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Please return your responses by 4 May 2012 to:
Consultation on Assisting Suicide Allegations Guidance
Standards and Ethics Team
General Medical Council
Regent’s Place
350 Euston Road
London NW1 3JN
Email: standards.consult@gmc-uk.org
Telephone: 020 7189 5404
Text phone: 18001 + 020 7189 5404

Other formats
This information can be made available in alternative formats or languages.
To request an alternative format or language, please call us on 0161 923 6602 or email
us at publications@gmc-uk.org.

Freedom of information
The GMC is covered by the Freedom of Information Act 2000. This means that, if
somebody asks us to give them information under the terms of the Act, we may have
to disclose the answers you give in this questionnaire. However, you can tell us that you
would prefer your answers to remain confidential. In that case, we would take this into
account if we are asked to disclose this information (because some information given in
confidence does not always have be disclosed under the Act).
If you would like your answers to remain confidential, please tick here
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About this
consultation

The General Medical Council is
holding this consultation to find
out your views about our new
draft Guidance for the Investigation
Committee and case examiners
when considering allegations about a
doctor’s involvement in encouraging or
assisting suicide.
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This draft guidance is for the Investigation
Committee and case examiners, and will be
published on our website. We will review and
revise it in light of the responses we receive to the
consultation.

This is your chance to have your say.

Assisting or encouraging a suicide remains against
the law and this guidance does not change that.
Neither does it mean that doctors are now allowed
to encourage or assist a person who wants to
commit suicide.

In this document:

The consultation runs from 6 February to 4 May
2012. We will use your responses to help us produce
the final version of the guidance in Summer 2012.

n

We have written this guidance to help us to
examine, fairly and consistently, any allegations
that we receive about a doctor’s involvement in
encouraging or assisting suicide.
n

The guidance sets out:
n
n

n

n

the law on assisting suicide

when we mention our ‘decision-makers’, we
mean our Investigation Committee and case
examiners. If you want to know more about what
they do and the way we deal with allegations
about doctors, please visit our website at
www.gmc-uk.org/concerns/the_investigation_
process.asp.
when we use the phrase ‘assist[ing] suicide’,
we mean ‘encouraging or assisting a suicide’ as
defined in Section 2 (1) of the Suicide Act 1961 as
amended by the Coroners and Justice Act 2009.

the ethical principles which underpin all our
guidance to doctors
the test that our decision-makers must apply
when they consider such allegations
the types of cases and the factors that may be
relevant to their consideration.

We welcome responses from anyone who has a view
about this draft guidance and are particularly keen
to hear from people who are affected by the issues
it raises.
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GMC guidance
The GMC issues guidance to doctors on the
standards of professional conduct, performance
and medical ethics that patients, the public and the
profession expect of them.

How to take part

Good Medical Practice (2006) is our current core
guidance for doctors. It describes what is expected of
all doctors registered with the GMC. To support Good
Medical Practice, we publish additional guidance
which provides more detail on specific issues, such
as caring for patients towards the end of their lives,
consent, and confidentiality. You can read all our
guidance on our website at www.gmc-uk.org.

n

This guidance
This guidance is for the Investigation Committee and
case examiners to use when considering allegations
about a doctor’s involvement in encouraging or
assisting a suicide. We will incorporate it into
our existing guidance for decision-makers at
the investigation stage of our fitness to practise
procedures. The guidance is not addressed to doctors
but we realise that it may be of interest to them and
to others.
We set up a working group to oversee the text of
the draft guidance. The working group looked at
the cases of assisting suicide that we have dealt
with over the past ten years and considered how we
should apply ethical principles to this subject. The
draft guidance was approved for consultation by our
Council in December 2011.
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n

n

Take part online using our consultation website:
https://gmc.e-consultation.net/econsult.
Download a pdf from our website
(www.gmc-uk.org) and post it to us (address on
page 1) or email it to standards.consult@gmc-uk.
org with ‘Assisting Suicide Allegations Guidance’
in the subject line.
Contact us if you would like a printed copy
(contact details on page 1) and return your
completed response to us at the same address.

After you’ve taken part
When the consultation closes on 4 May 2012, we
will review the responses and use them to finalise the
draft guidance.
We will publish a summary of responses, and how we
used them, when we publish the final version of the
guidance in summer 2012.

Questions about the draft guidance

Equality and diversity

There are 17 questions in this questionnaire about
the scope, detail and style of the draft guidance.

We have produced a draft equality analysis which
sets out the work we are doing to understand the
equality implications of this guidance. You can read
this alongside the questionnaire and guidance on our
consultation website (https://gmc.e-consultation.
net/econsult).

The questions are based on the draft guidance, so
we recommend that you read it before answering
the questions. We do not ask questions about
every single paragraph, but there is space for you to
comment on every section.
The GMC’s remit is UK-wide, so our guidance needs
to take into account the different legal systems of
Scotland, Northern Ireland, England and Wales.
Please bear this in mind when you respond.
Thank you

We welcome your comments on whether any areas
of the guidance need to be strengthened from
an equality and diversity perspective. Please bear
this in mind as you make your way through the
questionnaire.
We will build on what we learn from this consultation
as we develop our equality analysis.

Thank you for taking part in our consultation.
We value your responses.
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The
guidance
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Who this guidance is for and when should it be used
Who this guidance is for and when it
should be used
1

5

A central part of our role is to give advice to
doctors on standards of professional conduct,
performance and medical ethics.† We do this
to protect, promote and maintain the health
and safety of the public.‡ The main way we do
so is through our core guidance, Good Medical
Practice, and its supporting booklets.

6

We develop our guidance through extensive
consultation with the profession and the public.
It reflects ethical and legal principles, including
the rights set out in the European Convention
on Human Rights.

7

In our guidance we make clear that doctors
must:

This guidance is for the Investigation
Committee and case examiners when they
are considering allegations about a doctor’s
involvement in encouraging or assisting suicide.

Legal context
2

In the United Kingdom, it is a criminal offence
to encourage or assist a person to commit or
attempt suicide.* Suicide itself is not a crime.

3

In England, Wales and Northern Ireland, a
prosecution cannot be brought without the
consent of the Director of Public Prosecutions
(DPP). But it has long been recognised that the
DPP has discretion. Even if there is sufficient
evidence to justify a prosecution, one will be
brought only if required in the public interest.
In February 2010, as required by the House of
Lords judgment in R (Purdy) v DPP, the DPP for
England and Wales issued guidance setting out
the factors to be considered (for and against
prosecution) when exercising that discretion.
That guidance has been adopted by the DPP in
Northern Ireland.

4

Ethical guidance and principles

In Scotland, the Lord Advocate has decided not
to issue guidance, but has said that a person
encouraging or assisting a suicide could be
guilty of culpable homicide.

a show respect for human life
b make the care of their patient their first
concern
c

follow the law that affects their practice
and ensure that their conduct at all times
justifies their patients’ trust in them and
public trust in the profession

d listen to patients and respect their views
about their health

* In England, Wales and Northern Ireland, the full offence is set out in section 2 (1) of the Suicide Act 1961 as amended by the
Coroners and Justice Act 2009. In Scotland, although there is no specific statute relating to assisting suicide, it is likely that
encouraging or assisting suicide would constitute culpable homicide (see paragraph 4).
† Section 35 Medical Act 1983.
‡ Section 1 (1A) Medical Act 1983.
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e provide patients with the information they
want or need so they can make decisions
about their health or healthcare, and answer
patients’ questions honestly and, as far as is
practical, as fully as patients wish
f

treat patients as individuals and respect their
privacy and dignity

g respect competent patients’ right to make
decisions about their care, including their
right to refuse treatment, even if this will lead
to their death*
h providing good clinical care, including
treatment to address patients’ pain and other
distressing symptoms.
8

We provide more detailed guidance about
doctors’ responsibilities in this area in our
booklets Consent: patients and doctors making
decisions together and Treatment and care
towards the end of life. These include the
obligation to discuss with patients their
treatment options (including the option of no
treatment) and plans for future treatment. This
includes the kinds of treatment or care patients
would want – or would not want – when they can
no longer make or express their own decisions.
We encourage doctors to create opportunities
for patients to raise concerns and fears about
the progression of their disease and about their
death and to express their wishes. Listening to
patients, providing them with information, and
respecting their decisions to accept or refuse
treatment offered to them, are integral parts of
good practice.

9

Where patients raise the issue of assisted suicide,
or ask for information that might encourage or
assist them in ending their lives, doctors should
explain that they cannot do so because providing
this information would mean breaking the
criminal law. Similarly, in respecting a patient’s
decision, doctors are not required to provide
treatments which they consider will not be of
overall benefit to the patient, or which will harm
the patient. Respect for a patient’s autonomy
cannot justify illegal action.

10 Doctors should continue to provide care for
patients in these circumstances, and will face
challenges in ensuring that patients do not feel
abandoned, while ensuring that their advice does
not encourage or assist suicide. The Investigation
Committee and case examiners will need to
bear this in mind where there is evidence that a
doctor’s actions or advice may have encouraged
or assisted suicide. They should also consider the
whole context and the nature of the support or
information sought by a patient from a doctor,
before deciding whether the doctor’s actions
raise a question of impaired fitness to practise.

* A patient who dies as a result of the natural progression of their disease, following the refusal of life-prolonging treatment,
does not commit suicide.
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Status of this guidance

Equality and diversity

11 Nothing in this guidance changes the law on
assisting suicide; neither should it be taken
to imply that the GMC supports or opposes a
change in that law.

13 The GMC is committed to promoting equality
and valuing diversity and to operating procedures
and processes which are fair, objective,
transparent and free from discrimination.

12 This guidance does not replace any other GMC
guidance. It should be read alongside all existing
guidance for the Investigation Committee
and case examiners, operational guidance and
guidance on standards of professional conduct
and medical ethics. This includes but is not
limited to:
n

n

Making decisions on cases at the end of the
investigation stage: Guidance for the
Investigation Committee and Case Examiners
Guidance on convictions, cautions and
determinations

n

The realistic prospect test

n

The meaning of fitness to practise

n

Good Medical Practice

n

n

n

Treatment and care towards the end of life:
good practice in decision making

The test to be applied
14 When considering any allegation, the
Investigation Committee or case examiner must
decide whether there is a realistic prospect of
establishing that a doctor’s fitness to practise is
impaired to a degree justifying action on their
registration.* In making this decision they must
have in mind the GMC’s duty to act in the public
interest. The public interest comprises:
a protecting patients
b maintaining public confidence in the
profession, and
c

declaring and upholding proper standards
of conduct and behaviour.

In applying this test, decision-makers must
consider the intensity of the encouragement or
assistance: whether it was persistent, active and
instrumental, or minor and peripheral.

Good practice in prescribing
Consent: patients and doctors making
decisions together

* Making decisions on cases at the end of the investigation stage: guidance for Investigation Committee and Case Examiners and
The realistic prospect test
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Cases involving convictions, cautions
or determinations
15 Any case in which a doctor has been convicted
of encouraging or assisting suicide should be
referred directly to a fitness to practise panel.*
Direct referrals should also usually be made
where a doctor has accepted a caution and/or
has been the subject of an adverse determination
by another regulatory body for encouraging or
assisting suicide.

Other cases
Presumption of impaired fitness to practise
16 There are certain categories of case (such
as violence and sexual assault or improper
relationships with patients) where the
allegations, if proven, would amount to such a
serious failure to meet the standards required
of doctors that there is a presumption of
impaired fitness to practise. Such cases should
normally be referred to a fitness to practise
panel. Exceptions will arise, for example, if,
following the investigation of the case, the case
examiners decide that the case does not meet
the investigation stage test because there is
no realistic prospect of establishing the case
evidentially.

17 In the context of encouraging or assisting suicide,
it is more difficult to lay down hard and fast
rules and this guidance is not intended to fetter
the discretion of the Investigation Committee
or case examiners. Each case will depend on its
own specific facts. But, as a guide, allegations
of encouraging or assisting suicide will normally
give rise to a presumption of impaired fitness to
practise where:
a the doctor’s encouragement or assistance
depended upon the use of privileges
conferred by a licence to practise medicine
(such as prescribing) or took place in the
context of a doctor-patient relationship (as
distinct from providing advice or support for
family members, see paragraph 21b), and
b the doctor knew, or should reasonably have
known, that their actions would encourage or
assist suicide, or
c

the doctor acted with intent to encourage
or assist suicide.

18 Examples of where such encouragement or
assistance might arise include where a doctor has
prescribed medication that:
a was not clinically indicated, after a patient
had expressed or implied a wish or intention
to commit suicide, or their intention was
clear from the circumstances

* Rule 5 of the Fitness to Practise rules directs the Registrar to refer convictions to a fitness to practise panel in some
circumstances, without first being considered by any case examiner. See also the GMC’s Guidance on convictions, cautions
and determinations http://www.gmc-uk.org/guidance_convictions_cautions_and_determinations.pdf_25416518.pdf.
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b was not clinically indicated, and the medicine
would cause death if taken at the prescribed
dose or according to the doctor’s instructions
c

could be used to commit suicide together
with anti-emetics which had been also
prescribed by, or recommended by, the
doctor.

Other serious or persistent failures to comply with
the principles set out in Good Medical Practice or
other GMC guidance
19 Doctors’ conduct may also raise a question of
impaired fitness to practise by:
a encouraging a person to commit suicide, for
example by suggesting it (whether prompted
or unprompted) as a ‘treatment’ option in
dealing with the person’s disease or
condition
b providing practical assistance, for example by
helping a person who wishes to commit
suicide to travel to the place where they will
be assisted to do so
c

assessing a person’s physical health or
mental capacity and/or writing reports
knowing, or having reason to suspect, that
the assessments and/or reports would be
used to enable the person to obtain
encouragement or assistance in committing
suicide

d providing information or advice about other
sources of information about assisted suicide

20 In each case, the prospect of establishing that
a doctor’s fitness to practise is impaired to a
degree justifying action on registration must
be considered and must proceed on the basis
of the individual circumstances of the case
and in the light of the GMC’s duty to act in the
public interest (see paragraph 14). Each act
undertaken by the doctor may be considered
either separately or together with other allied
acts (though see paragraph 22b for exceptions
relating to the disclosure of records) but always
within the overall context.
21 A number of factors may be helpful in applying
the realistic prospect test (see paragraph 14).
These include:
a whether the allegation relates to an isolated
action or is part of a wider pattern of
behaviour
A ‘one-off’ action may suggest that the doctor
does not pose a risk to patient safety in the
future. However, isolated actions may in
themselves still undermine public confidence
in the profession or contravene the proper
standards of conduct expected of a doctor.
b whether the doctor was acting in a
professional or personal capacity
Actions to assist suicide undertaken in a
professional capacity will always raise questions
about the protection of patients, trust in the
profession and proper standards of professional
conduct.

e providing information or advice about
methods of committing suicide, and
what each method involves from a medical
perspective.
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If the doctor’s actions concern a close relative
or partner, for example, it is less likely that they
would repeat their actions or pose a danger to
patient safety. However, such actions may still
undermine public confidence in the profession
or contravene the proper standards of conduct
expected of a doctor.

e whether the person who has been
encouraged or offered assistance was under
18 years of age

c

g whether the doctor benefits, financially
or otherwise, from the death or from the
encouragement or assistance itself (and the
extent to which gain was part of the motive)

whether the doctor intended to encourage
or assist the person seeking to commit
suicide or whether the doctor knew (or
should have known) that their actions could
or would have the effect of encouraging or
assisting a person in committing suicide

A doctor may provide information or advice
which a patient uses to commit suicide, but the
doctor could not reasonably have foreseen this
outcome.
d whether the doctor has acted honestly and
openly; for example, whether they have kept
an accurate record of their prescribing and/or
the advice or information provided
Dishonesty is in itself a serious matter. However,
in cases involving encouraging or assisting suicide
records may also indicate whether a doctor knew
or should have known the patient’s intentions
when providing treatment or advice.

f

whether the person who has been
encouraged or offered assistance had mental
capacity* to decide to take their own life

h whether the person has reached and
communicated a clear, voluntary, settled and
informed decision to commit suicide or
whether there was evidence of threats or
pressure to commit suicide, which the doctor
knew about, or should reasonably have
known about
i

whether the encouragement or assistance
was intended (or known to be likely) to have
a significant impact on the person’s decision
or ability to commit suicide.

		

* As defined in the Mental Capacity Act 2005 or the Adults with Incapacity (Scotland) Act 2000. There is no primary
legislation defining how capacity should be assessed in Northern Ireland; follow UK case law – Re C (Adult: Refusal of
Medical Treatment) [1994] 1 All ER 819.
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Allegations that will not normally give rise to
a question of impaired fitness to practise
22 Some actions related to a person’s decision
to, or ability to, commit suicide are lawful, or
will be too distant from the encouragement or
assistance to raise a question about a doctor’s
fitness to practise. These include:

c

providing information or evidence for, or
otherwise assisting in, the preparation,
pursuit or defence of legal proceedings
regarding encouraging or assisting suicide
(limited to the information, evidence or
assistance necessary for those purposes).

a providing advice or information limited to the
law relating to encouraging or assisting
suicide
b providing access to a patient’s records in
compliance with a valid subject access
request under the Data Protection Act 1998
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Questions
about the
guidance
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Legal context (paragraphs 2–4)
In paragraphs 2–4 we set out the current law in the United Kingdom on encouraging or assisting suicide.
1

Do you think paragraphs 2-4 set out the legal context clearly?
Yes

■ No

Not sure

Comments
In addition to the information provided it would be helpful to include the Director of Public
Prosecutions’ (DPP's) judgment differentiating the assistance to suicide offered by members of the public
versus that offered by doctors.
Members of the Secular Medical Forum (SMF) disagree with the rationale behind the DPP's judgment and
believe that it leaves vulnerable patients at increased risk of botched suicide attempts by relatives desperate
to ease the suffering of their loved ones. However, as the DPP's guidance currently stands, we recommend
that the GMC emphasise the fact that prosecutors are more likely to prosecute doctors involved in assisted
suicide than lay members of the public.
In the last sentence of paragraph 3, it would be helpful to include the word 'also' between 'has' and 'adopted'
to minimise any confusion.

Ethical guidance and principles (paragraphs 5–10)
In this section, we describe the role of the GMC and remind decision-makers of the ethical principles that
underpin this and our other guidance documents.
2

Do you think this explanation of the ethical principles is helpful?
Yes

■ No

Not sure

Comments
The guidance offered in this section creates confusion by exhorting doctors to perform contradictory
functions. Whilst members of the SMF recognise that there is a balance to be struck between good patient
care and the restrictions which are necessarily placed on doctors following the DPP’s judgement, we feel that
the explanations offered here (specifically paragraphs 9 & 10) add to an overly rigid interpretation of the
DPP’s position on Assisted Suicide.
Good patient care includes trust, information sharing, patient empowerment and autonomy, the ease of
patients' suffering and the respect for human life. Respect for human life does not mean keeping patients
alive at all costs and does include respect for the autonomous decisions of individual patients. Good patient
care must include responding to a patient's request for information in order for the patient to be in a position
to make an informed choice. Such information sharing may well include information about the mode of dying
or degree of suffering to be expected in various clinical scenarios. It is unreasonable to expect doctors to
second guess their patients' motives. It is potentially damaging to the therapeutic relationship for patients to
be challenged as to their motives by a doctor fearful of later being charged with assisting his/her patient to
die simply by virtue of sharing information that might reasonably be shared by a doctor with a patient not
seeking an assisted death. There is a further danger that patients will not feel able to discuss important
aspects of end of life care if the doctor worries that any such discussion bordering on the patient's frustration
and expressed wish to be helped to die means the doctor closes down the doors to communication.
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We agree that doctors must not offer assisted suicide as an option, nor must they be seen to be encouraging
patients by word or deed. However, it is unreasonable to interpret the DPP's guidance as suggesting that any
breath of discussion about assisted suicide might constitute assistance itself.

Fostering equality

In paragraphs 9 and 10, we discuss the implications of the some of the ethical principles in the context of
assisting suicide. We aren’t sure whether these paragraphs belong in this section.
3		 Do you find these paragraphs helpful?
Yes

■ No

Not sure

Comments
We do not consider these paragraphs to be helpful for the reasons given above in response to Question 2. On
the matter of whether doctors should discuss suicide or Assisted Dying with the patient when the subject is
specifically brought up by the patient, the SMF recommends that the GMC reconsider the guidance to doctors
to refuse to participate in such discussions. This matter is covered further in our response to Question 8.

Equality and diversity analysis (paragraph 13)
4

Are there any parts of this guidance which could result in discrimination against any of the groups
of people with protected characteristics under the Equality Act 2010?
(The protected characteristics are: age, disability, gender reassignment/transgender, marriage and civil
partnership, pregnancy and maternity, race, religion or belief, sex and sexual orientation).
■ Yes

No

Not sure

Comments
Repeated surveys of the general population have shown that 80% of the UK population supports the concept
of assisted dying for the terminally ill who are suffering unbearably. Most of the objections to Assisted Dying
come from people with religious beliefs, who are concerned with what they regard as 'Sanctity of Life'. Such
concepts have little relevance to those people who do not regard themselves as having a religion (45% in
recent social attitude surveys). However, most people share the concept of respect for life; the difference lies
in whether or not people consider life to be intrinsically 'sacred' and belonging to a supernatural being. In
terms of Assisted Dying the legislative debate in the UK has been dominated by the religious views of the
Bishops in the House of Lords who ensured, in 2006, when it was last debated, that the debate could not
continue.
In this context it is apparent that those people who do not regard their own lives as sacred nor as belonging
to another entity such as a God or a God-like concept, are discriminated against. This group of people does
not have a specific body of representatives to advocate on their behalf in our legislative framework, in
contrast to people of religious, and mainly Christian, faith. Therefore the GMC should be careful to interpret
the law with due regard to the rights and inherent difficulties faced by this significant minority of people.
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Types of case: cases involving convictions, cautions and
determinations (paragraph 15)
In paragraph 15 we remind the decision-maker of the current guidance they should follow when dealing
with allegations in which doctors have been convicted, received a caution and/or have been the subject of a
determination by another regulatory body in relation to allegations that he or she has assisted a suicide. We
say that in these circumstances, the doctor should be referred directly to a fitness to practise panel.
5

For each of the following, please indicate whether you agree, disagree or are not sure that a doctor
should be referred directly to a fitness to practise panel:

		

Agree

Disagree

Not sure

✔

1

When the doctor has been convicted			

2

When the doctor has received a caution			

3
		

When the doctor has been the subject of a
determination by another regulatory body			

✔

✔

Comments
Whilst the doctor may well have extenuating circumstances, it is reasonable to assume that patient safety
would be best served by referring the doctor to a fitness to practice panel for determination into the specific
circumstances of the case.
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Presumption of impaired fitness to practise
(Paragraphs 16–18)
In paragraph 17 we have outlined what we see as the circumstances in which there is a presumption of
impaired fitness to practise. This list is not intended to be exhaustive.
6

Should we add any other circumstances to the list in paragraph 17?
■ Yes

No

Not sure

If yes, please say what.
Rather than an additional item in the list in paragraph 17, we would suggest removal of item 17b as it is
potentially unhelpful. The reason for this is that it is, again, an extension of the interpretation of the current
law to include circumstances that doctors might find themselves in without any intention of encouraging or
assisting suicide. Examples of this include providing information, such as a response to a patient's request for
their notes without asking the purpose; providing a 'To whom it may concern' letter certifying fitness to
travel, or engaging in a discussion with a dying patient who is keen to know how most people die who starve
to death, dehydrate to death or take specific overdoses.
The law is currently open to a broader range of interpretations than is being proposed in this guidance by the
GMC particularly should it include a prohibition on any actions or discussions on the grounds that, they might,
retrospectively, be implicated in the patient committing suicide. Doctors must not feel on trial each time they
discuss sensitive matters with a patient. If the guidance is overly inclusive in this manner it risks preventing
doctors from administering good patient care and could also potentially lead to a witch-hunt with, for
example, newspaper reporters going undercover to entrap doctors into discussions about modes of death on
the basis that such discussions could constitute a breach of guidance. Neither patients nor doctors will be
best served by the culture of fear that would result.

In paragraph 18 we have provided examples of assisting suicide which relate to the prescribing of medication.
7

Are there any other examples that could usefully be added to the list at paragraph 18?
Yes
If yes, please say what.
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■ No

Not sure

Other serious or persistent failures to comply with GMC
guidance (paragraphs 19–21)
This section lists some of the actions a doctor might take that could be seen as assisting a suicide and we
remind the decision-maker of the test that he or she must apply. We also give the decision-maker a list of
factors that might be relevant when assessing whether or not there is a public interest in taking further action.
8

Are there any other examples that we should include in paragraph 19?
■ Yes

No

Not sure

If yes, please say what.
19a is unhelpful in that 'encouraging to commit suicide' is not sufficiently self-explanatory. For example,
patients are at liberty to starve or dehydrate themselves to death where they are unable or unwilling to take
active steps to commit suicide. Many people consider, and it could be argued legally, that a decision to starve
or dehydrate oneself to death is a slow form of suicide, but suicide nonetheless. In this context, many SMF
members see little theoretical difference between acceding, as we must, to a competent patient's
autonomous wish to refuse food and/or drink leading to inevitable death, versus the situation where a patient
seeks a quicker death. However, members of the SMF do not suggest any action that could be seen to break
the law on Assisted Suicide by assisting patients to kill themselves. Whilst the current legal perspective may
appear clearer, it is important that medical regulatory bodies do not avoid the issue of this distinction from a
medical perspective. We recommend that the GMC gives explicit guidance on what the GMC considers to be
the definition of suicide and by implication Assisted Suicide for the purposes of this guidance.
Where patients initiate a discussion about possible methods of committing suicide, such as starving or
dehydrating oneself to death, we recommend that the GMC gives clear and unambiguous advice as to a
doctor's role. If, on the one hand, doctors are to be encouraged to allow patients to make autonomous
choices, even those which may result in an early death, such as refusal of blood transfusion, or refusal of
surgery, and on the other hand exhorted not to discuss any options with patients which may be construed as
suicide, this would leave doctors unable to carry out their role in any meaningful way and subject to potential
fitness to practice proceedings no matter how they respond.

9

Are there any other factors which we should include in paragraph 21 that could help a
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The SMF is concerned that section 19 d) effectively disbars doctors from providing patients with sufficient
information to make rational choices as to their end of life care. For example, if a terminally ill patient wishes
to end their life legally, they may choose to refuse all food and drink. Whilst the patient maintains capacity
they cannot be forced to eat or drink against their will. In this context it is unreasonable to expect a doctor to
refuse to even discuss with the now-dying patient, the possible consequences of their actions for fear it could
be construed as offering advice or information about methods of suicide.
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There is a clear distinction between a patient-initiated discussion between a doctor and a competent patient
about end of life matters, including modes of death in various scenarios, versus a doctor encouraging or

Allegations that do not raise a question of impaired
fitness to practise (paragraph 22)
In paragraph 22 we set out examples of things a doctor might do relating to encouraging or assisting a suicide
that would not normally raise a question of impaired fitness to practise, either because they are done to
comply with a legal requirement, or because they are not closely enough related to the person’s suicide to
warrant action on a doctor’s registration.
10

Do you agree that the examples provided in paragraph 22 should not normally raise a question of
impaired fitness to practise?
■ Yes

No

Not sure

Comments (please state which action(s) you are referring to)
Yes. We recommend expansion of 22c) to include reasonable professional opinion where
requested by a court of law either in person or as part of an expert witness statement or a
professional witness statement.

11

Are there any other things a doctor might do relating to assisting suicide that should not normally
raise a question of impaired fitness to practise?
■ Yes

No

Not sure

If yes, please say what.
Speaking publicly about his or her own views, shared by a reasonable proportion of the medical profession,
that legislation for assisted suicide should be introduced in certain circumstances. This should be protected
whether or not the doctor's own patients are likely to access those comments. All care should be taken by a
doctor in such circumstances to emphasise that they would not take any action that would be against the
current law.
Prominent, senior doctors, including some members of Healthcare Professionals for Assisted Dying must not
be censored. Assisted Suicide, whilst illegal in the UK at this stage, arouses enormous divergence of
reasonable opinion. It is important that those doctors with direct experience of patients who might request
assisted suicide are allowed to contribute openly to the public debate. Self-censorship induced by fear of
potential GMC action would serve nobody.
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General questions about the draft guidance
12

Should the GMC give advice to the Investigation Committee and case examiners on this issue?
Yes

No

■ Not sure

Comments
As the advice currently stands there is a danger that the GMC will be too proscriptive. Case examiners must
be free to assess each individual case on its own merits with due regard to relevant legislation.

13

Is the draft guidance detailed enough?
Too detailed

About right

■ Not detailed enough

Comments
The draft GMC guidance does not elucidate what constitutes suicide as per the detailed comments above
given in response to Question 8. As such it is a source of potential confusion for investigators, case examiners
and doctors trying to act within the guidance.
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14

Is the guidance clear?
Very clear

Quite clear

■ Quite unclear

Very unclear

Neutral

Comments
The sources of lack of clarity have been detailed in our responses to previous questions and a summary is
given in response to Question 15.

15

Do you have any other comments on the draft guidance?
■ Yes

No

Not sure

Comments (please indicate paragraph/s).
The guidance offered here in draft form for consultation, for the use of the Investigation Committee and case
examiners, extends the boundaries of the current position in law, as defined so far by the DPP, to include any
discussion of suicide and associated issues and would effectively curtail the behaviour of doctors whose only
interests are to provide the best care for their patients.
The SMF believes that the law on Assisted Dying is already at odds with the opinion of the vast majority of
the population and that, in due course, changes to the law would be desirable. Having said that, the SMF
urges all doctors to respect and abide by the law until such changes are made.
The specific recommendations the SMF would make in relation to this guidance are:
• That explicit guidance is provided on what the GMC considers to be the definition of suicide, and by
implication Assisted Suicide, for the purposes of this guidance.
• That the advice to doctors not to discuss suicide or Assisted Dying when the subject is brought up by the
patient is revised on the basis that such discussions are a necessary part of open, honest and empowering
conversations which respect patients’ autonomy and that such conversations do not constitute encouraging or
assisting suicide.
• Similarly, that doctors should be able to provide information to patients in good faith without having to
second guess whether this might be used for the purpose of seeking an assisted death.
• That further detailed clarification is provided by the GMC about writing reports such as those concerning

assessment
of mental capacity.
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• In the interests of good end of life care we think that doctors should be able to provide sufficient
information to patients to enable them to make rational choices as to their end of life care without this being

The consultation process
To help us continue to improve the way we consult, please tell us about your experience of taking part in this
consultation.
16

Did you find the consultation document (the questionnaire and any associated instructions if
completing it online) clear?
Yes

■ No

Not sure

Comments
I found the new GMC consultation website difficult to navigate.

17

Were you able easily to access all the relevant documentation you needed to respond?
■ Yes

No

Not sure

Comments

Thank you for taking the time to send us your comments – we are
grateful for your input.
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About you

Finally, we would appreciate you
providing the following information
about yourself to help us analyse the
consultation responses.
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Your details
NameDr Sara Melly

Job title (if responding as an organisation)Director

Organisation (if responding as an organisation)Secular Medical Forum

Address (optional)25 Red Lion Square

London WC1R 4RL
Limited Company Number: 7237231
http://www.secularmedicalforum.org.uk

Emailsarammelly@gmail.com

Contact tel (optional)07824 859059

Would you like to be contacted about General Medical Council (GMC) consultations in the future?
■ Yes

No

If you would like to know about upcoming GMC consultations, please let us know which of the areas of
the GMC’s work interest you:
■ Education

Registration

■ Standards and ethics

Fitness to practise

Licensing and revalidation

Data protection
The information you supply will be stored and processed by the GMC in accordance with the Data Protection
Act 1998 and will be used to analyse the consultation responses, check the analysis is fair and accurate, and
help us to consult more effectively in the future. Any reports published using this information will not contain
any personally identifiable information. We may provide anonymised responses to the consultation to third
parties for quality assurance or approved research projects on request.
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Responding as an individual
Are you are responding as an individual?
Yes

■ No

If yes, please complete the following questions. If not, please complete the ‘responding as an
organisation’ section on page 29.

Which of the following categories best describes you?
Doctor

Medical educator (teaching, delivering or administering)

Medical student

Member of the public

Other healthcare professional
Other (please give details) __________________________________________________________________

Doctors
For the purposes of analysis, it would be helpful for us to know a bit more about the doctors who respond
to the consultation. If you are responding as an individual doctor, could you please tick the box below
which most closely reflects your role?
General practitioner

Consultant

Other hospital doctor

Trainee doctor

Medical director

Other medical manager

Staff and Associate Grade (SAS) doctor
Sessional/Locum doctor

Medical student

Other (please give details)__________________________________________________________________
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If you are a doctor, do you work

Full-time

Part-time

What is your country of residence?
England

Northern Ireland

Scotland

Wales

Other – European Economic Area
Other – rest of the world (please say where)___________________________________________________

To help ensure that our consultations reflect the views of the diverse UK population, we aim to monitor
the types of responses we receive to each consultation and over a series of consultations. Although
we will use this information in the analysis of the consultation response, it will not be linked to your
response in the reporting process.

What is your age?
Under 25

25–34

35–44

45–54

55–64

65 or over

Are you:
Female

Male

Would you describe yourself as having a disability?
Yes

No
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What is your ethnic origin? (Please tick one)
Asian or Asian British
Asian or Asian British

Bangladeshi

Indian

Pakistani

Any other Asian background, please specify_ __________________________________________________

Black or Black British
Black or Black British

African

Caribbean

Any other Black background, please specify___________________________________________________

Chinese or other ethnic group
Chinese
Any other background, please specify_________________________________________________________

Mixed
White and Asian

White and Black African

White and Black Caribbean

Any other mixed background, please specify___________________________________________________

White
British

Irish

Any other white background, please specify___________________________________________________
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Responding as an organisation
Are you responding on behalf of an organisation?
■ Yes

No

If yes, please complete the following questions. If not, please complete the ‘responding as
an individual’ section on page 26.

Which of the following categories best describes your organisation?
■ Body representing doctors

Body representing patients or public

Government department

Independent healthcare provider

Medical school (undergraduate)

Postgraduate medical institution

NHS/HSC organisation

Regulatory body
Body representing doctors and other healthcare professionals

■ Other (please give details)_ _________________________________________________________________

In which country is your organisation based?
■ UK wide

Northern Ireland
Other (rest of the world)

England

Scotland

Wales

Other (European Economic Area)

Email: gmc@gmc-uk.org
Website: www.gmc-uk.org
Telephone: 0161 923 6602
General Medical Council, 3 Hardman Street, Manchester M3 3AW
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