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Dear Friends,   

I was very honored to have been elected as your 
new Convenor at our AGM in Glasgow at the end 
of last year. I want to pay special thanks to 
Gordon Wylie who stepped down, his thoughtful 
guidance will not be lost entirely to us as he 
remains an advisor to the Board. 

Equally I want to extend a very warm welcome to 
our two new Board members, Dr Charles Warlow 
and Julie Lang. For my part, some of you will 
know I live more or less in Spain, but maintain 
strong links with Scotland, not least as I worked 
for the late Margo MacDonald MSP for 16 years. I 
am not a lawyer, or a medical professional, but a 
campaigner and it is very much with that hat on 
that I hope to be of best service to Friends at the 
End.            

Welcome 



Welcome Continued
If you have any questions for me as 
your Convenor, or comments to make, 
please feel free to email me 
at convener@friends-at-the-end.org.uk 

I can scarcely believe that four months 
have passed since the AGM. However, 
with this mini milestone, I would like to 
take a moment to reflect on what has 
been done over this period of time. 

Part of our 5 year plan was to move to 
a SCIO. This is taking time, but I 
sincerely hope that we will see this 
happen soon, Following this we 
absolutely must recruit a fundraiser to 
start looking at how we can stabilise 
our finances. 

We held our first training day for local 
group members. These Groups are our 
eyes, our ears and our voice on the 
ground. They should be able to get the 
Friends at the End message out in 
areas that we could never hope to get 
to. 

I have reorganised and refocussed our 
contractor group. It was agreed in 
January that Indigo, our PR Company 
would be released from contract as 
would Neil who was dealing with admin 
and membership tasks. In turn we have 
brought on board Natalie Lorimer and 
Sophie Sellers.  
Natalie is a communications intern 
tasked with continuing to develop our 
social media profile. 
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Current Council Members

In November we held our AGM and 
elected our new council members, they 
are now: 
Peter Warren, Convenor - 
convener@friends-at-the-end.org.uk 
Jessie Reid, Treasurer – 
treasurer@friends-at-the-end.org.uk 
Dr Gillian MacDougall 
Julie Lang 
Dr Charles Warlow 
Hugh Wynne (Secretary) 

Whilst Sophie is a professional 
membership secretary that we have 
seconded from HSS. Along with Heather, 
who is working closely with Amanda our 
CEO I believe we have a fantastic team in 
place to promote Friends at the End´s 
message. 

Finally, I have instigated work on our first 
CPD conference, aimed at raising 
awareness of end of life issues amongst 
a variety of profesional groups. This is to 
take place on 5th September. 

Arrangements are also being made to 
hold the first annual Dr. Libby Wilson 
memorial lecture. My hope is that along 
with the unparalleled work that Amanda 
and her team does for us, a top level 
conference with a broad panel of 
speakers, talking across a range of end of
life topics, we can firmly establish in the 
minds of key decision makers in Scotland 
that Friends at the End is the go to 
organisation in our field. 

http://www.hitc.com/en-gb/2018/01/26/three-in-four-scots-back-allowing-assisted-dying-finds-poll/?utm_medium=share%2Bbutton&utm_campaign=social%2Bmedia&utm_content=/en-gb/2018/01/26/three-in-four-scots-back-allowing-assisted-dying-finds-poll/&utm_source=Twitter
http://www.bbc.co.uk/news/health-42733993
http://www.gov.scot/Publications/2018/01/4350
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In Scotland, like most countries, assisted 

dying is considered the last taboo. Earlier 

this year I undertook a research visit to the 

United States to look at what comparisons 

we can draw from their approach to 

legalisation and the lessons learned. Six 

states have assisted dying: Oregon, 

Washington, Vermont, California, Colorado 

and Montana. 

Oregon was the trailblazer, introducing 

legislation in 1997, which has enabled 

around120 people a year to choose how 

and when to end their life. Other states 

have used the power of referendums and 

ballots to support a change in the law. In 

these states, the law allows adults 

diagnosed with a terminal illness, who are 

expected to die within six months, to make 

a request for medication to end their life. 

There are rigorous safeguards to make 

sure the law is used only for those who are 

fully informed and making the choice 

themselves. 

The person must make two oral requests to 

their attending physician, separated by at 

least 15 days. The physician must assess 

mental capacity to ensure the patient is 

choosing freely and intentionally, and the 

physician must also inform the patient of 

alternative options. A consulting physician 

must then certify the diagnosis and 

prognosis, the patient’s mental capacity, 

and voluntary nature of the request before 

the medication is released to the patient. 

Either physician may request that the 

patient also undertakes a mental health 

Lessons From America _ 
Amanda Ward  evaluation,  if they are concerned the 

patient’s request is affected by 
psychiatric or psychological 
considerations. In California, the 
individual must also provide the 
physician with a written request, 
including signatures from witnesses. The 
death itself is swift, painless and peaceful
– the good death we would all hope for 
ourselves. One recurring topic from my 
meetings was around the responsibility 
on medical practitioners to deliver a duty 
of care when all other reasonable 
medical interventions have been tried 
and failed. Surely there is a professional 
duty to support that patient to end their 
life with dignity? Where oncologists, 
palliative care specialists and 
anaesthesiologists have done everything 
to make the patient comfortable, but the 
person is still dealing with an incurable 
condition or experiencing continuous 
pain, it is incumbent on the medical 
profession to explore the patient’s full 
range of options, including assistance to 
take their own life.   

Perhaps the most surprising finding from
the visit was that once assisted dying is 
made legal, pragmatism follows. 
Patients, doctors and most profoundly, 
hospices and palliative care 
professionals, have open conversations 
with their patients, planning for a good 
death together.  

Many hospices and palliative care 
doctors, who were historically opposed, 

http://www.gov.scot/Publications/2018/01/4350
https://www.theguardian.com/lifeandstyle/2018/jan/12/experience-i-took-my-mother-to-dignitas?CMP=twt_gu


She had already ruled out tube feeding. The lawyers 
involved in the case agreed that the course of action she 
sought from her GP was "good medical practice" and she 
withdrew her application for a court ruling. Dr. David Moor 
became, in my opinion, the last doctor in this country to face
a murder trial that turns on the doctrine of double effect in 
1999. 

A 2007-08 survey of almost 3,000 doctors found that 16.5 
per cent of all deaths in the UK were due to continuous 
deep sedation. General Medical Council guidance 
acknowledges that doctors are not prevented from 
“agreeing in advance to palliate the pain and discomfort 
involved for a patient should the need arise for such 
symptom management". 

In other words, health professionals, patients and their 
families have come to accept what has been called “the 
clinical practice of treating a terminally ill patient in afashion 
that will assuredly lead to a comfortable death, but not too 
quickly. 

This indicates, says the Journal of Palliative Care, tacit 
acceptance of assisted dying under certain circumstances 
but also reflects “professional reasoning that may be 
ethically muddled”. In the great majority of cases, 
continuous deep sedation is given in the last weeks of 
someone's life. But there is anecdotal evidence that it is 
provided at earlier stages, when a patient is increasingly 
suffering especially if she has also decided to stop eating 
and drinking – indicating strongly a wish to die. 

 I believe it is time to have an open, honest discussion about 
the practice of continuous deep sedation, recognising this 
procedure is unregulated and likely to be under-reported in 
the UK.   

It may be that continuous deep sedation provides an 
acceptable temporary measure until the law can be 
changed in this country. But wouldn’t it be very much better 
if a terminally-ill person could be legally given a substance 
which would provide a quicker death?”  

As Omid awaits his case being heard it is
important that we continue to support
him in this battle.  

Please send messages/cards of support
to Saimo Chahal QC, Bindmans LLP, 236
Gray’s Inn Road, London, WC1X 8HB. 

Please also consider supporting the
crowdfund to cover the costs of the case.
More information can be found here: 
  
https://www.crowdjustice.com/case/digni
fied-death/    

Omid T Update now see the benefits and choose to

respect the rights and requests of their

patients when they say “I’ve had enough,

now is my time to go”. Having that

conversation ensures the patient has full

control and they take great comfort in

knowing a process is in place, should they

take the decision that they no longer wish

to live a life of suffering. The critical

aspect is around quality of life. Longevity

in itself is unwelcome to most people if it

comes with disease, life-limiting

conditions and suffering. The data from

these states shows the introduction of

assisted dying legislation has not led to a

surge in people taking the option to end

their life. In Oregon for example, over the

last 20 years, less than 0.2 per cent of

deaths are by assisted dying.   

There is much for us to learn and Friends

at the End believe medically assisted

dying should be available to all mentally

competent adults with either a terminal

illness or an incurable condition causing

hopeless and unbearable suffering with

no reasonable alternative to relieve it,

provided this is their own persistent

request. Friends at the End sponsor the

Scottish Parliament Cross Party Group on

End of Life Choices. As Secretariat to this

group, I am assured that the work we are

doing to actively progress this issue will

mean that in the future we will be at the

forefront of facilitating a change in the

law to allow assisted dying in Scotland.   

Lessons from America Cont.
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We have been keeping you up to date
with the Scottish Government
revisions to the Adults with Incapacity
(Scotland) Act 2000. Our hope was that
the Scottish Government would
include Advance Directives (ADs) in
their revisions, to give them statutory
provision (making them legally
enforceable and thus more likely for
your wishes to be recognised and
respected), the same way they are in
England and Wales.  

 The Scottish Government has
released the consultation and we are
delighted to see our efforts have paid
off, and they are considering including
Advance Directives in the updated act.
We now need our members to
respond to the consultation answering
Yes to the questions posed and
outlining your reasons. You have until
30th April to respond.  

Chapter 11 deals with Advance
Directives and can be found
here https://consult.gov.scot/health-
and-social-care/adults-with-incapacity-
reform/ 

The questions asked are: Should there
be clear legislative provision for
advance directives in Scotland or  

Adults with Incapacity 
Legislation Consultation 
& Advance Directives  

https://www.crowdjustice.com/case/dignified-death/
https://www.thecourier.co.uk/fp/news/local/dundee/575717/tayside-womans-regret-not-able-speed-death-dying-mother/
https://www.deathwithdignity.org/stories/elaine-fong-designing-death/


She had already ruled out tube feeding. The lawyers 
involved in the case agreed that the course of action she 
sought from her GP was "good medical practice" and she 
withdrew her application for a court ruling. Dr. David Moor 
became, in my opinion, the last doctor in this country to face
a murder trial that turns on the doctrine of double effect in 
1999. 

A 2007- 
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should we continue to rely on common 
law and the principles of the Adults With 
Incapacity Act to ensure peoples’ views 
are taken account of? 

If we do make legislative provision for 
advance directives, is the Adults With 
Incapacity Act the appropriate place? 

You may wish to include the following key 
points: 

1. Common law is not appropriate. The 
position of the Scottish Government on 
Advance Directives is similar to that in 
relation to withholding and withdrawal of 
life-preserving treatment. However, there 
is a distinct difference in that Advance 
Directives do not benefit from an 
equivalent clear and authoritative 
statement of the current law, such as is to 
be found in the Law Hospital case. 

2. The number of Advance Directives 
registered in Scotland is not currently 
known, it is estimated from studies in 
England and Wales that less than 2% of 
the population have one. Research has 
illustrated that the methods and 
consistency of recording and distributing 
AD’s varies greatly across the 14 Health 
Boards in Scotland, with no 
 standardisation present. 

3.As far back as 1995 the Scottish Law 
Commission recommended (sections 40 
and 41) that the initial Adults With 
Incapacity Act act should include  

provision for advance directives. The 
2000 Act as enacted omitted them, 
presumably on the grounds that they 
were politically sensitive. With a 
reduction in paternalism and a move 
towards patient centred care and 
empowerment, this omission should 
now be rectified. 

We have developed a full briefing to 
help you to make a personal response 
to this consultation this can be found 
on the members page of our website 
or by contacting us at info@friends-at- 
the-end.org.uk. 

Planning ahead:  Why you 
should write an Advance 
Directive to refuse 
treatment – NOW!  by 
Celia Kitzenger 
If you had a devastating stroke from 
which it was unlikely that you’d ever 
make a good recovery, would you want
treatment to keep you alive 
indefinitely in a semi-comatose state? 
   
If you developed severe dementia and 
were no longer able to make your own 
medical decisions, would you want a 
feeding tube at the point at which you 
were no longer able to swallow food?  

If you were hit by a car and left 
severely brain damaged, would you 
want all treatments possible to keep 
you alive – and for how long?  



She had already ruled out tube feeding. The lawyers 
involved in the case agreed that the course of action she 
sought from her GP was "good medical practice" and she 
withdrew her application for a court ruling. Dr. David Moor 
became, in my opinion, the last doctor in this country to face
a murder trial that turns on the doctrine of double effect in 
1999. 
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Omid T Update
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And if you developed pneumonia, 
would you want antibiotics to prolong 
your life? 
If your answer to any of these questions 
is “no” or even “I’m not sure” – you 
should be considering an Advance 
Directive. 

It’s called an ‘Advance Directive’ in 
Scotland (an ‘Advance Decision’ in 
England and Wales, and there are some 
legal differences) but the basic idea is 
that you can refuse – now, while you are
still able to do so – medical treatments 
that you wouldn’t want if the worst 
happened and you were in these sorts 
of situations.   

Many people I talk to about Advance 
Directives say “I’m okay, I’m sorted – I’ve 
signed up for Dignitas” – but after the 
stroke, the severe dementia, or the car 
accident you’re in no condition to get 
yourself to Switzerland. 

Other people say, “It’s okay, my family 
know what I want” – which would be 
okay if families had any legal rights to 
make medical decisions on your behalf. 
 They don’t - not unless you appoint a 
family member (or someone else you 
trust) as your Welfare Attorney.  (Note: 
This is different from a Continuing 
Attorney - or Finance Attorney ) 

Obviously, you should then discuss your 
views about future care with that 
person to make sure they know the 
sorts of values that should guide their 
decision making..   Some people say, 
“Don’t doctors know best? Why not 
leave the decision with them?”  

The problem is that doctors know a lot 

about medicine  but they don’t know 
much about you as a person - the sort of 
life that you consider worthwhile, the 
things that are important to you, your 
wishes and beliefs.  Doctors usually want 
to give ‘person-centred’ care, but it’s hard 
when they don’t know the person. 

And doctors will often give medical 
treatments even when – as it turns out - 
these don’t help.  A survey recently found 
that 1 in 3 older adults (over 60) were 
given non-beneficial treatments near the 
end of life.  More than a quarter were 
given cardiopulmonary resuscitation 
within six months of their deaths.  Around 
a third were given chemotherapy in the 
last six weeks of their lives.   

Your Advance Directive is also a gift to 
your family and friends (and your doctors 
too) who will feel much more confident 
that you are getting the treatments you 
want – and not those that you don’t – 
when you can no longer speak for yourself

How to make a power of attorney: 
Scotland: 
http://www.publicguardian- 
scotland.gov.uk/power-of-attorney/power-
of-attorney/types-of-power-of-attorney 
England and Wales: 
https://www.gov.uk/power-of-attorney 

How to make an Advance 
Directive/Decision 
Advance Decisions Assistance: 
http://adassistance.org.uk 

https://www.crowdjustice.com/case/dignified-death/
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Submission to Scottish 
Parliaments Equalities 
and Human Rights 
Committee    
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Good Death Week     

This will be held from 14-20 May 2018 
we are hoping that our local groups 
and/or members will take part in this 
and help raise issues around end of life 
care and assisted dying with their 
friends and family.   

Resources for this can be found at 
https://www.goodlifedeathgrief.org.uk/ 
content/awareness-week/. If you plan 
on holding an event please let us 
know.  

How you can help 

We are a voluntary society and depend 
entirely on the donations from our 
members. We have enough resources to 
allow us to continue our work for approx. 
2 years but not beyond that. 
In order to help us bring about a change 
in the law, we need your help. Please 
consider: 

– Leaving a gift to us in your will 
– Setting up a monthly direct debit 
– Sending us a cheque 

£500 allows us to sponsor the Cross-Party 
Group in Parliament 
£500 to hold an evening reception in 
Parliament 
£250 for a public meeting at local level 
£1000 to help fund our befriending 
service 
£2000 towards staff and office costs 
£200 towards supporting legal cases 
£80 for 1000 leaflets  

Training Day for Members 
Report    

We held our first training day for 
members on Saturday 24th March, 
those who attended heard about the 
legislative process that needs to be 
followed in order to take a Bill through 
Parliament, key facts around assisted 
dying, how we can start conversations 
and how to answer arguments against 
assisted dying 

Friends at the End made a submission 
to the Equality and Human Rights 
Committee calling for the Committee to
ensure the rights of citizens are 
respected, by overhauling the law (or 
lack of) that governs end of life. 

A copy of this can be found on our 
website www.friends-at-the- 
end.org.uk.  
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Omid T Update
Training Day for Members 
Report Cont.   
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Suggestions about how we can raise 
this topic with people included: 

Use yourself It can often help to 
introduce the subject by talking about 
your own desires and preferences, 
then asking whether the other person 
has thought about what they would 
like. 

Be aware of opportunities to talk 
about death and views on end of life 
choices including assisted dying. These 
may come about because of the death 
of someone or because of a storyline 
on a tv/radio programme. Use the 
news. “I read an interesting 
article/heard a podcast/saw a video 
about Assisted Dying/end-of-life 
planning, and it really got me thinking 
about these things for myself — have 
you thought about this.” 

Employ the “control” angle. People 
may not like talking about death, but 
they generally like the concept of 
control. So you can approach the topic 
by saying something like, ‘If you want 
control over what happens at the end 
of your life, it’s important that you talk 
about this.’ 

Some people like to deal with 
practicalities, so introduce the subject 
by asking: 
- Do you have a will? 
- Have you thought about what you 
would want to happen if you got 
seriously ill? - 
 Have you heard about these things 
called Advance Directives/Living Wills? 

MSP Meetings

We are continuing to meet and speak 
with MSPs about their views on 
Assisted Dying and End of Life Choices. 
 We have recently met with Alex Cole- 
Hamilton, Finlay Carson, Gail Ross, 
Kezia Dugdale, and many others.  

There are a number of MSPs we are 
still trying to gather information from 
about their position on Assisted Dying 
if you are represented by  any of those 
listed below we would appreciate it if 
you could contact them and let us have 
a copy of their response: 

Peter Chapman, 
Gordon Lindhurst, 
Dean Lockhart, 
Oliver Mundell, 
Jamie Halcro Johnson, 
Graham Simpson, 
Adam Tomkins 

Tom Arthur, 
Ash Denholm, 
Jeanne Freeman, 
Jenny Gilruth, 
Emma Harper, 
Gilllian Martin  

Full copies of the handouts from the 
day are available on the members part 
of the website or by email from 
info@friends-at-the-end.org.uk. 

Members also had an input around 
social media and the usefulness of this 
in ensuring that our voices are heard in 
the debate.   If you are on twitter 
please give our Tayside group a follow 
@Taysidefate 

https://www.crowdjustice.com/case/dignified-death/


She had already ruled out tube feeding. The lawyers 
involved in the case agreed that the course of action she 
sought from her GP was "good medical practice" and she 
withdrew her application for a court ruling. Dr. David Moor 
became, in my opinion, the last doctor in this country to face
a murder trial that turns on the doctrine of double effect in 
1999. 

A 2007-08 survey of almost 3,000 doctors found that 16.5 
per cent of all deaths in the UK were due to continuous 
deep sedation. General Medical Council guidance 
acknowledges that doctors are not prevented from 
“agreeing in advance to palliate the pain and discomfort 
involved for a patient should the need arise for such 
symptom management". 

In other words, health professionals, patients and their 
families have come to accept what has been called “the 
clinical practice of treating a terminally ill patient in afashion 
that will assuredly lead to a comfortable death, but not too 
quickly. 

This indicates, says the Journal of Palliative Care, tacit 
acceptance of assisted dying under certain circumstances 
but also reflects “professional reasoning that may be 
ethically muddled”. In the great majority of cases, 
continuous deep sedation is given in the last weeks of 
someone's life. But there is anecdotal evidence that it is 
provided at earlier stages, when a patient is increasingly 
suffering especially if she has also decided to stop eating 
and drinking – indicating strongly a wish to die. 

 I believe it is time to have an open, honest discussion about 
the practice of continuous deep sedation, recognising this 
procedure is unregulated and likely to be under-reported in 
the UK.   

It may be that continuous deep sedation provides an 
acceptable temporary measure until the law can be 
changed in this country. But wouldn’t it be very much better 
if a terminally-ill person could be legally given a substance 
which would provide a quicker death?”  

As Omid awaits his case being heard it is
important that we continue to support
him in this battle.  

Please send messages/cards of support
to Saimo Chahal QC, Bindmans LLP, 236
Gray’s Inn Road, London, WC1X 8HB. 

Please also consider supporting the
crowdfund to cover the costs of the case.
More information can be found here: 
  
https://www.crowdjustice.com/case/digni
fied-death/    

Omid T Update
Guernsey States set to hold 
vote on Assisted Dying     
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Following the recent announcement 
that a Bill will be put before the States 
of Guernsey legislature, Peter Warren 
Convenor of Friends of the End 
commented 

'Our Parliament is often commended 
for its progressive policies and 
practices, but it is falling woefully 
behind when it come to the debate on 
assisted dying. 

Increasingly jurisdictions the world 
over are affording their citizens more 
options and rights at the end of life. 
The debate on assisted dying is moving 
ever closer to home, with reports that 
Guernsey are set to debate its 
legalisation as soon as May 2018. 

This mounting pressure, coupled with 
consistent polls that the majority of UK 
residents support Assisted Dying, gives 
us ample opportunity to persuade our 
politicians to listen to the will of their 
constituents and legislate for the last 
human right - to die with dignity at a 
time and place of your choosing, free 
from pain and suffering. 

Whilst we welcome Guernsey’s efforts, 
their provisions do not go far enough 
to remove the suffering and indignity 
faced by so many people with a 
terminal or incurable condition. 

Proposals are limited to a small subset 
of people - those who are terminal and 
have 6 months to live. If the basis for 
legalising Assisted Dying is to remove 
suffering and ensure a good death for 
all, why limit it to this cohort?   

Call for Lord Advocate to 
Issue Guidance on Assisted 
Dying     

Friends at the End have worked with 
Jackson Carlaw MSP (vice-chair of the 
CPG of End of Life Choices) to submit a 
motion asking for the Lord Advocate to 
issue guidance on Assisted Dying, 
following the recent decision by the 
criminal appeal court in Edinburgh in the 
case of Ian Gordon.   

Motion S5M-10309 is currently open for 
MSPs to show their support and is 
receiving support from across the 
political divide. 

Motion S5m-10309 - Assisted Dying That 
the Parliament acknowledges the recent 
decision by the criminal appeal court 
in Edinburgh to overturn a conviction 
regarding assisted dying; notes the 
view that there is a lack of guidance from 
the Lord Advocate on this issue; believes 
that no family member should be put in 
a position in which they risk 
imprisonment as a result of helping a 
loved one to die at a time and place of 
their choosing; understands that around 
one person every fortnight from the UK 
travels to Dignitas in Switzerland to end 
their life, and that, between 2002 and 
2015, some 292 UK residents used its 
service, and calls on the Scottish 
Government to hold an inquiry or set 
up a commission into assisted dying.   

Assisted Dying should be viewed as a 
fundamental human right and those 
rights are universal, not specially 
afforded to certain groups.' 

Amanda Ward has been invited to visit 
Guernsey in mid April, to work with the 
politicians responsible for the Bill there 
before the vote is held in May.    

https://www.crowdjustice.com/case/dignified-death/


She had already ruled out tube feeding. The lawyers 
involved in the case agreed that the course of action she 
sought from her GP was "good medical practice" and she 
withdrew her application for a court ruling. Dr. David Moor 
became, in my opinion, the last doctor in this country to face
a murder trial that turns on the doctrine of double effect in 
1999. 

A 2007-08 survey of almost 3,000 doctors found that 16.5 
per cent of all deaths in the UK were due to continuous 
deep sedation. General Medical Council guidance 
acknowledges that doctors are not prevented from 
“agreeing in advance to palliate the pain and discomfort 
involved for a patient should the need arise for such 
symptom management". 

In other words, health professionals, patients and their 
families have come to accept what has been called “the 
clinical practice of treating a terminally ill patient in afashion 
that will assuredly lead to a comfortable death, but not too 
quickly. 

This indicates, says the Journal of Palliative Care, tacit 
acceptance of assisted dying under certain circumstances 
but also reflects “professional reasoning that may be 
ethically muddled”. In the great majority of cases, 
continuous deep sedation is given in the last weeks of 
someone's life. But there is anecdotal evidence that it is 
provided at earlier stages, when a patient is increasingly 
suffering especially if she has also decided to stop eating 
and drinking – indicating strongly a wish to die. 

 I believe it is time to have an open, honest discussion about 
the practice of continuous deep sedation, recognising this 
procedure is unregulated and likely to be under-reported in 
the UK.   

It may be that continuous deep sedation provides an 
acceptable temporary measure until the law can be 
changed in this country. But wouldn’t it be very much better 
if a terminally-ill person could be legally given a substance 
which would provide a quicker death?”  

Omid T Update - by MDMD    
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The latest stage of Omid’s legal case to 
be allowed an assisted death in the UK 
was heard in the High Court on 7/8th 
March 2018. 

Omid’s legal team argued for the right 
to cross-examine expert witnesses – in 
particular to question the written 
evidence given by Baroness Ilora Finlay. 
Baroness Finlay is the primary expert 
witness brought by the crown to 
oppose Omid’s claim. 

At the end of the two day hearing the 
court conclusion was “…We are going 
to adjourn our ruling on this 
preliminary issue until the judgement 
in Conway is known…”. (“Conway” is the
case of Noel Conway, which, though 
related to Omid’s, is restricted to cases 
of terminal illness where the life 
expectancy is six months or less. 
Omid’s case is significantly broader 
than this.) The Conway case returns to 
court in early May, with the ruling 
probably not being reached until a few 
weeks later. 

In the meantime, Omid continues to 
suffer – increasingly badly according to 
what he says on his crowd justice web 
page: “My health is very poor now and I 
just hope all this can be over soon so I 
can end my life. … It is torture for me 
and I don’t understand what is the use 
of all this suffering.  

The funny thing is that those who are 
against me say they are doing this in 
name of human rights. Whose human 
rights? Not mine it seems.” 

He seems more convinced than ever 
that he wants his life to end as soon as 
possible. Perhaps he will find a way – 
but, short of refusing food and drink, 
there is no way he can do this in the UK 
without illegal help. 

Where is the palliative care that 
opponents to a change in law tell us 
make assisted dying unnecessary? Why 
isn’t it working for people like 
Omid? How many other people are also
prevented from having the good death 
they wish for, when that is a peaceful 
medically assisted death at a time of 
their choosing, and who instead have 
to end their life in unwanted, 
prolonged and unnecessary suffering? 

In the face of incurable suffering, 
despite the best palliative care, for 
some people, like Omid, the doctor- 
patient relationship seems badly 
broken, and can only be repaired by a 
change in the law. 

If you know of anyone who would be 
willing/able to take the case over from 
Omid then please get in touch (please 
note they must be based in England). 



She had already ruled out tube feeding. The lawyers 
involved in the case agreed that the course of action she 
sought from her GP was "good medical practice" and she 
withdrew her application for a court ruling. Dr. David Moor 
became, in my opinion, the last doctor in this country to face
a murder trial that turns on the doctrine of double effect in 
1999. 

A 2007-08 survey of almost 3,000 doctors found that 16.5 
per cent of all deaths in the UK were due to continuous 
deep sedation. General Medical Council guidance 
acknowledges that doctors are not prevented from 
“agreeing in advance to palliate the pain and discomfort 
involved for a patient should the need arise for such 
symptom management". 

In other words, health professionals, patients and their 
families have come to accept what has been called “the 
clinical practice of treating a terminally ill patient in afashion 
that will assuredly lead to a comfortable death, but not too 
quickly. 

This indicates, says the Journal of Palliative Care, tacit 
acceptance of assisted dying under certain circumstances 
but also reflects “professional reasoning that may be 
ethically muddled”. In the great majority of cases, 
continuous deep sedation is given in the last weeks of 
someone's life. But there is anecdotal evidence that it is 
provided at earlier stages, when a patient is increasingly 
suffering especially if she has also decided to stop eating 
and drinking – indicating strongly a wish to die. 

 I believe it is time to have an open, honest discussion about 
the practice of continuous deep sedation, recognising this 
procedure is unregulated and likely to be under-reported in 
the UK.   

It may be that continuous deep sedation provides an 
acceptable temporary measure until the law can be 
changed in this country. But wouldn’t it be very much better 
if a terminally-ill person could be legally given a substance 
which would provide a quicker death?”  

The Case for Legalising 
Assisted Dying - by Douglas 
Hall     
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An undervalued aspect of the case for 
legalising Assisted Dying is the disparity 
between resistance to enabling this in a 
robustly regulated way, and the current 
legal scientific & medical research & 
interventions determined to extend 
life. 
  
Factors to challenge this legal 
inequality include 

• A news item in June 2017 in which 
scientists ‘fiercely rebutted the claim 
we will never live to be 125 . . . with 
advances in our understanding of how 
our bodies break down as we age, it 
should be possible to extend our lives 
by decades through new treatments 
that counteract these processes.‘ 

• In December 2017 the Office for 
National Statistics published an 
estimate that ‘about 8.45 million 
people in Britain today will live to be at 
least 100.’   

• About 18 months ago on the BBC 
Radio ‘Today’ programme, a man 
talking about medical R&D said ‘the 
first people in the UK who will live to be 
200 are already born & here.‘ 

If such interventions determined to 
extend life are legal, it should be 
equally legal for someone in 
circumstances that comply with  

the accompanying regulations which 
ensure their authenticity & 
independence to say ‘no more’ and be 
allowed to die peacefully at a time of 
their choice.   Evidence from countries 
where Assisted Dying [AD] is legal 
illustrates a) only about 50% of those 
who wish AD require it, the other 50% 
die naturally as they relax knowing they
have the choice and nature ends their 
life, and b) the numbers who action AD 
are typically ~5% or less of deaths in 
that country/state. 

Oregon, where AD has now been legal 
for 20 years recently published their 
overall statistics showing only 0.2% of 
deaths were by this process; this 
contrasts with the UK death rate from a 
dangerous but legally available 
substance – tobacco – which, in 2015, 
was responsible for 20% of deaths in 
Scotland [10,000 deaths; in England: 
79,000 deaths/16%].   Unexpectedly, 
allowing a person to die peacefully at a 
time of their choice can help the grief & 
bereavement of family members who 
remain.The documentary ‘How to Die 
in Oregon’ shows several examples of 
cases where family members gather 
around the bed as the person prepares 
to die; they have the natural sadness 
but seeing the person’s suffering 
ending and a peaceful death shows the 
emotion is helped by the fact they were 
able to say ‘goodbye’ and a knowledge 
their relative is no longer in physical or 
mental pain. 



U P C O M I N G  E V E N T S
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2 1 /04/ 18

.   

2 :00 PM

Glasgow Local Group Meeting, Patrick Burgh Halls  
The next opportunity for members and those interested 
in our work to get together and find out more about our 
work and what they can do to help take this forward. 
The focus of this meeting will be Advance Directive’s.  

1 4 /04/ 18 2 :00 PM

The next Friends at the End/MDMD meeting will be held 
at Friends’ House, 173-177 Euston Road, London NW1 
2BJ. Heather Williams, Friends at the End and Richy 
Thompson Humanists UK will be talking about the 
campaign approaches their organisations are taking. 
 This will be followed by MDMD AGM 

6 :00 PM1 1 /04/ 18

Edinburgh Local Group Meeting, Scottish Arts Club, 24 
Rutland Sq, Edinburgh  
The next opportunity for members and those interested 
in our work in the Edinburgh area to get together. This 
meeting will focus on Advance Directives and the Adults 
with Incapacity Consultation.   

1 8 /04/ 18 6 :00 PM

Scottish Parliament Cross Party Group on End of Life 
Choices. Ally Thomson from Dignity in Dying will speak to 
the group about the True Cost of Dignitas report recently 
published. Please contact Amanda if you wish to attend 
amanda.ward@friends-at-the-end.org.uk  

Conversations About Death and Dying, COSLA 
Conference Centre, Haymarket Terrace Edinburgh - 
Further information to follow 

9 : 3 0AM5/09// 18

https://goo.gl/uyhpLs

