-shortening condition’ are open to 
abuse  

3. There is no scientific evidence to support the process of the Bill, eg; there is 
no satisfactory definition of quality of life, it depends wholly on the individual  

4. Licensing doctors to kill would damage the doctor-patient relationship,  
5. Doctors need not know or examine the patient. 
6. Patients’ beliefs about their condition cannot be objectively confirmed by the 

doctor  
7. No assessment by a psychiatrist is required  
8. There is no conscience or opt-out clause for doctors. 
9.  The present palliative care will be compromised by this Bill.  
10. The Bill does not define the ‘means’ of suicide and the assistance to be 

offered. 
11. The safeguards are defective with no reporting or oversight provisions 
12. There are no penalties for misapplication or abuse. 

 
This Bill is not needed, has no moral principle and not safe in details. 
 
Muslim Council of Scotland calls upon the Scottish Parliament to reject this Bill at the 
earliest opportunity.  
 
  
Muslim Council of 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. We believe human life must be fully protected by the law at every stage. It is not 
appropriate for any person to make judgments about the ‘quality’ of another’s life as 
this bill would require. We concur with the concern expressed by the director of the 
Scottish Council on Human Bioethics that “[o]nce an individual or society as a whole 
begins to believe that some persons are unworthy of life, then the equality in value 
and in worth of every human life is rejected – an equality that is the very basis of a 
civilised and compassionate society.”5  
  
The Bill is, in our view, at variance with protections under European human rights 
instruments.6 In particular the parliamentary Assembly of the Council of Europe has 
stated “The Assembly ... recommends that the Committee of Ministers encourage the 
member states of the Council of Europe to respect and protect the dignity of 
terminally ill or dying persons in all respects . . . (c) by upholding the prohibition 
against intentionally taking the life of terminally ill or dying persons, while: (i) 
recognising that the right to life, especially with regard to a terminally ill or dying 
person, is guaranteed by the member states, in accordance with article 2 of the 
European Convention on Human Rights which states that 'no one shall be deprived 
of his life intentionally'; (ii) recognising that a terminally ill or dying person's wish to 
die never constitutes any legal claim to die at the hand of another person; (iii) 
recognising that a terminally ill or dying person's wish to die cannot of itself constitute 
a legal justification to carry out actions intended to bring about death.7 (Emphasis 
added).  
 
More recently the Parliamentary Assembly has re-affirmed this position stating that 
"Euthanasia, in the sense of the intentional killing by act or omission of a dependent 
human being for his or her alleged benefit, must always be prohibited."8 
 
We are concerned also that the Policy Memorandum acknowledges that this 
legislation is a stepping-stone to further, more wide-ranging legislation and therefore 
contradicts claims that there is no danger of a ‘slippery slope’ and the consequent 
threat to innocent life. 
 

2. Do you have any views on how the provisions in this Bill compare with those 
                                            
5
 Letter to Herald 15 March 2013, Dr Calum MacKellar (See URL 

http://www.heraldscotland.com/comment/letters/fear-persists-assisted-suicide-will-not-be-adequately-
monitored.20502463  last accessed 22 May 2014) 
6
 For example the duty to act to provide criminal laws as a deterrence against the deprivation of life as 

identified in McCann v UK (1996) 21 EHRR 97, Osman v UK (1999) EHRLR 228 etc.  
7
 Parliamentary Assembly of the Council of Europe, Recommendation 1418 (1999)1 ‘Protection of the human 

rights and dignity of the terminally ill and the dying’ adopted 25 June 1999 
8
 ‘Protecting human rights and dignity by taking into account previously expressed wishes of patients’ 

Resolution 1859 (2012)  of the Parliamentary Assembly of the Council of Europe, See URL 
http://assembly.coe.int/Mainf.asp?link=/Documents/AdoptedText/ta12/ERES1859.htm (last accessed 22 May 
2014) 

http://www.heraldscotland.com/comment/letters/fear-persists-assisted-suicide-will-not-be-adequately-monitored.20502463
http://www.heraldscotland.com/comment/letters/fear-persists-assisted-suicide-will-not-be-adequately-monitored.20502463
http://assembly.coe.int/Mainf.asp?link=/Documents/AdoptedText/ta12/ERES1859.htm
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from the previous End of Life Assistance (Scotland) Bill?  
 
Many of the previous “safeguards” have been diluted or entirely removed potentially 
creating an even more unsatisfactory bill than that overwhelmingly rejected by the 
parliament so recently. 
 
It is a retrograde step to remove any involvement of those most qualified and 
specially trained i.e. psychiatrists and psychologists. ‘Inclusion Scotland’ states “the 
definition of legal capacity as used by the Adults with Incapacity Act (2001) was not a 
sufficient safeguard without a psychiatric evaluation, particularly where a patient was 
not known to the doctor involved.” 
 
The removal of the requirement for a continuous 18 months registration with a 
medical practice in Scotland greatly increases the likelihood for “suicide tourism”. 
 
The removal of a second witness to the process can only mean a weakening in 
safeguards.  
   

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 law should remain unchanged. The proposals gravely undermine the protection 
due to all citizens as required by article 2 of the European Convention on Human 
Rights. It fails to provide adequate deterrence for the misuse of any of the provisions 
and fails to provide direction on how such misuse should be detected and 
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?  
 
The witness statement could be provided by someone who has known the person for 
an extremely short period of time. This therefore reduces confidence that this will be 
an adequately informed view. A witness who has only known an applicant for a short 
time is evidently less likely to notice if someone is acting out of character or under 
inappropriate pressure.  
 
Written cancellations after the request for lethal medication could be lost in the post 
or misplaced thus jeopardising the integrity and safeguards of the process. There is 
also a risk of confusion for those already in a highly vulnerable position due to the 
requirement that a cancellation of request must be sent to their own practice even 
though there may have been no involvement of a GP from their practice at any stage 
of the process. 
 
The fact that “neither of the statements relating to a person’s second request need 
be made by a medical practitioner who made a statement in relation to the person’s 
first request” risks a dilution of this safeguard through a lack of continuity and 
consistency. It could also increase the chances of this part of the process being a 
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‘rubber stamp’ rather than an additional safeguard.  
 
There is some ambiguity in the procedure over how the cancellation of an earlier 
stage in the process impacts on subsequent stages which have already been 
completed. 
  
We share the concern expressed by the Royal College of Physicians of Edinburgh 
that a time-limit may result in people feeling pressured to take the lethal concoction 
(or other deadly measure) before the deadline. 
 
The admissibility of a photocopy for the original documents provides a much lower 
threshold of proof than for many other issues that do not even involve life and death 
decisions such as the deferment of student loans, completion of tax forms etc.  
 

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 provisions are too broad in scope to ensure clarity in the law. The eligibility 
requirements may be construed to encompass those with relatively minor illnesses.  
 

6. Are you satisfied with the eligibility requirements as regards age, capacity, and 
connection with Scotland as set out in the Bill?  
 
No. In its submission to the 2010 bill the Royal College of Psychiatrists expressed a 
‘general reluctance to contemplate end of life assistance in young people.’ A lower 
age limit than 18 would not be in line with the United Nations Convention on the 
Rights of the Child.  
 
Recent statistics have shown the increasing prevalence of depression among the 
young (as well as others) and that 708 young people have been waiting more than 
26 weeks for treatment.9 This would be a very dangerous climate in which to 
introduce assisted suicide.  
 
In consultation responses to the proposed assisted suicide (Scotland) bill we note 
that a wide range of organisations rightly gave detailed concerns about the bill’s 
provisions for determining capacity. 
 
With no minimum period stipulated that one must be registered with a medical 
practice in Scotland the system would leave itself open to “suicide tourism”. 
 

7. Do you have any comment on the roles of medical practitioners and 
pharmacists as provided for in the Bill?  
 
It would directly undermine the Hippocratic ethics which have underpinned the 
practise of medicine in our country for centuries.  
 
                                            
9
 Figures as cited in Scottish Parliament Motion S4M-09558 on Improving Scotland’s Mental Health 
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In practice a register of pro and anti GP’s and consultants would need to be created. 
This has been recognized as fairly likely by ‘The Royal College of General 
Practitioners Scotland’.  
 
There is no legislative provision of conscientious objection for pharmacists, GPs and 
consultants.  
 
As we have seen in other areas of medical practice e.g. abortion, even when there is 
the right to conscientious objection it can lead to discrimination or at least a difficult 
work environment for those not prepared to take part.  
 
Can already heavily overworked GP’s really be expected to provide the adequate 
time and consideration needed to try and determine someone’s suitability to take 
their own life? Many GPs would readily admit to not being sufficiently qualified to do 
so. It will also introduce a whole new swathe of ‘paperwork’ to their workload.  
 
It is notable that 70% of respondents to the consultation were against the proposals. 
  

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 clear definition given on the means of ending life therefore raising grave 
concerns about the methods which could be employed.  
  

9. Do you have any comment on the role of licensed facilitators as provided for in 
the Bill?  
 
They are in a far more vulnerable position due to the decision to remove a 
requirement to film from the bill. It is surely inappropriate that someone as young as 
16 could and may be expected under term of contract to fulfil this role. The general 
functions of the licensed facilitators are so broadly termed that the process risks 
becoming one of euthanasia in all but name. As the only other person who might be 
involved in the assisted suicide it is a tremendous level of trust and responsibility to 
place on the shoulders of an individual. Placing such a level of responsibility on any 
person or system would require a proportionate level of oversight and safeguards to 
ensure the proper exercise of that power. No greater power can be granted than that 
of ending someone’s life and therefore any system of checks and safeguards would 
have to be extensive. It is indeed a grave concern that a civilised society should 
envisage such a role. 
 

 10. Do you have any comment on the role of the police as provided for in the Bill? 
 
An already overworked professional body will have their workload added to and 
more time will need to be spent on administration rather than the real priorities of the 
policing.  
 

 11. Do you have any comment to make about the Bill not already covered in your 
answers to the questions above?  
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There is an obvious contradiction between the government’s ‘suicide prevention 
strategy’ drive and the introduction of this Bill. 
 
It is troubling that the accompanying documents to the Bill speak of a reduction: in 
the costs of providing social care; in demand of recognized medical practitioner’s 
time; in the costs of medication; and family care costs, if the bill were to be passed. 
This gives further credence to the MSYP who said “I think the problem is going to be 
this societal expectation going forward that if you are someone who needs support 
from other people, you are a burden and you have a responsibility to stop being a 
burden…” 10 A utilitarian approach to healthcare would open the door to a destructive 
path especially given the cost saving possibilities which could easily lead to the 
dehumanisation of patients and give rise to pressures to end lives prematurely. 
 
The large amounts of attendant costs to the bill would be better spent in greater 
provision of palliative care. 
 
Section 24 of the bill with regard to ‘savings’ which seeks to cover mistakes in the 
process that are done “unintentionally but not carelessly” or are “done in good faith” 
is surely going to be nigh impossible to determine or adjudicate upon.  
 
There is concern that in the analysis of responses to the consultation some 
responses in favour of the proposal have been categorised as substantive individual 
responses by the Non Government Bills Unit when they are clearly part of a 
campaign response, for example response 150; whereas a genuinely substantive 
individual response such as response 187 is registered as a standard response 
which is understood by the NGBU as a response type which “at best adopt other 
people’s reasons without giving their own.”  
 
There is an inherent contradiction in the philosophical justifications proposed by the 
bill.  
 
Autonomy is contradicted by safeguards based on criteria other than competence. 
‘Safeguards’ which define those who are eligible for having their lives prematurely 
ended are intrinsically arbitrary and discriminatory. 
 
The proposal is wrong in principle and would be impossible to implement in practice 
whilst ensuring the safety of inhabitants of our country. 
 
It is important to bear in mind that 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 BMA in 2012 and the RCGP in 2011 and 2014, when 77% of 
respondents favoured maintaining collegiate opposition. We recommend the RCGP’s 
consultation analysis which is the most recent survey of Scottish doctors on this 

                                            
10

 Assisted Suicide (Scotland) Bill, Summary of Consultation Responses, paragraph 48 See URL 
http://www.scottish.parliament.uk/S4_MembersBills/Assisted_Suicide_Summary_of_consultation_responses_
Final_v.3.pdf (last accessed 14 May 2014). 

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
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HEALTH AND SPORT COMMITTEE 
PALLIATIVE AND END OF LIFE CARE  

 

INTRODUCTION 
At its meeting on 20 January, the Committee, decided to carry out an inquiry 
into the provision of palliative and end of life (PELC) care in Scotland.  
However, Members also agreed not to decide upon the exact scope of the 
inquiry until after it had considered relevant evidence concerning palliative 
care which would be received during the scrutiny of the Assisted Suicide 
(Scotland) Bill. 

In light of this, Members may welcome some background on palliative care 
provision in Scotland, and the policies that underpin it, to support its scrutiny 
of the Bill. 

This briefing seeks to provide an overview of: what is meant by palliative care 
(p 1-3); the configuration of services (p 3-6); key data (p 6-9); the current 
strategy and related developments (p 9-11) and other notable developments 
(p 11-12).  However, this should not be considered to be a comprehensive 
discussion of the developments in this area.  

BACKGROUND 

WHAT IS PALLIATIVE AND END OF LIFE CARE?  

“Palliative care is the care that is given when cure is not possible.  The 

word comes from the Latin 'palliatus' (covered or hidden with a cloak) 

and is used to mean 'relieving without curing'.” (Scottish Partnership 

for Palliative Care Online)  

There are a number of definitions available that describe the delivery of PELC.  
However, most, including that used in Scotland, are in line with that of the 
World Health Organisation (WHO): 

“Palliative care is an approach that improves the quality of life of 
patients and their families facing the problems associated with life-
threatening illness, through the prevention and relief of suffering by 
means of early identification and impeccable assessment and 
treatment of pain and other problems, physical, psychosocial and 
spiritual.” (WHO, Online).  

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
http://www.who.int/cancer/palliative/definition/en/
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This overall definition of palliative care is clarified through the descriptive list in 
Figure 1:  

It follows that palliative care can be provided at any stage following diagnosis 
of a relevant illness or condition, and not solely in the last few days, weeks or 
months of life.  It is for this reason that the term “palliative and end of life care” 
is used, so as to distinguish between the different stages of a person’s illness 
or condition.    

Traditionally, PELC has been associated with cancer patients, but it has 
become accepted that it should also be a routine part of care for those living 
with and dying from a wide variety of non-malignant conditions, including 
dementia, heart failure, neurological conditions (e.g. motor neuron disease) 
and renal failure. (SPPC, online).   

PELC services tend to be organised according to whether they are specialist 
or generalist services. 

Specialist services 
Specialist services are provided by multidisciplinary teams, who have 
undergone recognised specialist palliative care training. These teams work in 
partnership, often with those providing generalist PELC, with the aim of 
ensuring that the complex needs of patients and their families are met.  The 
aim of the care is to provide physical, psychological, social and spiritual 
support, and it will involve practitioners with a broad mix of skills.  It can be 
accessed in a number of care settings including acute hospitals, specialist 
units, hospices, the person’s own home and in other community settings. 
(Scottish Partnership for Palliative Care (SPPC) online and Scottish 

Figure 1: WHO descriptors for palliative care 

 provides relief from pain and other distressing symptoms 

 affirms life and regards dying as a normal process 

 intends neither to hasten or postpone death 

 integrates the psychological and spiritual aspects of patient care 

 offers a support system to help patients live as actively as possible 

until death 

 offers a support system to help the family cope during the patients 

illness and in their own bereavement 

 uses a team approach to address the needs of patients and their 

families, including bereavement counselling, if indicated 

 will enhance quality of life, and may also positively influence the 

course of illness 

 is applicable early in the course of illness, in conjunction with other 

therapies that are intended to prolong life, such as chemotherapy 

or radiation therapy, and includes those investigations needed to 

better understand and manage distressing clinical complications 

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
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Government, 2012).   The Scottish Government (2012, p 1a) notes that core 
clinical PELC services should include: 

 24 hour access to in-patient care facilities for the purposes of symptom 
management, rehabilitation and terminal care, which includes specialist 
medical and adequate specialist nursing cover  

 24 hour telephone advice and support services for healthcare 
professionals, patients and carers  

 Day services provided by an out-patient model or day hospice model 
where patients attend for a determined part of the day  

 Formalised arrangements for specialist input to local and community 
hospitals  

It adds that the core team should comprise dedicated sessional input from: 
chaplains, doctors, nurses, occupational therapists, pharmacists, 
physiotherapists, and, social workers.   

Many specialist services are provided by the independent voluntary sector 
through hospices and other third sector organisations such as Marie Curie 
and Macmillan. 

Generalist services 
General PELC can also be delivered in a variety of settings, but is delivered 
by generalists professionals, such as GPs, community nurses, nurses and 
doctors from other specialties, allied health professionals, social workers and 
social carers, as well as the person’s own carer.  SPPC (online) states that 
generalist PELC is based on the understanding and practice of a number of 
key principles: 

 a focus on quality of life which includes good symptom control  
 a whole person approach which takes into account the person's past 

life experience and current situation 
 care which encompasses both the person with the life-threatening 

illness and those that matter to that person, with a respect for patient 
choice and an emphasis on open and sensitive communication 

WHAT IS THE CONFIGURATION OF SERVICES? 
There is no centrally held comprehensive assessment of PELC services in 
Scotland.  As noted above, the last comprehensive review of PELC services 
was the Audit Scotland report ‘Review of palliative care services in Scotland’ 
from 2008.   

Specialist PELC services 
Whilst there is not a single up-to-date document which lists all current 
services, the SPPC website does have an interactive map of palliative care 
services in Scotland.  Under Palliative care services by NHS Board, it lists a 
total of 74 services across the country, which includes both generalist and 
specialist services, and services run through the NHS and those run through 
the independent and charitable sectors.  However, it also considers Hospices 

http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
http://www.audit-scotland.gov.uk/docs/health/2008/nr_080821_palliative_care.pdf
http://www.palliativecarescotland.org.uk/content/services_by_nhs_board/
http://www.palliativecarescotland.org.uk/content/hospices_specialist_units/
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and Specialist Palliative Care Units separately.  Using this, together with 
information on Hospice UK’s ‘Find a Hospice’ webpage, a total of 22 hospice 
and NHS specialist care units (including two children’s hospices) were 
identified across 10 NHS Boards. 

In its 2008 report, Audit Scotland found that in 2006-07 70% of inpatient 
activity across Scotland was in voluntary hospices (para 37); and, 72% of day 
care places were provided in voluntary hospices (para 34).  Through its 
survey of carers, Audit Scotland also found that those people with cancer 
living at home were more likely to receive support from a District Nurse, Marie 
Curie nurse, Macmillan nurse or a hospice nurse.  Those with neurological 
conditions or organ failure were more likely to receive home carer support 
through the local authority. 

In terms of geographical access, Audit Scotland (para 42-43) found that 
people in rural areas found it more difficult to access both specialist and 
generalist services, for a number of reasons including lengthy travelling 
distances to access such services. 

There is no publication that details the services provided in the independent 
and charitable sectors e.g. beds, workforce and so on.  However, there is 
some data for the NHS. 

Palliative Medicine Beds in NHS hospitals 

In its report Audit Scotland (2008, para 34) found that in 2006/07, the majority 
of specialist palliative care beds were in the voluntary hospice sector, though 
the report (2008, para 31) also found that in a number of NHS Boards 
hospitals will provide services through teams but in general hospital wards.   

ISD Scotland produces data1 on palliative medicine beds in NHS hospitals.  
As at 31 March 2014, there were 179 average available staffed beds 
(AASBs)2 for palliative medicine across Scotland.  However, there were none 
listed for the following areas: Ayrshire & Arran, Forth Valley, Greater Glasgow 
& Clyde, Orkney, Shetland and Western Isles.  In 2007 there were 158 
palliative AASBs, thus between then and 2014 there has been a 13% 
increase in these beds. 

NHS palliative workforce 

In September 20073 there were 69 doctors (55.9 WTE) of all grades working 
in palliative medicine across Scotland.  The most recent data for September 
20144 shows there were 78 doctors working in the specialism (60.6 WTE).  
This represents a 16% increase in headcount figures over the time period 
(8.4% in WTE), though it should be noted that the numbers have fluctuated 
                                                 
1 ISD Scotland. Annual Statistics showing Available Beds by Specialty & NHS Board of 
Treatment 
2 The daily average number of beds which are staffed and are available for the reception of 
inpatients (borrowed and temporary beds are included). 
3 ISD Scotland. HCHS medical and dental staff by specialty (2002-2011) 
4 ISD Scotland. HCHS medical and dental staff by specialty(2012-present) 

http://www.palliativecarescotland.org.uk/content/hospices_specialist_units/
http://www.hospiceuk.org/about-hospice-care/find-a-hospice
http://www.audit-scotland.gov.uk/docs/health/2008/nr_080821_palliative_care.pdf
http://www.audit-scotland.gov.uk/docs/health/2008/nr_080821_palliative_care.pdf
https://isdscotland.scot.nhs.uk/Health-Topics/Hospital-Care/Publications/2014-09-30/Annual_trends_in_available_beds_Sep14.xls
https://isdscotland.scot.nhs.uk/Health-Topics/Hospital-Care/Publications/2014-09-30/Annual_trends_in_available_beds_Sep14.xls
http://www.isdscotland.org/Health-Topics/Workforce/Publications/2012-11-27/HCHS_by_specialty_S2012.xls?97902018
https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2014-12-02/HCHS_by_specialty_S2014.xlsm
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across the intervening years.  As at September 2014 there were no doctors in 
palliative medicine in the following areas: Ayrshire & Arran, Orkney, Shetland 
and Western Isles. 

It is not possible through published ISD Scotland data to identify the total 
number of nurses working in palliative medicine, either in specialist teams or 
generally.  However, ISD Scotland does publish the number of Clinical Nurse 
Specialists (CNS)5 working in the specialism.  The published data6 for CNS 
goes back to September 2009, where there were a total of 68 palliative CNS 
(61.8 WTE). The latest data for September 2014 shows there were 88 
palliative CNS (77.6 WTE).  However, in the intervening years the data has 
fluctuated.  The highest number of palliative CNS were recorded in September 
2011, when there were 104 (93 WTE).  As at September 2014 there were no 
palliative CNS in Orkney, Shetland and Western Isles. 

Generalist PELC services 
There is very little data concerning generalist services being provided.  As 
noted above, such services will be provided in a range of settings and by a 
number of different health, social care, and voluntary sector professionals, 
together with an individual’s carers.  For many of the professionals, such as 
GPs, nurses and social workers, those with palliative and end of life care 
needs will be one part of their overall caseloads. 

The one area where there is data specific to palliative care is the Quality 
Outcome Framework7 (QOF) indicator under the General Medical Services 
(GMS) contract.  In the QOF for 2006/07 an indicator was included that sought 
to encourage practices to establish and maintain a register of all patients that 
were in need of palliative care/support irrespective of age.  The indicator was 
revised in 2008-09, and in that year 99.8% of GMS practices participated in 
the palliative care register indicator to some extent.  In total 6,983 patients 
were registered on it8.  The latest QOF data9 for 2013-14 shows that 99.2% of 
GMS practices participated in this element of the QOF, with a total of 10,703 
patients registered.  However, the ISD Scotland report on the 2013-14 QOF 
states that the prevalence indicated by this palliative care register indicator is: 
                                                 
5 A registered nursing professional who has acquired additional knowledge, skills and 
experience, together with a professionally and/or academically accredited post-registration 
qualification (if available) in a clinical specialty. They practice at an advanced level and may 
have sole responsibility for care episode or defined client/group. 
6 ISD Scotland. Clinical nurse specialists staff in post 
7 One of the aims of the General Medical Services (GMS) contract was to introduce better 
measures of performance and quality in primary care.  This resulted in the introduction of the 
Quality Outcome Framework (QOF).  Practice participation in QOF is voluntary but most 
practices GMS practices take part.  The QOF is made up of a number of domains reflecting 
the clinical, administrative and other work of GP Practices.  Within each domain are a number 
of indicators, each worth a number of points.  If the practice meets the given threshold for an 
indicator, then they achieve those points, with each point being worth a certain amount.  
Thus, the more points a practice obtains, the greater the award.   
8 ISD Scotland. 2008/09 QOF Prevalence Data: Prevalence reported from QOF registers 
(practices with a GMS contract only) 
9 ISD Scotland. 2013-14 QOF Prevalence data: Register and prevalence data at Scotland, 
NHS Board and CHP level 
 

https://isdscotland.scot.nhs.uk/Health-Topics/General-Practice/Publications/2014-09-30/2014-09-30-QOF-Report.pdf?49877566100
https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2014-12-02/Clinical_Nurse_Specialists_S2014.xlsm
http://www.isdscotland.org/Health-Topics/General-Practice/Quality-And-Outcomes-Framework/2008-09/QOF_Scot_200809_Boards_nGMS_prevalence_revised.xls
http://www.isdscotland.org/Health-Topics/General-Practice/Quality-And-Outcomes-Framework/2008-09/QOF_Scot_200809_Boards_nGMS_prevalence_revised.xls
http://www.isdscotland.org/Health-Topics/General-Practice/Quality-And-Outcomes-Framework/2013-14/Register-and-prevalence-data.asp
http://www.isdscotland.org/Health-Topics/General-Practice/Quality-And-Outcomes-Framework/2013-14/Register-and-prevalence-data.asp
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“…unreliable as the judgement about who needs palliative care is 
subjective. Numbers are low as patients only receive palliative care for 
a short length of time”. (p 28). 

Funding 
There is no currently available data on the total spent on the provision of 
PELC.  Because of the nature of generalist PELC, which is cross-cutting and 
utilises many generic health and social care staff, it is very difficult to assess 
costs.  The last assessment of specialist PELC was by Audit Scotland in its 
2008 report on PELC.  It found that I 2006-07 £59m was spent on these 
services, with almost half coming from the voluntary sector. 

Ultimately, the Scottish Government believes that delivering on PELC is a 
matter for individual NHS Boards based on need (S3W-30385).   

Commissioning arrangements between NHS Boards and Hospices 

In its 2008  report on palliative care services (p 19-20), Audit Scotland noted 
that under then Scottish Executive guidance NHS boards were required to 
fund 50% of the agreed annual running costs of independent voluntary 
hospices providing specialist PELC within their area.  It found that NHS 
boards funded between 41% and 53% of the costs of voluntary sector 
hospices in their areas in 2006-07.  Audit Scotland found there were 
difficulties in agreeing what should be included in the voluntary hospice 
funding allocation provided by boards.  It recommended that NHS Boards 
should work with the hospice sector to put in place commissioning and 
monitoring arrangements that ensure value for money.  In considering the 
report, the Scottish Parliament Public Audit Committee (2009, para 22-23) 
concurred with this recommendation.  It also called on the Scottish 
Government to supplement the existing guidance to NHS Boards to clarify 
what should be included in their funding allocation to hospices. 

In May 2012, the Scottish Government published new guidance for NHS 
Boards and independent adult hospices on establishing long-term 
commissioning arrangements.  It stated that funding of agreed specialist 
PELC should be reached by NHS Boards and independent adult hospices on 
a 50% calculation of agreed costs.  Funding should be agreed for a 3 year 
period, though this could be longer if appropriate.  In addition it indicated 
intent for NHS Boards and local authorities to jointly meet 25% of the running 
costs of the independent children’s hospices which provide specialist palliative 
care and respite services for children with life-limiting conditions. 

AVAILABLE DATA ON PALLIATIVE AND END OF LIFE CARE  
There is no centrally held data available on the numbers of those in receipt of 
PELC at any one time in Scotland.  Concerns have been raised about the 
overall lack of data, as it means it is difficult to gain an understanding of 
current PELC provision and to be able to plan effectively for the future10. 

                                                 
10 See the 2010 SPICe briefing (p 12) and in the report by SPPC and Marie Curie (2014, p 7) 

file://users/s801159$/report
http://www.scottish.parliament.uk/Apps2/Business/PQA/default.aspx?pq=S3W-30385
http://archive.scottish.parliament.uk/s3/committees/publicAudit/reports-09/paur09-01.htm
http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
http://www.scottish.parliament.uk/ResearchBriefingsAndFactsheets/S3/SB_10-69.pdf
http://www.palliativecarescotland.org.uk/content/publications/Are-We-Living-and-Dying-Well-Yet-FINAL-REPORT.pdf
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However, there have been some developments. Currently, there is one 
Quality Outcome Measure11 that relates to palliative care, which is being used 
to measure the impact of the current PELC strategy, Living and Dying Well 
(see below).  A key objective of this was to promote as much choice as 
possible for patients receiving end of life care in deciding where they wish to 
be cared for and to die.  Whilst national data is not available to measure this 
precisely, there is data that shows the percentage of those who spent the last 
six months of life at home or in a community setting. 

A more recent development was the publication of a suite of indicators by 
Healthcare Improvement Scotland in March 2013, aimed at showing 
improvements in the provision of services: 
1. Increase in the number of people with palliative and end of life care needs 

who are identified 
2. Increase in the number of people with palliative and end of life care needs 

who are assessed and have a care plan 
3. Increase in the number of electronic palliative care summaries accessed 
4. Place of death 

Data from these is to begin to be reported from 2014-15.  Currently, data is 
available on place of death.  However, the Scottish Government has advised 
that these measures are being reviewed. 

These and other data and research can help to provide an indication of the 
level of demand for PELC services.  These are shown below. 

Number of deaths 
Despite a growing population over recent years, there has been, overall, a 
decreasing trend in the numbers of those dying in Scotland per year12.  This 
illustrates the overall trend of people living longer.  In 2013 there were 54,700 
deaths, compared to 60,281 in 1999.   The SPPC and Marie Curie Cancer 
Care (2014, p 5) note that the flip side to this positive trend is that:  

“…over the next 20 years, the numbers of people dying will rise by 
17%. More and more people will be living with co-morbidities and 
terminal illness requiring a greater amount of care.” 

In a recent briefing, SPPC has estimated that of those that die each year, 70% 
had palliative care needs13.  This would equate to around 38,300 in 2013.   

                                                 
11 The NHS Healthcare Quality Strategy was launched in May 2010 by the Scottish 
Government with the aim of delivering high quality healthcare services. A direct action 
identified by the Quality Strategy was to develop a Quality Measurement Framework 
supporting a number of Quality Outcome Measures. These measures cover a range of 
healthcare topics including; care experience, healthcare acquired infections, hospital mortality 
rates and end of life care.  
12 See General Register Office for Scotland (2013) Population and vital events, Scotland, 
1971 to 2013  
13 This is based on  Hughes-Hallet T, Craft A, Davies C, Mackay I, Nielsson T. (2011) 
Palliative Care Funding Review: Funding the Right Care and Support for Everyone. (See 
page 63). 

http://www.healthcareimprovementscotland.org/our_work/person-centred_care/palliative_care/palliative_care_indicators.aspx
http://www.palliativecarescotland.org.uk/content/publications/Are-We-Living-and-Dying-Well-Yet-FINAL-REPORT.pdf
http://www.palliativecarescotland.org.uk/content/publications/Reshaping-Care-and-Change-Fund-briefing.doc
http://www.gro-scotland.gov.uk/files2/stats/ve-ref-tables-2013/2013-ref-tab-1.1b.xls
http://www.gro-scotland.gov.uk/files2/stats/ve-ref-tables-2013/2013-ref-tab-1.1b.xls
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215107/dh_133105.pdf


8 

Place of death 
Whilst data is collected on place of death for all deaths, this is not collated and 
published. However, ISD Scotland (online) has published data on the place of 
death amongst those with cancer.  The aim of this is to assist the NHS in 
Scotland define the type and location of services needed to support cancer 
patients at the end of life. However, it should be noted that it is not known how 
many of these individuals were receiving PELC.  Table 1 shows the place of 
death data for all cancer deaths over the five year period 2007-2011. 

Table 1: Place of death from cancer by age group, all cancers, Scotland, 
2007-11 

All 

places of 

death 

 NHS 

Hospital 

Home / 

Private 

Address 

Hospice Care 

Home 

Service / 

Other 

Institution 

76,510  38,157 19,457 13,894 4,853 

Source: ISD Scotland (2013) Place of death from cancer 

Table 1 shows that just under 50% of all deaths from cancer in the time period 
occurred in NHS hospitals.  Meanwhile while 25% of deaths took place at 
home/private address and 18% were in hospices. The remainder were in 
other institutions such as care homes. The ISD Scotland (2013) analysis also 
notes that this overall pattern has been consistent over the 10 year period 
2002-2011.  Over those 10 years, there has been a small decrease in the 
percentage of deaths occurring in hospital and a small increase in the 
percentage of deaths occurring at home. The ISD report stated that that the 
pattern: 

“…is likely to reflect the fact that people in the terminal stages of illness 
may be admitted to hospital for medical reasons such as investigations, 
treatment or symptom control and for social reasons, such as providing 
respite to a carer.” (p 4). 

SPPC and Marie Curie (2014, p 5) note that various Scottish Government 
strategies discuss the need for health and social care to be provided in as 
homely setting as possible.  However, in terms of PELC they consider that 
that progress to date has been limited.  This is, they contend, despite 
research by Marie Curie indicating that caring for people at home is more cost 
effective than caring for someone in an acute setting. 

It is difficult to assess from these figures alone the extent to which the 
eventual place of death was in line with the wishes of the individual 
themselves.  However, one possible indicator is the view of carers.  In the last 
comprehensive assessment of the provision of PELC, Audit Scotland (2008) 
considered data it had received through its own survey of carers.  This found 
that 80% of those that completed the survey considered the place their 
relative or friend died was the correct one. 

                                                                                                                                            
 

http://www.isdscotland.org/Health-Topics/Cancer/Cancer-Statistics/Place-of-Death/
https://isdscotland.scot.nhs.uk/Health-Topics/Cancer/Publications/2013-04-30/place_of_death_1_web.xls?1
http://www.palliativecarescotland.org.uk/content/publications/Are-We-Living-and-Dying-Well-Yet-FINAL-REPORT.pdf
http://www.audit-scotland.gov.uk/docs/health/2008/nr_080821_palliative_care.pdf
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Percentage of End of Life Spent at Home or in a Community 
Setting 
The latest data to measure this indicator was published in August 2014 by ISD 
Scotland.  Amongst the overall findings included: 

 In total for all people dying in Scotland during 2012-3 the percentage of 
the last 6 months of life spent at home or in a community was 91.2% 
continuing the trend of marginal increases year on year since 2008-9 
when the rate was 90.4%  

 Across health boards the percentage of the last 6 months of life spent 
at home or in a community setting varied between 89.0% and 93.9% in 
part reflecting the different use of community hospitals in different parts 
of the country  

Identifying patients who need PELC in primary care 
GP Practices are encouraged to identify patients in need of PELC through the 
maintenance of palliative care registers.  In September 2013, researchers 
from Marie Curie, the University of Edinburgh and NHS Lothian published a 
paper14 in the European Journal of Palliative Care. It was based on a study 
of nine Scottish GP Practices and the cases of 684 patients who had died.  It 
sought to examine to what extent the WHO recommendation of gradually 
phasing in palliative care from the diagnosis of a life-threatening, progressive 
illness is put into practice.  The key finding was that, at death, 75% of patients 
with cancer had been identified formally for palliative care compared with 20% 
of non-cancer patients.  It also found that even when patients were identified 
they were often not identified in time before death for the benefits of for PELC 
to be maximised. 
The study also found that both patients and health professionals did not have 
a good understanding of palliative and end of life phases.  Some GPs found it 
difficult to raise and discuss death and dying with patients, particularly those 
with a non-cancer diagnosis.  GPs considered that introducing palliative care 
for those with cancer was more straightforward because there was, typically, a 
clear terminal decline.   

CURRENT STRATEGY AND RELATED DEVELOPMENTS 
Living and Dying Well 
The Scottish Government’s current strategy for PELC is ‘Living and Dying 
Well’, which was published in October 2008.  The developments that led up to 
this are described in part 1 of the SPICe briefing ‘Palliative Care (Scotland) 
Bill’.  ‘Living and Dying Well’ sought to use: 

“…the concepts of assessment and review, planning and delivery of 
care, and of communication and information sharing as a framework to 
support a person centred approach to delivering consistent palliative 
and end of life care in Scotland.” (para 15). 

                                                 
14Lilin Zheng, Anne M. Finucane, David Oxenham, Peter McLoughlin, Hazel McCutcheon, 
and Scott A. Murray (2013) How good is primary care at identifying patients who need 
palliative care? A mixed methods study. A summary of the research can be accessed here. 

https://isdscotland.scot.nhs.uk/Health-Topics/Health-and-Social-Community-Care/Publications/2014-08-26/2014-08-26-End-of-Life-Care-Report.pdf?61790102721
http://www.scotland.gov.uk/Publications/2008/10/01091608/0
http://www.scotland.gov.uk/Publications/2008/10/01091608/0
http://www.scottish.parliament.uk/ResearchBriefingsAndFactsheets/S3/SB_10-69.pdf
http://www.scottish.parliament.uk/ResearchBriefingsAndFactsheets/S3/SB_10-69.pdf
http://www.scotland.gov.uk/Publications/2008/10/01091608/0
http://www.palliativecarescotland.org.uk/content/publications/How-good-is-primary-care-at-identifying-patients-who-need-palliative-care---a-mixed-methods-study.pdf


10 

Aligning itself with the WHO definition of PELC, the commitment was made to 
providing a holistic service based on choice, which met the medical, physical, 
social and spiritual needs of the patient, and also the needs of their carers.  It 
was considered that the key to providing appropriate palliative care was first to 
take steps to identify those who would benefit from it.  As such it stated that it 
was important to: “ensure that triggers for the assessment or review of 
palliative and end of life care needs are recognised in all care settings at times 
of diagnosis, at times of changing or complex needs, and at the very end of 
life” (para 18). It suggested that such triggers should include: 

 diagnosis of a progressive or life-limiting illness  
 critical events or significant deterioration during the disease trajectory 

indicating the need for a 'change of gear' in clinical management  
 significant changes in patient or carer ability to 'cope' indicating the 

need for additional support  
 the 'surprise question' (i.e. clinicians would not be surprised if the 

patient were to die within the next 12 months)  

The strategy contained a total of 24 actions covering a rage of areas 
including: 

 The use of IT to support the development of services (e.g. the 
electronic palliative care summary) 

 Identifying and assessing patients with PELC needs 
 Advance / Anticipatory Care Planning 
 Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) 
 Implementing the Directed Enhanced Service (DES) for Palliative Care 
 Referral to specialist care 
 Palliative care in acute settings 

 
Progress in meeting these areas are described in greater detail in Appendix 1.  
This takes account of the most recent progress report that was published in 
March 2012, supplemented by information from the Scottish Government. 

 ‘Caring for people in the last days and hours of life: National 
Statement’ 
The Scottish Government published the National Statement and associated 
guidance in December 2014.  It sets out four key principles for the provision of 
high quality end-of-life care, and provided clear guidance for staff on good 
practice in supporting people in the last days and hours of life.  The 4 key 
principles are: 
1. Informative, timely and sensitive communication is an essential component 

of each individual patient’s care 
2. Significant decisions about a patient’s care, including diagnosis dying, are 

made on the basis of multi-disciplinary discussion 
3. Each individual patient’s physical, psychological, social and spiritual needs 

are recognised and addressed as far as is possible 
4. Consideration is given to the wellbeing of relatives or carers attending the 

patient 

http://www.scotland.gov.uk/Resource/0039/00397689.doc
http://www.scotland.gov.uk/Resource/0046/00466482.pdf
http://www.scotland.gov.uk/Publications/2014/12/6639
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This replaced interim guidance that had been published in December 2013, 
following the Living and Dying Well National Advisory Group recommendation 
to the Scottish Government that the use of the Liverpool Care Pathway15 be 
phased out over 12 months. 

Palliative Care Guidelines 
In November 2014, a new set of palliative care guidelines were published by 
NHS Scotland and the Scottish Partnership for Palliative Care.   The 
guidelines are available on their own portal and were developed by a range of 
healthcare professionals involved in both generalist and specialist ELPC.  
They aim to provide practical, evidence-based or best-practice guidance on a 
range of common clinical issues including pain management, symptom 
control, palliative care emergencies, end of life care and use of medicines.  
The Scottish Government has stated that they represent the first phase of 
work focused on ensuring reliable implementation of high quality and effective 
care for everyone. 

Strategic Framework for Action 
Following an event in February 2014, organised by Marie Curie and the 
Scottish Partnership for Palliative Care (where their report ‘Are We Living and 
Dying Well Yet?’ was presented) the Scottish Government agreed to support 
the development of a Strategic Framework for Action, providing a focus to 
support high quality palliative and end of life care.  The development of the 
framework will be linked with the Scottish Government’s 2020 Vision for 
Health and Social Care and will be published in spring 2015. 

OTHER NOTABLE DEVELOPMENTS 

Palliative Care (Scotland) Bill  
The Bill was introduced by Gil Paterson MSP in June 2010.  It had two key 
provisions, both of which were to be provided for through the introduction of 
new sections to the National Health Service (Scotland) Act 1978: 

 to provide or secure the provision of palliative care for persons who have 
been diagnosed with a life-limiting condition and their family members, 
based on the reasonable needs of those persons  

                                                 
15 The Liverpool Care Pathway (LCP) was developed in the 1990s by the Royal Liverpool 
University Hospital and the Marie Curie Palliative Care Institute in Liverpool.  Originally 
designed for the care of those with terminal cancer, it gradually became a generic approach 
to care for all those who are dying.  It was introduced to encourage a greater consistency of 
approach.  Its aim was to ensure a dignified and peaceful death for all those that it was 
thought was going to die within hours or two to three days.  By 2012, there had been a 
number of high profile allegations that people had been placed on the LCP without the 
knowledge of family, carers or friends.  It was also alleged that patients had been placed on 
the LCP when they were not dying.  This led the UK Department of Health to set up an 
independent panel to review the use and experience of the LCP in England.  This reported in 
July 2013 and found there was significant confusion and misunderstanding about the LCP.  It 
recommended it be replaced over the following 12 months by an end of life care plan, 
supplemented by condition-specific good practice guidance. 

http://www.palliativecareguidelines.scot.nhs.uk/
http://www.palliativecarescotland.org.uk/content/publications/1400075011_Are-We-Living-and-Dying-Well-Yet-FINAL-REPORT.pdf
http://www.palliativecarescotland.org.uk/content/publications/1400075011_Are-We-Living-and-Dying-Well-Yet-FINAL-REPORT.pdf
http://www.scotland.gov.uk/Topics/Health/Policy/2020-Vision
http://www.scotland.gov.uk/Topics/Health/Policy/2020-Vision
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/212450/Liverpool_Care_Pathway.pdf
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 setting up reporting arrangements so that provision can be monitored by 
Scottish Ministers and the Parliament. This will require Scottish Ministers 
to report annually on the provision of palliative care, based on the data 
arising from 11 key indicators that were set out in the Bill 

The range of evidence received is reflected in the then Health and Sport 
Committee’s Stage 1 Report (2010). There was general agreement that 
palliative care should be given more priority. However, there was much 
debate surrounding whether or not there should be specific provision for 
palliative care services in the 1978 Act, over and above the general duty in 
section 1 that states that Scottish Ministers must promote a comprehensive 
and integrated health service. Those in favour considered that the variable 
nature of palliative care required such a solution. They also pointed to the fact 
that a precedent had already been set as the 1978 Act specified a number of 
services that Ministers have a duty to provide. These include the care of 
mothers and young children (s 38), and vaccinations and immunisations (s 
40). Those against a specific duty were concerned that it would skew health 
service priorities. Many also believed that progress was being made under the 
Living and Dying Well strategy. They argued that this should be fully 
implemented and analysed before considering whether or not there was a 
need for legislation. 

There was also significant discussion concerning the reporting provisions in 
the Bill. Whilst there was general agreement that better reporting mechanisms 
were required, there were differing opinions concerning how easy it would be 
to measure the indicators outlined in the Bill, given available data sources.  
 
By a majority the Committee recommended that Parliament should not agree 
to the general principles of the Bill.  However, it did seek a commitment from 
the Scottish Government to produce a suite of appropriate indicators to allow 
for the monitoring and reporting of progress against the Living and Dying Well 
strategy.  Following publication of the Stage 1 Report, on 2 December 2010, 
Gil Paterson notified the Presiding Officer that he was withdrawing the Bill. 
 

 

 

 

Jude Payne 
SPICe Research 
22 January 2015 

Note: Committee briefing papers are provided by SPICe for the use of Scottish 
Parliament committees and clerking staff.  They provide focused information or 
respond to specific questions or areas of interest to committees and are not 
intended to offer comprehensive coverage of a subject area. 
 

http://archive.scottish.parliament.uk/s3/committees/hs/reports-10/her10-10-vol1.htm
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Appendix 1: Examples of Living and Dying Well Actions and progress in achieving them  

Action Description of progress 
Electronic 
Palliative Care 
Summary (ePCS) 

This allows data to be sent automatically and on a daily basis from GP systems to Out of Hours services.  It allows practices to 
clearly see essential information on patients with palliative care needs, view or print lists of the patients on the Palliative Care 
Register, and set regular patient review dates.  It also allows the opportunity to develop advance care plans which may include 
medical diagnoses as agreed between patient and GP, the patient’s wishes on preferred place of care and decision over 
resuscitation.  The 2012 report noted that across Scotland nearly 70% of GP Practices were using it.  However, challenges 
included that the national roll-out may have taken place to quickly before various issues with the system were fixed, and that 
GP Practices did not find it a straightforward system to use. 

However, building on the work of the ePCS, and also in 2010, a new electronic Key Information Summary has been rolled out 
across Scotland.  KIS is an extension to the existing Emergency Care Summary (ECS) system and is designed to support 
patients with long term conditions or who have anticipatory care plans in place.  Information is shared with patient consent and 
KIS will be available in ECS users, in NHS24, Out of Hours organisations, Accident and Emergency departments and the 
Scottish Ambulance Service.   KIS is available in all GP practices in Scotland (as discussed here). 

Identification of 
patients with 
palliative and end 
of life care needs 

By 2012 most NHS Boards were clear about which tools they use to identify patients with palliative care needs and most used 
more than one tool. GSF-Prognostic Indicator Guidance (PIG) was the most commonly cited tool.  The Scottish Government 
has advised that the Supportive and Palliative Care Indicators Tool is now being used in many cases. Board implementation 
plans consisted largely of awareness-raising, encouragement and education, together with making tools readily available.  
Many Boards cited time and cost constraints in raising awareness, overcoming resistance and providing the necessary 
education to embed these tools consistently into routine clinical practice across settings.  Although lots of activity was reported 
there was not a sense of a clear path towards broad-based implementation of effective tools and approaches across settings.  
Palliative care register data showed that there was still some way to go before the needs of all those in need of PELC were 
identified and met.  

Advance / 
Anticipatory Care 
Planning 

The 2012 LDW progress report found NHS Boards using a range of approaches, with some developing local tools.  Others 
made reference to using existing systems such as the ePCS (see above).  By 2012 this appeared to be a work in progress 
amongst many Boards.  A number of challenges were identified, including: 

 Resources for training, support to implementation and evaluation 
 The need to embed identification and assessment tools. 
 ICT structures to support sharing of plans across settings 
 Attitudes towards palliative and end of life care 
 Consistency across different settings 

The 2012 LDW progress report did note examples of good practice, including: the further development of community 
pharmacy capacity and service improvement in NHS Greater Glasgow and Clyde; a locally developed anticipatory tool in NHS 

http://www.nisg.scot.nhs.uk/wp-content/uploads/March-2014-KIS-Newsletter.pdf
http://www.spict.org.uk/the-spict/
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Borders; and, the development of a successful anticipatory care planning tool in NHS Lanarkshire, which was piloted in care 
homes and has now been rolled out to other care settings.  

In addition, it was hoped the introduction of the new Key Information System would support efforts in advanced care planning. 

The 2012 report notes the cultural and communication difficulties that can exist when conversations with patients and others 
are required as part of the anticipatory planning process.  It was noted that the Good Life, Good Death, Good Grief initiative 
launched by the Scottish Partnership for Palliative Care may help to promote more openness in Scottish society about death 
and dying.  The Scottish Government has advised that its new end of life care stakeholder group will lead work to build on that 
of SPPC and others in this area. 

Do Not Attempt 
Cardiopulmonary 
Resuscitation 
(DNACPR) and 
Children and 
Young Persons 
Acute 
Deterioration 
Management 
(CYPADM) 

 

In May 2010, the Scottish Government (2010a) published ‘Do Not Attempt Cardiopulmonary Resuscitation: Integrated Adult 
Policy – Decision Making and Communication’.  It was created to ensure a consistent and integrated approach across 
Scotland to DNACPR decision-making.  It applies to all NHSScotland Staff and the care of adult patients in all care settings 
within the remit of NHSScotland.  

In October 2010, the Scottish Government (2010b) published ‘Resuscitation Planning Policy for Children and Young People’.  
It sought to provide a framework that offers guidance to clinicians, reassurance to families, and safe working practices within 
all care settings.  

The 2012 report found that DNACPR was part of mandatory resuscitation training in 11 Health Boards, whilst the remaining 
Boards had plans in place to introduce this.  The Scottish Government has advised that all Boards have Leads in place and 
the importance of considering the policy as part of wider care planning has been emphasised in recent dialogue with clinicians, 
as has been the importance of ensuring involvement of people and families in discussion (e.g. see here).  In addition it noted 
that a “light touch” review of both policies commenced in November 2014 and will report in spring 2015.  

The 2012 LDW progress report noted that the effective implementation the DNACPR policy has been closely linked to and 
dependent upon the rate of progress in other areas, including the use of ePCS.  It also reflected on how the new policy 
requires to be imbedded in the education and training of all health professionals, and discusses ways this was being achieved. 
In July 2013, Healthcare Improvement Scotland published a DNACPR indicator.  This specifies a minimum high level measure 
or for healthcare services in Scotland on DNACPR and CYPADM decision-making and communication.  However, whilst 
recording against the indicator takes place at NHS Board level this has not been collated centrally. 

Implementation of 
the Directed 

This DES was designed to enhance the work already undertaken through the Quality Outcome Framework indicator on the 
creation of a palliative care register.  It was aligned with the ePCS.  Guidance was issued to support practices in identifying 

http://www.goodlifedeathgrief.org.uk/
http://www.scotland.gov.uk/Resource/0039/00398424.pdf
http://www.scotland.gov.uk/Resource/0039/00398424.pdf
http://www.scotland.gov.uk/Resource/0039/00398434.pdf
http://www.sehd.scot.nhs.uk/cmo/CMO%282014%2917.pdf
http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=48065f78-9538-4b37-9ed4-cf642b5c3cb4&version=-1
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Enhanced 
Service16 (DES) 
for Palliative Care 

appropriate patients for the palliative care register, the sharing of advanced care plans, and determining a patient’s preferred 
place of end of life care and seeking to deliver this wherever possible.  The most recent Scottish Government guidance was 
published in April 2012 (amended in November 2014). To be eligible, practices must achieve the QOF palliative care indicators 
and must have one or palliative care more patients on their registered list.  Practices are required to: 

1. Ensure that they include patients identified with Palliative and end of life care needs irrespective of diagnosis on their 
QOF Palliative care register. 

2. Ensure that patients on the QOF Palliative care register have been assessed and that an initial care plan has been 
compiled and an electronic palliative care summary completed using the standardised Electronic Palliative Care 
Summary or equivalent. 

In 2013-14 64% of Practices participated in this DES.  The Scottish Government (2014) has advised that the DES is currently 
being reviewed. 

Referral to 
specialist care 

The 2012 LDW progress report found that all Boards reported that they had appropriate referral guidelines in place for adults.  
However, only a small number of Boards had specific referral guidelines for children and young people.  The challenges 
reported, included the equity of access across geography and for non-malignant disease.  However, these seemed to be 
challenges of service provision rather than referral process.  The Scottish Government believes that the emphasis on 
measurement and sharing of local experience (as discussed above) will start to result in a more meaningful description of the 
arrangements in place across Boards, within communities and among hospice services. 

Palliative care in 
acute settings 

The 2012 LDW progress report sought information on a number of topics related to PELC in acute settings.  These included 
the following areas: 

The report found that the vast majority of Boards had an acute hospital palliative care service in place although more than half 
of these added caveats (for example regarding different sites or limitations in the scope of the service).  There appeared to be 
different interpretation as to what such a service should look like.  The sustainability and the staffing of these services were 
mentioned as challenges. 

All NHS Boards stated that there was access to specialist palliative care, though there was not much detail as to what this 
was.  The challenges identified included: the capacity to meet demand with the present financial restraints; and, a lack of 
clinical engagement in some areas. 

All NHS Boards reported that they had mechanisms in place for specialist PELC resources to support generalists in the acute 
setting, and to provide specialist services to those patients with the most complex needs. However, the level of medical input 
appeared variable, and whilst some Boards had hospital based teams whilst others were dependent on external input from 
hospices.  The Scottish Government has advised that the new strategic framework for action will include a focus on mapping 

                                                 
16 Enhanced services are part of the GMS contract. They are services that NHS Boards have responsibilities to provide through GP practices.  Directed Enhanced 
Services must be provided by the NHS Board for its population e.g. childhood vaccinations and immunisations, care of violent patients, minor surgery, flu 
vaccinations, and the recent extension in GP practice opening hours Payment for these services is set nationally. 

http://www.sehd.scot.nhs.uk/pca/PCA2012%28M%2906.pdf
http://www.sehd.scot.nhs.uk/pca/PCA2012%28M%2906amd.pdf
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existing resource allocation, staffing and expertise. The 2012 report also found that much of the support identified was through 
local palliative care teams, though it was also noted that they often do not have the resources to provide a comprehensive 
service and can have difficulties at periods of high demand.  It was also identified that there were not enough Palliative Care 
Specialists.   

Most NHS Boards made reference to the fact that they had mechanisms to obtain the views of patients and their carers on the 
PELC services they were receiving.  However, the 2012 report found that there was no good evidence that views on palliative 
care are routinely captured, with exercises tending to be focussed in scope and of limited duration.  The Scottish Government 
has advised that this is being addressed through wider person-centred health and care improvement work. 
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HEALTH & SPORT COMMITTEE 

ASSISTED SUICIDE (SCOTLAND) BILL 
 

Introduction 

Following the evidence session on the assisted Suicide (Scotland) Bill on 20 
January 2014, the Committee asked for additional information on the palliative 
care law in Belgium.  A brief summary using a recent research study is 
provided below. 

Palliative care legislation in Belgium 

Research1 comparing the legislation, regulations and national health 
strategies for palliative care in several European countries, considers the 
current legislation that exists in Belgium. 

The researchers note that the Belgian palliative care law was enacted in 2002.  
Under the legislation every citizen has the right to access palliative care, and 
to receive information about it and their illness.  The law defines palliative care 
as the total care provision for patients whose life threatening disease no 
longer responds to curative therapies. The key aim is to offer the patient and 
their next of kin as much quality of life as possible whilst retaining as much 
autonomy as possible.  Multidisciplinary physical, psychiatric and social care 
and support is considered pivotal under the approach. 

Every two years a broad commission report on the implementation and 
delivery of palliative care is provided to the Government.  In addition, an 
annual progress report is published by the Minister of Public Health and Social 
Affairs.  

As Members were advised during the evidence session, 2002 also saw the 
legalisation of euthanasia in Belgium under specific circumstances.  One 
precondition for the use of euthanasia is that the physician always needs to 
inform the patient about palliative care.  

The researchers found that the 2002 palliative care legislation was only one of 
a number of federal and local initiatives that were introduced in Belgium since 

                                                 
1
 Van Beek, K. et al (2013) Comparison of legislation, regulations and national health 

strategies for palliative care in seven European countries (Results from the Europall research 

group): a descriptive study. BMC health services research 2013, 13:275.  
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1993.  Included are Royal Decrees about palliative care, which are considered 
guidelines for palliative care networks, hospital support teams and palliative 
home care teams. They stipulate what services are necessary, their 
geographical distribution, conditions and minimum criteria for staff, the content 
of their work, and sometimes funding of different palliative care services.  
However, despite these, there is no overarching national palliative care policy. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Jude Payne 
SPICe Research 
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Note: Committee briefing papers are provided by SPICe for the use of Scottish 
Parliament committees and clerking staff.  They provide focused information or 
respond to specific questions or areas of interest to committees and are not 
intended to offer comprehensive coverage of a subject area. 
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