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Concerns, Insights and Recommendations: a discussion
Paper on the Terminally Ill Adults (End of Life) Bill 2024

Executive Summary

This discussion paper examines the risks and dangers of the Terminally Ill Adults (End of Life)
Bill, introduced to the House of Commons in 2024 and passed at its Third Reading on June
20, 2025. Our concerns are premised not so much on the content of the Bill itself—hugely
problematic as that is—but more on the contexts in which the legislation, if passed, would
be introduced.

Key Concerns:

Economic and Systemic Pressures

Seen in the context of economic decline, dwindling tax revenues, huge budget cuts to health
and social care services, and an unprecedented recruitment crisis within the care sector, it is
evident that the UK is struggling to provide even a basic level of care to its citizens. Record
waiting lists to access care and treatment are leading to deteriorating health outcomes and

additional pressures on already skeletal services.

In the absence of additional funding, already rationed resources will inevitably be diverted
to facilitate assisted suicide services. This will exacerbate the risks of vulnerable patients
being coerced into requesting a premature death as a result of unmet care needs,

depression, and despair. Recognizing these realities is fundamental to our understanding of



how the proposed safeguards would function in practice, and underpins our concerns about
introducing assisted suicide in such economically uncertain times.

Discriminatory Healthcare Practices

Our five-year research and dossier of case studies (Appendix A), reveal discriminatory NHS
practices that hasten deaths without consent, and it is these concerns that directly inform
our misgivings with the Bill. These ageist and ableist practices, entrenched by COVID-19

legacies, increase risks of coercion and excess mortality if the Bill is enacted.

Inadequate Safeguards

We contend the Bill's safeguards are illusory, failing to account for NHS dysfunction,
inaccurate prognostication (often leading to premature end-of-life decisions), and
protocolized medicine that discriminates against the elderly, disabled, and severely ill.
Proposals to extend eligibility to cognitive conditions such as dementia amplify coercion

risks.

Societal and Ethical Risks

We warn that legalizing assisted suicide could normalize utilitarian resource allocation and
transform the NHS from a protector to a terminator of life. We believe that state-facilitated
suicide would fundamentally change the relationship between physicians and patients, and
that between the citizen and the state. Moreover, it would risk destroying social norms
around the duty of families to care for and support each other in their time of need, thereby

eroding social bonds and the fundamental human principles on which our society rests.

Recommendations

We urge the House of Lords, during its scrutiny period expected to extend into 2026, to
reflect on the evidence it will receive, seek professional input from healthcare and disability
experts, and consider the growing public opposition to the Bill, as evidenced by submissions
to the Terminally-lll Adults Bill Parliamentary Committee. It is our hope that having carefully
scrutinized the proposed legislation, Peers will conclude that the Terminally-Ill Adults (End

of Life) Bill is unsafe and unworkable, and will recommend its abandonment.

Finally, we renew our call for an urgent review of discriminatory clinical tools, end-of-life

protocols, and DNAR practices, as these practices heighten the risks of coercion in the



context of assisted suicide. It is therefore paramount, in the event that the Bill passes into

legislation, that efforts are made to mitigate these risks during the amendment stages.
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Introduction

The Together Declaration Health and Social Care Campaign team has been working closely
with the campaign group Families Against Involuntary Medical Euthanasia over the
past year to bring public attention to the considerable risks and dangers posed by
the Terminally-lll Adults Bill, which passed its Third Reading in the House of

Commons on June 20, this year.

Our concerns are premised on a number of factors, the most significant of which is not the
content of the Bill itself - hugely problematic as it is — but more the contexts in which the
legislation, if passed, would be introduced. We have grave concerns about introducing
state-assisted suicide at a time of such great economic and political upheaval, and against a
backdrop of such rapid social and cultural change for our nation. More importantly, we have
deep misgivings about bringing in assisted suicide at a time when the NHS, which would
facilitate the service, is already imploding under the strain of “eye-watering”' budget cuts,
and the demands placed upon it by our own ageing and ailing population — not to mention

the additional burdens engendered by mass immigration.

Couple this with the huge strain exerted on the social care sector as it endeavours to meet
burgeoning demand while simultaneously filling the gaps in NHS provision, again at a time of
huge budget cuts, rapidly rising costs, and an unprecedented recruitment crisis. It is evident
that the UK health and social care sectors are wholly ill-prepared to meet the needs of the
living, far less those of the dying. Palliative care services, predominantly funded through
charitable donation, are also facing unprecedented demand and are currently only able to

meet the needs of 30% of those requiring terminal and end of life care.

Leaving aside the moral and ethical dilemmas of introducing assisted suicide, whether
facilitated by the NHS or private enterprise, it is our firm belief that now is not the time to be
doing so. Given the unprecedented crises facing health and social care provision, it is

arguable that our sights should be focused on attending to the needs of the living, rather

! Hospitals in England reducing staff and services as part of NHS “financial reset’

https://www.theguardian.com/society/2025/may/09/nhs-hospitals-england-cuts-financial-reset
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than the minority of individuals who wish to avail themselves of a physician-assisted death

at the state’s expense.

This brings us to the crux of our concerns with the Terminally-1ll Adults (End of Life) Bill. It is

our contention, based on five years of monitoring and research, that the NHS is already
facilitating the deaths of its patients, not only those who are terminally ill and wish to die.
Rather, through the rationing of care and inappropriate ‘treatment’ protocols, the NHS is
hastening the deaths of those who are not actively dying but who require costly treatment
and time-intensive care, namely the elderly, severely disabled, and clinically frail. Due to the
unprecedented strain on resources that it is currently facing, and the pernicious ageist and
ableist attitudes that now inform treatment decisions, the NHS is prioritizing care towards
the younger and fitter cohorts of the population. Those it deems are less deserving of care,
whose lives it deems to be sufficiently lacking in ‘quality’ as to merit a physician-expediated

death, whether one is desired or not, are being hastened to early graves.

It is our concerns over these and other harmful NHS practices that principally inform our
misgivings about the Terminally Ill Adults (End of Life) Bill, and the suitability of entrusting
the NHS with the task of establishing and facilitating an assisted suicide service in the UK. In
addition to raising public awareness of the flaws within the Bill, the risks to the vulnerable,
and the broader dangers of introducing state-sanctioned suicide to the UK, it is imperative
that we draw attention to the discriminatory practices and care cultures within the NHS and
social care that currently inform end-of-life decision-making. As it stands, these practices
exacerbate the risks posed and undermine the strength of the safeguards drafted into the

Bill.

We strongly believe that there needs to be a revolution in the way our health and social care
services are designed, managed, delivered, funded, and regulated. Part of that revolution
will involve challenging the discriminatory practices and care cultures we outlined above. A
priority in this respect will be lobbying for an urgent review of the discriminatory treatment
guidelines and clinical tools that are negatively impacting the health outcomes of our most
vulnerable citizens. We believe these standardized tools and protocols are deeply harmful,

and that if allowed to continue to drive practice, will lead to thousands of premature deaths.
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Viewed in this context, it is clear to us that the introduction of state-sanctioned,

NHS-assisted suicide, would very likely lead to an exorable rise in needless, excess mortality.

This paper sets out our reasons for reaching this conclusion, and other concerns we share
with the Together Declaration concerning the introduction of assisted suicide in the UK. In

addition, in contribution to the ongoing debate, we outline all the relevant contexts we
believe must be applied in the process of scrutinising the Bill and the efficacy of the

safeguards proposed.

The purpose of this paper is not to scrutinise the merits of each individual safeguard set out
in the Bill, but rather to question the robustness of these safeguards in the current
economic, social, political, and cultural contexts in which they would be exercised. It is our
considered view that it is impossible to judge the merits of the Terminally Ill Adults (End of
Life) Bill, or the efficacy and strength of the proposed safeguards, without adequate

reflection on the concrete realities currently facing us.

In addition to the harmful protocols and practices mentioned above, other important
contexts that need to be factored in when scrutinizing the Bill and the strength of the
proposed safeguards, include: ongoing economic decline and poor growth prospects; budget
cuts; treatment rationing; burgeoning waiting lists for access to treatment and care; woefully
inadequate palliative care provision; diminishing social care capacity; poor care cultures, and
other discriminatory cultural trends. We will also discuss the legacy of lockdown, how this
continues to negatively impact on access to treatment and care, on patient choice, and

patient health outcomes.

We will also reveal how lockdown entrenched discriminatory care cultures both within the
NHS and the social care sector, most particularly in regard to the care and the treatment of
elderly and disabled adults, and those deemed to be reaching the end of their lives. An
acknowledgement of these ableist and ageist cultures and practices is, we believe,
paramount to assessing the risks of introducing assisted suicide to the UK and measuring the

efficacy of the proposed safeguards set out in the Bill.
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However, before we move on to provide an overview of the contexts described above and
how these inform our concerns with the Bill, we feel it apropos to briefly state our position

vis-a-vis the safeguards both in principle and practice.

The Safeguards in Principle

We should begin by emphasising that we do not in principle believe that any safeguard, no
matter how ‘robustly’ conceived, will be able to safeguard and protect the vulnerable from
coercion to end their lives prematurely, or from any of the other abusive practices that

assisted suicide legislation is likely to entrench.

1.2 The Safeguards in Practice

For any safeguard to properly ‘guard’ individual safety and prevent the potential for harm, it
must be premised upon concrete realities and measured within the economic, social,
cultural, and political contexts in which it will be exercised, as we alluded to above. Having
scrutinised the Bill and the amendments thus far, it is our considered view that those tasked

with drafting the legislation have failed to take these factors into sufficient consideration.

For safeguards to be proven effective, they cannot be measured in the philosophical

abstract or, in this specific instance, on the basis of utopian understandings of how the NHS,
social care, and mental health services actually function. It is our contention that when
measured in the context of the realities outlined in section 1.0 above, the proposed
safeguards do not stand up to scrutiny. In fact, we would go further: we believe the

safeguards are premised on wishful thinking, and as such are illusory.

2.0 Contextual Framework

To reiterate the premise of this paper, we believe it is impossible to accurately assess the
risks posed by the introduction of assisted suicide or the efficacy of the safeguards proposed
in the Terminally Ill Adults (End of Life) Bill, without a full and informed consideration of the
economic, political, social, and cultural realities in which the proposed legislation would be
implemented. These contexts shape the operational environment of the NHS and social care
systems, influencing how decisions are made and how vulnerable populations—particularly

the elderly and those with disabilities—are treated. These practical and cultural contexts will
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directly impact upon the choices available to patients and, in turn, will inevitably impact on

end-of-life decision making and the decision to seek state-assisted suicide.

In section three, we will discuss the relevant economic, demographic, and political contexts
in which the Bill’s safeguards would be exercised. This will be followed by a discussion of the
relevance of treatment rationing and other discriminatory clinical practices impacting on
patient care, patient choice, and patient outcomes (section four). Section five will focus on
the relevance of shifts in cultural attitudes, most particularly towards the elderly and
disabled, and how discriminatory, ageist and ableist care cultures are impacting decision
making in UK health and care settings, further undermining equitable care. Section six will
address global healthcare trends, most specifically the drive towards the protocolisation of

medicine and the standardization of treatment guidelines.

It is our contention that these one-size-fits-all treatment guidelines are negatively impacting
the elderly, the disabled, and patients with complex conditions — often leading to wrongful
end-of-life prognoses and self-fulfilling prophecies of early death. These trends are of direct
relevance to the Terminally Ill Adults Bill, particularly when considered in the context of

discriminatory clinical practices (section four).

Each of these sections evidences the risks of introducing assisted suicide in the UK, and the
inherent flaws in the Bill as it currently stands. However, if we are to reach a complete
understanding of the complexities of assisted suicide and the multiple risks it poses to
vulnerable patient groups, it is paramount that the interconnections between these factors
are identified and examined in aggregate. Section seven (conclusion) draws these elements
together to evidence the risks and potential harms the legislation poses to vulnerable
patient groups. In section eight (Concluding Remarks), we offer our insights into the
unintended consequences the introduction of assisted suicide poses for us as a nation, as a
society, and as individual citizens. Finally, in section nine, we outline our recommendations
to the Lords tasked with scrutinizing the Bill, and our calls to action. The public has a crucial
role to play in exposing the flaws within the Bill and in alerting both the Lords and the
Commons to the potentially catastrophic consequences that will ensue, should the Bill be

passed.
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3.0 Economic Trends and Impacts

3.1 Current Economic Context

Despite some limited post-lockdown recovery, our economy remains sluggish and will
remain so for the foreseeable future. We apparently have a £22 billion black hole in the
nation’s finances and, according to the Bank of England’s forecast for this year,? the UK’s
economic prospects could not be grimmer: declining economic growth, falling GDP, and

rising inflation.

3.2 The Legacy of Lockdown

The COVID-19 lockdowns in the UK cost an estimated £311-407 billion in public spending,
contributing to a fiscal crisis that has continued to place an enormous strain on health and
social care budgets. Reduced government funding and rising demand have led to significant
budget cuts, with social care facing a £2 billion funding gap® in 2025/26, exacerbating staff
shortages and unmet care needs. Diminishing social care capacity continues to exert
immense pressure on the NHS, which was severely impacted by lockdown, and has failed to
recover from the crisis that ensued. With huge delays to social care assessments and
extreme difficulties in procuring care packages or care placements, hospitals are unable to

discharge patients safely, leading to bottlenecks and ever rising waiting lists.

It is estimated that approximately 7.37 million people are currently awaiting treatment?,
representing a 61% increase compared to February 2020, when the waiting list stood at 4.57
million®. Reduced access to timely treatment and care support has inevitably led to
worsening health outcomes, particularly in the case of vulnerable patient groups. These
factors are of significant relevance to the Terminally-lll Adults Bill in terms of the risks it

poses and the robustness of the proposed safeguards.

2 Bank of England Monetary Policy Report — August 2025
https://www.bankofengland.co.uk/monetary-policy-report/2025/august-2025

3Steering Through Change, the National Care Association whitepaper on the adult social care sector
https://www.hcrlaw.com/news-and-insights/steering-through-change-the-national-care-association-whitepape
r-on-the-adult-social-care-sector/

5 https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-data-2019-20/
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Due to the devastating legacy of lockdown, which led to tens of thousands of missed
diagnoses and a huge backlog of patients requiring urgent treatment, the NHS is struggling
to bring waiting lists down to anything near acceptable levels. It is also severely impacted by
the increasing demands our rapidly ageing population places upon it.

3.3 Impacts of Poor Economic Growth on Health and Social Care Provision

As it stands, UK economic growth is insufficient to meet the growing health and social care
needs of its citizens. Palliative care remains woefully underfunded and is often only
accessible to those in their last days and weeks of life. Our hospitals are overflowing,
residential homes closing due to lack of staff, and home care services wholly unable to meet
rising demand. We will now outline the likely impacts of poor economic growth on patient
access to care and treatment, and on patient health outcomes, and explain the relevance of
this in the context of the Terminally-Ill Adults Bill and the robustness of the proposed

safeguards.

3.3.1 Impact on Health Outcomes

It is our considered view that with the economy already on its knees, with such dire
prospects for growth, and burgeoning waiting lists for treatment and care, that the NHS and
Social Services will struggle to provide even the basic minimum of care needed to protect
patients from deteriorating health, provide timely diagnosis of disease, and initiate timely
treatment. This will inevitably lead to a significant rise in the hospitalisation of the frail and
elderly, put further pressure on already inadequate bed capacity, and pressure hospitals to
clear beds more quickly. This will, in turn, increase the risk of unsafe discharges and

discriminatory treatment decisions that endanger vulnerable lives.

3.3.2 Impact of Budget Restraints in the Context of Assisted Suicide Legislation

Coercion comes in many guises and in the context of assisted suicide is not limited to the
nefarious intentions of relatives or unscrupulous medics. Seen in the contexts described
above, it does not require giant leaps of the imagination to envisage elderly and otherwise
frail patients being coerced into considering the option of assisted suicide as an alternative
to languishing in hospital beds or inappropriate care facilities for weeks and months on end
awaiting treatment, home care packages, or suitable care home places - or as an alternative

to burdening themselves on their families when the long-awaited care package fails to

Page | 7



materialise. Those without family, or whose next of kin live hundreds of miles away, will be

at even greater risk of coercion as a result of unmet need.

3.4 Resource Management in the Context of Economic Decline

We must face facts. The NHS is broken, as is the social care sector. We cannot afford the
luxury of hope in miracles. There is no political appetite to raise taxes further to fix the
currently unfixable. In the context of economic atrophy, a diminishing public purse, and
severe funding restraints, the pressures on resources will only increase, leading to treatment
decisions guided not by need but by cost. This is already happening, as we explain in section

4.0 below.

3.4.1 Assisted Suicide: A Burden on NHS Resources

It is in these contexts that we question the wisdom of encumbering the NHS with the
additional burden of establishing and facilitating an assisted suicide service. As our Secretary
of State for Health, Wes Streeting, has warned, the rollout of assisted suicide services within
the NHS will necessitate the diversion of palliative care funding, which is already wholly
insufficient to meet need. For these reasons, we believe it would be irresponsible and highly

unethical to introduce assisted suicide legislation at this juncture in time.

4.0 Treatment Rationing: Realities and Impacts

In truth, the National Health Service is already rationing care and denying patients equal
access to treatment, favouring the under 65s over those of pensionable age, and the
able-bodied over people with disabilities. This is evidenced in the many reports we receive
from the public, and is attested by the experiences shared by older patients and their
families across social media. Reports submitted to us strongly suggest that patients over a
certain age are being discriminated against and denied equal access to healthcare resources.
We have been informed by concerned families that elderly relatives have been told that they
have reached their ‘treatment ceiling’ and that further treatment would be ‘invasive’ and
‘futile’. These decisions are invariably presented as final, as professional decisions taken in
the ‘best interests’ of the individual concerned. Increasingly, the individual (or family where
capacity is in question) is not given the opportunity to be actively involved in these ‘best

interest’ decisions, and is only consulted after the decision has been made.
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4.1 Impact of Inappropriate ‘Treatment Ceilings’ on Patient Choice

We believe these ‘faits accomplis’ decisions have a significant bearing on the proposal to
introduce assisted suicide as an NHS-facilitated service, most pertinently when there is
evidence to suggest these ‘treatment ceilings’ are often arbitrarily applied and not
supported by sufficient clinical justification. Conditions that are objectively treatable are

presented as beyond treatment, and death as an inevitability.

4.1.1 Impact of Ceilings of Care on End-of-Life Prognoses

We have been compiling a dossier of such cases (see Appendix A) and, based on the
evidence shared with us, can attest that patients who were not showing any clinical signs of
dying, were denied treatment on the grounds that they had reached their ceiling of care.
When these patients inevitably deteriorated, their families were told they were now at
‘end-of-life’. From the evidence families have shared with us, there appears to be an
increasing tendency to premise end-of-life prognoses on subjective supposition rather than
objective clinical criteria in the case of older patients, particularly those suffering from

cognitive conditions such as dementia.

4.1.2 Accuracy of End-of-Life Prognoses

Prognostication is not an exact science, and evidence attests to the fact that medical
professionals often get it wrong. Research from the Marie Curie Palliative Care Research
Department at University College London found that the accuracy of prognoses for terminal
illness can range from 78% to a mere 23%°. A study conducted by Paddy Stone, Emeritus
Professor of Palliative and End of Life Care at the University of Central London, collated over
25,000 clinicians’ responses to the question “Would you be surprised if this patient were to
die in the next six to 12 months?”. Of those who answered “No”, they would not be
surprised, 54 per cent of the patients concerned defied expectations and survived beyond

the predicted time of death.

4.1.3 Challenges in Predicting Life Expectancy

6

https://www.mariecurie.org.uk/globalassets/media/documents/policy/appg/all-party-parliamentary-group-for-
terminal-illness-report-2019.pdf]

Page | 9


https://www.mariecurie.org.uk/globalassets/media/documents/policy/appg/all-party-parliamentary-group-for-terminal-illness-report-2019.pdf%5D
https://www.mariecurie.org.uk/globalassets/media/documents/policy/appg/all-party-parliamentary-group-for-terminal-illness-report-2019.pdf%5D

Predicting the time of death, other than in the last days when the clinical signs are more
evident, is notoriously difficult. As Baroness Finlay of Llandaff, a former professor of
palliative medicine, has said: “I have known people who live well and actively for years after

they were thought to have no more than a few weeks to live”’

. Other eminent palliative care
experts with years of experience behind them echo Finlay’s assertion that “predicting life
expectancy is impossible”. In a recent interview with the Telegraph?®, palliative care specialist
Professor Katherine Sleeman affirmed that it was “not possible to accurately determine
someone’s prognosis as a number of months, say six months or 12 months”, adding that ‘six

months’ was an “arbitrary line in the sand” and “not a firm foundation”.

4.1.4 Inappropriate End-of-Life Prognoses

Given the fallibility of doctors who endeavour to predict time of death, we are extremely
concerned by the reports we receive from families who are told their loved one has only
days or weeks to live and will now be put on “end-of-life care” when the clinical markers do
not justify such a conclusion, and there is no indication in the relative’s recent medical
history to suggest they were expected to die within the year (the NICE definition of ‘end of

life’ being an individual who is likely to die within 12 months).

4.1.5 Arbitrary Six-Month Prognoses

Given these evident failings and abusive practices, how certain can we be those prognoses
of ‘less than six months’, which forms the eligibility criteria for assisted suicide requests
under the Bill, provide a true and accurate assessment of life expectancy, and are not
premised on crude analyses and subjective assumptions? It is our contention that in many of
the cases evidenced in our dossier (Appendix A), the decision was reached purely on the
basis of a crude cost-benefit analysis. While we cannot prove this, the absence of objective

clinical criteria makes it difficult to find any other rationale for these prophecies of death.

Families Against Involuntary Medical Euthanasia has received many reports from families

who had been told their loved ones were “end days” only to live for months, even years,

7 https://www.telegraph.co.uk/politics/2024/10/15/assisted-dying-bill-risks-killing-people-three-years-live/

8

https://www.telearaph.co.uk/politics/2024/10/15/assisted-dying-bill-risks-killing-people-three-years-live/
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after the family contested the self-fulfilling prophecy and got their relative home. In several
cases, all that was needed to restore their relative back to health was a course of antibiotics,

in another it was laxatives and a soft diet.

4.1.6 Case Evidence

Indeed, we have received several reports from families who had been told their loved ones
were “end days” only to live for months, even years, after the family contested the
self-fulfilling prophecy and got their relative home. In several cases, all that was needed to
restore their relative back to health was a course of antibiotics, in another it was laxatives

and a soft diet.

In most of the cases in our dossier (Appendix A), however, death became a self-fulfilling
prophecy. Families were told their loved ones were “end days” and would be “made
comfortable”. Within 24-48 hours, their relatives were dead. Sadly, the evidence available to
us suggests these deaths were not ordinary deaths, the inevitable outcome of old age or
disease progression, but occurred as a result of medical intervention, in other words, the
administration of end-of-life drugs to hasten death. We strongly believe that had these
patients been offered appropriate treatment instead of being placed on end-of-life care,
they too would have defied the predictions of the medics who prophesised their time of

death.

4.2 The Impact of Inappropriate End-of-Life ‘Treatment’ Pathways

What the euphemism “make comfortable” invariably means is that the patient is put on an
end-of-life ‘treatment’ pathway. All active treatment is withdrawn, including antibiotics and
all the patient’s regular medications, which may be lifesaving in the case of patients
prescribed heart medications, blood pressure tablets, blood thinners, etc. Inevitably, the
patient’s health and wellbeing further deteriorate. Sedatives are then administered to
control agitation, thereby rendering the patient unable to eat and drink independently. Food
and fluids are then withdrawn, and when the patient is weakened to the point of no return,

end-of-life drugs are administered to hasten death.

4.2.1 Comparison to Liverpool Care Pathway
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If all this sounds remarkably like the notorious Liverpool Care Pathway that was banned in

2014 after evidence emerged it was being abused and had led to thousands of premature
deaths, that is because the practices are virtually identical. While we recognise that there
are situations where the administration of palliative care drugs is appropriate to reduce
suffering in the last days and weeks of life, we believe these drugs are being inappropriately
used to hasten the deaths of elderly and infirm patients who are not actively dying. What is
effectively happening is the orchestration of decline by hospital protocol. It is a scandal few
doctors are prepared to admit, and is far more common than the public and political class

care to imagine.

4.2.2 Physician Testimony

One physician, retired neurosurgeon Henry Marsh, ironically a proponent of assisted suicide,
has had the honesty to affirm that these practices are indeed fairly common. In an interview
for ITV’s breakfast programme Good Morning Britain on the subject of assisted suicide, he
said: “At the moment in this country, we have euthanasia without consent—so-called
terminal sedation, the pretence being that people will be dying. People are given such large
doses of opioids, but they will actually die from it [the administration of these drugs] - but
the intent is not to kill them. So, the law has a strange fudge that you judge an action not by

its consequences but by intent”.®

4.2.3 Dossier Evidence

Our dossier of cases (Appendix A) bears witness to these discriminatory practices and
end-of-life protocol abuses. There is not the space here to discuss the dangers posed by the
use of blanket treatment protocols in NHS settings, especially in relation to frail and elderly
patients for whom the Terminally Ill Adults (End-of-Life) Bill poses most risk, but we believe
the inappropriate use of end-of-life protocols described above is becoming more
widespread, and as such is extremely relevant to the suitability of the NHS to provide and

facilitate assisted suicide services.

4.2.4 Relevance of Discriminatory Treatment Practices to Assisted Suicide Legislation
Virtually every week, we are made aware of cases like those described above. It is this

knowledge and insight that informs our concerns about the introduction of assisted suicide

% https://www.youtube.com/watch?v=BbkvpnDUoRs
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legislation. We firmly believe that the rollout of assisted suicide as an NHS service would, in
the context of increased treatment rationing and the continuation of the abusive practices
described above, provide further opportunities for cash-strapped hospitals and
unscrupulous medics to facilitate the premature deaths of patients who are deemed a drain
on resources and a costly burden upon society. We envisage a significant rise in excess
deaths if assisted suicide is legalised, with many more elderly and frail patients being given
clinically unsound end-of-life prognoses, and actively ‘encouraged’ to end their lives

prematurely.

4.3 The Impact of Decision Support Tools on End-of-Life Prognoses and Treatment
Decisions

Currently, the discriminatory practices summarised above are facilitated through the
inappropriate application of a variety of clinical decision tools. In addition to the highly
subjective treatment ceilings and questionable end-of-life prognoses already described,
there are several others used to justify decisions not to prioritise, or to withdraw treatment.
These include the increasing use, and crude application of, decision support tools such as
Quality-Adjusted Life Year (QALY) assessments to calculate the ‘benefits’ of life-extending
treatment, and the inappropriate use of DNARs. We outline the relevance of these to the

safeguards set out in the Bill in relation to coercion below.

4.3.1 QALYs and Subjective Assumptions Concerning Quality of Life

A long-standing criticism of QALY decision tools has been that they discriminate against the
elderly and others in a poor state of health, and can be used to justify treatment decisions
based on economic, rather than objective clinical criteria. What QALYs also fail to take into
consideration is the patient’s own treatment preference based on what they perceive to be
an acceptable ‘quality of life’. From our evidence, it would seem that medical staff are
making far too many subjective assumptions about what constitutes life ‘quality’ and which
lives are ‘worth’ living, and are using these assumptions to inform treatment and resource
allocation decisions that deny certain members of society equal access to treatment and

care, most particularly the elderly and those with severe disabilities.

4.3.2 Relevance of Clinical Frailty Scores on End-of-Life Prognoses
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It emerged from evidence submitted to us during the Covid period, that patients and care
home residents over the age of 65, who were not terminally ill, were not likely to die within
six months, but were assessed as having a frailty score of 5 or more, were being routinely
denied further treatment and being referred to palliative and end-of-life care. Prior to 2020,
it would have been unusual for patients with a frailty score of 5 to be denied treatment, put

on end-of-life care pathways and administered end-of-life drugs. But this is exactly what
happened in many cases, as our family cases attest (Appendix A). From reports submitted to
us by families, care home staff, and health workers, there is evidence to suggest that the
inappropriate use of clinical frailty scores to justify the withdrawal of care and treatment and

the initiation of end-of-life care pathways, continues.

4.3.3 The Relevance of Continuing DNAR Abuses

In the majority of the cases made known to us, most particularly the cases outlined in
Appendix A, the individual concerned had been made subject to a DNAR (Do Not Attempt
Resuscitation) order. While these orders should only inform CPR decisions, there has been
considerable evidence, particularly over the past five years, to suggest DNARs are being
inappropriately used to justify decisions to withdraw treatment and care, and that these
practices have resulted in many wrongful end-of-life decisions and premature deaths. We
will now provide a brief summary of post-Covid DNAR practice, and why this is of relevance
to the Terminally-1ll Adults Bill, most specifically regarding the question of informed consent

and coercion risk.

4.3.3.1 Official Evidence of DNAR Abuses

Page | 14



As has emerged from evidence submitted to both the Scottish™,"" and UK'?'," Covid
Inquiries, to the CQC'™, and to Parliament'®, the blanket application of DNARs on certain
vulnerable groups became commonplace during the Covid period, with hospital patients and
care home residents with cognitive impairments most particularly at risk, as our own dossier
cases attest (Appendix A). These testimonies reveal that DNAR orders were not always
premised on individual clinical assessments, but were uniformly applied. In many cases,
these were often used inappropriately to justify decisions not to prioritise care, or to
withdraw treatment altogether and place patients and care home residents on end-of-life

pathways.

For a full, contextualised account of witness statements given at both the Scottish and UK
Covid Inquiries in relation to inappropriate DNAR practices, end-of-life protocols, medical
neglect, and other lockdown harms, we recommend accessing the excellent Substack
account: Biologyphenom, which is diligently updated and provides a comprehensive

overview of the respective inquiries, the modules covered, and the themes discussed. It also

10 Scottish Covid Enquiry: Closing Statements

" University of Edinburgh Law School - Scottish Covid-19 Inquiry Research Commission: Final Report/Portfolio 3:
The Provision ofHeaIth and Social Care Services — authors: Anne- Maree Farrell and Rhiannon Frowde

h Provmon Health Social Care Services_Accessible.pdf

12 c-19 Inquiry 091024 Module 3 Day 18.ecl

13 NQ000475131 Wltness Statement of Vic Rayner on behalf of the Natlonal Care Forum

f-the-national-care- forum dated-17-03-2025/

4 UK Covid 19 Inquiry Witness Statement of The People's Care Watchdog — submitted May 14, 2025
https://covid19.public-inquiry.uk/wp-content/uploads/2025/07/31151415/INQ000587611.pdf

15

Protect, respect, connect — decisions about living and dying well during COVID-19

https://www.cqc.org.uk/publications/themed-work/protect-respect-connect-decisions-about-living-dying-well-
during-covid-19

1 House of Commons Women and Equalities Committee - Unequal impact? Coronavirus, disability and access
to services: full Report/Fourth Report of Session 2019-21
https://committees.parliament.uk/publications/4068/documents/40461/default
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https://rumble.com/v5arvis-scottish-covid-enquiry-3.html

provides relevant and pertinent clips from the hearings, illustrating many of the points raised

in this paper "’.

The Care Quality Commission published a number of reports on policy response to Covid,
and covers the inappropriate use of DNAR orders in some of these. Its final report is
arguably the most damning. This report has been referenced in submissions to the UK Covid

Inquiry, most pertinently to the Module 3 hearings'®

4.3.3.2 Impact of Inappropriate DNARs on Vulnerable Patients

The combined application of DNARs, clinically unjustified end-of-life prognoses, and
‘treatment ceilings’, during and post-Covid, has seen many care home residents and hospital
patients denied access to life-saving treatment. These were not people who were dying;
they were vulnerable people in need of treatment and care. Following these inappropriate
decisions, frail and elderly patients have been put on end-of-life pathways and hastened to
premature death. From the many reports we have received from families since, there is
evidence to suggest these abusive practices have become normalised in many care and
treatment settings. We believe these inappropriate and discriminatory practices raise
significant questions about the suitability of the NHS as a facilitator of assisted suicide.
4.3.3.3 DNARs as a Tool of Coercion

One of our greatest concerns about the Terminally Ill Adults (End of Life) Bill is the scope it
presents for coercion and abuse. This concern is informed by reports from vulnerable
individuals or their families evidencing inappropriate pressure being applied by care and
medical staff when requesting consent to DNAR orders. Some who initially refused to sign
the orders were later worn down by incessant requests. In one case reported to us, an
elderly patient (a retired surgeon) was visited at their bedside three times in one day and
urged to sign a DNAR. He refused. Three days later, he was dead. Despite his refusal to sign,
the daughter found ‘DNAR’ written on his medical notes no fewer than nine times. When
she challenged this, the daughter was told her father had “agreed”. The daughter remains
unconvinced. In another, more recent report shared with us, a disabled man was
approached no fewer than four times over the course of a day and urged to sign a DNAR,

which he refused to do on each occasion. On the fourth attempt, the man became upset and

7 https://biologyphenom.substack.com/p/scottish-covid-19-inquiryfeature
'8 https://covid19.public-inquiry.uk/wp-content/uploads/2024/10/02162120/INQ000474255.pdf

Page | 16


https://covid19.public-inquiry.uk/wp-content/uploads/2024/10/02162120/INQ000474255.pdf%5D
https://biologyphenom.substack.com/p/scottish-covid-19-inquiryfeature%5D

distressed. The physician walked away saying: “If you end up on my ICU, I'll be switching the

machine off.”

5.0 The Relevance of Ageist and Ableist Care Cultures

With ageist and ableist care cultures like those described above, it is no wonder so many
elderly and disabled citizens are fearful of assisted suicide becoming an NHS-facilitated
service. Coercion comes in many guises, and given that the Terminally Ill Adults (End-of-Life)
Bill will allow physicians to ‘suggest’ assisted suicide as a ‘treatment’ option, we believe the
scope for abuse is significant. In the context of ongoing abusive practices in the application
of DNARs, what confidence can we have that NHS staff involved in end-of-life
decision-making and, most pertinently, assisted suicide facilitation, will not abuse the
powers afforded them to deny patients access to treatment as a means of coercing them
into agreeing to terminate their lives by means of medically assisted death? Ageist and
ableist attitudes within the NHS, and other State institutions, reflect ageist and ableist
attitudes within wider society, and more disturbingly, the pernicious rise of utilitarian and

eugenicist ideas in public discourse®,%.

5.1 Utilitarian Resource Allocation

As a society, we are becoming increasingly ageist and ableist in our attitudes towards the
elderly and disabled, viewing these fellow citizens as ‘economically inactive’ and a drain on
what are deemed to be limited or finite resources. In the context of economic decline and a
rapidly ageing population, utilitarian notions around optimal resource allocation are
creeping into public discourse. There is a very fine line to be drawn between utilitarian
efficiency and eugenics, and we believe this is something we would be wise to consider
when contemplating the introduction of assisted suicide, especially if the service is to be

facilitated by the NHS.

5.2 Risks for Patients with Cognitive Conditions in the Context of Assisted Suicide

1% | et them die: the case for assisted Dying

h //www.new man.com/politi k-
20 We can’t afford a taboo about assisted dying
https://www.thetimes.com/article/we-cant-afford-a-taboo-on-assisted-dying-n6p8bfg9k
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It is our contention that it is unsafe to introduce assisted suicide as an NHS-facilitated service
while the abusive practices described above continue, especially given the proposed
amendment to extend eligibility to patients with dementia and other terminal cognitive
diseases. In the latter case, capacity to make decisions can fluctuate for all manner of
reasons. Not only does this render assisted suicide requests unreliable, but, more
concerningly, also presents ample opportunity for coercion. There is significant risk, given
the prevalence of these discriminatory practices, of patients being wrongly assessed as
being at end of life and without any prospect of recovery and, on this basis, deciding to ‘opt’

for an assisted death.

6.0 The Context and Impact of Protocolisation and the Use of One-Size-Fits-All Guidelines
All of the cases described in our dossier (Appendix A) concern the premature death of
individuals who were either not suffering terminal iliness, or who were not in the terminal
stages of their disease, but were deemed to be at ‘end of life’, and were put on end-of-life
medications to hasten death. One explanation as to why so many people were put on to
end-of-life medications in care and health settings during and post-Covid, can be found in
the ‘one-size-fits-all’ approach to treatment decision-making that characterised the period,
and which set precedents for future health practice. We believe these one-size-fits-all
approaches are of significant relevance to the suitability of the NHS facilitating an assisted

suicide service, as we will outline below.

6.1 The Impact of NICE ‘Covid-19 Rapid Response’ Protocols on Treatment Practice

While there has been a long-established trend within clinical practice to standardise

treatment pathways and decision-making, the circumstances of the Covid-19 pandemic—the
novel nature of the disease, increased workloads, and the perceived need to limit contact
between patients and physicians, etc.—no doubt encouraged a greater reliance on clinical
protocols to guide and inform treatment decisions. However, based on our research and
insights, and those of other family advocacy groups, we believe the ‘rapid guidance’
protocols that were introduced in March, and early April 2020 — most pertinently NG165,
and NG163 - had a profound and negative impact on NHS practice, patient outcomes, and
attitudes to the elderly and infirm. More concerningly, there is significant evidence to

suggest that these protocols set dangerous precedents in the treatment of the frail and
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vulnerable, and have led to the normalisation of discriminatory and harmful end-of-life

practices in many NHS Trusts.

6.1.1 Impact of NICE Covid-19 Guidelines on Excess Deaths

It is our firm belief, based on our research and insights, that NHS protocols and practices
introduced during the Covid period not only had a devastating impact on the elderly and
frail, but were directly responsible for the spike in excess deaths that occurred in UK care
homes and hospitals during the spring of 2020, and for the rise in excess mortality
throughout the Covid period. We also believe these protocols and practices set dangerous
precedents in the care and treatment of the elderly and infirm and are largely responsible
for the increase in premature death among these patient groups we have seen since. Such is
our concern, that we are calling for an urgent review of end-of-life protocols and DNAR

practices in all care settings.

6.2 The Appropriacy of Standardised End-of-Life Clinical Guidelines

We feel it apropos to briefly discuss the appropriateness of using standardised guidance to
inform clinical decisions concerning vulnerable patients with very complex conditions, of
which the elderly, frail, and, more pertinently, the terminally ill suffer. While the rationale
that informed these protocols may have been to improve consistency in symptom
management and compliance with what was deemed to be best practice, our evidence
strongly suggests that these standardised guidelines were not only inappropriately applied in
many cases, but were too rigidly and uniformly applied, leading to rapid deterioration, and
invariably premature death. It is not the remit of this paper to examine these specific
protocols in detail—suffice to say, that we believe these protocols were instrumental in
thousands of premature deaths during the Covid period, and continue to drive practice

today.

6.2.1 The Relevance of Standardized Treatment Decisions in End-of-Life care

The standardisation of clinical decision tools and treatment guidelines is a global trend and is
becoming increasingly common in the context of UK healthcare. We firmly believe this raises
important questions in the context of assisted suicide generally, and more specifically in

regard to the suitability of the NHS as a facilitator of assisted suicide services.
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6.2.2 The Relevance of Complex Conditions in End-of-life Treatment Practice

The vast majority of vulnerable adults who will be eligible to request assisted suicide will
have complex comorbidities, thus requiring careful tailoring of interventions and treatments
for each individual patient. This is particularly true in the case of elderly patients. The rapidly
changing nature of these patients’ underlying conditions necessitates continuous
monitoring, reassessment, and modification of each patient’s treatment management.
Eschewing this individualised treatment approach in favour of overly prescriptive and
excessively restrictive, “one-size-fits-all” standardised treatments, may prevent clinicians
from meeting individual patients’ needs, and lead to decreasing care quality. This problem is
compounded if the standardisation tools adopted are not only inflexible but also have a

poorly supported, or entirely absent, scientific basis.

6.2.3 The Harmful Legacy of Covid-19 Treatment protocols in End-of-Life Care

This was certainly the case in relation to Covid-19 ‘rapid response’ end-of-life guidelines,
which continue to inform end-of-life treatment practice today. Not all terminally ill patients
suffer from cancer, and in these cases, their treatment pathway will be informed, not by
NG31, which is a specific guideline addressed to the needs of this patient group, but more
generalised end-of-life treatment pathways. There are not, to our knowledge, more specific
guidelines?' concerning the treatment of dementia patients at end-of-life, for example, other

than broad, brushstroke recommendations.

While we would question the appropriateness of applying any standardised protocol to
older patients, we find it even more inappropriate to apply standardised end-of-life
protocols to this patient group, particularly those living in care facilities, the majority of
whom suffer from some form of cognitive impairment. Older patients living in residential
care are at far greater risk of having treatment imposed on them, and of falling victim to
coercion. If assisted suicide is introduced in the UK, much of it will be facilitated in care and

nursing homes

6.2.4 The Need for more Clinical Research into the Potential Harms of Standardized
Treatment Guidance

2! https://pmc.ncbi.nlm.nih.gov/articles/2254566/]
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As the protocolisation of end-of-life care is a fairly recent phenomenon, there is not
sufficient clinical research to determine the potential harms of these specific protocols.
However, on the basis of what research there is available, and what our own insights tell us,
we concur with the conclusion reached by the authors of these two studies?,?® namely that
what is best for patients overall, as recommended in standardised treatment guidelines, may
be inappropriate for individuals, most pertinently, critically ill and elderly patients. The first
study provides a critical discussion on the appropriateness of one-size-fits-all treatment

guidelines in the care of critically ill patients; the second focuses on the risks posed to older

patients.

6.2.5 Pressures on Medical Professionals to Adopt Standardized Treatment Protocols

The growing protocolisation of medicine is a trend that should concern us all, not least
medical professionals who are coming under increasing pressure to adopt these
standardised guidelines in their treatment of patients rather than relying on their own
knowledge, expertise, and insights, and applying these to tailor treatments to the specific
needs of each individual patient. Medics who fail to adopt these prescriptive protocols in

their medical practice risk disciplinary action.

6.3 The Specific Relevance of Protocolisation in the Context of Assisted Suicide

As there has been suggestion that eligibility could possibly be extended to people with
terminal cognitive conditions, the majority of whom will be patients over 65, we feel it is
unsafe to introduce assisted suicide legislation until there has been a review of the use of
end-of-life treatment protocols in the last weeks and months of life. It is our view that these
protocols were largely responsible for the untimely deaths of thousands of vulnerable
patients, including those described in our dossier (Appendix A). We believe these protocols
are too rigidly applied, and have no place in palliative and end-of-life care. Inappropriate
treatment decisions can have a profound impact on patient longevity, and physical and
mental wellbeing, and as such are likely to add to the risks of coercion arising from unmet or

inappropriately met care needs.

7.0 Conclusion

2 https://pubmed.ncbi.nlm.nih.gov/32332282/
2 https://benthamopen.com/contents/pdf/TOLSJ/TOLSJ-4-51.pdf
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It is our belief, based on the extensive evidence available, that if assisted suicide legislation
were to be introduced, it would be used to coerce patients into agreeing to end their lives
prematurely, either due to lack of appropriate treatment and care, discriminatory treatment
decisions that ration or withdraw care, or in response to clinically unsound end-of-life
prognoses. If passed, it is our view that assisted suicide legislation would become yet
another tool to justify utilitarian resource allocation and discriminatory end-of-life treatment
decisions. It would provide opportunities for unscrupulous decision-makers to cover up the
abusive practices we have described at length in this document and evidenced in the
accompanying case dossier (Appendix A). In addition, we believe assisted suicide legislation
would provide hospital Trusts with the opportunity to cover up instances of medical
negligence and poor care, by convincing concerned families that their relative’s sudden
deteriorating health is the product of natural causes, of the progression of disease, and that

death is imminent. This is already happening, as our case histories attest (Appendix A).

7.1 Risks of Premature Death

If patients who are not terminal and not ‘actively’ dying are being denied beneficial
treatment on the basis of their age and frailties (real or perceived), how confident can we be
that those in their last ‘six months’ of life will not be subject to the same treatment and care
rationing, and that this will not negatively influence decision-making choices at end of life?
How sure can we be that the denial of further treatment and care on the grounds of ‘futility’
(real or perceived) will not coerce vulnerable adults into agreeing to end their lives
prematurely? Once an end-of-life prognosis is given, patients will often give up the fight,
believing their physician’s assessment, and accepting what they now believe is an inevitable
and imminent death. Premature death will become a self-fulfilling prophecy, robbing the
dying (and not dying) of their last months, possibly years of life, of precious time with those
they love and those who love them. It is for this reason that we predict a distinct rise in
premature death of the elderly and infirm in the event that the proposed legislation is

passed.

7.2 Evident Dangers, lllusory Safeguards, Hidden Threats
It is our contention, based on the evidence available to us, that we already have an assisted

‘dying’ service in NHS hospitals, only it is not voluntary, and is being imposed on vulnerable
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adults without their consent or, where capacity is diminished, that of their families. It is this
conviction that underpins our concerns about the Terminally Ill Adults (End of Life) Bill, and
leads us to conclude that no safeguards, no matter how seemingly robust on paper, will ever
be able to provide the level of protection needed to ensure the elderly, disabled, and
otherwise frail are not coerced into agreeing to assisted suicide and having their lives
unnecessarily and prematurely terminated. There will be inevitable repercussions for society

too if this bill is passed.

8.0 Concluding Remarks: Unintended Impacts of the Proposed Legislation

It is our firm belief, based on our insights into current trends both within the NHS, and in the
jurisdictions where assisted suicide has been legalised, that the introduction of assisted
suicide legislation in the UK will fundamentally change the role and purpose of the NHS. It
will inevitably segue from an institution founded on the principle of the sanctity of life, and
the duty of medical staff to do all in their power to protect life, to an organisation actively
involved in facilitating the termination of life. As citizens drawing on its services, it will have

far-reaching consequences for us all.

8.1 Societal Implications

If we cross this Rubicon, if we accept the principle that not all lives are equal, that not all
lives are of equal value, and therefore not equally deserving of our collective resources,
there will be paradigm-shifting consequences for society too. We will, in crossing this
redline, redefine what it means to be human, expunging from our beings the very human
instinct to nurture, care, and support those around us for the benefit of all. We will
outsource our duty of care to our nearest and dearest to the State, which we believe is unfit
for the task. A decision to introduce assisted suicide will lead to the erosion of the moral
values and principles that have served us so well for centuries, most pertinently the sanctity

of life, and our duty to protect it.

9.0 Recommendations and Call to Action
Reflect, Discuss, Engage
We urge the public, and those tasked with scrutinising and making amendments to the

Terminally Il Adults (End of Life) Bill when it returns to the Lords in September, to reflect
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deeply on the insights and warnings set out in this paper, and on those voiced by other
concerned groups and professional bodies. No disability group supports the Bill, nor do the
vast majority of physicians, nursing staff, psychiatrists, and dementia experts. Nor is it true -
despite vociferous claims to the contrary from the pro-assisted suicide lobby groups — that

the public is overwhelmingly in support of the proposals.

Challenging false perceptions

The more the public engages with the complexities of introducing state-facilitated death to
the UK, the more aware it becomes of the risks the legislation poses to vulnerable groups,
and the more it reflects on the potential harms a change in the law would auger for us as a
society, and as citizens, the less convinced it becomes of the merits of the proposals, and the
more fearful of the consequences. Indeed, judging by the comments sections of the press

and on social media, public support has plummeted since the Bill received its First Reading.

Reiterating Public and Professional Concerns

This is attested by the response from the public following the call for evidence to be
submitted to the Parliamentary Committee tasked with scrutinizing and amending the Bill
earlier this year. Indeed, the response to the call was overwhelming, and unprecedented for
a Private Members’ Bill. Submissions poured in from doctors, psychiatrists, disability groups,
and groups representing the elderly, as well as from concerned members of the public.
Support for the Bill, as evidenced by the submissions received, was just under 30% - a far cry

from the much lauded 70% support touted by pro-assisted suicide groups.

We strongly encourage the Lords to reflect on the concerns raised in those submissions and
those it will receive in the course of its own deliberations. It is imperative that when the
Lords gather in September to begin the process of scrutinizing the Bill and deliberating on
proposals for amendments, that they are fully cognisant of all the concerns and supporting

evidence that has been made available to them.

Challenging the lllusory Safeguards, Exposing Societal Harms
We are firm in our belief that the Terminally-lll Adults Bill is a badly-drafted piece of
legislation, that it is premised on illusory safeguards that will fail to protect the vulnerable,

and that it will have profound and lasting consequences for us all. The decision to introduce
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state-assisted suicide to the UK is one that not only poses significant challenges and risks,
but also seismic societal change. It is a decision that must not be entered into lightly, and

must not be rushed, as was the case during its progress through the Commons.

Informing and Lobbying the Lords

Careful and painstaking consideration of the proposals and the potential harms the
legislation poses, will be crucial. It is our duty as citizens to engage in public discussion of the
merits and flaws of the Bill as it currently stands, and to reflect on the implications for our
society more broadly. It is also our collective duty to ensure the Lords are made fully aware
of the complexities and dangers of introducing state-facilitated suicide to the UK, particularly
in the contexts we have endeavoured to highlight in this paper, and in light of the uncertain

times in which we live

It is paramount, in the event that the Bill passes into legislation, that efforts are made to
mitigate the risks and harms we have raised in this paper, many of which have been
reiterated by other groups and individuals campaigning against the Bill. We, the public have
a role to play here, and should endeavour to ensure the Lords are made adequately aware of

our concerns during the amendment stages.

To this end, we encourage the public to join us in demanding an urgent review of
discriminatory NHS tools, end-of-life protocols, and DNAR practices, all of which heighten
the risks of coercion in the context of assisted suicide. Until these issues are addressed
through systemic reforms, access to equitable care will continue to be undermined and the
treatment options available to terminally-ill patients severely diminished, regardless of

whether assisted suicide is introduced.

However, it is paramount that the Lords recognise these risks and factor them in when
deliberating on whether to recommend that the Bill progresses to the Commons, or is
abandoned in its current form. In the case of the former, it is imperative that adequate
safeguards are written into the Bill to limit the risk of harms, should the Bill pass into

legislation.

Absence of a Democratic Mandate
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It is worth remembering that the proposed legislation was not mentioned in the current
Government’s manifesto, has no democratic mandate, and is not a Government Bill. It is our
hope that the Lords will take these facts into due consideration in the course of their

deliberations, and before reaching their decision at Third Reading.

Mobilizing Opposition to Protect the Vulnerable

It is also our hope that Together members, and the public more broadly, will support us in
our efforts to demonstrate the unworkability of the Terminally-lll Adults Bill as it progresses
through the Lords, and later through the Commons, and will help mobilize the public to call
for its abandonment. The risks and dangers posed by the Bill in its current form are too
significant to ignore. To protect the vulnerable and UK citizens more generally, we must

ensure it is defeated.

Appendix A: Dossier of Case Studies on End-of-Life Protocol Abuses

Exposing Systemic Abuses in End-of-Life Care

This dossier provides 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, it reveals 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.
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The Liverpool Care Pathway Rebranded?

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 conditions. All regular medication was
withdrawn, they were sedated, food and fluids were denied, and then, when he or she
inevitably weakened, they were given a lethal cocktail of benzodiazepines and opioids to
‘assist’ the dying process. These are the very same practices adopted under the Liverpool

Care Pathway.

Corroborating Evidence of Abuse

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.

Excess Deaths and the Legacy of Covid-19 Rapid Response Protocols

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
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staff during the Scottish Covid Inquiry Health and Social Care Impact Hearings would seem to
corroborate this. As one witness, Micheleine Kane, said: “My mother isn’t dying of Covid;

she’s dying of starvation and dehydration.” 2*

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), NG191, the protocol that replaced it, most

probably caused many, many more unnecessary deaths.

The Testimony of Whistleblowers

)?> and Zandra Lewis

Revelations shared by whistleblowing nurses Linda Roberts (Scotland
(Isle of Man) 28 lend further weight to such claims, as do the experiences of whistleblowing
care workers who shared their concerns with the campaign group Compassion in Care. 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.com.

2 https://biologyphenom.substack.com/p/scottish-covid-inquiry-impact-hearing-fal]
25

https://www.scottishdailyexpress.co.uk/news/scottish-news/nicola-sturgeon-lying-over-dnacpr-289890
27
% https://nhssurveyonline.co.uk/post/zandra-lewis-abbotswood-nursing-home-isle-of-man/
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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. | 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. | am

now taking legal action against the care home.

Case 2: Submitted by Rebecca, daughter and practicing nurse.

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, | obtained a competent second autopsy from an expert witness pathologist. This
autopsy included toxicology tests and found that someone had administered two 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?“ The answer was
“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. | 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.
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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 (wife, and retired nurse RGN)

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 doctor on the
ward wrote him up for ‘end-of-life’ drugs. He got out because | 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 |
was only to be ‘allowed’ to visit twice a week. Within 48 hours of that decision, he was dead.
However, in the medical notes, | found an illegal DoLS (Deprivation of Liberty order), a DNAR,
and prescription for diamorphine and midazolam. | was not informed when my partner died,

despite being next of kin.

Case 6: Submitted by Hannah (daughter)

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 end-of-life/palliative care. Effectively, a death sentence. My mother was
admitted again in November 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
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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 deathbed,
they applied end-of-life 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 end-of-life 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, and ex-solicitor)

“On 2 August 2023, my father ( a retired surgeon) 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 31 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 2 August 2023 how
he would wake up, gasping for breath at night, due to staff repeatedly coming into his room
and turning 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’.
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Unbeknown to us, although we were told that very afternoon that he would be given more
time to recuperate, his medication was stopped on 2 August 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. | also have my father’s diary.

Details of DNAR irregularities: My father’s consent to DNAR, 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). | 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 | was never told about this. | 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 | received my father’s medical notes, | 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 |

was given to understand that it had been reversed, had not been reversed at all because all
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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 one 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. Five 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 were 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, | 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
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that the DNAR had been put in place on 13 August (the same day as starting remdesivir) and
countersigned on 24 August. 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.

Case 9: Submitted by Jill (daughter). Experience with father

“In August 2018, my 86-year-old father was admitted to Hospital X with pneumonia. | 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 DNAR for Dad, whereupon—literally the next
day—they stopped medical treatment [e.g., antibiotics]. | flew back and went into the
Geriatric Ward and insisted on an urgent immediate meeting with the treating consultants. |
also emailed the CEO and advised all parties that | was aware the NHS were still operating
the Liverpool Care Pathway, and that | 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.”

Case 10: Submitted by Jill (daughter). 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 to Covid-19 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 DNAR 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 [SJIR] by Hospital

X. This followed my complaint regarding sub-standard treatment.

In the SIR, the NHS note that my mother refused a DNAR on 2 November 2020, that they
tried to discuss this with her again on 6 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 DNAR, as we all knew exactly what this entailed with our dad/husband. However,
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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
DNAR 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.
Undoubtedly, in my mind, DNARs lead to the re-branded Liverpool Care Pathway, effectively
euthanising 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 12 September 2023. The following is an extract that

summarises what happened, and evidences DNAR irregularities:

“We believe therefore that there is compelling evidence to suggest that Hannah (district
nurse) had arrived on the evening of Thursday 16 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 17 March with George, plus the

night and part of the following day (Saturday 18 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
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ease his discomfort. Due to the fact that Dr Storey had signed a revised DNAR 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 DNAR dated 18 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, | can confirm
that there is an existing DNAR which we produced with George when he was up with us in
Warwickshire previously. The 3rd statement is also incorrect, as | 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)

“l just wanted to say my experience as a registered nurse during this period left me broken
by what | witnessed and how it was all dealt with. | have since left a 20-year career in
nursing and removed myself from the register as | cannot be a part of it. | will forever feel
responsible for effectively killing a patient in my care by administering midazolam and
morphine, which | 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 where | voluntarily went into to help, died - in my opinion,
from neglect, dehydration, malnutrition, isolation. We did all we could, and |, 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 on 25/12/2021 with a swollen arm. | was not allowed in
there. He had a DNACPR put on him with no discussion. When | 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.
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He was put on end-of-life 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 28
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 | 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 28/12/2021. | was allowed in a few hours before
he died, but he was comatose and lying on his back with no blanket, freezing, and choking
on his own fluid. | would like to add that | demanded a postmortem which was done by the
procurator fiscal office. | had a meeting with them. Their pathologist wanted to put Covid on
the death certificate. | said no—so 2 years later, his death certificate still says under

investigation. It’s been left open.

Case 14: Submitted by Amanda (daughter)

First attempt: February 2019

“Mum is rushed to hospital, where she is diagnosed with pneumonia, and treated with
antibiotics. However, she is discharged back to the care home prematurely. | 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’

The GP tells me she is close to death and that we should “make her comfortable”. When |
ask him to explain what this entails (a syringe driver to administer end-of-life drugs), |
refused. | 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 an end-of-life care plan (last year of life). | 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, |

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
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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. | visit daily for 7 hours a day,
supporting with meals and care. Visiting is then reduced by half, after | 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. | am refused visiting access, despite my mother having advanced
dementia, dysphagia, and being unable to feed herself. She was also still on an ‘end-of-life’
care plan (last year of life—as per NICE guidance). The hospital tells me she is not

‘end-of-life’ as she is not in “last 48 hours of life”.

| spend the next 7 days fighting to gain access. | explain that without my support, my mum
won’t eat or drink sufficiently. | am told by staff when | telephone, “We are satisfied with her
food and fluid intake”. | gain 1 hr access on day 4. My mother is extremely thirsty and drinks

350 mis in the hour | am there. Request for further visits denied.

A week later, | 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”. | am now permitted to
visit. | have a recording of this conversation. | find my mother weak and unresponsive. |
discover all medications, including the IV antibiotics she had been started on in A&E, had
been withdrawn. | also discover she has only received 5 mls of fluid in 14 hours. | am told
her body cannot take food and drink, and | shouldn’t try. | refuse to accept this. | am told my

mother is now on “the palliative pathway”.

| cite my Lasting Power of Attorney. | am told it is “irrelevant”. The hospital refuses to take
her off the ‘pathway’. | spend the next 7 days by her side, 7 hours per day. | 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, | win my battle in the Court of
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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. | am told she needs an emergency operation. After 5 hours outside in the
ambulance and several hours in A&E, | am told that the hospital will not be operating after

all. I plead to no avail. | am told it is “too risky”.

My mother was then taken to a ward. When | ask what will happen if she is not operated on,
| am told that she will likely die within two weeks. | won’t go into details, but the end
described was horrific. The nurse said that they would “make her comfortable”. Knowing
what this meant, | insisted she was discharged back home to die. | researched a diet to
unblock the blocked bowel and, with the advice of a family friend (ex-doctor), 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.

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 5 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 traumatised by the needless suffering caused.

The family remain subject to a Transparency Order over a year since their mother’s wrongful

death
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Note: This dossier is currently being updated following new submissions of evidence. We will

publish the updated version shortly.
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