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EXECUTIVE SUMMARY 

 
This paper provides a summary of the key themes and discussion points raised from 
the analysis of submissions to the call for evidence on the Assisted Suicide 
(Scotland) Bill.  Given the number and, often extensive, content of the submissions, 
it is not possible to comprehensively represent each opinion and belief.  The author 
has endeavoured to produce an account that offers insight into the wide range of 
views expressed by those in support and in opposition to the proposed legislation.  
These submissions cannot be construed as representing the views of the population 
in general; respondents are self-selecting individuals or organisations who have felt 
strongly enough about assisted suicide to respond to the call for evidence. 
 
Profile of Submissions 
 
In total, 886 submissions were read and summarised for this analysis.  Overall, 73% 
of respondents expressed support for the Bill, with 24% in opposition and 3% either 
neutral or making no comment.  When analysed according to respondent type there 
is a contrast in view. Amongst individuals, 78% support the Bill, 21.5% are in 
opposition and 0.5% make no comment.   Support within organisational submissions 
is much lower at 16.5%, with 49% opposing the Bill and 34.5% stating neutrality or 
making no comment.  
 
Personal Accounts 
 
A significant number of submissions provide personal accounts to support their view; 
usually this is in support of the Bill, however around a quarter of personal accounts 
are opposed to the provisions.  These submissions contain important and powerful 
content in terms of the lived experience of caring for seriously ill loved ones or being 
present at their death. Many respondents describe their experiences of witnessing 
family members in terrible suffering, while others explain that loved ones were driven 
to suicide to avoid an unacceptable death.  Respondents opposing the Bill also 
describe personal situations to illustrate their views, for example, that palliative care 
can support families through very difficult times and that individuals, even with 
serious disability and illness, can experience enjoyment and quality of life.  
 
Views on the general purpose of the Bill 
 
Supportive 

The supportive submissions largely cover 2 key pairs of themes: dignity & 
dependence and human rights & autonomy. Amongst those supportive of the Bill, it 
is widely felt that individuals suffering with terminal or life-shortening illness should 
be able to request assistance to commit suicide if that is their own wish.  This 
assistance, and the legal protection of those involved in its provision, is strongly 
viewed as a compassionate and humane option.  There is some variation of view 
regarding qualifying criteria for this assistance, with some respondents expressing 
satisfaction with the provisions and others suggesting that the provisions ought to be 
broader in terms of eligibility and more extensive in relation to the amount of 
assistance offered.   
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A large number of supportive submissions approach the discussion from the point of 
view that assisted suicide is a personal choice and that, providing an individual has 
appropriate capacity, this choice should be respected.  The primacy of individual 
choice is linked with discussions about autonomy and the right to self-determination.  
Many respondents feel strongly that only the individual can determine when their life 
lacks quality and that society does not have the right to overrule individual autonomy 
in this matter.   

Opposing  

In opposition, the arguments are drawn from the same themes, dignity & 
dependence and human rights although clearly the perspectives are in contrast to 
the supporting view.  In terms of dignity, opposing respondents reject the link 
between dignity and dependence arguing that individuals who are dependent on 
others through illness or disability do not lack dignity.  Instead, it is felt that society, 
and the provisions in the Bill, threaten dignity by implying that some human lives 
have less value than others.  This, in turn, it is argued, reinforces self-doubt and 
possible feelings of burden amongst vulnerable people.  The sanctioning of assisted 
suicide is felt by many of those opposing the Bill to signify the beginning of a 
„slippery slope‟ that may result in the incremental extension of provisions to include 
other groups of people and potentially to move towards legalised euthanasia.  

Opposing respondents argue that individuals do not have the absolute right to 
personal autonomy when it poses a threat to wider society.   Many submissions point 
to the right to life as enshrined in law and reflect that the provisions of the Bill could 
contravene this right for vulnerable people, namely people who are elderly, disabled 
or sick.   The provisions, it is argued, cannot adequately protect vulnerable people 
against coercion or undue pressure to request assisted suicide.  This coercion may 
be in the form of direct pressure, more subtle social pressure or an internalised 
sense of burden.    

The work of palliative care teams is frequently acknowledged and deeply 
appreciated in all views.  However, many palliative care professionals and 
organisations feel that the Bill would undermine their work and could prevent 
individuals from experiencing the benefit of such holistic care.  Several submissions 
point to the extent of unmet need in the provision of palliative care, particularly for 
those with non-malignant disease.  Respondents reflect that it is inappropriate to 
introduce such legislation when addressing the inadequate access to good quality 
palliative care could reverse the desire to die.  

In terms of religious opinion, most religious bodies and individuals expressing a 
religious view reject the purpose of the Bill.  For some this is for theistic reasons, 
namely the absolute sanctity of life, and for others it is because of the unacceptable 
threat it poses to vulnerable people in society.  

Views on the preclusion of civil and criminal liability 

Amongst those in support of the Bill, it is commonly asserted that the removal of 
criminal and civil liability is an essential and natural provision.  However, in 
opposition there is objection to the preclusion of liability.  This is because it is felt that 
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the lack of liability alongside the difficulty in detecting undue pressure or coercion 
would seriously impede prosecution in cases of wrong doing.  
 
The savings clause of the Bill provides for the protection of people who, acting in 
good faith and not carelessly, make an incorrect statement or other action 
inconsistent with the Bill.  This clause is contentious for many respondents, largely 
those opposing the Bill.  They note concern about broad phrasing, lack of definition 
of some key phrases (for example „good faith‟) and lack of clarity on the extent and 
nature of the clause.  In essence, these respondents surmise that the savings 
clause, along with the preclusion of liability, would render enforcement of the 
provisions very difficult.  
 
Several submissions from legal bodies note that the Bill is silent on key definitions 
primarily what assisted suicide is or what it is to assist suicide. These respondents 
argue that without precise definition of terms within the provision there is scope for 
uncertainty and therefore potential that people will not be adequately protected by 
the legislation.   
 
Views on the Bill’s Provisions 

Respondents have extremely varied and detailed views on the specific provisions of 
the Bill.  Some of the key points raised are outlined below:  

 A lack of definition within some provisions is noted and concern expressed 
over the possible legal implications of this insufficient clarity.  For example, 
„assisted suicide‟ is not defined nor is „what it is to assist‟.  

 There is considerable variance in views on acceptable eligibility criteria for 
people seeking assistance.  Many supporters welcome the use of 
„unacceptable quality of life‟, whilst others would prefer to see „intolerability‟ 
included.  For opponents, the criteria are felt to be too subjective and difficult 
for medical professionals to verify.   The use of „life shortening‟ creates similar 
contention within opposing submissions which note concern at the possible 
wide range of illnesses and conditions that could be included in this. 

 There is widespread objection to the lack of provision for psychiatric 
assessment. Respondents argue that this omission significantly undermines 
safeguarding.  In particular, respondents are concerned that individuals with 
depression may be missed and that assessment of capacity will be left to non-
specialist doctors.  

 The introduction of the 3-stage process and the licensed facilitator is broadly 
welcomed by supportive respondents, although some do feel that the 
provisions are too demanding for a very ill person.  Overall, it is felt that these 
additional features strengthen the safeguarding of the provisions. 

 The 14-day time limit between the issue of prescription and the act of suicide 
is largely felt, by opposing and some supportive submissions, to be too short 
and may lead to the possibility of an individual feeling under pressure to 
commit suicide. 

 There is significant objection, from all sides, to the minimum age of 16 for 
individuals requesting assistance and for undertaking the licensed facilitators 
role.  It is widely felt that 18 is the minimum acceptable age.  

 Concerns are raised that the provisions do not take account of the unique 
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needs and experiences of children and young people.  For example, that 
young people perceive and understand death differently to adults, and do not 
fully relate to the permanence of death.  

 Respondents in opposition to the Bill query the precise role of the licensed 
facilitator and specifically how much assistance they are authorised to 
provide.  

 A large proportion of submissions note that there is no „conscience clause‟ for 
doctors or others involved in the process.  This is strongly felt to be a 
significant omission.  

Role of professionals  

There is strong feeling about the role of doctors in the assisted suicide process.  
Some supporters believe the Bill could facilitate a more transparent discussion 
between doctor and patient thus enhancing their relationship.  In opposition, it is 
argued that the provisions require doctors to act in contravention of the Hippocratic 
Oath.  These respondents reflect that this fundamental shift in ethos would be 
detrimental to the doctor/patient relationship with a shift away from the principle of 
doing no harm.  It is commonly suggested, amongst those opposing the Bill, that 
there is likely to be considerable objection and „opting out‟ from medical practitioners 
resulting in the possibility of individuals have to „shop‟ for doctors willing to facilitate 
assisted suicide. 

There is mixed feeling about the role of the police.  Some supporters of the Bill argue 
that the police should not be involved in the process as no crime has taken place, 
others see a place for the police but in a minimal „administrative‟ role.  However 
many supportive respondents are satisfied with the police role as described in the 
provisions. 

A large number of submissions opposing the Bill, argue that the role of the police is 
inadequate as their involvement is dependent simply on a verbal report from the 
licensed facilitator.  There is further concern that a police investigation would be 
unlikely to achieve a successful prosecution in the case of wrongdoing due to the 
provisions in the „Savings Clause‟ and the difficulty of proving coercion or undue 
pressure.  
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INTRODUCTION 

This paper provides a summary of the key themes and discussion points raised from 
the analysis of submissions to the call for evidence on the Assisted Suicide 
(Scotland) Bill.  Given the number and often extensive content of the submissions, it 
is not possible to comprehensively represent each opinion and belief.  The author 
has endeavoured to produce an account that offers insight into the wide range of 
views expressed by those in support and in opposition to the proposed legislation.  
These submissions cannot be construed as representing the views of the population 
in general; respondents are self-selecting individuals or organisations who have felt 
strongly enough about assisted suicide to respond to the call for evidence.  
 
PROFILE OF SUBMISSIONS 

 
The Health and Sport Committee received 894 submissions in response to its call for 
written evidence.  Of these, 467 were unique, 419 were identical templates 
submitted by individuals in support of the My Life, My Death, My Choice group and 
the remaining 8 were duplicates or retracted submissions.  Therefore, in total 886 
submissions were read in full and summarised for analysis.  Throughout the report 
reference is made to submissions using a unique number along with the following 
key:  
 
N= neutral/no comment/undecided 
S= supports Bill 
A= opposes (against) Bill 
 
The referencing is intended to provide the reader with direction to some submissions 
projecting a particular view or thought; it is not an exhaustive list of all responses 
reflecting that stance.  To a certain extent, the quantity of referencing also reflects 
the weight of feeling on a particular issue.  Appendix 1 provides a list of all 467 
respondents submitting a unique submission along with their respective unique 
code*.  The list of respondents submitting a My Life, My Death, My Choice template 
can be viewed at 
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/7
9582.aspx. 
 
The breakdown of submissions in terms of support or opposition to the Bill is shown 
below in Table 1. Overall 73% of responses are in favour of the Bill, 24% are 
opposed and 3% make no comment.  
 
Table 1 – Submissions by all Respondents by Support/Opposition to the Bill 

 Supportive Opposing No comment* Totals 

Number 651 209 26 886 
Percentage 73% 24% 3% 100% 
*This category includes 18 no comments, 4 stated neutral, 2 mixed views from membership, 1 undecided and 1 
individual submission which was unclear as to view 
**Some submissions were signed by 2 or more respondents; these have been treated as 1 submission  

                                                        
* The Appendix provides a full list of unique respondents.  There are gaps in the numbering where a small 
number were either removed due to duplication or retraction or were added to the My Life My Death My Choice 
submissions. 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/79582.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/79582.aspx
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Table 2 describes opinion by category of respondent and shows that amongst 
individuals, 78% support the Bill with 21.5% opposing and 0.5% making no 
comment.  The picture is quite different amongst organisations, where 49% of 
submissions oppose the Bill, 16.5% are supportive and 34.5% make no comment or 
are neutral.  
 
Table 2 – Submissions by Individuals & Organisations by Support/Opposition 
to the Bill 

Respondent Supportive Opposing No comment Totals 

Individuals 640  78% 176 21.5% 3 0.5% 819  
Organisation 11 16.5% 33 49% 23 34.5% 67 
 
This analysis is illustrated in Figures 1 and 2 below.  
 
Figure 1  – Submissions by Individuals by Support/Opposition to the Bill 

 
 
Figure 2 – Submissions from Organisations by Support/Opposition to the Bill 
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If the „no comments‟ are removed from the analysis of organisational opinion, a 
slightly different picture emerges with 25% of organisational submissions in support 
and 75% opposing the Bill.  The exclusion of „no comment‟ submissions does not 
affect the analysis of individual responses.  
 
Submissions can be further categorised according to type of individual or group.  The 
largest category is private individuals representing 739 submissions (83%).  This 
category comprises individuals who have not stated a profession nor claim to 
represent any group or organisation.  Opinion with private individuals (including My 
Life, My Death, My Choice submissions) is strongly supportive of the Bill with 82% in 
favour of the principle of the Bill, 18% expressing opposition and 1 submission 
making no comment.  
 
Figure 3 illustrates opinion according to breakdown of type of organisation and 
professional individuals (i.e. those who have stated a profession in their submission).  
It highlights the near equal divide in opinion among doctors and GPs; the tendency 
for religious bodies, religious groups and palliative organisations to oppose the Bill 
and for professional organisations and public sector bodies to tend towards a „no 
comment‟ stance.  
 
Figure 3 – Organisational and Professional Respondent Category by 
Support/Opposition to the Bill 

 
*Campaign group – refers to organisations whose main focus is assisted suicide/assisted dying 
 
ADHERENCE TO THE ‘CALL FOR EVIDENCE’ 

 
Of the 466 unique responses, 199 submissions responded directly to the questions 
issued by the Scottish Parliament‟s Health and Sport Committee in their call for 
written evidence, 267 did not.  The 419 submissions from supporters of My Life, My 
Death, My Choice did not follow the call for evidence questions.  Of those following 
the call for evidence questions, many omitted questions. In particular the question 
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„Do you have any comment on the role of the police as provided for in the Bill?‟ was 
omitted by more than 25% of responders; the next most commonly omitted question 
was „Do you have any views on how the provisions in this Bill compare with those 
from the previous End of Life Assistance (Scotland) Bill‟?   
However, for most submissions, including the My Life, My Death, My Choice 
responses, the views presented were appropriate to fit under the call for evidence 
question headings.  Submissions presenting largely personal accounts are 
considered in the following section.  
 
PERSONAL ACCOUNTS  

 
The personal accounts detailed in many submissions are important and powerful; 
providing „witness statements‟ of the lived experience of caring for seriously ill loved 
ones or being present in the lead up to their death. Clearly, the proposed legislation 
touches lives in a deeply personal way and this is reflected in the passion and 
honesty of their submissions.  Those, both favouring and opposing the Bill, share 
these accounts to reinforce their strong views and do so with the intention to benefit 
the vulnerable people in our society.  
 
It is very difficult to fully reflect the emotion and impact of these personal statements 
in a paper such as this.  However respondents can be assured that all submissions 
have been read in full and their valuable messages considered.  
 
The majority of individuals describing personal experiences (not professionals 
working with the terminally ill) are in favour of the Bill.  However, approximately one 
quarter of those describing personal experiences are opposed.  
 
Many respondents describe their experience of witnessing family members in terrible 
suffering, one referring to her father‟s experience as „torture‟ (265S), others detail 
their loved ones being driven to suicide to avoid an unacceptable death (25S; 44S; 
434S).  The following respondent reflects on his wife‟s experience which, he feels, 
highlights that dying with dignity is not always possible: 
 

“My wife had outstanding palliative care. But with my wife the palliative care 
couldn‟t stop the hair loss, the faecal incontinence and the intractable vomiting 
caused by her chemotherapy; it couldn‟t stop the almost complete loss of 
sensation in her fingers and toes also caused by the chemotherapy…it 
couldn‟t stop the bloatedness, facial swelling and debilitating muscle 
weakness caused by the steroids; it couldn‟t stop the personality changes 
caused by her brain radiotherapy; it couldn‟t stop her overwhelming loss of 
dignity which distressed her so much; and it couldn‟t stop my 3 children from 
witnessing all of this”. (75S) 

 
An anonymous respondent describes her experience of her mother committing 
suicide to avoid spending her remaining days in hospital: 
 

“[S]he preferred to stay at home and commit suicide… rather than spend her 
final weeks away from family in hospital. The great tragedy both for her and 
for us, her children, was that we could not be with her at the end. Her greatest 
fear was that any of her children should be suspected of causing her death. I 
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still have heartache today when I think of her alone, doing what she did.” 
(434S) 

Others reflect on personal wishes to choose the timing of own their death due to an 
illness or condition of which they fear the ultimate consequences (297S).  
 
Personal accounts are also offered to oppose the Bill.  For example, a respondent 
recounts a very difficult and dark time during her husband‟s illness and explains how 
the hospice team supported them through this (351A).  Another details the life of her 
disabled son who led a full and happy life, inspiring many:  

 
“He was diagnosed with Duchene Muscular Dystrophy … he spent 18 years 
becoming more and more disabled but his zest for life did not desert him and 
to the end he loved following football, listening to music and seeing friends.” 
(461A) 
 

She expresses concern that the Bill will not help young people like him who need 
positive coping strategies rather than tragic routes out (461A). 
 
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? 

 
In this section, an overview of key opinion is provided followed by a discussion of the 
main arguments in support and in opposition of these viewpoints.  
 
Dignity and Dependence  
 
A substantial proportion of submissions supporting the provisions of the Bill argue 
that some individuals experience a loss of dignity at the end of their life either 
through uncontrolled pain, intractable suffering or perceived unacceptable 
dependence. These submissions generally felt that it is cruel and inhumane to force 
an individual to suffer when their personal wish is to die. These opinions are strongly 
iterated in the personal accounts of respondents.  An oft-quoted analogy is that of a 
dying animal which is relieved of its misery.  
 
The opposing view argues that dignity is inherent to all humans and does not 
diminish with illness or dependence.  Respondents with this view suggest that 
external factors are extremely important in affording dignity and that negative social 
attitudes can be detrimental.  Therefore it was felt that the legalisation of assisted 
suicide, and the involvement of the medical profession in this process, would 
reinforce an individual‟s sense of lack of self-worth and legitimise their, and their 
families, perceived loss of dignity.  
 
Supportive 
 
The personal accounts of many supporters of the Bill are largely influenced by a 
compassionate argument that is concerned with maintaining an individual‟s dignity 
and easing their suffering.   This is echoed strongly in many supportive submissions, 
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which question the humanity of prolonging suffering and continued loss of dignity 
against the wishes of the individual, for example:  
 

“Individuals do not have a duty to suffer in order to ease the conscience of 
unknown others.” (331S) 
 

There is widespread acknowledgement that modern medicine has resulted, happily, 
in prolongation of life.  However, some respondents criticise a perceived fixation on 
prolongation and reflect that care could become „one dimensional‟ in that respect 
(18S; 89S).  The holistic care provided within palliative care is acknowledged and 
welcomed by the majority of respondents.  However, amongst those supporting the 
Bill, a large proportion argues that there are limits to the effectiveness of palliative 
care and that some patients will suffer intolerable pain and loss of dignity (75S; 
103S; My Life, My Death, My Choice 165S; 166S; 183S; Doctors for Assisted 
Suicide 192S; 290S; 329S; 366S; 449S).   Considerable support for the Bill derives 
from a belief that relief from such distress, or intolerability of life, is compassionate 
and that to deny such relief is inherently cruel (18S; 36S; 50S; 68S; 91S; 113S; 
145S; Scottish Unitarian Association 147S; My Life, My Death, My Choice 165S; 
183S; Doctors for Assisted Suicide 192S; 212S; Friends at the End 206S; 290S; 
312S; 316S; 319S; 327S; 329S; 353S; 381S; 442S; 455S; 464S).  
 
Some respondents attribute the loss of dignity to a loss of function whilst others refer 
to a patient‟s lack of control and choice (83S; 265S; 299S).  There is an overall 
sense within these submissions that denying an individual choice and control in their 
own death is not humane.  This view is underpinned by the subjectivity of 
intolerability; in other words, only the individual can assess what is an acceptable 
quality of life for them (338S; 448S).  The precedence of individual autonomy is 
asserted in many of the views presented and this will be explored in a following 
section.  It is widely felt or implied in these submissions that assisted suicide could 
provide individuals with the option for a safe and dignified death.  
 
Several submissions supporting the Bill express the view that even knowing that 
provisions for assisted suicide exist would give some people a great deal of comfort 
and reassurance (145S; Friends at the End 206S; 309S; 321S; 408S; 442S).  This 
could in turn afford terminally ill people relief from the anxiety of an unknown death 
and enable them to more fully enjoy their remaining days (18S). Indeed, My Life, My 
Death, My Choice (165S) cites statistics from Oregon which claims that 35% of 
people who receive prescriptions to facilitate suicide do not use them.  The 
University of Edinburgh Mason Institute (395N) also reference Oregon noting that 
over a 4 year period 198 prescriptions were issued for assisted suicide but only 38 
deaths were recorded.  
 
Within the compassionate argument, there is reference to the permissibility in current 
practice of passive death which is facilitated through the refusal or deprivation of life 
saving treatment, fluid and/or nutrition (163S).  Respondents reflect critically that 
there is no moral difference between these passive forms of death and the active 
form of assisted suicide, which in turn gives control back to the patient (75S; 288S; 
315S).  It is contended that the deprivation of fluid or food prior to death can cause 
suffering (315S).  
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Opposing 
 
Respondents opposing the Bill strongly object to the inference that loss of dignity is 
associated with dependence and argue that inherent dignity is not denigrated by 
illness and dependence (176A; 180A; Free Church of Scotland 207A; 358A; 372A; 
Reformed Presbyterian Church of Scotland 390A; CARE for Scotland 393A; Scottish 
Council on Human Bioethics 399A; Scottish Youth Alliance 425A).   It is felt that the 
sanctioning of assisted suicide relies on society agreeing that some individuals can 
lose their inherent dignity and have lives no longer worth living. They go on to 
contend that it is such affirmation from society that threatens dignity, encourages 
doubt and devalues the sick and disabled (294A; 433A). Furthermore, it is argued 
that endorsement from medical practitioners that an individual should be eligible to 
die reinforces a sense of lack of worth and will have implications for others in society 
suffering with the same illness or condition (The Salvation Army 60A; 394A). The 
message from these submissions is that the unique value of each human life should 
be respected and upheld (348A).  
 
This link between dignity and dependence is felt to be especially threatening to 
people with physical disabilities and the elderly (277A; 286A; Scottish Youth Alliance 
359A; 361A; 370A; Inclusion Scotland 423A; 440A).  Indeed Inclusion Scotland 
(423A) criticises the provisions for inappropriately targeting disabled people and 
fundamentally misunderstanding the impact of impairment on quality of life, a view 
echoed by the Scottish Youth Alliance (359A) who state that the Bill devalues 
disabled people. The Equality and Human Rights Commission (406N) refer to the 
opinions of some disabled people‟s organisations which question the reality of free 
choice in assisted suicide in a society that makes assumptions about the 
comparative worth of their lives.  
 
In terms of Scotland‟s elderly population, it is felt by some respondents that the 
possible introduction of assisted suicide is particularly concerning given the rise of 
„elder abuse‟ in society, the increasingly ageing demographic and a climate of 
austerity, particularly in public services (205A; Free Church of Scotland 207; 365A; 
374A; 440A; 445A; 450A).   
 
It is widely and strongly felt amongst respondents opposing the Bill that the 
provisions are not compassionate or respectful of dignity and instead engender a 
view that some lives are less valuable or worthy of society‟s concern (Strathcarron 
Hospice 229A; 365A; 428A).   It is also suggested that the legalisation of assisted 
suicide would have negative implications on social attitudes, particularly towards 
people with disabilities and the elderly, and on values about life and death (286A; 
The Royal College of Paediatrics and Child Health 354A; 374A; Church of Scotland 
Church and Society Committee 397A; The Anscombe Bioethics Centre 398A; 
Evangelical Alliance 416A; Society for the Protection of Unborn Children 419A).  
 
Human Rights; Autonomy and Society 
 
The right to autonomy, as enshrined in human rights legislation, is cited frequently by 
respondents as a pivotal argument both in support and opposition of the Bill.  
Supporters of the Bill argue that individuals have the right to self-determine the value 
of their own life and make judgements about end of life based on that perceived 
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value.  The argument follows that this individual judgement is paramount and 
demands respect from society. 
 
Opponents to this view counter argue that society is not, by definition, comprised of 
autonomous individuals and that other legislation exists which restricts individual 
autonomy for the benefit of society.  The impact of such legislation, in support of the 
autonomous individual, must be assessed in terms of collateral and perhaps 
unintended impact on society.  A key point in this view is the risk of such legislation 
to vulnerable people in society.  Referring again to human rights legislation, it is 
frequently noted that individuals also have a right to life.  The legislation could 
jeopardise this right, particularly for vulnerable people in society.  
 
Both supporters of the Bill and those in opposition suggest that the basis of individual 
autonomy upon which they understand the Bill is built, is denigrated by the restriction 
of eligibility.  
 
Supportive 
 
A significant proportion of supportive submissions, including the 419 submissions 
supporting the My Life, My Death My Choice campaign, express their view that 
individuals with terminal or life-shortening conditions should be able to choose to 
have assisted suicide if they wish (16S; 25S; 27S; 75S; 89S; 125S; 136S; 141S; 
Humanist Society Scotland 193S; 290S; 311S; 325S; 326S; 375S; Dignitas 382S).   
Indeed, the My Life, My Death, My Choice submissions claims, based on the 
campaign‟s own polling, that 69% of people in Scotland support this view.  
 
It is widely asserted within supportive statements that such choice constitutes a 
human right, with some respondents making particular reference to the European 
Convention on Human Rights and specifically the right to self-determination (75S; 
125S; 141S; Dignitas 382S).  It is strongly felt, within this cross section, that 
individuals, with appropriate mental capacity, who decide to end their own lives 
ought to be able to do so or be assisted to do so without civil or criminal 
repercussions.   
 
The respect for individual choice and autonomy is therefore paramount in these 
opinions as illustrated in the following extracts: 
 

“I am dismayed that our society currently imposes a 'natural' life term on all of 
its citizens; at times this will be against the wishes of a mentally competent 
and suffering person who wishes to die.“(381S) 

“Before retirement I was a senior health professional and it is this experience 
that has led me to support this bill. I am dismayed that one's human rights 
seem to be 'removed' and ignored at the very END on one's life and would 
wish the reader to reflect on this point.” (326S) 

There is strong feeling amongst supporters of the Bill that their personal choice and 
therefore their right to autonomy should not be denied because of religious or faith 
arguments to which they do not subscribe (58S; 119S; 163S; 201S; 318S; 443S; 
473S).  
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In terms of equality in access, some respondents highlight discrimination against 
those who are unable to complete the act of suicide without assistance (25S; 67S; 
68S; 194S; 260S; 334S; 339S).  As a result, it is argued, certain people will take their 
own lives, before they would ideally choose to, to pre-empt physical incapacitation 
preventing this course of action.  There is inequality noted too in respect of those 
who travel to Switzerland to avail themselves of their assisted suicide provision 
which discriminates against those who are financially restricted (32S; 408S; 446S).  
 
Opposing 
 
The majority opinion of those opposing the Bill is that the risk this legislation would 
pose to vulnerable people in Scottish society is unacceptable.  This refers to physical 
risk to their lives through coercion and the more subtle psychosocial risk in terms of 
change in social attitudes and a potential increased sense of burden.   
 
The key concern for respondents in opposition is that the Bill cannot protect 
vulnerable people from coercion and undue pressure, regardless of the safeguards 
in place.  It is widely felt that protecting vulnerable people from coercion from others 
(including family), subtle pressure from society and internal pressure would be 
extremely difficult (43A; 223A; 355A; Reformed Presbyterian Church of Scotland 
390A; University of Edinburgh Mason Institute 395N; Church of Scotland Church and 
Society Council 397A; East Lothian Council 439N).  The possibility of unintended 
consequences of such legislation is frequently noted and illustrated in the following 
extract: 

 
"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 Carlile, quoted in 54A) 

 
It is argued that the inadequacy of the Bill‟s safeguarding puts vulnerable people at 
risk and as a result their right to life as enshrined in law may be infringed (Care Not 
Killing 191A; 247A; 432A; Catholic Bishops Conference of Scotland 453A).  
Safeguards are felt to be inadequate both in specific terms, for example the removal 
of the psychiatric assessment and the need for a second witness, and in a broader 
sense that no amount of safeguarding can protect against coercion or subtle 
pressure. 
 
The compatibility of the proposed legislation with Human Rights law is questioned 
elsewhere. For example, the Law Society of Scotland (276N) suggests that it is 
possible the Bill contravenes Article 2 of the European Convention on Human Rights, 
protecting the right to life.  Care Not Killing (191A) and others (432A) also question 
compatibility with Article 2 arguing that the Bill provides no „meaningful legal 
protections for Scottish citizens‟.  The Equality and Human Rights Commission 
(406N) take no position on the proposed Bill but do highlight the need for the 
legislation to reliably safeguard the right to life.  
 
In opposition, respondents argue that the right to individual autonomy has always 
been restricted in certain circumstances for the benefit of society (54A; Free Church 
of Scotland 207A; 240A; Crown Terrace Baptist Church 373A).  Many, often 
including religious groups and bodies, argue that individuals are never wholly 
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autonomous as absolute personal autonomy would be contrary to the notion of 
society. 
 

“It must be recognised that none of us is truly autonomous or exist in a 
vacuum – all actions and decisions have consequences for others around us.” 
(Crown Terrace Baptist Church 373A) 

 
There is a feeling amongst opponents of the Bill that the „benefit‟ conferred on the 
few, exercising their claim to autonomy, will be detrimental to the many (302A; 
384A).   
 
Of particular concern, and cited by the majority of opponents, is the risk to the 
vulnerable people in society. Many submissions reflect that sanctioning assisted 
suicide would reinforce this sense of lack of worth, burden or stigma and what is 
offered as „assisted suicide‟ may instead be felt as a „duty to die‟ (Fellowship of 
Independent Evangelical Churches 143A; Care Not Killing 191A; 239A; 303A; 360A; 
376A; Church of Scotland Church and Society Council 397A; Scottish Council on 
Human Bioethics 399A; 418A).  The Scottish Council on Human Bioethics (399A) 
notes that the Bill appears to be based on the Oregon model and argues that 
evidence from Oregon suggest that the people who opt for assisted suicide are 
seeking control or alleviation of a sense of burden rather than for the primary reason 
of relieving suffering.  
 
Other points raised: 
 

 In a slightly different vein but still referencing autonomy, the Salvation Army 
(60A) and others (20A; 67S; East Dunbartonshire Social Work 187N; Mason 
Institute 395N; The Anscombe Bioethics Centre 398A; Scottish Youth Alliance 
425A) note that by restricting eligibility to provisions some people will be 
denied their right to autonomy and this therefore undermines the philosophical 
foundation of the Bill.  It is also suggested that this could lead to claims for 
access to the provisions on grounds of discrimination (174A; Free Church of 
Scotland 207A; Royal College of Physicians of Edinburgh 410N).  

 
 Several respondents state that patients are able to exercise their autonomy in 

other ways relating to their health care for example by refusing treatment or 
by making an advance directive or advance care plan (384A; CHAS 421A).  

 
The Assisted Suicide Spectrum  
 
There is widespread recognition that assisted suicide exists on a spectrum in terms 
of the amount of assistance provided and the breadth of eligibility.  Opinion on 
assisted suicide can vary considerably according to perception of where provisions 
lie, or will lie in future, on that spectrum. Those in support are largely satisfied with 
eligibility and scope of assistance, with some calling for expansion of both.  In 
opposition there is great concern about the „slippery slope‟ effect where eligibility and 
the amount of assistance may be extended.   
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Supportive  
 
Amongst supporters of the Bill, acceptance varies along the spectrum of assisted 
suicide.  Several respondents welcome the revised provisions which explicitly 
prohibit euthanasia (73S; Doctors for Assisted Suicide 192S; Humanist Society of 
Scotland 193S; Dignity in Dying 389S).  
 
Dignity in Dying (389S) does not support assisted suicide for people with life-
shortening conditions which are not yet terminal.  They do, however support assisted 
dying for those with terminal illness. They make the distinction between assisted 
dying (for the terminally ill) and assisted suicide for those who are not yet dying but 
have a life-shortening condition.   
 
At the other end of the spectrum, a significant proportion of submissions supporting 
the Bill welcome its provisions as a good „first step‟.  Many indicate their hope for the 
future will be to expand the eligibility criteria in line with the policy memorandum 
statement to this effect (19S; 37S; 38S; 58S; 117S; 127S; 312S).  In particular, 
respondents felt that „intolerability‟ ought to be included in the provisions (57S; 113S; 
291S; 311S; 455S). Some respondents welcome the Bill but argue that restricting 
access to its provisions is discriminatory (25S; 67S; 68S; 194S; 260S; 334S; 339S).  
 
My Life, My Death, My Choice (165S) is supportive of the Bill and is clear that 
expansion of the provisions is neither inevitable nor desirable.   They support this 
argument with reference to Oregon, where, they state, the law has been in place 
since 1997 and has not been expanded.  Other respondents, some referring to other 
jurisdictions, argue that there is no evidence to support the slippery slope arguments 
(18S; 163S; 167S; 199S).  
 
Opposing 
 
There is, within the opposing view, considerable anxiety about the possible 
incremental extension of the Bill.  This appears to have been fuelled, in part, by 
paragraph 54 of the policy memorandum which states intent to open eligibility for 
assisted suicide to other categories of people (Salvation Army 60A; 160A; Care Not 
Killing, 191A; Church of Scotland Church and Society Council 397A; Care for 
Scotland 393A; Free Church of Scotland 207A; 247A; 263A; 372A; 428A; 456A).  A 
large number of submissions reference the progression of abortion legislation over 
the years to illustrate the „slippery slope‟ argument (43A; Fellowship of Independent 
Evangelical Churches 143A; 169A; 281A; 350A; 394A; 404A; St Margaret of 
Scotland Hospice 413A; 450A; 467A; 475A).  Respondents also refer to similar 
legislation in other jurisdictions notably Belgium, Netherlands and Switzerland, 
where, it is argued, eligibility has been widened to include, amongst other categories, 
children and „old age‟ (177A; 257A; 266A; 275A; 301A; 355A; 360A; 394A; The 
Scottish Youth Alliance 425A; Muslim Council of Scotland 411A). 
 
Some respondents also reflect that the extension of legislation may not just be in 
terms of widening eligibility but progression to euthanasia (The Anscombe Bioethics 
Centre 398A; Scottish Council on Human Bioethics 399A).  Additionally there is 
concern that, if passed, the legislation‟s safeguards will, over time, be less rigorously 
enforced as the process becomes more „normalised‟ (365A).  Again, abortion law 
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and experience in other jurisdictions is discussed by respondents to illustrate this 
danger.  Several respondents cite evidence and statistics which imply under-
reporting in Belgium, a significant decline in referrals for psychiatric assessment in 
Oregon and routine disregard for a proportion of the Rotterdam criteria for 
euthanasia (54A; 365A; 441A).  Other opposition submissions refer to these 
jurisdictions as examples of how the original safeguards can slip thus undermining 
the safety of the legislation (240A; 359A; 365A).  
 
Religious Views  
 
The majority of religious groups and bodies oppose the Bill on theistic grounds 
because the provisions are deemed contrary to the sanctity of human life central to 
their beliefs (Fellowship of Independent Evangelical Churches 143A; Free Church of 
Scotland 207A; 368A; Crown Terrace Baptist Church 373A; Faith and Order Board 
of General Synod of the Scottish Episcopal Church 400A; Muslim Council of 
Scotland 411A; Islamic Medical Association UK 422A; Public Questions, Religion 
and Morals Committee of the Free Church of Scotland 426A).  
 
The Scottish Council of Jewish Communities (403A) reports that there are varying 
views within the Jewish community.  Liberal Judaism is divided and some members 
do support assisted suicide within a safe framework.  Reform Judaism is also divided 
and has no unequivocal position.  Traditional Judaism states that human life is 
sacrosanct, has absolute value and cannot be ended at will.  The Church of Scotland 
Church and Society Council (397A) is sympathetic to the fears of people with 
terminal illness but opposes the Bill due to the profoundly negative impact on society 
and the risk it poses to the vulnerable in society.  
 
The Reformed Presbyterian Church of Scotland (390A) argues that people have no 
inherent rights but are instead led by the Laws of God.  They assert that assisted 
suicide is forbidden in accordance with the 6th Commandment, which forbids murder.  
 
It should be noted that the Scottish Unitarian Association (147S) and the Church and 
Society Committee of the United Reformed Church's Synod of Scotland (279S) are 
supportive of the Bill.  The majority of Scottish Unitarian Association (147S) 
members, according to an internal consultation, support the Bill.  They believe that 
individuals who face an intolerable existence should have access to assisted suicide 
and that those involved in the process should be protected by law.  The Church and 
Society Committee of the United Reformed Church's Synod of Scotland (279S) also 
believes that under certain circumstances individuals with terminal disease have the 
right to seek assistance to end their own life.  
 
Although some individual respondents state that assisted suicide is compatible with 
their religious beliefs (29S; 148S) as a general rule, submissions with specific 
acknowledgement of a personal religious belief do not support the Bill.   
 
Palliative Care and Unmet Need  
 
Many supporters of the Bill gratefully acknowledge the important role of palliative 
care but point to its limitations for some people and some reflect that palliative care 
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and assisted suicide can co-exist and complement end of life care (30S; 103S; 163S; 
My Life, My Death, My Choice 165S; 290S; 381S), for example:  
 

“Room for both in a society that cares about personal choice.” (30S) 
 

This view is, however, rejected by the majority of opposition submissions arguing 
instead that the Bill undermines palliative care.  For the most part, those who work in 
palliative care or make specific reference to it are largely opposed to the Bill.   
Highland Hospice (107A) states that the Bill is:  
 

“…at fundamental variance with the aims of palliative care.”  
 
Proponents of this view express concern that the option of assisted suicide would 
prevent people experiencing the benefit of palliative care which is concerned with the 
holistic treatment of the patient and not simply alleviation of pain (Strathcarron 
Hospice 229A; Group of Palliative Care Physicians 336A; Scottish Partnership for 
Palliative Care 343N).  
 
Even where palliative care cannot adequately relieve pain, the holistic approach 
seeks to affirm the value of the patient‟s life and preserve their dignity (223A; 
Strathcarron Hospice 229A).  It is felt that access to such care can address the root 
causes behind an individual‟s desire to accelerate death and potentially reverse that 
decision (Salvation Army 60A; Highland Hospice 107A; 257A; 266A; 277A).    
 
A number of comments, some from practitioners in palliative care, suggest that it is 
rare for an individual to persistently express the wish to die (Highland Hospice 107A; 
186A; 277A; The Anscombe Bioethics Centre 398A; Evangelical Alliance 416A). It is 
further argued, that those rare „hard cases‟ where an individual remains adamant in 
their desire to die do not make an appropriate foundation for such a fundamental 
change in law (223A; 256A).  The status quo allows the courts appropriate discretion 
to deal with cases where family or carers may be implicated in an assisted suicide or 
a death caused by intervention seeking to alleviate suffering (174A; 431A).  
 
A number of individual respondents report that assisted suicide is not required 
because 95% of people with terminal illness have access to palliative care (135A; 
176A; 179A; 180A; 211A; 262A).  This extent of provision appears to be explicitly 
contested elsewhere for example by Marie Curie Cancer Care (357A) (see below for 
more discussion).  The 95% statistic is referred to elsewhere with regard to palliative 
care with CARE for Scotland (393A) and the Scottish Council on Human Bioethics 
(399A) noting that palliative care can be effective in the alleviation of symptoms for 
around 95% of individuals.  
 
Marie Cure Cancer Care (357A) argues that too many terminally ill people are not 
receiving the appropriate end of life care.  They cite evidence which suggests that 
80% of non-cancer patients in primary care are not being identified or referred for 
palliative care from which they would benefit. Marie Curie Cancer Care (357A) 
further report that many patients receive palliative care too late in their illness, 
typically in their last 8 weeks of life.  The inadequacy of current levels of general 
provision is stated in submissions from Strathcarron Hospice (229A), a Group of 
Palliative Care Physicians (336A) and St Margaret of Scotland Hospice (413A).  
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Alzheimer Scotland (454A) and Parkinson‟s UK (415N) reflect that provision of 
palliative care is inconsistent and often poor for people with Alzheimer‟s and 
Parkinson‟s respectively.  For Alzheimer Scotland (454A) this unmet need is a factor 
in their decision not to endorse the Bill.   
 
Although not in relation to palliative care, Inclusion Scotland (423A) also point to 
unmet need as key issue in their opposition to the Bill.  It argues that as a result of 
poorly funded public services, disabled people are not adequately supported to have 
dignity, choice and control in their lives.  Their potential feelings of burden and 
isolation and experiences of abuse or poverty are likely not to be the inevitable result 
of a medical condition but rather that of inadequate public policy.  It concludes that to 
introduce assisted suicide into such an environment would be inappropriate.  
 

“Disabled people must be supported to live with dignity and respect before 
Inclusion Scotland would feel able to endorse legislating to allow disabled 
people to be assisted in taking their own lives.” (Inclusions Scotland 423A)  

 
The majority of submissions in this discussion call for resources to be redirected to 
ensure access for Scottish citizens to appropriate palliative care which could reverse 
their wish to die rather than introducing provision for assisted suicide (43A; 53A; 
121A; Free Church of Scotland 207A; 300A; 301A; 124A; 169A; 176A; Group of 
Palliative Care Physicians 336A; 342A; 347A; 364A; 368A; 404A; 409A; Islamic 
Medical Association UK 422A; 431A: British Medical Association 477A).   
 
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 provisions in this Bill are widely welcomed by many supportive submissions in 
particular the: 
 

 introduction of the licensed facilitator role (11S; 19S; 51S; 73S; 97S; 125S; 
My Life, My Death, My Choice 165S; Doctors for Assisted Suicide 192S; The 
Humanist Society of Scotland 193S; Friends at the End, 206S; World 
Federation of Right to Die 405S) 

 introduction of the 3- stage process is welcomed as a simpler and more 
clearly defined process (My Life, My Death, My Choice 165S; Friends at the 
End 206S; 225S).  The preliminary declaration is specifically noted as an 
improved feature (150S; 183S; Doctors for Assisted Suicide 192S) 

 improved safeguards (non-specific) (27S; 41S; 56S; 67S; 73S; 97S; 115S; 
183S; Doctors for Assisted Suicide 192S; 446S; 462S) 

 eligibility provision is more focused and limited in scope (My Life, My Death, 
My Choice 165S; 168S; 420S) 

 removal of reference to euthanasia and clear requirement that the act of 
suicide must be by own hand (73S; 166S; Doctors for Assisted Suicide 192S; 
The Humanist Society of Scotland 193S; Dignity in Dying 389S) 

 removal of provisions for eligibility for disabled people (Church and Society 
Committee of the United Reformed Church's Synod of Scotland 279S) 

 simplification of eligibility criteria (World Federation of Right to Die 405S) 
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In general, the Law Society of Scotland (276N) state that the current bill is less 
confusing than its predecessor and the title of the Bill removes ambiguity by specific 
reference to Assisted Suicide. 
 
The removal of the provisions for psychiatric assessment is the most frequently 
noted concern for the majority of those opposing the Bill and for many in support.  It 
is a key theme emerging throughout the submissions (Salvation Army 60A; 105A; 
135A; 138A; 160A; 174A; 180A; Living and Dying Well 198A; Scottish Disability 
Equality Forum 204S; Free Church of Scotland 207A; 223A; 247A; North Ayrshire 
Council 292N; 350A; 360A; 361A; 369A; Faith and Order Board of General Synod of 
the Scottish Episcopal Church 400A; CARE for Scotland 393A; Scottish Council of 
Jewish Communities 403A; Muslim Council of Scotland 411A; Society for the 
Protection of Unborn Children 419A; Catholic Bishops Conference of Scotland 453A; 
459A).  The removal of this provision is strongly questioned particularly with regard 
to the assessment of capacity, which will now be the responsibility of the endorsing 
doctors.  
 
There is also objection to the removal of the domicile provisions that required people 
requesting assisted suicide to be registered with a medical practice in Scotland for a 
minimum of 18 months.  The current provisions would require that an individual be 
registered at a medical practice in Scotland but with no minimum time limit on 
duration of registration (109S; 247A; North Ayrshire Council 292N; 294A; CARE for 
Scotland 393A).  It is felt this removal will facilitate suicide tourism (257A; The Law 
Society Of Scotland 276N; North Ayrshire Council 292N; 294A; 394A; Scottish 
Council of Jewish Communities 403A; 404A; The Muslim Council of Scotland 411A; 
428A; Catholic Bishops Conference of Scotland 453A).  
 
Several respondents state that this Bill is no different in moral or logical basis but is 
more „dangerous‟ than its predecessor due to cosmetic changes which increase its 
palatability.  For example it is suggested that the removal of euthanasia from the Bill 
will increase its chances of being accepted but that it‟s intent remains the same  
(53A; 286A; Care Not Killing 191A; 341A).  Other respondents question the 
appropriateness of the Bill being brought before parliament so soon after the defeat 
of its predecessor (Care Not Killing 191A; 214A; 235A; 240A; 244A; 261A; Scottish 
Council on Human Bioethics 399A) with some arguing it is undemocratic and 
possibly an abuse of parliament (137A; 287A).  
 
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? 

 
Status Quo and Definitions 
 
The current legal situation, as provided by the Lord Advocate (178N), states that in 
Scotland suicide is not a crime nor is there a distinct crime of assisted suicide. In an 
instance of assisting someone to take their own life, a report would be made to the 
Procurator Fiscal as a deliberate killing and dealt with under law relating to homicide.  
It would then be necessary to establish whether a crime had been committed and 
consideration would have to be given to whether prosecution would be in the public 
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interest. The proposed legislation seeks to alter this by removing the criminal and 
civil liability associated with this type of death.  
 
The Bill stipulates that assisting a person to commit suicide does not give rise to 
criminal or civil liability providing the necessary requirements, as detailed in section 
3, have been complied with.  In brief, the procedures as described must be adhered 
to and death must be caused by the person‟s own deliberate act (Part 2. 3(d)).  
The Law Society of Scotland (276N) and others (280A; 340A) note that the Bill fails 
to define what assisted suicide is or what it is to assist suicide.  The Faculty of 
Advocates (344N) and the University of Edinburgh Mason Institute (395N) also 
highlight the lack of definition of „assistance‟. Clarity and precision on definitions is 
deemed essential to ensure there is no scope for uncertainty and that people are 
protected within the clear boundaries of the law.  There is concern that the lack of 
definition of assisted suicide could result in the protection of actions which might be 
unlawful in terms of other provisions or the common law (The Law Society of 
Scotland 276N).  
 
Supportive  
 
The majority of those in support of the Bill, assert that the preclusion of liability is an 
essential and natural provision, indeed it is the essence of the legislation (18S; 68S; 
149S; 154S; The Humanist Society 193S; Friends at the End 206S; Scottish 
Disability Equality Forum 204S; Church and Society Committee of the United 
Reformed Church‟s Synod of Scotland 279S; Dignitas 382S; 420S; 473S).  Even 
amongst those opposing the legislation, there is some acknowledgement that the 
preclusion of liability is central to this Bill (373A; The Royal College of Paediatrics 
and Child Health 354A; Church of Scotland Church and Society Council 397A).  
Several respondents state that the Bill must also preclude liability for those who 
decline to participate in the process (CHAS 421A; Royal College of Paediatrics and 
Child Health 354A; Royal Pharmaceutical Society 451N).  
 
A few respondents believe that some doctors, acting on their patient‟s wishes, 
prescribe higher than required doses of analgesics in order to hasten death (115S; 
353S; 408S).  It is argued that this covert practice, and the risk this incurs for all 
involved, would not be required if the assisted suicide was legalised and the process 
was regulated (Doctors for Assisted Suicide 192S; 249S; 353S; 408S).  
 
Opposing 
 
The preclusion of liability is deemed unacceptable by the majority of opposing 
respondents.  The objections largely focus on the lack of provision for addressing 
abuse of the legislation, specifically coercion and undue pressure, and the difficulty 
in detecting and prosecuting in such cases (121A; 184A; 270A; 341A; 379A; Society 
for the Protection of Unborn Children 419A; Catholic Bishops Conference of 
Scotland 453A).  Several respondents specifically criticise the phrasing of the 
preclusion of liability provisions stating that the loose phrasing, for example „life 
shortening condition, leaves the legislation open to abuse (Care Not Killing 191A; 
244A; 247A).  Furthermore it is widely noted that there is no reference to penalties 
for abuse of the legislation (231A; 234A; 247A; 280A; 350A).  Some respondents 
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have referred to the Harold Shipman case to reinforce their call for the tightest legal 
protection (205A; 216A).   
 
The „Savings Clause‟ is a source of contention for many.   The Savings Clause 
provides for the protection of people who, acting in good faith and not carelessly, 
make an incorrect statement or other action inconsistent with the Bill.  Under this 
clause, the individual concerned would be protected from criminal and civil liability.  It 
also protects those who provide assistance in good faith and in intended pursuance 
of the Bill but who are not compliant with the requirements of the Bill due to the 
action(s) of another individual.   
 
The Law Society of Scotland (276N) argues that the savings clause is worded so 
broadly that enforcement would be very difficult.  In particular the Society notes the 
wide discretion for a court to interpret what intended pursuance of the Bill actually 
means.  The Faculty of Advocates (344N) notes that there is no definition of „good 
faith‟ (also noted by North Ayrshire Council 292N) or „careless‟ thus impeding 
judgement on the legality or illegality of an action.  Many others note with concern 
the lack of clarity on the extent and nature of the savings clause (Care Not Killing 
191A; 138A; North Ayrshire Council 292N; 275A; 280A; 371A; Dignity in Dying 389S; 
University of Edinburgh Mason Institute 395N).  Others surmise that the removal of 
liability along with the savings clause means that it would be nearly impossible to 
bring a successful prosecution in case of wrong doing (Salvation Army, 60A; 138A; 
Muslim Council of Scotland 411A; Inclusion Scotland 423A).  
 
Other points raised: 
 

 The Equality and Human Rights Commission (406N) suggest that the Crown 
Office could develop guidance for prosecutors, as in England, which outlines 
factors for consideration in decisions about prosecuting in assisted suicide 
cases. 
 

 The Royal College of Physicians of Edinburgh (410N) highlight the need for 
absolute clarity on these provisions in relation to any future redevelopment of 
professional guideline.  It needs to be ensured that doctors are not caught 
between criminal/civil law and the professional demands as detailed by the 
General Medical Council.  

 
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? 

 
Three Stage Process 
 
The Bill requires that any individual seeking assisted suicide must follow the 3-stage 
process: preliminary declaration, first and second request for assistance.   
 
Very briefly, the preliminary declaration is a witnessed statement confirming that an 
individual is eligible to seek assistance and is voluntarily considering assisted 
suicide.  The declaration is endorsed when signed by a medical practitioner.  The 
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patient, following a minimum period of 7 days after signing the preliminary 
declaration, can then make a first request for assisted suicide.  This requires 2 
medical practitioners to confirm eligibility and capacity in order to endorse the 
request.  The second request similarly requires 2 medical practitioners to endorse 
and can only be signed a minimum of 14 days after the endorsement of the first 
request.  
 
Supportive  
 
Overall, supporters of the Bill describe the 3-stage process as robust and providing 
adequate safeguards (29S; 30S; 39S; 41S; 45S; 93S; 150S; 151S; 163S; My Life, 
My Death, My Choice 165S; Scottish Disability Equality Forum 204S; Friends at the 
End 206S; 237S; 321S; 346S; Dignitas 382S; The World Federation of Right to Die 
405S; 444S).  The 419 supporters of the My Life, My Death, My Choice campaign 
who have submitted individual responses agree that the safeguards are strong 
enough to protect vulnerable people in society from coercion.  
 
The introduction of the preliminary declaration is welcomed by a number of 
respondents as a useful additional safeguard and mechanism through which to have 
wishes recorded (14S; 127S; Church and Society Committee of the United Reformed 
Church‟s Synod of Scotland 279S; 290S).  However Dignity in Dying (389S) feel it is 
an unnecessary step and notes that a preliminary declaration or equivalent is not 
used in Oregon.  A couple of submissions refer specifically to the requirement for a 
minimum of 2 doctors in the process and feel this safeguard should alleviate concern 
of undue influence or coercion or contest over eligibility (130S; My Life, My Death, 
My Choice 165S).  Dignitas (382S) however note that 2 different doctors in the 
process is unnecessary and suggest that one doctor, who is able to call on a second 
opinion if necessary, is sufficient.  
 
A significant number of supporters reflect that the 3-stage process may be too 
demanding and bureaucratic for a seriously ill individual (32S, 35S; 42S; 44S; 49S; 
86S; 123S; 146S; 154S; Doctors for Assisted Suicide 191S; 402A; 420S).  
 
Opposing  
 
In opposition, the view is largely that the process does not provide sufficient 
safeguards, particularly with regards to detecting coercion and pressure, resulting in 
the inadequate protection of vulnerable people (54A; 176A; 340A).  
 
Care Not Killing (191A) and others (138A; 247A) suggest that the existence of the 
preliminary declaration on an individual‟s medical record could alter future 
conversations between patient and doctor should medical issues arise.  Several 
respondents object to a pre-declaration being made whilst an individual is still young 
and healthy and feel that planting an idea of suicide in a young person‟s head is 
unacceptable (Free Church of Scotland 207A; 258A; 341A).  There is further 
disappointment that assessment of capacity is not required for completion of the 
preliminary declaration (Care Not Killing 191A; 247A; 341A; Society for the 
Protection of Unborn Children 419A; Scottish Youth Alliance 425A).  
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In terms of the single witness required for the preliminary declaration, it is noted that 
no definition is provided with regard to the nature or duration of acquaintance and 
that the witness provides no safeguarding function because coercion and pressure 
cannot be precluded (138A; 170A; 257A; Muslim Council of Scotland 411A; 435A).  
The Law Society of Scotland (276N) questions the provision in a situation where a 
witness is unaware that they are to benefit from the death of the individual.  
 
The lack of counselling, psychological support, respite, palliative care or exploration 
of other options within the process is frequently raised (167S; Care Not Killing 191A; 
247A; Strathcarron Hospice 229A; Scottish Partnership for Palliative Care 343N; 
SAMH 414N; Scottish Youth Alliance 425A; 428A; Royal Pharmaceutical Society 
451N).  SAMH (414N) argue that patients must, at every opportunity, be sure of their 
decision and others note that this decision must be based on full knowledge of other 
options (Stirling Council 385N).   
 
The British Association for Counselling and Psychotherapy (289N) and some 
supporters of the Bill suggest that consideration of other options and counselling 
could be provided during the process to improve robustness and reduce the risk of 
coercion (333S; Dignitas 382S).  The British Psychological Society (401N) 
recommends access to psychological support and assessment to strengthen the 
process and the Scottish Independent Advocacy Alliance (391S) suggests that 
patients seeking assisted suicide should be referred for independent advocacy to 
enable patients to make informed decisions.  
 
Timescales 
 
Friends at the End (206S) and others (Humanist Society Scotland 193S; Church and 
Society Committee of the United Reformed Church‟s Synod of Scotland 279S; 408S) 
argue that the timescales are appropriate and allow sufficient „cooling off periods‟ to 
safeguard against impulsive decisions.  However, several supportive respondents do 
feel that the timescales are too long and could impact negatively on those in severe 
pain (2S; 67S; 260S; Dignitas 382S; 455S). 
 
Amongst some opposing respondents there is a view that the one-week timescale 
between the preliminary declaration and assisted suicide process is too short and 
undermines the function of the preliminary declaration as a safeguard (Living and 
Dying Well 198A; Free Church of Scotland 207A; 258A; 286A).  Indeed, many 
opponents and some supporters note that the overall timescale could be as short as 
24 days which, they feel, does not allow sufficient time for an individual to reflect or 
for sporadic confusion or depression to pass or be treated (223A; 270A; NHS Forth 
Valley 278A; 333S; Scottish Partnership for Palliative Care 343N; 347A; 435A). The 
Royal College of Physicians of Edinburgh (410N) reflect that, as the time frames do 
not take full account of depression or episodic confusion, weight is added to the 
importance of competent assessment of capacity and training in psychiatric 
conditions by doctors endorsing requests for assisted suicide.  
 
The 14-day time limit between issue of prescription and the act of suicide is also 
contentious for many, including several supporters (42S; 49S; 166S; 167S; Dignity in 
Dying 389S; 402S; 420S) who consider it to be a source of possible pressure to the 
patient (Living and Dying Well, 185A; 198S; 257A; 258A; 287A; Group of Palliative 
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Care Physicians 336A; CARE for Scotland 393A; Forth Valley NHS 278A; 370A; 
377A; Parkinson‟s UK 415N).  One respondent (167S) notes that patients can 
develop benchmarks for when they will take their own life, for example „when I loose 
mobility‟ but often it is the case that when that eventuality is upon them they set new 
benchmarks.  The 14-day time limit would not allow for this reconsideration of 
benchmarking.    
 
The weight of opinion suggests that the timescales are generally considered to be 
too short and that the 14-day time limit between issue of prescription and act of 
suicide is unacceptable.  
 
Other points raised: 
 

 The Law Society of Scotland (276N) questions how the 14-day time limit will 
be policed.   
 

 Community Pharmacy Scotland (452N) seeks clarity on the start point for the 
14-day time limit: at issue of prescription or at dispensing? 

 
 Timescales should be adjusted for newly diagnosed patients to allow for a 

period of readjustment and for those not in terminal stages (302A; Stirling 
Council 385N) 

 
Cancellation 
 
Of the comments pertaining to cancellation specifically, the majority objects to the 
requirement that cancellations must be in writing, and propose that verbal 
cancellation should be sufficient (20A; 275A; Dignity in Dying 389S; 402S; Catholic 
Bishops Conference of Scotland 453A). The Law Society of Scotland (276N) 
suggests that a standardised cancellation schedule should be available and that for 
consistency and clarity the cancellation process should require a witness and 
medical practitioner.  Whilst the Royal College of Physicians of Edinburgh (410N) 
welcome that cancellation of a request does not require the patient to commence the 
whole process again, East Lothian Council (439N) dispute this, preferring that a 
cancellation automatically requires a restart of the process.  The Royal College of 
Physicians of Edinburgh (410N) notes that cancellation of a preliminary declaration 
could be complicated if made years ago and in a different practice.  
 
DO YOU HAVE ANY COMMENT ON THE PROVISIONS REQUIRING THAT THE 
PERSON SEEKING ASSISTED SUICIDE MUST HAVE A TERMINAL OR LIFE 
SHORTENING ILLNESS, OR PROGRESSIVE CONDITION, WHICH IS EITHER 
TERMINAL OR LIFE SHORTENING? 

 
Definition of terms 
 
There is considerable attention given to the precise definitions used to describe 
eligibility.  The lack of guidance on what constitutes „terminal‟ is widely noted, with 
respondents commenting that prognosis is challenging and can be inaccurate 
particularly amongst young people (52A; 185A; 223A; 240A; Scottish Partnership for 
Palliative Care 343N; 352A; 361A; 384A; CHAS 421A).  The perceived subjective 
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nature of terms such as „life shortening‟ and „unacceptable quality of life‟ has 
generated a wide range of views, with many supporters welcoming the weight this 
terminology gives to the individual, whilst those in opposition use the same rationale 
to criticise the terminology.   
 
Supportive 
 
Amongst supporters of the proposed legislation, there is general satisfaction with 
these provisions. Many do, however, argue that the eligibility should be extended to 
include other groups of people including those who perceive their lives to be 
„intolerable‟, those who are unable to commit suicide independently and those who 
do not have life limiting condition but have unacceptable quality of life (8S; 57S; 
113S; 260S; 291S; 311S; 455S).  Several submissions make specific reference to 
Locked in Syndrome and Dementia as conditions that should be eligible (25S; 32S; 
56S; 113S; 141S; 480S).  Some supporters, as previously noted, do welcome the Bill 
as a „first step‟ and express hope that the provisions will be widened in terms of 
eligibility and for a smaller number of respondents, in scope to include euthanasia. 
 
The Scottish Disability Equality Forum (204S) welcome the use of „unacceptable 
quality of life‟ criterion and state that some members feel the inclusion of physical 
disabilities in the Bill would be appropriate: 
 

“I think people with a physical disability should be included in this choice as 
having a physical disability can impact greatly on someone‟s quality of life.” 
(Quoted in 204S) 

Others note the potential for discrimination against those who are excluded from 
these provisions either through ineligibility or those who are physically unable to 
complete the act of suicide independently (25S; 67S; 130S; 141S).  Several 
respondents object more widely to exclusions arguing that the key eligibility criterion 
should be the subjective assessment of quality of life, regardless of diagnosis or 
prognosis.  It is asserted that quality of life is deeply personal and cannot be 
accurately assessed externally (19S; 68S; 97S; 237S; 455S).  In terms of exclusion 
on the basis of mental health, the Law Society of Scotland (276N) and the Faculty of 
Advocates (344N) note that a person suffering from any mental disorder (undefined) 
will be excluded; they argue that this assumes, inaccurately, that the individual lacks 
capacity and it could be construed as discriminatory.   
 
Opposing 

There is some criticism that the eligibility terminology is confusing and vague, 
resulting in a lack of clarity of who is being legislated for (Salvation Army 60A; 
Highland Hospice 107A; Humanist Society Scotland 193S).  Amongst respondents 
opposing the Bill, and some in support, there is widespread comment that the 
provisions are ill defined, too broad and subjective in scope (47S; 72S; 105A; 107A; 
135A; 168S; 174A; 236S; 240A; 248A; 294A; 340A; 358A; 365A; 369A; 370A; 387A; 
Parkinsons UK 415N; 431A; 472S).  It is felt that use of terminology such as 
„unacceptable quality of life‟ and „life shortening‟ as eligibility criteria is misguided and 
could encompass a wide range of common illness and conditions including chronic 
illness (for example diabetes and epilepsy), disability and mental illness (Care not 
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Killing 191A; 219A; 287A; Group of Palliative Care Physicians 336A; Faculty of 
Advocates 344N; The Mason Institute 395N; Church of Scotland Church and Society 
Council 397A; 472A).  
 
Furthermore, it is frequently argued that quality of life can vary and is affected by 
external factors such as access to high quality palliative care and treatment of 
underlying psychological, spiritual, emotional distress or depression (Salvation Army 
60A; 105A; Highland Hospice 107A; 257A; 266A; 277A).  Inclusion Scotland (425A) 
highlight that quality of life is also contingent on factors such as public attitude and 
access to support to facilitate dignified and independent living.  Parkinson‟s UK 
(415N) note that medication changes for Parkinson‟s patients could alter quality of 
life.  
 
CHAS (421A) highlights that „life shortening‟ condition for a young person could 
mean that they still have potential to live for several decades, therefore safeguards 
are inherently weaker for young people.  A discussion of the Bill in relation to the 
unique needs of children and young people is considered separately in a later 
section.  
 
Mental Health 
 
There is widespread confusion and concern about the relationship between the Bill 
and people with mental illness.  This links with discussion around capacity but is also 
worthy of independent note as a depressed patient could have capacity and 
therefore be eligible for assisted suicide.  
 
There is significant concern amongst those opposing the bill that people suffering 
with depression could request assisted suicide (53A; Salvation Army 60A; 174A; 
177A; Living and Dying Well 198A; Free Church of Scotland 207A; 240A; 266A; 
Group of Palliative Care Physicians 336A; 369A; 370A; CARE for Scotland 393A; 
404A; Islamic Medical Association UK 422A; 430N; 475A).  The Muslim Council of 
Scotland (411A) refer to evidence which suggests that 25% of applicants for assisted 
suicide in Oregon were suffering from depression with only 2% being referred for 
psychological assessment.  
 
There are concerns on a number of points with regards to mental health. Firstly, it is 
pointed out that depression is a common but often undetected concomitant of 
serious illness and, in the absence of psychiatric assessment, this lack of diagnosis 
is more likely (53A; Salvation Army 60A; Living and Dying Well 198A; 270A; Islamic 
Medical Association UK 422A).   Inclusion Scotland (423A) also highlight that 
disabled people are more prone to depression. Secondly, it was contended that older 
people in particular can experience a combination of depression, mild cognitive 
impairment, internalised sense of burden and multiple morbidities thus complicating 
an assessment of their mental health (NHS Forth Valley 278A; Scottish Partnership 
for Palliative Care 343N; CHAS 421A). Finally, it is widely argued that depressive 
illness, if diagnosed can be treated and therefore quality of life may improve 
potentially removing the desire to end life (20A; Salvation Army 60A; 139A; Scottish 
Council on Human Bioethics 399A; British Psychological Society 401N; 430N). 
These respondents feel very strongly that depression needs to be treated to improve 
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quality of life and remove the wish to accelerate death (20A; Salvation Army 60A; 
139A; 352A; 430N; 435A). 
Other points raised: 
 

 The Law Society of Scotland (276N) and others (The British Psychological 
Society 401N; 408S) suggest that people who are subject to compulsory 
treatment under the Mental Health (Care and Treatment) Act 1995 or the 
Criminal Procedure (Scotland) Act 1995 should be excluded.   
 

 SAMH (414N) note that people with serious mental illness have shorter life 
expectancy than others and question if it is intended that they are included in 
the provisions as a result.   

 
ARE YOU SATISFIED WITH THE ELIGIBILITY REQUIREMENTS AS REGARDS AGE, 
CAPACITY, AND CONNECTION WITH SCOTLAND AS SET OUT IN THE BILL? 

 
Age  
 
There is clear consensus, amongst supportive and opposing submissions, that 16 
(as provided for in the Bill) is deemed too young to request assisted suicide. In line 
with the UN Convention on the Rights of the Child, it is widely suggested that 18 
would be the appropriate minimum age (Salvation Army 60A; 94S; 105S; 135A; 
138A; 170A; Strathcarron Hospice 229A; 257A; 260S; 270A; 355A; 358A; Crown 
Terrace Baptist Church 373A; Stirling Council 385N; Dignity in Dying 389S; Royal 
College of Physicians of Edinburgh 410N; Muslim Council of Scotland 411A; East 
Lothian Council 439N; Catholic Bishops Conference of Scotland 453A; 459A;).  
Some submissions express satisfaction with this provision, noting consistency with 
other legislation in Scotland; however this is a minority view (27S; 58S; 115S; 168S; 
304S).   
 
The Children‟s Hospice Association Scotland (CHAS 421A) and the Royal College of 
Paediatrics and Child Health (354A) both state that the provisions do not take 
account of the very particular and unique needs and experiences of children and 
young people.  CHAS (421A) and Together for Short Lives (412N) argue that young 
people perceive and understand death differently to adults, and do not fully relate to 
the permanence of death.  This point is reinforced by the Royal College of 
Paediatrics and Child Health (354A), which states that the neurological evidence 
demonstrates adolescents have different understandings of risk and death compared 
to adults. Therefore young people requesting suicide may not have the same desire 
for death as understood by adults (CHAS 421A).  
 
The Royal College of Paediatrics and Child Health (354A) stress their grave concern 
over the lack of provision for the expert assessment of mental health and capacity for 
young people, and both CHAS (421A) and Together for Short Lives (412N) call for a 
stronger test of capacity for young people.  It is felt that the Bill is unclear on 
provisions for children and young people who lack capacity.  CHAS (421A) notes 
that under current legislation parents of such children aged 16-17 can apply for de 
facto rights to consent on their behalf to medical interventions.  CHAS (421A) 
questions if such de facto rights could be activated for the purposes of assisted 
suicide. 
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CHAS (421A) rejects the assumption that capacity and autonomy are the same, 
arguing that for young people there is often a wide gap; that is to say, a young 
person may be deemed to have capacity but may be at risk of coercion.  The Royal 
College of Paediatrics and Child Health (354A) also highlight the risk of young 
people being susceptible to coercion or influenced by other family issues.  
Furthermore, the Scottish Partnership for Palliative Care (343N) argues that although 
young people may have legal mental capacity to make decisions this does not 
necessarily equate to emotional and cognitive ability to make a particular decision.  
 
In relation to the „slippery slope‟ argument, many submissions highlight specific 
concern that eligibility could be extended to include children, as has reportedly been 
the case in Belgium (177A; 257A; 266A; 275A; 301A; 355A; 364A; Faith and Order 
Board of General Synod the Scottish Episcopal Church 400A; Muslim Council of 
Scotland 411A).  
 
Other points raised: 
 

 Together (396N) highlights that this legislation could affect children and young 
people suffering from life limiting conditions and terminal illness and children 
and young people who have family affected by such illness.  They call for use 
of the Child Rights Impact Assessment (CRIA) to understand and manage the 
impact of the Bill in their lives. 

 
 CHAS (421A) and the Scottish Partnership for Palliative Care (343N) refer to 

the particular challenges in prognosis for young people and children with non-
malignant disease and argue that eligibility, with respect to „terminal‟ or „life 
shortening‟ would be extremely uncertain.  

 
Capacity  
 
The provisions require that a person requesting assisted suicide must have capacity 
to make that decision.  The provisions define an individual as capable if they are not 
suffering from any mental disorder (which might affect their decision-making ability) 
and they can make, communicate, understand and remember a decision to request 
assisted suicide. 
 
However, several submissions note inconsistency in definition of capacity between 
the Bill and other legislation, for example, the Adults with Incapacity (Scotland) Act 
2000 and the Mental Health (Care and Treatment) (Scotland) Act 2003 (Law Society 
of Scotland 276N; Faculty of Advocates 344N; Mason Institute 395N).  The Law 
Society of Scotland (376N) notes that the Mental Health (Care and Treatment) 
(Scotland) Act uses the significant impairment of decision-making ability (SIDMA) 
test to determine capacity with regard to making decisions about medical treatment, 
yet this is not mentioned in this Bill.  
 
Within supporting submissions there is widespread satisfaction with the capacity 
criteria (64S; 66S; 70S; 78S; 84S; 94S; 96S; 97S; 98S; 108S; 111S; 118S; 125S; 
136S; 145S; 150S; Humanist Society Scotland 193S; 259S; 284S; 324S; Dignity in 
Dying 398S; World Federation of Right to Die Societies 405S; 420S; 462S). Dignitas 
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(382S) welcome that the capacity criterion is the same as the Swiss model and feels 
this is appropriate 
 
However, there is some dissatisfaction with these provisions amongst opposing 
submissions (138A; 174A; 176A; 257A; 266A; 354A; 370A).  It appears that the 
inadequacy of provision is strongly associated with the removal of provision for 
psychiatric assessment (138A; 174A; Royal College of Physicians of Edinburgh 
410N), with some supporters also acknowledging that inclusion of psychiatric 
assessment could strengthen the provisions (Doctors for Assisted Suicide 192S; 
Scottish Disability Equality Forum 204S; 346S; 408S).   
 
There is also widespread acknowledgement that capacity is a fluctuating, not static, 
state which is challenging to accurately assess, particularly if a patient is suffering 
from depression, episodic confusion or conditions which may require specialist input, 
for example Parkinson‟s.  Respondents express concern that GPs may not be 
appropriately placed to undertake this assessment for the purposes of assisted 
suicide, especially if they have no prior knowledge of the patient and no specialist 
training (174A; 176A; 223A; 257A; 266A; 277A; Scottish Partnership of Palliative 
Care 343A; 358A; 360A; 370A; CARE for Scotland 393A; Parkinsons UK 415N; 
418A; 430N). 
 
It is commonly argued that capacity needs to be assessed by a psychiatrist or 
professional with appropriate experience (North Ayrshire Council 292N; 430N). The 
British Psychological Society (401N) states that this assessment requires a 
professional with experience of assessing mental disorder, cognitive and 
neurological deficit and serious physical illness and an ability to understand the 
difference between clinical depression and personality factors.  It also points to the 
need for specific consideration for individuals with learning disabilities, personality 
disorders and traumatic brain injury.  Other respondents call for a multidisciplinary 
approach to capacity assessment; this approach, it is argued, would also help to 
reduce the risk of coercion (Stirling Council 385N; East Lothian Council 439N). 
 
The Royal College of Psychiatrists (253N) comments that psychiatrists would not 
expect to be routinely involved in determining whether people are able to make the 
decision about assisted suicide.  It appreciates that in complex cases psychiatrists 
may be asked for a judgement on capacity and is clear that any process should be 
based on capacity rather than the presence or absence of mental illness.  
Other points raised: 
 

 As previously noted, many respondents object to the lack of capacity 
assessment at preliminary declaration and feel this denigrates safeguarding 
(Care Not Killing 191A; 247A; 341A; Society for the Protection of Unborn 
Children 419A; Scottish Youth Alliance 425A).   
 

 East Dunbartonshire Social Work (187N) expresses concern about ensuring 
that capacity is maintained throughout the process.  

 
 Several respondents question whether assisted suicide would be permitted in 

the case of Power of Welfare Attorney (126S; 134S; East Dunbartonshire 
Council 187N).  
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Connection to Scotland 
 
The provisions stipulate that a patient requesting assisted suicide must be registered 
with a medical practice in Scotland.   
 
The majority of supporters of the Bill are satisfied with this provision (4S; 8S; 11S; 
15S; 19S; 23S; 27S; 34S; 42S; 45S; 55S; 64S; 70S; 78S; 84S; 86S; 96S; 111S; 
115S; 123S; 136S; 144S; 155S; 183S; Doctors for Assisted Suicide 192S; Humanist 
Society of Scotland 193S; 204S; Friends at the End 206S; 259S; 273S; Church and 
Society Committee of the United Reformed Church's Synod of Scotland 279S; 324S; 
Dignity in Dying 389S; World Federation of Right to Die Societies 405S; 420S; East 
Lothian Council 439N).  My Life, My Death, My Choice (165S) welcome the definition 
of geographical area as a satisfactory safeguard against so-called „suicide tourism‟.  
 
However opposition voices note that the removal of the required period of domicile in 
Scotland risks the facilitation of suicide tourism (257A; The Law Society Of Scotland 
276N; North Ayrshire Council 292N; 294A; 394A; Scottish Council of Jewish 
Communities 403A; 404A; The Muslim Council of Scotland 411A; 428A; Catholic 
Bishops Conference of Scotland 453A).  Care for Scotland (393A) highlights that 
there is no provision to prevent an individual registering with a practice in Scotland 
expressly to avail themselves of the assisted suicide provisions.  North Ayrshire 
Council (292N) suggests that a minimum period of registration with a GP should be 
required to meet the eligibility requirements for assisted suicide.  Others agree with 
this calling for the reinstatement of the 18-month domicile requirement that existed in 
the End of Life Assistance (Scotland) Bill  (109S; 247A; 294A). 
 
DO YOU HAVE ANY COMMENT ON THE ROLES OF MEDICAL PRACTITIONERS AND 
PHARMACISTS AS PROVIDED FOR IN THE BILL? 

 
Role of Health Professionals 
 
There is some feeling that the role of medical practitioners and pharmacists is poorly 
defined (Royal College of Paediatrics and Child Health 354A; World Federation of 
Right to Die 405S; Royal Pharmaceutical Society 451N).  Indeed, several 
submissions point to a complete lack of reference to pharmacists in the Bill (30S; 
32S; 121A, 123S; Highland Hospice 107A; 259S; The World Federation of Right to 
Die 405S; 420S).  
 
Many supporters are satisfied with the role of medical practitioners and pharmacists 
in the provisions (44S; 70S; 78S; 125S; 151S; 183S; Scottish Disability Equality 
Forum 204S; Friends at the End 206S).   Although some supporters note concern 
that as doctors are required to validate the patient‟s subjective view to endorse the 
decision, if doctors are reluctant to support assisted suicide it could be difficult in 
practice for patients to access the provisions (68S; 168S; 353S).  
 
There is widespread concern within opposing submissions that, in the absence of 
any requirement to conduct a medical examination, record details of the 
illness/condition or even know the patient, the role of the medical practitioner 
appears to be largely administrative (173A; 184A; 185A; Care Not Killing 191A; 
241A; 258A; 266A; 294A; 302A; 340A; Scottish Partnership of Palliative Care 343N; 
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Scottish Youth Alliance 425A; 431A; 472A).  It is felt that doctors are being asked to 
assess the subjective judgement of the patient with no objective criteria to guide 
them (Living and Dying Well 198A).  As a result, there is a risk that the role of the 
doctor will be to endorse the patient‟s perceptions rather than formulate medical 
opinion (Care Not Killing 191A; 302A; Muslim Council of Scotland 411A; Scottish 
Youth Alliance 425A; 472A).   
 
Some respondents argue that non-specialist doctors (e.g. GPs) are not appropriately 
trained to conduct assessments for assisted suicide, given the nature of the 
assessment and possible outcome (CARE for Scotland 393A; 418A; 430N). The 
pressure this would place on doctors is acknowledged by the Royal College of 
Physicians of Edinburgh (410N), which notes that this burden may reduce the 
number of doctors willing to undertake this role.  
 
The fact that doctors are not obliged to ensure the full exploration of other options 
including counselling, psychological support or palliative care is deemed inadequate 
by many, as is the lack of provision for doctors to exclude coercion (Care Not Killing 
191A; 302A; The Scottish Partnership for Palliative Care 343N; St Margaret of 
Scotland Hospice 413A).   
 
Other points raised: 
 

 The Law Society of Scotland (276N) notes that as the vast majority of GPs will 
not experience a request for assisted suicide, they must be supported with a 
standardised, expert formulary, developed by an expert panel, for prescribing 
means of suicide. This should include drug formulations and routes of 
administration to facilitate self-administration.  It argues that ad hoc 
prescribing should not be permitted.  Royal Pharmaceutical Society (451N) 
also calls for an expert panel to be established, commenting that a 
multidisciplinary professional advisory panel is required to develop best 
practice and ensure consistency of approach.  

 
 The Royal College of Physicians of Edinburgh (410N) highlights the ethical 

dilemma faced by doctors attending a failed suicide and query their 
responsibilities. 
 

 CHAS (421A) and Together for Short Lives (412N) argue that all practitioners 
involved in the assisted suicide of a young person must have specific 
competencies to work with young people.  

 
 The Law Society of Scotland (276N) raises the issue of safe storage of the 

request and endorsement documents and also questions how these will be 
transferred between practitioners, collated and stored together.  It suggests a 
centralised registry could be considered for this purpose.  
 

Safeguarding 
 
The requirement that a minimum of two doctors are involved in the process is 
welcomed by several submissions, noting the enhanced safeguard of this provision 
(130S; My Life, My Death, My Choice 165S; Community Pharmacy Scotland 452N).   
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However, this is rejected amongst many opposed to the Bill who question the 
effectiveness of the role of doctors in relation to safeguarding.  They argue that as 
doctors involved are likely to be inherently supportive of the legislation, they will be 
more sympathetic to assisted suicide requests thus less likely to challenge patient 
autonomy (176A; 281A; 302A; 360A; 369A; 459A).   
 
There is also criticism of how doctors dealing with assisted suicide requests can 
objectively measure an individual‟s quality of life in making this crucial judgement 
(168S; Free Church of Scotland 207A; 219A; 275A; 280A; 387A; Royal College of 
Physicians of Edinburgh 410N). This lack of objective guidance will give doctors 
broad discretion that may result in inconsistency between practitioners.  The need for 
standards of diligence to guide assessment is noted (NHS Forth Valley 278; The 
Scottish Partnership for Palliative Care 343N).  
 
Some respondents suggest that in practice a small number of doctors will become 
known as agreeable and will attract assisted suicide requests, many from patients 
unknown to them.  This will result in a role comprising little more than „rubber 
stamping‟ where the patients subjective view supersedes the doctor‟s 
professionalism (138A; 176A; 257A; 266A; CARE for Scotland 393A; 404A; Society 
for the Protection of Unborn Children 419A; Scottish Youth Alliance 425A). To 
illustrate this point, the Society for the Protection of Unborn Children (419S) cites 
that in Oregon 61% of prescriptions are written by only 20 doctors.  
 
The terminology used in doctors‟ statements is criticised by some.  The phrases „is 
not inconsistent with the facts currently known to me‟ and „to the best of my 
knowledge‟ are deemed too broad and not adequately reflective of the gravity of the 
situation (Care Not Killing 191A; Living and Dying Well 198A).    
 
The Law Society for Scotland (276N) notes that there is no provision for the 
circumstance where the medical practitioner or witness is not in agreement with the 
patient requesting assisted suicide for example on grounds of capacity or coercion. It 
questions, specifically, what protection the patient would be afforded or would they 
be free to contact a different practitioner?  There are several queries about provision 
of a right to appeal (375S; Scottish Partnership for Palliative Care 343N; Royal 
College of Physicians of Edinburgh 410N).   
 
Professional Ethics 
 
A significant proportion of those opposing the Bill consider that doctors involved in 
assisted suicide would be in breach of the Hippocratic Oath* and specifically their 
pledge „to do no harm‟ (52A; 53A; 138A; 180A; Free Church of Scotland; 223A; 
358A; 361A; Islamic Medical Association UK 422A; 436A).  Within the opposing 
view, it is deemed unfair to put doctors in this difficult ethical, professional and 
emotional position (180A; 403A).  
 
The Law Society of Scotland (276N) notes a tension between the Bill and doctors‟ 
and solicitors‟ professional obligations because those “professional obligations and 

                                                        
* The Hippocratic Oath describes the basic ethics of medical practice and a moral code of conduct for 
doctors.  A key aspect of the oath is the promise to do no harm.  
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standards that medical practitioners and solicitors require to apply are not displaced 
by the requirements made of them in the Bill”. 
 
Opting out and the ‘conscientious objection’ 
 
Virtually all respondents commenting on opting out and conscientious objection 
believe that doctors, pharmacists, solicitors and others involved in the process must 
be able to „opt out‟.  Although many feel that this is adequately addressed within the 
provisions, (for example within all the My Life, My Death, My Choice submissions), it 
is frequently noted elsewhere that there is no „conscience clause‟ and this is felt to 
be a serious omission particularly by opposing respondents (Salvation Army 60A; 
138A; 139A; 160A; 174A; Living and Dying Well 198A; Free Church of Scotland 
207A; 223A; 231A; 241A; 248A; 270A; The Law Society of Scotland 276N; 280A; 
302A; 337A; Faculty of Advocates 344N; 344A; 358A; 376A; Dignity in Dying 389S; 
Muslim Council of Scotland 411A; 418A; Society for the Protection of Unborn 
Children 419A; Scottish Youth Alliance 425A; 428A; 431A; Catholic Bishops 
Conference of Scotland 453A; 471A).   
 
It is acknowledged by several respondents that provision of such a clause may be 
outwith the legislative competence of the Scottish Parliament as the regulation of the 
health professions is reserved to Westminster. However, it was still felt that the 
protection of doctors and others involved in the process is required (95S and 
University of Edinburgh Mason Institute 395N). 
 
A considerable number of respondents take exception to the policy memorandum‟s 
assertion that „it is anticipated that the large majority of GPs and pharmacists would 
not exercise any such opt-out‟ (paragraph 39).  It is argued, with reference to opinion 
statistics from medical professional bodies, that this assumption is unfounded 
(Highland Hospice 107A; 138A; Care Not Killing 191A; 247A; 258A; The Scottish 
Youth Alliance 425A; 467A).   The Royal College of Physicians of Edinburgh (410N) 
notes that there should not be a presumption that medical practitioners will support 
assisted suicide and NHS Forth Valley (278A) is concerned that many of their staff 
may have objections.  Indeed both the Royal College of Physicians and Surgeons of 
Glasgow (438A) and the British Medical Association (477A) report that the 
overwhelming view of their members is one of opposition.  Many individual 
submissions refer to a survey which found 77% of GPs are opposed to assisted 
suicide (247A; 355A; 363A).  
 
East Dunbartonshire Social Work (187N) makes reference to the possibility that if 
large numbers of GPs opt out the provisions would be in jeopardy.   There is concern 
amongst those opposing the Bill that limited numbers of doctors will undertake this 
role thus necessitating „doctor shopping‟ (Free Church of Scotland 207A; 247A; 
Scottish Council on Human Bioethics 399A).  This in turn reduces the likelihood that 
the doctor will have any prior knowledge of the patient and could also result in the 
dilution of expertise (Highland Hospice 107A; Group of Palliative Care Physicians 
336A). The Scottish Disability Equality Forum (204S) and Community Pharmacy 
Scotland (452N) question access to the provisions for those who live in rural/isolated 
communities where opting out could be of particular concern.  
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The Humanist Society of Scotland (193S) acknowledge that doctors may wish to opt 
out but trust that reformulated professional guidance will ensure an obligation to refer 
onto a medical practitioner who can support the patient through the process.  Others 
note the need for a mechanism for people to access willing practitioners (25S; 68S).  
The Royal Pharmaceutical Society (451N) suggests an opt-in process for 
pharmacists, envisaging that a database of trained and willing pharmacists could be 
maintained within the NHS. 
 
Other points raised: 
 

 Specific reference is made to pharmacists and concern that they may not be 
aware that they are dispensing for an assisted suicide. It is felt that they must 
have this information and the opportunity to opt out without detriment (223A).  

 
 The General Pharmaceutical Council (164N) highlights that pharmacists and 

pharmacy technicians can refuse to provide a professional service for moral 
or religious reasons.  

 
Impact on Doctor/Patient Relationship  
 
Within the supportive view, many respondents feel that the proposed legislation will 
improve the relationship between the doctor, patient and the patient‟s family.  The 
provisions, it is argued, will allow a transparent and honest conversation about end 
of life options, unlike the current situation where communication is suppressed (18S; 
My Life, My Death, My Choice 165S; 321S).  
 
In opposition, it is widely felt that the impact on this relationship and beyond, 
between medicine and society, would be irrevocably damaged.  The key concerns 
are that the relationship, based on trust and confidence, would be undermined and 
that a climate of suspicion and fear could ensue (52A; 53A; 138A; 185A; 232A; 
257A; 347A; The Royal College of Paediatrics and Child Health 354A; Scottish 
Council on Human Bioethics 399A; 459A).  For example, Strathcarron Hospice 
(229A) highlight that doctors discuss suicide with patients, from a concerned point of 
view, and reflect that the passing of the Bill would change the nature of this 
discussion and relationship.  
 
The British Medical Association (477A) expresses concern that the legalisation of 
assisted suicide would affect the ethos within which medical care is delivered.  NHS 
Forth Valley (278A) argues that assisted suicide will be divisive and distracting for 
the NHS overall.  
 
DO YOU HAVE ANY COMMENT ON THE MEANS BY WHICH A PERSON WOULD BE 
PERMITTED TO END HIS/HER LIFE UNDER THE BILL? 

 
The majority of submissions, both in favour and opposition to the Bill, comment that 
the means by which a person would be permitted to end their life is not fully 
described in the Bill (30S; Highland Hospice 107A; 125S; East Dunbartonshire 
Council Social Work 187N; Care Not Killing 191A; Police Scotland 274N; The Law 
Society of Scotland 276N; 360A; 392S; The World Federation of Right to Die 405S).  
Respondents note that it appears that suicide will be achieved through the ingestion 
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of drugs but voice deep concern that the policy memorandum (paragraph 40) seems 
to envisage that a wider range of methods could be considered.  Respondents have 
requested clarity on this issue (Care Not Killing 191A; Police Scotland 274N).  
 
Amongst supportive submissions the key message is that the means should be 
effective and peaceful.  Some submissions suggest specific means such as nitrogen 
and liquid barbiturate (73S; Humanist Society of Scotland 193S; Dignitas 382S; 
386S) with the remainder citing unspecified pharmaceutical means, those used by 
Dignitas, or means which are acceptable to the individual and will result in an 
effective and pain free death (12S; 19S; 42S; 48S; 55S; 446S).  
 
A significant number of submissions reflect that assisted suicide can have 
complications, for example terrors, anxiety or a failed attempt, and question how this 
would be dealt with, particularly given the lack of immediate medical staff (53A; 
185A).   In a similar line of thinking, an individual in support of the Bill queries the 
means in light of the failure of recent execution attempts in the USA (392S).  
 
CHAS (421A) and Together for Short Lives (412N) highlight that there is no evidence 
base pertaining to the assisted suicide of children and young people.  This absence 
will prevent the adequate training of medical practitioners in areas such as choice of 
drug, dosage and side effects for young people.  CHAS (421A) argues that young 
people would therefore be at an increased risk of suffering in an assisted suicide.  
 
The Law Society of Scotland (276N) and the British Psychological Society (401N) 
comment that the Bill does not provide for the secure storage of drugs or 
mechanisms prescribed for assisted suicide.  Furthermore, there is no requirement 
for recording the quantity of drugs used or what remains.  
 
Other points raised: 
 

 The Law Society of Scotland (276N) suggests that consideration must be 
given to the effect of the means on the possibility of organ transplantation.  

 
DO YOU HAVE ANY COMMENT ON THE ROLE OF THE LICENSED FACILITATORS 
PROVIDED FOR IN THE BILL? 

 
Definition and Role   
 
The licensed facilitator role is welcomed by many supporters of the Bill (19S; 42S; 
44S; 67S; 73S; 97S; 100S; 125S; My Life, My Death, My Choice 165S; Doctors for 
Assisted Suicide 192S; The Humanist Society of Scotland 193S; Friends at the End, 
206S; 237S; 346S; World Federation of Right to Die 405S; 463S).  The role is felt to 
be clearly defined and improves robustness through additional safeguarding to the 
process (11S; 32S; 73S; 115S; My Life, My Death, My Choice 165S; Humanist 
Society Scotland 193S; Friends at the End 206S).  Some appreciate that the role 
achieves a distancing of the medical profession from the assisted suicide process 
(56S).  Further development of the role to include procedural quality checks and data 
collection is suggested  (Humanist Society of Scotland 193S; Friends at the End 
206S).  
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The Law Society of Scotland (276N) and the Faculty of Advocates (344N) argue that 
a clear definition of „facilitator‟ is required as well as precisely what constitutes 
„assistance‟. These concerns were strongly echoed in many, both supportive and 
opposing, submissions (49S; 130S; 138A; 174A; East Dunbartonshire Social Work 
187N; Care Not Killing 191A; Doctors for Assisted Suicide 192S; 341A; 340A; The 
World Federation of Right to Die 405S).  There is widespread agreement that 
clarification of these definitions is vital to mark a clear distinction between what is 
legal and what is not.  
 
The licensed facilitators role is limited to providing such practical assistance as the 
person reasonably requests and can also provide reassurance and comfort.  
However the Bill also states that the licensed facilitator cannot provide 
encouragement. The Law Society of Scotland (276N) comments on this point and 
questions the difference between reassurance and encouragement.  It highlights that 
precise definition of these terms will be essential for the licensed facilitator who will 
be working on a fine line of legality and illegality (The Law Society of Scotland 
276N). 
 
Some respondents refer to the policy memorandum (paragraph 48) and specifically 
the phrase „lifting a cup‟ as an example of assistance in relation to the role of the 
facilitator.  This has added to existing concerns about where the line is between 
assisting suicide and euthanasia (Highland Hospice 107A; 121A; East 
Dunbartonshire Social Work 187N; Church of Scotland Church and Society Council 
397A; Society for the Protection of Unborn Children 419A).  
 
There is confusion expressed in submissions about who is permitted to be present at 
an assisted suicide and also, with specific reference to the policy memorandum 
(paragraph 43), respondents question who can be involved in assistance (Care Not 
Killing 191A; 161S; 304S; Society for the Protection of Unborn Children 419A).  
Several respondents comment on the role of the facilitator, and any others present, 
in the event of a failed suicide and query what role they should have (East 
Dunbartonshire Social Work 187N; 20A; 174A; 223A; The Scottish Partnership for 
Palliative Care 343N; 355A).  In line with this thinking, some argue it would be 
preferable for the facilitator to be a healthcare professional (North Ayrshire Council 
292N; Dignity in Dying 389S).  
 
The Law Society of Scotland (276N) questions various other aspects of the 
facilitator‟s role including: 
 

 How does the facilitator retrieve prescribed means, not used within the 14- 
day period, from the individual? 

 Where will these drugs/substances be returned to? 
 How will the patient be alerted to the fact that the 14-day limit is close to 

expiry? 
 Who supervises this process? 
 What if extra hours are requested?  
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Age of the Facilitator 
 
A significant concern for the majority of respondents opposing the Bill, and indeed 
many in support, is that 16 is too young to undertake the role of licensed facilitator 
(12S; Living and Dying Well 198A; Scottish Disability Equality Forum 204S; Free 
Church of Scotland 207A; 258A; 275A; Law Society of Scotland 276N; Faculty of 
Advocates 344N; 350A; 352A; Scottish Council of Jewish Communities 403A; Royal 
College of Physicians of Edinburgh 410N; St Margaret of Scotland Hospice 413A; 
Society for the Protection of Unborn Children 419A; Scottish Youth Alliance 425A; 
East Lothian Council 439N; Catholic Bishops Conference of Scotland 453A; 462S; 
480S).  It is widely felt that an individual of this age would be unlikely to have the 
required experience, emotional maturity or skills to undertake such a role.  The 
consensus amongst those holding this view is that 18 should be the minimum 
acceptable age (The Law Society of Scotland 276N; 462S).   
 
Recruitment, training and regulation 
 
There is widespread comment about the lack of detail on the recruitment, training, 
supervision, regulation and cost of licensed facilitators (27S; 63A; 257A; Royal 
College of Paediatrics and Child Health 354A; Faith and Order Board of General 
Synod of the Scottish Episcopal Church 400A; 404A; 459A).  A number of 
submissions state that the Bill makes no provision for training of facilitators and 
express concern at this omission (176A; 180A; 266A; 358A; 360A).  
 
Amongst some opposing respondents there are questions as to who would 
undertake this role and with the insinuation that recruitment could be difficult.  There 
is also concern expressed for the psychological welfare of those undertaking the 
facilitator role (17A; 180A; Free Church of Scotland 207A; Group of Palliative Care 
Physicians 336A; 365A; 424A; 441A).   
 
The Law Society of Scotland (276N) feels the Bill has inadequate detail about the 
licensing of facilitators process and in particular notes a lack of reference to what 
body would be appointed and omissions of insurance, liability and complaints 
process in the regulations.  The requirement for a regulatory body is highlighted in 
many submissions (69S; 167S; 176A; 240A; North Ayrshire Council 292N; 360A; 
CARE for Scotland 393A).  However, My Life, My Death, My Choice (198S) argues 
that facilitators could be trained under government guidelines with instances of 
assisted suicide being reported to the NHS and contraventions reported to the 
police.  
 
Police Scotland (274N) state that the information on licensed facilitators is general 
and it would welcome an opportunity to contribute to development of regulations 
governing the operation of the facilitator scheme.  North Ayrshire Council (292N) has 
stated that it would be unwilling to undertake the role of „licensing authority‟ as 
suggested in the draft guidance.  
 
Other points raised include: 
 

 One individual suggests the establishment of a formal review panel, as in 
other jurisdictions, which includes representatives from the police, health, 
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procurator fiscal and members of the public.  This panel would collect routine 
data and refer instances of assisted suicide to the police/procurator fiscal 
alongside a report noting compliance or non-compliance (275A).  
 

 Doctors for Assisted Suicide (192S) and an individual respondent (183S) 
suggest that doctors might have a role to play in training licensed facilitators.  
 

 A small number of submissions argue that the tax-payer should not be funding 
any structures required for the establishment of licensing facilitators (121A; 
377A).  

 
DO YOU HAVE ANY COMMENT ON THE ROLE OF THE POLICE AS PROVIDED FOR IN 
THE BILL? 

 
The provisions stipulate that the licensed facilitator is responsible for reporting an 
assisted suicide or attempted assisted suicide to the police as soon as practicable.  
 
However, within some supportive submissions, it is felt that the removal of criminal 
liability would naturally remove the need for a police function (57S; 69S; 111S; 141S; 
149S; Disability Equality Forum 204S; 463S). Other supporters argue that the police 
role should be largely administrative with actual investigation only required if 
contravention of the provisions is suspected (72S; 115S; 154S; My Life, My Death, 
My Choice 165S; 260S; 284S; 375S).  However, overall, there is satisfaction with the 
role of the police amongst those supporting the Bill (27S; 30S; 32S; 44S; 70S; 168S; 
Dignity in Dying 389S; 420S).  
 
Many respondents opposing the Bill argue that the role of the police is inadequate 
and point to the lack of obligation to investigate or provision to enforce (135A; 180A; 
247A; 294A; 358A; CARE for Scotland 393A; Scottish Youth Alliance 425A).  North 
Ayrshire Council (292N) and CARE for Scotland (393A) comment that there is no 
provision in the Bill for the police‟s investigative procedure.  
 
It is argued that self-reporting from facilitators, with no requirement to confirm that 
procedures have been properly followed, is insufficient and that the police should 
investigate every instance of assisted suicide (Care Not Killing 191A; 302A; 355A; 
370A; Scottish Council of Jewish Communities 403A; 425A). East Dunbartonshire 
Social Work (187N) suggest that although the police could investigate whether 
procedure has been correctly followed, it is unlikely that they could determine 
coercion or undue pressure.  
 
Police Scotland (274N) does not comment on the principle of the Bill but notes that 
there may be an increase in the number of police investigations should the Bill be 
passed.  The police would be required to investigate each stage of the process to 
ensure adherence to the law, and this will be time consuming and resource 
intensive.   It further comments that the Bill is not clear on clarity of recording, 
monitoring and accountability.  
 
The Law Society of Scotland (276N) suggests that as the police are likely to require 
to report the death to the Procurator Fiscal, the Lord Advocate‟s common law duty 
should be included. It also notes that reporting to the police rather than the 
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Procurator Fiscal is unusual given that in other legislation relating to medical deaths 
reporting is to the Procurator Fiscal, this point is also raised by the Faculty of 
Advocates (344N).  The Faculty of Advocates (344N) suggests that the Fatal 
Accidents and Sudden Deaths Inquiries (Scotland) Act 1976 could be amended to 
ensure that deaths covered by the Bill are reportable.  North Ayrshire Council (292N) 
also makes reference to this Act, suggesting that consideration of the relationship 
between the provisions of the Bill and the Fatal Accidents and Sudden Deaths 
Inquiries (Scotland) Act 1976 is required. 
 
Other points raised: 
 

 There are queries around the training of police, their role in contacting medical 
examiners to certify death and whether or not they will be made aware that an 
assisted suicide is planned (St Margaret of Scotland Hospice 413A; Royal 
Pharmaceutical Society 451N) 
 

DO YOU HAVE ANY COMMENT TO MAKE ABOUT THE BILL NOT ALREADY 
COVERED IN YOUR ANSWERS TO THE QUESTIONS ABOVE? 

 
The Bill and Suicide Prevention Work 
 
A frequent observation amongst opposing respondents is that the Bill conflicts with 
social attitudes on suicide and in particular is contrary to existing suicide prevention 
strategies (Living and Dying Well 198A; Scottish Council for Human Bioethics 399A; 
Scottish Youth Alliance 425A; 441A; Catholic Bishops Conference of Scotland 
453A).  It is felt that this creates a confusing and contradictory policy context which 
risks devaluing suicide prevention and sending mixed messages to vulnerable 
people (247A).   
 
Several respondents comment that doctors play a pivotal role in suicide prevention 
work and the Bill makes no provision to redress this conflict.  The circumstances of 
the provisions would allow potential for presentation of a patient who is eligible for 
assisted suicide but who should also be protected by suicide prevention 
interventions (Group of Palliative Care Physicians 336A; 365A; 456A).  This is 
highlighted in the following extract: 
 

 “Does the doctor accede to a request for assisted suicide or conversely apply 
the principles of the government‟s suicide prevention strategy.” (Group of 
Palliative Care Physicians 336A) 

 
Police Scotland also makes reference to their role in suicide prevention work (274N) 
 
Signature by Proxies 
 
Many respondents, largely those opposing the Bill, note their concern with the 
signature by proxy provision (139A; CARE for Scotland 393A; 404A; 459A).  The 
issue for respondents is the possibility of abuse of this system namely by a proxy 
applying undue pressure or coercion.  
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The Law Society of Scotland (276N) is of the view that solicitors should not 
undertake this proxy function as it requires the solicitor to take on more than a 
notarial function and obliges the solicitor to make a judgement on mental capacity 
and vulnerability.  The Society‟s own guidance states that when advising vulnerable 
clients, the solicitor “must…be satisfied when taking instructions, that his or her client 
has the capacity to give instructions in relation to that matter”.  The Law Society of 
Scotland (276N) believes that, generally, solicitors will not have the appropriate 
experience to undertake such a role and it suggests that provision should be made 
for medical practitioners, who are better placed to assess capacity, to be substituted 
as proxies.  
 
The Scottish Justices Association (171N) has no objection to the principle of Justices 
of the Peace (JP) acting as proxies but notes that this role is more than a notarial 
function and therefore has some specific concerns.    They query how a JP can 
ascertain if the patient has understood the effects of the document, particularly given 
that the individual may be unknown to them and clearly potentially very ill.  The 
Scottish Justices Association (171N) argues that the JP should have access to the 
medical statement of capacity prior to each stage requiring proxy signature thus 
enabling the JP to act as proxy based on the medical evidence provided.  
 
Section 16(6) of the Bill seeks to confer a notary public or other person with the 
authority to act as a proxy regardless of the fact that assisted suicide may be illegal 
in that jurisdiction.  The Law Society of Scotland (276N) questions the legality of 
proxies operating outwith Scotland as the Scotland Act 1998 forbids the introduction 
of legislation which would form part of the law of a country other than Scotland.   
 
With specific reference to proxies, the Scottish Justices Association (171N) calls for 
the Bill to be clear that JPs are not obliged to act as a proxy, whilst another 
respondent argues that there must be a conscience clause to enable JPs, Advocates 
and solicitors to decline to act without detriment (153A).   
 
Financial and Resource Implications of the Bill 
 
Within opposition submissions there is some comment that the Bill provides a „cost 
saving‟ option that „frees up beds‟ (105A; 185A; 208A; 214A; 239A; 240A; 269A; 
277A; 294A).  The Royal College of Paediatrics and Child Health (354A) the Catholic 
Bishops Conference of Scotland (453A) express concern that social acceptance of 
assisted suicide, could in time lead to subtle coercion due to cost savings.  
 
Some respondents query where the resourcing will come from and others argue that 
the process should not be funded by the NHS (52A; 121A). There is also some doubt 
that costs have been accurately calculated with several respondents commenting 
that these are likely to be underestimated (176A; 180A; 370A; Royal College of 
Physicians of Edinburgh 410N; 459A).  
 
The Scottish Ambulance Service (285N) does not anticipate that the Bill, if it is 
passed, will impact on its operations but would require staff to be trained in the 
legislation and process and they may require support to achieve this.  Other 
organisations also note the need for training (General Pharmaceutical Council 164N; 



 

 41 

Royal College of Physicians of Edinburgh 410N; St Margaret of Scotland Hospice 
413A).  
 
Other points raised: 
 

 Several submissions responding in opposition to the Bill argue that assisted 
suicide should not be carried out on NHS premises (52A; 53A; Free Church of 
Scotland 207A; 258A; 377A).  Highland Hospice (107A) and Strathcarron 
Hospice (229A) would strongly object to assisted suicide being carried out in 
Hospice premises.  

 
 Two respondents question the impact of assisted suicide on life insurance 

policies that would not normally pay out for a suicide (69S; Police Scotland 
274N).  
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APPENDIX 1 – REFERENCE NUMBERS AND RESPONDENTS  

 
Submission Numbers ASB001 to ASB0085 
 

Ref Name Ref Name 

ASB001 Karl-Heinz Loeffler ASB043 Sandy Gunn 
ASB002 Brian Ludwig ASB044 Bert Rima 
ASB003 David Wilde ASB045 Iain S.S.McGlashan 
ASB004 Ian Gregory ASB046 Susan McAlinden 
ASB005 Anonymous  ASB047 Stuart Wight 
ASB006 Vivien Stewart ASB048 George Forrest 
ASB007 Scott Smith ASB049 Ron McGraw 
ASB008 Moira Pfusch ASB050 C Burnett Lunan 
ASB009 Martin Dunnery ASB051 Beverley Lithgow 
ASB010 Laurie Macaskill   ASB052 Michael McLoone 
ASB011 Joan Lockhart ASB053 James Neil 
ASB012 George & Margaret Paxton ASB054 Dr Stephen Hutchison and 

Mrs Ingrid Hutchison 
ASB013 John Haggerty ASB055 Dev Sewnauth 
ASB014 Johanna Carrie   ASB056 Dr Charles Warlow 
ASB015 David Flatman ASB057 Maggie Clayton  
ASB016 S Greenaway ASB058 Garry Graham 
ASB017 David Higgins, St 

Augustine's pro-life group 
ASB060 The Salvation Army 

ASB018 Douglas Hall ASB061 Anonymous 
ASB019 Robert Taylor ASB062 T.V. Baxter 
ASB020 Dr Stephen Feltbower ASB063 Philip D. Noble (Rev Dr) 
ASB021 William Morrison ASB064 Pamela Draper 
ASB022 Janice Gordon ASB065 Lucy Mackenzie Panizzon 
ASB023 Marilyn Humphrey ASB066 John Andrew 
ASB024 Charles Maitland ASB067 Moira Symons 
ASB025 Anonymous ASB068 Dr Eleanor Burt 
ASB026 Isabel MacKay ASB069 Nicholas and Danielle 

Argyris 
ASB027 Caroline Manz      ASB070 David Kilpatrick 
ASB028 Miss S.E. Houghton ASB071 Anonymous 
ASB029 Lesley Warren ASB072 Dr David O'Neill 
ASB030 Rosie Hopkins ASB073 Dr Robert Scott 
ASB032 Dr Mary Bliss ASB074 Marjory Scullion 
ASB033 Donella Stirling ASB075 Stephen McCabe 
ASB034 Barry Beacon-Lambert ASB076 Peter Gunn 
ASB035 Briony Savage ASB077 Jennyfer Malyon 
ASB036 Alan Richardson  ASB078 Peter Mehta 
ASB037 Anonymous ASB079 Janet Hamilton 
ASB038 Anonymous ASB080 Gerald Conaghan 
ASB039 Allan Stewart ASB081 Gordon Gaskell 
ASB040 Joy Balgarnie ASB083 Dr Judith Greenwood 
ASB041 Dr June Stewart ASB084 Anonymous 
ASB042 Niall Walker ASB085 Kate Barrett 
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Submission Numbers ASB0086 to ASB168 
 

Ref Name Ref Name 

ASB086 Marilyn Jackson ASB129 John Burton 
ASB087 Ray and Pat Newton ASB130 Claire Geddes 
ASB088 David Campbell McInroy ASB131 Lorna Ventry 
ASB089 Janet Donnelly ASB132 David Brogan 
ASB091 Steven Luby ASB133 Michael Irwin 
ASB093 Ian Rolfe ASB134 Simon Clark  
ASB094 Nick Craggs ASB135 Donald Fleming 
ASB095 Iain C Kerr ASB136 John Bishop 
ASB096 Jean Wilson ASB137 Clare McGraw 
ASB097 Liz Albert ASB138 Dr Graham Keith 
ASB098 Dawn Smith ASB139 Dr Margaret E Stewart 
ASB099 C Richardson ASB140 Graham Wilson 
ASB100 David Donnison ASB141 Isobel Bracewell 
ASB101 R Cinderey ASB142 Brian Blacklaw 
ASB102 Anonymous ASB143 Fellowship of Independent 

Evangelical Churches‟ 
(FIEC) in Scotland 

ASB103 Mary Brosman ASB144 Gerardene Douglas-Scott  
ASB104 James Davidson  ASB145 Pat Heppell 
ASB105 Rev Alan Donald ASB146 John and Jean Raven 
ASB107 Highland Hospice ASB147 Scottish Unitarian 

Association  
ASB108 Anonymous ASB148 John N E Rankin  
ASB109 Frances Robson ASB149 J Gardner 
ASB110 Alan Bourne ASB150 Iain Stuart 
ASB111 Dr Eleanor Steiner ASB151 Hilary Stuart 
ASB112 C Brewster ASB152 Pamela Clark 
ASB113 Lydia M. Dorward ASB153 Neil Morrison 
ASB114 Jill Clarke ASB154 Professor Emeritus S. J. 

Martin 
ASB115 Sheila Duffy ASB155 Annie Rhodes  
ASB116 Anonymous ASB156 Ged O'Brien 
ASB117 John Bromhall ASB157 G Rushforth 
ASB118 Ronald G. Brown. ASB158 Anonymous 
ASB119 Alan MacIntosh ASB159 Georgina Singleton 
ASB120 Anonymous ASB160 Barbara Heaton 
ASB121 Anonymous ASB161 Anonymous 
ASB122 Marion Judd ASB162 Kyle Reid 
ASB123 Anonymous ASB163 Paul Brownsey 
ASB124 Anonymous ASB164 General Pharmaceutical 

Council  
ASB125 Steve Chinn ASB165 My Life, My Death, My 

Choice 
ASB126 James Dobson ASB166 Dr Ian McKee 
ASB127 J McCreath ASB167 Stephen W Smith 
ASB128 Brian Brown ASB168 Rhona Middlern 
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Submission Numbers ASB169 to ASB246 
 

Ref Name Ref Name 

ASB169 Michael Alexander. ASB208 Peter Mulheron 
ASB170 Katherine Naylor ASB209 George McKean  
ASB171 Scottish Justices 

Association 
ASB211 Andrew Fraser 

ASB172 Dumfries and Galloway 
Over 50‟s Committee 
Meeting 

ASB212 Marian Evans 

ASB173 Tony Crow ASB213 Colin Tawse 
ASB174 Professor Marie Fallon 

and Dr David Jeffrey 
ASB214 Michael Mitchell 

ASB175 D Harton ASB215 Patricia Sinclair  
ASB176 Dr Jane Gallacher ASB216 Robert Sinclair 
ASB177 Chris Mitchell ASB217 Gerald Morrow  
ASB178 Frank Mulholland QC  ASB218 Margaret MacLennan 
ASB179 David and Jeanette 

Ferguson 
ASB219 Jean Rooney 

ASB180 D Mcintyre ASB220 Gwendolyn Young 
ASB181 Rosemary Alpine ASB221 Ian Smith 
ASB182 Peter and Marion Morrison ASB222 Graham Ross 
ASB183 Dr Janet L B Macfie ASB223 Dr John Walley 
ASB184 Ian Jessiman ASB224 Margaret Pattinson 
ASB185 Dr J M Leiper ASB225 Catherine Owen 
ASB186 Mary Watt ASB227 Jessie Arthur 
ASB187 East Dunbartonshire 

Social Work 
ASB228 Joe Schofield 

ASB188 Claudine Raulier ASB229 Strathcarron Hospice  
ASB189 Simon McGlary ASB230 Anonymous 
ASB190 Mark Armstrong ASB231 Mrs B Maynard 
ASB191 Care Not Killing  ASB232 Agnes Balkeen 
ASB192 Doctors for Assisted 

Suicide 
ASB233 Kathleen Clezy 

ASB193 Humanist Society Scotland ASB234 Michael A. Nolan 
ASB194 Fiona Campbell-Smith  ASB235 Annette Brydone 
ASB195 William Meikle  ASB236 Jason Blean  
ASB196 George Neilson  ASB237 Dr Jane Hunter  
ASB198 Living and Dying Well ASB238 Ann Beuken 
ASB199 Christopher Ward  ASB239 Eunice Watson 
ASB200 Maria Robertson ASB240 Eric J Mackay 
ASB201 Lois Aitkenhead ASB241 Marie Rodgers 
ASB202 Emilie Sinclair ASB242 Catherine Dalgarno 
ASB204 Scottish Disability Equality 

Forum 
ASB243 John Gatens 

ASB205 Dr Richard C. Hartley ASB244 Lucille McQuade 
ASB206 Friends At The End 

{FATE} 
ASB245 Jean Darlison 

ASB207 Free Church of Scotland ASB246 Margaret McCluskey 
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Submission Numbers ASB247 to ASB321 
 

Ref Name Ref Name 

ASB247 Williamina McGuigan ASB284 Dr Val Bissland 

ASB248 Thomas and Kathleen 
Thompson 

ASB285 Scottish Ambulance 
Service 

ASB249 Anonymous ASB286 Stephen Watt 
ASB250 Josephine McLaughlan ASB287 John Goodall 
ASB251 Dr Paul Cavanagh ASB288 Dr Gordon Drummond 

ASB252 Rev Joseph Walsh ASB289 British Association for 
Counselling and 
Psychotherapy (BACP) 

ASB253 Royal College of 
Psychiatrists  

ASB290 Jean Rennie 

ASB254 Mairi Wilkie ASB291 Celia and Charles Kellett 
ASB255 Evelyn Holligan ASB292 North Ayrshire Council 
ASB256 Anne-Marie Crichton ASB293 Robert Proudlove 

ASB257 Deirdre OReilly ASB294 Alina Armstrong 

ASB258 Gordon Bell ASB295 Helen MacEachen 

ASB259 Martin Norval ASB296 Anonymous 

ASB260 Mike Dodds ASB297 Jim Gannon  
ASB261 Joanne McCourt ASB298 George Allan 

ASB262 Ian A MacDonald ASB299 Teresa McNally  
ASB263 Josephine Cecil ASB300 Martin Gault 
ASB264 Riccardo Lucchesi ASB301 Stephen Shaw 

ASB265 Janet Harbidge ASB302 Dr Alison McKendrick 

ASB266 William W. Baird ASB303 Dr Peter Kiehlmann 

ASB267 Brian Mooney ASB304 Gwynne Hetherington 

ASB268 Helen Smith ASB305 James Chalmers 

ASB269 Alexander Mackenzie ASB307 Joe Love 

ASB270 C.Brian Ross  ASB308 Adele McVay 

ASB271 Ruby Mulholland ASB309 Ian Smith 

ASB272 John Lynn ASB310 Karen Rookwood 

ASB273 Mike Lunan ASB311 Calbert and Christina 
Phillips 

ASB274 Police Scotland ASB312 Gladys Jones 

ASB275 Dr Richard Huxtable ASB313 Catherine Owen 

ASB276 Law Society of Scotland ASB314 Gordon Anderson 

ASB277 Rachel McKenzie ASB315 Ian Waddell 
ASB278 NHS Forth Valley ASB316 Frances Hendry 

ASB279 Church and Society 
Committee of the United 
Reformed Church's Synod 
of Scotland 

ASB317 Helen Watt 

ASB280 Agnes M. Bradley ASB318 Max Cruickshank 

ASB281 Gerry Devlin ASB319 Margaret McGowan 

ASB282 Dr Alexander T. B. Moir ASB320 Ewen Stewart 
ASB283 Alistair Cook ASB321 Alison Joan Rodgers 
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Submission Numbers ASB322 to ASB396 
 

Ref Name Ref Name 

ASB322 Linda Grant ASB360 Anonymous 

ASB324 Elspeth Baxter ASB361 Anonymous 

ASB325 Steve Graham ASB362 M Hadfield 

ASB326 Doreen MacWhannell ASB363 Julian A. Harrison 

ASB327 Linsday Watt ASB364 David Scott 
ASB328 David Graham ASB365 Dr Stephen Hutchison and 

Dr Martin Wilson 

ASB329 Jack Macfie ASB366 Judy Bury  
ASB330 Richard Holmes ASB367 Caroline Davis 

ASB331 Anonymous ASB368 Jim Farren 

ASB332 Jacquie Forde ASB369 M A Macleod 

ASB333 L.H. ASB370 Dr Andrew Bathgate 

ASB334 Talitha Brown ASB371 Lawrence J Johnstone 

ASB335 Anonymous ASB372 Colin Mclachlan 

ASB336 Group of Palliative Care 
Physicians 

ASB373 Crown Terrace Baptist 
Church  

ASB337 John Cullen ASB374 Steven Inglis 

ASB338 K Terry Kirkbride ASB375 Joan Gibson 

ASB339 Margaret Irvine ASB376 Veronica McNeece 

ASB340 Mary Henry ASB377 Anonymous 

ASB341 David Smith  ASB378 Teresa McNeece 

ASB342 Sheila E Cumming ASB379 Christopher G Ross 

ASB343 Scottish Partnership for 
Palliative Care 

ASB380 Peter Brawley 

ASB344 Faculty of Advocates  ASB381 Alison Davies 

ASB345 Andrew Graham ASB382 Dignitas  
ASB346 Gillian MacDougall ASB383 David Houghton 

ASB347 Lorna Nunn ASB384 Dr Joanne Renton 

ASB348 Stuart J Fergusson ASB385 Stirling Council 
ASB349 John and  Rosemary 

McCafferty 
ASB386 George Caldow 

ASB350 Ann Moran and Gerald 
Moran 

ASB387 Michael Nisbet 

ASB351 Catriona Muir ASB388 Anonymous  
ASB352 Dr Christine Smith ASB389 Dignity in Dying 

ASB353 Hugh Wynne ASB390 Reformed Presbyterian 
Church of Scotland 

ASB354 Royal College of Paediatrics 
and Child Health 

ASB391 Scottish Independent 
Advocacy Alliance  

ASB355 Dr Euan Dodds ASB392 Norman McCandlish 

ASB356 Dr David Stevenson  ASB393 CARE for Scotland 

ASB357 Marie Curie Cancer Care ASB394 Anonymous 

ASB358 Elizabeth Kenworthy ASB395 Mason Institute  
ASB359 Mary Teresa Burrows ASB396 Together (Scottish 

Alliance for Children‟s 
Rights) 
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Submission Numbers ASB396 to ASB442 
 

Ref Name Ref Name 

ASB397 Church of Scotland 
Church and Society 
Council 

ASB420 Dr Gareth Morgan 

ASB398 Anscombe Bioethics 
Centre  

ASB421 Children‟s Hospice 
Association Scotland 

ASB399 Scottish Council on 
Human Bioethics‟ 

ASB422 Islamic Medical 
Association/UK 

ASB400 Faith and Order Board of 
General Synod of the 
Scottish Episcopal Church 

ASB423 Inclusion Scotland  

ASB401 British Psychological 
Society 

ASB424 Anonymous 

ASB402 Professor Sheila McLean  ASB425 Scottish Youth Alliance 

ASB403 Scottish Council of Jewish 
Communities  

ASB426 Public Questions, Religion 
& Morals Committee of 
the Free Church of 
Scotland (Continuing) 

ASB404 John McIntyre ASB427 Anonymous 

ASB405 The World Federation of 
Right to Die Societies 

ASB428 Anthony Fraser 

ASB406 Equality and Human 
Rights Commission 

ASB429 Dr Christine Murray 

ASB407 Caron Lindsay ASB430 Jonathan Fisk 

ASB408 Dr J A T Dyer   ASB431 John Reid 

ASB409 Professor Gillian Mead  ASB432 Kathleen, John and Sean 
Crossan 

ASB410 Royal College of 
Physicians of Edinburgh 

ASB433 Dr Ian MacCormick 

ASB411 Muslim Council of 
Scotland 

ASB434 Anonymous 

ASB412 Together for Short Lives ASB435 Jeanne Neal 
ASB413 St Margaret of Scotland 

Hospice 
ASB436 Dr Rebecca Macfarlane 

ASB414 SAMH ASB437 Dr Joan Picozzi.  
ASB415 Parkinson‟s UK ASB438 Royal College of 

Physicians and Surgeons 
of Glasgow 

ASB416 Evangelical Alliance 
Scotland  

ASB439 East Lothian Council 

ASB417 James McCrossan, Mary 
McCrossan, Martin 
McCrossan, Michael 
McCrossan 

ASB440 Duncan Peters 

ASB418 Sandra Black  ASB441 Mary Kotlarska 

ASB419 Society for the Protection 
of Unborn Children 

ASB442 Carole Craig 
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Submission Numbers ASB443 to ASB480 
 

Ref Name Ref Name 

ASB443 Eileen Dickie ASB462 Mrs F H Greenlaw 

ASB444 John Dickie ASB463 NGA Gardner 
ASB445 Dr Angela M McCallum ASB464 Pearl Prisley 

ASB446 Liz Nichols ASB465 Thomas Smith 
ASB447 Ron McGraw ASB466 Tom Webster 
ASB448 Veda Hill ASB467 Walter F Hannay 
ASB449 Gerald McGovern ASB468 Irene Roxburgh 
ASB450 Agnes Anna Mallon and 

Peter Mallon 
ASB469 Jean Tobin 

ASB451 Royal Pharmaceutical 
Society  

ASB470 L.G. Byfield 

ASB452 Community Pharmacy 
Scotland 

ASB471 John S MacTaggart 

ASB453 Catholic Bishops‟ 
Conference of Scotland  

ASB472 Patricia MacTaggart 

ASB454 Alzheimer Scotland ASB473 Penelope Hamilton 
ASB455 Brian Wood ASB474 Mr Edward and Mrs 

Maureen Devine 
ASB456 Mary L Carson ASB475 Theresa Archibald 
ASB457 Mr J Kelly ASB476 Rosemary Kirkwood 
ASB458 Mr P Balfour ASB477 British Medical 

Association  
ASB459 Mrs Ann Fleming ASB478 Eric Melvin  
ASB460 Mrs E Ferguson ASB479 Chris Hampton 
ASB461 Mrs E McDermott ASB480 Douglas Niven 
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