Assisted Dying for Terminally Ill Adults (Scotland) Bill: Detailed Consultation — Call for
Views

Free Church of Scotland Response
Question 1 - Overarching question

The purpose of the Assisted Dying for Terminally Ill Adults (Scotland) Bill is to introduce a lawful
form of assisted dying for people over the age of 16 with a terminalillness.

Which of the following best reflects your views on the Bill?

e Strongly oppose
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We agree with Liam McArthur that it is vital we seek as a society to “create a new standard for
how we die”. There is a need for much greater investment in palliative care for those facing
death and support for their family and friends. A truly compassionate and just society would
recognise that all life has intrinsic value and dignity — regardless of our circumstances. It would
seek to do all that we can to care well for the whole person.

A proposal for “assisted dying” should seek to address all of the many complex needs
surrounding end of life care. However, this bill is focused exclusively on what should be called
“assisted suicide”. Itis true that introducing assisted suicide would “create a new standard for
how we die”, however, it would be a move in the wrong direction —a move away from excellent
palliative care towards involving healthcare professionals in killing patients. It would resultin a
huge amount of pressure being placed on the most vulnerable in our society to end their lives. It
would result in a more unjust society.

As a Christian church we are called to speak up for the vulnerable (Proverbs 31:8-9) and
accordingly, we cannot be silent but must speak clearly to warn of the inevitable harms
associated with these proposals. We are fully opposed to the proposals for the following
reasons:

The Inherent Value, Worth & Dignity of Every Human Life
Undue Pressure on Sick and Vulnerable People

Change to Patient / Doctor Relationship

Undermines Palliative Care

Open to Abuse

Contradicts Work to Prevent Suicides

The Risk of an Incremental Extension of Assisted Suicide
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We fundamentally believe the proposals would result in a society that is more unjust and less
compassionate. The proposals encourage autonomy which undermines the interconnected and



interdependent aspects of our society. We all need to take steps to care for one another as our
neighbours. These proposals undermine this.

Which of the following factors are most important to you when considering the issue of assisted
dying? Please rank a maximum of three options.

¢ Impacton healthcare professionals and the doctor/patient relationship
e Personal autonomy
e Personal dignity
e Reducing suffering
e Risk of coercion of vulnerable people 2
e Risk of devaluing lives of vulnerable groups 3
e Sanctity of life 1
o Risk of eligibility being broadened and safeguards reduced over time
e Other, please specify
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As a Christian Church we believe that human beings are made in God’s image and likeness and
this gives an inherent dignity, worth and value to each one of us. While we recognise that not
everyone will share our beliefs on the origin of human dignity, we would point out that the
inherent dignity of every human being has also been recognised internationally. For example,
the Universal Declaration of Human Rights begins with these words:

“Whereas recognition of the inherent dignity and of the equal and inalienable rights of all
members of the human family is the foundation of freedom, justice and peace in the world...”

Proposals for assisted suicide fundamentally undermine this principle. They make clear that
society no longer believes that certain lives are worth living. We believe that the principle of
universal human dignity demands that we treat human life with the utmost respect and this
prohibits the deliberate ending of an innocent human life, including one’s own. It also prohibits
assisting others to end their own lives.

Our responsibility is to protect human life, especially at its weakest and most vulnerable, and
our humanity is best shown in our mutual care for one another to reduce suffering and to give
appropriate support right up to the end of life. Introducing proposals to allow assisted suicide
would place a great deal of pressure on sick and vulnerable people to end their lives out of the
fear of becoming a burden. As someone who is dying sees the amount of care they require from
family and friends they may conclude it would be better if they simply ended things quickly to
remove the burden. No human is an island, and we all need help from one another from time to
time and so itis right that we care for those at the end of life. The problem is that as individuals
we often find it harder to accept care than we do to offer care, making it difficult for vulnerable
people to cope when they feel they are a burden on those they love.

Question 2 - Eligibility

The Bill proposes that assisted dying would be available only to terminally ill adults.



The Bill defines someone as terminally ill if they ‘have an advanced and progressive disease,
illness or condition from which they are unable to recover and that can reasonably be expected
to cause their premature death’.

An adult is defined as someone aged 16 or over. To be eligible a person would also need to have
been resident in Scotland for at least 12 months and be registered with a GP practice.

Eligibility — Terminal illness

Which of the following most closely matches your opinion on the terminal illness criterion
for determining eligibility for assisted dying?

e No-one should be eligible for assisted dying
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It is not always easy to decide when an illness is terminal, and we note the legislation proposes
to use the broad definition of terminalillness — “an advanced and progressive disease, illness or
condition from which they are unable to recover and that can reasonably be expected to cause
their premature death.” This definition could be interpreted to include advanced heart disease,
progressive neurological conditions and advanced cancer. Baroness Campbell has stated “The
disabled person dependent on a ventilator is terminally ill if the ventilator is switched off”
(‘Disabled people like me fear assisted suicide: it suggests that some lives are less worth living’,
Jane Campbell, The BMJ Opinion, 6 February 2019, see
https://blogs.bmj.com/bmj/2019/02/06/disabled-people-like-me-fear-legal-assisted-suicide-it-
suggests-that-some-lives-are-less-worth-living/).

We also note there is no specified prognosis limit in the bill - this means that people who could
go on to live for years will be able to access assisted suicide.

Eligibility - minimum age

Which of the following most closely matches your opinion on the minimum age at which
people should be eligible for assisted dying?

¢ No-one should be eligible for assisted dying.
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While we are opposed to assisted suicide for all ages we are particular concerned about proposals to
allow those under 18 to received assisted suicide. 16-18 year olds are treated as vulnerable people in
a number of areas. For example, under the Age of Legal Capacity (Scotland) Act 1991 a 16 year old
can enter a contract but only of the type typically entered into by those their age and providing the
terms are not unreasonable. And until they are 21 they are entitled to apply for a contract made
between 16 and 18 to be set aside as a prejudicial transaction. All of this shows we do consider
additional protections in law for those under 18 to be reasonable. Therefore, to allow a 16 year old to
end their life seems out of sync with other protections in law.

We also note there are many other areas of law where those under 18 are prohibited from
undertaking various actions, usually for their own protection. For example, individuals under 18 years
of age in Scotland cannot:

e Votein General Elections in the UK.

e Stand for election as a local councillor, MP or MSP.

e Serveasajuror.

e Buyalcoholin licensed premises and consume alcoholin a bar.
e Buy cigarettes and tobacco.

e Buy a lottery ticket.

e See, rentor buy any film.

e Buy or possess fireworks.

e Place abet.

e (et tattooed.

e Hire or buy asunbed.

e Hold alicence to drive a medium-sized goods vehicle.
e Become a policeman or policewoman

e Train to become an army officer

We all have a duty to protect young people in our society who are vulnerable and the proposals to
allow a 16 year old to end their life does not achieve this.

Question 3 - The Assisted Dying procedure and procedural safeguards

The Bill describes the procedure which would be in place for those wishing to have an assisted
death.

It sets out various procedural safeguards, including:
e examination by two doctors
o test of capacity
e testof non-coercion
e two-stage process with period for reflection

Which of the following most closely matches your opinion on the Assisted Dying procedure
and the procedural safeguards set out in the Bill?



e Other-please provide further detail

We do not agree with the procedure and procedural safeguards because we oppose
assisted dying in principle and we do not believe there could ever be sufficient and effective
safeguards.
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Examination by two doctors is insufficient as we know that doctors are under an incredible
amount of pressure and most of them will sign off based on their colleague’s assessment. We
also note that while two doctors are involved in the process, when it actually comes to the
moment of prescribing and delivering the drugs only one doctor is involved. Who is to know if
there is abuse at that point? What if the person is struggling to take the drugs —that one doctor
may find themselves in the position of helping the person to take them.

Capacity is another safeguard. However, capacity is very difficult to assess and someone can
have periods of capacity and periods when they lack capacity. Vulnerable people will be open to
exploitation.

Similarly, the test of non-coercion is not a sufficient safeguard in practice. We know that
coercion can take a variety of forms — some subtle and some more explicit. Itis impossible for
medical practitioners, with limited time and contact with patients, to be sure that there is no
coercion.

We also understand the claim that the process itself with the reflection period is a safeguard,
however, again this is insufficient. A 14 day reflective period sounds like a sensible safeguard,
however, it fails to take account of the fact for many the decision over that 14 day period will go
back and forth as people wrestle with such a difficult decision. What happens if at day 14 the
person has decided not to go ahead and then changes their mind on day 15?

We are also concerned about what happens if the patient changes their mind after taking the
drugs to end their life. What is the role of the healthcare professional at this point. Are they to
take steps to try and save the patient’s life? Can they easily switch between the role of assisting
with suicide to seeking to preserve life?

In conclusion, we do not believe the safeguards are sufficient, nor do we believe any safeguards
could be introduced that were not open to abuse.

Question 4 - Method of dying

The Bill authorises a medical practitioner or authorised health professional to provide an eligible
adult who meets certain conditions with a substance with which the adult can end their own
life.



Which of the following most closely matches your opinion on this aspect of the Bill?

e |t should remain unlawful to supply people with a substance for the purpose of ending
their own life.
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Supplying substances to end someone’s life is a fundamental change to the provision of
medicine — it would alter the patient / doctor relationship. The first principle of medicine is to do
no harm. There is an over-riding duty of care. But introducing proposals to allow healthcare
professionals to prescribed substances to end someone’s life would alter this relationship and
in some cases erode public confidence in the healthcare profession. Moreover, allowing these
substances to be prescribed opens up opportunities for abuse where it is easier to get access to
fatal substances. There could never be sufficient safeguards to prevent abuse occurring.

Question 5 - Health professionals

The Bill requires the direct involvement of medical practitioners and authorised health
professionals in the assisted dying process. It includes a provision allowing individuals to opt
out as a matter of conscience.

Which of the following most closely matches your opinion on how the Bill may affect the
medical profession? Tick all that apply.

o Medical professionals should not be involved in assisted dying, as their duty is to
preserve life, not end it.

o Legalising assisted dying risks undermining the doctor-patient relationship
o Other—ot e frt) ot
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The proposals would fundamentally alter the patient / doctor relationship. The first principle of
medicine is to do no harm. There is an over-riding duty of care. But introducing proposals to
allow healthcare professionals to be involved in assisted suicide would undermine the
principles of healthcare.

Proposals to introduce assisted suicide also fundamentally undermine or devalue excellent
palliative care and reduce the motivation of medical practitioners to be involved in developing



better palliative care. There is increasing international evidence from jurisdictions where
physician assisted suicide and/ or physician administered euthanasia are legal, that thereis a
significant negative impact on palliative care (SM Gerson et al. “Assisted dying and palliative
care in three jurisdictions: Flanders, Oregon and Quebec” Annals of Palliative Medicine, 2020).
For example, Canadian hospices are told to deliver ‘medically assisted deaths’ or lose their
statutory funding. Where there is less need for palliative care due to assisted suicide there is
less incentive on healthcare professionals to develop better palliative care.

We also fear that while some might be able to make use of a conscientious objection not every
healthcare professional will feel this goes far enough. Presumably, GPs and others who object
will still have to be involved in referring patients on for assisted suicide. Moreover, if assisted
suicide becomes an accepted aspect of hospice care will some healthcare professionals find
themselves excluded from positions in hospices because of their conscientious objection to
assisted suicide? Will a healthcare professional who is asked to explain the various options to a
patient always have to mention assisted suicide even if they will not be involved in its delivery?
There are many unanswered questions surrounding conscientious objection.

Question 6 - Death certification

If a person underwent an assisted death, the Bill would require their underlying terminalillness
to be recorded as the cause of death on their death certificate, rather than the substance that
they took to end their life.

Which of the following most closely matches your opinion on recording the cause of
death?

e | do notsupport this approach because it is important that the cause of death
information is recorded accurately
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Itis impossible to know what the cause of death would have been if there had not been assisted
suicide as not everyone who has a terminal illness will ultimately die of that condition.
Accordingly, in order to maintain accurate and true records it is essential that the true cause of
death is recorded.

Question 7 - Reporting and review requirements

The Bill proposes that data on first and second declarations, and cancellations, will be recorded
and form part of the person’s medical record.

It also proposes that Public Health Scotland should collect data on; requests for assisted dying,
how many people requesting assisted dying were eligible, how many were refused and why, how
many did not proceed and why, and how many assisted deaths took place.

Public Health Scotland would have to report on this anonymised data annually and a report
would be laid before the Scottish Parliament.



The Scottish Government must review the operation of the legislation within five years and lay a
report before the Scottish Parliament within six months of the end of the review period.

Which of the following most closely matches your opinion on the reporting and review
requirements set out in the Bill?

e The reporting and review requirements should be extended to increase transparency
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This legislation represents a substantive and significant change to the provision of healthcare. It
must be carefully monitored. There are many reports of abuse and wrongful application of the
law in other countries where assisted suicide has been introduced (See for example the many
cases listed at https://dredf.org/public-policy/assisted-suicide/some-oregon-assisted-suicide-
abuses-and-complications/). Careful monitoring and reporting is therefore essential.

Question 8 - Any other comments on the Bill
Do you have any other comments in relation to the Bill?
There is a limit of 32000 characters

We believe calling this proposal assisted dying is deeply misleading and results in inaccurate
polls showing support for this. Many wrongly believe assisted dying covers palliative care and
withdrawing of life prolonging treatment. Whereas the proposals are focused specifically on
assisted suicide which actively involves healthcare professionals in promoting death.

The Free Church of Scotland is fundamentally opposed to assisted suicide — it devalues human
life, places undue pressure on the vulnerable and is open to abuse and incremental extension.
We believe life is a gift from God and those suffering deserve our compassion and care.
Accordingly, we are committed to more palliative care and proper emotional and spiritual
support for those facing death, and their loved ones.

We fundamentally believe the proposals in this consultation would result in a society that is
more unjust and less compassionate. The proposals encourage autonomy which undermines
the interconnected and interdependent aspects of our society. We all need to take steps to care
for one another as our neighbours. These proposals undermine this.

There are several aspects of these proposals that concern us. One major issue is the financial
implications of this legislation and that there will be a focus on the costs of treatments rather
than the individuals involved. We believe that a move towards assisted suicide will save the
NHS significant sums of money in not providing long term end of life care. The original
consultation document supported this in a footnote:

“A cost analysis of assisted dying in Canada was undertaken in 2017 and concluded that
“Medical assistance in dying could reduce annual health care spending across Canada by
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between $34.7 million and $138.8 million, exceeding the $1.5-$14.8 million in direct costs
associated with its implementation.”

We already know that there are many areas of medicine where cost is taken into account — such
as when prescribing cancer drugs which may only extend life by a short period of time.
Someone has to make these financial decisions and usually this is carried out by managers
rather than healthcare professionals. We are deeply concerned that there might be a financial
motivation for allowing assisted suicide in the face of an under resourced health service. You
cannot put a financial measure on human life.

We also note that nothing in the process explains what will happen if there are complications
after the drugs are delivered. In the Netherlands around 7% of cases involve complications
(Groenewoud JH, van der Heide A, Onwuteaka-Philipsen BD, Willems DL, van der Maas PJ, van
der Wal G. Clinical problems with the performance of euthanasia and physician-assisted
suicide in The Netherlands. N EnglJ Med. 2000 Feb 24;342(8):551-6). How is the healthcare
professional to deal with such complications?

Moreover, there is no reference in the proposals as to what support is given to friends and family
during the process nor what their role is in the process. Many whose family members follow
through with assisted suicide can be left questioning why and this can have a negative impact
on their own mental health.

We also noted earlier in our answer to Question 1 that there are seven reasons we
fundamentally oppose this legislation but had insufficient space to elaborate on them there.

1. ThelInherent Value, Worth & Dignity of Every Human Life

As a Christian Church we believe that human beings are made in God’s image and likeness and
this gives an inherent dignity, worth and value to each one of us. As Christians, while we
recognise that not everyone will share our beliefs on the origin of human dignity, we would point
out that the inherent dignity of every human being has also been recognised internationally. For
example, the Universal Declaration of Human Rights begins with these words:

“Whereas recognition of the inherent dignity and of the equal and inalienable rights of all
members of the human family is the foundation of freedom, justice and peace in the world...”

Proposals for assisted suicide fundamentally undermine this principle. They make clear that
society no longer believes that certain lives are worth living. We believe that the principle of
universal human dignity demands that we treat human life with the utmost respect and this
prohibits the deliberate ending of an innocent human life, including one’s own. It also prohibits
assisting others to end their own lives.

Our responsibility is to protect human life, especially at its weakest and most vulnerable, and
our humanity is best shown in our mutual care for one another to reduce suffering and to give
appropriate support right up to the end of life. This includes making palliative care available to
all who would benefit from it. It does not demand that we attempt to prolong life indefinitely by
burdensome treatment when no long-term benefit is achievable but that is completely different
from assisting someone to end their life. It is also not true that allowing assisted suicide
increases human dignity at the end —in fact a significant number of assisted suicides result in
complications (See for more information J H Groenewoud et al, “Clinical problems with the



performance of euthanasia and physician-assisted suicide in The Netherlands” N EnglJ Med.
2000 Feb 24;342(8):551-6.).

Human dignity, worth and value are not dependant on our circumstances, and itis right as a
society that we do care for those who cannot fully care for themselves. At the beginning of life
young children need our care and support and that same care should be available at the end of
life. The proposals in this bill would send a clear signal that some lives are no longer worth
living.

2. Undue Pressure on Sick and Vulnerable People

Introducing proposals to allow assisted suicide would place a great deal of pressure on sick and
vulnerable people to end their lives out of the fear of becoming a burden. As someone who is
dying sees the amount of care they require from family and friends they may conclude it would
be better if they simply ended things quickly to remove the burden. We note the opposition to
assisted suicide by a significant proportion of the disabled community (See for example the
work of Not Dead Yet (http://notdeadyetuk.org/).

No human is an island, and we all need help from one another from time to time and so it is right
that we care for those at the end of life. The problem is that as individuals we often find it harder
to accept care than we do to offer care, making it difficult for vulnerable people to cope when
they feel they are a burden on those they love.

Moreover, there is pressure not to become a burden to the health service. In society we are
rightly grateful for the benefits of the NHS. But we also know it is under-resourced and we don’t
want to become a drain on those resources. During the Covid-19 pandemic we acted as a nation
to protect the NHS but sometimes that meant patients delaying or not going to healthcare
professionals. A similar desire not to be a burden to the NHS could lead to people choosing
assisted suicide rather than treatment and this is fundamentally wrong. We should encourage
people to receive the care that they need.

None of the jurisdictions allowing assisted suicide collect or report the data necessary to
determine if people choosing to consider ‘assisted dying’ are safe from abuse and coercion.

There would also be a major mental health risk among relatives of those who undergo assisted
suicide as they ask themselves what did they do wrong to force their relative to conclude
suicide was the only option.

3. Change to Patient / Doctor Relationship

The proposals would fundamentally alter the patient / doctor relationship. The first principle of
medicine is to do no harm. There is an over-riding duty of care. But introducing proposals to
allow healthcare professionals to be involved in assisted suicide would alter this relationship
and in some cases erode public confidence in the healthcare profession.

4. Undermines Palliative Care

Proposals to introduce assisted suicide fundamentally undermine or devalue excellent
palliative care. There is increasing international evidence from jurisdictions where physician
assisted suicide and/ or physician administered euthanasia are legal, that there is a significant
negative impact on palliative care (SM Gerson et al. “Assisted dying and palliative care in three
jurisdictions: Flanders, Oregon and Quebec” Annals of Palliative Medicine, 2020). For example,
Canadian hospices are told to deliver ‘medically assisted deaths’ or lose their statutory funding.



Where there is less need for palliative care due to assisted suicide there is less incentive on
healthcare professionals to develop better palliative care.

5. OpentoAbuse

There are many reports of abuse where assisted suicide has been introduced in other parts of
the world (See for example the many cases listed at https://dredf.org/public-policy/assisted-
suicide/some-oregon-assisted-suicide-abuses-and-complications/). There could never be
sufficient safeguards to prevent abuse occurring.

6. Contradicts Work to Prevent Suicides

Suicide prevention is a hugely important area of work. The Scottish Government has rightly
made clear in their “Suicide prevention action plan: every life matters” that: “no death by
suicide should be regarded as either acceptable or inevitable.” Suicide is a tragedy and many
throughout our nation do excellent work to reduce suicide. Introducing assisted suicide
contradicts this work and gives the clear message that there are certain circumstances where
suicide is the best option. We must not give such a harmful message to our society.

7. AnIncremental Extension of Assisted Suicide

While the desire of the legislative proposalis to limit assisted suicide to certain clearly defined
categories the experience in other jurisdictions has been clear incremental extension of
assisted suicide into other categories including children and those suffering from mental health
concerns (See for example the Canadian experience — Tom Koch, “MAID’s slippery slope: a
commentary on Downie and Schuklenk” Journal of Medical Ethics 2021;47:670-671.) There is
also evidence of a huge increase in the number of people receiving assisted suicide. Liam
McArthur rightly desires to limit the application of assisted suicide but no parliament can bind a
future parliament and once the Rubicon has been crossed by introducing assisted suicide it is
much easier to extend it to other areas.

What is the alternative?

We do not believe the legislation is required. Instead, we should seek to become a more
compassionate society by investing in more holistic palliative care as the best means of
achieving dignity in dying. The word ‘compassion’ comes from Latin and means ‘suffering with’ -
walking alongside someone through suffering. The compassionate approach is to provide better
end of life care but not to simply seek to end the person’s life.

We note some are not satisfied with the vagueness of the Scottish approach to assisted suicide,
however, we believe the current law strikes the right balance. The law rightly declares that it is
wrong to assist someone to end their life but also shows compassion and mercy to those who
have done so by usually not prosecuting as itis not in the public interest. This does allow
prosecutors to prosecute a case where they believe it is in the public interest, for example
where there was abuse. In our view this gets the balance right.

In terms of achieving the aims of the legislation through others means we would make the
following comments.

The experience of those involved in end-of-life care is that most care is excellent — physical
suffering and other symptoms can be effectively addressed in up to 95% of patients, with
appropriate medication, when treated by healthcare professionals with the relevant expertise.
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Scottish Palliative Care Guidelines are a helpful resource — the biggest challenge is proper
resourcing of palliative care. The objective of improving end of life care could be achieved by
increasing palliative care resources. In particular it would be helpful to ensure people can
access the correct care without delay, no matter where in Scotland they might be based.

All hospices are currently run by charities and are always in need of more support. The NHS
should provide more funding for hospice care. In addition to this more funding should be
provided for palliative care nurses who can help where patients are based further away from
hospices. General nursing staff can also be given more training in relation to palliative care.

There are occasional cases which are extremely complex and require expert input. Work should
be done to ensure nurses have quick access to experts when things are not going well.

It is also important to provide emotional and spiritual support to those facing a terminal
diagnosis and their family and friends. It is vital that their fears are managed through providing
clear information at an early stage of diagnosis and helping them to make a plan together.

More generally work can be done to educate the general public about death and palliative care
to help take away some of their fears and misunderstandings. Ministers and Elders within the
Free Church of Scotland have enormous experience of ministering to the spiritual needs of
people approaching death, and can testify that almost all fear of “bad” death, with unbearable
suffering, is unfounded. Most of the drive for legislation on assisted suicide is motivated by this
fear, and it is not justified. With the excellent primary and secondary medical services in
Scotland, and when necessary, specialist palliative care services, the over-whelming majority of
natural deaths are peaceful and dignified. What is needed is increased investment in palliative
care in order to ensure such services are available to all.



