
Assisted Dying for Terminally Ill Adults (Scotland) 
Bill 

Introduction   

A proposal for a Bill to enable competent adults who are terminally ill to be provided at their request with 
assistance to end their life. 
 
The consultation runs from 23 September 2021 to 22 December 2021. 
 
All those wishing to respond to the consultation are strongly encouraged to enter their responses 
electronically through this survey. This makes collation of responses much simpler and quicker. However, 
the option also exists of sending in a separate response (in hard copy or by other electronic means such 
as e-mail), and details of how to do so are included in the member’s consultation document. 
 
Questions marked with an asterisk (*) require an answer. 
 
All responses must include a name and contact details. Names will only be published if you give us 
permission, and contact details are never published – but we may use them to contact you if there is a 
query about your response. If you do not include a name and/or contact details, we may have to disregard 
your response. 
 
Please note that you must complete the survey in order for your response to be accepted. If you don't wish 
to complete the survey in a single session, you can choose "Save and Continue later" at any point. Whilst 
you have the option to skip particular questions, you must continue to the end of the survey and press 
"Submit" to have your response fully recorded. 
 
Please ensure you have read the consultation document before responding to any of the questions that 
follow. In particular, you should read the information contained in the document about how your response 
will be handled. The consultation document is available here:  
 
Consultation Document 
 
Privacy Notice  

I confirm that I have read and understood the Privacy Notice attached to this consultation which explains 
how my personal data will be used. 

 

On the previous page we asked you if you are UNDER 12 YEARS old, and you responded Yes to this 
question. 
 
If this is the case, we will have to contact your parent or guardian for consent. 
 
If you are under 12 years of age, please put your contact details into the textbox. This can be your email 
address or phone number. We will then contact you and your parents to receive consent. 
 
Otherwise please confirm that you are or are not under 12 years old. 

No Response  

 

About you   



Please choose whether you are responding as an individual or on behalf of an organisation. 
Note: If you choose "individual" and consent to have the response published, it will appear under your own 
name. If you choose "on behalf of an organisation" and consent to have the response published, it will be 
published under the organisation's name.  

an individual  

 

Which of the following best describes you? (If you are a professional or academic, but not in a subject 
relevant to the consultation, please choose "Member of the public".)  

Professional with experience in a relevant subject 

Optional: You may wish to explain briefly what expertise or experience you have that is relevant to 
the subject-matter of the consultation: 
I am both a medical professional and academic who has published in relevant subjects 

 

Please select the category which best describes your organisation  

No Response  

 

Please choose one of the following:  

I am content for this response to be published and attributed to me or my organisation  

 

Please provide your Full Name or the name of your organisation. (Note: the name will not be published if 
you have asked for the response to be anonymous or "not for publication". Otherwise this is the name that 
will be published with your response).  

Professor Jaideep J Pandit, Professor of Anaesthesia, University of Oxford, UK  
 

 

Please provide details of a way in which we can contact you if there are queries regarding your response. 
Email is preferred but you can also provide a postal address or phone number. 
 
We will not publish these details.  

 

Aim and Approach - Note: All answers to the questions in this section 
may be published (unless your response is "not for publication").   

Q1. Which of the following best expresses your view of the proposed Bill?  

Partially opposed 



Q1. Which of the following best expresses your view of the proposed Bill?  

Please explain the reasons for your response. 
The reason I am 'partially opposed' is that I feel the Bill misses the point and I have sent more detailed 
correspondence to Mr McArthur. It is good on protecting vulnerable patients and obtaining consent. 
However, in insisting on self-administration of medication it will (a) restrict assistance only to those who 
can self-administer; (b) restrict the type of medications that can be used. It is erroneously assumed or 
implicit in the wording of the Bill that there is some medication that can achieve assistance in dying that 
can be self-administered, but it is not clear what that medicine is. The aim should be primarily to achieve 
unconsciousness - yet this cannot be assuredly achieved by self-administration. So I feel the focus should 
shift from a 'right to assisted dying' to 'a right to unconsciousness'. 

 

Q2. Do you think legislation is required, or are there other ways in which the Bill’s aims could be achieved 
more effectively? Please explain the reasons for your response.  

Legislation is of course required for any aspect of Assisted Dying, both for protection of vulnerable 
patients and of those who assist them. However, it is also an important opportunity to enshrine in law that 
dying patients have a right to be unconscious at time of death (and that healthcare practitioners who 
assist in providing unconsciousness at this time are acting within the law).  

 

 

Q3. Which of the following best expresses your view of the proposed process for assisted dying as set out 
at section 3.1 in the consultation document (Step 1 - Declaration, Step 2 - Reflection period, Step 3 - 
Prescribing/delivering)?  

Partially opposed 

Please explain the reasons for your response, including if you think there should be any additional 
measures, or if any of the existing proposed measures should be removed. In particular, we are 
keen to hear views on Step 2 - Reflection period, and the length of time that is most appropriate. 
I am fully supportive of steps 1 and 2 as described. I am fully opposed to step 3: requiring self-
administration is a restriction which is counter-productive and will not achieve a humane death. For a 
humane assisted death, unconsciousness is necessary and this can only be reliably achieved with third-
party, monitored administration of medicines. 

 

Q4. Which of the following best expresses your views of the safeguards proposed in section 1.1 of the 
consultation document?  

Fully supportive 

Please explain the reasons for your response. 
These are very reasonable safeguards. 

 

Q5. Which of the following best expresses your view of a body being responsible for reporting and 
collecting data?  

Fully supportive 

Please explain the reasons for your response, including whether you think this should be a new or 
existing body (and if so, which body) and what data you think should be collected. 



Q5. Which of the following best expresses your view of a body being responsible for reporting and 
collecting data?  

It is reasonable to have such a body (but how it relates to coroner's courts, registration of deaths, etc may 
need further clarification) 

 

Q6. Please provide comment on how a conscientious objection (or other avenue to ensure voluntary 
participation by healthcare professionals) might best be facilitated.  

While I appreciate the sentiment of the current phrasing, not all objections may be 'conscientious'. The 
Bill does not specify which medications are to be prescribed. There are some I might strongly object to, 
even if they are used by other doctors (eg, currently employed elsewhere in the world to assist dying), 
because I think they are inhumane and wrong. This objection is not conscientious but scientific. My 
concern therefore is that while conscientious objection is allowed, scientific objection is not. Moreover, not 
all doctors will have training to prescribe or administer the relevant medications. So the emphasis should 
be on referral to specialists who do.  

 

 

Financial Implications   

Q7. Taking into account all those likely to be affected (including public sector bodies, businesses and 
individuals etc), is the proposed Bill likely to lead to:  

some increase in costs 

Please indicate where you would expect the impact identified to fall (including public sector 
bodies, businesses and individuals etc). You may also wish to suggest ways in which the aims of 
the Bill could be delivered more cost-effectively. 
It does depend on how 'costs' are assessed as of course assisting dying may save on care costs. 
However, since I believe a physician-assisted monitored method is more humane than what is imagined by 
this Bill, this will in fact incur significant direct costs. 

 

Equalities   

Q8. What overall impact is the proposed Bill likely to have on equality, taking account of the following 
protected characteristics (under the Equality Act 2010): age, disability, gender re-assignment, marriage 
and civil partnership, pregnancy and maternity, race, religion or belief, sex, sexual orientation?  

Slightly negative 

Please explain the reasons for your response. Where any negative impacts are identified, you may 
also wish to suggest ways in which these could be minimised or avoided. 
The requirement for self administration of the medicine restricts many with physical disabilities.  

 

Sustainability   



Q9. In terms of assessing the proposed Bill’s potential impact on sustainable development, you may wish 
to consider how it relates to the following principles: 
 
• living within environmental limits 
• ensuring a strong, healthy and just society 
• achieving a sustainable economy 
• promoting effective, participative systems of governance 
• ensuring policy is developed on the basis of strong scientific evidence. 
 
With these principles in mind, do you consider that the Bill can be delivered sustainably?  

Yes 

Please explain the reasons for your response. 
n/a 

 

General   

Q10. Do you have any other additional comments or suggestions on the proposed Bill (which have not 
already been covered in any of your responses to earlier questions)?  

From first principles, there are broadly two ways in which a terminal patient may be ‘assisted’ using drugs 
in the process of dying. One is by prescribing drugs that directly or actively foreshorten death. If it is 
anticipated a patient will die in say a few months, assistance in this sense can be an intervention which 
results in their death in days, hours or minutes. Theoretically this could be achieved using a poison 
(extreme examples being, say cyanide or arsenic), in essence as a form of ‘assisted suicide’. However, 
poisons of this type are potentially inhumane since the patient remains awake and possibly in greater 
distress than had they died naturally. Assisting and foreshortening the dying process are not the same 
thing and this distinction is not central to the wording of the Bill, which it should be. 
A second way of ‘assisting’ a dying person is to relieve their suffering, regardless of whether this brings 
forward the moment of death. There are few, if any, objections to this aim and commonly, it is imagined 
this involves the relief of pain. Analgesics (e.g., opiates like morphine) are suitable drugs, but if required 
in high doses to control pain can through their side effects like respiratory depression, of hastening death. 
This ‘doctrine of double effect’ is currently accepted as a justifiable means of assisting death and is not 
illegal, because there was no intention to hasten dying3. However, not all dying patients are in pain, and 
so prescribing analgesics in this way is inappropriate. Indeed, if such drugs are prescribed in the absence 
of pain and lead to death through side-effects, this could be construed as euthanasia, which is illegal 
(notwithstanding the intentions or applications of this Assisted Dying Bill). Despite having no pain, dying 
patients can be in anguish or distress, and surveys indicate that they may wish to be unconscious to 
relieve them of this suffering. The drugs that can achieve this in a better targeted manner than analgesics 
are in the class of sedatives or anaesthetics; different from opiates, in high dose they also can have the 
side effects of cardiovascular or respiratory depression which could then be classed as a ‘double effect’ if 
they hasten death. However, these drugs are commonly only injectable (intravenous) making them 
difficult to self-administer, as is required by the Bill. If ingested in high dose in certain formulations, which 
is a method used in assisted dying in several countries, the gastric absorption is variable (compounded 
by a high incidence of vomiting) such that prolonged dying over days or weeks and then re-awakening 
can occur, as reported in the literature. This can be distressing to families or carers, as well as leaving the 
patient facing a possible repeated attempt. This true incidence of such ‘failure of assisted dying’ is often 
overlooked by supporters, and exaggerated by opponents, but objectively, the data indicates that 
intravenous methods of administering the sedatives/anaesthetics are more humane than ingesting these 
agents. 
These considerations highlight an internal contraindication within the logic of the Bill. The proposed Bill 
permits prescription of drugs by a doctor. Yet it is unclear from the discussions above what sort of 
medicine(s) these may be. Poisons are inhumane. Opiates should not be used in patients not in pain. 
Sedatives or anaesthetics address the need, but ideally need third-party (intravenous) administration, 
currently prohibited by the Bill. If instead it is imagined by the Bill that sedative/anaesthetic drugs are to 
be co-administered with a poison then it is essential for a humane death, that drugs inducing 
unconsciousness are given first. However, an unconscious patient cannot then self-administer the second 
(poison) drug, as is required under the Bill. It therefore remains unclear how a humane death is to be 



Q10. Do you have any other additional comments or suggestions on the proposed Bill (which have not 
already been covered in any of your responses to earlier questions)?  

achieved given the stipulations of the Bill. These self-evident shortcomings and contradictions will be 
used by those who oppose all forms of assistance to dying people to undermine the progress of the Bill. 
There is an alternative approach that is evidence-based and could increase the choices available to the 
dying. However, it requires a complete re-write of the Bill. The proposed new focus is to move away from 
discussing the rights and wrongs of ‘assisting dying’, and instead to assert in law a ‘right to 
unconsciousness’ at the end of life. This would recognise that a dying person, in addition to a right to 
relief of pain and support in their mental health, also has a right to be relieved of mental anguish and 
distress, through the induction of unconsciousness. This right is enshrined in French law (where it has 
been termed the ‘French exception’; ‘l’exception Francaise’), and it is already implicit in a physician-
assisted method permitted in the Netherlands, where anaesthesia (using an infusion of propofol) is first 
administered to render the dying patient unconscious. Further research in the field has indicated how 
using newer brain monitoring techniques as are employed in anaesthesia would allow healthcare 
professionals better to ensure that unconsciousness is achieved (so-called ‘burst suppression, or the 
isoelectric point of the processed electroencephalogram). The goal of inducing unconsciousness is a 
humane one that itself has nothing to do with euthanasia; it only ‘assists’ dying to the extent that it meets 
the request of a patient to be made comfortable. As discussed above, cardio-respiratory depression could 
be a ‘double effect’ of such a technique, in the same manner as with opiates for patients in pain, but we 
recently reported on a protocol for the use of ‘general anaesthesia at the end of life’ (GAEL), which 
reliably achieves the aim of inducing prolonged unconsciousness but does not necessarily hasten death. 
Originally described and used in the UK in the mid-1990s, GAEL has been further refined and described 
in several European countries since.  
Whether or not assistance of dying through induction of unconsciousness should then be followed by 
active interventions to end life is a discussion for another time, because this would be the separate issue 
of euthanasia. For example in the Netherlands, the induction of anaesthesia may legally be followed by 
physician-administered neuromuscular blockade which hastens death. However, regardless of these later 
interventions or choices, the induction of unconsciousness is an absolute pre-requisite for any later 
discussion on other means of foreshortening dying. 
I have previously argued in academic papers that any decision by a society to sanction assisted dying 
should logically go hand-in-hand with resolutions to mandate the acceptable method(s). Otherwise, there 
is a risk that vulnerable citizens may be killed by suboptimal, or even cruel, means. The debate on 
assisted dying should move, first, to a debate on whether or not there is a right to unconsciousness. If 
there is deemed to be such a human right, then a Bill should be drafted to guarantee it – and to specify 
the means.  

 

 


