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About this
consultation

The APPG on Choice at the End of 
Life is a group of MPs and Peers who 
work to promote greater patient choice 
at the end of life, particularly over 
where, when and how one dies. The 
group believes that provided sufficient 
legal safeguards are in place, mentally 
competent terminally ill adults should 
have the right to an assisted death. 
Dignity in Dying is a non-profit 
campaigning organisation which 
supports the aims of the APPG and 
provides the secretariat to the Group. 

Dignity in Dying funded the production 
of the Bill consultation document 
and will work in partnership with 
the APPG in collecting and analysing 
responses to the consultation. The two 
organisations will publish a report on 
responses to the consultation in  
Spring 2013.

The draft Bill applies only to England 
and Wales. A separate consultation 
on similar issues was recently run in 
Scotland by Margo MacDonald MSP. 

Further information 
For more information on the APPG 
on Choice at the End of Life, and to 
download a copy of the consultation 
document please visit:  
www.appg-endoflifechoice.org.uk.

For more information on Dignity in 
Dying visit: www.dignityindying.org.uk.

For media enquires about the 
consultation or the APPG on Choice at 
the End of Life please contact  
020 7479 7737.

If you have questions about how to 
respond to the consultation please 
telephone: 020 7479 7738 or email: 
info@appg-endoflifechoice.org.uk. 
 
Please note 
The House of Commons does  
not  take responsibility for the content  
of this document.

This consultation is being run 
by the All Party Parliamentary 
Group (APPG) on Choice at the 
End of Life in partnership with 
Dignity in Dying. 
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Foreword

The draft Bill sets out the legal process 
by which assisted dying could be 
accessed and constructs a system of 
safeguards, regulation, and monitoring 
of the process. 

Assisting the death of anyone who was 
not both terminally ill and mentally 
competent, or assisting without 
following the procedure set out in the 
Bill, would remain a criminal offence. 

We know from official records and 
independent academic research that 
people are currently being assisted to 
die in England and Wales – illegally 
but with little prospect of prosecution 
for those who assist them. Moreover, 
because assisting another to die 
remains a criminal offence, dying 
people who are suffering unbearably 
attempt to end their lives at home, with 
or without help from loved ones, or (if 
they can afford it and are fit enough) 
travel to Switzerland to die. 

In 2010 the Director of Public 
Prosecutions (DPP) published a 
prosecuting policy on cases of assisting 
suicide, setting out the circumstances 
in which prosecution of assistors is 
not in the public interest – essentially, 
where assistance is compassionate, 

is not provided by a healthcare 
professional, and is at the informed 
request of the person assisted. In 
debates in Spring this year members of 
both Houses of Parliament welcomed 
the DPP’s prosecuting policy.  Moreover 
polling shows that it is overwhelmingly 
supported by the public (as is law 
change along the lines we propose in 
this document). 

So: our society, our political 
institutions, and our criminal justice 
system accept the principle that 
compassionately assisting another to 
die should not be prosecuted in certain 
circumstances. 

In January of this year the Commission 
on Assisted Dying – a body of experts 
brought together to examine the 
law – found that “the current legal 
status of assisted dying is inadequate 
and incoherent” and that there is “a 
strong case for providing the choice 
of assisted dying for terminally ill 
people”.1 In its report, the Commission 

‘People are 
currently being 
assisted to die 
in England and 
Wales’
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set out proposals for a legal framework 
within which assisted dying could be 
practised safely. This Bill builds on the 
recommendations of the Commission 
on Assisted Dying to propose a robust, 
safeguarded assisted dying law. 

Our consultation seeks the input of 
experts, stakeholders and the public 
on how the proposals would work in 
practice and what would constitute 
adequate safeguards. The Bill is a 
draft and will be reviewed and revised 
in light of the responses we receive 
to this consultation. The APPG on 
Choice at the End of Life and Dignity 
in Dying are committed to promoting 
greater patient choice at the end of life, 
particularly over where, when and how 
one dies. We want to work with others 
to ensure not only that patients at the 
end of life have choice and control, 
but also, crucially, to ensure that the 
safeguards work well in practice.

The consultation pack provides 
supplementary information to help 
clarify what the implications of the 
Bill would be in practice. Part One 
of this document comprises of: an 
introduction from the Officers of the 
APPG on Choice at the End of Life 
explaining the scope of the draft 
Bill and considering the safeguards 
that the current and proposed laws 
offer against abuse; the draft Bill 
with explanatory notes; a summary 
list of the proposed safeguards; and 
questions for consultation. Part 
Two of this document includes 
supplementary information outlining 
how the proposed law would work for 
patients and doctors respectively, and 
illustrating the proposed process in a 
diagram form. 

‘Our consultation 
seeks the input 
of experts, 
stakeholders and 
the public’

Foreword
(cont’d)

 
 

Heidi Alexander MP   
Chair of the All Party Parliamentary 
Group on Choice at the End of Life 

 

 
Sarah Wootton
Chief Executive of Dignity in Dying

Endnotes 
 
1 — Commission on Assisted 
 Dying (2012) Demos
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Part
01

Part One includes: an introduction 
explaining the scope of the draft 
Bill and considering the safeguards 
that the current and proposed laws 
offer against abuse; the draft Bill 
with explanatory notes; a summary 
list of the proposed safeguards; and 
questions for consultation.
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The proposed process is upfront and 
transparent. Patients who request 
assisted dying would be assessed by 
two doctors to ensure that they have 
mental capacity; that their decision is 
voluntary, clear and settled; and that 
they are aware of and understand the 
palliative and supportive care options 
available to them.

The purpose of this consultation is  
to assess the robustness of the 
safeguards that make up the assisted 
dying procedure, as proposed in the 
draft Bill. 

The APPG on Choice at the End of Life 
and Dignity in Dying are concerned 
with the quality of people’s deaths. As 
a Group we advocate the right of dying 
people to make decisions about how 
and when they die. We do not advocate 
a right to die for people who are not 
terminally ill. We believe that dying 
people should not be made to suffer 
needlessly and should be able to have 
what they believe to be a good death. 

Introduction

To these ends we are committed to 
achieving greater choice for people 
at the very end of life to allow them 
the option of an assisted death if their 
suffering is unbearable to them.  
Three interrelated concerns underlie 
this commitment: patient safety,  
the prevention of suffering, and  
patient choice. 

Given our commitment to choice at 
the end of life it is absolutely critical 
that assistance to die should only 
be available to those with mental 
capacity – both at the time they make 
the initial request and at the point 
when they want to die. The draft Bill 
would not allow for advance requests 
for assistance to die in the event 
of a loss of capacity, and includes 
stringent safeguards to ensure a 
person’s decision is informed, settled 
and voluntary. Likewise, the need to 
ensure both patient choice and patient 
safety requires that the dying person 
should take the final action  
that ends their life. This is an 

This consultation presents an assisted 
dying model which would allow 
terminally ill, mentally competent adults 
in the last weeks of life the choice of 
controlling the manner and timing of 
their death (in England and Wales).
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important safeguard to ensure that 
the patient is making the decision to 
hasten their death.

End-of-life care in the UK ranks 
amongst the best in the world.1 In 
recent years, training has increased, 
as has investment in high quality 
end-of-life care in the community and 
people’s access to it. The APPG on 
Choice at the End of Life and Dignity 
in Dying wholeheartedly support these 
developments. However, palliative 
care cannot prevent all suffering. Even 
with universal access to the best in 
palliative care some people will still 
suffer at the end of life. Legal assisted 
dying is required if we are to relieve 
the suffering of these people. 

Scope of change 

Despite the current prohibition on 
assisted suicide, people are being 
assisted to end their lives in England 
and Wales, and those who assist 
compassionately are unlikely to be 
prosecuted. Legalising assisted dying 
would change the way in which the 
process is safeguarded and regulated, 
the quality of the assisted death 
available, and the equality of access  
to it. 

Assisted Dying under the  
current law

Since 2002, almost 200 British citizens 
have been assisted to end their 
lives in Switzerland, and there are 
currently around 890 British members 
of Dignitas, the most high-profile 
organisation offering the service to 
non-residents of Switzerland.2 3 Having 
to travel to Switzerland to die is not 
satisfactory for a number of practical, 
emotional and economic reasons. 
Some individuals may be ending their 
life early due to the concern that if 
they wait they may lose the mobility 
and strength needed to travel abroad. 
There is also a risk that anyone who 
accompanies them or helps with the 
arrangements could be prosecuted for 

assisted suicide. Furthermore, there 
are substantial costs and paperwork 
requirements involved in both 
being assisted to die at Dignitas and 
travelling there, so this relatively safe 
form of assistance to end life is only 
available to people of considerable 
wealth and resources. 

For some of those who cannot afford 
or cannot manage the journey to 
Switzerland the answer is to attempt 
suicide. This generally happens at 
home with no medical involvement 
or advice. Investigation of coroners’ 
reports found that (at a conservative 
estimate) in approximately 2% of all 
suicide cases in England the individual 
had a terminal illness.4 Such “amateur” 
attempts to end life can be deeply 
distressing and if they don’t end in 
death, can leave the patient with even 
worse health problems. 

Research from the UK in 2009 also 
demonstrates that both voluntary 
and non-voluntary euthanasia is 
practised by doctors. 0.21% of deaths 
attended by a medical practitioner in 
the UK were as a result of voluntary 
euthanasia (where the doctor directly 
ends the patient’s life at their request) 
and 0.30% of deaths were as a result 
of life being ended without an explicit 
request from the patient (non-
voluntary euthanasia).5 These translate 
to approximately 2,500 of the 500,000 
deaths each year in England and Wales. 

Safeguards under the current law 
and under the proposed law  

In England and Wales suicide is not a 
crime, but the Suicide Act 1961 makes 
assisted suicide a crime punishable 
by up to 14 years imprisonment. The  
Director of Public Prosecutions’ (DPP) 
prosecuting policy on assisted suicide 
published in 2010 has given the public 
greater clarity on how prosecutorial 
discretion is exercised, making a 
distinction between malicious and 
compassionate assistance.6 The 
prosecuting policy makes clear that 
in certain specified circumstances 

‘Legalising assisted 
dying would  
change the way in 
which the process 
is safeguarded and 
regulated’
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Introduction
(cont’d)

prosecution is not in the public interest 
and will not therefore occur. It lists a 
number of factors that the DPP takes 
into consideration when deciding 
whether or not to prosecute. These 
examine the state of mind of the 
person assisted and the motivations  
of the assistor. 

We welcome the DPP’s prosecuting 
policy on assisted suicide as a positive 
step forward for patient choice and 
control at the end of life, giving 
individuals some clarity as to how they 
are likely to be treated by police and 
prosecutors. The prosecuting policy 
gives formal recognition that in certain 
circumstances, people should not be 
prosecuted for helping someone to  
die, distinguishing between 
compassionate and malicious acts of 
assistance in order that they can be 
treated differently. 

Since the prosecuting policy has been in 
place there have been no prosecutions 
for assisted suicide, but at least 50 cases 
have been reviewed by the police and 
Crown Prosecution Service (CPS).7 
The police and CPS subject all cases to 
lengthy investigations, to consider the 
deceased’s motivations and decision 
making, and the intentions and 
involvement of the assistor. However, 
this all happens after the death of  
the individual. 

There are no upfront safeguards 
in place to check if a potentially 
vulnerable person is being coerced 
in any way, or if they have the 
mental capacity to make decisions 
for themselves. The safeguards are 
retrospective. If anything is untoward, 
the current law cannot prevent the 
death occurring but may punish  
the assistor.

In contrast the draft Bill that is at the 
heart of this consultation focuses on 
having in-built, upfront safeguards and 
strict eligibility criteria which must 
be satisfied before the person applying 
for assisted dying could access life-
ending medication, as well as stringent 

monitoring procedures to identify  
and investigate cases of potential abuse 
or malpractice.

Two doctors acting independently of 
each other would have to check that 
a person met the eligibility criteria 
set down in law before they could 
receive assistance, including checking 
that the patient is acting freely and is 
fully informed in their decision.  This 
process of checks would be audited and 
evidenced for transparency purposes 
to ensure that only appropriate patients 
would be able to receive the life-ending 
medication. Data would also be used to 
summarise activity on a yearly basis.  
If the patient did not meet the 
eligibility criteria, they would be 
refused assistance to die. It would 
remain a criminal offence to assist the 
death of someone who was not eligible 
for assistance under the Bill or where 
the process set out in the Bill was  
not followed. 

There is an argument that by 
criminalising assistance to someone to 
end their life, but effectively forgiving 
compassionate assistance to do so, the 
current law offers the best protection 
to vulnerable people. The argument 
goes that an outright ban on all forms 
of assistance to end life makes anyone 
considering assistance think carefully 
before acting, and that under current 
law and prosecuting practice an 
assistor will only act if they are very 
unlikely to be prosecuted, because they 
are acting compassionately.  

However, the evidence suggests that 
several thousand Britons are assisted 
to die each year,3 5 without safeguards 
or any transparency about what is 
happening. These numbers may seem 
small in the context of half a million 
deaths in England and Wales each 
year, but they are significant. And 
they dwarf the number of assisted 
suicides investigated by the CPS7, 
demonstrating that the assisted deaths 
reported to the police now are likely to 
represent only a very small proportion 
of those that take place. It is sometimes 

‘If anything is 
untoward, the 
current law cannot 
prevent the death 
occurring but may 
punish the assistor’
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argued that hard cases – those who 
want the option of an assisted death - 
make bad law. But as a society we must 
ask how many hard cases it takes to 
indicate that what we have now is a 
bad law.

There are also serious concerns 
that the current legal framework 
discourages patients from discussing 
their end-of-life options and choices, 
including the desire to end their life, 
with their doctor. Under the DPP’s 
prosecuting policy, doctors and other 
healthcare professionals are more 
likely than non-professionals to be 
prosecuted if they assist someone to 
end their life.6 Some patients may 
be ending their life without having 
discussed their fears or having 
been informed of their palliative or 
supportive care options.

We believe that the transparent 
process proposed in the draft Bill 
would encourage more patients to 
talk to their healthcare professionals 
openly than the current legal 
framework allows, and receive 
professional support and information 
on all their options, including 
palliative and supportive care, before 
making a decision about whether to 
end their own life.

By placing a blanket ban on all 
assistance to end life, the current law 
in effect discourages discussion of a 
person’s wishes and motivations for 
choosing to die. A vulnerable person 
may be manipulated into an assisted 
suicide, and nothing can be done to 
protect them. The investigation (if 
there is one, as this generally relies on 
the assistor choosing to self–report 
to the police) takes place after the 
person has died, when it is not possible 
for doctors, police or anyone else to 
evaluate their decision making or 
whether they were under duress/
influence. In contrast the draft Bill 
proposes rigorous safeguards before 
someone can be assisted to die so that 
cases of coercion can be identified 
before a person dies. 

An important concern in relation to 
a change in the law is that, if all the 
investigations happen before a person 
is assisted to die, there is nothing 
to stop a person being pressured or 
coerced after the assessments, nothing 
to stop a person who loses capacity 
after the assessments continuing on 
the course of assisted dying, and no 
threat of investigation to those who 
misuse or seek to misuse the law. 
The law we propose includes new 
safeguards to address these concerns. 
Life-ending medication would be 
stored by pharmacists, not in a patient’s 
home so it shouldn’t fall into the wrong 
hands, and the patient would have 
their mental capacity and decision-
making assessed again at the point 
when they requested access to the 
life-ending medication. There would be 
careful monitoring during the request 
and assessment process, and after the 
patient’s death, to ensure that the law 
was being used appropriately, and that 
there would be a genuine threat of 
prosecution for anyone who misused 
the law.

Another concern is that the  
safeguards used before someone  
dies would rely on subjective 
assessments. In fact our proposed 
safeguards would ensure that a 
person considering assisted dying 
was assessed by at least two medical 
professionals before they died, with 
referral to other relevant professionals 
if there was any doubt about the 
patient’s capacity, their motivation and 
decision-making. In contrast, under 
the current law investigators must 
rely on retrospective, second-hand 
accounts to establish the person’s 
frame of mind and motivation, 
for choosing to end their life. The 
proposed system would identify areas 
of concern or potential abuse before a 
person dies far more effectively than 
investigations after the event under 
the current legal framework, and 
would have the capacity to stop  
a vulnerable person receiving  
assistance to end their life, unlike  
the current law.

‘Our safeguards 
would ensure that a 
person considering 
assisted dying was 
assessed by at 
least two medical 
professionals before 
they died’
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Introduction
(cont’d)

 
The way forward

Given that people are being assisted to 
die in significant numbers despite the 
current ban on assisted suicide, the 
question of whether the current law is 
the right law must be asked. Our view 
is that the proposed Bill would provide 
relief from suffering for an important 
group of dying individuals whilst 
improving the protections available to 
all who consider being assisted to end 
their life.

The challenge for the Bill is to  
secure the benefits of legalised assisted 
dying: the prevention of suffering of 
dying individuals and of loved ones 
they would otherwise ask to break the 
law to help them die; whilst ensuring 
that only those who are eligible can 
access assisted dying and that the 
safeguards are robust enough to 
protect people from abuse. The Bill’s 
success in this regard is the subject of 
the consultation. 

The evidence from Oregon in the 
USA over almost 15 years shows that 
assisted dying can operate safely8 and 
there are clear and significant benefits 
to having a system enabling terminally 
ill, mentally competent adults to make 
the informed and entirely voluntary 
decision to end their lives. The question 
is what that system should look like. 
The draft Bill under consultation 
here proposes a framework that the 
APPG on Choice at the End of Life and 
Dignity in Dying believe could work 
well. We invite your views. 
 

Endnotes

1 — Lien Foundation (2010) 
 The quality of death: Ranking 
 end-of-life care across the 
 world Economist Intelligence 
 Unit

2 — The Telegraph 14% rise in 
 British members of Dignitas 
 (March 2012) http://www. 
 telegraph.co.uk/news/ 
 uknews/law-and- 
 order/9028651/14-risein- 
 British-members-of-Dignitas. 
 html

3 — The Guardian Assisted 
 suicide statistics: the 
 numbers Dignitas helps to 
 die, by country (February 
 2010) http://www.guardian. 
 co.uk/news/datablog/2010/ 
 feb/25/assistedsuicide- 
 dignitas-statistics

4 — Bazalgette L, Bradley W, 
 Ousbey J (2011) The truth  
 about suicide Demos

5 — Seale C (2009) End-of-life 
 decisions in the UK involving
 medical practitioners 
 Palliative Medicine  
 23: 198-204

6 — Crown Prosecution Service 
 (2010) Policy for Prosecutors 
  in Respect of Cases of 
  Encouraging or Assisting 
 Suicide

7 — Hansard, Column WA139,  
 6 December 2011: 50 cases 
  from 1 April 2009 to 
  November 2011 police passed 
 the CPS recorded as “assisted 
 suicide and euthanasia”

8 — Death with Dignity Act, 
 Oregon Health Authority 
 http://public.health.oregon. 
 gov/ProviderPartner 
 Resources/Evaluation 
 Research/DeathwithDignity 
 Act/Pages/dex.aspx
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Draft
Bill

The Bill is a draft and will be reviewed 
and revised in light of the responses 
we receive to this consultation. Our 
aim is to develop a process to allow 
dying, mentally competent patients 
choice, whilst improving patient safety.

You are invited to respond to this 
consultation by answering the 
questions in the consultation and by 
adding any other comments that  
you consider appropriate.
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Explanation  
of terms

‘Request’ 
The request for an  
assisted death could only come 
from the individual. No other 
person,  including the patient’s 
doctor, family or partner would 
be able to initiate the process of 
requesting an assisted death.

‘18 or over’ 
Assisted dying would only be 
available to adults who are 
terminally ill. 

‘Resident’ 
Assisted dying would only be 
available to terminally ill adults 
who are residents of England 
and Wales. This Bill would 
not permit people to travel to 
England and Wales to have an 
assisted death. 

‘One year’ 
The point at which someone 
would be able to request an 
assisted death is a difficult issue. 
In the consultation questions we 
present several alternatives to 
the potential prognosis of dying 
within twelve months. 

‘First informed’ 
A patient initially given a 
longer life expectancy could 
subsequently ask their doctor 
to reassess their prognosis, and 
if this were twelve months or 
fewer the patient could start the 
process of requesting an assisted 
death.
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‘The attending doctor’ 
The attending doctor would 
usually, but not necessarily, 
be the patient’s specialist 
consultant or their GP. This 
means that the patient would 
not be prevented from accessing 
assisted dying if their regular 
doctor had a conscientious 
objection.
 
‘Capacity’ 
If either doctor had any doubt 
about the patient’s capacity to 
make a decision on assisted 
dying, for example, if they were 
concerned the patient’s capacity 
might be being affected by 
depression, they would refer the 
patient to a relevant specialist, 
e.g. a psychiatrist.
 
‘Clear and settled intention’
Both doctors would have 
to explore the individual’s 
motivation for requesting an 
assisted death and provide 
evidence of the decision being 
voluntary.
 
‘Coercion or duress’
Again, if either doctor had 
any doubt about whether the 
patient was making a voluntary, 
well-informed decision, they 
would request an independent 
assessment. The person 
providing this assessment 
would be a professional (e.g. 
a community nurse or social 
worker) who is familiar with 
the patient. The independent 
professional should interview 
the patient and where possible, 
separately interview the 
patient’s relatives to examine 
whether the individual might be 
experiencing any form of undue 
influence.
 
‘Regard’
Both doctors would ensure 
the patient was informed of 
and understood all the options 
available to them.
 
‘Shall only be delivered’
The attending doctor would 
write the prescription. The 
pharmacist would order the 
medication and store it - the 
medication would not be stored 
at the patient’s home. When (or 
if) the patient decides to have 
an assisted death the doctor (or 
another doctor or nurse they 
have authorised to do so) will 
deliver it to the patient’s home 
and oversee its use. 
 
‘Clear and settled intention to 
end their own life’ 
This would include checking 
that the patient still had 
capacity. If a patient did not 
have capacity at this stage they 
would not be able to have an 
assisted death.
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‘Not less than 14 days’ 
The patient could not receive 
the medication until at least 
14 days after their declaration 
took effect. This is a ‘cooling 
off’ period. After the 14 days has 
passed the patient could request 
the medication at any point, as 
long as they still had capacity.
 
‘Six days’ 
If both doctors agreed the 
patient was likely to die within 
one month, and that the patient 
had a clear and settled intention 
to die, then the ‘cooling off’ 
period could be reduced from 
14 days to six days. This is in 
recognition of the significant 
suffering a person might be 
experiencing at the very end of 
their life.
 
‘Decision to self-administer the 
medicine and the final act of 
doing so’
In most cases patients would 
self-administer the life-ending 
medication by swallowing it. 
However, a patient who needed 
a feeding tube could use it to 
ingest the lethal medication. 
Another option would be for a 
patient to take an action that 
would activate a mechanism to 
end his or her life, for example 
by activating a syringe driver. 
As long as it was the patient who 
took the final action that ended 
their own life, a doctor or nurse 
putting the medication into a 
tube or syringe driver would be 
assisting the person’s death in 
accordance with the law.
 
‘Administer a medicine to 
another person with the 
intention of causing that 
person’s death’
This Bill would not permit 
voluntary euthanasia, which is 
when life-ending medication 
is directly administered to a 
patient at their request, for 
example by injection.
 
‘Person’
Conscientious objection would 
be available to a doctor, nurse, 
pharmacist and any other 
person who might be involved in 
the process due to the nature of 
their work.
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‘39B  Regulations:   
Assisted Dying’ 
These clauses set out the 
changes that would be 
needed to the Births and 
Deaths Registration Act 1953. 
Essentially they would give the 
Secretary of State the power 
to decide how assisted deaths 
should be recorded on death 
certificates and registered, 
and what reports the Registrar 
General should provide on 
assisted deaths.  

‘Form and manner’
We envisage that the doctor 
overseeing the death should be 
required to mark the cause of 
the patient’s death on the death 
certificate as follows:
1a Assisted death 
1b whatever terminal illness 
the person had. This defines 
assisted dying as another way of 
dying, i.e. something different 
from ‘natural’ death, but not 
suicide. Therefore assisted 
deaths would not need to be 
reported to coroners as they 
would not be suicide, but the 
clear recording of the cause 
of death would enable the 
Registrar General to provide 
reports on assisted deaths.
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‘Such other matters  
relating to the operation of this 
Act as the Secretary of State 
thinks fit’
For example the Code of 
Practice might also cover: 
responding to patients’ 
requests for assisted dying; 
assessing whether a person 
was terminally ill as defined 
by the Act; guidance on the 
prescription, fulfillment, safe 
storage and transportation 
of life-ending medication; 
and reporting and recording 
requests for assisted dying 
and cases of assisted dying. 
Some of these issues might also 
be addressed in professional 
guidance to doctors and other 
healthcare professionals.  
 
‘Chief Inspector may appoint 
inspectors and other staff’
The Chief Inspector and any 
staff they appointed would 
be responsible for monitoring 
assisted dying practice and 
investigating any cases of 
potential non-compliance or 
malpractice. The Inspectorate 
would also publish annual 
reports on assisted dying 
practice. We envisage that the 
Inspectorate would form part of 
the Department of Health.
 
‘Out of money provided by 
Parliament’
It is unusual for a non-
Government Bill to involve costs 
for the State, but monitoring is 
extremely important.

‘Assisted to die’
Assistance to die provided under 
the Bill would not be suicide but 
assisted death, and would not 
invalidate insurance.
 
‘Annulment’
This means that Parliament 
could reject the rules set down 
by the Secretary of State in 
relation to assisted deaths, for 
example, on how prescriptions 
for assisted dying would  
be issued.
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‘10 years’
This clause means that 10 
years  after the Act came into 
force, Parliament would have a 
formal, scheduled opportunity 
to review and potentially repeal 
the law – it is known as a ‘sunset 
clause’. We ask a consultation 
question about whether this 
clause should be included.
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‘Form of Declaration’
This form outlines the key 
elements of the patient and 
doctor declarations regarding 
safeguards and eligibility. 
However there would also 
be room for both doctors to 
attach evidence to the form, e.g. 
regarding the patient’s decision-
making, prognosis and capacity. 
 
‘Witness’ 
The witness could not be either 
of the two doctors or a close 
family member of the patient.
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Summary 
of proposed 
safeguards

This table summarises the 
safeguards in the law change  
we propose, and the purpose of  
each safeguard. 

Safeguard Safeguard purpose

Some safeguards are integral to the 
assisted dying process recommended 
by the Commission on Assisted 
Dying, which this Bill seeks to 
reflect, but are not required or 
appropriate to be included on the 
face of the Bill (for example they do 

not require specific law change but 
could be included in the Code  
of Practice). These safeguards  
are marked in italics. The Code of 
Practice would provide more detailed 
information on how the safeguards 
would operate effectively.

This ensures that it is entirely the 
patient’s decision to raise the topic. 
 

 

This ensures that two qualified 
experts assess the patient’s eligibility 
e.g. their prognosis and capacity. The 
independence of the second doctor 
ensures a well-rounded assessment  
of the patient.  
 
 
 

Only the patient themselves can 
raise the issue of assisted dying  
with their doctor.  The patient 
would also make a formal request 
for assisted dying.

Two doctors assess whether the 
patient meets the eligibility  
criteria. One would be the 
‘attending’ doctor which usually 
would be the patient’s regular GP 
or a specialist in charge of an aspect 
of their care. The other would be an 
independent doctor, who would not 
know the patient or be connected 
to the attending doctor.



23

The two doctors would  
independently check, evidence and 
record that the patient: 

(a) has a terminal illness with a
   prognosis of twelve months or 
   less to live 

(b) has mental capacity to make 
   the decision 

(c) has made a clear and settled
   decision, voluntarily and  
   without coercion 
 
 
 
(d) is aware of palliative, hospice 
   and other supportive care 
   available to them. 
 
 

If either doctor has any concerns 
that the patient does not meet  
these four criteria they can refer  
the patient to another health or 
social care professional for a  
second opinion. 
 
 
 
 
 
The patient must be able  
to prove that:
 

(a) They are an adult (aged 18 
   and over)
 
 

(b) They have been a resident 
   of England and Wales for at 
   least the previous one year. 

The involvement of two doctors 
ensures the assessment is robust. 
 

This ensures that only patients whose 
death is imminent could potentially 
access assisted dying. Patients with a 
chronic illness could not. 

This ensures that patients are able to 
make decisions and are fully aware of 
the consequences of their actions. 

This ensures that the decision is 
entirely patient-driven and has been 
well considered, and that the patient  
is not being pressured into their  
decision. 
 
This ensures that the patient has either 
experienced, or discussed in detail, the 
kinds of care and support available to 
them and that assisted dying is not an 
alternative to palliative care. 
 

This ensures that the two doctors can 
involve relevant specialist professionals 
where there is doubt about a patient’s 
eligibility. For example, if there is any 
doubt about whether the patient may 
have symptoms of depression which 
could affect their capacity, a psychiatrist 
could provide a specialist assessment 
(and treatment if appropriate). 
  
 

 
 

This ensures that only adults  
have the choice of assisted dying 
available. Those under 18 years of age 
would not. 

This ensures people do not travel 
England and Wales to have an 
assisted death. 
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This is a record of the patient’s 
desire for an assisted death, their 
understanding of what this means and 
of the fact that they understand that 
they can revoke their request at any 
time. It is witnessed by an independent 
person to ensure that the relevant 
person has signed the declaration.  

This allows the patient to pull out 
at any stage. Signing a declaration 
or engaging in conversations about 
assisted dying in no way obligates them 
to have an assisted death. Patients 
would be made continually aware that 
they could pull out at any stage. 

Both doctors must sign the declaration 
for it to be valid - this ensures the 
patient cannot go any further through 
the process if they have not passed the 
assessment of criteria. The Monitoring 
Inspectorate can track cases and 
investigate where there is any concern 
related to doctors’ practice or patients’ 
eligibility.  

This ensures the life-ending drugs  
are securely stored in a safe location 
until the patient actually chooses  
to end their life. There is no risk  
of the medication falling into the 
wrong hands. 

This is a ‘cooling off’ period,  
where the patient can further think 
about their request. It ensures the 
patient does not rush into having an 
assisted death. 
 
 
 
 

This provides a ‘cooling off’ period 
where the patient can further think 
about their decision and ensures the 
patient does not rush into having an 
assisted death. However the reduced 
waiting period ensures assisted dying 
is available to patients with very  
short prognoses.

The patient makes a formal  
written request which is witnessed 
by an independent person. 

 
 
 
 

The patient can revoke their  
request at any time.  
 
 
 
 
 

If both doctors agree that the 
patient is eligible, a formal 
declaration, signed by both 
doctors, is made. A copy is sent to 
the Monitoring Inspectorate.  
 
 
 
 

The attending doctor writes 
a prescription of life-ending 
medication for the patient. The 
medication is stored securely with 
the assigned pharmacy. 
 

The patient must wait for a period  
of at least 14 days after the 
declaration takes effect before 
they can ask the attending doctor  
(or another registered doctor or 
nurse who has been authorised to  
do so by the attending doctor) to 
pick up the medication and deliver 
it to their home. 

In cases where the patient is 
expected to die within one month  
the waiting period may be reduced  
to six days. 
 
 
 

Summary of proposed safeguards
(cont’d)
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When the doctor or nurse collects  
the life-ending medication the 
pharmacist informs the Monitoring 
Inspectorate.
  
The doctor or nurse who delivers 
the medication checks the mental 
capacity of the patient and whether 
they still want to have an assisted 
death at that point.

If the patient decides they do not 
want to be assisted to die that day 
the medication will be returned to 
the pharmacy.

The patient takes the medication 
themselves. Doctors and nurses may 
assist with the setting up of devices 
to enable patients with limited 
mobility to self-administer, but 
cannot end the patient’s life directly. 

The doctor or nurse remains on the 
premises, but does not have to be in 
the same room. 
 
 
 
The death of the patient will be 
reported by the doctor or nurse to 
the Monitoring Inspectorate 
 
 
 
The doctor certifies the patient’s 
death and records it as an assisted 
death on the death certificate. 
 
 
 
 
 
 

Conscientious objection clauses 
ensure that no health or social care 
professional would be under any  
duty to participate in the assisted 
dying process.  
 
 
 

The Monitoring Inspectorate can track 
cases and investigate where there is 
any concern related to doctors’, nurses’ 
or pharmacists’ practice.  
 
This ensures that the patient has 
not lost capacity since the formal 
assessment and that they are capable 
of making the decision to take the 
life-ending medication.  

This ensures that the lethal 
medication is not being stored in the 
community. 
 
 
This ensures that the final act is 
entirely the patient’s decision. 
 
 
 
 

This ensures that the process can be 
monitored to ensure it is being done 
correctly, but that the patient (and 
those people the patient requests to 
be with him or her) can have privacy. 

The Monitoring Inspectorate can 
track cases and investigate where 
there is any concern related to 
healthcare professionals’ practice or 
patients’ eligibility.  
 
This ensures that the patient’s death 
is officially recorded. Assisted dying 
and the terminal illness would be 
recorded as the causes of death 
allowing a clear understanding of 
the number of assisted deaths each 
year and the characteristics and 
underlying terminal illnesses of the 
patients choosing assisted death.  

This ensures that doctors and others 
are given the opportunity to opt out 
of involvement, for example they may 
feel too close to the patient or because 
of a religious belief. Alongside 
legalisation of assisted dying, training 
for healthcare professionals and Codes 
of Practice would be produced. 
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Summary of proposed safeguards
(cont’d)

The Monitoring Inspectorate 
investigates cases of potential 
non-compliance or malpractice 
and refers individuals involved 
to the police and/or appropriate 
professional regulatory bodies. 

This ensures that professionals 
understand that they must follow 
the rules set down in the law or they 
risk facing criminal charges and/or 
professional penalties.
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Introductory questions 

1 If adequate safeguards can be found to allow assisted dying (assistance to die 
 for terminally ill, mentally competent adults only) and no healthcare 
 professional is obliged in any way to assist a patient to die, would you support a 
 change in the law on assisted dying?

 Yes No Don’t know

The intention of the proposed law change is to ensure that patients at the end of 
life have choice over the manner and timing of their death, and that all patients are 
properly protected against potential abuse.  
 

2 Do you think upfront safeguards before an assisted death (as set out in the draft 
 Bill) or retrospective safeguards after an assisted death (under the current law) 
 are most effective for protecting patients?

 Upfront safeguards Retrospective safeguards Don’t know

The draft Bill is based largely on  
the recommendations of the 
Commission on Assisted Dying. 
The Commission’s report followed 
a research process which included 
over 1,200 responses to its call for 
evidence, research visits to four 

jurisdictions that permit assisted dying 
in various forms, as well as original 
commissioned research.  
 
The Bill is a draft and will be reviewed  
and revised in light of the responses 
we receive to this consultation.

Questions for consultation

Questions  
for consultation

Our aim is to develop a process to 
allow dying, mentally competent 
patients choice, whilst improving 
patient safety. 
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 Please set out your reasoning: 
 
 
 
 
 
Eligibility criteria and assessment

The Bill sets the following criteria for assisted dying:

To be eligible a person must:
— Be terminally ill with a prognosis of twelve months or less to live 
— Have the mental capacity to make decisions about their life and death  
 (mental capacity is when a person is able to weigh up all relevant information  
 to make a decision, and understand the consequences of their decision)
— Have a clear and settled intention to die
— Be an adult (aged 18+) 
— Have been resident in England and Wales for at least the previous year
 

3 Should any other additional eligibility criteria be added? 

 Yes No Don’t know
 
 Comments 
 
 
 
 

The Bill defines terminal illness as an inevitably progressive condition which 
cannot be reversed by treatment, and from which the patient is reasonably expected 
to die within one year. This is based on the recommendation of the Commission on 
Assisted Dying. Allowing patients to start the process when they have a prognosis 
of up to one year gives them time to start having conversations with their doctors 
and those close to them, and go through the checks and safeguards in enough time 
so that the process is accessible before they become too weak to manage it. 

We have also considered whether assisted dying should be available only to patients 
with shorter prognoses (life expectancy). Whilst doctors tend to be overoptimistic 
in giving prognoses to terminally ill patients, prognoses tend to be more accurate 
when the patient is closer to death. 

One suggestion is that assisted dying should be available to people with an 
inevitably progressive condition which cannot be reversed by treatment, and 
from which the patient is reasonably expected to die within six months. Another 
suggestion is that a patient could make a formal request for assisted dying and go 
through all the safeguards when they are terminally ill with a prognosis of one year, 
but that they could only receive the medication from their doctor when they have a 
prognosis of three months. 
 

4 Would you prefer assisted dying to be available to people with a prognosis of:

 One year Six months  Three months

Questions for consultation 
(cont’d)
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 Comments 
 
 
 
 

A patient would have to have mental capacity, and have made a settled, informed 
and voluntary decision in order to be eligible for an assisted death. These criteria 
would be assessed:

— By both doctors when the patient makes their formal request
— By relevant professionals where either doctor has any doubts about  
 a patient’s eligibility (for example if there was evidence the patient might  
 be suffering from depression) 
— By both doctors ensuring the patient understands the palliative care, symptom 
 relief and other treatments available to them 
— By the use of the ‘cooling off’ period so that a patient cannot have an assisted 
 death immediately after having been assessed as eligible 
— By the attending doctor or nurse conducting another check of the patient’s 
 capacity when the patient asks them to deliver the life-ending medication
 

5 Are you satisfied with the arrangements proposed in the Bill for assessing 
 these eligibility criteria? (We would welcome any suggestions for additional 
 arrangements for assessing these eligibility criteria).

 Yes No Don’t know

 Comments 
 
 
 
 

The Bill sets out that both doctors must inform the patient of the palliative care  
and support options available to them. It is envisaged that in most cases at least one 
of the two doctors involved will have experience of providing end-of-life care in the 
community and in most cases a patient with a life expectancy of a year or less will 
have some experience of end-of-life care or specialist palliative support. 
 

6 Should it be a requirement that one of the two assessing doctors has a certain 
 level of knowledge and experience of end-of-life care?

 Yes No Don’t know

 
 
 
 
 
 
The Bill proposes a waiting period of fourteen days from the patient’s  
declaration taking effect (after both doctors have agreed that they meet the 
eligibility criteria) before the patient can access the life-ending medication.  

 Comments 



30

Questions for consultation 
(cont’d)

In cases where the patient has life expectancy of one month, the waiting period  
drops to six days. The purpose of the waiting period is to give the patient time  
to reflect on their decision – it is a ‘cooling off’ period. The Bill also makes clear  
that at any stage in the process a person can revoke their request for an  
assisted death.  
 

7 Are you satisfied with the proposals for the waiting / ‘cooling off’ period?

 Yes No Don’t know

 Comments 
 
 
 
 
 
Responsibilities of healthcare professionals  
 
The proposed law change puts forward an assessment model led by doctors. 
 

8  Are you satisfied with the proposal that two doctors, acting  
 independently of each other (and referring the patient for further assessment 
 by other professionals where necessary), assess the patient’s eligibility for  
 assisted dying? 

 Yes No Don’t know
 
 Comments 
 
 
 
 

Under the proposed law, the attending doctor (or another doctor or nurse they have 
authorised) would deliver the life-ending medication to the patient, check their 
mental capacity, and stay on the premises until the patient has died. The purpose of 
the doctor or nurse staying on the premises is to provide support to the patient and 
those close to them, and ensure the medication and any medical devices are set up 
appropriately. However, there is a concern that this might be intrusive for patients 
(even if the doctor or nurse is not in the room when they self-administer). There is also 
a concern that requiring the presence of a doctor or a nurse through the entire process 
may not be practical, given the many other demands on doctors’ and nurses’ time. 
 

9  Should the doctor or nurse remain on the premises until the patient dies?

 Yes No Don’t know

 Comments 
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The Bill proposes an assessment model of safeguards led by doctors, based on the 
recommendations of the Commission on Assisted Dying. However, in the past other 
models of assessment and safeguarding have been proposed, for example a legal 
model whereby a patient is assessed for eligibility by a tribunal or court. 
 

10 Would you prefer a doctor-led or legal-led (or another) assessment and 
 safeguarding model for assisted dying? 

 Doctor-led Legal-led Another model  
 
 Don’t know
 

Please set out your reasoning:
 
 Comments 
 
 
 
 
 
Accessibility 

It is vital that as well as providing robust safeguards to protect people who may be 
vulnerable, any change in the law should be accessible to the people who need it: 
terminally ill adults who are suffering and want to be able to control the manner 
and timing of their death. 
 

11 Do you have any suggestions for how the process could be made less onerous 
 for patients whilst maintaining their safety?  

 Yes No Don’t know

 Comments 
 
 
 
 
 
The Bill proposes that the patient should be assessed by an attending doctor,  
who will often be the patient’s GP or one of their specialists, and a second 
independent doctor. 
 

12 Should it be the patient’s responsibility to find a second doctor, should the 
 attending doctor be able to refer the patient to an independent doctor or should 
 there be a clear mechanism for patients to find an independent doctor?

 Comments 
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Monitoring

The Commission on Assisted Dying recommended that a monitoring commission 
should be established to monitor assisted dying practice and investigate any 
cases of potential non-compliance or malpractice. It is extremely important that 
these monitoring and investigatory functions are fulfilled but it is not feasible 
for a Private Member’s Bill to establish a new non-departmental public body of 
the complexity of a commission. Therefore the Bill proposes that monitoring and 
investigatory functions should be fulfilled by a Monitoring Inspectorate within the 
Department of Health.
 

13 Are you satisfied that the functions of the Monitoring Inspectorate  
 are appropriate?

 Yes No Don’t know

 Comments 
 
 
 
 
 

14 Do you have any suggestions as to any existing organisations that  
 would be better suited to take on these functions than the proposed  
 Monitoring Inspectorate? 

 Yes No Don’t know 
 
 If yes, please say which organisations

 
 
 
 
The Bill also proposes that alongside the monitoring and evaluation of the 
Monitoring Inspectorate (based on the analysis of evidenced declaration forms and 
other paperwork required from pharmacists and doctors), the Registrar General 
should produce an annual report on assisted deaths based on the cause of death 
recorded on death certificates. This would provide important information on the 
underlying illnesses, and other characteristics, of those choosing assisted dying. 
 

15 Are you satisfied with this proposal? 

 Yes No Don’t know

 Comments 
 
 
 

 
Section 13 of the draft Bill includes a clause that would give Parliament a formal, 

Questions for consultation 
(cont’d)
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scheduled opportunity to review and potentially repeal the law 10 years after it 
came into force. This is known as a ‘sunset clause’. There is an argument that a 
‘sunset clause’ is unnecessary, as Parliament is always at liberty to repeal or amend 
laws. An alternative argument is that the ‘sunset clause’ is an important safeguard 
to ensure Parliament scrutinises the application and effects of its laws. 
 

16 Do you support the inclusion of a ‘sunset clause’? 

 Yes No Don’t know

 
 
 
 
 

Other 

The draft Bill proposes that a Code of Practice should be published covering:

— the assessment of whether a person has a clear and settled intention  
 to end their own life, including:
— assessing whether the person has the mental capacity to make such a decision; 
 recognising and taking account of the effects of depression or other 
 psychological disorders that may impair a person’s decision-making;  
 informing a person of the treatment and end-of-life care options available to  
 them and of the consequences of deciding to end their own life;  
 and any other matters as needed relating to the operation of the law
 

17 Do you have any comments on the suggestions of areas to be covered by the 
 Code of Practice? 

 
 
 
 
 
 
We envisage that training on end-of-life care, capacity assessment and other 
relevant issues would be made available to doctors and other healthcare 
professionals who might be involved in assisted dying. We envisage that support 
would be made available to doctors and other healthcare professionals involved in 
assisted dying requests. 
 

18 What training and support should be available to doctors and other healthcare 
 professionals in the event of a change in the law on assisted dying? 

 Comments 

 Comments 

 Comments 
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19 Do you have any other comments on the draft Bill? 
 
 
 
 
 
 

20 Do you have any comments on the Declaration form (Schedule 1)

 

About you 

Please indicate whether you are responding as an individual or on behalf of  
an organisation: 

 Individual Organisation 

Name of organisation (if applicable): 
 

 
Job title (if applicable):  
 

 
Name: 
 
 

Address (optional): 
 
 
 
Email (optional):   Telephone (optional): 
 

 
If you are a health or social care professional please indicate whether you are a: 

 Doctor Nurse Social worker Other
 
If you are a health or social care professional please tell us what your specialism  
is (optional): 

Questions for consultation 
(cont’d)

 Comments 

 Comments 
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	 Comments

To help inform debate on the matters covered by this consultation and in  
the interests of openness, please be aware that the normal practice is to make 
responses public, for example, by including extracts from responses in the 
consultation report. If you want your response, or any part of it, to be treated  
as anonymous, please explain the reasons for this. If your response is  
anonymous, it is your responsibility to ensure that the content does not allow you  
to be identified.  
 
If you wish to remain anonymous in written reports please tick: 
 
 

How to respond to this  
consultation

You are invited to respond to this 
consultation by answering the  
questions in the consultation and by 
adding any other comments that you  
consider appropriate.

The closing date for responses to 
the consultation is 20th November 
2012.

Please email responses to: 
info@appg-endoflifechoice.org.uk.  
 
or post to:
Consultation
c/o Dignity in Dying 
181 Oxford Street, London W1D 2JT

You can also respond via the  
APPG on Choice at the End of  
Life’s website:  
www.appg-endoflifechoice.org.uk. 
 

For a paper copy of the consultation,  
or if you have any questions about how 
to respond please contact us by phone 
or email: 
  
T: 020 7479 7738  
E: info@appg-endoflifechoice.org.uk. 
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Part
02

Part Two provides supplementary 
information including: a flowchart 
setting out the proposed process 
for assisted dying; an explanation 
of how the process would work for 
patients; and and explanation of 
how it would work for doctors and 
other healthcare professionals.
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Patient asks their doctor (the attending doctor) 
about assisted dying

Attending doctor discusses what  
assisted dying involves with the patient,  
and explores their palliative care and 
treatment options

Patients under 18 or who have not lived in 
England and Wales for at least the previous 
year are not eligible for an assisted death

The patient can revoke the declaration in 
writing or orally at any point

If the answer to any of these questions  
is no the patient is not eligible for an  
assisted death

If either doctor has doubts about whether 
a patient is eligible they refer the patient 
to another relevant professional to be 
assessed 

The patient can revoke the declaration in 
writing or orally at any point

Patient understands options and wants  
to continue

Patients must be over 18 and have been 
resident in England and Wales for at least the 
previous year

Patient signs formal declaration, which is 
witnessed by an independent person

Attending doctor and another independent 
doctor separately assess whether the patient:

— Is terminally ill
— Has mental capacity
— Has a clear and settled wish to die which 
 they have reached without coercion/duress
— Is aware of palliative and other supportive 
 care available to them
 
If both doctors (and any other professionals 
involved) agree that the patient meets the 
eligibility criteria they can continue

Both doctors sign the patient’s declaration. 
Declaration sent to Monitoring Inspectorate

Attending doctor writes prescription for life-
ending medication and sends prescription to 
pharmacy where it is stored

At least 14 days must pass as a “cooling off 
period”  (or six days if patient has prognosis of 
less than one month) before…

Patient contacts attending doctor and asks to 
use life-ending drugs 

Attending doctor (or another doctor or nurse) 
collects medication from pharmacy and 
delivers to patient’s home 

Doctor or nurse delivering medication 
assesses patient’s capacity. If the patient has 
capacity they can have an assisted death

The patient takes medication themselves  
(no one can administer it to them).  Their 
death is certified and information is sent to the 
Monitoring Inspectorate

The patient decides not to take medication 
and the doctor or nurse returns the 
medication to the pharmacy

Either Or

If the patient does not have capacity they 
are no longer eligible for an assisted death

Patient decides they no longer want 
assisted death – process abandoned. 

This flowchart  
provides a summary 
overview of how the 
assisted dying process 
would work under the 
proposed law. 

The process is set out 
in more detail in the 
following sections of this 
consultation document 
which explain the 
proposed law change in 
relation to patients and 
healthcare professionals, 
including the provisions 
for the two doctors to 
ask other professionals 
to assess the patient 
and the provisions on 
conscientious objection.

Flowchart of the 
proposed process 
for assisted dying 
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Patients and 
the proposed law

Who would be eligible 
for an assisted death? 

Note: Numbers highlighted in orange 
in this text refer to the relevant section/s 
of the Bill.

To be eligible a person must:

— Be terminally ill with a prognosis  
 of twelve months or less to live (2)1)b)
— Have the mental capacity to make
 decisions about their life and death
 (3)3)b) (mental capacity is when a
 person is able to weigh up all
 relevant information to make
 a decision, and understand the
 consequences of their decision)1

— Have a clear and settled intention  
 to die (3)3)c)
— Be an adult (aged 18 and above) 
 (1)2)c)i)
— Have been resident in England and 
 Wales for at least the previous one 
 year (1)2)c)ii)

This section outlines which 
patients would be eligible for 
assisted dying under the proposed 
law, and the process from the 
eligible patient’s perspective.

Summary
 
Only terminally ill, mentally 
competent adults would be eligible 
for assistance. Only the patient 
themselves could raise the issue of 
assisted dying with their doctor. If the 
patient met the set eligibility criteria 
and safeguards, they could access 
life-ending medication after a ‘cooling 
off period’ of two weeks. The patient 
would directly end their life by taking 
this medication, though a doctor or 
nurse would be present. The patient 
could revoke their request for assisted 
dying at any time.



39

The Bill does not propose assistance 
to die for disabled people, people 
with chronic illnesses (which can be 
life-limiting, but are not necessarily 
terminal) or older people, unless they 
also have a terminal illness.

The following examples illustrate  
the situations in which a person 
could, and could not, be eligible for an 
assisted death:

Person A, who has been diagnosed 
with terminal cancer and has a 
prognosis of twelve months or fewer, 
could be eligible for assisted dying.

Person B, who has been diagnosed 
with Motor Neurone Disease and has 
a prognosis of three years, would not 
be eligible for assisted dying. However, 
she/he could be eligible for an assisted 
death when she/he has a prognosis of 
twelve months, or fewer, to live.

Person C, who has a significant 
physical impairment (disability) and 
has also now been diagnosed with 
cancer with a prognosis of twelve 
months or fewer, could be eligible for 
assisted dying.

Person D, who has recently been 
diagnosed with early dementia and 
then developed a terminal illness (e.g. 
cancer with a prognosis of twelve 
months or fewer), could be eligible 
for assisted dying if she/he retained 
mental capacity through the process  
of requesting and completing an 
assisted death.

Person E, who has a significant 
physical impairment, such as ‘locked 
in syndrome’ or quadriplegia, but is 
not terminally ill, would not be eligible 
for an assisted death.

Person F, who has dementia but is 
otherwise physically healthy, would 
not be eligible for an assisted death. 
This is because physically healthy 
people with dementia usually survive 
well beyond 12 months. By the time a 
person with dementia had a prognosis 

of twelve months or fewer they would 
be unlikely to have sufficient mental 
capacity to meet the eligibility criteria.
 

The proposed assisted  
dying process 
 
This section outlines the three key 
stages in the assisted dying process from 
the patient’s perspective: i) requesting 
assisted dying ii) evaluation of a 
terminally ill patient’s eligibility, and iii) 
taking the life-ending medication. 

Under the proposed law a patient who 
expressed an interest in assisted dying 
or who formally requested it could 
revoke their request at any stage in the 
process, either orally or in writing. 

i) Requesting assisted dying 

Only the patient could raise the issue 
of assisted dying. Doctors would not 
be able to initiate this conversation; 
relatives would also not be able to raise 
it with the doctor on behalf of  
the patient (1)(1).

After formally requesting an assisted 
death from their doctor, the patient 
would be evaluated for eligibility for 
an assisted death by two doctors (3)3)
a) and b)and c)i),ii) and iii). One would 
be the ‘attending doctor’, who would 
usually be the patient’s regular GP or a 
specialist in charge of their care (or an 
aspect of it) (3)1)b)i) and 3)2). The other 
would be an ‘independent doctor’, who 
would not have previously provided 
care to the patient and who would not 
be connected to the attending doctor 
(for example, they would not a partner 
in the same practice, or a relative of 
theirs) (3)1)b)ii).

If a patient had raised the issue of 
assisted dying, the attending doctor 
and the patient would explore why the 
patient had made the request (3)3)c)
ii), and would discuss palliative care, 
symptom relief and other treatments 
available which could improve the 
patient’s quality of life (3)3)c)iii), and 

‘The patient would 
be evaluated for 
eligibility for an 
assisted death by 
two doctors’
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what assisted dying involves. The 
doctor would document the patient’s 
motivations for requesting an assisted 
death. If, after having considered all 
the options, the patient still wanted  
an assisted death they would then  
sign the formal declaration of their 
intent, which would be witnessed  
by an independent person who is  
not a doctor involved in the case,  
or a relative of the patient (3)1)a). 
This declaration could be revoked at 
any time (3)5). 

The proposed law includes a clear 
conscientious objection clause (5) 
stating that no healthcare professional 
would be under any duty to participate 
in the assisted dying process. Under 
existing guidance by the General 
Medical Council, if a doctor has 
a conscientious objection to the 
treatment or procedure a patient is 
considering, the doctor must explain 
to the patient that they have a right 
to see another doctor with whom 
they can discuss their situation. If 
the patient cannot easily make their 
own arrangements to see another 
doctor, their doctor must ensure that 
arrangements are made, without  
delay, for another doctor to take over 
their care.2

 
ii) Evaluation of eligibility 

The two doctors would independently 
check that the patient: 
a) has a terminal illness with a 
 prognosis of twelve months or less 
 to live (3)3)a)
b) has mental capacity to make the 
 decision (3)3)b)
c) has made a clear and settled 
 decision, voluntarily and without 
  coercion (3)3)c)and 3)3)c)ii)
d) is aware of palliative, hospice and 
 other supportive care available to 
 them (3)3)c)iii)

Patients would also need to provide 
evidence confirming their age and that 
they have been a resident of England 
and Wales for at least the previous 
year (1)2)c). 

The Code of Practice would set out 
that, in assessing a patient’s eligibility, 
either doctor could consult with other 
health and social care professionals or 
refer the patient to a relevant specialist 
for a second opinion in relation 
to the patient’s mental capacity, 
prognosis (life expectancy) and/or the 
voluntariness of their decision. 

If both the attending and the 
independent doctor formally agree 
that the patient fulfils the eligibility 
criteria they would sign the patient’s 
declaration (3)3)a),b),c)i),ii) and 
iii). The attending doctor would 
write a prescription for the life-
ending medication (4)1). The doctor 
would send the prescription to the 
pharmacist who would store it until 
the patient chose to use it.3

The patient could not access the 
medication to die until at least 14 days 
from when their formal declaration 
took effect (4)2)c) (when the two 
doctors had confirmed that the patient 
meets the eligibility criteria (3)4)). 
This ‘cooling off’ period is a safeguard 
to ensure the patient’s decision is 
settled. This cooling off period could 
be reduced to six days if the patient 
has a prognosis of one month or less to 
live (4)3). However at any point in the 
process, the patient could, either orally 
or in writing, revoke their request for 
an assisted death (3)5).

iii) Taking the life-ending 
 medication

After the 14 day ‘cooling off’ period has 
passed, the patient could at any point 
contact the attending doctor and ask 
to use the life-ending medication.4 The 
attending doctor (or another suitably 
qualified doctor or registered nurse 
authorised by the attending doctor) 
(4)2)a) and a)i) and a)ii) would collect 
the medication from a pharmacy when 
the patient requested it, and deliver 
it to the patient’s home (4)2).5 The 
proposed law change would not allow 
the life-ending medication to be stored 
at a patient’s home or place of care – it 

Patients and the proposed law 
(cont’d)

‘This ‘cooling 
off’ period is a 
safeguard to ensure 
the patient’s 
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would have to be stored at a  
pharmacy and delivered by a doctor  
or nurse when the patient decided to 
use it.5 The proposed law envisages that 
a patient would have an assisted death 
in their home, not in hospital or in  
a hospice.
 
Before providing the life-ending 
medication, the attending doctor (or 
another suitably qualified doctor or 
nurse) would again check the patient’s 
capacity (4)2)b)i) – if the patient no 
longer had mental capacity to make the 
decision they would not be able  
to have an assisted death (4)2)b). 
The doctor would remain on the 
premises until the person had taken the 
medication or declined to take it.5 If at 
that stage the patient decided against 
assisted dying the doctor would return 
the life-ending medication to  
the pharmacist.5

The doctor and the patient would have 
previously agreed what support would 
be in place during the dying process (for 
the patient and their family/those close 
to them) and how the patient would 
bring about their own death. It would 
have to be the patient’s decision, and the 
patient’s action to take the life-ending 
medication (4)4), as the proposed law 
change does not include voluntary 
euthanasia where a doctor directly 
ends a patient’s life at their request 
(4)5).  Under normal circumstances the 
patient would end their life by orally 
ingesting the medication. If the patient 
was not physically able to swallow 
medication they could be assisted in the 
preparation of the medication but the 
final act must be self-administration. 
For example the doctor or nurse could 
assist in setting up the medication 
in a medical device such as a feeding 
tube (4)4)b), but the final act of self-
administration of the medicine must 
be directly taken by the patient, for 
example, by pressing a switch to release 
the medication from the feeding tube 
(4)5). 

The doctor or nurse would be present 
as the patient self-administered the 

medication, though not necessarily 
in the same room, so that the patient 
and those close to them could have 
some privacy.  This would be set out 
in regulation (4)6)c) and the Code of 
Practice. The doctor would certify the 
patient’s death.

‘It would have to 
be the patient’s 
decision, and the 
patient’s action to 
take the life-ending 
medication’

Endnotes 
 
1 — This is the definition used  
 in the Mental Capacity  
 Act 2005
 
2 — Personal beliefs and medical 
 practice - guidance for 
 doctors, paragraphs 21 and 
 22, General Medical 
 Council, 2008
 
3 — This procedure would be set 
 out in regulations made by 
 the Secretary of State (4)6)b) 
 and c)
 
4 — This procedure would be set 
 out in regulations made by 
 the Secretary of State (4)6)c)
 
5 — This would be further 
 clarified in regulation by the 
 Secretary of State (4)6)c)
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Doctors, other 
healthcare 
professionals and 
the proposed law

Ensuring that only eligible patients 
could have an assisted death would 
primarily be the responsibility of 
doctors. The proposed law change 
would take the form of an assessment-
model led by doctors, who would 
assess patients who requested 
assistance against a set of pre-
determined eligibility criteria. This 
would include the patient having a 
terminal illness with a prognosis of 
12 months or less to live, having the 
mental capacity to make decisions, 
having made a clear, settled decision 
without coercion and having explored 
all of their palliative and supportive 
care options. Two doctors would be 
involved in the assessment and other 
healthcare professionals would be 
consulted if necessary. The  
patient would take the life-ending 
medication themselves.

This section outlines the 
involvement of doctors and other 
healthcare professionals in the 
assisted dying process.

The assisted  
dying process

Note: Numbers highlighted in orange in 
this text refer to the relevant section/s of 
the Bill. 

This section outlines the three key 
stages of the assisted dying process 
from the doctor’s perspective: i) 
requesting assisted dying ii) assessing 
the patient’s suitability iii) the life-
ending medication and assisted dying.

The proposed law change includes a 
clear conscientious objection clause (5) 
stating that no healthcare professional 
would be under any duty to participate 
in the assisted dying process. This 
applies to doctors, nurses, pharmacists 
and any other person who might 
be involved in the process due to 
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Doctors, other 
healthcare 
professionals and 
the proposed law

ii) Assessing the patient’s suitability

Once the patient has made a formal 
request for assisted dying their 
eligibility would be evaluated by two 
doctors (3), 3)a),b)c)i)ii) and iii). One 
would be the ‘attending doctor’ which 
usually would be the patient’s regular 
GP or the specialist in charge of an 
aspect of their care (3)1)b)i) and 3)2). 
The other would be an independent 
doctor, who would not know the 
patient or be connected to the 
attending doctor (3)1)b)ii) (for example 
they could not be partners in the same 
practice, or be related to each other). 

Both doctors would independently 
assess, and substantiate, whether  
the patient: 
 
a) has a terminal illness with a 
 prognosis of twelve months or less 
 to live (i.e. an inevitably progressive 
 condition which cannot be reversed 
 by treatment, from which they are 
 reasonably expected to die within 
 twelve months) (2 and 3)3)a)
b) has mental capacity to make the 
 decision (3)3)b)
c) has a clear and settled intention 
 to end their own life which has 
 been reached on an informed basis 
 and without coercion or duress (3)3)
 c)i) and ii)
d) is aware of palliative, hospice and 
 other supportive care available to 
 them (3)3)c)iii)

In addition, in order to be eligible, 
patients would have to provide 
evidence that they were an adult (18 or 
older) (1)2)c)i) and have been resident 
in England and Wales for at least the 
previous year (1)2)c)ii).

If either doctor had any doubts about 
whether the patient met the eligibility 
criteria they could ask other health 
and social care professionals to 
provide an opinion. For example, if 
there was doubt about the patient’s 
capacity a psychiatrist could assess the 
patient. If there was doubt about the 
voluntariness of the patient’s  

the nature of their work. However, 
under existing guidance by the 
General Medical Council, if a doctor 
has a conscientious objection to the 
treatment or procedure a patient is 
considering, the doctor must explain 
to the patient that they have a right 
to see another doctor with whom 
they can discuss their situation. If 
the patient cannot easily make their 
own arrangements to see another 
doctor, their doctor must ensure that 
arrangements are made, without delay, 
for another doctor to take on this role.1

The Code of Practice would provide 
guidance on end-of-life care, capacity 
assessment and other relevant issues 
for doctors and other health and social 
care professionals who might  
be involved in assisted dying (8). 
We also envisage that training on 
these issues and support would be 
made available to all health and  
social care professionals involved in 
assisted dying.  

i) Requesting assisted dying

While doctors would be free to discuss 
other aspects of end-of-life care, only 
the patient themselves could initiate 
a conversation about assisted dying 
– a doctor could not suggest it and a 
relative could not make the request 
to a doctor on behalf of the patient 
(1)1). When the patient has raised 
the issue, the doctor would explore 
the motivation behind this request 
with the patient. In particular the 
doctor would need to explore with the 
patient any steps that could be taken 
to improve their existing quality of 
life, any fears they might have about 
the dying process, and whether the 
request was being made voluntarily, 
without pressure from anyone who 
might benefit from the patient’s earlier 
death (3)3)c).  

If, after having these discussions, the 
patient persisted with their intention 
to have an assisted death, they could 
start the process by making a formal 
request for an assisted death.

‘The doctor would 
explore the 
motivation behind 
the patient’s 
request with them’
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decision-making, a social worker  
or nurse who knows that patient  
could be asked to provide an 
independent assessment. The 
independent professional would 
interview the patient and, where 
possible, separately interview the 
patient’s relatives/those close to the 
patient, to examine whether the 
individual might be experiencing any 
form of undue influence.2

Related to the requirement to ensure 
the patient understands their palliative 
and supportive care options, we 
envisage that in most cases at least 
one of the two doctors involved would 
have experience providing end-of-life 
care in the community. This would be 
set out in the Code of Practice (8)1)a)
iii). However, either doctor could refer 
the patient to a palliative specialist if 
they felt they weren’t able to give the 
patient a full picture of palliative and 
supportive care options open to them.3

If both doctors (and any additional 
professionals who had been asked for 
an opinion) agreed that the patient met 
the criteria for assisted dying, then 
an official written patient declaration 
would be signed and witnessed (3)a)
b) and 3)3). The declaration form along 
with the two doctors’ forms and any 
relevant evidence would be sent to 
the Monitoring Inspectorate at the 
Department of Health which would 
monitor assisted dying. The attending 
doctor would write a prescription 
for medication to enable the patient 
to end their own life and send it to a 
pharmacy (4)1).  The pharmacist would 
fulfil the prescription and store it.4

iii) The life-ending medication, 
 assisted dying and 
 responsibilities after death

The patient could not be given the 
medication to die until at least 14 days 
from when their formal declaration 
took effect (4)2)c) (when the two 
doctors have confirmed the patient 
meets the eligibility criteria, and 
signed and sent the paperwork (3)4) 

to the Monitoring Inspectorate). This 
‘cooling off’ period is a safeguard to 
ensure the patient’s decision is settled. 
This cooling off period could be 
reduced to six days if the patient has a 
prognosis of one month or less (4)3).

When the patient decides they want to 
be assisted to die they would contact 
the attending doctor. The attending 
doctor (or another registered doctor 
or nurse who has been authorised to 
do so by the attending doctor (4)2)) 
would collect the medication from 
the pharmacist after confirming with 
the patient that they had not revoked 
their declaration (4)2) and 4)2)b)
ii). The pharmacist would notify the 
Monitoring Inspectorate that the 
medication had been dispensed.5 

Before the life-ending medication 
could be handed over to the patient, 
the doctor or nurse would again 
check the patient’s mental capacity 
and their enduring wish to have an 
assisted death (4)2)b)i) and ii). The 
doctor or nurse would remain on the 
premises until the patient had taken 
the medication or declined to take it. 
If the patient decided against taking 
the medication, the doctor would 
be legally responsible for returning 
the life-ending medication to the 
pharmacy for safe keeping.6

If the patient decided to take the 
life-ending medication, they would 
take this themselves, usually orally. 
The doctor and the patient would 
have agreed any necessary support, 
and where the final act would take 
place, earlier on in the process. If 
the patient had limited mobility or 
was not physically able to swallow 
medication they could be assisted by a 
medical device (for example a feeding 
tube or syringe driver that the patient 
would activate) to end their own 
life (4)4), provided that the decision 
and the final act which initiates the 
administration of the medicine was 
performed by the patient alone (4)4) 
and 4)5). A doctor or nurse would be 
acting within the law by setting up a 

Doctors, other healthcare professionals  
and the proposed law  
(cont’d)

‘If either doctor had 
any doubts about 
whether the patient 
met the eligibility 
criteria they 
could ask other 
professionals to 
provide an opinion’
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medical device to enable the patient to 
self-administer medication in this way 
(4)4) and 4)5). 

The doctor or nurse would not have to 
be in the room when the patient took 
the life-ending medication, but should 
be available in an adjoining room to 
provide any support that the patient 
and their friends or family members 
might need. 

Following the patient’s death, the 
doctor would certify their death. The 
doctor would be required to mark 
clearly the cause of the patient’s death 
on the death certificate as follows: 

— 1a Assisted dying 
— 1b the terminal illness that the 
 patient had (7)2)1)a)ii) 

This defines assisted dying as another 
way of dying, i.e. something different 
from ‘natural’ death, but not suicide. 
This marking of the cause of death 
would enable the Registrar General to 
produce the required annual reports 
on assisted deaths in England and 
Wales (7)2)1)b).

The doctor or nurse would also 
write a report confirming that the 
patient had capacity, giving the date 
and time of the final assessment and 
the arrangements that were made 
for the patient to self-administer 
the drug. This would be sent to the 
Monitoring Inspectorate. This (and 
other paperwork requirements) would 
enable the Monitoring Inspectorate 
to track cases, monitor practice and 
produce annual reports to Parliament 
(9)3). The Monitoring Inspectorate 
would have the power to investigate 
cases of non-compliance  
or malpractice.

Endnotes 
 
1 — Personal beliefs and medical 
 practice - guidance for 
 doctors, paragraphs 21 and 
 22, General Medical 
 Council, 2008

2 — This would all be set out 
 in the Code of Practice (8)1 
 a)i) and ii)

3 — This would be set out in the 
 Code of Practice (8)1)a)iii

4 — This would be set out in 
 further regulations made 
 by the Secretary of State 
 (4)6)b) and c).

5 — This and other details of the 
 dispensing procedure would 
 be further set out in 
 regulations made by the 
 Secretary of State (4)6)c)

6 — This would be set out in 
 regulation by the Secretary 
 of State (4)6)c)

‘The doctor or 
nurse would again 
check the patient’s 
mental capacity 
and their enduring 
wish to have an 
assisted death’
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How to respond to this 
consultation
 

The closing date for responses to the 
consultation is 20th November 2012.

Please email responses to:  
info@appg-endoflifechoice.org.uk 

Please post responses to:
Consultation
c/o Dignity in Dying
181 Oxford Street, London W1D 2JT

You can also respond via the  
APPG on Choice at the End of  
Life’s website:
www.appg-endoflifechoice.org.uk

www.appg-endoflifechoice.org.uk

For a paper copy of the consultation, or 
if you have any questions about how to 
respond please contact us by telephone 
or email:

T 020 7479 7738
E info@appg-endoflifechoice.org.uk.
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