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Involuntary	euthanasia:	a	dossier	of	end-of-life	protocol	abuse	
cases	

	
The	heartbreaking	case	histories	detailed	below	provide	chilling	evidence	that	the	notorious	
Liverpool	Care	Pathway,	which	was	supposedly	outlawed	in	2014	following	an	inquiry	into	its	abuses,	
is	still	driving	NHS	practice.	Worse	still,	they	reveal	the	continuing	abuse	of	DNARS	and	clinical	
decision	tools	post-pandemic	to	deny	elderly	and	vulnerable	patients	equal	access	to	treatment.	
While	these	abuses	preceded	the	Covid	pandemic,	there	is	now	mounting	evidence	to	suggest	these	
practices	have	become	endemic.		
	
The	cases	detailed	below	recount	the	wrongful	deaths	of	elderly	and	vulnerable	patients	entrusted	
to	the	care	of	care	homes	and	hospitals	across	the	country.	These	are	not	isolated	cases	or	cases	
clustered	around	certain	towns	and	cities,	such	as	those	currently	being	investigated	at	Gosport	
Memorial	Hospital.	Each	of	these	distressing	accounts	reveals	a	similar	pattern	and	course	of	
treatment	(or	rather	lack	of	it).	In	virtually	every	case,	the	individual	was	denied	further	treatment	
for	their	condition/s,	all	regular	medication	was	withdrawn,	they	were	sedated,	food	and	fluids	were	
denied,	and	then,	when	he	or	she	inevitable	weakened,	they	were	given	a	lethal	cocktail	of	
benzodiazepines	and	opioids	to	‘assist’	the	dying	process	–	the	very	same	practices	adopted	under	
the	Liverpool	Care	Pathway.		
	
This	damning	dossier	further	corroborates	the	findings	of	the	2023	report	When	End	of	Life	Care	
Goes	Wrong,	which	was	commissioned	by	the	Lords	and	Commons	Family	and	Child	Protection	
Group	and	published	by	the	campaign	group	Voice	for	Justice.	The	report,	which	featured	17	case	
histories	(selected	from	over	800)	highlighted	the	abuse	of	end-of-life	protocols	in	a	range	of	settings	
including	hospital,	hospice,	care	homes	and	the	community	and	concluded	that	the	practices	that	
had	led	to	the	abolition	of	the	Liverpool	Care	Pathway	in	2014,	were	still	very	much	in	evidence.		
	



These	concerns	are	shared	by	medics	and	nursing	staff	from	within	the	NHS,	some	of	whom	are	
willing	to	share	their	evidence	publicly.	Most	however	remain	silent,	fearful	of	the	consequences	of	
speaking	out	against	NHS	practice.	These	abusive	practices	are	not	confined	to	hospitals	but	are	also	
evidenced	in	care	and	nursing	homes,	as	this	dossier	attests.	What	is	more,		there	is	now	mounting	
evidence	that	many	of	the	deaths	registered	as	Covid-19	deaths,	most	particularly	those	that	took	
place	in	care	homes	and	hospitals	during	Lockdown,	were	most	likely	to	have	been	caused	not	by	
exposure	to	the	virus,	but	as	a	direct	result	of	these	protocols.	Evidence	presented	in	the	impact	
statements	given	by	families	and	care	home	staff	during	the	Scottish	Covid	Inquiry	Health	and	Social	
Care	Impact	Hearings	would	seem	to	corroborate	this.	As	one	witness,	Michele	Kane	said	“My	
mother	isn’t	dying	of	Covid;	she’s	dying	of	starvation	and	dehydration” 
https://biologyphenom.substack.com/p/scottish-covid-inquiry-impact-hearing-fa1 
	
More	concerning	still,	we	have	good	reason	to	believe	that	the	NICE	end	of	life	protocols	that	were		
introduced	in	March	2020	and	May	2021	(NG163	and	NG191	respectively)	established	dangerous	
precedents	in	end-of-life	care	and	are	responsible	for	many	of	the	excess	deaths	recorded	during	the	
period	and	since.	One	palliative	care	consultant	who	spoke	to	us	in	confidence,	referred	to	NG163	as	
“frankly	dangerous”,	and	also	believes	that	prior	to	its	recent	revision	(November	30,	2023)	that	
NG191,	the	protocol	that	replaced	it,	most	probably	caused	many,	many	more	unnecessary	deaths.	
Revelations	shared	by	whistleblowing	nurse,	Linda	Roberts,	add	further	weight	to	such	claims,	as	do	
the	experiences	of	whistleblowing	care	workers	who	shared	their	concerns	with	the	campaign	group	
Compassion	in	Care,	with	whom	we	work	closely.	
	
We	believe	these	case	histories	reveal	the	tip	of	the	iceberg	of	end-of-life	protocol	abuses.	Most	
families	implicitly	trust	the	NHS,	and	would	not	suspect	wrongful	death	in	the	case	of	their	loved	
ones.	Why	would	they	doubt	what	the	medics	and	nursing	staff	entrusted	to	care	for	their	loved	
ones	told	them?	These	are	the	stories	of	families	who	did	suspect	wrongdoing,	asked	questions,	
gathered	evidence,	and	dug	deeper.	Should	evidence	be	required	to	corroborate	these	stories,	most	
of	the	families	who	reported	their	cases	are	willing	to	provide	this.	Please	contact	them	directly	
where	an	email	has	been	provided.	
	
Case	histories	

Please	note	that	all	of	the	cases	that	follow	are	supported	by	medical	evidence.	These	are	
summaries	of	each	case.	Please	also	note	that	for	the	purposes	of	privacy,	all	surnames	and	other	
identifying	details	have	been	removed	from	the	testimonies.	Families	can	be	approached	through	us.	
Please	send	an	email	to	eolwatch@gmail	
	
Case	1:	submitted	by	Linda	(daughter)	
My	mother,	Kathryn,	was	one	of	the	many	elderly	put	on	end-of-life	protocol	NG163	in	her	care	
home	during	lockdown.	In	January	2021,	the	care	home	claimed	she	had	covid	but	having	obtained	
her	medical	records	after	her	death,	some	of	which	were	mysteriously	redacted,	it	became	clear	that	
if	she	did	have	covid	she	certainly	wasn’t	ill	or	near	the	end	of	her	life.	I	firmly	believe	that	my	
mother	died	as	a	direct	consequence	of	the	‘treatment’	protocol	that	was	placed	on	her	without	any	
consultation	with	her	or	us,	her	family.	I	am	now	taking	legal	action	against	the	care	home.	
	
Case	2:	submitted	by	daughter	and	practicing	nurse,	Rebecca,	who	is	also	pursuing	legal	action,	in	
this	case	against	the	hospital	
	
My	mother	DH	who	had	Alzheimer's	and	was	a	victim	of	domestic	abuse	known	to	the	local	
authority,	police,	and	welfare	court,	died	a	suspicious	death	in	East	Surrey	hospital	on	6.7.20		



She	was	not	admitted	to	hospital	with	any	terminal	illness.		
	
After	a	long	fight	with	the	Surrey	Coroner,	who	had	used	disgraced	pathologist	Dr	Michael	Heath	to	
do	an	incompetent	autopsy,	I	obtained	a	competent	second	autopsy	from	an	Expert	witness	
pathologist.	This	autopsy	included	toxicology	tests	and	found	that	someone	had	administered	2	
powerful	controlled	drugs	midazolam	and	fentanyl	to	my	mum.	There	was	no	evidence	of	any	legal	
medical	prescription	or	reason	for	these	drugs	to	be	given	to	my	mum.	This	is	a	criminal	offence		
	
The	flawed	inquest	process	concluded	that	it	was	"a	mystery,"	because	Surrey	Police	had	failed	to	
investigate	the	criminal	offence	that	occurred	in	the	NHS.	The	evidence	suggests	that	her	death	was	
caused	by	the	hospital	along	the	lines	of	the	Liverpool	Care	Pathway.	This	is	a	very	brief	summary	of	
the	case		
	
Case	3:	submitted	by	Lorraine	(daughter)	
“When	my	mother	was	admitted	to	hospital,	the	Treatment	Escalation	Plan	form	asked:	“Would	you	
be	surprised	if	this	patient	died	within	the	next	12	months”	–	answer:	“Yes"	-	they	(hospital	medics)	
would	be	surprised.	Yet	in	spite	of	this,	we	were	called	to	six	meetings,	each	heavily	swayed	towards	
getting	us	to	agree	to	the	end-of-life	pathway.	We	did	not	agree.	My	mother	was	put	on	this	
pathway	without	family	consent,	even	though	we	had	Power	of	Attorney.	I	later	found	falsified	
medical	records	that	enabled	them	to	achieve	this.	Evidence	of	this	will	be	supplied	on	request,	
along	with	other	medical	records	attesting	to	the	truth	of	what	happened.	
	
Case	4:	submitted	by	Kay	(sister)	
Sister	with	cancer.	Doctors	made	decisions	without	informing	the	patient	or	the	family	of	the	risks	of	
medications,	or	offering	alternatives	which	were	repeatedly	requested.	Despite	the	patient	saying	
‘no’	to	Midazolam,	it	was	given	without	her	consent.	When	Mental	Capacity	was	lost,	Lasting	Power	
of	Attorney	was	ignored	by	doctors	and	medical	staff.	She	was	medicated	for	weeks	until	she	was	
too	weak	to	continue.	It	was	a	horrible	death.	She	suffered	extreme	‘air	hunger’	and	was	left	gasping	
for	breath	for	many	hours.	

Case	5:	submitted	by	Celia	(retired	nurse	RGN),	who	is	also	pursuing	a	legal	case	
My	partner	Brian,	69,	had	COPD.	He	was	admitted	to	hospital,	where	he	contracted	Hospital	
Acquired	Pneumonia,	just	before	he	was	to	be	discharged.	The	new	Dr	on	the	ward	wrote	him	up	for	
‘End	of	Life’	drugs.	He	got	out	because	I	prevented	him	having	them.	

A	year	later,	he	was	admitted	for	an	unrelated	matter:	low	sodium	and	pain	in	his	ribs.	Within	a	few	
days	of	being	admitted	to	the	ward,	he	was	dehydrated	and	limited	to	500	mls	of	fluid	a	day,	
ostensibly	to	"cure”	the	low	sodium.	

He	was	in	hospital	for	9	days.	After	a	week,	following	a	disagreement	with	the	hospital	over	his	
treatment,	it	was	decided	that	I	was	only	to	be	‘allowed’	to	visit	twice	a	week.	Within	48	hours	of	
that	decision,	he	was	dead.	However,	in	the	medical	notes	I	found	an	illegal	DoLs	(Deprivation	of	
Liberty	order),	a	DNAR,	and	prescription	for	Diamorphine	and	Midazolam.	I	was	not	informed	when	
my	partner	died,	despite	being	next	of	kin.	

Case	6:	submitted	by	Hannah	(daughter)	who	is	also	pursuing	a	legal	case	
May	2021,	my	mother	was	admitted	to	hospital	with	neurological	symptoms.	Medics	discovered	a	
brain	abscess	-	intravenous	antibiotics	should	have	been	given.	Instead,	the	consultant	made	a	
unilateral	decision	not	to	bother	offering	proper	treatment,	instead	placing	her	on	EoL/palliative		
care.	Effectively,	a	death	sentence.	



	
My	mother	was	admitted	again	in	Nov	2021.	A	traumatic	final	hospital	stay	began.	At	last,	the	
intravenous	antibiotics	required	were	prescribed.	She	responded	brilliantly	but	serious	failings	in	
care	followed.		
	
Periods	of	starvation	and	dehydration,	refusal	of	the	hospital	to	provide	correct	venous	access	-	
leading	to	thrombosis	in	three	limbs.	Deliberate	malnutrition	resulting	in	severe	oedema	was	
followed	by	a	botched	and	contraindicated	suction	procedure	which	caused	a	white	out	of	one	
lung.	The	hospital	didn't	diagnose	this	until	many	days	later	(we	suspect	they	didn't	want	a	chest	X-
ray	to	become	evidence)	Instead,	as	she	lay	on	her	death	bed,	they	applied	EoL	drugs	which	she	
survived		-	breathing	with	one	lung	-	for	several	days	-	but	in	the	end	even	her	incredible	spirit	of	
survival	was	exhausted.		
	
None	of	the	staff	tried	to	save	her.	They	had	made	up	their	minds	in	a	secret	MDT	meeting	that	she	
was	for	death.	A	story	of	trauma,	suffering,	deliberate	deceit,	and	neglect.	Witnessing	this	
undignified	and	horrific	EoL	pathway	-	selected	for	her	by	doctors,	who	expected	her	to	die	quickly,	
not	to	fight	–	seeing	her	denied	even	basic	levels	of	care,	has	scarred	our	family	and	the	memory	of	a	
brave	and	beautiful	mother	forever.		
	
Case	7:	submitted	by	Jan	(daughter),	who	is	an	ex-solicitor,	and	is	pursuing	a	legal	case.	
	
Experience	with	her	father	(ex-surgeon)	
“On	2	Aug	2023,	my	father	was	told	by	the	consultant	and	physician’s	associate	that	he	was	dying,	
although	his	prognosis	was	uncertain,	and	he	was	being	deprived	of	oxygen.		
	
They	told	him	this	because	he	had	insisted	that	he	didn’t	want	to	take	Oramorph	or	be	referred	to	
palliative	care	and	the	consultant	very	much	wanted	him	to	take	morphine	and	Midazolam.	In	fact,	
the	consultant	had	referred	my	father	to	palliative	care	within	30	minutes	of	meeting	him	on	31st	of	
July	2023.	Three	days	later,	my	father	was	dead,	having	been	in	hospital	for	three	weeks	and	told	by	
the	previous	consultant	that	it	would	take	at	least	six	weeks	for	him	to	see	an	improvement	in	his	
condition,	due	to	his	age	
	
His	retired	surgeon	friend,	who	visited	him	in	hospital	on	numerous	occasions,	said,	‘Why	on	earth	
were	they	discussing	palliative	care	with	Kumar?	He	wasn’t	a	terminally	ill	patient	-	he	didn’t	even	
have	a	diagnosis!’	He	was	not	in	pain,	but	practically	every	member	of	staff	he	met	tried	to	get	him	
to	take	morphine.	
	
His	oxygen	supply	was	reduced,	and	his	oxygen	saturations	kept	in	the	low	eighties.	This	caused	his	
respiratory	rate	to	increase.	He	explained	to	the	consultant	on	the	2nd	of	August	2023	how	he	
would	wake	up,	gasping	for	breath	at	night,	due	to	staff	repeatedly	coming	into	his	room	and	turn	
his	oxygen	down.	Due	to	lack	of	oxygen,	he	was	barely	sleeping	at	all.	
	
He	diarised	how	the	nurse	refused	to	increase	his	oxygen	and	how	his	oxygen	was	being	kept	in	the	
low	80s.	(We	had	agreed	with	the	consultant	that	his	oxygen	saturations	would	be	increased	to	
enable	him	to	attend	physiotherapy).	He	also	wrote	in	his	diary,	‘What	conspiracy	is	this?’	He		
referred	to	two	nurses	in	particular	as	a	‘lethal	combination’.	
	
Unbeknown	to	us,	although	we	were	told	that	very	afternoon	that	he	would	be	given	more	time	to	
recuperate,	his	medication	was	stopped	on	August	2,	2023,	and	DNAR	written	all	over	his	medical	
records.	
	



When	he	developed	severe	chest	pain	following	the	abrupt	removal	of	his	medication,	including	his	
long-term	high	blood	pressure	medication	and	anticoagulants,	he	was	denied	any	investigations	and	
told	that	he’d	reached	the	ceiling	of	care.	
	
We	were	told	by	the	on-call	registrar	that	the	morphine	and	Midazolam	he	was	given	on	3	August	
2023	would	take	the	edge	off	the	pain	and	that	it	would	wear	off	in	about	two	hours.	However,	
my	father	never	regained	consciousness.	
	
Unbeknown	to	me,	he	had	been	given	a	frailty	score	of	six,	presumably,	in	order	to	justify	the	fact		
that,	despite	his	very	high	D-dimer,	he	was	not	given	an	echocardiogram,	troponins	tests,	BNP	test,	
etc.	
	
Please	note	that	his	medical	notes	show	that	he	was	being	harassed.	I	also	have	my	father’s	diary.”	
	
Details	of	DNAR	irregularities	
“My	father’s	consent	to	DNR,	if	it	was	obtained	at	all,	was	obtained	under	undue	pressure.	My	father	
was	not	a	terminally	ill	patient,	but	they	were	trying	to	convince	him	that	he	was	terminally	ill	in	
order	to	secure	his	agreement	to	end	of	life	palliative	care.	
	
Also,	the	DNACPR	form	appears	to	have	been	doctored	(evidence	of	this	can	be	obtained	on	
request).	I	suspect	that	it	may	be	another	patient’s	form	and	that	a	label	has	been	stuck	over	the	
previous	patient’s	details.	The	signature	on	the	form	does	not	match	the	signature	of	the	consultant	
elsewhere.	It	looks	like	a	forgery.	Also,	Box	2	has	been	completed	by	two	different	hands.	
	
DNAR	was	written	over	my	father’s	medical	records	nine	times,	but	I	was	never	told	about	this.	I	
believe	it	must	have	been	done	on	the	morning	of	2	August	2023,	after	my	father	was	coerced	into	
agreeing	to	be	switched	to	end-of-life	palliative	care,	having	been	told	that	he	was	going	to	die.		
	
Although	that	decision	was	reversed	in	the	afternoon,	following	a	meeting	with	myself,	when	I	
received	my	father’s	medical	notes,	I	was	shocked	to	see	that	DNAR	had	been	written	over	every	
page.	In	fact,	the	decision	to	switch	him	to	end	of	life	palliative	care,	although	I	was	given	to	
understand	that	it	had	been	reversed,	had	not	been	reversed	at	all	because	all	of	my	father’s	
medication,	including	his	long-term	high	blood	pressure	tablets	was	removed	that	evening,	
unbeknown	to	me	and	unbeknown	to	him.		
	
My	father	always	took	his	blood	pressure	tablets	religiously,	and	he	knew	how	important	it	was	that	
he	take	anticoagulants	whilst	hospitalised	because	he	specifically	mentioned	this	to	me.	The	other	
thing	is	that,	though	my	father	was	fiercely	independent,	and	did	everything	for	himself,	and	plenty	
for	others,	too,	he	was	given	a	frailty	score	of	6	to	deny	him	the	investigations	he	needed.	
	
Case	8:	submitted	by	Julie	(daughter)	and	Simon	(son)	
Our	dad	was	admitted	to	Rotherham	hospital	on	7	August	2021	with	a	suspected	mini	stroke.	
Following	NHS	protocol,	he	was	tested	and	found	to	be	positive.	He	was	placed	on	the	Covid	ward.	
He	had	an	MRI	done	to	assess	if	a	stroke	had	occurred,	nothing	was	found.	covid	restrictions	meant	
we	weren’t	allowed	to	visit	him.	Only	1	call	per	day	was	allowed,	Dad	was	never	allowed	to	contact	
us	either,	in	fact	the	nurse	turned	his	phone	off.	During	his	short	stay,	he	had	numerous	blood	tests,	5	
days	after	admission	he	was	given	drugs	like	remdesivir,	dexamethasone	and	extra	meds	to	
apparently	‘calm’	him	down	(midazolam	and	morphine)	which	in	turn	made	his	breathing	worse.	Dad	
was	deteriorating	fast,	his	diet	and	appetite	was	practically	nil,	we	had	very	little	communication	
from	the	hospital	even	though	an	LPA	was	in	place.	There	was	no	logic	to	his	treatment.	



	
His	regular	meds	began	to	be	withdrawn,	including	blood	pressure	medications.	Anything	we	
suggested	was	basically	ignored.	His	anxiety	worsened,	and	he	was	unable	to	speak	clearly	due	to	
the	medication.	His	respiration	was	getting	worse	day	by	day.	We	did	manage	to	persuade	the	staff	
to	allow	more	family	members	in	to	see	him,	after	all,	we	were	told	he	was	dying.	Staff	showed	no		
compassion,	and	were	always	on	the	defensive	regarding	their	protocols.	On	the	day	dad	died,	he	
was	given	Tocilizumab	(for	arthritis)-	not	sure	why	-	he	sadly	passed	away	on	25	August	2021.	
	
On	the	afternoon	of	the	25th	I	asked	the	sister	if	a	DNAR	had	been	placed	on	dad	to	which	she	
checked,	she	came	back	and	said	“yes”.	We	were	appalled	that	we	had	not	been	informed.	Upon	
receiving	his	medical	notes,	we	found	out	that	the	DNAR	had	been	put	in	place	on	the	13th	of	August	
(the	same	day	as	starting	remdesivir)	and	countersigned	on	the	24th.	He	had	apparently	given	
consent,	but	in	the	notes,	it	says	he	lacked	capacity.	It	also	said	to	inform	the	family,	but	it	was	never	
discussed	until	we	asked.	
	
Cases	9	-10:	Submitted	by	Jill	(daughter)	
Experience	with	father:		
In	August	2018,	my	86-year-old	father	was	admitted	to	Hospital	X	with	pneumonia.	I	was	on	holiday	
and	my	sister	flew	over	from	the	USA	to	attend.	Against	her	best	instincts,	she	was	coerced	by	the	
medics	into	agreeing	to	a	DNR	for	dad,	whereupon	-	literally	the	next	day	-they	stopped	medical	
treatment	[e.g.	antibiotics]	I	flew	back	and	went	into	the	Geriatric	Ward	and	insisted	on	an	urgent	
immediate	meeting	with	the	treating	consultants.	I	also	emailed	the	CEO,	and	advised	all	parties	that	
I	was	aware	the	NHS	were	still	operating	the	Liverpool	Care	Pathway,	and	that	I	would	alert	the	
press	unless	they	immediately	resumed	treatment.	This	worked;	however,	the	majority	of	the	
general	public	would	not	be	aware	of	what	is	really	going	on	in	many	NHS	geriatric	wards,	which	are	
effectively,	in	my	opinion,	euthanising	our	beloved	elderly.	
	
Experience	with	mother:	
In	November	2020	after	a	fall,	our	85-year-old	mother	was	admitted	to	A+E	at	the	same	Hospital	X.	
Due	toCV19	restrictions,	we	were	not	allowed	to	visit	our	mother,	who	was	herself	a	retired	nurse.	
She	told	us	quite	early	on	after	admission,	that	medical	staff	had	discussed	a	DNR	with	her	and	that	
she	had	categorically	refused.	This	is	in	fact	evidenced	in	the	2nd	response	to	a	complaint	following	a	
Structured	Judgement	Review	[SJR]	by	Hospital	X.	This	followed	my	complaint	re:	sub-standard	
treatment.	In	the	SJR,	the	NHS	note	that	my	mother	refused	a	DNR	on	2nd	November	2020,	that	they	
tried	to	discuss	this	with	her	again	on	6th	November	2020,	but	again	she	refused	and	said	she	wished	
to	discuss	this	with	her	family	over	the	weekend.	This	did	not	occur	as	the	family	[three	siblings]	
were	all	unable	to	contact	her,	or	anyone	on	the	ward	[	Weekends	are	staffed	by	Agency/Bank	staff	
and	few	Doctors	are	on	duty	in	my	experience.	

As	a	family	we	were	all	adamant	that	none	of	us,	including	our	beloved	mum,	would	agree	to	a	DNR,	
as	we	all	knew	exactly	what	this	entailed	with	our	dad/husband.		

However,	contrary	to	our	wishes,	a	DNAR	was	applied	by	the	medical	staff,	as	evidenced	in	her	
Medical	Records.	Ironically,	Hospital	X,	in	response	to	my	formal	complaint,	state:	‘Agreeing	to	a	
DNR	does	not	mean	withdrawal	of	treatment…’		

Well,	in	our	direct	experience	it	did	lead	directly	to	a	withdrawal	of	treatment	for	our	father,	but	in	
mum’s	case	‘ironically’	they	did	not	treat	her	at	all	so	there	was	no	treatment	to	withdraw!	



Our	mum	was	crying,	begging	us:	‘Get	me	out	of	here.	They	are	killing	me!	Help	me!’	She	was	herself	
a	retired	nurse,	we	found	the	state	of	affairs	in	Hospital	X	so	deplorably	bad	that	we	complained	on	
day	4	of	admission.	By	day	10	our	dear	mother	was	dead.	

Undoubtably,	in	my	mind,	DNAR’s	lead	to	the	re-branded	Liverpool	Care	Pathway,	effectively	
euthanizing	the	elderly.	The	general	public	need	to	be	aware	of	what	is	going	on.	It	will	continue	
relentlessly	across	the	NHS,	unless	there	is	a	public	outcry.”		

Case	11:	submitted	by	Andrew	(Headmaster,	and	son-in-law)	
	
DNAR	irregularities/	End	of	life	protocol	initiated	–	stopped	by	family	
Thanks	to	their	timely	intervention,	Andrew	and	his	wife	succeeded	in	preventing	the	premature	
death	of	her	father	on	17	March	2023,	after	health	professionals	decided	he	was	at	end	of	life.	
Andrew	documented	the	experience	and	conversations	with	the	health	professionals	in	real	time	
from	his	father-in-law’s	bedside.	A	full	account	can	be	forwarded	to	you	on	request.	Their	actions	
gave	his	father-in-law	another	6	months	of	life.	He	died,	very	peacefully	and	in	no	distress	on	12th	
September	2023.		
	
The	following	is	an	extract	that	summarises	what	happened,	and	evidence	DNAR	irregularities.	
	
“We	believe	therefore	that	there	is	compelling	evidence	to	suggest	that	Hannah,	(district	nurse)	had	
arrived	on	the	evening	of	Thursday	16th	March	with	the	explicit	purpose	of	injecting	George	with	
midazolam	in	order	to	hasten	his	end	of	life,	having	previously	ensured	that	a	doctor	had	attended	
within	the	previous	24	hrs	and	that	the	family	were	primed	and	gathered	in	readiness.	
	
We	spent	the	afternoon	of	Friday	17th	March	with	George,	plus	the	night	and	part	of	the	following	
day,	(Saturday18th	March).	At	no	point	did	we	see	any	evidence	of	‘distress	or	agitation’	from	
George	or	any	indications	that	George	was	either	approaching	his	final	hours	or	that	midazolam	
would	be	required	to	ease	his	discomfort.	
	
Due	to	the	fact	that	Dr	Storey	had	signed	a	revised	DNR	notice	stating	that	George	no	longer	has	
the	capacity	to	make	his	own	decisions,	we	therefore	evoked	our	legal	powers	of	attorney	(POA)	
and	left	a	notice	within	his	care	plan	folder	stating	that	under	no	circumstances	was	anyone	to	
administer	midazolam	without	the	prior	and	explicit	authority	from	Mrs	F.	Edwards,	(daughter,	
next	of	kin	and	legal	POA	holder.	
	
On	further	inspection	of	the	DNR	dated	18th	March,	it	was	discovered	that	section	1	was	
incorrectly	completed.	We	agree	with	the	statement	that	the	patient	no	longer	has	the	capacity	to	
make	his	decision.	However,	for	the	2nd	question	under	section	1,	I	can	confirm	that	there	is	an	
existing	DNR	which	we	produced	with	George	when	he	was	up	with	us	in	Warwickshire	
previously.	The	3rd	statement	is	also	incorrect,	as	I	can	confirm	that	F.	Edwards	DOES	have	full	
powers	of	attorney	and	therefore	must	be	consulted	on	ALL	decisions.”	
	
Case	12:	submitted	by	Kate	(ex-nurse)		
“I	just	wanted	to	say	my	experience	as	a	registered	nurse	during	this	period	left	me	broken	by	what	I	
witnessed	and	how	it	was	all	dealt	with.	I	have	since	left	a	20-year	career	in	nursing	and	removed	
myself	from	the	register	as	I	cannot	be	a	part	of	it.	I	will	forever	feel	responsible	for	effectively	killing	
a	patient	in	my	care	by	administering	midazolam	and	morphine,	which	I	saw	was	completely	
inappropriate	after	reflecting	on	the	way	he	died.	It	will	haunt	me	all	my	life.	The	GP	prescribing	was	
following	the	covid	protocol,	we	were	all	caught	up	in	the	drama	of	it.	Most	who	died	in	the	care	
home	I	voluntarily	went	into	to	help,	died	in	my	opinion	from	neglect,	dehydration,	malnutrition,	



isolation.	We	did	all	we	could,	and	I	still	3	years	later	feel	traumatised	by	it.	I’ve	never	been	asked	a	
single	question	about	my	experience	in	there	by	management.	My	report	was	ignored.”	
	
Case	13:	submitted	by	Angelina	(wife)	
“My	husband	went	into	hospital	25/12/2021with	a	swollen	arm.	I	was	not	allowed	in	there.	He	had	
DNACPR	put	on	him	with	no	discussion.	When	I	found	out	and	asked	why	there	was	no	discussion	
with	me,	they	said	they	could	put	them	on	when	they	wanted,	and	we	were	also	told	no	one	has	the	
right	to	demand	CPR.		
	
He	was	put	on	EoL	on	26/12/2021	without	informing	me.	He	was	not	fed,	washed,	or	shaved,	and	
when	he	died,	he	had	green	mould	on	his	face.	He	was	given	midazolam,	fentanyl,	
Levomepromazine,	oxycodone,	lorazepam,	hyoscine,	and	butyl	bromide.	On	the	28th	of	December	
2021,	he	tried	to	get	out	of	hospital.	They	then	got	him	back	in	bed	and	sedated	him.	He	was	then	
apparently	(while	comatose)	given	an	incapacity	test,	which	I	was	not	informed	about.	It	clearly	
states	in	the	medical	record	that	the	family	should	be	informed	about	this.	His	arm	was	left	to	go	
gangrene.	He	died	on	the	28/12/2021.	
	
	I	was	allowed	in	few	hours	before	he	died	but	he	was	comatose	and	laying	on	his	back	with	no	
blanket,	freezing	and	chocking	on	his	own	fluid.	I	would	like	to	add	that	I	demanded	a	postmortem	
which	was	done	by	the	procurator	fiscal	office.	I	had	meeting	with	them.	Their	pathologist	wanted	to	
put	covid	on	the	death	certificate.	I	said	no	-	so	2	years	later	his	death	certificate	still	says	under	
investigation.	It’s	been	left	open.	“	
	
(Edited)	
	
Case	14:	submitted	by	Amanda	(daughter)	
	
First	attempt	to	hasten	my	mother’s	death:	
Feb	2019	–Mum	rushed	to	hospital,	where	she	is	diagnosed	with	pneumonia.	Treated	with	
antibiotics.	However,	she	is	discharged	back	to	the	care	home	prematurely.	
	
I	insist	on	an	out	of	hours	GP	being	called.	He	tells	me	that	my	mum	still	has	pneumonia	and	that	
“reading	between	the	lines	of	the	discharge	notes,	the	hospital	has	sent	her	back	here	to	die.”	
	
	He	tells	me	she	is	close	to	death	and	that	we	should	“make	her	comfortable”.	When	I	ask	him	to	
explain	what	this	entails	(a	syringe	driver	to	administer	end-of-life	drugs),	I	refused.	I	insisted	on	
antibiotics	and	stayed	by	my	mother’s	side	for	over	two	weeks	encouraging	her	to	eat	and	drink.		
	
She	got	better	but	despite	pleas	for	rehabilitation,	was	put	on	and	end-of-life	care	plan	(last	year	of	
life).	I	wanted	to	bring	her	back	to	Italy	but	had	just	recovered	from	cancer	and	could	not	have	
looked	after	her	alone.	For	the	following	year,	I	flew	over	to	visit	her	every	10	days.		
	
Second	attempt	September	2021	
I	return	to	the	UK	in	2020	and	fight	for	a	year	to	bring	my	mother	home.	Social	services	refused	
despite	my	Lasting	Power	of	Attorney.	In	May	2021,	a	compromise	is	reached,	and	my	mother	is	
transferred	to	a	nursing	home	local	to	me.	I	visit	daily	for	7	hours	a	day,	supporting	with	meals	and	
care.		
	
Visiting	is	then	reduced	by	half,	after	I	make	complaints	about	neglect	and	poor	care	–	including	
dehydration	and	failure	to	administer	medications	as	prescribed.		
	



As	a	result	of	these	failings,	my	mother	ends	up	in	hospital	with	dehydration,	a	UTI,	and	aspiration	
pneumonia.	I	am	refused	visiting	access,	despite	my	mother	having	advanced	dementia,	dysphagia,	
and	unable	to	feed	herself.	She	was	also	still	on	an	‘end	of	life’	care	plan	(last	year	of	life	–	as	per	
NICE	guidance).	Hospital	tells	me	she	is	not	‘end	of	life’	as	she	is	not	in	“last	48	hours	of	life”.	
	
I	spend	next	7	days	fighting	to	gain	access.	I	explain	that	without	my	support,	my	mum	won’t	eat	or	
drink	sufficiently.	I	am	told	by	staff	when	I	telephone	“We	are	satisfied	with	her	food	and	fluid	
intake”.	I	gain	1	hr	access	on	day	4.	My	mother	is	extremely	thirsty	and	drinks	350	mls	in	the	hour	I	
am	there.	Request	for	further	visits	denied.	
	
A	week	later,	I	am	called	by	the	consultant	who	tells	me	that	my	mother	“is	not	eating	or	drinking	
sufficiently	to	sustain	life”	and	that	she	is	now	“end	days”.	I	am	now	permitted	to	visit.	I	have	a	
recording	of	this	conversation.	
	
	I	find	my	mother	weak	and	unresponsive.	I	discover	all	medications,	including	the	IV	antibiotics	she	
had	been	started	on	in	A	&E	had	been	withdrawn.	I	also	discover	she	has	only	received	5	mls	of	fluid	
in	14	hours.	I	am	told	her	body	cannot	take	food	and	drink	and	I	shouldn’t	try.	
	
I	refuse	to	accept	this.	I	am	told	my	mother	is	now	on	“the	palliative	pathway”.	I	cite	my	Lasting	
Power	of	Attorney.	I	am	told	it	is	“irrelevant”.	The	hospital	refuses	to	take	her	off	the	‘pathway’.		
	
	I	spend	the	next	7	days	by	her	side,	7	hours	per	day.	I	assist	her	to	eat	and	drink.	By	day	4	she	has	
rallied	and	is	beginning	to	communicate	again.	Hospital	refuses	to	reinstate	antibiotics	or	other	
medications.	By	day	7	she	is	eating	and	drinking	normally	and	is	far	more	alert.		
	
Armed	with	this	evidence	and	statements	from	the	family,	I	win	my	battle	in	the	Court	of	Protection	
to	get	my	mother	discharged	home	on	a	CHC	fast-track	package	of	care.	Her	discharge	notes	gave	
her	3	days,	max	3	weeks,	prognosis.	She	lived	another	14	months	
	
Third	attempt	-	November	2021	
My	mother	is	rushed	to	Hinchingbrooke	hospital	with	a	blocked	bowel	due	to	an	obstructed	hernia.	I	
am	told	she	needs	an	emergency	operation.	After	5	hours	outside	in	the	ambulance	and	several	
hours	in	A	&	E,	I	am	told	that	the	hospital	will	not	be	operating	after	all.	I	plead	to	no	avail.	I	am	told	
it	is	“too	risky”.	She	was	taken	to	a	ward.	When	I	ask	what	will	happen	if	she	is	not	operated	on,	I	am	
told	that	she	will	likely	die	within	two	weeks.	I	won’t	go	into	details,	but	the	end	described	was	
horrific.	The	nurse	said	that	they	would	“make	her	comfortable”.	Knowing	what	this	meant,	I	insisted	
she	was	discharged	back	home	to	die.	I	researched	a	diet	to	unblock	the	blocked	bowel	and	with	the	
advice	of	a	family	friend	(ex	Dr)	a	home	treatment	plan	with	over-the-counter	medications	was	put	
in	place.	My	mother	recovered	and	lived	another	12	months.	
	
Case	15:	submitted	by	the	Together	Social	Care	team	on	behalf	of	the	family,	who	remain	subject	
to	a	Transparency	Order	over	a	year	since	their	mothers’	wrongful	death	
	
February	2024	British	Court	of	Protection	orders	elderly	grandmother	to	be	denied	hydration	after	
42	days	of	medically	enforced	starvation.	She	died	11	days	later.	
	
On	the	evening	of	Monday	5th	February	2024,	a	British	Indian	grandmother	took	her	last	breaths,	
but	hers	was	not	a	natural	death.	She	did	not	die	of	old	age	or	as	a	direct	result	of	her	conditions;	
she	died	because	of	‘best	interest’	decisions	taken	by	the	‘Court	of	Protection’	and	the	hospital	
where	she	was	a	patient.	To	die	of	starvation	and	dehydration	is	a	barbaric	and	torturous	death;	that	
this	was	deemed	to	be	in	the	grandmother’s	best	interests	is	beyond	comprehension.	The	decisions	



taken	were	against	the	wishes	of	her	family,	who	have	been	deeply	traumatized	by	the	needless	
suffering	caused.	
	
	
NB	Please	note	that	this	dossier	is	currently	being	updated	following	new	submissions	of	evidence.	
We	will	publish	these	new	cases	shortly.	
	
This	dossier	has	been	compiled	by	the	Together	Declaration	Health	and	Social	Care	team	in	
collaboration	with	the	campaign	group	Families	Against	Involuntary	Medical	Euthanasia,	and	draws	
on	evidence	provided	by	the	grassroots	campaign	Unlock	Care	Homes,	which	campaigned	against	
visiting	restrictions	and	bans	in	care	homes	and	hospitals	during	the	Covid-19	Lockdown.	
	


