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Abstract
The UK's Assisted Dying Bill aims to give terminally ill individuals the option to choose the timing and
manner of their death. This proposal has sparked intense debates regarding the ethical, legal, and medical
implications of protecting the rights of terminally ill persons. However, the bill faces considerable challenges
in the UK Parliament due to various concerns about its provisions. A critical review of the Assisted Dying Bill
reveals key shortcomings in medical assessments, eligibility criteria, conscientious objection, and safeguards
against potential abuse. A clearer picture of the necessary improvements has emerged by benchmarking
these issues against the more successful assisted dying frameworks in jurisdictions like the US state of
Oregon, Canada, the Australian states of Victoria and Western Australia, Belgium, Switzerland, and the
Netherlands.

To address these shortcomings, recommendations include enhancing the involvement of specialist
physicians, tightening residency requirements, increasing the number of requests for assisted dying,
clarifying guidelines for administering lethal medications, mandating the reporting of procedural breaches,
and implementing strict measures concerning conscientious objection to safeguard healthcare practitioners.
This review aspires to recommend a comprehensive legal framework that permits terminally ill individuals
to make informed and voluntary end-of-life decisions while protecting healthcare practitioners from ethical
and legal dilemmas, ensuring that any proposed assisted dying legislation embodies a compassionate and
ethically sound approach.
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Introduction And Background
The Assisted Dying Bill in the UK, formally known as the Terminally Ill Adults (End of Life) Bill, is currently
under the consideration of the UK Parliament and provides terminally ill individuals with the right to end
their lives through a regulated process of assisted dying [1]. This bill outlines that to be eligible, an
individual must be a terminally ill adult with a prognosis of six months or less to live and must have the
mental capacity to make an informed decision [1]. The procedure will involve strict safeguards, including
multiple assessments by independent doctors and a waiting period to ensure that the decision is voluntary
and carefully considered. Currently, assisted dying is illegal in the UK, which has led some individuals to
seek euthanasia or assisted suicide in countries like Switzerland, where these practices are legally permitted
[2-3]. This bill arises from a growing public demand for legal access to assisted dying services and from
ethical concerns regarding the inequity of these services being available only to those who can afford to
travel abroad.

Assisted dying refers to a legal process in which a terminally ill individual, after meeting specific eligibility
criteria, self-administers prescribed life-ending medication. In contrast, euthanasia involves a third party,
typically a medical professional, actively ending a person's life. Assisted suicide allows an individual to self-
administer lethal medication with assistance from another person who does not directly cause death. The
distinctions among these practices carry significant legal and ethical implications, particularly in shaping
the debate surrounding the scope and safeguards of the Assisted Dying Bill.

Despite substantial public support, the bill has faced significant opposition in the UK Parliament due to
concerns about coercion, undue influence, and the psychological burden on healthcare practitioners
involved in the process. Critics argue that the bill's safeguards may be insufficient to protect vulnerable
individuals from external pressure or exploitation, particularly those who might feel compelled to opt for
assisted dying due to familial or societal influences [4]. Moreover, opponents of the bill highlight the ethical
dilemmas faced by healthcare professionals who may experience moral conflicts when asked to facilitate
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assisted dying [5].

To address these concerns, the bill proposes a structured legal framework for assisted dying, which includes
capacity assessments, multiple formal requests, and the management of lethal medication. However,
significant uncertainties remain regarding how voluntary decisions will be verified, whether healthcare
practitioners can conscientiously object, and how medication will be dispensed and monitored to prevent
misuse.

The review evaluates the Assisted Dying Bill, focusing on the susceptibility of individuals to coercive
influences that may lead terminally ill persons to choose assisted dying, as well as the role of healthcare
practitioners in this decision-making process. It highlights the lack of strong mechanisms to guarantee that
such choices are genuinely voluntary, raising concerns about conscientious objection, capacity assessments,
and the management of lethal medication. By comparing the bill to similar legislation in Oregon, Canada,
Australia, Belgium, Switzerland, and the Netherlands, the review analyses the effectiveness of safeguards
and eligibility criteria, aiming to identify international best practices while considering the ethical, legal,
and medical implications of assisted dying. Furthermore, it offers actionable recommendations to enhance
the bill and to ensure better protection for terminally ill persons and healthcare practitioners and the
integrity of the assisted dying process.

This review was presented to the faculty of Edinburgh Law School, The University of Edinburgh, as a partial
fulfilment of the requirements for the degree of Master of Laws in Medical Law and Ethics and archived in
the university's digital repository [6].

Review
Inadequacies in medical assessment and capacity determination
A critical examination of the Assisted Dying Bill reveals substantial deficiencies in its protective measures,
particularly with the medical assessment process and capacity determination. The current provisions permit
any registered medical practitioner to diagnose a terminal illness and evaluate a patient's decision-making
capacity concerning assisted dying. However, this broad criterion lacks the necessary safeguards to ensure
such evaluations' accuracy, reliability, and ethical integrity. The absence of mandated involvement from
specialists, such as consultant palliative care physicians, psychiatrists, or geriatricians, raises significant
concerns about the potential for misdiagnosis, inappropriate eligibility determinations, and flawed capacity
assessments.

Medical practitioners without specialised training in end-of-life care, mental health, or complex capacity
assessments may not possess the requisite expertise needed to navigate the nuanced clinical, psychological,
and ethical dimensions of decisions surrounding assisted dying. The determination of terminal illness
presents inherent challenges, particularly given the well-documented prognostic uncertainties in medicine.
Misdiagnosis or inaccurate prognostication could lead to unwarranted approvals for assisted dying,
especially in instances involving chronic illnesses, neurodegenerative conditions, or psychiatric
comorbidities. Furthermore, cognitive impairments, depressive disorders, and various external pressures,
whether familial, societal, or financial, may unduly influence a patient's capacity for decision-making. In the
absence of psychiatric evaluations or thorough competency assessments, there is an increased risk of
endorsing assisted dying requests from individuals whose judgment may be compromised by treatable
conditions, such as depression, anxiety, or executive dysfunction.

A foundational principle of the bill is the respect for patient autonomy, ensuring that terminally ill
individuals retain the right to make informed choices regarding the timing and manner of their death [7].
However, this autonomy is meaningful only when patients can make decisions free from coercion, undue
influence, or psychological distress [8]. The lack of stringent safeguards heightens the risk that patients,
particularly those who are elderly, have disabilities, or experience social isolation, may feel pressured to seek
assisted dying due to external factors rather than through authentic and autonomous decision-making.
Coercion, whether overt or subtle, can prove difficult to detect without comprehensive psychological and
social assessments.

Comparative analyses of international assisted dying frameworks indicate stronger protections in
jurisdictions such as Oregon, Canada, and the Netherlands [9]. For instance, Oregon's Death with Dignity Act
stipulates that two independent physicians must confirm a terminal diagnosis and assess a patient's
capacity prior to approving a request for assisted dying [10]. Similarly, Canada mandates additional
oversight, including psychiatric evaluations, in cases where uncertainty exists regarding a patient's decision-
making capacity. Certain jurisdictions also incorporate legal competence tests to ensure that cognitive
impairments do not compromise the integrity of consent [11].

In order to enhance the Assisted Dying Bill and mitigate the risks of misdiagnosis, coercion, and inadequate
capacity determinations, it is imperative to consider the implementation of several safeguards. These could
include mandatory specialist involvement to ensure accurate prognostic assessments and capacity
evaluations, independent second opinions from multiple medical professionals, and introducing
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standardised legal and medical competency tests to evaluate cognitive function and decision-making
abilities. Furthermore, mandating mental health assessments in cases where depression, anxiety, or
cognitive impairment may influence the patient's request, along with establishing a systematic review
mechanism to evaluate the long-term impact and ethical integrity of assisted dying cases, would
significantly strengthen the bill.

Insufficiency of the two-request system
The current Assisted Dying Bill mandates that individuals with terminal illnesses must make two formal
requests prior to proceeding with assisted dying. While this provision introduces a degree of deliberation, it
arguably lacks sufficient opportunities for reconsideration, particularly in circumstances where individuals
may be experiencing fluctuating emotions, external pressures, or transient psychological distress [12].
Comparative analyses with the Australian jurisdictions of Victoria and Western Australia suggest that
requiring a minimum of three separate requests could enhance procedural safeguards, ensuring that the
decision-making process is both well-considered and free from undue influence [13].

The limitations inherent in the UK's two-request framework warrant consideration. Firstly, the insufficient
time for reflection associated with terminal illnesses often entails emotional distress, existential anxiety,
and periods of varying mental clarity. Moreover, the impact of fluctuating symptoms and mental states
cannot be overlooked, as many terminal conditions are characterised by phases of worsening and
ameliorating symptoms, pain, or mood. A two-request process might allow patients to proceed with assisted
dying during a temporary crisis rather than after a sustained and considered reflection. A lengthier request
process ensures that these decisions are not driven by short-term emotional responses but rather by a
consistent and sustained intent.

As exemplified by Victoria's Voluntary Assisted Dying Act of 2017 and Western Australia's Voluntary Assisted
Dying Act of 2019, international best practices mandate a minimum of three separate requests [14]. The first
request signifies the patient's initiation of the process through a formal verbal request to a medical
practitioner. Following a mandatory reflection period, a second written request must be submitted, which
requires witnessing by two independent individuals. Finally, a third and final request is required prior to the
prescription or administration of the lethal medication, thereby ensuring the patient's continued intent.

To address the potential deficiencies in the two-request system, it is necessary to increase the minimum
number of requests to three as it would align the process with international best practices, establish a
framework that incorporates an initial request, a formal written request, and a final request, thereby it will
provide additional avenues for reflection. The introduction of mandatory waiting periods, for instance,
between seven to fourteen days for each request, would allow for sustained deliberation and medical
reassessment. Furthermore, requiring independent witnesses for the written request, explicitly ensuring that
such requests are signed and witnessed by at least two individuals without financial or personal interest in
the patient's decision, would bolster the integrity of the process.

Residency requirements and risk of medical tourism
The residency provisions outlined in the Assisted Dying Bill exhibit significant ambiguity, raising concerns
about potential exploitation and the facilitation of medical tourism. Under the current framework, the
absence of explicit requirements restricting access to assisted dying services to permanent residents or
citizens of the UK introduces a legal loophole that could permit foreign nationals to travel to the UK
specifically to access these services.

The lack of stringent residency requirements presents several potential risks, such as exploitation and abuse
of the system, as individuals from jurisdictions where assisted dying is either illegal or heavily restricted
could seek to access the provisions in the UK. This influx may overwhelm the healthcare system and divert
resources from domestic patients, raising ethical concerns regarding the appropriateness of accommodating
non-residents in such a deeply personal and medically intricate process. Furthermore, allowing non-
residents to utilise assisted dying services can lead to the circumvention of legal and ethical safeguards [15].
Many countries have established prohibitive or stringent regulations about assisted dying; permitting non-
residents to access services in the UK could encourage jurisdiction shopping, thereby undermining the
integrity of both domestic and international regulations [16].

A comparative analysis of residency restrictions in other jurisdictions reveals that several places have
acknowledged the risks associated with medical tourism in assisted dying and have implemented strict
residency requirements. For instance, Switzerland permits assisted dying for non-residents; however, this
practice has incited significant controversy and criticism relating to suicide tourism. In Canada, assisted
dying was initially restricted to citizens and permanent residents, although legal challenges have prompted
discussions about potential expansions, raising concerns about the impact on healthcare resources. In
Oregon, individuals are required to provide proof of residency, such as a driver's license or tax records, to
prevent non-residents from travelling specifically for assisted dying services. Similarly, in Victoria and
Western Australia, explicitly limit access to those who have resided in these places for a minimum duration
of 12 to 24 months prior to making a request.
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The UK Parliament must implement strict residency requirements to mitigate the risks of misuse and uphold
the Assisted Dying Bill's ethical integrity. Limiting access to UK citizens and permanent residents would
ensure that assisted dying remains a service intended for individuals who possess demonstrable long-term
ties to the UK, integrating them within the national healthcare system. Moreover, introducing a minimum
period of continuous residence before eligibility is granted and mandating documentary proof of residency,
such as UK passports, NHS registration records, and other forms of verified residency, would deter potential
abuses of the system. Establishing a dedicated regulatory body to review residency claims and assess
eligibility for assisted dying requests could bolster legal and medical oversight. Finally, implementing legal
consequences for individuals who falsely claim residency to access assisted dying would promote
accountability and deter fraudulent applications, thereby enhancing the ethical framework governing this
sensitive issue.

Discrimination against patients with physical disabilities
The Assisted Dying Bill currently stipulates that terminally ill individuals must self-administer the
prescribed lethal medication, provided that they possess the physical capability to do so. While this
requirement aims to ensure voluntary participation and prevent coercion, it inadvertently discriminates
against patients who suffer from severe physical disabilities, neuromuscular conditions, or other
impairments that render them incapable of self-administration despite being mentally competent and fully
informed regarding their decision. This stipulation creates an inequitable barrier, denying certain terminally
ill individuals access to assisted dying solely based on their physical limitations rather than their cognitive
or decisional capacity.

The requirement for self-administration disproportionately impacts individuals with specific conditions. For
example, patients suffering from neuromuscular disorders, such as amyotrophic lateral sclerosis, multiple
sclerosis, or muscular dystrophy, may experience progressive muscle weakness that prevents them from
ingesting or handling the medication. Similarly, individuals with paralysis or advanced motor neuron disease
who lack the physical ability to administer the medication independently face unjust exclusion from the
process. Moreover, those with neurodegenerative conditions, such as Parkinson's disease or advanced
multiple sclerosis, may experience severe tremors, muscle rigidity, or loss of coordination, rendering self-
administration impractical or impossible. Additionally, many terminally ill patients experience extreme
weakness and fatigue in the final stages of life, further hindering their ability to carry out the required
actions for self-administration.

Denying access to assisted dying based solely on the criterion of physical ability raises significant ethical
and legal concerns. This restriction constitutes a violation of equal access principles, as individuals who
meet all legal and ethical requirements for assisted dying but are physically incapable of self-administration
are unjustly discriminated. Furthermore, such a denial may result in undue suffering and a loss of autonomy,
forcing individuals who cannot self-administer to endure prolonged suffering and depriving them of the
right to a dignified death. The principles of informed consent are also compromised; the law acknowledges
the autonomy of mentally competent individuals to make their own medical decisions, including the refusal
of life-sustaining treatment. Consequently, excluding those who cannot self-administer from the process of
assisted dying contradicts this fundamental principle. The inconsistencies between this regulation and other
end-of-life practices become apparent. At the same time, the law allows healthcare professionals to
administer palliative sedation in order to alleviate suffering in terminal patients. The prohibition of
assistance in assisted dying for those physically unable to self-administer presents a contradiction.

Several jurisdictions have recognised this issue and implemented provisions allowing physician-assisted
administration in cases where self-administration is not feasible. In Canada, the Medical Assistance in Dying
legislation permits both self-administration and clinician-administered euthanasia, thereby ensuring equal
access for individuals with physical disabilities [17]. Similarly, the Netherlands and Belgium primarily
employ physician-administered euthanasia, avoiding discrimination based on physical capability. Although
Switzerland requires self-administration in assisted suicide, it allows for flexibility in cases where physical
limitations prevent independent action. Furthermore, regions such as Victoria and Western Australia, which
initially mandated self-administration, have reviewed and revised their approaches to incorporate limited
clinician-assisted options in specific circumstances.

To address this inequity and ensure that all eligible terminally ill individuals have access to assisted dying,
several amendments to the Assisted Dying Bill are warranted. First, allowing clinician-assisted
administration when medically necessary would enable healthcare practitioners, under strict guidelines, to
assist in administering the lethal medication when a patient is physically incapable of doing so
independently yet remains mentally competent [18-19]. Additionally, implementing safeguards to prevent
abuse is crucial; assisted administration should be restricted to cases where an independent medical
assessment confirms the patient's inability to self-administer and verifies that their request is both
voluntary and free from coercion. Finally, a secondary approval process could be instituted to prevent
misuse, requiring a second medical practitioner or an ethics panel to approve physician-assisted
administration in situations where self-administration is not feasible. Such measures would promote equity
and uphold the dignity of terminally ill individuals seeking assisted dying.
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Need for a structured conscientious objection framework
The current iteration of the Assisted Dying Bill notably lacks explicit provisions regarding conscientious
objection, which introduces potential inconsistencies in practice and could create unintended barriers to
access for terminally ill individuals seeking assisted dying. While it is crucial to uphold the right of
healthcare professionals to conscientiously object based on personal, ethical, or religious beliefs, the
absence of a structured framework to manage these objections may disrupt care pathways, delay critical
decision-making, and hinder patients' ability to access legally sanctioned services [20]. A significant lack of
clarity exists concerning the scope of conscientious objection; without specific guidelines, uncertainties
remain about whether such objections are limited to the direct administration of lethal medication or extend
to providing information, referrals, or counselling services. This ambiguity may lead to inconsistent
application of the law and confusion for both healthcare providers and patients alike [21].

Moreover, the unregulated environment surrounding conscientious objection could risk delayed or denied
access to essential patient services. This concern is particularly acute for terminally ill individuals who
possess a limited life expectancy, where timely access to assisted dying is imperative. Additionally,
geographical disparities may emerge in service availability. In certain jurisdictions, a high concentration of
objecting healthcare providers can result in significant geographical barriers, disproportionately affecting
patients in rural or underserved areas. Implementing a structured framework promotes equitable access to
these services irrespective of location.

Healthcare professionals who choose to object may also face ethical and legal uncertainties regarding their
professional obligations. In the absence of a clearly defined policy, those who refuse participation may fear
legal repercussions, while others could face professional sanctions for allegedly obstructing care.
Internationally, several jurisdictions that have legalised assisted dying have proactively established
structured frameworks that balance the rights of healthcare providers with those of patients. For instance,
while healthcare providers reserve the right to refuse participation in Canada, they are legally mandated to
refer patients to an alternative willing provider or a centralised coordination service, ensuring access while
respecting professional autonomy. Similarly, in Victoria, the law permits healthcare professionals to object
conscientiously but requires them to inform patients of available options for accessing non-objecting
providers. In Switzerland and the Netherlands, measures exist to facilitate patient access to alternative
providers without undue delays, even in cases where individual practitioners object.

The Assisted Dying Bill must incorporate a structured framework for conscientious objection to enhance
ethical integrity and prioritise patient-centred care. This framework should explicitly define conscientious
objection, clarifying whether it extends beyond direct involvement to encompass other aspects of patient
care, such as providing information and referrals [22]. Moreover, a mandatory referral mechanism should be
established, wherein healthcare professionals who object to assisting in dying must facilitate timely
referrals to non-objecting providers or a centralised coordination service, ensuring that patients remain
supported throughout the process. Establishing a national or regional body dedicated to coordinating
assisted dying services would further aid patients in locating willing providers, thereby alleviating the
burden on individual objectors and ensuring seamless access to care.

In addition, legal protections should be incorporated within the bill to shield healthcare providers who
conscientiously object from discrimination, disciplinary actions, or potential termination of employment
due to their refusal to participate. Furthermore, the bill should stipulate guidelines regarding institutional
conscientious objection, particularly for healthcare facilities, such as faith-based hospitals, that may choose
to prohibit assisted dying within their premises. Such guidelines should elucidate the extent to which
institutions may object and outline the necessary protocols for facilitating patient transfers to complying
facilities. Finally, ongoing education and ethical training opportunities must be provided for healthcare
professionals to ensure they are well informed about their rights and responsibilities concerning
conscientious objection, fostering a more structured and supportive environment for patients and
practitioners.

Mandatory reporting as a safeguard against procedural breaches
One of the most significant omissions in the Assisted Dying Bill is the absence of a mandatory reporting
mechanism designed to detect and address procedural breaches. Mandatory reporting has emerged as an
essential tool for ensuring accountability, transparency, and compliance with ethical and legal standards in
various regulatory and legal contexts, such as child protection and workplace safety. Implementing a similar
framework within the assisted dying context would serve as a critical safeguard against violations, including
coercion, improper medical assessments, procedural non-compliance, and ethical misconduct.

The process of assisted dying involves decisions that are often irreversible, rendering procedural integrity of
utmost importance. The lack of a formal mechanism to identify breaches may allow errors in diagnosis,
inadequate assessments of capacity, or procedural shortcuts to go undetected. A mandatory reporting
system would establish a proactive oversight mechanism to ensure compliance with the legal and ethical
standards articulated in the bill, thus preventing deviations that could undermine patient safety and
autonomy. Furthermore, assisted dying remains a sensitive and controversial issue, and public confidence in
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the system relies heavily on stringent safeguards designed to prevent abuse or unethical practices. A robust
reporting framework would enhance transparency and accountability, thereby reassuring the public that the
law is being implemented responsibly and ethically [6].

Another compelling reason for mandatory reporting is the protection of vulnerable patients, including the
elderly, disabled individuals, and those with limited access to healthcare. These populations may be
susceptible to external pressures from family members, caregivers, or even healthcare professionals. By
compelling those involved in the assisted dying process to report any suspected coercion or undue
influence, a mechanism for independent investigations can be established, reinforcing the integrity of the
process.

Moreover, the potential for medical misdiagnosis and errors in capacity assessment poses significant risks in
the context of assisted dying. Misdiagnoses or failure to accurately assess decision-making capacity can lead
to wrongful access to assisted dying. Mandatory reporting would require healthcare professionals to report
suspected misdiagnoses, flawed prognoses, or questionable capacity assessments, facilitating corrective
interventions before enacting irreversible decisions.

Additionally, the absence of clear guidelines surrounding reporting obligations can leave healthcare
professionals uncertain regarding their responsibilities when they suspect breaches have occurred.
Establishing a well-defined mandatory reporting protocol can alleviate ambiguity, thus protecting
practitioners who come forward and ensuring they are not penalised for whistleblowing [23].

A review of international practices reveals that several jurisdictions with assisted dying legislation have
instituted reporting requirements to uphold procedural integrity. For instance, in the Netherlands,
physicians must report every assisted dying case to regional review committees, which assess compliance
with legal standards. Any suspected violations are referred to legal authorities. Similarly, in Canada, the
Medical Assistance in Dying legislation requires healthcare professionals to report cases to a federal
oversight body, which monitors trends, ensures compliance, and identifies potential issues. In Victoria, the
assisted dying framework incorporates a mandatory notification system where concerns related to non-
compliance are reported to the Voluntary Assisted Dying Review Board.

To enhance the ethical and legal robustness of the assisted dying process, the legislation should mandate
healthcare professionals, including but not limited to physicians, nurses, pharmacists, and mental health
specialists, to report suspected breaches to a designated oversight body. These reports should address
concerns such as coercion or undue influence on patients, procedural non-compliance (e.g., failure to meet
eligibility criteria or bypassing required medical assessments), misdiagnoses leading to wrongful eligibility,
and unethical conduct by healthcare professionals or third parties. Establishing an independent oversight
and investigation body is essential to receiving and investigating such reports, conducting random audits of
assisted dying cases, addressing complaints from medical professionals, family members, or other
stakeholders, and imposing corrective actions. This regulatory entity should also have the authority to
recommend legal action in cases of gross misconduct or violations of ethical standards.

Finally, legal protections for whistleblowers are paramount. Healthcare professionals should be safeguarded
against retaliation, disciplinary actions, or legal consequences when reporting suspected breaches in good
faith. Such protections create an environment where professionals feel empowered to uphold the integrity
of the assisted dying process, leading to a practical and ethical framework foundation.

Conclusions
While founded on principles of patient autonomy and dignity, the Assisted Dying Bill presents significant
ethical, legal, and procedural shortcomings that necessitate urgent reform. The inadequacies in medical
assessment and capacity determination expose patients to risks of misdiagnosis, undue influence, and
flawed competency evaluations, highlighting the need for specialist involvement and stricter oversight. The
insufficiency of the two-request system further compromises deliberative decision-making, emphasising the
importance of extending the process to three requests with mandatory waiting periods. Additionally, the
bill's lack of precise residency requirements raises concerns about medical tourism and resource allocation,
warranting strict eligibility criteria to safeguard the system's integrity. Moreover, the requirement for self-
administration unjustly discriminates against individuals with physical disabilities, contradicting the
principles of equal access and informed consent. Adopting international best practices, such as independent
psychiatric evaluations, strengthened procedural safeguards, and clinician-assisted options in cases of
physical incapacity, would enhance the ethical and legal robustness of the legislation. Addressing these
deficiencies is essential to ensuring that the Assisted Dying Bill protects vulnerable individuals while
upholding autonomy and medical integrity.

A structured framework for conscientious objection and a mandatory reporting mechanism are essential to
ensuring ethical integrity, transparency, and equitable access in implementing assisted dying legislation.
Without clear guidelines on conscientious objection, inconsistencies in practice may lead to care
disruptions, delays, and geographical disparities in service availability. Implementing a structured
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framework that mandates timely referrals, establishes a central coordination body, and provides legal
protections for objecting healthcare professionals would balance practitioners' rights with patients' needs.
Similarly, the absence of a mandatory reporting system leaves the assisted dying process vulnerable to
procedural breaches, coercion, and medical errors. Introducing a robust reporting framework would enhance
accountability, protect vulnerable populations, and uphold public confidence in the ethical application of
assisted dying laws. An independent oversight body, alongside legal protections for whistleblowers, would
further reinforce procedural safeguards and deter misconduct. By integrating these measures, the Assisted
Dying Bill can achieve a more comprehensive, ethically sound, and patient-centred approach, ensuring that
both the rights of healthcare providers and the needs of terminally ill patients are adequately addressed.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Russell Tolentino

Acquisition, analysis, or interpretation of data:  Russell Tolentino

Drafting of the manuscript:  Russell Tolentino

Critical review of the manuscript for important intellectual content:  Russell Tolentino

Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
I sincerely thank Dr. Murray Earle of Edinburgh Law School, The University of Edinburgh, for his exemplary
supervision of the dissertation that culminated in this review.

References
1. Terminally ill adults (end of life) bill, private members’ bill (ballot bill) . (2024). Accessed: March 24, 2024:

https://bills.parliament.uk/bills/3774.
2. Iacobucci G: Number of people travelling to Switzerland for assisted dying doubles in four years . BMJ. 2014,

349:g5306. 10.1136/bmj.g5306
3. O'Dowd A: MPs back proposals to legalise assisted dying in England and Wales . BMJ. 2024, 387:q2691.

10.1136/bmj.q2691
4. Sallnow L, Dorsey-Rivera BE, Ntizimira C, Ahmad N, Kumar S: Assisted dying, complex systems, and global

equity in palliative care. Lancet. 2025, 405:103-5. 10.1016/S0140-6736(24)02717-X
5. Twycross R: Assisted dying: principles, possibilities, and practicalities. An English physician's perspective .

BMC Palliat Care. 2024, 23:99. 10.1186/s12904-024-01422-6
6. Tolentino RP: To what extent, if at all, are the eligibility criteria in the Assisted Dying Bill likely to

adequately safeguard terminally ill persons?. The University of Edinburgh, 2021. 10.7488/era/2213
7. Braun E: An autonomy-based approach to assisted suicide: a way to avoid the expressivist objection against

assisted dying laws. J Med Ethics. 2023, 49:497-501. 10.1136/jme-2022-108375
8. Ajluni V: Respecting autonomy: prioritizing patient-centered care and decision-making capacity for

stronger doctor-patient relationships. J Family Med Prim Care. 2023, 12:1752-3.
10.4103/jfmpc.jfmpc_712_23

9. Battin MP, van der Heide A, Ganzini L, van der Wal G, Onwuteaka-Philipsen BD: Legal physician-assisted
dying in Oregon and the Netherlands: evidence concerning the impact on patients in "vulnerable" groups. J
Med Ethics. 2007, 33:591-7. 10.1136/jme.2007.022335

10. Hedberg K, New C: Oregon's Death With Dignity Act: 20 years of experience to inform the debate . Ann
Intern Med. 2017, 167:579-83. 10.7326/m17-2300

11. Stewart C, Peisah C, Draper B: A test for mental capacity to request assisted suicide. J Med Ethics. 2011,
37:34-9. 10.1136/jme.2010.037564

12. Haining CM, Willmott L, White BP: Comparing voluntary assisted dying laws in Victoria and Western
Australia: Western Australian stakeholders’ perspectives. J Law Med. 2023, 30:716-44.

13. Mroz S, Dierickx S, Deliens L, Cohen J, Chambaere K: Assisted dying around the world: a status quaestionis .
Ann Palliat Med. 2021, 10:3540-53. 10.21037/apm-20-637

14. Waller K, Del Villar K, Willmott L, White B: Voluntary assisted dying in Australia: a comparative and critical
analysis of state laws. UNSW Law Journal. 2023, 46:1421-70.

 

2025 Tolentino et al. Cureus 17(3): e80572. DOI 10.7759/cureus.80572 7 of 8

https://bills.parliament.uk/bills/3774
https://bills.parliament.uk/bills/3774
https://dx.doi.org/10.1136/bmj.g5306
https://dx.doi.org/10.1136/bmj.g5306
https://dx.doi.org/10.1136/bmj.q2691
https://dx.doi.org/10.1136/bmj.q2691
https://dx.doi.org/10.1016/S0140-6736(24)02717-X
https://dx.doi.org/10.1016/S0140-6736(24)02717-X
https://dx.doi.org/10.1186/s12904-024-01422-6
https://dx.doi.org/10.1186/s12904-024-01422-6
https://dx.doi.org/10.7488/era/2213
https://dx.doi.org/10.7488/era/2213
https://dx.doi.org/10.1136/jme-2022-108375
https://dx.doi.org/10.1136/jme-2022-108375
https://dx.doi.org/10.4103/jfmpc.jfmpc_712_23
https://dx.doi.org/10.4103/jfmpc.jfmpc_712_23
https://dx.doi.org/10.1136/jme.2007.022335
https://dx.doi.org/10.1136/jme.2007.022335
https://dx.doi.org/10.7326/m17-2300
https://dx.doi.org/10.7326/m17-2300
https://dx.doi.org/10.1136/jme.2010.037564
https://dx.doi.org/10.1136/jme.2010.037564
https://search.informit.org/doi/abs/10.3316/agispt.20231213100361
https://dx.doi.org/10.21037/apm-20-637
https://dx.doi.org/10.21037/apm-20-637
https://www.unswlawjournal.unsw.edu.au/wp-content/uploads/2023/12/Issue-464-10-Waller-et-al.pdf


15. Sperling D: Travelling to die: views, attitudes and end-of-life preferences of Israeli considering receiving
aid-in-dying in Switzerland. BMC Med Ethics. 2022, 23:48. 10.1186/s12910-022-00785-w

16. Bloomer MJ, Saffer L, Hewitt J, Johns L, McAuliffe D, Bonner A: Maybe for unbearable suffering: diverse
racial, ethnic and cultural perspectives of assisted dying. A scoping review. Palliat Med. 2024, 38:968-80.
10.1177/02692163241268449

17. Thomas R, Pesut B, Puurveen G, Thorne S, Tishelman C, Leimbigler B: Medical Assistance in Dying: a review
of Canadian Health Authority policy documents. Glob Qual Nurs Res. 2023, 10:23333936231167309.
10.1177/23333936231167309

18. Zworth M, Saleh C, Ball I, et al.: Provision of medical assistance in dying: a scoping review . BMJ Open. 2020,
10:e036054. 10.1136/bmjopen-2019-036054

19. Hughes MT: The pharmacist and medical aid in dying . Am J Health Syst Pharm. 2017, 74:1253-60.
10.2146/ajhp170122

20. Macleod RD, Wilson DM, Malpas P: Assisted or hastened death: the healthcare practitioner's dilemma . Glob
J Health Sci. 2012, 4:87-98. 10.5539/gjhs.v4n6p87

21. Savulescu J, Schuklenk U: Doctors have no right to refuse medical assistance in dying, abortion or
contraception. Bioethics. 2017, 31:162-70. 10.1111/bioe.12288

22. Close E, Willmott L, White BP: Voluntary assisted dying: peak bodies must provide practical guidance .
Intern Med J. 2022, 52:926-31. 10.1111/imj.15805

23. Geiderman JM, Marco CA: Mandatory and permissive reporting laws: obligations, challenges, moral
dilemmas, and opportunities. J Am Coll Emerg Physicians Open. 2020, 1:38-45. 10.1002/emp2.12011

 

2025 Tolentino et al. Cureus 17(3): e80572. DOI 10.7759/cureus.80572 8 of 8

https://dx.doi.org/10.1186/s12910-022-00785-w
https://dx.doi.org/10.1186/s12910-022-00785-w
https://dx.doi.org/10.1177/02692163241268449
https://dx.doi.org/10.1177/02692163241268449
https://dx.doi.org/10.1177/23333936231167309
https://dx.doi.org/10.1177/23333936231167309
https://dx.doi.org/10.1136/bmjopen-2019-036054
https://dx.doi.org/10.1136/bmjopen-2019-036054
https://dx.doi.org/10.2146/ajhp170122
https://dx.doi.org/10.2146/ajhp170122
https://dx.doi.org/10.5539/gjhs.v4n6p87
https://dx.doi.org/10.5539/gjhs.v4n6p87
https://dx.doi.org/10.1111/bioe.12288
https://dx.doi.org/10.1111/bioe.12288
https://dx.doi.org/10.1111/imj.15805
https://dx.doi.org/10.1111/imj.15805
https://dx.doi.org/10.1002/emp2.12011
https://dx.doi.org/10.1002/emp2.12011

	Strengthening Safeguards in the Assisted Dying Bill: A Comparative Review of Ethical, Legal, and Medical Considerations in End-of-Life Legislation
	Abstract
	Introduction And Background
	Review
	Inadequacies in medical assessment and capacity determination
	Insufficiency of the two-request system
	Residency requirements and risk of medical tourism
	Discrimination against patients with physical disabilities
	Need for a structured conscientious objection framework
	Mandatory reporting as a safeguard against procedural breaches

	Conclusions
	Additional Information
	Author Contributions
	Disclosures
	Acknowledgements

	References


